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Physician Time from RUC Meetings:

October 2012 (CPT 2013)

CPT 

Code

Pre-Service 

Evaluation

Pre-Service 

Positioning

Pre-

Service 

Scrub 

Dress & 

Wait

Intra-

Service

Immediate 

Post Service 99291 99231 99232 99233 99238 99239 99212 99213 99214

Total 

Time

32554 13 3 5 20 15 56

32555 15 3 6 20 15 59

32556 13 3 6 20 18 60

32557 15 3 6 30 15 69

52287 7 5 10 21 15 58

95924 15 30 15 60

99487 26 26

99488 60 60

99489 13 13

99495 40 40

99496 60 60
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October 2012 (CPT 2013) 

RUC Submission

Utilization Crosswalk

CPT 

Source Deleted

Source 2011 

est Utilization

New/ 

Revised 

Code

New/Revised 

Code Utilization 

(reference 2011) Percent

Source 

RVU

Spec 

Rec 

RVU

RUC 

Tab

New/ Revised 

Total RVUs 

Total Source 

RVUs

32551          62,136 32551                 42,948 0.691 3.29 3.50 4 150,319 141,300

32551          62,136 32557                   9,693 0.156 3.29 3.62 4 35,089 31,891

32551          62,136 32556                   9,494 0.153 3.29 2.50 4 23,736 31,237

32420 D               372 32405                      372 1.000 2.18 1.93 4 718 811

32405          62,663 32405                 62,663 1.000 1.93 1.93 4 120,940 120,940

32421 D          91,497 32554                 39,344 0.430 1.54 1.82 4 71,606 60,589

32421 D          91,497 32555                 52,153 0.570 1.54 2.27 4 118,388 80,316

32422 D        133,021 32554                 39,906 0.300 2.19 1.82 4 72,629 87,395

32422 D        133,021 32555                 93,115 0.700 2.19 2.27 4 211,370 203,921

76942     1,506,222 Savings 145,268              0.096 0.67 0 4 0 97,330

76942     1,506,222 76942 1,360,954           0.904 0.67 0.67 4 911,839 911,839

75989          71,050 Savings 9,693                 0.136 1.19 0 4 0 11,535

75989          71,050 75989 61,357               0.864 1.19 1.19 4 73,015 73,015

77002        246,763 Savings 1,481                 0.006 0.54 0 4 0 800

77002        246,763 77002 245,282              0.994 0.54 0.54 4 132,453 132,453

77012        204,756 Savings 10,033               0.049 1.16 0 4 0 11,638

77012        204,756 77012 194,723              0.951 1.16 1.16 4 225,879 225,879

53899            1,567 52287                      470 0.300 0.00 3.20 5 1,504 0

53899 1,567           53899 1,097                 0.700 0.00 0.00 5 0 0

95921          84,253 95921 18,535               0.220 0.90 0.90 6 16,682 16,682

95922          76,141 95922 1,524                 0.020 0.96 0.96 6 1,463 1,463

95921          84,253 95924 19,716               0.234 0.90 1.73 6 34,109 17,744

95922          76,141 95924 22,080               0.290 0.96 1.73 6 38,198 21,197

95923            6,632 95923 6,632                 1.000 0.90 0.90 6 5,969 5,969

95921          84,253 95943 46,002               0.546 0.90 CP 6 41,402

95922          76,141 95943 52,537               0.690 0.96 CP 6 50,436

75896          15,153 75896 15,153               1.000 1.31 CP 7 19,850

75898          43,683 75898 43,683               1.000 1.65 CP 7 72,077

99213   99,960,280 99495 346,675              0.003 0.97 2.11 8 731,484 336,275 *

99213   99,960,280 99496 231,117              0.002 0.97 3.05 8 704,907 224,183

99213   99,960,280 99213 97,781,289         0.978 0.97 0.97 8 94,847,850 94,847,850

99214   81,311,416 99495 346,675              0.004 1.50 2.11 8 731,484 520,013

99214   81,311,416 99496 231,117              0.003 1.50 3.05 8 704,907 346,676

99214   81,311,416 99214 79,132,425         0.973 1.50 1.50 8 118,698,638 118,698,638

99215     9,665,755 99495 346,675              0.036 2.11 2.11 8 731,484 731,484

99215     9,665,755 99496 231,117              0.024 2.11 3.05 8 704,907 487,657

99215     9,665,755 99215 7,486,764           0.775 2.11 2.11 8 15,797,072 15,797,072

NA 99495 260,006              1.000 0.00 2.11 8 548,613 0

NA 99496 173,338              1.000 0.00 3.05 8 528,681 0

99213   99,960,280 99487 333,583              1.000 0.97 1.00 9 333,583 323,576 *

99213   99,960,280 99488 1,243,355           1.000 0.97 2.50 9 3,108,388 1,206,054

99213   99,960,280 99489 24,261               1.000 0.97 0.50 9 12,131 23,533

99214   81,311,416 99487 333,583              1.000 1.50 1.00 9 333,583 500,375

99214   81,311,416 99488 1,243,355           1.000 1.50 2.50 9 3,108,388 1,865,033

99214   81,311,416 99489 24,261               1.000 1.50 0.50 9 12,131 36,392

99215     9,665,755 99487 333,583              1.000 2.11 1.00 9 333,583 703,860

99215     9,665,755 99488 1,243,355           1.000 2.11 2.50 9 3,108,388 2,623,479

99215     9,665,755 99489 24,261               1.000 2.11 0.50 9 12,131 51,191

NA 99487 4,002,996           1.000 1.00 9 4,002,996 0

NA 99489 291,127              1.000 0.50 9 145,564 0

77373 12670 77373 12670 1.000 0.00 0.00 23 0 0 *

77418 1507480 77418 1507480 1.000 0.00 0.00 23 0 0 *

251,486,795  241,793,044  

Total Source RVUs 241,793,044

Total New/Revised RVUs 251,486,795

RVU Difference -9,693,750

CF 34.0376

CF Redistribution -$329,951,987

*Notes:

Tabs 8 & 9

Utilization assumptions are based off specialty society estimates included in the recommendations

Tab 23

Practice Expense only (no physician work)



 
 

 

October 10, 2012 
 
Jonathan Blum 
Deputy Administrator and Director 
Center for Medicare 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
 
Subject:  Additional RUC Recommendations for Consideration for Final Rule on the 2013 
Medicare Physician Payment Schedule 
 
The American Medical Association (AMA)/Specialty Society RVS Update Committee (RUC) met 
October 4-6, 2012 to review specialty society data and develop relative value recommendations for 
individual physician services.  A significant portion of the agenda was devoted to issues that relate to 
CPT 2014 or newly identified potentially misvalued services.  These items will be submitted to CMS 
in the future.  However, given the immediate urgency for items related to 2013, we submit these 
recommendations to you at this time.  The RUC submission includes the following issues for 
consideration by the Centers for Medicare and Medicaid Services (CMS): 
 

• Chest Tube Interventions (32554, 32555, 32556 and 32557) 
 

• Bladder Chemodenervation (52287)  
 

• Autonomic Function Testing (95924 and 95943) 
 

• Bundle Thrombolysis (75896 and 75898) 
 

• Radiation Treatment Delivery (77373 and 77418) 
 

• Transitional Care Management Services (99495 and 99496)   
 

• Complex Chronic Care Coordination Services (99487, 99488 and 99489) 
 
The RUC appreciates the opportunity to provide comment and recommendations related to the 2013 
Medicare Physician Payment Schedule.  If you have any questions regarding this submission, I would 
welcome the opportunity to speak to you personally, in particular related to our continuing work on 
care coordination.  Of course, your staff may also contact Sherry Smith at the AMA for clarification 
regarding these recommendations. 
 
Sincerely, 

 
Barbara S. Levy, MD 
 
cc: RUC Participants 
 
Attachments 
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
Harvard Valued – Utilization over 30,000 

 
October 2012 

 
Chest Tube Interventions  

 
In September 2011, CPT Codes 32420 Pneumocentesis, puncture of lung for aspiration, 32421 Thoracentesis, puncture of pleural cavity for 
aspiration, initial or subsequent and 32422 Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure) were identified in the Harvard Valued-Utilization over 30,000 screen. At that time, the specialty societies requested, and the 
RUC agreed that these services should be referred to the CPT Editorial Panel to correctly describe current practice. In February 2012, the CPT 
Editorial Panel created 32554 Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance, 32555 Thoracentesis, 
needle or catheter, aspiration of the pleural space; with imaging guidance, 32556 Pleural drainage, percutaneous, with insertion of indwelling 
catheter; without imaging guidance and 32557 Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance and 
deleted 32420-32422 to accurately describe these procedures.  
 
The family of codes were initially reviewed by the RUC at the April 2012 meeting. The RUC noted that the specialty societies used a split survey 
process. Specifically, CPT codes 32554 and 32556 were surveyed primarily by pulmonologists and CPT codes 32555 and 32557 were surveyed by 
radiologists. The split survey process made it difficult to ascertain the appropriate increment of physician work within this family of services. The  
RUC recommended that the entire family of codes be resurveyed for the October 2012 RUC meeting. The RUC recommended that pulmonary 
medicine resurvey all four codes and radiology resurvey only the imaging codes (32555 & 32557).  It was noted at the October 2012 meeting that 
the RUC recommended interim valuation in April 2012 based on incorrect utilization assumptions.  
 
32554 Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance 
 
The RUC initially reviewed this code and determined that this service was previously reported as 32421 Thoracentesis, puncture of pleural cavity 
for aspiration, initial or subsequent  (work RVU=1.54) based on the CPT code description. However, after a robust discussion with the specialty 
societies, the RUC agreed that this service was actually reported using a blend of 32421 and 32422 Thoracentesis with insertion of tube, includes 
water seal (eg, for pneumothorax), when performed (separate procedure) (work RVU=2.19). Coding documents published over the past decade 
were discussed which supported this coding convention. The new service described by CPT code 32554 includes thoracentesis, needle or catheter, 
and therefore should be valued using both 32421 and 32422. In addition, the specialty societies confirmed that the typical service is with catheter 
as opposed to needle, which further supports that this service is a blend of the two previously reported services (32421 & 32422). The RUC 
crosswalked this service to CPT code 36569 Insertion of peripherally inserted central venous catheter (PICC), without subcutaneous port or 
pump; age 5 years or older (work RVU=1.82) because they both require the same physician work and 20 minutes of intra-service time. The RUC 
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agreed that a work RVU of 1.82 which is less than the 25th percentile appropriately accounts for the physician work. Furthermore, the RUC 
reviewed CPT codes 45315 Proctosigmoidoscopy, rigid; with removal of multiple tumors, polyps, or other lesions by hot biopsy forceps, bipolar 
cautery or snare technique (work RVU=1.80), 57456 Colposcopy of the cervix including upper/adjacent vagina; with endocervical curettage 
(work RVU=1.85) and 64416 Injection, anesthetic agent; brachial plexus, continuous infusion by catheter (including catheter placement) (work 
RVU=1.81) and agreed that these services were similar in physician work and intensity. The RUC also agreed that an additional 2 minutes for 
positioning is appropriate. The RUC recommends a work RVU of 1.82, less than the 25th percentile for CPT code 32554. 
 
32555 Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging 
 
The RUC reviewed the survey results from 90 physicians for CPT code 32555. The RUC determined that a work increment to account for imaging 
in relation to CPT code 32554 was appropriate. It was reported by the specialty societies and confirmed by the RUC that CPT codes 32421 and 
32422 were previously reported with 76942 Ultrasonic guidance for needle placement (eg, biopsy, aspiration, injection, localization device), 
imaging supervision and interpretation (work RVU=.67, intra time=30 minutes). However, the overall survey median intra service time was 20 
minutes and therefore the RUC agreed that an increment of 0.45 work RVUs appropriately account for the imaging increment over code 32554. 
This service was compared to 57400 Dilation of vagina under anesthesia (other than local) (work RVU=2.27). The RUC also agreed that an 
adjustment of 2 minutes for pre-service evaluation and positioning appropriately account for the additional time prior to skin prep necessary for 
ultrasound localization of a suitable pocket of fluid. The RUC recommends a work RVU of 2.27 for CPT code 32555 which is between the 
25th percentile and median survey value.  
 
32556 Pleural drainage, percutaneous, with insertion of indwelling catheter; without imaging guidance 
 
The RUC reviewed the survey results for CPT code 32556 and noted that this new service was previously reported as 32551 Tube thoracostomy, 
includes water seal (eg, for abscess, hemothorax, empyema), when performed (separate procedure) (work RVU=3.29). However, the members 
determined that a work RVU of 2.50 based on the survey 25th percentile is more appropriate. To support this value, the RUC reviewed CPT codes 
57454 Colposcopy of the cervix including upper/adjacent vagina; with biopsy(s) of the cervix and endocervical curettage (work RVU=2.33), 
90870 Electroconvulsive therapy (includes necessary monitoring) (work RVU=2.50) and 36555 Insertion of non-tunneled centrally inserted 
central venous catheter; younger than 5 years of age (work RVU=2.68). The RUC also agreed that an additional 2 minutes for positioning is 
appropriate. The RUC determined that the incremental increase across this family accurately captures the intensity and physician work. The RUC 
recommends a work RVU of 2.50 for CPT code 32556. 
 
32557 Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
The RUC reviewed the survey results from 74 diagnostic radiologists, interventional radiologists and pulmonologists. The RUC determined that a 
work increment in relation to CPT code 32556 to capture imaging is appropriate. The specialty societies noted and the RUC agreed that this 



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

service was previously reported with 32551 and 75989 Radiological guidance (ie, fluoroscopy, ultrasound, or computed tomography), for 
percutaneous drainage (eg, abscess, specimen collection), with placement of catheter, radiological supervision and interpretation (work 
RVU=1.19). The RUC determined that the survey median of 3.62 was appropriate to account for the physician work required to perform this 
service. The RUC noted and agreed that this service has evolved and is more complex. In the past, the procedure was based on anatomic 
landmarks, however, current practice suggests that imaging guidance is used prior to catheter placement to avoid injury to the lung and pleura, as 
well as periodic imaging to ensure optimal drainage of the pleural effusion. The RUC also agreed that an adjustment of 2 minutes for pre-service 
evaluation and positioning appropriately account for the additional time prior to skin prep necessary for ultrasound localization of a suitable pocket 
of fluid. The RUC recommends a work RVU of 3.62 for CPT code 32557. 
 
May 2012 RUC Recommendations: 
The RUC recommendations for the codes in this family were considered by the RUC in April 2012 and submitted to CMS in May 2012. These 
recommendations are attached for informational purposes only. 
 
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. 
 
Practice Expense:  
Direct Practice expense inputs were approved by the RUC in April 2012 and were submitted to CMS in May 2012.  Direct Practice expense is 
being resubmitted with this recommendation to reflect a modification to intraservice clinical staff time of two additional minutes for CPT code 
32557, directly tied to physician intraservice time. The previous recommendatons are attached to this recommendation for informational purposes 
only.  
 

 

CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

●32554 DD1 Thoracentesis, needle or catheter, aspiration of the 
pleural space; without imaging guidance 

000 1.82 
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●32555 DD2 with imaging guidance 000 2.27 

●32556 DD3 Pleural drainage, percutaneous, with insertion of 
indwelling catheter; without imaging guidance 

000 2.50 

●32557 DD4 with imaging guidance 

(For insertion of indwelling tunneled pleural catheter 
with cuff, use 32550) 

(For open procedure, use 32551) 

 (Do not report 32554-32557 in conjunction with 32550, 
32551, 76942, 77002, 77012, 77021, 75989) 

000 3.62 

D32420  Pneumocentesis, puncture of lung for aspiration 

(32420 has been deleted.  To report, use 32405) 

000 N/A 

D32421  Thoracentesis, puncture of the pleural cavity for 
aspiration, initial or subsequent 

(If imaging guidance is performed, see 76942, 77002, 
77012) 

000 N/A 
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D32422  Thoracentesis with insertion of tube, includes water seal 
(eg, for pneumothorax), when performed  (separate 
procedure) 

(Do not report 32422 in conjunction with 19260, 19271, 
19272, 32503, 32504) 

(If imaging guidance is performed, see 76942, 77002, 
77012) 

(32421 and 32422 have been deleted.  To report, see 
32554, 32555) 

000 N/A 

 



                                                                                                                                                  CPT Code: 32554 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32554 Tracking Number   DD1                   Original Specialty Recommended RVU: 2.00  
                        Presented Recommended RVU: 1.82  
Global Period: 000                                       RUC Recommended RVU: 1.82 
 
CPT Descriptor: Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance       
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 74-year-old male patient presents short of breath with a chest x-ray showing a large left pleural 
effusion. Bedside aspiration is performed for diagnosis. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 93% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 8% 
 
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% 
 
Description of Pre-Service Work: The physician reviews the records, laboratory data (particularly platelet count and 
coagulation studies) and imaging, and communicates with other professionals.  The patient’s medications are reviewed, 
specifically targeting antiplatelet and anticoagulation agents. The physician discusses the details of the procedure and risks 
with the patient and family /friend including pain control and recovery time in addition to alternatives to the thoracentesis.  
Informed consent is obtained.  The physician ensures that all technical personnel are familiar with the equipment and the 
procedure.  The physician ensures that the thoracentesis kit and necessary specimen containers are present.  The physician 
positions the patient.  The physician verifies the identity of the patient and the procedure to be performed (“surgical time-
out”) in accord with the Joint Commission regulations.  The physician examines the chest and marks the location for the 
thoracentesis.  The physician dresses in a disposable gown, mask and dons protective eyewear, if indicated.   
 
Description of Intra-Service Work: Physician dons sterile gloves. 
• Thoracentesis kit opened and apparatus assembled.  
• Chest prepped and draped in a sterile fashion.   
• 1% Lidocaine solution instilled for local anesthesia of all chest wall tissues from skin to  pleura.   
• Incision made in skin. 
• Bleeding controlled.  
• The needle/catheter/3-way stop cock/small syringe inserted into the pleural cavity.  
• Needle withdrawn leaving the catheter in the pleural cavity.   
• Large volume syringe attached to the 3-way stop cock attached to the catheter.   
• Pleural fluid withdrawn and placed into the proper tubes and containers.   
• Remaining pleural fluid collected in drainage bag attached to tubing.   
• Catheter removed. 
• Sterile drape removed.  
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• Sterile dressing applied.  
 
Description of Post-Service Work: Pleural fluid specimens are labeled. 
• Laboratory slips are filled out.   
• Specimens and slips sent to the proper laboratories for analyses.   
• Physician examines the patient to ascertain that no complications have occurred.  
• Chest x-ray ordered and reviewed later.   
• Findings from the procedure explained to the patient and /or family/friend.   
• Physician reinforces the instructions about post-procedure complications providing contact information.   
• Physician generates a detailed report of the procedure.   
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Alan Plummer, MD, ATS Advisor, Burt Lesnick MD, ACCP Advisor; Kathrin Nicolacakis, 
MD, Alternate Advisor ATS and Robert DeMarco, MD, Alternate Advisor ACCP 

Specialty(s):  American Thoracic Society (ATS) and the American College of Chest Physicians 
(ACCP) 

CPT Code: 32554 

Sample Size: 300 Resp N: 
    40 Response:   13.3 %  

Description of 
Sample: 

The ATS and ACCP performed a random survey of chest physicians, including 
interventional pulmonologists and convened an expert panel to review survey data. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 4.75 10.00 21.25 125.00 

Survey RVW: 0.80 1.98 2.00 2.31 3.50 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   5.00   
Pre-Service Scrub, Dress, Wait Time:   5.00   

Intra-Service Time: 5.00 15.00 20.00 20.00 50.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code: 32554 Recommended Physician Work RVU:  1.82 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 13.00 13.00 0.00 
Pre-Service Positioning Time: 3.00 1.00 2.00 
Pre-Service Scrub, Dress, Wait Time: 5.00 6.00 -1.00 
Intra-Service Time: 20.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
49083       000        2.00                         RUC Time 
 
CPT Descriptor Abdominal paracentesis (diagnostic or therapeutic); with imaging guidance 
  
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     
64483       000    1.90  RUC Time                            853,509 
CPT Descriptor 1 Injection, anesthetic agent and/or steroid, transforaminal epidural, with imaging guidance (fluoroscopy or 
CT); lumbar or sacral, single level 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
52000      000          2.23                RUC Time                                925,004   
 
CPT Descriptor 2 Cystourethroscopy (separate procedure) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36556      000     2.50                        RUC Time 
 
CPT Descriptor Insertion of nontunneled centrally inserted central venous catheter, age 5 years or older 
 
  
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: 45.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32554 

Key Reference 
CPT Code:   

49083  

Source of Time 
RUC Time 

Median Pre-Service Time 19.00 25.00 
   
Median Intra-Service Time 20.00 25.00 
   
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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 54.00 60.00 
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Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.24 2.71 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.47 2.94 

   
Urgency of medical decision making 2.88 2.65 

Technical Skill/Physical Effort (Mean)   

Technical skill required 2.88 2.71 

Physical effort required 2.82 2.65 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 2.53 2.24 

Outcome depends on the skill and judgment of physician 3.00 2.82 

Estimated risk of malpractice suit with poor outcome 2.94 2.94 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.41 2.29 

Intra-Service intensity/complexity 2.94 2.82 

Post-Service intensity/complexity 2.06 1.88 

 
  
 
Additional Rationale and Comments 
 
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 Thoracic Society’s Clinical Practice Committee and the American College of Chest Physician’s Practice 
Management Committee reviewed the survey results of 40 members for 32554-32557, compared them to the last survey of 
31 members for 32554, and 30 members for 32556 in April 2012, and are providing this consensus recommendation. 
Radiology has only surveyed the image guided codes 32555 and 32557. 
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Background: 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421 (Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to describe current practice better.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555) and two for pleural catheter (chest tube) placement: non-image-
guided (32556) and image-guided (32557). 
 
Recommendation: 
The ATS and ACCP performed a random survey of chest physicians, including interventional pulmonologists and 
convened a panel of experts to review the survey data.  We are recommending the median survey RVU of 2.00 and the 
median intra-service time of 20 minutes and post-service time of 15 minutes. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1a (Facility Straightforward Patient/Procedure (No 
sedation/anesthesia care) with the following adjustment:  subtract 1 minute from scrub, dress, wait time compatible with 
our survey results.  This pre-service recommendation, combined with the intra and post times above yields a total time of 
54 minutes. 
 
Key Reference Service: 
The most commonly chosen key reference service [the same as 32555] was 49083 (Abdominal paracentesis (diagnostic or 
therapeutic); with imaging guidance), with 2.00 RVUs and 25 minutes of intra-service time.  The second most commonly 
chosen reference service was 36556 (Insertion of non-tunneled centrally inserted central venous catheter; age 5 years and 
older), with 2.50 RVUs and 15 minutes of intra-service time, and total time of 50 minutes.  32554 compares favorably to 
both of these codes.  The intraservice time for 32554 (20 minutes) is lower than 49083 (25 minutes) and higher than 36556 
(15 minutes).   
 
CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32554 Thoracentesis, needle or 
catheter, w/o imaging 2.00 19 20 15 54 0.056 

49083 Abdominal paracentesis, 
with imaging 2.00 25 25 10 60 0.052 

36556 Insertion of Non-tunneled 
CV Catheter 2.50 25 15 10 50 0.119 

 
MPC Recommendations: 
Our recommendation of 2.00 RVUs for 32554 is bracketed by two MPC codes: 64483 (Injection, anesthetic agent and/or 
steroid, transforaminal epidural, with imaging guidance (fluoroscopy or CT); lumbar or sacral, single level), with 1.90 
RVUs, 15 minutes of intra time, and 49 minutes of total time, and 52000 (Cystourethroscopy (separate procedure))  with 
2.23 RVUs, 15 minutes of intra time, and 42 minutes of total time. 
 
 
 
 
 
 
CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32554 Thoracentesis, needle or 
catheter, w/o imaging 2.00 19 20 15 54 0.056 

64483 Injection Foramen Epidural, 
single level 1.90 24 15 10 49 0.082 

52000 Cystourethroscopy  (separate 
procedure) 2.23 17 15 10 42 0.113 
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Comparison within family 
The societies feel the incremental increase in RVUs from 32554 to 32557 accurately represents the increased physician 
work across the family.  The data is summarized in the attached table.  Congruent with the increase in RVUs is an increase 
in total time.  We do acknowledge that the intra-service times are the same from 32554 through 32556, but the increase in 
IWPUT across the family appropriately reflects the greater intensity in treating more complex patients requiring imaging 
guidance and the more complex collections typical of 32556 and 32557.   
 
In conclusion, for 32554 we are recommending 2.00 RVUs and total time of 56 minutes (21/20/15).  We feel that our 
survey data (40 respondents) supports these recommendations. 
 
  
 
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.) 
 

 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) 32421 
 
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   How often?  Commonly  
 
Specialty Internal Medicine   How often?  Commonly 
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 200000 
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 slightly more than double Medicare data for existing code 32421 
 
Specialty Pulmonary  Frequency 180000  Percentage  90.00 % 
 
Specialty Interal Medieine  Frequency 20000  Percentage  10.00 % 
 
Specialty        Frequency 0   Percentage  0.00 % 
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Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
90,000  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 existing code 32421 
 
Specialty Pulmonary  Frequency 81000   Percentage  90.00 % 
 
Specialty Internal Medicine  Frequency 9000  Percentage  10.00 % 
 
Specialty        Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32421 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32555 Tracking Number   DD2                   Original Specialty Recommended RVU: 2.45  
                        Presented Recommended RVU: 2.27  
Global Period: 000                                       RUC Recommended RVU: 2.27 
 
CPT Descriptor:  Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 57-year-old male patient presents with pneumonia and persistent fever despite antibiotic 
therapy. Aspiration of his parapneumonic effusion is performed with real-time ultrasound guidance. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 97% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 12% 
 
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% 
 
Description of Pre-Service Work:  
• The patient's symptoms, history, and allergies are reviewed. 
• Medications are reviewed, specifically potential antiplatelet or anticoagulation agents.  
• Lab data is evaluated, particularly coagulation results and platelets. 
• Available imaging is reviewed. 
• Procedure details are discussed, including pain control and recovery time.  
• Alternatives and risks are discussed with the patient and family, and informed consent is obtained. 
• Confirm NPO status. 
• Ensure imaging, appropriate specimen containers, and catheter devices are available. 
• Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required 
devices. 
• Perform surgical "time out". 
 
Description of Intra-Service Work:  
• Preliminary ultrasound is performed of the chest to localize the pleural fluid and target site for drainage. Images are 
recorded.   
• The chest is prepped and draped in the usual sterile fashion. 
• The skin and deeper tissues down to the parietal pleura are infiltrated with a local anesthetic under ultrasound 
guidance, taking care to avoid vessels.  
• A small incision is made.   
• A thoracentesis catheter is advanced into the pleural effusion under ultrasound guidance and secured in place 
temporarily.  
• Through the catheter a variable amount of fluid is drained.   
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• The catheter is removed. 
• The puncture site is dressed appropriately. 
• A sample of fluid is sent to the laboratory for analysis. 
 
Description of Post-Service Work:  
• The patient is transferred to the recovery suite and a CXR is obtained (reported separately). 
• Post-procedure vital signs are assessed. 
• When stable for discharge, the findings are reviewed with patient and family. 
• A report of the procedure is prepared for the medical record. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): 
 Zeke Silva, M.D. (ACR), Sean Tutton, M.D. (SIR),  Michael Hall, M.D.(SIR), Alan 
Plummer, M.D. (ATS), Kathrin Nicolacakis, M.D. (ATS),  Robert DeMarco, M.D.(ACCP),  
and Burt Lesnick, M.D. (ACCP)  

Specialty(s): ACR, SIR, ACCP, and ATS 

CPT Code: 32555 

Sample Size: 2120 Resp N: 
    90 Response:   4.2 %  

Description of 
Sample: 

The ACR, SIR, ATS and ACCP performed a random survey of diagnostic radiologists, 
interventional radiologists and chest physicians and convened a panel of experts to 
review the survey data. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 20.00 40.00 100.00 500.00 

Survey RVW: 1.00 2.03 2.45 2.75 5.00 
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 15.00 20.00 30.00 50.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code: 32555 Recommended Physician Work RVU:  2.27 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 15.00 13.00 2.00 
Pre-Service Positioning Time: 3.00 1.00 2.00 
Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 
Intra-Service Time: 20.00 

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
49083      000        2.00                         RUC Time 
 
CPT Descriptor Abdominal paracentesis (diagnostic or therapeutic); with imaging guidance 
  
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     
31500      000    2.33  RUC Time                            281,217 
CPT Descriptor 1 Intubation, endotracheal, emergency procedure 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31622      000          2.78                RUC Time                                83,622   
 
CPT Descriptor 2 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36556      000     2.50                        RUC Time 
 
CPT Descriptor Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older 
 
  
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:   46          % of respondents: 51.1  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32555 

Key Reference 
CPT Code:   

49083 

Source of Time 
RUC Time 

Median Pre-Service Time 24.00 25.00 
   
Median Intra-Service Time 20.00 25.00 
   
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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 
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Median Total Time 59.00 60.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

2.67 2.44 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

2.72 2.44 

   
Urgency of medical decision making 2.35 2.33 

Technical Skill/Physical Effort (Mean)   

Technical skill required 2.98 2.64 

Physical effort required 2.33 2.27 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 2.80 2.27 

Outcome depends on the skill and judgment of physician 3.11 2.71 

Estimated risk of malpractice suit with poor outcome 2.76 2.58 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.30 2.36 

Intra-Service intensity/complexity 2.76 2.56 

Post-Service intensity/complexity 2.22 1.93 

 
  
 
Additional Rationale and Comments 
 
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.     
Background: 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
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utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421 (Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to better describe current practice.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555) and two for pleural catheter placement: non-image guided (32556) 
and image guided (32557).  The specialty societies surveyed the family of codes and presented recommendations to the 
RUC at the April 2012 meeting.  However, the RUC noted that the split survey process used made it difficult to ascertain 
the appropriate increment of physician work across the family of codes.  As such, interim values were recommended by the 
RUC and a re-survey recommended. 
  
Recommendation: 
The ACR, SIR, ATS, and ACCP performed a random survey of diagnostic radiologists, interventional radiologists, and 
chest physicians, and convened a panel of experts to review the survey data.  We are recommending the median survey 
RVU of 2.45 and the median intra-service time and post-service times of 20 and 15 minutes, respectively. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1a (Facility Straightforward Patient/Procedure (No 
sedation/anesthesia care)) with the following adjustments: (1) increase the pre-service evaluation time by 2 minutes, and (2) 
increase the positioning time by 2 minutes, both compatible with our survey results.  These adjustments account for the 
additional time prior to skin prep necessary for ultrasound localization of a suitable pocket of fluid.  Based on the survey 
data, it is reasonable to conclude respondents would consider imaging work prior to skin prep to be pre-service work.  
These modifications to the pre-service times are also compatible with several recently reviewed interventional radiology 
codes, including paracentesis with imaging guidance (49083 (Abdominal paracentesis (diagnostic or therapeutic); with 
imaging guidance)). 
 
Key Reference Service: 
The most commonly chosen key reference service was 49083 (Abdominal paracentesis (diagnostic or therapeutic); with 
imaging guidance), with 2.00 RVUs and 25 minutes of intra-service time which was chosen by the majority of survey 
respondents.  The second most commonly chosen reference service was 36556 (Insertion of non-tunneled centrally inserted 
central venous catheter; age 5 years or older), with 2.50 RVUs and 15 minutes of intra-service time, also on the MPC list. 
 32555 compares favorably to both of these codes.  The intra-service time for 32555 (20 minutes) is lower than 49083 (25 
minutes), but the higher RVU is justified by the greater intensity of removing fluid from the pleural space compared to the 
peritoneal space. This is also supported by 10 of the 11 complexity measures being higher for 32555 than key reference 
service code 49083.  32555 is valued lower than 36556 but it has a higher intra-service time so relativity is maintained here 
also. 
 
 
 
 

CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32555 Thoracentesis, needle or 
catheter, with imaging 2.45 24 20 15 59 0.083 

49083 Abdominal paracentesis, 
with imaging 2.00 25 25 10 60 0.052 

36556 Insertion of Non-tunneled 
CV Catheter 2.50 25 15 10 50 0.119 

 
 
MPC Recommendations: 
Our recommendation of 2.45 RVUs for 32555  is bracketed favorably by two MPC codes:  31500 (Intubation, 
endotracheal, emergency procedure), with 2.33 RVUs and 5 minutes of intra time, and 31622 (Bronchoscopy, rigid or 
flexible, including fluoroscopic guidance, when performed; diagnostic, with cell washing, when performed (separate 
procedure)),with 2.78 RVUs and 30 minutes of intra time. 
 

CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32555 Thoracentesis, needle or 2.45 24 20 15 59 0.083 
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catheter, with imaging 

31500 Intubation, endotracheal, 
Emergency proc 2.33 4 5 10 19 0.406 

31622 Diagnostic 
Bronchoscopy/Wash 2.78 20 30 15 65 0.069 

 
 
Building block methodology: 
It should be noted that this is a new CPT code describing a new service with changes in dominant provider and service 
description, so a direct comparison to previously reported codes 32422 and its typical imaging pair, 76942, is not 
appropriate.  As the description  of work for the surveyed code suggests, the imaging guidance prior to catheter placement 
to avoid injury to the lung and pleura, as well as periodic imaging during drainage to ensure optimal drainage of the pleural 
effusion is distinctly different than in the past, when the procedure was performed based on anatomic landmarks. Drainage 
is more complete and, as the vignette suggests, performed in a more difficult patient with infection and pleural effusion. 
 
However, as a point of reference for the Panel we provide the following information:   
32422 (2.19) RVUs + 76942 (0.67) RVUs = 2.86 RVUs 
 
Accordingly, our recommendation results in a decrease in RVUs. 
 
Comparison within family 
The societies feel the incremental increase in RVUs from 32554 to 32557 accurately represents the increased physician 
work across the family. The data is summarized in the attached table.  Congruent with the increase in RVUs is an increase 
in total time.  We do acknowledge that the intra-service times are the same from 32554 through 32556 but the increase in 
IWPUT across the family appropriately reflects the greater intensity in treating more complex patients requiring imaging 
guidance and the more complex collections typical of 32556 and 32557.  
 
In conclusion, for 32555 we are recommending 2.45 RVUs, total time of 59 minutes (24/20/15).  We feel that our survey 
data (90 respondents) supports these recommendations. 
 
 
 
  
 
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.) 
 

 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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How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 32421/32422, 76942 
 
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 pulmonary   How often?  Commonly 
 
Specialty Interventional Radiology   How often?  Commonly 
 
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.  An estimate for the number of times this service is performed nationally in a one-
year period is 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?  
224,518  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The estimated frequency for Medicare is 224,518, which is the 2011 Medicare 
utilization frequency for codes 32421 plus 32422.  Based on past frequency data, we estimated the percent performed by 
Radiology to be about 53%, by Pulmonary 22%, and by Interventional Radionolgy about 5.50%.      
 
Specialty Radiology  Frequency 118995   Percentage  53.00 % 
 
Specialty Pulmonary  Frequency 49394  Percentage  22.00 % 
 
Specialty Interventional Radiology  Frequency 12348  Percentage  5.49 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32422 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32556 Tracking Number   DD3                   Original Specialty Recommended RVU: 3.00  
                        Presented Recommended RVU: 2.50  
Global Period: 000                                       RUC Recommended RVU: 2.50 
 
CPT Descriptor: Pleural drainage, percutaneous, with insertion of indwelling catheter; without imaging guidance      
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 72-year-old male patient presents with acute shortness of breath. Chest x-ray shows a right 
pneumothorax. Bedside chest tube placement is performed.      
 
Percentage of Survey Respondents who found Vignette to be Typical: 98% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 63% 
 
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? 8% 
 
Description of Pre-Service Work: The physician reviews the records, laboratory data (particularly platelet count and 
coagulation studies) and imaging, and communicates with other professionals.  The patient’s medications are reviewed, 
specifically targeting antiplatelet and anticoagulation agents. The physician discusses the details of the procedure and risks 
with the patient and family /friend including pain control and recovery time in addition to alternatives to the chest tube 
insertion.  Informed consent is obtained.  The physician ensures that all technical personnel are familiar with the equipment 
and the procedure.  The physician ensures that the chest tube tray and necessary specimen containers are present.  The 
physician positions the patient.  The physician verifies the identity of the patient and the procedure to be performed 
(“surgical time-out”) in accord with the Joint Commission regulations.  The physician examines the chest and marks the 
location for the chest tube insertion.  A chest tube drainage system is assembled. The physician dresses in a disposable 
gown, mask and dons protective eyewear, if indicated.   
 
Description of Intra-Service Work: Physician dons sterile gloves. 
• Chest tube tray opened and apparatus assembled.  
• Chest prepped and draped in a sterile fashion.   
• 1% Lidocaine solution instilled for local anesthesia of all chest wall tissues from skin to pleura. 
• Incision made in the skin and subcutaneous tissues. 
• Bleeding controlled. 
• Chest tube over a trocar inserted into the pleural cavity. 
• Trocar removed. 
• Chest tube attached to chest tube drainage system. 
• Suction turned on. 
• Chest tube sutured in place. 
• Sterile drape removed. 
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• Sterile dressing applied. 
 
Description of Post-Service Work: :  Pleural fluid specimens labeled.  
• Laboratory slips filled out.   
• Physician examines the patient to determine that no complications have occurred.  
• Chest x-ray ordered and reviewed later.   
• Specimens and slips sent to the proper laboratories for analyses.   
• Findings from the procedure explained to the patient and /or family/friend.   
• Physician reinforces the instructions about post-procedure complications providing contact information.   
• Physician generates a detailed report of the procedure.   
• Physician communicates the results to the referring physician.  
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Alan Plummer, MD, ATS Advisor, Burt Lesnick MD, ACCP Advisor; Kathrin Nicolacakis, 
MD, Alternate Advisory, ATS and Robert DeMarco, MD, Alternate Advisor, ACCP 

Specialty(s): American Thoracic Society (ATS) and the American College of Chest Physicians 
(ACCP) 

CPT Code: 32556 

Sample Size: 300 Resp N: 
    40 Response:   13.3 %  

Description of 
Sample: 

The pulmonary societies performed a random survey of pulmonary physicians, including 
pulmonary interventionalists and convened a panel of experts to review the survey data. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 5.00 11.00 20.00 175.00 

Survey RVW: 1.50 2.50 3.00 3.85 5.00 
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 15.00 20.00 30.00 60.00 

Immediate Post Service-Time: 18.00  

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code: 32556 Recommended Physician Work RVU:  2.50 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 13.00 13.00 0.00 
Pre-Service Positioning Time: 3.00 1.00 2.00 
Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 
Intra-Service Time: 20.00 

Immediate Post Service-Time: 18.00  

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
93503      000        2.91                         RUC Time 
 
CPT Descriptor Insertion and placement of flow directed catheter (eg, Swan-Ganz) for monitoring purposes 
  
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                            83,622 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
15002      000          3.65                RUC Time                                15,981   
 
CPT Descriptor 2 Surgical preparation or creation of recipient site by excision of open wounds, burn eschar, or scar 
(including subcutaneous tissues), or incisional release of scar contracture, trunk, arms, legs; first 100 sq cm or 1% of body 
area of infants and children 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36556      000     2.50                        RUC Time 
 
CPT Descriptor Insertion of nontunneled centrally inserted central venous catheter, age 5 years or older 
 
  
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: 20.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32556 

Key Reference 
CPT Code:   

93503 

Source of Time 
RUC Time 

Median Pre-Service Time 20.00 12.00 
   
Median Intra-Service Time 20.00 15.00 
   
Median Immediate Post-service Time 18.00 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 

Prolonged Services Time 0.0 0.00 



                                                                                                                                                  CPT Code: 32556 
Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 58.00 37.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.00 4.14 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.14 4.14 

   
Urgency of medical decision making 5.00 5.00 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.71 4.67 

Physical effort required 4.29 4.14 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.71 4.57 

Outcome depends on the skill and judgment of physician 4.71 4.57 

Estimated risk of malpractice suit with poor outcome 4.29 4.43 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.29 3.29 

Intra-Service intensity/complexity 4.00 3.86 

Post-Service intensity/complexity 3.43 3.00 

 
  
 
Additional Rationale and Comments 
 
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 Thoracic Society’s Clinical Practice Committee and the American College of Chest Physician’s Practice 
Management Committee reviewed the survey results of 40 members for 32554-32557, compared them to the last survey of 
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31 members for 32554, and 30 members for 32556 in April 2012, and are providing this consensus recommendation. 
Radiology has only surveyed the image guided codes 32555 and 32557. 
 
Background: 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421 (Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to better describe current practice.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555), and two for pleural catheter (chest tube) placement: non-image 
guided (32556) and image guided (32557). 
 
Recommendation: 
The pulmonary societies performed a random survey of pulmonary physicians, including pulmonary interventionalists and 
convened a panel of experts to review the survey data.  We are recommending the median survey RVU of 3.00 RVUs and 
the median intra-service and post-service times of 20 and 18 minutes, respectively. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1a (Straightforward Patient/ Procedure (No sedation/anesthesia 
care)) for a total of 20 minutes instead of the 35 minutes found by the survey. 
 
Key Reference Service: 
The most commonly chosen key reference service was 93503 (Insertion and placement of flow directed catheter (eg, Swan-
Ganz) for monitoring purposes), with 2.91 RVUs and 15 minutes of intra-service time.  The second most commonly 
chosen reference service was 36556 (Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or 
older), with 2.50 RVUs and 15 minutes of intra-service time, and total time of 50 minutes.  32556 compares favorably to 
both of these codes.  The intraservice time for 32556 (20 minutes) is longer than both codes, 93503 (15 minutes) and 36556 
(15 minutes).  The total time for 32556 is 58 minutes and is valued higher than 36556 with a total time of 50 minutes. 
 
 
CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32556 Pleural drainage, w/o 
imaging 3.00 20 20 18 58 0.112 

93503 Insert/Place Heart Catheter 2.91 12 15 10 37 0.166 
36556 Insertion of Non-tunneled 

CV Catheter 2.50 25 15 10 50 0.119 

 
 
MPC Recommendations: 
Our recommendation of 3.00 RVUs for 32556 is bracketed favorably by two MPC codes:  31622 (Bronchoscopy, rigid or 
flexible, including fluoroscopic guidance, when performed; diagnostic, with cell washing, when performed (separate 
procedure)), with 2.78 RVUs and 30 minutes of intra time, and 65 minutes total time and 15002 (Surgical preparation or 
creation of recipient site by excision of open wounds, burn eschar, or scar (including subcutaneous tissues), or incisional 
release of scar contracture, trunk, arms, legs; first 100 sq cm or 1% of body area of infants and children), with 3.65 RVUs, 
20 minutes of intra time, and 115 minutes of total time. 
 
 
 
 
 
CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32556 Pleural drainage, w/o 
imaging 3.00 20 20 18 58 0.112 

31622 Diagnostic Bronchoscopy/ 2.78 20 30 15 65 0.069 
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Wash 

15002 Wound Preparation, trunk, 
arms, and legs 3.65 75 20 20 115 0.087 

 
 
Comparison within family 
The societies feel the incremental increase in RVUs from 32554 to 32557 accurately represents the increased physician 
work across the family.  The data is summarized in the attached table.  Congruent with the increase in RVUs is an increase 
in total time.  We do acknowledge that the intra-service times are the same from 32554 through 32556 but the increase in 
IWPUT across the family appropriately reflects the greater intensity in treating more complex patients requiring imaging 
guidance and the more complex collections typical of 32556 and 32557.   
 
 
 
 
  
 
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.) 
 

 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) 32422 
 
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   How often?  Commonly  
 
Specialty Internal Medicine   How often?  Commonly 
 
Specialty         How often?             
 
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 specialty.  Please 
explain the rationale for this estimate.  more than double the Medicare data for existing code 32422 
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Specialty Pulmonary  Frequency 270000  Percentage  90.00 % 
 
Specialty Internal Medicine  Frequency 30000  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?  
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. compared to existing code 32422 
 
Specialty Pulmonary  Frequency 126000   Percentage  90.00 % 
 
Specialty Internal Medicine  Frequency 14000  Percentage  10.00 % 
 
Specialty        Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number      
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32422 
 
 



                                                                                                                                                  CPT Code:  32557 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32557 Tracking Number   DD4                   Original Specialty Recommended RVU: 3.62  
                        Presented Recommended RVU: 3.62  
Global Period: 000                                       RUC Recommended RVU: 3.62 
 
CPT Descriptor: Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 60-year-old male patient presents with fever and shortness of breath. CT scan shows a complex 
parapneumonic effusion. Concern is for an empyema. Image-guided pleural drainage tube placement is performed. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 94% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 69% 
 
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? 48% 
 
Description of Pre-Service Work:  
• The patient's symptoms, history, and allergies are reviewed. 
• Medications are reviewed, specifically potential antiplatelet or anticoagulation agents.   
• Lab data is evaluated, particularly coagulation results and platelets. 
• Available imaging is reviewed. 
• Procedure details are discussed, including pain control, and recovery time.  
• Alternatives and risks are discussed with the patient and family, and informed consent is obtained. 
• Confirm NPO status. 
• Ensure imaging, appropriate specimen containers, and catheter devices are available. 
• Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required 
devices. 
• Perform surgical "time out". 
 
Description of Intra-Service Work:  
• Preliminary CT is performed of the chest to confirm the presence of a pleural fluid collection (empyema) and 
target the site for drainage. Images are recorded.    
• The chest is prepped and draped in the usual sterile fashion. 
• The skin and deeper tissues down to the parietal pleura are infiltrated with a local anesthetic under CT guidance, 
taking care to avoid vessels.  
• A small incision is made. 
• A needle is advanced into the pleural collection under CT guidance and a guide wire is then advanced through the 
needle. 
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• Tract to the pleural space dilated using a series of fascial dilators.   
• A multiside hole drainage catheter is advanced into the pleural collection under CT guidance and secured in place 
temporarily.  
• The catheter is secured in place and connected to suction drainage.  
• Post procedure CT images may be obtained (included in procedure code). 
• The puncture site is dressed appropriately. 
• A sample of fluid is sent to the laboratory for analysis. 
 
Description of Post-Service Work:  
• The patient is transferred to the recovery suite and a CXR is obtained (reported separately). 
• Post-procedure vital signs are assessed. 
• When stable for discharge, the findings are reviewed with patient and family. 
• A report of the procedure is prepared for the medical record. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): 
 Zeke Silva, M.D. (ACR), Sean Tutton, M.D. (SIR),  Michael Hall, M.D.(SIR),  Alan 
Plummer, M.D.(ATS), Kathrin Nicolacakis,  M.D.(ATS), Robert DeMarco, M.D. (ACCP), 
and Burt Lesnick, M.D. (ACCP)  

Specialty(s): ACR, SIR, ATS, and ACCP 

CPT Code:  32557 

Sample Size: 2120 Resp N: 
    81 Response:   3.8 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 7.00 20.00 40.00 300.00 

Survey RVW: 2.00 2.95 3.62 4.00 6.00 
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 20.00 30.00 35.00 75.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code:  32557 Recommended Physician Work RVU:  3.62 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 15.00 13.00 2.00 
Pre-Service Positioning Time: 3.00 1.00 2.00 
Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 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 
Discharge Day Mgmt: 0.00 99238x  0.0  99239x 0.0            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
32550      000        4.17                         RUC Time 
 
CPT Descriptor Insertion of indwelling tunneled pleural catheter with cuff 
  
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     
51102      000    2.70  RUC Time                            14,057 
CPT Descriptor 1 Aspiration of bladder; with insertion of suprapubic catheter 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31628      000          3.80                RUC Time                                39,047   
 
CPT Descriptor 2 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with transbronchial 
lung biopsy(s), single lobe 
  
Other Reference CPT Code Global    Work RVU            Time Source 
49418      000     4.21                        RUC Time 
 
CPT Descriptor Insertion of tunneled intraperitoneal catheter (eg, dialysis, intraperitoneal chemotherapy instillation, 
management of ascites), complete procedure, including imaging guidance, catheter placement, contrast injection when 
performed, and radiological supervision and interpretation, percutaneous 
 
  
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:   20          % of respondents: 24.6  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
 32557 

Key Reference 
CPT Code:   

32550 

Source of Time 
RUC Time 

Median Pre-Service Time 24.00 40.00 
   
Median Intra-Service Time 30.00 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 



                                                                                                                                                  CPT Code:  32557 
Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 69.00 90.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.21 3.35 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.50 3.50 

   
Urgency of medical decision making 3.40 3.30 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.65 3.60 

Physical effort required 3.15 3.35 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.55 3.45 

Outcome depends on the skill and judgment of physician 3.85 3.90 

Estimated risk of malpractice suit with poor outcome 3.45 3.40 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.80 2.95 

Intra-Service intensity/complexity 3.70 3.85 

Post-Service intensity/complexity 3.10 3.20 

 
  
 
Additional Rationale and Comments 
 
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.     
          
Background: 



                                                                                                                                                  CPT Code:  32557 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421(Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to better describe current practice.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555), and two for pleural catheter placement: non-image guided (32556) 
and image guided (32557).  The specialty societies surveyed the family of codes and presented recommendations to the 
RUC at the April 2012 meeting.  However, the RUC noted that the split survey process used made it difficult to ascertain 
the appropriate increment of physician work across the family of codes.  As such, interim values were recommended by the 
RUC and a re-survey recommended. 
 
Recommendation: 
The ACR, SIR, ATS, and ACCP performed a random survey of diagnostic radiologists, interventional radiologists, and 
chest physicians, and convened a panel of experts to review the survey data.  We are recommending the median survey 
RVU of 3.62 and the median intra-service time and post-service times of 30 and 15 minutes, respectively. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1a (Facility Straightforward Patient/Procedure (No 
sedation/anesthesia care)) with the following adjustment: (1) increase the positioning time by 2 minutes, compatible with 
our survey results and (2) increase the positioning time by 2 minutes.  These adjustments account for the additional time 
prior to skin prep necessary for CT localization of a suitable pocket of fluid.  Based on the survey data, it is reasonable to 
conclude respondents would consider imaging work prior to skin prep to be pre-service work.  These modifications to the 
pre-service times are also compatible with several recently reviewed interventional radiology codes, including paracentesis 
with imaging guidance (49083 (Abdominal paracentesis (diagnostic or therapeutic); with imaging guidance)).   
 
Key Reference Service: 
The most commonly chosen key reference service was 32550 (Insertion of indwelling tunneled pleural catheter with cuff), 
with 4.17 RVUs and 30 minutes of intra-service time.  32557 compares favorably to this key reference service:  the intra-
service time is equal, the RVUs slightly lower and the IWPUT nearly identical.  This favorable comparison is supported by 
the complexity measures, which were similar but lower for the surveyed code on 6 of the 11 complexity measures 
suggesting respondents found the surveyed code only slightly less complex.  Further, both the surveyed code and reference 
code involve interventions related to the management of thoracic fluid collections.    
 

CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32557 Pleural drainage, with 
imaging 3.62 24 30 15 69 0.094 

32550 Insertion of pleural catheter 4.17 40 30 20 90 0.099 
 
 
 
MPC Recommendations: 
Our recommendation of 3.62 RVUs for 32557 is bracketed favorably by two MPC codes:  51102 (Aspiration of bladder; 
with insertion of suprapubic catheter), with 2.70 RVUs and 20 minutes of intra time, and 31628 (Bronchoscopy, rigid or 
flexible, including fluoroscopic guidance, when performed; with transbronchial lung biopsy(s), single lobe), with 3.80 
RVUs and 40 minutes of intra time.  
 
 
 

CPT 
Code Short Descriptor Work 

RVU 
Pre-
Service 

Intra-
Service 

Post-
Service 

Total 
Time IWPUT 

32557 Pleural drainage, with 
imaging 3.62 24 30 15 69 0.094 

51102 Drain bladder with catheter 
insertion 2.70 25 20 15 60 0.094 

31628 Bronchoscopy/Lung biopsy, 3.80 30 40 20 90 0.071 



                                                                                                                                                  CPT Code:  32557 
each 

 
Building block methodology: 
It should be noted that this is a new CPT code describing a new service with change in dominant provider and service 
description, so a direct comparison to previously reported codes 32551 and its typical imaging pair, 75989, is not 
appropriate.  As the description of work for the surveyed code suggests, the imaging guidance prior to catheter placement 
to avoid injury to the lung and pleura, as well as periodic imaging during drainage to ensure optimal placement of the 
catheter into the collection are distinctly different than in the past, when the procedure was performed based on anatomic 
landmarks. Drainage is more complete and, as the vignette suggests performed in a more difficult patient with infection and 
pleural effusion. 
 
However, as a point of reference for the Panel, we provide the following information:   
32551(3.29) RVUs + 75989 (1.19) RVUs = 4.48 RVUs 
 
Accordingly, our recommendation results in a decrease in RVUs. 
 
Comparison within family 
The societies feel the incremental increase in RVUs from 32554 to 32557 accurately represents the increased physician 
work across the family.  The data is summarized in the attached table.  Congruent with the increase in RVUs is an increase 
in total time.  We do acknowledge that the intra-service times are the same from 32554 through 32556 but the increase in 
IWPUT across the family appropriately reflects the greater intensity in treating more complex patients requiring imaging 
guidance and the more complex collections typical of 32556 and 32557.  
  
In conclusion, for 32557 we are recommending 3.62 RVUs and total time of 69 minutes (24/30/15).  We feel that our 
survey data (81 respondents) supports these recommendations. 
 
  
 
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.) 
 

 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) 32551, 75989 
 
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:  32557 
 
Specialty Radiology   How often?  Commonly  
 
Specialty Pulmonary   How often?  Commonly 
 
Specialty Interventional Radiology   How often?  Commonly 
 
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.  An estimate for the number of times this service is performed nationally in a one-
year period is 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?  
62,136  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The estimated frequency for Medicare is 62,136, which is the 2011 Medicare 
utilization frequency for code 32251.  Based on past frequency data, we estimated the percent performed by Radiology to 
be about 30%, by Pulmonary about 17%, and by Intervenional Radiology about 5%  
 
Specialty Radiology  Frequency 18641   Percentage  30.00 % 
 
Specialty Pulmonary  Frequency 7593  Percentage  12.21 % 
 
Specialty Interventional Radiology  Frequency 3063  Percentage  4.92 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32551 
 
   
 
 



SS Rec Summary

3

4
5
6
7
8
9

10
11

12

13

14

15

16

17

18

19
20
21
22
23

24

25

26

27

28

29
30
31
32
33

34

35

36

37

38

39
40
41
42
43

44

45

46

47

48

49

A B C D E F G H I J K L M N O P Q R S T
INSTRUCTIONS
Insert information and data into all applicable cells except IWPUT and TOTAL TIME.  These cells will automatically calculate.
Hide columns and rows that do not contain data.
REF = Key Reference code data
CURRENT = Current data (Harvard or RUC) for code being surveyed.  If this is a new code, this row will be blank.
SVY = Survey data - as it appears on the Summary of Recommendation form.
REC = Specialty Society recommended data as it appears on the Summary of Recommendation form.

ISSUE: Chest Tube Interventions 32554, 32556 ATS/ACCP; 32555, 32557 ATS/ACCP, ACR, SIR
TAB: 4

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 49083 Abdominal paracentesis (diagnos      18 0.052 2.00 60 15 5 5 25 10

CURRENT 32421 Thoracentesis, puncture of pleural cav      0.039 1.54 48 10 28 10

SVY 32554 Thoracentesis, needle or cathete         40 0.059 0.80 1.98 2.00 2.31 3.50 60 15 5 5 5 15 20 20 50 15

REC 32554 0.054 56 13 3 5 20 15

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 49083 Abdominal paracentesis (diagnostic     46 0.052 2.00 60 15 5 5 25 10

CURRENT 32422+ 
76942 Thoracentesis with ultrasound imaging #DIV/0! 2.86 0

SVY 32555 Thoracentesis, needle or cathete          90 0.074 1.00 2.03 2.45 2.75 5.00 70 15 10 10 5 15 20 30 50 15

REC 32555 0.074 59 15 3 6 20 15

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 93503 Insertion and placement of flow d       8 0.166 2.91 37 5 2 5 15 10

CURRENT 32422 Thoracentesis with insertion of tube, in          0.039 2.19 75 15 15 31 14

SVY 32556 Pleural drainage, percutaneous, w        40 0.098 1.50 2.50 3.00 3.85 5.00 73 15 10 10 5 15 20 30 60 18

REC 32556 0.084 60 13 3 6 20 18

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 32550 Insertion of indwelling tunneled p    20 0.099 4.17 90 15 15 10 30 20

CURRENT 32551 + 
75989 Chest tube insertion with imaging #DIV/0! 4.48 0

SVY 32557 Pleural drainage, percutaneous, w        81 0.088 2.00 2.95 3.62 4.00 6.00 80 15 10 10 5 20 30 35 75 15

REC 32557 0.094 69 15 3 6 30 153.62

2.27

RVW PRE-TIME INTRA-TIME

RVW PRE-TIME INTRA-TIME

1.82

PRE-TIMERVW INTRA-TIME

2.50

RVW PRE-TIME INTRA-TIME



CPT Code: 32554, 32556 
Specialty Society(‘s): ACCP 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
32554 Thoracentesis, needle or catheter, aspiration of the pleural space, without imaging guidance 
32556 Pleural drainage, percutaneous, with insertion of indwelling catheter, without imaging guidance 
 
Global Period: 000   Meeting Date: April 2012 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: These two codes are revised codes 32421, 32422. Code 32421 does not have 
individual data for pre-service, intra-service and post-service so 32422 was used as the 
comparison code. 32421 showed clinical staff as an RN. 32422 showed clinical staff as an RT. 
Currently, we indicate RN/RT as clinical staff. 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  
• Complete pre-service diagnostic and referral forms 
• Coordinate pre-surgery services 
• Provide pre-service education/obtain consent 
• Follow-up phone calls and prescriptions 

 
Service Clinical Labor Activities:  

• Greet patient, provide gowning, ensure appropriate medical records are available 
• Obtain vital signs 
• Prepare room, equipment and supplies 
• Prepare and position patient, monitor patient, set up IV 
• Assist physician in performing the procedure 
• Monitor patient following service, check tubes, monitors, drains 
• Clean room and equipment 
• Complete diagnostic forms, lab and x-ray requisitions 
• Check dressings and wound, home care instructions provided, coordinate office 

visits and prescriptions 
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls and call-in prescriptions 
 
 
 



CPT Code:_32555 and 32557________ 
Specialty Society(‘s)_ACR and SIR_________________ 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
32555 - Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
32557 - Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
Global Period:_000____    Meeting Date: __04/2012______ 
 
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 and SIR convened a consensus panel to review and finalize the practice expense data for 
codes 32555 and 32557.   
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The existing codes, 32421, 32422, and 32551, are being replaced by the new chest 
tube placement codes, 32555 and 32557, and the practice expense inputs for these codes are 
similar to the practice expense inputs for the new codes. 
 
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 
• Provide pre-service education/obtain consent  
• Follow-up phone calls & prescriptions 
• Retrieve prior images for comparison  

 
Service Clinical Labor Activities:  

• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Prepare room, equipment, supplies 
• Prepare and position patient/ monitor patient/ set up IV 
• Acquire Image 
• Assist physician in performing procedure 
• Monitor pt. following service/check tubes, monitors, drains 
• Clean room/equipment by physician staff 
• Complete diagnostic forms, lab & X-ray requisitions 
• Check dressings & wound/ home care instructions /coordinate office visits /prescriptions 
• Process images, complete data sheet, present images and data to the interpreting physician 

 
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls/call in prescriptions 



CPT Code:_ 32555 and 32557__ 
Specialty Society(‘s)___ ACR and SIR ____ 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Facility Direct Inputs 
 
CPT Long Descriptor: 
32555 - Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
32557 - Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
 
Global Period:_000_  Meeting Date:_04/2012_ 
 
 
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 and SIR convened a consensus panel to review and finalize the practice expense data for codes 32555 
and 32557.   
 
A reference code must be provided for comparison to the practice expense inputs on your spreadsheet. Please 
provide a rationale for the selection of reference codes.  Comparison Code Rationale: 
 
The existing codes, 32421, 32422, and 32551, are being replaced by the new chest tube placement codes, 32555 
and 32557, and the practice expense inputs for these codes are similar to the practice expense inputs for the new 
codes. 
 
 
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 
• Schedule space and equipment in facility 
• Provide pre-service education/obtain consent  
• Follow-up phone calls & prescriptions 

 
Service Clinical Labor Activities:  
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls/call in prescriptions 
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Tab 11: Revised 4/26/12

Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

GLOBAL PERIOD 000 000 000 000 000 000 000 000 000 000 000 000 XXX XXX 000 000 XXX XXX

L037D RN/LPN/M

TA

66.0 0.0 L041B RT 90.0 0.0 L037D RN/LPN/

MTA

76.0 0.0 L046A CT Tech 81.0 L041B RT 79.0 31.0 79.0 31.0 L051B RDMS 61.0 0.0 L037D RN/LPN/

MTA

11.0 0.0 L037D RN/LPN/

MTA

32.0 0.0

L051B RDMS 5.0 0.0 L051B RDMS 5.0 L041B RT 55.0

L051A RN 15.0 L051A RN 77.0

L041B RT 0.0

L037D RN/LPN/

MTA

0.0

PRE-SERVICE

Start:  Following visit when decision for 

surgery or procedure made

Complete pre-service diagnostic & referral 

forms

L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 5 5

Coordinate pre-surgery services L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 10 3 10

Schedule space and equipment in facility L037D RN/LPN/M

TA

L041B RT L037D RN/LPN/

MTA

L046A CT Tech L041B RT 0 5 5

Provide pre-service education/obtain consent L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 5 5

Follow-up phone calls & prescriptions L037D RN/LPN/M 3 L041B RT 3 L037D RN/LPN/ 3 L046A CT Tech 3 L041B RT 3 3 3 3
Other Clinical Activity (please specify): 

Retrieve prior images for comparison

L041B RT 3 L046A CT Tech 6 L051B RDMS 3 L037D RN/LPN/

MTA

6

End:When patient enters office/facility for 

surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for 

surgery/procedure

Pre-service services

Review charts L041B RT 2 2

Greet patient and provide gowning L037D RN/LPN/M

TA

3 L041B RT 3 L047C RN/RT 3 L046A CT Tech 3 L041B RT 3 3

Obtain vital signs L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 0

Provide pre-service education/obtain consent L037D RN/LPN/

MTA

5 (RN/LPN/MTA)

Prepare room, equipment, supplies L037D RN/LPN/M

TA

2 L041B RT 4 L037D RN/LPN/

MTA

2 L046A CT Tech 4 L041B RT 2 2 L051B RDMS 2 3 (RT) L037D RN/LPN/

MTA

1

Setup scope (non facility setting only) L037D RN/LPN/

MTA

Prepare and position patient/ monitor patient/ 

set up IV

L037D RN/LPN/M

TA

2 L041B RT 3 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

2

Sedate/apply anesthesia L051A RN 0 2 (RN)

Intra-service

Acquire Image L051B RDMS 5 L051B RDMS 5

Assist physician in performing procedure L037D RN/LPN/M

TA

20 L041B RT 20 L037D RN/LPN/

MTA

20 L046A CT Tech 30 L041B RT 21 21 L051B RDMS 45 48 (RT) L037D RN/LPN/

MTA

18

Assist physician - conscious sedation = 

physician time

L051A RN 0

            -Assist with fluoroscopy/image 

acquisition (75%)

L041B RT 0

               -Circulating throughout the 

procedure (25%)

L037D RNLPN/M

TA

0

Post-Service 60 (RN) @80%

Monitor pt. following service/check tubes, 

monitors, drains

L037D RN/LPN/M

TA

5 L041B RT 15 L037D RN/LPN/

MTA

15 L051A RN
15

L041B RT 15 15 15 (RN)

Clean room/equipment by physician staff L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

3

Clean Ultrasound 3

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray 

requisitions

L037D RN/LPN/M

TA

2 L041B RT 2 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 3 (RN/LPN/MTA)

Review/read X-ray, lab, and pathology reports

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422

TOTAL TIME

32554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)
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Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

3242232554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

Check dressings & wound/ home care 

instructions /coordinate office visits 

/prescriptions

L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 3 L041B RT 5 5 3 (RN/LPN/MTA)

Discharge day management 99238 --12 

minutes                    99239 --15 minutes

   

Other Clinical Activity (please specify)

Process images, complete data sheet, present 

images and data to the interpreting physician

L041B RT 5 L046A CT Tech 2 L051B RDMS 5 L037D RN/LPN/

MTA

2

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 3 3

Office visits: Greet patient,escort to room; 

provide gowning; interval history & vital signs 

and chart; assemble previous test 

reports/results;assist physician during exam; 

assist with dressings, wound care, suture 

removal; prepare dx test, prescription forms; 

post service education, instruction, counseling; 

clean room/equip, check supplies; coordinate 
List Number and Level of Office Visits

99211     16 minutes

99212    27  minutes

99213    36  minutes

99214    53  minutes

99215    63  minutes

Other

Total Office Visit Time 0 0 0 0 0 0 0 0

Other Activity (please specify)

End: with last office visit before end of MEDICAL SUPPLIES CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT

PEAC multispecialty supply package 1

pack, minimum multi-specialty visit SA048 pack SA048 pack 1 SA048 pack SA048 pack 1 SA048 pack 1 SA048 pack SA048 pack SA048 pack

kit, thoracentesis (invoice provided) kit 1 SA070 tray 1 kit tray SA070 tray 1 1 SA070 tray SA070 tray SA070 tray

kit, pleural catheter insertion SA077 kit SA077 kit SA077 kit 1 SA077 kit SA077 kit SA077 kit SA077 kit SA077 kit

tray, shave prep SA067 tray SA067 tray 1 SA067 tray SA067 tray 1 SA067 tray 1 1 SA067 tray SA067 tray 1 SA067 tray

mask, surgical, with face shield SB034 item SB034 item 2 SB034 item SB034 item 2 SB034 item 2 2 SB034 item SB034 item 2 SB034 item

gloves, sterile SB024 pair 1 SB024 pair 2 SB024 pair 1 SB024 pair 2 SB024 pair 2 2 SB024 pair SB024 pair 1 SB024 pair

gauze, sterile 4in x 4in SG055 item SG055 item SG055 item SG055 item SG055 item 2 2 SG055 item SG055 item 6 SG055 item

gown, staff, impervious SB027 item 1 SB027 item SB027 item 1 SB027 item  SB027 item SB027 item SB027 item SB027 item

needle, 19-25g, butterfly SC030 item SC030 item SC030 item SC030 item  SC030 item SC030 item SC030 item SC030 item

gauze, sterile 4in x 4in (10 pack uou) SG056 item 1 SG056 item SG056 item 1 SG056 item SG056 item SG056 item SG056 item SG056 item

gown, patient SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item

drape, non-sterile, sheet 40in x 60in SB006 item 1 SB006 item SB006 item 1 SB006 item  SB006 item SB006 item SB006 item SB006 item

gloves, non-sterile SB022 pair SB022 pair SB022 pair SB022 pair  SB022 pair SB022 pair 1 SB022 pair SB022 pair

syringe 5-6ml SC057 item SC057 item SC057 item SC057 item  SC057 item SC057 item SC057 item SC057 item

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft  SB036 ft SB036 ft SB036 ft SB036 ft

cover, thermometer probe SB004 item SB004 item SB004 item SB004 item  SB004 item SB004 item SB004 item SB004 item

swab-pad, alcohol SJ053 item SJ053 item SJ053 item SJ053 item  SJ053 item SJ053 item SJ053 item SJ053 item

disinfectant spray (Transeptic) SM012 ml SM012 ml 10 SM012 ml SM012 ml SM012 ml SM012 ml 10 SM012 ml SM012 ml

x-ray envelope SK091 item SK091 item SK091 item SK091 item SK091 item SK091 item 1 SK091 item SK091 item 1

film, x-ray 14in x 17in SK034 item SK034 item 3 SK034 item SK034 item SK034 item SK034 item 3 SK034 item SK034 item

film, 8inx10in (ultrasound, MRI) SK022 item SK022 item 2 SK022 item SK022 item SK022 item SK022 item 2 SK022 item SK022 item
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Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

3242232554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

122

123

124

125

126

127

128

129

130

131

132

133

134

135

sanitizing cloth-wipe (patient) SM021 item SM021 item 2 SM021 item SM021 item SM021 item SM021 item 2 SM021 item SM021 item

pillow case SB037 item SB037 item SB037 item SB037 item SB037 item SB037 item 1 SB037 item SB037 item

x-ray developer solution SK089 oz SK089 oz 1 SK089 oz SK089 oz SK089 oz SK089 oz 1 SK089 oz SK089 oz

cover-condom, transducer or ultrasound probe SB005 item SB005 item 1 SB005 item SB005 item SB005 item SB005 item 1 SB005 item SB005 item

lubricating jelly (Surgilube) SJ033 oz SJ033 oz 3 SJ033 oz SJ033 oz SJ033 oz SJ033 oz 30 SJ033 oz SJ033 oz

computer media, dvd SK013 item SK013 item SK013 item SK013 item 1 SK013 item SK013 item SK013 item SK013 item 1

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft 7 feet

cap, surgical SB001 item SB001 item SB001 item SB001 item 2 SB001 item SB001 item SB001 item 1 SB001 item

shoe covers, surgical SB039 pair SB039 pair SB039 pair SB039 pair 2 SB039 pair SB039 pair SB039 pair 2 SB039 pair

drape, sterile, three-quarter sheet SB014 item SB014 item SB014 item SB014 item 1 SB014 item SB014 item SB014 item 1 SB014 item

drape-towel, sterile 18in x 26in SB019 item SB019 item SB019 item SB019 item 4 SB019 item SB019 item SB019 item 4 SB019 item

drape, sterile, fenestrated 16in x 29in SB011 item SB011 item SB011 item SB011 item 1 SB011 item SB011 item SB011 item 1 SB011 item

underpad 2ft x 3ft (Chux) SB044 item SB044 item SB044 item SB044 item 1 SB044 item SB044 item SB044 item 1 SB044 item

povidone soln (Betadine) SJ041 ml SJ041 ml SJ041 ml SJ041 ml 60 SJ041 ml SJ041 ml SJ041 ml 60 SJ041 ml

applicator, sponge-tipped SG009 item SG009 item SG009 item SG009 item 4 SG009 item SG009 item SG009 item 4 SG009 item

lidocaine 1%-2% inj (Xylocaine) SH047 ml SH047 ml SH047 ml SH047 ml 10 SH047 ml SH047 ml SH047 ml 10 SH047 ml

syringe w-needle, OSHA compliant 

(SafetyGlide)

SC058 item SC058 item SC058 item SC058 item 2 SC058 item SC058 item SC058 item 2 SC058 item

blade, surgical (Bard-Parker) SF007 item SF007 item SF007 item SF007 item 1 SF007 item SF007 item SF007 item 1 SF007 item

stop cock, 3-way SC049 item SC049 item SC049 item SC049 item 1 SC049 item SC049 item SC049 item 1 SC049 item

syringe 50-60ml SC056 item SC056 item SC056 item SC056 item 2 SC056 item SC056 item SC056 item 2 SC056 item

sodium chloride 0.9% irrigation (500-1000ml 

uou)

SH069 item SH069 item SH069 item SH069 item 1 SH069 item SH069 item SH069 item 1 SH069 item

cup, sterile, 8 oz SL157 item SL157 item SL157 item SL157 item 1 SL157 item SL157 item SL157 item 1 SL157 item

cup, sterile, 12-16 oz SL156 item SL156 item SL156 item SL156 item 1 SL156 item SL156 item SL156 item 1 SL156 item

cup, biopsy-specimen sterile 4oz SL036 item SL036 item SL036 item SL036 item 1 SL036 item SL036 item SL036 item 1 SL036 item

kit, AccuStick II Introducer System with RO 

Marker

SA071 kit SA071 kit SA071 kit SA071 kit 1 SA071 kit SA071 kit SA071 kit 1 SA071 kit

closed flush system, angiography SC010 item SC010 item SC010 item SC010 item 1 SC010 item SC010 item SC010 item 1 SC010 item

sodium chloride 0.9% flush syringe SH065 item SH065 item SH065 item SH065 item 1 SH065 item SH065 item SH065 item 1 SH065 item

guidewire SD088 item SD088 item SD088 item SD088 item 1 SD088 item SD088 item SD088 item 1 SD088 item

dilator, vessel, angiographic SD043 item SD043 item SD043 item SD043 item 1 SD043 item SD043 item SD043 item 1 SD043 item

drainage catheter, all purpose SD161 item SD161 item SD161 item SD161 item 1 SD161 item SD161 item SD161 item 1 SD161 item

catheter percutaneous fastener (Percu-Stay) SD146 item SD146 item SD146 item SD146 item 1 SD146 item SD146 item SD146 item 1 SD146 item

drainage pouch, nephrostomy-biliary SD163 item SD163 item SD163 item SD163 item 1 SD163 item SD163 item SD163 item 1 SD163 item

tape, surgical paper 1in (Micropore) SG079 in SG079 in SG079 in SG079 in 12 SG079 in SG079 in SG079 in 12 SG079 in

pack, moderate sedation SA044 pack SA044 pack SA044 pack SA044 pack 0 SA044 pack SA044 pack SA044 pack 1 SA044 pack

gown, surgical, sterile SB028 item SB028 item SB028 item SB028 item 1 SB028 item SB028 item SB028 item 1 SB028 item

film, x-ray, laser print SK098 item SK098 item SK098 item SK098 item 1 SK098 item SK098 item SK098 item SK098 item 1

tape, surgical occlusive 1 inch (Blenderm) SG078 in 15 SG078 in SG078 in 25 SG078 in SG078 in SG078 in SG078 in SG078 in

Equipment

Exam table EF023 66 EF023 EF023 76 EF023 EF023 1 60 EF023 EF023 EF023

Ultrasound room EL015 EL015 33 EL015 EL015 EL015 EL015 X EL015 EL015

Film Alternator ED024 ED024 58 ED024 ED024 58 ED024 ED024 58 ED024 ED024 1

Laser printer ER029 ER029 58 ER029 ER029 58 ER029 ER029 58 ER029 ER029 1

CT room EL007 EL007  EL007 EL007 45 EL007 EL007 EL007 60 EL007 22

ECG, 3 channel EL007 EL007 EL007 EL007 0 EL007 EL007 EL007 X EL007

IV fusion pump EQ032 EQ032 EQ032 EQ032 0 EQ032 EQ032 EQ032 X EQ032

light, exam EQ168 EQ168 EQ168 EQ168 60 EQ168 EQ168 EQ168 X EQ168

stretcher chair EF019 EF019 15 EF019 EF019 15 EF019 EF019 EF019 X EF019

oxygen system, portable EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 X EQ192

pulse oximeter w-printer EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 X EQ211
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5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

A B C D E F G H I J K L M N O P Q R S T U V W X Y Z AA AB AC AD AE AF AG AH AI

Tab 11: Revised 4/26/12

Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

GLOBAL PERIOD 000 000 000 000 000 000 000 000 000 000 000 000 XXX XXX 000 000 XXX XXX

TOTAL TIME L037D RN/LPN/M

TA

64.0 0.0 L041B RT 80.0 0.0 L037D RN/LPN/

MTA

69.0 0.0 96.0 L041B RT 79.0 31.0 79.0 31.0 L051B RDMS 61.0 0.0 L037D RN/LPN/

MTA

11.0 0.0 L037D RN/LPN/

MTA

32.0 0.0

PRE-SERVICE PERIOD TOTAL L037D RN/LPN/M

TA

9.0 L041B RT 12.0 L037D RN/LPN/

MTA

9.0 L037D RN/LPN/

MTA

15.0 L041B RT 55.0

SERVICE PERIOD TOTAL L037D RN/LPN/M

TA

52.0 L041B RT 65.0 L037D RN/LPN/

MTA

54.0 L046A CT Tech 58.0 L051A RN 77.0

L047C RN/RT 3.0 L051A RN 15.0

L051B RDMS 5.0

POST-SERVICE PERIOD L037D RN/LPN/M

TA

3.0 L041B RT 3.0 L037D RN/LPN/

MTA

3.0 L046A CT Tech 3.0

PRE-SERVICE

Start:  Following visit when decision for 

surgery or procedure made

Complete pre-service diagnostic & referral 

forms

L037D RN/LPN/M

TA

0 L041B RT 0 L037D RN/LPN/

MTA

0 L037D RN/LPN/

MTA

0 L041B RT 5 5 5 5

Coordinate pre-surgery services L037D RN/LPN/M

TA

1 L041B RT 1 L037D RN/LPN/

MTA

1 L037D RN/LPN/

MTA

1 L041B RT 3 10 3 10

Schedule space and equipment in facility L037D RN/LPN/M

TA

L041B RT L037D RN/LPN/

MTA

L046A CT Tech L041B RT 0 5 5

Provide pre-service education/obtain consent L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 5 5

Follow-up phone calls & prescriptions L037D RN/LPN/M 3 L041B RT 3 L037D RN/LPN/ 3 L046A CT Tech 3 L041B RT 3 3 3 3
Other Clinical Activity (please specify): 

Retrieve prior images for comparison

L041B RT 3 L046A CT Tech 6 L051B RDMS 3 L037D RN/LPN/

MTA

6

End:When patient enters office/facility for 

surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for 

surgery/procedure

Pre-service services

Review charts L041B RT 2 2

Greet patient and provide gowning L037D RN/LPN/M

TA

3 L041B RT 3 L047C RN/RT 3 L046A CT Tech 3 L041B RT 3 3

Obtain vital signs L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 0

Provide pre-service education/obtain consent L037D RN/LPN/

MTA

5 (RN/LPN/MTA)

Prepare room, equipment, supplies L037D RN/LPN/M

TA

2 L041B RT 4 L037D RN/LPN/

MTA

2 L046A CT Tech 4 L041B RT 2 2 L051B RDMS 2 3 (RT) L037D RN/LPN/

MTA

1

Setup scope (non facility setting only) L037D RN/LPN/

MTA

Prepare and position patient/ monitor patient/ 

set up IV

L037D RN/LPN/M

TA

2 L041B RT 3 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

2

Sedate/apply anesthesia L051A RN 0 2 (RN)

Intra-service

Acquire Image L051B RDMS 5 L051B RDMS 5

Assist physician in performing procedure L037D RN/LPN/M

TA

20 L041B RT 20 L037D RN/LPN/

MTA

20 L046A CT Tech 30 L041B RT 21 21 L051B RDMS 45 48 (RT) L037D RN/LPN/

MTA

18

Assist physician - conscious sedation = 

physician time

L051A RN 0

            -Assist with fluoroscopy/image 

acquisition (75%)

L041B RT 0

               -Circulating throughout the 

procedure (25%)

L037D RNLPN/M

TA

0

Post-Service 60 (RN) @80%

Monitor pt. following service/check tubes, 

monitors, drains

L037D RN/LPN/M

TA

10 L041B RT 10 L037D RN/LPN/

MTA

15 L051A RN
15

L041B RT 15 15 15 (RN)

Clean room/equipment by physician staff L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

3

Clean Ultrasound 3

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray 

requisitions

L037D RN/LPN/M

TA

2 L041B RT 2 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 3 (RN/LPN/MTA)

Review/read X-ray, lab, and pathology reports

32554

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422
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Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32554

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

Check dressings & wound/ home care 

instructions /coordinate office visits 

/prescriptions

L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 3 (RN/LPN/MTA)

Discharge day management 99238 --12 

minutes                    99239 --15 minutes

   

Other Clinical Activity (please specify)

Process images, complete data sheet, present 

images and data to the interpreting physician

L041B RT 2 L046A CT Tech 2 L051B RDMS 5 L037D RN/LPN/

MTA

2

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 3 3

Office visits: Greet patient,escort to room; 

provide gowning; interval history & vital signs 

and chart; assemble previous test 

reports/results;assist physician during exam; 

assist with dressings, wound care, suture 

removal; prepare dx test, prescription forms; 

post service education, instruction, counseling; 

clean room/equip, check supplies; coordinate 
List Number and Level of Office Visits

99211     16 minutes

99212    27  minutes

99213    36  minutes

99214    53  minutes

99215    63  minutes

Other

Total Office Visit Time 0 0 0 0 0 0 0 0

Other Activity (please specify)

End: with last office visit before end of MEDICAL SUPPLIES CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT

PEAC multispecialty supply package 1

pack, minimum multi-specialty visit SA048 pack 1 SA048 pack 1 SA048 pack 1 SA048 pack 1 SA048 pack 1 SA048 pack SA048 pack SA048 pack

kit, thoracentesis (invoice provided) kit 1 SA070 tray 1 kit tray SA070 tray 1 1 SA070 tray SA070 tray SA070 tray

kit, pleural catheter insertion SA077 kit 1 SA077 kit 1 SA077 kit 1 SA077 kit 1 SA077 kit SA077 kit SA077 kit SA077 kit

tray, shave prep SA067 tray 1 SA067 tray 1 SA067 tray 1 SA067 tray 1 SA067 tray 1 1 SA067 tray SA067 tray 1 SA067 tray

mask, surgical, with face shield SB034 item 2 SB034 item 2 SB034 item 2 SB034 item 2 SB034 item 2 2 SB034 item SB034 item 2 SB034 item

gloves, sterile SB024 pair 2 SB024 pair 2 SB024 pair 1 SB024 pair 1 SB024 pair 2 2 SB024 pair SB024 pair 1 SB024 pair

gauze, sterile 4in x 4in SG055 item SG055 item SG055 item SG055 item SG055 item 2 2 SG055 item SG055 item 6 SG055 item

gown, staff, impervious SB027 item 1 SB027 item 1 SB027 item 1 SB027 item 1 SB027 item SB027 item SB027 item SB027 item

needle, 19-25g, butterfly SC030 item SC030 item SC030 item SC030 item  SC030 item SC030 item SC030 item SC030 item

gauze, sterile 4in x 4in (10 pack uou) SG056 item 1 SG056 item SG056 item 0 SG056 item SG056 item SG056 item SG056 item SG056 item

gown, patient SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item

drape, non-sterile, sheet 40in x 60in SB006 item 0 SB006 item SB006 item 0 SB006 item  SB006 item SB006 item SB006 item SB006 item

gloves, non-sterile SB022 pair SB022 pair SB022 pair SB022 pair  SB022 pair SB022 pair 1 SB022 pair SB022 pair

syringe 5-6ml SC057 item SC057 item SC057 item SC057 item  SC057 item SC057 item SC057 item SC057 item

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft  SB036 ft SB036 ft SB036 ft SB036 ft

cover, thermometer probe SB004 item SB004 item SB004 item SB004 item  SB004 item SB004 item SB004 item SB004 item

swab-pad, alcohol SJ053 item SJ053 item SJ053 item SJ053 item  SJ053 item SJ053 item SJ053 item SJ053 item

disinfectant spray (Transeptic) SM012 ml SM012 ml 0 SM012 ml SM012 ml SM012 ml SM012 ml 10 SM012 ml SM012 ml

x-ray envelope SK091 item SK091 item SK091 item SK091 item SK091 item SK091 item 1 SK091 item SK091 item 1

film, x-ray 14in x 17in SK034 item SK034 item 3 SK034 item SK034 item SK034 item SK034 item 3 SK034 item SK034 item

film, 8inx10in (ultrasound, MRI) SK022 item SK022 item 2 SK022 item SK022 item SK022 item SK022 item 2 SK022 item SK022 item
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3

4

A B C D E F G H I J K L M N O P Q R S T U V W X Y Z AA AB AC AD AE AF AG AH AI

Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32554

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(Oct 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

122

123

124

125

126

127

128

129

130

131

132

133

134

135

136

137

138

sanitizing cloth-wipe (patient) SM021 item SM021 item 0 SM021 item SM021 item SM021 item SM021 item 2 SM021 item SM021 item

pillow case SB037 item SB037 item SB037 item SB037 item SB037 item SB037 item 1 SB037 item SB037 item

x-ray developer solution SK089 oz SK089 oz 1 SK089 oz SK089 oz SK089 oz SK089 oz 1 SK089 oz SK089 oz

cover-condom, transducer or ultrasound probe SB005 item SB005 item 1 SB005 item SB005 item SB005 item SB005 item 1 SB005 item SB005 item

lubricating jelly (Surgilube) SJ033 oz SJ033 oz 3 SJ033 oz SJ033 oz SJ033 oz SJ033 oz 30 SJ033 oz SJ033 oz

computer media, dvd SK013 item SK013 item SK013 item SK013 item 1 SK013 item SK013 item SK013 item SK013 item 1

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft 7 feet

cap, surgical SB001 item 2 SB001 item SB001 item 2 SB001 item 3 SB001 item SB001 item SB001 item 1 SB001 item

shoe covers, surgical SB039 pair 2 SB039 pair 3 SB039 pair 2 SB039 pair 3 SB039 pair SB039 pair SB039 pair 2 SB039 pair

drape, sterile, three-quarter sheet SB014 item SB014 item SB014 item SB014 item 0 SB014 item SB014 item SB014 item 1 SB014 item

drape-towel, sterile 18in x 26in SB019 item SB019 item SB019 item SB019 item 0 SB019 item SB019 item SB019 item 4 SB019 item

drape, sterile, fenestrated 16in x 29in SB011 item SB011 item 3 SB011 item SB011 item 0 SB011 item SB011 item SB011 item 1 SB011 item

underpad 2ft x 3ft (Chux) SB044 item 1 SB044 item 1 SB044 item 1 SB044 item 1 SB044 item SB044 item SB044 item 1 SB044 item

povidone soln (Betadine) SJ041 ml SJ041 ml SJ041 ml SJ041 ml 0 SJ041 ml SJ041 ml SJ041 ml 60 SJ041 ml

applicator, sponge-tipped SG009 item SG009 item SG009 item SG009 item 0 SG009 item SG009 item SG009 item 4 SG009 item

lidocaine 1%-2% inj (Xylocaine) SH047 ml SH047 ml SH047 ml SH047 ml 0 SH047 ml SH047 ml SH047 ml 10 SH047 ml

syringe w-needle, OSHA compliant 

(SafetyGlide)

SC058 item SC058 item SC058 item SC058 item 0 SC058 item SC058 item SC058 item 2 SC058 item

blade, surgical (Bard-Parker) SF007 item SF007 item SF007 item SF007 item 0 SF007 item SF007 item SF007 item 1 SF007 item

stop cock, 3-way SC049 item SC049 item SC049 item SC049 item 0 SC049 item SC049 item SC049 item 1 SC049 item

syringe 50-60ml SC056 item SC056 item SC056 item SC056 item 0 SC056 item SC056 item SC056 item 2 SC056 item

sodium chloride 0.9% irrigation (500-1000ml 

uou)

SH069 item SH069 item SH069 item 1 SH069 item 1 SH069 item SH069 item SH069 item 1 SH069 item

cup, sterile, 8 oz SL157 item SL157 item SL157 item 1 SL157 item 1 SL157 item SL157 item SL157 item 1 SL157 item

cup, sterile, 12-16 oz SL156 item SL156 item SL156 item SL156 item 0 SL156 item SL156 item SL156 item 1 SL156 item

cup, biopsy-specimen sterile 4oz SL036 item SL036 item SL036 item SL036 item 0 SL036 item SL036 item SL036 item 1 SL036 item

kit, AccuStick II Introducer System with RO 

Marker

SA071 kit SA071 kit SA071 kit SA071 kit 0 SA071 kit SA071 kit SA071 kit 1 SA071 kit

closed flush system, angiography SC010 item SC010 item SC010 item 1 SC010 item 1 SC010 item SC010 item SC010 item 1 SC010 item

sodium chloride 0.9% flush syringe SH065 item SH065 item SH065 item 1 SH065 item 1 SH065 item SH065 item SH065 item 1 SH065 item

guidewire SD088 item SD088 item SD088 item SD088 item 0 SD088 item SD088 item SD088 item 1 SD088 item

dilator, vessel, angiographic SD043 item SD043 item SD043 item SD043 item 0 SD043 item SD043 item SD043 item 1 SD043 item

drainage catheter, all purpose SD161 item SD161 item SD161 item SD161 item 0 SD161 item SD161 item SD161 item 1 SD161 item

catheter percutaneous fastener (Percu-Stay) SD146 item SD146 item SD146 item SD146 item 0 SD146 item SD146 item SD146 item 1 SD146 item

drainage pouch, nephrostomy-biliary SD163 item SD163 item SD163 item SD163 item 0 SD163 item SD163 item SD163 item 1 SD163 item

tape, surgical paper 1in (Micropore) SG079 in SG079 in SG079 in SG079 in 12 SG079 in SG079 in SG079 in 12 SG079 in

pack, moderate sedation SA044 pack SA044 pack SA044 pack 1 SA044 pack 1 SA044 pack SA044 pack SA044 pack 1 SA044 pack

gown, surgical, sterile SB028 item SB028 item SB028 item SB028 item 1 SB028 item SB028 item SB028 item 1 SB028 item

film, x-ray, laser print SK098 item SK098 item SK098 item SK098 item 1 SK098 item SK098 item SK098 item SK098 item 1

tape, surgical occlusive 1 inch (Blenderm) SG078 in 15 SG078 in 15 SG078 in 25 SG078 in 25 SG078 in SG078 in SG078 in SG078 in

kit, scissors and clamp SA027 1

Equipment

Exam table EF023 52 EF023 EF023 76 EF023 EF023 1 60 EF023 EF023 EF023

Ultrasound room EL015 EL015 35 EL015 EL015 EL015 EL015 X EL015 EL015

film processor, dry, laser ED024 ED024 7 ED024 ED024 7 ED024 ED024 58 ED024 ED024 1

film alternator (motorized film viewbox) ER029 ER029 7 ER029 ER029 7 ER029 ER029 58 ER029 ER029 1

CT room EL007 EL007  EL007 EL007 40 EL007 EL007 EL007 60 EL007 22

ECG, 3 channel EL007 EL007 EL007 EL007 0 EL007 EL007 EL007 X EL007

IV fusion pump EQ032 EQ032 EQ032 EQ032 0 EQ032 EQ032 EQ032 X EQ032

light, exam EQ168 EQ168 EQ168 EQ168 40 EQ168 EQ168 EQ168 X EQ168

stretcher chair EF019 EF019 10 EF019 EF019 10 EF019 EF019 EF019 X EF019

oxygen system, portable EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 X EQ192

pulse oximeter w-printer EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 X EQ211
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                                                                                                                                                  CPT Code: 32554 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32554 Tracking Number   DD1                   Original Specialty Recommended RVU: 1.83  
                        Presented Recommended RVU: 1.83  
Global Period: 000                                       RUC Recommended RVU: 1.54 
 
CPT Descriptor: Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 74-year-old male patient presents short of breath with a chest x-ray showing a large left pleural 
effusion. Bedside aspiration is performed for diagnosis.    
 
Percentage of Survey Respondents who found Vignette to be Typical: 97% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 10% 
 
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% 
 
Description of Pre-Service Work: Preprocedural work-up, review of records and communication with patient. Obtain 
informed consent. The physician and staff dress in disposable gown, sterile gloves, and protective eyewear before the 
procedure. Prepare and position 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 regulation. 
 
Description of Intra-Service Work:  
• Chest prepped and draped in sterile fashion.   
• 1% subcutaneous Lidocaine solution instilled as local anesthetic 
• Needle aspiration of fluid 
• Puncture site sterilely dressed 
• Fluid sent for appropriate laboratory analysis 
 
 
Description of Post-Service Work: The physician examines the patient post-thoracentesis to ascertain that no complications 
have occured. The findings from the procedure are explained to the patient and/or family/friend. The physician again 
reinforces previous instructions about post-procedure complications. The physician generates a detailed report of the 
procedure. The physician communicates results to the referring physician. 



                                                                                                                                                  CPT Code: 32554 
SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Alan Plummer, MD, ATS, Burt Lesnick MD, FCCP, ACCP; Kathrin Nicolacakis, MD, 
FCCP, Alternate Advisor ACCP and ATS 

Specialty(s): American College of Chest Physicians (ACCP) and the American Thoracic Society 
(ATS) 

CPT Code: 32554 

Sample Size: 300 Resp N: 
    31 Response:   10.3 %  

Description of 
Sample: A survey was sent to 300 randomly selected members of ACCP and ATS 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 5.00 16.25 40.00 50.00 120.00 

Survey RVW: 1.20 1.83 2.30 2.84 6.00 
Pre-Service Evaluation Time:   10.00   
Pre-Service Positioning Time:   5.00   
Pre-Service Scrub, Dress, Wait Time:   5.00   

Intra-Service Time: 0.00 15.00 20.00 25.00 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code: 32554 Recommended Physician Work RVU:  1.54 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 



                                                                                                                                                  CPT Code: 32554 
  
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             Global     Work RVU               Time Source 
36556       000        2.50                         RUC Time 
 
CPT Descriptor Insertion of non-tunneled centrally inserted central venous catheter; 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     
31500      000    2.33  RUC Time                            274,961 
CPT Descriptor 1 Intubation, endotracheal, emergency procedure 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31622      000          2.78                RUC Time                                84,807   
 
CPT Descriptor 2 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36555      000     2.68                        RUC Time 
 
CPT Descriptor Insertion of nontunneled centrally inserted central venous catheter, younger than 5  
 
  
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: 0.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32554 

Key Reference 
CPT Code:   

36556  

Source of Time 
RUC Time 

Median Pre-Service Time 20.00 25.00 
   
Median Intra-Service Time 20.00 15.00 
   
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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 50.00 50.00 



                                                                                                                                                  CPT Code: 32554 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.91 2.82 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.91 3.27 

   
Urgency of medical decision making 3.00 3.36 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.45 3.82 

Physical effort required 3.36 3.64 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.55 3.82 

Outcome depends on the skill and judgment of physician 4.09 4.18 

Estimated risk of malpractice suit with poor outcome 3.55 4.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.64 2.55 

Intra-Service intensity/complexity 3.45 3.36 

Post-Service intensity/complexity 2.73 2.91 

 
  
 
Additional Rationale and Comments 
 
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 CPT CODES 
 



                                                                                                                                                  CPT Code: 32554 
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.) 
 

 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) 32421 
 
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   How often?  Commonly  
 
Specialty Internal Medicine   How often?  Commonly 
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 200000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.  Rationale based on review of Medicare utilization data for 32421, 32422, and 
estimating that Medicare is 50%. 
 
Specialty Pulmonary  Frequency 100000  Percentage        % 
 
Specialty Internal Medicine  Frequency 50000  Percentage        % 
 
Specialty        Frequency         Percentage        % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
100,000  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 review of existing codes 32421, 32422. 
 
Specialty Pulmonary  Frequency 50000   Percentage        % 
 
Specialty Internal Medicine  Frequency 25000  Percentage        % 
 
Specialty        Frequency        Percentage        % 
 
Do many physicians perform this service across the United States? Yes 
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Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32421 
 
 
 
 



                                                                                                                                                  CPT Code: 32555 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32555 Tracking Number   DD2                   Original Specialty Recommended RVU: 2.40  
                        Presented Recommended RVU: 2.40  
Global Period: 000                                       RUC Recommended RVU: 2.21 
 
CPT Descriptor:  Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 57-year-old male patient presents with pneumonia and persistent fever despite antibiotic 
therapy. Aspiration of his parapneumonic effusion is performed with real-time ultrasound guidance. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 86% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 14% 
 
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% 
 
Description of Pre-Service Work:  
• The patient's symptoms, history, and allergies are reviewed. 
• Medications are reviewed, specifically potential antiplatelet or anticoagulation agents.  
• Lab data is evaluated, particularly coagulation results and platelets. 
• Available imaging is reviewed. 
• Procedure details are discussed, including pain control and recovery time.  
• Alternatives and risks are discussed with the patient and family, and informed consent is reviewed. 
• Confirm NPO status. 
• Ensure imaging, appropriate specimen containers, and catheter devices are available. 
• Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required 
devices. 
• Perform surgical "time out". 
 
Description of Intra-Service Work:  
• Preliminary ultrasound is performed of the chest to localize the pleural fluid and target site for drainage. Images are 
recorded.   
• The chest is prepped and draped in the usual sterile fashion. 
• The skin and deeper tissues down to the parietal pleura are infiltrated with a local anesthetic under ultrasound 
guidance, taking care to avoid vessels.  
• A thoracentesis catheter is advanced into the pleural effusion under ultrasound guidance and secured in place 
temporarily.  
• Through the catheter a variable amount of fluid is drained.   
• The catheter is removed. 
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• The puncture site is dressed appropriately. 
• A sample of fluid is sent to the laboratory for analysis. 
 
Description of Post-Service Work:  
• The patient is transferred to the recovery suite and a CXR is obtained (reported separately). 
• Post-procedure vital signs are assessed. 
• The findings are reviewed with patient and family. 
• A report of the procedure is prepared for the medical record. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Geraldine McGinty, M.D., Zeke Silva, M.D., Sean Tutton, M.D.,  Michael Hall, M.D.,  
Robert L Vogelzang, M.D., and Gerald A. Niedzwiecki,  M.D. 

Specialty(s): ACR and SIR 

CPT Code: 32555 

Sample Size: 1465 Resp N: 
    81 Response:   5.5 %  

Description of 
Sample: 

The specialty societies performed a random survey of diagnostic radiologists, 
interventional radiologists and chest physicians, and convened a panel of experts to 
review the survey data. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 10.00 30.00 60.00 140.00 500.00 

Survey RVW: 1.35 2.00 2.40 2.80 5.50 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   5.00   
Pre-Service Scrub, Dress, Wait Time:   5.00   

Intra-Service Time: 3.00 15.00 20.00 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat/Procedure(no sedate/anesth  
   
CPT Code: 32555 Recommended Physician Work RVU:  2.21 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 5.00 6.00 -1.00 
Intra-Service Time: 25.00 

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
49083      000        2.00                         RUC Time 
 
CPT Descriptor Abdominal paracentesis (diagnostic or therapeutic); with imaging guidance 
  
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     
31500      000    2.33  RUC Time                            274,961 
CPT Descriptor 1 Intubation, endotracheal, emergency procedure 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31622      000          2.78                RUC Time                                84807   
 
CPT Descriptor 2 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36556      000     2.50                        RUC Time 
 
CPT Descriptor Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older 
 
  
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:   49          % of respondents: 60.4  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32555 

Key Reference 
CPT Code:   

49083 

Source of Time 
RUC Time 

Median Pre-Service Time 24.00 25.00 
   
Median Intra-Service Time 20.00 25.00 
   
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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 
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Median Total Time 54.00 60.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

2.22 2.12 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

2.33 2.16 

   
Urgency of medical decision making 2.24 2.14 

Technical Skill/Physical Effort (Mean)   

Technical skill required 2.65 2.22 

Physical effort required 2.12 1.98 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 2.67 2.37 

Outcome depends on the skill and judgment of physician 2.57 2.29 

Estimated risk of malpractice suit with poor outcome 2.22 2.14 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.02 2.16 

Intra-Service intensity/complexity 2.45 2.29 

Post-Service intensity/complexity 2.20 1.92 

 
  
 
Additional Rationale and Comments 
 
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.     
Background: 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
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utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421 (Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to better describe current practice.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555,) and two for pleural catheter placement: non-image guided (32556) 
and image guided (32557). 
 
Recommendation: 
The specialty societies performed a random survey of diagnostic radiologists, interventional radiologists, and chest 
physicians, and convened a panel of experts to review the survey data.  We are recommending the median survey RVU of 
2.40 RVUs and the median intra-service time and post-service times of 20 and 10 minutes, respectively. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1a (Straightforward Patient/Straightforward Procedure (No 
sedation/anesthesia care)) with the following adjustments: (1) increase the pre-service evaluation time by 2 minutes, and (2) 
increase the positioning time by 2 minutes, both compatible with our survey results.  These adjustments account for the 
additional time prior to skin prep necessary for ultrasound localization of a suitable pocket of fluid.  Based on the survey 
data, it is reasonable to conclude respondents would consider imaging work prior to skin prep to be pre-service work.  
These modifications to the pre-service times are also compatible with several recently reviewed interventional radiology 
codes, including paracentesis with imaging guidance (49083). 
 
Key Reference Service: 
The most commonly chosen key reference service was 49083 (Abdominal paracentesis (diagnostic or therapeutic); with 
imaging guidance), with 2.00 RVUs and 25 minutes of intra-service time.  The second most commonly chosen reference 
service was 36556 (Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older), with 2.50 
RVUs and 15 minutes of intra-service time.  32555 compares favorably to both of these codes.  The intraservice time for 
32555 (20 minutes) is lower than 49083 (25 minutes), but the higher RVU is justified by the greater intensity of removing 
fluid from the pleural space compared to the peritoneal space; This is also supported by 10 of the 11 complexity measures 
being higher for 32555 than KRS 49083.  32555 is valued lower than 36556 but it has a higher intra-service time so 
relativity is maintained here also. 
 
Building block methodology: 
It should be noted that this is a new CPT code describing a new service with change in dominant provider and service 
description, so a direct comparison to previously reported codes 32422 and its typical imaging pair, 76942, is not 
appropriate.  As the DOW for the surveyed code suggests, the imaging guidance prior to catheter placement to avoid injury 
to the lung and pleura, as well as periodic imaging during drainage to ensure optimal drainage of the pleural effusion is 
distinctly different than in the past, when the procedure was performed based on anatomic landmarks. Drainage is more 
complete and, as the vignette suggests, performed in a more difficult patient with infection and pleural effusion. 
 
However, as a point of reference for the Panel we provide the following information:   
32422 (2.19) + 76942 (0.67) = 2.86 
 
             
  
 
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.) 
 

 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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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) 32421/32422, 76942 
 
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?  Sometimes  
 
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.  An estimate for the number of times this service is performed nationally in a one-
year period is 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?  
224,310  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The estimated frequency for Medicare is 224,310, which is the 2010 Medicare 
utilization frequency for codes 32421 plus 32422.  Based on past frequency data, we estimated the percent performed by 
Radiology to be about 2.98%.      
 
Specialty Radiology  Frequency 6694   Percentage  2.98 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32422 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32556 Tracking Number   DD3                   Original Specialty Recommended RVU: 2.50  
                        Presented Recommended RVU: 2.50  
Global Period: 000                                       RUC Recommended RVU: 2.19 
 
CPT Descriptor: Pleural drainage, percutaneous, with insertion of indwelling catheter; without imaging guidance  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 72-year-old male patient presents with acute shortness of breath. Chest x-ray shows a right 
pneumothorax. Bedside chest tube placement is performed.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 93% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 67% 
 
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? 7% 
 
Description of Pre-Service Work: Preprocedural work-up, review of records, communication with patient. Obtain informed 
consent. The physician and staff dress in disposable gown, sterile gloves, and protective eyewear before the procedure. 
Prepare and position 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 
regulation. 
 
Description of Intra-Service Work:  
• Chest prepped and draped in sterile fashion.   
• 1% subcutaneous Lidocaine solution instilled as local anesthetic 
• Catheter placed through intercostal space 
• Catheter secured in place and connected to suction drainage 
• Puncture site sterilely dressed 
 
 
Description of Post-Service Work: The physician examines the patient post-thoracentesis to ascertain that no complications 
have occured. The findings from the procedure are explained to the patient and/or family/friend. The physician again 
reinforces previous instructions about post-procedure complications. The physician generates a detailed report of the 
procedure. The physician communicates results to the referring physician. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Alan Plummer, MD, FCCP, ATS Burt Lesnick MD, FCCP, ACCP; Kathrin Nicolacakis, 
MD, FCCP, Alternate Advisory, ACCP and ATS 

Specialty(s): American College of Chest Physicians (ACCP) and the American Thoracic Society 
(ATS) 

CPT Code: 32556 

Sample Size: 300 Resp N: 
    30 Response:   10.0 %  

Description of 
Sample: A survey was sent to 300 randomly selected ACCP and ATS members 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 1.00 15.00 20.00 30.00 100.00 

Survey RVW: 1.30 2.50 2.78 4.00 6.00 
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 15.00 20.00 30.00 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  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat Procedure(w sedate/anes)  
   
CPT Code: 32556 Recommended Physician Work RVU:  2.19 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 20.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
36556      000        2.50                         RUC Time 
 
CPT Descriptor Insertion of non-tunneled centrally inserted central venous catheter; 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     
31500      000    2.33  RUC Time                            274,961 
CPT Descriptor 1 Intubation, endotracheal, emergency procedure 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31622      000          2.78                RUC Time                                84,807   
 
CPT Descriptor 2 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with revision of 
tracheal or bronchial stent inserted at previous session (includes tracheal/bronchial dilation as required) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
36555      000     2.68                        RUC Time 
 
CPT Descriptor Insertion of nontunneled centrally inserted central venous catheter, younger than 5 
 
  
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)  

CPT Code:    
32556 

Key Reference 
CPT Code:   

36556 

Source of Time 
                 

Median Pre-Service Time 25.00 25.00 
   
Median Intra-Service Time 20.00 15.00 
   
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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 60.00 50.00 
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Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.56 2.89 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.67 3.33 

   
Urgency of medical decision making 4.22 4.00 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.22 3.78 

Physical effort required 3.89 3.56 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.22 3.67 

Outcome depends on the skill and judgment of physician 4.00 3.56 

Estimated risk of malpractice suit with poor outcome 3.78 3.89 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.00 3.10 

Intra-Service intensity/complexity 3.90 3.70 

Post-Service intensity/complexity 3.40 3.30 

 
  
 
Additional Rationale and Comments 
 
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 CPT 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: No  
 

Why is the procedure reported using multiple codes instead of just one code?  (Check all that apply.) 
 

 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) 32422 
 
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   How often?  Commonly  
 
Specialty Internal Medicine   How often?  Commonly 
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 200000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.  ACCP/ATS believes that ACR listed as the most frequent provider will migrate to 
the new codes with imaging. 
 
Specialty Pulmonary  Frequency 100000  Percentage  50.00 % 
 
Specialty Internal Medicine  Frequency 50000  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?  
100,000  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Reviewed RUC Database for 32421, 32422 
 
Specialty Pulmonary  Frequency 50000   Percentage  50.00 % 
 
Specialty Internal Medicine  Frequency 25000  Percentage  25.00 % 
 
Specialty        Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
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Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32422 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:32557 Tracking Number   DD4                   Original Specialty Recommended RVU: 3.37  
                        Presented Recommended RVU: 3.37  
Global Period: 000                                       RUC Recommended RVU: 3.35 
 
CPT Descriptor: Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 60-year-old male patient presents with fever and shortness of breath. CT scan shows a complex 
parapneumonic effusion. Concern is for an empyema. Image-guided pleural drainage tube placement is performed. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 100% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 78% 
 
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% 
 
Description of Pre-Service Work:  
• The patient's symptoms, history, and allergies are reviewed. 
• Medications are reviewed, specifically potential antiplatelet or anticoagulation agents.   
• Lab data is evaluated, particularly coagulation results and platelets. 
• Available imaging is reviewed. 
• Procedure details are discussed, including pain control, and recovery time  
• Alternatives and risks are discussed with the patient and family, and informed consent is reviewed. 
• Confirm NPO status. 
• Ensure imaging, appropriate specimen containers, and catheter devices are available. 
• Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required 
devices. 
• Perform surgical "time out". 
 
Description of Intra-Service Work:  
• Moderate sedation is administered. 
• Preliminary CT is performed of the chest to confirm the presence of a pleural fluid collection (empyema) and 
target the site for drainage. Images are recorded.    
• The chest is prepped and draped in the usual sterile fashion. 
• The skin and deeper tissues down to the parietal pleura are infiltrated with a local anesthetic under CT guidance, 
taking care to avoid vessels.  
• A needle is advanced into the pleural collection under CT guidance and a guide wire is then advanced through the 
needle. 
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• Tract to the pleural space dilated using a series of fascial dilators.   
• A multiside hole drainage catheter is advanced into the pleural collection under CT guidance and secured in place 
temporarily.  
• The catheter is secured in place and connected to suction drainage.  
• Post procedure CT images may be obtained (included in procedure code). 
• The puncture site is dressed appropriately. 
• A sample of fluid is sent to the laboratory for analysis. 
 
Description of Post-Service Work:  
• The patient is transferred to the recovery suite and a CXR is obtained (reported separately). 
• Post-procedure vital signs are assessed. 
• The findings are reviewed with patient and family. 
• A report of the procedure is prepared for the medical record. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Geraldine McGinty, M.D., Zeke Silva, M.D., Sean Tutton, M.D.,  Michael Hall, M.D.,  
Robert L Vogelzang, M.D., and Gerald A. Niedzwiecki,  M.D. 

Specialty(s): ACR and SIR 

CPT Code: 32557 

Sample Size: 1465 Resp N: 
    74 Response:   5.0 %  

Description of 
Sample: 

The specialty societies performed a random survey of diagnostic radiologists, 
interventional radiologists and chest physicians, and convened a panel of experts to 
review the survey data. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 2.00 15.00 25.00 50.00 250.00 

Survey RVW: 1.90 3.37 3.75 4.00 7.50 
Pre-Service Evaluation Time:   30.00   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   10.00   

Intra-Service Time: 7.00 20.00 28.00 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: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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-FAC Straightforw Pat Procedure(w sedate/anes)  
   
CPT Code: 32557 Recommended Physician Work RVU:  3.35 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 21.00 19.00 2.00 
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: 28.00 

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
49021      000        3.37                         RUC Time 
 
CPT Descriptor Drainage of peritoneal abscess or localized peritonitis, exclusive of appendiceal abscess; percutaneous 
  
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     
52276      000    4.99  RUC Time                            11,473 
CPT Descriptor 1 Cystourethroscopy with direct vision internal urethrotomy 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99223      XXX          3.86                RUC Time                                11,496,707   
 
CPT Descriptor 2 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 high complexity. 
Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient's and/or family's needs. Usually, the problem(s) requiring admission are of high severity. 
Physicians typically spend 70 minutes at the bedside and on the patient's hospital floor or unit. 
  
Other Reference CPT Code Global    Work RVU            Time Source 
49041      000     3.99                        RUC Time 
 
CPT Descriptor Drainage of subdiaphragmatic or subphrenic abscess; percutaneous 
 
  
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:   34          % of respondents: 45.9  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
32557 

Key Reference 
CPT Code:   

49021 

Source of Time 
RUC Time 

Median Pre-Service Time 29.00 38.00 
   
Median Intra-Service Time 28.00 60.00 
   
Median Immediate Post-service Time 15.00 26.00 

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 
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Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 72.00 124.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

2.85 3.00 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.03 3.12 

   
Urgency of medical decision making 3.06 3.00 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.29 3.12 

Physical effort required 3.00 2.85 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.00 2.94 

Outcome depends on the skill and judgment of physician 3.06 3.24 

Estimated risk of malpractice suit with poor outcome 3.03 2.97 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.62 2.85 

Intra-Service intensity/complexity 3.15 3.26 

Post-Service intensity/complexity 2.82 2.65 

 
  
 
Additional Rationale and Comments 
 
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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Background: 
CPT codes 32422 (Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure)) and 32551 (Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when 
performed (separate procedure)), were identified by the RAW screen for Harvard valued codes with greater than 30,000 
utilization.  The specialty societies referred these two codes, as well as CPT codes 32420 (Pneumocentesis, puncture of 
lung for aspiration) and 32421 (Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent), to CPT for 
revision of the family to better describe current practice.  As a result, four new codes were created, two for thoracentesis: 
non-image guided (32554) and image guided (32555), and two for pleural catheter placement: non-image guided (32556) 
and image guided (32557). 
 
Recommendation: 
The specialty societies performed a random survey of diagnostic radiologists, interventional radiologists, and chest 
physicians, and convened a panel of experts to review the survey data.  We are recommending the 25th percentile survey 
RVU of 3.37 RVUs and the median intra-service time and post-service times of 28 and 15 minutes, respectively. 
 
Pre-Service Period: 
The specialty societies recommend pre-service package 1b (Straightforward Patient/Straightforward Procedure (With 
sedation/anesthesia care)) with the following adjustments: (1) increase the pre-service evaluation time by 2 minutes, and (2) 
increase the positioning time by 2 minutes, both compatible with our survey results.  These adjustments account for the 
additional time prior to skin prep necessary for ultrasound localization of a suitable pocket of fluid.  Based on the survey 
data, it is reasonable to conclude respondents would consider imaging work prior to skin prep to be pre-service work.  
These modifications to the pre-service times are also compatible with several recently reviewed interventional radiology 
codes, including paracentesis with imaging guidance (49083 (Abdominal paracentesis (diagnostic or therapeutic); with 
imaging guidance)). 
 
Key Reference Service: 
The most commonly chosen key reference service was 49021 (Drainage of peritoneal abscess or localized peritonitis, 
exclusive of appendiceal abscess; percutaneous), with 3.37 RVUs and 60 minutes of intra-service time.  The second most 
commonly chosen reference service was 49041 (Drainage of subdiaphragmatic or subphrenic abscess; percutaneous), 
with 3.99 RVUs and 60 minutes of intra-service time.  The expert panel recognizes that the intraservice time for 32557 (29 
minutes) is lower than 49021 (60 minutes) but working in the chest is more intense than the abdomen as supported by  the 
greater urgency of decision making, technical skill, physical effort and risk of malpractice indicated by survey respondents. 
   
 
Building block methodology: 
It should be noted that this is a new CPT code describing a new service with change in dominant provider and service 
description, so a direct comparison to previously reported codes 32551 and its typical imaging pair, 75989, is not 
appropriate.  As the DOW for the surveyed code suggests, the imaging guidance prior to catheter placement to avoid injury 
to the lung and pleura, as well as periodic imaging during drainage to ensure optimal drainage of the pleural effusion is 
distinctly different than in the past, when the procedure was performed based on anatomic landmarks. Drainage is more 
complete and, as the vignette suggests performed in a more difficult patient with infection and pleural effusion. 
 
However, as a point of reference for the Panel, we provide the following information:   
32551(3.29) + 75989 (1.19) = 4.48 
 
Comparison to other abscess catheter codes: 
 
The expert panels recommendation compares favorably to the entire family of abscess drainage catheter codes as 
demonstrated in the below table.  To reduce the RVU of 32557 lower than 3.37 alters rank order within the family, a 
circumstance which is made more significant considering that imaging is now included in 32557. 
 

Code Descriptor 
Work 
RVW Pre Intra Post 

Total 
time IWPUT 

49021 

Drainage of peritoneal abscess or 
localized peritonitis, exclusive of 
appendiceal abscess; percutaneous 3.37 38 60 26 124 0.0323 
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44901 
Incision and drainage of 
appendiceal abscess; percutaneous 3.37 38 60 20 118 0.0345 

50021 
Drainage of perirenal or renal 
abscess; percutaneous 3.37 38 68 25 131 0.0288 

32557 

Pleural drainage, percutaneous, with 
insertion of indwelling catheter; 
with imaging guidance 3.35 29 28 15 72 0.0877 

47011 

Hepatotomy; for percutaneous 
drainage of abscess or cyst, 1 or 2 
stages 3.69 38 60 25 123 0.0380 

49061 
Drainage of retroperitoneal abscess; 
percutaneous 3.69 38 60 28 126 0.0369 

32201 
Pneumonostomy; with percutaneous 
drainage of abscess or cyst 3.99 38 60 24 122 0.0434 

49041 
Drainage of subdiaphragmatic or 
subphrenic abscess; percutaneous 3.99 38 60 30 128 0.0411 

48511 
External drainage, pseudocyst of 
pancreas; percutaneous 3.99 40 62 25 127 0.0409 

 
         
  
 
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.) 
 

 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) 32551, 75989 
 
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?             
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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.  An estimate for the number of times this service is performed nationally in a one-
year period is 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?  
63,483  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The estimated frequency for Medicare is 63,483, which is the 2010 Medicare 
utilization frequency for code 32251.  Based on past frequency data, we estimated the percent performed by Radiology to 
be about 1.55%. 
 
Specialty Radiology  Frequency 986   Percentage  1.55 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  32551 
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INSTRUCTIONS

Insert information and data into all applicable cells except IWPUT and TOTAL TIME.  These cells will automatically calculate.

Hide columns and rows that do not contain data.

REF = Key Reference code data

CURRENT = Current data (Harvard or RUC) for code being surveyed.  If this is a new code, this row will be blank.

SVY = Survey data - as it appears on the Summary of Recommendation form.

REC = Specialty Society recommended data as it appears on the Summary of Recommendation form.

ISSUE: Chest Tube Interventions

TAB: 11

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 49083
Abdominal paracentesis (diagnostic or therapeutic); with 

imaging guidance
49 0.052 2.00 60 15 5 5 25 10

CURRENT 32421
Thoracentesis, puncture of pleural cavity for aspiration, initial 

or subsequent
0.039 1.54 48 10 28 10

CURRENT 32422
Thoracentesis with insertion of tube, includes water seal (eg, 

for pneumothorax), when performed (separate procedure)
0.039 2.19 75 15 15 31 14

CURRENT 76942

Ultrasonic guidance for needle placement (eg, biopsy, 

aspiration, injection, localization device), imaging supervision 

and interpretation

0.022 0.67 30 30

SVY 32555
Thoracentesis, needle or catheter, aspiration of the pleural 

space; with imaging guidance
81 0.084 1.35 2.00 2.40 2.80 5.50 55 15 5 5 3 15 20 30 45 10

REC 32555
Thoracentesis, needle or catheter, aspiration of the pleural 

space; with imaging guidance
0.077 54 15 3 6 20 10

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 49021
Drainage of peritoneal abscess or localized peritonitis, 

exclusive of appendiceal abscess; percutaneous
34 0.032 3.37 124 38 60 26

CURRENT 32551
Tube thoracostomy, includes water seal (eg, for abscess, 

hemothorax, empyema), when performed (separate procedure)
0.075 3.29 95 14 25 7 24 25

CURRENT 75989

Radiological guidance (ie, fluoroscopy, ultrasound, or 

computed tomography), for percutaneous drainage (eg, 

abscess, specimen collection), with placement of catheter, 

radiological supervision and interpretation
#DIV/0! 1.19 23

SVY 32557
Pleural drainage, percutaneous, with insertion of indwelling 

catheter; with imaging guidance
74 0.087 1.90 3.37 3.75 4.00 7.50 93 30 10 10 7 20 28 30 60 15

REC 32557
Pleural drainage, percutaneous, with insertion of indwelling 

catheter; with imaging guidance
0.087 72 21 3 5 28 153.35

RVW PRE-TIME INTRA-TIME

2.21

PRE-TIMERVW INTRA-TIME
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INSTRUCTIONS

Insert information and data into all applicable cells except IWPUT and TOTAL TIME.  These cells will automatically calculate.

Hide columns and rows that do not contain data.

REF = Key Reference code data

CURRENT = Current data (Harvard or RUC) for code being surveyed.  If this is a new code, this row will be blank.

SVY = Survey data - as it appears on the Summary of Recommendation form.

REC = Specialty Society recommended data as it appears on the Summary of Recommendation form.

ISSUE: Chest Tube Interventions 32554, 32556 ACCP/ATS

TAB: 11

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 36556 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older0.112 2.50 55 20 5 5 15 10

CURRENT 32421 Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent0.039 1.54 48 10 28 10

SVY 32554 Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance31 0.086 1.20 1.83 2.30 2.84 6.00 50 13 1 6 0 15 20 25 45 10

REC 32554 Thoracentesis, needle or catheter, aspiration of the pleural space; without imaging guidance 0.048 50 13 1 6 20 10

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 36556 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older0.112 2.50 55 20 5 5 15 10

CURRENT 32422 Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed (separate procedure)0.039 2.19 75 15 15 31 14

SVY 32556 Pleural drainage, percutaneous, with insertion of indwelling catheter; without imaging guidance30 0.098 1.30 2.50 2.78 4.00 6.00 60 19 1 5 5 15 20 30 45 15

REC 32556 Pleural drainage, percutaneous, with insertion of indwelling catheter; without imaging guidance 0.068 60 19 1 5 20 15

1.54

PRE-TIMERVW INTRA-TIME

2.19

RVW PRE-TIME INTRA-TIME
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Specialty Society(‘s): ACCP 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
32554 Thoracentesis, needle or catheter, aspiration of the pleural space, without imaging guidance 
32556 Pleural drainage, percutaneous, with insertion of indwelling catheter, without imaging guidance 
 
Global Period: 000   Meeting Date: April 2012 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: These two codes are revised codes 32421, 32422. Code 32421 does not have 
individual data for pre-service, intra-service and post-service so 32422 was used as the 
comparison code. 32421 showed clinical staff as an RN. 32422 showed clinical staff as an RT. 
Currently, we indicate RN/RT as clinical staff. 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  
• Complete pre-service diagnostic and referral forms 
• Coordinate pre-surgery services 
• Provide pre-service education/obtain consent 
• Follow-up phone calls and prescriptions 

 
Service Clinical Labor Activities:  

• Greet patient, provide gowning, ensure appropriate medical records are available 
• Obtain vital signs 
• Prepare room, equipment and supplies 
• Prepare and position patient, monitor patient, set up IV 
• Assist physician in performing the procedure 
• Monitor patient following service, check tubes, monitors, drains 
• Clean room and equipment 
• Complete diagnostic forms, lab and x-ray requisitions 
• Check dressings and wound, home care instructions provided, coordinate office 

visits and prescriptions 
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls and call-in prescriptions 
 
 
 



CPT Code:_32555 and 32557________ 
Specialty Society(‘s)_ACR and SIR_________________ 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
32555 - Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
32557 - Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
Global Period:_000____    Meeting Date: __04/2012______ 
 
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 and SIR convened a consensus panel to review and finalize the practice expense data for 
codes 32555 and 32557.   
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The existing codes, 32421, 32422, and 32551, are being replaced by the new chest 
tube placement codes, 32555 and 32557, and the practice expense inputs for these codes are 
similar to the practice expense inputs for the new codes. 
 
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 
• Provide pre-service education/obtain consent  
• Follow-up phone calls & prescriptions 
• Retrieve prior images for comparison  

 
Service Clinical Labor Activities:  

• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Prepare room, equipment, supplies 
• Prepare and position patient/ monitor patient/ set up IV 
• Acquire Image 
• Assist physician in performing procedure 
• Monitor pt. following service/check tubes, monitors, drains 
• Clean room/equipment by physician staff 
• Complete diagnostic forms, lab & X-ray requisitions 
• Check dressings & wound/ home care instructions /coordinate office visits /prescriptions 
• Process images, complete data sheet, present images and data to the interpreting physician 

 
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls/call in prescriptions 



CPT Code:_ 32555 and 32557__ 
Specialty Society(‘s)___ ACR and SIR ____ 

 

 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Facility Direct Inputs 
 
CPT Long Descriptor: 
32555 - Thoracentesis, needle or catheter, aspiration of the pleural space; with imaging guidance 
32557 - Pleural drainage, percutaneous, with insertion of indwelling catheter; with imaging guidance 
 
 
Global Period:_000_  Meeting Date:_04/2012_ 
 
 
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 and SIR convened a consensus panel to review and finalize the practice expense data for codes 32555 
and 32557.   
 
A reference code must be provided for comparison to the practice expense inputs on your spreadsheet. Please 
provide a rationale for the selection of reference codes.  Comparison Code Rationale: 
 
The existing codes, 32421, 32422, and 32551, are being replaced by the new chest tube placement codes, 32555 
and 32557, and the practice expense inputs for these codes are similar to the practice expense inputs for the new 
codes. 
 
 
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 
• Schedule space and equipment in facility 
• Provide pre-service education/obtain consent  
• Follow-up phone calls & prescriptions 

 
Service Clinical Labor Activities:  
 
Post-Service Clinical Labor Activities:  

• Conduct phone calls/call in prescriptions 
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Tab 11: Revised 4/26/12

Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

GLOBAL PERIOD 000 000 000 000 000 000 000 000 000 000 000 000 XXX XXX 000 000 XXX XXX

L037D RN/LPN/M

TA

66.0 0.0 L041B RT 90.0 0.0 L037D RN/LPN/

MTA

76.0 0.0 L046A CT Tech 79.0 L041B RT 79.0 31.0 79.0 31.0 L051B RDMS 61.0 0.0 L037D RN/LPN/

MTA

11.0 0.0 L037D RN/LPN/

MTA

32.0 0.0

L051B RDMS 5.0 0.0 L051B RDMS 5.0 L041B RT 55.0

L051A RN 15.0 L051A RN 77.0

L041B RT 0.0

L037D RN/LPN/

MTA

0.0

PRE-SERVICE

Start:  Following visit when decision for 

surgery or procedure made

Complete pre-service diagnostic & referral 

forms

L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 5 5

Coordinate pre-surgery services L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 10 3 10

Schedule space and equipment in facility L037D RN/LPN/M

TA

L041B RT L037D RN/LPN/

MTA

L046A CT Tech L041B RT 0 5 5

Provide pre-service education/obtain consent L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 5 5

Follow-up phone calls & prescriptions L037D RN/LPN/M 3 L041B RT 3 L037D RN/LPN/ 3 L046A CT Tech 3 L041B RT 3 3 3 3
Other Clinical Activity (please specify): 

Retrieve prior images for comparison

L041B RT 3 L046A CT Tech 6 L051B RDMS 3 L037D RN/LPN/

MTA

6

End:When patient enters office/facility for 

surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for 

surgery/procedure

Pre-service services

Review charts L041B RT 2 2

Greet patient and provide gowning L037D RN/LPN/M

TA

3 L041B RT 3 L047C RN/RT 3 L046A CT Tech 3 L041B RT 3 3

Obtain vital signs L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 5 L041B RT 5 5 0

Provide pre-service education/obtain consent L037D RN/LPN/

MTA

5 (RN/LPN/MTA)

Prepare room, equipment, supplies L037D RN/LPN/M

TA

2 L041B RT 4 L037D RN/LPN/

MTA

2 L046A CT Tech 4 L041B RT 2 2 L051B RDMS 2 3 (RT) L037D RN/LPN/

MTA

1

Setup scope (non facility setting only) L037D RN/LPN/

MTA

Prepare and position patient/ monitor patient/ 

set up IV

L037D RN/LPN/M

TA

2 L041B RT 3 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

2

Sedate/apply anesthesia L051A RN 0 2 (RN)

Intra-service

Acquire Image L051B RDMS 5 L051B RDMS 5

Assist physician in performing procedure L037D RN/LPN/M

TA

20 L041B RT 20 L037D RN/LPN/

MTA

20 L046A CT Tech 28 L041B RT 21 21 L051B RDMS 45 48 (RT) L037D RN/LPN/

MTA

18

Assist physician - conscious sedation = 

physician time

L051A RN 0

            -Assist with fluoroscopy/image 

acquisition (75%)

L041B RT 0

               -Circulating throughout the 

procedure (25%)

L037D RNLPN/M

TA

0

Post-Service 60 (RN) @80%

Monitor pt. following service/check tubes, 

monitors, drains

L037D RN/LPN/M

TA

5 L041B RT 15 L037D RN/LPN/

MTA

15 L051A RN
15

L041B RT 15 15 15 (RN)

Clean room/equipment by physician staff L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 L051B RDMS 3 2 (RT) L037D RN/LPN/

MTA

3

Clean Ultrasound 3

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray 

requisitions

L037D RN/LPN/M

TA

2 L041B RT 2 L037D RN/LPN/

MTA

2 L046A CT Tech 3 L041B RT 2 2 3 (RN/LPN/MTA)

Review/read X-ray, lab, and pathology reports

TOTAL TIME

32554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(April 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422
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Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(April 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

Check dressings & wound/ home care 

instructions /coordinate office visits 

/prescriptions

L037D RN/LPN/M

TA

5 L041B RT 5 L037D RN/LPN/

MTA

5 L046A CT Tech 3 L041B RT 5 5 3 (RN/LPN/MTA)

Discharge day management 99238 --12 

minutes                    99239 --15 minutes

   

Other Clinical Activity (please specify)

Process images, complete data sheet, present 

images and data to the interpreting physician

L041B RT 5 L046A CT Tech 2 L051B RDMS 5 L037D RN/LPN/

MTA

2

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/M

TA

3 L041B RT 3 L037D RN/LPN/

MTA

3 L046A CT Tech 3 L041B RT 3 3 3 3

Office visits: Greet patient,escort to room; 

provide gowning; interval history & vital signs 

and chart; assemble previous test 

reports/results;assist physician during exam; 

assist with dressings, wound care, suture 

removal; prepare dx test, prescription forms; 

post service education, instruction, counseling; 

clean room/equip, check supplies; coordinate 
List Number and Level of Office Visits

99211     16 minutes

99212    27  minutes

99213    36  minutes

99214    53  minutes

99215    63  minutes

Other

Total Office Visit Time 0 0 0 0 0 0 0 0

Other Activity (please specify)

End: with last office visit before end of MEDICAL SUPPLIES CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT CODE UNIT

PEAC multispecialty supply package 1

pack, minimum multi-specialty visit SA048 pack SA048 pack 1 SA048 pack SA048 pack 1 SA048 pack 1 SA048 pack SA048 pack SA048 pack

kit, thoracentesis (invoice provided) kit 1 SA070 tray 1 kit tray SA070 tray 1 1 SA070 tray SA070 tray SA070 tray

kit, pleural catheter insertion SA077 kit SA077 kit SA077 kit 1 SA077 kit SA077 kit SA077 kit SA077 kit SA077 kit

tray, shave prep SA067 tray SA067 tray 1 SA067 tray SA067 tray 1 SA067 tray 1 1 SA067 tray SA067 tray 1 SA067 tray

mask, surgical, with face shield SB034 item SB034 item 2 SB034 item SB034 item 2 SB034 item 2 2 SB034 item SB034 item 2 SB034 item

gloves, sterile SB024 pair 1 SB024 pair 2 SB024 pair 1 SB024 pair 2 SB024 pair 2 2 SB024 pair SB024 pair 1 SB024 pair

gauze, sterile 4in x 4in SG055 item SG055 item SG055 item SG055 item SG055 item 2 2 SG055 item SG055 item 6 SG055 item

gown, staff, impervious SB027 item 1 SB027 item SB027 item 1 SB027 item  SB027 item SB027 item SB027 item SB027 item

needle, 19-25g, butterfly SC030 item SC030 item SC030 item SC030 item  SC030 item SC030 item SC030 item SC030 item

gauze, sterile 4in x 4in (10 pack uou) SG056 item 1 SG056 item SG056 item 1 SG056 item SG056 item SG056 item SG056 item SG056 item

gown, patient SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item SB026 item

drape, non-sterile, sheet 40in x 60in SB006 item 1 SB006 item SB006 item 1 SB006 item  SB006 item SB006 item SB006 item SB006 item

gloves, non-sterile SB022 pair SB022 pair SB022 pair SB022 pair  SB022 pair SB022 pair 1 SB022 pair SB022 pair

syringe 5-6ml SC057 item SC057 item SC057 item SC057 item  SC057 item SC057 item SC057 item SC057 item

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft  SB036 ft SB036 ft SB036 ft SB036 ft

cover, thermometer probe SB004 item SB004 item SB004 item SB004 item  SB004 item SB004 item SB004 item SB004 item

swab-pad, alcohol SJ053 item SJ053 item SJ053 item SJ053 item  SJ053 item SJ053 item SJ053 item SJ053 item

disinfectant spray (Transeptic) SM012 ml SM012 ml 10 SM012 ml SM012 ml SM012 ml SM012 ml 10 SM012 ml SM012 ml

x-ray envelope SK091 item SK091 item SK091 item SK091 item SK091 item SK091 item 1 SK091 item SK091 item 1

film, x-ray 14in x 17in SK034 item SK034 item 3 SK034 item SK034 item SK034 item SK034 item 3 SK034 item SK034 item

film, 8inx10in (ultrasound, MRI) SK022 item SK022 item 2 SK022 item SK022 item SK022 item SK022 item 2 SK022 item SK022 item
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Note: 32002 was replaced by 32422

32020 was replaced by 32551

76360 was replaced by 77012

Meeting Date:  April 2012

Tab: 11

Specialty: ACR: SIR

CMS 

CODE 

for 

32554

CMS 

STAFF 

TYPE  for 

32554

CMS 

CODE 

for 

32555

CMS 

STAFF 

TYPE  for 

32555 

CMS 

CODE 

for 

32556

CMS 

STAFF 

TYPE  for 

32556

CMS 

CODE 

for 

32557

CMS 

STAFF 

TYPE  for 

32557

CMS 

CODE 

for 

32422

CMS 

STAFF 

TYPE  for 

32422

CMS 

CODE 

for 

76942

CMS 

STAFF 

TYPE  for 

76942

CMS 

CODE 

for 

49061

CMS 

STAFF 

TYPE  for 

49061

CMS 

CODE 

for 

77012

CMS 

STAFF 

TYPE  for 

77012

LOCATION Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non 

Facility

Facility Non 

Facility

Facility Non 

Facility

Facility Non Facility Facility Non Facility Facility

32554 76360 (77012)

Computed 

tomographic 

guidance for 

needle biopsy, 

radiological 

supervision and 

interpretation 

(PEAC Approved 

Jan 2004)

32556

Pleural drainage, 

percutaneous, with 

insertion of 

indwelling catheter; 

without imaging 

guidance

(April 2012)

76942

Ultrasonic guidance 

for needle 

placement (eg, 

biopsy, aspiration, 

injection, 

localization device), 

imaging 

supervision and 

interpretation

(PEAC Approved - 

Feb 2005)

32557

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; 

without imaging 

guidance

(April 2012)

Thoracentesis 

with insertion of 

tube, includes 

water seal (eg, for 

pneumothorax), 

when performed 

(separate 

procedure)

(Current RUC 

Database)

49061

Drainage of 

retroperitoneal abscess; 

percutaneous

(PEAC Approved - Jan 

2004)

Thoracentesis, needle 

or catheter, 

aspiration of the 

pleural space; with 

imaging guidance

(April 2012)

32555

Pleural drainage, 

percutaneous, with 

insertion of indwelling 

catheter; with imaging 

guidance

   

(April 2012)

32002 (32422)

Thoracentesis with 

insertion of tube 

catheter with or 

without water seal 

(PEAC Approved - 

Jan 2004) 

32422

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

122

123

124

125

126

127

128

129

130

131

132

133

134

135

sanitizing cloth-wipe (patient) SM021 item SM021 item 2 SM021 item SM021 item SM021 item SM021 item 2 SM021 item SM021 item

pillow case SB037 item SB037 item SB037 item SB037 item SB037 item SB037 item 1 SB037 item SB037 item

x-ray developer solution SK089 oz SK089 oz 1 SK089 oz SK089 oz SK089 oz SK089 oz 1 SK089 oz SK089 oz

cover-condom, transducer or ultrasound probe SB005 item SB005 item 1 SB005 item SB005 item SB005 item SB005 item 1 SB005 item SB005 item

lubricating jelly (Surgilube) SJ033 oz SJ033 oz 3 SJ033 oz SJ033 oz SJ033 oz SJ033 oz 30 SJ033 oz SJ033 oz

computer media, dvd SK013 item SK013 item SK013 item SK013 item 1 SK013 item SK013 item SK013 item SK013 item 1

paper, exam table SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft SB036 ft 7 feet

cap, surgical SB001 item SB001 item SB001 item SB001 item 2 SB001 item SB001 item SB001 item 1 SB001 item

shoe covers, surgical SB039 pair SB039 pair SB039 pair SB039 pair 2 SB039 pair SB039 pair SB039 pair 2 SB039 pair

drape, sterile, three-quarter sheet SB014 item SB014 item SB014 item SB014 item 1 SB014 item SB014 item SB014 item 1 SB014 item

drape-towel, sterile 18in x 26in SB019 item SB019 item SB019 item SB019 item 4 SB019 item SB019 item SB019 item 4 SB019 item

drape, sterile, fenestrated 16in x 29in SB011 item SB011 item SB011 item SB011 item 1 SB011 item SB011 item SB011 item 1 SB011 item

underpad 2ft x 3ft (Chux) SB044 item SB044 item SB044 item SB044 item 1 SB044 item SB044 item SB044 item 1 SB044 item

povidone soln (Betadine) SJ041 ml SJ041 ml SJ041 ml SJ041 ml 60 SJ041 ml SJ041 ml SJ041 ml 60 SJ041 ml

applicator, sponge-tipped SG009 item SG009 item SG009 item SG009 item 4 SG009 item SG009 item SG009 item 4 SG009 item

lidocaine 1%-2% inj (Xylocaine) SH047 ml SH047 ml SH047 ml SH047 ml 10 SH047 ml SH047 ml SH047 ml 10 SH047 ml

syringe w-needle, OSHA compliant 

(SafetyGlide)

SC058 item SC058 item SC058 item SC058 item 2 SC058 item SC058 item SC058 item 2 SC058 item

blade, surgical (Bard-Parker) SF007 item SF007 item SF007 item SF007 item 1 SF007 item SF007 item SF007 item 1 SF007 item

stop cock, 3-way SC049 item SC049 item SC049 item SC049 item 1 SC049 item SC049 item SC049 item 1 SC049 item

syringe 50-60ml SC056 item SC056 item SC056 item SC056 item 2 SC056 item SC056 item SC056 item 2 SC056 item

sodium chloride 0.9% irrigation (500-1000ml 

uou)

SH069 item SH069 item SH069 item SH069 item 1 SH069 item SH069 item SH069 item 1 SH069 item

cup, sterile, 8 oz SL157 item SL157 item SL157 item SL157 item 1 SL157 item SL157 item SL157 item 1 SL157 item

cup, sterile, 12-16 oz SL156 item SL156 item SL156 item SL156 item 1 SL156 item SL156 item SL156 item 1 SL156 item

cup, biopsy-specimen sterile 4oz SL036 item SL036 item SL036 item SL036 item 1 SL036 item SL036 item SL036 item 1 SL036 item

kit, AccuStick II Introducer System with RO 

Marker

SA071 kit SA071 kit SA071 kit SA071 kit 1 SA071 kit SA071 kit SA071 kit 1 SA071 kit

closed flush system, angiography SC010 item SC010 item SC010 item SC010 item 1 SC010 item SC010 item SC010 item 1 SC010 item

sodium chloride 0.9% flush syringe SH065 item SH065 item SH065 item SH065 item 1 SH065 item SH065 item SH065 item 1 SH065 item

guidewire SD088 item SD088 item SD088 item SD088 item 1 SD088 item SD088 item SD088 item 1 SD088 item

dilator, vessel, angiographic SD043 item SD043 item SD043 item SD043 item 1 SD043 item SD043 item SD043 item 1 SD043 item

drainage catheter, all purpose SD161 item SD161 item SD161 item SD161 item 1 SD161 item SD161 item SD161 item 1 SD161 item

catheter percutaneous fastener (Percu-Stay) SD146 item SD146 item SD146 item SD146 item 1 SD146 item SD146 item SD146 item 1 SD146 item

drainage pouch, nephrostomy-biliary SD163 item SD163 item SD163 item SD163 item 1 SD163 item SD163 item SD163 item 1 SD163 item

tape, surgical paper 1in (Micropore) SG079 in SG079 in SG079 in SG079 in 12 SG079 in SG079 in SG079 in 12 SG079 in

pack, moderate sedation SA044 pack SA044 pack SA044 pack SA044 pack 0 SA044 pack SA044 pack SA044 pack 1 SA044 pack

gown, surgical, sterile SB028 item SB028 item SB028 item SB028 item 1 SB028 item SB028 item SB028 item 1 SB028 item

film, x-ray, laser print SK098 item SK098 item SK098 item SK098 item 1 SK098 item SK098 item SK098 item SK098 item 1

tape, surgical occlusive 1 inch (Blenderm) SG078 in 15 SG078 in SG078 in 25 SG078 in SG078 in SG078 in SG078 in SG078 in

Equipment

Exam table EF023 66 EF023 EF023 76 EF023 EF023 1 60 EF023 EF023 EF023

Ultrasound room EL015 EL015 33 EL015 EL015 EL015 EL015 X EL015 EL015

Film Alternator ED024 ED024 58 ED024 ED024 58 ED024 ED024 58 ED024 ED024 1

Laser printer ER029 ER029 58 ER029 ER029 58 ER029 ER029 58 ER029 ER029 1

CT room EL007 EL007  EL007 EL007 43 EL007 EL007 EL007 60 EL007 22

ECG, 3 channel EL007 EL007 EL007 EL007 0 EL007 EL007 EL007 X EL007

IV fusion pump EQ032 EQ032 EQ032 EQ032 0 EQ032 EQ032 EQ032 X EQ032

light, exam EQ168 EQ168 EQ168 EQ168 60 EQ168 EQ168 EQ168 X EQ168

stretcher chair EF019 EF019 15 EF019 EF019 15 EF019 EF019 EF019 X EF019

oxygen system, portable EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 EQ192 X EQ192

pulse oximeter w-printer EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 EQ211 X EQ211
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October 2012 
 

Bladder Chemodenervation  

In February 2012, the CPT Panel created a new code, 52287 Cystourethroscopy, with injection(s) for chemodenervation of the bladder to report 
physician work related to chemodenervation of the bladder. This procedure was previously reported using an unlisted code. 
 
In April 2012, the RUC reviewed the survey results from 59 urologists and determined the survey respondents overestimated the physician work to 
perform this service. Additionally, there was consensus among the RUC that the survey median intra service time of 20 minutes was insufficient 
for a basic cystourethroscopy, which includes the work of  CPT code 52000 (work RVU=2.23, intra service time=15 minutes) plus 30 injections. 
The RUC also agreed that this work was completely different than other chemodenervation treatments (e.g., migraine). The risks, including 
paralytic bladder, bleeding, perforation and urosepsis are significantly greater. The RUC reviewed 52007 Cystourethroscopy, with ureteral 
catheterization, with or without irrigation, instillation, or ureteropyelography, exclusive of radiologic service; with brush biopsy of ureter and/or 
renal pelvis (work RVU=3.02) and determined that the physician work and intensity were similar. However, the RUC recommended that 52287 be 
resurveyed for the October 2012 to validate the intra service time and recommended an interim work RVU of 3.02, a direct crosswalk to CPT code 
52007 for CPT code 52287.   
 
In October 2012, the RUC reviewed the survey results from 125 urologists and noted that intra service time increased to 21 minutes, an increase in 
one minute from the previous survey results. When combined with the April 2012 survey results, the RUC determined that six additional minutes 
for the injections as described by CPT code 52287 was sufficient. Therefore, the RUC determined that an intra service time total of 21 minutes is 
appropriate for this service. The RUC also agreed that an additional five minutes of positioning time is required to place the patient in the dorsal 
lithotomy position, and ten minutes to account for scrub, dress and wait time is appropriate considering that the local anesthesia instilled in the 
bladder prior to the injections requires at least ten minutes to numb the bladder. There was consensus among the RUC that this service is more 
intense and complex than CPT code 52007 and should be valued higher. However, the RUC determined that the survey median of 5.18 and the 
25th percentile work RVU of 4.18 overestimates the physician work.  
 
The RUC reviewed CPT code 43250 Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum and/or jejunum as 
appropriate; with removal of tumor(s), polyp(s), or other lesion(s) by hot biopsy forceps or bipolar cautery (work RVU=3.20) and agreed that the 
physician work, with identical intra-service times, and intensity between the surveyed code and the reference code were analogous. Therefore 
RUC agreed that a work value of 3.20 accurately accounts for the physician work involved in code 52287. To justify this value further, the RUC 
reviewed CPT code 16035 Escharotomy; initial incision (work RVU=3.74) and noted that while both codes have almost identical intra-service 
times, code 16035 has greater total time compared to the surveyed code, 70 minutes and 58 minutes, respectively. Finally, the RUC reviewed CPT 



code 15273 Application of skin substitute graft to trunk, arms, legs, total wound surface area greater than or equal to 100 sq cm; first 100 sq cm 
wound surface area, or 1% of body area of infants and children (work RVU=3.50) and noted that both the reference service and surveyed code 
have almost identical intra-service times and should be valued similarly. With these comparisons, the RUC agreed that a work RVU of 3.20 
accurately values this service relative to other similar services across the RBRVS. The RUC recommends a work RVU of 3.20 for CPT code 
52287. 
 
May 2012 RUC Recommendations: 
The RUC recommendation for this code was considered by the RUC in April 2012 and submitted to CMS in May 2012. This recommendation is 
attached for informational purposes only. 
 
Practice Expense:  
Direct Practice expense inputs were approved by the RUC in April 2012 and were submitted to CMS in May 2012.  Direct Practice expense is 
being resubmitted with this recommendation to reflect a modification to intraservice clinical staff time of one additional minute, directly tied to 
physician intraservice time. The previous recommendations are attached to this recommendation for informational purposes only.  
 
 

CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommenda-
tion 

Surgery 
Urinary System 
Bladder 
Transurethral Surgery 
52287 JJ1 Cystourethroscopy, with injection(s) for chemodenervation of the bladder 

(report supply separately) 
 

(The supply of the chemodenervation agent is reported separately) 

000 3.20 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:52287 Tracking Number   JJ1                   Original Specialty Recommended RVU: 3.73  
                        Presented Recommended RVU: 3.20   
Global Period: 000                                       RUC Recommended RVU: 3.20 
 
CPT Descriptor:  Cystourethroscopy, with injection(s) for chemodenervation of the bladder (Report supply separately) 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 46 year old female has failed conservative (drug therapy) for urinary urgency and urge urinary 
incontinence secondary to neurogenic detrusor overactivity. After discussion she elects treatment by cystourethroscopy, 
with chemodenervation of the bladder by multiple intravesical injections of bladder muscle.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 79% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 16% 
 
Description of Pre-Service Work:  
  
•   Obtain and review records and previous history, laboratory studies and all imaging studies before the procedure;  
•  Surgical time-out is done identifying the patient, procedure to be done, and appropriate equipment and supplies are          
in the room 
•   Place patient on cystoscopy table in dorsal-lithotomy position 
•   Prep and drape the perineum 
•   Connect irrigation tubing and light source to cystoscope 
•   Drain bladder using straight catheter 
•   Instill 50 ml of 2% Xylocaine into bladder 
•   Wait 10 minutes for Xylocaine to take effect and numb bladder 
•   Attach camera and “white balance”; check video equipment 
•  Prepare drug - vacuum-dried, purified onabotulinumtoxinA (100 U per vial) is reconstituted in 10 mL of sterile               
0.9% non-preserved saline solution and mixed gently to yield a 10unit/1cc saline dilution. The reconstituted                 drug 
is drawn into a sterile 10mL syringe onto the surgical field from the vial of reconstituted drug.  This                       produces 
one 10 mL syringe of reconstituted onabotulinumtoxinA with a dilution of 10units/1cc saline. Up to 3             vials of 
onabotulinumtoxinA may be used, requiring 3 vials be reconstituted and a total dose of 300U drug                     delivered.  
  
 
 
Description of Intra-Service Work:  
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•  Prior to injection, the syringe containing the reconstituted drug is attached to the cystoscopic injection needle                   
which is then primed with approximately 1ml diluted drug to remove any air.  
•   On the sterile field, the cystoscopic injection needle is loaded into the working channel of the cystoscope. 
•   The cystoscope is inserted through the patient’s urethra into the bladder under direct visualization. 
•   Document procedure with still photographs from video unit and transfer images to medical record 
•  The urinary bladder is distended to near capacity with approximately 300cc cystoscopic irrigant using sterile                    
normal saline. 
•   Under direct vision, the surgeon places the cystoscopic needle at 2-4mm of depth into the bladder detrussor muscle         
assuring the needle depth has not perforated the bladder. The surgeon holds steady positioning of the needle in               the 
bladder muscle. The surgeon directs the assistant to press 1/2 to 1 cc of drug from the syringe as the                       surgeon 
observes the injection bleb of drug delivered to the bladder muscle. (ie, this is a 4-handed maneuver                 requiring an 
assistant, the surgeon cannot watch the bladder and the syringe at the same time - thus requiring                 an assistant.)  
This injection maneuver is repeated 10-60 times, spacing injections 1cm apart and dispersing                   injections evenly 
throughout the bladder muscle taking care to avoid critical landmarks and vascular structures.              For the final 
injection, approximately 1 mL of sterile saline is injected so the full dose is delivered.  
•   At the end of the injection procedure, the bladder is drained, and the cystoscope is reinserted to refill the bladder             
and observe for any bleeding and assure no perforations or injuries have occurred. The bladder is redrained at               the 
end of the procedure. 
•   The surgeon checks for efflux of urine from both ureteral orifices into the bladder. 
 
 
Description of Post-Service Work:   
 
•    Remove drapes  
•    Bring patient’s legs out of dorsal-lithotomy position 
•    Move patient off of table and take to recovery area 
•    Monitor vital signs as appropriate 
•    Discuss findings with patient and family as appropriate 
•    Give post operative instruction sheet 
•    Write prescriptions 
•    Schedule follow-up appointment 
•    Dictate operative report 
•    Contact referring physician or primary care physician as appropriate 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Thomas Cooper, MD; Christopher Gonzalez, MD; Norman Smith, MD; Thomas Turk, 
MD, Stephanie Klieb, MD 

Specialty(s): Urology 

CPT Code: 52287 

Sample Size: 198 Resp N: 
    125 Response:   63.1 %  

Description of 
Sample: 

AUA requested a random sample of approximately 4000 urologists from general 
membership database who indicated their practice interest of femal urinary incontinence 
as well as subspecialty members of the Society for Urodynamics and Female Urology 
and the American Urogynecologic Society. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 1.00 5.00 10.00 15.00 100.00 

Survey RVW: 2.71 4.25 5.18 5.80 8.58 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   10.00   

Intra-Service Time: 10.00 15.00 21.00 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: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 52287 Recommended Physician Work RVU:  3.20 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 10.00 0.00 10.00 
Intra-Service Time: 21.00 

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
52327      000        5.18                         RUC Time 
 
CPT Descriptor Cystourethroscopy (including ureteral catheterization); with subureteric injection of implant material 
  
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                            83,622 
CPT Descriptor 1 Broncoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
15002      000          3.65                RUC Time                                15,981   
 
CPT Descriptor 2 Surgical preparation or creation of recipient site by excision of open wounds, burn eschar, or scar 
(including subcutaneous tissues), or incisional release of scar contracture, trunk, arms, legs, first 100 sq cm or 1% of body 
area of infants and children. 
  
Other Reference CPT Code Global    Work RVU            Time Source 
16035      000     3.74                        RUC Time 
 
CPT Descriptor Escharotomy; initial incision 
 
  
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:   51          % of respondents: 40.8  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
52287 

Key Reference 
CPT Code:   

52327 

Source of Time 
RUC Time 

Median Pre-Service Time 22.00 45.00 
   
Median Intra-Service Time 21.00 60.00 
   
Median Immediate Post-service Time 15.00 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 
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Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 58.00 135.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.88 3.27 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.08 3.41 

   
Urgency of medical decision making 2.69 2.80 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.63 3.41 

Physical effort required 3.10 2.84 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.55 3.10 

Outcome depends on the skill and judgment of physician 3.65 3.53 

Estimated risk of malpractice suit with poor outcome 3.06 2.98 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.33 3.22 

Intra-Service intensity/complexity 3.45 3.14 

Post-Service intensity/complexity 2.94 2.86 

 
  
 
Additional Rationale and Comments 
 
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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This survey was administered according to AMA/Specialty Society Instructions for Specialty Societies Developing Work 
Value Recommendations and the following explains our process and summarizes our recommendations: 
 
The American Urological Association requested a random sample of approximately 4000 urologists from our general 
membership database who indicated their practice interest of female urinary incontinence as well as subspecialty members 
of the Society for Urodynamics and Female Urology (SUFU) and the American Urogynecologic Society (AUGS).  These 
individuals represented subspecialization in urology, practice circumstances, practice settings and geographic areas. An 
email from the Chair of our Health Policy Council was sent to these individuals to determine if they perform the procedure 
being reviewed and if they would be willing to complete the AMA/Specialty Society Relative Value Scale Update 
Committee physician work survey.  The individuals who indicated they performed the procedure and would be willing to 
participate in the survey were sent a link to the online RUC survey and were given a specific deadline to complete the 
survey.  Of the 198 urologists who agreed to participate, 125 completed the survey for a 63.1% response rate. 
 
At the April 2012 RUC meeting, the AUA survey results were presented for this newly established CPT code. The RUC 
members believed there were some inconsistencies in the survey data. The RUC crosswalked CPT code 52287 to 52007 
Cystourethroscopy, with ureteral catheterization, with or without irrigation, instillation, or ureteropyelography, exclusive 
or radiologic service; with brush biopsy of ureter and/or renal pelvis.  This code was assigned an interim value of 3.02 
because the RUC felt that this physician work and intensity were similar.  The RUC requested that the AUA resurvey this 
procedure for the October 2012 RUC meeting to validate the intra-service time. 
 
The AUA expert panel reviewed the new survey material.  There was an increase in participation and the intra-service time 
increased to a total 21 minutes of physician work, an increase in one minute from the previous survey results.  It is 
important to note that there was an almost 50/50 selection of two CPT codes on the Key Reference Service List.  
Unfortunately, the SOR only allows the entry of one of the codes.  CPT code 52327 Cystourethroscopy (including ureteral 
catheterization); with subureteric injection of implant material (5.18 RVU) was chosen by our survey respondents 51 times 
and CPT code 51715 Endoscopic injection of imiplant material into the submuscosal tissues of the urethra and/or bladder 
neck (3.73 RVU) was chosen 50 times.  This is significant in the determination of the recommended RVU.  The survey 
results show a median RVU of 5.18, the same value as the first key reference service code, and a 25th percentile of 4.25.  
The AUA expert panel believes that both of these codes are too high and recommends a 3.73 RVU, the same value as the 
second key reference service code, which is actually the 5th percentile determined by our survey respondents. 
 
This procedure is complex in that the bladder is 5 mm thick and injecting the bladder with medication in specific locations 
in order to stop bladder contractions is very intense and dangerous.  The bladder is tissue thin, especially in the older 
female patient.  There are complications if the injections are not performed correctly such as bladder perforation and 
injection of the medication into the peritoneal cavity. As shown by the survey results, the intensity and complexity of 
52287 is higher than key reference service code CPT 52327 and in reviewing other urologic procedures, the AUA expert 
panel believes that the 3.73 work RVU is more appropriate. 
 
This procedure can be performed without anesthesia in an office setting so a pre-service time package of 5 NF Procedure 
without sedation/anesthesia care was chosen by the AUA expert panel. The panel also believes that five minutes of 
positioning time is required for the patient to be placed in the dorsal lithotomy position.  The additional time has been 
established since 2010 and continues to be standard of care for positioning of patients during urologic procedures in the 
dorsal lithotomy position.  
 
The AUA also requests ten minutes for the dress, scrub and wait time, given that the local anesthesia instilled in the bladder 
prior to the injections requires at least ten minutes to numb the bladder.  This does not include any additional time for the 
dress and scrub time.   
 
The AUA expert panel has reviewed several CPT codes for comparison and given the times of the codes believes that these 
comparisons support the recommended physician work RVU of 3.73.   
 
Code Descriptor Pre Intra Post Total IWPUT RVU RUC 

Reviewed 
67221 Destruction of localized lesion of choroid (eg, 

choroidal neovascularization); photodynamic 
therapy (includes intravenous infusion) 

10 15 5 30 0.2076 3.45 8/05 

52007 Cystourethroscopy, with ureteral 
catheterization, with or without irrigation, 

29 32.5 20 81.5 0.0613 3.02 10/10 
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instillation, or ureteropyelography, exclusive 
or radiologic service; with brush biopsy of 
ureter and/or renal pelvis 

16035 Escharotomy; initial incision 30 20 20 70 0.1310 3.74 
 

4/00 

31628 Broncoscopy, rigid or flexible, including 
fluoroscopic guidance, when performed; with 
transbronchial lung biopsy(s), single lobe 

30 40 20 90 0.0706 3.80 4/03 

52327 52327 Cystourethroscopy (including ureteral 
catheterization); with subureteric injection of 
implant material 

45 60 30 135 0.0583 5.18 5/94 

51715 51715 Endoscopic injection of implant 
material into the submuscosal tissues of the 
urethra and/or bladder neck 

30 45 60 135 0.0381 3.73 4/93 

 
The AUA expert panel believes the survey results are strong and that the times are consistent with 22 minutes pre-service, 
21 minutes intra-service and 15 minutes post-service.  The AUA recommends 3.73 for the work RVU for this procedure, 
which is well below the 25th percentile of 4.25.         
  
  
 
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.) 
 

 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) 53899 
 
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         How often?             
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 40000 
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If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.  The information is based on coverage data from the National Ambulatory Care and 
National Hospital Ambulatory Care payer surveys. 
 
Specialty Urology  Frequency 35000  Percentage  87.50 % 
 
Specialty Urogynecology  Frequency 5000  Percentage  12.50 % 
 
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?  
16,800  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The information is based on coverage data from the National Ambulatory 
Care and National Hospital Ambulatory Care payer surveys. 
 
Specialty Urology  Frequency 11000   Percentage  65.47 % 
 
Specialty Urogynecology  Frequency 4800  Percentage  28.57 % 
 
Specialty        Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  51715 
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ISSUE:

TAB: 5

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 52327

Cystourethroscopy (including ureteral 

catheterization); with subureteric 

injection of implant material

0.058 5.18 135 45 60 30

INTERIM

(RUC Rec-

April 

2012)

52007

Cystourethroscopy, with ureteral 

catheterization, with or without 

irrigation, instillation, or 

ureteropyelography, exclusive of 

radiologic service; with brush biopsy 

of ureter and/or renal pelvis

0.061 3.02 81.5 19 5 5 32.5 20

SVY 52287

Cystourethroscopy, with injection(s) 

for chemodenervation of the bladder 

(Report supply separately)

125 0.200 2.71 4.25 5.18 5.80 8.58 71 15 10 10 10 15 21 30 60 15

REC 52287

Cystourethroscopy, with injection(s) 

for chemodenervation of the bladder 

(Report supply separately)

0.120 58 7 5 10 21 15

Bladder Chemodenervation

3.20

PRE-TIMERVW INTRA-TIME



CPT Code: 52287 
Specialty Society(‘s) American Urological Association 

 

 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Cystourethroscopy, with injection(s) for chemodenervation of the bladder 
 
 
Global Period: 000      Meeting Date:   April 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee:  
 
The AUA expert panel consists of ten urologists who represent urological practices, both academic 
and private settings, from across the United States.  They represent the states of Washington, 
Illinois, New York, Kentucky, Florida and Tennessee. The information was also reviewed by a 
member of the American Urogynecologic Society.  The panel reviews current RUC practice 
expense information, requests input for supplies and equipment from several urology practices, 
reviews the information, makes recommendations and submits them to the AMA. 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale:  We used the key reference code 51715 Endoscopic injection of implant material into 
the submucosal tissues of the urethra and/or bladder neck as a comparison code for practice 
expense inputs.   
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

 
• Chart is reviewed by clinical staff to verify that correct procedure is ordered for the patient.  
• Room is prepared and exam table is covered with paper. 
• Patient is greeted and a gown is provided.   
• Patient education and consent is obtained.  
• Review with patient each step of the treatment and answer patient questions.  
• Obtain vitals  
• Set up the equipment (cystoscope, video, etc.) and sets up the supplies needed for the procedure. 
• Assist the physician with positioning and padding of patient in the dorsal lithotomy position. 
• Assist the physician with the preparation and draping of the patient. 
• Assist the physician with the local anesthesia prior to the procedure. 

 
Service Clinical Labor Activities:  

• Performs a time-out with physician to make sure proper procedure and proper patient is being 
treated. 

• Clinical staff person hands supplies and equipment to the physician during procedure. 
• Assist the physician with removing padding and repositioning patient after procedure. 
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Post-Service Clinical Labor Activities:  
 

• Clean the room and disinfect cystoscope in proper sterilizing equipment and according to 
sterilization protocols. 

• Provide follow up information to patient. 
• Discuss any adverse reaction at insertion site. 
• Confers with the MD verbally for any last minute instructions for patient. 
• Next appointment is set up for patient while checking out. 
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Specialty:  American Urological Association

CMS Code Staff Type

LOCATION L037D RN/LPN/MTA Non Fac Facility Non Fac Facility

GLOBAL PERIOD: 000 L037D RN/LPN/MTA

TOTAL CLINICAL LABOR TIME L037D RN/LPN/MTA 81.0 25.0 82.0 18.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 18.0 22.0 0.0 15.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN/LPN/MTA 60.0 0.0 79.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 3.0 3.0 3.0 3.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 5 5 3

Coordinate pre-surgery services L037D RN/LPN/MTA 3 5 3

Schedule space and equipment in facility L037D RN/LPN/MTA 5 3

Provide pre-service education/obtain consent L037D RN/LPN/MTA 7 7 3

Follow-up phone calls & prescriptions L037D RN/LPN/MTA 3 3

Other Clinical Activity - specify:

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available
L037D RN/LPN/MTA 3 3

Obtain vital signs L037D RN/LPN/MTA 3 3

Provide pre-service education/obtain consent L037D RN/LPN/MTA 3

Prepare room, equipment, supplies L037D RN/LPN/MTA 2 2

Setup scope (non facility setting only) L037D RN/LPN/MTA 5 5

Prepare and position patient/ monitor patient L037D RN/LPN/MTA 2 2

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure L037D RN/LPN/MTA 30 21

Post-Service

Monitor pt. following service/recheck vitals L037D RN/LPN/MTA 2 2

Clean room/equipment by physician staff L037D RN/LPN/MTA 3 3

Clean Scope L037D RN/LPN/MTA 10 30

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Home care instructions /coordinate office visits /prescriptions L037D RN/LPN/MTA 5

Other Clinical Activity - specify:

Dischrg mgmt same day (0.5 x 99238) (enter 6 min) n/a n/a

Dischrg mgmt (1.0 x 99238) (enter 12 min) n/a n/a

Dischrg mgmt (1.0 x 99239) (enter 15 min) n/a n/a

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 3 3 3 3

Office visits: List Number and Level of Office Visits # visits # visits # visits # 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 0.0 0.0 0.0 0.0

Other Clinical Activity - specify:

End: with last office visit before end of global period

REFERENCE CODE

CPT CODE DESCRIPTOR: 

Cystourethroscopy with 

injection(s) for 

chemodenervation of the 

bladder

CPT Code #  51715 CPT Code # 52287

CPT CODE DESCRIPTOR: 

Endoscopic injection of 

implant material into the 

submucosal tissues of the 

urethra and/or bladder neck
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MEDICAL SUPPLIES CODE UNIT

water, sterile for irrigation (250-1000ml uou) SH074 item 1 1

pack, cleaning and disinfecting, endoscope SA042 pack 1 1

pack, urology cystoscopy visit SA058 pack 1 1

pack, minimum multi-specialty visit SA048 pack 1 1

catheter, Foley SD024 item 1

needle, 18-26g 1.5-3.5in, spinal SC028 item 1

catheter, straight SD030 item 1

lidocaine, 2% jelly topical (Xylocaine) SH048 ml 10

gloves, sterile SB024 pair 4

syringe, Toomey SC062 item 1

injection needle for cystoscope (see invoice) New item 1

drape, sterile, for Mayo stand SB012 item 1

lubricating jelly (K-Y)(5 gm uou) SJ032 item 1

scissors SA027 item 1

syringe, 50-60 ml SC056 item 1

needle, 30 g SC031 item 2

Sanitizing cloth-wipe (surface, instruments, equipment) SM022 item 4

10 cc syringe SC051 item 4

lidocaine 1%-2% inj (Xylocaine) SH047 ml 50

sodium chloride, 0.9% inj (10 ml uou) SH066 ml 3

EQUIPMENT CODE

endoscope, rigid, cystoscopy ES008 1

light, fiberoptic headlight w-source EQ170 1

table, power EF031 1

cystoscope, flexible, Fiberscope ES018 78
Video system, endoscopy (processor, digital capture, monitor, 

printer, cart) ES031
78

light, fiberoptic headlight w source EQ170 78

table, power EF031 78

mobile back table with wheels EF027 78

AMA Specialty Society
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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 
 

April 2012 
 

Bladder Chemodenervation  
 

In February 2012, the CPT Panel created a new code, 52287 Cystourethroscopy, with injection(s) for chemodenervation of the bladder to report 
physician work related to chemodenervation of the bladder. This procedure was previously reported using an unlisted code. 
 
The RUC reviewed the survey results from 59 urologists and determined the survey respondents overestimated the physician work to perform this 
service. Additionally, there was consensus among the RUC that the survey median intra service time of 20 minutes was insufficient for a basic 
cystourethroscopy, which includes the work of  CPT code 52000 (work RVU=2.23, intra service time=15 minutes) plus 30 injections. The RUC 
also agreed that this work was completely different than other chemodenervation treatments (e.g., migraine). The risks, including paralytic 
bladder, bleeding, perforation and urosepsis are significantly greater.  
 
The RUC attempted to identify CPT codes with similar physician time and intensity. The RUC reviewed 52281 Cystourethroscopy, with 
calibration and/or dilation of urethral stricture or stenosis, with or without meatotomy, with or without injection procedure for cystography, male 
or female (work RVU=2.75) and 49452 Replacement of gastro-jejunostomy tube, percutaneous, under fluoroscopic guidance including contrast 
injection(s), image documentation and report (work RVU=2.86) and agreed that although theses procedures have the same intra-service time of 20 
minutes, the intensity of 52287 is higher. The RUC reviewed 52007 Cystourethroscopy, with ureteral catheterization, with or without irrigation, 
instillation, or ureteropyelography, exclusive of radiologic service; with brush biopsy of ureter and/or renal pelvis (work RVU=3.02) and 
determined that the physician work and intensity were similar. The RUC recommends that 52287 be resurveyed in October 2012 to validate 
the intra service time. In the interim, the RUC recommends a work RVU of 3.02, a direct crosswalk to CPT code 52007, for CPT code 
52287. 
 
Practice Expense:  
The RUC approved the practice expense inputs as modified and submitted by the Practice Expense Subcommittee. 
 
 
 
 



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

CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommenda-
tion 

Surgery 
Urinary System 
Bladder 
Transurethral Surgery 
52287 JJ1 Cystourethroscopy, with injection(s) for chemodenervation of the bladder 

(report supply separately) 
 

(The supply of the chemodenervation agent is reported separately) 

000 3.02 
(Interim) 

Re-survey for 
October 2012 

 



                                                                                                                                                  CPT Code: 52287 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:52287 Tracking Number   JJ1                   Original Specialty Recommended RVU: 3.95  
                        Presented Recommended RVU: 3.74  
Global Period: 000                                       RUC Recommended RVU: 3.02 
 
CPT Descriptor: CYSTOURETHROSCOPY, WITH INJECTION(S) FOR CHEMODENERVATION OF THE 
BLADDER  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 46 year old female presents with urinary incontinence due to neurogenic detrusor 
overactivity. The patient is experiencing urinary urgency, frequency and urgency incontinence several times daily. Prior 
evaluation has consisted of a negative urine culture and cytology, diagnostic cystoscopy that was consistent with evidence 
of detrusor hyperactivity, and urodynamics that demonstrated uninhibited detrusor contractions in the absence of 
anatomical obstruction. The patient has failed oral anticholinergic/antimuscarinic medications and is scheduled for 
treatment with chemodenervation of the bladder by intravesical injection of a neurotoxic agent. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 83% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 40% 
 
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% 
 
Description of Pre-Service Work:  
  
• Obtain and review records and previous history, laboratory studies and all imaging studies before the procedure;  
•Surgical time-out is done identifying the patient, procedure to be done, and appropriate equipment and supplies              are 
in the room 
•Place patient on cystoscopy table in dorsal-lithotomy position 
•Prep and drape the perineum 
•Connect irrigation tubing and light source to flexible cystoscope 
•Drain bladder using straight catheter 
•Instill 50 ml of 2% Xylocaine into bladder 
•Wait 10 minutes for Xylocaine to take effect and numb bladder 
•Connect laser and insert through working channel of flexible cystoscope 
•Attach camera and “white balance”; check video equipment 
•Prepare drug - vacuum-dried, purified onabotulinumtoxinA (100 U per vial) is reconstituted in 10 mL of sterile             
0.9% non-preserved saline solution and mixed gently to yield a 10unit/1cc saline dilution. The reconstituted                  drug 
is drawn into a sterile 10mL syringe onto the surgical field from the vial of reconstituted drug.  This                      produces 
one 10 mL syringe of reconstituted onabotulinumtoxinA with a dilution of 10units/1cc saline. Up to 3              vials of 
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onabotulinumtoxinA may be used, requiring 3 vials be reconstituted and a total dose of 300U drug                    delivered. 
  
 
 
Description of Intra-Service Work:  
  
•Prior to injection, the syringe containing the reconstituted drug is attached to the cystoscopic injection needle                 
which is then primed with approximately 1ml diluted drug to remove any air.  
 
•On the sterile field, the cystoscopic injection needle is loaded into the working channel of the cystoscope. 
 
•The cystoscope is inserted through the patient’s urethra into the bladder under direct visualization. 
 
•Document procedure with still photographs from video unit and transfer images to medical record 
 
•The urinary bladder is distended to near capacity with approximately 300cc cystoscopic irrigant using sterile                 
normal saline. 
 
•Under direct vision, the surgeon places the cystoscopic needle at 2-4mm of depth into the bladder detrussor muscle       
assuring the needle depth has not perforated the bladder. The surgeon holds steady positioning of the needle in              the 
bladder muscle. The surgeon directs the assistant to press 1/2 to 1 cc of drug from the syringe as the                      surgeon 
observes the injection bleb of drug delivered to the bladder muscle. (ie, this is a 4-handed maneuver                  requiring an 
assistant, the surgeon cannot watch the bladder and the syringe at the same time - thus requiring                 an assistant.) 
This injection maneuver is repeated 10-60 times, spacing injections 1cm apart and dispersing                    injections evenly 
throughout the bladder muscle taking care to avoid critical landmarks and vascular structures.              For the final 
injection, approximately 1 mL of sterile saline is injected so the full dose is delivered.  
 
•At the end of the injection procedure, the bladder is drained, and the cystoscope is reinserted to refill the bladder           and 
observe for any bleeding and assure no perforations or injuries have occurred. The bladder is redrained at               the end 
of the procedure. 
 
Description of Post-Service Work:   
 
•Remove drapes  
•Bring patient’s legs out of dorsal-lithotomy position 
•Move patient off of table and take to recovery area 
•Monitor vital signs as appropriate 
•Discuss findings with patient and family as appropriate 
•Give post operative instruction sheet 
•Write prescriptions 
•Schedule follow-up appointment 
•Dictate operative report 
•Contact referring physician or primary care physician as appropriate 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Thomas Cooper, MD; Christopher Gonzalez, MD; Thomas Turk, MD, Stephanie Klieb, 
MD; 

Specialty(s): Urology 

CPT Code: 52287 

Sample Size: 129 Resp N: 
    59 Response:   45.7 %  

Description of 
Sample: 

The specialty society sent an email to a random 2,000 of 8,000 urologists to solicit 
interest in a survey. Of those 2,000 urologist, 129 expressed interest in participating with 
59 responses. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 1.00 4.00 8.00 12.00 50.00 

Survey RVW: 2.60 3.95 5.20 6.25 12.00 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   15.00   

Intra-Service Time: 15.00 20.00 20.00 30.00 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: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 52287 Recommended Physician Work RVU:  3.02 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 10.00 0.00 10.00 
Intra-Service Time: 20.00 

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  0.0  99239x 0.0            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
51715      000        3.73                         RUC Time 
 
CPT Descriptor ENDOSCOPIC INJECTION OF IMPLANT MATERIAL INTO THE SUBMUCOSAL TISSUES OF 
THE  URETHRA AND/OR BLADDER NECK 
  
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     
51102      000    2.70  RUC Time                            13,936 
CPT Descriptor 1 Aspiration of bladder; with insertion of suprapubic catheter 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
52276      000          4.99                RUC Time                                11,473   
 
CPT Descriptor 2 Cystourethroscopy with direct vision internal urethrotomy 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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:   22          % of respondents: 37.2  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
52287 

Key Reference 
CPT Code:   

51715 

Source of Time 
RUC Time 

Median Pre-Service Time 22.00 30.00 
   
Median Intra-Service Time 20.00 45.00 
   
Median Immediate Post-service Time 20.00 60.00 

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 Subsequent Observation Care Time 0.0 0.00 
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Median Total Time 62.00 135.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.05 3.23 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.05 3.64 

   
Urgency of medical decision making 2.82 2.59 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.55 3.59 

Physical effort required 3.09 2.86 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.32 2.86 

Outcome depends on the skill and judgment of physician 3.82 3.82 

Estimated risk of malpractice suit with poor outcome 2.95 2.82 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.55 3.15 

Intra-Service intensity/complexity 3.55 3.09 

Post-Service intensity/complexity 2.86 2.86 

 
  
 
Additional Rationale and Comments 
 
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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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.) 
 

 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) 53899 
 
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         How often?             
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 40000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.  The information is based on coverage data from the National Ambulatory Care and 
National Hospital Ambulatory Care payer surveys. 
 
Specialty Urology  Frequency 35000  Percentage  87.50 % 
 
Specialty Urogynecology  Frequency 5000  Percentage  12.50 % 
 
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?  
16,800  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The information is based on coverage data from the National Ambulatory 
Care and National Hospital Ambulatory Care payer surveys. 
 
Specialty Urology  Frequency 11000   Percentage  65.47 % 
 
Specialty Urogynecology  Frequency 4800  Percentage  28.57 % 
 
Specialty        Frequency 0  Percentage  0.00 % 
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Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  51715 
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TAB: 19

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

REF 51715

Endoscopic injection of implant 

material into the submucosal tissues 

of the urethra and/or bladder neck

0.0381 3.73 135 30 45 60

CURRENT 52287
Cystourethroscopy, with injection(s) 

for chemodenervation of the bladder
NEW CODE

SVY 52287
Cystourethroscopy, with injection(s) 

for chemodenervation of the bladder
59 0.2035 2.60 3.95 5.20 6.25 12.00 80 15 10 15 15 20 20 30 60 20

REC 52287
Cystourethroscopy, with injection(s) 

for chemodenervation of the bladder
0.1111 62 7 5 10 20 20

Bladder Chemodenervation

3.02

PRE-TIMERVW INTRA-TIME
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Cystourethroscopy, with injection(s) for chemodenervation of the bladder 
 
 
Global Period: 000      Meeting Date:   April 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee:  
 
The AUA expert panel consists of ten urologists who represent urological practices, both academic 
and private settings, from across the United States.  They represent the states of Washington, 
Illinois, New York, Kentucky, Florida and Tennessee. The information was also reviewed by a 
member of the American Urogynecologic Society.  The panel reviews current RUC practice 
expense information, requests input for supplies and equipment from several urology practices, 
reviews the information, makes recommendations and submits them to the AMA. 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale:  We used the key reference code 51715 Endoscopic injection of implant material into 
the submucosal tissues of the urethra and/or bladder neck as a comparison code for practice 
expense inputs.   
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

 
• Chart is reviewed by clinical staff to verify that correct procedure is ordered for the patient.  
• Room is prepared and exam table is covered with paper. 
• Patient is greeted and a gown is provided.   
• Patient education and consent is obtained.  
• Review with patient each step of the treatment and answer patient questions.  
• Obtain vitals  
• Set up the equipment (cystoscope, video, etc.) and sets up the supplies needed for the procedure. 
• Assist the physician with positioning and padding of patient in the dorsal lithotomy position. 
• Assist the physician with the preparation and draping of the patient. 
• Assist the physician with the local anesthesia prior to the procedure. 

 
Service Clinical Labor Activities:  

• Performs a time-out with physician to make sure proper procedure and proper patient is being 
treated. 

• Clinical staff person hands supplies and equipment to the physician during procedure. 
• Assist the physician with removing padding and repositioning patient after procedure. 
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Post-Service Clinical Labor Activities:  
 

• Clean the room and disinfect cystoscope in proper sterilizing equipment and according to 
sterilization protocols. 

• Provide follow up information to patient. 
• Discuss any adverse reaction at insertion site. 
• Confers with the MD verbally for any last minute instructions for patient. 
• Next appointment is set up for patient while checking out. 
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REVISED 4/26/2012

Meeting Date:  April 2012

Tab: 19

Specialty:  American Urological Association

CMS Code Staff Type

LOCATION L037D RN/LPN/MTA Non Fac Facility Non Fac Facility

GLOBAL PERIOD: 000 L037D RN/LPN/MTA

TOTAL CLINICAL LABOR TIME L037D RN/LPN/MTA 81.0 25.0 82.0 18.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 18.0 22.0 0.0 15.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN/LPN/MTA 60.0 0.0 79.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 3.0 3.0 3.0 3.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 5 5 3

Coordinate pre-surgery services L037D RN/LPN/MTA 3 5 3

Schedule space and equipment in facility L037D RN/LPN/MTA 5 3

Provide pre-service education/obtain consent L037D RN/LPN/MTA 7 7 3

Follow-up phone calls & prescriptions L037D RN/LPN/MTA 3 3

Other Clinical Activity - specify:

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available
L037D RN/LPN/MTA 3 3

Obtain vital signs L037D RN/LPN/MTA 3 3

Provide pre-service education/obtain consent L037D RN/LPN/MTA 3

Prepare room, equipment, supplies L037D RN/LPN/MTA 2 2

Setup scope (non facility setting only) L037D RN/LPN/MTA 5 5

Prepare and position patient/ monitor patient L037D RN/LPN/MTA 2 2

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure L037D RN/LPN/MTA 30 21

Post-Service

Monitor pt. following service/recheck vitals L037D RN/LPN/MTA 2 2

Clean room/equipment by physician staff L037D RN/LPN/MTA 3 3

Clean Scope L037D RN/LPN/MTA 10 30

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Home care instructions /coordinate office visits /prescriptions L037D RN/LPN/MTA 5

Other Clinical Activity - specify:

Dischrg mgmt same day (0.5 x 99238) (enter 6 min) n/a n/a

Dischrg mgmt (1.0 x 99238) (enter 12 min) n/a n/a

Dischrg mgmt (1.0 x 99239) (enter 15 min) n/a n/a

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 3 3 3 3

Office visits: List Number and Level of Office Visits # visits # visits # visits # 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 0.0 0.0 0.0 0.0

Other Clinical Activity - specify:

End: with last office visit before end of global period

REFERENCE CODE

CPT CODE DESCRIPTOR: 

Cystourethroscopy with 

injection(s) for 

chemodenervation of the 

bladder

CPT Code #  51715 CPT Code # 52287

CPT CODE DESCRIPTOR: 

Endoscopic injection of 

implant material into the 

submucosal tissues of the 

urethra and/or bladder neck
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REFERENCE CODE

CPT CODE DESCRIPTOR: 

Cystourethroscopy with 

injection(s) for 

chemodenervation of the 

bladder

CPT Code #  51715 CPT Code # 52287

CPT CODE DESCRIPTOR: 
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MEDICAL SUPPLIES CODE UNIT

water, sterile for irrigation (250-1000ml uou) SH074 item 1 1

pack, cleaning and disinfecting, endoscope SA042 pack 1 1

pack, urology cystoscopy visit SA058 pack 1 1

pack, minimum multi-specialty visit SA048 pack 1 1

catheter, Foley SD024 item 1

needle, 18-26g 1.5-3.5in, spinal SC028 item 1

catheter, straight SD030 item 1

lidocaine, 2% jelly topical (Xylocaine) SH048 ml 10

gloves, sterile SB024 pair 4

syringe, Toomey SC062 item 1

injection needle for cystoscope (see invoice) New item 1

drape, sterile, for Mayo stand SB012 item 1

lubricating jelly (K-Y)(5 gm uou) SJ032 item 1

scissors SA027 item 1

syringe, 50-60 ml SC056 item 1

needle, 30 g SC031 item 2

Sanitizing cloth-wipe (surface, instruments, equipment) SM022 item 4

10 cc syringe SC051 item 4

lidocaine 1%-2% inj (Xylocaine) SH047 ml 50

sodium chloride, 0.9% inj (10 ml uou) SH066 ml 3

EQUIPMENT CODE

endoscope, rigid, cystoscopy ES008 1

light, fiberoptic headlight w-source EQ170 1

table, power EF031 1

cystoscope, flexible, Fiberscope ES018 78
Video system, endoscopy (processor, digital capture, monitor, 

printer, cart) ES031
78

light, fiberoptic headlight w source EQ170 78

table, power EF031 78

mobile back table with wheels EF027 78

AMA Specialty Society
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
Codes Reported Together 75% or More  

Different Performing Specialty from Survey 
 

October  2012 
 

Autonomic Function Testing  
 

CPT codes 95921 and 95922 were identified through the Codes Reported Together 75% or More screen as well as the Different Performing 
Specialty from the Survey screen. In February 2012, the CPT Editorial Panel created a new code 95924 which combines the procedures currently 
described in 95921 and 95922 as these are currently reported together more than 75% of the time. Additionally, the utilization for 95921 and 
95922 has dramatically increased from 2008 to 2009 and continues to rise, which the specialties attribute to incorrect reporting of these services 
for the use of a device for an automated nervous system test. Therefore, the CPT Editorial Panel created CPT 95943 to describe the automated 
nervous system test, in which providers do not use a tilt table during autonomic testing. In April 2012, the RUC reviewed the specialty 
recommendations for the five CPT codes and recommended work RVUs for three (95921, 95922 and 95923). The following two codes 95924 and 
95943 were delayed to the October 2012 RUC meeting to ensure that adequate data was obtained to properly value these services.  
 
95924 Testing of autonomic nervous system function; combined parasympathetic and sympathetic adrenergic function testing with at least 5 
minutes of passive tilt 
The RUC reviewed the survey results from 44 practicing physicians and agreed with the specialty societies that the survey median times of 15 
minutes pre-service, 30 minutes intra-service and 15 minutes post-service accurately portray the physician time to perform the service. The RUC 
noted that CPT code 95924 bundles the work of two services: 95921 Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart rate response to deep breathing with recorded R-R interval, Valsalva 
ratio, and 30:15 ratio (work RVU= 0.90, RUC recommended April 2012) and 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 5 minutes of passive tilt (work RVU= 0.96, RUC recommended April 2012). Therefore, the RUC determined that a work 
RVU of 1.86, the combination of the two previous services, is inappropriate because it does not account for any efficiencies gained when the 
services are reported on the same day by the same physician.  
 
To determine an appropriate work RVU, the RUC reviewed the survey’s 25th percentile work RVU of 1.45 and determined that this work value 
was too low considering that the typical patient is more complicated and the bundled service is more intense when performed on the same date 
compared to when the two component services are performed alone. Therefore, the RUC reviewed CPT code 95813 Electroencephalogram (EEG) 
extended monitoring; greater than 1 hour (work RVU= 1.73) and agreed that with identical intra-service and total times, the two services should 
be valued identically. To justify this value, the RUC compared the surveyed code to CPT code 78452 Myocardial perfusion imaging, tomographic 
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(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 
(work RVU= 1.62) and agreed that since the reference code has less intra-service time compared to 95924, 20 minutes compared to 30 minutes, a 
work value of 1.73 appropriately values the surveyed code. Finally, the RUC compared the intensity for the services included in this bundled code 
to the two reference codes and determined that the recommended work value appropriately ranks this service compared to similar services. The 
RUC recommends a work RVU of 1.73 for CPT code 95924.  
 
95943 Simultaneous, independent, quantitative measures of both parasympathetic function and sympathetic function, based on time-frequency 
analysis of heart rate variability concurrent with time-frequency analysis of continuous respiratory activity, with mean heart rate and blood 
pressure measures, during rest, paced (deep) breathing, Valsalva maneuvers, and head-up postural change 
In order to identify physicians who were performing this service the specialty societies, the American College of Physicians and the American 
Academy of Family Physicians, worked to obtain the equipment vendor’s customer list as a way to identify physicians who could accurately value 
this service. ACP and AAFP also obtained random samples of physicians among their respective specialties. The specialties collected a  total 
sample of 750 physicians and received approval from the Research Subcommittee to conduct a survey. However, only three partial responses were 
received, with no respondents indicating familiarity with the service. Given this lack of data, the RUC continues to recommend carrier pricing 
for CPT code 95943.  
 
May 2012 RUC Recommendations: 
The April 2012 RUC recommendations for CPT codes 95921, 95922 and 95923, submitted to CMS in May 2012, are attached to this 
recommendation for informational purposes only.  
 
Practice Expense: 
Direct Practice expense inputs were approved by the RUC in April 2012 and were submitted to CMS in May 2012.  The previous 
recommendations are attached to this recommendation for informational purposes only.  
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

The purpose of autonomic nervous system function testing is to determine the presence of autonomic dysfunction, the site of autonomic dysfunction, 
and the various autonomic subsystems that may be disordered.   

Code 95921 should be reported only when electrocardiographic monitoring of heart rate derived from the time elapsing between two consecutive R 
waves in the electrocardiogram, or the R-R interval, is displayed on a monitor and stored for subsequent analysis of waveforms. Testing is typically 
performed in the prone position. A tilt table may be used, but is not required equipment for testing of the parasympathetic function. At least two of 
the following components need to be included in testing: 

1. Heart rate response to deep breathing derived from a visual quantitative analysis of recordings with subject breathing at a rate of 5-6 breaths 
per minute.   

2. Valsalva ratio determined by dividing the maximum heart rate by the lowest heart rate.  The initial heart rate responses to sustained oral 
pressure (blowing into a tube with an open glottis) consist of tachycardia followed by a bradycardia at 15-45 seconds after the Valsalva 
pressure has been released. A minimum of two Valsalva maneuvers are to be performed.The initial cardioacceleration is an exercise reflex 
while the subsequent tachycardia and bradycardia are baroreflex-mediated.   

3. A 30:15 ratio (R-R interval at beat 30)/(R-R interval at beat 15) used as an index of cardiovascular function 

Code 95922 should be reported only when all of the following components are included in testing: 

1. Continuous recording of beat-to-beat BP and heart rate.The heart rate needs to be derived from an electrocardiogram (ECG) unit such that 
an accurate quantitative graphical measurement of the R-R interval is obtained; 

2. A period of supine rest of at least 20 minutes prior to testing; 

3. The performance and recording of beat-to-beat blood pressure and heart rate during a minimum of two (2) Valsalva maneuvers; 

4. The performance of passive head-up tilt with continuous recording of beat-to-beat blood pressure and heart rate for a minimum of five 
minutes, followed by passive tilt-back to the supine position. This must be performed using a tilt table.  

Code 95924 should be reported only when both the parasympathetic function and the adrerenergic function are tested together with the use of 
a tilt table.  

(To report autonomic function testing that does not include beat to beat recording or for testing without use of a tilt table, use 95943) 
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

95921 BB1 Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart rate 
response to deep breathing with recorded R-R interval, Valsalva ratio, and 
30:15 ratio 

 

XXX 0.90 
(RUC 

Recommendation 
May 2012) 

95922 BB2 vasomotor adrenergic innervation (sympathetic adrenergic function), 
including beat-to-beat blood pressure and R-R interval changes during 
Valsalva maneuver and at least 5 minutes of passive tilt 

(Do not report 95922 in conjunction with 95921) 

 

XXX 0.96 
(RUC 

Recommendation 
May 2012) 

●95924 BB3 combined parasympathetic and sympathetic adrenergic function testing 
with at least 5 minutes of passive tilt 

(Do not report 95924 in conjunction with 95921 or 95922) 

 

XXX 1.73 
 

95923 BB4 sudomotor, including 1 or more of the following: quantitative 
sudomotor axon reflex test (QSART), silastic sweat imprint, 
thermoregulatory sweat test, and changes in sympathetic skin potential 

 

XXX 0.90 
(RUC 

Recommendation 
May 2012) 
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●95943 BB5 Simultaneous, independent, quantitative measures of both parasympathetic 
function and sympathetic function, based on time-frequency analysis of heart 
rate variability concurrent with time-frequency analysis of continuous 
respiratory activity, with mean heart rate and blood pressure measures, during 
rest, paced (deep) breathing, Valsalva maneuvers, and head-up postural 
change 

(Do not report 95943 in conjunction with 93040, 95921, 95922, 95924) 

XXX RUC Recommends 
Carrier Price 

 



                                                                                                                                                  CPT Code: 95924 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:95924 Tracking Number   BB1                   Original Specialty Recommended RVU: 1.86  
                        Presented Recommended RVU: 1.86  
Global Period: XXX                                       RUC Recommended RVU: 1.73 
 
CPT Descriptor: Testing of autonomic nervous system function; combined parasympathetic and sympathetic adrenergic 
function testing with at least 5 minutes of passive tilt 
(Do not report 95924 in conjunction with 95921 or 95922) 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A patient presents with repeated, unexplained episodes of fainting. Tests of cardiovascular 
function indicate severe cardiovagal impairment. Testing of the autonomic nervous system, specifically of parasympathetic 
function and vasomotor adrenergic function using at least a 5-minute tilt with a passive tilt table, is recommended. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 82% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work: Pre-service work includes review of the patient’s records regarding the indication for the 
test and the clinical question. 
 
Description of Intra-Service Work: Intra-service work includes supervision of patient preparation and performance of the 
test by the technician. The patient lays on a tilt table in a flat position. The patient is connected to an EKG machine and 
electrodes are attached to the chest, legs and arms. If needed, an IV line is placed in the arm.   A blood pressure (BP) 
monitor and the heart rate (HR) and BP are constantly monitored during the procedure.    
Blood pressure and heart rate are monitored while lying still.  Deep breathing and a series of Valsalva maneuvers are 
performed until reproducible arterial responses are obtained.   Electrocardiographic monitoring of heart rate derived from 
R-R interval is displayed on a monitor and stored for analysis.  Heart response to deep breathing is derived from an analysis 
of recordings with subject breathing at a rate of 5-6 breaths per minute.  This is a measure of cardiovagal or 
parasympathetic testing.  Continuous beat-to-beat recording of blood pressure and heart rate in response to the Valsalva 
maneuver are captured and at least five minutes of passive tilt-up and tilt-back are performed. A series of Valsalva 
maneuvers are performed until reproducible arterial responses are obtained.  These blood pressure responses are analyzed 
in order to assess cardiac and vascular adrenergic function.  Valsalva ratio is determined by dividing the maximum heart 
rate by the lowest heart rate.  This is another measure of cardiovagal or parasympathetic function.  The initial heart rate 
responses to standing consist of tachycardia at 3 and then 12-15 seconds followed by a bradycardia at 20 seconds.  The 
initial cardioacceleration is an exercise reflex  while the subsequent tachycardia and bradycardia are baroreflex-medicated.  
The 30:15 ratio (R-R interval at beat 30)/(R-R interval at beat 15) is used as index of cardiovascular function.  The 
physician reviews and analyzes this data.   
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After obtaining a baseline HR and BP, safety straps are applied across the chest and legs to hold the patient in place.  The 
patient is raised to the upright and lowered to the supine position several times.  The duration of time spent in the supine 
and upright position can vary from 5 to 30 minutes.  Medication may be administered and adjusted during the testing to 
increase the heart rate and blood pressure. After completing the test, the patient remains flat or supine until the HR and BP 
return to normal.  The patient is observed for 10 to 20 minutes and then disconnected from the equipment.  
The results of these measures are reviewed, data is interpreted, and a clinical correlation of the findings is done based on 
the patient’s history. 
 
Description of Post-Service Work: Post-service work includes generating, reviewing, and signing the study report based on 
the findings of the tests. Findings are discussed with the  referring physician as appropriate. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Kevin Kerber, MD; Thomas Chelimsky, MD  

Specialty(s): American Academy of Neurology, American Association of Neuromuscular and 
Electrodiagnostic Medicine 

CPT Code: 95924 

Sample Size: 235 Resp N: 
    44 Response:   18.7 %  

Description of 
Sample: 

A combination of names from the AAN's Autonomic Section, the American Autonomic 
Society and names supplied by a manufacturer. 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 5.75 70.00 150.00 900.00 

Survey RVW: 0.90 1.45 1.91 2.41 6.00 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 0.00 20.00 30.00 45.00 120.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 95924 Recommended Physician Work RVU:  1.73 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 15.00 0.00 15.00 
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 
Discharge Day Mgmt: 0.00 99238x  0.0  99239x 0.0            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
95922       XXX        0.96                         RUC Time 
 
CPT Descriptor 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 5 minutes 
of passive tilt 
  
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     
99318      XXX    1.71  RUC Time                            139,131 
CPT Descriptor 1 Evaluation and management of a patient involving an annual nursing facility assessment, which requires 
these 3 key components: A detailed interval history; A comprehensive examination; and Medical decision making that is of 
low to 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 patient is stable, 
recovering, or improving. Physicians typically spend 30 minutes at the bedside and on the patient's facility floor or unit. 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99239      XXX          1.90                RUC Time                                3,756,450   
 
CPT Descriptor 2 Hospital discharge day management; more than 30 minutes 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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          % of respondents: 38.6  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
95924 

Key Reference 
CPT Code:   

95922  

Source of Time 
RUC Time 

Median Pre-Service Time 15.00 10.00 
   
Median Intra-Service Time 30.00 20.00 
   
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 
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Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 60.00 0.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.29 3.94 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.29 3.94 

   
Urgency of medical decision making 3.71 3.59 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.29 4.18 

Physical effort required 3.62 3.59 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.76 3.71 

Outcome depends on the skill and judgment of physician 4.41 4.29 

Estimated risk of malpractice suit with poor outcome 3.35 3.29 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.71 3.53 

Intra-Service intensity/complexity 4.06 3.82 

Post-Service intensity/complexity 3.71 3.53 

 
  
 
Additional Rationale and Comments 
 
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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The AAN and AANEM surveyed this code along with 95921 and 95922 for the April 2012 RUC meeting. Since there were 
only 26 respondents to the survey for 95924, the RUC asked the societies to resurvey the code for the October meeting. 
The RUC approved an interim value of 1.89 RVU and times of 10 pre, 35 intra, and 15 post-service minutes. This code 
describes the work of 95921 and 95922 performed on the same day. 
 
Data Comparisons 
Many of the names provided by the manufacturer were also on lists from the AAN’s Autonomics section and from the 
American Autonomics Society. Of the 44 survey responses, 7 came from names provided solely by the manufacturer. (An 
additional 14 responses were on the manufacturer list as well as AAN or AAS lists.) We compared the RVU and time data 
from the 7 names to all other names. 
 
Median Times: 
 Pre Intra  Post 
Manufacturer 10 30 15 
All Other 15 30 15 
 
RVUs: 
 Low 25th Median 75th High 
Manufacturer 0.90 1.56 2.2 2.33 3.7 
All Other 0.90 1.50 1.86 2.45 6.00 
 
Recommendations 
The societies do not see compelling evidence to support the median survey RVU of 1.91. The societies recommend 
maintaining the interim RVU of 1.86 with the survey times of 15/30/15. 
 
 Pre Intra  Post RVU 
95921 8 15 10 0.90 
95922 10 20 10 0.96 
95924 15 30 15 1.86 
 
  
 
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.) 
 

 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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How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 95921 and 95922 
 
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 Neurology   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?       
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.        
 
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?  
64,581  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We analyzed the times that 95921 and 95922 were reported together. Of that 
total, approximately 30% will go to this code. (70% will go to code 95943) 
 
Specialty Neurology  Frequency 25833   Percentage  40.00 % 
 
Specialty        Frequency        Percentage        % 
 
Specialty        Frequency        Percentage        % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  95923 
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ISSUE: Autonomic Function Testing
TAB:

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST

95921
Testing of autonomic 
nervous system function; 

0.033 0.90 33 8 15 10

REF 95922 Testing of autonomic 
nervous system function; 

17 0.026 0.96 40 10 20 10

CURRENT 95924 Testing of autonomic 
nervous system function; 0.037 1.86 60 10 35 15

SVY 95924
Testing of autonomic 
nervous system function; 44 0.041 0.90 1.45 1.91 2.41 6.00 60 15 0 20 30 45 120 15

REC 95924 Testing of autonomic 
nervous system function; 0.035 60 15 30 151.73

PRE-TIMERVW INTRA-TIME
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ISSUE: Excision of bone
TAB: 84

Total IMMD

source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX POST 91 92 33 32 31 38 39 26 25 24 17 15 14 13 12 11 54 55 56 57

REF 11111 xyz 30 0.029 4.25 131 5 5 5 30 5 1 1.0 1

HVD 55555 abc 0.053 5.00 133 17 27 8 1 1.0 1

SVY 55555 abc 0.045 2.00 3.00 5.00 7.00 8.00 146 10 5 10 15 20 30 35 40 10 1 1.0 1

REC 55555 abc 0.020 142 17 1 3 30 10 1 1.0 1

ProlongedOfficeFAC-inpt/same day FAC-obs

4.25

PRERVW INTRA
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
Codes Reported Together 75% or More  

Different Performing Specialty from Survey 
 

April 2012 
 

Autonomic Function Testing  
 

CPT codes 95921 and 95922 were identified through the Codes Reported Together 75% or More screen as well as the Different Performing 
Specialty from the Survey screen. In February 2012, the CPT Editorial Panel created a new code 95924 which combines the procedures currently 
described in 95921 and 95922 as these are currently reported together more than 75% of the time. Additionally, the dominant specialties now 
performing these services are Family Medicine and Internal Medicine, specialties that were not part of the 1996 survey. Lastly, the utilization for 
95921 and 95922 has dramatically increased and from 2008 to 2009 and continue to rise, which the specialties attribute to incorrect reporting of 
these services for the use of a device for an automated nervous system test. Therefore, the CPT Editorial Panel created CPT 95943 to describe the 
automated nervous system test, in which providers do not use a tilt table during autonomic testing.  
 
95921 Testing of autonomic nervous system function; cardiovagal innervation (parasympathetic function), including 2 or more of the 
following: heart rate response to deep breathing with recorded R-R interval, Valsalva ratio, and 30:15 ratio 
The RUC reviewed the survey results from 33 neurologists, neuromuscular and electrodiagnostic medicine physicians and determined that the 
current work RVU of 0.90 appropriately accounts for the work required to perform this service. The RUC agreed with the median survey results of 
8 minutes pre-service time, 15 minutes intra-service time and 10 minute immediate post-service time. The specialties indicated and the RUC 
agreed that the key reference service 95925 Short-latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin 
sites, recording from the central nervous system; in upper limbs (work RVU = 0.54) is not an appropriate comparison for this service because the 
physician is not present during the test, it is much less intense and there is very little risk compared 95921 in which the physician is present and 
patients are fainting and have arrhythmias. The RUC compared the surveyed code to MPC codes 99202 Office or other outpatient visit for the 
evaluation and management of a new patient (work RVU = 0.93 and 15 minutes intra-service time) and determined that these services required 
similar physician work and the same intra-service time to perform. For additional support, the RUC compared the surveyed code to the secondary 
key reference service 95819 Electroencephalogram (EEG); including recording awake and asleep (work RVU = 1.08 and 15 minutes intra-service 
time) and determined 95921 requires slightly less physician work to perform and MPC code 20551 Injection(s); single tendon origin/insertion 
(work RVU = 0.75 and 20 minutes total time) and determined that 95921 requires more physician work and time to perform. The RUC 
recommends a work RVU of 0.90 for CPT code 95921. 
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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 5 minutes of passive tilt 
The specialty societies indicated that 20 minutes of tilt is the new standard to perform this service; abnormalities may go undetected in less time. 
However, depending on the specific conditions of the patient the tilt table time may be less than 20 minutes. The RUC indicated that once 
physicians are practicing the new standard for this service and 20 minutes of tilt table is typical, at their discretion, the specialties may go to CPT 
to change the descriptor to “at least 20 minutes”. 
 
The RUC reviewed the survey results from neurologists, neuromuscular and electrodiagnostic medicine physicians and determined that the current 
work RVU of 0.96 appropriately accounts for the work required to perform this service. The RUC agreed with the median survey results of  10 
minutes pre-service time, 20 minutes intra-service time and 10 minute immediate post-service time. The RUC compared the surveyed code to 
MPC codes 95805 Multiple sleep latency or maintenance of wakefulness testing, recording, analysis and interpretation of physiological 
measurements of sleep during multiple trials to assess sleepiness (work RVU = 1.20 and 20 minutes intra-service time) and determined that 95805 
services requires slightly more physician work to perform. For additional support, the RUC compared the surveyed code to MPC code 99213 
Office or other outpatient visit for the evaluation and management of an established patient (work RVU = 0.97 and 23 minutes total time) and 
determined that 95922 requires similar physician work to perform. The RUC recommends a work RVU of 0.96 for CPT code 95922. 
 
95924 Testing of autonomic nervous system function; combined parasympathetic and sympathetic adrenergic function testing with at 
least 5 minutes of passive tilt 
The specialty societies indicated that 20 minutes of tilt is the new standard to perform this service; abnormalities may go undetected in less time. 
However, depending on the specific conditions of the patient the tilt table time may be less than 20 minutes. The RUC indicated that once 
physicians are practicing the new standard for this service and 20 minutes of tilt table is typical, at their discretion, the specialties may go to CPT 
to change the descriptor to “at least 20 minutes”. 
 
The specialty societies indicated that 95924 combines the services currently described in 95921 and 95922. The typical patient that will receive the 
combined tests 95924 is more complex and the testing is more intense than the patient that will just have one test (95921 or 95922). The RUC 
reviewed the survey results for 95924 and determined that the survey response rate was too low (26 responses). There was also confusion about 
what is described in 95943 which may have resulted in invalid physician time for this service. As an interim recommendation, the RUC 
recommends that the physician work and intra-service time for 95921 and 95922 be added together to account for the physician work and time 
required to perform this service (0.90 + 0.96 = 1.86 and 15 minutes + 20 minutes = 35 minutes intra-service time). The RUC recommends interim 
pre-service time of 10 minutes, intra-service time of 35 minutes and post-service time of 15 minutes. The RUC recommends an interim work 
RVU of 1.86 for CPT code 95924 until this service is resurveyed for the October 2012 RUC meeting. 
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95923 Testing of autonomic nervous system function; sudomotor, including 1 or more of the following: quantitative sudomotor axon 
reflex test (QSART), silastic sweat imprint, thermoregulatory sweat test, and changes in sympathetic skin potential 
The RUC reviewed the survey results from neurologists, neuromuscular and electrodiagnostic medicine physicians and determined that the current 
work RVU of 0.90 appropriately accounts for the work required to perform this service. The RUC agreed with the survey 5 minutes pre-service 
time, 15 minutes intra-service time and 10 minute immediate post-service time, which are the current times. The RUC compared the surveyed 
code to key reference code 99213 Office or other outpatient visit for the evaluation and management of an established patient (work RVU = 0.97 
and 23 minutes total time) and determined that 95923 requires similar physician work and intensity and complexity to perform. The RUC also 
compared 95923 to 95921 and determined that the physician work and intra-service time is the same for these services. The RUC recommends a 
work RVU of 0.90 for CPT code 95923. 
 
95943 Simultaneous, independent, quantitative measures of both parasympathetic function and sympathetic function, based on time-
frequency analysis of heart rate variability concurrent with time-frequency analysis of continuous respiratory activity, with mean heart 
rate and blood pressure measures, during rest, paced (deep) breathing, Valsalva maneuvers, and head-up postural change 
The American College of Physicians will survey 95943 once the physicians that use this “small box” technology are identified and matched as 
members of these societies in order to survey. AMA staff will also provide Medicare claims data by state to the specialty societies to indicate that 
40% of the volume for code 95921 is from Florida and Texas. This code is scheduled for the October 2012 RUC meeting. 
 
Practice Expense 
The RUC reviewed and approved the direct practice expense inputs with minor modifications as recommended by the Practice Expense 
Subcommittee. 
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

The purpose of autonomic nervous system function testing is to determine the presence of autonomic dysfunction, the site of autonomic dysfunction, 
and the various autonomic subsystems that may be disordered.   

Code 95921 should be reported only when electrocardiographic monitoring of heart rate derived from the time elapsing between two consecutive R 
waves in the electrocardiogram, or the R-R interval, is displayed on a monitor and stored for subsequent analysis of waveforms. Testing is typically 
performed in the prone position. A tilt table may be used, but is not required equipment for testing of the parasympathetic function. At least two of 
the following components need to be included in testing: 

1. Heart rate response to deep breathing derived from a visual quantitative analysis of recordings with subject breathing at a rate of 5-6 breaths 
per minute.   

2. Valsalva ratio determined by dividing the maximum heart rate by the lowest heart rate.  The initial heart rate responses to sustained oral 
pressure (blowing into a tube with an open glottis) consist of tachycardia followed by a bradycardia at 15-45 seconds after the Valsalva 
pressure has been released. A minimum of two Valsalva maneuvers are to be performed.The initial cardioacceleration is an exercise reflex 
while the subsequent tachycardia and bradycardia are baroreflex-mediated.   

3. A 30:15 ratio (R-R interval at beat 30)/(R-R interval at beat 15) used as an index of cardiovascular function 

Code 95922 should be reported only when all of the following components are included in testing: 

1. Continuous recording of beat-to-beat BP and heart rate.The heart rate needs to be derived from an electrocardiogram (ECG) unit such that 
an accurate quantitative graphical measurement of the R-R interval is obtained; 

2. A period of supine rest of at least 20 minutes prior to testing; 

3. The performance and recording of beat-to-beat blood pressure and heart rate during a minimum of two (2) Valsalva maneuvers; 

4. The performance of passive head-up tilt with continuous recording of beat-to-beat blood pressure and heart rate for a minimum of five 
minutes, followed by passive tilt-back to the supine position. This must be performed using a tilt table.  

Code 95924 should be reported only when both the parasympathetic function and the adrerenergic function are tested together with the use of 
a tilt table.  

(To report autonomic function testing that does not include beat to beat recording or for testing without use of a tilt table, use 95943) 
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

95921 BB1 Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart rate 
response to deep breathing with recorded R-R interval, Valsalva ratio, and 
30:15 ratio 

 

XXX 0.90 
(No Change) 

95922 BB2 vasomotor adrenergic innervation (sympathetic adrenergic function), 
including beat-to-beat blood pressure and R-R interval changes during 
Valsalva maneuver and at least 5 minutes of passive tilt 

(Do not report 95922 in conjunction with 95921) 

 

XXX 0.96 

●95924 BB3 combined parasympathetic and sympathetic adrenergic function testing 
with at least 5 minutes of passive tilt 

(Do not report 95924 in conjunction with 95921 or 95922) 

 

XXX 1.86 
(Interim) 

(Resurvey for 
October 2012 RUC 

Meeting) 

95923 BB4 sudomotor, including 1 or more of the following: quantitative 
sudomotor axon reflex test (QSART), silastic sweat imprint, 
thermoregulatory sweat test, and changes in sympathetic skin potential 

 

XXX 0.90 
(No Change) 
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●95943 BB5 Simultaneous, independent, quantitative measures of both parasympathetic 
function and sympathetic function, based on time-frequency analysis of heart 
rate variability concurrent with time-frequency analysis of continuous 
respiratory activity, with mean heart rate and blood pressure measures, during 
rest, paced (deep) breathing, Valsalva maneuvers, and head-up postural 
change 

(Do not report 95943 in conjunction with 93040, 95921, 95922, 95924) 

XXX Specialty Societies 
Requests 

Postponement to 
October 2012 RUC 

Meeting 

 



                                                                                                                                                  CPT Code: 95921 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:95921 Tracking Number   BB1                   Original Specialty Recommended RVU: 0.90   
                        Presented Recommended RVU: 0.90  
Global Period: XXX                                       RUC Recommended RVU: 0.90 
 
CPT Descriptor: Testing of autonomic nervous system function; cardiovagal innervation (parasympathetic function), 
including 2 or more of the following: heart rate response to deep breathing with recorded R-R interval, Valsalva ratio, and 
30:15 ratio 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A patient who has diabetes and numbness of her feet presents because of frequent 
lightheadedness which is interfering with her ability to function normally. The general exam is unremarkable. Testing of 
the autonomic nervous system, specifically the parasympathetic function, is recommended. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 76% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 3% 
 
Description of Pre-Service Work: Pre-service work includes review of the patient’s records regarding the indication for the 
test and  the clinical question. A tilt table may be used to perform this test.  
 
Description of Intra-Service Work: Intra-service work involves supervision of patient preparation and performance of the 
test by the technician. Electrocardiographic monitoring of heart rate is derived from R-R interval displayed on a monitor 
and stored for analysis.  Heart response to deep breathing is derived from an analysis of recordings with subject breathing 
at a rate of 5-6 breaths per minute.  Valsalva ratio is determined by dividing the maximum heart rate by the lowest heart 
rate.  The initial heart rate responses to standing consist of tachycardia at 3 and then 12-15 seconds followed by a 
bradycardia at 20 seconds.  The initial cardioacceleration is an exercise reflex  while the subsequent tachycardia and 
bradycardia are baroreflex-medicated.  The 30:15 ratio (R-R interval at beat 30)/(R-R interval at beat 15) is used as an 
index of cardiovascular function.  The results of these measures are reviewed, data is interpreted, and a clinical correlation 
of the findings is done based on the patient’s history.  
 
Description of Post-Service Work: Post-service work includes generating, reviewing, and signing the study report based on 
the findings of the tests. Findings are discussed with the  referring physician as appropriate.  
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Kevin Kerber, MD (AAN); Andrea Boon, MD (AANEM) 

Specialty(s): AAN, AANEM 

CPT Code: 95921 

Sample Size: 127 Resp N: 
    33 Response:   25.7 %  

Description of 
Sample: Random - members who indicated they perform the services 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 5.00 50.00 100.00 150.00 800.00 

Survey RVW: 0.50 0.86 1.00 1.88 6.00 
Pre-Service Evaluation Time:   8.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 5.00 10.00 15.00 20.00 75.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 95921 Recommended Physician Work RVU:  0.90 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 8.00 0.00 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: 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 
Discharge Day Mgmt: 0.00 99238x  0.0  99239x 0.0            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
95925      XXX        0.54                         RUC Time 
 
CPT Descriptor Short-latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin sites, 
recording from the central nervous system; in upper limbs 
  
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     
20551      000    0.75  RUC Time                            152,826 
CPT Descriptor 1 Injection(s); single tendon origin/insertion 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99202      XXX          0.93                RUC Time                                3,074,347   
 
CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of a new patient, which requires these 
3 key components: An expanded problem focused history; An expanded 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 of low to 
moderate severity. Physicians typically spend 20 minutes face-to-face with the patient and/or family. 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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: 21.21  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
95921 

Key Reference 
CPT Code:   

95925 

Source of Time 
RUC Time 

Median Pre-Service Time 8.00 6.50 
   
Median Intra-Service Time 15.00 15.00 
   
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 

Prolonged Services Time 0.0 0.00 
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Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 33.00 31.50 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

2.86 2.71 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

2.86 2.86 

   
Urgency of medical decision making 2.14 2.29 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.71 3.86 

Physical effort required 2.29 2.14 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 2.00 2.14 

Outcome depends on the skill and judgment of physician 3.29 3.29 

Estimated risk of malpractice suit with poor outcome 1.86 2.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 2.29 2.29 

Intra-Service intensity/complexity 3.00 3.00 

Post-Service intensity/complexity 2.43 2.43 

 
  
 
Additional Rationale and Comments 
 
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 Autonomic Function Testing family includes 5 services. Two new services were created, and three existing services 
were surveyed as part of the family. The Relativity Assessment Workgroup and the CPT Editorial Panel requested 
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creation of a combined code for those times when both types of autonomic function are performed together (95921 
and 95922 = 9592XX) and to ensure those providers who do not use tilt table during automatic testing report an 
appropriate code (95922X). Existing service 95923 was also surveyed as part of the family. 
 
Much of the current utilization for 95921 and 95922 will shift to the new codes 9592XX and 95922X. The specialty mix 
will also change, with Neurology and Cardiology being the dominant providers. Data that shows an E/M billed on the 
same day reflect the improper usage of these codes. An E/M service typically would not be billed on the same day. 
 
While 76% of respondents found the vignette to be typical, there are many indications for this service, which account 
for the remaining respondents who did not find it typical.  
 
The key reference service was 95925, which has similar times and a much lower RVW. The societies recommend that 
the current RVW of 0.90 be maintained. 
  
 
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.) 
 

 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) 95921 
 
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 Neurology   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? 68612 
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 national utilization at 4 times the Medicare rate. 
 
Specialty Neurology  Frequency 27445  Percentage  40.00 % 
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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?  
17,153  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Much of the utilization for this code will shift to new codes 9592XX and 
95922X. 
 
Specialty Neurology  Frequency 6862   Percentage  40.00 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  95923 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:95922 Tracking Number   BB2                   Original Specialty Recommended RVU: 1.10  
                        Presented Recommended RVU: 1.10   
Global Period: XXX                                       RUC Recommended RVU: 0.96 
 
CPT Descriptor: 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 5 minutes 
of passive tilt 
(Do not report 95922 in conjunction with 95921) 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A patient has frequent syncopal episodes which have impaired his ability to function normally. 
Prolonged tilt study confirmed syncope and a diagnosis of neurocardiogenic syncope was made, but treatment for this did 
not result in meaningful improvement. Because of this, testing of his autonomic nervous system, specifically of the 
vasomotor adrenergic innervation, is recommended. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 82% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work: Pre-service work includes review of the patient’s records regarding the indication for the 
test and the clinical question. 
 
Description of Intra-Service Work: Intra-service work includes supervision of patient preparation and performance of the 
test by the technician. Continuous beat-to-beat recording of blood pressure and heart rate in response to the Valsalva 
maneuver is performed. Patient is positioned on tilt table and after period of rest, undergoes at least five minutes of passive 
tilt-up and tilt-back.   A series of Valsalva maneuvers are performed until reproducible arterial responses are obtained.  The 
results of these measures are reviewed, data is interpreted, and a clinical correlation of the findings is done based on the 
patient’s history. 
 
Description of Post-Service Work: Post-service work includes generating, reviewing, and signing the study report based on 
the findings of the tests. Findings are discussed with the  referring physician as appropriate.   
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Kevin Kerber, MD (AAN); Andrea Boon, MD (AANEM) 

Specialty(s): AAN, AANEM 

CPT Code: 95922 

Sample Size: 127 Resp N: 
    29 Response:   22.8 %  

Description of 
Sample: Random - members who indicated they perform the services  

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 12.00 90.00 110.00 180.00 800.00 

Survey RVW: 0.50 1.08 1.50 2.45 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: 5.00 10.00 20.00 30.00 75.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 95922 Recommended Physician Work RVU:  0.96 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 0.00 10.00 
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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
95805      XXX        1.20                         RUC Time 
 
CPT Descriptor Multiple sleep latency or maintenance of wakefulness testing, recording, analysis and interpretation of 
physiological measurements of sleep during multiple trials to assess sleepiness      
  
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     
36510      000    1.09  Harvard Time                            5 
CPT Descriptor 1 Catheterization of umbilical vein for diagnosis or therapy, newborn 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
56605      000          1.10                RUC Time                                27,933   
 
CPT Descriptor 2 Biopsy of vulva or perineum (separate procedure); 1 lesion 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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:   5          % of respondents: 17.2  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
95922 

Key Reference 
CPT Code:   

95805 

Source of Time 
RUC Time 

Median Pre-Service Time 10.00 15.00 
   
Median Intra-Service Time 20.00 20.00 
   
Median Immediate Post-service Time 10.00 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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 40.00 50.00 
Other time if appropriate        
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INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.00 3.40 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.80 3.40 

   
Urgency of medical decision making 3.20 2.80 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.20 3.40 

Physical effort required 2.80 2.20 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.20 2.60 

Outcome depends on the skill and judgment of physician 4.00 3.60 

Estimated risk of malpractice suit with poor outcome 2.40 2.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.20 3.00 

Intra-Service intensity/complexity 3.80 3.20 

Post-Service intensity/complexity 3.00 2.80 

 
  
 
Additional Rationale and Comments 
 
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 existing RVW of 0.96 is based on a 1996 RUC survey. The expert panel believes that this code meets the compelling 
evidence standards for an increased RVW. There have been changes in physician work due to: 

• Technique 
• Change in patient population  
• Physician time   
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Since the inception of tilt table testing, the patients tested have gradually shifted from a preponderance of orthostatic hypotension 
(requiring a 5 minute tilt) to postural tachycardia syndrome (requiring a 20 minute tilt) who now dominate the referral reason for tilt 
by about 3 to 1.  In addition indeterminate dizziness is a frequent referral symptom which may require 30 minutes, or until that 
symptom is reproduced.  The physician must be in the room during the upright period of time for patient safety.  Finally, even the 
diagnosis of orthostatic hypotension itself has evolved.  The paper by Gibbons and Freeman clearly demonstrates the presence of a 
clinically significant new diagnosis of delayed orthostatic hypotension that may be associated with syncope and falls.  This diagnosis 
also requires 30 to 40 minutes of tilt (see attachment).  Thus, a real change in the population and in our approach to the diagnosis has 
increased the intensiveness of 95922. This has been a gradual change and all respondents may not have been aware of the new 
standard of care. There is often a lag between what is published in the literature and when most practices catch up to it. Patients 
being evaluated for Postural Orthostatic Tachycardia Syndrome will remain in upright tilt for typically 20 minutes. Patients being 
evaluated for delayed Orthostatic Hypotension will remain in upright tilt for 30 minutes.   
CPT Descriptor Global Work 

RVU 
Pre 
Time 

Intra 
Time  

Post 
Time 

Total 
Time 

IWPUT 

95875 Ischemic limb exercise test with serial 
specimen(s) acquisition for muscle(s) 
metabolite(s) 

XXX 1.10 10 30 10 50 0.0217 

 
Although the RVW would increase 15%, the Medicare utilization for this code is expected to drop dramatically, from 
about 67,000 to about 1,343. 
 
The key reference service of 95805 has the same total time but less intra time and a higher RVW at 1.20. Respondents 
rated code 95922 with higher complexity and intensity than the reference service in all measures. 
 
 
  
 
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.) 
 

 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) 95922 
 
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 Neurology   How often?  Sometimes  
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Specialty         How often?             
 
Specialty         How often?             
 
Estimate the number of times this service might be provided nationally in a one-year period? 5372 
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 national utilization at 4 times the Medicare rate. 
 
Specialty Neurology  Frequency 2149  Percentage  40.00 % 
 
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?  1,343 
 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. Much of the utilization for this code will shift to new codes 9592XX and 95922X. 
 
Specialty Neurology  Frequency 538   Percentage  40.05 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  95923 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:95924 Tracking Number   BB3                   Original Specialty Recommended RVU: 1.89  
                        Presented Recommended RVU: 1.89  
Global Period: XXX                                       RUC Recommended RVU: 1.86 
 
CPT Descriptor: Testing of autonomic nervous system function; combined parasympathetic and sympathetic adrenergic 
function testing with at least 5 minutes of passive tilt 
(Do not report 9592XX in conjunction with 95921 or 95922) 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A patient presents with repeated, unexplained episodes of fainting. Tests of cardiovascular 
function indicate severe cardiovagal impairment. Testing of the autonomic nervous system, specifically of parasympathetic 
function and vasomotor adrenergic function using a 5-minute tilt with a passive tilt table, is recommended. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 80.77% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work: Pre-service work includes review of the patient’s records regarding the indication for the 
test and the clinical question. 
 
Description of Intra-Service Work: Intra-service work includes supervision of patient preparation and performance of the 
test by the technician. The patient lays on a tilt table in a flat position. The patient is connected to an EKG machine and 
electrodes are attached to the chest, legs and arms. If needed, an IV line is placed in the arm.   A blood pressure (BP) 
monitor and the heart rate (HR) and BP are constantly monitored during the procedure.    
Blood pressure and heart rate are monitored while lying still.  Deep breathing and a series of Valsalva maneuvers are 
performed until reproducible arterial responses are obtained.   Electrocardiographic monitoring of heart rate derived from 
R-R interval is displayed on a monitor and stored for analysis.  Heart response to deep breathing is derived from an analysis 
of recordings with subject breathing at a rate of 5-6 breaths per minute.  This is a measure of cardiovagal or 
parasympathetic testing.  Continuous beat-to-beat recording of blood pressure and heart rate in response to the Valsalva 
maneuver are captured and at least five minutes of passive tilt-up and tilt-back are performed. A series of Valsalva 
maneuvers are performed until reproducible arterial responses are obtained.  These blood pressure responses are analyzed 
in order to assess cardiac and vascular adrenergic function.  Valsalva ratio is determined by dividing the maximum heart 
rate by the lowest heart rate.  This is another measure of cardiovagal or parasympathetic function.  The initial heart rate 
responses to standing consist of tachycardia at 3 and then 12-15 seconds followed by a bradycardia at 20 seconds.  The 
initial cardioacceleration is an exercise reflex  while the subsequent tachycardia and bradycardia are baroreflex-medicated.  
The 30:15 ratio (R-R interval at beat 30)/(R-R interval at beat 15) is used as index of cardiovascular function.  The 
physician reviews and analyzes this data.   
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After obtaining a baseline HR and BP, safety straps are applied across the chest and legs to hold the patient in place.  The 
patient is raised to the upright and lowered to the supine position several times.  The duration of time spent in the supine 
and upright position can vary from 5 to 30 minutes.  Medication may be administered and adjusted during the testing to 
increase the heart rate and blood pressure. After completing the test, the patient remains flat or supine until the HR and BP 
return to normal.  The patient is observed for 10 to 20 minutes and then disconnected from the equipment.  
The results of these measures are reviewed, data is interpreted, and a clinical correlation of the findings is done based on 
the patient’s history. 
 
Description of Post-Service Work: Post-service work includes generating, reviewing, and signing the study report based on 
the findings of the tests. Findings are discussed with the  referring physician as appropriate. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Kevin Kerber, MD (AAN); Andrea Boon, MD (AANEM) 

Specialty(s): AAN, AANEM 

CPT Code: 95924 

Sample Size: 125 Resp N: 
    26 Response:   20.8 %  

Description of 
Sample: Random - members who indicated they perform the services 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 27.50 100.00 150.00 800.00 

Survey RVW: 0.70 1.43 1.89 2.50 5.00 
Pre-Service Evaluation Time:   10.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 10.00 17.50 26.00 47.50 120.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 95924 Recommended Physician Work RVU:  1.86 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 0.00 10.00 
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: 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
99244      XXX        3.02                         Harvard Time 
 
CPT Descriptor Office 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. 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 60 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     
90806      XXX    1.86  CMS Time File                            6,270,188 
CPT Descriptor 1 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; 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99385      XXX          1.92                RUC Time                                        
 
CPT Descriptor 2 Initial comprehensive preventive medicine evaluation and management of an individual including an age 
and gender appropriate history, examination, counseling/anticipatory guidance/risk factor reduction interventions, and the 
ordering of laboratory/diagnostic procedures, new patient; 18-39 years 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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: 23.08  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
95924 

Key Reference 
CPT Code:   

99244 

Source of Time 
RUC Time 

Median Pre-Service Time 10.00 10.00 
   
Median Intra-Service Time 35.00 40.00 
   
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 0.0 0.00 
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Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 60.00 65.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.50 4.17 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.67 4.33 

   
Urgency of medical decision making 4.33 4.50 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.83 3.17 

Physical effort required 4.17 3.00 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.17 3.50 

Outcome depends on the skill and judgment of physician 4.17 4.17 

Estimated risk of malpractice suit with poor outcome 3.83 3.83 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.83 2.83 

Intra-Service intensity/complexity 4.67 4.17 

Post-Service intensity/complexity 4.00 3.50 

 
  
 
Additional Rationale and Comments 
 
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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The expert panel reviewed the survey times and determined some respondents must have been confused about what the new code 
describes. This service involves the work of 95921 and 95922 and the intra-service time should be 45 minutes, the combined intra-
service times for 95921 (15 minutes) and 95922 (30 minutes). The intra-service work of providing the two tests does not decrease by 
providing them on the same day, and it is more complicated to interpret the two tests together than individually.  There is an economy 
of 10 minutes saved in pre-time and 5 minutes saved in post-time. 
The expert panel recommends 10/45/15 minutes and the median RVW of 1.89. The key reference service (99244) has similar times 
(10/40/15) but a higher RVW at 3.02. Respondents ranked 95924 with higher or the same intensity and complexity as the reference 
service in 10 of 11 measures. 
These existing codes serve as crosswalks with comparable times and RVWs: 
CPT Descriptor Global Work 

RVU 
Pre 
Time 

Intra 
Time  

Post 
Time 

Total 
Time 

IWPUT 

90876 Individual psychophysiological therapy 
incorporating biofeedback training by any 
modality (face-to-face with the patient), with 
psychotherapy (eg, insight oriented, behavior 
modifying or supportive psychotherapy); 
approximately 45-50 minutes 

XXX 1.90 10 50 10 70 0.0290 

93660 Evaluation of cardiovascular function with 
tilt table evaluation, with continuous ECG 
monitoring and intermittent blood pressure 
monitoring, with or without pharmacological 
intervention 

000 1.89 15 50 15 80 0.0244 

 
  
 
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.) 
 

 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) 95921 and 95922 
 
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 Neurology   How often?  Sometimes  
 
Specialty         How often?             
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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.        
 
Specialty Neurology  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?  
64,581  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We analyzed the times that 95921 and 95922 were reported together. Of that 
total, approximalely 30% will go to this code. (70% will go to code 95922X) 
 
Specialty Neurology  Frequency 25833   Percentage  40.00 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  95923 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:95923 Tracking Number   BB4                   Original Specialty Recommended RVU: 0.90  
                        Presented Recommended RVU: 0.90  
Global Period: XXX                                       RUC Recommended RVU: 0.90 
 
CPT Descriptor: Testing of autonomic nervous system function; sudomotor, including 1 or more of the following: 
quantitative sudomotor axon reflex test (QSART), silastic sweat imprint, thermoregulatory sweat test, and changes in 
sympathetic skin potential) 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A patient develops severe burning sensation affecting his toes and proximal foot.  Standard 
laboratory tests are unremarkable.  On exam, there is no compelling sensory loss and normal reflexes.  The 
electromyogram and nerve conduction studies are within normal limits.  Testing of the autonomic nervous system, 
specifically sudomotor function, is recommended.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 96.30% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work: Pre-service work includes review of the patient’s records regarding the indication for the 
test and the clinical question. 
 
Description of Intra-Service Work: Intra-service work includes supervision of patient preparation and performance of the 
test by the technician. Sympathetic nerve fibers to the sweat glands are stimulated at standard sites by the iontophoresis of 
acetylcholine and the evoked sweat response is measured by sudometers.  Optimally the test is performed on one forearm 
site and three lower extremity sites in order to determine the severity and distribution of the sympathetic deficit.  
Thermoregulatory sweat test is a test of sympathetic nerves that supply the skin and involves  dusting the skin with an 
indicator  powder which changes color when the patient sweats in response to raising patient's temperature in a heat 
cabinet.   Sympathetic skin potentials are evoked through electrical stimulation of the skin and recordings are made over 
the palm and soles of the feet.  The skin potential change is carried by autonomic nerve fibers and determines if these fibers 
are working normally. The results of these measures are reviewed, data is interpreted, and a clinical correlation of the 
findings is done based on the patient’s history. 
 
Description of Post-Service Work: Post-service work includes generating, reviewing, and signing the study report based on 
the findings of the tests. Findings are discussed with the  referring physician as appropriate.  
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): Kevin Kerber, MD (AAN); Andrea Boon, MD (AANEM) 

Specialty(s): AAN, AANEM 

CPT Code: 95923 

Sample Size: 124 Resp N: 
    27 Response:   21.7 %  

Description of 
Sample: Random - members who indicated they perform the services 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 3.00 72.50 100.00 182.50 1000.00 

Survey RVW: 0.55 0.91 1.03 1.30 2.50 
Pre-Service Evaluation Time:   5.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 5.00 10.00 15.00 23.75 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 95923 Recommended Physician Work RVU:  0.90 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 0.00 5.00 
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 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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
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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             Global     Work RVU               Time Source 
99213       XXX        0.97                         RUC Time 
 
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: An expanded problem focused history; An expanded problem focused examination; 
Medical decision making of low complexity. Counseling and 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 low to moderate severity. Physicians typically spend 15 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     
20551       000    0.75  RUC Time                            152,826 
CPT Descriptor 1 Injection(s); single tendon origin/insertion 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99202       XXX          0.93                RUC Time                                3,074,347   
 
CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of a new patient, which requires these 
3 key components: An expanded problem focused history; An expanded 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 of low to 
moderate severity. Physicians typically spend 20 minutes face-to-face with the patient and/or family. 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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: 22.2  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
95923 

Key Reference 
CPT Code:   

99213  

Source of Time 
RUC Time 

Median Pre-Service Time 5.00 3.00 
   
Median Intra-Service Time 15.00 15.00 
   
Median Immediate Post-service Time 10.00 5.00 

Median Critical Care Time 0.0 0.00 
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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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 30.00 23.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.67 3.33 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.33 3.50 

   
Urgency of medical decision making 3.50 3.33 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.33 3.00 

Physical effort required 3.00 3.00 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 2.83 2.83 

Outcome depends on the skill and judgment of physician 3.83 3.67 

Estimated risk of malpractice suit with poor outcome 3.00 3.50 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.33 2.83 

Intra-Service intensity/complexity 3.50 3.00 

Post-Service intensity/complexity 3.33 3.17 

 
  
 
Additional Rationale and Comments 
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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 expert panel reviewed the survey results and recommends maintaining the RVW (0.90). This RVW falls below the 25th 
percentile on the survey. The service has not changed.  
  
 
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.) 
 

 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) 95923 
 
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 Neurology   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? 22104 
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 national usage at 4 times the Medicare rate. 
 
Specialty Neurology  Frequency 18568  Percentage  84.00 % 
 
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?  5,526 
 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2010 Medicare utilization from RUC database 
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Specialty Neurology  Frequency 4642   Percentage  84.00 % 
 
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) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number  95923 
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.        
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ISSUE: Autonomic Function Testing
TAB: 34

Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 95925
Short-latency somatosensory evoked potential study, stimulation of 
any/all peripheral nerves or skin sites, recording from the central nervous 
system; in upper and lower limbs

7 0.011 0.54 31.5 6.5 15 10

RUC 95921
Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart 
rate response to deep breathing with recorded R-R interval, Valsalva 
ratio, and 30:15 ratio

0.030 0.90 35 10 15 10

SVY 95921
Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart 
rate response to deep breathing with recorded R-R interval, Valsalva 
ratio, and 30:15 ratio

33 0.040 0.50 0.86 1.00 1.88 6.00 33 8 5 10 15 20 75 10

REC 95921 Testing of autonomic nervous system function; cardiovagal innervation 
(parasympathetic function), including 2 or more of the following: heart 

          
0.033 33 8 15 10

MPC 20551 Injection(s); single tendon origin/insertion 0.083 20 10 5 5
MPC 99202 Office or other outpatient visit for the evaluation and management of a 

new patient, which 0.052 22 2 15 5
 

 

INTRA-TIME

0.93
0.75

PRE-TRVW

0.90
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 Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 95805
Multiple sleep latency or maintenance of wakefulness testing, 
recording, analysis and interpretation of physiological 
measurements of sleep during multiple trials to assess 
sleepiness

5 0.026 1.20 50 15 20 15

RUC 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 5 minutes of passive tilt

0.020 0.96 45 10 25 10

SVY 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 5 minutes of passive tilt

29 0.053 0.50 1.08 1.50 2.45 4.00 40 10 5 10 20 30 75 10

REC 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 5 minutes of passive tilt

0.026 40 10 20 10

MPC 36510 Catheterization of umbilical vein for diagnosis or therapy, newborn 0.030 42 12 20 10

MPC 56605 Biopsy of vulva or perineum (separate procedure); 1 lesion 0.043 35 10 15 10
Crosswalk 95875 Ischemic limb exercise test with serial specimen(s) acquisition for 

muscle(s) metabolite(s) 0.022 50 10 30 10

1.09

1.10
1.10

INTRA-TIMERVW PRE-T

0.96
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Total IMMD
Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 99244

Office consultation for a new or established patient, which requires these 
three key components: A comprehensive history; A comprehensive 
examination; and 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 60 minutes face-to-
face with the patient and/or family.

6 0.062 3.02 65 10 40 15

CURRENT n/a #DIV/0! 0

SVY 95924
Testing of autonomic nervous system function; combined 
parasympathetic and sympathetic adrenergic function testing with at 
least 5 minutes of passive tilt

26 0.051 0.70 1.43 1.89 2.50 5.00 51 10 10 20 26 45 120 15

REC 95924
Testing of autonomic nervous system function; combined 
parasympathetic and sympathetic adrenergic function testing with at 
least 5 minutes of passive tilt

0.037 60 10 35 15

MPC 90806 Individual psychotherapy, insight oriented, behavior modifying and/or 
supportive, in an office or 0.037 50 50

MPC 99385 Initial comprehensive preventive medicine evaluation and management of 
an individual

        
0.053 45 5 30 10

Crosswalk 90876 Individual psychophysiological therapy incorporating biofeedback 
training by any modality (face-to-face with the patient), with 

        
0.029 70 10 50 10

Crosswalk 93660 Evaluation of cardiovascular function with tilt table evaluation, with 
continuous ECG monitoring and intermittent blood pressure monitoring, 

    
0.024 80 15 50 15

 

1.86

PRE-T INTRA-TIME

1.90

1.86

1.92

1.89

RVW



SS Rec Summary

45
46

47

48

49

50

51

52

A B C D E F G H I J K L O P Q R S T
 Total IMMD

Source CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 99213

Office or other outpatient visit for the evaluation and management of an 
established patient, which requires at least 2 of these 3 key components: 
An expanded problem focused history; An expanded problem focused 
examination; Medical decision making of low complexity. Counseling and 
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 low to moderate 

6 0.053 0.97 23 3 15 5

RUC 95923
Testing of autonomic nervous system function; sudomotor, including 1 or 
more of the following: quantitative sudomotor axon reflex test (QSART), 
silastic sweat imprint, thermoregulatory sweat test, and changes in 
sympathetic skin potential

0.030 0.90 35 10 15 10

SVY 95923
Testing of autonomic nervous system function; sudomotor, including 1 or 
more of the following: quantitative sudomotor axon reflex test (QSART), 
silastic sweat imprint, thermoregulatory sweat test, and changes in 
sympathetic skin potential

27 0.048 0.55 0.91 1.03 1.30 2.50 29.5 5 5 10 15 23 45 10

REC 95923

Testing of autonomic nervous system function; sudomotor, including 1 or 
more of the following: quantitative sudomotor axon reflex test (QSART), 
silastic sweat imprint, thermoregulatory sweat test, and changes in 
sympathetic skin potential

0.038 30 5 15 10

MPC 20551 Injection(s); single tendon origin/insertion 0.083 20 10 5 5

MPC 99202 Office or other outpatient visit for the evaluation and management of a 
new patient, which 0.052 22 2 15 5

INTRA-TIME

0.93

0.90

RVW PRE-T

0.75
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Testing of autonomic nervous system function; cardiovagal innvervation 
(parasympathetic function), including 2 or more of the following:  heart rate response to 
deep breating with recorded R-R internal, Valsalva ratio, and 30:15 ratio 

 
 
 
Global Period: XXX    Meeting Date:  April, 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The societies convened a 
consensus panel of physicians to develop recommended inputs. The physicians on the panel 
represent a variety of geographic locations and practice settings.  
 
 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The comparison code for 95921, is the existing codes (with RUC-approved inputs 
from 2000-2001). 
 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

  The technician explains the procedure and asks detailed questions on medications, previous 
surgeries and other exclusions that may alter the outcome of testing.  Patient is encouraged to empty 
bladder before testing begins.   

The technician assists the patient in lying on the exam table and answers any questions the patient may 
have.  An arm and finger blood pressure cuff is attached.   

 
Service Clinical Labor Activities:  
 
 The technician instructs the patient in baseline breathing and coaches the patient through deep 
breathing maneuvers, giving feedback on the number of seconds left in each maneuver.  
If needed, balloon monitoring effort during inhalation and expiration is also provided by the technician.  
 
Multiple Valsalva tests are performed –lying flat and  from a mild tilt position.  The patient rests between 
each maneuver.   
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The technician works to ensure the patient understands and complies with test specific instructions during 
the entirety of testing and assesses the patient for any reactions during testing, including blood pressure 
response to the Valsalva maneuver.   
 
  
 
Post-Service Clinical Labor Activities:  
 
 The technician obtains resting blood pressure reading and removes arm and finger cuff, If a 
patient needs additional recuperation time, the technician stays with the patient, monitoring vital signs and 
assisting the patient with ambulating back to the dressing room.  
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 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Testing of autonomic nervous system function; vasomotor adrenergic 
innveration (sympathetic adrenergic function), including beat-to-beat blood pressure and 
RR interval changes during Valsalva maneuver and at least 5 minutes of passive tilt.  

 
 
 
Global Period: XXX    Meeting Date:  April, 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The societies convened a 
consensus panel of physicians to develop recommended inputs. The physicians on the panel 
represent a variety of geographic locations and practice settings.  
 
 
 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The comparison code for 95922 is the existing codes (with RUC-approved inputs 
from 2000-2001). 
 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

  The technician explains the procedure and asks detailed questions on medications, previous 
surgeries and other exclusions that may alter the outcome of testing.  Patient is gowned if clothing is too 
restrictive for adequate access to sites necessary for testing.  Patient is encouraged to empty bladder 
before testing begins.   

The technician assists the patient in lying on the exam table and answers any questions the patient may 
have.  ECG electrodes are placed, blood pressure and finger cuffs are administered and a respiratory 
monitoring belt is attached to the patient.   

 
Service Clinical Labor Activities:  
 
 The technician instructs the patient in baseline breathing and coaches the patient through multiple 
sets of deep breathing maneuvers, giving feedback on the number of seconds left in each maneuver.   The 
patient is allowed to rest for 2 minutes between each set of breathing maneuvers.   
 
Multiple Valsalva tests are performed –lying flat and  from a mild tilt position.  The patient rests between 
each maneuver.  The patient then rests for 5 minutes before being placed in full heads up tilt position.  
Prior to tilt testing, the technician records the blood pressure and acquires baseline blood pressure 
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readings to compare to system readings.  During tilt testing, the technician monitors heart rate and blood 
pressure and observes the patient for any adverse effects.  
 
The technician works to ensure the patient understands and complies with test specific instructions during 
the entirety of testing and assesses the patient for any reactions during testing, including blood pressure 
response to the Valsalva maneuver.   
 
  
 
 
Post-Service Clinical Labor Activities:  
 
 The patient is allowed to rest for several minutes post testing.  The technician obtains multiple 
(maximum of 8 minutes) resting blood pressure readings and removes arm and finger cuff, electrodes, 
respiratory belts and any additional monitoring equipment.  If a patient needs additional recuperation 
time, the technician stays with the patient, monitoring vital signs and assisting the patient with ambulating 
back to the dressing room.  
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Testing of autonomic nervous system function; combined parasympathetic 
and sympathetic adrenergic function testing with at least 5 minutes of passive tilt 
 
 
Global Period: XXX    Meeting Date:  April, 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The societies convened a 
consensus panel of physicians to develop recommended inputs. The physicians on the panel 
represent a variety of geographic locations and practice settings.  
 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The comparison codes for 9592XX are 95921 and 95922, because the new code is a 
combination of those two codes provided on the same day. 
 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

  The technician explains the procedure and asks detailed questions on medications, previous 
surgeries and other exclusions that may alter the outcome of testing.   

The technician assists the patient in lying on the exam table and answers any questions the patient may 
have.  ECG electrodes are placed, blood pressure and finger cuffs are administered and a respiratory 
monitoring belt is attached to the patient.    

 

 
Service Clinical Labor Activities:  
 
 The technician instructs the patient in baseline breathing and coaches the patient through deep 
breathing maneuvers, giving feedback on the number of seconds left in each maneuver.  
 
The technician works to ensure the patient understands and complies with test specific instructions during 
the entirety of testing and assesses the patient for any reactions during testing, including blood pressure 
response to the Valsalva maneuver.   
 
Prior to tilt testing, the technician records the blood pressure and acquires 10 minutes of baseline blood 
pressure readings.  During tilt testing, the technician monitors heart rate and blood pressure and observes 
the patient for any adverse effects.  
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Post-Service Clinical Labor Activities:  
 
 The technician obtains multiple resting blood pressure readings and removes arm and finger cuff, 
electrodes, respiratory belts and any additional monitoring equipment.  If a patient needs additional 
recuperation time, the technician stays with the patient, monitoring vital signs and assisting the patient 
with ambulating back to the dressing room.  
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor:  Testing of autonomic nervous system function; sudomotor, including 1 or 
more of the following quantitative sudomotor axon reflex tests (QSART), silastic sweat 
imprinting (SIT), thermoregulatory sweat test (TST), and changes in sympathetic skin 
potential.   

 
 
 
Global Period: XXX    Meeting Date:  April, 2012 
 
 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The societies convened a 
consensus panel of physicians to develop recommended inputs. The physicians on the panel 
represent a variety of geographic locations and practice settings.  
 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: The comparison code for 95923 is the existing codes (with RUC-approved inputs 
from 2000-2001). 
 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

  The technician explains the procedure and asks detailed questions on medications, previous 
surgeries and other exclusions that may alter the outcome of testing.  Patient is encouraged to empty 
bladder before testing begins.   

The technician assists the patient in lying on the exam table and answers any questions the patient may 
have.   

For QSART testing: the patient may need to be gowned if clothing restricts access to skin.  The technician 
assembles 4 capsules used for stimulation and recording and cleans multiple recording sites on the 
patient’s arms, leg and foot.  The capsules are secured and stimulation grounds and wires are attached.  
Surface skin temperature is verified.  Warmers may be used at capsule site to ensure adequate skin 
temperature.  The tech verifies the patient can feel a stimulus.   

For SIT testing:  electrodes are placed on the hands and feet  

 For TST testing:  Vital signs (weight, height, temperature) are recorded.  The patient is gowned and the 
technician assembles and secures capsules used for recording.  

 
Service Clinical Labor Activities:  
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For QSART testing: The technician fills the capsules with a mixture of acetylcholine and water.  The 
technician starts the recordings, verifying there are no leaks in the capsules and that the baseline recording 
is stable.  Stimulation is begun, and the technician review latency and volume throughout the procedures. 
Once stimulation is complete, the nerves are monitored during a short period of rest.   
 
For SIT testing:  The technician stimulates sweat glands and applies a thin layer of moldable silastic 
material to the skin.   
  
For TST:  The technician and patient apply faces mask during powder application.  The technician applies 
powder to the patient’s entire body and places a thermal probe on the skin and in the patient’s mouth.  
The patient is assisted into the heat box and observed throughout the testing for increased body 
temperature or sweat production.  Probes are also used to control the heat lamps in the box.   
 
Post-Service Clinical Labor Activities:  
 
For all three tests:  Capsules are removed and patient is monitored to ensure vital signs are normal.  
 
For SIT testing:  the number of droplets, size and distribution are reported 
 
For TST:  The patient is removed from the box at a rate slow enough to ensure the body has time to adjust 
to temperature changes.  Photos are taken, computer scanning performed to map the areas of increased 
sweat production.  Patient’s weight is recorded.  After the majority of powder is brushed off the patient, 
the technician assists the patient to the shower and provides additional instructions to ensure the powder 
is washed off safely.   
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REVISED 

Meeting Date: April 2012

Tab: 33

Specialty: AAN, AANEM
CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX XXX XXX XXX

TOTAL CLINICAL LABOR TIME L037A Electrodiagnostic Technologist64.0 0.0 64.0 0.0 92.0 0.0 79.0 0.0 79.0 0.0 81.0 0.0 74.0 0.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L037A Electrodiagnostic Technologist10.0 0.0 0.0 0.0 10.0 0.0 0.0 0.0 0.0 0.0 10.0 0.0 0.0 0.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037A Electrodiagnostic Technologist49.0 0.0 64.0 0.0 77.0 0.0 79.0 0.0 79.0 0.0 66.0 0.0 74.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L037A Electrodiagnostic Technologist5.0 0.0 0.0 0.0 5.0 0.0 0.0 0.0 0.0 0.0 5.0 0.0 0.0 0.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms

Coordinate pre-surgery services

Schedule space and equipment in facility 0 0 0 0

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions

Other Clinical Activity - specify:

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available
L037A Electrodiagnostic Technologist  3 3 3 3

Obtain vital signs 3 3 3 3

Provide pre-service education/obtain consent L037A Electrodiagnostic Technologist 3 3 3 3

Prepare room, equipment, supplies L037A Electrodiagnostic Technologist 2 2 2 2

Setup scope (non facility setting only)

Prepare and position patient/ monitor patient/ set up IV

Sedate/apply anesthesia

Intra-service

perform test L037A Electrodiagnostic Technologist 45 60 60 55

Post-Service  

Monitor pt. following service/check tubes, monitors, drains L037A Electrodiagnostic Technologist 5 5 5 5

Clean room/equipment by physician staff L037A Electrodiagnostic Technologist 3 3 3 3

Clean Scope

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Check dressings & wound/ home care instructions /coordinate 

office visits /prescriptions

Other Clinical Activity - specify:

Dischrg mgmt same day (0.5 x 99238) (enter 6 min) n/a n/a n/a n/a n/a n/a n/a

Dischrg mgmt (1.0 x 99238) (enter 12 min) n/a n/a n/a n/a n/a n/a n/a

Dischrg mgmt (1.0 x 99239) (enter 15 min) n/a n/a n/a n/a n/a n/a n/a

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions

Other Clinical Activity - specify:

End: with last office visit before end of global period

95923

Testing of autonomic 

nervous system 

function; sudomotor, 

including 1 or more of 

the following: 

quantitative sudomotor 

axon reflex test 

(QSART), silastic sweat 

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 

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 

REFERENCE CODE

95923

REFERENCE CODE

95922

Testing of autonomic 

nervous system function; 

sudomotor, including 1 or 

more of the following: 

quantitative sudomotor axon 

reflex test (QSART), silastic 

sweat imprint, 

thermoregulatory sweat test, 

95924

Testing of autonomic 

nervous system 

function; combined 

parasympathetic and 

sympathetic adrenergic 

function testing with at 

least 5 minutes of 

passive tilt

REFERENCE CODE

Testing of autonomic nervous 

system function; cardiovagal 

innervation (parasympathetic 

function), including 2 or more 

of the following: heart rate 

response to deep breathing 

with recorded R-R interval, 

Valsalva ratio, and 30:15 ratio

95921 95921

Testing of autonomic 

nervous system function; 

cardiovagal innervation 

(parasympathetic function), 

including 2 or more of the 

following: heart rate 

response to deep breathing 

with recorded R-R interval, 
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REVISED 

Meeting Date: April 2012

Tab: 33

Specialty: AAN, AANEM
CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX XXX XXX XXX

95923

Testing of autonomic 

nervous system 

function; sudomotor, 

including 1 or more of 

the following: 

quantitative sudomotor 

axon reflex test 

(QSART), silastic sweat 

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 

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 

REFERENCE CODE

95923

REFERENCE CODE

95922

Testing of autonomic 

nervous system function; 

sudomotor, including 1 or 

more of the following: 

quantitative sudomotor axon 

reflex test (QSART), silastic 

sweat imprint, 

thermoregulatory sweat test, 

95924

Testing of autonomic 

nervous system 

function; combined 

parasympathetic and 

sympathetic adrenergic 

function testing with at 

least 5 minutes of 

passive tilt

REFERENCE CODE

Testing of autonomic nervous 

system function; cardiovagal 

innervation (parasympathetic 

function), including 2 or more 

of the following: heart rate 

response to deep breathing 

with recorded R-R interval, 

Valsalva ratio, and 30:15 ratio

95921 95921

Testing of autonomic 

nervous system function; 

cardiovagal innervation 

(parasympathetic function), 

including 2 or more of the 

following: heart rate 

response to deep breathing 

with recorded R-R interval, 

55

56

57

58

59

60

61

62

63

64

65

66
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69

70

71

72

73

74

75

76

77

78

79

MEDICAL SUPPLIES CODE UNIT

pack, minimum multi-specialty visit SA048 pack 1 1 1 1

gown, patient SB026 item 1 0 1 0 0 1 0

electrode, ECG (single) SD053 item 4 6 4 6 6 4

gauze, sterile 4in x 4in SG055 item 2 2 2 2 2 2 2

bandage, strip 0.75in x 3in (Bandaid) SG021 item 6 0 6 0 0 6 0

drape, non-sterile, sheet 40in x 60in SB006 item 1 1 1 1 1 1 1

mouthpiece, respiratory SD099 item 1 1 0 1 1 0 1

gloves, non-sterile SB022 pair 2 0 2 0 0 2 0

paper, exam table SB036 foot 7 0 7 0 0 7 0

electrode conductive gel SJ020 ml 5 5 5 5 5 5 5

swab-pad, alcohol SJ053 item 2 2 2 2 2 2 2

tape, surgical paper 1in (Micropore) SG079 inch 6 6 6 6 6 6 6

acetylcholine (for patient use) SH002 gm 50 50

kit, electrode, iontophoresis SA014 4

eye shield, non-fog SG049 item 2

indicator powder* gram 10

EQUIPMENT CODE

arterial tonometry acquisition system (WR Testworks) EQ051 30 64 40 79 79 0

table, tilt (w-trendelenberg) EF032 30 64 40 79 79 0

arterial tonometry monitor (Colin Pilot) EQ052 64 40 79 79 0

light, infra-red, ceiling mount EQ171 40 0 0 45 74

QSART acquisition system (Q-Sweat) EQ035 45 74
stimulator, constant current, w-stimulating and grounding electrodes 

(Grass Telefactor)
EQ124 45 74
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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 
Codes Reported Together- 75% or More Screen 

 
October 2012 

 
Bundle Thrombolysis 

 
 
In 2010, the Relativity Assessment Workgroup identified two codes through the 75% reported together screen:  37201 transcatheter therapy, 
infusion for thrombolysis other than coronary and 75896 transcatheter therapy, infusion, any method (eg thrombolysis other than coronary), 
radiological supervision and interpretation. In October 2011, the CPT Editorial Panel created four new codes (37211-37214) to describe 
transcatheter therapy for thrombolysis bundled with radiologic supervision and interpretation and Evaluation and Management services. In January 
2012, the specialty societies requested deferment of this family of services due to late CPT changes that expanded the number of codes; the 
continued questions about CPT guideline text, descriptors, and parentheticals; and the imprecision of the 000-day global survey instrument to 
accurately survey these codes. The Research Subcommittee approved a modified 000-day global survey instrument to be used to survey this family 
at the RUC meeting in April 2012. At the April 2012 RUC meeting, CPT codes 37211-37214 were reviewed and RUC recommendations were 
forwarded to CMS in May 2012. However, CPT codes 75896 Transcatheter therapy, infusion other than for thrombolysis, radiological 
supervision and interpretation and 75898 Angiography through existing catheter for follow-up study for transcatheter therapy,  
embolization or infusion, other than for thrombolysis were not surveyed and until specialty society recommendations were provided, the RUC 
recommended carrier pricing for both services.  
 
At the October 2012 RUC meeting, the specialties reiterated to the RUC that under the current coding structure, CPT codes 75896 and 75898 are 
reported during thrombolytic therapy. However, with the CPT revisions for 2013, these two codes will no longer be reported during thrombolytic 
therapy. Given this, it is unknown exactly how these two orphan codes will be reported in 2013. The remaining non-thrombolysis use of these 
codes will be influenced by future CPT Editorial Panel changes. CPT code 75896 will be included in a multi-specialty coding revision effort led 
by neurossurgery.  This coding proposal will describe intracranial infusion other than for thrombolysis (e.g. vasodilators in the setting of cerebral 
vasospasm). This coding change is expected to be reviewed by the CPT Editorial Panel in February 2013. CPT code 75898 will be addressed in 
the multi-specialty embolization coding revision due for CPT Editorial Panel review in February 2013 as well. The CPT codes resulting from these 
coding changes will be reviewed by the RUC at the April 2013 RUC meeting. However, until recommendations are reviewed and submitted 
for 2014, the RUC continues to recommend carrier pricing for CPT codes 75896 and 75898. 
 
May 2012 RUC Recommendations: 
The RUC recommendations for the other codes in this family were considered by the RUC in April 2012 and submitted to CMS in May 2012.  
These recommendations are attached for informational purposes only.  
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

D 37201  Transcatheter therapy, infusion for thrombolysis other than coronary 

(37201 has been deleted. To report see 37211-37214) 

(For radiological supervision and interpretation, use 75896) 

000 N/A 

#37211 I1 Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, initial treatment day  

000 8.00 

(RUC Recommendation May 2012)  

#37212 I2 Transcatheter therapy, venous infusion for thrombolysis, any method, including 
radiological supervision and interpretation, initial treatment day 

000 7.06 

(RUC Recommendation May 2012) 

#37213 I3 Transcatheter therapy, arterial other than coronary or venous infusion for 
thrombolysis, any method, including radiological supervision and interpretation, 
continued treatment on subsequent day during course of thrombolytic therapy, 
including follow-up catheter contrast injection, position change, or exchange, when 
performed;  

000 5.00 

(RUC Recommendation May 2012) 

#37214 I4 cessation of thrombolysis including removal of catheter and vessel 
closure by any method 

(Report 37211-37214 once per date of treatment) 

(For declotting by thrombolytic agent of implanted vascular access device or 
catheter, use 36593) 

000 3.04 

(RUC Recommendation May 2012) 

D 37209  Exchange of a previously placed intravascular catheter during thrombolytic therapy  

(For radiological supervision and interpretation, use 75900) 

(37209 has been deleted. For exchange of a previously placed intravascular catheter 
during thrombolytic therapy, see 37211-37214) 

000 N/A 
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▲75896 I5 Transcatheter therapy, infusion other than for thrombolysis, any method (eg, 
thrombolysis other than coronary), radiological supervision and interpretation 

(For radiological supervision and interpretation for thrombolysis other than 
coronary, see 37211-37214) 

(Do not report 75896 in conjunction with 37211-37214) 

(For infusion for coronary disease, see 92975, 92977) 

XXX RUC recommends Carrier Pricing for 2013 
Refer to CPT for CPT 2014 

 
 

▲75898 I6 Angiography through existing catheter for follow-up study for transcatheter therapy, 
embolization or infusion, other than for thrombolysis 

(For thrombolysis infusion management other than coronary, see 37211-37214) 

(Do not report 75898 in conjunction with 37211-37214) 

XXX RUC recommends Carrier Pricing for 2013  
Refer to CPT for CPT 2014 

D 75900  Exchange of a previously placed intravascular catheter during thrombolytic therapy 
with contrast monitoring, radiological supervision and interpretation 

(For procedure, use 37209) 

(75900 has been deleted. For exchange of a previously placed intravascular catheter 
during thrombolytic therapy with contrast monitoring, radiological supervision and 
interpretation, see 37211-37214) 

XXX N/A 

D75961  Transcatheter retrieval, percutaneous, of intravascular foreign body (eg, fractured 
venous or arterial catheter), radiological supervision and interpretation. 

(75961 has been deleted. To report, use 37211) 

XXX N/A 

92975         Thrombolysis, coronary; by intracoronary infusion, including selective coronary angiography 

92977                by intravenous infusion 

(For thrombolysis of vessels other than coronary, see 37201 37211-37214 75896) 

 



September 24, 2012 
 
Barbara Levy, MD 
Chair, RVS Update Committee 
American Medical Association 
515 N. State St. 
Chicago, IL 60610 
 
Re: Request to remove CPT 75896 and 75898 from September 2012 RUC agenda because they 
no longer relate to thrombolytic therapy 
 
Dear Dr. Levy, 
 
At the April 2012 RUC meeting, as part of the presentation of Tab 15, Bundled Thrombolysis, 
our specialties explained in a detailed letter why we did not survey CPT codes 75896 and 75898.  
Under the current coding structure, these two codes are reported during thrombolytic therapy.  
With the newly revised 2013 thrombolysis CPT descriptors, these two codes will no longer  be 
reported during thrombolytic therapy.  In fact, the 2013 code descriptors will be revised as 
follows  to specifically exclude thrombolysis: 
 

CPT code 75896 Transcatheter therapy, infusion any method (eg, thrombolysis other 
than coronary) for thrombolysis, radiological supervision and interpretation 

 
CPT code 75898 Angiography through existing catheter for follow-up study for 
transcatheter therapy, embolization or infusion, other than for thrombolysis 

 
For these reasons, the societies recommended that survey of the codes be delayed until the new 
thrombolysis codes enter the CPT book since no one knows exactly how these two orphan codes 
will be used in 2013.  At that time, the RUC voted to recommend “carrier-pricing” to CMS, and 
our societies agreed with that approach. As we understand it, the RUC expects survey of 75896 
and 75898 sooner than Medicare data will be available for the new thrombolysis codes. 
 
The remaining non-thrombolysis use of these two codes will be influenced by future CCPs. 
Specifically, CPT code 75896 will be included in a multispecialty CCP effort led by AANS/CNS 
describing intracranial infusion other than for thrombolysis (e.g vasodilators in the setting of 
cerebral vasospasm). The group intends to submit that CCP for the winter Panel meeting.  CPT 
code 75898 will be addressed in the multispecialty embolization CCP. Several specialty societies 
are working on that CCP for the winter Panel meeting as well. 
 
Since there is no longer a thrombolytic therapy indication for 75896 and 75898, and since RUC 
has appropriately recommended carrier pricing for 2013, we respectfully request that these two 
codes be removed from the September 2012 RUC meeting.  We recommend that survey be 
delayed pending the outcome of the CCPs described above after which the non-thrombolytic 
indications for these codes will be clearer. 
 
Respectfully, 



	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	    
Sean Tutton, MD     Zeke Silva, MD   
SIR RUC Advisor     ACR RUC Advisor      
 
    

                           
Gary Seabrook, MD     John Ratliff, MD 
SVS RUC Advisor     AANS RUC Advisor  

 
         

                                   	  
Alexander Mason, MD    Joshua Hirsch, MD 
CNS RUC Advisor     ASNR RUC Advisor 
 
 

 
Richard Wright, MD 
ACC RUC Advisor 
 
cc:  Sherry Smith 

Trisha Crishock 
Angela Kim 
Cathy Hill 
Mike Morrow 
James Vavricek 
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
Codes Reported Together- 75% or More Screen 

 
January/April 2012 

 
Bundle Thrombolysis 

 
 
In 2010, the Relativity Assessment Workgroup identified two codes through the 75% reported together screen:  37201 transcatheter therapy, 
infusion for thrombolysis other than coronary and 75896 transcatheter therapy, infusion, any method (eg thrombolysis other than coronary), 
radiological supervision and interpretation. In October 2011, the CPT Editorial Panel created four new codes (37211-4) to describe transcatheter 
therapy for thrombolysis bundled with radiologic supervision and interpretation and Evaluation and Management services. In January 2012, the 
specialty societies requested deferment of this family of services due to late CPT changes that expanded the number of codes; the continued 
questions about CPT guideline text, descriptors, and parentheticals; and the imprecision of the 000-day global survey instrument to accurately 
survey these codes. The Research Subcommittee approved a modified 000-day global survey instrument to be used to survey this family at the 
RUC meeting in April 2012.  
 
 
37211 Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any method, including radiological supervision and 
interpretation, initial treatment day 
The RUC reviewed the survey data from 50 vascular surgeons and interventional/diagnostic radiologists and recommends the following physician 
time components: pre-service time= 48 minutes, intra-service time= 60 minutes and post-service time= 30 minutes. In accordance with prior 
analogous recommendations (e.g. lower extremity revascularization) additional pre-service time was added, 9 minutes, for proper positioning and 
additional evaluation necessary for selection and verification of numerous supplies and equipment. The RUC also noted that the post-service time, 
and the work value, includes the work of a subsequent hospital care service, CPT code 99233, which was previously separately reportable on the 
same date of service.  
 
The RUC reviewed the survey’s estimated work values and agreed with the specialty society that 8.00 work RVUs, the survey’s 25th percentile, 
accurately reflects the physician work involved in this service. To justify this value, the RUC compared the surveyed code to reference CPT code 
93460 Catheter placement in coronary artery(s) for coronary angiography, including intraprocedural injection(s) for coronary angiography, 
imaging supervision and interpretation; with right and left heart catheterization including intraprocedural injection(s) for left ventriculography, 
when performed (work RVU= 7.35) and agreed that while the services have comparable work, 37211 should be valued slightly higher due to 
greater intra-service time, 60 minutes compared to 50 minutes. In addition, the RUC reviewed CPT code 36254 Superselective catheter placement 
(one or more second order or higher renal artery branches) renal artery and any accessory renal artery(s) for renal angiography, including 



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

arterial puncture, catheterization, fluoroscopy, contrast injection(s), image postprocessing, permanent recording of images, and radiological 
supervision and interpretation, including pressure gradient measurements when performed, and flush aortogram when performed; bilateral (work 
RVU= 8.15) and agreed that this reference code should be valued slightly higher because it has slightly greater intra-service time compared to the 
surveyed code, 68 minutes and 60 minutes, respectively. The RUC recommends a work RVU of 8.00 for CPT code 37211.  
 
37212 Transcatheter therapy, venous infusion for thrombolysis, any method, including radiological supervision and interpretation, initial 
treatment day 
The RUC reviewed the survey data from 50 vascular surgeons and interventional/diagnostic radiologists and recommends the following physician 
time components: pre-service time= 48 minutes, intra-service time= 60 minutes and post-service time= 30 minutes. In accordance with prior 
analogous recommendations (e.g. lower extremity revascularization) additional pre-service time was added, 9 minutes, for proper positioning and 
additional evaluation necessary for selection and verification of numerous supplies and equipment. The RUC also noted that the post-service time, 
and the work value, includes the work of a subsequent hospital care service, CPT code 99233, which was previously separately reportable on the 
same date of service.  
 
The RUC reviewed the survey’s estimated work values and agreed with the specialty society that 7.06 work RVUs, the survey’s 25th percentile, 
accurately reflects the physician work involved in this service. To justify this value, the RUC compared the surveyed code to key reference service 
37187 Percutaneous transluminal mechanical thrombectomy, vein(s), including intraprocedural pharmacological thrombolytic injections and 
fluoroscopic guidance (work RVU= 8.03) and agreed that reference code should be valued higher due to greater intra-service time and slightly 
greater total time, 145 minutes and 138 minutes, respectively. In addition, the RUC reviewed CPT code 93460 Catheter placement in coronary 
artery(s) for coronary angiography, including intraprocedural injection(s) for coronary angiography, imaging supervision and interpretation; 
with right and left heart catheterization including intraprocedural injection(s) for left ventriculography, when performed (work RVU= 7.35) and 
agreed that while the services have comparable work, the surveyed code should be valued lower because it is a less intense and complex service. 
Finally,  the RUC reviewed 37211 in comparison to 37212 and noted that while the two service have identical time, 37212 should be valued lower 
because the arterial system involved in 37211 has greater intensity due to higher risk for complication compared to the venous infusion code. The 
RUC recommends a work RVU of 7.06 for CPT code 37212.  
 
 
 
 
 
 
 
 



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

37213 Transcatheter therapy, arterial other than coronary or venous infusion for thrombolysis, any method, including radiological supervision 
and interpretation, continued treatment on subsequent day during course of thrombolytic therapy, including follow-up catheter contrast 
injection, position change, or exchange, when performed 
The RUC reviewed the survey data from 50 vascular surgeons and interventional/diagnostic radiologists and recommends the following physician 
time components: pre-service time= 41 minutes, intra-service time= 33 minutes and post-service time= 25 minutes. In accordance with prior 
analogous recommendations (e.g. lower extremity revascularization) additional pre-service time was added, 2 minutes, for proper positioning to 
obtain necessary views to treat the lesion. The RUC also noted that the post-service time, and the work value, includes the work of a subsequent 
hospital care service, CPT code 99233, which was previously separately reportable on the same date of service. Finally, the specialty discussed 
that this service includes continued treatment only if the care continues into the third day. This service is not typical, and will be billed only a 
fraction of the time compared to CPT code 37214, which describes continued care concluded on the second day of care.  
 
The RUC reviewed the survey’s estimated work values and agreed with the specialty society that 5.00 work RVUs, the survey’s 25th percentile, 
accurately reflects the physician work involved in this service. To justify this value, the RUC compared the surveyed code to reference CPT code 
93452 Left heart catheterization including intraprocedural injection(s) for left ventriculography, imaging supervision and interpretation, when 
performed (work RVU= 4.75) and agreed that while the two services are similar services, the surveyed code should be valued slightly higher due 
to greater intra-service time, 33 minutes and 30 minutes, respectively. In addition, the RUC reviewed CPT code 93455 Catheter placement in 
coronary artery(s) for coronary angiography, including intraprocedural injection(s) for coronary angiography, imaging supervision and 
interpretation; with catheter placement(s) in bypass graft(s) (internal mammary, free arterial, venous grafts) including intraprocedural 
injection(s) for bypass graft angiography (work RVU= 5.54) and the reference code should be valued slightly higher due to greater intra-service 
time compared to 37213. Finally, the RUC compared this service to the base arterial infusion service, 37211, and concurred that 37213 is 
appropriately valued relative to the family of services. The RUC recommends a work RVU of 5.00 for CPT code 37213. 
 
37214 Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, including radiological supervision 
and interpretation, continued treatment on subsequent day during course of thrombolytic therapy, including follow-up catheter contrast 
injection, position change, or exchange, when performed; cessation of thrombolysis including removal of catheter and vessel closure by any 
method 
The RUC reviewed the survey data from 48 vascular surgeons and interventional/diagnostic radiologists and recommends the following physician 
time components: pre-service time= 41 minutes, intra-service time= 38 minutes and post-service time= 23 minutes. In accordance with prior 
analogous recommendations (e.g. lower extremity revascularization) additional pre-service time was added, 2 minutes, for proper positioning to 
obtain necessary views to treat the lesion. The RUC also noted that the post-service time, and the work value, includes the work of a subsequent 
hospital care service, CPT code 99233, which was previously separately reportable on the same date of service. Finally, the specialty discussed 
that this service includes continued treatment when the thrombolysis is concluded on the second day, which is the typical clinical scenario. 
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The RUC reviewed the survey respondents’ estimated physician work values and agreed with the specialties that the respondents overestimated the 
physician work involved in this service. To value this service accurately, the previously billed codes that are now bundled into this procedure 
(75898 work RVU= 1.65 and 99233 work RVU= 1.39) were summated to obtain a work RVU of 3.04. The RUC agreed that a work RVU of 3.04, 
below the survey’s 25th percentile, is an accurate value for this service. To justify this value, the RUC compared the surveyed code to reference 
code 36200 Introduction of catheter, aorta (work RVU= 3.02) and agreed that while 37214 has 8 minutes more intra-service time compared to 
36200, the reference code is a more intense procedure and the two services should be valued similarly. In addition, the RUC reviewed CPT code 
31630 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with tracheal/bronchial dilation or closed reduction of 
fracture (work RVU= 3.81) and agreed that the reference code should be valued higher due to greater intra-service time compared to the surveyed 
code, 45 minutes and 38 minutes, respectively. Finally, the RUC reviewed code 37214 in relation to the family of services and noted that the 
intensity and complexity of 37214 is much less compared to 37213 and is appropriately valued lower than 37213. The RUC recommends a work 
RVU of 3.04 for CPT code 37214.  
 
The RUC discussed the need to survey CPT codes 75896 Transcatheter therapy, infusion other than for thrombolysis, radiological supervision 
and interpretation and CPT code 75898 Angiography through existing catheter for follow-up study for transcatheter therapy, embolization or 
infusion, other than for thrombolysis since the inherent physician work has changed due to CPT Editorial Panel revisions. The specialty explained that 
these codes will see large utilization shifts into the new bundled codes. The specialty societies have indicated that CPT code 75898 will be addressed 
in the upcoming Embolization code change proposal to the CPT Editorial Panel in CPT 2013. The specialties will be providing a further 
recommendation for CPT code 75896 at the October 2012 RUC meeting and the resulting RUC recommendation will be sent to CMS immediately for 
inclusion in the CY 2013 MPFS Final Rule. However, until recommendations are provided, the RUC recommends carrier pricing for CPT 
codes 75896 and 75898. 
 
Practice Expense: The RUC reviewed and accepted the direct practice expense inputs with minor modifications by the Practice Expense 
Subcommittee. 
 
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. 
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CPT Code 
(•New) 

Track-
ing 

Num-
ber 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

D 37201  Transcatheter therapy, infusion for thrombolysis other than coronary 

(37201 has been deleted. To report see 37211-37214) 

(For radiological supervision and interpretation, use 75896) 

000 N/A 

#37211 I1 Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, initial treatment day  

000 8.00 

#37212 I2 Transcatheter therapy, venous infusion for thrombolysis, any method, including 
radiological supervision and interpretation, initial treatment day 

000 7.06 

#37213 I3 Transcatheter therapy, arterial other than coronary or venous infusion for thrombolysis, 
any method, including radiological supervision and interpretation, continued treatment 
on subsequent day during course of thrombolytic therapy, including follow-up catheter 
contrast injection, position change, or exchange, when performed;  

000 5.00 

#37214 I4 cessation of thrombolysis including removal of catheter and vessel closure 
by any method 

(Report 37211-37214 once per date of treatment) 

(For declotting by thrombolytic agent of implanted vascular access device or catheter, 
use 36593) 

000 3.04 

D 37209  Exchange of a previously placed intravascular catheter during thrombolytic therapy  

(For radiological supervision and interpretation, use 75900) 

(37209 has been deleted. For exchange of a previously placed intravascular catheter 
during thrombolytic therapy, see 37211-37214) 

000 N/A 
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▲75896 I5 Transcatheter therapy, infusion other than for thrombolysis, any method (eg, 
thrombolysis other than coronary), radiological supervision and interpretation 

(For radiological supervision and interpretation for thrombolysis other than coronary, see 
37211-37214) 

(Do not report 75896 in conjunction with 37211-37214) 

(For infusion for coronary disease, see 92975, 92977) 

XXX RUC recommends 
Carrier Pricing 

 

▲75898 I6 Angiography through existing catheter for follow-up study for transcatheter therapy, 
embolization or infusion, other than for thrombolysis 

(For thrombolysis infusion management other than coronary, see 37211-37214) 

(Do not report 75898 in conjunction with 37211-37214) 

XXX RUC recommends 
Carrier Pricing 

D 75900  Exchange of a previously placed intravascular catheter during thrombolytic therapy with 
contrast monitoring, radiological supervision and interpretation 

(For procedure, use 37209) 

(75900 has been deleted. For exchange of a previously placed intravascular catheter 
during thrombolytic therapy with contrast monitoring, radiological supervision and 
interpretation, see 37211-37214) 

XXX N/A 

D75961  Transcatheter retrieval, percutaneous, of intravascular foreign body (eg, fractured venous 
or arterial catheter), radiological supervision and interpretation. 

(75961 has been deleted. To report, use 37211) 

XXX N/A 

92975         Thrombolysis, coronary; by intracoronary infusion, including selective coronary angiography 

92977                by intravenous infusion 

(For thrombolysis of vessels other than coronary, see 37201 37211-37214 75896) 

 



April 3, 2012 
 
Barbara Levy, MD 
Chair, RVS Update Committee 
American Medical Association  
515 N. State St.  
Chicago, IL 60610  
 
Re:  Tab 14 Bundle Thrombolysis – 75896/75898 
 
Dear Dr. Levy, 
 
Tab 14 Bundle Thrombolysis is on the agenda for the upcoming April RUC meeting.  The genesis of this 
tab was the identification of CPT code 37201 Transcatheter therapy, infusion for thrombolysis other than 
coronary and 75896 Transcatheter therapy, infusion, any method (eg, thrombolysis other than coronary), 
radiological supervision and interpretation in a “Billed Together more than 75% of the time” screen. 
 
This issue was discussed at CPT, where 4 new codes were developed to replace 37201 and 75896.  The 
four new CPT codes were surveyed by a multi-specialty group and recommendations will be presented at 
the upcoming meeting. 
 
There were two additional codes 75896 Transcatheter therapy, infusion, any method (eg, thrombolysis 
other than coronary), radiological supervision and interpretation and 75898 Angiography through 
existing catheter for follow-up study for transcatheter therapy, embolization or infusion listed on the LOI.  
We included the following note on our LOI “The two orphan S&I codes here 75896 and 75898 follow a 
similar pattern of our other orphan codes that have come through the RUC recently. It is not suitable to 
survey them at this time. As such we will be surveying the 4 new codes only.”  Those codes should 
remain in their current format in the CPT book until Medicare data are available from the new 
thrombolysis codes. 
 
Please let us know if you have any questions. 
 
Respectfully, 

        
Gary Seabrook, MD     Geraldine McGinty, MD      
SVS RUC Advisor    ACR RUC Advisor      
     

    
 
 
 
 

Sean Tutton, MD 
SIR RUC Advisor   
 
cc: Sherry Smith 

Trisha Crishock 
Angela Kim 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:37211 Tracking Number   I1                   Original Specialty Recommended RVU: 8.00  
                        Presented Recommended RVU: 8.00  
Global Period: 000                                       RUC Recommended RVU: 8.00 
 
CPT Descriptor: Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any method, including 
radiological supervision and interpretation, initial treatment day  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 76-year-old man with a right femoral-popliteal bypass presents to the emergency room with a 
painful, ischemic leg. Physical exam shows absent graft and distal pulses. Motor/sensory exam shows mild sensory deficit, 
but no motor deficit. The patient is taken to the procedure room where aortogram and runoff angiography exams are 
performed. (Diagnostic angiography reported separately). Acute thrombosis of the graft is shown, as well as thrombosis of 
the popliteal artery. Arterial thrombolysis is performed.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 98% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 98% 
 
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? 8% 
 
Description of Pre-Service Work:  
• The patient is evaluated.   
• A targeted H&P is performed.   
• The proposed procedure is discussed with the patient/family and consent is obtained and documented.  
• The patient is transported to the procedure room and placed supine on the procedure table. 
• Moderate sedation is administered. 
 
 
Description of Intra-Service Work:  
• Monitor the patient for moderate sedation. 
• An exchange length guidewire is inserted into the diagnostic catheter and the diagnostic catheter is removed under 
fluoroscopic guidance. 
• Under fluoroscopic guidance a coaxial infusion catheter system is introduced over the guidewire and positioned with the 
distal tip in the popliteal artery and with the proximal sideholes in the thrombosed fem-pop graft. 
• Angiography is performed to document location of catheter and status of runoff vessels. 
• The catheters and access sheath are sutured in position at the skin entrance site.   
• Bolus injection of thrombolytic agent is performed. 
• Thrombolysis infusion is initiated.    
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Description of Post-Service Work:  
• Dressings are applied. 
• Moderate sedation post procedure work. 
• The patient is transferred from the angio suite to the ICU for care during thrombolysis. 
• Appropriate care orders are entered in the electronic medical record. 
• The procedure is documented in the chart. 
• Procedural imaging is post processed and a permanent record is created for the PACS archive. 
• A formal report including image interpretation is dictated, transcribed, edited, and authenticated for archival in the 
permanent medical record. 
• The procedural findings and treatment plans are discussed with the patient, family, and referring medical team. 
• Ongoing evaluation and management care is provided in the ICU during the infusion which includes management of 
thrombolysis dose, anticoagulation, monitoring of appropriate blood levels (e.g. fibrinogen, coagulation studies, etc) and 
clinical assessment of limb perfusion and access site. 
 



                                                                                                                                                  CPT Code: 37211 
SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): 
Gary Seabrook, MD, Robert Zwolak, MD, Mathew Sideman, MD, Michael Sutherland, 
MD, Sean Roddy, MD, Sean Tutton, MD, Michael Hall, MD, Robert Vogelzang, MD, 
Jerry Niedzwiecki, MD, Geraldine McGinty, MD and Zeke Silva, MD 

Specialty(s): Vascular Surgery, Interventional Radiology and Diagnostic Radiology 

CPT Code: 37211 

Sample Size: 2528 Resp N: 
    50 Response:   1.9 %  

Description of 
Sample: 

SVS - 1953, All US, MD members 
SIR - 400 randomly selected 
ACR - 175, randomly selected  

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 4.00 8.00 15.00 40.00 

Survey RVW: 5.00 8.00 9.00 10.00 20.00 
Pre-Service Evaluation Time:   52.50   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   12.50   

Intra-Service Time: 20.00 45.00 60.00 90.00 120.00 

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): 0.00 99231x  0.00     99232x  0.00     99233x  0.00 
Discharge Day Mgmt: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 37211 Recommended Physician Work RVU:  8.00 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 33.00 7.00 
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: 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  0.0  99239x 0.0            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
 37184      000        8.66                         RUC Time 
 
CPT Descriptor Primary percutaneous transluminal mechanical thrombectomy, noncoronary, arterial or arterial bypass 
graft, including fluoroscopic guidance and intraprocedural pharmacological thrombolytic injection(s); initial vessel 
  
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     
 43269      000    8.20  RUC Time                            19,974 
CPT Descriptor 1 Endoscopic retrograde cholangiopancreatography (ERCP); with endoscopic retrograde removal of 
foreign body and/or change of tube or stent 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
 31600       000          7.17                RUC Time                                37,809   
 
CPT Descriptor 2 Tracheostomy, planned (separate procedure); 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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 (Median)  

CPT Code:    
37211 

Key Reference 
CPT Code:   

 37184 

Source of Time 
RUC Time 

Median Pre-Service Time 48.00 40.00 
   
Median Intra-Service Time 60.00 90.00 
   
Median Immediate Post-service Time 30.00 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 
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Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 138.00 160.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.00 4.11 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.18 4.11 

   
Urgency of medical decision making 4.64 4.56 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.36 4.22 

Physical effort required 4.09 4.00 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.82 4.67 

Outcome depends on the skill and judgment of physician 4.64 4.67 

Estimated risk of malpractice suit with poor outcome 4.18 4.33 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 4.09 4.11 

Intra-Service intensity/complexity 4.27 4.44 

Post-Service intensity/complexity 3.18 3.11 

 
  
 
Additional Rationale and Comments 
 
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.     
 
Why is this code being reviewed? 
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Code 37211 “Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any method, including 
radiological supervision and interpretation, initial treatment day” is a new code bundling the work of arterial 
thrombolysis.  This service was previously reported with 37201 “Transcatheter therapy, infusion for thrombolysis other 
than coronary” (wRVU 4.99 ), 75896 “Transcatheter therapy, infusion, any method (eg, thrombolysis other than 
coronary), radiological supervision and interpretation” (wRVU 1.31), and 75898 “Angiography through existing catheter 
for follow-up study for transcatheter therapy, embolization or infusion” (wRVU 1.65).  It also bundles all evaluation and 
management service provided on the same day.  These patients require ICU care and the most frequent E&M code 
would be 99233 “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” (wRVU 2.00). 
 
Work RVU Recommendation 
We are recommending the 25th percentile from our multispecialty survey, a work RVU of 8.00. 
 
Pre-time 
Pre-time package 2b (facility- difficult patient/straightforward procedure with sedation/anesthesia) is appropriate, with 
modifications to the package positioning time. We believe it is fully justified to add 7 minutes to pre-service evaluation 
to account for selection and verification of numerous supplies and devices, review and set-up of significant imaging 
necessary for the procedure, and to coordinate all technical personnel. We recommend adding 2 minutes for appropriate 
positioning on the table in order to be able to obtain all appropriately necessary views to treat the lesion in question. 
These additional minutes were added to the lower extremity revascularization codes for the same reasons and accepted 
by the RUC. 
 
Comparison to key reference code 
 
Clinical Comparison with Key Reference 
The key reference service chosen by 22% of survey respondents is 37184 “Primary percutaneous transluminal mechanical 
thrombectomy, noncoronary, arterial or arterial bypass graft, including fluoroscopic guidance and intraprocedural 
pharmacological thrombolytic injection(s); initial vessel.” This is similar to 37211 in the sense that they are both 
endovascular procedures performed on occluded arteries. Key differences are that 37184 involves the use of a 
mechanical device to remove thrombus whereas 37211 only uses pharmacologic means. The addition of a mechanical 
device adds a significant amount of time to the procedure. In addition, all of the evaluation and management services 
provides on the same day are also bundled into 37211 but they are not included in 37184. 
 
Work Comparison with Key Reference  
The primary differences between 37184 “Primary percutaneous transluminal mechanical thrombectomy, noncoronary, 
arterial or arterial bypass graft, including fluoroscopic guidance and intraprocedural pharmacological thrombolytic 
injection(s); initial vessel.” and 37211 are the intra-service time, the intensity, and the bundled E&M services. 37184 
requires 30 minutes MORE intra-time than 37211 (90 min compared to 60). Otherwise, the two services have the similar 
pre-time and immediate post-service times. The increased intra-time for 37184 is accounted for by the preparation and 
use of the mechanical device to remove thrombus from a vessel. 37211 is more intense than 37184 because it involves 
the initial diagnosis and decision making to treat the problem while 37814 is more technical. 37211 also includes all 
E&M services provided on the same day while the patient is in the intensive care unit receiving pharmacologic 
thrombolysis.   
 
Given these similarities, the two codes compare favorably and support our recommended 25th percentile survey value of 
8.00. 
 

 RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

37211 8.00 0.105 138 40 3 5 60 30 
37184 8.66 0.080 160 20 10 10 90 30 

 
Comparison to MPC codes 
 
Comparison with MPC List Code 1, CPT 43269 – RVW 8.20 
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43269 “Endoscopic retrograde cholangiopancreatography (ERCP); with endoscopic retrograde removal of foreign body 
and/or change of tube or stent” is a 0-day MPC service with 141 minutes total time, including 40 minutes pre-time and 30 
minutes post-time. Both 43269 and 37211 are invasive procedures requiring technical skill to perform successfully. Both 
43269 and 37211 have similar of intra-service times (71min vs. 60 min) and very similar IWPUTs (0.0934 vs. 0.105). 
RVW for 43269 is 8.20 and the major adjustment to estimate an RVW for 37211 from this reference service lies in the pre-
service and intra-service times. The difference in intra-service time can be accounted for by subtracting 11 minutes 
multiplied by the IWPUT for 43269 (11 x 0.0934 = 1.0274) and adding 8 minutes of pre-service time at 0.0224 RVW per 
minute (8 x 0.0224 = 0.1792). 
 
Thus, the estimated RVW of 37211 should be 8.20 (MPC RVW) + 0.1792 (pre-service adjustment) – 1.0274 (intra-service 
adjustment) = 7.35. Comparison with this MPC code with very similar time and intensity inputs supports our recommended 
25th percentile survey value of 8.00. 
 
Comparison with MPC List Code 1, CPT 31600 – RVW 7.17 
31600 “Tracheostomy, planned (separate procedure);” is a 0-day MPC service with 156 minutes total time including 50 
minutes pre-time and 66 minutes post-time. Both 31600 and 37211 are procedures requiring technical skill to complete 
successfully. Both 31600 and 37211 have similar total times and intensities but different distribution of times. RVW for 
31600 is 7.17 and the adjustments to estimate an RVW for 37211 from this reference service lies in the pre-, intra- and 
post-service times. The difference in intra-service time can be accounted for by adding 20 minutes multiplied by the 
IWPUT for 31600 (20 x 0.1134 = 2.268) and subtracting 38 minutes of pre- and post-service time at 0.0224 RVW per 
minute (38 x 0.0224 = 0.8512).   
 
Thus, the estimated RVW of 37211 should be 7.17 (MPC RVW) + 2.268 (intra-service adjustment) – 0.8512 (pre- and 
post-service adjustment) = 8.59. Comparison with this MPC code with very similar time and intensity inputs supports our 
recommended 25th percentile survey value of 8.00. 
 
In conclusion, our recommended 25th percentile survey value of 8.00 lays nicely between the wRVU for MPC codes 31600 
and 43269, both raw and adjusted. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

43269 Endo cholangiopancreatograph 8.20 0.093 141 40   71 30 
37211 Thrombolysis, arterial, init day 8.00 0.105 138 40 3 5 60 30 
31600 Incision of windpipe 7.17 0.113 156 50   40 66 

 
Additional points of comparison 
 
We find four other codes in the RUC database that further support our recommended 25th percentile survey value of 8.00 
for 37211. They are 93460 “Catheter placement in coronary artery(s) for coronary angiography, including 
intraprocedural injection(s) for coronary angiography, imaging supervision and interpretation; with right and left heart 
catheterization including intraprocedural injection(s) for left ventriculography, when performed”, 52345 
"Cystourethroscopy with ureteroscopy; with treatment of ureteropelvic junction stricture (eg, balloon dilation, laser, 
electrocautery, and incision)", 93461 “Catheter placement in coronary artery(s) for coronary angiography, including 
intraprocedural injection(s) for coronary angiography, imaging supervision and interpretation; with right and left heart 
catheterization including intraprocedural injection(s) for left ventriculography, when performed, catheter placement(s) in 
bypass graft(s) (internal mammary, free arterial, venous grafts) with bypass graft angiography”, 36254 "Superselective 
catheter placement (one or more second order or higher renal artery branches) renal artery and any accessory renal 
artery(s) for renal angiography, including arterial puncture, catheterization, fluoroscopy, contrast injection(s), image 
postprocessing, permanent recording of images, and radiological supervision and interpretation, including pressure 
gradient measurements when performed, and flush aortogram when performed; bilateral", and 52346 
“Cystourethroscopy with ureteroscopy; with treatment of intra-renal stricture (eg, balloon dilation, laser, electrocautery, 
and incision).”  The table below compares these codes to 37211. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

RUC 
reviewed 

52345 Cysto/uretero w/up stricture 7.55 0.128 135 45 10 15 45 20 2008 
93460 R&l hrt art/ventricle angio 7.35 0.113 128 40 3 5 50 30 2010 
37211 Thrombolysis, arterial, init day 8.00 0.105 138 40 3 5 60 30 2012 
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93461 R&l hrt art/ventricle angio 8.10 0.095 153 45 3 5 65 35 2010 
36254 Ins cath ren art 2nd+ bilat 8.15 0.098 139 33 3 5 68 30 2011 
52346 Cystouretero w/renal strict 8.58 0.116 140 40 10 10 60 20 2008 

 
Summary 
Based on all the above data and comparisons, we believe the 25th percentile survey RVW of 8.00 is appropriate for 
37211.   
  
 
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.) 
 

 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.  Thrombolysis infusion can occur in any vessel, both arterial and venous. The work required for 
thrombolysis infusion will depend on the specific vessel that needs to be catheterized. Therefore, it is expected 
that coding for the procedure will include one or more vascular catheterization codes in addition to the arterial or 
venous thrombolysis infusion code. This reflects current coding practice and appropriately represents the highly 
variable work required for thrombolysis of different vessels. 

  
 
FREQUENCY INFORMATION 
 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 37201, 75896 and 99233 
 
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 Vascular Surgery   How often?  Commonly  
 
Specialty Interventional Radiology   How often?  Commonly 
 
Specialty Cardiology   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.  An estimate for the number of times this service is performed nationally in a one-
year period is unknown.   
 
Specialty        Frequency        Percentage        % 
 
Specialty        Frequency        Percentage        % 
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Specialty        Frequency         Percentage        % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  8,062 
 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. The specialty mix is based on the specialty mix in the reference service code 37184.   
 
Specialty Vascular Surgery  Frequency 1855   Percentage  23.00 % 
 
Specialty Interventional Surgery  Frequency 3225  Percentage  40.00 % 
 
Specialty Cardiology  Frequency 1290  Percentage  16.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  37184 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:37212 Tracking Number   I2                   Original Specialty Recommended RVU: 7.06  
                        Presented Recommended RVU: 7.06  
Global Period: 000                                       RUC Recommended RVU: 7.06 
 
CPT Descriptor: Transcatheter therapy, venous infusion for thrombolysis, any method, including radiological supervision 
and interpretation, initial treatment day  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  A 45-year-old woman presents with sudden onset of a severely swollen and painful left leg. 
Duplex ultrasound shows acute left leg deep vein thrombosis affecting the femoral vein. Diagnostic venography confirms 
thrombosis and also demonstrates thrombosis extending to the common iliac vein (venography reported separately). 
Venous thrombolysis is performed using a popliteal vein approach. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 96% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 96% 
 
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? 10% 
 
Description of Pre-Service Work:  
• The patient is evaluated.   
• A targeted H&P is performed.   
• The proposed procedure is discussed with the patient/family and consent is obtained and documented.  
• The patient is transferred from her hospital room to the angiographic suite and placed prone on the angiographic table. 
• Moderate sedation is administered. 
 
 
Description of Intra-Service Work:  
• Monitor the patient for moderate sedation. 
• An exchange length guidewire is inserted into the diagnostic catheter and the diagnostic catheter is removed under 
fluoroscopic guidance. 
• Under fluoroscopic guidance a coaxial infusion catheter system is introduced over the guidewire and positioned with the 
distal tip in the inferior vena cava and with the proximal sideholes in the thrombosed vein. 
• Angiography is performed to document location of catheter. 
• The catheters and access sheath are sutured in position at the skin entrance site.   
• Bolus injection of thrombolytic agent is performed. 
• Thrombolysis infusion is initiated. 
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Description of Post-Service Work:  
• Dressings are applied. 
• Moderate sedation post procedure work.   
• The patient is transferred from the angio suite to the ICU for care during thrombolysis. 
• Appropriate care orders are written. 
• The procedure is documented in the chart. 
• Procedural imaging is post processed and a permanent record is created for the PACS archive. 
• A formal report including image interpretation is dictated, transcribed, edited, and authenticated for archival in the 
permanent medical record. 
• The procedural findings and treatment plans are discussed with the patient, family, and referring medical team. 
• Ongoing evaluation and management care is provided in the ICU during the infusion which includes management of 
thrombolysis dose, anticoagulation, monitoring of appropriate blood levels (e.g. fibrinogen, coagulation studies, etc) and 
clinical assessment of venous return and access site. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): 
Gary Seabrook, MD, Robert Zwolak, MD, Mathew Sideman, MD, Michael Sutherland, 
MD, Sean Roddy, MD, Sean Tutton, MD, Michael Hall, MD, Robert Vogelzang, MD, 
Jerry Niedzwiecki, MD, Geraldine McGinty, MD and Zeke Silva, MD 

Specialty(s): Vascular Surgery, Interventional Radiology and Diagnostic Radiology 

CPT Code: 37212 

Sample Size: 2528 Resp N: 
    50 Response:   1.9 %  

Description of 
Sample: 

SVS - 1953, All US, MD members 
SIR - 400 randomly selected 
ACR - 175, randomly selected   

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 5.00 8.00 15.00 50.00 

Survey RVW: 3.85 7.06 8.08 9.88 15.00 
Pre-Service Evaluation Time:   52.50   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   12.50   

Intra-Service Time: 15.00 45.00 60.00 90.00 120.00 

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): 0.00 99231x  0.00     99232x  0.00     99233x  0.00 
Discharge Day Mgmt: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 37212 Recommended Physician Work RVU:  7.06 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 33.00 7.00 
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: 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  0.0  99239x 0.0            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
37187      000        8.03                         RUC Time 
 
CPT Descriptor Percutaneous transluminal mechanical thrombectomy, vein(s), including intraprocedural pharmacological 
thrombolytic injections and fluoroscopic guidance 
  
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     
58560      000    6.99  RUC Time                            64 
CPT Descriptor 1 Hysteroscopy, surgical; with division or resection of intrauterine septum (any method) 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
31600      000          7.17                RUC Time                                37,809   
 
CPT Descriptor 2 Tracheostomy, planned (separate procedure); 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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:   15          % of respondents: 30.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
37212 

Key Reference 
CPT Code:   

37187 

Source of Time 
RUC Time 

Median Pre-Service Time 48.00 40.00 
   
Median Intra-Service Time 60.00 85.00 
   
Median Immediate Post-service Time 30.00 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 Subsequent Observation Care Time 0.0 0.00 
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Median Total Time 138.00 145.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.71 3.62 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.79 3.69 

   
Urgency of medical decision making 3.86 3.69 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.07 3.85 

Physical effort required 4.07 3.85 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.21 3.92 

Outcome depends on the skill and judgment of physician 4.36 4.08 

Estimated risk of malpractice suit with poor outcome 3.79 3.62 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.71 3.62 

Intra-Service intensity/complexity 4.00 4.00 

Post-Service intensity/complexity 3.50 3.15 

 
  
 
Additional Rationale and Comments 
 
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.     
 
Why is this code being reviewed? 
Code 37212 “Transcatheter therapy, venous infusion for thrombolysis any method, including radiological supervision 
and interpretation, initial treatment day” is a new code bundling the work of venous thrombolysis. This service was 
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previously reported with 37201, “Transcatheter therapy, infusion for thrombolysis other than coronary” (wRVU 4.99), 
Code 75896 “Transcatheter therapy, infusion, any method (eg, thrombolysis other than coronary), radiological 
supervision and interpretation” (wRVU 1.31), and 75898 “Angiography through existing catheter for follow-up study for 
transcatheter therapy, embolization or infusion” (wRVU 1.65). It also bundles all evaluation and management service 
provided on the same day. These patients require ICU care and the most frequent E&M code would be 99233 
“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” (wRVU 2.00). 
 
Work RVU Recommendation 
We are recommending the 25th percentile from our multispecialty survey, a work RVU of 7.06. 
 
Pre-time 
Pre-time package 2b (facility- difficult patient/straightforward procedure with sedation/anesthesia) is appropriate, with 
modifications to the package positioning time. We believe it is fully justified to add 7 minutes to pre-service evaluation 
to account for selection and verification of numerous supplies and devices, review and set-up of significant imaging 
necessary for the procedure, and to coordinate all technical personnel. We recommend adding 2 minutes for appropriate 
positioning on the table in order to be able to obtain all appropriately necessary views to treat the lesion in question. 
These additional minutes were added to the lower extremity revascularization codes for the same reasons and accepted 
by the RUC. 
 
Comparison to key reference code 
 
Clinical Comparison with Key Reference 
The key reference service chosen by 30% of survey respondents is 37187 “Percutaneous transluminal mechanical 
thrombectomy, vein(s), including intraprocedural pharmacological thrombolytic injections and fluoroscopic guidance.” 
This is similar to 37212 in the sense that they are both vascular interventions performed on veins for thrombosis. Key 
differences are that 37187 only involves mechanical thrombectomy while 37212 involves the initial diagnostic exam, 
decision to perform thrombolysis, and all evaluation and management services provided that day. 
 
Work Comparison with Key Reference  
The primary differences between 37187 “Percutaneous transluminal mechanical thrombectomy, vein(s), including 
intraprocedural pharmacological thrombolytic injections and fluoroscopic guidance” and 37212 lay in the intra-service 
time and the pre- and post-service times. Code 37187 requires 25 minutes MORE intra-time than 37212 (85 min 
compared to 60). The pre-service time is longer for 37212 (48 min vs. 40) and the post-service time is longer for 37212 
(30 min vs. 20). The increased intra-time for 37187 is accounted for by the preparation and use of the mechanical device 
to remove thrombus from the vein. 
 
Given these similarities, the two codes compare favorably and support our recommended 25th percentile survey value of 
7.06. 
 

 RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

37212 7.06 0.090 138 40 3 5 60 30 
37187 8.03 0.080 145 26 5 9 85 20 

 

 
Comparison to MPC codes 
 
Comparison with MPC List Code 1, CPT 31600 – RVW 7.17 
31600 “Tracheostomy, planned (separate procedure);” is a 0-day MPC service with 156 minutes total time including 50 
minutes pre-time and 66 minutes post-time. Both 36100 and 37212 are procedures requiring technical skill to complete 
successfully. Both 31600 and 37212 have similar total times and intensities but different distribution of times. RVW for 
36100 is 7.17 and the adjustments to estimate an RVW for 37212 from this reference service lies in the pre-, intra- and 
post-service times.  The difference in intra-service time can be accounted for by adding 20 minutes multiplied by the 
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IWPUT for 31600 (20 x 0.1134 = 2.268). The difference in pre- and post-service time can be accounted for by subtracting 
38 minutes at 0.0224 RVW per minute (38 x 0.0224 = 0.8512).   
 
Thus, the estimated RVW of 37212 should be 7.17 (MPC RVW) + 2.268 (intra-service adjustment) – 0.8512 (pre- and 
post-service adjustment) = 8.59. Comparison with this MPC code with very similar time and intensity inputs supports our 
recommended 25th percentile survey value of 7.06. 
 
Comparison with MPC List Code 1, CPT 58560 – RVW 6.99 
58560 “Hysteroscopy, surgical; with division or resection of intrauterine septum (any method)” is a 0-day MPC service 
with 125 minutes total time, including 40 minutes pre-time and 25 minutes post-time. Both 58560 and 37212 are invasive 
procedures requiring technical skill to perform successfully. 58560 and 37212 have identical intra-service times and very 
similar IWPUTs (0.0922 vs. 0.090). RVW for 58560 is 6.99 and the major adjustment to estimate an RVW for 37212 from 
this reference service lies in the pre-service and post-service times. The difference in pre- and post-service times can be 
accounted for by adding 8 minutes of pre-service time at 0.0224 RVW per minute (8 x 0.0224 = 0.1792) and adding 5 
minutes of post-service time at 0.0224 RVW per minute (5 x 0.0224 = 0.112). 
 
Thus, the estimated RVW of 37212 should be 6.99 (MPC RVW) + 0.1792 (pre-service adjustment) + 0.112 (post-service 
adjustment) = 7.28. Comparison with this MPC code with very similar time and intensity inputs supports our recommended 
25th percentile survey value of 7.06. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

31600 Incision of windpipe 7.17 0.113 156 50   40 66 
37212 Thrombolysis, vein, init day 7.06 0.090 138 40 3 5 60 30 
58560 Hysteroscopy resect septum 6.99 0.092 125 40   60 25 

In conclusion, our recommended 25th percentile survey value of 7.06 lays nicely between the wRVU for MPC codes 36100 
and 58560, both raw and adjusted. 
 
Additional points of comparison 
We find four other codes in the RUC database that further support our recommended 25th percentile survey value of 7.06 
for 37212. They are 31545 “Laryngoscopy, direct, operative, with operating microscope or telescope, with submucosal 
removal of non-neoplastic lesion(s) of vocal cord; reconstruction with local tissue flap(s)”, 36475 “Endovenous ablation 
therapy of incompetent vein, extremity, inclusive of all imaging guidance and monitoring, percutaneous, radiofrequency; 
first vein treated”, 93460 “Catheter placement in coronary artery(s) for coronary angiography, including intraprocedural 
injection(s) for coronary angiography, imaging supervision and interpretation; with right and left heart catheterization 
including intraprocedural injection(s) for left ventriculography, when performed.”, and 52345 “Cystourethroscopy with 
ureteroscopy; with treatment of ureteropelvic junction stricture (eg, balloon dilation, laser, electrocautery, and incision)” 
 The table below compares these codes to 37212. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

RUC 
reviewed 

31545 Remove vc lesion w/scope 6.30 0.069 154 40 10 10 60 34 2004 
36475 Endovenous rf 1st vein 6.72 0.075 159 40 10 15 60 34 2004 
37212 Thrombolysis, vein, init day 7.06 0.090 138 40 3 5 60 30 2012 
93460 R&l hrt art/ventricle angio 7.35 0.114 128 40 3 5 50 30 2010 
52345 Cysto/uretero w/up stricture 7.55 0.128 153 45 10 15 45 20 2008 

 
Summary 
Based on all the above data and comparisons, we believe the 25th percentile survey RVW of 7.06 is appropriate for 
37212.   
  
 
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  
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Why is the procedure reported using multiple codes instead of just one code?  (Check all that apply.) 
 

 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.  Thrombolysis infusion can occur in any vessel, both arterial and venous. The work required for 
thrombolysis infusion will depend on the specific vessel that needs to be catheterized. Therefore, it is expected 
that coding for the procedure will include one or more vascular catheterization codes in addition to the arterial or 
venous thrombolysis infusion code. This reflects current coding practice and appropriately represents the highly 
variable work required for thrombolysis of different vessels. 

  
 
FREQUENCY INFORMATION 
 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 37201, 75894 and 99233 
 
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 Vascular Surgery   How often?  Commonly  
 
Specialty Interventional Radiology   How often?  Commonly 
 
Specialty Cardiology   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.  An estimate for the number of times this service is performed nationally in a one-
year period is unknown. 
 
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?  5,374 
 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. The specialty mix is based on the specialty mix in the reference service code 37184.  
  
 
Specialty Vascular Surger  Frequency 1237   Percentage  23.01 % 
 
Specialty Interventional Radiology  Frequency 2150  Percentage  40.00 % 
 
Specialty Cardiology  Frequency 860  Percentage  16.00 % 
 
Do many physicians perform this service across the United States? Yes 
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Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  37184 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:37213 Tracking Number   I3                   Original Specialty Recommended RVU: 5.00  
                        Presented Recommended RVU: 5.00  
Global Period: 000                                       RUC Recommended RVU: 5.00 
 
CPT Descriptor: Transcatheter therapy, arterial other than coronary or venous infusion for thrombolysis, any method, 
including radiological supervision and interpretation, continued treatment on subsequent day during course of thrombolytic 
therapy, including follow-up catheter contrast injection, position change, or exchange, when performed 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 76-year-old man with an occluded right femoral-popliteal bypass had thrombolysis infusion 
started the prior day. He has been managed in the intensive care unit overnight. He undergoes follow-up angiography 
which demonstrates a residual thrombus. A catheter exchange is performed and thrombolytic infusion is resumed.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 94% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 96% 
 
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? 10% 
 
Description of Pre-Service Work:  
• Ongoing evaluation and management care is provided which includes management of thrombolysis dose, 
• The patient is transferred from his hospital room to the angiographic suite and placed on the angiographic table. 
• Clinical assessment of the patient includes evaluation of extremity perfusion, as well as motor/sensory exam of the 
affected leg. 
• Moderate sedation is administered. 
 
 
Description of Intra-Service Work:  
• Monitor the patient for moderate sedation. 
• Thrombolytic infusion is temporarily stopped. 
• Contrast is injected through the infusion catheter and angiography is performed, studying the area that is being infused. 
• Angiography shows partial success in clot dissolution. The decision is made to exchange the infusion catheter and 
advance the tip further down the graft. The dressings at the catheter site are removed, and the area is prepped and draped.  
• Over a guidewire the existing catheter is removed and exchanged for a replacement.  
• Angiography is performed to confirm correct catheter tip position, and to ensure that catheter exchange has not altered the 
clot position. 
• The catheter and access sheath are re-sutured in position at the skin entrance site.   
• The catheter and access sheath side-arm are connected to infusion pumps. 
• Thrombolysis infusion is re-started.    
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Description of Post-Service Work:  
• Dressings are applied. 
• Moderate sedation post procedure work. 
• The patient is transferred from the angio suite to the ICU for continued care during thrombolysis. 
• Appropriate care orders are written. 
• The procedure is documented in the chart. 
• Procedural imaging is post processed and a permanent record is created for the PACS archive. 
• A formal report including image interpretation is dictated, transcribed, edited, and authenticated for archival in the 
permanent medical record. 
• The procedural findings and treatment plans are discussed with the patient, family, and referring medical team. 
• Ongoing evaluation and management care is provided in the ICU during the infusion which includes management of 
thrombolysis dose, anticoagulation, monitoring of appropriate blood levels (e.g. fibrinogen, coagulation studies, etc) and 
clinical assessment of limb perfusion and access site. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): 
Gary Seabrook, MD, Robert Zwolak, MD, Mathew Sideman, MD, Michael Sutherland, 
MD, Sean Roddy, MD, Sean Tutton, MD, Michael Hall, MD, Robert Vogelzang, MD, 
Jerry Niedzwiecki, MD, Geraldine McGinty, MD and Zeke Silva, MD 

Specialty(s): Vascular Surgery, Interventional Radiology and Diagnostic Radiology 

CPT Code: 37213 

Sample Size: 2528 Resp N: 
    50 Response:   1.9 %  

Description of 
Sample: 

SVS - 1953, All US, MD members 
SIR - 400 randomly selected 
ACR - 175, randomly selected   

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 5.00 10.00 20.00 50.00 

Survey RVW: 2.93 5.00 6.00 7.00 15.00 
Pre-Service Evaluation Time:   15.00   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   10.00   

Intra-Service Time: 15.00 30.00 33.00 60.00 120.00 

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: 0.00 99238x  0.00  99239x 0.00            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 37213 Recommended Physician Work RVU:  5.00 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 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: 33.00 

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
36521      000        5.35                         RUC Time 
 
CPT Descriptor Selective catheter placement (first-order), main renal artery and any accessory renal artery(s) for renal 
angiography, including arterial puncture and catheter placement(s), fluoroscopy, contrast injection(s), image 
postprocessing, permanent recording of images, and radiological supervision and interpretation, including pressure gradient 
measurements when performed, and flush aortogram when performed; 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. 
                       Most Recent 
MPC CPT Code 1  Global   Work RVU               Time Source                    Medicare Utilization     
52276      000    4.99  RUC Time                            11,473 
CPT Descriptor 1 Cystourethroscopy with direct vision internal urethrotomy 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
45385       000          5.30                RUC Time                                640,634   
 
CPT Descriptor 2 Colonoscopy, flexible, proximal to splenic flexure; with removal of tumor(s), polyp(s), or other lesion(s) 
by snare technique 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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: 16.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
37213 

Key Reference 
CPT Code:   

36521 

Source of Time 
RUC Time 

Median Pre-Service Time 41.00 41.00 
   
Median Intra-Service Time 33.00 45.00 
   
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 0.0 0.00 
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Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 99.00 116.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.56 3.22 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.44 3.22 

   
Urgency of medical decision making 3.22 3.11 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.56 3.67 

Physical effort required 3.56 3.56 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.11 3.67 

Outcome depends on the skill and judgment of physician 4.22 4.00 

Estimated risk of malpractice suit with poor outcome 3.89 3.67 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.67 3.11 

Intra-Service intensity/complexity 3.89 3.33 

Post-Service intensity/complexity 3.44 3.00 

 
  
 
Additional Rationale and Comments 
 
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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Why is this code being reviewed? 
Code 37213, Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, 
including radiological supervision and interpretation, continued treatment on subsequent day during course of 
thrombolytic therapy, including follow-up catheter contrast injection, position change, or exchange, when performed; is 
a new code bundling the subsequent day work of arterial or venous thrombolysis.  This service was previously reported 
with 37209, Exchange of a previously placed intravascular catheter during thrombolytic therapy (wRVU 2.27), 75898, 
Angiography through existing catheter for follow-up study for transcatheter therapy, embolization or infusion (wRVU 
1.65), and 75900, Exchange of a previously placed intravascular catheter during thrombolytic therapy with contrast 
monitoring, radiological supervision and interpretation (wRVU 0.49).  It also bundles all evaluation and management 
service provided on the same day.  These patients require ICU care and the most frequent E&M code would be 99233, 
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 (wRVU 2.00). 
 
Work RVU Recommendation 
We are recommending the 25th percentile from our multispecialty survey, a work RVU of 5.00. 
 
Pre-time 
Pre-time package 2b (facility- difficult patient/straightforward procedure with sedation/anesthesia) is appropriate, with 
modifications to the package positioning time. We recommend adding 2 minutes for appropriate positioning on the table 
in order to be able to obtain all appropriately necessary views to treat the lesion in question. These additional minutes 
were added to the lower extremity revascularization codes for the same reasons and accepted by the RUC. 
 
Comparison to key reference code 
 
Clinical Comparison with Key Reference 
The key reference service chosen by 20% of survey respondents is 36521 “Selective catheter placement (first-order), main 
renal artery and any accessory renal artery(s) for renal angiography, including arterial puncture and catheter 
placement(s).”  This is similar to 37213 in the sense that they are both vascular interventions. Key differences are that 
3625 is a first-order diagnostic code whereas 37213 is an interventional code with likely higher order selective catheter 
placement. 
 
Work Comparison with Key Reference  
The primary differences between 36521 “Selective catheter placement (first-order), main renal artery and any accessory 
renal artery(s) for renal angiography, including arterial puncture and catheter placement(s).” and 37213 are that 36251 
has more intra-service time, and more post-service time but a lower intensity. There is less intra-service than key 
reference 36251 (33 min compared to 45). Otherwise, the two services have the identical pre-service and similar 
immediate post-service time. 
 
Given these similarities, the two codes compare favorably and support our recommended 25th percentile survey value of 
5.00 wRVUs. 
 

 

 

CPT RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

37213 5.00 0.109 99 33 3 5 33 25 
36251 5.35 0.085 116 33 3 5 45 30 

 

Comparison to MPC codes 

 
Comparison with MPC List Code 1, CPT 52276 – RVW 4.99 
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52276 “Cystourethroscopy with direct vision internal urethrotomy)” is a 0-day MPC service with 95 minutes total time 
including 30 minutes pre-time and 30 minutes post-time.  Both 52276 and 372X3 are procedures requiring technical skill to 
complete successfully.  Both 52276 and 37213 have similar total times and intensities but different distribution of times.  
RVW for 52276 is 4.99 and the adjustments to estimate an RVW for 372X3 from this reference service lies in the pre-, 
intra- and post-service times.  The difference in intra-service time can be accounted for by adding 2 minutes multiplied by 
the IWPUT for 52276 (2 x 0.1042 = 0.2084).  The difference in pre- and post-service time can be accounted for by adding 
3 minutes at 0.0224 RVW per minute (3 x 0.0224 = 0.0672).   
 
Thus, the estimated RVW of 37212 should be 4.99 (MPC RVW) + 0.2084 (intra-service adjustment) + 0.0672 (pre- and 
post-service adjustment) = 5.27.  Comparison with this MPC code with very similar time and intensity inputs supports our 
recommended 25th percentile survey value of 5.00. 
 
Comparison with MPC List Code 1, CPT 45385 – RVW 5.30 
45385 “Colonoscopy, flexible, proximal to splenic flexure; with removal of tumor(s), polyp(s), or other lesion(s) by 
snare technique” is a 0-day MPC service with 74 minutes total time, including 16 minutes pre-time and 15 minutes post-
time.  Both 45385 and 37212 are invasive procedures requiring technical skill to perform successfully.  45385 and 372X2 
have similar intra-service times and very similar IWPUTs (0.1071 vs. 0.109).  RVW for 45385 is 5.30 and the major 
adjustment to estimate an RVW for 37213 from this reference service lies in the pre-, intra- and post-service times.  The 
difference in intra-service time can be accounted for by subtracting 10 minutes multiplied by the IWPUT for 45385 (10 x 
0.1071 = 1.071).  The difference in pre- and post-service times can be accounted for by adding 32 minutes at 0.0224 RVW 
per minute (32 x 0.0224 = 0.7168).  
 
Thus, the estimated RVW of 37213 should be 5.30 (MPC RVW) - 1.071 (intra-service adjustment) + 0.7168 (pre- and 
post-service adjustment) = 4.95.  Comparison with this MPC code with very similar time and intensity inputs supports our 
recommended 25th percentile survey value of 5.00. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

52276 Cystoscopy and treatment 4.99 0.104 95 30   35 30 
37213 Continue thrombolysis, subseq day 5.00 0.109 99 33 3 5 33 25 
45385 Lesion removal colonoscopy 5.30 0.107 74 16   43 15 

 
In conclusion, our recommended 25th percentile survey value of 5.00 lays nicely between the wRVU for MPC codes 52276 
and 45385, both raw and adjusted. 
 
Additional points of comparison 
We find four other codes in the RUC database that further support our recommended 25th percentile survey value of 5.00 
for 37213. They are 43246 “Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum 
and/or jejunum as appropriate; with directed placement of percutaneous gastrostomy tube”, 93452 “Left heart 
catheterization including intraprocedural injection(s) for left ventriculography, imaging supervision and interpretation, 
when performed”, 59070 “Transabdominal amnioinfusion, including ultrasound guidance”, and 93455 “Catheter 
placement in coronary artery(s) for coronary angiography, including intraprocedural injection(s) for coronary 
angiography, imaging supervision and interpretation; with catheter placement(s) in bypass graft(s) (internal mammary, 
free arterial venous grafts) including intraprocedural injection(s) for bypass graft angiography”  The table below 
compares these codes to 37213. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

RUC 
reviewed 

43246 Place gastrostomy tube 4.32 0.075 106 35 8 5 38 20 2005 
93452 Left hrt cath w/ventrclgrphy 4.75 0.102 108 40 3 5 30 30 2010 
37213 Continue thrombolysis, subseq day 5.00 0.109 99 33 3 5 33 25 2012 
59070 Transabdom amnioinfus w/us 5.24 0.109 125 40 15 10 30 30 2003 
93455 Coronary art/grft angio s&i 5.54 0.094 123 45 3 5 40 30 2010 

 
Summary 
Based on all the above data and comparisons, we believe the 25th percentile survey RVW of 5.00 is appropriate for 
37213.   
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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.) 
 

 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) 37209, 75898, 75900 and 99233 
 
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 Vascular Surgery   How often?  Commonly  
 
Specialty Interventional Radiology   How often?  Commonly 
 
Specialty Cardiology   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.  An estimate for the number of times this service is performed nationally in a one-
year period is unknown. 
 
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?  2,230 
 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. The specialty mix is based on the specialty mix in the reference service code 37184. 
 
Specialty Vascular Surgery  Frequency 610   Percentage  23.01 % 
 
Specialty Interventional Radiology  Frequency 1060  Percentage  40.00 % 
 
Specialty Cardiology  Frequency 424  Percentage  16.00 % 
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Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  37184 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:37214 Tracking Number   I4                   Original Specialty Recommended RVU: 3.04  
                        Presented Recommended RVU: 3.04  
Global Period: 000                                       RUC Recommended RVU: 3.04 
 
CPT Descriptor: Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, 
including radiological supervision and interpretation, continued treatment on subsequent day during course of thrombolytic 
therapy, including follow-up catheter contrast injection, position change, or exchange, when performed, and cessation of 
thrombolysis including removal of catheter and vessel closure by any method  
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey: A 76-year-old man with an occluded right femoral-popliteal bypass has been treated by 
continuous infusion of thrombolysis for 2 days. He is clinically improved, and there is no longer evidence of leg ischemia. 
He undergoes follow-up angiography which demonstrates successful thrombolysis. The catheter is removed and vessel 
closed.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 81% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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? 92% 
 
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? 8% 
 
Description of Pre-Service Work:  
• Ongoing evaluation and management care is provided which includes management of thrombolysis dose. 
• The patient is transferred from his hospital room to the angiographic suite and placed on the angiographic table. 
• Clinical assessment of the patient includes evaluation of extremity perfusion, as well as motor/sensory exam of the 
affected leg. 
• Moderate sedation is administered. 
 
 
Description of Intra-Service Work:  
• Moderate sedation is monitored. 
• Thrombolytic in fusion is temporarily stopped. 
• Contrast is injected through the infusion catheter and angiography is performed, studying the area that is being infused. 
• Angiography shows completed therapy.   
• The infusion catheter is removed. 
• Hemostasis obtained with manual compression, closure device, or standard closure of the arteriotomy. 
 
 
Description of Post-Service Work:  
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• Dressings are applied. 
• Moderate sedation post procedure work.  
• The patient is transferred from the angio suite to the ICU for continued care during thrombolysis. 
• Appropriate care orders are written. 
• The procedure is documented in the chart. 
• Procedural imaging is post processed and a permanent record is created for the PACS archive. 
• A formal report including image interpretation is dictated, transcribed, edited, and authenticated for archival in the 
permanent medical record. 
• The procedural findings and treatment plans are discussed with the patient, family, and referring medical team. 
• Ongoing evaluation and management care is provided which includes anticoagulation, monitoring of appropriate blood 
levels (e.g. fibrinogen, coagulation studies, etc) and clinical assessment of limb perfusion and access site. 
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 04/2012 

Presenter(s): 
Gary Seabrook, MD, Robert Zwolak, MD, Mathew Sideman, MD, Michael Sutherland, 
MD, Sean Roddy, MD, Sean Tutton, MD, Michael Hall, MD, Robert Vogelzang, MD, 
Jerry Niedzwiecki, MD, Geraldine McGinty, MD and Zeke Silva, MD 

Specialty(s): Vascular Surgery, Interventional Radiology and Diagnostic Radiology 

CPT Code: 37214 

Sample Size: 2528 Resp N: 
    48 Response:   1.8 %  

Description of 
Sample: 

SVS - 1953, All US, MD members 
SIR - 400 randomly selected 
ACR - 175, randomly selected   

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 5.00 10.00 16.00 50.00 

Survey RVW: 3.00 4.99 5.55 7.00 15.00 
Pre-Service Evaluation Time:   17.50   
Pre-Service Positioning Time:   10.00   
Pre-Service Scrub, Dress, Wait Time:   10.00   

Intra-Service Time: 10.00 20.00 38.00 60.00 120.00 

Immediate Post Service-Time: 23.00  

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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: 37214 Recommended Physician Work RVU:  3.04 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 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: 38.00 

Immediate Post Service-Time: 23.00  

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            99217x 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 
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Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
36251      000        5.35                         RUC Time 
 
CPT Descriptor Selective catheter placement (first-order), main renal artery and any accessory renal artery(s) for renal 
angiography, including arterial puncture and catheter placement(s), fluoroscopy, contrast injection(s), image 
postprocessing, permanent recording of images, and radiological supervision and interpretation, including pressure gradient 
measurements when performed, and flush aortogram when performed; 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. 
                       Most Recent 
MPC CPT Code 1  Global   Work RVU               Time Source                    Medicare Utilization     
31622       000    2.78  RUC Time                            84,807 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure) 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
45378       000          3.69                RUC Time                                758,465   
 
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) 
  
Other Reference CPT Code Global    Work RVU            Time Source 
                   0.00                                         
 
CPT Descriptor       
 
  
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: 16.6  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
37214 

Key Reference 
CPT Code:   

36251 

Source of Time 
RUC Time 

Median Pre-Service Time 41.00 40.00 
   
Median Intra-Service Time 38.00 45.00 
   
Median Immediate Post-service Time 23.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 
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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 Subsequent Observation Care Time 0.0       

Median Total Time 102.00 115.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.56 3.22 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.44 3.22 

   
Urgency of medical decision making 3.22 3.11 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.56 3.67 

Physical effort required 3.56 3.56 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.11 3.67 

Outcome depends on the skill and judgment of physician 4.22 4.00 

Estimated risk of malpractice suit with poor outcome 3.89 3.69 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity 3.67 3.11 

Intra-Service intensity/complexity 3.89 3.33 

Post-Service intensity/complexity 3.44 3.00 

 
  
 
Additional Rationale and Comments 
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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.     
 
Why is this code being reviewed? 
Code 37214 “Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, 
including radiological supervision and interpretation, continued treatment on subsequent day during course of 
thrombolytic therapy, including follow-up catheter contrast injection, position change, or exchange, when performed; 
cessation of thrombolysis including removal of catheter and vessel closure by any method” is a new code bundling the 
final day work of arterial or venous thrombolysis.  This service was previously reported with 75898 “Angiography 
through existing catheter for follow-up study for transcatheter therapy, embolization or infusion” (wRVU 1.65), and 
99233 “Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at least 2 of 
these 3 key components: An expanded problem focused interval history; An expanded problem focused 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 
patient is responding inadequately to therapy or has developed a minor complication” (wRVU 1.39). 
 
Work RVU Recommendation 
We are recommending the existing values, a work RVU of 3.04. 
 
Pre-time 
Pre-time package 2b (facility- difficult patient/straightforward procedure with sedation/anesthesia) is appropriate, with 
modifications to the package positioning time. We recommend adding 2 minutes for appropriate positioning on the table 
in order to be able to obtain all appropriately necessary views to treat the lesion in question. These additional minutes 
were added to the lower extremity revascularization codes for the same reasons and accepted by the RUC. 
 
Comparison to key reference code 
 
Clinical Comparison with Key Reference 
The key reference service chosen by 17% of survey respondents is 36521 “Selective catheter placement (first-order), main 
renal artery and any accessory renal artery(s) for renal angiography, including arterial puncture and catheter 
placement(s).”  This is similar to 37214 in the sense that they are both vascular interventions.  Key differences are that 
36521 is a first-order diagnostic code whereas 37214 is an interventional code with completion of treatment and closure 
of the access site. 
 
Work Comparison with Key Reference  
The primary differences between 36521 “Selective catheter placement (first-order), main renal artery and any accessory 
renal artery(s) for renal angiography, including arterial puncture and catheter placement(s).” and 37214 are that 36251 
has more intra-service time, and more post-service time but a lower intensity. There is less intra-service than key 
reference 36251 (38 min compared to 45). Otherwise, the two services have the identical pre-service and similar 
immediate post-service time. 
 
Given these similarities, the two codes compare favorably and support our recommended value of 3.04 wRVUs. 
 

CPT RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

37214 3.04 0.044 102 33 3 5 38 23 
36251 5.35 0.085 116 33 3 5 45 30 

 
Comparison to MPC codes 
 
Comparison with MPC List Code 1, CPT 31622 – RVW 2.78 
31622 “Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell 
washing, when performed (separate procedure)” is a 0-day MPC service with 65 minutes total time, including 20 minutes 
pre-time and 15 minutes post-time.  Both 31622 and 37214 are invasive procedures requiring technical skill to perform 
successfully.  Both 31622 and 37214 have similar of intra-service times (30 min vs. 38 min).  RVW for 31622 is 2.78 and 
the major adjustment to estimate an RVW for 37214 from this reference service lies in the pre-service and intra-service 
times.  The difference in intra-service time can be accounted for by adding 8 minutes multiplied by the IWPUT for 31622 
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(8 x 0.0688 = 0.5504) and adding 26 minutes of pre- and post-service time at 0.0224 RVW per minute (26 x 0.0224 = 
0.5824). 
 
Thus, the estimated RVW of 37214 should be 2.78 (MPC RVW) + 0.5504 (intra-service adjustment) + 0.5824 (pre- and 
post-service adjustment)  = 3.91.  Comparison with this MPC code with very similar intra-service time more than supports 
our recommended value of 3.04. 
 
Comparison with MPC List Code 1, CPT 45378 – RVW 3.69 
45378 “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)” is a 0-day MPC service with 75 minutes 
total time including 30 minutes pre-time and 15 minutes post-time.  Both 45378 and 37214 are procedures requiring 
technical skill to complete successfully.  Both 45378 and 37214 have similar intra-service times.  RVW for 45378 is 3.69 
and the adjustments to estimate an RVW for 37214 from this reference service lies in the pre-, intra- and post-service times. 
 The difference in intra-service time can be accounted for by adding 8 minutes multiplied by the IWPUT for 45378 (8 x 
0.0917 = 0.7336) and adding 16 minutes of pre- and post-service time at 0.0224 RVW per minute (16 x 0.0224 = 0.3584).   
 
Thus, the estimated RVW of 37214 should be 3.69 (MPC RVW) + 0.7336 (intra-service adjustment) + 0.3584 (pre- and 
post-service adjustment) = 4.782.  Comparison with this MPC code with very similar time supports our recommended 
value of 3.04. 
 
In conclusion, our recommended value of 3.04 lays nicely between the wRVU for MPC codes 31622 and 45378. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

31622 Dx bronchoscope/wash 2.78 0.069 65 10 5 5 30 15 
37214 End thrombolysis, remov cath 3.04 0.044 102 33 3 5 38 23 
45378 Diagnostic colonoscopy 3.69 0.092 75 20 5 5 30 15 

 
Additional points of comparison 
We find four other codes in the RUC database that further support our recommended value of 3.04 for 37214. They are 
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”, 12007 
“Simple repair of superficial wounds of scalp, neck, axillae, external genitalia, trunk and/or extremities (including hands 
and feet); over 30.0 cm”, 49446 “Conversion of gastrostomy tube to gastro-jejunostomy tube, percutaneous, under 
fluoroscopic guidance including contrast injection(s), image documentation and report” and 31630 "Bronchoscopy, rigid 
or flexible, including fluoroscopic guidance, when performed; with tracheal/bronchial dilation or closed reduction of 
fracture." The table below compares these codes to 37214. 
 

CPT DESC RVW IWPUT 
Total 
Time Eval Posit SDW INTRA IM-post 

RUC 
reviewed 

51729 Cystometrogram w/vp&up 2.51 0.043 75 20 0 0 40 15 2006 
12007 Repair superficial wound(s) 2.90 0.071 54 8 2 1 35 8 2010 
36200 Place catheter in aorta 3.02 0.058 91 33 3 5 30 20 2011 
37214 End thrombolysis, remov cath 3.04 0.044 102 33 3 5 38 23 2012 
49446 Change g-tube to g-j perc 3.31 0.055 93 25 8 5 40 15 2007 
31630 Bronchoscopy dilate/fx repr 3.81 0.050 125 20 15 15 45 30 2003 

 
Summary 
Based on all the above data and comparisons, we believe the RVW of 3.04 is appropriate for 37214.   
 
  
 
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  
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Why is the procedure reported using multiple codes instead of just one code?  (Check all that apply.) 
 

 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.  There is a possibility that a patient will have a stenosis identified after clot dissolution and would 
benefit from either an endovascular intervention or open surgical revascularization that may be done on the 
same day or a subsequent date (same hospitilization).   

  
 
FREQUENCY INFORMATION 
 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 75898 and 99232 
 
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 Vascular Surgery    How often?  Commonly  
 
Specialty Interventional Radiology   How often?  Commonly 
 
Specialty Cardiology   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.  An estimate for the number of times this service is performed nationally in a one-
year period is unknown. 
 
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?  
13,436  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The specialty mix is based on the specialty mix in the reference service code 
37184. 
 
Specialty Vascular Surgery  Frequency 3091   Percentage  23.00 % 
 
Specialty Interventional Radiology  Frequency 5375  Percentage  40.00 % 
 
Specialty Cardiology  Frequency 2150  Percentage  16.00 % 
 
Do many physicians perform this service across the United States? Yes 
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Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  37184 
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ISSUE: Thrombolysis

TAB: 15
Total

SOURCE CPT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL POSIT SDW MIN 25th MED 75th MAX P-SD MIN 25th MED 75th MAX

REF (2005) 37184 Primary percutaneous transluminal mechanical throm                 11 0.080 8.66 160 20 10 10 90 30

CURRENT 37201 Transcatheter therapy, infusion for thrombolysis other   0.037 4.99 181 30 15 20 81 35

CURRENT 75896 Transcatheter therapy, infusion, any method (eg, thro         0.052 1.31 25 25

CURRENT 75898 Angiography through existing catheter for follow-up st        0.000 31 31

CURRENT 99233 Subsequent hospital care, per day, for the evaluation                                                                                      0.048 2.00 55 10 30 15

SVY 37211 Transcatheter therapy, arterial infusion for thrombolys               50 0.114 5.00 8.00 9.00 10.00 20.00 165 53 10 13 20 45 60 90 120 30 0 4 8 15 40

REC 0.105 8.00 138 40 3 5 60 30

REF (2005) 37187 Percutaneous transluminal mechanical thrombectomy          15 0.080 8.03 145 26 5 9 85 20

CURRENT 37201 Transcatheter therapy, infusion for thrombolysis other   0.037 4.99 181 30 15 20 81 35

CURRENT 75896 Transcatheter therapy, infusion, any method (eg, thro         0.052 1.31 25 25

CURRENT 75898 Angiography through existing catheter for follow-up st        0.000 31 31

CURRENT 99233 Subsequent hospital care, per day, for the evaluation                                                                                      0.048 2.00 55 10 30 15

SVY 37212 Transcatheter therapy, venous infusion for thrombolys           50 0.098 3.85 7.06 8.08 9.88 15.00 165 53 10 13 15 45 60 90 123 30 0 5 8 15 50

REC 0.090 7.06 138 40 3 5 60 30

REF (2011) 36251 Selective catheter placement (first-order), main renal                                         10 0.085 5.35 116 33 3 5 45 30

CURRENT 37209 Exchange of a previously placed intravascular cathete     0.061 2.27 50 10 30 10

CURRENT 75898 Angiography through existing catheter for follow-up st        0.053 1.65 31 31

CURRENT 75900 Exchange of a previously placed intravascular cathete            0.009 0.49 44 3 38 3

CURRENT 99233 Subsequent hospital care, per day, for the evaluation                                                                                      0.048 2.00 55 10 30 15

SVY 37213 Transcatheter therapy, arterial or venous infusion for                                50 0.148 2.93 5.00 6.00 7.00 15.00 93 15 10 10 15 30 33 60 120 25 0 5 10 20 50

REC 0.109 5.00 99 33 3 5 33 25

REF (2011) 36251 Selective catheter placement (first-order), main renal                                         8 0.085 5.35 116 33 3 5 45 30

CURRENT 75898 Angiography through existing catheter for follow-up st        0.053 1.65 31 31

CURRENT 99232 Subsequent hospital care, per day, for the evaluation                                                                                        0.047 1.39 40 10 20 10

SVY 37214 Transcatheter therapy, arterial or venous infusion for                                             48 0.116 3.00 4.99 5.55 7.00 15.00 98 18 10 10 10 20 38 60 120 23 0 5 10 16 50

REC 0.044 3.04 102 33 3 5 38 23

PRERVW INTRA SURVEY EXPERIENCEPOST-
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NEW 
CODE

CPT 
Code wRVU

 2010 
Medicare 

Freq 

% of claims 
used to 
describe 
new code

Estimated 
Utilization

wRVUs for 
current 
coding

(Col C*F)
NEW 
CODE wRVU

 2010 
Medicare 

Freq 

wRVUs for 
new 

coding
(Col J *K)

37201 4.99 13,436         60% 8,062             40,227        
75896 1.31 18,190         44% 8,062             10,561        
99233 2.00 21,650,554  0.04% 8,062             16,123        

66,911        

37201 4.99 13,436         40% 5,374             26,818        
75896 1.31 33,134         16% 5,374             7,040          
99233 2.00 21,650,554  0.02% 5,374             10,749        

44,608        

37209 2.27 2,650           100% 2,650             6,016          
75898 1.65 46,825         6% 2,650             4,373          
75900 0.49 2,230           100% 2,230             1,093          
99233 2.00 21,650,554  0.01% 2,650             5,300          

16,781        

75898 1.65 46,825         29% 13,436           22,169        
99232 1.39 50,265,346  0.03% 13,436           18,676        

40,845        
Total current coding: 169,145      Total new coding: 154,432    

-9%

11,150      

64,493      

X2 7.06 5,374       

Tab 15: Thrombolysis

X4 3.04 13,436     40,845      

37,943      

X1

X2

X3

X4

Change in the wRVU Pool

X1 8.00 8,062       

X3 5.00 2,230       



CPT Code: 37211-37214 
Specialty Society(‘s): SVS, ACR, SIR 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Facility Direct Inputs 
 
CPT Long Descriptor: 

37211 Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any method, including 
radiological supervision and interpretation, initial treatment day 

37212 Transcatheter therapy, venous infusion for thrombolysis, any method, including radiological 
supervision and interpretation, initial treatment day 

37213 Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, continued treatment on subsequent 
day during course of thrombolytic therapy, including follow-up catheter contrast injection, position 
change, or exchange, when performed 

37214 Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, continued treatment on subsequent 
day during course of thrombolytic therapy, including follow-up catheter contrast injection, position 
change, or exchange, when performed, and cessation of thrombolysis including removal of catheter 
and vessel closure by any method 

 
Global Period: 000  Meeting Date:  April 2012 
 
 
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 including SVS, SIR, and ACR members discussed practice expense details for codes 
37211-37214.  
 
A reference code must be provided for comparison to the practice expense inputs on your spreadsheet. 
Please provide a rationale for the selection of reference codes.  Comparison Code Rationale:   
 
We used CPT code 37182 Insertion of transvenous intrahepatic portosystemic shunt(s) (TIPS) (includes venous 
access, hepatic and portal vein catheterization, portography with hemodynamic evaluation, intrahepatic tract 
formation/dilatation, stent placement and all associated imaging guidance and documentation) as a reference 
code.  CPT 37182 was reviewed by the RUC in Feb 2002.   
 
The typical patient for 37211 and 37212 would present to the hospital emergency room and therefore we are not 
requesting pre-service clinical staff time. The patient will remain in the hospital; therefore, post-service clinical 
staff time does not apply. 
 
The typical patient for 37213 and 37214 is already in the hospital.  We are requesting pre time for scheduling 
space and equipment in the hospital for 37213 and 37214.  We are also requesting 3 post service minutes in 37214 
for phone calls. 
 



CPT Code: 37211-37214 
Specialty Society(‘s): SVS, ACR, SIR 

 

 2 

 
Pre-Service Clinical Labor Activities: 
Schedule space and equipment in facility  
 
Service Clinical Labor Activities: 
N/A 
 
Post-Service Clinical Labor Activities: 
Conduct phone calls/call in prescriptions  

 
 



CPT Code: 37211-37214 
Specialty Society(‘s): SVS, ACR, SIR 

 

 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 
CPT Long Descriptor: 

37211 Transcatheter therapy, arterial infusion for thrombolysis other than coronary, any method, including radiological 
supervision and interpretation, initial treatment day 

37212 Transcatheter therapy, venous infusion for thrombolysis, any method, including radiological supervision and 
interpretation, initial treatment day 

37213 Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, including 
radiological supervision and interpretation, continued treatment on subsequent day during course of thrombolytic 
therapy, including follow-up catheter contrast injection, position change, or exchange, when performed 

37214 Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any method, including 
radiological supervision and interpretation, continued treatment on subsequent day during course of thrombolytic 
therapy, including follow-up catheter contrast injection, position change, or exchange, when performed, and cessation of 
thrombolysis including removal of catheter and vessel closure by any method 

 
Global Period: 000  Meeting Date:  April 2012 
 
 
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 including SVS, SIR, and ACR members discussed practice expense details for codes 
37211-37214. It was determined that these services will not be provided in a non-facility setting. Therefore we 
recommend zero non-facility direct expense details for these four codes. 
 
A reference code must be provided for comparison to the practice expense inputs on your spreadsheet. 
Please provide a rationale for the selection of reference codes.  Comparison Code Rationale:  N/A 
 
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: N/A 
Service Clinical Labor Activities: N/A 
Post-Service Clinical Labor Activities: N/A 
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Meeting Date: 04/20012

Tab: 36

Specialty:  SVS, SIR and ACR
CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD

TOTAL CLINICAL LABOR TIME 0.0 18.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 0.0 15.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 0.0 3.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 5

Coordinate pre-surgery services L037D RN/LPN/MTA 5

Schedule space and equipment in facility L037D RN/LPN/MTA 5

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions

Other Clinical Activity - specify:

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available

Obtain vital signs

Provide pre-service education/obtain consent

Prepare room, equipment, supplies

Setup scope (non facility setting only)

Prepare and position patient/ monitor patient/ set up IV

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure

Post-Service

Monitor pt. following service/check tubes, monitors, drains

Clean room/equipment by physician staff

Clean Scope

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Check dressings & wound/ home care instructions /coordinate 

office visits /prescriptions

Other Clinical Activity - specify:

End: Patient leaves office

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 3

Total Office Visit Time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Other Clinical Activity - specify:

End: with last office visit before end of global period

MEDICAL SUPPLIES CODE UNIT

pack, minimum multi-specialty visit SA048 pack

EQUIPMENT CODE

Continue thrombolysis, 

subseq day

REFERENCE CODE

Thrombolysis, 

arterial, init day

37182 37211

Insertion of 

transvenous 

intrahepatic 

portosystemic shunt(s) 

(TIPS)

Approved Feb 2002

37214

End thrombolysis, 

remov cath 

37212

Thrombolysis, vein, init 

day

37213
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
CMS Request- July 30, 2012 NPRM 

 
October 2012 

 
Radiation Treatment Delivery – Practice Expense Only 

 
In the July 30, 2012, Proposed Rule for 2013, CMS requested that the RUC review the practice expense (PE) for CPT Codes 77418 and 77373. 
CMS identified these codes as having stand alone PE procedure time, defined as (PE) RVUs developed utilizing procedure time assumptions that 
are not based on physician work. The RUC recommended that these services be reviewed for practice expense in October 2012.  
 
The RUC discussed in detail the need for two radiation therapists (RT) to safely perform the service. The RUC strongly agrees with the specialty 
societies that there are clear guidelines requiring two RTs to meet the current standard of care, and agrees with the specialty that both RTs are 
doing concurrent, but distinct clinical activities critical in performing the service.  
 
The specialty society provided the following table outlining each therapists tasks, Two symbols (✜✜) indicate that the therapists are performing 
the task as a team and one symbol (✜) indicates that the therapist is performing the task independently.  
 
 

Therapist #1 Therapist #2 
Greet patient, provide gowning, ensure appropriate medical 
records are available 

Prepare room, equipment, supplies 

Prepare and position Prepare and position 
Set up computer-controlled component of linear accelerator 
(linac) operation, working outside room at console  
(Open electronic medical record and electronic prescription 
of patient to be treated, review prescription parameters, Open 
Record and Verify) 

Set up mechanical component of linac operation, 
working inside room  
(Operate manual control to verify functionality and 
move gantry, table and collimators to starting 
position) 

Perform Procedure (Therapist #1) 
✜✜Attach immobilization devices  
✜✜Verify vertical/horizontal patient position around site to 
be treated  
✜✜Use orthogonal 3-point laser light system to align patient 
w/external tattoos  

Perform Procedure (Therapist #2) 
✜✜Attach immobilization devices  
✜✜Verify vertical/horizontal patient position 
around site to be treated  
✜✜Use orthogonal 3-point laser light system to 
align patient w/external tattoos  
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✜✜Verify Isocenter  
✜Verify proper performance of 2 audio/video motoring 
systems  
✜Maintain Visual surveillance of gantry motion to verify no 
collision with table or patient and continuous audio-visual 
surveillance to verify patient comfort and positional stability 
during therapy 
✜Repeat prior step for remaining 6 beams  
✜✜Set gantry to safe position allowing patient to arise from 
table and assist patient up from treatment table and out of 
immobilization device  
 

✜✜Verify Isocenter  
✜Verify proper performance of two audio/video 
monitoring systems 
✜Set control to rotate the gantry angle of first beam 
for treatment, initiate treatment and continuous 
visual surveillance of computer monitor showing 
desired pattern of MLC motion during beam on time  
✜Repeat prior step for remaining 6 beams  
✜✜ Set gantry to safe position allowing patient to 
arise from table and assist patient up from treatment 
table and out of immobilization device 
 

 
Clean Room 

Other Clinical Activity (please specify): 
Document treatment administered in record and 
verify system 

 
✜✜ Two therapists performing task with each other 
✜ Single therapist task 

 
77418 Intensity modulated treatment delivery, single or multiple fields/arcs, via narrow spatially and temporally modulated beams, binary, 
dynamic MLC, per treatment session  
In October 2012, the RUC’s Practice Expense Subcommittee met and discussed the CMS request. The PE Subcommittee discussed the procedure 
time and number of staff related to 77418. The Subcommittee also verified that in October 2010 they agreed with the specialty society that two 
radiation therapists are required to perform this procedure. After review of the practice expense inputs the RUC’s Practice Expense Subcommittee 
and the RUC agreed that since there is no physician work associated with this code, in order to ensure accurate procedure times for 77418 the 
specialty society should conduct a survey for clinical staff time. The RUC recommends two radiation therapists for CPT code 77418. To 
verify the clinical staff time the RUC recommends that the specialty societies submit questions related to clinical staff time at all practice 
settings (total time for each clinical staff, percentage of time available for multitasking) to the Research Subcommittee for approval in 
order to be used in a survey specific to staff time in IMRT services. In addition to the survey data the RUC recommends that the specialty 
societies submit representative daily schedules per treatment room from all practice settings for practice expense review in January 2013.  
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77373 Stereotactic body radiation therapy, treatment delivery, per fraction to 1 or more lesions, including image guidance, entire course not to 
exceed 5 fractions 
In October 2012, the RUC’s Practice Expense Subcommittee met and discussed the CMS request. The PE Subcommittee discussed the procedure 
time related to 77373. After review of the practice expense inputs the RUC’s Practice Expense Subcommittee and the RUC agreed that since there 
is no physician work associated with this code, in order to ensure accurate procedure times for 77373 the specialty society should conduct a survey 
for clinical staff time. To verify the clinical staff time the RUC recommends that the specialty societies submit questions related to clinical 
staff time at all practice settings (total time for each clinical staff, percentage of time available for multitasking) to the Research 
Subcommittee for approval in order to be used in a survey specific to staff time in SBRT services. In addition to the survey data the RUC 
recommends that the specialty societies submit representative daily schedules per treatment room from all practice settings, for practice 
expense review in January 2013.  
 
 

CPT 
Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommendation 

77373  Stereotactic body radiation therapy, treatment delivery, per 
fraction to 1 or more lesions, including image guidance, entire 
course not to exceed 5 fractions 

XXX Direct Practice 
Expense Inputs 

77418  Intensity modulated treatment delivery, single or multiple 
fields/arcs, via narrow spatially and temporally modulated 
beams, binary, dynamic MLC, per treatment session 

XXX Direct Practice  
Expense Inputs 

 



(1) ASTRO "Safety is No Accident" (page 14) 
Recommended:  A minimum of two qualified individuals be present for any routine 
external beam patient treatment. 
  
(2) ASRT Standard (page 25) 
Advocates: The need for two credentialed radiation therapists to be available per 
treatment unit for treatment delivery. 
 
(3) ASRT Position Statement (page 6) 
Staffing for Radiation Therapy Treatment Delivery:  It is the position of the American 
Society of Radiologic Technologists that two registered radiation therapists per patient 
per treatment unit is the minimum standard for safe and efficient delivery of radiation 
therapy.  Adopted, Resolution 98-3.04, 1998 Amended, Main Motion, C-08.44, 2008  
 
(4) ASRT White Paper (page 4) 
Best Practice:  All sites providing radiation therapy staff, two therapists per machine at 
all times. 
 
(5) ASRT Radiation Therapy Staffing Survey 2011 (page 11) 
Survey Results Indicate:  70% of the RO practices surveyed use 2 therapist per linear 
accelerator during a given treatment session by region.  22% use 3 therapists. 
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SAFETY IS NO ACCIDENT: A Framework for Quality Radiation Oncology and Care
Technologic advances and systemic changes in health care delivery mean that the fi eld of radiation oncology and its 
processes of care are in continuous evolution. Th ese changes must be refl ected in this book and so a mechanism for timely 
review and revision is necessary. Th e radiation oncology intersociety meeting is held biennially, bringing together the 
participating societies to discuss issues of importance to the fi eld. As planning begins for each intersociety meeting, this 
safety document will be reviewed to assess whether a signifi cant update is needed. If so, the update will become the subject 
of the next intersociety meeting.

Th e content in this publication is current as of the publication date. Th e information and opinions provided in the book 
are based on current evidence and consensus in the radiation oncology community. However, no such guide can be all-
inclusive, and, especially given the evolving environment in which we practice, the recommendations and information 
provided in the book are subject to change and are intended to be updated over time. 

Th is book is made available to ASTRO and endorsing organization members and to the public for educational and infor-
mational purposes only. Any commercial use of any content in this book without the prior written consent of ASTRO is 
strictly prohibited. Th e information in the book presents scientifi c, health and safety information and may to some extent 
refl ect ASTRO and the endorsing organizations’ understanding of the consensus scientifi c or medical opinion. ASTRO 
and the endorsing organizations regard any consideration of the information in the book to be voluntary. All radiation 
oncology medical practice management and patient care decisions, including but not limited to treatment planning 
and implementation; equipment selection, maintenance and calibration; staffi  ng and quality assurance activities, are 
exclusively the responsibility of duly licensed physicians and other practitioners. Th e ultimate determination regarding the 
practices utilized by each provider must be made by the provider, considering any local, state or federal laws and certifi ca-
tion and/or accreditation standards that apply to the provider’s practice, the applicable policies, rules and regulations of 
third-party payors, their own institution’s policies, procedures, and safety and quality initiatives, and their independent 
medical judgment.

Th e information and opinions contained in the book are provided on an “as-is” basis; users of the information and 
opinions provided by the book assume all responsibility and risk for any and all use. Neither ASTRO, nor any endorsing 
organization, gives any warranty, express or implied, as to the accuracy, reliability, utility or completeness of the 
information or opinions provided in the book or provided in response to user inquiry. Neither ASTRO, nor any 
endorsing organization, nor any ASTRO or endorsing organization’s offi  cers, directors, agents, employees, committee 
members or other representatives, shall  have any liability for any claim, whether founded or unfounded, of any kind 
whatsoever, including but not limited to any claim for costs and legal fees, arising from the use of these opinions.

Copyright. American Society for Radiation Oncology. 2012.  All Rights Reserved. 
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              uring the later part of the twentieth century, the “Blue Book” had a unique importance in      
              defi ning the shape of a modern radiation oncology department. It set standards regarding 
personnel, equipment and quality assurance and has been an invaluable guide for department chairs 
and practice leaders. Twenty years have elapsed since the last edition was published and during that 
time the world of radiation oncology has changed beyond measure. Th ese two decades have seen an 
unprecedented expansion in the technological tools at our disposal with clear benefi ts to our patients. 
At the same time, however, the “Great Expansion” has added the challenge of deep complexity to our 
planning and treatment delivery. Th ese decades have also been associated with a vigorous awareness 
of safety in medicine generally and radiation oncology in particular. Th is movement is pushing the 
practice of medicine toward integrated teamwork and eff ective, simple, quality assurance procedures.
  Th e safe delivery of radiation therapy was never a simple matter and is now exceedingly 
complex. Th is new document is designed to address the specifi c requirements of a contemporary 
radiation oncology facility in terms of structure, personnel and technical process in order to ensure 
a safe environment for the delivery of radiation therapy. It was developed through collaboration 
between all of the major societies in the fi eld representing physicians, medical physicists, radiation 
therapists, medical dosimetrists, nurses and administrators. It explicitly sets a high bar below which 
no radiation oncology facility should operate, and it foresees that the bar will be raised further in 
the years ahead. Th is book is unapologetic in its strong stance because, as the title states, safety is no 
accident. It comes from well-run facilities with good processes operating harmoniously within their 
capabilities. We recognize that some with smaller facilities may fi nd the standards set here hard to 
achieve but we do not believe that they are impossible. We recognize that, in a declining economy, 
these high bars may prove a challenge but we believe this interdisciplinary document will help facility 
leaders advocate on behalf of patients from a position of strength. Th e authors wish this book to be a 
living manifesto of the specialty’s dedication to patient safety and, after initial publication, will place 
it on the web with regular updating to follow.
 

Anthony L. Zietman, MD
Jatinder R. Palta, PhD 
Michael L. Steinberg, MD
2011-2012 “Safety Is No Accident” Writing Chairmen

Introduction
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he “process of care” in radiation oncology refers 
to a conceptual framework for guaranteeing 
the appropriateness, quality and safety of all 

patients treated with radiation for therapy. Each of the 
aspects of the process of care in radiation oncology requires 
knowledge and training in the natural history of cancer, 
certain benign disease processes, radiobiology, medical 
physics and radiation safety that can only be achieved by 
Board certifi cation in radiation oncology (or equivalent 
training), to synthesize and integrate the necessary 
knowledge base to safely and completely render care.
Th is high level of training and Board certifi cation applies 
as a recommendation for all of the specialists on the radia-
tion oncology team. Th e medical therapeutic application 
of ionizing radiation is irreversible, may cause signifi cant 
morbidity and is potentially lethal. Use of ionizing 
radiation in medical treatment, therefore, requires direct 
or personal physician management, as the leader of the 
radiation oncology team, as well as input from various 
other essential coworkers. 
 Th e radiation oncology process of care can be 
separated into the following fi ve operational categories. 
• Patient Evaluation 
• Preparing for Treatment

o Clinical Treatment Planning 
o Th erapeutic Simulation
o Dosimetric Treatment Planning
o Pretreatment Quality Assurance and Plan 

Verifi cation
• Radiation Treatment Delivery 
• Radiation Treatment Management 
• Follow-up Evaluation and Care 

Leader: James Galvin

Albert L. Blumberg
Kevin Camphausen
Sandra E. Hayden
Michael Kuettel
Mark J. Rivard

Seth A. Rosenthal
Giles C. Toole III

The Process of Care In 
Radiation Oncology

CHAPTER 1

 A course of radiation therapy is a function of the in-
dividual patient situation, composed of a series of distinct 
activities of varying complexity. All components of care 
involve intense cognitive medical evaluation, interpreta-
tion, management and decision-making by the radiation 
oncologist and other members of the clinical team. Each 
time a component of care is completed and reported, it 
should be appropriately documented in the patient record.
 Th e clinical team, led by the radiation oncologist, 
provides the medical services associated with the process of 
care. Other team members involved in the patient’s plan-
ning and treatment regimen include the medical physicist, 
medical dosimetrist, radiation therapist and nursing staff . 
Many of the procedures within each phase of care will be 
carried to completion before the patient’s care is taken to 
the next phase. Others will occur and recur during the 
course of treatment, and they are by necessity repeated 
during treatment due to patient tolerance, changes in 
tumor size, need for boost fi elds or port size changes, 
protection of normal tissue or as required by other clinical 
circumstances (that is, certain procedures may need to 
occur multiple times during the treatment course). 

1.1.0  PATIENT EVALUATION

Patient evaluation is a service provided by a physician 
at the request of another physician, the patient, or an 
appropriate source, and is intended to recommend care for 
a specifi c condition or problem, including further work-
up, or to recommend treatment. Th e radiation oncologist, 
as part of this process, will review the pertinent history, 
patient complaints, physical fi ndings, imaging studies, 
pathology and lab fi ndings. If treatment is recommended 
and accepted, this patient visit, or a return visit, should 

T
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also be used for patient counseling, informed consent, 
coordinating care and making recommendations about 
other aspects of oncologic management or staging. 
 Th e  evaluation with the radiation oncologist will often 
be followed by discussions with other members of the 
multidisciplinary care team, as indicated. Th is will include 
a review of details regarding pathology, disease extent 
based on radiographic imaging and other procedures, and 
potential sequencing of treatment modalities either used 
or planned, including  surgery, chemotherapy, hormonal 
therapy or molecular targeted therapy. Full details of the  
patient evaluation are beyond the scope of this safety 
document.

1.2.0  PREPARING FOR TREATMENT 

1.2.1 Clinical Treatment Planning 

Clinical treatment planning is a comprehensive, cogni-
tive eff ort performed by the radiation oncologist for each 
patient undergoing radiation treatment. Th e radiation 
oncologist is responsible for understanding the natural 
history of the patient’s disease process, conceptualization 
of the extent of the disease relative to the adjacent normal 
anatomical structure, integration of the patient’s overall 
medical condition and associated comorbidities. Knowl-
edge of the integration of chemotherapeutic and surgical 
treatment modalities with radiation therapy is essential. An 
understanding of the integration of the various radiation 
treatment modalities is an essential part of this phase in the 
process of care. 
 Clinical treatment planning for either external beam 
radiation therapy (EBRT) or brachytherapy is an impor-
tant step in preparing for radiation oncology treatment. 
Th is planning includes several components: determining 
the disease-bearing areas based on the imaging studies 
described above and pathology information; identifying 
the type (brachytherapy, photon beam, particle beam, 
etc.) and method of radiation treatment delivery (intensity 
modulated radiation therapy [IMRT], intensity modulated 
proton therapy [IMPT], three-dimensional conformal 
radiation therapy [3-D CRT], two-dimensional conformal 
radiation therapy [2-D CRT], low-dose-rate [LDR] or 
high-dose-rate [HDR] brachytherapy, etc.); specifying areas 
to be treated; and specifying dose and dose fractionation. 
In developing the clinical treatment plan, the radiation 
oncologist may use information obtained from the patient’s 
initial clinical evaluation, as well as the additional tests, 
studies and procedures described above that are necessary 
to complete treatment planning. Studies ordered as part of 
clinical treatment planning may or may not be associated 
with studies necessary for staging the cancer, and may be 

needed to obtain specifi c information to accomplish the 
clinical treatment plan. In this regard, the radiation on-
cologist must consider toxicities and tolerances associated 
with defi nitive radiation therapy or combined-modality 
therapy. Review is needed of imaging studies and lab tests 
to determine treatment volume and critical structures, 
commonly referred to as organs at risk (OARs), in close 
proximity to the treatment area or more distant and 
receiving a dose of radiation that needs monitoring. 
 For either EBRT or brachytherapy, clinical treatment 
planning results in a complete, formally documented and 
approved directive. Details including total desired dose to 
all targets and OARs, fractionation, treatment modality, 
energy, time constraints and all other aspects of the radia-
tion prescription are recorded in a written or electronic 
format and must be provided by the radiation oncologist 
prior to the start of treatment planning. In some cases, this 
prescription can require modifi cation based on the results 
of the treatment planning process. 

1.2.2 Therapeutic Simulation, Fabrication of 

Treatment Devices and Preplanning Imaging 

Simulation is the process by which the geometry of 
the treatment device in juxtaposition to the patient is 
simulated for the purpose of developing an accurate and 
reproducible treatment delivery plan. For this purpose, it 
is necessary initially to acquire radiographic images of the 
patient in the preferred treatment position. Selecting a 
comfortable and appropriate patient position for treatment 
is an important part of the simulation process. Th e selected 
position should consider the location of the target and 
anticipated orientation of the treatment beams. Appropri-
ate immobilization devices provide comfort, support and 
reproducibility.
 In some cases the exact treatment position cannot be 
duplicated for some imaging procedures that are not under 
direct control of the radiation oncology team; clinical 
considerations should be made to compensate for such 
diff erences. 
 Some computed tomography (CT)-Simulator devices 
include the ability to register imaging datasets. However, 
most image registration is still performed manually with 
rigid datasets. Treatment planning systems can also provide 
the software for this capability. Using the software included 
with the treatment planning system shifts this part of the 
process to the treatment planning phase of the overall care 
process.

1.2.2.1 Team Interaction

Th e radiation oncology team, under the leadership of the 
radiation oncologist, works to deliver irradiation safely 
and reproducibly. Most radiation treatments use standard 
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operating procedures (SOPs) describing the treatment 
approach. Th ese SOPs are considered to be an essential 
component of any radiation oncology department. In 
those situations where the patient presents with target 
and critical sensitive structure geometric relationships that 
are not easily handled using available SOPs, the involve-
ment of the radiation therapy team is necessary. Team 
interactions that include the radiation therapists, medical 
dosimetrists, medical physicists and representation from 
the departmental nursing staff  can prove helpful in specifi c 
situations. Th e purpose of these meetings is to carefully 
consider how treatments might be tailored to a particular 
patient’s situation. 

1.2.2.2 Fabrication of Immobilization Treatment 

Devices 

Immobilization of the patient in a comfortable position 
for treatment might involve the construction or selection 
of certain treatment devices, facilitating accurate treatment 
delivery. Th is step must take into account the potential 
treatment planning considerations so that the immobi-
lization aids do not restrict the treatment techniques. A 
personalized approach is required here, taking into consid-
eration each patient’s unique anatomy, at times requiring 
special accommodations appropriate for the individual 
case-specifi c concerns. 

1.2.2.3 Therapeutic Simulation for EBRT 

Simulation is the process of determining critical informa-
tion about the patient’s geometry, to permit safe and repro-
ducible treatments on a megavoltage machine. Simulation 
for external beam radiation treatment is imaging based. 
Most simulation procedures have now shifted away from 
the direct use of the treatment beam to using X-rays in 
the diagnostic range of energies. In general, this part of 
the overall process of care reveals the relationship between 
the position of the target, or targets, and the surrounding 
critical structures. It is helpful here to think of the simula-
tion step as the imaging needed for input to the treatment 
planning process. Th ese images can be obtained in a large 
number of ways. Modern conventional simulators, like 
the CT-Simulator, can include the ability to produce 
volumetric data in addition to 2-D images. Intravenous 
contrast should be used during simulation, as indicated, 
to improve enhancement within both target and normal 
tissues/structures.
 Preparing for EBRT treatment can also depend on 
other imaging modalities that are directly or indirectly 
introduced in the simulation process. In some cases, extra 
time and eff ort are required to directly incorporate the 
information available from other imaging modalities. For 
example, magnetic resonance (MR) and/or positron 

emission tomography (PET) are now available, and treat-
ment planning systems that include image registration 
capabilities allow combining of information from other 
imaging modalities with the standard CT dataset obtained 
during simulation in appropriate situations. It is now pos-
sible to produce image datasets that quantify the motion 
of structures and targets due to respiration, cardiac motion 
and physiologic changes in the body. Th ese four-dimen-
sional (4-D) datasets include time as the fourth dimen-
sion and are used for motion management techniques like 
respiratory tracking or gating. Ultrasound imaging has a 
role in both EBRT and brachytherapy. Ultrasound comes 
into play as a preplanning imaging technique and can also 
be used as an image guided radiation therapy (IGRT) tech-
nique during the treatment delivery and verifi cation steps 
of the care process.

1.2.2.4 Therapeutic Simulation for Brachytherapy

For certain brachytherapy procedures, preparing for treat-
ment is similar to the procedure described above for EBRT. 
Th e simulation portion for this treatment modality is also 
imaging based, and can involve either planar X-rays or CT 
scans. Other imaging modalities may be important for 
some brachytherapy procedures and these studies can be 
obtained as part of the preplanning imaging process.

1.2.2.5 Treatment Planning for Radiation Therapy 

Using Unsealed Sources

For clinical situations where therapy using unencapsulated 
radionuclides is indicated, a distinct treatment planning 
process is necessary due to its multidisciplinary execution. 
Th e process can involve calculations of the anticipated 
dose distribution to the target organ or tumor(s) based on 
knowledge of the patient’s vascular anatomy or biologi-
cal imaging, such as nuclear medicine scans. Th is process 
should include multidisciplinary evaluation of the patient 
and consideration of clinical indications and radiation 
safety precautions. Th e American College of Radiology 
(ACR)/American Society for Radiation Oncology 
(ASTRO) Practice Guidelines regarding the Performance 
of Th erapy with Unsealed Radiopharmaceutical Sources 
and NRC Guidelines discuss these issues in greater detail[1].

1.2.3 Dosimetric Treatment Planning 

Th e computer-aided integration of the patient’s unique 
anatomy, the desired radiation dose distribution to the 
tumor and normal tissues inside the patient, and the tech-
nical specifi cations of the treatment delivery device yield 
a work product referred to as the dosimetric treatment 
plan. Th e plan is a programmed set of instructions for 
the linear accelerator or brachytherapy device whereby a 
combination of external beams or internal source position-
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ing will administer the intended dose of radiation to the 
target volume while minimizing the exposure of normal 
tissues. Accordingly, before the medical dosimetrist begins 
the treatment planning process, the radiation oncologist 
needs to defi ne the target volumes and dose limiting organs 
and structures on the diagnostic images obtained during 
simulation. 
 Th e skills of the appropriately trained and credentialed 
medical dosimetrist and medical physicist relate to the 
effi  cient and eff ective use of the complex treatment plan-
ning system hardware and software. Th ese individuals must 
also understand the clinical aspects of radiation oncology 
in order to interact with the radiation oncologist during 
the planning process. Th e role of the medical physicist is to 
guarantee proper functioning of the hardware and software 
used for the planning process, consult with the radiation 
oncologist and medical dosimetrist, check the accuracy of 
the selected treatment plan and perform measurements 
and other checks aimed at assuring accurate information 
exchange between radiation therapy devices and delivery 
of the treatment plan. 
 At various steps in the treatment planning process, 
the radiation oncologist is presented with one or more 
treatment plans for evaluation. Th e plans are evaluable 
by a combination of graphic visual representations of the 
radiation dose distribution inside the patient and quantita-
tive statistics describing the dose to the tumor and normal 
tissue of interest. Th e radiation oncologist must then 
decide whether to accept or reject a given plan. Typically, 
this process is iterative and requires multiple revisions and 
adjustments to the initial plan in order to achieve a dose 
distribution that is both clinically acceptable and techni-
cally feasible. Th e radiation oncologist is responsible for 
selecting and formally approving the plan ultimately 
selected for treatment. 

1.2.4 Pretreatment Quality Assurance (QA) and 

Plan Verifi cation

Th e QA steps taken after treatment planning is completed 
and before the start of treatment are critical for guarantee-
ing patient safety. An important initial step is an indepen-
dent calculation of the machine output setting (monitor 
units) for external beam radiation therapy or radioactive 
source dwell times for brachytherapy. Th is recalculation 
may be accomplished as a manual point dose verifi cation 
in the center of the treatment volume based on printed 
tables relating the eff ective fi eld size to the administered 
dose at given depths from the surface. Alternatively, this 
can be performed in a computer-assisted manner, whereby 
data from the patient’s planning images are entered into a 
separate software program along with parameters describ-
ing the prescription dose to the tumor and beam or source 

arrangements. In either case, the key result is confi rma-
tion of linear accelerator output settings or brachytherapy 
dwell times that reduce the risk of error related to an input 
mistake in the initial treatment planning software opera-
tion. If an independent calculation method is not available, 
then an appropriate measurement technique should be 
used. Th e radiation onologist ensures that a pretreatment 
quality assurance program is in place and followed for 
every patient.
 In the past, treatment verifi cation consisted of fi eld 
aperture imaging using radiographic fi lm. Th ese images are 
referred to as portal images or port fi lms. Th ese images are 
now frequently obtained using electronic portal imaging 
devices (EPIDs). With the introduction of IMRT, imaging 
of individual apertures is no longer practical. However, the 
traditional method of verifying the plan isocenter position 
using orthogonal imaging is often used for both 3-D CRT 
and IMRT. For IMRT, this important QA technique is not 
considered to be completely suffi  cient to guarantee patient 
safety. In addition to this isocenter check procedure, 
patient-specifi c QA measurements are also required for 
IMRT and other complex delivery techniques that use in-
verse treatment planning. In terms of clearly organizing the 
diff erent steps in the process of care for radiation oncology, 
a blurring of the separation between the verifi cation step 
described in this subsection and the treatment delivery step 
described in section 1.3.0 occurs on the fi rst day of treat-
ment and whenever the treatment plan is changed. While 
patient-specifi c QA measurements are obtained prior to the 
start of treatment, dosimeters are sometimes also placed on 
the patient as a verifi cation of correct dose delivery. Th e 
information gathered on the fi rst day of treatment, if 
within acceptable limits, allows the treatment to continue 
for all fractions using the same treatment plan. 
 IGRT equipment is now available for checking the 
patient setup on the treatment table immediately prior to 
treatment delivery and then adjusting the patient position 
as needed to localize the target volume precisely within the 
volume that receives the prescription dose. Th is equipment 
can be used to verify the patient setup daily and 
can supplement port fi lm information. IGRT has the 
advantage that it sometimes provides volumetric imaging 
capabilities. Th e extra setup accuracy provided by IGRT 
can allow for the use of treatment plans that reduce the 
volume of normal tissue around the tumor receiving a 
high dose of radiation, since there is less uncertainty in the 
target volume location. Th is process goes well beyond the 
simple plan verifi cation process discussed further in the 
treatment delivery section.
 For either portal imaging or isocenter verifi cation 
imaging (using volumetric or planar images), it is necessary 
to have a reference image for comparison. Th is information 
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Figure 1.1. Process of Care for External Beam Radiation Therapy
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1.3.3 Calibration Procedures, Ongoing Equipment 

QA and Preventive Maintenance

Th e initial commissioning, ongoing performance evalu-
ation and periodic calibration of radiation treatment 
delivery devices are important tasks that are vital to the 
safe administration of radiation therapy. In general, it is 
the medical physicist who is primarily responsible for the 
device evaluations necessary for compliance with applicable 
state and federal regulations concerning radiation treat-
ment delivery technology. Th e American Association of 
Physicists in Medicine (AAPM) has published extensive 
guidelines on the conduct of these duties and regularly 
updates its educational materials when new technologies 
enter into standard clinical practice. Th e radiation oncolo-
gist, medical physicist and other members of the radiation 
therapy team should maintain a clear channel of commu-
nication on this issue of treatment device performance so 
that any possible sign of impending machine malfunction 
is quickly recognized and diagnosed, and any necessary 
corrective or reparative action is taken prior to use of the 
machine to deliver a clinical treatment to a patient.

is obtained from the imaging that is performed during the 
therapeutic simulation step in the process.
 Th e QA process must include other steps that are 
aimed at checking the accuracy of both the dose calcula-
tions and the data used for treatment through the complete 
chain of systems (e.g., CT-Simulator to treatment planning 
to record and verify to accelerator control computer). 
 Another important step in the QA part of the process 
is the performance of secondary monitor unit calculations 
to check the primary calculation used to treat the patient.

1.3.0  RADIATION TREATMENT DELIVERY
 
1.3.1 External Beam Radiation Therapy

With treatment plan and treatment portal verifi cation 
complete, the patient is ready for treatment. Th e initial 
step in this part of the process is patient setup on the 
treatment table using several diff erent techniques, such as 
simple skin marks or a room laser system that localizes the 
treatment unit isocenter in space. Alternatively, the IGRT 
system may be used on each day of treatment. 
 Radiation treatment delivery includes various meth-
ods, modalities and complexities of radiation therapy. Th e 
physician is responsible for verifi cation and documentation 
of the accuracy of treatment delivery as related to the initial 
treatment planning and setup procedure. 
 IGRT may be performed to ensure accurate targeting 
of precise radiation beams where certain needs of dose and 
organs at risk (OARs) tolerance exist. IGRT corrects for 
the positioning errors encountered when an internal target 
can move from day to day and can be reliably identifi ed. 
Th e physician is responsible for the supervision and review 
of these images and shifts in order to ensure the therapy 
delivered conforms to the original clinical and dosimetric 
plans. Similarly, management of organ motion during 
treatment delivery, when indicated, is the responsibility of 
the treating physician (Figure 1.1, see page 7). 
 Th e overall clinical plan can involve selection of 
chemotherapy, surgery, EBRT, brachytherapy or a combi-
nation of modalities. Adaptive techniques can involve 
a modifi cation to the initial treatment plan to adjust for an 
observed change.

1.3.2 Brachytherapy

Brachytherapy involves the temporary or permanent 
placement of radioactive material inside or immediately 
adjacent to a tumor-bearing region. One example is perma-
nent seed implants for prostate cancer, either as defi nitive 
therapy for early stage disease or as a boost treatment 
following external beam treatment for intermediate- or 
high-risk disease (Figure 1.2). 

Figure 1.2. 
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1.4.0  RADIATION TREATMENT 
MANAGEMENT 

Radiation treatment management encompasses the 
radiation oncologist’s overall management of the course 
of treatment and care for the patient as well as checks and 
approvals provided by other members of the radiation 
therapy team that are necessary at various points in the 
process. For the radiation oncologist, radiation treatment 
management requires and includes a minimum of one 
examination of the patient by the physician for medical 
evaluation and management. Th e professional services 
furnished during treatment management may include:
• Review of portal images 
• Review of dosimetry, dose delivery and treatment 

parameters 
• Review of patient treatment setup 
• Patient evaluation visit (described in section 1.1.0)

 Not all of these parameters of treatment management 
are required for all patients for each week of management 
(except for the patient evaluation visit) because the clinical 
course of care may diff er due to variation in treatment 
modality and individual patient requirements. For exam-
ple, use of port fi lms may vary based on certain technical 
characteristics (i.e., electron beams) and modifi cation of 
dose delivery can vary based on individual patient needs, 
depending on the patient’s tolerance of therapy or variation 
in tumor response. Examinations and evaluations may be 
required more often than weekly. 
 It should be emphasized that weekly treatment 
management requires the integration of multiple medical 
and technical factors, which may be required on any day 
through the treatment course. While nurses and nonphysi-
cian providers can eff ectively participate in the manage-
ment of patients receiving radiation therapy, typically by 
helping to manage side eff ects associated with the 
treatment (Table 2.1, see page 12), their eff orts do not 

represent the comprehensive eff ort of management for 
which the radiation oncologist is solely responsible. 
Additionally, regardless of whether a nurse or nonphysician 
provider evaluates the patient, the proper quality care for 
a patient receiving radiation therapy involves a personal 
evaluation by the radiation oncologist at least once for 
every fi ve treatments given, and this evaluation should be 
documented in the patient’s record.

1.5.0  FOLLOW-UP EVALUATION AND CARE 

Continued follow-up evaluation and care of patients who 
have completed irradiation is necessary to manage acute 
and chronic morbidity resulting from treatment, as well as 
to monitor the patient for tumor  relapse. Such follow-up  
is preferably provided through in-person examinations by 
the radiation oncologist and/or nonphysician provider, or 
when this is not feasible, by electronic communications 
and/or patient reports. Th e radiation oncologist should 
consult with the other members of the radiation therapy 
team when unexpected morbidity is observed or reported 
for the purpose of trying to identify measures that might 
reduce the risk of toxicity for future patients. 
 Th e ultimate goal for radiation treatment is to achieve 
the best possible outcome for the patient. Th is result 
depends on a number of factors. Th e training of the vari-
ous members on the radiation therapy team is a major 
consideration. Board certifi cation is one useful measure 
of competency of the team members. After receiving this 
important credential, the members of the team should 
actively pursue continuing education as required by the 
certifying Board. 
 Creating an error-free environment is an essential part 
of any radiation oncology department. Th is can be accom-
plished by understanding and properly implementing all 
steps in the process of care as described here.

CHAPTER REFERENCES

[1] Henkin RE, Del Rowe JD, Grigsby PW, et al. ACR-ASTRO practice guideline for the performance of therapy with unsealed radiopharmaceutical 
sources. Clin Nucl Med 2011;36(8):e72-80.
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2.1.0  ROLES AND RESPONSIBILITIES

Th e radiation oncology team ensures every patient under-
going radiation treatment receives the appropriate level of 
medical, emotional and psychological care before, during 
and after treatment, through a collaborative multidisci-
plinary approach.
 Th e primary radiation oncology team consists of, but 
is not limited to, radiation oncologists, medical physi-
cists, medical dosimetrists, oncology nurses and radiation 
therapists. On-site or by consultation, services provided by 
nonphysician providers can include, but are not limited 
to, nurse practitioners, clinical nurse specialists, advanced 
practice nurses and physician assistants, dentists, clinical 
social workers, psychologists/psychiatrists, nutritionists, 
speech/swallowing therapists, physical therapists, occupa-
tional therapists, genetic counselors, integrative medicine 
specialists and pastoral care providers. Th ese services are 
available to the interdisciplinary team to meet the complex 
needs of patients.
 Th e process of care in radiation oncology involves 
close collaboration between a team of qualifi ed individuals. 
Th e attending radiation oncologist has ultimate and fi nal 
responsibility, as well as accountability for all aspects of 
patient care. 
 While Table 2.1 (see page 12) does not specifi cally 
defi ne individual roles within the radiation oncology team, 
it is an attempt to clarify those roles and relative responsi-
bilities. Th e scope of practice of each team member should 
be based on the criteria established by their professional 
organization and local jurisdiction. Each facility must have 
policies and procedures defi ning the roles of these team 
members.

Leader: Prabhakar Tripuraneni 
Theresa Kwiatkowski 

Michael D. Mills
Bruce G. Haff ty
Daniel Pavord

Daniel Low
Bhudatt R. Paliwal
Albert L. Blumberg

Paul Wallner
Vanna Marie Dest

The Radiation Oncology Team
CHAPTER 2

2.2.0 QUALIFICATIONS AND TRAINING

Board certifi cation is the primary consideration for estab-
lishing proper qualifi cations and training for a professional 
working in radiation oncology. Th e relevant professional 
societies establish the eligibility requirements to sit for a 
board exam, including education, training and clinical 
residency requirements. In addition, where applicable, 
professionals must meet requirements for obtaining a state 
license, as shown in Table 2.2 (see page 13).
 Each facility should have a policy regarding orienta-
tion, competency, credentialing and periodic evaluations of 
all team members.

2.2.1 Medical Director

Th e medical director is a radiation oncologist who is 
responsible for oversight of the facility, in addition to 
establishing policies and procedures.

2.2.2 Radiation Oncologist

Th e radiation oncologist has American Board of Radiology 
(ABR) certifi cation in Radiation Oncology, Th erapeutic 
Radiology or equivalent certifi cation. Additional processes 
of certifi cation as defi ned by ABR are published at: 
www.theabr.org.

2.2.3 Nonphysician Providers (Physician Extenders) 

Nonphysician providers include, but are not limited to, 
nurse practitioners, clinical nurse specialists, advanced 
practice nurses and physician assistants. Th e roles, quali-
fi cations, licensure requirements and maintenance of 
credentials for these individuals should be determined by 
their professional organizations, scope of practice, rules and 
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regulations of individual institutions and licensure regula-
tions within individual jurisdictions (American Academy 
of Nurse Practitioners [AANP], www.aanp.org; 
American Nurses Credentialing Center [ANCC], 
www.nursecredentialing.org; National Commission on 
Certifi cation of Physician Assistants [NCCPA], 
www.nccpa.net; American Academy of Physician Assistants 
[AAPA], www.aapa.org). 

2.2.4 Medical Physicist

Medical physicists should be certifi ed in accordance 
with the appropriate qualifi cation for the designation 
of Qualifi ed Medical Physicist (as published at 
www.aapm.org), Th erapeutic Medical Physicist (as pub-
lished at www.theabr.org) or equivalent certifi cation.

Table 2.1.  Roles and Responsibilities of the Radiation Oncology Team

RA
DI

AT
IO

N 
ON

CO
LO

GI
ST

 M
ED

IC
AL

 P
HY

SI
CI

ST

M
ED

IC
AL

 D
OS

IM
ET

RI
ST

RA
DI

AT
IO

N 
TH

ER
AP

IS
T 

NO
NP

HY
SI

CI
AN

 P
RO

VI
DE

RS
 

N
P/

PA
 

ON
CO

LO
GY

 N
UR

SE
  

Clinical evaluation

Ongoing psycho/social evaluation

Decision to deliver external radiation therapy (XRT)

Patient +/- family education

Interdisciplinary coordination of care

Patient positioning and image acquisition

Fusion and registration

Contouring/segmentation

Dose-volume constraints

Dose calculation

Review of fi nal treatment plan

Patient-specifi c QA

Treatment delivery

Special procedures (SRS, SBRT, HDR, etc.)

Monitor accuracy of delivery (ports, dose, etc.)

Weekly evaluation

Follow-up

Survivorship 

Equipment, software and systems acceptance testing, 
 maintenance and commissioning

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x



       S A F E T Y  I S  N O  ACC I D E N T     |    2012     13

2.2.5 Medical Dosimetrist 

A medical dosimetrist is competent to practice under the 
supervision of a qualifi ed physician and qualifi ed medi-
cal physicist. An individual is considered competent to 
practice in medical dosimetry if that individual is eligible 
or certifi ed in accordance with the appropriate qualifi ca-
tion for the designation of Qualifi ed Medical Dosimetrist 
through the Medical Dosimetrist Certifi cation Board 
(MDCB) at www.mdcb.org.

2.2.6 Radiation Therapist 

A qualifi ed radiation therapist is considered competent to 
practice in radiation therapy if he or she is eligible or certi-
fi ed in accordance with the appropriate qualifi cation for 
the designation of Radiation Th erapist, published by the 
American Registry of Radiologic Technologists (ARRT) 
at www.arrt.org and the American Society of Radiologic 
Technologists (ASRT) at www.asrt.org.

Table 2.2.  Certifi cation and Licensure Requirements

Profession  State Licensure Required? Information Resources

Radiation Oncologist ABR Yes www.theabr.org

Medical Physicist ABR In 3 states as of 2011(FL, NY, TX) www.theabr.org
 ABMP                                  www.abmpexam.com
 CCPM  www.ccpm.ca

Medical Dosimetrist MDCB No www.mdcb.org

Radiation Therapist ARRT                                  Yes (Currently in 35 states) www.arrt.org
 ASRT  www.asrt.org 

Nurse Practitioner AANP Yes www.aanp.org
 ANCC Yes www.ancc.org  

Oncology Nurse ANCC Yes  www.www.nursecredentialing.org
 ONCC  www.oncc.org

Clinical Nurse Specialists  Yes www.ancc.org
 
Physician Assistant NCCPA 

 

2.2.7 Radiation Oncology Nurse 

A qualifi ed oncology or radiation oncology nurse has 
oncology certifi cation, in addition to basic educational 
preparation to function as a registered professional nurse, 
as determined by the individual jurisdiction. Oncology 
certifi cation can be obtained through the Oncology Nurs-
ing Certifi cation Corporation (ONCC, www.oncc.org), 
American Nurses Credentialing Center (ANCC, www.
nursecredentialing.org), or National Association of Clinical 
Nurse Specialists (NACNS, www.nacns.org).

2.3.0  CONTINUING EDUCATION AND 
MAINTENANCE OF CERTIFICATION

Th e applications, technologies and methodologies of radia-
tion oncology continue to expand and develop. Lifelong 
learning is vital to ensure incorporation of new knowledge 
into clinical practice, therefore, each member of the 
interdisciplinary team should participate in available 
Continuing Medical Education (CME) and, where appli-
cable, Maintenance of Certifi cation (MOC) programs.

Yes                     www.nccpa.net
                    

Relevant 
Certifying Body

ANCC
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ChAPTeR APPendIx:  
IlluSTRATIve SAfeTy STAffInG MOdel

In the current environment, radiation oncology as a profes-
sion is providing more complex special procedures. The 
above guidelines reflect the combined input from the sur-
veys performed by several professional organizations (ACR, 
ASTRO, AAMD, AAPM and the ABR studies) during 
the last decade. Additional personnel will be required for 
research, education and administration. For a progressive 
clinic, the above recommendations may be insufficient to 
accurately estimate the medical physics and dosimetry FTE 
effort required to provide all special patient procedures and 
services. 

Table 2.3  Minimum Personnel Requirements for Clinical Radiation Therapy

CATEGORy  STAFFING (See important comments below.)

chief radiation oncologist  one per facility

chief medical physicist  one per facility

department manager  one per facility (in some departments this function 

     may be filled by a member of the team)

medical dosimetrist*  as needed, approximately one per 250 patients treated annually

radiation therapist*  as needed, approximately one per 90 patients treated annually 

brachytherapy technologist*  as needed, approximately one per 100 brachytherapy patients 

    treated annually

mold room technologist  as needed to provide service
Social worker/dietician  as needed to provide service

2.4.0  STAffInG ReQuIReMenTS

The staffing needs of each facility are unique and vary 
based greatly upon the patient mix, as well as on the 
type and complexity of the services offered. Patient load, 
number of machines and satellites/affiliated centers also 
influence the need to allocate management manpower and 
full-time employees (FTEs) (Table 2.3), as well as teaching 
responsibilities and vacation time. As such, it is impossible, 
in the current era, to prescribe hard staffing levels. 
 The radiation oncology facility should have a qualified 
radiation oncologist on-call 24 hours a day, seven days a 
week, to address patient needs and/or emergency treat-
ments. An adequate number of other members of the  
radiation oncology team should be available to deliver  
urgent treatments in off-hours. Otherwise, the facility must 
have arrangements for referral of emergency patients for 
timely treatments.

* this number may be higher or lower depending upon the complexity of patients treated by an individual physician or by 

the complexity of technology.

**it is recommended that a minimum of two qualified individuals be present for any routine external beam patient  

treatment.
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Safety
CHAPTER 3

3.1.0  THE NEED FOR A CULTURE OF 
SAFETY

Modern radiation therapy is complex and rapidly evolving. 
Th e safe delivery of radiation therapy requires the concert-
ed and coordinated eff orts of many individuals with varied 
responsibilities. Further, safety and effi  ciency go hand in 
hand. Ineffi  cient systems lead to staff  frustration, rushing 
and sometimes cutting corners, thus, all team members 
need to work together to create a safe and effi  cient clinical 
environment and workfl ow.  
 Th e need for effi  ciency is heightened by the increas-
ing demands being placed on all members of the radiation 
oncology team. Changes in the levels of reimbursement 
for some clinical activities, global changes in the national 
healthcare system (e.g., structural, fi nancial) and increas-
ing levels of administrative burden (e.g., documentation 
requirements) require physicians to search for improved 
levels of effi  ciency. Th is is essential in order to provide 
staff  with necessary time to perform critical safety-related 
activities.
 Th e rapidly-evolving nature of radiation oncology 
requires that processes and workfl ows be continually 
reassessed. Each member of the team needs to accept that 
optimal approaches are not static, but will necessarily 
change to accommodate the evolving practice. Long-held 
traditional approaches will need to be challenged and 
possibly modifi ed. 
 People may be hesitant to change, often for good 
reasons. Good clinical practices usually evolve over years if 
not decades, so change should be carefully implemented. 
It is critical that a culture that appropriately manages 
change exists, ensuring change facilitates safety and quality. 

Furthermore, all team members must be open to having 
any member of the team (whether in leadership positions 
or not) raise concerns about safety as well as suggesting and 
considering change. Indeed, it is often the frontline staff  
that are more likely to understand the limitations of cur-
rent procedures and suggest improvements. Th us, an ideal 
open environment with a safety-minded culture only exists 
where staff  are permitted and encouraged to suggest and 
lead change to improve safety, quality and effi  ciency.

3.2.0  LEADERSHIP AND EMPOWERING 
OTHERS

Physicians and medical physicists comprise the primary 
leadership roles within a radiation oncology clinical site. 
Th ey must empower all members of their team to be active 
participants in improving clinical processes. Th is is true 
from a practical perspective, as one person cannot pos-
sibly understand all aspects of the complex fi eld. Further, 
such empowerment is a meaningful way to provide team 
members with a feeling of responsibility, thereby increasing 
job satisfaction, raising expectations and enhancing perfor-
mance. Staff  should know that they have a meaningful and 
benefi cial impact in the work environment.
 In the radiation oncology clinic, these professionals are 
ultimately responsible for creating a culture of safety. Soci-
ety has entrusted physicians and medical physicists as the 
guardians of both the individual and societal health care 
structure. With this trust, they are empowered to operate 
as advocates for safety-related initiatives. Leadership needs 
to make all staff  feel comfortable to raise concerns about 
safety without fear of reprimand or reprisal.
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3.3.0  EVOLVING ROLES AND 
RESPONSIBILITIES OF EACH TEAM 
MEMBER
 
Th e fi eld of radiation oncology is ever-evolving, and as 
such, there are rapid changes in the roles and responsibili-
ties of each team member. Table 3.1 (see page 21) sum-
marizes some of these changes and associated challenges. 
Entries are meant as examples, as this is not an exhaustive 
list.

3.4.0  EXAMPLES OF TOOLS/INITIATIVES 
TO FACILITATE SAFETY, AND THE SAFETY 
CULTURE

3.4.1  Staffi  ng/Schedules

Staffi  ng levels need to be adjusted to refl ect the workload, 
particularly in physics, dosimetry and treatment, where the 
demands have markedly increased (e.g., patient-specifi c 
QA for IMRT). Schedules should be realistic to avoid/
minimize hurrying through a given task and risking error. 
An excessive workload can lead to errors. Conversely, light 
workloads can also be a problem since a certain level is 
needed to maintain “situational awareness” [1, 2].

3.4.2  Communication/Facilities 

Systems that facilitate clear, unambiguous and effi  cient 
communication between all team members are critical. 
Th is is particularly true between physicians, medical 
dosimetrists, medical physicists and radiation therapists, 
given the large number of hand-off s and interdepen-
dent tasks that routinely occur during the planning and 
treatment-implementation processes. Well-defi ned charting 
procedures, either paper or preferably electronic, are criti-
cal. In planning the layout of a department, one might 
centrally locate dosimetry, and/or establish dedicated time 
for physicians and medical dosimetrists to work together, 
thereby facilitating the iterative “directive-segment-com-
putation-review-repeat” cycle. Th is is a particular challenge 
when physicians and planners rotate between facilities. 
Enhanced tools are needed to enable effi  cient and accurate 
communication/transfer of complex 3-D data between 
centers. A well-defi ned communication pathway between 
workers will reduce the need for ad hoc/variable solutions 
and provide for messages being sent, received and verifi ed.

3.4.3  Workfl ow/Effi  ciency 

Clinical practice is complex, often mired in administrative 
and historically-derived procedures. Effi  ciency impacts 
quality and safety. Harried workers are more prone to 
error, therefore eliminating nonessential tasks increases 
time available for critical tasks. Lean approaches (adapted 
from the Toyota Production System)[3] have been adopted 
by many to streamline clinical workfl ow and alter the work 
environment. Some have implemented rapid improvement 
events (Kaizens [4]) where participating representative 
members of involved groups create process maps for 
particular tasks. Value-added steps are identifi ed, with 
wasteful steps and unnecessary stressors being eliminated, 
and a more streamlined, unambiguous, standardized 
process emerges. Having stakeholders meet to discuss and 
defi ne their work builds teamwork and mutual respect, 
while fostering an environment in which staff  know that 
they can positively impact their work.

3.4.4  Standardization 

Standardization is widely recognized as a means to reduce 
errors and confusion. Th is might be particularly useful 
in group practices where radiation therapists, medical 
dosimetrists and medical physicists interact with numerous 
physicians, each having their own preferred methods. 
Having too many diverse approaches can lead to con-
fusion. It is helpful if providers can agree on standard 
approaches to common diseases using reference or guide 
sheets to avoid confusion among planning staff . Standard 
treatment practices and QA mechanisms, as well as associ-
ated policies and procedures, should be vetted through a 
review committee and required for every technique or site, 
with regular updates, as needed. Th ese should be posted 
with easy access for all who may need to refer to them. 

3.4.5  Hierarchy of Eff ectiveness  
Diff erent methods used to aff ect behaviors have variable 
expectations for success [5]. Reliance on policies and 
training is the usual but least eff ective approach. In a large 
database of errors from the State of New York, “failure to 
follow policies/procedures” was implicated as a contrib-
uting factor in 84 percent of events, versus “inadequate 
policies/procedures” in 16 percent of events. Whenever 
possible, it is best to “hardwire” the systems for success 
using simplifi cation, standardization, automation and 
forced functions to create workfl ows and systems that 
support human work. Checklists and time-outs are 
eff ective [6, 7] especially if:
• Th ey are focused on the task at hand;
• Th e user believes in their utility; and
• Th e user is forced to use them (e.g., “hard stop”).
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Table 3.1. Examples of Safety-Related Roles and Challenges – Radiation Oncology Staff 

Team Member          Traditional Role                                       Evolving Role                                               Challenges

Physician

Medical 
Physicist

Medical
Dosimetrist

Radiation
Therapist

Nurse

Administrator

IT Specialist

All Clinical 
Staff 

• Patient care
• Supervises RT (e.g., sets dose/

volume criteria, approves plan 
and treatment images, 
manages toxicity)

• Assure the safe and eff ective 
delivery of radiation as 
prescribed

• Treatment planning
• Plan and TPS QA 

• Provide safe and eff ective 
delivery of radiation as prescribed

• Daily equipment and new 
patient treatment QA

• Assist with patient care/
education

• Manage toxicity

• Oversight of regulatory 
compliance

• Desktop support

• Proper patient identifi cation
• Peer review

• Relinquish some autonomy 
to other personnel

• Engaging others in safety 
mission

• Role shift to increase 
emphasis on safety-related 
work

• Education in advanced 
process analysis tools for 
patient safety

• Adequate instruction in 
anatomy 

• Proper utilization of emerging 
imaging/segmentation tools

• Safe and proper use of 
additional imaging and treat-
ment delivery systems

• Adequate instruction in 
evolving technologies

• Knowledge of evolving 
chemotherapy agents 

• Resource allocation

• Resources
• Space
• Vendor interoperability

• Identifi cation/discussion of 
near-misses

• Continuous education
• Increased reliance on EMR
• Adequate instruction with 

software/technological 
advances

• Dedicating time for safety 
initiatives

• Minimizing distractions

• Team leader for patient safety
• Coordination with multidisci-

plinary team
• Continuous education (e.g.,

 image evaluation/segmenta-
tion, new software/technology)

• Incorporating technological 
innovations to improve patient/
staff  safety

• Assess safety of treatment 
processes, (e.g., with statistic 
processes, failure mode analysis, 
fault trees, etc.)

• Image cataloging/manipulation 
(e.g., fusion/registration/

 segmentation)
• Assist in IMRT/IGRT/equipment 

QA

• Assessment of 2-D/3-D images 
to make decisions concerning 
patient treatment/ motion/
alignment

• Patient pain
• Assist in multidisciplinary 

coordination

• Support patient safety program

• Connectivity
• Failure mode analysis
• Data archiving/recovery

• QA/Quality Improvement (QI) 
• Increased documentation in 

EMR
• Evolving peer review
• Compliance with evolving 

regulatory requirements

Nonphysician 
Providers

• Assist physician with patient 
care

• Coordination with multidisci-
plinary team

• Legal or regulatory 
restrictions
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“Knowledge in the fi eld” (automatic computer/machine 
functions and checklists) is more likely to improve human 
performance than is “knowledge in the head” (memory).

3.4.6  Human Factors Engineering [5, 8] 

Human-machine interactions are ubiquitous. Human 
factors engineering aims to defi ne processes, interfaces 
and machinery that facilitate correct usage. For example, 
the forcing function of an automated teller machine can 
require withdrawal of the bankcard before money is 
dispensed. Similarly, placing console control buttons 
that perform particular functions in a consistent loca-
tion enables users to more reliably operate equipment in 
a predictable and correct manner. Safety is improved with 
workspaces that are designed to reduce noise, interruptions 
and visual clutter. Improving lighting, temperature and 
desk height are additional factors proven to aff ect 
performance.
 In the radiation oncology fi eld, complicated computer 
screen layouts, keyboard functions and treatment consoles 
are a few examples of the hundreds of human-machine 
interfaces that are navigated daily. Th ese require increasing 
mental eff ort as they become more complicated or lack 
standardization. Many are well designed, but there is ample 
room for improvement. For example, within individual 
products, shortcut keyboard commands should be consis-
tent whenever possible. Standardization of nomenclature, 
monitor layouts and shortcuts across diff erent vendors are 
examples of enhancements that might also be helpful.

3.4.7  Incorporating QA Tools/Functionality Into 

Software 

Often, QA is not incorporated into the planning or record 
and verify delivery systems. For example, user-confi gurable 
checklists and time-outs are not an option. Although 
potentially valuable, such embedded checklists still require 
the user to verify that checklist items are appropriately 
addressed rather than being automatic. Some embedded 
automatic QA functions would be useful, such as:
• For a new plan, the system searches its directory 

archive for patients with the same name to identify 
inadvertent retreatment.

• For common diagnoses, the planning system com-
pares the proposed target volumes and associated dose 
parameters to a library of user-specifi ed “expected” 
parameters and issues predefi ned alerts.

• Normal tissue dose-volume parameters are compared 
to user-specifi ed constraints.

• Automatic highlighting of under-dosed target, or 
normal tissue hot-spots.

• Beams and plans are named automatically to refl ect the 
treatment planner, date, etc.

• Common nomenclature of target volumes, organs at 
risk and plans to facilitate review of plans and identifi -
cation of outliers.

Some of these functions may already exist. At least one 
manufacturer is “training” their planning system to identify 
discrepancies between pending plans and their library of 
“similar plans” [9]. 

3.4.8  Peer and Interdisciplinary Review 

Peer review is an essential part of the safe delivery of 
radiation. Prospective peer review is critical, especially for 
new technologies such as IMRT and IGRT [10, 11]. Once 
treatment has been initiated, the threshold for making a 
meaningful change in image segmentation or motion-
management strategy is relatively high because it may 
result in time-consuming replanning and QA. Physician-
to-physician peer review is useful, and review of target 
delineation and image segmentation prior to planning 
deserves more standardization. Peer review is also con-
ducted as part of the chart rounds process. See Chapter 4, 
sections 4.1.5 and 4.1.6, in this document for the specifi cs 
regarding the components of this process.
 Peer review is clearly important for other team mem-
bers as well. As an example, medical dosimetrists can check 
each other’s work (e.g., choice of beam selection/weight-
ing). A distinction is often made between quality assurance 
and peer review (Table 3.2, see page 23). Quality assur-
ance is often taken to relate to objective/quantitative “right 
versus wrong” actions (e.g., was the correct plan sent from 
the planning system to the treatment machine? Is the ma-
chine beam output correct?), that can readily lead to major 
clinical events that aff ect one or many patients. Peer review 
is often used to refer to somewhat more subjective items 
(e.g., target defi nition or dose selection) that are perhaps 
less likely to lead to major clinical events, and not aff ect 
a large number of patients. Th ese interactions tradition-
ally occur roughly as physics-, planning- or therapy-based 
versus physician-based. However, this distinction can be 
readily blurred. For example, should there be a double 
check for things such as machine QA? (e.g., there may be 
two people to confi rm the machine output). Similarly, a 
physician can make gross right or wrong type errors in 
target delineation (e.g., mislabeling the left atrium as a 
sub-carinal lymph node) or misinterpreting published data 
leading to systematic errors in treatment recommendation 
that could aff ect many patients. 
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Table 3.2. Examples of Peer Review and Quality Assurance Items *

Peer Review                                   Quality Assurance

Physician

Medical 
Physicist

Medical
Dosimetrist

Radiation 
Therapist**

• Target defi nition

• Verify machine output

• Assess selection of beam orientation and 
weighting 

• Evaluate plan for target coverage and 
normal tissue exposure

• Double check patient setup accuracy

• Verify appropriate nomenclature and documentation
• Verify dose constraints are within policy
• Review portal fi lms

• Verify the correct transfer of data from the planning 
system to the treatment machine 

• Verify that prescription matches the treatment plan

• Ensure patient-specifi c procedure time-out

*    Examples shown are items that might be (somewhat arbitrarily) divided into the peer review and quality assurance.
**  In addition, two radiation therapists should always be available in the event of emergencies and as a “second set of eyes” to verify 

information during time-outs for procedures.[12]

 Th ere is additional utility to prospective multidisci-
plinary interactions (e.g., between physician, medical 
physicist, medical dosimetrist, nurse and radiation 
therapist). A dosimetrist might note inconsistencies in the 
segmentations and directives, and anticipate dosimetric 
challenges (e.g., “I cannot meet both the cord and the 
planning target volume [PTV] doses due to their proxim-
ity”) prior to initiating planning. Such a preplanning/
treatment meeting facilitates a healthy interdisciplinary 
dialogue that can make the subsequent planning/treat-
ment processes smoother, but may also require more time 
between simulation and treatment. 

3.4.9  Daily Morning Meetings 

Having all members of the team meet daily to review the 
upcoming clinical activities can be a useful exercise to pre-
empt potential problems. For example, the CT-Simulation 
therapists can review the day’s schedule, noting patients 
whose records lack clear directives. Patients presenting 
unique challenges or learning opportunities can also be 
identifi ed and discussed. Th e availability or lack of open-
ings for add-ons can be noted. Medical dosimetrists can 
alert the group regarding treatment plans that are proceed-
ing more slowly than expected and seek direction. Th e 
chief radiation therapist can note to the group patients 

who will need pre-RT fi lms/imaging reviewed that day, 
the daily patient treatment census and potential challenges 
(e.g., anesthesiology cases). All members of the group are 
invited to raise concerns, make announcements, and so 
forth. Th e morning meeting serves the practical func-
tion of trying to anticipate the upcoming challenges and 
avoid chaos in the clinic. It also serves a social and cultural 
function to bring the department together daily, fostering 
an environment of easy communication among all team 
members. 

3.4.10  Safety Rounds

Safety rounds may be characterized by personal 15- to 
20-minute interviews by the chairman (or members of the 
safety or quality committees) and members of the leader-
ship team with staff  members in groups of one to three 
people at their worksite, asking about near-misses or unsafe 
conditions causing potential or real harm to patients or 
employees.

3.4.11  Routine Public Announcements/Updates  

Issues relating to safety/quality/effi  ciency should be rou-
tinely included in all departmental activities. For example, 
the morning meeting is a good opportunity for leadership 
to make announcements about ongoing initiatives. 



2 4       S A F E T Y  I S  N O  ACC I D E N T     |    2012

Similarly, regular reports summarizing the outcomes of 
safety rounds can be provided to all department members 
and posted in prominent locations throughout the depart-
ment. Th is demonstrates the responsiveness of leadership 
and reinforces leadership’s commitment to process im-
provement. Achievements of staff  working in these areas 
should be publicly acknowledged and celebrated. Th is 
helps to create an environment where people may be more 
willing to speak openly about safety concerns.

3.4.12  Address Errors and Near-Misses 

Employees should be encouraged to report both errors 
and near-misses (errors that almost happen). Experienced 
employees typically know how to rapidly work around 
challenges, and may not always recognize the potential 
problems that could arise, since they are so skilled at adapt-
ing to situations. Th e study of near-misses is powerful in 
identifying problems with work processes that can lead 
to an error. Th e reporting of near-misses should be met 
positively, and not with fear of punitive action. Near-misses 
should be addressed with a similar vigor as that applied to 
errors, and reported through the Quality Assurance 
Committee. 

3.4.13  Quality Assurance Committee  

A dedicated formal QA committee should consist of a 
multidisciplinary team (e.g., physicians, medical physicists, 
medical dosimetrists, nurses, radiation therapists and IT 
support) that meets regularly and serves as liaison with 
leadership and hospital-wide safety committees. Th is com-
mittee should develop initiatives related to patient safety 
(e.g., sections 4.1-4.12), which are feasible and work best 
for the individual institution. Th is committee should 
ensure that a mechanism for reporting and monitoring 
errors and near-misses is in place, that leadership is aware 
of trends, and that a process exists for implementing 
change when needed. Monitoring appropriate compliance 
with local, national and international safety, licensure and 
credentialing standards falls under this committee, as does 
developing mechanisms to investigate serious or potentially 
serious incidents in near real-time (e.g., less than 24 hours). 
Such mechanisms may include having a dedicated team 
on-call to meet with staff  involved in an error or near-miss, 
to help in determining root causes of the incident, to pro-
vide input on the potential impact of the error or near-miss 
and on proposed solutions or recommended changes (if 
any). Th is committee also disseminates safety information 
through peer review meetings, the morning meeting and 
safety rounds, in addition to more formal safety, QA or 
possibly morbidity/mortality rounds. 

 Peer review meetings, QA Committee, morning 
meetings and safety rounds are examples of initiatives 
that promote staff  involvement in seeking positive change 
in their workspace. Th ese activities help foster a sense of 
openness, mutual respect, group participation and respon-
sibility. Staff  should be encouraged to raise concerns and be 
reassured that reporting and raising safety concerns will not 
be punitive. 

3.4.14  Credentialing and Training

Institutional policies must exist for appropriate training 
and credentialing of personnel. Th is could be challenging 
with new technologies where there are few training pro-
grams or the technology is rarely available. Nevertheless, 
centers must ensure that providers are qualifi ed to deliver 
any care for which they are privileged.

3.5.0  INGRAINING SAFETY INTO EVERYDAY 
PRACTICE 

Safety and quality initiatives are often viewed as separate 
from routine practice. For example, QA meetings are 
something that Th e Joint Commission (TJC) requires, 
where the leadership reacts to events in the clinic by gener-
ating rules/policies in a hierarchical manner that are (often) 
ignored. Th is is an unfortunate historical paradigm. A 
preferred approach is to ingrain safety considerations into 
the fabric of our clinical operations, such that it is seen 
as a natural component of evolving clinical practice 
(Figures 3.1A and B, see page 25). Th is requires a persis-
tent acknowledgement of safety concerns by the leadership 
to enable an increased mindfulness among the staff . 

HIERARCHICAL MODEL

Dictums Policies

Departmental Leadership,
QA Committee (reactive)

Isolated “bad” 
event or 
complaint

CLINIC

Figure 3.1A. Hierarchical Model
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Integrating facilitators of quality/safety into routine 
workfl ow; (e.g., peer review, checklists, standardization, 

lean assessments)

Figure 3.1B. Collaborative Model

Nurtures 
culture of 
safety

Empowers 
others to 
improve 
processes

Figure 3.1. Panel A: Hierarchical model where depart-
mental leadership and QA committee operate in a largely 
reactive mode where policies and dictums are “handed 
down” to the clinic, often in response to isolated events. 
Panel B: Collaborative Model where departmental leader-
ship and QA committee proactively support and nurture 
a culture of safety. All staff  are encouraged to become 
engaged in improving operations. Measures from the clinic 
are continually monitored to assess for opportunities for 
improvement.

3.6.0  COLLABORATION BETWEEN USERS 
AND VENDORS 

Th e practice of modern radiation oncology requires the 
use of multiple commercial products. As safety becomes 
an increasing concern, our partnership with the vendors of 
these products must mature. An open exchange is needed 
where users and manufacturers work synergistically to 
maximize the likelihood of optimal outcomes (Figure 3.2). 
Th e responsibilities and opportunities are complementary.

Users and vendors have a synergistic relationship that 
is critical for the healthy evolution of safe and useful 
products. Th e vendor needs to educate the user as to the 
capabilities and limitations of their products. Users need to 
share their concerns with the vendors and work with them 
to improve products.  
 Vendors need to create user-friendly products to 
maximize the probability that they are used as intended 
(see section 3.4.6, Human Factors Engineering). Products 
should typically not be marketed until they are relatively 
free of known fl aws, especially those with serious clinical 
implications. Vendors should be forthcoming with infor-
mation about all known shortcomings of their products. 
Th is should include challenges related to the integration 
of their products with other vendor’s products (i.e., even 
when the “problem” is not inherent to their product alone, 
but rather arises from the interaction with other products). 
Since these issues often only become known to the vendors 
as their products become more widely used, vendors need 
to share this information, as it evolves, rapidly with their 
wider user-base.
 Similarly, users need to operate products in the set-
tings and modes in which they were intended, and use 
care when utilization is extended to uncharted territory. 
Problems, both real and potential, should be reported to 
the vendor (and regulatory agencies as required) in a timely 
fashion, and with enough information (e.g., the context) to 
enable the vendor to make a full assessment. Users should 
take the time to familiarize themselves with the func-
tionality of new/evolving products prior to their clinical 
implementation and communicate with the vendors so 
that they can work together to seek needed improvements 
to products. 
 It is important that the team tasked with managing 
the needs of the radiation therapy department’s informa-
tion technology reviews and approves any and all software 
or hardware that is involved in treatment planning and 
delivery. Vendor specifi cations and network connectivity 
requirements must be approved prior to the purchase of 
any new system (see Chapter 4, section 1.6, Equipment and 
Devices). Th ere could be logistic challenges that limit the 
ability for vendors to rapidly alter products (e.g., Food and 
Drug Administration [FDA] regulatory review, and user 
acceptance of “short cycle” upgrades). User training

Vendor knowledge User knowledge

Feedback on usability 
Connectivity

Figure 3.2. User/Vendor Relationship
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3.7.0  INVOLVING THOSE BEYOND 
RADIATION ONCOLOGY

Cancer care is multidisciplinary and often involves sur-
geons, medical oncologists, diagnostic radiologists, pathol-
ogists, internists (gastroenterology, pulmonary, neurology, 
other), social workers and others. Communication between 
disciplines is challenging but exceedingly important as our 
treatment approaches involve multiple disciplines. Many 
of the initiatives and concepts described herein can, and 
should, be applied on a broader scale (Table 3.3).

Table 3.3. Multidisciplinary Approaches to Quality in Cancer Care Delivery

            Radiation Oncology Initiative                                                    Analogous Multidisciplinary Initiative

Pretreatment team discussion 

Daily meeting

Determining unambiguous methods of communication 
between team members in the radiation oncology EMR

Safety rounds within radiation oncology

Departmental safety culture

Discipline-specifi c training

Tumor board

Regular multidisciplinary meetings to review patients 
under treatment

Determining unambiguous methods of communication 
between multidisciplinary care providers in an oncology-
specifi c or hospital-wide EMR

Safety rounds within cancer center

Cancer center or hospital-wide safety culture

Team training
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CHAPTER 4

4.1.0  QUALITY REQUIREMENTS FOR 
RADIATION ONCOLOGY PROGRAMS

Th e overall goal of the guidelines summarized in this 
chapter is the delivery of high quality radiation oncology 
treatment to all patients. Note that quality assurance is a 
shorthand term which is often used to describe some or 
all of the diff erent aspects involved in quality management 
(QM) and a culture of safety.

4.1.1  Facilities

A radiation oncology facility must satisfy numerous 
requirements: 
• General space requirements include providing 

adequate clinic space, exam rooms and equipment, 
patient waiting and changing space, convenient 
patient parking, treatment rooms, simulation/imag-
ing room(s), brachytherapy source preparation and 
storage space (if service is off ered), dosimetry and 
treatment planning rooms, offi  ce space for professional 
staff  (physicians, medical physicists, nursing, etc.) and 
medical physics laboratory/equipment storage space. 
Th e extent of facilities should be appropriate for the 
volume of patients seen and treated, as well as the 
modalities off ered. 

• Treatment rooms for linear accelerators or other treat-
ment machines (e.g., tomotherapy, cobalt, robotic 
accelerator systems, etc.) must be carefully designed 
for radiation shielding, environmental conditions, 
adequate storage space for spare parts, testing and 

dosimetry equipment, patient access and safety, while 
also allowing installation, testing and repair of the 
treatment system. Design must include video and 
audio patient monitoring systems, dosimetry moni-
tors (when required), electronic cables for dosimetry, 
computers and other systems. 

• Each department must have access to CT imaging for 
treatment planning. Radiation oncology CT-Simulator 
room designs must carefully protect staff  from 
accidental radiation exposures, while allowing patient 
positioning, immobilization device implementation 
or fabrication. Th e same requirements apply to 
MR-Simulation rooms (when the modality is off ered) 
with the additional requirements for the establishment 
of an MR safety zone. 

• Rooms used for brachytherapy procedures require 
special attention to the specifi c radiation protection 
requirements associated with the particular brachy-
therapy modalities used. If the brachytherapy proce-
dure load warrants it, a brachytherapy suite should be 
available, including patient waiting space, procedure 
rooms, recovery rooms (if necessary) and brachyther-
apy source preparation and storage areas, so that the 
entire brachytherapy process can be performed within 
a well-designed and controlled space, to ensure 
radiation protection and source control.

• Each department must have electronic access to the 
hospital, clinic or outside information system(s) and 
picture archiving and communication system (PACS), 
interaction with other medical specialties to insure 
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coordination of care as well as access to laboratory 
services, and other ancillary services such as social 
service, dentistry and nutrition for the benefi t of 
patients during therapy.

4.1.2 Program Requirements 

Each radiation oncology program must satisfy a number of 
general requirements.

4.1.2.1 Program Accreditation 

Each radiation oncology program should become accred-
ited by an established radiation oncology-specifi c accredi-
tation program. Th is process will verify that crucial basic 
capabilities and procedures necessary for quality radiation 
therapy are performed, and will raise the general level of 
radiation oncology practice in the country. 

4.1.2.2 Required Capabilities

Th e following specifi c capabilities and methods for various 
aspects of the radiation therapy process are essential:
• Calibration of treatment machines, CT and MR scan-

ners, treatment planning systems and brachytherapy 
sources shall be carefully accomplished according to 
the appropriate protocols described by scientifi c/
professional organizations. 

• A safety program designed to improve patient safety, 
avoid radiation incidents and prevent errors in the 
treatment process shall be in place and periodically 
reviewed and enhanced.

• Th e system for documenting radiation therapy treat-
ment, and other aspects of the patient’s medical care 
(“charting”) must be rigorous, periodically reviewed 
and enhanced, and available to all members of the 
radiation oncology team when needed. 

• High quality and comprehensive treatment planning, 
using 3-D computerized treatment planning for dose 
calculations, imaging and other aspects of the planning 
process, is essential. 

• A comprehensive quality management program, 
including quality assurance, quality control (QC) and 
other quality improvement tools shall be in place.

• Radiation monitoring of machinery, sources and 
patients (where necessary) and staff  exposures are 
crucial. 

• All radioactive sources shall be carefully controlled 
and monitored, as required by regulatory agencies 

• A careful and pre-emptive program for maintenance 
and repair of equipment is essential. 

• Staff  training shall be comprehensive, ongoing and 
well documented. 

• Each department shall have a well-developed strategy 
for peer review, for the entire department and its pro-
cedures, as well as for individual clinical care, physician 
and qualitative decisions made throughout the process 
(e.g., treatment plan quality, patient setup technique 
acceptability).

• Each department must have access to medical oncol-
ogy, surgical oncology and other physicians involved 
in the multidisciplinary care of the patient, as well as 
access to dentistry, nutrition, laboratory testing and 
other supportive services necessary for patient care or 
handling of patient toxicity that arise during (or after) 
therapy.

4.1.2.3 Policies and Procedures

Each department shall develop and implement careful and 
well-described policies and procedures for each aspect of 
the process used for patient care, for QA of the patient care 
process, and for staff  behavior, as well as those issues im-
pacting safety for patients and/or staff . Each specifi c treat-
ment (e.g., IMRT, IGRT and SBRT) should have detailed 
documentation of its treatment planning and delivery 
process, roles and responsibilities of each team member in 
that procedure, QA checklists and test procedures, and a 
plan for continuous quality improvement and safety. 

4.1.3 Radiation Safety

Radiation safety, for patients and staff , is a crucial 
responsibility for all members of the radiation oncology 
department. Th is section documents, in brief, the technical 
requirements for facilities and machines that will facilitate 
safety.

4.1.3.1 Radioactive Source Procedures

AAPM Task Group Reports 56[50], 59[33], 138[15] and 144[72] 
outline safety and quality standards for the handling of 
radioactive sources such as those used in brachytherapy 
clinical procedures and QA. Safety considerations should 
be consistent with state and federal regulations. Th e radia-
tion oncologist, medical physicist and radiation safety 
offi  cer should defi ne local radiation safety guidelines that 
are consistent with the ASTRO, ACR/ASTRO, American 
Brachytherapy Society (ABS) and regulatory brachytherapy 
guidelines.

4.1.3.2 Accelerator Safety

Once the treatment room is correctly designed, staff  
procedures for accelerator use, patient treatment and other 
work performed in the accelerator room must be designed 
to ensure patients and staff  members do not receive any 
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unwarranted radiation exposure. A monitoring program 
that updates and enhances the safety of this program must 
be a part of the departmental procedures. 

4.1.3.3 Safety for Imaging Devices

Unlike the general situation with diagnostic imaging and 
image guided surgery, imaging in radiation therapy adds 
the imaging dose to an already high level of radiation 
therapy. Th ere is a strong correlation between increased 
imaging and improved quality of delivery of the thera-
peutic dose; therefore, the emphasis in radiation therapy 
should be on optimizing rather than simply minimizing 
the imaging dose. AAPM Task Group 75[38] provides guid-
ance on optimal use of imaging and strategies for reducing 
imaging dose without sacrifi cing its clinical eff ectiveness.

4.1.4 Monitoring Safety, Errors and Medical 

Quality

One of the most crucial activities in a quality radiation 
oncology department is the organized review and moni-
toring of all aspects of safety, errors and quality. Creating 
a “culture of safety” depends on guidance, direction and 
fi nancial means from the leadership of the institution and 
of the radiation therapy department; on individual eff ort 
by every member of the department; and on organized 
support for quality and safety at every level in the institu-
tion. Th is section briefl y describes a few of the organiza-
tion- and department-level activities that can help to create 
the necessary culture and awareness. 

4.1.4.1 Quality and Error Monitoring 

Each department should have a department-wide review 
committee which monitors quality problems, near-misses 
and errors in treatment, diagnosis, patient care or other 
procedural problems that might lead to errors. Th is com-
mittee should organize the collection and analysis of such 
events, work to identify potential problems in devices 
or processes, and then try to mitigate these problems by 
modifying processes or adding new checks or actions to 
minimize the likelihood of further problems. It is impor-
tant that these kinds of safety-related eff orts, data and 
notes be identifi ed as peer review protected and not subject 
to legal discovery. Further detail can be found in Chapter 
3, Safety.

4.1.4.2 Safety, Morbidity and Mortality Rounds

Radiation oncology departments must at a minimum hold 
rounds quarterly, or more typically monthly, to review pa-
tient morbidity and mortality, dose discrepancies and any 
incident reports involving an accident, injury or untoward 
eff ect to a patient. Morbidity and mortality to be reviewed 

should include unusual or severe acute complications of 
treatment, unexpected deaths or unplanned treatment 
interruptions. At a minimum, participants included should 
represent all the team members, including radiation 
oncologists, nurses, medical physicists, medical dosime-
trists, radiation therapists and administrators. Minutes of 
this review should be recorded.

4.1.4.3 Minimizing Time Pressures 

In order to avoid safety problems or quality lapses caused 
by rushing to meet unrealistic scheduling expectations, 
each institution should determine the appropriate process 
time allocated for each step in the process. Table 4.1 (see 
page 32) is an example of such a record, listing basic steps 
in the process. It is the responsibility of each institution 
to develop its own guidelines for the amount of time 
allocated to each step in order to avoid inappropriate time 
pressures. Th e goal of this eff ort is to avoid safety issues 
caused by time pressures, while satisfying the responsibil-
ity of the radiation oncology team to set a course of action 
that will assure a timely, yet safe and accurate transition 
from patient clinical evaluation to treatment. 

4.1.5 Monitoring Professional Performance

Over the past several years, there has been increasing 
interest on the part of public and government agencies in 
requirements for greater oversight for physicians and other 
healthcare providers. In response to the public’s concerns, 
the American Board of Medical Specialties (ABMS) 
decided that all medical specialties should develop MOC 
programs to replace current recertifi cation initiatives. Th e 
ABMS has defi ned four components of MOC: professional 
standing, lifelong learning and self-assessment, cognitive 
expertise and practice quality improvement (PQI).
 Many specialty societies off er opportunities for 
radiation oncologists and medical physicists to satisfy the 
requirements of MOC. For example, ASTRO has devel-
oped online courses with self-assessment modules (SAMs) 
to fulfi ll the lifelong learning requirements and a special 
program called the Performance Assessment for the 
Advancement of Radiation Oncology Treatment 
(PAAROT)[76] to meet the PQI requirements. ACR has the 
R-O PEER program and the AAPM off ers similar initia-
tives for medical physicists. Radiation oncologists and 
medical physicists should take advantage of these 
opportunities.
 One important aspect of those programs is the use of 
peer review methods to help individuals learn from other 
practitioners in the fi eld. Peer review is relevant in a num-
ber of diff erent aspects of clinical practice: overall review 
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of the behavior of the practice, review of individual skills 
and methods, as well as the common practice of reviews of 
physician clinical decisions which occur at a weekly “chart 
rounds” type review of ongoing patient treatments. Note 
that peer review is a quality improvement tool that has 
application throughout the process of radiation therapy 
(see, for example, the Safety White Paper on Peer 
Review [77]).

4.1.5.1 Ongoing Monitoring/Evaluation of Staff  

Qualifi cations

It is equally important that the other members of the radia-
tion oncology team have proper credentials and training 
in the simulation, treatment planning, treatment delivery 
and QA processes of each specialized treatment technique. 
Th e staff  should also be appropriately trained to use each 
specifi c device.
 Radiation oncology is a technologically demanding 
fi eld which is dependent on well-trained and highly-skilled 
members of the radiation oncology team, as described ear-
lier in this report. It is crucial that all members of the team 

        

Process Step              Minimum Process Time Required for Safety

After imaging: Completion of target volumes, defi nition of plan intent, 
normal structure volumes; anatomy approved

After anatomy approval: 
      Planning: 3-D CRT
      Planning: 3-D IMRT, Volumetric Modulated Arc Therapy (VMAT)
      Planning: 3-D SBRT
      Planning: SRS

Plan evaluation and physician approval 

IMRT QA and analysis

Treatment preparation (transfer from treatment planning system to 
treatment management system before treatment start)

Final checks before treatment

Treatment setup and delivery (based on complexity)

x days

x days
x days
x days
x hours

x minutes (though xx hours must be allocated to 
schedule this time)

To be completed x hours before treatment

Allow x hours

x minutes or hours

x minutes

Table 4.1.  Scheduling and Minimum Process Time (Required for Safety)

Individual institutions should create a table like this for their process(es) and circumstances, assigning appropriate values 
to the minimum process times (“x”). Cases identifi ed as emergencies and other specialized techniques will require special 
consideration.

maintain the proper credentials, skills and training levels, 
satisfying clinical competencies annually. In some cases (for 
example, radiation therapists moving between diff erent 
kinds of treatment machines), additional training or review 
sessions in the use of specifi c devices may be necessary 
more often than annually. Each facility should follow the 
ASTRO recommendations and ensure that the staff  have 
opportunity to maintain continued competence in their 
job responsibilities. See, for example, the roles, responsi-
bilities and training requirements for each staff  member 
described in the recent Safety White Paper on IMRT[37].

4.1.6 Equipment and Devices

Radiation oncology is a highly technical fi eld which relies 
on computer-controlled treatment machines, interconnect-
ed imaging, delivery and planning systems and important 
ancillary equipment. Th is section describes general require-
ments for radiation oncology equipment and systems, 
including guidance on system-specifi c quality assurance. 
Further patient- and process-oriented quality measures and 
QA are described later. 
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4.1.6.1 General Guidance

For any device, system or process to be integrated into the 
radiation oncology care process, many of the same general 
methods and issues must be addressed, as described here. 

System Specifi cation, Acceptance Testing, Clinical 
Commissioning and Clinical Release: Any new
radiation therapy system should go through the following 
process as it is prepared for clinical use: 
• System Specifi cation: To prevent later safety or 

eff ectiveness problems, each system should be carefully 
specifi ed before acquisition, purchase or development, 
including design, expectations, capabilities, tolerances, 
hazards, necessary training, usability and technical 
specifi cations.

• System Connectivity: To prevent data communication 
errors and clinical effi  ciency issues, each system must 
be interoperable and interconnectable with other sys-
tems in the clinic. Integrating Healthcare Enterprise-
Radiation Oncology (IHE-RO) compliance can help 
ensure interoperability and interconnectivity of devices 
in the clinic. 

• Acceptance Testing: To document that the new system 
satisfi es the specifi cations, acceptance testing must 
be performed. Often, the acceptance criteria and/or 
testing methods should be documented as part of the 
specifi cation for the system. 

• Clinical Commissioning: All the activities that must 
be performed to understand, document, characterize 
and prove that a given system is ready to be used clini-
cally are included in clinical commissioning. Deter-
mination of the limitations under which the system 
can be used safely is one of the important parts of the 
commissioning process. Such commissioning should 
be dependent on the clinical use(s) of the system, and 
typically is not a static thing that can be done only 
once, since clinical system use usually evolves and 
changes with time and clinical needs. Standard operat-
ing procedures, training and hazard analysis should be 
part of the commissioning process. 

• Clinical Release: Each new system, device, capability 
and process must be formally released for clinical use 
after clinical commissioning has been completed. 

Device, System or Process QA: Clinical use of a device, 
system or process must be included in the creation and ap-
plication of a safety- and quality-oriented program which 
helps assure that the system is working appropriately and as 
desired. Th is kind of program has many aspects:
• Quality Management: QM, the overall program that 

aims to organize all the quality eff orts appropriately to 
assure the quality and safety of the use of the system, 
must be established for each new system or process. 
Th e QM program should include hazard analysis, qual-
ity control, quality assurance, training and documenta-
tion, and ongoing quality improvement eff orts. 

• Hazard analysis: Hazard analysis, the active evalu-
ation of the potential for failures that will cause 
incorrect results or harm to the patient, should be 
performed in some fashion for any new system, as 
it will help delineate issues which can benefi t from 
QC, QA, training or other mitigation strategies. Th e 
methodologies, such as failure mode and eff ect analysis 
(FMEA), that are prevalent in the industrial world are 
being adapted for process and quality improvement in 
healthcare. Th e Joint Commission now requires every 
hospital to use FMEA as one means to improve its 
processes. 

 • Quality Control: QC includes activities that force 
specifi c quality on a process. It entails the evaluation of 
actual operating performance characteristics of a device 
or a system, comparing it to desired goals and acting 
on the diff erence.

• Quality Assurance: QA includes all activities that 
demonstrate the level of quality achieved by the output 
of a process. QA checks, along with QC, are essential 
parts of the QM for most devices and systems, as they 
can check the output of potentially complicated deci-
sions or actions performed by the system. Th e choice 
of QC, QA or other methods depends on how to pre-
vent errors most effi  ciently. Note that QA is the typical 
shorthand term used throughout the fi eld to describe 
the entire QM program, not just the quality assurance 
aspect.

• Training and Documentation: Training of staff  in 
goals, methods, results, operation and evaluation of 
the quality of output can be very important in proper 
use of any system. Documentation of appropriate 
operating procedures is also critical, so new staff  can 
be trained. Both training and documentation should 
be updated often. In particular, it is often necessary 
to perform retraining of staff  after time away from a 
system, or to refresh current knowledge.
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Th e QM program for each system, device or process 
should be individualized to attain the most eff ective safety 
and quality as effi  ciently as possible. Adequate time and 
resources should be allocated for the QA/QC/QM 
program. Maintenance programs (below) are another 
important part of any QM program.

Maintenance: All systems, devices and processes require 
routine maintenance. While most people are familiar with 
the maintenance needs of mechanical devices, electronics 
and software, processes also need routine maintenance, 
though the specifi cs of the maintenance required are 
diff erent: 
• Mechanical systems: Routine mechanical and pre-

ventative maintenance programs are crucial to prevent 
major component failures, and are safety critical, as 
failures can lead to major potential safety problems. 

• Electronic systems: Preventative maintenance in elec-
tronic systems can involve monitoring parameter values 
and behavior to look for components of the device that 
are beginning to fail or show undesirable behavior. 

• Software systems: Since software is never completely 
bug-free, and the use of the system can evolve as expe-
rience is gained, maintenance in the software context 
often involves the installation of new versions of the 
software. Th is new version can be a simple “bug-fi x” 
version with no planned new functionality, or it can be 
a major version upgrade with major new functionality 
and/or internal structure. Any new version (minor or 
major) can contain signifi cant new problems that can 
be unrecognized before the commercial release of the 
software, so these upgrades can involve new testing, 
commissioning, QA and training as part of the release 
of that software. It is crucial to investigate the scope of 
any new software upgrade, and to design appropriate 
commissioning, QA and training to assure the safety of 
the clinical use of that new system. 

• Processes: All processes evolve as they are used clini-
cally. Th is evolution therefore changes the potential 
failures that the process may be sensitive to, so the QM 
program associated with that progress must be modi-
fi ed (maintained) just as other systems require 
maintenance. 

 
Adequate time, materials and resources must be allocated 
for the maintenance program of all systems and devices. 

Interconnectivity and Interoperability of Devices and 
Systems: Nearly all major pieces of radiation oncology 
equipment are computer-controlled or software-based 
devices, and they are virtually all interconnected. Th e safety 
and quality of any therapy planned or performed with this 

system of interconnected devices is crucially dependent on 
the accuracy and completeness with which the various de-
vices communicate data, commands and the overall process 
which is being performed. Any fl aws in the communica-
tion protocols, interfaces or underlying system designs 
can allow errors, most of which will be systematic errors 
that will always occur given a specifi c set of circumstances. 
Th ese errors can be nearly impossible to fi nd without 
specifi c formal hazard analysis and directed testing. 
 A concerted program directed toward rigorous testing 
and documentation of the accuracy and correctness of 
computer system interconnections, interfaces and 
interoperability must be used for all systems involved in 
radiation therapy. Th e IHE-RO program is one eff ort to 
address this need, but each institution should evaluate and 
implement QM/QA/QC testing programs to confi rm that 
interconnected systems used in their center are correct and 
safe. IHE-RO compliance should be part of this testing.  

External Review: Single points of failure, or extremely 
unlikely combinations of errors, can happen to anyone or 
any institution. Independent review of crucial aspects of 
any quality program is an extremely eff ective way to avoid 
those highly unlikely or single point failures, and should be 
used wherever practical. 
 Th e intersociety group recommends the creation of 
mechanisms to support the following independent/external 
reviews: 
• Basic treatment machine calibration should be con-

fi rmed before clinical use and annually thereafter by a 
nationally-available program (similar to the radiologi-
cal physics center [RPC] remote monitoring program).

• Special treatment techniques (including IMRT, SBRT, 
SRS, IGRT, intraoperative radiation therapy [IORT] 
and others) should undergo external peer review initial-
ly and at regular intervals to maintain “competency” in 
that technology.

• Review of treatment planning system implementation 
and use should happen initially and at regular intervals. 
Comparisons can be detailed, as performed by the 
RPC, or more limited comparisons performed with 
the appropriately designed plan comparison strategies, 
including use of similar machine data and calculation 
methods. 

• Treatment protocols and standard operating proce-
dures should be peer reviewed by an external radiation 
oncologist every fi ve years (as part of accreditation). 

• Many more aspects of a radiation oncology program 
will benefi t from similar review, including the device 
calibration and QA program, clinical protocols and 
nursing support.
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Equipment Replacement, Upgrades and Additions: 
Radiation therapy devices require replacement or upgrades 
when they become technologically obsolete or worn out. 
For example, the average life of a linear accelerator is typi-
cally 8-10 years if: the equipment is properly maintained; 
replacement parts are readily and economically available; 
and the operational characteristics and mechanical integ-
rity meet performance and safety standards. On the other 
hand, treatment planning systems require replacement 
or upgrade when the hardware becomes obsolete or the 
software functionality limits its ability to satisfy the current 
standard of care. 
 Beyond its useful working life, a treatment planning 
and/or delivery system needs to be withdrawn from clinical 
service if it cannot be upgraded to warranty status, even 
if it is not technologically obsolete. Th is periodic replace-
ment and renovation of equipment is necessary not only 
for quality care, but for patient and personnel safety and 
effi  cient economical operation. Equipment replacement 
must be justifi ed based on departmental and institutional, 
not geographical or political, needs.
 Furthermore, the need for additional equipment in a 
specifi c facility should be based upon an increasing num-
ber of patients requiring treatment, changing complexity 
of treatment or addition of a new specialized service. An 
increased commitment to clinical research and teaching is 
another reasonable justifi cation for equipment addition.

4.1.6.2 External Beam Treatment Machines 

Minimum Device Requirements: State-of-the-art radia-
tion oncology facilities require a standard treatment deliv-
ery platform to deliver 2-D and 3-D conformal external 
beam radiation therapy and IMRT. Standard features 
include one or more photon energies, multiple electron 
energies, multileaf collimator (MLC), electronic portal 
imager and a computerized treatment delivery and 
management system. Th e equipment capabilities should 
be suffi  cient to provide a continuum of care for patients. 

As an example, it is unrealistic to assume that all patients 
needing electron beam therapy will be specifi cally referred 
to an “outside” facility for that purpose. However, there is 
also justifi cation for the establishment of specialized care 
facilities for complex circumstances, like treatment of pe-
diatric cases, radiosurgery and proton therapy. Th ese types 
of centers can provide focused expertise in certain complex 
treatment delivery techniques that may require special con-
siderations in terms of staffi  ng and training. Professional 
and scientifi c organizations in the United States (AAPM, 
ACR, American College of Radiation Oncologists [ACRO] 
and ASTRO) have established practice guidelines/stan-
dards that outline accepted processes related to these 
complex techniques. Referral of patients to such facilities 
for specialty care should be supported and encouraged.

Minimum QA Requirements: Th e bulk of radiation 
therapy treatment is performed with external beam 
machines (linear accelerators, tomotherapy, robot 
accelerator systems, etc.). A complete quality management 
program is essential for each device, and should include 
routine quality assurance and quality control procedures, 
monthly and annual testing, as well as a hazard analysis 
of the treatment process used for that machine to iden-
tify procedural problems in addition to the technical or 
mechanical issues that the QA/QC checks address. Current 
quality expectations are described in detail by well-known 
guidance documents (Table 4.2). Modern techniques such 
as IMRT and IGRT have become the standard of care for 
the treatment of a wide variety of disease sites. Th e basic 
QA/QC and clinical practice guidelines for these proce-
dures are also well documented (Table 4.2). Newer IMRT 
delivery techniques such as VMAT and Flattening Filter-
Free (FFF) treatment delivery do not have published guide-
lines. Th erefore, it is the responsibility of medical physicists 
(along with other members of the radiation oncology 
team) to evolve and modify existing QA programs to make 
them as eff ective as possible for the clinical treatments 

        Name            Issue                                                                Recent Summary                                      References

Linac +   
MLC

3-D CRT

IMRT

IGRT

Linear Accelerator Use 

3-D Conformal Therapy and 
Treatment Planning

Intensity Modulated Radiation Therapy

Image Guided Radiation Therapy

TG 40 + TG 142.  TG 148 (tomotherapy), 
TG 135 (robot accelerator) 

ACR 3-D, TG 53

IMRT Safety White Paper

IGRT Safety White Paper

[32], [31], [34], [16]

[1], [20]

[37] and references therein 

[30] and references therein

Table 4.2. Basic External Beam QA Requirements
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performed in that institution, as well as to deal with 
evolution of the technology and capabilities of the 
equipment.

4.1.6.3 Brachytherapy Devices

Minimum Device Requirements: Due to its century-long 
record of clinical implementation, the fi eld of brachythera-
py has grown into a subspecialty, having devices developed 
specifi cally for each disease site. Still, there are frequent 
advances that move the fi eld forward and permit improved 
local control rates and/or minimized healthy tissue toxici-
ties. It is not feasible to outline the minimum standards 
for devices used for every current disease site. However, the 
expected minimum standard is to provide at least the same 
current level of safety and capability as existing devices. 
New capabilities that supersede existing capabilities are 
required for new brachytherapy devices.

Minimum QA Requirements: Th e AAPM and other radia-
tion therapy professional societies have prepared reports 
issuing quality standards for the sources and devices used 
for brachytherapy. Table 4.3 indicates the associated 
reports providing guidance for these sources and devices.

4.1.6.4 Imaging Devices

Minimum QA Requirements: Numerous imaging 
devices are crucial to the radiation therapy process, 
including diagnostic systems used for development of the 

treatment approach and plan (e.g., CT, MR, PET), as well 
as systems used during treatment for patient setup, posi-
tioning, alignment, motion assessment and IGRT (e.g., 
megavoltage portal imaging, kilovoltage imaging, cone 
beam CT [CBCT] and numerous alternate technologies). 
Finally, the advent of adaptive and individualized ap-
proaches to the treatment course, based on serial CT and/
or MR imaging, as well as functional MR, PET and Single 
Photon Emission Computed Tomography (SPECT) im-
ages, has led to new QA requirements for the use of these 
systems within the radiation therapy treatment course. 
• Diagnostic systems used in radiation therapy (CT, MR, 

PET) must satisfy the usual diagnostic QA require-
ment[85, 84], but must also satisfy the more stringent 
geometric requirements forced by the use of the images 
for patient and beam geometry. Additional testing for 
this issue is recommended. 

• QA for the kV and MV imaging systems which are 
used for patient localization, setup and motion assess-
ment is well described by recent reports[86-91], as well as 
the recent ASTRO IGRT Safety White Paper[30] and 
the ACR/ASTRO IGRT Standard of Practice[2]. It is 
essential that the recommendations of these reports 
be used, but they should be modifi ed to appropriately 
handle the specifi c requirements of the IGRT or other 
positioning techniques used in each institution, pay-
ing close attention to the tolerances which the entire 
process allows. 

Table 4.3. Brachytherapy Devices

Brachytherapy sources or devices                                              References

Radiation sources
   General
   HDR and pulsed-dose-rate remote (PDR) afterloaders
   LDR sources
   90Y unsealed sources
   Electronic brachytherapy sources
   Liquid radioactive sources (Iotrex)
   Intravascular brachytherapy (IVBT) sources

Applicators

Hardware
   
Imaging devices

Treatment planning systems and dose calculation processes

Survey instruments, badges, radiation safety

[48], [32], [49]
[50], [70], [15], [23]
[33], [51]
[72]
[74], [53]
[73]
[52], [13]

[50], [73]

[50]

[50]

[48], [32], [49], [20], [50]

[48], [32], [50]
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• Th e use of functional and metabolic imaging as part 
of the adaptive treatment process is a technique which 
is just developing now, so many changes are expected. 
For each specifi c metric, biomarker and/or decision 
process used for adaptive treatment strategy changes, 
the sensitivity, repeatability and tolerances of the 
metrics with respect to their clinical use must be 
considered as specifi c QA methods are developed. 

4.1.6.5 Treatment Planning Systems

Minimum Device Requirements: 3-D computerized 
treatment planning based on CT data is the minimum 
state-of-the-art for modern radiation therapy. Safe and 
eff ective use of planning requires direct input of CT, MR 
and other imaging information; the capability to defi ne 
(by contouring and other segmentation) 3-D anatomical 
objects (targets and normal tissues); beams and/or radioac-
tive sources defi ned in 3-D; well-characterized and accurate 
dose calculations; dose-volume histograms (DVHs) and 
other plan evaluation metrics; and electronic downloading 
of treatment plan information to the treatment manage-
ment system. Many special treatment techniques require 
specifi c and sophisticated use of additional planning 
capabilities, as described in Table 4.4 (see page 38). 

Minimum QA Requirements: Computerized treatment 
planning is an essential requirement of virtually every 
radiation therapy treatment, so the quality assurance of the 
planning system and of the process in which it is used is 
crucial. AAPM TG 53 [20] provides a general guidance to all 
the issues which must be addressed in order to use modern 
treatment planning in a safe and appropriate way, includ-
ing discussion of acceptance testing, clinical commission-
ing, routine QA, training, dosimetric and nondosimetric 
testing, and more, while more specialized technique issues 
are described in Table 4.4. Specifi c discussion of dose 
calculation algorithm issues is described by a number of 
reports, including the recent TG 105 on Monte Carlo 
treatment planning issues [92]. 

4.1.6.6 Treatment Management Systems (TMS) 

Minimum Device Requirements: State of the art radiation 
therapy involves the use of a computerized treatment man-
agement system (TMS) which manages treatment delivery 
and/or all the treatment preparation and planning steps 
involved before treatment. Th ese systems, evolved from 
record and verify systems which were used to check 
manually set treatment parameters on “analog” treat-
ment machines, now involve 1) an information system 
piece (sometimes called an “RT-EMR”) which includes 
database(s) storing patient demographics, planning and 
treatment delivery data, applications used to create/

modify/edit and manage the data, as well as some pro-
cedural and workfl ow tools, and 2) a treatment delivery 
system that directly manages the fl ow of activities during 
treatment delivery, as well as patient setup, imaging and 
IGRT, treatment verifi cation and other activities that hap-
pen during each fraction of a patient’s treatment. Th e TMS 
communicates with the departmental network, hospital 
EMR, other ancillary treatment setup, verifi cation, 
dosimetry and scheduling systems. 

Minimum QA Requirements: Th e TMS is one of the 
newest and most quickly evolving systems involved in 
radiation therapy. As such, the quality management 
program, which should be associated with safe use of the 
system, is less well-described and understood than almost 
any other system. A few of the crucial QA issues for TMS 
that have been published are listed in Table 4.5 (see page 
39), however, new eff orts to develop improved guidance in 
this area are needed.

4.1.6.7     Particle Therapy

Minimum Device Requirements: Particle therapy is an-
other contemporary form of radiation therapy that has its 
own unique challenges. Th e precision and accuracy of both 
the treatment planning and delivery of proton therapy 
are greatly infl uenced by uncertainties associated with the 
delineation of volumes of interest in 3-D imaging, imaging 
artifacts, tissue heterogeneities, patient immobilization and 
setup, inter- and intrafractional patient and organ motion, 
physiological changes and treatment delivery. Furthermore, 
the locations, shapes and sizes of diseased tissue can change 
signifi cantly because of daily positioning uncertainties and 
anatomical changes during the course of radiation treat-
ments. To ensure safe and accurate treatment planning and 
delivery of particle therapy, minimum device requirements 
include on-line image guidance, a robotic couch capable 
of six degrees of motion (three translations plus pitch, roll 
and rotation), a robust immobilization system, a comput-
erized TMS to manage treatment preparation and delivery, 
and adequate QA equipment. 

Minimum QA Requirements: Particle therapy does not 
currently have QA guidelines published by our national 
scientifi c organizations, though there are AAPM task 
groups at work on aspects of proton therapy QA. Th ere-
fore, it is the responsibility of medical physicists (along 
with other members of the RT team) to evolve and modify 
existing QA programs to make them as eff ective as pos-
sible for the clinical treatments performed with a particle 
therapy system, as well as to deal with evolution of the 
technology and capabilities of the equipment.
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Table 4.4.  Additional Treatment Planning Requirements

Technique                            Requirement  References

IMRT

SBRT

SRS

VMAT

Use of MRI, PET, etc.

NTCP and Biological 
Modeling Features

Automated optimization, cost function creation, MLC sequencing 
(or equivalent delivery script creation)

Preparation of IGRT reference data (annotated digitally restored radio-
graphics [DRRs], or reference data for CBCT comparisons)

Integrated use of stereotactic frame coordinate systems, integrated 
use of specialized radiosurgery applicators and arc delivery

Field and MLC optimization capabilities for specialized IMRT arc 
therapy delivery, including delivery constraints

Requires image dataset registration and fusion of imaging information

Clinical use of normal tissue complication probability or other 
biological modeling information requires appropriate algorithms 
and especially the relevant clinical data.  Specifi cally note the recent 
Quantitative Analysis of Normal Tissue Eff ects in Clinic (QUANTEC) 
project publications [80].

[19], [37], [25]

[64], [10], [6], [58]

[5]

[69]

[20], [71]

[80], [36]

4.1.6.8    Specialized Techniques and Devices 

Advances in imaging, computer science and information 
technologies, coupled with the development of sophisti-
cated radiation delivery systems, have resulted in a plethora 
of specialized radiation therapy techniques and devices. 
Robotic radiation delivery systems, SRS, SBRT, IORT, 
electronic brachytherapy, motion and setup management 
devices and unsealed radiopharmaceutical sources are 
some of the examples of such specialized techniques and 
devices. Each of these techniques and devices have unique 
performance and QA requirements that should be critically 
evaluated before they are introduced in the clinic. Issues 
that should be considered include: reason(s) for device/
technique introduction and use; minimum requirements to 
use device safely (including an adequate team both for the 
planning and delivery process, see section 4.2.2.2); descrip-
tion of how device is to be introduced; necessary training; 
and need to compare results with current clinical standard 
with respect to clinical objectives for use and outcomes. 
 Often, but not always, the introduction of specialized 
techniques and devices prompts professional organizations 
such as ASTRO, AAPM and ACR to develop clinical/
QA guidelines. For example, ACR and ASTRO already 
have practice guidelines for the performance of IMRT, 
IGRT, SRS, SBRT, total body irradiation (TBI), electronic 
brachytherapy and therapy with unsealed radiopharma-

ceutical sources. AAPM also has QA task group reports 
on most of these specialized techniques and some devices. 
However, the development of these guidelines and recom-
mendation usually lag behind their clinical implementa-
tion. Th erefore, it is incumbent upon the early adopters of 
emerging technologies and techniques (radiation oncolo-
gists and medical physicists) to develop clinical procedures 
and QA programs that can ensure safe and effi  cient use 
of specialized techniques and devices in the absence of 
published guidance documents.

4.2.0  PATIENT-RELATED QUALITY 
MANAGEMENT

Concentration of QA eff orts and scrutiny of the devices 
and processes involved in radiation therapy address only 
one aspect of the overall problem. Within the complex and 
many-step process with which radiation therapy patients 
are treated, patient-specifi c issues must be carefully and 
comprehensively analyzed, documented and verifi ed.  
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Table 4.5.  Treatment Management and Delivery System Issues

Safety/Quality Issue            Recommendations    Reference

Computer-controlled 
delivery

Software upgrade 
testing

System 
interconnectivity

Acceptance test procedures for new software and/or control features 
should be designed to test software and control aspects of the system. 

Safety interlocks and new functionality should be tested in 
accordance with vendor documentation and testing information

Routine updates of software for a computer-controlled machine 
should be treated as if it includes the possibility of major changes in 
system operation. All vendor information supplied with the update 
should be studied carefully, and a detailed software/control system 
test plan created.

All safety interlocks and dosimetry features should be carefully tested, 
regardless of the scope of the changes implied by the update 
documentation.

IHE-RO protocols

[59]

[59]

[81]

4.2.1  General Guidelines

4.2.1.1     General Medical Issues

Each radiation oncology facility, regardless of its location, 
size or complexity, must appropriately manage and adhere 
to high quality standards of practice for general medical 
issues, including: 
• Drug allergies
• Do-not-resuscitate codes
• Cleanliness and eff orts to reduce infection
• Patient confi dentiality and security of protected health 

information

4.2.1.2 Multidisciplinary Physician Conferences and 

Multidisciplinary Clinics

Modern oncology patient care very often involves mul-
tiple modalities and requires the review and discussion of 
experts in various oncology-related disciplines. It is critical 
that many types of cancer, and most complex cases, are 
addressed by the appropriate mix of disciplines. Regular 
presentation of these cases to multidisciplinary physician 
conferences (conventional tumor boards or prospective 
disease-site treatment planning conferences) is one stan-
dard of care, and should be performed for most cancer 
cases to determine the appropriate combination (and 

coordination) of therapies for each individual case. An 
alternate approach is to have patients seen in traditional 
or virtual multidisciplinary clinics by various specialists 
(surgeon, radiation oncologist, medical oncologist) in 
concurrent or sequential fashion (see Th e Advisory Board 
Oncology Roundtable, 2008 on Multidisciplinary Cancer 
Clinics).
 
4.2.1.3 Quality and Safety in Patient Care Process

Th e process of patient care in radiation oncology depart-
ments varies between institutions, and depends on the 
specifi c organization and details of each department. 
However, maintenance of the safety and quality of the 
radiation therapy process for most patients requires that 
a number of procedures must be performed adequately. 
Guidelines regarding many common radiation oncology 
procedures are addressed in the ACR Practice Guideline 
for Radiation Oncology[94]. Th ese SOPs include: 
• History and Physical (H/P): It is essential for the 

radiation oncologist to obtain a clear, accurate and 
detailed description of the patient’s history, current 
status and medical issues so that appropriate radiation 
therapy decisions are made. Th e H/P information must 
be available to others who interact with the patient so 
they can make informed and appropriate decisions. 
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• New patient conference: In most departments, a brief 
presentation of the details of each patient’s H/P, disease 
status and plan for therapy to the other physicians and 
staff  involved in patient care is used as early peer review 
for the basic treatment decisions and plan.

• Multidisciplinary physician conferences (tumor 
board/prospective disease-site treatment planning 
conferences) or multidisciplinary disease-site clinics: 
As previously mentioned, discussion in a multidisci-
plinary physician conference or evaluation in concur-
rent or sequential multidisciplinary clinics  is essential 
for many patients’ cases. 

• CT-Simulation: Virtually all patients who receive non-
superfi cial radiation therapy should receive a CT-based 
simulation.

• Contouring/contour review: After the physician 
defi nes target volumes and normal organs/tissues, 
this anatomical description of the patient should be 
reviewed and confi rmed (by physician, with peer 
review if possible) before treatment planning begins. 

• Plan evaluation and approval: After treatment plan-
ning, the physician and members of the planning team 
must review the plan, verify that it satisfi es the clinical 
requirements and prescription(s) from the physician, 
and that it can be carried out accurately. 

• On-treatment visits: For most patient care, 
on-treatment visits of the patient to the physician are 
essential for continuity of care and monitoring of 
patient response and toxicity. Typically, this happens 
approximately every fi ve fractions at a minimum, but 
clinical circumstance may require more frequent visits.

• Patient chart rounds: Traditionally, chart rounds is 
an important peer review procedure used throughout 
radiation oncology, involving weekly review of patients 
under treatment by the radiation therapy team, includ-
ing multiple physicians, radiation therapists, nurses, 
medical dosimetrists and medical physicists. Th e ongo-
ing review of patients under treatment is crucial, and 
many institutions are attempting to develop improved 
methods for both peer review and technical quality 
assurance techniques. See, for example, the ASTRO 
Safety White Paper on Peer Review[77]. Note that for 
small or remote centers, electronic peer review or other 
collaborative method from other locations may be 
necessary. 

• Follow-up visits: Patient follow-up visits are crucial to 
clinical patient management and to gather treatment 
outcome information. Newer processes, including 
patient-reported outcome reporting, are in develop-
ment. Th e frequency and method of follow-up are 
specifi c to each type of cancer, stage and clinical status 

of the patient. Patients would preferably have a com-
ponent of their follow-up performed in the offi  ce(s) of 
the treating radiation oncologist by either the radiation 
oncologist or a nonphysician provider so that the most 
accurate information is obtained with regard to both 
treatment tolerance and disease status (free of disease; 
local, regional or distant relapse).

4.2.1.4 Charting and Documentation 

In a highly technical fi eld like radiation oncology, docu-
mentation of all the relevant details of the overall plan for 
patient care, including the technical details of all proce-
dures as well as the clinical trade-off  decisions and compro-
mises that led to decisions about the treatment course, are 
crucial. Maintenance and improvement of the quality and 
accessibility of the documentation of patient’s treatment 
strategy and delivery is a high priority. 
 Radiation oncology is currently involved in the transi-
tion from paper charts to EMRs and a paperless envi-
ronment, so many of the old standards of care are being 
revised or completely changed to handle the new EMR 
environment. Radiation oncology departments, practices, 
vendors and everyone else in the fi eld must continue to 
improve the design, implementation and eff ectiveness of 
electronic documentation for radiation oncology care, 
changing processes and quality management strategies to 
address the fundamental change and the kinds of errors 
or misunderstandings that may commonly occur with 
electronic systems. 
 Currently, there is signifi cant emphasis on behalf of 
governmental bodies and regulations attempting to push 
the health enterprise toward improved use of EMR tech-
nology. Th e radiation oncology team should make use of 
EMR technology to enhance patient care coordination, as 
required by the recent HITECH ACT[78]. 

4.2.1.5 Outcome Assessment

Performance status and organ function prior to treat-
ment should be assessed in many clinical circumstances to 
determine baseline status. Th ereafter, routine and consis-
tent assessment of patient outcomes and toxicity should 
occur both during and after treatment. Th is is a crucial 
aspect of quality radiation therapy treatment, and must be 
performed in a systematic way, preferably in the treating 
physician’s offi  ce, as noted in section 4.2.1.3. Changes in 
patient response to treatment may identify large or even 
subtle changes in technique, equipment performance or 
clinical decision strategies, and are a valuable independent 
check on the success of the overall quality management sys-
tem for the institution. Standard toxicity scoring schemes 
(e.g., RTOG, European Organisation for Research and 



       S A F E T Y  I S  N O  ACC I D E N T     |    2012     41

Treatment Center [EORTC] or similar) should always be 
employed when applicable. Departments should consider 
the collection of “Patient Reported Outcomes” as another 
aspect of outcomes assessment since these valid instru-
ments have come into common use. Th ese results can also 
be linked with physician quality reporting systems (PQRS) 
as they become available.
 
4.2.1.6 Outcomes Registry 

In addition to the assessment of outcomes by each indi-
vidual institution for their local QA, reporting clinical 
patient outcomes, such as treatment-related toxicity and 
control rates, to a shared registry serves an important role 
in the development of the “Rapid Learning Health 
System”[93]. Registries also serve to identify variations in 
technique, physician methods, process of care, patient 
selection and various other confounding variables that will 
allow for improvement in radiation oncology treatment. 
Outcomes data will be most accurate if obtained in the 
treating physician’s offi  ce (radiation oncologist, NP or PA), 
as noted in section 4.2.1.3.

4.2.2  External Beam Quality Assurance (QA)

4.2.2.1 General Guidelines

QA for the Standard External Beam Process: Nearly all 
external beam treatment processes involve the following 
steps, each of which must be carefully confi rmed as part of 
the patient-specifi c QA process: determination of patient 
setup position and immobilization; cross-sectional imag-
ing (CT-Simulation); creation of the anatomical model 
(contouring); specifi cation of the treatment intent; creation 
of the planning directive and treatment prescription by 
the physician; computerized treatment planning and dose 
calculation; monitor unity (MU) calculation and/or IMRT 
leaf sequencing; plan and electronic chart preparation; plan 
evaluation; download to TMS; patient-specifi c QA typi-
cally performed for IMRT, SRS and SBRT; patient setup 
and delivery; plan verifi cation checks; plan adaptation and 
modifi cations; chart checks; and more. See for 
example[1, 3, 25, 37] and many other references. Table 4.6 
(see page 42) describes a standard set of quality assurance 
process steps commonly used to help prevent errors or 
loss of quality in most standard external beam treatment 
processes. Th e sequence of these steps may vary depending 
on clinical presentation and circumstance.

Commissioning and QA of the Treatment Planning and 
Delivery Process: Commissioning and quality assurance of 
the process used for planning and delivery of treatment to 
each patient is just as crucial as the commissioning and QA 
for the systems used as part of that process. After testing 

each component of the clinical system, it is essential that 
the full process be considered, tested and fi nally released 
after commissioning has been completed. Commissioning 
of a clinical process typically should include the following:
• Commissioning and testing of each individual 

component of the process
• Evaluation of the potential failure modes of the process 

using a hazard analysis or similar technique to look for 
potential weak points in the process

• Directed testing of the interfaces between systems 
(for example, testing the download connection from 
treatment planning to the treatment management and 
delivery system)

• End-to-end testing for representative treatments, 
performing the entire process, with dosimetric or other 
quantitative tests that can be evaluated at the end of 
the test to confi rm accurate delivery of the planned 
treatment

• Review and identifi cation of QA tests or other process 
changes which can prevent or mitigate the most likely 
failure modes of the process

• Identifi cation of quality metrics which can be moni-
tored to ensure that the process is performing as 
designed and which can help identify problems in the 
process  

4.2.2.2 Technique-Specifi c Issues

Th ere are a variety of specialized techniques in radiation 
oncology that are used in appropriate clinical situations 
(3-D CRT, IGRT, IMRT, SRS, SBRT, TBI, partial breast 
irradiation [PBI], IORT). Details regarding recommended 
clinical practices and quality assurance parameters, 
developed by expert panels, are covered in documents from 
ASTRO, ACR and other professional organizations. Th e 
reader may consult these documents for more comprehen-
sive information (Table 4.7, see page 43). 

3-D Conformal Radiation Th erapy: Clinical require-
ments for appropriate use of 3-D CRT include:
• Experience with dual photon energy linear accelera-

tors with electron beams, radiographic imaging and 
megavoltage imaging devices

• Clinical experience with use of CT scanner equipped 
with CT-Simulation software and laser alignment 
devices

• Knowledge and experience with 3-D treatment plan-
ning software, including the ability to contour target(s) 
and adjacent critical structures and ability to perform 
volumetric dosimetric analysis with DVHs

• Experience with design and use of beam shaping 
devices (including cerrobend blocks or MLCs)

• A radiation oncology team (physician, medical dosime-
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Table 4.6. General Clinical QA Guidelines

Subject                          Checks Performed By         Tasks                                                                    Most Effi  cient Timing

Overall treatment 
strategy

Planning directive

Approval of volumes

Treatment 
prescription accuracy

Treatment plan 
quality 

Treatment plan 
approval

MU calculation

Patient-specifi c QA 
checks

Preparation and  
download of 
electronic plan

Day 1 Treatment 
verifi cation

Daily treatment 
verifi cation 

“Weekly” chart 
checks

Final check

Radiation Oncologist Peer 
Review, Multidisciplinary 
Physician Conference/
Clinic

Radiation Oncologist, 
Medical Dosimetrist, 
Medical Physicist

Radiation Oncologist, 
Medical Dosimetrist, 
Medical Physicist

Radiation Oncologist, 
Medical Dosimetrist, 
Medical Physicist

Medical Dosimetrist, 
Medical Physicist

Radiation Oncologist

Medical Physicist

Medical Physicist

Medical Physicist

Radiation Oncologist, 
Medical Physicist,
Radiation Therapist

Radiation Therapist

Medical Physicist

Radiation Oncologist, 
Medical Physicist,  
Medical Dosimetrist

Before planning process

Before planning process

Initial step of planning 
process

Before fi nal plan checks

Before fi nal physics and 
physician review, before 
plan preparation for 
treatment

Before fi nal checks and 
clinical use

After plan approval; 
before plan download to 
TMS

Typically, day before treat-
ment starts

Recommended at least 1 
hour before treatment, as 
last minute diffi  culties are a 
potentially serious problem

For each changed plan

Daily as part of each 
fraction

At least every 5 fractions 
(standard fractionation), 
as often as daily for few 
fraction SBRT

For each patient

Review of patient case, clinical issues, possible 
treatment strategies, overall patient treatment 
strategy to be pursued; peer review of general 
treatment strategy

Describe plan intent, target volumes, dose ex-
pectations, normal tissue limits, other treatment 
constraints or goals; peer review of goals and 
limits is important. 

Verify accuracy and appropriateness of target 
volumes (including GTVs, CTVs, PTVs, ITVs (per 
ICRU-50 [52],  ICRU-62 [53], and ICRU-70 [54]) 
and critical normal tissues; peer review of target 
volumes and decisions is important.

Defi ne dose fractionation techniques and 
dosimetric constraints

Verify beam designs, dose calculation parameters 
and reasonability of dosimetric results; check 
evaluation metrics for correctness and compare 
to plan directive; peer review of plan adequacy, 
quality and complexity is important. 

Approval of treatment plan

Verify accuracy and appropriateness of MU 
calculation. 

Dosimetric (for example, IMRT) or geometric 
patient-specifi c checks of plan data, delivery 
accuracy, etc.

Verify plan information has been prepared 
correctly and downloaded accurately  from 
treatment planning into TMS.

Specifi c Day 1 verifi cation methods, including 
portal imaging, patient SSD measurements, etc.

Standard daily treatment protocol (includes pa-
tient identifi cation, setup, prescription check, etc.)

Formal procedure for chart check, including dose 
tracking, prescription, plan parameters, etc. 

Verify accuracy and completeness of the record 
of the patient’s treatment course, including the 
physician’s summary

This table describes optimal quality assurance process checks which are commonly used during routine radiation therapy. There 
are a wide variety of times when these checks are performed. This table describes the timing that is likely the most effi  cient. 



       S A F E T Y  I S  N O  ACC I D E N T     |    2012     43

trist, medical physicist) with anatomic knowledge and 
the ability to contour structures correctly, as well as to 
interpret DVHs and other plan evaluation metrics

• Appropriate use of patient positioning and immobiliza-
tion devices (mask, alpha cradle, etc.) to allow repro-
ducible patient positioning

• Planning system dose calculations accurately reproduce 
beam characteristics and include sophisticated hetero-
geneity corrections 

• Physician must have appropriate knowledge of normal 
tissue tolerances in order to make good plan optimiza-
tion choices

• If MR, PET or other imaging is used for planning, 
software and clinical knowledge, combined with expe-
rience with image dataset registration and information 
fusion, is essential. 

Intensity Modulated Radiation Th erapy: IMRT is a 
highly technological method that can be used to deliver 
highly conformal therapy. In addition to the requirements 
(above) for 3-D conformal therapy, IMRT also requires the 
following: 
• Th e machine must be equipped with IMRT capability, 

including segmental MLC or dynamic MLC delivery 
of modulated beam intensity (compensators are also 
possible).

• Th e IMRT planning and delivery system must be care-
fully characterized and clinically commissioned, and 
techniques for routine patient-specifi c IMRT QA must 
be implemented, tested and characterized so that ac-
curacy of individual patient IMRT plans is confi rmed.

• Th e treatment delivery system must be used with 
computer-controlled delivery and verifi cation of the 
IMRT plan for each treatment fraction.

• Th e radiation oncologist and planning team must have 
extensive knowledge of anatomy for structure delinea-
tion and normal tissue tolerance, as well as detailed 
experience creating optimized IMRT treatment plans.

• IMRT QA and QC program and devices are crucial, 
as well as direct oversight of the QA processes by the 
physics staff . 

Image Guided Radiation Th erapy: IGRT has become an 
important part of modern radiation oncology, and its 
utilization is growing each year. Th e ACR guideline on 
IGRT[57] and the recent IGRT Safety White Paper[30] sum-
marizes all the recent safety and quality guidance on the 
use of IGRT processes in the clinic.  

Stereotactic Radiosurgery and Stereotactic Body Radia-
tion Th erapy: SRS and SBRT are techniques that deliver 
high radiation doses in a small number of treatment frac-
tions (typically 1-5). While single fraction SRS is typically 
confi ned to the brain and spine, clinical data on the use of 
few fraction SBRT to sites in the body has been growing. 
Both SRS and SBRT use multiple photon beams, care-
fully shaped to the target and delivered with high preci-
sion, often with high precision IGRT guidance (SBRT). 
Practice guidelines from the ACR and ASTRO [5, 6, 58] have 
been published, and guidance on technical aspects of the 
treatment process have been described in AAPM reports 
including TG 101[10]. Th e recent Safety White Paper on 

Table 4.7. General Procedure Guidelines

Specialized Technique/Modality      Organization  Reference #

3-D External Beam and Conformal Radiation Therapy (EBRT, CRT)

Image Guided Radiation Therapy (IGRT)

Intensity Modulated Radiation Therapy (IMRT)

Stereotactic Radiosurgery (SRS)

Stereotactic Body Radiation Therapy (SBRT)

Total Body Irradiation (TBI)

Partial Breast Irradiation (PBI)

ACR/ASTRO

ACR/ASTRO
ASTRO

ACR/ASTRO
ASTRO

ACR/ASTRO
ASTRO

ACR/ASTRO
ASTRO

ACR/ASTRO

ASTRO

[1]

[2], [57]
[30]

[3], [25]
[37]

[5]
[63]

[6], [58]
[78]

[7]

[63]
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SBRT summarizes much of the recent guidance on quality 
and safety for these techniques[64]. For patients treated 
with curative intent SRS or SBRT, a qualifi ed radiation 
oncologist and medical physicist should be present for the 
treatment.

Photon Total Body Irradiation: TBI is a treatment 
modality mainly to support stem cell graft-host success in 
the practice of bone marrow transplantation. Th e ACR and 
ASTRO have issued practice guidelines on this modality[7] 
and the AAPM has issued quality assurance standards for 
oversight of safe treatment delivery[75].

Intraoperative Radiation Th erapy: IORT is most com-
monly given as a single boost dose of 10-20 Gy with elec-
trons or HDR brachytherapy, combined with 45-54 Gy 
of fractionated EBRT in standard 1.8-2 Gy fractions, for 
patients treated with curative intent. Occasionally IORT is 
given as the only component of irradiation (primarily early 
breast cancer). In view of the large single fraction size, a 
qualifi ed radiation oncologist and physicist should be pres-
ent for the treatment.

4.2.3 Brachytherapy QA

Th e QA process for brachytherapy, similar to that of 
external beam, involves several components that must be 
carefully confi rmed as part of the patient-specifi c QA 
management: treatment planning; treatment delivery 
systems; applicator commissioning; applicator periodic 
checks; imaging (i.e., CT-Simulation or plain fi lm) checks; 
specifi cation of the treatment intent; planning directive; 
treatment prescription by the physician; plan and chart 
preparation; plan evaluation; download toTMS; plan 
verifi cation checks; plan modifi cations; and chart checks. 
Some aspects of quality assurance directed at preventing 
errors in treatment planning and delivery specifi c to 
brachytherapy are summarized in the following references: 
• ACR: Technical Standard for the Performance of 

Brachytherapy Physics: Remotely Loaded HDR Source 
Res. 18[4]. Th is document is a general description of 
HDR brachytherapy physics. 

• ESTRO Booklet 8[18] is a full-length book detailing 
quality procedures for brachytherapy, including HDR 
brachytherapy. While some of the procedures, such 

as calibration of an HDR brachytherapy unit in air, 
are considered outdated because of the uncertainties 
involved, most of the material remains current.

• IAEA TECDOC – 1257[29] is simply an overview for 
hospital administrators in developing countries.

4.2.3.1 Qualifi cation of Brachytherapy Personnel

To administer brachytherapy, a qualifi ed physician and 
medical physicist must be present for the initiation of treat-
ment. Board certifi cation or eligibility is required by the 
radiation oncologist and the medical physicist with other 
staff  requiring registration for all cases. A specifi c “Focused 
Practice” certifi cation in brachytherapy through the ABR 
is now available for brachytherapy practice, signaling the 
specialty’s recognition of the increased complexity of many 
procedures and the need for enhanced expertise for all but 
the most routine brachytherapy cases. 

4.2.3.2 Brachytherapy Treatment 

Recommendations

Th e use of brachytherapy, particularly HDR brachyther-
apy, has increased signifi cantly and adherence to recom-
mended standards is important in the process of patient 
care. Trained personnel must be appropriately informed 
and work together to ensure accurate and safe treatment 
of a variety of well-defi ned procedures. Several organiza-
tions have generated guidelines and recommendations that 
review details of the processes required for proper patient 
care, including the American Brachytherapy Society (ABS), 
ASTRO, the Groupe Européen de Curiethérapie-European 
Society for Th erapeutic Radiology and Oncology (GEC-
ESTRO), the ACR and the AAPM. For patients treated 
with HDR brachytherapy, a qualifi ed radiation oncologist 
and medical physicist must be present in the control room. 
Table 4.8 (see page 45) outlines the various topics covered 
by these organizations with respect to specifi c clinical sites.
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Table 4.8. General Brachytherapy Guidance for Specifi c Clinical Sites

     Site                          Issue                                            Organization            Online            Reference #

General 
Principles 

Gynecology 
Cervical 
Cancer 

Prostate

Breast 

Esophageal

Microspheres

Vascular

Sarcoma

Head and Neck 

Uveal Melanoma

General guidelines

HDR

LDR

General principles

Equivalent dose 
worksheets

HDR

LDR/PDR

MR-based contouring 

 Dose-volume 
parameter reporting

Postoperative cylinder

Vaginal cancer 
interstitial

LDR 

LDR 

HDR

Endoluminal

http://www.acr.org/~/media/ACR/Documents/PGTS/
guidelines/Radiation_Oncology.pdf

http://www.acr.org/~/media/ACR/Documents/
PGTS/guidelines/High_Dose_Rate_Brachy.pdf

White Paper

http://www.acr.org/~/media/ACR/Documents/PGTS/
guidelines/Low_Dose_Rate_Brachytherapy.pdf

http://www.americanbrachytherapy.org/
guidelines/index.cfm

http://www.acr.org/~/media/ACR/Documents/PGTS/
guidelines/Brachy_Prostate_Cancer.pdf

http://www.acr.org/~/media/ACR/Documents/PGTS/
guidelines/RMBD.pdf

http://www.acr.org/~/media/ACR/Documents/PGTS/
guidelines/Coronary_Vascular_Brachy.pdf

ACR/ASTRO

ACR/ASTRO

ASTRO

ACR/ASTRO 

ABS

ABS

ABS

ABS

GEC-ESTRO

ABS

ABS

ACR/ASTRO

ABS

ABS

ASTRO

GEC-ESTRO

ABS

ABS

ACR

ABS

GEC-ESTRO

ACR

ABS

ABS

ABS

[17]

[65]

[66]

[67], [41]

[35], [43]

[24]
[55]

[39], [61]

[11]

[60], [21]

[42], [12], 
[40], [14]

[68]

[62]

[54]

[8], [9]

[22]

[82], [83]

[44]

[56]

[45]

[46]

[47]
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Acronym Glossary
APPENDIX I: 

A  

AAMD = American Association of Medical Dosimetrists
AANP = American Academy of Nurse Practitioners
AAPA = American Association of Physician Assistants
AAPM = American Association of Physicists in Medicine
ABMP = American Board of Medical Physics
ABMS = American Board of Medical Specialties
ABR = American Board of Radiology
ABS = American Brachytherapy Society
ACR = American College of Radiology
ACRO  = American College of Radiation Oncology
AFROC = Association of Freestanding Radiation Oncology   
 Centers
ANCC = American Nurses Credentialing Center
ARRT = American Registry of Radiologic Technologists
ASRT = American Society of Radiologic Technologists
ASTRO = American Society for Radiation Oncology

B

C
CBCT = cone beam computed tomography
CCPM = Canadian College of Physicists in Medicine
CME = continuing medical education
CT = computed tomography

D
DRR = digitally restored radiographs
DVH = dose-volume histogram

E
EBRT = external beam radiation therapy
EMR = electronic medical record
EORTC = European Organisation for Research and Treatment 
    Center
EPID = electronic portal imaging device

F
FDA = Food and Drug Administration
FFF = fl attening fi lter-free
FMEA = failure mode and eff ect analysis
FTE = full-time employee

G
GEC-ESTRO = Groupe Européen de Curiethérapie-European 
 Society for Th erapeutic Radiology and Oncology

H
H/P = history/physical
HDR = high-dose-rate

I
IGRT = image guided radiation therapy
IHE-RO = Integrating the Healthcare Enterprise-Radiation 
 Oncology
IMPT = intensity modulated proton therapy
IMRT = intensity modulated radiation therapy
IORT = intraoperative radiation therapy
IVBT = intravascular brachytherapy

J

K

L
LDR = low-dose-rate



5 2       S A F E T Y  I S  N O  ACC I D E N T     |    2012

M
MDCB = Medical Dosimetrist Certifi cation Board
MLC = multileaf collimator
MOC = maintenance of certifi cation
MR = magnetic resonance (imaging)
MU = monitor unity

N
NACNS = National Association of Clinical Nursing Specialists
NCCPA = National Commission for the Certifi cation of 
 Physician Asssistants
NP = nurse practitioner
NTCP = normal tissue complication probability

O
OAR = organs at risk

P
PA = physician assistant
PAAROT = Performance Assessment for the Advancement of   
 Radiation Oncology Treatment
PACS = picture archiving and communication system
PBI = partial breast irradiation
PDR = pulsed-dose-rate
PET = positron emission tomography
PQI = practice quality improvement
PQRS = physician quality reporting systems
PTV = planning target volume

Q
QA = quality assurance
QC = quality control
QI = quality improvement
QM = quality management
QUANTEC = Quantitative Analysis of Normal Tissue Eff ects in 
 Clinic

R
RPC = radiological physics center
RT = radiation therapy
RTOG = Radiation Th erapy Oncology Group

S
SAM = self-assessment module
SBRT = stereotactic body radiation therapy
SCAROP = Society of Chairmen of Academic Radiation 
 Oncology Programs
SOP = standard operating procedure
SPECT = Single Photon Emission Computed Tomography
SROA = Society for Radiation Oncology Administrators
SRS = stereotactic radiosurgery

T
TBI = total body irradiation
TG = task group
TJC = Th e Joint Commission
TMS = treatment management system
TPS = treatment planning system

U

V
VMAT = volumetric modulated arc therapy

W

X

Y

Z

0-9
2-D CRT = two-dimensional conformal radiation therapy
3-D CRT = three-dimensional conformal radiation therapy
4-D = four-dimensional 
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Introduction to Radiation Therapy Practice Standards 
 
The practice of radiation therapy is performed by health care professionals responsible for the 
administration of ionizing radiation for the purpose of treating diseases, primarily cancer. 
 
The complex nature of cancer frequently requires the use of multiple treatment specialties. 
Radiation therapy is one such specialty, which requires an interdisciplinary team of radiation 
oncologists, nurses, radiation physicists, medical dosimetrists, and radiation therapists. It is 
typically the radiation therapist who administers the radiation to the patient throughout the 
treatment process. Radiation therapy integrates scientific knowledge, technical competency, 
patient interaction skills, and caring concern to deliver safe and accurate treatment. A radiation 
therapist exercises independent professional and ethical judgment.  
 
Radiation Therapy – General Requirements 

Radiation therapists must demonstrate an understanding of anatomy and physiology, pathology, 
and medical terminology. In addition, comprehension of oncology, radiobiology, radiation 
physics, radiation oncology techniques, radiation safety, and the psychosocial aspects of cancer 
are required of a radiation therapist.  
 
Radiation therapists must maintain a high degree of accuracy in positioning and treatment 
technique. They must maintain knowledge about radiation protection and safety. Radiation 
therapists assist the radiation oncologist in localizing the treatment area, participate in treatment 
planning, and deliver high doses of ionizing radiation prescribed by a radiation oncologist. 
 
Radiation therapists are the primary liaison between patients and other members of the radiation 
oncology team. They also provide a link to other health care providers, such as social workers 
and dietitians. Radiation therapists must remain sensitive to the physical and emotional needs of 
the patient through good communication, patient assessment, patient monitoring, and patient care 
skills. Radiation therapy often involves daily treatments extending over several weeks. This 
treatment method uses highly sophisticated equipment and requires a great deal of initial 
planning as well as constant patient care and monitoring. Radiation therapists use independent, 
professional, ethical judgment and critical thinking. Quality improvement and customer service 
allow the radiation therapist to be a responsible member of the health care team by continually 
assessing professional performance. Radiation therapists engage in continuing education to 
enhance patient care, public education, knowledge, and technical competence while embracing 
lifelong learning. 
 
Education and Certification 

Radiation therapists prepare for their role on the interdisciplinary team by successfully 
completing an accredited educational program in radiation therapy. Two-year certificate, 
associate degree, and four-year baccalaureate degree programs exist throughout the United 
States. Accredited programs must meet specific curricular and educational standards.  
 
Upon completion of a course of study in radiation therapy from an accredited program 
recognized by the American Registry of Radiologic Technologists (ARRT), individuals may 
apply to take the national certification examination. Those who successfully complete the 
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certification examination in radiation therapy may use the credential R.T.(T) following their 
name; the R.T. signifies registered technologist and the (T) indicates radiation therapy. To 
maintain ARRT certification, radiation therapists must complete appropriate continuing 
education requirements in order to sustain a level of expertise and awareness of changes and 
advances in practice. 
 
Practice Standards 

The practice standards define the practice and establish general criteria to determine compliance. 
Practice standards are authoritative statements established by the profession for judging the 
quality of practice, service, and education.  
 
Professional practice constantly changes as a result of a number of factors including 
technological advances, market and economic forces, and statutory and regulatory mandates. 
While a minimum standard of acceptable performance is appropriate and should be followed by 
all practitioners, it is inappropriate to assume that professional practice is the same in all regions 
of the United States.1 Community custom, state statute, or regulation may dictate practice 
parameters. Wherever there is a conflict between these standards and state or local statutes and 
regulations, the state or local statutes and regulations supersede these standards. Recognizing 
this, the profession has adopted standards that are general in nature.  
 
A radiation therapist should, within the boundaries of all applicable legal requirements and 
restrictions, exercise individual thought, judgment and discretion in the performance of the 
procedure.   
 
Format 

The standards are divided into five sections: scope of practice, clinical performance, quality 
performance, professional performance, and advisory opinion. 
 

Scope of Practice. The scope of practice delineates the parameters of the radiation 
therapy practice.  
 
Clinical Performance Standards. The clinical performance standards define the activities 
of the practitioner in the care of patients and delivery of diagnostic or therapeutic 
procedures. The section incorporates patient assessment and management with procedural 
analysis, performance, and evaluation.  
 
Quality Performance Standards. The quality performance standards define the activities 
of the practitioner in the technical areas of performance including equipment and material 
assessment, safety standards, and total quality management. 
 

                                                 
1 The terms “practice” and “practitioner” are used in all areas of the standards in place of the various names used in 
medical imaging and radiation therapy, such as radiologic technologist, sonographer, or radiation therapist. 
Practitioner is defined as any individual practicing in a specific area or discipline. The profession believes that any 
individual practicing in one of the defined disciplines or specialties should be held to a minimum standard of 
performance to protect the patients who receive professional services. 
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Professional Performance Standards. The professional performance standards define the 
activities of the practitioner in the areas of education, interpersonal relationships, self-
assessment, and ethical behavior.  
 
Advisory Opinion Statements. The advisory opinions are interpretations of the standards 
intended for clarification and guidance for specific practice issues. 
 

A profession’s practice standards serve as a guide for appropriate practice. Standards provide 
role definition for practitioners that can be used by individual facilities to develop job 
descriptions and practice parameters. Those outside the imaging, therapeutic, and radiation 
science community can use the standards as an overview of the role and responsibilities of the 
practitioner as defined by the profession. 
 
Each section is subdivided into individual standards. The standards are numbered and followed 
by a term or set of terms that identify the standards, such as “assessment” or 
“analysis/determination.” The next statement is the expected performance of the practitioner 
when performing the procedure or treatment. A rationale statement follows and explains why a 
practitioner should adhere to the particular standard of performance.  
 

Criteria. Criteria are used in evaluating a practitioner’s performance. Each set of criteria 
is divided into two parts: the general criteria and the specific criteria. Both general and 
specific criteria should be used when evaluating performance. 
  
General Criteria. General criteria are written in a style that applies to imaging and 
radiation science practitioners. These criteria are the same in all sections of the standards 
and should be used for the appropriate area of practice.  
 
Specific Criteria. Specific criteria meet the needs of the practitioners in the various areas 
of professional performance. While many areas of performance within imaging and 
radiation sciences are similar, others are not. The specific criteria are drafted with these 
differences in mind. 
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Radiation Therapist Scope of Practice 
 
The scope of practice of the radiation therapist includes: 
 
1. Delivering radiation therapy treatments as prescribed by a radiation oncologist.  
 
2. Performing simulation, treatment planning procedures, and dosimetric calculations. 
 
3. Detecting and reporting significant changes in patients’ conditions, and determining when to 

withhold treatment until the physician is consulted.  
 
4. Monitoring doses to normal tissues within the irradiated volume to ensure tolerance levels 

are not exceeded. 
 
5. Constructing/preparing immobilization, beam directional, and beam modification devices.  
 
6. Performing quality assurance activities, detecting equipment malfunctions, and taking 

appropriate action. 
 
7. Applying principles of radiation protection (as low as reasonably achievable, or ALARA) at 

all times. 
 
8. Participating in brachytherapy  procedures. 
 
9. Practicing universal precautions in procedures. 
 
10. Identifying and managing emergency situations. 
 
11. Educating and monitoring students and other health care providers. 
 
12. Educating patients, their families, and the public about radiation therapy. 
 
13. Preparing and/or administering contrast media, and/or medications as prescribed by a 

licensed practitioner with the appropriate clinical and didactic education where state and/or 
institutional policy permits. 

 
14. Performing venipuncture with the appropriate clinical and didactic education where state 

and/or institutional policy permits. 
 
15. Administering medications at the physician’s request according to policy. 
 
16. Starting and maintaining intravenous (IV) access per orders when applicable. 
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Comprehensive Practice: 
Radiation therapy is performed by competent radiation therapists who deliver care to the patient 
in the therapeutic setting and are responsible for the simulation, treatment planning, and 
administration of a prescribed course of radiation therapy and/or hyperthermia. Radiation 
therapists assume direct responsibility for the well-being of the patient preparatory to, during, 
and following the delivery of daily treatment. Additional related settings where radiation 
therapists practice include education, management, industry, and research. 
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Radiation Therapy Clinical Performance Standards 

 

Standard One – Assessment 
 

The practitioner collects pertinent data about the patient and the procedure. 
 

Rationale 
Information about the patient’s health status is essential in providing appropriate imaging and 
therapeutic services.  
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
  
General Criteria 
The practitioner: 

1. Uses consistent and appropriate techniques to gather relevant information from the 
patient, medical record, significant others, and health care providers.  

 
2. Reconfirms patient identification and verifies the procedure requested or prescribed. 
 
3. Reviews the patient’s medical record to verify the appropriateness of a specific exam or 

procedure. 
 
4. Verifies the patient’s pregnancy status. 
 
5. Determines whether the patient has been prepared for the procedure. 
 
6. Corroborates patient's clinical history with procedure. 
 
7. Assesses factors that may contraindicate the procedure, such as medications, patient 

history, insufficient patient preparation, or artifacts. 
 
8. Recognizes signs and symptoms of an emergency. 

 
Specific Criteria 
The practitioner: 

1. Assesses the patient’s risk for allergic reaction to contrast material prior to administration 
for simulation. 

 
2. Assesses the patient’s need for information and reassurance. 
 
3. Monitors side effects and reactions to treatment. 
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4. Reviews treatment record prior to treatment or simulation. 
 
5. Monitors doses to normal tissues. 
 
6. Recognizes the patient’s need for referral to other care providers such as a social worker 

or nutritionist. 
 
7. Monitors and assesses patients throughout the treatment course and follow-up visits. 
 
8. Reviews treatment protocol criteria and assesses conditions affecting treatment delivery. 
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Standard Two – Analysis/Determination 
 

The practitioner analyzes the information obtained during the assessment phase and develops an 
action plan for completing the procedure. 
 
Rationale 
Determining the most appropriate action plan enhances patient safety and comfort, optimizes 
diagnostic and therapeutic quality, and improves efficiency. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Selects the most appropriate and efficient action plan after reviewing all pertinent data 
and assessing the patient’s abilities and condition. 

 
2. Uses professional judgment to adapt imaging and therapeutic procedures to improve 

diagnostic quality and therapeutic outcome. 
 
3. Consults appropriate medical personnel to determine a modified action plan.  
 
4. Determines the need for and selects supplies, accessory equipment, shielding, and 

immobilization devices. 
 
5. Determines the course of action for an emergency or problem situation. 

 
6. Determines that all procedural requirements are in place to achieve a quality diagnostic or 

therapeutic procedure. 
 

Specific Criteria 
The practitioner: 

1. Participates in decisions about appropriate simulation techniques and treatment positions. 
 
2. Reviews patient treatment records and doses daily to ensure that treatment does not 

exceed prescribed dose, normal tissue tolerance, or treatment protocol constraints. 
 
3. Determines when to contact the licensed independent practitioner regarding patient side 

effects or questions. 
 
4. Determines when to withhold treatment until a licensed independent practitioner is 

contacted. 
 
5. Reviews portal images prior to treatment. 
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Standard Three – Patient Education 
 
The practitioner provides information about the procedure and related health issues according to 
protocol. 
 
Rationale 
Communication and education are necessary to establish a positive relationship. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Verifies that the patient has consented to the procedure and fully understands its risks, 
benefits, alternatives, and follow-up. When appropriate, the practitioner verifies that 
written or informed consent has been obtained. 

 
2. Provides accurate explanations and instructions at an appropriate time and at a level the 

patients and their care providers can understand. Addresses patient questions and 
concerns regarding the procedure. 

 
3. Refers questions about diagnosis, treatment, or prognosis to a licensed independent 

practitioner. 
 

4. Provides related patient education. 
 
Specific Criteria 
The practitioner: 

1. Provides information regarding risks and benefits of radiation. 
 
2. Instructs patient in the maintenance of treatment field markings. 
 
3. Provides information and instruction on proper skin care, diet, and self-care procedures. 
 
4. Anticipates a patient’s need for information and provides it throughout the treatment 

course. 
 
5. Explains precautions regarding administration of pharmaceuticals. 
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Standard Four – Performance 
 
The practitioner performs the action plan. 
 
Rationale 
Quality patient services are provided through the safe and accurate performance of a deliberate 
plan of action. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Performs procedural time-out. 
 
2. Implements an action plan.  
 
3. Explains each step of the action plan to the patient as it occurs and elicits the cooperation 

of the patient. 
 
4. Uses an integrated team approach.  
 
5. Modifies the action plan according to changes in the clinical situation. 
 
6. Administers first aid or provides basic life support in emergency situations. 
 
7. Uses accessory equipment.  
 
8. Assesses and monitors the patient’s physical, emotional, and mental status. 
 
9. Administers oxygen as prescribed. 

 
10. Uses principles of sterile technique. 
 
11. Positions patient for anatomic area of interest, respecting patient ability and comfort. 

 
12. Immobilizes patient for examination. 

 
Specific Criteria 
The practitioner: 

1. Fabricates individualized immobilization, custom blocks, and other beam modifying 
devices. 
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2. Assists the radiation oncologist in determining the optimum field to cover the target 
volume using conventional or CT simulation. 

 
3. Prepares and positions patient for simulation and daily treatment. 
 
4. Creates and labels simulation and portal images.  
 
5. Obtains radiation oncologist’s approval of simulation images prior to initiation of 

treatment. 
 
6.  Plans and delivers the treatment as directed and prescribed by the radiation oncologist. 
 
7. Calculates monitor units and treatment times. 
 
8. Performs pretreatment imaging. 
 
9. Monitors the patient visually and aurally during treatment. 
 
10. Prepares or assists in preparing brachytherapy sources and equipment. 
 
11. Monitors the treatment console during treatment. 
 
12. Utilizes knowledge of biological effects of ionizing radiation on tissue to minimize 

radiation dose to normal tissues. 
 
13. Administers pharmaceuticals.   
 

Monitors the patient for reactions to pharmaceuticals.
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Standard Five – Evaluation 
 
The practitioner determines whether the goals of the action plan have been achieved. 
 
Rationale 
Careful examination of the procedure is important to determine that expected outcomes have 
been met. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Evaluates the patient and the procedure to identify variances that may affect the expected 
outcome.  

 
2. Completes the evaluation process in a timely, accurate, and comprehensive manner. 
 
3. Measures the procedure against established policies, protocols, and benchmarks. 
 
4. Identifies exceptions to the expected outcome. 
 
5. Documents exceptions in a timely, accurate, and comprehensive manner. 
 
6. Develops a revised action plan if necessary to achieve the intended outcome. 

 
7. Communicates revised action plan to appropriate team members. 

 
Specific Criteria 
The practitioner: 

1. Checks treatment calculations. 
 
2. Verifies the accuracy of the patient setup prior to treatment delivery. 
 
3. Compares pretreatment and portal images to simulation images using anatomical 

landmarks or fiducial markers. 
 
4. Verifies treatment console readouts and settings prior to initiating treatment and upon 

termination of treatment. 
 
5. Evaluates the patient daily for any untoward effects, reactions, and therapeutic responses. 
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Standard Six – Implementation 
 
The practitioner implements the revised action plan. 
 
Rationale 
It may be necessary to make changes to the action plan to achieve the expected outcome. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Bases the revised plan on the patient’s condition and the most appropriate means of 
achieving the expected outcome. 

 
2. Takes action based on patient and procedural variances. 

 
3. Measures and evaluates the results of the revised action plan. 

 
4. Notifies appropriate health care provider when immediate clinical response is necessary 

based on procedural findings and patient condition. 
 
Specific Criteria 
The practitioner: 

1. Reports deviations from the standard or planned treatment.  
 

2. Initiates field changes indicated on simulation or portal images. 
 

3. Initiates field changes based on pretreatment imaging. 
 

4. Develops additional treatment plans to achieve an adequate dose distribution. 
 

5. Adapts procedures to equipment limitations and patient needs. 
 

Works with radiation oncologists, physicists, and dosimetrists to compensate for treatment 
inaccuracies.
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Standard Seven – Outcomes Measurement 
 
The practitioner reviews and evaluates the outcome of the procedure. 
 
Rationale 
To evaluate the quality of care, the practitioner compares the actual outcome with the expected 
outcome. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Reviews all diagnostic or therapeutic data for completeness and accuracy. 
 
2. Determines whether the actual outcome is within established criteria. 
 
3. Evaluates the process and recognizes opportunities for future changes. 

 
4. Assesses the patient’s physical, emotional, and mental status prior to discharge from the 

practitioner’s care. 
 
Specific Criteria 
The practitioner: 

1. Monitors patient status during procedures, throughout the treatment course, and for 
follow-up care. 
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Standard Eight – Documentation 
 
The practitioner documents information about patient care, the procedure, and the final outcome. 
 
Rationale 
Clear and precise documentation is essential for continuity of care, accuracy of care, and quality 
assurance. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Documents diagnostic, treatment, and patient data in the record in a timely, accurate, and 
comprehensive manner. 

 
2. Documents exceptions from the established criteria or procedures. 
 
3. Provides appropriate information to authorized individual(s) involved in the patient’s 

care. 
 
4. Participates in billing and coding procedures. 

 
5. Archives images or data. 

 
Specific Criteria 
The practitioner: 

1. Documents radiation exposure parameters. 
 
2. Documents procedural time-out. 
 
3. Documents justification for additional views. 
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Radiation Therapy Quality Performance Standards 
 
Standard One – Assessment 
 
The practitioner collects pertinent information regarding equipment, procedures, and the work 
environment. 
 
Rationale 
The planning and provision of safe and effective medical services relies on the collection of 
pertinent information about equipment, procedures, and the work environment. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Determines that services are performed in a safe environment, free from any potential 
hazards. 

 
2. Confirms that equipment performance, maintenance, and operation comply with 

manufacturer’s specifications. 
 
3. Verifies that protocol and procedure manuals include recommended criteria and are 

reviewed and revised. 
 
Specific Criteria 
The practitioner: 

1. Inspects ancillary devices prior to use. 
 

2. Monitors treatment unit operation during use. 
 

3. Observes the environment for any potential radiation hazards. 
 

4. Participates in radiation protection, patient safety, risk management, and quality 
management activities. 
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Standard Two – Analysis/Determination 
 
The practitioner analyzes information collected during the assessment phase to determine the 
need for changes to equipment, procedures, or the work environment. 
 
Rationale 
Determination of acceptable performance is necessary to provide safe and effective services. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Assesses services, procedures, and environment and adjusts the action plan.  
 
2. Monitors equipment to meet or exceed established standards and adjusts the action plan. 

 
3. Assesses and maintains the integrity of medical supplies such as a lot/expiration, sterility, 

etc. 
 
Specific Criteria 
The practitioner: 

1. Verifies the mathematical accuracy of the prescription and the daily treatment summary. 
 
2. Reviews treatment record and verifies calculations before treatment delivery. 
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Standard Three – Education 
 
The practitioner informs the patient, public, and other health care providers about procedures, 
equipment, and facilities. 
 
Rationale 
Open communication promotes safe practices. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Elicits confidence and cooperation from the patient, the public, and other health care 
providers by providing timely communication and effective instruction. 

 
2. Presents explanations and instructions at the learner’s level of understanding. 
 
3. Educates the patient, public, and other health care providers about procedures along with 

the biological effects of radiation, sound wave, or magnetic field, and protection. 
 

4. Provides information to patients, health care providers, students, and the public 
concerning the role and responsibilities of individuals in the profession. 

 
Specific Criteria 
The practitioner: 

1. Informs the patient and significant others about appropriate and essential uses of radiation 
and corrects misconceptions. 

 
2. Instructs other health care providers about radiation protection procedures. 
 
3. Assists in development and production of educational materials for patients and the 

general public. 
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Standard Four – Performance 
 
The practitioner performs quality assurance activities.  
 
Rationale 
Quality assurance activities provide valid and reliable information regarding the performance of 
equipment, materials, and processes. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Acquires information on equipment, materials, and processes. 
 
2. Performs quality assurance activities. 
 
3. Provides evidence of ongoing quality assurance activities.  
 
4. Verifies performance and results of quality control of imaging and support equipment. 

 
Specific Criteria 
The practitioner: 

1. Adheres to radiation safety rules and standards. 
 

2. Makes the decision to discontinue patient treatment until equipment is operating properly. 
 

3. Verifies that only the patient is in the treatment room prior to initiating treatment. 
 

4. Demonstrates safe handling, storing, and disposal of brachytherapy sources. 
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Standard Five – Evaluation 
 
The practitioner evaluates quality assurance results and establishes an appropriate action plan. 
 
Rationale 
Equipment, materials, and processes depend on ongoing quality assurance activities that evaluate 
performance based on established guidelines. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Verifies quality assurance testing conditions and results. 
 
2. Compares quality assurance results to accepted values. 
 
3. Formulates an action plan following the comparison of results. 

 
4. Participates in the institution's quality assessment and improvement plan. 

 
Specific Criteria 
The practitioner: 

1. Reviews portal and pretreatment images for accuracy. 
 
2. Performs treatment chart checks. 
 
3. Reviews treatment deviations and determines causes. 
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Standard Six – Implementation 
 
The practitioner implements the quality assurance action plan for equipment, materials, and 
processes. 
 
Rationale 
Implementation of a quality assurance action plan promotes safe and effective services.  
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Obtains assistance from qualified personnel to support the quality assurance action plan. 
 

2. Implements the quality assurance action plan. 
 
Specific Criteria 
The practitioner: 

1. Formulates recommendations for process improvements to minimize treatment 
deviations. 
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Standard Seven – Outcomes Measurement 
 
The practitioner assesses the outcome of the quality management action plan for equipment, 
materials, and processes. 
 
Rationale 
Outcomes assessment is an integral part of the ongoing quality management action plan to 
enhance diagnostic and therapeutic services. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Reviews the implementation process for accuracy and validity. 
 
2. Determines that actual outcomes are in compliance with the action plan. 

 
3. Develops and implements a modified action plan. 

 
Specific Criteria 
The practitioner: 

1. Reviews and evaluates quality assurance tools and instruments periodically for 
effectiveness. 
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Standard Eight – Documentation 
 
The practitioner documents quality assurance activities and results. 
 
Rationale 
Documentation provides evidence of quality assurance activities designed to enhance safety. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Maintains documentation of quality assurance activities, procedures, and results. 
 
2. Provides timely, accurate, and comprehensive documentation. 
 
3. Provides documentation that adheres to protocol, policy, and procedures. 

 
4. Reports the need for equipment maintenance and repair. 

 
Specific Criteria 
The practitioner: 

1. Reports any treatment deviations.  
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Radiation Therapy Professional Performance Standards 
 
Standard One – Quality 
 
The practitioner strives to provide optimal patient care. 
 
Rationale 
Patients expect and deserve optimal care during diagnosis and treatment. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Collaborates with others to elevate the quality of care. 
 
2. Participates in quality assurance programs. 
 
3. Adheres to standards, policies, and procedures adopted by the profession and regulated 

by law. 
 
4. Applies professional judgment and discretion while performing diagnostic study or 

treatment. 
 
5. Anticipates and responds to patient needs. 

 
6. Respects cultural variations and addresses misconceptions. 

 
Specific Criteria 
The practitioner: 

1. Advocates the need for two credentialed radiation therapists to be available per treatment 
unit for treatment delivery. 
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Standard Two – Self-Assessment 
 
The practitioner evaluates personal performance. 
 
Rationale 
Self-assessment is necessary for personal growth and professional development. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Monitors personal work ethics, behaviors, and attitudes. 
 
2. Evaluates performance and recognizes opportunities for self-improvement. 
 
3. Recognizes and applies personal and professional strengths. 
 
4. Performs procedures only when educationally prepared and clinically competent. 
 
5. Recognizes opportunities for educational growth and improvement in technical and 

problem-solving skills. 
 

6. Actively participates in professional societies and organizations. 
 
Specific Criteria 
None added. 
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Standard Three – Education 
 
The practitioner acquires and maintains current knowledge in clinical practice. 
 
Rationale 
Advancements in the profession require additional knowledge and skills through education. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Demonstrates completion of education related to clinical practice. 
 
2. Maintains credentials and certification related to clinical practice. 
 
3. Participates in continuing education and case review to maintain and enhance 

competency and performance. 
 
4. Shares knowledge and expertise with others. 

 
5. Demonstrates understanding of and continued competency in the functions and 

operations of equipment, accessories, treatment and imaging methods, and protocols. 
 
Specific Criteria 
None added.
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Standard Four – Collaboration and Collegiality 
 
The practitioner promotes a positive, collaborative practice atmosphere with other members of 
the health care team. 
 
Rationale 
To provide quality patient care, all members of the health care team must communicate 
effectively and work together efficiently. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Shares knowledge and expertise with members of the health care team. 
 
2. Develops collaborative partnerships to enhance diagnostic and therapeutic quality and 

efficiency. 
 
3. Promotes understanding of the profession. 

 
Specific Criteria 
The practitioner: 

1. Interacts with other members of the radiation oncology team. 
 
2. Instructs others in postprocedural radiation safety. 
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Standard Five – Ethics 
 
The practitioner adheres to the profession’s accepted ethical standards. 
 
Rationale 
Decisions made and actions taken on behalf of the patient are based on a sound ethical 
foundation. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Provides health care services with respect for the patient’s dignity, age-specific needs, 
and culture. 

 
2. Acts as a patient advocate to support patients’ rights. 
 
3. Takes responsibility for professional decisions made and actions taken. 
 
4. Delivers patient care and service free from bias or discrimination. 
 
5. Respects the patient’s right to privacy and confidentiality. 

 
6. Adheres to the established practice standards of the profession. 

 
Specific Criteria 
None added.
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Standard Six – Research and Innovation 
 
The practitioner participates in the acquisition and dissemination of knowledge and the 
advancement of the profession. 
 
Rationale 
Scholarly activities such as research, scientific investigation, presentation, and publication 
advance the profession. 
 
General Stipulation 
Federal and state laws, accreditation standards necessary to participate in government programs, 
and institutional policies and procedures supersede these standards. The individual must be 
educationally prepared and clinically competent as a prerequisite to professional practice. 
 
General Criteria 
The practitioner: 

1. Reads and critically evaluates research in diagnostic and therapeutic services. 
 
2. Participates in data collection. 
 
3. Investigates innovative methods for application in practice. 
 
4. Shares information with colleagues through publication, presentation, and collaboration. 
 
5. Adopts new best practices. 

 
6. Pursues a life of learning. 

 
Specific Criteria 
None added. 



Effective: June 4, 2007 
 

RT 31 

Radiation Therapy Advisory Opinion Statements 



Effective: June 4, 2007 
 

RT 32 

Medical Imaging and Radiation Therapy Glossary 
 
Action Plan –A program or method developed prior to the performance of the examination or 
treatment.  
 
Advanced-practice radiologic technologist – A registered technologist who has gained 
additional knowledge and skills through successful completion of an organized program or 
radiologic technology education that prepares radiologic technologists for advanced practice 
roles and has been recognized by the national certification organization to engage in the practice 
of advanced-practice radiologic technology. 
 
Arthrogram – Visualization of a joint by radiographic study after injection of a contrast medium 
into joint space. 
 
Artifact – A structure or feature produced by the technique used and not occurring naturally. 
 
Assess – To determine the significance, importance, or value. 
 
Assessment – The process by which a patient’s condition is appraised or evaluated. 
 
Clinical – Pertaining to or founded on actual observation and treatment of patients. 
 
Competency – Performance in a manner that satisfies the demands of a situation. 
 
Contrast medium – Substance administered to a patient undergoing an imaging procedure that 
provides a difference in density (contrast) so that the tissue, organ, or pathology can be better 
visualized. 
 
Contraindicate – To warrant an otherwise advisable procedure or treatment inappropriate. 
 
Cholangiogram – A radiograph of the bile duct(s). 
 
Cystogram – A radiograph of the bladder. 
 
Disease – A pathological condition of the body that presents a group of clinical signs, symptoms, 
and laboratory findings peculiar to it and setting the condition apart as an abnormal entity 
differing from other normal or pathological conditions.  
 
Ductogram – A radiograph of the breast duct after injection of a contrast medium. 
  
Electrocardiogram (ECG) – A record of the electrical activity of the heart. 

Esophagram – A series of x-rays of the esophagus. The x-ray images are captured after the 
patient drinks a solution that coats and outlines the walls of the esophagus. Also called a barium 
swallow.  
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Ethical – Conforming to the norms or standards of professional conduct.  
 
Examination preparation – The act of helping to ready a patient for a diagnostic imaging 
procedure. 
 
Fistulogram – A radiograph of a sinus tract filled with radiopaque contrast medium to determine 
the range and course of the tract. 
 
Galactogram – A radiograph of the breast duct after injection of a contrast medium. 
 
Hysterosalpingogram – A radiograph of the uterus and oviducts after injection of a contrast 
medium. 
 
Initial observation – Assessment of technical image quality with pathophysiology correlation 
communicated to a radiologist. 
 
Interpretation – The process of examining and analyzing all images within a given procedure 
and integration of the imaging data with appropriate clinical data in order to render an 
impression or conclusion set forth in a formal written report composed and signed by the 
radiologist. 
 
Interventional procedures – Percutaneous catheterization for diagnostic and therapeutic 
purposes. 
 
Licensed independent practitioner – An individual permitted by law to provide care and 
services, without direction or supervision, within the scope of the individual’s license and 
consistent with individually granted privileges (e. g., physician, nurse practitioner, physician 
assistant). 
 
Loopogram – A radiograph of the ileal conduit following the injection of a contrast medium. 
 
Myelogram – A radiograph of the spinal cord and associated nerves. 
 
Paracentesis – Puncture of a cavity with removal of fluid. 
 
Pathophysiology – The study of how normal physiological processes are altered by disease. 
 
Pharmaceutical – Contrast media, radiopharmaceuticals or other medications. Note: the ASRT 
House of Delegates has indicated that administration of contrast media or other medications is 
within the scope of practice for radiologic technologists (see also ASRT Position Statements 
titled “Drug Administration by Radiologic Technologists). 
 
Protocol – The plan for carrying out a scientific study or a patient's treatment regimen. 
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Qualified Supervisor – Individual who is educationally prepared, clinically competent, and 
credentialed in the medical imaging and radiation therapy sciences who provides clinical 
supervision to the individual. 
 
Quality assurance – Activities and programs designed to achieve a desired degree or grade of 
care in a defined medical, nursing, or health care setting or program. 
 
Radiation protection – Prophylaxis against injury from ionizing radiation. The only effective 
preventive measures are shielding the operator, handlers, and patients from the radiation source; 
maintaining appropriate distance from the source; and limiting the time and amount of exposure. 
 
Radiography – The process of obtaining an image for diagnostic examination using x-rays. 
 
Sinogram – A radiograph of a sinus tract filled with radiopaque contrast medium to determine 
the range and course of the tract. 
 
T-tube – A device inserted into the biliary duct after removal of the gallbladder. 
 
Thoracentesis – Puncture of the chest wall for removal of fluids, usually done by using a large-
bore needle. 
 
Time-out – Immediate preprocedural pause to review procedure and determine the correct 
procedure is conducted upon the correct patient in the correct manner. 
 
Urethrogram – A radiograph of the urethra after it has been filled with a contrast medium. 
 
Upper GI series – A series of x-rays of the esophagus, stomach, and small intestine (upper 
gastrointestinal, or GI, tract) that are taken after the patient drinks a barium solution.  
 
Venipuncture – The puncture of a vein. 
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ASRT Position Statements 
 

 

Introduction 
 
ASRT position statements reflect the beliefs or standing of the American Society of Radiologic 

Technologists. In reviewing these position statements, radiologic technologists must take into 

account existing state statutes and institutional policy. 

 
ASRT uses the term radiologic technologist throughout its official documents to describe 

personnel working in any discipline or specialty area of radiologic technology. Radiologic 

technology is the term that describes the medical disciplines and specialties that use radiation for 

diagnostic medical imaging, interventional procedures and radiation therapy, to include energies 

used for magnetic resonance and sonographic imaging. The five disciplines in radiologic 

technology are radiography, radiation therapy, magnetic resonance, sonography and nuclear 

medicine. Specialties in radiologic technology include cardiovascular-interventional 

radiography, computed tomography, mammography and other specialty areas. 
 
 

 

Position Statements 
 

 

Campaign Guidelines 
It is the position of the American Society of Radiologic Technologists that ASRT members 
running for national office or chapter delegate positions shall limit their campaign activities to 

ASRT-published candidate position statements and the use of the ASRT Communities social 

networking tool to ensure fairness and equal opportunity for all candidates. 
Adopted, Resolution 99-1.06, 1999 

Amended, Main Motion, C-8.05, 2008 

Amended, Main Motion, C-09.33, 2009 

Amended, Main Motion C-12.18, 2012 

 

Certification of Personnel Practicing in the Radiologic Sciences 
It is the position of the American Society of Radiologic Technologists that radiologic 
technologists practicing radiography, sonography, nuclear medicine, radiation therapy and other 

imaging disciplines or specialties in all health care facilities are certified by agencies such as the 

American Registry of Radiologic Technologists, American Registry for Diagnostic Medical 

Sonography, Nuclear Medicine Technology Certification Board, Medical Dosimetrist 

Certification Board or meet state licensure requirements. 
Amended, Resolution 97-3.03, 1997 

Amended, Main Motion, C-08.12, 2008 

Collective Bargaining Units 
It is the position of the American Society of Radiologic Technologists that the Society not serve 

as a collective bargaining unit. 
Amended, Resolution 06-3.09, 2006 

Amended, Main Motion C-09.57, 2009 

 

Computed Tomography Procedures on Pediatric Patients 
It is the position of the American Society of Radiologic Technologists that computed 
tomography procedures performed on children employ the “as low as reasonably achievable” 

(ALARA) principle. 
Adopted, Main Motion, C-08.01, 2008 

Amended, Main Motion, C-09.78, 2009 
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Conjoint Evaluation of Educational Programs 
It is the position of the American Society of Radiologic Technologists that, in states where state 
agencies approve radiologic science educational programs, evaluation of such programs be 

conducted jointly by the state agency and the applicable Joint Review Committee(s) or 

equivalent. 
Amended, Main Motion, C-08.06, 2008 

Amended, Main Motion, C-09.36, 2009 

 
Continuing Education of Personnel in Area of Practice to Reduce Radiation Dose 
It is the position of the American Society of Radiologic Technologists that the continuing 
education of registered radiologic technologists includes their areas of practice and methods to 

reduce radiation dose. 
Adopted, Main Motion, C-11.35, 2011 

 
Definition of Limited X-ray Machine Operator 
It is the position of the American Society of Radiologic Technologists that a limited x-ray 
machine operator is defined as an individual other than a radiologic technologist who performs 

static diagnostic x-ray procedures on selected anatomical sites. Limited x-ray machine operator 

is the term that replaces other terms including, but not limited to, radiologic technician, x-ray 

technician and limited permittee. 
Adopted, Resolution 03-2.02, 2003 

Amended, Main Motion, C-08.17, 2008 

Amended, Main Motion, C-09.11, 2009 

 
Degree Requirements for Radiologic Science Program Directors and Clinical Coordinators 

It is the position of the American Society of Radiologic Technologists that radiologic science 

program directors hold a minimum of a master’s degree and that clinical coordinators hold a 

minimum of a baccalaureate degree. 
Adopted, Resolution 98-2.02, 1998 

Amended, Resolution 06-2.03, 2006 

Amended, Main Motion C-09.37, 2009 

Documentation of Patient Radiation Exposure and Shielding for Computed Tomography 

and Fluoroscopic Procedures 
It is the position of the American Society of Radiologic Technologists that facilities document 
patient dose, patient dose indicator readings, patient exposure indicator readings or technical 

factors and use of shielding for computed tomography and fluoroscopic procedures. 
Adopted, Main Motion, C-07.38, 2008 

Amended, Main Motion, C-09.79, 2009 

 
Ensuring Radiation Exposures Are As Low As Reasonably Achievable 
It is the position of the American Society of Radiologic Technologists that all individuals 
performing medical imaging and radiation therapy procedures employ the “as low as reasonably 

achievable” (ALARA) principle to minimize patient and occupational radiation dose. 
Adopted, Resolution 06-1.07, 2006 

Amended, Main Motion, C-09.53, 2009 

 
Entry Level of Education for Radiation Therapists 
It is the position of the American Society of Radiologic Technologists that the baccalaureate 

degree is the entry level for radiation therapists. 
Adopted, Resolution C-07.10, 2007 

Amended, Main Motion C-09.39, 2009 
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Entry Level of Education for Radiographers 

It is the position of the American Society of Radiologic Technologists that the associate degree is 
the entry level for radiographers. 

Adopted, Resolution C-07.03, 2007 

Amended, Main Motion C-09.40, 2009 

Evaluating Medical Images for Technical Adequacy 

It is the position of the American Society of Radiologic Technologists that the technical 
adequacy of medical images produced by a registered or licensed radiologic technologist only be 

evaluated by a registered radiologic technologist within their scope of practice. 
Adopted, Resolution 05-3.03, 2006 

Amended, Main Motion C-09.54, 2009 

 
Federal Minimum Standards for Medical Imaging and Radiation Therapy 
It is the position of the American Society of Radiologic Technologists that the U.S. Congress 
should enact federal minimum standards of education and certification for all individuals 

performing medical imaging or planning and/or delivering radiation therapy. Such standards 

should be, at the minimum, equivalent to those established for educational accreditation by the 

Joint Review Committees or equivalent and certification by the American Registry of Radiologic 

Technologists or equivalent. 
Amended, Resolution 95-2.08, 1995 

Amended, Resolution 06-2.06, 2006 

Amended, Main Motion C-09.44, 2009 

 

Level of Education for the Radiologic Science Profession 
It is the position of the American Society of Radiologic Technologists that the baccalaureate 
degree is the professional level of radiologic science education if it contains upper division 

coursework in radiologic science. 
Adopted, Resolution 94-2.04, 1994 

Amended, Resolution 95-2.05, 1995 

Amended, Resolution 06-2.05, 2007 

Amended, Main Motion C-09.41, 2009 

 

Limited X-Ray Machine Operator Education and Examination 

It is the position of the American Society of Radiologic Technologists that the educational 
requirements for limited x-ray machine operators meet the ASRT Limited X-ray Machine 

Operator Curriculum and examinees successfully pass the American Registry of Radiologic 

Technologists limited scope of practice exam. 
Adopted, Resolution 06-2.09, 2006 

Amended, Main Motion C-09.43, 2009 

 
Limited X-Ray Machine Operator Scope of Practice 
It is the position of the American Society of Radiologic Technologists that the limited x-ray 
machine operator's scope of practice be restricted to practices covered in the ASRT curriculum 

for limited x-ray machine operators. Procedures excluded from the LXMO scope of practice 

include fluoroscopy, contrast procedures, computed tomography, mammography and mobile 

imaging. 
Adopted, Resolution 05-3.11, 2005 

Amended, Resolution 06-3.04, 2007 

Amended, Main Motion, C-09.58, 2009 
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Majority Representation on State Radiologic Technologist Licensure or Regulatory Boards 

and Committees 

It is the position of the American Society of Radiologic Technologists that the majority of 
members appointed or designated to serve on state radiologic technologist licensure or regulatory 

boards and committees be practicing registered radiologic technologists with expertise in the 

disciplines licensed or regulated by that entity. 
Adopted, Resolution C-07.05, 2007 

Amended, Main Motion, C-09.46, 2009 

 

Monitoring Patient Exposure During Utilization of Digital Radiography Systems 

It is the position of the American Society of Radiologic Technologists that health care facilities 
using digital radiography systems monitor patient exposure. Exposure indicator data should be 

included in the Digital Imaging Communications in Medicine (DICOM) header for images sent 

to picture archiving and communication systems (PACS) or in the patient 

demographics field for images printed to film, and in either case should be part of the permanent 

patient record. The exposure indicator should not be altered to modify image appearance and 

should accurately record the exposure or exposure factors used in producing the image. Health 

care facilities should collect patient exposure range distributions and reject analyses as part of the 

quality assurance program. This exposure data should be reviewed routinely by the health care 

facility. 
Adopted, Resolution 05-3.10, 2005 

Amended, Resolution C-07.22, 2007 

Amended, Main Motion C-09.16, 2009 

 
Opposition to Employment of Uncertified or Unlicensed Individuals 
The American Society of Radiologic Technologists opposes the employment or utilization of 
uncertified or unlicensed individuals to administer ionizing or nonionizing radiation for 

diagnostic or therapeutic procedures.  This is a breach of responsibility of the health care 

industry in providing quality patient care. 
Adopted, Resolution 93-3.01, 1993 

Amended, Resolution 94-1.21, 1994 

Amended, Resolution 06-1.04, 2006 

Amended, Main Motion, C-09.81, 2009 
 

Opposition to Institutional Licensure of Radiologic Technologists 

The American Society of Radiologic Technologists opposes institutional licensure of radiologic 
technologists. 

Amended, Resolution 06-1.03, 2006 

Amended, Main Motion, C-09.45, 2009 

 
Opposition to Listing in Trade School Directories 
The American Society of Radiologic Technologists opposes the listing of radiologic technology 
educational programs in any trade school directory. It is the position of the ASRT that radiologic 

technology is a profession. 
Amended, Resolution 06-3.10, 2006 

Amended, Main Motion, C-09.74, 2009 
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Opposition to Radiologic Technologists Supervising and/or Training Unlicensed or 

Uncertified Individuals 
The American Society of Radiologic Technologists opposes any radiologic technologists being 
required to supervise and/or train any unlicensed or uncertified individuals in the delivery of 

medical imaging or radiation therapy procedures unless they are enrolled in or have graduated 

from an educational program in the radiologic sciences accredited by a mechanism recognized 

by the American Registry of Radiologic Technologists or equivalent. 
Adopted, Resolution 02-3.01, 2002 

Amended, Main Motion, C-08.15, 2008 

Amended, Main Motion C-09.49, 2009 

 
Opposition to Supervision by Limited X-ray Machine Operators 

The American Society of Radiologic Technologists opposes limited x-ray machine operators 
supervising or managing the technical aspects of imaging procedures performed by registered 

radiologic technologists. 
Adopted, Resolution 04-3.07, 2004 

Amended, Main Motion, C-08.13, 2008 

Amended, Main Motion, C-09.47, 2009 

 
Opposition to Use of Fluoroscopy for Positioning 
The American Society of Radiologic Technologists opposes the use of fluoroscopy to ensure 
proper positioning for radiography prior to making an exposure. This is unethical, increases 

patient dose and should never be used in place of appropriate skills required of the competent 

radiologic technologist. 
Adopted, Resolution 06-3.14, 2006 

Amended, Main Motion, C-09.55, 2009 

 
Opposition to Use of Full-body Computed Tomography Screening 
The American Society of Radiologic Technologists opposes the use of full-body computed 

tomography as a screening tool. 
Adopted, Resolution 02-3.08, 2002 

Amended, Main Motion, C-08.42, 2008 
Amended, Main Motion, C-09.80, 2009 

 
Opposition to Use of Medical Ultrasound for Nonmedical Purposes 
The American Society of Radiologic Technologists opposes the use of medical ultrasound for the 
purpose of nonmedical entrepreneurial application or entertainment contrary to the tenets of 

ethical medical practice. 
Adopted, Resolution 05-3.01, 2005 

Amended, Main Motion, C-08.41, 2008 

Amended, Main Motion, C-09.75, 2009 
 

Pregnant Radiologic Technologists and the Magnetic Resonance Environment 
It is the position of the American Society of Radiologic Technologists that the pregnant 
radiologic technologist should not enter the magnetic resonance scanner/magnet room while 

scanning is in progress due to limited knowledge of the effects of gradient 

magnetic/radiofrequency fields. 
Adopted, Resolution 02-3.04, 2002 

Amended, Resolution C-07.24, 2007 

Amended, Main Motion, C-09.61, 2009 

Professional Programmatic Peer Review 
The American Society of Radiologic Technologists supports professional programmatic peer 
review for all medical imaging and radiation therapy educational programs. 

Adopted, Main Motion, C-11.34, 2011 
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Public Health Statements 
It is the position of the American Society of Radiologic Technologists that the Society release 
position statements on public health issues to increase public awareness of the diverse 

contributions in health care by the members of the ASRT. 
Adopted, Resolution 92-1.07, 1992 

Amended, Resolution 94-1.23, 1994 

Amended, Main Motion C-09.34, 2009 

 

Qualifications for Performing Image Acquisition With Hybrid Imaging Equipment in 

Fusion Mode 

It is the position of the American Society of Radiologic Technologists that radiologic 
technologists performing multiple modality fusion imaging be registered by the American 

Registry of Radiologic Technologists, Nuclear Medicine Technology Certification Board, 

American Registry for Diagnostic Medical Sonography or equivalent and be educationally 

prepared and clinically competent in all components of the specific fusion procedures. 
Adopted, Resolution 03-3.03, 2003 

Amended, Resolution 06-3.07, 2006 

Amended, Main Motion C-09.72, 2009 

Amended, Main Motion C-10.36, 2010 

 
Qualifications for Performing Medical Dosimetry 
It is the position of the American Society of Radiologic Technologists that only individuals 
certified in medical dosimetry by the Medical Dosimetrist Certification Board or equivalent perform 
medical dosimetry procedures. 

Adopted, Resolution 04-3.04, 2004 

Amended, Main Motion, C-08.33, 2008 

Radiographic Technique Charts 
It is the position of the American Society of Radiologic Technologists that radiographic 
technique charts be used by persons performing radiography and that all health care facilities 

make radiographic technique charts available to persons performing radiography. 
Adopted, Resolution 91-4.03, l991 

Amended, Resolution C-07.31, 2007 

Amended, Main Motion, C-09.73, 2009 

 
Staffing for Radiation Therapy Treatment Delivery 
It is the position of the American Society of Radiologic Technologists that two registered 
radiation therapists per patient per treatment unit is the minimum standard for safe and efficient 

delivery of radiation therapy. 
Adopted, Resolution 98-3.04, 1998 

Amended, Main Motion, C-08.44, 2008 
State Agency Recognition of Joint Review Committees 
It is the position of the American Society of Radiologic Technologists that state agencies accept 
accreditation of radiologic science educational programs by Joint Review Committees or 

equivalent to meet state standards. 
Adopted, Main Motion C-09.03, 2009 

 
State Licensure Examinations by the American Registry of Radiologic Technologists 
It is the position of the American Society of Radiologic Technologists that state agencies should 
contract with the American Registry of Radiologic Technologists to administer state licensure 

examinations. 
Amended, Main Motion, C-08.14, 2008 

Amended, Main Motion, C-09.48, 2009 
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Unification of the Profession 

It is the position of the American Society of Radiologic Technologists that the Society foster 

unification of the radiologic science profession. 
Adopted, Resolution 89-1.20, 1989 

Amended, Resolution 94-1.19, 1994 

Amended, Resolution C-07.13, 2007 

Amended, Main Motion, C-09.35, 2009 
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Nearly 1.6 million people in the United States 
were diagnosed with cancer in 2011 and about 
two-thirds of these patients likely received 
radiation therapy treatments during their ill-

nesses.1,2 Most radiation treatments occur without inci-
dent and contribute to the comfort or cure of cancer 
patients.3 Still, advances in technology that provide 
more sophisticated, promising and accurate techniques 
for targeting malignancies come with a price: complex 
technology that requires extensive training, continuing 
education and attention from the radiation therapists 
who deliver the radiation. 

The consequences of a single error are enormous, 
as outlined by feature articles in The New York Times 
beginning in 2010.4,5 These and other reports, such as 
the ECRI Institute (formerly Emergency Care Research 
Institute) naming of radiation therapy errors as the 
number one hazard in health care,6 have focused pub-
lic, professional and regulatory attention on radiation 
oncology processes, equipment and delivery of care. 
Professional organizations, vendors and providers are 
responding to address the challenges faced by ensuring 
that all of the tools for learning and improving process-
es are in place to prevent, detect and correct radiation 
therapy-related errors. 

Background
The American Society of Radiologic Technologists 

(ASRT) is a professional membership organization repre-
senting more than 144,000 medical imaging technologists 

and radiation therapists. The organization provides edu-
cational opportunities to members, promotes the radio-
logic science profession and monitors legislation affecting 
the profession. In addition, ASRT establishes standards of 
practice and develops education criteria for medical imag-
ing and radiation therapy professionals.7 

The ASRT Education and Research Foundation, 
the philanthropic arm of the ASRT, accepts donations 
from individuals and organizations to fund research 
and scholarships. The Foundation supports and 
empowers professionals in medical imaging and radia-
tion therapy professions to pursue opportunities that 
improve patient care. One method to accomplish this 
goal is through partnering with the industry to improve 
medical imaging technologist and radiation therapist 
education, job performance and patient care. The 
Foundation’s Health Care Industry Advisory Council 
(HCIAC) includes representatives of important compa-
nies in the radiology and radiation oncology industries 
who work together in a noncompetitive environment 
to advance patient care.8 Members meet annually, and 
occasionally form subcommittees to discuss significant 
issues in the radiologic sciences. The Subcommittee on 
Patient Safety and Quality in Radiation Therapy met 
November 14, 2011, in Albuquerque, N.M. Committee 
members in attendance are listed in Appendix A. 

Committee Purpose
HCIAC member organizations recognize the impor-

tance of working together for the good of the patient. 

Teresa G Odle, BA, ELS, and Natasha Rosier, MHA, MBA, R.T.(R)(T),  
for the ASRT Education and Research Foundation Health Care Industry Advisory Council Subcommittee 
on Patient Safety and Quality in Radiation Therapy 
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Patient care and safety remain at the forefront of radia-
tion therapist ethics and practice standards, and safe and 
effective design, manufacture and operation of radiation 
oncology equipment remain constant goals for HCIAC 
member organizations. However, events such as media 
reports brought these matters to the surface beginning 
in January 2010. The Subcommittee on Patient Safety 
and Quality in Radiation Therapy met in light of these 
events, but also because of numerous challenges regard-
ing radiation oncology care and commitment to the role 
of the radiation therapist in patient care. 

There has been a heightened perception of medical 
safety among professionals and the public over the past 
decade, with mixed perception regarding patient safety 
in radiation therapy.9 When The New York Times fea-
tured stories of serious radiation overdoses,5 the errors 
raised fears in the public — and in patients slated to 
receive radiation therapy. In addition, the complexity of 
the technology used to deliver radiation treatments has 
increased exponentially in recent years. This is good 
news for patients, but only if personnel who maintain 
and operate the equipment and plan the treatments 
remain up-to-date on the advances and the skills neces-
sary to work within the technological environments the 
new modalities and machines require.

These and other factors brought together the sub-
committee of concerned radiation therapists, managers 
and representatives of radiation therapy equipment ven-
dors to discuss the issue in detail and consider coopera-
tive and workable solutions focusing primarily on the 
areas they represent: the role of the radiation therapist 
and the support provided to therapists and other radia-
tion oncology staff from equipment vendors.

Industry Response
Several professional organizations responded imme- 

diately to the articles in The New York Times, including 
the ASRT. In a letter to the newspaper’s editor, then-
president Diane Mayo, R.T.(R)(CT), reminded readers 
that although radiation therapy errors are tragic, they are 
rare. She also pointed out that in 2010, 17 states did not re-
quire a license to deliver radiation therapy.10 Many organ- 
izations also were asked to testify before the U.S. House 
of Representatives Energy and Commerce Committee’s 
Subcommittee on Health. ASRT was among these, and 
was represented by Sandra Hayden, MA, R.T.(T), a  

member of the ASRT Board of Directors and administra-
tive director of radiation therapy services at the University 
of Texas, MD Anderson Cancer Center in Houston. 

Hayden emphasized that establishing national 
education and certification standards for technical 
personnel who perform radiation therapy procedures 
was the best way to ensure quality and safety of the 
procedures. She mentioned that the solution lies in the 
Consistency, Accuracy, Responsibility and Excellence 
in Medical Imaging and Radiation Therapy (CARE) 
bill before the House. Hayden and the ASRT also called 
for establishment of consistent and mandatory methods 
of reporting medical radiation errors.11 Other organiza-
tions, such as the American Association of Physicists in 
Medicine (AAPM), the American Society for Radiation 
Oncology (ASTRO) and the Medical Imaging and 
Technology Alliance (MITA) have made statements, 
published white papers or developed initiatives to 
address safety in radiation therapy.9,12,13

Scope of White Paper
This White Paper also is a response — as commis-

sioned by the ASRT Foundation and the HCIAC — on 
behalf of the radiation therapy profession and the indus-
try’s equipment vendors, particularly representatives 
of the companies’ education services. The goal of the 
document is to provide background on the radiation 
therapist’s role in safe treatment delivery, an overview of 
the challenges faced by therapists in delivery of care and 
challenges faced by vendors and sites in appropriately 
training providers on use of clinical equipment. The 
paper also outlines best practice scenarios and recom-
mendations for radiation therapists, their leadership and 
industry. The committee’s evaluation and recommenda-
tions are categorized according to: skills assessment, 
applications training and support, workplace culture 
and workplace staffing.

This document is the direct result of collaborative dis- 
cussions of the radiation therapists represented from prac- 
tice and industry who serve on the HCIAC Subcommittee 
on Patient Safety and Quality in Radiation Therapy and 
has been reviewed and accepted by its members. 

Workplace Staffing
Radiation helps treat cancer and select other diseases 

by destroying cells. When radiation damages cancer 
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facilities to set and enforce minimum qualifications for 
radiation therapists and medical dosimetrists.17

Despite lack of regulation, accreditation programs 
for radiation oncology recommend that radiation 
therapists have ARRT certification.18 Still, the CARE 
bill (H.R. 2104) remains stalled in the U.S. House of 
Representatives.19

Accreditation programs also address staffing of radia-
tion therapy, recommending a minimum of two thera-
pists per active linear accelerator regardless of patient 
volume, and more therapists based on the annual number 
of new patients at a facility and ratio of procedures per-
formed.18 One example, intensity-modulated radiation 
therapy (IMRT), has improved the radiation oncology 
team’s ability to conform isodose distributions more pre-
cisely to targets’ shapes, which reduces dose to adjacent 
structures. The planning and delivery of radiation under 
this newer technology is more complex, however, than 
with conventional linear accelerator procedures. 

In fact, since 3-D treatment planning began in the 
1980s, the workflow processes associated with radiation 
therapy have become increasing complex. IMRT intro-
duced highly conformal doses and dose gradients much 
sharper than those possible with previous technologies.20 
Advanced technologies such as IMRT have improved 
treatment of a number of cancers by better compensating 
for irregular or concave tissues, along with those close to 
or largely surrounded by normal tissues.21,22

Radiation therapists always have had to review all 
approved treatment plans, instructions, prescriptions 
and images to ensure that the information is consistent 
and valid before delivering any treatment. The evolu-
tion of radiation treatments to more complex planning 
and targeting, including, but not limited to IMRT, 
requires an ever-vigilant approach to quality assur-
ance. QA must be performed, documented, verified and 
approved before treatments proceed. This includes a 
time-out before turning the x-ray beam on so that thera-
pists can verify patient identity and target isocenter; the 
time-out is more complex and lengthy the more dynam-
ic the treatment. Keeping with the IMRT example, 
time-out verifications are more complex and lengthy 
than for traditional linear accelerator procedures. 
Radiation therapists must obtain, review  and seek 
approval for images taken for all patients’ treatments 
according to the department’s policies and procedures, 

cells’ DNA, it affects the cells’ ability to continue repro-
ducing. By nature, cancer cells divide rapidly, which 
makes them particularly susceptible to radiation.14 
Delivering ionizing radiation to patients to target spe-
cific cells requires unparalleled accuracy. Too little radi-
ation can allow cancerous cells to regrow, but too much 
radiation — or missed targets — can harm the patient. 

Ensuring consistent, accurate and effective radiation 
treatment requires cooperation of a team of radiation 
oncology specialists: radiation oncologists, medical 
physicists, radiation therapists, medical dosimetrists and 
nurses. Radiation therapists are responsible for deliver-
ing the radiation treatments. To prepare for this role, a 
radiation therapist successfully completes an accredited 
educational program in radiation therapy and attains cer-
tification in the specialty from the American Registry of 
Radiologic Technologists (ARRT). 

Accredited radiation therapy education options 
include a certificate, associate or bachelor’s degree pro-
gram. Programs focus on physics, radiation safety, anato-
my and patient care and prepare students for the national 
certification examination administered by the ARRT. To 
maintain certification, ARRT-registered radiation thera-
pists are required to complete appropriate continuing 
education to sustain a level of expertise and remain aware 
of changes and advances in radiation therapy practice.15 
In general, this involves completing 24 hours of continu-
ing education in approved activities every two years.16

The ARRT does not license therapists, however, 
and states’ education requirements regarding radiation 
therapist licensing vary. As of February 2012, 15 states 
did not regulate radiation therapists. As pointed out in 
Hayden’s report to Congress on behalf of ASRT, hair-
dressers are better regulated in some states than people 
who perform medical radiation procedures.11 Yet radia-
tion therapists must maintain high degrees of accuracy 
when delivering treatment, think critically, and at times 
use independent, professional and ethical judgment in 
every aspect of their work. Though members of a team 
that is supervised by radiation oncologists, therapists 
review protocols, operate increasingly sophisticated 
equipment, monitor and assess patients and initiate 
treatments that can extend for several weeks.15 In effect, 
there are no requirements regarding education and 
expertise for radiation therapists in states that have 
no licensing regulations; it is up to hiring managers at 
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Best Practices: 
   All radiation therapy is delivered only by ARRT-

registered radiation therapists.
   All sites providing radiation therapy staff at the 

level of two therapists per machine at all times.

Recommendations: 
   ASRT will continue to support the CARE bill 

and other efforts to ensure registered radiation 
therapists deliver care.

   Sites should evaluate workflow and staffing 
levels to determine whether (and when) fewer 
than two therapists staff each machine and 
correct as soon as possible.

Workplace Culture
The radiation therapist is the ultimate gatekeeper 

in the delivery of curative doses of radiation. As such, 
all members of the treatment team must recognize 
the therapist’s critical role in safeguarding the patient. 
Doing so requires that radiation therapists and others 
on the radiation oncology and health care teams view 
therapists as professionals and embrace a culture that 
strongly supports safety.

 In a report on IMRT safety considerations, Moran 
and colleagues suggested several considerations to 
support a culture of safety, including trust among 
department members, event tracking, review and 
follow-up, hiring and ongoing training of personnel, 
use of standard operating procedures, defining each 
team member’s roles and responsibilities and effective 
communication among team members.13 

Administrators can set the tone for safety and profes-
sionalism in radiation oncology facilities. They do so 
by openly supporting error prevention and reporting. 
This includes encouraging team members to report 
errors and near misses and providing the tools, train-
ing and time for reporting by ensuring there are pro-
cesses and equipment in place for tracking errors and 
adequate staffing to allow therapists and other team 
members time to complete the processes.23 Mutic and 
colleagues found that by specially designing electronic 
event reporting systems, staff were more likely to report 
errors and near misses because work disruption was 
minimal.25 When the Johns Hopkins Hospital imple-
mented a voluntary incident reporting system, most of 

along with approved treatment plans, instructions and 
prescriptions. Therapists monitor the patient and treat-
ment conditions for inconsistencies or irregularities and 
notify physicists if any problems arise; they also stop 
treatments when problems occur.23

Although continued advances that improve accuracy 
and effectiveness of treatment delivery while minimizing 
normal tissue damage are crucial to patients who receive 
radiation therapy, QA policies and procedures — along 
with time and system support for those procedures — 
must progress along with the development of ever more 
complex treatment options. Increasing demands from 
QA naturally demand more attention from radiation 
therapists administering treatments, and are critical to 
safety. The increasing demands must not sacrifice patient 
care, and must be considered in staffing decisions.

In a 2010 survey of the radiation therapist and dosime-
trist workforce, the ASRT found that most radiation 
therapists reported that exactly two therapists per linear 
accelerator routinely were scheduled at their facilities. 
About 18 percent reported having three therapists per 
treatment machine, yet about 41 percent of these facilities 
reported routinely scheduling one therapist per linear 
accelerator between one and eight hours a day. Most of 
these instances were for one-hour periods, but 10 percent 
of facilities responded that only one therapist staffed a 
treatment machine for eight hours each day.24 One thera-
pist always should be attentive to the patient, and another 
to the treatment console. A minimum of two therapists 
per machine at all times ensures they can perform and 
remain attentive to the console and patient should a third 
or rotating therapist be called away to perform a simula-
tion, find files, assist a patient with psychosocial needs, 
communicate with other members of the health care 
team, perform QA activities or answer the telephone. 
In addition, two therapists always should be available in 
the event of emergencies  and as a “second set of eyes” to 
verify information during time-outs for procedures. 

Though costs often are cited as the reasons staff-
ing ratios are maintained at minimum levels possible, 
leadership should be reminded of the cost — not only 
to patients, but in real settlements and litigation — of 
lawsuits brought against radiation oncology providers 
because of errors. The costs of settlements for the cases 
described in The New York Times were not revealed, but 
the public relations costs were extremely high.4
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The report by Moran and colleagues also added 
ACR/ASTRO accreditation and continuing improve-
ment activities as supportive of safety.13 These programs 
recognize existing standards and ethics in radiation 
oncology professions designed to ensure a culture of 
professionalism and patient safety. For example, the 
ARRT rules of ethics for radiologic technologists 
include possible sanctions for any radiation therapist 
who fails “to immediately report to his or her supervisor 
information concerning an error made in connection 
with imaging, treating, or caring for a patient.”27 The 
rules include departures from the standards of care that 
could be harmful, unethical or improper, along with 
negligent behavior. Therapists have an ethical duty to 
report regardless of whether the patient is harmed.27 

The ASRT Practice Standards for Medical Imaging 
and Radiation Therapy also clearly outline that radia-
tion therapists determine, because of safety concerns, 
“when to withhold treatment until a licensed indepen-
dent practitioner is contacted.” The therapist also is 
expected to identify exceptions to expected outcomes 
and develop revised action plans, and during therapy 
administration, to report deviations from the standard 
or planned treatment. When documenting treatment 
data, the therapist also is expected to document excep-
tions from the established criteria or procedures.15

Radiation therapists should be encouraged to docu-
ment all errors and exceptions, along with all attempts 
to correct deviations from standards of care or planned 
treatments. They also should be involved in continu-
ous improvement activities to suggest ways to ensure 
patient safety. Meetings of organizations such as AAPM 
and ASTRO have cited the absence of defined policies 
and procedures to define team member roles, along 
with empowerment of staff, as impediments to patient 
safety.3 Therapists should practice within their scope 
of practice and follow their standards of practice and 
rules of ethics by reporting appropriate events, and 
they should continue to enhance the perception of their 
professionalism by participating in lifelong learning, 
research and publishing opportunities.

As administrators establish cultures that encourage 
safety and radiation oncology organizations develop 
and improve error reporting and tracking systems, it is 
imperative that radiation therapists feel they can report 
errors and near-misses — according to the standards and 

the events were logged by radiation therapists and none 
were logged by physicians.3

A survey conducted in spring 2011 by Robert Adams, 
EdD, MPH, R.T.(R)(T), of the University of North 
Carolina, questioned 250 radiation therapists throughout 
the United States regarding error rates and barriers to 
reporting. Although most radiation therapists reported 
good communication with dosimetrists, department 
administrators and radiation oncologists in particular, 
only 78 percent strongly agreed that they are encouraged 
to report clinical errors. In addition, 16 percent of radia-
tion therapists surveyed reported that they have been rep-
rimanded by their superiors for reporting clinical errors. 
Fear of reprimand is the greatest barrier to error reporting, 
cited by 29 percent of those surveyed as the top barrier.26 
In fact, all team members must be able to communicate 
openly and feel comfortable challenging one another 
regarding safety and quality issues, or freely asking ques-
tions throughout the process, without reprisal.23 

The culture shift begins, however, with radiation 
therapists, who must continually promote and practice 
within the profession’s standards and ethics. Taking the 
initiative to learn about new advancements in technol-
ogy is an example of promoting one’s professionalism. 
When it comes to patient safety and error reporting, 
radiation therapists must take the time to perform time-
outs and double-checks — and trust one another as well 
as all members of their teams. A culture of professional-
ism and patient safety requires radiation therapists to 
be able to inherently say or believe “I trust you and your 
work, but I am double-checking it; I expect you to do 
the same for me.” 

Promoting safety and professionalism also means 
minimizing distractions while delivering treatments. In 
the ASRT workplace survey, the primary distraction in 
the clinical setting for radiation therapists (at 28.4 per-
cent) was interruptions from other people such as nurses, 
physicians or fellow therapists.24 Discussions from other 
professional societies have cited interruptions from staff 
members, crowded workstations, and Internet availability 
as sources of distraction.3 Radiation therapists and other 
team members should work together to develop policies, 
procedures, communication standards and — if neces-
sary — physical barriers or reminders to minimize dis-
tractions while radiation therapists are treating patients 
and the beam is on.
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radiation therapists reported they were least prepared to 
perform was CT simulation.24 These simulations require 
working knowledge of CT, and although CT simulation 
is included in the radiation therapy education curricu-
lum, new technologies add complexity that can require 
additional skills. Less than 3 percent of radiation thera-
pists held additional CT certifications. 

When radiation therapists and other members of the 
treatment team work at facilities installing new equip-
ment, they must be prepared with the basic knowledge 
required to work on the new modality before the equip-
ment vendors arrive to install the equipment and train 
staff on its proper operation. An example is IMRT. 
Additional training specific to IMRT is critical before 
beginning work with the modality.13 Educational pro-
grams designed by national organizations and methods 
to test readiness for IMRT are available to sites.23 These 
matters are important to radiation therapy profession-
alism and patient safety regardless of new equipment 
installations. What’s more, if radiation therapists do not 
understand the basics of the technology and modality 
before the equipment arrives, applications trainers can-
not focus on the task at hand: specific function and safe, 
effective operation of the newly installed system.

The skills of recently hired and temporary staff also 
can vary in radiation oncology facilities and should be a 
primary concern for administrators as part of the safety 
and quality culture. Competency checklists for new and 
temporary staff help ensure that all radiation therapists 
are prepared to perform procedures specific to a site; 
they also help ensure that staff members are ready for 
applications training from vendors. Much like proce-
dural checklists — which have been shown to improve 
safety in several disciplines23 — checklists to assess 
readiness for working on new equipment could prove to 
be objective and thorough tools for administrators.

Administrators can work together with applications 
trainers to prepare brief quizzes for core competency pre-
assessment and postassessment that determine staff read-
iness for training. For example, cross-sectional anatomy 
is important for many new radiation therapy modalities. 
These assessments should meet administrators’ goals 
for education of staff, along with the goals set by vendors 
for safe and effective operation of their products. Most 
vendors currently conduct preassessments and postas-
sessments as part of end-user applications training,28 but 

ethics that guide their profession — without fear of nega-
tive repercussions. Any reporting system is only as strong 
as its accurate and consistent participation. These sys-
tems will be successful if administrators and other mem-
bers of the radiation oncology team approach reports of 
errors and exceptions as opportunities for improvement 
rather than reprimand. Error reporting should not be 
tied to performance evaluation. Mutic and colleagues 
at Washington University School of Medicine use their 
Web-based reporting structure as the basis for formal 
process improvement in patient safety.25

Best Practices:
   Administrators, radiation oncologists, radiation  

therapists and all oncology staff members em-
brace a culture that supports radiation therapist 
professionalism.

   Radiation therapists and other radiation oncology 
professionals adhere to professional ethics and stan-
dards of practice established by their professions.

   Reporting of errors is expected and encouraged.

Recommendations: 
   ASRT and its members continue to support 

efforts to develop consistent and mandatory 
error reporting.

   Radiation therapy site managers should implement 
changes to encourage reporting of errors and near-
misses and investigate a systematic approach to 
error reporting, tracking and correction. 

   Radiation therapists should embrace a compre-
hensive approach to professionalism that includes 
lifelong learning, error reporting and process 
improvement. 

Skills Assessment
Medical care improves because of dedicated pro-

viders and advances in technology. Radiation therapy 
is no exception to this rule. IMRT, image-guided 
radiation therapy (IGRT) and stereotactic radiosur-
gery are recent examples of improved care that rely 
on complex technology. 

For example, approximately 90 percent of respondents 
to the ASRT workplace survey said their facilities provid-
ed IMRT and computed tomography (CT) simulation. 
Nearly 80 percent had IGRT services.24 The procedure 
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Documentation of staff competency proves helpful for 
accreditation programs such as The Joint Commission.

The ARRT implemented a new approach to mainte-
nance of registration that applies to radiation therapists 
certified beginning January 1, 2011. The continuing 
qualifications requirements eventually will include an 
assessment specific to practice every 10 years.29 A pro-
gram — planned for implementation in 2012 — will offer 
online self-assessment so that therapists can plan continu-
ing education according to any identified weaknesses. 

Best Practices:
   Employers conduct preassessments of radiation 

therapist skills before beginning applications 
training and postcompetency assessments 
following training.

   Radiation oncology providers conduct ongoing 
peer-to-peer assessment.

Recommendations: 
   All radiation oncology sites installing new equip-

ment or upgrades should work with applications 
trainers to develop and implement checklists for 
preassessment and postassessment of radiation 
therapists’ skills.

   Therapists should use the assessments as a method 
for identifying gaps in skills and knowledge and 
seek opportunities for continued professional 
development in these areas.

Applications Training and Support
The media reports cited in this document and many 

others outlining serious errors at a few radiation therapy 
facilities focused on people, procedures and the tech-
nology used to deliver the radiation.5 Most importantly, 
mistakes occurred when members of the treatment 
teams did not work in concert with the technology to 
avoid or correct costly errors that caused patient harm. 

In the past 20 years, linear accelerators and treat-
ment planning have become much more complex, 
and radiation oncology sites and team members must 
adjust processes, policies, procedures and learning 
accordingly. There also are several challenges for 
sites and trainers in providing applications training. 
Among these are time constraints vs increased time 
requirements to cover complex modalities, along 

assessments conducted by on-site managers working in 
concert with vendors would be most effective. 

Some facilities perform peer assessment, along with 
assessments from physicists and chief therapists or 
administrators, to ensure radiation therapists are ready 
to take on all clinical tasks required of them in the prac-
tice environment and are up-to-date on the depth of 
increasingly complex technology. Chart checks ensure 
that therapists are following standard operating proce-
dures and practices, and small facilities can help check 
across disciplines or work with similar, noncompeting 
facilities to periodically provide informal peer review. 
Tiered responsibilities or user-right levels can help ease 
new staff into the site’s modalities and operating proce-
dures. For example, a new or temporary therapist might 
not be allowed to work alone for a period of 30 days or 
have user rights that limit the parameters he or she can 
modify or enter until reassessment.

Organizations such as ACR and AAPM have begun 
facilitating peer-to-peer review to share best practices. 
These confidential evaluations use valid assessment 
tools from outside reviewers, and focus on safety and 
continuous learning.3 This sort of peer assessment 
could help minimize problems associated with commu-
nication and fear of reprisal among staff — a radiation 
therapist might favor review from another therapist if 
he or she does not work side-by-side with the therapist 
every day. Peer-to-peer review is meant to be an ongo-
ing program that is part of continuous improvement.  

Often, applications training or continuing edu-
cation activities are viewed as “events.” As part of 
workplace culture shifts, administrators, radiation 
therapists and the entire radiation oncology team 
should view training and continuing education as an 
ongoing process. In fact, participating in continuing 
education “to maintain and enhance competency and 
performance” is inherent in the radiation therapy pro-
fessional performance standards. Pursuit of lifelong 
learning and adoption of best practices also are among 
therapist standards of practice.15 

Post-training assessments and competency assess-
ments, along with periodic re-assessments, should be 
viewed as opportunities to learn and help staff grow, 
not as disciplinary situations. Assessments managed by 
administrators and supervisors should be performed 
systematically as part of a site’s policies and procedures. 
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Under a culture that emphasizes quality and patient 
safety, time spent on applications training is viewed as 
“safety time.” Although the site might not be able to 
provide patient care and bill for services during sched-
uled down time for training, radiation oncology is dif-
ferent from other medical services in that treatment is 
ongoing. When planned ahead, patient schedules can 
be adjusted; revenue is delayed rather than lost, and 
patient care is not affected if treatment interruptions 
are brief and planned for training purposes. On the 
other hand, radiation therapists always work to mini-
mize frequent interruptions to treatments. Yet a poten-
tial outcome of poorly planned and attended or exe-
cuted applications training could be just these types 
of interruptions, resulting from help needed should 
problems arise because staff attended intermittently 
or assessments did not adequately ensure staff under-
stood how to handle unusual situations that occur. 
Organization, planning and preparation help ensure 
that application installs and training run smoothly, 
which can save time. The IMRT white paper on safety 
considerations in IMRT also states that “administra-
tors should allow time and provide financial support 
for training with new equipment, prior to the use 
of the equipment for patient treatments.”23 There is 
potential danger in shortcutting applications training, 
and potentially improved return on investment for 
appropriately conducted training.

Contracts can ensure that site managers and vendor 
representatives are clear on accountabilities, responsi-
bilities and preparation for applications training. They 
help reinforce the concept that vendors, sites and staff 
share ownership and accountability in facilitating suc-
cessful training and creating the opportunity for train-
ing and full engagement in applications training activi-
ties. Checklists from vendors help sites better prepare 
for installation and training to minimize delays and 
scheduling problems. In addition, applications training 
usually includes only how to work the equipment when 
all goes as planned. Thorough training should involve 
built-in error points, in which trainees must problem-
solve and correct errors on the new equipment.

Many facilities have installations from more than 
one vendor or an equipment upgrade  that affects the 
operation of another piece of equipment made by the 
same vendor or another vendor. Radiation therapists, 

with inconsistent commitment to training on the 
part of staff and management.28 In addition, sites 
often are not prepared for installations and logistical 
aspects of training. The goal of applications training 
is to provide the highest quality care for radiation 
oncology patients, and to ensure that staff members 
are competent and comfortable with new technologies 
in their departments to safely operate the equipment. 
This requires having radiation therapists who are 
thoroughly and completely trained on the equipment, 
so that they are prepared to provide safe and quality 
care for patients in their facilities. Too often, however, 
applications training is viewed not only as an “event,” 
but as an interruption to staff schedules and a drain on 
productivity and revenue.

In creating a culture that focuses on safety and pro-
fessionalism, all radiation oncology sites installing and 
updating equipment should consider applications train-
ing a requirement for staff rather than an option. In the 
ASRT’s survey of the radiation therapy workplace, more 
than 90 percent of managers reported that they have the 
latitude to facilitate time for training activities.24

In the current state, however, busy staff in revenue-
strapped radiation oncology departments seldom 
find — or make — time to attend entire applications 
training sessions. Even when good intentions result in 
scheduled time for staff to attend, problems occur that 
pull many away from important sessions. In addition, 
employees come and go, affecting training continuity 
and effectiveness. Aside from issues regarding readi-
ness for training, some radiation therapists and other 
members of the radiation oncology team miss critical 
portions of programs or training schedules get behind 
because a few participants have to catch up to others. 

Radiation oncology sites and radiation therapists are 
accountable to attend and be engaged in applications 
training as a critical part of their missions to provide 
safe, quality patient care. Vendors and their applications 
trainers are accountable to provide effective and thor-
ough training programs. Follow-up after applications 
training also is the joint responsibility of vendors and 
site leadership. Although vendors should provide infor-
mation while on site and be available following training 
to answer questions and problem-solve according to 
purchase agreement terms, planning of follow-up train-
ing is the responsibility of the site. 
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and appropriate, uninterrupted and complete 
training of all radiation therapy staff to ensure 
safe, quality patient care.
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administrators and other team members can be faced 
with multiple calls or trainings relevant to equipment, 
and can be subjected to mixed messages or confu-
sion when trying to resolve equipment performance 
problems related to cross-vendor systems. Providers 
and vendors would benefit from improved cooperation 
among vendors when testing, training and supporting 
radiation therapy systems. Multivendor training events 
would be desirable over separate events, although multi-
vendor events can be difficult to coordinate.

In its white paper on IMRT safety, an appointed 
ASTRO committee emphasizes that improvements 
in IMRT equipment and methods to enhance patient 
safety “would be facilitated by collaborative efforts 
between vendors, user and regulatory agencies.”23 The 
HCIAC subcommittee on radiation therapy agrees with 
the ASTRO committee that each of these groups has 
important information about radiation therapy safety, 
but that no single group can resolve the problem of cata-
strophic errors alone. The same holds true for solving 
issues regarding applications training and ongoing sup-
port: Collaboration is key. 

Best Practices:
   Radiation therapy managers, radiation therapists 

and vendor representatives work together to help 
ensure successful implementation and training for 
sites purchasing new radiation therapy equipment. 

   Vendors cooperate to improve multivendor imple-
mentation, training and support for radiation 
therapy sites.

Recommendations: 
   HCIAC Subcommittee on Patient Safety and 

Quality in Radiation Therapy will spearhead 
efforts to provide guidelines for successful 
radiation therapy equipment installation 
and training, including preparedness and 
competency checklist suggestions.

   All HCIAC member companies should conduct 
additional multivendor prerelease and testing and 
explore possible multivendor training, along with 
cross-vendor support systems for help desks and 
online support groups.

   Sites installing equipment cooperate with vendors 
to support successful and complete installation 
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Skills Assessment

Best Practices:
 Employers conduct preassessments of radiation 

therapists’ skills before beginning applications 
training and postcompetency assessments 
following training.

 Radiation oncology providers conduct ongoing 
peer-to-peer assessment.

Recommendations: 
 All radiation oncology sites installing new 

equipment or upgrades should work with 
applications trainers to develop and implement 
checklists for preassessment and postassessment 
of radiation therapists’ skills.

 Therapists should use the assessments as a meth-
od for identifying gaps in skills and knowledge 
and seek opportunities for continued professional 
development in these areas.

Applications Training

Best Practices:
 Radiation therapy managers, radiation ther- 

apists and vendor representatives work together 
to help ensure successful implementation and 
training for sites purchasing new radiation 
therapy equipment. 

 Vendors cooperate to improve multivendor 
implementation, training and support for 
radiation therapy sites.

Recommendations: 
 HCIAC Subcommittee on Patient Safety and 

Quality in Radiation Therapy will spearhead 
efforts to provide guidelines for successful radia-
tion therapy equipment installation and training, 
including preparedness and competency check-
list suggestions.

 All HCIAC member companies should conduct 
additional multivendor prerelease and testing 
and explore possible multivendor training, along 

Workplace Staffing

Best Practices: 
 All radiation therapy is delivered only by ARRT-

registered radiation therapists.
 All sites providing radiation therapy staff at the 

level of two therapists per machine at all times.

Recommendations: 
 ASRT will continue to support the CARE bill 

and other efforts to ensure registered radiation 
therapists deliver care.

 Sites should evaluate workflow and staffing levels 
to determine whether (and when) fewer than two 
therapists staff each machine and correct as soon 
as possible.

Workplace Culture

Best Practices:
 Administrators, radiation oncologists, radia-

tion therapists and all oncology staff members 
embrace a culture that supports radiation thera-
pist professionalism.

 Radiation therapists and other radiation 
oncology professionals adhere to professional 
ethics and standards of practice established by 
their professions.

 Reporting of errors is expected and encouraged.

Recommendations: 
 ASRT and its members continue to support 

efforts to develop consistent and mandatory 
error reporting.

 Radiation therapy site managers should implement 
changes to encourage reporting of errors and near-
misses and investigate a systematic approach to 
error reporting, tracking and correction. 

 Radiation therapists should embrace a compre-
hensive approach to professionalism that includes 
lifelong learning, error reporting and process 
improvement. 

Appendix B
Summary of Best Practices and Recommendations
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with cross-vendor support systems for help desks 
and online support groups.

 Sites installing equipment cooperate with vendors 
to support successful and complete installation 
and appropriate, uninterrupted training for all 
radiation therapy staff to ensure safe, quality 
patient care.
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Executive Summary

The Radiation Therapy Staffing Survey 2011 was e-mailed on 
January 26, 2011, to 2,686 managers of U.S. radiation therapy 
facilities. At the close of the survey on March 23, 2011, a total 
of 531 completed questionnaires had been submitted result-
ing in a response rate of 19.8%.

With the finite population correction of an estimated 2,170 
radiation therapy facilities in the United States, the sample 
size of 531 yields a margin of error for overall percentages of 
a maximum ± 3.7% (at the 95% confidence interval).

To keep the report at a minimal length, responses to open-
ended questions were not included, but are available upon 
request.

Staffing of the Facilities
Facilities reported their 2011 mean budgeted full-time em-
ployees (FTEs) as:
•	 Radiation	therapy	[7.4].
•	 Medical	dosimetry	[2.1].

The 2011 budgeted FTEs, along with vacant and recruiting 
figures, produce the estimated percent of unfilled positions 
as:
•	 Radiation	therapy	[3.1%].
•	 Medical	dosimetry	[4.9%].
•	 The	New	England	geographic	region	had	the	highest	

overall mean vacancy rate at 13.9%, with the Mountain 
region having the lowest at 0.3%.

Longitudinal Staffing Change in the Profession
•	 In	2004,	the	mean	budgeted	FTEs	per	facility	for	radia-

tion therapy was 6.0. On average, facilities have since 
added 1.4 FT radiation therapists per facility.

•	 In	2004,	the	mean	budgeted	FTEs	per	facility	for	medi-
cal dosimetry was 1.6. On average, facilities have since 
added 0.5 FT medical dosimetrists per facility.

•	 The	estimated	percent	of	unfilled	FTEs	for	radiation	
therapy has dropped from 7.9% in 2004 to 3.1% in 2011.

•	 The	estimated	percent	of	unfilled	FTEs	for	medical	do-
simetry has dropped from 8.0% in 2004 to 4.9% in 2011.

Facility Demographics
46.3% of the respondents indicated that their title was 
department/facility manager or director; 32% chose chief 
therapist; and 5% chose chief medical dosimetrist. 

About 47% of the respondents indicated that their facilities 
are located in a community hospital; 35% in a freestanding 
clinic; 9% in a university medical center; 5% in a teaching 
facility; and 1% in a government hospital.

Facilities, on average have 2.22 linear accelerators, 2.27 thera-
pists per linear accelerator and treat 52.01 patients per day.

The services provided at facilities were reported as:
•	 Radiation	therapy	[98.7%].
•	 IMRT	[95.5%].
•	 Conformal	radiation	therapy	delivery	[90.9%].
•	 CT	simulation	[89.0%].
•	 Targeted	radiation	therapy	[61.2%].
•	 Fractionated	stereotactic	therapy	[53.2%].
•	 Pediatric	therapy	[22.2%].
•	 Whole-body	irradiation	[22.0%].
•	 Proton	therapy	[1.3%].

The number of services checked as being provided by a 
given facility ranged from zero to all 9 items.
•	 University	medical	centers	have	the	most	services	with	

an average of 7.69 being offered. 
•	 Freestanding	clinics	offer	the	fewest	with	a	mean	of	

5.10 services.

CT Simulation
Approximately 89% of respondents indicated that their facil-
ity has a CT device used for treatment simulation. 
•	 Of	these	facilities,	84%	of	the	respondents	indicated	

that the simulator was located in the radiation therapy 
department. 

•	 About	12%	indicated	that	it	was	in	the	radiology	de-
partment.

85.4% of the respondents chose radiation therapists as 
those who typically operate the simulator, followed by CT 
technologists at 18.5%. 

About 47% indicated that the typical CT simulator operator 
received on-the-job training to perform treatments, with 
33.9% indicating vendor training.

About 69% indicated that the CT device is never used for 
performing diagnostic CT exams on nontherapy patients 
during overflow periods. 
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Executive Summary

Calculation of Percent Vacancy Rates
The estimated proportion of unfilled positions for a given specialty for the population of U.S. hospital-based radiology facili-
ties is defined as:

(mean number of vacant and recruiting FTEs per facility) / (mean number of budgeted FTEs per facility)

For example, in radiation therapy the mean vacant and recruiting FTE positions is equal to 0.23 for 2011, when divided by the 
mean budgeted FTE of 7.4, this yields a percent of unfilled FTE positions of 3.1%.

Only facility/discipline combinations for which both the number of budgeted FTEs and the number of vacant and recruiting 
FTEs were reported were included in the calculation of vacancy rates.
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9. For each of the following job titles, please provide the budgeted and vacant full-time employees (FTEs) 
for your organization in January 2010 and today. Please use decimals for fractional FTEs.

Radiation Therapist

Year N Mean Budgeted 
FTEs per Facility

Mean Vacant and 
Recruiting FTEs 

per Facility

Estimated 
Percent Unfilled 

FTE Positions

2004 360 6.0 0.47 7.9%

2005 352 6.4 0.40 6.2%

2006 522 6.8 0.31 4.7%

2007 549 7.1 0.39 5.4%

2008 476 6.8 0.29 4.2%

2009 448 7.2 0.54 7.5%

2010 484 7.2 0.19 2.6%

2011 460 7.4 0.23 3.1%

Medical Dosimetrist

Year N Mean Budgeted 
FTEs per Facility

Mean Vacant and 
Recruiting FTEs 

per Facility

Estimated 
Percent Unfilled 

FTE Positions

2004 360 1.6 0.13 8.0%

2005 352 1.8 0.11 5.8%

2006 522 1.9 0.18 9.3%

2007 549 2.0 0.18 9.0%

2008 441 2.1 0.13 6.2%

2009 409 2.1 0.17 8.2%

2010 432 2.0 0.07 3.6%

2011 411 2.1 0.10 4.9%

Staffing of the Facilities
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Estimated Percent Unfilled FTE Positions

Mean Budgeted FTEs per Facility

Number of Budgeted FTE Radiation Therapists by Number of Budgeted FTE Medical Dosimetrists per Facility*
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2011 Estimated Percent of Unfilled FTE Positions by Geographic Region a

Discipline Statistic
New 

England

East 
South 

Central

East 
North 

Central Pacific
Mid-

Atlantic

West 
South 

Central
South 

Atlantic

West 
North 

Central Mountain

Radiation 
Therapist

N 23 24 84 60 59 42 94 38 33

% 6.2% 6.3% 4.9% 5.4% 3.1% 1.6% 1.4% 0.5% 0.5%

Medical N 20 23 77 53 53 32 86 35 29

Dosimetrist % 22.8% 5.4% 5.8% 3.3% 3.9% 5.2% 3.9% 1.1% 0.0%

Overall Mean 13.9% 5.8% 5.3% 4.4% 3.5% 3.2% 2.6% 0.8% 0.3%

a New England: Maine, New Hampshire, Vermont, Massachusetts, Rhode Island and Connecticut
East South Central: Kentucky, Tennessee, Mississippi and Alabama
East North Central: Wisconsin, Michigan, Illinois, Indiana and Ohio
Pacific: Alaska, Washington, Oregon, California and Hawaii
Mid-Atlantic: New York, Pennsylvania and New Jersey
West South Central: Oklahoma, Texas, Arkansas and Louisiana
South Atlantic: Delaware, Maryland, District of Columbia, Virginia, West Virginia, North Carolina, South Carolina and Georgia
West North Central: Missouri, North Dakota, South Dakota, Nebraska, Kansas, Minnesota and Iowa
Mountain: Idaho, Montana, Wyoming, Nevada, Utah, Colorado, Arizona and New Mexico

2011 Overall Mean Estimated Percent of Unfilled FTE Positions by Geographic Region
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1. Location

Frequency Valid Percent

Urban  221 41.8

Suburban 213 40.2

Rural 95 18.0

Total 529 100.0

Location

2. State

essentialresearch
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State N

AK 1

AL 4

AR 8

AZ 13

CA 45

CO 7

CT 9

DE 0

FL 34

GA 26

State N

HI 1

IA 5

ID 3

IL 21

IN 18

KS 4

KY 8

LA 5

MA 11

MD/DC 11

State N

ME 1

MI 20

MN 18

MO 7

MS 5

MT 3

NC 12

ND 3

NE 3

NH 5

State N

NJ 10

NM 4

NV 2

NY 29

OH 24

OK 6

OR 11

PA 32

RI 1

SC 7

State N

SD 1

TN 10

TX 29

UT 4

VA 11

VT 0

WA 14

WI 11

WV 3

WY 4

Facility Demographics
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3. Your title

Frequency Valid Percent

Department/facility
manager or director

 244 46.3

Chief therapist 171 32.4

Chief medical dosimetrist 28 5.2

Other 84 15.9

Total 527 100.0

Your title

4. Type of facility

Frequency Valid Percent

Community hospital 245 46.5

Freestanding clinic 183 34.7

University medical center 49 9.3

Teaching facility 24 4.6

Government hospital 6 1.1

Other 20 3.8

Total 527 100.0

Type of facility
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5. Radiation therapy services provided by your facility

  Community 
hospital

Freestanding 
clinic

University 
medical center

Other or 
unstated Overall

Radiation 
therapy

Count 245 182 49 45 521

% 100.0% 99.5% 100.0% 88.2% 98.7%

IMRT Count 238 177 47 42 504

% 97.1% 96.7% 95.9% 82.4% 95.5%

Conformal 
radiation therapy 

delivery

Count 231 150 48 41 470

% 94.3% 82.0% 98.0% 80.4% 90.9%

CT simulation Count 223 167 47 43 480

% 91.0% 91.3% 95.9% 84.3% 89.0%

Targeted 
radiation therapy

Count 154 100 34 35 323

% 62.9% 54.6% 69.4% 68.6% 61.2%

Fractionated 
stereotactic 

therapy

Count 127 76 46 32 281

% 51.8% 41.5% 93.9% 62.7% 53.2%

Pediatric therapy Count 29 23 41 24 117

% 11.8% 12.6% 83.7% 47.1% 22.2%

Whole-body 
irradiation

Count 29 20 42 25 116

% 11.8% 10.9% 85.7% 49.0% 22.0%

Proton therapy Count 1 1 4 1 7

% .4% .5% 8.2% 2.0% 1.3%

Other Count 61 37 19 18 135

% 24.9% 20.2% 38.8% 35.3% 25.6%

Radiation therapy services provided by your facility
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Number of services provided by each facility

 Frequency Valid Percent Cumulative 
Percent

0 3 0.6 0.6

1 12 2.3 2.8

2 12 2.3 5.1

3 29 5.5 10.5

4 90 16.9 27.5

5 110 20.7 48.2

6 118 22.2 70.4

7 74 13.9 84.4

8 52 9.8 94.2

9 31 5.8 100.0

Total 531 100.0  

Mean number 
of services

5.56 (SD=1.84) 

Percentiles 5th=2.27, 25th=4.32, 50th=5.57, 
75th=6.87, 95th=8.73

Number of services provided by each facility

Mean number of services provided by each facility by facility type

 N Mean Standard 
Deviation

Community 
hospital

245 5.46 1.410

Freestanding clinic 183 5.10 1.594

University medical 
center

49 7.69 1.517

Other or unstated 54 5.67 2.972
University medical centers provide significantly more services (mean of 7.69 of the 10 listed services) than do 
community hospitals and freestanding clinics (combined mean of 5.25 services), t(527) = 9.40, P < .001.
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6. Number of linear accelerators used at your facility

 Frequency Valid Percent Cumulative 
Percent

1 accelerator 188 36.3 36.3

2 accelerators 188 36.3 72.6

3 accelerators 72 13.9 86.5

4 accelerators 30 5.8 92.3

5 accelerators 16 3.1 95.4

6 or more accelerators 24 4.6 100.0

Total 518 100.0  

Mean number of linear accelerators 2.22 (SD=1.62) 

Percentiles 5th=.24, 25th=1.16, 50th=1.86,
75th=2.81, 95th=5.45

Number of linear accelerators used at your facility
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7. Number of therapists per linear accelerator during a given treatment session
(Frequency table categories are rounded to the nearest therapist.)

 Frequency Valid Percent Cumulative 
Percent

0  therapists 5 1.0 1.0

1 therapist 11 2.1 3.1

2 therapists 365 70.5 73.6

3 therapists 116 22.4 95.9

4 therapists 11 2.1 98.1

5 or more therapists 10 1.9 100.0

Total 518 100.0  

Mean number of therapists 2.27 (SD=.910)

Percentiles 5th=1.52, 25th=1.80, 50th=2.07, 75th=2.43, 
95th=3.22

Number of therapists per linear accelerator during a given treatment session

Number of therapists per linear accelerator during a given treatment session by region

 Mean N Standard 
Deviation

New England 2.21 27 0.859

Middle Atlantic 2.20 69 0.783

East North Central 2.33 94 0.928

West North Central 2.12 39 0.334

South Atlantic 2.28 103 0.809

East South Central 2.09 27 0.538

West South Central 2.29 47 0.523

Mountain 2.21 38 0.553

Pacific 2.36 70 1.584

There were no statistically significant differences among the means, F(8,505) = .475, p=.874
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8. Number of patients receiving treatment per day

 Frequency Valid Percent Cumulative 
Percent

1 to 10 patients 5 1.0 1.0

11 to 20 patients 69 13.5 14.5

21 to 30 patients 114 22.4 36.9

31 to 40 patients 82 16.1 52.9

41 to 50 patients 76 14.9 67.8

51 to 60 patients 55 10.8 78.6

61 to 70 patients 24 4.7 83.3

71 to 80 patients 20 3.9 87.3

81 to 90 patients 13 2.5 89.8

91 to 100 patients 10 2.0 91.8

101 ore more patients 42 8.2 100.0

Total 510 100.0  

Mean number of patients 52.01 (SD=43.70) 

Percentiles 5th=15.03, 25th=25.53, 50th=40.10, 
75th=60.58, 95th=144.63

Number of patients receiving treatment per day
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Patients treated per day by budgeted FTE medical dosimetrists per facility 

Patients treated per day by number of linear accelerators used at your facility 
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10. Does your facility have a treatment device used for CT simulation?

 Frequency Valid Percent

Yes 460 88.8

No 58 11.2

Total 518 100.0

Does your facility have a treatment device used for CT simulation?

11. If you answered “yes” to the question above, where is the CT simulator located?

 Frequency Percent of 
Respondents

Radiation therapy department 392 84.1

Radiology department 57 12.2

Imaging center 13 2.8

Mobile CT service 3 0.6

Other 8 1.7

Total 473 -

Where is the CT simulator located?

CT Simulation
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12. Who typically operates the CT device to produce treatment simulations?

 Frequency Percent of 
Respondents

Radiation therapist 402 85.4

CT technologist 87 18.5

Radiographer 10 2.1

Physicist 0 0

Radiation oncologist 0 0

Other 19 4.0

Total 518 -

Who typically operates the CT device to produce treatment simulations?
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13. How was the person(s) specified in question 12 trained to perform treatment simulations?
(Coded from open-ended responses.)

 Frequency Percent of 
Respondents

On-the-job training 169 46.9

Vendor training 122 33.9

Radiation therapy 
education program

87 24.2

Operator qualified as a Radiation 
therapist and CT technologist

13 3.6

Other 44 12.2

Total 435 -

How was the person(s) specified in question 12 trained to perform treatment simulations?
(Coded from open-ended responses.)
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14. Is the CT device ever used for performing diagnostic CT exams
on nontherapy patients during overflow periods in diagnostic CT?

 Frequency Valid Percent

Yes 145 30.8

No 326 69.2

Total 471 100.0

Is the CT device ever used for performing diagnostic CT exams
on nontherapy patients during overflow periods in diagnostic CT?

15. If you answered “yes” to the question above, who performs those studies?

 Frequency Valid Percent

CT technologist 130 87.8

Radiation therapist 6 4.1

Radiographer 3 2.0

Other 9 6.1

Total 148 100.0

If you answered “yes” to the question above, who performs those studies?
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
 

October 2012 
 

Transitional Care Management Services 
 
In response to the July 2011 Notice of Proposed Rulemaking, the CPT Editorial Panel and the AMA/Specialty Society RVS Update Committee 
created the Chronic Care Coordination Workgroup (C3W) to specifically address the Centers for Medicare and Medicaid Services request to 
ensure that care coordination services were described and valued within the Evaluation and Management services. The C3W requested that CPT 
consider creation of codes to describe transitional care management and monthly complex chronic care coordination services. After many 
stakeholder meetings and as a result of discussions with CMS, in May 2012, the CPT Editorial Panel created two new codes to describe 
transitional care provided to patients from an inpatient setting to a home setting over a 30 day period. CPT codes 99495 Transitional Care 
Management Services with the following required elements: Communication (direct contact, telephone, electronic) with the patient and/or 
caregiver within 2 business days of discharge, medical decision making of at least moderate complexity during the service period, face-to-face 
visit, within 14 calendar days of discharge and 99496 Transitional Care Management Services with the following required elements:  
Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 business days of discharge, medical decision 
making of high complexity during the service period, face-to-face visit, within 7 calendar days of discharge are unique Evaluation and 
Management services that include both face-to-face and significant non-face-to-face care delivered by the physician and the clinical staff over a 30 
day period.   
 
Transitional Care Management (TCM) is services delivered to patients who are transitioning from a facility to a non-facility care setting. The 
typical case is that of a patient transitioning from a hospital to home. Following a hospital discharge, TCM is a set of bundled face-to-face and 
non-face-to-face services performed by the physician or qualified health provider and clinical staff for the 30 days following discharge.  The intent 
of TCM is to prevent re-hospitalization or emergency department visits. TCM is targeted to moderately or highly complex patients, with multiple 
co-morbidities, who take multiple medications and who are at high risk of deterioration. The service requires early and frequent communication 
with the patient, family, other providers and agencies over the month following hospital discharge to ensure that the discharge summary and 
appropriate clinical information is obtained quickly and reviewed, that the patient’s medication and therapeutic regimen is reconciled and 
optimized and that all necessary clinical and community services are coordinated and delivered. In addition to these non face-to-face services, each 
code includes a timely face-to-face visit which typically occurs in the office, but can also occur at home or other location where the patient resides. 
 
The non face-to-face services of TCM include communication with the patient and caregivers, communication with home health agencies, 
education to support self-management and activities of daily living, assessment of medication adherence and management, identification of 
community resources, facilitating access to care and services needed, obtaining and reviewing discharge information as available, reviewing need 
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for or follow up on pending diagnostic tests, interaction with other qualified health care professionals, and the establishment of referrals and 
arranging for community resources.  
 
TCM codes 99495 and 99496 have an XXX global period. All physician and staff time appear in the intra-service time because any services 
provided during the 30 day service period are, by definition, intra-service time. The CPT introductory language specifically describes the 
physician and clinical staff activities included in these services. The two significant differences between codes 99495 and 99496 are that 99496 
requires highly complex medical decision making and a face-to-face visit must occur within 7 days of discharge;  whereas, CPT code 99495 
requires either moderate or highly complex medical decision making and a face-to- face visit within 14 days of discharge. 
 
99495 Transitional Care Management Services with the following required elements: 
• Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 business days of discharge 
• Medical decision making of at least moderate complexity during the service period  
• Face-to-face visit, within 14 calendar days of discharge  
 
The RUC reviewed the survey results from 110 multi-specialty physicians and other qualified health care professionals for CPT code 99495. The 
RUC agreed with the survey respondents that the Evaluation and Management service that is most similar to the face-to-face portion of the TCM 
service to use as a proxy to understand the complexity of the patient is 99214. The RUC agreed that the survey median work RVU of 2.11 and 40 
minutes of intra-service time appropriately account for the work required to perform the 30 days of transitional care services of CPT code 99495. 
The RUC compared 99495 to the key reference service, which was also 99214 Office or other outpatient visit for the evaluation and management 
of an established patient (work RVU = 1.50, 25 minutes intra-time, and 40 minutes total time). The RUC agreed with the specialty societies that 
the time related to the face-to-face portion of this service may be different from that of a typical 99214. The RUC determined that the complexity 
of caring for the typical patient is somewhere between an established patient and a new patient, due to the recent hospital stay of the patient. The 
RUC reviewed the correlation of physician time in relation to the clinical staff time and agreed with the specialty societies that the 75th percentile 
intra-time for clinical staff time (not including clinical staff time for the face-to-face visit) is 45 minutes. The clinical staff are required to clearly 
document what services they provide in order for this service to be reported.  The RUC agreed that the physician non face-to-face time (estimated 
at 15 minutes) is largely spent addressing questions and supervising the clinical staff and there is not an overlap of transitional care services 
performed by the physician and the clinical staff.  
 
The RUC determined that 99204 Office or other outpatient visit for the evaluation and management of a new patient (work RVU = 2.43) is an 
appropriate key reference service because it is for a new patient and similarly for 99495, the patient’s post discharge condition is unknown to the 
physician and is comparable to a new patient but is less intense. The RUC also compared 99495 to 74174 Computed tomographic angiography, 
abdomen and pelvis, with contrast material(s), including noncontrast images, if performed, and image postprocessing (work RVU = 2.20, 30 
minutes intra-service and 40 minutes total time) and determined that 99495 requires similar total time but is more intense to perform than 74174. 
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To support the median work RVU of 2.11 and intra-service time of 40 minutes the RUC compared 99495 to the services listed below, which 
require similar work, time and intensity. The relativity between code 99495 and these services is appropriate. The RUC recommends a work 
RVU of 2.11 and 40 minutes of intra-service time for CPT code 99495. 
 
CPT 
Code 

Descriptor Pre-
time 

Intra-
time 

Post-
time 

Work 
RVU 

99204 Office or other outpatient visit for the evaluation and management of a new patient 5 30 10 2.43 
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 
15 35 10 2.11 

74174 Computed tomographic angiography, abdomen and pelvis, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing 

5 30 5 2.20 

79403 Radiopharmaceutical therapy, radiolabeled monoclonal antibody by intravenous infusion 30 30 15 2.25 
88189 Flow cytometry, interpretation; 16 or more markers 5 40 5 2.23 
99495 TCM, face-to-face visit within 14 calendar days of discharge  40  2.11 
 
 
99496 Transitional Care Management Services with the following required elements: 
• Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 business days of discharge 
• Medical decision making of high complexity during the service period 
• Face-to-face visit, within 7 calendar days of discharge 
 
The RUC reviewed the survey results from 110 multi-specialty physicians and other qualified health care professionals for CPT code 99496. The 
RUC agreed with the survey respondents that the Evaluation and Management service that is most similar to the face-to-face portion of the TCM 
service to use as a proxy to understand the complexity of the patient is 99215 Office or other outpatient visit for the evaluation and management of 
an established patient (work RVU = 2.11, 35 minutes intra-time and 55 minutes total time). The RUC agreed with the specialty societies that the 
time related to the face-to-face portion of this service may be different from that of a typical 99215. The RUC determined that the complexity of 
caring for the typical patient is somewhere between an established patient and a new patient, due to the recent hospital stay of the patient. The 
RUC reviewed the correlation of physician time in relation to the clinical staff time and agreed with the specialty societies that the 75th percentile 
intra-time for clinical staff time (not including clinical staff time for the face-to-face visit) is 60 minutes. The clinical staff time are required to 
clearly document what services they provide in order for this service to be reported.  The RUC agreed that the physician non face-to-face time 
(estimated at 20 minutes) is largely spent addressing questions and supervising the clinical staff and there is not an overlap of transitional care 
services performed by the physician and the clinical staff.  
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The RUC agreed that the survey median work RVU of 3.05 and 60 minutes of intra-service time appropriately account for the work required to 
perform the 30 days of transitional care services of 99496. The RUC compared 99496 to the key reference service 90962 End-stage renal disease 
(ESRD) related services monthly, for patients 20 years of age and older; with 1 face-to-face physician visit per month (work RVU = 3.15 and 63 
minutes intra-time) and noted that both services span a one month period and require similar physician time, 60 and 63 minutes respectively, all 
accounted for in the intra-service period. 
 
The RUC also compared CPT code 99496 to 99205 Office or other outpatient visit for the evaluation and management of a new patient (work 
RVU = 3.17) which is reported for similar patients, whom require highly complex medical decision making. The RUC determined that 99205 is an 
appropriate key reference because it is for a new patient and similarly for 99496 the patient’s post discharge condition is unknown to the physician 
and is comparable to a new patient but is less intense. For additional support, the RUC referenced CPT codes 77427 Radiation treatment 
management, 5 treatments (work RVU = 3.37) and 95978 Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse 
amplitude and duration, battery status, electrode selectability and polarity, impedance and patient compliance measurements), complex deep 
brain neurostimulator pulse generator/transmitter, with initial or subsequent programming; first hour (work RVU = 3.50), which require similar 
work, time and intensity. The relativity between code 99496 and these services is appropriate. The RUC recommends a work RVU of 3.05 and 
60 minutes of intra-service time for CPT code 99496. 
 
CPT 
Code 

Descriptor Pre-
time 

Intra-
time 

Post-
time 

Work 
RVU 

90962 End-stage renal disease (ESRD) related services monthly, for patients 20 years of age and older; with 1 face-to-face 
physician visit per month 

 63  3.15 

99205 Office or other outpatient visit for the evaluation and management of a new patient 7 45 15 3.17 
77427 Radiation treatment management, 5 treatments 7 70 10 3.37 
95978 Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, 

battery status, electrode selectability and polarity, impedance and patient compliance measurements), complex deep 
brain neurostimulator pulse generator/transmitter, with initial or subsequent programming; first hour 

5 60 5 3.50 

99496 TCM, face-to-face visit within 7 calendar days of discharge  60  3.05 
 
 
Practice Expense: 
The RUC reviewed the direct practice expense inputs and accepted the changes as modified by the Practice Expense Subcommittee.  Specifically, 
any duplication between the clinical staff pre and post service time of the Evaluation/Management Service and the care coordination time was 
removed from the recommendations.  The RUC also understands that electronic medical record systems are considered to be indirect costs and, 
therefore, these costs are not included in the direct cost recommendations. 
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2013 Utilization Estimates: 
The specialty societies estimated the utilization for TCM to be approximately 2 million in the Medicare population, reflecting approximately 20% 
of all facility discharges. The specialties estimate that CPT code 99495 will be reported for Medicare patients 1,300,032 in 2013 and CPT code 
99496 will be 866,688 times in 2013. Please see the attached word document and spreadsheet for detailed methodology on how the specialty 
societies arrived at these assumptions. Also, the RUC recommends that CMS consider for budget neutrality purposes that this reporting will be 
offset by decreases in the stand alone office visits that are bundled within the codes, as well as hospitalizations and emergency room visits that will 
be avoided. The detailed assumptions regarding these offsets are also attached in the spreadsheet provided. 
 
New Technology/New Services List 
The RUC noted that CPT codes 99495 and 99496 are new services and should be placed on the New Technology/New services list. 

 
 

Transitional Care Management Services 
Codes 99495 and 99496 are used to report transitional care management services (TCM). These services are for an established patient whose medical and/or 
psychosocial problems require moderate or high complexity medical decision making during transitions in care from an inpatient hospital setting (including acute 
hospital, rehabilitation hospital, long-term acute care hospital), partial hospital, observation status in a hospital, or skilled nursing facility/nursing facility, to the patient’s 
community setting (home, domiciliary, rest home, or assisted living). TCM commences upon the date of discharge and continues for the next 29 days. 
TCM is comprised of one face-to-face visit within the specified timeframes, in combination with non- face-to-face services that may be performed by the physician or 
other qualified health care professional and/or licensed clinical staff under his/her direction.  
 
Non-face-to-face services provided by clinical staff, under the direction of the physician or other qualified health care professional, may include: 

• communication (with patient, family members, guardian or caretaker, surrogate decision makers, and/or other professionals) regarding aspects of care;  
• communication with home health agencies and other community services utilized by the patient; 
• patient and/or family/caretaker education to support self-management, independent living, and activities of daily living; 
• assessment and support for treatment regimen adherence and medication management;  
• identification of available community and health resources;  
• facilitating access to care and services needed by the patient and/or family. 
 

Non-face-to-face services provided by the physician or other qualified health care provider may include:  
• obtaining and reviewing the discharge information (eg, discharge summary, as available, or continuity of care documents);  
• reviewing need for or follow-up on pending diagnostic tests and treatments;  
• interaction with other qualified health care professionals who will assume or reassume care of the patient’s system specific problems;  
• education of patient, family, guardian, and/or caregiver;  
• establishment or reestablishment of referrals and arranging for needed community resources;   
• assistance in scheduling any required follow-up with community providers and services.   
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TCM requires a face-to-face visit , initial patient contact and medication reconciliation within specified timeframes. The first face-to-face visit is part of the TCM service 
and not reported separately. Additional E/M services after the first face-to-face visit may be reported separately.    
 
TCM requires an interactive contact with the patient or caregiver, as appropriate, within two business days of discharge. The contact may be direct (face-to-face), 
telephonic or by electronic means. Medication reconciliation and management must occur no later than the date of the face-to-face visit. 
 
These services address any needed coordination of care performed by multiple disciplines and community service agencies. The reporting individual provides or 
oversees the management and/or coordination of services, as needed, for all medical conditions, psychosocial needs and activities of daily living support by providing 
first contact and continuous access. 
  
Medical decision making and the date of the first face-to-face visit are used to select and report the appropriate TCM code. For 99496, the face-to-face visit must occur 
within 7 calendar days of the date discharge and medical decision making must be of high complexity. For 99495, the face-to-face visit must occur within 14 calendar 
days of the date of discharge and medical decision making must be of at least moderate complexity.  
 
Selection of Code 
Type of Medical Decision Making   Face-to-face visit within 7 days  Face-to-face visit within 8 to 14 

days 

Moderate Complexity 99495 99495 

High Complexity 99496 99495 

Medical decision making is defined by the E/M Services Guidelines. The medical decision making over the service period reported is used to define the medical decision 
making of TCM. Documentation includes the timing of the initial post discharge communication with the patient or caregivers, date of the face-to-face visit, and the 
complexity of medical decision making. 
 
Only one individual may report these services and only once per patient within 30 days of discharge. Another TCM may not be reported by the same individual or group 
for any subsequent discharge(s) within the 30 days. The same individual may report hospital or observation discharge services and TCM. The same individual should not 
report TCM services provided in the post-operative period. 
 
A physician or other qualified health care professional who reports codes 99495, 99496 may not report care plan oversight services (99339, 99340, 99374-99380), 
prolonged services without direct patient contact (99358, 99359), anticoagulant management (99363, 99364), medical team conferences (99366-99368), education and 
training (98960-98962, 99071, 99078), telephone services (98966-98968, 99441-99443), end stage renal disease services (90951-90970), online medical evaluation 
services (98969, 99444), preparation of special reports (99080), analysis of data (99090, 99091), complex chronic care coordination services (99487-99489) or 
medication therapy management services (99605-99607) during the time period covered by the transitional care management services codes. 
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommend-

ation 

•99495 G1 Transitional Care Management Services with the following required elements: 

• Communication (direct contact, telephone, electronic) with the patient and/or caregiver 
within 2 business days of discharge 

• Medical decision making of at least moderate complexity during the service period  
• Face-to-face visit, within 14 calendar days of discharge  

 

XXX 2.11 

•99496 G2 Transitional Care Management Services with the following required elements: 
 

• Communication (direct contact, telephone, electronic) with the patient and/or caregiver 
within 2 business days of discharge 

• Medical decision making of high complexity during the service period 
• Face-to-face visit, within 7 calendar days of discharge 
 

(Do not report 90951-90970, 98960-98962, 98966-98969, 99071, 99078, 99080, 99090, 99091, 
99339, 99340, 99358, 99359, 99363, 99364, 99366-99368, 99374-99380, 99441-99444, 99487-
99489, 99605-99607 when performed during the service time of codes 99495 or 99496) 

 

XXX 3.05 
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Non-Face-to-Face Nonphysician Services 
Telephone Services 

Telephone services are non-face-to-face assessment and management services provided by a qualified health care professional to a patient using the 
telephone. These codes are used to report episodes of care by the qualified health care professional initiated by an established patient or guardian of an 
established patient. If the telephone service ends with a decision to see the patient within 24 hours or the next available urgent visit appointment, the code is 
not reported; rather the encounter is considered part of the preservice work of the subsequent assessment and management service, procedure and visit. 
Likewise, if the telephone call refers to a service performed and reported by the qualified health care professional within the previous seven days (either 
qualified health care professional requested or unsolicited patient follow-up) or within the postoperative period of the previously completed procedure, then 
the service(s) are considered part of that previous service or procedure. (Do not report 98966- 98969 if reporting 98966- 98969 performed in the previous 
seven days.) 

(For telephone services provided by a physician, see 99441- 99443 ) 
98966    Telephone assessment and management service provided by a qualified nonphysician health care professional to an established patient, parent, or 
guardian not originating from a related assessment and management service provided within the previous 7 days nor leading to an assessment and 
management service or procedure within the next 24 hours or soonest available appointment; 5-10 minutes of medical discussion 
98967                         11-20 minutes of medical discussion 

98968                         21-30 minutes of medical discussion 

 

(Do not report 98966-98968 during the same month with 99487-99489) 

(Do not report 98966-98968 when performed during the service time of codes 99495, 99496) 
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On-line Medical Evaluation 

An on-line electronic medical evaluation is a non-face-to-face assessment and management service by a qualified health care professional to a patient using 
Internet resources in response to a patient's on-line inquiry. Reportable services involve the qualified health care professional's personal timely response to 
the patient's inquiry and must involve permanent storage (electronic or hard copy) of the encounter. This service is reported only once for the same episode 
of care during a seven-day period, although multiple qualified healthcare professionals could report their exchange with the same patient. If the on-line 
medical evaluation refers to an assessment and management service previously performed and reported by the qualified health care professional within the 
previous seven days (either qualified health care professional requested or unsolicited patient follow-up) or within the postoperative period of the previously 
completed procedure, then the service(s) are considered covered by the previous assessment and management office service or procedure. A reportable 
service encompasses the sum of communication (eg, related telephone calls, prescription provision, laboratory orders) pertaining to the on-line patient 
encounter. 

(For an on-line medical evaluation provided by a physician, use 99444) 

98969       Online assessment and management service provided by a qualified nonphysician health care professional to an established patient, guardian, or 
health care provider not originating from a related assessment and management service provided within the previous 7 days, using the Internet or similar 
electronic communications network 

 

(Do not report 98969 when using 99339-99340, 99374- 99380 for the same communication[s])  

(Do not report 98969 for anticoagulation management when reporting 99363, 99364)  

(Do not report 98969 during the same month with 99487-99489) 

(Do not report 98969 when performed during the service time of codes 99495, 99496) 

 
Domiciliary, Rest Home (eg, Assisted Living Facility), or Home Care Plan Oversight Services 

 
99339    Individual physician supervision of a patient (patient not present) in home, domiciliary or rest home (eg, assisted living facility) 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 related laboratory and other studies, communication (including telephone calls) for purposes of assessment or care decisions with health care 
professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient’s care, integration of new 
information into the medical treatment plan and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 
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99340             30 minutes or more 

(Do not report 99339, 99340 for patients under the care of a home health agency, enrolled in a hospice program, or for nursing facility residents) 

(Do not report 99339-99340 during the same month with 99487-99489) 

(Do not report 99339-99340 when performed during the service time of codes 99495 or 99496) 

 

Prolonged Service Without Direct Patient Contact 

Codes 99358 and 99359 are used when a prolonged service is provided that is neither face-to face time in the office or outpatient setting, nor additional 
unit/floor time in the hospital or nursing facility setting during the same session of an evaluation and management service and is beyond the usual physician 
or other qualified health care professional service time. 

This service is to be reported in relation to other physician or other qualified health care professional services, including evaluation and management 
services at any level. This prolonged service may be reported on a different date than the primary service to which it is related. For example, extensive 
record review may relate to a previous evaluation and management service performed earlier and commences upon receipt of past records. However, it must 
relate to a service or patient where (face-to-face) patient care has occurred or will occur and relate to ongoing patient management. A typical time for the 
primary service need not be established within the CPT code set. 

Codes 99358 and 99359 are used to report the total duration of non-face-to-face time spent by a physician or other qualified health care professional on a 
given date providing prolonged service, even if the time spent by the physician or other qualified health care professional on that date is not continuous. 
Code 99358 is used to report the first hour of prolonged service on a given date regardless of the place of service. It should be used only once per date. 

Prolonged service of less than 30 minutes total duration on a given date is not separately reported. 
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Code 99359 is used to report each additional 30 minutes beyond the first hour regardless of the place of service. It may also be used to report the final 15 to 
30 minutes of prolonged service on a given date. 

Prolonged service of less than 15 minutes beyond the first hour or less than 15 minutes beyond the final 30 minutes is not reported separately. 

Do not report 99358, 99359 for time spent in care plan oversight services (99339, 99340, 99374-99380), anticoagulant management (99363, 99364), 
medical team conferences (99366-99368), on-line medical evaluations (99444), or other non-face-to-face services that have more specific codes and no 
upper time limit in the CPT code set. Codes 99358, 99359 may be reported when related to other non-face-to-face services codes that have a published 
maximum time (eg, telephone services) 

 
99358       Prolonged evaluation and management service before and/or after direct patient care; first hour 

99359                      each additional 30 minutes (List separately in addition to code for  prolonged service) 

(Use 99359 in conjunction with 99358) 

(Do not report 99358-99359 during the same month with 99487-99489) 

(Do not report 99358-99359 when performed during the service time of codes 99495 or 99496) 

 
Anticoagulant Management 

Anticoagulant services are intended to describe the outpatient management of warfarin therapy, including ordering, review, and interpretation of 
International Normalized Ratio (INR) testing, communication with patient, and dosage adjustments as appropriate. 
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When reporting these services, the work of anticoagulant management may not be used as a basis for reporting an evaluation and management (E/M) 
service or care plan oversight time during the reporting period. Do not report these services with 98966- 98969 , 99441- 99444 when telephone or on-line 
services address anticoagulation with warfarin management. If a significant, separately identifiable E/M service is performed, report the appropriate E/M 
service code using modifier 25. 

These services are outpatient services only. When anticoagulation therapy is initiated or continued in the inpatient or observation setting, a new period 
begins after discharge and is reported with 99364. Do not report 99363- 99364 with 99217- 99239 , 99291- 99292 , 99304- 99318,  99471- 99480 or other 
code(s) for physician review, interpretation, and patient management of home INR testing for a patient with mechanical heart valve(s). 

Any period less than 60 continuous outpatient days is not reported. If less than the specified minimum number of services per period are performed, do not 
report the anticoagulant management services ( 99363- 99364 ). 

 
99363          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) 

99364                            each subsequent 90 days of therapy (must include a minimum of 3 INR measurements) 

(Do not report 99363-99364 during the same month with 99487-99489) 

(Do not report 99363-99364 when performed during the service time of codes 99495 or 99496) 

 
Medical Team Conference, Direct (Face-to-Face) Contact With Patient and/or Family 

Medical team conferences include face-to-face participation by a minimum of three qualified health care professionals from different specialties or 
disciplines (each of whom provide direct care to the patient), with or without the presence of the patient, family member(s), community agencies, surrogate 
decision maker(s) (eg, legal guardian), and/or caregiver(s). The participants are actively involved in the development, revision, coordination, and 
implementation of health care services needed by the patient. Reporting participants shall have performed face-to-face evaluations or treatments of the 
patient, independent of any team conference, within the previous 60 days. 
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Physicians or other qualified health care professionals who may report evaluation and management services should report their time spent in a team 
conference with the patient and/or family present using evaluation and management (E/M) codes (and time as the key controlling factor for code selection 
when counseling and/or coordination of care dominates the service). These introductory guidelines do not apply to services reported using E/M codes (see 
E/M services guidelines). However, the individual must be directly involved with the patient, providing face-to-face services outside of the conference visit 
with other physicians, qualified health care professionals or agencies. 

Reporting participants shall document their participation in the team conference as well as their contributed information and subsequent treatment 
recommendations. 

No more than one individual from the same specialty may report 99366- 99368 at the same encounter. 

Individuals should not report 99366- 99368 when their participation in the medical team conference is part of a facility or organizational service 
contractually provided by the organizational or facility provider. 

The team conference starts at the beginning of the review of an individual patient and ends at the conclusion of the review. Time related to record keeping 
and report generation is not reported. The reporting participant shall be present for all time reported. The time reported is not limited to the time that the 
participant is communicating to the other team members or patient and/or family. Time reported for medical team conferences may not be used in the 
determination of time for other services such as care plan oversight ( 99374- 99380 ), home, domiciliary, or rest home care plan oversight ( 99339- 99340 ), 
prolonged services ( 99354- 99359 ), psychotherapy, or any E/M service. For team conferences where the patient is present for any part of the duration of 
the conference, nonphysician qualified health care professionals (eg, speech-language pathologists, physical therapists, occupational therapists, social 
workers, dietitians) report the team conference face-to-face code 99366. 

 

99366        Medical team conference with interdisciplinary team of health care professionals, face-to-face with patient and/or family, 30 minutes or more, 
participation by nonphysician qualified health care professional 

(Team conference services of less than 30 minutes duration are not reported separately) 

(For team conference services by a physician with patient and/or family present, see Evaluation and Management services) 

(Do not report 99366 during the same month with 99487-99489) 

(Do not report 99366 when performed during the service time of codes 99495 or 99496) 

 
Medical Team Conference, Without Direct (Face-to-Face) Contact With Patient and/or Family 
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99367          Medical team conference with interdisciplinary team of health care professionals, patient and/or family not present, 30 minutes or more; 
participation by physician 

99368                           participation by nonphysician qualified health care professional 

 
(Team conference services of less than 30 minutes duration are not reported separately) 

(Do not report 99367-99368 during the same month with 99487-99489) 

(Do not report 99367-99368 when performed during the service time of codes 99495 or 99496) 
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Care Plan Oversight Services 
Care plan oversight services are reported separately from codes for office/outpatient, hospital, home, nursing facility or domiciliary, or non-face-to-face 
services. The complexity and approximate time of the care plan oversight services provided within a 30-day period determine code selection. Only one 
individual may report services for a given period of time, to reflect the dole or predominant supervisory role with a particular patient. These codes should 
not be reported for supervision of patients in nursing facilities or under the care of home health agencies unless they require recurrent supervision of 
therapy. 
The work involved in providing very low intensity or infrequent  supervision services is included in the pre-and post-encounter work for home, 
office/outpatient and nursing facility or domiciliary visit codes. 
 

(For care plan oversight services of patients in the home, domiciliary, or rest home [eg, assisted living facility], see 99339, 99340, and for hospice 
agency, see 99377, 99378) 
(Do not report 99374-99380 for time reported with 98966-98969, 99441-99444) 
(Do not report 99374-99378 during the same month with 99487-99489) 

(Do not report 99374-99380 when performed during the service time of codes 99495 or 99496) 

 
 

99374            Supervision of a patient under care of home health agency (patient not present) in home, domiciliary or equivalent environment (eg, 
Alzheimer’s facility) requiring complex and multidisciplinary care modalities involving regular development and/or revision of care plans by that 
individual, review of subsequent reports of patient status, review of related laboratory and other studies, communication (including telephone calls) for 
purposes of assessment or care decisions with health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key 
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan and/or adjustment of medical therapy, within a 
calendar month; 15-29 minutes 

 
99375                       30 minutes or more 
 

99377           Supervision of a hospice patient (patient not present) requiring complex and multidisciplinary care modalities involving regular physician 
development and/or revision of care plans by that individual, review of subsequent reports of patient status, review of related laboratory and other studies, 
communication (including telephone calls) for purposes of assessment or care decisions with health care professional(s), family member(s), surrogate 
decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan 
and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 
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99378                        30 minutes or more 

99379             Supervision of a nursing facility patient (patient not present) requiring complex and multidisciplinary care modalities involving regular 
physician development and/or revision of care plans by that individual, review of subsequent reports of patient status, review of related laboratory and other 
studies, communication (including telephone calls) for purposes of assessment or care decisions with health care professional(s), family member(s), 
surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient’s care, integration of new information into the medical treatment 
plan and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 

99380                           30 minutes or more 

Non-Face-to-Face Physician Services Telephone Services 

Telephone services are non-face-to-face evaluation and management (E/M) services provided by a physician to a patient using the telephone by a physician 
or other qualified health care professional, who may report evaluation and management services. These codes are used to report episodes of care by the 
physician initiated by an established patient or guardian of an established patient. If the telephone service ends with a decision to see the patient within 24 
hours or next available urgent visit appointment, the code is not reported; rather the encounter is considered part of the preservice work of the subsequent 
E/M service, procedure, and visit. 

Likewise if the telephone call refers to an E/M service performed and reported by that individual within the previous seven days (either requested or 
unsolicited patient follow-up) or within the postoperative period of the previously completed procedure, then the service(s) are considered part of that 
previous E/M service or procedure. (Do not report 99441- 99443 if reporting 99441- 99444 performed in the previous seven days.) 

(For telephone services provided by a qualified nonphysician health care professional who may not report evaluation and management services [eg speech-
language pathologists, physical therapists, occupational therapists, social workers, dietitians], see 98966- 98968 ) 

 

99441             Telephone evaluation and management service by a physician or other qualified health care professional who may report evaluation and 
management services provided to an established patient, parent, or guardian not originating from a related E/M service provided within the 
previous 7 days nor leading to an E/M service or procedure within the next 24 hours or soonest available appointment; 5-10 minutes of 
medical discussion              

 
99442                         11-20 minutes of medical discussion 
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99443                            21-30 minutes of medical discussion 

(Do not report 99441-99443 when using 99339-99340, 99374-99380 for the same call[s])  

(Do not report 99441-99443 for anticoagulation management when reporting 99363-99364) 

(Do not report 99441-99443 during the same month with 99487-99489) 

(Do not report 99441-99443 when performed during the service time of codes 99495 or 99496) 
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On-Line Medical Evaluation 

An on-line electronic medical evaluation is a non-face-to-face evaluation and management (E/M) service by a physician to a patient using Internet resources 
in response to a patient's on-line inquiry. Reportable services involve the physician's personal timely response to the patient's inquiry and must involve 
permanent storage (electronic or hard copy) of the encounter. This service is reported only once for the same episode of care during a seven-day period, 
although multiple physicians could report their exchange with the same patient. If the on-line medical evaluation refers to an E/M service previously 
performed and reported by the physician within the previous seven days (either physician requested or unsolicited patient follow-up) or within the 
postoperative period of the previously completed procedure, then the service(s) are considered covered by the previous E/M service or procedure. A 
reportable service encompasses the sum of communication (eg, related telephone calls, prescription provision, laboratory orders) pertaining to the on-line 
patient encounter. 

(For an on-line medical evaluation provided by a qualified nonphysician health care professional, use 98969) 

99444        Online evaluation and management service provided by a physician or other qualified health care professional who may report an evaluation and 
management services provided to an established patient, guardian, or health care provider not originating from a related E/M service provided 
within the previous 7 days, using the Internet or similar electronic communications network 

(Do not report 99444 when using 99339, 99340, 99374-99380 for the same   communication[s])  

(Do not report 99444 for anticoagulation management when reporting 99363, 99364) 

(Do not report 99444 during the same month with 99487-99489) 

(Do not report 99444 when performed during the service time of codes 99495 or 99496) 
 

 



                                                                                                                                                  CPT Code: 99495 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:99495 Tracking Number   G1                   Original Specialty Recommended RVU: 2.54  
                        Presented Recommended RVU: 2.11  
Global Period: XXX                                       RUC Recommended RVU: 2.11 
 
CPT Descriptor:  
Transitional Care Management Services with the following required elements: 
• Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 business days of 
 discharge 
• Medical decision making of at least moderate complexity during the service period  
• Face-to-face visit, within 14 calendar days of discharge   
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  
Typical Patient (99495) (Child) 
A 6 year old who is neurologically impaired and developmentally delayed and has a chronic seizure disorder is discharged 
from the hospital after an admission for breakthrough seizures. 
Typical patient (99495) (Adult) 
An 84-year-old woman with hypertension and osteoarthritis is discharged from the hospital after a 1-week stay for 
congestive heart failure.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 83% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work:       
 
Description of Intra-Service Work:  
These services are for an established patient whose medical and/or psychosocial problems require moderate or high 
complexity medical decision making during transitions in care from an inpatient hospital setting (including acute hospital, 
rehabilitation hospital, long-term acute care hospital), partial hospital, observation status in a hospital, or skilled nursing 
facility/nursing facility, to the patient’s community setting (home, domiciliary, rest home, or assisted living). TCM 
commences upon the date of discharge and continues for the next 29 days. 
 
TCM is comprised of one face-to-face visit within the specified timeframes, in combination with non- face-to-face services 
that may be performed by the physician or other qualified health care professional and/or licensed clinical staff under 
his/her direction.  
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Non-face-to-face services provided by clinical staff, under the direction of the physician or other qualified health care 
professional, may include: 
• communication (with patient, family members, guardian or caretaker, surrogate decision makers, and/or other 
 professionals) regarding aspects of care;  
• communication with home health agencies and other community services utilized by the patient; 
• patient and/or family/caretaker education to support self-management, independent living, and activities of daily 
 living; 
• assessment and support for treatment regimen adherence and medication management; 
• identification of available community and health resources;  
• facilitating access to care and services needed by the patient and/or family. 
 
Non-face-to-face services provided by the physician or other qualified health care provider may include:  
• obtaining and reviewing the discharge information (eg, discharge summary, as available, or continuity of care 
 documents);  
• reviewing need for or follow-up on pending diagnostic tests and treatments;  
• interaction with other qualified health care professionals who will assume or reassume care of the patient’s system 
 specific problems;  
• education of patient, family, guardian, and/or caregiver;  
• establishment or reestablishment of referrals and arranging for needed community resources;   
• assistance in scheduling any required follow-up with community providers and services. 
 
Description of Post-Service Work:       
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Robert Zorowitz, MD (AGS), Thomas Weida (AAFP), Mary Newman, MD (ACP), Eileen 
Carlson, RN, JD (ANA), and Steven Krug, MD (AAP). 

Specialty(s): 

American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), 
American Academy of Neurology (AAN), American Thoracic Society (ATS), American 
Association of Clinical Endocrinologists (AACE), American College of Rheumatology 
(ACR), American College of Physicians ( ACP), American Osteopathic Association 
(AOA), American College of Chest Physicians (ACCP), American Academy of Family 
Physicians (AAFP), American Nursing Association (ANA), American Academy of 
Physician Assistants (AAPA) and The Endocrine Society (TES). 

CPT Code: 99495 

Sample Size: 8305 Resp N: 
    110 Response:   1.3 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 0.00 20.00 50.00 1200.00 

Survey RVW: 0.75 1.75 2.11 3.19 7.00 
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 30.00 40.00 60.00 120.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 99495 Recommended Physician Work RVU:  2.11 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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 
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Discharge Day Mgmt: 0.00 99238x  0.0  99239x 0.0            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
99214      XXX        1.50                         RUC Time 
 
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     
99214      XXX    1.50  CMS Time File                            81,311,416 
CPT Descriptor 1 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. 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99204      XXX          2.43                RUC Time                                8,599,074   
 
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 Global    Work RVU            Time Source 
70554      XXX     2.11                        RUC Time 
 
CPT Descriptor 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 
 
  
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:   29          % of respondents: 26.3  % 
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TIME ESTIMATES (Median)  

CPT Code:    
99495 

Key Reference 
CPT Code:   

99214 

Source of Time 
RUC Time 

Median Pre-Service Time 0.00 5.00 
   
Median Intra-Service Time 40.00 25.00 
   
Median Immediate Post-service Time 0.00 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 

Prolonged Services Time 0.0 0.00 

Median Subsequent Observation Care Time 0.0 0.00 

Median Total Time 40.00 40.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.54 3.57 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.93 3.75 

   
Urgency of medical decision making 3.54 3.39 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.25 3.14 

Physical effort required 2.96 2.96 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.86 3.64 

Outcome depends on the skill and judgment of physician 3.90 3.64 

Estimated risk of malpractice suit with poor outcome 3.62 3.39 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity             
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Intra-Service intensity/complexity 3.69 3.41 

Post-Service intensity/complexity             

 
  
 
Additional Rationale and Comments 
 
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.     
Note that for these codes the term “physician” refers to “physician or other qualified health professional.” 
 
There were 110 responses to the randomly distributed survey request. The following societies participated in 
distributing the survey; American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), American Academy of 
Neurology (AAN), American Thoracic Society (ATS), American Association of Clinical Endocrinologists (AACE), 
American College of Rheumatology (ACR), American College of Physicians (ACP), American Osteopathic 
Association (AOA), American College of Chest Physicians (ACCP), American Association of Nurse Practitioners 
(AANP), American Nursing Association (ANA) and The Endocrine Society (TES). These societies represent, 
physicians including MDs and DOs, physician assistants and nurse practitioners. The summary tables included 
contain total, as well as, breakout survey results. The survey tools were modified adding emphasis and 
additional questions for clarifying time in terms of clinical staff and physician time, the modified survey tool 
was approved by the research subcommittee.  
 
Background 
 
A multi-specialty and multi-discipline expert panel (“panel”) reviewed the surveys and developed the 
following rationale for the recommended work values for the Transitional Care Management (TCM) and 
complex chronic care coordination (CCCC) codes. 
 
The TCM and CCCC codes are conceptually new services and have not previously been surveyed.  These are 
services provided to patients with multiple conditions who require coordination of care that is provided by 
clinical staff under the supervision of a physician, as well as care provided directly by the physician.  The care 
is predominantly non-face-to-face (NFTF) but, in some cases, also includes face-to-face (FTF) care.  The panel 
also kept in mind that the TCM and CCCC codes do not include physician or clinical staff time or work 
performed for unrelated activities.  For example, NFTF and FTF care provided for an acute respiratory 
infection or abdominal pain that occurs during the month a TCM or CCCC code is reported are not included in 
the TCM or CCCC code and are reported separately. 
 
Detailed spreadsheets are provided with the breakout data for those that performed the service as well as 
those that stated they did not perform the service. Additionally provided are breakouts of values by 
specialty, by provider type (MD/DO, PA or NP) as well as those survey respondents who completed both the 
TCM and CCCC surveys to review the rank order of those results. Please refer to those separate spreadsheets 
provided for details. 
 
Transitional Care Management (TCM) Codes 
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The TCM codes describe the physician work and clinical staff time required to provide TCM for patients 
discharged from a facility to a non-facility setting.  The care begins immediately after the patient is 
discharged.  There is no overlap with discharge care reported under 99238, 99239 or other facility discharge 
codes.  The TCM codes require that: 

• contact be made with the patient or caregiver within 2 business days of discharge, 
• the patient be seen within 7 or 14 days of discharge (99495 and 99496 respectively), and  
• Moderate/complex or complex decision making (99495 and 99496 respectively) be involved.   

 
All of the clinical staff time and physician NFTF work related to TCM for 30 days after discharge and the 
clinical staff time and physician work related to the FTF visit are included in the TCM code.   Because all FTF 
and NFTF time is included in the service, all time is intraservice time, and there is no pre or post service time. 
 Importantly, the total time includes all related clinical staff and physician time for 30 days after discharge. 
 
The expert panel believes that most of the NFTF care is delivered by clinical staff under physician supervision 
and that the FTF visit involves both care delivered by the physician and the clinical staff under supervision of 
the physician.   
 
Reference Services 
 
Respondents chose 99214, RVU 1.50 and total time of 40 minutes (5/25/10) as the key reference service for 
99495 and as the service that was most similar to the FTF portion of 99495.   
 
For 99496, respondents chose 99350, Complex home visit, with an RVU of 3.28 and total time of 110 minutes 
(15/75/20) as the key reference service and 99215, with an RVU of 2.11 and total time of 65 minutes 
(15/35/15), as the most similar FTF visit. 
 
Recommendation and Rationale 
 
We are recommending the survey median work RVUs and physician times for 99495 and 99496.  We are also 
recommending the 75th percentile for clinical staff time for these codes. 
 
After reviewing these data the expert panel felt that the ratio of physician to clinical staff time were not 
entirely consistent with how the panel believed the services to be performed.  The panel felt that a number 
of respondents may have been performing the clinical staff work themselves.  On the other hand, the 
median survey physician times for the entire TCM service were very close to the times for the service felt to 
be most similar to the face to face portion of the TCM codes, so it was unclear how much time the 
respondents allocated to their non-face to face work. 
 
After further review of the survey data, it is clear that the time and work of the face to face portion of these 
services are different from that of 99214 and 99215.  More specifically, the face to face time for the TCM 
codes is likely different from the typical face to face time for 99214 and 99215.  In addition, it also appears 
that the physician non face to face time is largely spent supervising the clinical staff.  After discussion with 
the prefacilitation committee we believe that 40 and 60 minutes accurately capture the total physician times 
for these services.   
 
In considering physician time we also took into account the ratio of physician time to clinical staff time.  We 
believe that the respondents underestimated the clinical staff time therefore, we are requesting the 75th 
percentile for non-face to face clinical staff time.  These times of 45 and 60 minutes create appropriate ratios 
of total physician time to total clinical staff time. These ratios are 92/40 minutes for 99495 and 115/60 for 
99496.  
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Turning to the physician work, we looked at a number of comparator codes and found the following 
pertinent comparison services which support the survey median RVU (see table below and provided in a 
separate spreadsheet): 
 
The most pertinent comparison services are codes: 
 
CPT Description wRVU Total Time 

(Pre/intra/post) 
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 high severity. 
Physicians typically spend 45 minutes face-to-
face with the patient and/or family. 

2.43 45 minutes 
(5/30/10) 

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 

2.11 60 minutes 
(15/35/10) 

74174 Computed tomographic angiography, abdomen 
and pelvis, with contrast material(s), including 
noncontrast images, if performed, and image 
postprocessing 

2.20 40 minutes 
(5/30/5) 

79403 Radiopharmaceutical therapy, radiolabeled 
monoclonal antibody by intravenous infusion 

2.25 75 minutes 
(30/30/15) 

88189 Flow cytometry, interpretation; 16 or more 
markers 

2.23 40 minutes 
(5/40/5) 

 
 
99495 TCM, visit moderate decision making, within 14 days 
 
In summary the expert panel recommends a work RVU of 2.11 and 40 minutes, our median survey results. 
  
 
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.) 
 

 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. 



                                                                                                                                                  CPT Code: 99495 
 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 TCM codes are conceptually new services, see spreadsheet attached for detailed utilization including 
offset projections. 
 
UTILIZATION ASSUMPTIONS  
 
These figures are supported by multiple peer-reviewed articles and by MEDPAC analyses.  We are happy to provide 
additional, more specific details  
 
• TCM is likely to be provided to 20-22% of Medicare discharges - or 2.1 million times; the codes can only be 
reported for care delivered to a significant minority of Medicare beneficiaries; most Medicare beneficiaries discharged 
from the hospital will not be eligible for this service  
• We anticipate that this level of service could be achieved within a year or two; adoption will increase as some 
physician practices that currently do not have the capability to perform TCM, develop that capability. 
• Based on Medicare claims data showing that 44% of discharges are seen within 14 days of a facility discharge, we 
estimate that 80% of these services are already being reported under 99214 or 99215; of the 44% of post-discharge patients 
currently being seen, we believe that many of them are patients who are eligible for TCM; therefore, physicians will merely 
substitute a TCM service for the 99214 or 99215 they are currently reporting  
• In the interest of being conservative, we estimate20% of TCM services will be new services provided to patients 
who are not being seen; however, we believe this estimate is on the high side 
• Therefore, according to the above estimates, the additional cost of TCM services are as follows 
o 80% of the time, the additional cost is limited to the incremental cost of the non-face-to-face service (i.e., payment 
for TCM - payment for 99214 or 99215 = additional cost to Medicare) 
o 20% of the time the entire service is a new cost (i.e., the entire payment for TCM is an additional cost to Medicare) 
• 20% of the 2.1 million people who receive TCM services will be readmitted within 30 days - about 420,000 
readmissions; this is based on multiple articles publishing data on the number of readmissions within 30 days 
• 40-50% of the 2.1 million people who get TCM services will have an ED visit within 30 days - about 850,000; this 
is a conservative estimate based on published data  
• Of the 420,000 readmissions from this population, 20% will be avoided because of TCM - this means that 84,000 
hospitalizations will not occur because of TCM; this is based on a number of published articles citing such a reduction as 
typical when TCM is provided 
• Of the 850,000 ED visits, about 50%, or 425,000, will be avoided due to TCM; similar to the above 
• Therefore the savings due to TCM under Medicare Part B are - at minimum - the avoided physician services for 
initial hospital visits, subsequent hospital visits, hospital discharges and ED visits that would be furnished to the 84,000 
patients who would have been readmitted and the 425,000 who would have gone to the ED 
o For hospitalizations, the mean stay for most medical DRGs is 3-4 days.  This means that for each avoided 
hospitalization, payment for an initial hospital visit (99222 or 99223 for these complex patients), subsequent hospital visits 
(99232 x2 and 99231x1) and a hospital discharge (99238) will be avoided 
o For ED visits, utilization shows that for the vast majority of ED visits, physicians report 99284 and 99285 and we 
believe that one of those services will be avoided each time and ED visit is avoided  
o This savings analysis does not include savings for other avoided Part B services such as consultations, diagnostic 
study interpretation, etc. furnished in conjunction with an admission or ED visit. 
o This savings does not include avoidance of additional office visits that are currently being furnished because TCM 
is not being provided (e.g., seeing a patients two or three times in the two or three weeks after discharge) 
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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 Internal Medicine   How often?  Commonly  
 
Specialty Family Pratice   How often?  Commonly 
 
Specialty Geriatrics   How often?  Commonly 
 
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.        
 
Specialty Geriatrics  Frequency 0  Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Internal Medicine  Frequency 0   Percentage  0.00 % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
1,300,032  If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate.       
 
Specialty Geriatrics  Frequency 0   Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Internal Medicine  Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  99214 
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Additional Information 

Yes or 
No 

Patient 
comes in 
for office 
visit(s) 

Patient is 
admitted 

to the 
hospital 

Perform work 
without code 

to report 
services 

Time is paid 
for as a 
medical 
director 

Other (please specify) 

Yes or 
No 

If Survey Participant Answered 0 (zero) for any one of the three TCM codes, they were also asked 
additional information for clarification. 

Those that answered (0) Zero to 
performance rate    

 Response Percentage 
   

Yes 38 36%    
No  67 64%    

Total 105 100%    
 Additional Information Services 

 

Tell us 
more: 

Patient 
Comes In 

Patient 
Admitted 

No Code To 
Report Paid as Med Director 

 
Response 32  11 31  3  

2.d. TCM Performed by Staff or Personally 

Responsibility Reference 
No. Response Percentage 

Clinical Staff 1 44 40% 

MD, DO, PA, 
NP 2 66 60% 

  Total 110 100% 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:99496 Tracking Number   G2                   Original Specialty Recommended RVU: 3.15  
                        Presented Recommended RVU: 3.05  
Global Period: XXX                                       RUC Recommended RVU: 3.05 
 
CPT Descriptor:  
Transitional Care Management Services with the following required elements: 
• Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2 business days of 
 discharge 
• Medical decision making of high complexity during the service period  
• Face-to-face visit, within 7 calendar days of discharge   
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  
Typical Patient (99496) (Child) 
A 6-month-old child born at 25 weeks gestation with a diagnosis of chronic lung disease on home oxygen, diuretics, 
bronchodilators and high caloric formula is discharged from the hospital after admission for respiratory failure. 
Typical patient (99496) (Adult) 
A 93-year-old man is discharged after hospitalization for a myocardial infarction, complicated by hyperglycemia and 
delirium. 
  
 
Percentage of Survey Respondents who found Vignette to be Typical: 90% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work:       
 
Description of Intra-Service Work:  
These services are for an established patient whose medical and/or psychosocial problems require high complexity medical 
decision making during transitions in care from an inpatient hospital setting (including acute hospital, rehabilitation 
hospital, long-term acute care hospital), partial hospital, observation status in a hospital, or skilled nursing facility/nursing 
facility, to the patient’s community setting (home, domiciliary, rest home, or assisted living). TCM commences upon the 
date of discharge and continues for the next 29 days. 
 
TCM is comprised of one face-to-face visit within the specified timeframes, in combination with non- face-to-face services 
that may be performed by the physician or other qualified health care professional and/or licensed clinical staff under 
his/her direction.  
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Non-face-to-face services provided by clinical staff, under the direction of the physician or other qualified health care 
professional, may include: 
• communication (with patient, family members, guardian or caretaker, surrogate decision makers, and/or other 
 professionals) regarding aspects of care;  
• communication with home health agencies and other community services utilized by the patient; 
• patient and/or family/caretaker education to support self-management, independent living, and activities of daily 
 living; 
• assessment and support for treatment regimen adherence and medication management; 
• identification of available community and health resources;  
• facilitating access to care and services needed by the patient and/or family. 
 
Non-face-to-face services provided by the physician or other qualified health care provider may include:  
• obtaining and reviewing the discharge information (eg, discharge summary, as available, or continuity of care 
 documents);  
• reviewing need for or follow-up on pending diagnostic tests and treatments;  
• interaction with other qualified health care professionals who will assume or reassume care of the patient’s system 
 specific problems;  
• education of patient, family, guardian, and/or caregiver;  
• establishment or reestablishment of referrals and arranging for needed community resources;   
• assistance in scheduling any required follow-up with community providers and services. 
 
Description of Post-Service Work:       
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Robert Zorowitz, MD (AGS), Thomas Weida (AAFP), Mary Newman, MD (ACP), Eileen 
Carlson, RN, JD (ANA), and Steven Krug, MD (AAP).      

Specialty(s): 

American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), 
American Academy of Neurology (AAN), American Thoracic Society (ATS), American 
Association of Clinical Endocrinologists (AACE), American College of Rheumatology 
(ACR), American College of Physicians ( ACP), American Osteopathic Association 
(AOA), American College of Chest Physicians (ACCP), American Academy of Family 
Physicians (AAFP), American Nursing Association (ANA), American Academy of 
Physician Assistants (AAPA) and The Endocrine Society (TES). 

CPT Code: 99496 

Sample Size: 8305 Resp N: 
    110 Response:   1.3 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 0.00 10.00 40.00 600.00 

Survey RVW: 0.99 2.25 3.05 4.00 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: 3.00 31.00 60.00 74.00 210.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 99496 Recommended Physician Work RVU:  3.05 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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 
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Discharge Day Mgmt: 0.00 99238x  0.0  99239x 0.0            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
99350      XXX        3.28                         RUC Time 
 
CPT Descriptor Home visit for the evaluation and management of an established patient, which requires at least 2 of these 
3 key components: A comprehensive interval history; A comprehensive examination; Medical decision making of 
moderate to 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 presenting problem(s) are 
of moderate to high severity. The patient may be unstable or may have developed a significant new problem requiring 
immediate physician attention. Physicians typically spend 60 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     
99215      XXX    2.11  RUC Time                            9,665,755 
CPT Descriptor 1 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 comprehensive history; A comprehensive 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 presenting problem(s) are 
of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or family. 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
77427       XXX          3.37                RUC Time                                1,198,291   
 
CPT Descriptor 2 Radiation treatment management, 5 treatments 
  
Other Reference CPT Code Global    Work RVU            Time Source 
90962      XXX     3.15                        RUC Time 
 
CPT Descriptor End-stage renal disease (ESRD) related services monthly, for patients 20 years of age and older; with 1 
face-to-face physician visit per month 
 
  
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: 22.7  % 
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TIME ESTIMATES (Median)  

CPT Code:    
99496 

Key Reference 
CPT Code:   

99350 

Source of Time 
RUC Time 

Median Pre-Service Time 0.00 15.00 
   
Median Intra-Service Time 60.00 75.00 
   
Median Immediate Post-service Time 0.00 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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 60.00 110.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.76 4.54 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.76 4.46 

   
Urgency of medical decision making 4.36 4.04 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.04 3.96 

Physical effort required 3.36 3.38 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.72 4.35 

Outcome depends on the skill and judgment of physician 4.64 4.26 

Estimated risk of malpractice suit with poor outcome 4.08 3.96 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity             

Intra-Service intensity/complexity 4.83 4.57 
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Post-Service intensity/complexity             

 
  
 
Additional Rationale and Comments 
 
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.     
 
Note that for these codes the term “physician” refers to “physician or other qualified health professional.” 
 
There were 110 responses to the randomly distributed survey request. The following societies participated in 
distributing the survey; American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), American Academy of 
Neurology (AAN), American Thoracic Society (ATS), American Association of Clinical Endocrinologists (AACE), 
American College of Rheumatology (ACR), American College of Physicians (ACP), American Osteopathic 
Association (AOA), American College of Chest Physicians (ACCP), American Association of Nurse Practitioners 
(AANP), American Nursing Association (ANA) and The Endocrine Society (TES). These societies represent, 
physicians including MDs and DOs, physician assistants and nurse practitioners. The summary tables included 
contain total, as well as, breakout survey results. The survey tools were modified adding emphasis and 
additional questions for clarifying time in terms of clinical staff and physician time, the modified survey tool 
was approved by the research subcommittee.  
 
Background 
 
A multi-specialty and multi-discipline expert panel (“panel”) reviewed the surveys and developed the 
following rationale for the recommended work values for the Transitional Care Management (TCM) and 
complex chronic care coordination (CCCC) codes. 
 
The TCM and CCCC codes are conceptually new services and have not previously been surveyed.  These are 
services provided to patients with multiple conditions who require coordination of care that is provided by 
clinical staff under the supervision of a physician, as well as care provided directly by the physician.  The care 
is predominantly non-face-to-face (NFTF) but, in some cases, also includes face-to-face (FTF) care.  The panel 
also kept in mind that the TCM and CCCC codes do not include physician or clinical staff time or work 
performed for unrelated activities.  For example, NFTF and FTF care provided for an acute respiratory 
infection or abdominal pain that occurs during the month a TCM or CCCC code is reported are not included in 
the TCM or CCCC code and are reported separately. 
 
Detailed spreadsheets are provided with the breakout data for those that performed the service as well as 
those that stated they did not perform the service. Additionally provided are breakouts of values by 
specialty, by provider type (MD/DO, PA or NP) as well as those survey respondents who completed both the 
TCM and CCCC surveys to review the rank order of those results. Please refer to those separate spreadsheets 
provided for details. 
 
Transitional Care Management (TCM) Codes 
 
The TCM codes describe the physician work and clinical staff time required to provide TCM for patients 
discharged from a facility to a non-facility setting.  The care begins immediately after the patient is 
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discharged.  There is no overlap with discharge care reported under 99238, 99239 or other facility discharge 
codes.  The TCM codes require that: 

• contact be made with the patient or caregiver within 2 business days of discharge, 
• the patient be seen within 7 or 14 days of discharge (99495 and 99496 respectively), and  
• Moderate/complex or complex decision making (99495 and 99496 respectively) be involved.   

 
All of the clinical staff time and physician NFTF work related to TCM for 30 days after discharge and the 
clinical staff time and physician work related to the FTF visit are included in the TCM code.   Because all FTF 
and NFTF time is included in the service, all time is intraservice time, and there is no pre or post service time. 
 Importantly, the total time includes all related clinical staff and physician time for 30 days after discharge. 
 
The expert panel believes that most of the NFTF care is delivered by clinical staff under physician supervision 
and that the FTF visit involves both care delivered by the physician and the clinical staff under supervision of 
the physician.   
 
Reference Services 
 
Respondents chose 99214, RVU 1.50 and total time of 40 minutes (5/25/10) as the key reference service for 
99495 and as the service that was most similar to the FTF portion of 99495.   
 
For 99496, respondents chose 99350, Complex home visit, with an RVU of 3.28 and total time of 110 minutes 
(15/75/20) as the key reference service and 99215, with an RVU of 2.11 and total time of 65 minutes 
(15/35/15), as the most similar FTF visit. 
 
Recommendation and Rationale 
 
We are recommending the survey median work RVUs and physician times for 99495 and 99496.  We are also 
recommending the 75th percentile for clinical staff time for these codes. 
 
After reviewing these data the expert panel felt that the ratio of physician to clinical staff time were not 
entirely consistent with how the panel believed the services to be performed.  The panel felt that a number 
of respondents may have been performing the clinical staff work themselves.  On the other hand, the 
median survey physician times for the entire TCM service were very close to the times for the service felt to 
be most similar to the face to face portion of the TCM codes, so it was unclear how much time the 
respondents allocated to their non-face to face work. 
 
After further review of the survey data, it is clear that the time and work of the face to face portion of these 
services are different from that of 99214 and 99215.  More specifically, the face to face time for the TCM 
codes is likely different from the typical face to face time for 99214 and 99215.  In addition, it also appears 
that the physician non face to face time is largely spent supervising the clinical staff.  After discussion with 
the prefacilitation committee we believe that 40 and 60 minutes accurately capture the total physician times 
for these services.   
 
In considering physician time we also took into account the ratio of physician time to clinical staff time.  We 
believe that the respondents underestimated the clinical staff time therefore, we are requesting the 75th 
percentile for non-face to face clinical staff time.  These times of 45 and 60 minutes create appropriate ratios 
of total physician time to total clinical staff time. These ratios are 92/40 minutes for 99495 and 115/60 for 
99496.  
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Turning to the physician work, we looked at a number of comparator codes and found the following 
pertinent comparison services which support the survey median RVU (see table below and provided in a 
separate spreadsheet): 
 
The most pertinent comparison services are codes: 
 
CPT Description wRVU Total Time 

(Pre/intra/post) 
99205 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 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 presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with 
the patient and/or family. 

3.17 67 minutes 
(7/45/15) 

90962 End-stage renal disease (ESRD) related 
services monthly, for patients 20 years of age 
and older; with 1 face-to-face physician visit 
per month 

3.15 63 minutes 
Total Time 

77427 Radiation treatment management, 5 treatments 3.37 87 minutes 
(7/70/10) 

95978 Electronic analysis of implanted 
neurostimulator pulse generator system (eg, 
rate, pulse amplitude and duration, battery 
status, electrode selectability and polarity, 
impedance and patient compliance 
measurements), complex deep brain 
neurostimulator pulse generator/transmitter, 
with initial or subsequent programming; first 
hour 

3.50 70 minutes 
(5/60/5) 

 
 
99496 TCM, visit high decision making, within 7 days 
 
In summary the expert panel recommends a work RVU of 3.05 and 60 minutes, our median survey results. 
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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.) 
 

 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 TCM codes are conceptually new services, see spreadsheet attached for detailed utilization including 
offset projections. 
 
UTILIZATION ASSUMPTIONS  
 
These figures are supported by multiple peer-reviewed articles and by MEDPAC analyses.  We are happy to provide 
additional, more specific details  
 
• TCM is likely to be provided to 20-22% of Medicare discharges - or 2.1 million times; the codes can only be 
reported for care delivered to a significant minority of Medicare beneficiaries; most Medicare beneficiaries discharged 
from the hospital will not be eligible for this service  
• We anticipate that this level of service could be achieved within a year or two; adoption will increase as some 
physician practices that currently do not have the capability to perform TCM, develop that capability. 
• Based on Medicare claims data showing that 44% of discharges are seen within 14 days of a facility discharge, we 
estimate that 80% of these services are already being reported under 99214 or 99215; of the 44% of post-discharge patients 
currently being seen, we believe that many of them are patients who are eligible for TCM; therefore, physicians will merely 
substitute a TCM service for the 99214 or 99215 they are currently reporting  
• In the interest of being conservative, we estimate20% of TCM services will be new services provided to patients 
who are not being seen; however, we believe this estimate is on the high side 
• Therefore, according to the above estimates, the additional cost of TCM services are as follows 
o 80% of the time, the additional cost is limited to the incremental cost of the non-face-to-face service (i.e., payment 
for TCM - payment for 99214 or 99215 = additional cost to Medicare) 
o 20% of the time the entire service is a new cost (i.e., the entire payment for TCM is an additional cost to Medicare) 
• 20% of the 2.1 million people who receive TCM services will be readmitted within 30 days - about 420,000 
readmissions; this is based on multiple articles publishing data on the number of readmissions within 30 days 
• 40-50% of the 2.1 million people who get TCM services will have an ED visit within 30 days - about 850,000; this 
is a conservative estimate based on published data  
• Of the 420,000 readmissions from this population, 20% will be avoided because of TCM - this means that 84,000 
hospitalizations will not occur because of TCM; this is based on a number of published articles citing such a reduction as 
typical when TCM is provided 
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• Of the 850,000 ED visits, about 50%, or 425,000, will be avoided due to TCM; similar to the above 
• Therefore the savings due to TCM under Medicare Part B are - at minimum - the avoided physician services for 
initial hospital visits, subsequent hospital visits, hospital discharges and ED visits that would be furnished to the 84,000 
patients who would have been readmitted and the 425,000 who would have gone to the ED 
o For hospitalizations, the mean stay for most medical DRGs is 3-4 days.  This means that for each avoided 
hospitalization, payment for an initial hospital visit (99222 or 99223 for these complex patients), subsequent hospital visits 
(99232 x2 and 99231x1) and a hospital discharge (99238) will be avoided 
o For ED visits, utilization shows that for the vast majority of ED visits, physicians report 99284 and 99285 and we 
believe that one of those services will be avoided each time and ED visit is avoided  
o This savings analysis does not include savings for other avoided Part B services such as consultations, diagnostic 
study interpretation, etc. furnished in conjunction with an admission or ED visit. 
o This savings does not include avoidance of additional office visits that are currently being furnished because TCM 
is not being provided (e.g., seeing a patients two or three times in the two or three weeks after discharge) 
 
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 Internal Medicine   How often?  Commonly  
 
Specialty Family Pratice   How often?  Commonly 
 
Specialty Geriatrics   How often?  Commonly 
 
Estimate the number of times this service might be provided nationally in a one-year period? 2700000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty.  Please 
explain the rationale for this estimate.        
 
Specialty Geriatrics  Frequency 0  Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Internal Medicine  Frequency 0   Percentage  0.00 % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
866,688  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate.       
 
Specialty Geriatrics  Frequency 0   Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Internal Medicine  Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  99215 
 
Additional Information 
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Yes or 
No 

Patient 
comes in 
for office 
visit(s) 

Patient is 
admitted 

to the 
hospital 

Perform work 
without code 

to report 
services 

Time is paid 
for as a 
medical 
director 

Other (please specify) 

Yes or 
No 

If Survey Participant Answered 0 (zero) for any one of the three TCM codes, they were also asked 
additional information for clarification. 

Those that answered (0) Zero to 
performance rate    

 Response Percentage 
   

Yes 38 36%    
No  67 64%    

Total 105 100%    
 Additional Information Services 

 

Tell us 
more: 

Patient 
Comes In 

Patient 
Admitted 

No Code To 
Report Paid as Med Director 

 
Response 32  11 31  3  

2.d. TCM Performed by Staff or Personally 

Responsibility Reference 
No. Response Percentage 

Clinical Staff 1 44 40% 

MD, DO, PA, 
NP 2 66 60% 

  Total 110 100% 

 



ISSUE: Transitional Care Management Services

TAB: 8 Revised 10-5-2012

Total IMMD

Source CPT SHORT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST MIN 25th MED 75th MAX

REF 99214

E/M established pt, 2 of 3 key elements, presenting 

problem moderate to high severity, Physicians 

typically spend 25 minutes face-to-face with the 

patient and/or family.

29 0.047 1.50 40 5 25 10

REF F2F 

Visit
99214

E/M established pt, 2 of 3 key elements, presenting 

problem moderate to high severity, Physicians typically 

spend 25 minutes face-to-face with the patient and/or 

family.

39 0.047 1.50 40 5 25 10

SVY-T 99495

TCM Services w/ moderate medical 

decision complexity; Face to face visit 

within 14 days

110 0.053 0.75 1.75 2.11 3.19 7.00 40 2 30 40 60 120 1 20 30 45 120

99204
Office or other outpatient visit for the E/M of a new 

patient, Medical decision making of moderate 
0.070 2.43 45 5 30 10

70554
Magnetic resonance imaging, brain, functional MRI; 

including test selection and administration of repetitive 
0.044 2.11 60 15 35 10

74174
Computed tomographic angiography, abdomen and 

pelvis, with contrast material(s), including noncontrast 
0.066 2.20 40 5 30 5

79403
Radiopharmaceutical therapy, radiolabeled monoclonal 

antibody by intravenous infusion
0.041 2.25 75 30 30 15

88189 Flow cytometry, interpretation; 16 or more markers 0.050 2.23 50 5 40 5

REC           

G1
99495

TCM Services w/ moderate medical 

decision complexity; Face to face visit 

within 14 days

0.053 40 40

Total IMMD

Source CPT SHORT DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST MIN 25th MED 75th MAX

REF 99350

Home visit for the E/M of an established patient, which 

requires at least 2 of these 3 key componentsPhysicians 

typically spend 60 minutes face-to-face with the patient 

and/or family.

25 0.033 3.28 110 15 75 20

REF F2F 

Visit
99215

Office or other outpatient visit for the E/M of an 

established patient, which requires at least 2 of 

these 3 key components: A comprehensive 

history;Physicians typically spend 40 minutes face-

to-face with the patient and/or family.

45 0.047 2.11 55 5 35 15

SVY-T 99496

TCM Services w/ high medical 

decision complexity; Face to face visit 

within 7 days

110 0.051 0.99 2.25 3.05 4.00 8.00 60 3 31 60 74 210 2 30 40 60 180

99205 E/M New Patient 60 minutes F2F 0.059 3.17 67 7 45 15

90962
ESRD monthly, for patients 20 years of age and 

older; with 1 face-to-face physician visit per 

month

0.050 3.15 63 63

77427 Radiation treatment management, 5 treatments 0.043 3.37 87 7 70 10

95978

Electronic analysis of implanted 

neurostimulator pulse generator system (eg, 

rate, pulse amplitude and duration, battery 

status, electrode selectability and polarity, 

impedance and patient compliance 

measurements), complex deep brain 

neurostimulator pulse generator/transmitter, 

0.055 3.50 70 5 60 5

REC           

G2
99496

TCM Services w/ high medical 

decision complexity; Face to face visit 

within 7 days

0.051 60 60

CLINICAL STAFF TIME -30 DAYS

3.05

CLINICAL STAFF TIME -30 DAYS

2.11

RVW PRE INTRA OR OWN TIME - MONTH

RVW PRE INTRA OR OWN TIME - MONTH



05 TCM Utilization Spreadsheet 10-6-2012

Tab 8 - TCM

Utilization Calculation

2011 Medicare Data RUC Database

Discharge 

Code

% Qualify by 

CPT criteria

Frequency 

Total 

Discharges

% Qualify Pool 

Frequency

Estimated % 

Utilization See 

Assumptions

Projected Total 

Utilization

2004 Medicare 

Charges - 

Discharges

2010 Medicare 

Charges - 

Discharges

102,648,000$          116,852,000$        

18,066,048$            17.6% percent is MedPAC estimation

99217 0.44 850,133 374,059 0.476 178,052 20,119,008$            19.6% related to readmissions per Jenks article

99234 0.44 64,388 28,331 0.476 13,485 Breakdown Utilization Assumption

99235 0.44 150,972 66,428 0.476 31,620 19.6% Readmissions per Jenks Model

99236 0.44 159,966 70,385 0.476 33,503 5% Does not know patient is discharged

99238 0.44 4,827,036 2,123,896 0.476 1,010,974 5% Not able to Contact in 2 days of dischage

99239 0.44 3,756,450 1,652,838 0.476 786,751 5% Pt can not be seen in time frame as too sick

99315 0.44 277,796 122,230 0.476 58,182 8% Patient did not meet complexity to bill code
99316 0.44 258,558 113,766 0.476 54,152 5% Other Issues related to meeting elements of the new codes as well as slow adoption

Total 10,345,299 4,551,932 2,166,719 47.6% Subtotal

MedPAC Dischages 0.176

Jenks Model Dischages 0.196

0.2

Estimate%  

Utilization 

split* between 

the codes

Distribution 

Between Codes

Assumption for 

yearly is 1/3 of all the 

procedures are 

Medicare

Yearly National 

Total Medicare 

Currently Reported as 

an Office Visit 80%

Total Medicare 

Distribution Between 

Codes

Total New Medicare 

Volume                       

D20-I20

Readmission Rate of 

Cohort & TCM Savings 

both 20 percent

0.60 1,300,032 3 3,900,095 1,040,025                 1,040,025               260,006                 

0.40 866,688 3 2,600,063 693,350                    693,350                   173,338                 

100% 2,166,719 3 6,500,158 1,733,376 1,733,376 433,344 433,344 D22 times K 20

86,669 K22 times .20

Percentage 

breakdown

99495 TCM, 14 day 

visit, moderate to 

high complexity

99496 TCM, 7 day 

visit, high complexity

99495 TCM, 14 day 

visit, moderate to high 

complexity

99496 TCM, 7 day visit, 

high complexity

0.40 520,013 346,675 1,560,038 1,040,025

0.40 520,013 346,675 1,560,038 1,040,025

0.20 260,006 173,338 780,019 520,013
100% 1,300,032 866,688 3,900,095 2,600,063

*Split is based on the 2010 44% / 26% Medicare Data

Projected Offset

Total 

Medicare 

Yearly

Projected # of 

Rehospitalization 

20% of Total

Projected # of ER 

Visits 30% of Total 

Yearly

Projected Avoided 

Rehospitalization 20% 

Yearly

Projected Avoided 

Emergency 

Department Yearly

2,166,719 433,344 650,016 86,669 130,003

Visit codes: 99213, 99214, 99215 distributed equally, 1/3 each.

2013 Code

99495

99496

Total

Total

Internal Medicine

Family Practice

Geriatrics

Specialty

0.2

Yearly Medicare Yearly National 

2,166,719 6,500,158

Page 1 of 1
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Transitional Care Management (TCM) 
UTILIZATION ASSUMPTIONS  
 
These figures are supported by multiple peer-reviewed articles and by MEDPAC analyses.  We 
are happy to provide additional, more specific details  
 

• TCM is likely to be provided to 20-22% of Medicare discharges - or 2.1 million times; 
the codes can only be reported for care delivered to a significant minority of Medicare 
beneficiaries; most Medicare beneficiaries discharged from the hospital will not be 
eligible for this service  

• We anticipate that this level of service could be achieved within a year or two; adoption 
will increase as some physician practices that currently do not have the capability to 
perform TCM, develop that capability. 

• Based on Medicare claims data showing that 44% of discharges are seen within 14 days 
of a facility discharge, we estimate that 80% of these services are already being reported 
under 99214 or 99215; of the 44% of post-discharge patients currently being seen, we 
believe that many of them are patients who are eligible for TCM; therefore, physicians 
will merely substitute a TCM service for the 99214 or 99215 they are currently reporting  

• In the interest of being conservative, we estimate20% of TCM services will be new 
services provided to patients who are not being seen; however, we believe this estimate is 
on the high side 

• Therefore, according to the above estimates, the additional cost of TCM services are as 
follows 

o 80% of the time, the additional cost is limited to the incremental cost of the non-
face-to-face service (i.e., payment for TCM - payment for 99214 or 99215 = 
additional cost to Medicare) 

o 20% of the time the entire service is a new cost (i.e., the entire payment for TCM 
is an additional cost to Medicare) 

• 20% of the 2.1 million people who receive TCM services will be readmitted within 30 
days - about 420,000 readmissions; this is based on multiple articles publishing data on 
the number of readmissions within 30 days 

• 40-50% of the 2.1 million people who get TCM services will have an ED visit within 30 
days - about 850,000; this is a conservative estimate based on published data  

• Of the 420,000 readmissions from this population, 20% will be avoided because of TCM 
- this means that 84,000 hospitalizations will not occur because of TCM; this is based on 
a number of published articles citing such a reduction as typical when TCM is provided 

• Of the 850,000 ED visits, about 50%, or 425,000, will be avoided due to TCM; similar to 
the above 

• Therefore the savings due to TCM under Medicare Part B are - at minimum - the avoided 
physician services for initial hospital visits, subsequent hospital visits, hospital discharges 
and ED visits that would be furnished to the 84,000 patients who would have been 
readmitted and the 425,000 who would have gone to the ED 

o For hospitalizations, the mean stay for most medical DRGs is 3-4 days.  This 
means that for each avoided hospitalization, payment for an initial hospital visit 
(99222 or 99223 for these complex patients), subsequent hospital visits (99232 x2 
and 99231x1) and a hospital discharge (99238) will be avoided 
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o For ED visits, utilization shows that for the vast majority of ED visits, physicians 
report 99284 and 99285 and we believe that one of those services will be avoided 
each time and ED visit is avoided  

o This savings analysis does not include savings for other avoided Part B services 
such as consultations, diagnostic study interpretation, etc. furnished in 
conjunction with an admission or ED visit. 

o This savings does not include avoidance of additional office visits that are 
currently being furnished because TCM is not being provided (e.g., seeing a 
patients two or three times in the two or three weeks after discharge) 

 
 
 



Tab 8 & 9 Utilization (October 5, 2012) 

Readmission and Care Transitions References 

Jencks S.F. et al, Rehospitalizations among Patients in the Medicare Fee-for-Service Program, NEJM 2009; 360: 1418-
1428 

 Using 2003-2004 data 19.6% of admissions had a 30day readmission. 34% and over 50% were readmitted at 90 
days and 1 year respectively. Only 10% of the readmissions were planned. Unplanned readmissions cost Medicare $17.4 
B in 2004. For 50.2% of all 30 day readmissions there was no interval physician bill for an office visit service. 

MedPAC June 2007, Promoting Greater Efficiency in Medicare, Chapter 5 

 30 day readmission rates are 17.6%. 30 day preventable readmission rates are 13.3%, i.e. most readmits are 
preventable. Readmission rates vary widely among hospitals suggesting there are actions that can be taken to prevent 
readmissions. Programs for readmission reduction are cited. 

 

Naylor, M. et al, Comprehensive Discharge Planning and Home Follow-up of Hospitalized Elders: A Randomized 
Clinical Trial, JAMA 1999, 281:613-620 

 The transitional care management intervention of advanced practice nurse managers who also performed home 
visits reduced 24 week readmission rates from 37.1% to 20.3% and expenditures from $1.2M to $0.6M in the 
intervention group as compared to the control group. 

 

Coleman,E. et al., The Care Transitions Intervention: Results of a Randomized Controlled Trial, Arch Int Med, 2006; 
166:1822-1828. 

 Training for patient and caregivers reduced 30day readmission rates from 11.9% to 8.3% and 90 day rates from 
22.5% to 16.7% 

Naylor,M. et al., The Importance of Transitional Care in Achieving Health Reform, Health Affairs 2011; 30:746-754. 

 A summary of many studies that demonstrate positive effects on readmission and other factors by care 
transitions management. 

RUC Comment Letter on 2013 Proposed Rule 

 CMS assumed that nearly every discharge from a facility would be followed with a reporting of this new TCM 
service. This would lead to 10 million claims and nearly $1 billion in payments. 26% of discharges had a reported office, 
home or domiciliary E/M reported within 7 days and by 14 days the number rose to 44%. This was based upon an 
analysis of the 2010 5% carrier file. 

Gerard Anderson, Testimony to Senate Aging Committee Regarding the Geriatric Assessment and  Chronic Care 
Coordination Act of 2007. 

 23% of Medicare Beneficiaries have 5 or more chronic conditions and account for 2/3 of Medicare expenditures. 
They see an average of 13 physicians annually and fill 50 prescriptions. They are 100 times more likely to have a 
preventable hospitalization than a beneficiary with no chronic conditions. (Dr Anderson was then Professor of Health 



Policy and Management at John’s Hopkins and formerly was program director for the RWJ Foundation Initiative 
“Partnerships for Solutions: Better Lives for People with Chronic Conditions”.) Similar numbers are have been noted by 
CBO and are cited in many articles. 

• We assume 10M discharges. We assume no more than 20% of discharges will get this service due to ramp up 
and selection of only higher risk patients. Additional limiting factors include that the TCM provider was not 
aware of the discharge in time to make the required initial contact,  that the patient was unable to be seen in 
the office, etc. Most practices today lack nurse care managers. 

o 2M services split 60% 99495 and 40% 99496 

• We assume that the average readmission probability is distributed across these patients, even though they are 
higher risk. We use 20% readmission probability over 30 days even though the intervention affects readmission 
risk beyond 30 days. (Naylor, Coleman) 

o Expected readmissions for patients who receive TCM without effect of TCM is 400K 

• We assume TCM will reduce readmissions 20% i.e. 5% absolute reduction in Medicare readmissions due to TCM. 
(Naylor, Coleman and personal communication with Coleman re TCM as described in CPT). 

o 80K readmissions prevented. 

o For every prevented admission we expect 0.75 less 99285, 0.25 less 99284, 0.5 less 99222, 0.5 less 
99223, 4 fewer 99232 (average of more than one physician and LOS of 3 days), 1 less 99238. 

• We assume 100% of 99495 would have had a 99214 reported and 100% of 99496 would have had a 99215 or 
99214 reported split evenly.  

o 1.6M fewer 99214, 400K fewer 99215 

• We also anticipate a reduction of ED visits within the 30days. We do not have data of post discharge ED use, but 
estimate that 5% of TCM services and the availability of nurse care managers will reduce ED use. (Some PCMH 
early reports support this.) We assume those discharged home, while complex ED services, will be less complex 
than those admitted. 

o 100K less ED services split 75% 99284 and 25% 99285.  

 

 

  

 

 



     CPT Code: 99495 and 99496 
 

 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
 

 
99495 

Transitional Care Management Services with the following required elements: 

• Communication (direct contact, telephone, electronic) with the patient 
and/or caregiver within 2 business days of discharge 

• Medical decision making of at least moderate complexity during the 
service period  

• Face-to-face visit, within 14 calendar days of discharge  
 

99496 

Transitional Care Management Services with the following required elements: 
 

• Communication (direct contact, telephone, electronic) with the patient 
and/or caregiver within 2 business days of discharge 

• Medical decision making of high complexity during the service period 
• Face-to-face visit, within 7 calendar days of discharge 

 
Global Period:  XXX    Meeting Date:  October 2012 
 
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 of experts from the surveying societies, including physicians, nurses, and 
physician assistants, met by phone and email to develop the inputs. 
 
A reference code must be provided for comparison to the practice expense inputs on your 
spreadsheet. Please provide a rationale for the selection of reference codes.  Comparison Code 
Rationale: 
 
The consensus panel of experts chose the same comparison code as chosen by the survey 
respondents for new code 99490X, CPT 99214. For new code 99491X, the specialties have 
chosen 99215 as the comparison code, reflecting that 99491X involves medical decision 
making of high complexity, as does 99215 and consistent with the survey responses.  
 
Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities:  

 Review/read X-ray, lab, pathology reports, discharge care plan  
 
Service Clinical Labor Activities:  
 
Activities face-to-face during visit: 

• Greet patient/provide gowning 
• Obtain vital signs 
• Prep and position patient 
• Review history, systems, and medications 
• Prepare room, equipment, supplies 
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• Assist physician during exam 
• Education/instruction/counseling 
• Coordinate home or outpatient care 
• Clean room/equipment 

 
Post-Service Clinical Labor Activities:  
 
Activities associated with face-to-face visit: 

• Phone calls between visits with patient, family, pharmacy 
 
Activities NOT associated with face-to-face visit: 

• communication (with patient, family members, guardian or caretaker, surrogate decision makers, 
and/or other professionals) regarding aspects of care,  

• communication with home health agencies and other community services utilized by the patient, 
• patient and/or family/caretaker education to support self-management, independent living, and 

activities of daily living, 
• assessment and support for treatment regimen adherence and medication management,  
• identification of available community and health resources,  
• facilitating access to care and services needed by the patient and/or family 
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Meeting Date: October 2012

Transitional Care Management

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX

TOTAL CLINICAL LABOR TIME L042A RN/LPN 53.0 0.0 63.0 0.0 92.0 0.0 115.0 0.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L042A RN/LPN 3.0 0.0 4.0 0.0 3.0 0.0 4.0 0.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L042A RN/LPN 44.0 0.0 51.0 0.0 44.0 0.0 51.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L042A RN/LPN 6.0 0.0 8.0 0.0 45.0 0.0 60.0 0.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms

Coordinate pre-surgery services

Schedule space and equipment in facility

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions

Other Clinical Activity - specify: Review/read X-ray, lab, 

pathology reports
L037D RN/LPN/MTA 3 4 3 4

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available
L037D RN/LPN/MTA 3 3 3 3

Obtain vital signs L037D RN/LPN/MTA 5 5 5 5

Provide pre-service education/obtain consent

Prepare room, equipment, supplies L037D RN/LPN/MTA 2 2 2 2

Setup scope (non facility setting only)

Prepare and position patient/ monitor patient/ set up IV L037D RN/LPN/MTA 2 2 2 2

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure L037D RN/LPN/MTA 5 6 5 6

Post-Service

Monitor pt. following service/check tubes, monitors, drains

Clean room/equipment by physician staff L037D RN/LPN/MTA 3 3 3 3

Clean Scope

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Check dressings & wound/ home care instructions /coordinate 

office visits /prescriptions
L037D RN/LPN/MTA 11 15 11 15

Other Clinical Activity - specify: Review history, systems, and 

medications
L037D RN/LPN/MTA 13 15 13 15

99496

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM of high 

complexity, F2F visit 

w/in 7 calendar days of 

discharge

REFERENCE CODES

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM at least 

moderate, F2F visit 

w/in 14 calendar days 

of discharge

99214 99495

Office outpatient visit for the E/M 

of an established patient. 

Medical decision making of 

moderate complexity. 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.

Office visit for the E/M of an 

established patient.Medical 

decision making of high 

complexity.Usually, the 

presenting problem(s) are of 

moderate to high severity. 

Physicians typically spend 40 

minutes face-to-face with the 

patient and/or family.

99215

REFERENCE CODES
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Meeting Date: October 2012

Transitional Care Management

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX

99496

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM of high 

complexity, F2F visit 

w/in 7 calendar days of 

discharge

REFERENCE CODES

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM at least 

moderate, F2F visit 

w/in 14 calendar days 

of discharge

99214 99495

Office outpatient visit for the E/M 

of an established patient. 

Medical decision making of 

moderate complexity. 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.

Office visit for the E/M of an 

established patient.Medical 

decision making of high 

complexity.Usually, the 

presenting problem(s) are of 

moderate to high severity. 

Physicians typically spend 40 

minutes face-to-face with the 

patient and/or family.

99215

REFERENCE CODES

43

44

45

52

53

54

55

56

57

58

59

60

61

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 6 8 0 0

Total Office Visit Time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Other Clinical Activity - specify:

communication (with patient, family members, guardian or 

caretaker, surrogate decision makers, and/or other 

professionals) regarding aspects of care; communication with 

home health agencies and other community services utilized by 

the patient; patient and/or family/caretaker education to support 

self-management, independent living, and activities of daily 

living; assessment and support for treatment regimen 

adherence and medication management; identification of 

available community and health resources; facilitating access to 

care and services needed by the patient and/or family

L042A RN/LPN 45 60

End: with last office visit before end of global period

MEDICAL SUPPLIES CODE UNIT

pack, minimum multi-specialty visit SA048 pack

pack, E/M visit SA047 pack 1 1 1

EQUIPMENT CODE

table, exam EF023 44 51 44 51

otoscope-ophthalmoscope EQ189 44 51 44 51
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Meeting Date: October 2012

Transitional Care Management

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX

TOTAL CLINICAL LABOR TIME 53.0 0.0 63.0 0.0 92.0 45.0 125.0 70.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L042A RN/LPN/MTA 3.0 0.0 4.0 0.0 3.0 0.0 4.0 0.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L042A RN/LPN/MTA 44.0 0.0 51.0 0.0 44.0 0.0 51.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L042A RN/LPN 6.0 0.0 8.0 0.0 45.0 45.0 70.0 70.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms

Coordinate pre-surgery services

Schedule space and equipment in facility

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions

Other Clinical Activity - specify: Review/read X-ray, lab, 

pathology reports
L037D RN/LPN/MTA 3 4 3 4

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical 

records are available
L037D RN/LPN/MTA 3 3 3 3

Obtain vital signs L037D RN/LPN/MTA 5 5 5 5

Provide pre-service education/obtain consent

Prepare room, equipment, supplies L037D RN/LPN/MTA 2 2 2 2

Setup scope (non facility setting only)

Prepare and position patient/ monitor patient/ set up IV L037D RN/LPN/MTA 2 2 2 2

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure L037D RN/LPN/MTA 5 6 5 6

Post-Service

Monitor pt. following service/check tubes, monitors, drains

Clean room/equipment by physician staff L037D RN/LPN/MTA 3 3 3 3

Clean Scope

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Check dressings & wound/ home care instructions /coordinate 

office visits /prescriptions
L037D RN/LPN/MTA 11 15 11 15

Other Clinical Activity - specify: Review history, systems, and 

medications
L037D RN/LPN/MTA 13 15 13 15

99496

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM of high 

complexity, F2F visit 

w/in 7 calendar days of 

discharge

REFERENCE CODES

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM at least 

moderate, F2F visit 

w/in 14 calendar days 

of discharge

99214 99495

Office outpatient visit for the E/M 

of an established patient. 

Medical decision making of 

moderate complexity. 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.

Office visit for the E/M of an 

established patient.Medical 

decision making of high 

complexity.Usually, the 

presenting problem(s) are of 

moderate to high severity. 

Physicians typically spend 40 

minutes face-to-face with the 

patient and/or family.

99215

REFERENCE CODES
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Meeting Date: October 2012

Transitional Care Management

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX XXX

99496

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM of high 

complexity, F2F visit 

w/in 7 calendar days of 

discharge

REFERENCE CODES

Transitional Care 

Management Services; 

communication with 

pt/caregiver w/in 2 bus 

days, MDM at least 

moderate, F2F visit 

w/in 14 calendar days 

of discharge

99214 99495

Office outpatient visit for the E/M 

of an established patient. 

Medical decision making of 

moderate complexity. 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.

Office visit for the E/M of an 

established patient.Medical 

decision making of high 

complexity.Usually, the 

presenting problem(s) are of 

moderate to high severity. 

Physicians typically spend 40 

minutes face-to-face with the 

patient and/or family.

99215

REFERENCE CODES

43

44

45

52

53

54

55

56

57

58

59

60

61

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 6 8 0 0

Total Office Visit Time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Other Clinical Activity - specify:

communication (with patient, family members, guardian or 

caretaker, surrogate decision makers, and/or other 

professionals) regarding aspects of care; communication with 

home health agencies and other community services utilized by 

the patient; patient and/or family/caretaker education to support 

self-management, independent living, and activities of daily 

living; assessment and support for treatment regimen 

adherence and medication management; identification of 

available community and health resources; facilitating access to 

care and services needed by the patient and/or family

L042A RN/LPN 45 45 70 70

End: with last office visit before end of global period

MEDICAL SUPPLIES CODE UNIT

pack, minimum multi-specialty visit SA048 pack

pack, E/M visit SA047 pack 1 1 1

EQUIPMENT CODE

table, exam EF023 44 51 44 51

otoscope-ophthalmoscope EQ189 44 51 44 51
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AMA/Specialty Society RVS Update Committee Summary of Recommendations 
 

October 2012 
 

Complex Chronic Care Coordination Services  
 

In response to the July 2011 Notice of Proposed Rulemaking, the CPT Editorial Panel and the AMA/Specialty Society RVS Update Committee 
created the Chronic Care Coordination Workgroup (C3W) to specifically address the Centers for Medicare and Medicaid Services request to 
ensure that care coordination services were described and valued within the Evaluation and Management services.  The C3W requested that CPT 
consider creation of codes to describe transitional care management and monthly complex chronic care coordination services.  In May 2012, the 
CPT Editorial Panel created three new codes to describe complex chronic care coordination services that are patient centered management and 
support services. These services are provided by physicians and, other qualified health care professionals to an individual who resides at home or 
in a domiciliary, rest home or assisted living facility, per calendar month. 
 
Complex chronic care coordination (CCCC) services are provided to patients who typically have multiple co-morbidities and frequently, multiple 
medications requiring ongoing non face-to-face care coordination, the choice of code is driven by the clinical staff time over the period of a 
calendar month. Unlike transitional care management (TCM) services, a recent hospital discharge is not required, but the typical patient has 
several chronic conditions, sees multiple care providers, requires a variety of therapeutic and diagnostic services and has a management plan that 
requires frequent revisions. While the goal of TCM is to prevent re-hospitalization, the goal of CCCC is broader. The goals are to efficiently 
integrate care, maximize the patient’s potential function and well-being and prevent hospitalization.   
 
CPT code 99487 is reported for CCCC when there is no face-to-face visit during the calendar month. CPT Code 99488 is reported for CCCC when 
there is a face-to-face visit during the calendar month. Both CPT codes 99487 and 99488 specify 60 minutes of clinical staff time in the descriptor. 
Lastly, CPT code 99489 is an add-on code for each additional 30 minutes of clinical staff time for non face-to-face CCCC, which is reported with 
either codes 99487 or 99488.  
 
CCCC codes 99487, 99488 and 99489 have an XXX global period. All physician and staff time appear in the intra-service time because any 
services provided during the 30 day service period are, by definition intra-service time. The CPT introductory language specifically describes the 
physician and clinical staff activities included in these services.  
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99487 Complex chronic care coordination services; first hour of clinical staff time directed by a physician or other qualified health care 
professional with no face-to-face visit, per calendar month 
 
The RUC reviewed the survey results from 147 multi-specialty physicians and other qualified health care professionals for CPT code 99487. In 
order to maintain the proper rank order in relation to 99488 (described below), the specialty society indicated and the RUC agreed that the survey 
25th percentile work RVU of 1.00 and 25th percentile time of 26 minutes are more accurate than the median survey results. The 25th percentile time 
also placed this service in the proper ratio compared to the clinical staff time of 60 minutes. The RUC compared 99487 to 99367 Medical team 
conference with interdisciplinary team of health care professionals, patient and/or family not present, 30 minutes or more; participation by 
physician (work RVU = 1.10 and 40 minutes total time) and determined that 99487 is slightly more intense to perform.  The RUC compared 
99487 to GXXXX3 Coordination of care across all of a patient’s healthcare needs, provided in a Tier 3 medical home, per month  (RUC 
Recommended work RVU = 0.35 for 9.2 minutes of service; or a weighted work RVU per minute of .0382) and determined that the work, time 
and intensity are almost identical, therefore computing a work RVU of 1.00. The RUC recommends a work RVU of 1.00 and 26 minutes intra-
service time for CPT code 99487. 
 
99488 Complex chronic care coordination services; first hour of clinical staff time directed by a physician or other qualified health care 
professional with one face-to-face visit, per calendar month 
 
The RUC reviewed the survey results from 147 multi-specialty physicians and other qualified health care professionals for CPT code 99488. The 
RUC agreed with the survey respondents that the Evaluation and Management service that is most similar to the face-to-face portion of the CCCC 
service is 99215 Office or other outpatient visit for the evaluation and management of an established patient (work RVU = 2.11, 35 minutes intra- 
time, 55 minutes total time). CPT Code 99215 is used as a proxy to understand the complexity of the patient receiving the service. The RUC 
understands that the time of the face-to-face portion of this service may be different from that of a typical 99215. The RUC agreed that the survey 
median work RVU of 2.50 and 60 minutes of intra-service time appropriately accounts for the work required to perform this office visit and the 30 
days of complex chronic care coordination services of CPT code 99488. 
 
The RUC compared CPT code 99488 to the key reference service 99350 Home visit for the evaluation and management of an established patient 
(work RVU = 3.28 and 75 minutes intra-service time) and determined that the work and time required to perform the reference service is higher 
due to higher intra-service time. The RUC compared the service to 99496 Transitional Care Management services with high medical decision 
complexity; face-to-face visit within 7 days (RUC recommended work RVU = 3.05 and 60 minutes intra-service time), also reviewed at this 
meeting. The RUC determined that the physician work required to perform 99488 is less intense than 99496 for two reasons: (1) the CCCC codes 
require moderate or highly complex medical decision making, whereas 99496 TCM, 7 days only requires highly complex medical decision making 
and (2) the patient’s condition is well known to the physician due to ongoing CCCC.  In the case of TCM codes, the patient’s condition post-
discharge is not known to the physician, making the patient similar to a new patient. 
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The RUC compared the 60 minutes median intra-service time in relation to the 107 minutes of total clinical staff time and determined that was 
appropriate. The RUC assumed the face-to-face portion of this service requires approximately 35 minutes, the same as 99215, which allows 25 
minutes to perform the non face-to-face care over the calendar month.  
 
To support the median work RVU of 2.50 and intra-service time of 60 minutes, the RUC compared 99488 to the services listed below, which 
require similar work, time and intensity. The relativity between code 99488 and these services is appropriate. The RUC recommends a work 
RVU of 2.50 and 60 minutes of intra-service time for CPT code 99488. 
 
CPT 
Code 

Descriptor Pre-
time 

Intra-
time 

Post-
time 

Work 
RVU 

74262 Computed tomographic (CT) colonography, diagnostic, including image postprocessing; with contrast material(s) 
including non-contrast images, if performed 

5 45 7 2.50 

95954 Pharmacological or physical activation requiring physician attendance during EEG recording of activation phase (eg, 
thiopental activation test) 

5 60 5 2.45 

99326 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires these 3 key 
components 

15 45 17 2.63 

90947 Dialysis procedure other than hemodialysis (eg, peritoneal dialysis, hemofiltration, or other continuous renal 
replacement therapies) requiring repeated physician evaluations, with or without substantial revision of dialysis 
prescription 

10 50 10 2.52 

99488 CCCC services; first hour of clinical staff time one face-to-face visit, per calendar month  60  2.50 
 
 
99489 Complex chronic care coordination services; each additional 30 minutes of clinical staff time directed by a physician or other 
qualified health care professional, per calendar month (List separately in addition to code for primary procedure) 
 
The RUC reviewed the survey results from 147 multi-specialty physicians and other qualified health care professionals for CPT code 99489. In 
order to maintain the proper rank order in relation to 99487, the specialty society indicated, and the RUC agreed, that 99489 is half of the 
physician work and time. A work RVU of 0.50 and 13 minutes intra-service time place this service in the proper ratio compared to the clinical 
staff time of 30 minutes. The RUC compared 99489 to GXXXX3 Coordination of care across all of a patient’s healthcare needs, provided in a 
Tier 3 medical home, per month  (RUC Recommended work RVU = 0.35 for 9.2 minutes of service; or a weighted work RVU per minute of 
.0382) and determined that the work, time and intensity are almost identical, therefore computing a work RVU of 0.50. The RUC also compared 
99489 to 99212 Office or other outpatient visit for the evaluation and management of an established patient (work RVU = 0.48 and 10 minutes 
intra-service time) and determined that the work, time and intensity maintain the appropriate relativity. The RUC recommends a work RVU of 
0.50 and 13 minutes intra-service time for CPT code 99489. 
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2013 Utilization Estimates: 
The specialty societies indicated that the estimated utilization for these services will be approximately 9 million per year, representing 10% of all 
moderate to high complexity established office visits (99214 and 99215).  The specialties also estimate that 55% of the CCCC services will be 
managed without a face-to-face visit using the code 99487.  The estimates are projected to be: CPT code 99487 = 5,003,744, code 99488 = 
3,730,064, and code 99489 = 363,909.  It is estimated that fewer than 5% of patients will require in excess of 60 minutes of nurse manager non 
face-to-face time in one calendar month.  The attached spreadsheet explains the methodology used by the specialty societies to arrive at these 
assumptions. 
 
New Technology/New Services List: 
The specialty society requests and the RUC agrees that CPT codes 99487, 99488, 99489 should be added to the new technology/new services list. 
 
Practice Expense: 
The RUC reviewed the direct practice expense inputs and accepted the changes as modified by the Practice Expense Subcommittee.  Specifically, 
any duplication between the clinical staff pre and post service time of the Evaluation/Management Service and the care coordination time was 
removed from the recommendations.  The RUC also understands that electronic medical record systems are considered to be indirect costs and, 
therefore, these costs are not included in the direct cost recommendations. 
 
Complex Chronic Care Coordination Services 
Complex chronic care coordination services are patient centered management and support services provided by physicians, other qualified health care professionals and 
clinical staff to an individual who resides at home or in a domiciliary, rest home or assisted living facility. These services typically involve clinical staff implementing a 
care plan directed by the physician or other qualified health care professional. These services address the coordination of care by multiple disciplines and community 
service agencies. The reporting individual provides or oversees the management and/or coordination of services, as needed, for all medical conditions, psychosocial 
needs and activities of daily living. 
 
Patients who require complex chronic care coordination services may be identified by algorithms that utilize reported conditions and services (eg, predictive modeling 
risk score or repeat admissions or emergency department use) or by clinician judgment. Typical patients have 1 or more chronic continuous or episodic health conditions 
expected to last at least 12 months, or until the death of the patient, that place the patient at significant risk of death, acute exacerbation/decompensation or functional 
decline. Because of the complex nature of their diseases and morbidities, these patients commonly require the coordination of a number of specialties and services. 
Patients may have medical and psychiatric behavioral co-morbidities (eg, dementia and chronic obstructive pulmonary disease or substance abuse and diabetes) that 
complicate their care. Social support weaknesses or access to care difficulties may cause a need for these services. Medical, functional, and/or psychosocial problems 
that require medical decision making of moderate or high complexity and extensive clinical staff support are expected. Medical decision making as defined in the 
Evaluation and Management (E/M) guidelines is not only applied to the face-to-face services, but is determined by the nature of the problems addressed by the reporting 
individual during the month. A plan of care should be documented and shared with the patient and/or caregiver. 
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Codes 99487-99489 are reported only once per calendar month and include all non-face-to-face complex chronic care coordination services and none or 1 face-to-face 
office or other outpatient, home, or domiciliary visit. Codes 99487-99489 may only be reported by the single physician or other qualified health care professional who 
assumes the care coordination role with a particular patient for the calendar month.  
 
Code selection is as follows: 
 
99487 is reported when, during the calendar month, there is no face-to-face visit with the physician or other qualified health care professional and at least 31 minutes of 
clinical staff time is spent in care coordination activities. Code 99488 is reported when, during the calendar month, there is a face-to-face visit with the physician or other 
qualified health care professional and at least 31 minutes of clinical staff time is spent in care coordination activities.  
 
The face-to-face and non-face-to-face time spent by the clinical staff in communicating with the patient and/or family, caregivers, other professionals and agencies; 
revising, documenting and implementing the care plan; or teaching self management is used in determining the complex  chronic care coordination clinical staff time for 
the month. Note: Do not count any clinical staff time on the date of the first visit or on a day when the physician or qualified health care professional reports an E/M 
service (office or other outpatient services 99211-99215, domiciliary, rest home services 99334-99337, home services 99347-99350).  
Care coordination activities performed by clinical staff may include: 

• communication (with patient, family members, guardian or caretaker, surrogate decision makers, and/or other professionals) regarding aspects of care;  
• communication with home health agencies and other community services utilized by the patient; 
• collection of health outcomes data and registry documentation;  
• patient and/or family/caretaker education to support self-management, independent living, and activities of daily living;  
• assessment and support for treatment regimen adherence and medication management;  
• identification of available community and health resources;  
• facilitating access to care and services needed by the patient and/or family;  
• development and maintenance of a comprehensive care plan. 
 

If a face-to-face visit was provided during the month by the physician or other qualified health care professional, report 99488. Additional E/M services beyond the first 
visit may be reported separately by the same physician or other qualified health care professional during the same calendar month. Complex care coordination services 
include care plan oversight services (99339, 99340, 99374-99378), prolonged services without direct patient contact (99358, 99359), anticoagulant management (99363, 
99364), medical team conferences (99366-99368), education and training (98960-98962, 99071, 99078), telephone services (98966-98968, 99441-99443), on-line 
medical evaluation (98969, 99444), preparation of special reports (99080), analysis of data (99090, 99091), transitional care management services (99495, 99496), 
medication therapy management services (99605-99607), and if performed, these services may not be reported separately during the month for which 99487-99489 are 
reported. All other services may be reported. Do not report 99487-99489 if reporting ESRD services (90951-90970) during the same month. If the complex chronic care 
coordination services are performed within the postoperative period of a reported surgery, the same individual may not report 99487-99489. 
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Complex chronic care coordination can be reported in any calendar month during which the clinical staff time requirements are met. If care coordination resumes after a 
discharge during a new month, start a new period or report transitional care management services (99495, 99496) as appropriate. If discharge occurs in the same month, 
continue the reporting period or report transitional care management services. Do not report 99487-99489 for any post-discharge complex chronic care coordination 
services for any days within 30 days of discharge, if reporting 99495, 99496.  
 

Total Duration of  
Staff Care Coordination                             Code(s) 
Services   

Less than 30 minutes Not reported separately 

31 to 74 minutes 

(31 minutes-1 hr. 14 min) 

99487 or 99488 X 1 

75-104 minutes 

(1 hr. 15 min- 1 hr. 44 min) 

99487 or 99488 X 1 and 99489 X 1 

 

105 minutes or more 

(1 hr. 45 min. or more) 

99487 or 99488 X 1 and 

99489 X 2 or more for each additional 30 minutes 
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CPT Code 
(•New) 

Tracking 
Number 

CPT Descriptor Global 
Period 

Work RVU 
Recommend-

ation 
●99487 F1 Complex chronic care coordination services; first hour of clinical staff time directed by a physician 

or other qualified health care professional with no face-to-face visit, per calendar month 
 

XXX 1.00 

●99488 F2 first hour of clinical staff time directed by a physician or other qualified health care 
professional with one face-to-face visit, per calendar month 

 

XXX 2.50 

●99489 F3 each additional 30 minutes of clinical staff time directed by a physician or other 
qualified health care professional, per calendar month (List separately in addition to 
code for primary procedure) 

(Report 99489 in conjunction with 99487, 99488) 

(Do not report 99487-99489 during the same month with 90951-90970, 98960-98962, 
98966-98969, 99071, 99078, 99080, 99090, 99091, 99339, 99340, 99358, 99359, 
99363, 99364, 99366-99368, 99374-99378, 99441-99444,  99495, 99496, 99605-99607) 

 

ZZZ 0.50 
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:99487 Tracking Number   F1                   Original Specialty Recommended RVU: 1.50  
                        Presented Recommended RVU: 1.00  
Global Period: XXX                                       RUC Recommended RVU: 1.00 
 
CPT Descriptor:  
Complex chronic care coordination services; first hour of clinical staff time directed by a physician or other qualified health 
care professional with no face-to-face visit, per calendar month 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  
Typical Patient (99487) (Child) 
A 6-year-old child with spastic quadriplegia, gastrostomy, gastroesophageal reflux with recurrent bouts of aspiration 
pneumonia and reactive airway disease, chronic seizure disorder, failure to thrive and severe neurodevelopment delay. He 
receives home occupational, physical and speech therapy services. 
Typical patient (99487) (Adult) 
An 83-year-old woman with congestive heart failure and early cognitive dysfunction, who has been hospitalized twice in 
the prior 12 months, is becoming increasingly confused and refuses an office visit.  She has a certified nursing assistant 
supervised by a home care agency, participates in a remote weight and vital signs monitoring program and sees a 
cardiologist and neurologist.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 88% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work:       
 
Description of Intra-Service Work:  
Complex chronic care coordination services are patient centered management and support services provided by physicians, 
other qualified health care professionals and clinical staff to an individual who resides at home or in a domiciliary, rest 
home or assisted living facility. These services typically involve clinical staff implementing a care plan directed by the 
physician or other qualified health care professional. These services address the coordination of care by multiple disciplines 
and community service agencies. The reporting individual provides or oversees the management and/or coordination of 
services, as needed, for all medical conditions, psychosocial needs and activities of daily living.  
Patients who require complex chronic care coordination services may be identified by algorithms that utilize reported 
conditions and services (eg, predictive modeling risk score or repeat admissions or emergency department use) or by 
clinician judgment. Typical patients have 1 or more chronic continuous or episodic health conditions expected to last at 
least 12 months, or until the death of the patient, that place the patient at significant risk of death, acute 
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exacerbation/decompensation or functional decline. Because of the complex nature of their diseases and morbidities, these 
patients commonly require the coordination of a number of specialties and services. Patients may have medical and 
psychiatric behavioral co-morbidities (eg, dementia and chronic obstructive pulmonary disease or substance abuse and 
diabetes) that complicate their care. Social support weaknesses or access to care difficulties may cause a need for these 
services. Medical, functional, and/or psychosocial problems that require medical decision making of moderate or high 
complexity and extensive clinical staff support are expected. Medical decision making as defined in the Evaluation and 
Management (E/M) guidelines is not only applied to the face-to-face services, but is determined by the nature of the 
problems addressed by the reporting individual during the month. A plan of care should be documented and shared with the 
patient and/or caregiver. 
 
Description of Post-Service Work:       
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Robert Zorowitz, MD (AGS), Thomas Weida (AAFP), Mary Newman, MD (ACP), Eileen 
Carlson, RN, JD (ANA), Steven Krug, MD (AAP) and Joel Brill, MD (AGA).  

Specialty(s): 

American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), 
American Academy of Neurology (AAN), American Thoracic Society (ATS), American 
Association of Clinical Endocrinologists (AACE), American College of Rheumatology 
(ACR), American College of Physicians ( ACP), American Osteopathic Association 
(AOA), American College of Chest Physicians (ACCP), American Academy of Family 
Physicians (AAFP), American Nursing Association (ANA), American Academy of 
Physician Assistants (AAPA), American Gastroenterological Association (AGA), The 
Endocrine Society (TES) and the American Society of Gastrointestinal Endoscopy 
(ASGE). 

CPT Code: 99487 

Sample Size: 8896 Resp N: 
    147 Response:   1.6 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 0.00 10.00 35.00 3000.00 

Survey RVW: 0.00 1.00 1.50 2.00 25.00 
Pre-Service Evaluation Time:   0.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 0.00 26.00 45.00 60.00 600.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 99487 Recommended Physician Work RVU:  1.00 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 26.00 

Immediate Post Service-Time: 0.00  

Post Operative Visits Total Min** CPT Code  and  Number of Visits 
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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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
99374      XXX        1.10                         RUC Time 
 
CPT Descriptor Physician supervision of a patient under care of home health agency (patient not present) in home, 
domiciliary or equivalent environment (eg, Alzheimer's facility) 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 related laboratory and other studies, communication (including telephone calls) for purposes of assessment or 
care decisions with health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or 
key caregiver(s) involved in patient's care, integration of new information into the medical treatment plan and/or 
adjustment of medical therapy, within a calendar month; 15-29 minutes. 
  
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     
99214      XXX    1.50  CMS Time File                            81,311,416 
CPT Descriptor 1 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. 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
                                                                                                      
 
CPT Descriptor 2       
  
Other Reference CPT Code Global    Work RVU            Time Source 
93281      XXX     0.90                        RUC Time 
 
CPT Descriptor Programming device evaluation (in person) with iterative adjustment of the implantable device to test the 
function of the device and select optimal permanent programmed values with physician analysis, review and report; 
multiple lead pacemaker system 
 
  
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.   
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Number of respondents who choose Key Reference Code:   38          % of respondents: 25.8  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
99487 

Key Reference 
CPT Code:   

99374 

Source of Time 
RUC Time 

Median Pre-Service Time 0.00 5.00 
   
Median Intra-Service Time 26.00 20.00 
   
Median Immediate Post-service Time 0.00 9.00 

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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 26.00 34.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.66 3.63 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.00 3.79 

   
Urgency of medical decision making 3.34 3.42 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.24 3.26 

Physical effort required 3.00 3.13 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.79 3.76 

Outcome depends on the skill and judgment of physician 3.92 3.76 

Estimated risk of malpractice suit with poor outcome 3.37 3.41 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity             
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Intra-Service intensity/complexity 3.61 3.55 

Post-Service intensity/complexity             

 
  
 
Additional Rationale and Comments 
 
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.     
Complex Chronic Care Coordination Codes (CCCC) 
 
There were 147 responses to the survey request. The following societies participated in distributing the survey; American Geriatrics 
Society (AGS), American Academy of Pediatrics (AAP), American College of Cardiologists (ACC), American Academy of Family 
Physicians (AAFP), American Academy of Neurology (AAN), American Thoracic Society (ATS), American Association of Clinical 
Endocrinologists (AACE), American College of Rheumatology (ACR), American College of Physicians (ACP), American 
Osteopathic Association (AOA), American College of Chest Physicians (ACCP), American Association of Nurse Practitioners 
(AANP), American Nursing Association (ANA), American Gastroenterological Association (AGA), The Endocrine Society (TES) 
and the American Society of Gastrointestinal Endoscopy (ASGE). These societies represent, physicians including MDs and DOs, 
physician assistants and nurse practitioners. The summary tables included contain total, as well as, breakout survey results. The 
survey tools were modified adding emphasis for clarifying time in terms of clinical staff and physician time; the modified survey 
tool was approved by the research subcommittee. 
 
Background 
 
A multi-specialty and multi-discipline expert panel (“panel”) reviewed the surveys and developed the following rationale for the 
recommended work values for the Transitional Care Management (TCM) and complex chronic care coordination (CCCC) codes. 
 
The TCM and CCCC codes are conceptually new services and have not previously been surveyed.  These are services provided to 
patients with multiple conditions who require coordination of care that is provided by clinical staff under the supervision of a 
physician, as well as care provided directly by the physician.  The care is predominantly non-face-to-face (NFTF) but, in some cases, 
also includes face-to-face (FTF) care.  The panel kept in mind that any FTF visit included in these services was not a traditional E/M 
service and that the E/M documentations guidelines for history, physical and medical decision making would not apply.  As an 
example, a FTF visit included in a TCM or CCCC service might consist largely of evaluating functional and cognitive status, 
adverse reactions to medications, medication reconciliation and education rather than performing a traditional history or physical 
exam.   
 
The panel also kept in mind that the TCM and CCCC codes do not include physician or clinical staff time or work performed for 
unrelated activities.  For example, NFTF and FTF care provided for an acute respiratory infection or abdominal pain that occurs 
during the month a TCM or CCCC code is reported are not included in the TCM or CCCC code and are reported separately. 
 
There is one major difference between the CCCC and TCM codes - the reporting criteria for the CCCC codes are based on clinical 
staff time - not physician time.  Therefore, the CCCC codes should only be billed for the most complex patients who require a case 
manager to coordinate care for all the patient’s medical problems.  Codes 99487 and 99489 do not include any FTF services. If a 
patient is seen during a calendar month when the code can be reported (i.e., sufficient clinical staff time is spent on NFTF care), then 
99488 is reported.  Most of the physician work for 99487 and 99489 is spent in supervising clinical staff, although some may be for 
direct patient care. 
 
Similar to the TCM codes, all physician time in the CCCC codes is considered intraservice time, because it includes all time spent in 
a calendar month. 
 
The panel also noted that the respondents have never valued codes that involve care coordination and oversight of staff services that 
are essential components to these types of care.  Because of this, and as described in more detail below, the expert panel believes the 
surveys are flawed in some aspects.  First, respondents had to estimate both physician time and staff time for each TCM and CCCC 
service.  Even though many respondents reported that they provide these services, it appeared that they did not properly account for 
the amount of clinical staff time required for each service and that they did not account for all of the physician time or work involved 
in NFTF supervision.   
 
Reference Services 
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For 99487, the key reference services were codes: 
 

• 99374, Physician supervision of a patient under care of home health agency (patient not present) in home, domiciliary or 
equivalent environment (eg, Alzheimer's facility) 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 related 
laboratory and other studies, communication (including telephone calls) for purposes of assessment or care decisions with 
health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information into the medical treatment plan and/or adjustment of medical 
therapy, within a calendar month; 15-29 minutes with a work RVU of 1.1 and total time of 34 minutes (5/20/9) and  

• 99214 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 with a work RVU of 1.5 and total time of 
40 minutes (5/25/10).   

 
The survey median RVU for 99487 was 1.50 with a total time of 45 minutes and with a survey 25th percentile work 1.00 and total 
time 26 minutes. 
 
For 99489, the key reference services were code 99367 Medical team conference with interdisciplinary team of health care 
professionals, patient and/or family not present, 30 minutes or more with an RVU of 1.10 and total time of 40 minutes (5/30/5) and 
code 99214 with a work RVU of 1.50 and total time of 40 minutes (5/25/10).  The survey median RVU for 99489 was 1.10 with a 
total time of 30 minutes. 
 
For 99488, which include a FTF visit, the key reference service was code 99350, Home visit for the evaluation and management of 
an established patient, which requires at least 2 of these 3 key components: A comprehensive interval history; A comprehensive 
examination; Medical decision making of moderate to 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 presenting 
problem(s) are of moderate to high severity. The patient may be unstable or may have developed a significant new problem 
requiring immediate physician attention. Physicians typically spend 60 minutes face-to-face with the patient and/or family with an 
RVU of 3.28 and total time of 110 minutes (15/75/20).   
 
The FTF service chosen as most similar to the FTF service included in 99488 was code 99215 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 comprehensive history; 
A comprehensive 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 
presenting problem(s) are of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or 
family with an RVU of 2.11 and total time of 65 minutes (15/35/15).  
 
The survey median RVU for 99488 was 2.50 with a total time of 60 minutes. 
 
Recommendation and Rationale 
 
The expert panel determined that the first service to value in this family was 99488, so it could be placed in the proper rank order 
with the TCM codes, both of which also have FTF visits included.  Once this was accomplished, then 99487 and 99489 could be 
valued relative to 99488.   
Our expert panel reviewed the data and tried to place 99488 into proper rank order with the two TCM codes just reviewed.  
However, this was difficult to do because the survey median physician time for 99488 of 60 minutes was only 5 minutes more than 
the total time of 99215, the E/M selected as most like the face to face portion of 99488 - seemingly leaving little time for non face to 
face supervision of the clinical staff.  Moreover, the total time was identical to the total median survey time for 99496 which had a 
median RVU of 3.05.  In addition, our expert panel believed that the respondents overestimated physician time and work for the two 
non face to face codes.  
After much discussion, we are making the recommendations contained in the attachments.  For 99488, we are recommending the 
survey median physician time and work.  The recommended physician time of 60 minutes places it in proper ratio with the total 
clinical staff time of 107 minutes.  Even if the face to face portion of 99488 takes 35 minutes, the same as 99215, that still leaves 25 
minutes for non-face to face care over the calendar month.   
With respect to the physician work, we believe the service is less intense than 99496 for two reasons: (1) the CCCC codes require 
moderate OR highly complex medical decision making, whereas 99496 only requires highly complex medical decision making and 
(2) because the patient’s condition is well known to the physician due to ongoing CCCC.  In the case of TCM codes, the patient’s 
condition post-discharge is not known to the physician, making the patient similar to a new patient. 
In order to maintain proper rank order, for 99487, the survey 25th percentiles for time and physician work - 26 minutes and 1.0 
RVUs are a more accurate estimate than the medians and result in the proper ratio of physician to clinical staff time of 26/60.  In 
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order to maintain these ratios, the physician time for 99489 should be 13 minutes - for a ratio of 13/30 and the physician work for 
99489 should be 0.5 RVUS which is half the amount for 99487.   
The most pertinent comparison services for 99487 are codes: 
CPT Description wRVU Total Time 

(Pre/intra/post) 
99374 Physician supervision of a patient under care of home 

health agency (patient not present) in home, domiciliary 
or equivalent environment (eg, Alzheimer's facility) 
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 related laboratory and other studies, 
communication (including telephone calls) for purposes of 
assessment or care decisions with health care 
professional(s), family member(s), surrogate decision 
maker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information 
into the medical treatment plan and/or adjustment of 
medical therapy, within a calendar month; 15-29 minutes 

1.10 34 minutes 
(5/20/9) 

99367 Medical team conference with interdisciplinary team of 
health care professionals, patient and/or family not 
present, 30 minutes or more; participation by physician 

1.10 40 minutes 
(5/30/5) 

GXXXX3 Medical Home Project Tier 3 (times 3) 1.05 27.6 minutes 
(all Intra-time) 

93281 Programming device evaluation (in person) with iterative 
adjustment of the implantable device to test the function of 
the device and select optimal permanent programmed 
values with physician analysis, review and report; multiple 
lead pacemaker system 

0.90 30 minutes 
(5/20/5) 

76813 Ultrasound, pregnant uterus, real time with image 
documentation, first trimester fetal nuchal translucency 
measurement, transabdominal or transvaginal approach; 
single or first gestation 

1.18 35 minutes 
(5/20/10) 

 
 
99487 CCCC, first hour CST, no F2F visit  
 
In summary, the expert panel recommends the 25th percentile survey work RVU of 1.00 and 25th service survey time totaling 26 
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.) 
 

 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.        
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FREQUENCY INFORMATION 
 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) The CCCC codes are conceptually new services, see attached spreadsheet for details. 
 
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 Internal Medicine   How often?  Commonly  
 
Specialty Family Practice   How often?  Commonly 
 
Specialty Geriatrics   How often?  Commonly 
 
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.  We estimated that less than 10 percent of the 99214 and 99215 visits might qualify 
to bill the service, second we estimated that even if the service qualified, 50 percent of less might actually receive the 
service. We then split that total amoung the three codes assuming the 99487 would have slightly more volume than the 
99488 code and much less common would a provider qualify to bill the 99489. 
 
Specialty Internal Medicine  Frequency 0  Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0   Percentage  0.00 % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
5,003,744  If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. For Medicare we assume 1/3 of the total population.  
 
Specialty Internal Medicine  Frequency 0   Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  99374 
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Additional Information 

Yes or 
No 

Patient 
comes in 
for office 
visit(s) 

Patient is 
admitted 

to the 
hospital 

Perform work 
without code 

to report 
services 

Time is paid 
for as a 
medical 
director 

Other (please specify) 

Yes or 
No 

If Survey Participant Answered 0 (zero) for any one of the three CCCC codes, they were also asked 
additional information for clarification. 

Those that answered (0) Zero to 
performance rate    

 Response Percentage 
   

Yes 51 37%    
No  87 63%    

Total 138 100%    
 Additional Information Services 

 

Tell us 
more: 

Patient 
Comes In 

Patient 
Admitted 

No Code To 
Report Paid as Med Director 

 
Response 33  15 49  8  
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 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:99488 Tracking Number   F2                   Original Specialty Recommended RVU: 3.15  
                        Presented Recommended RVU: 2.50  
Global Period: XXX                                       RUC Recommended RVU: 2.50 
 
CPT Descriptor: Complex chronic care coordination services; first hour of clinical staff time directed by a physician or 
other qualified health care professional with one face-to-face visit, per calendar month 
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  
Typical Patient (99488) (Child) 
A 12-year-old child has severe atopic disease and recurrent asthma, which has led to multiple emergency department visits, 
hospital admissions, lost school days and behavioral adjustment reactions. 
Typical patient (99488) (Adult) 
A 92-year-old man living an assisted living facility with Parkinson’s disease, mild dementia, depression and diabetes 
mellitus continues to lose weight and remains withdrawn. The patient’s family resides out of state and an attendant sees the 
patient for 3 hours daily. 
 
Percentage of Survey Respondents who found Vignette to be Typical: 91% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work:       
 
Description of Intra-Service Work:  
Complex chronic care coordination services are patient centered management and support services provided by physicians, 
other qualified health care professionals and clinical staff to an individual who resides at home or in a domiciliary, rest 
home or assisted living facility. These services typically involve clinical staff implementing a care plan directed by the 
physician or other qualified health care professional. These services address the coordination of care by multiple disciplines 
and community service agencies. The reporting individual provides or oversees the management and/or coordination of 
services, as needed, for all medical conditions, psychosocial needs and activities of daily living.  
Patients who require complex chronic care coordination services may be identified by algorithms that utilize reported 
conditions and services (eg, predictive modeling risk score or repeat admissions or emergency department use) or by 
clinician judgment. Typical patients have 1 or more chronic continuous or episodic health conditions expected to last at 
least 12 months, or until the death of the patient, that place the patient at significant risk of death, acute 
exacerbation/decompensation or functional decline. Because of the complex nature of their diseases and morbidities, these 
patients commonly require the coordination of a number of specialties and services. Patients may have medical and 
psychiatric behavioral co-morbidities (eg, dementia and chronic obstructive pulmonary disease or substance abuse and 
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diabetes) that complicate their care. Social support weaknesses or access to care difficulties may cause a need for these 
services. Medical, functional, and/or psychosocial problems that require medical decision making of moderate or high 
complexity and extensive clinical staff support are expected. Medical decision making as defined in the Evaluation and 
Management (E/M) guidelines is not only applied to the face-to-face services, but is determined by the nature of the 
problems addressed by the reporting individual during the month. A plan of care should be documented and shared with the 
patient and/or caregiver 
 
Description of Post-Service Work:       
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Robert Zorowitz, MD (AGS), Thomas Weida (AAFP), Mary Newman, MD (ACP), Eileen 
Carlson, RN, JD (ANA), Steven Krug, MD (AAP) and Joel Brill, MD (AGA). 

Specialty(s): 

American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), 
American Academy of Neurology (AAN), American Thoracic Society (ATS), American 
Association of Clinical Endocrinologists (AACE), American College of Rheumatology 
(ACR), American College of Physicians ( ACP), American Osteopathic Association 
(AOA), American College of Chest Physicians (ACCP), American Academy of Family 
Physicians (AAFP), American Nursing Association (ANA), American Academy of 
Physician Assistants (AAPA), American Gastroenterological Association (AGA), The 
Endocrine Society (TES) and the American Society of Gastrointestinal Endoscopy 
(ASGE). 

CPT Code: 99488 

Sample Size: 8896 Resp N: 
    147 Response:   1.6 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 1.00 15.00 50.00 1000.00 

Survey RVW: 0.00 1.50 2.50 3.50 30.00 
Pre-Service Evaluation Time:   0.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 0.00 40.00 60.00 90.00 800.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         XXX Global Code  
   
CPT Code: 99488 Recommended Physician Work RVU:  2.50 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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 
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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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
99350      XXX        3.28                         RUC Time 
 
CPT Descriptor Home visit for the evaluation and management of an established patient, which requires at least 2 of these 
3 key components: A comprehensive interval history; A comprehensive examination; Medical decision making of 
moderate to 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 presenting problem(s) are 
of moderate to high severity. The patient may be unstable or may have developed a significant new problem requiring 
immediate physician attention. Physicians typically spend 60 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     
99215      XXX    2.11  CMS Time File                            9,665,755 
CPT Descriptor 1 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 comprehensive history; A comprehensive 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 presenting problem(s) are 
of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or family.      
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
                                                                                                      
 
CPT Descriptor 2       
  
Other Reference CPT Code Global    Work RVU            Time Source 
74262      XXX     2.50                        RUC Time 
 
CPT Descriptor Computed tomographic (CT) colonography, diagnostic, including image postprocessing; with contrast 
material(s) including non-contrast images, if performed 
 
  
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:   29          % of respondents: 19.7  % 
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TIME ESTIMATES (Median)  

CPT Code:    
99488 

Key Reference 
CPT Code:   

99350 

Source of Time 
RUC Time 

Median Pre-Service Time 0.00 15.00 
   
Median Intra-Service Time 60.00 75.00 
   
Median Immediate Post-service Time 0.00 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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 60.00 110.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

4.41 4.21 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

4.55 4.34 

   
Urgency of medical decision making 3.93 3.93 

Technical Skill/Physical Effort (Mean)   

Technical skill required 4.07 3.86 

Physical effort required 3.69 3.75 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 4.41 4.24 

Outcome depends on the skill and judgment of physician 4.41 4.34 

Estimated risk of malpractice suit with poor outcome 3.83 3.69 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity             
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Intra-Service intensity/complexity 4.52 4.38 

Post-Service intensity/complexity             

 
  
 
Additional Rationale and Comments 
 
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.     
Complex Chronic Care Coordination Codes (CCCC) 
 
There were 147 responses to the survey request. The following societies participated in distributing the survey; American Geriatrics 
Society (AGS), American Academy of Pediatrics (AAP), American College of Cardiologists (ACC), American Academy of Family 
Physicians (AAFP), American Academy of Neurology (AAN), American Thoracic Society (ATS), American Association of Clinical 
Endocrinologists (AACE), American College of Rheumatology (ACR), American College of Physicians (ACP), American 
Osteopathic Association (AOA), American College of Chest Physicians (ACCP), American Association of Nurse Practitioners 
(AANP), American Nursing Association (ANA), American Gastroenterological Association (AGA), The Endocrine Society (TES) 
and the American Society of Gastrointestinal Endoscopy (ASGE). These societies represent, physicians including MDs and DOs, 
physician assistants and nurse practitioners. The summary tables included contain total, as well as, breakout survey results. The 
survey tools were modified adding emphasis for clarifying time in terms of clinical staff and physician time; the modified survey 
tool was approved by the research subcommittee. 
 
Background 
 
A multi-specialty and multi-discipline expert panel (“panel”) reviewed the surveys and developed the following rationale for the 
recommended work values for the Transitional Care Management (TCM) and complex chronic care coordination (CCCC) codes. 
 
The TCM and CCCC codes are conceptually new services and have not previously been surveyed.  These are services provided to 
patients with multiple conditions who require coordination of care that is provided by clinical staff under the supervision of a 
physician, as well as care provided directly by the physician.  The care is predominantly non-face-to-face (NFTF) but, in some cases, 
also includes face-to-face (FTF) care.  The panel kept in mind that any FTF visit included in these services was not a traditional E/M 
service and that the E/M documentations guidelines for history, physical and medical decision making would not apply.  As an 
example, a FTF visit included in a TCM or CCCC service might consist largely of evaluating functional and cognitive status, 
adverse reactions to medications, medication reconciliation and education rather than performing a traditional history or physical 
exam.   
 
The panel also kept in mind that the TCM and CCCC codes do not include physician or clinical staff time or work performed for 
unrelated activities.  For example, NFTF and FTF care provided for an acute respiratory infection or abdominal pain that occurs 
during the month a TCM or CCCC code is reported are not included in the TCM or CCCC code and are reported separately. 
 
There is one major difference between the CCCC and TCM codes - the reporting criteria for the CCCC codes are based on clinical 
staff time - not physician time.  Therefore, the CCCC codes should only be billed for the most complex patients who require a case 
manager to coordinate care for all the patient’s medical problems.  Codes 99487 and 99489 do not include any FTF services. If a 
patient is seen during a calendar month when the code can be reported (i.e., sufficient clinical staff time is spent on NFTF care), then 
99488 is reported.  Most of the physician work for 99487 and 99489 is spent in supervising clinical staff, although some may be for 
direct patient care. 
 
Similar to the TCM codes, all physician time in the CCCC codes is considered intraservice time, because it includes all time spent in 
a calendar month. 
 
The panel also noted that the respondents have never valued codes that involve care coordination and oversight of staff services that 
are essential components to these types of care.  Because of this, and as described in more detail below, the expert panel believes the 
surveys are flawed in some aspects.  First, respondents had to estimate both physician time and staff time for each TCM and CCCC 
service.  Even though many respondents reported that they provide these services, it appeared that they did not properly account for 
the amount of clinical staff time required for each service and that they did not account for all of the physician time or work involved 
in NFTF supervision.   
 
Reference Services 



                                                                                                                                                  CPT Code: 99488 
 
For 99487, the key reference services were codes: 
 

• 99374, Physician supervision of a patient under care of home health agency (patient not present) in home, domiciliary or 
equivalent environment (eg, Alzheimer's facility) 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 related 
laboratory and other studies, communication (including telephone calls) for purposes of assessment or care decisions with 
health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information into the medical treatment plan and/or adjustment of medical 
therapy, within a calendar month; 15-29 minutes with a work RVU of 1.1 and total time of 34 minutes (5/20/9) and  

• 99214 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 with a work RVU of 1.5 and total time of 
40 minutes (5/25/10).   

 
The survey median RVU for 99487 was 1.50 with a total time of 45 minutes and with a survey 25th percentile work 1.00 and total 
time 26 minutes. 
 
For 99489, the key reference services were code 99367 Medical team conference with interdisciplinary team of health care 
professionals, patient and/or family not present, 30 minutes or more with an RVU of 1.10 and total time of 40 minutes (5/30/5) and 
code 99214 with a work RVU of 1.50 and total time of 40 minutes (5/25/10).  The survey median RVU for 99489 was 1.10 with a 
total time of 30 minutes. 
 
For 99488, which include a FTF visit, the key reference service was code 99350, Home visit for the evaluation and management of 
an established patient, which requires at least 2 of these 3 key components: A comprehensive interval history; A comprehensive 
examination; Medical decision making of moderate to 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 presenting 
problem(s) are of moderate to high severity. The patient may be unstable or may have developed a significant new problem 
requiring immediate physician attention. Physicians typically spend 60 minutes face-to-face with the patient and/or family with an 
RVU of 3.28 and total time of 110 minutes (15/75/20).   
 
The FTF service chosen as most similar to the FTF service included in 99488 was code 99215 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 comprehensive history; 
A comprehensive 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 
presenting problem(s) are of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or 
family with an RVU of 2.11 and total time of 65 minutes (15/35/15).  
 
Recommendation and Rationale 
 
The expert panel determined that the first service to value in this family was 99488, so it could be placed in the proper rank order 
with the TCM codes, both of which also have FTF visits included.  Once this was accomplished, then 99487 and 99489 could be 
valued relative to 99488.   
Our expert panel reviewed the data and tried to place 99488 into proper rank order with the two TCM codes just reviewed.  
However, this was difficult to do because the survey median physician time for 99488 of 60 minutes was only 5 minutes more than 
the total time of 99215, the E/M selected as most like the face to face portion of 99488 - seemingly leaving little time for non-face to 
face supervision of the clinical staff.  Moreover, the total time was identical to the total median survey time for 99496 which had a 
median RVU of 3.05.  In addition, our expert panel believed that the respondents overestimated physician time and work for the two 
non-faces to face codes.  
After much discussion, we are making the recommendations contained in the attachments.  For 99488, we are recommending the 
survey median physician time and work.  The recommended physician time of 60 minutes places it in proper ratio with the total 
clinical staff time of 107 minutes.  Even if the face to face portion of 99488 takes 35 minutes, the same as 99215, that still leaves 25 
minutes for non-face to face care over the calendar month.   
With respect to the physician work, we believe the service is less intense than 99496 for two reasons: (1) the CCCC codes require 
moderate OR highly complex medical decision making, whereas 99496 only requires highly complex medical decision making and 
(2) because the patient’s condition is well known to the physician due to ongoing CCCC.  In the case of TCM codes, the patient’s 
condition post-discharge is not known to the physician, making the patient similar to a new patient. 
In order to maintain proper rank order, for 99487, the survey 25th percentiles for time and physician work - 26 minutes and 1.0 
RVUs are a more accurate estimate than the medians and result in the proper ratio of physician to clinical staff time of 26/60.  In 
order to maintain these ratios, the physician time for 99489 should be 13 minutes - for a ratio of 13/30 and the physician work for 
99489 should be 0.5 RVUS which is half the amount for 99487.   
The most pertinent comparison services for 99488 are codes: 
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CPT Description wRVU Total Time 

(Pre/intra/post) 
74262 Computed tomographic (CT) colonography, diagnostic, 

including image postprocessing; with contrast material(s) 
including non-contrast images, if performed 

2.50 57 minutes 
(5/45/7 minutes) 

95954 Pharmacological or physical activation requiring 
physician attendance during EEG recording of activation 
phase (eg, thiopental activation test) 

2.45 70 minutes 
(5/60/5) 

99326 Domiciliary or rest home visit for the evaluation and 
management of a new patient, which requires these 3 key 
components: A detailed history; A detailed examination; 
and 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 
with the patient and/or family or caregiver. 

2.63 77 minutes 
(15/45/17) 

90947 Dialysis procedure other than hemodialysis (eg, peritoneal 
dialysis, hemofiltration, or other continuous renal 
replacement therapies) requiring repeated physician 
evaluations, with or without substantial revision of dialysis 
prescription 

2.52 70 minutes 
(10/50/10) 

 
 
99488 CCCC, first hour CST, with (1) F2F visit  
 
In summary, the expert panel recommends the median survey work RVU of 2.5 and median service survey time totaling 60 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.) 
 

 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 CCCC codes are conceptually new services, see attached spreadsheet for details. 
 
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 Internal Medicine   How often?  Commonly  
 
Specialty Family Practice   How often?  Commonly 
 
Specialty Geriatrics   How often?  Commonly 
 
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.  We estimated that less than 10 percent of the 99214 and 99215 visits might qualify 
to bill the service, second we estimated that even if the service qualified, 50 percent of less might actually receive the 
service. We then split that total amoung the three codes assuming the 99487 would have slightly more volume than the 
99488 code and much less common would a provider qualify to bill the 99489. 
 
Specialty Internal Medicine  Frequency 0  Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0   Percentage  0.00 % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
3,730,064  If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. For Medicare we assume 1/3 of the total population. 
 
Specialty Internal Medicine  Frequency 0   Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  99215 
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Additional Information 

Yes or 
No 

Patient 
comes in 
for office 
visit(s) 

Patient is 
admitted 

to the 
hospital 

Perform work 
without code 

to report 
services 

Time is paid 
for as a 
medical 
director 

Other (please specify) 

Yes or 
No 

If Survey Participant Answered 0 (zero) for any one of the three CCCC codes, they were also asked 
additional information for clarification. 

Those that answered (0) Zero to 
performance rate    

 Response Percentage 
   

Yes 51 37%    
No  87 63%    

Total 138 100%    
 Additional Information Services 

 

Tell us 
more: 

Patient 
Comes In 

Patient 
Admitted 

No Code To 
Report Paid as Med Director 

 
Response 33  15 49  8  

 
 



                                                                                                                                                  CPT Code: 99489 
 AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
 SUMMARY OF RECOMMENDATION 
         
                 
CPT Code:99489 Tracking Number   F3                   Original Specialty Recommended RVU: 0.75  
                        Presented Recommended RVU: 0.50  
Global Period: ZZZ                                       RUC Recommended RVU: 0.50 
 
CPT Descriptor: Complex chronic care coordination services; each additional 30 minutes of clinical staff time directed by a 
physician or other qualified health care professional, per calendar month  
(List separately in addition to code for primary procedure) 
(Report 99489 in conjunction with 99487, 99488)      
  
CLINICAL DESCRIPTION OF SERVICE: 
 
Vignette Used in Survey:  
Typical patient (99489) (Adult) 
A 92-year-old man living an assisted living facility with Parkinson’s disease, mild dementia, depression and diabetes 
mellitus continues to lose weight and remains withdrawn. The patient’s family resides out of state and an attendant sees the 
patient for 3 hours daily. The clinical staff has already spent 74 minutes in the month performing care coordination services 
and now spends additional time.  
 
Percentage of Survey Respondents who found Vignette to be Typical: 82% 
 
Site of Service (Complete for 010 and 090 Globals Only) 
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% , Overnight stay-less than 24 hours 0% , Overnight stay-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 
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% 
 
Description of Pre-Service Work:       
 
Description of Intra-Service Work: Complex chronic care coordination services are patient centered management and 
support services provided by physicians, other qualified health care professionals and clinical staff to an individual who 
resides at home or in a domiciliary, rest home or assisted living facility. These services typically involve clinical staff 
implementing a care plan directed by the physician or other qualified health care professional. These services address the 
coordination of care by multiple disciplines and community service agencies. The reporting individual provides or oversees 
the management and/or coordination of services, as needed, for all medical conditions, psychosocial needs and activities of 
daily living.  
Patients who require complex chronic care coordination services may be identified by algorithms that utilize reported 
conditions and services (eg, predictive modeling risk score or repeat admissions or emergency department use) or by 
clinician judgment. Typical patients have 1 or more chronic continuous or episodic health conditions expected to last at 
least 12 months, or until the death of the patient, that place the patient at significant risk of death, acute 
exacerbation/decompensation or functional decline. Because of the complex nature of their diseases and morbidities, these 
patients commonly require the coordination of a number of specialties and services. Patients may have medical and 
psychiatric behavioral co-morbidities (eg, dementia and chronic obstructive pulmonary disease or substance abuse and 
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diabetes) that complicate their care. Social support weaknesses or access to care difficulties may cause a need for these 
services. Medical, functional, and/or psychosocial problems that require medical decision making of moderate or high 
complexity and extensive clinical staff support are expected. Medical decision making as defined in the Evaluation and 
Management (E/M) guidelines is not only applied to the face-to-face services, but is determined by the nature of the 
problems addressed by the reporting individual during the month. A plan of care should be documented and shared with the 
patient and/or caregiver. 
 
Description of Post-Service Work:       
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SURVEY DATA  
RUC Meeting Date (mm/yyyy) 10/2012 

Presenter(s): Robert Zorowitz, MD (AGS), Thomas Weida (AAFP), Mary Newman, MD (ACP), Eileen 
Carlson, RN, JD (ANA), Steven Krug, MD (AAP) and Joel Brill, MD (AGA).. 

Specialty(s): 

American Geriatrics Society (AGS), American Academy of Pediatrics (AAP), American 
College of Cardiologists (ACC), American Academy of Family Physicians (AAFP), 
American Academy of Neurology (AAN), American Thoracic Society (ATS), American 
Association of Clinical Endocrinologists (AACE), American College of Rheumatology 
(ACR), American College of Physicians ( ACP), American Osteopathic Association 
(AOA), American College of Chest Physicians (ACCP), American Academy of Family 
Physicians (AAFP), American Nursing Association (ANA), American Academy of 
Physician Assistants (AAPA), American Gastroenterological Association (AGA), The 
Endocrine Society (TES) and the American Society of Gastrointestinal Endoscopy 
(ASGE). 

CPT Code: 99489 

Sample Size: 8896 Resp N: 
    147 Response:   1.6 %  

Description of 
Sample: Random 

 Low 25th pctl Median* 75th pctl High 
Service Performance Rate 0.00 0.00 9.00 30.00 1500.00 

Survey RVW: 0.00 0.75 1.10 1.66 55.00 
Pre-Service Evaluation Time:   0.00   
Pre-Service Positioning Time:   0.00   
Pre-Service Scrub, Dress, Wait Time:   0.00   

Intra-Service Time: 0.00 20.00 30.00 45.00 400.00 

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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  0.00 
**Physician standard total minutes per E/M visit:  99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99217 (38); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99224 (20); 99225 (40); 
99226 (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:         ZZZ Global Code  
   
CPT Code: 99489 Recommended Physician Work RVU:  0.50 

 
Specialty 

Recommended Pre-
Service Time 

Specialty 
Recommended 

Pre Time Package 
Adjustments/Recommended 

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: 13.00 

Immediate Post Service-Time: 0.00  

Post Operative Visits Total Min** CPT Code  and  Number of Visits 
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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            99217x 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 
Sub Obs Care: 0.00 99224x  0.00     99225x  0.00      99226x  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             Global     Work RVU               Time Source 
99367      XXX        1.10                         RUC Time 
 
CPT Descriptor Medical team conference with interdisciplinary team of health care professionals, patient and/or family not 
present, 30 minutes or more; participation by physician 
  
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     
99213      XXX    0.97  RUC Time                            99,960,280 
CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least 2 of these 3 key components: An expanded problem focused history; An expanded problem focused 
examination; Medical decision making of low complexity. Counseling and 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 low to moderate severity. Physicians typically spend 15 minutes face-to-face with the patient 
and/or family.. 
                     Most Recent 
MPC CPT Code 2         Global         Work RVU     Time Source                        Medicare Utilization 
99212      XXX          0.48                RUC Time                                18,383,704   
 
CPT Descriptor 2 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 family. 
  
Other Reference CPT Code Global    Work RVU            Time Source 
11045      ZZZ     0.50                        RUC Time 
 
CPT Descriptor Debridement, subcutaneous tissue (includes epidermis and dermis, if performed); each additional 20 sq 
cm, or part thereof (List separately in addition to code for primary 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.   
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Number of respondents who choose Key Reference Code:   31          % of respondents: 21.0  % 
 
TIME ESTIMATES (Median)  

CPT Code:    
99489 

Key Reference 
CPT Code:   

99367 

Source of Time 
RUC Time 

Median Pre-Service Time 0.00 5.00 
   
Median Intra-Service Time 13.00 30.00 
   
Median Immediate Post-service Time 0.00 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 Subsequent Observation Care Time 0.0 0.00 

Median Total Time 13.00 40.00 
Other time if appropriate        
  
 
INTENSITY/COMPLEXITY MEASURES (Mean) 
 

 
 

(of those that selected Key 
Reference code) 

 
Mental Effort and Judgment (Mean) 

  

The number of possible diagnosis and/or the number of 
management options that must be considered 

3.65 3.42 

The amount and/or complexity of medical records, diagnostic tests, 
and/or other information that must be reviewed and analyzed 

3.87 3.74 

   
Urgency of medical decision making 3.50 3.40 

Technical Skill/Physical Effort (Mean)   

Technical skill required 3.35 3.32 

Physical effort required 2.87 2.84 

Psychological Stress (Mean)   

The risk of significant complications, morbidity and/or mortality 3.84 3.58 

Outcome depends on the skill and judgment of physician 3.94 3.61 

Estimated risk of malpractice suit with poor outcome 3.23 3.23 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

   

Time Segments (Mean)   

Pre-Service intensity/complexity             
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Intra-Service intensity/complexity 3.81 3.65 

Post-Service intensity/complexity             

 
  
 
Additional Rationale and Comments 
 
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.     
Complex Chronic Care Coordination Codes (CCCC) 
 
There were 147 responses to the survey request. The following societies participated in distributing the survey; American Geriatrics 
Society (AGS), American Academy of Pediatrics (AAP), American College of Cardiologists (ACC), American Academy of Family 
Physicians (AAFP), American Academy of Neurology (AAN), American Thoracic Society (ATS), American Association of Clinical 
Endocrinologists (AACE), American College of Rheumatology (ACR), American College of Physicians (ACP), American 
Osteopathic Association (AOA), American College of Chest Physicians (ACCP), American Association of Nurse Practitioners 
(AANP), American Nursing Association (ANA), American Gastroenterological Association (AGA), The Endocrine Society (TES) 
and the American Society of Gastrointestinal Endoscopy (ASGE). These societies represent, physicians including MDs and DOs, 
physician assistants and nurse practitioners. The summary tables included contain total, as well as, breakout survey results. The 
survey tools were modified adding emphasis for clarifying time in terms of clinical staff and physician time; the modified survey 
tool was approved by the research subcommittee. 
 
Background 
 
A multi-specialty and multi-discipline expert panel (“panel”) reviewed the surveys and developed the following rationale for the 
recommended work values for the Transitional Care Management (TCM) and complex chronic care coordination (CCCC) codes. 
 
The TCM and CCCC codes are conceptually new services and have not previously been surveyed.  These are services provided to 
patients with multiple conditions who require coordination of care that is provided by clinical staff under the supervision of a 
physician, as well as care provided directly by the physician.  The care is predominantly non-face-to-face (NFTF) but, in some cases, 
also includes face-to-face (FTF) care.  The panel kept in mind that any FTF visit included in these services was not a traditional E/M 
service and that the E/M documentations guidelines for history, physical and medical decision making would not apply.  As an 
example, a FTF visit included in a TCM or CCCC service might consist largely of evaluating functional and cognitive status, 
adverse reactions to medications, medication reconciliation and education rather than performing a traditional history or physical 
exam.   
 
The panel also kept in mind that the TCM and CCCC codes do not include physician or clinical staff time or work performed for 
unrelated activities.  For example, NFTF and FTF care provided for an acute respiratory infection or abdominal pain that occurs 
during the month a TCM or CCCC code is reported are not included in the TCM or CCCC code and are reported separately. 
 
There is one major difference between the CCCC and TCM codes - the reporting criteria for the CCCC codes are based on clinical 
staff time - not physician time.  Therefore, the CCCC codes should only be billed for the most complex patients who require a case 
manager to coordinate care for all the patient’s medical problems.  Codes 99487 and 99489 do not include any FTF services. If a 
patient is seen during a calendar month when the code can be reported (i.e., sufficient clinical staff time is spent on NFTF care), then 
99488 is reported.  Most of the physician work for 99487 and 99489 is spent in supervising clinical staff, although some may be for 
direct patient care. 
 
Similar to the TCM codes, all physician time in the CCCC codes is considered intraservice time, because it includes all time spent in 
a calendar month. 
 
The panel also noted that the respondents have never valued codes that involve care coordination and oversight of staff services that 
are essential components to these types of care.  Because of this, and as described in more detail below, the expert panel believes the 
surveys are flawed in some aspects.  First, respondents had to estimate both physician time and staff time for each TCM and CCCC 
service.  Even though many respondents reported that they provide these services, it appeared that they did not properly account for 
the amount of clinical staff time required for each service and that they did not account for all of the physician time or work involved 
in NFTF supervision.   
 
Reference Services 
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For 99487, the key reference services were codes: 
 

• 99374, Physician supervision of a patient under care of home health agency (patient not present) in home, domiciliary or 
equivalent environment (eg, Alzheimer's facility) 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 related 
laboratory and other studies, communication (including telephone calls) for purposes of assessment or care decisions with 
health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information into the medical treatment plan and/or adjustment of medical 
therapy, within a calendar month; 15-29 minutes with a work RVU of 1.1 and total time of 34 minutes (5/20/9) and  

• 99214 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 with a work RVU of 1.5 and total time of 
40 minutes (5/25/10).   

 
The survey median RVU for 99487 was 1.50 with a total time of 45 minutes and with a survey 25th percentile work 1.00 and total 
time 26 minutes. 
 
For 99489, the key reference services were code 99367 Medical team conference with interdisciplinary team of health care 
professionals, patient and/or family not present, 30 minutes or more with an RVU of 1.10 and total time of 40 minutes (5/30/5) and 
code 99214 with a work RVU of 1.50 and total time of 40 minutes (5/25/10).  The survey median RVU for 99489 was 1.10 with a 
total time of 30 minutes. 
 
For 99488, which include a FTF visit, the key reference service was code 99350, Home visit for the evaluation and management of 
an established patient, which requires at least 2 of these 3 key components: A comprehensive interval history; A comprehensive 
examination; Medical decision making of moderate to 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 presenting 
problem(s) are of moderate to high severity. The patient may be unstable or may have developed a significant new problem 
requiring immediate physician attention. Physicians typically spend 60 minutes face-to-face with the patient and/or family with an 
RVU of 3.28 and total time of 110 minutes (15/75/20).   
 
The FTF service chosen as most similar to the FTF service included in 99488 was code 99215 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 comprehensive history; 
A comprehensive 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 
presenting problem(s) are of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or 
family with an RVU of 2.11 and total time of 65 minutes (15/35/15).  
 
Recommendation and Rationale 
 
The expert panel determined that the first service to value in this family was 99488, so it could be placed in the proper rank order 
with the TCM codes, both of which also have FTF visits included.  Once this was accomplished, then 99487 and 99489 could be 
valued relative to 99488.   
Our expert panel reviewed the data and tried to place 99488 into proper rank order with the two TCM codes just reviewed.  
However, this was difficult to do because the survey median physician time for 99488 of 60 minutes was only 5 minutes more than 
the total time of 99215, the E/M selected as most like the face to face portion of 99488 - seemingly leaving little time for non-face to 
face supervision of the clinical staff.  Moreover, the total time was identical to the total median survey time for 99496 which had a 
median RVU of 3.05.  In addition, our expert panel believed that the respondents overestimated physician time and work for the two 
non-faces to face codes.  
After much discussion, we are making the recommendations contained in the attachments.  For 99488, we are recommending the 
survey median physician time and work.  The recommended physician time of 60 minutes places it in proper ratio with the total 
clinical staff time of 107 minutes.  Even if the face to face portion of 99488 takes 35 minutes, the same as 99215, that still leaves 25 
minutes for non-face to face care over the calendar month.   
With respect to the physician work, we believe the service is less intense than 99496 for two reasons: (1) the CCCC codes require 
moderate OR highly complex medical decision making, whereas 99496 only requires highly complex medical decision making and 
(2) because the patient’s condition is well known to the physician due to ongoing CCCC.  In the case of TCM codes, the patient’s 
condition post-discharge is not known to the physician, making the patient similar to a new patient. 
In order to maintain proper rank order, for 99487, the survey 25th percentiles for time and physician work - 26 minutes and 1.0 
RVUs are a more accurate estimate than the medians and result in the proper ratio of physician to clinical staff time of 26/60.  In 
order to maintain these ratios, the physician time for 99489 should be 13 minutes - for a ratio of 13/30 and the physician work for 
99489 should be 0.5 RVUS which is half the amount for 99487.   
The most pertinent comparison services for 99489 are codes: 
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CPT Description wRVU Total Time 

(Pre/intra/post) 
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 
family. 

0.48 16 minutes 
(2/10/4 minutes) 

GXXXX3 Medical Home Project Tier 3 (times 1.5) 0.53 13.8 minutes 
(all intra-time) 

11045 Debridement, subcutaneous tissue (includes epidermis and 
dermis, if performed); each additional 20 sq cm, or part 
thereof (List separately in addition to code for primary 
procedure) 

0.50 15 minutes (all 
intra-time) 

15276 Application of skin substitute graft to face, scalp, eyelids, 
mouth, neck, ears, orbits, genitalia, hands, feet, and/or 
multiple digits, total wound surface area up to 100 sq cm; 
each additional 25 sq cm wound surface area, or part 
thereof (List separately in addition to code for primary 
procedure) 

0.50 10 minutes (all 
intra-time) 

 
 
99489 CCCC, each additional 30 minutes (add-on code) 
 
In summary, the expert panel recommends ½ the value and time of 99487 to preserve rank order with a work RVU of 0.50 and 13 
minutes 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: Yes  
 

Why is the procedure reported using multiple codes instead of just one code?  (Check all that apply.) 
 

 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 CCCC codes are conceptually new services, see attached spreadshet for details. 
 



                                                                                                                                                  CPT Code: 99489 
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 Internal Medicine   How often?  Sometimes  
 
Specialty Family Practice   How often?  Sometimes 
 
Specialty Geriatrics   How often?  Sometimes 
 
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.  We estimated that less than 10 percent of the 99214 and 99215 visits might qualify 
to bill the service, second we estimated that even if the service qualified, 50 percent of less might actually receive the 
service. We then split that total amoung the three codes assuming the 99487 would have slightly more volume than the 
99488 code and much less common would a provider qualify to bill the 99489. 
 
Specialty Internal Medicine  Frequency 0  Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0   Percentage  0.00 % 
 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period?  
363,909  If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. For Medicare we estiamted 1/3 of the total population. 
 
Specialty Internal Medicine  Frequency 0   Percentage  0.00 % 
 
Specialty Family Practice  Frequency 0  Percentage  0.00 % 
 
Specialty Geriatrics  Frequency 0  Percentage  0.00 % 
 
Do many physicians perform this service across the United States? Yes 
 
  
 
Professional Liability Insurance Information (PLI) 
 
If the surveyed code is an existing code and the specialty believes the specialty utilization mix will not change, enter the 
surveyed existing CPT code number        
 
If this code is a new/revised code or an existing code in which the specialty utilization mix will change, please select 
another crosswalk based on a similar specialty mix.  99374 
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Additional Information 

Yes or 
No 

Patient 
comes in 
for office 
visit(s) 

Patient is 
admitted 

to the 
hospital 

Perform work 
without code 

to report 
services 

Time is paid 
for as a 
medical 
director 

Other (please specify) 

Yes or 
No 

If Survey Participant Answered 0 (zero) for any one of the three CCCC codes, they were also asked 
additional information for clarification. 

Those that answered (0) Zero to 
performance rate    

 Response Percentage 
   

Yes 51 37%    
No  87 63%    

Total 138 100%    
 Additional Information Services 

 

Tell us 
more: 

Patient 
Comes In 

Patient 
Admitted 

No Code To 
Report Paid as Med Director 

 
Response 33  15 49  8  

 
 



ISSUE: Complex Chronic Care Coordination Services

TAB: 9 10/5/2012  Version

Total IMMD

Source CPT Short DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 99214

E/M established pt, 2 of 3 key elements, presenting 

problem moderate to high severity, Physicians 

typically spend 25 minutes face-to-face with the 

patient and/or family.

38 0.047 1.50 40 5 25 10

SVY-T 99487

CCCC Services; first hour of clinical 

staff time; NO face-to- face visit, per 

calendar month

147 0.033 0.00 1.00 1.50 2.00 25.00 45 0 26 45 60 600

99374

Physician supervision of a patient under care of home 

health agency (patient not present) in home, domiciliary 

or equivalent environment (eg, Alzheimer's facility) within 

a calendar month; 15-29 minutes

0.039 1.10 34 5 20 9

99367
Medical team conference with interdisciplinary team of 

health care professionals, patient and/or family not 

present, 30 minutes or more; participation by physician

0.029 1.10 40 5 30 5

GXXXX3 Medical Home Project Tier 3 0.038 0.35 9.2 9.2

GXXXX3 Medical Home Project Tier 3 0.038 1.05 27.6 27.6

93281

Programming device evaluation (in person) with 

iterative adjustment of the implantable device to 

test the function of the device and select optimal 

permanent programmed values with physician 

analysis, review and report; multiple lead 

pacemaker system

0.034 0.90 30 5 20.0 5

76813

Ultrasound, pregnant uterus, real time with image 

documentation, first trimester fetal nuchal 

translucency measurement, transabdominal or 

transvaginal approach; single or first gestation

0.042 1.18 35 5 20.0 10

REC           

F1
99487

CCCC Services; first hour of clinical 

staff time; NO face-to- face visit, per 

calendar month

0.038 26 26

Total IMMD

Source CPT Short DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 99350

Physician supervision of a patient under care  home 

health  (patient not present) requiring complex and 

multidisciplinary care modalities, a calendar month; 

15-29 minutes

29 0.033 3.28 110 15 75 20

REF F2F 

Visit
99215

Office or other outpatient visit for the E/M of an 

established patient, which requires at least 2 of 

these 3 key components: A comprehensive 

history;Physicians typically spend 40 minutes face-

to-face with the patient and/or family.

41 0.047 2.11 55 5 35 15

SVY- T 99488

CCCC Services; first hour of clinical 

staff time; ONE face-to-face visit, per 

calendar month

147 0.042 0.00 1.50 2.50 3.50 30.00 60 0 40 60 90 800

74262
Computed tomographic (CT) colonography, diagnostic, 

including image postprocessing; with contrast material(s) 

including non-contrast images, if performed

0.050 2.50 57 5 45 7

95954
Pharmacological or physical activation requiring physician 

attendance during EEG recording of activation phase (eg, 

thiopental activation test)

0.037 2.45 70 5 60 5

99326
Domiciliary or RMV for the E/M of a new patient, Medical 

decision making of moderate complexity. Physicians typically 

spend 45 minutes with the patient and/or family or caregiver.

0.043 2.63 77 15 45 17

90947

Dialysis procedure other than hemodialysis (eg, peritoneal 

dialysis, hemofiltration, or other continuous renal replacement 

therapies) requiring repeated physician evaluations, with or 

without substantial revision of dialysis prescription

0.041 2.52 70 10 50 10

REC           

F2
99488

CCCC Services; first hour of clinical 

staff time; ONE face-to-face visit, per 

calendar month

0.042 60 60

Total IMMD

Source CPT Short DESC Resp IWPUT MIN 25th MED 75th MAX Time EVAL MIN 25th MED 75th MAX POST

REF 99214

E/M established pt, 2 of 3 key elements, presenting 

problem moderate to high severity, Physicians 

typically spend 25 minutes face-to-face with the 

patient and/or family.

28 0.047 1.50 40 5 25 10

REF 99367

Medical team conference with interdisciplinary team 

of health care professionals, patient and/or family 

not present, 30 minutes or more; participation by 

physician

31 0.029 1.10 40 5 30 5

SVY- T 99489

CCCC Services; each additional 30 

minutes of clinical staff time, per 

calendar month

147 0.037 0.00 0.75 1.10 1.66 55.00 30 0 20 30 45 400

99212
Office outpatient visit for the E/M Straightforward medical 

decision making.Physicians typically spend 10 minutes 

face-to-face

0.035 0.48 16 2 10.0 4

GXXXX3 Medical Home Project Tier 3 0.038 0.53 13.8 13.8

11045
Debridement, subcutaneous tissue (includes epidermis and 

dermis, if performed); each additional 20 sq cm, or part thereof 

(List separately in addition to code for primary procedure)

0.033 0.50 15 15

15276

Application of skin substitute graft to face, scalp, eyelids, 

mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple 

digits, total wound surface area up to 100 sq cm; each 

additional 25 sq cm wound surface area, or part thereof (List 

separately in addition to code for primary procedure)

0.050 0.50 10 10

REC           

F3
99489

CCCC Services; each additional 30 

minutes of clinical staff time, per 

calendar month

0.038 13 13

2.50

0.50

RVW PRE INTRA OR OWN TIME - MONTH

One half of physician time and work of 99487

1.00

RVW PRE INTRA OR OWN TIME - MONTH

RVW PRE INTRA OR OWN TIME - MONTH



06 Utilization Spreadsheet 10-6-2012

Tab 9 - CCCC
Utilization Calculation

2011 Medicare Data RUC Database

CPT Code

Estimated % 

Qualify by 

CPT criteria

Frequency 

Projected Total

% Qualify Pool 

Frequency

Projected Total 

Utilization for CCCC 

Family

99214 0.10 81,311,416 8,131,142
99215 0.10 9,665,755 966,576
Total 90,977,171 9,097,717

Estimate%  

Utilization 

split* between 

the codes

Distribution 

between codes

Assumption for 

yearly is 1/3 of all 

the procedures are 

Medicare

Yearly National 

Percent 

Projected 

Avoidance

Medicare Avoided 

99213, 99214 or 99215 

Visits

Total Yearly Avoided 

99213, 99214 or 99215 

Visits

0.55 5,003,744 3 15,011,233 20% 1,000,749 3,002,247

0.41 3,730,064 3 11,190,192 100% 3,730,064 11,190,192

0.04 363,909 3 1,091,726 20% 72,782 218,345

100% 9,097,717 3 27,293,151 4,803,595 14,410,784

Breakdown not projected of each of the saved visits, assume equal distribution.

Percentage 

breakdown

99487 CCCC 60 min 

w/o visit

99488 CCCC 60 min 

with visit

99489 CCCC each add 

30 min

0.40 2,001,498 1,492,026 145,563

0.40 2,001,498 1,492,026 145,563

0.20 1,000,749 746,013 72,782
100% 5,003,744 3,730,064 363,909

Note: We expect to see ER and Hospitalization Reduction not accounted for in these projections.

9,097,717

Yearly Medicare

9,097,717

Total

Total

Internal Medicine

Family Practice

Geriatrics

Specialty

2013 Code

99487

99488

99489
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Tab 9         CPT Code: 99487, 99488, 99489 
Specialty Society(‘s) AAFP, AAN, ANA, AAP, AACE, ACC, ACCP, ACP, ACRh, AGA, AGS, AOA, 

ASGE, ATS, TES 
 

 1 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

Non Facility Direct Inputs 
 

CPT Long Descriptor: 
99487 Complex chronic care coordination services; first hour of clinical staff time directed by a physician or other 
qualified health care professional with no face-to-face visit, per calendar month 
99488 Complex chronic care coordination services; first hour of clinical staff time directed by a physician or other 
qualified health care professional with one face-to-face visit, per calendar month 
99489 Complex chronic care coordination services; each additional 30 minutes of clinical staff time directed by a 
physician or other qualified health care professional, per calendar month (List separately in addition to code for 
primary procedure) 
 
Global Period: 99487 and 99488: XXX, 99489: ZZZ   Meeting Date: October 2012 
 
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 of experts from the surveying societies, including physicians, nurses, and 
physician assistants, met by phone and email to develop the inputs. 
 
A reference code must be provided for comparison to the practice expense inputs on your spreadsheet. 
Please provide a rationale for the selection of reference codes.  Comparison Code Rationale: 
99488: The reference code for the face-to-face visit portion of the visit is 99214. 
 
Please describe in detail the clinical activities of your staff: 
99488 only, activities for face-to-face visit: 

Pre-Service Clinical Labor Activities:  

 Review/read X-ray, lab, pathology reports, care plan  
Service Clinical Labor Activities:  
Activities face-to-face during visit: 

• Greet patient/provide gowning 
• Obtain vital signs 
• Prep and position patient 
• Review history, systems, and medications 
• Prepare room, equipment, supplies 
• Assist physician during exam 
• Education/instruction/counseling 
• Coordinate home or outpatient care 
• Clean room/equipment 

Post-Service Clinical Labor Activities:  
 
Activities associated with face-to-face visit: 

• Phone calls between visits with patient, family, pharmacy 
For 99487, 99488 & 99489, activities NOT associated with the-face-to-face visit: 



Tab 9         CPT Code: 99487, 99488, 99489 
Specialty Society(‘s) AAFP, AAN, ANA, AAP, AACE, ACC, ACCP, ACP, ACRh, AGA, AGS, AOA, 

ASGE, ATS, TES 
 

 2 

 
Pre-Service Clinical Labor Activities:  
Service Clinical Labor Activities:  
Care coordination activities performed by clinical staff may include: 

• communication (with patient, family members, guardian or caretaker, surrogate decision makers, and/or 
other professionals) regarding aspects of care,  

• communication with home health agencies and other community services utilized by the patient, 

• collection of health outcomes data and registry documentation,  

• patient and/or family/caretaker education to support self-management, independent living, and activities 
of daily living,  

• assessment and support for treatment regimen adherence and medication management,  

• identification of available community and health resources,  

• facilitating access to care and services needed by the patient and/or family, development and maintenance 
of a comprehensive care plan 

Post-Service Clinical Labor Activities:  
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Meeting Date: October 2012

Complex Chronic Care Coordination

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX ZZZ

TOTAL CLINICAL LABOR TIME L042A RN/LPN 53.0 0.0 60.0 0.0 107.0 0.0 30.0 0.0

TOTAL  PRE-SERV CLINICAL LABOR TIME L042A RN/LPN 3.0 0.0 0.0 0.0 3.0 0.0 0.0 0.0

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L042A RN/LPN 44.0 0.0 60.0 0.0 104.0 0.0 30.0 0.0

TOTAL POST-SERV CLINICAL LABOR TIME L042A RN/LPN 6.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

PRE-SERVICE

Start:  Following visit when decision for surgery or procedure made

Complete pre-service diagnostic & referral forms

Coordinate pre-surgery services

Schedule space and equipment in facility

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions

Other Clinical Activity - specify:  Review/read X-ray, lab, pathology 

reports
L037D RN/LPN/MTA 3 3

End: When patient enters office/facility for surgery/procedure

SERVICE PERIOD

Start: When patient enters office/facility for surgery/procedure: 

Greet patient, provide gowning, ensure appropriate medical records 

are available
L037D RN/LPN/MTA 3 3

Obtain vital signs L037D RN/LPN/MTA 5 5

Provide pre-service education/obtain consent

Prepare room, equipment, supplies L037D RN/LPN/MTA 2 2

Setup scope (non facility setting only)

Prepare and position patient/ monitor patient/ set up IV L037D RN/LPN/MTA 2 2

Sedate/apply anesthesia

Intra-service

Assist physician in performing procedure L037D RN/LPN/MTA 5 5

Post-Service

Monitor pt. following service/check tubes, monitors, drains

Clean room/equipment by physician staff 3 3

Clean Scope

Clean Surgical Instrument Package

Complete diagnostic forms, lab & X-ray requisitions

Review/read X-ray, lab, and pathology reports

Check dressings & wound/ home care instructions /coordinate office 

visits /prescriptions
L037D RN/LPN/MTA 11 11

Other Clinical Activity - specify:  Review/read X-ray, lab, pathology 

reports
L037D RN/LPN/MTA 13 13

Care coordination activities performed by clinical staff may include: 

communication (with patient, family members, guardian or caretaker, 

surrogate decision makers, and/or other professionals) regarding 

aspects of care; communication with home health agencies and 

other community services utilized by the patient; collection of health 

outcomes data and registry documentation; patient and/or 

family/caretaker education to support self-management, independent 

living, and activities of daily living; assessment and support for 

treatment regimen adherence and medication management; 

identification of available community and health resources; 

facilitating access to care and services needed by the patient and/or 

family, development and maintenance of a comprehensive care plan

L042A RN/LPN 60 60 30

Dischrg mgmt same day (0.5 x 99238) (enter 6 min) n/a n/a n/a n/a

Dischrg mgmt (1.0 x 99238) (enter 12 min) n/a n/a n/a n/a

Dischrg mgmt (1.0 x 99239) (enter 15 min) n/a n/a n/a n/a

End: Patient leaves office

REFERENCE CODE

99489

Complex chronic care 

coordination services; each 

additional 30 minutes of 

clinical staff time directed by a 

physician or other qualified 

health care professional, per 

calendar month (List separately 

in addition to code for primary 

procedure)

99488

Complex chronic care 

coordination services; first 

hour of clinical staff time 

directed by a physician or other 

qualified health care 

professional with one F2F 

visit, per calendar month

Complex chronic care 

coordination services; first 

hour of clinical staff time 

directed by a physician or 

other qualified health care 

professional with no F2F 

visit, per calendar month

9948799214

Office OP visit for the E/M 

established patient. Usually, 

the presenting problem(s) are 

of moderate to high severity. 

Physicians typically spend 25 

minutes F2F with the patient 

and/or family.

AMA Specialty Society
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Meeting Date: October 2012

Complex Chronic Care Coordination

CMS 

Code Staff Type

LOCATION Non Fac Facility Non Fac Facility Non Fac Facility Non Fac Facility

GLOBAL PERIOD XXX XXX XXX ZZZ

REFERENCE CODE

99489

Complex chronic care 

coordination services; each 

additional 30 minutes of 

clinical staff time directed by a 

physician or other qualified 

health care professional, per 

calendar month (List separately 

in addition to code for primary 

procedure)

99488

Complex chronic care 

coordination services; first 

hour of clinical staff time 

directed by a physician or other 

qualified health care 

professional with one F2F 

visit, per calendar month

Complex chronic care 

coordination services; first 

hour of clinical staff time 

directed by a physician or 

other qualified health care 

professional with no F2F 

visit, per calendar month

9948799214

Office OP visit for the E/M 

established patient. Usually, 

the presenting problem(s) are 

of moderate to high severity. 

Physicians typically spend 25 

minutes F2F with the patient 

and/or family.

44

45

46

55

56

57

58

59

60

61

POST-SERVICE Period

Start: Patient leaves office/facility

Conduct phone calls/call in prescriptions L037D RN/LPN/MTA 6 0

End: with last office visit before end of global period

MEDICAL SUPPLIES CODE UNIT

pack, minimum multi-specialty visit SA048 pack

pack, EM visit SA047 pack 1 1

EQUIPMENT CODE

otoscope-ophthalmoscope (wall unit) EQ189 44 44

table, exam EF023 44 44
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