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Ambulatory ECG (Post Symptom) 

Cornea Procedurs 

Anesthesia for Thoracoscopy 

Anesthesia for Radicial Retropubic Prostatectomy 

Positron Emission Tomography (PET) 

Group Preventive Medicine Counseling 

Infusion Therapy 

Electrodiagnostic Medicine 

Transperineal Radioactive Substance Insertion of the Prostate 

Special Otorhinolaryngologic Services 

Midface Reconstruction 

Spinal Procedures 

Application of Casts and Strapping 

Bronchoplasty 

Multiple Interrupted Atriotomies (Maze Procedure) 

Blood-Derived Stem Cells 

Trauma Care 

Laparoscopic Salpingoneostomy and Fimbrioplasty 

Paravaginal Repair 

Vaginal Birth After Cesarean (VBAC) 

"" "tinal Detachment 
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Visual Evoked Potential Testing 22 

Percutaneous Balloon Valvuloplasty, Mitral 23 

End Stage Renal Disease (ESRD) Services 24 

Hospital Discharge Services 25 

Newborn Discharge 26 

Physical Medicine and Rehabilitation 27 

Maxillofacial Prosthetics 28 

Systemic-To-Pulmonary Artery Shunt 29 

Electroencephalogram (EEG) Extended Monitoring 30 

Doppler Flow Testing 31 
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.-<:It 
Health Care Financing Administra1ion 

632S Security Boufevard 
Baltimore. MD 21 207 
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May 22, 1995 

NOTE TO: See oelow 

SUBJECT: 1995 Work Relative Value Unit (WRVU) Refinement .Meeting 

Thank you for agreeing to paT"ti.cipate in the 1995 work re~ative 
value refinement meeting. The meeting will be held June 28 and 29 
in Lint.hicurn Heights, a small community outside of Baltimore, very 
close to the BWI airport. The meeting will begin at 81lS at the 
Maritime Institute Seminar and Conference Center (410) 859-5700, 
a facility located near the BWI airport. Details regarding the 
making of hotel reservations will be provided in another letter. 

We are .enclosiRg a packet containi'ng the RUC recommendations for 
nAw and revised co4es. We will be scheduling conference calls in 
early June in an attempt to determine which of these codes do not 
need to be discussed at the refinement meeting. These will be 

. codes about which you have no que-stions e&nd for wlll~h you be~leve 
the RUC recommendations are appropriate. We have assigned you to 
a conference which should last approximately 60 minutes. See 
attached for the list of codes to be discussecl au.t.luy tJach call. 
If you choose to review recommendations for codes that will be 
discussed· during the conference ·call other than the one to which 
you are assigned, please call one of the CMOS e&::;::;.l.gnt!d to that call 
to express any concerns you may have about the recommendations. 

Please retain all of ~he RUC mater1al as you may be asked to · 
evaluate codes at the meeting which were discussed during a 
conference call other than your own. If you have any questions 
regarding the con.CttL·emce calls or t.he rerinement. process, please 
feel free to contact Grant Bagley, M.D. at (410) 966-4509. 

Atta.chm~nts . 

Addressees. 
J Clllu:t~ Adamson, M.D. 
James E. Alexander, M.D. 
Alice Faryna, M.D. 
Ge<J.t·ye R • Gerber, M • IJ • 
w. Aubrey Godfrey, M.D. 
John E. Harding, M.D. 

q~/ctu_ #X 
Liz Cus~;7 

James. B. Holloway, M.D. 
Marjorie E. Kanof, M.D. 
Frank R. Mohs, M.D. 
P. Michael Riisager, M.D. 
H. Jerry Stone, M.D. 
Richard G. Thompson, M.D. 
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Adamson, Alexan4er, Far.yna, Harding. Kapaf, Mohs 

Positron Emission Tomography (PET) 
Physical ·Medicine and Rehabilitation 
Group Preventive Medicine Counseling 
Electrodiagnostic Medicine 
Special Otorhinolaryngologic Services 
Blood-derived· stem cells 
Visual Evoked Potential Testing 
Hospital Discharge Servtces 
Newborn Discharge 

Gerber, Godfrey. Holloway, Riisaqer, Stone, Thompson 

Infusion Pump Insertion 
Transperineal Radioactive Insertion of Prostate 
Midface Reconstruction 
Bronchoplaaty 
Multiple Interrupted Atriotomies 
Systemic-To-Pulmonary.Artery Shunt 
'l'rauma Care 
Laparoscopic Salpingoneostomy and F.imbrioplasty 
Paravaginal Repair · 
Vaginal Birth after Ce8arean 
Retinal Detachment Repair 
Percutaneous Balloon Valvuloplasty, Mitral 
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American :Medical Association 
l'hys1rian~ dt>di<"att>d to thr ht>alth of AmPrka 

Grant \'. Rodkt>y, MD 
Chairman 
A:\1:\/Specialty Socirty R\'S 
l'pdate Committee 

May 18, 1995 

Mr. Thomas A Ault 

ill5 :'\orth Statr Strt't'l 
Chicago, Illinois fiOtilO 

Director, Bureau of Policy Development 
Health Care Financing Administration 
Room 100 East High Rise Building 
6325 Security Boulevard 
Baltimore, Maryland 21207 

Dear Mr. Ault: 

:11:! -tfi-1--t-tiiil 
:m -tti-t-iliWJ Fax 

Attached are the relative work value recommendations developed by the American Medical 
Association/Specialty Society RVS Update Committee (RUC) for codes that have been 
added or revised for CPT 1996. We have previously provided you with the RUC recommen­
dations adopted at the October 1994 RUC meeting and for monthly care of adult patients 
with end stage renal disease. The current submission includes the recommendations adopted 
at the February and April 1995 RUC meetings, thus completing the CPT 1996 cycle. 

The trend that began last year of a decrease in the total number of annual CPT changes 
from 796 in CPT 1994 to 456 in CPT 1995 has continued this year. The total number of 
changes for CPT 1996 that were considered by the RUC and the Advisory Committee is 282. 
This number includes 97 additions, 132 revisions, and 53 deletions. 

Attached are the RUC's recommendations for 182 new and revised codes and two group 
counseling codes that currently do not have published relative values. With the previously 
submitted recommendations, the total number of RUC recommendations for the 1996 
RBRVS is 196. In addition to th~ services that were directly reviewed by the RUC, Table 1 
(attached) lists the 96 codes which were determined after initial review by the RUC Advisory 
Committee to be editorial and which did not, therefore, require in-depth review by the RUC. 

Included in these recommendations are new recommendations for physical medicine codes 
developed by the RUC Health Care Professionals Advisory Committee (HCPAC) Review 
Board. In addition, a number of the attached RUC recommendations involved collaborative 
efforts of five or more medical specialty societies or of specialty societies working with 
HCPAC organizations. I believe the growing level of cross-specialty and cross-profession 
cooperation has greatly enhanced the quality of the recommendations for the 1996 RBRVS. 
We strongly encourage the Health Care Financing Administration (HCFA) to adopt all of 
these recommendations . 

It is our understanding that these recommendations will be considered by panels of carrier 
- medical directors and HCFA staff on June 28 and 29. I have appointed three members of 

the RUC, Doctor Leonard Lichtenfeld from the American Society of Internal Medicine, 
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Doctor John Gage from the American College of Surgeons, and Doctor William Rich from 
the American Academy of Ophthalmology, to attend these meetings and assist HCFA in its 
review. If you have any questions about the attached recommendations, please contact Ms. 
Sandra Sherman at the AMA 

Sincerely, 

,4wr.~,·-· 
Grant V. Rodkey, MD 

Enclosure 

cc: John 0. Gage, MD 
J. Leonard Lichtenfeld, MD 
William Rich, MD 
Sandra L. Sherman 

-· 
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• Table 1 : RUC Advisory Committee Determined that no RUC Review was Necessary 

18-May-9& 

Code 

17110 

20804 

20806 

20812 

20820 

20823 

20826 

20826 

20832 

20834 

20840 

21193 

21195 

27691 

28236 

~• 
31579 

33350 

43264 

43269 

43271 

58100 

58912 

58914 

58916 

67105 

61825 

71295 

18655 

78800 

80019 

80410 

80416 

80417 

81000 

81001 

81002 

' 

' 
leeue 

Lesion Desuuction 

Partial Amputation 

Partial Amputation 

Partial Amputation 

Partial Amputation 

Partial Amputation 

Partial Ampulation 

Partial Ampulation 

Partial Amputation 

Partial Ampulation 

Partial Amputation 

Rec:onstnJction ofthe Mandible 

Reconstruction ofthe Mandible 

Tarsal Tmdon Transfer 

Tarsal Tmdon Transfer 

Latyngoscopy 

Great Vessel Repair 

Endosc:opic Retrograde Cholangiopancretography 

Endoscopic Retrograde Cholangiopancretography 

Endoscopic Retrograde Cholangiopancretography 

Endocervical Sampling 

Embryo Transfer 

Embryo Transfer 

Embryo Transfer 

Repair of Retinal Detachment 

Correction ofTrichiasis by Laser 

Therapeutic Radiology 

Radionuclide Identification of Eye Tumor 

Radionuclide ldmtification of Eye Tumor 

Automaled Multichannel Test 

Calcitonin Stimulation Panel 

Captopril, Rmal Vein & Peripheral Vein Stimuulati 

Captopril. Renal Vein & Peripheral Vein Stimuulati 

Urinalysis 

Urinalysis 

Urinalysis 

RVU 

0.55 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

16.23 

16.27 

9.25 

8.01 

2.26 

0.00 

8.90 

6.04 

7.39 

0.71 

0.00 

0.00 

3.83 

7.06 

1.33 

4.51 

0.56 

0.65 

0.00 

0.00 

0.00 

0.00 

, 
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• Code ···- RVU 

81003 Urinalysis 0.00 

8365S Lead Test 0.00 

856S1 Automated Sedimentation Rate 0.00 

8S652 Automated Sedimentation Rate 

86003 Allergen Specific lgE 0.00 

86005 Allergen Specific lgE 0.00 

892SO Embryo Transfer 

90721 Combined DTaP & HIB VWne 

90731 Hepatitis B Vaccine 0.00 

90165 Hepatitis B VWne 

90766 Hepatitis B Vaccine 

90767 Hepatitis B Vaccine 

90768 Hepatitis B Vaccine 

90830 Developmental Testing 0.00 

90841 Psychotherapy 0.00 

92081 Ophthalmological Servioes 0.36 

92082 Ophthalmological Servioes 0.44 

92083 Ophthalmological Services o.so 
92100 Ophthalmological Servioes 0.92 • 92120 Ophthalmological Servioes 0.81 

92140 Ophthalmological Servioes 0.50 

92225 Ophthalmological Services O.S8 

92226 Ophthalmological Servioes o.so 
92230 Ophthalmological Servioes 0.60 

92235 Ophthalmological Servioes 0.81 

92250 Ophthalmological Servioes 0.44 

9226S Ophthalmological Servioes 0.81 

92210 Ophthalmological Servioes 0.81 

9221S Ophthalmological Servioes 1.01 

92284 Ophthalmological Servioes 0.37 

92285 Ophthalmological Services 0.20 

92286 Ophthalmological Servioes 0.66 

92287 Ophthalmological Servioes 0.81 

92S8S Brainstem Evoked Potentials 0.50 

. 93660 Autonomic TeSting 0.00 

9S117 Allergen Inununotherapy 0.00 

9S12S Allergen Inununothen~py 0.00 

9Sl4S Allergen Inununotherapy 0.06 

95146 Allergen Inununotherapy 0.06 

' 2 
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• Code ... ue RVU 

93147 Allergen Inununotherapy 0.06 

93148 Allergen Inununotherapy 0.06 

93149 Allergen Inununothcrapy 0.06 

93163 Allergen Inununotherapy 0.06 

93880 Developmental T csting 0.00 

93881 Developmental Testing 0.00 

93882 Developmental Testing 0.00 

93883 Developmental Testing 0.00 

96100 Developmental Testing 

96103 Developmental Testing 

96110 Developmental Testing 

96111 Developmental Testing 

96113 Developmental Testing 

96117 Developmental Testing 

99178 Developmental Testing 0.00 

99291 Critical Care 3.64 

99292 Critical Care 1.84 

99293 Neonatal Intensive Care 16.03 

99296 Neonatal Intensive Care 7.40 • 99297 Neonatal Intensive Care 3.84 

99440 Newborn Resuscitation 2.93 

96 rVrpt:mo2 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

AMBULATORY ECG (POST SYMPTOM) -TAB 15 

• 

CPT code 93014 ffelephonic transmission of post-symptom electrocardiogram rhythm strip(s), per 30-day period of time; physician 
review with interpretation and report only] was modified to reflect post-symptom transmission of rhythm strips over a 30 day period. 
The physician work involved in this service is identical to that for code 93268 [Patient demand single or multiple event recording with 
presymptom or postsymptom memory loop, includes transmission, physician review and interpretation, per 30 day period of time 
(RVW= 0.52)]. The technical component of these two services will vary as 93014 uses an event recorder without a memory loop and 
93268 uses an event recorder with a memory loop. 

CPT CPT Descriptor Global RVW 
Code Period Recommendation 
(• New) (Adjusted by 1.1% for 1995 

MFS Budget Neutrality 

93012 Telephonic er telemetrie transmission of post-symptom electrocardiogram XXX 0.00 
rhythm strip(~). ~r 3Q-du R~riod Qf lim~; trB~ing onlx 

93014 physician review with interpretation and report only XXX 0.52 



AlvJAJ,:,rJ:!..l.:lALTl: ~UL:lli'l't' RVS UPDATE PROCESS 
SUMMARYOFRECO~NDATION 

CPI' Code Number: 93012 Global Period: XXX Recommended RVW: _......:::0.:.::.0;...__ __ _ 

CPI' Descriptor: Telephonic er telemetrie transmission of post-symptom electrocardiogram rhythm strip(s), per 
30-day period of time; tracing only 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: This codes represents the technical component of the service with a 
work RVU of zero. Therefore, this code was not surveyed. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

KEY REFERENCE SERVICE(S): 

CPI' Code CPI' Descriptor 

RELATIONSIUP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include an appUcable elements or work in rationale: time; teclmical skill & 
physical effort; mental effort and judgement; and stress): 

• 

• 

• 



AlVJAJ~.r.t;t;lAL'l'k' ~Ul.:lliTY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code Number: 93014 Global Period: XXX Recommended RVW: __:0::.::.5~3:...._ ___ _ 

• CPT Descriptor: Telephonic ef telemeft'ie transmission of post-symptom electrocardiogram rhythm strip(s). per 30-
day period of time; physician review with interpretation and report only 

CLINICAL Q~SCRIPTION OF SERVICE: [The portion of the following vignette involving physician work is 
indicated in boldface.] 

Vignette Used in Survey: A young woman complains of frequent episodes of rapid sustained palpitations accompanied by near­
syncope. Her physician recommends outpatient transmission of her cardiac rhythm when such symptoms occur. The patient is 
given a portable cardiac monitor and instructed in its use. Four times over the next month the patient's symptoms recur. Each 
time she telephones the cardiac monitoring center, describes her symptoms, and transmits a rhythm strip over the telephone. 
Personnel at the monitoring center record the rhythm strip, mount it, record the patient's symptoms, and send it to the physician 
responsible for interpretation. Each of the four times the patient transmits a rhythm strip, the physician diagnoses the 
rhythm and determines whether immediate action is necessary. When the fourth transmission reveals a potentially serious 
arrhythmia, the physician notifies the patient's personal physician and/or the patient by telephone, explains the 
implications of the abnormal rhythm, and recommends immediate follow-up. The physician reviews all transmitted strips 
and dictates a report to the patient's personal physician. 

Description of Pre-Service Work: The physician reviews the patient's medical record and any previously obtained 
rhythm strips. 

Description of Intra-Service Work: The physician reviews the rhythm strip(s) as received, interprets the results and 
contacts the referring physician and/or patient as necessary . 

• ')escription of Post-Service Work: The physician reviews all transmitted strips and dictates a final report to the 
referring physician. 

KEY REFERENCE SERVICE(S): 

CPT Code 
93268 

93324 

93010 

CPT Descriptor 
Patient demand single or multiple event recording with presymptom or 
postsymptom memory loop, includes transmission, physician review and 
interpretation, per 30 day period of time 

Electrocardiographic monitoring for 24 hours by continuous original 
ECG waveform recording and storage, with visual superimposition 
scanning; includes recording, scanning analysis with report, 
physician review and interpretation 

Electrocardiogram, routine ECG with at least 12 leads; 
interpretation and report only 

RVW 
0.53 

0.53 

0.17 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements of work in rationale: time; technical skill & physical 
effort; mental effort and judgement; and stress): 

• .! physician work involved in this service is identical to that for code 93268 (review of patient event recorder 
rhythm strips) which has a work RVU of 0.53. 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE MEmOD INSTEAD OF mE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 0 

How was this service previously reported? __ ..::.N~/:.:A=-----------------

How often do physicians in your specialty perform this service? .JL_ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 14,000 (est.) 

Is this service performed by many physicians across the United States? .JL__ Yes _ No 

SURVEY DATA: 

Specialty: Cardiology 

Median Intra-Service Time: 20 min. Low: 5 min. High: 60 min. 

Median Pre-Service Time: _..._.:1.::;0..:.rm:::·:::n.:... ---- Median Post-Service Time: -~1.:.2-::rmn:::·~·:....-----

Length of Hospital Stay: --=N-.:/..:..A:.----- Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: _._....:..N.:.:.I:..:A:...-_________________ _ 

Number of Times Provided in Past 12 months (Median): 20 in Past 5 years: 100 

Other Data: 

Sample Size: _ _.60=-- #Responses/Rate(%): 31/52% Median RVW: 0.53 

25th Percentile RVW: 0.50 75th Percentile RVW: 0.80 Low: _.0:.:..:.1:..:.7 __ High: -=1~.6:;:::;3 __ 

• 

•• 

~· 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

CORNEAPROCEDURES-TAB18 

• 

The RUC recommends that codes 65760 [Keratomileusis], 65765 [Keratophakia], and 65767 [Epikeratoplasty] are obsolete procedures 
that should not have an assigned RVW. 

CPT code 65771 [Radial Keratotomy] is a procedure that is performed to correct myopia by making radial incisions in the anterior 
surface of the central cornea to alter the shape of the cornea and its refractive properties. Radial Keratotomy requires more work than 
corneal wedge resection [CPT code 65775 (5.57 RVW)] which is done to correct astigmatism. Radial Keratotomy is also characterized 
by extensive pre-op physiCian counseling regarding the risks of the procedure and patient expectation. Currently patients are billed for 
approximately five level 3 visits during the post-op period. 

CPI' Code CPI' Descriptor Global Period RVW Recommendation 
<• New) (Adjusted by 1.1% for 

1995 MFS Budget Neutrality) 

65760. Keratomileusis 090 No Recommendation 

65765 Keratophakia 090 No Recommendation 

65767 Epikeratoplasty 090 No Recommendation 

65771 Radial keratotomy 090 6.92 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: 65760 Global Period: --~9~0 __ _ Recommended RVW: ---==1~3=5..:::..9 __ • CPT Descriptor: Keratomileusis 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30 year old man with severe myopia of 16 diopters has limited field of vision with 
spectacles and is unable to wear contact lenses. He seeks improvement of vision with surgical correction of 
myopia. A partial thickness, disc-shaped piece of corneal tissue is removed with a microkeratome form the · 
anterior surface of the cornea, An additional lamellar layer of cornea is removed and discarded. The original 
disc-shaped piece of stromal tissue is reshaped by a variety of techniques including the use of a cryolathe to 
correct for myopia and hyperopia. Once shaped, the disc is replaced onto the cornea. The patient requires 
frequent post-operative evaluation and care for more than four months. 

Description of Pre-Service Work: Procedure includes a comprehensive eye care evaluation, ultrasonic 
pachymmetry (measure the thickness of the cornea), corneal topographic mapping (to measure the various curves 
of the anterior surface of the cornea), extensive pre-operative counseling -- informed consent more important 
because patient is being treated for a functional impairment (e.g. myopia) and not a disease. Also, the outcome 
is less predictable than eye surgeries such as the standard cataract surgery. 

Description of Intra-Service Work: Local anesthetic is given as an injection around the eye ball, instruments are. 
calibrated to micron accuracy with a variety of optical instruments, surgery is performed as described in vignette 
and patient is discharged. 

Description of Post-Service Work: Focused post operative examinations starting the first day after surgery, 
sequential corneal mapping, sequential refraction, selective suture removal, sequential corneal pachymmetry and · 
post-operative examinations up to one year. 

KEY REFERENCE SERVICE(S): 

CPT Code 
65750 

65285 

CPT Descriptor 
Keratoplasty (corneal transplant), penetrating (in aphakia) 

Repair of laceration; cornea and/or sclera, perforating, with 
reposition or resection of uveal tissue 

RVW 
12.89 

12.35 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCESERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (lodude all appUcable elements of work In raUooale: Ume; technical 
skill & physical effort; mental effort and judgement; and stress): 

Keratoplasty is a very similar procedure because it involves the skillful cutting of the cornea and reattaching 
corneal tissues. The skill and manner of these steps influences the final refractive outcome. 

• 



• 

• 
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IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? 

How often do physicians in your specialty perform this service? _ Commonly _ Sometimes X Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 200 

Is this service performed by many physicians across the United States? X Yes _ No 

SURVEY DATA: 

Specialcy: ----------------------------------------------------------

Median Intra-Service Time: 53 min. Low: --~1~5~m~in~·~-- High: 90 min. 

Median Pre-Service Time: ___ 4:.:::5:-.!m~I~·n!:..... __ _ Median Post-Service Time: -----=8=5-=mm=·==-· __ _ 

Length of Hospital Stay: -----'N~/A~----- Number of ICU Days: 

Number & Level of Post-Hospital Visits: 6 level 2 visits 

Number of Times Provided in Past 12 months (Median): _ __..1=-2 _ in Past 5 years: ____ _ 

Other Data: 

Sample Size: 91 Response Rate (% ): ___ 1~8;:___ Median RVW: 13.59 

25th Percentile RVW: 12.13 75th Percentile RVW: ----'!1=5 __ Low: _..!.,.7 __ High: 38 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _ 6_5_76_5 __ Global Period: 90 Recommended RVW: __ ......,1=3 __ _ • CPT Descriptor: Keratophakia 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35 year old woman with hyperopia seeks surgical correction of vision. A partial 
thickness, disc shaped piece of corneal tissue is removed from the anterior corneal surface. A previously lathed 
donor corneal tissue is placed on the eye. The resected corneal tissue is affiXed over the donor tissue leading to 
change in the refractive property of the eye. The patient requires frequent post-operative evaluation and care for 
more than four months. 

Description of Pre-Service Work: Procedure includes a comprehensive eye care evaluation, ultrasonic 
pachymmetry (measure the thickness of the cornea), corneal topographic mapping (to measure the various curves 
of the anterior surface of the cornea), extensive pre-operative counseling -- informed consent more important 
because patient is being treated for a functional impairment (e.g. myopia) and not a disease. Also, the outcome 
is less predictable than eye surgeries such as the standard cataract surgery. 

Description of Intra-Service Work: Local anesthetic is given as an injection around or behind the eye ball, 
instruments are calibrated to micron accuracy with a variety of optical instruments, surgery is performed as 
described in vignette and patient is discharged. • 

Description of Post-Service Work: Focused post operative examinations starting the first day after surgery, 
sequential corneal mapping, sequential refraction, selective suture removal, sequential corneal pachymmetry and 
post-operative examinations up to one year. 

KEY REFERENCE SERVICE(S): 

CPT Code 
65750 

65285 

66985 

CPT Descriptor 
Keratoplasty (corneal transplant), penetrating (in aphakia) 

Repair of laceration; cornea and/or sclera, perforating, with 
reposition or resection of uveal tissue 

Insertion of intraocular lens prosthesis (secondary implant), not 
associated with concurrent cataract removal 

RVW 
12.89 

12.35 

8.09 

REIATIONSWP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include aU appUcable elements of work 1a rationale: time; technical 
sldll & physical effort; mental effort and judgement; and stress): 

Keratoplasty is a very similar procedure because it involves the skillful cutting of the cornea and reattaching 
corneal tissues. The skill and manner of these steps influences the final refractive outcome. • 



• 

• 
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IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? -----------------

How often do physicians in your specialty perform this service? _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 100 

Is this service performed by many physicians across the United States? X Yes _ No 

SURVEY DATA: 

Speciwcy: -----------------------------------

Median Intra-Service Time: 60 min. Low: 20min. 
--="'-""'~---

High: 140 min. 

Median Pre-Service Time: _ ___,6=0'-'m=m~· ..,_. __ _ Median Post-Service Time: -----'8,...5:::.....m~in!:.... __ 

Length of Hospital Stay: _ ___...N~/A~--- Number of ICU Days: ------------

Number & Level of Post-Hospitw Visits: 7 level 2 visits 

Number of Times Provided in Past 12 months (Median): _ ___.3..___ in Past 5 years: 

Other Data: 

Sample Size: -----9:::...:o1~- Response Rate (%): ___ 1~8~- Median RVW: 13 

25th Percentile RVW: 12.60 75th Percentile RVW: 14.84 Low: ____.1...._0 -- High: 38 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _6_5_7_6_7 _ Global Period: 90 Recommended RVW: __ ....;!1...::3 __ _ 

• CPT Descriptor: Epikeratoplasty 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A six year old girl who has congenital monocular cataract surgery is now intolerant to 
her aphakic contact lens. She desires surgical correction to improve her vision. Previously frozen and lathed 
donor corneal tissue is sutured onto the anterior surface of the cornea to alter the anterior curvature of the ye and 
the refractive properties of the cornea. The patient requires frequent post-operative evaluation and care for more 
than four months. 

Description of Pre-Service Work: Procedure includes a comprehensive eye care evaluation, ultrasonic 
pachymmetry (measure the thickness of the cornea), corneal topographic mapping (to measure the various curves 
of the anterior surface of the cornea), extensive pre-operative counseling-- informed consent more important 
because patient is being treated for a functional impairment (e.g. myopia) and not a disease. Also, the outcome 
is less predictable than eye surgeries such as the standard cataract surgery. 

Description of Intra-Service Work: Local anesthetic is given as an injection around or behind the eye ball, 
instruments are calibrated to micron accuracy with a variety of optical instruments, surgery is performed as 
described in vignette and patient is discharged. • 

Description of Post-Service Work: Focused post operative examinations starting the first day after surgery, 
sequential corneal mapping, sequential refraction, selective suture removal, sequential corneal pachymmetry and 
post-operative examinations up to one year. 

KEY REFERENCE SERVICE(S): 

CPT Code 
65750 

65285 

66985 

CPT Descriptor 
Keratoplasty (corneal transplant), penetrating (in aphakia) 

Repair of laceration; cornea and/or sclera, perforating, with 
reposition or resection of uveal tissue 

Insertion of intraocular lens prosthesis (secondary implant), not 
associated with concurrent cataract removal 

RVW 
12.89 

12.35 

8.09 

REIATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCESERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all appUcable elements or work In rationale: time; technical 
sldU & physical effort; mental effort and judgement; and stress): 

Keratoplasty is a very similar procedure because it involves the skillful cutting of the cornea and reattaching 
corneal tissues. The skill and manner of these steps influences the final refractive outcome. • 



• 

• 

• 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? 

How often do physicians in your specialty perform this ser'Vice? _ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 

Is this service performed by many physicians across the United States? _ Yes _ No 

SURVEY DATA: 

Specialty: 

Median Intra-Service Time: 60 min. Low: ---=3=0~m=i=n·~-- High: 140 min. 

Median Pre-Service Time: 53 min. Median Post-Service Time: _____ _.7...:0-=m=i=n.._. __ 

Length of Hospital Stay: ___ :....:N ..... /A.....____ Number of ICU Days: 

Number & Level of Post-Hospital Visits: 6 level 2 visits 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 

Other Data: 

Sample Size: 90 Response Rate (% ): __ __,2=2 __ Median RVW: 13 

25th Percentile RVW: 11 75th Percentile RVW: 14.51 Low: _ ....... 7 -- High: 38 



AMAJSPECIALTY SOCffiTY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: 65 771 Global Period: 90 Recommended RVW: --~7...;:;4 __ _ • CPT Descriptor: Radial Keratotomy 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 25 year old police officer with 4 diopters of myopia is intolerant to contact lenses' 
seeks surgical correction to improve his vision. Radial incisions are made in the anterior surface of the central:. 
cornea to alter the shape of the cornea and its refractive properties. The patient requires frequent post-operative 
evaluation and care for more than four months. 

Description of Pre-Service Work: Procedure includes a comprehensive eye care evaluation,(including 
auto/manual keratometry, auto/manual refraction, cycloplegic refraction (requiring dilation,), and slit lamp 
biomicroscopy, ultrasonic pachymmetry (measure thickness of the cornea), corneal topographic mapping (to 
measure the various curves of the anterior surface of the cornea), extensive pre-operative counseling - informed 
consent more important because patient is being treated for a functional impairment (e.g. myopia) and not a 
disease. Also, the outcome is less predictable than eye surgeries such as the standard cataract surgery. 

Description of Intra-Service Work: Anesthetic eye drops are applied in the upper and lower cui de sacs 
repeatedly until deep topical anesthesia is achieved. Instruments are calibrated to micron accuracy with a variety 
of optical instruments, surgery is performed as described in vignette and patient is discharged. 

Description of Post-Service Work: Focused post operative examinations starting the first day after surgery, 
sequential corneal mapping, sequential refraction and up to 30 percent of patients may require secondary 
procedures involving deepening or adding incisions during the post-operative period. 

KEY REFERENCE SERVICE(S): 

CPT Code 
65775 

65772 

65750 

CPT Descriptor 
Corneal wedge resection for correction of surgically induced 
astigmatism. 

Corneal relaxing incision for correction of surgically induced 
astigmatism 

Keratoplasty (corneal transplant}, penetrating (in aphakia) 

RVW 
5.57 

4.08 

12.89 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTIIER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements or work in rationale: time; t«bnical 
skill & physical efl'ort; mental efl'ort and Judgement; and stress): 

• 

• 



• 

• 

~• 

u .lUA..V.Lv~v.LW'I.UJW .K v w 1~ .HA.:SJW UN AN ALT&tNATIVE METHOD INST.EAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

Not Applicable: We are recommending the average (mean) recommended RVW . 

FREQUENCY INFORMATION 

How was this service previously reported? Not normally reported to insurers. 

How often do physicians in your specialty perform this service? _ Commonly .x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 50.QOO 

Is this service performed by many physicians across the United States? X Yes _ No 

SURVEY DATA: 

Specialty: 

Median Intra-Service Time: 25 min. Low: 10 min. High: 75 min. 

Median Pre-Service Time: 80 min. Median Post-Service Time: ___ ..:;9~0~m~i~n._. __ 

Length of Hospital Stay: __ N~/A~--- Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: __ _,5~1e.:.:.v~el~3~vi~st~·ts~.-!,9;..:::9~24;.o13~----------

Number of Times Provided in Past 12 months (Median): 80 in Past 5 years: 300 

Other Data: 

Sample Size: 154 Response Rate(%): _.:..27:...-..- Median RVW: 7 <Mean 7.4) 

25th Percentile RVW: 5.5 75th Percentile RVW: _!JL Low: _..:..4:...:.1_ High: 12.3 



) 
~I 

• • 
AMA SPECIAL TY,SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

ANESTIIESIA FOR mORACOSCOPY -TAB 20 

CPT code 00520 [Anesthesia for closed chest procedures (including esophagoscopy, bronchoscopy, diagnostic thoracoscopy); not 
otherwise specified], represents a CPT editorial change. The revision distinguishes the provision of anesthesia for diagnostic 
thoracoscopy from a surgical thoracoscopy. 

• 

CPT code 00540 [Anesthesia for thoracotomy procedures involving lungs pleura, diaphragm, and mediastinum (including surgical 
thoracosgmyl; not otherwise specified] describes the longer period of physician time required for a series of thoracotomy procedures 
including surgical thoracoscopy. Surgical thoracoscopy has increased the risk associated with providing anesthesia. During this 
procedure the anesthesiologist is more likely to encounter problems with patient oxygenation. 

Tracking CPI' CPI' Descriptor Global Base Unit Value 
Number Code Period Recommendation 

(• New) 

A1 00520 Anesthesia for closed chest procedures (including esophagoscopy, XXX 6 
bronchoscopy, diagngstic thoracoscopy); not otherwise specified 

A2 00540 Anesthesia for thoracotomy procedures involving lungs, pleura, dia- XXX 13 
phragm, and mediastinum (including surgical thoracoscogy); not 
otherwise specified 



Tracking Number: Al 

AKA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RBCOMMEHDATIOif 

Global Period: XXX Recommended RVU (Anes)a 8 

CPT Descriptor: Anesthesia for closed chest procedures (including esophagoscopy, 
bronchoscopy, diagnostic thoracoscopy); not otherwise specified 

CPT/ASA RVG COde: 00520 

CLIIfiCAL DBSCRIPTIOif OF SBRVICBI 

Vignette Used in Survey: 

A 66 yo male with a history of COPD, hypertension and 40 pack years of smoking 
with a 3 em peripheral nodule in the right upper lobe is scheduled for a 
diagnostic thoracoscopy and biopsy using a left lateral position. Anesthesia 
with an inhalational agent and muscle relaxant, double-lumen endotracheal tube 
and arterial blood pressure monitoring is planned. 

Description of Pre-Service Work: 

Pre-service work includes the pre-operative visit and evaluation of the 
patient's cardiovascular, neurological and pulmonary systems with special 
attention to pulmonary function. Pre-service work also includes the ordering 
of appropriate pulmonary function tests, ABG's and the insertion of 

• 

appropriate IV's and IV fluids plus selection of double-lumen endotracheal •. 
tubes and provision for CPAP on the collapsed lung if patient oxygenation low. 
In addition, suitable monitoring equipment (arterial pressure transducers, 
etc.) above and beyond usual monitoring equipment must be setup and 
calibrated. 

Description of Intra-Service Work: 

Intraservice work includes induction of anesthesia, application of monitors, 
insertion of a double-lumen endotracheal tube, delivery of anesthesia, 
constant attention to vital signs, monitoring of oxygenation and respiratory 
status, regulation of depth of anesthesia and control of blood pressure and 
cardiac output. Usually the patient is paralyzed and ventilation controlled 
during the procedure. During the case, ABG's may be sampled and respiratory 
parameters changed as needed to ensure patient stability and homeostasis. 
CPAP may be required on the upper lung to maintain oxygenation when this lung 
is collapsed by occluding gas flow to the upper limb of the double-lumen ET 
tube. In addition, fiberoptic bronchoscopy is often utilized to check proper 
positioning of the double-lumen ET tube. At the end of the case, the patient 
must be extubated and awakened while maintaining adequate oxygenation. 
Occasionally, the double-lumen ET tube must be switched to a single-lumen ET 
tube for post-op ventilatory support. 

Description of Post-Service Work: 

The patient is transported to the recovery room and stabilized there. 
cardiovascular and respiratory status is closely monitored. The patient's 
immediate care is transferred to the recovery room personnel and the patient's 
condition is reported intermittently to the anesthesiologist who makes 
appropriate medical decisions regarding control of pain, adequacy of 
respiration, and discharge to the regular floor or ICU. Ventilatory support, • 
regulation of blood pressure and circulatory status are frequently required in 
this immediate post-op period. 



• 

• 

• 

ltBY RBFBRBHCB SERVICE ( 8) I 

CPT Code 

00500 
00522 
00528 
00534 

CPT Descriptor 

Anesthesia for procedures on esophagus 
needle biopsy of pleura 
mediastinoscopy 
transvenous insertion or replacement of 

cardioverter/defibrillator 

RW-Anes. Base 

15 
4 
8 
7 

~IOHSBIP OF NEW OR REVISED CODE ~ KEY REFERENCE SERVICES(&) AND/OR ~R 
RATIONALE FOR RW RBCOMMEHDATIOJI (Include all 811Pl icable ele.nts of MDI"k in rationale: ti•; 
technical still & physical effort; .,.tal effort and judgaaent; end stress): 

Pre-operative time is similar to 00500 and 00528 but generally more than 00522 
and 00534. Technical skill and physical effort are similar to 00500 when one­
lung anesthesia is utilized in 00500, but generally greater than 00522, 00528 
and 00534. Mental effort and judgment are similar to 00528 and 00534. Stress 
is similar to or greater than 00534 and similar to stress with 00500, 
especially when double-lumen endotracheal anesthesia used with 00500. 

FREQUENCY IHFORMATIOH 

How was this service previously reported? This descriptor is now modified to include 
"diagnostic thoracoscopy•, otherwise there is no change in descriptor. 

How often do physicians in your specialty perform this service? 
_xx_ Commonly Sometimes Rarely 

Estimate the number of times this service might be provided nationally in a one-year 
period? 6500 

ls this service performed by many physicians across the United States? 
~ Yes No 

SURVEY DATA: 

Specialty: Anesthesiology 

Median Intra-service Time: 90 minutes Low: 45 minutes High: 200 minutes 

Median Pre-service Time: 20 minutes Median Post-Service Time: 15 minutes 

Number of Times Provided in Past 12 months (Median): _2_ in Past 5 years: 20 

other Data: 

Sample Size: 50 Response Rate ~\): 64 ' (321 Median RW ( Anes) : __§_ 

25th Percentile RW(Anes):_l_ 75th Percentile RW(Anes):_!Q_ Low:_§_ High:_!§_ 



Tracking Number: A2 

ANA/SPECIALTY SOCIETY RVS UPDA~ PROCESS 
SUMMARY OP RBCOIIMBHDATIOII 

Global Period: XXX Recomaended RVU (Anes): 13 

CPT Descriptor: Anesthesia for thoracotomy procedures involving lungs, pleura, 
diaphragm, and mediastinum (including surgical thoracoscopy); not 
otherwise specified 

CPT/ASA RVG Code: 00540 

CLIIIICAL DESCRIPTION OP SBRVICBa 

Vignette Used in Survey: 

A 64 yo female with a history of OOPD, emphysema, 30 pack years of smoking and 
recurrent right-sided pneumothoraces is scheduled for decortication of the 
right pleura with a surgical thoracoscopy. The patient will be positioned in 
the left lateral position and anesthesia provided with an inhalational agent 
plus narcotics and muscle relaxants, double-lumen endotracheal tube and 
arterial blood pressure monitoring. 

Description of Pre-Service Work: 

Pre-service work includes the pre-operative visit and evaluation of the 
patient's cardiovascular, neurological and pulmonary systems with special 
attention to pulmonary function. Pre-service work also includes the ordering 
of appropriate pulmonary function tests, ABG's and the insertion of 
appropriate IV's plus selection of double-lumen endotracheal tubes and 
provision for CPAP on the collapsed lung if patient oxygenation is low. In 
addition, suitable monitoring equipment (arterial pressure, CVP or Swan-Ganz 
monitoring transducers) must be setup and calibrated. 

Description of Intra-Service Work: 

Intraservice work includes induction of anesthesia, application of monitors, 
insertion of a double-lumen endotracheal tube, confirmation of correct 
endotracheal tube position with fiberoptic bronchoscopy, delivery of 
~nhalational and intravenous anesthetics, constant attention to vital signa,· 
monitoring of oxygenation and respiratory status, regulation of depth of 
anesthesia and control of blood pressure and cardiac output. The patient is 
paralyzed and ventilation controlled during the procedure. During the case, 
ABG's are obtained and respiratory parameters changed as needed to ensure 
patient stability and homeostasis during one-lung ventilation. CPAP may be 
required on the upper lung to maintain adequate patient oxygenation when this 
lung is collapsed during the surgery. At the end of the case, the patient 
must be extubated and awakened while maintaining adequate oxygenation and 
ventilation. Usually, the double-lumen ET tube is changed to a single-lumen 
ET tube for post-op ventilatory support. 

Description of Post-service Work: 

The patient is transported to the recovery room and stabilized. 
cardiovascular and respiratory status is closely monitored. The patient's 
immediate care is transferred to the recovery room personnel and the patient's 
condition is reported frequently to the anesthesiologist who makes appropriate 
medical decisions regarding control of pain, adequacy of respiration, control 
of mechanical ventilation, timing of extubation and discharge to the intensive 
care unit. Interpretation of ABG's and regulation of blood pressure and 
circulation are required in this immediate post-op period. 

• 

• 

• 



• 

• 

DY REFERENCE SERVICE ( S) 1 

CPT Code CPT Descri!;!tor RVU-Anes. Base 

00500 Anesthesia for procedures on esophagus 15 
00528 Anesthesia for closed chest procedures 

mediastinoscopy 8 
00542 Anesthesia for thoracotomy procedures involving 

lungs, pleura, diaphragm, and mediastinum 
decortication 15 

00544 pleurectomy 15 
00546 pulmonary resection with thoracoplasty 15 
00548 intrathoracic repair of trauma to trachea 

and bronchi 15 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICES(&) AND/OR orBER 
RATIONALE FOR RVW RECOMMENDATION (Include all &~~Plic:able ele.nts of work in rationale: ti•; 
technical skill & physical effort; .ental effort and jucig:s:ut; and stress): 

Pre-operative time is similar to 00500 and 00542-00548 but greater than pre-op 
time with 00528. Technical skill and !;!hysical effort are slightly less with 
00542-00548 but greater than skill and effort required with 00500 and 005284. 
Mental effort and iudgment are similar with 00542-00548. Stress is similar 
00542-00548, greater than stress with 00528 but equal to stress with 00500 
when double-lumen endotracheal anesthesia is used with 00500. 

FREQUENCY INFORMATION 

How was this service previously reported? This descri!;!tor is now modified to contain 
"including surgical thoracoscopy", otherwise there is no change in descri!;!tor. 

How often do physicians in your specialty perform this service? 
_!!_ Commonly Sometimes ____ Rarely 

Estimate the number of times this service might be provided nationally in a one-year 
period? 2500 

Is this service performed by many physicians across the United States? 
_!!_ Yes No 

SURVEY DATA 1 

Specialty: Anesthesiology 

Median Intra-service Time: 120 minutes Low: 60 minutes High: 300 minutes 

Median Pre-service Time: 30 minutes Median Post-Service Time: 30 minutes 

Number of Times Provided in Past 12 months (Median): _1_ in Past 5 years: 5 

other Data: 

Sample Size: 50 Response Rate (\): 64 ' (32) Median RVU (Anes): _11_ 

25th Percentile RVU(Anes):-11_ 75th Percentile RVU(Anes):-12_ Low:_!Q_ High:_!§_ 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

ANESTIIESIA FOR RADICAL RETROPUBIC PROSTATECTOMY -TAB 21 

• 

0086X [Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; radical prostatectomy (suprapubic, 
retropubic) is very similar in physician work to 00862 [Anesthesia for extraperitoneal procedures in lower abdomen, including urinary 
tract; renal procedures, including upper l/3 of ureter or donor nephrectomy (base unit=?)]. The radical retropubic prostatectomy 
involves significant bleeding often at a rate of 2500 cc's per hour, making it more difficult for the physician to keep the blood flowing 
and the patient oxygenated. 

Tracking CPT Code CPT Descriptor Global Base Unit Value 
Number <• New) Period Recommendation 

Bl •0086X Anesthesia for extraperitoneal procedures in lower abdomen, XXX 7 
including urinary tract; radical prostatectomy (suprapubic, retropu-
bic) 



Tracking Number: 81 

AliA/SPECIALTY SOCI~ RVS UPDATB PROCESS 
SUIOIARY OP RBCOMNBNDUIOII 

Global Period: XXX Reco-ended RW (Anea) 1 __ 7_ 

CPT Descriptor: Anesthesia·for extraperitoneal procedures in lower abdomen, 
including urinary tract; radical prostatectomy (suprapubic, 
retropubic) • 

CPT/ASA RVG Code: 00863 

CLIIIICAL DESCRIPTIOII OF SERVICE: 

Vignette Used in Survey: 

A 58 yo male with prostatic carcinoma scheduled for a radical prostatectomy 
under general anesthesia. Blood loss is estimated to be 1500 to 2500 ml and 
patient has donated two units of autologous blood. 

Description of Pre-Service Work: 

Pre-service work includes the pre-operative visit, evaluation of the patient's 
cardiovascular, neurological and pulmonary systems, review of pre-operative 
laboratory tests, ordering of additional laboratory testing as necessary, 
checking on availability of blood and blood products, and insertion of 
appropriate intravenous lines and setup of selected monitoring devices. In 
addition, an epidural catheter may be inserted pre-operatively for post-op 
pain control. 

Description of Intra-Service Work: 

Intraservice work includes induction of anesthesia, application of monitors, 
delivery of inhalational and intravenous anesthetics, constant attention to 
vital signs, monitoring of oxygenation and respiratory status, regulation of 
depth of anesthesia, control of blood pressure and maintenance of blood • 
volume with IV fluids and blood products as necessary. At the end of the 
case, the patient must be extubated and awakened while maintaining adequate 
oxygenation and ventilation. 

Description of Post-Service Work: 

The patient is transported to the recovery room and stabilized there. 
cardiovascular and respiratory status is closely monitored. The patient's 
immediate care is transferred to the recovery room personnel and the patient's 
condition is reported frequently to the anesthesiologist who makes appropriate 
medical decisions regarding control of pain, adequacy of circulatory volume, 
and readiness for discharge to the surgical post-op floor. 

• 



• 

• 

• 

KBY RBPERENCB SBRVICE(S)I 

CPT Code CPT Descri12tor RVU-Anes. Base 

00860 Anesthesia for extraperitoneal procedures 
in lower abdomen, incl. urinary tract; 

not otherwise specified 6 
00862 renal procedures, including upper 1/3 

of ureter or donor nephrectomy 7 
00864 total cystectomy 8 
00866 total adrenalectomy 10 

RELATIONSHIP OF HEW OR REVISED CODE TO XBY REFERENCE SERVICES(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all llflPlic:able ele~~ents of wort in rationale: ti.e; 
tedmical still & physical effort; _,.tal effort ant j~t; ant stress): 

Pre-operative time is similar to 00860, 00862, and 00864 but less than pre-op 
time with 00866. Technical skill and physical effort are greater than 00860, 
equal to skill and effort required with 00862 and 00864, but slightly less 
than 00866. Mental effort and judgment are similar to 00862, 00864, 00866. 
Stress is greater than stress with 00860 and 00862, equal to stress with 00864 
and slightly less than stress with 00866. 

FREQUENCY IHPORMATION 

How was this service previously reported? This descri12tor is a new descriptor. It 
previously was reported as 00860 or 00862. 

How often do physicians in your specialty perform this service? 
~ Commonly Sometimes ____ Rarely 

Estimate'the number of times this service might be provided nationally in a one-year 
period? 7500 

Is this service performed by many physicians across the United States? 
~ Yes No 

SURVEY DATA: 

Specialty: Anesthesiology 

Median Intra-Service Time: 180 minutes Low: 110 minutes High: 360 minutes 

Median Pre-Service Time: 20 minutes Median Post-Service Time: 25 minutes 

Number of Times Provided in Past 12 months (Median): _§_ in Past 5 years: 24 

other Data: 

Sample Size: so Response Rate (\): 64 \ C32) Median RVU {Anes): _7_ 

25th Percentile RVU(Anes):_l_ 75th Percentile RVU{Anes):_!_ Low:_:J_ High:_!9_ 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

POSITRON EMISSION TOMOGRAPHY (PET) - TAB 2l 

• 

Positron Emission Tomography (PET) is a method of nuclear medicine imaging that uses short-lived radiopharmaceuticals to detect and 
quantify the metabolic abnormalities of disease. PET allows for biochemical imaging that defmes actual patterns· of chemical metabolic 
changes. PET has been most widely used in brain imaging, but technological advancements have made PET useful in a wide variety of 
circumstances. PET is considered a much more difficult procedure than SPECT as patients who receive PET are at high risk for 
coronary artery bypass surgery or are potential candidates for cardiac transplantation and this treatment is often the last resort. The 
physician must also be present to monitor and manage the radioactive glucose injection required in PET. It is unlikely that PET would 
ever replace SPECT due to the differences in the type of equipment that is required and the overall cost of performing PET. 

788XX [Tumor imaging, positron emission tomography (PET), metabolic evaluation], represents an advance in PET technology. PET 
for tumor imaging is much more complex than PET for brain imaging [code 78608, RVW = 1. 78 (RUC recommendation, RVW not 
implemented by HCFA)], as it requires more physician time. The physician must interpret results from 2-6 bed positions as opposed to 
the one bed position required for PET brain imaging. 

784X3 [Myocardial imaging, positron emission tomography (PET), metabolic evaluation] describes biochemical imaging of the heart. 
This is useful for measuring heart ischemia. Myocardial PET imaging requires more physician time than PET for brain imaging (code 
78608, RVW= 1.78) because: 1) the interpreting physician must correlate PET data with data from motion studies and other cardiac 
exams, and 2) patients who are diabetic must have their glucose monitored and, if necessary, have insulin/glucose infused. 

Tracking CPI' Code CPI' Descriptor Global RVW 
Number (• New) Period Recommendation 

(Adjusted by 1.1% for 
1995 MFS Budget Neutrality 

C1 •788XX Tumor imaging, positron emission tomography (PET), XXX 1.93 
metabolic evaluation 

C2 •784X3 Myocardial imaging, positron emission tomography (PET), XXX 1.88 
metabolic evaluation 



AMERICAN COLLEGE OF RADIOLOGY 
AMERICAN COLLEGE OF NUCLEAR PHYSICIANS 

SOCIETY OF NUCLEAR MEDICINE 
ASSOCIATION OF UNIVERSITY RADIOLOGISTS 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: C1 Global Period: :XXX Recommended RVW: _ _,.1>.&<.9"""'5.....___ 

CPT Descriptor: Tumor imaging, positron emission tomography (PET), metabolic evaluation 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette #1: 42 year old female, 15 year smoking history, chronic cough, with fmding of a solitary 
pulmonary nodule that is indeterminate for malignancy on CT scanning. 

Procedure: Position emission tomographic (PET) metabolic study performed following an 
injection of F-18 fluorodeoxyglucose. 

Result: No significant uptake, essentially excluding non-small cell lung cancer. 

Vignette #2: 75 year old women with a prior history of sigmoidectomy for colorectal cancer, 
presented with abdominal pain. CT diagnosis: CT scan shows soft tissue which, at the 
site of surgery, could be scar or recurrent tumor. 

Procedure: Position emission tomographic (PET) metabolic study performed following an 
injection of F-18 fluorodeoxyglucose. 

Result: PET scan clearly showed a hypermetabolic focus corresponding to the soft tissue 
abnormality. 

Description of Pre-Service Work: (See Attachment) 

Description of Intra-Service Work: (See Attachment) 

Description of Post-Service Work: (See Attachment) 

KEY REFERENCE SERVICE(S): 

CPI Code 

78608 

74160 

78465 

CPT Descriptor 

Brain imaging, positron emission tomography (PET); metabolic 
evaluation 

Computerized axial tomography, abdomen; with contrast 
material(s) 

·Myocardial perfusion imaging; tomographic (SPECT), multiple 
studies, resting and/or stress (exercise and/or pharmacologic) 
and redistribution and/or rest injection, qualitative or quantitative 

1994 
RVW 

1.80* 

1.28 

1.48 

* RUC's value (May 1993) with budget neutrality adjustment applied. HCFA did not implement 
an RVW for this procedure. 

• 

• 

• 



• 

• 

• 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (Include a11 applicable elements or 
work in rationale: time; teclmical sklll & physical effort; mental effort and Judgment; and stress): 

PET for tumor imaging is more physician intensive than PET for brain imaging because the 
physician time is longer. First, prior to performing the PET study, the physician must interpret data 
from MRI, CT, and ultrasound studies in order to identify area(s) to be imaged using PET. Next, the 
physician must ensure that the PET study adequately covered the desired area(s). Data from the PET 
study is in 15 em increments (referred to as bed-positions). For brain imaging, usually one bed­
position is obtained. However, for metabolic body tumor imaging, the physician interprets 2 to 6 
bed-positions. The consensus panel (ACR, ACNP, SNM. AUR) is satisfied that the results are 
appropriate because physicians active in PET imaging were surveyed and the range in RVW estimates 
is consistent. 

FREQUENCY INFORMATION 

How was this service previously reported? 

78999 Unlisted diagnostic nuclear meClicine procedure 

How often do physicians in your specialty perform this service? ..1L Commonly 
__ Rarely 

. Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 40.000 

Is this service performed by many physicians across the United States? ..1L Yes _ No 

SURVEY DATA: 

Specialty: ACR, ACNP, SNM, AUR 

Median Total-Service Time (minutes): 67.5 Low: 20 High:~ 

Number of Times Provided in Past 12 months (Median): 90 in Past 5 years: __ilQ 

Other Data: 

Sample Size: 59 Response Rate(%): 31% <N-18) Median RVW: ~ 

25th Percentile RVW: 1.8 75th Percentile RVW: 2.5 Low: _ _,1....,2 __ High: _.lQ 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

FEBRUARY 1995 ~UC RECOMMENDATIONS 
GROUP PREVENTIVE MEDICINE COUNSELING- TAB 13 

• 
Group preventive medicine counseling services (codes 99411 and 99412) are interactive and require participation from both the patients 
and physician. During these sessions, the physician presents information on selected risk factors, their impact on health, and options for 
reducing risk. The physician facilitates group discussion and responds to questions. For example, a counseling session about early 
detection of breast cancer would include a discussion of the incidence and relative risk of breast cancer, instruction in breast self­
examination using an anatomical model, and discussion of mammography. It was noted during the presentation that the presumed 
number of patients that would be receiving the services described by 99411 is five, and 99412 assumes that six patients are receiving 
services. The RUC determined that the methodology to value these procedures should be the same as that used to value the multiple­
family group psychotherapy code, 90849. The ratio between the values for individual and group medical psychotherapy was used to 
compute the relative value for 99411 [Preventive Medicine group counseling and/or risk factor reduction intervention(s) provided to 
individuals in a group setting (separate procedure); approximately 30 minutes.] The calculations were as follows: 

[99411] Assume the relationship between the physician work for individual vs. group psychotherapy is consistent with the relation­
ship between physician work for individual vs. group preventive medicine counseling. 90842/90853 = 99402/99411, 2.74/4.3 = 
0.98/99411 therefore, 99411 = 0.15 

[99412] Assume the relationship between the physician work for individual vs. group psychotherapy identified in the latest survey is 
appropriate. 99411/99412 = 0.6, 0.15/99412 = 0.6, therefore, 99412 = 0.25 

The ratio calculation for 99412 was based on a survey of approximately 150 physicians of the difference between 30 and 60 minutes of 
preventive medicine group counseling. 

CPT Descriptor Global Period RVW 
Recommendation 

99411 Preventive medicine counseling and/or risk factor reduction intervention(s) provided XXX .15 
to individuals in a group setting (separate procedure); approximately 30 minutes 

99412 approximately 60 minutes XXX .25 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code Number: 99411 Global Period: XXX Recommended RVW: 0.60 per individual 

CPT Descriptor: Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
individuals in a group sening (separate procedure); approximately 30 minutes 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

AAP: Counseling session with a group of new parents regarding breast feeding, including the importance of 
maternal diet and exercise; avoidance of drugs, alcohol, and tobacco; the use of supplemental feedings; the role 
of the father; etc. 

AAFP, ACOG, ACPM: Counseling session with a group of healthy women to discuss early deteCtion of breast 
cancer through breast self~xa.mination and mammography. 

Description of Pre-Service Work: 

The physician reviews the charts if they are available. The physician prepares or reviews items to be discussed 
during the session. The physician gathers materials that will be used as visual aids or handouts. 

Description of Intra-Service Work: 

• 

The physician presents information on selected risk factors, their impact on health, and options for reducing risk. 
The physician facilitates group discussion and responds to questions. The counseling session with the new parents 
would include the pros and cons of breast feeding as well as alternatives, the importance of adequate nutrition • 
for both the infant and mother, and the avoidance of deleterious substances. The counseling session about early 
deteCtion of breast cancer would include a discussion of the incidence and relative risk of breast cancer, 
instruction in breast self~xamination using an anatomical model, and discussion of mammography. 

Description of Post-Service Work: 

The physician documents the length and contents of the session in each chart. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

99213 Officeloutpt visit, est pt, Level 3 (15 min) 0.56 

99214 Officeloutpt visit, est pt, Level 4 (25 min) 0.95 

99242 Officeloutpt consult, Level 2 (30 min) 1.12 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERV'ICE(S) M"D/OR OTHER 
RATIONALE FOR RVW RECO:MM~"DATION (lDclude all applicable elements or work iD rationale: time; tecbnicJll 
skill & ph1sicaJ effort; mental effort and judgement; and stress): 

The respondents indicated that the physician work of 30 minutes of preventive medicine group counseling falh 
between a Level 3 and Level 4 established patient problem-oriented visit. It is difficult to compare the physician • 
work of counseling to the physician work of problem-oriented services because the key element of counseling 
services is time while the key elements of problem-oriented visits are history, examination, and medical decision 
making. Although this service (99411) is defined as approximately thirty minutes of physician work, the technical 
skill, physical effort, mental effort, judgement, and stress of approximately 30 minutes of an established patient 



• 

• 

)" • 

probl~-<>riented visit (99214) is greater than for 30 minutes of preventive medicine group counseling. In fact, 
the technical skill, physical effon, mental effon, judgement, and stress of 30 minuteS of preventive medicine 
group counseling approximates the 15 minuteS of physician work of an established patient problem-<>riented visit 
{99213). In addition, although the responder.ts were not provided with ....... values for individual preventive 
medicine counseling, the median survey response value of 0.60 falls between the values of 0.50 for 15 minutes 
of individual preventive medicine counseling and 1.00 for 30 minuteS of individual preventive medicine 
counseling, indicating that there is less physician work per individual for 30 minuteS of group counseling as 
compared to 30 minutes of individual counseling. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION 

How was this service previously reponed? --------~N.:..~.A~-------

How often do physicians in your mecialtv perform this service? _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? No data available 

Is this service performed by many physicians across the United States? _x_ Yes No 

SURVEY DATA: 

Specialty: Pediatrics CAAPl. Family Physicians CAAfP). Obstetricians and Gynecologists CACQQ) and 
Preventive Medicine CACPM) 

Median Intra-Service Time: 30 minutes Low: -"""5..Aiw~·n~~.~u~~::t.es-- High: 60 minute:s 

Median Pre-Service Tune: 10 minutes Median Post-Service Tune: 5 minutes 

Length of Hospital Stay: __ _,N&.:.A~-- Number of ICU Days: NA 

Number & Level of Post-Hospital Visits: _____ _.N~A _____ _ 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3 

Other Data: Median Number of Patients in Group: 5 

Sample Size: 150 Response Rate (%): 33% MedianRVW: 0.60 

25th Percentile RVW: Q.38 75th Percentile RVW: 1.06 Low: Q,1Q High: 3,00 

: ------ -



AMAJSPECIAL'n' SOCIErY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code Number: 99412 Global Period: XXX Recommended RVW: 1.00 per individual-

CPT Descriptor: Preventive medicine counseling and/or risk factor reduction intervention(s) provided to 
individuals in a group setting (separate procedure); approximately 60 minutes 

CLINICAL DESCJWiitON OF SERVICE: 

Vignette Used in Survey: 

AAP: Counseling session with a group of teenagers (13 - 15 year olds) regarding substance (alcohol, drugs. 
tobacco) abuse. 

AAFP, ACOG, ACPM: Counseling session with a group of healthy teenagers to discuss prevention of teenage 
pregnancy. 

Description of Pre-Service Work: 

The physician reviews the cham if they are available. The physician prepares or reviews items to be discussed 
during the session. The physician gathers materials that will be used z..-: visual aids or handouts. 

Description of Intra-Service Work: 

The physician presents information on selected risk factors, their impact on health, and options for reducing risk. 
The physician facilitates group discussion and responds to questions. The counseling session with teenagers 
regarding substance abuse would include a discussion of the hazards of alcohol, tobacco, and drug use, the 

• 

reasons teenagers engage in substance abuse, and strategies for resisting peer pressure. The counseling session .~ 
regarding prevention of teenage pregnancy would include a discussion of the biological aspects of conception, 
the benefits of postponing sexual activity, contraceptive options, and the importance of condom use for preventing 
STDs. 

Description of Post-Service Work: 

The physician documents the length and contents of the session in each chart. 

KEY REFERENCE SERVICE(S): 

CPT Code 

99205 

99213 

99244 

CPT Descriptor 

Office/o111pt visit, new pt., Level 5 (60 min) 

Office/outpt visit, est pt., Level 3 (15 min) 

Office/outpt consult, Level 4 (60 min) 

2.31 

0.56 

2.25 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECO:MMENDATION (IDclude all applicable elemeau or ~rk ill rationak: time; '""bnica' 
skiD & pb)'sical effort; Dlf:lltal effort ud judgemeat; ud strr:SS): 

The respondents indicated that the- physician work of 60 minutes of preventive medicine group counseling falh • 
between a Level 3 established patient problem-oriented visit and a Level 4 office/outpatient consult. It is difficult 
to compare the physician work of couns.eling to the physician work of problem-oriented services or consults 
because the key element of counseling services is time while the key elements of problem-oriented visits and 
consults are history, examination, and medical decision making. Although this service (99412) is defined as 
approximately sixty minutes of physician work, the technical skill, physical effort, mental effort, judgement, and 



•• 
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stress of approximately 30 minutes of an office/outpatient consult (99244) is greater than for 60 minutes of 
preventive medicine group counseling. In fact, the technical skill, physical effon, mental effon, judgement, and 
stress of 60 minutes of preventive medicine group counseling falls about halfway between the 15 minutes of 
physician work c-F ~"'established patient problem-oriented visit (99213) and the 60 minutt~s c: an office/outpatient 
consult (99244). In addition, although the respondents were not provided with the values for individual 
preventive medicine counseling, the median survey response value of 1.00 is equivalent to the value of 1.00 for 
30 minutes of individual preventive medicine counseling, indicating there is approximately equivalent physician 
work per individual for 60 minutes of group counseling as compared to 30 minutes of individual counseling . 

.IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN 'Win": 

NA 

FREQUENCY INFORMATION 

How was this service previously reponed? _____ ....~N..:.A~------------

How often do physicians in vour ~pecialtv perform this service? _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? No data available 

Is this service performed by many physicians across the United States? ~ Yes _ No 

SURVEY DATA: 

Specialty: Pediatrics CAAPl. Family Physicians <AAfP). Obstetricians and Gynecologists <ACOGl. and 
Preventive Medicine (AepMl 

Median Intra-Service Time: 60 minutes Low: 10 minutes High: 75 minutes 

Median Pre-Service T~me: 18.75 minutes Median Post-Service Time: -~10~mwinutes~::2---

Length of Hospital Stay: NA Number ofiCU Days: NA 

Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 1 

Other Data: Median number of Patients in Group: ---~6'-----

Sample Size: 150 Response Rate(%): 33% Median RVW: 1.00 

25th Percentile RVW: 0.50 75th Percentile RVW: 1.90 Low: 0.20 High: 3.50 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RBCOMMBNDA'nONS 
APRIL 1995 

INFUSION THERAPY - TAB 8 

• 

The CPT Editorial Panel added eight new codes to describe procedures using implantable drug pumps to provide continuous intrathecal 
medications for patients with severe intractable pain or spasticity. After a development period often years, the FDA approved treatment 
using implantable pumps. There was considerable discussion at the RUC meetings regarding the nature of these coding changes, 
particularly whether the new codes describe new procedures or could be considered as included in the existing codes 63750 and 63780. 
The RUC was also provided with diagrams, which are attached to the recommendations. 

Codes 63750 [Insertion subarachnoid catheter with reservoir and/or pump for intermittent or continuous infusion of drug, including 
laminectomy] and 63780 [Insertion or replacement, subarachnoid or epidural catheter, with reservoir and/or pump for drug infusion, 
without laminectomy] sound very similar to the new CPT codes 62350 [Implantation, revision or repositioning of intrathecal or epidural 
catheter, for implantable reservoir or implantable pump; without laminectomy] and 62362 [Implantation or replacement of device for 
intrathecal or epidural drug infusion; programmable pump,, including preparation of pump, with or without programming] however, 
codes 63750 and 67380 are used to describe the work involved in implanting cancer patients with a catheter system to alleviate severe 
pain, not chronic pain or spasticity. The existing codes 63750 and 63780 provide a short-term means for controlling pain until the 
patient dies of cancer, whereas the new codes apply to the constant delivery of medicine into the intrathecal space. The operation to 
place the intrathecal catheter is very complex because the system is permanent and must remain in place for the duration of the patients' 
life. 

The family of codes has been divided into two groups to separately describe implanting a device to provide medicine and implanting a 
catheter. This grouping recognizes that the permanent placement of a complete drug infusion system would only occur at the initiation 
of treatment. 

Code 62350 [Implantation, revision or repositioning of intrathecal or epidural catheter, for implantable reServoir or implantable pump; 
without laminectomy] involves the placement of an implantable reservoir for the delivery of drugs designed to alleviate chronic pain or 
spasticity. The physician work is similar to code 63650 [Percutaneous implantation of neurostimulator electrodes; epidural]. The RUC 
recommends 6.25 RVUs for this code. 

CPT fiv~-digit eotk8, two-digit modipr8, and th8criptioM only ar~ copyright by the American M~dical.h&ociation. -1-



Code 62351 [Implantation, revision or repositioning of intrathecal or epidural catheter, for implantable reservoir or implantable pump; 
with laminectomy] is the same as code 62350 but requires a laminectomy. The RUC compared the work involved in this service to 
code 63655 [Laminectomy for implantation of neurostimulator electrodes; epidural], and recommends 9.25 RVUs. 

Code 62355 [Removal of previously implanted intrathecal or epidural catheter] is done when a problem such as infection develops. 
Until now, there was no way for the physician to report removal of a previously implanted catheter. The RUC determined that the 
work of 62355 most closely approximated the work of CPT code 63688 [Revision or removal of implanted spinal neurostimulator pulse 
generator or receiver] and, therefore, lowered the specialty's recommendation by 0.8 RVUs, reducing the recommended RVUs from 
5.60 to 4.80 RVUs. 

Code 62360 [Implantation or replacement of a device for intrathecal or epidural dmg infusion; subcutaneous reservoir] is a new code for 
the implantation of a reservoir. The surgeon implants the reservoir after the intrathecal catheter has been placed, and connects the 
reservoir to the catheter. Although placement of a subcutaneous reservoir is similar to CPT code 63685 [Incision and subcutaneous 
placement of spinal neurostimulator or receiver, direct or inductive coupling], less physician work is required to place the smaller 
subcutaneous reservoir. The RUC recommends 2.00 RVUs. 

Code 62361 [Implantation or replacement of device for intrathecal or epidural drug infusion; non-programmable pump] is similar to 
placement of a spinal neurostimulator (code 63685). The RUC determined that the work of code 62361 was comparable to code 36530 
[Insertion of an implantable intravenous infusion pump] and reduced the specialty recommendation from 7.00 to 4.80 RVUs. 

The RUC found that the work of code 62362 [Implantation or replacement of device for intrathecal or epidural drug infusion; 
programmable pump, including preparation of pump, with or without programming] was most comparable to that of code 63685, and 
lowered the specialty society recommendation from 7.14 RVUs to 6.29 RVUs. The RUC considered the work involved in code 62365 
[Removal of subcutaneous reservoir or pump, previously implanted for intrathecal or epidural infusion] to be comparable to that of code 
36532, which has 3.23 RVUs. Code 36532 has a 10 day global period, however, and 62365 has a 90 day global period. Therefore, the 
RUC lowered the specialty recommendation from 5.20 RVUs to 4.77 RVUs. 

Codes 62367 [Electronic analysis of programmable, implanted pump for intrathecal or epidural drug infusion (includes evaluation of 
reservoir status, alarm status, dmg prescription status); without reprogramming] and 62368 [Electronic analysis of programmable, 
implanted pump for intrathecal or epidural dmg infusion (includes evaluation of reservoir status, alarm status, drug prescription status); 
with reprogramming] are done postoperatively and involve the overall evaluation of the implanted pump to make sure that it is working 
correctly. The RUC recommends 0.48 RVUs for code 62367 and 0.75 RVUs for code 62368. 

CPT.five-digil c:otks, two-digit modifiers, and tkscrlptions only are copyright by 1M American Medii:al Association. -2-
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CPT Code TracldDg CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

62274 Ll Injection of diagnostic or therapeutic anesthetic or antispasmodic 000 1.78 
substance (mcluding narcotics); subarachnoid or subdural, single (No Change) 

62288* Lll Injection of substance other than anesthetic, antispasmodic. contrast, 000 1.74 
or neurolytic solutions; subarachnoid (separate procedure) (No Change) 

CATHBTBRDMPLANTATION 

lFor oercutaneou&J!Igment of intrathecal m;: gdural catheter. see codes 62274-622841 622881 622891 62298) 

e623SO L2 Implantation, revision or repositioning of intrathecal or epidural 090 6.2S 
catheter, for implantable reservoir or implantable infusion pump; 
without laminectomy 

•623S1 L3 with laminectomy 090 9.2S 

e623SS L4 Removal of previously impJanted intrathecal or epidural catheter 090 4.80 

CPT ftve-digil CJOtks, two-digit modifiers, and descriptioM only ar~ copyright by the American M~dictzl.Aasociation. -3-



CPT Code Traeking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

RESERVOIR/PUMP IMPLANTATION 

•62360 LS Implantation or replacement of device for intrathecal or epidunl 090 2.00 
drug infusion; subcutaneous reservoir 

•62361 L6 non-programmable pump 090 4.80 

•62362 L7 programmable pump, including preparation of pump, with 090 6.29 
or without programming 

•62365 L8 Remov.J. of 1111bcutaneous reservoir or pump, previously implanted 090 4.77 
for intrathecal or epidunl infusion 

•62367 L9 Electronic analysis of programmable, implanted pump for intrathe- XXX 0.48 
c8l or epidunl drug infusion (mcludea evahWion of reservoir status, 
.Jann atabla, drug prescription atabla); without reprogramming 

•62368 LlO with reprogramming XXX 0.75 

ITo reoort DUJIID refi111 use 96530} · 

63750 Ll2 laaaRiea1 IRihaNeheeill eedteteP with Fe881'¥eiP aad-(91' pump feto 090 N/A 
iMuai.KIIM 81' eelltitmeue iRNaiea ef dNg1 illelullillg hriuetemy 

(63150 baa been deleted. Io reoort. see 63XX2 and 
63XX41 63XXS or 63XX~ 

63780 L13 laautioa e• Rplaeemeat, auhllRihaeid 81' epiRNI eatheteP1 with 090 N/A 
NSBFII'eiP aad-(81' fMIIIIIP feto Rg iRfilaie111 withetH lamilleetemy 

(63780 has been deleted. To reoort. see 63X:Xl and 
63XX41 63XXS or 63XX~ 

CPT jive-digit code~. two-digit modifier~. and de~criptiom only are copyright by the American Medical A.uociation. -4-
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AppendixBl 

Short-term Placement of Port Catheter 

Acute and Chronic Pain: Use of Spinal Opioids, in Neural Blockade· in 
Clinical Anesthesia and Management of Pain, MJ Cousins, DA Cherry, 
GK Gourlay; JB Lippincott Company, MJ Cousins & PO Bridenbaugh 
(eds.), Philadelphia, 1988 



2nd Incision 
Over 11th Rib 

4th Incision · 

FIG. 28-22. Implantation of the epidural portal system. a. Position of patient before implantation. b. 
Insertion of 16-gauge epidural catheter through a Tuohy needle. c. Tunneling technique used to 
relocate the end of the epidural catheter to the anterior chest wall. d. Portal attached to the inserted 
epidural catheter. e. Injection technique and exposed view of the epidural portal. 
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AppendixB2 

Implantation of Permanent Drug Pump and Catheter 

• -
Intraspinal Drug Delivery: Surgical Technique Notebook, Medtronic, Inc., 
1991 

• 
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AppendixB3 

Placement of Permanent Epidural Stimulating System 

Spinal Cord Stimulation: Implantation Technique Notebook, Medtronic, 
Inc., 1992 
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AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L2 Global Period: 090 Recommended RVW: 6.25 

CPT Descriptor: Implantation, revision or repositioning of intrathecal or epidural catheter, for implantable reservoir or implantable 
infusion pump~ without laminectomy 

' 
Vignette Used in Survey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 8/10) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites of bone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is nine months from his 
cancer. 
Although his pain has been lessened with the use of oral opiates, the patient is experiencing intolerable side effects, even at relatively 

low doses. After successful screening, an intrathecal catheter is inserted and it's position verified. The catheter is anchored for 
connection to an implanted pump. No laminectomy is required for catheter insertion in this patient since the catheter is introduced 
percutaneously into the subarachnoid space via a Touhy needle inserter. Only a small skin incision is needed in order to connect the 
catheter to the implanted pump catheter. 

Description of Pre-Service Work: Review of hospital admission workup; preparation of equipment required for surgery; and 
obtaining informed consent. The patient is placed in a lateral recumbent position on a radiolucent table, prepped, draped and marked 
for catheter placement. 

Description of Intra-Service Work: A Touhy needle is inserted in the mid lumbar region such as L3-IA until the dura is penetrated. 
The catheter is advanced using fluoroscopy to the desired placement level and patency is verified by injection of nonionic contrast. 
With the Touhy needle in place, a vertical incision (3-5 em) is made to expose the supraspinous ligament to provide tissue to secure the 
catheter segment. The Touhy needle and guide are withdrawn. The catheter is secured with a purse string suture around the catheter. 
An anchoring sleeve to prevent tension and angulation of the catheter is sutured to the tissue and the catheter is inserted into the sleeve. 
Skin closure after connection to reservoir or pump. 

Description of Post-Service Work: Patient stabilization; communicating with the patient, family, and other health care professionals 
(including written and telephone reports and orders)~ and discharge day management. Additionally, all hospital visits and post­
discharge office visits for care of the wound for 90 days after the day of the operation are considered part of the post-operative work for 
this procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
5.99 63650 Percutaneous implantation of neurostimulator electrodes~ 50 74 58 32 3/ns yes 

epidural 090 
6.83 63744 Replacement, irrigation or revision of 56 75 64 29 3/ns no 

lumbosubarachnoid shunt 090 

(new)* L2 Implantation, revision or repositioning of 70 60 100 63 RUC/ns nla 

6.25 intrathecal or epidural catheter, for implantable 090 
reservoir or implantable infusion pump; without 
laminectomy 

*Specialty recommended RVW 



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include aU applicable elements 
of work in rationale: time, technical skill & physical effort; mental effort and judgment; and stress): 

The procedure which most resembles L2 is percutaneous implantation of neurostimulation electrodes. (See Diagrams 2 and 3 in • 
Appendix B). In both x-ray control is used to place a small catheter or electrode into a precise spinal position, the catheter and 
electrodes must be secured in place and attached to a pump or stimulator. The extra work in managing the catheter patient post 
operatively is the main difference that raises the RVW .26. Another similar procedure is replacement or revision of a 
lumbarsubarachnoid shunt. This requires x-ray. control and manipulation of a small catheter into the subarachnoid space. In some 
cases, the V-P shunt requires intraperitoneal placement of a catheter and so it has a higher value. Note that the deleted code 63780 
is not used for comparison since it was for a much simpler operation; placing a catheter into the epidural space without x-rays, and 
not using connectors or securing holders (see Diagram I in Appendix B). 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 63780 (see above) has been used to report combined catheter and pump 
implantation. However, this code was established at least six years ago to describe implant procedures for cancer pain which involves 
services significantly different from those associated with management of spasticity and chronic pain. 

How often do physicians in your specialtv perform this service? _ Commonly _2QL_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationaUy in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pumps to specifically include 
coverage for implantable infusion pumps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and 
to administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. [Attachment A 
presents data about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? Yes XX No 

SURVEY DATA: 

Specialty(s): American Association of Neurological Surgeons 

Median Intra-Service Time: 60 

Median Pre-ServiCe Time: 70 · 

Length ofHospital Stay: 2 

Low: 20 High: ISO 

Median Post-Service Tim~. 

Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 3.5 @ 18 min. 

Number of Times Provided in Past 12 months (Median): 10 in Past 5 years: 40 

Sample Size: 160 Response Rate (% ): 49 (31%) MEDIAN RVW: 6.25 

2SthpctlRVW: 5.50 75th pet! RVW: 7.50 Low: 2.81 High: 20.00 

..) 

• 

•• 



AMA/Specialty Society RVS Update Process Summary of Recommendation 

• Tracking Number: L3 Global Period: 090 Recommended RVW: 9.25 

CPT Descriptor: Implantation, revision or repositioning of intrathecal or epidural catheter, for implantable reservoir or implantable 
infusion pwnp; with laminectomy 

Vignette Used in Sun'ey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 811 0) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites ofbone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is nine months from his cancer. 

Although his pain has been lC?SSefled with the use of oral opiates, the patient is experiencing intolerable side effects, even at relatively low 
doses. A midline-lwnbar incision is made and the adjoining lamina above and below the intended insertion site are exposed. A partial or 
complete laminectomy is performed to permit the introduction of an intrathecal catheter into the subarachnoid space. After patency and 
placement of the catheter are confirmed, the catheter is anchored to the deep fascia and connected to the extension catheter from an 
implanted pwnp. The skin incision is closed. 

Description ofPre-Sen'ice Work: Review of hospital admission workup; preparation of equipment required for surgery; and obtaining 
informed consent. The patient is placed in a lateral recwnbent position on a radiolucent table, prepped, draped and marked for catheter 
placement. 

Description oflntra-Sen'ice Work: A midline lwnbar incision is made and the adjoining lamina above and below the intended insertion 
site are exposed. A partial or complete laminectomy is performed to permit the introduction of an intrathecal catheter into the 
subarachnoid space. After patency and placement of the catheter are confirmed, the catheter is anchored to the deep fascia and connected 
to the extension catheter from an implanted pwnp. The skin incision is closed. 

Description ofPost-Sen'ice Work: Patient stabilization; communicating with the patient, family, and other health care professionals 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital visits and post-discharge 

• office visits for care of the wound for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
8.95 63655 Laminectomy for implantation of neurostimulator 62 109 75 37 3/ns 

electrodes; epidural 090 

(new)* I.J Implantation, revision or repositioning of intrathecal 62 90 120 60 JRUC/ns no 

9.25 or epidural catheter, for implantable resen'oir or 090 
implantable infusion pump; with laminectomy 

*Specialty recommended RVW 

• 



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (lnc:lude all appUc:able elements ofworkln 
rationale: Ume, tec:hnic:alsldll & phyaic:al effort; mental effort and judiJilent; and stress): 

L3 includes all of the L2 services plus a laminectomy to place the catheter. The value of the additional laminectomy can be • 
compared to two similar procedures done with and without laminectomy: 

Intra RVW 
time 

Epidural electrode with laminectomy 109 8.95 
without laminectomy 74 5.99 

35 2.96 

Subarachnoid shunt with laminectomy 116 10.43 
without laminectomy 86 7.13 

30 3.3 

13 with laminectomy 90 9.25 
12 without laminectomy 60 6.25 

30 3 

These RVWs are the same. 
Note: There is an inconsistency in the old codes 63780 and 63750 in which the laminectomy increases the operative time by only 

1 7 minutes and the RVW by 1. OJ. Why the old survey obtained such a short operative period for performing a laminectomy is unclear. 
The laminectomy requires removing a full spinous process and both left and right lumina, plus placing a catheter through the dura and 
securing it permanently, an activity that takes at least 30 minutes. 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 63750 has been used to report implantation with laminectomy. However, this • 
code was established at least six years ago to describe implant procedures for cancer pain, which involves indications and services 
significantly different from those associated with management of spasticity and chronic pain. 

How often do physicians in your specialty perform this service? _ Commonly ..1QL. Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pumps to specifically include 
coverage for implantable infusion pumps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare :frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? Yes XX No 

• 



SURVEY DATA: 

• Specialty(s): American Association ofNeW"Ological Surgeons 

Median Intra-Service Time: 90 Low: 45 High: 255 

Median Pre-Service Time: 62 Median Post-Service Time: 120 

Length of Hospital Stay: 3 Nwnber ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 4.0 @15 min. 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 2 

Sample Size: 160 Response Rate(%): .45 (25%) MEDIANRVW: 10.00 

25th pctl RVW: 7.50 75th pctl RVW: 11.00 Low: 5.50 High: 22.0 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: lA Global Period: 090 Recommended RVW: 5.60 • CPT Descriptor: Removal of previously implanted intrathecal or epidural catheter 

Vignette Used in Survey: A 65-year-old male, with metastatic cancer of the prostate to multiple bony sites, has had good pain control 
following implantation of an intrathecal catheter connected to a subcutaneous pwnp system. He has developed signs of an infection 
involving the catheter/pwnp system, which is removed by re-exploration of the operative tract. This requires reopening the lwnbar incision 
and release of the anchoring sutures around the catheter. The catheter is then withdrawn from the point of spinal insertion, and the wounds 
are closed. 

Description of Pre-Service Work: Review of hospital admission workup; communicating with the referring physician and other health 
care professionals; and obtaining informed consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and 
draping the patient. 

Description of Intra-Service Work: The previously implanted catheter is removed by re-exploration of the operative tract. This 
requires reopening the lwnbar incision and releasing the anchoring sutures around the catheter. The spinal catheter is disconnected from 
the catheter coming from the implanted pwnp or reservoir. The catheter is then withdrawn from the point of spinal insertion, and the 
wounds are closed. 

Description of Post-Service Work: Patient stabilization; communicating with the patient, family, and other health care professionals 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital visits and post-discharge 
office visits for care of the wound for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
5.60 63746 Removal of entire lwnbosubarachnoid shunt system 49 45 62 29 3/ns no 

without replacement 090 

5.54 63660 Revision or removal of spinal neurostimulator electrodes 49 64 54 30 3/ns yes 
090 

(new)* L4 Removal of previously implanted intrathecal or 60 40 110 45 RUC/ns nla 

5.60 epidural catheter 090 
*Spectalty recommended RVW 

• 

• 



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include an appUcable elements orworkbt 
ntiomde: time. technical skiD & physical effort; mental effort md judp~ent; md stress): 

• The L4 is comparable most directly to removing a spinal stimulating electrode. The only difference is that the removal of the 
spinal subarachnoid catheter requires placement of sutures to avoid a CSF leak, and this justifies the . 06 higher value. The other 
directly comparable procedure is removal of a lumbarsubarachnoid shunt system which has the same RVW value. 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 63780 has been used to report implantation, however, there are no codes to 
accurately describe removal of a previously implanted catheter. The only codes that approximate this service L4 are listed above in the 
Key Reference Services that describe removal of other types of shunt/catheter/electrode systems. 

How often do physicians in your specialty perform this service? _ Commonly __xx_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationaUy in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pwnps to specifically include 
coverage for implantable infusion pwnps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? Yes XX No 

SURVEY DATA: 

Specialty(s): American Association of Neurological Surgeons 

Low: 20 High: 240 .Median Intra-Service Time: 40 

Median Pre-Service Time: 60 Median Post-Service Time: II 0 

Length of Hospital Stay: 3 Nwnber ofiCU Days: 0 

Nwnber & Level of Post-Hospital Visits: 3.0@ 15 min. 

Nwnber of Times Provided in Past 12 months (Median): I in Past 5 years: 3 

Sample Size: 160 Response Rate(%): 47 (29%) MEDIANRVW: 5.60 

2SthpctiRVW: 5.50 75th pctl RVW: 6.20 Low: 2.90 High: 15.00 

• 



AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: LS Global Period: 090 Recommended RVW: 2.0 

CPT Descriptor: Implantation or replacement of device for intrathecal or epidural drug infusion; subcutaneous reservoir 

Vignette Used in Survey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 8/1 0) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites of bone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is three months from his 
cancer. 

• 
Although his pain has been lessened with the use of oral opiates, the patient is experiencing intolerable side effects, even at 

relatively low doses. After placement of an intrathecal catheter, a subcutaneous reservoir is implanted and connected to the intrathecal 
catheter. This requires incising the skin, creating a subcutaneous pocket, and tunneling beneath the skin and subcutaneous tissues to 
permit passage of the connecting catheter to the location of the intrathecal spinal catheter, to which the reservoir catheter is then connected. 

Description of Pre-Service Work: Review of hospital admission workup; communicating with the referring physician and other health 
care professionals; and obtaining informed consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and 
draping the patient. 

Description of Intra-Service Work: An abdominal incision is made to create a pocket for the reservoir in the deep subcutaneous layer 
beneath the skin. A tunneling rod is advanced subcutaneously from the abdominal pocket around to the spinal incision site. The spinal 
catheter is attached to the tunnelling rod and secured with a ligature. The catheter is pulled through to the subcutaneous pocket. The 
catheter connection is completed at the spinal site by inserting a metal tubing connector, a strain relief sleeve (optional) and placement of 
ligatures to secure the connection. At the abdominal site, patency of the catheter is confirmed and the catheter is secured with a non­
absorbable ligature to the reservoir. The skin incision is closed. 

Description of Post-Service Work: Patient stabilization; communicating with the patient, family, and other health care professionals 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital visits and post-discharge • 
office visits for care of the wound for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
6.29 63685 Incision and subcutaneous placement of spinal 53 62 43 29 3/ns yes 

neurostimulator pulse generator or receiver, ... 090 

(new)* L5 Implantation or replacement of device for intrathecal 60 55 103 60 RUC/ns nla 

2 ~r epidural drug infusion; subcutaneous reservoir 090 
*Spec1alty recommended R VW 

• 



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include 1111 applicable elements of work In 
rationale: time; technical skill & physical effort; mental effort and jud1ft1ent; and stress): 

• LS can he compared to placement of a neurostimulator generator or receiver. However, the subcutaneous reservoir is much 
smaller, 2-3 em compared to 5-7 em, and is much easier to place. LS is shown in Appendix Bin Diagram 1 and is done with L2. The 
combined RWUfor LS and L2 with (-51) fora single surgeon would he 7.25. This is 1.03 RVW higher than the code 63780 it replaces. 
The value represents the fact that LS and L2 will sometimes he done with a simple epidural catheter as in Diagram 1 but often with a 
more permanent cathter as in Diagram 2. 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 63780 has been used to report implantation of both the catheter and the reservoir. 
However, there are no codes that cover the particular service of implantation of the subcutaneous reservoir including the connection to the 
separately coded and implanted catheter. 

How often do physicians in your specialtv perform this service? _ Commonly ...1QL Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pumps to specifically include 
coverage for implantable infusion pumps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? _ Yes XX No 

SURVEY DATA: 

• Specialty(s): American Association of Neurological Surgeons 

Median Intra-Service Time: 55 Low: 20 High: 150 

Median Pre-Service Time: 60 Median Post-Service Time: I 03 

Length of Hospital Stay: 2 Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 4.0 @ IS min. 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 11 

Sample Size: 160 Response Rate(%): 47 (29%) MEDIANRVW: 6.29 

25th pctl RVW: 6.16 75th pctl RVW: 8.00 Low: 3.00 High: 13.45 

• 



AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L6 Global Period: 090 Recommended RVW: 7.00 • CPT Descriptor: Implantation or replacement of device for intrathecal or epidural drug infusion; non-programmable pump 

Vignette Used in Survey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 811 0) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites of bone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is nine months from his cancer. 

Although his pain has been lessened with the use of oral opiates, the patient is experiencing intolerable side effects, even at 
relatively low doses. After placement of an intrathecal catheter, a non-programmable pump is implanted and connected to the intrathecal 
catheter. This requires incising the skin, creating a subcutaneous pocket, and tunneling beneath the skin and subcutaneous tissues to 
permit passage of the connecting catheter to the location of the intrathecal spinal catheter, to which the pump catheter is then connected. 

Description of Pre-Service Work: Review of hospital admission workup; communicating with the referring physician and other health 
care professionals; and obtaining informed consent. The patient is marked, prepped, and draped. The pump is prepared for implantation. 
The pump is warmed to 35-45°C. Under sterile conditions, the sterile water is removed from the pump using a Huber type needle and 
replace with the required amount of prescribed fluid. 

Description of Intra-Service Work: An abdominal incision is made to create a pocket for the pump in the deep subcutaneous layer 
beneath the skin. A tunneling rod is advanced subcutaneously from the abdominal pocket around to the spinal incision site. The spinal 
catheter is attached to the tunnelling rod and secured with a ligature. The catheter is pulled through to the subcutaneous pocket. The 
catheter connection is completed at the spinal site by inserting a metal tubing connector, a strain relief sleeve (optional) and placement of 
ligatures to secure the connection. At the abdominal site, patency of the catheter is confirmed and the catheter is secured with a non­
absorbable ligature to the pump. The skin incision is closed 

Description of Post-Service Work: Patient stabilization; communicating with the patient, family, and other health care professionals • 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital visits and post-discharge 
office visits for care of the wound for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
6.29 63685 Incision and subcutaneous placement of spinal 53 62 43 29 3/ns yes 

neurostimulator pulse generator or receiver, 090 

(new)* u; Implantation or replacement of device for 60 60 110 60 RUC/ns nla 

7.00 intrathecal or epidural drug infusion; non- 090 
pro2rammable pump 

*Specialty recommended RVW 

11 • 



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (lndude oil applicable elements of work In 
rationale: time; technical ddll &: physical eft'ort; mental eft'ort and Jud~J~~ent; and atress): 

• L6 is matched to placement of a spinal neurostimulator. The non-programmable pump is much larger, about 9 em in diameter 
and must be placed in a large subcutaneous pocket. It has to be connected to the spinal catheter and both the catheter and the pump 
must be secured in place. This extra work plus the addition of post operative time for drog management is reflected in the . 71 higher 
RVW. Insertion of implantable intraarterial infusion pumps (for chemotherapy) 36260 has an RVW of9.27 and revision 36261 has 
RVW of 5. 04. The average being comparable to the 7. 0 for L6. 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 63780 has been used to report implantation of both the catheter and the reservoir. 
However, there are no codes that cover the particular service of implantation of the pwnp including the connection to the separately coded 
and implanted catheter. 

How often do physicians in your specialty perform this service? _ Commonly ...1QL_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationaUy in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pwnps to specifically include 
coverage for implantable infusion pwnps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat] 

Is this service performed by many physicians across the United States? Yes XX No 

SURVEY DATA: 

·· ..• Specialty(s): American Association of Neurological Surgeons 

Median Intra-Service Time: 60 Low: 20 High: 180 

Median Pre-Service Time: 60 Median Post-Service Time: 110 

Length of Hospital Stay: 2 Nwnber ofiCU Days: 0 

Nwnber & Level of Post-Hospital Visits: 4.0@ 15 min. 

Nwnber of Times Provided in Past 12 months (Median): 0 

Sample Size: 160 Response Rate (0/o ): 45 (28%) 

25th pctl RVW: 6.25 

• 

75th pctl RVW: 8.00 
l~: 
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in Past 5 years: 3 

MEDIANRVW: 7.00 

Low: 3.50 High: 20.00 
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AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L7 Global Period: 090 Recommended RVW: 7.14 • CPT Descriptor: Implantation or replacement of device for intrathecal or epidural drug infusion; programmable pump, including 
preparation of pump, with or without programming 

Vignette Used in Sun'ey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 8/1 0) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites of bone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is nine months from his cancer. 

Although his pain has been lessened with the use of oral opiates, the patient is experiencing intolerable side effects, even at 
relatively low doses. After successful screening, a spinal infusion pump is implanted. The pump is prepared for implantation by initial 
analysis and filling with saline solution and warming the pump and the solution. The pump is implanted into a subcutaneous pocket 
created through a separate skin incision over the abdomen and anchored into place with marginal sutures. The catheter attached to the 
pump is tunneled beneath the skin and subcutaneous tissues to permit passage of the connecting catheter to the location of the intrathecal 
spinal catheter, to which the pump catheter is then connected. The saline solution is then replaced with the opiate solution. The catheter is 
anchored to the fascia and the wounds are closed. Immediately post-operatively, the external programming of the infusion pump is 
conducted. 

Description ofPre-Sen'ice Work: Review of hospital admission workup; communicating with the referring physician and other health 
care professionals; and obtaining informed consent. The patient is marked, prepped, and draped. The pump is prepared for implantation 
by programming and warming to 35-45°C. Under sterile conditions, the sterile water is removed from the pump using a Huber type needle 
and replaced with the required amount of prescribed fluid. 

Description of Intra-Sen'ice Work: The pump is implanted into a subcutaneous pocket created through a separate skin incision over the 
abdomen and anchored into place with marginal sutures. The catheter attached to the pump is tunneled beneath the skin and subcutaneous 
tissues to permit passage of the connecting catheter to the location of the intrathecal spinal catheter, to which the pump catheter is then 
connected. The catheter is anchored to the fascia and the wounds are closed. • 

Description ofPost-Sen'ice Work: Immediately post-operatively, the external programming of the infusion pump is conducted. Post­
service work also includes patient stabilization; communicating with the patient, family, and other health care professionals (including 
written and telephone reports and orders); monitoring of patient response and dosage adjustment to achieve the desired patient response; 
and discharge day management. Additionally, all hospital visits and post-discharge office visits for care of the wound for 90 days after the 
day of the operation are considered part of the post-operative work for this procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hasp- Off-

Post Post 
0.65 63691 Electronic 111181ysil of impl1111tcd ncurostimulator pulse gcnc:rator system 0 27t 0 0 3/ns yes 

(may include rate, pulse amplitude 1111d duration, configuration of wave XXX form. battery status, electrode sclectability, output modulation, cycling, 
impedance and patient compliance mcasurc:menta); with reprogramming of 
pulse generator 

6.29 63685 Incision and lllbculllllcous placement of spinal ncurostimulator pulse 53 62 43 29 3/ns 
gcnc:ralor or receiver, 

090 

(new)* L7 Implantation or replacement of device for intrathecal 75 90 120 60 RUC/ns nla 
7.14 or epidural drug infusion; programmable pump, 090 

including preparation of pump, with or without 
pro_gramming 

*Specialty recommended R VW 
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RelationshiP to Key Reference Service(s) and/or other Rationale for RVW Recommendation (ln~:lude all appllc:able elements ohrork In 
• ntlonale: time; te~:hnlf:al sldU & physlf:al effort; mental effort and jud1111ent; and streu): 

L 7 is matched with placement of a spinal neurostimulator plus electronic analysis of the stimulator for a RVW of 6.94. The 
implanted programmable pump {diameter 8 em) is larger than the neurostimulator, it must be placed within a large pocket, a dacron 
pouch is used to secure it from moving, and it must be prepared, programmed and loaded with saline or medicine at the time of 
implantation. These extra steps (see Diagram 2) justify the RVW of7.1 4. As noted in the justification L6, the values for placement or 
revision of a pump for chemotherapy have an average RVW of7.1 5, which is similar. 

FREQUENCY INFORMATION 

How was this service previously reported! CPT code 63780 may have been used to report implantation. However, this code was 
established at least six years ago to describe implant procedures associated with cancer pain and involves completely different services 
than those associated with spasticity and chronic pain. Additionally, this code does not describe the unique preparation associated with 
implant of a programmable pump. There are no codes to accurately describe replacement of a device for intrathecal or epidural drug 
infusion. 

How often do physicians in your specialty perform this service! _ Commonly _XX- Sometimes _ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period! The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pumps to specifically include 
coverage for implantable infusion pumps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. (Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians acrou the United States! Yes XX No 

• SURVEY DATA:. 

Specialty(s): American Association of Neurological Surgeons 

M¢ian Intra-Service Time: 90 Low: 30 High: 180 

Median Pre-Service Time: 75 Median Post-Service Time: 120 

Length of Hospital Stay: 3 Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 4.0 @ 15 min 

Number of Times Provided in Past 12 months (Median): 10 in Past 5 years: 28 

Sample Size: 160 Response Rate(%): 48 (30%) MEDIANRVW: 7.14 

2SthpctlRVW: 6.50 75th pctl RVW: 9.75 Low: 4.00 High: 20.00 
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AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L8 Global Period: 090 Recommended RVW: 5.20 • CPT Descriptor: Removal of subcutaneous reservoir or pump, previously implanted for intrathecal or epidural infusion 

Vignette Used in Sunrey: A 65-year-old male presents with bilateral leg and pelvic bone pain (rated 8/10) due to prostate cancer and 
metastases to multiple bone sites in the lower body. Because of the multiple sites ofbone involvement and lack of response to 
chemotherapy, no radiation therapy or further chemotherapy is planned for him. His expected survival time is nine months from his cancer. 

Placement of an intrathecal catheter and a subcutaneous infusion pump produced several months of satisfactory pain control in the 
patient. However, he has developed signs and symptoms of infection at the site of the subcutaneous pump pocket. The skin incision over 
the pump pocket is reopened, the sutures anchoring the pump are removed, the exit catheter is tied and divided, and the pump device is 
removed. The pocket is irrigated and the wound closed over external drainage. 

Description ofPre-Senrice Work: Review of hospital admission workup; communicating with the referring physician and other health 
care professionals; and obtaining informed consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and 
draping the patient. 

Description of llntra-Senrice Work: The skin incision over the pump pocket is reopened, the sutures anchoring the pump are removed, 
the exit catheter is tied and divided, and the pump device is removed. The pocket is irrigated and the wound closed over external drainage. 

Description ofPost-Senrice Work: Patient stabilization; communicating with the patient, family, and other health care professionals 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital visits and post-discharge 
office visits for care of the wound for 90 days after the day of the operation are considered part of the post -operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
4.77 63688 Revision or removal of implanted spinal neurostimulator 48 59 54 30 3/ns yes 

pulse generator or receiver 090 

(new)* 1..8 Removal of subcutaneous resenroir or pump, 60 45 105 45 RUC/ns nla 

5.20 previously implanted for intrathecal or epidural 090 
infusion 

*Spec1alty recommended RVW 
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Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include all applicable element. or-rkiD 
• rationale: time; technical aldll & pbyalcal effort; mental effort and Judpnent; and atreu): 

L8 covers three situations, removal of a small subcutaneous reservoir, removal of a non-programmable pump in a large pocket, 
and removal of a programmable pump in a dacron pouch which is densely adherent to the subcutaneous pocket. At present about 80% 
of the pumps placed are programmable and require the most effort to remove. The subcutaneous reservoirs will rarely be removed 
because cancer patients most likely will die with them in place. Therefore, the RVW reflects the fact that most of the procedures will be 
for the highest work and intensive procedure of the three. The value of 5.2 reflects the average RVWs of the three procedures corrected 
for the likely frequency they will be done. 

FREQUENCY INFORMATION 

How was this service previously reported? There were no codes to accurately describe removal of a previously implanted 
subcutaneous reservoir or pwnp. 

How often do physicians in your specialty perform this service? _ Commonly _xx_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationaUy in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pwnps to specifically include 
coverage for implantable infusion pwnps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. (Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? Yes XX No 

SURVEY DATA: 

.Specialty(s): American Association of Neurological Surgeons 

Median Intra-Service Time: 45 Low: IS High: 180 

Median Pre-Service Time: 60 Median Post-Service Time: I OS 

Length of Hospital Stay: 3 Number ofiCU Days: 0 

Number & Level ofPost-Hospital Visits: 3.0@ IS min. 

Nwnber of Times Provided in Past 12 months (Median): I in Past 5 years: 3 

Sample Size: 160 Response Rate(%): 47 (29%) MEDIANRVW: 5.20 

25th pctl RVW: 4.77 75th pctl RVW: 6.00 Low: 3.50 High: 15.00 

• 16 



AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L9 Global Period:. XXX Recommended RVW: 0.48 

CPT Descriptor: Electronic analysis of programmable, implanted pump for intrathecal or epidural drug infusion (includes evaluation of 
reservoir status, alann status, drug prescription status); without reprogramming 

• 
Vignette Used in Survey: A 65-year-old male presents for an electronic analysis of an implanted infusion pump that delivers opiates and 
has successfully controlled his pain due to prostate cancer and metastases to multiple bone sites in the lower body and resultant bilateral leg 
and pelvic bone pain (rated 8110). Because of the multiple sites of bone involvement and lack of response to chemotherapy, no radiation 
therapy or further chemotherapy is planned. His expected survival time is nine months from his cancer. 

The electronic analysis ofthe implanted pump device, which determines the rate of infusion and the amount of morphine solution 
remaining in the pump reservoir, indicates a satisfactory infusion rate and residual volume; so no reprogramming is needed. 

Description of Pre-Service Work: Review of patient medical chart with special attention to patient's response to drug delivery via 
implanted infusion pump. 

Description of Intra-Service Work: Electronic analysis is performed to determine reservoir status, alann status, and the drug 
prescription status. Because the electronic analysis of the implanted pump device indicates a satisfactory infusion rate and residual 
volume; no reprogramming is needed. 

Description of Post-Service Work: Communication with the patient, family, and other health care professionals (including written and 
telephone reports and orders) on the day of the analysis are considered part of the post-operative work for this procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
0.45 63690 Electronic analysis of implanted ncurostimulator pulse generator system 0 19t 0 0 3/ns yes 

(may include rate, pube amplitude and duration, configuration of wave 
XXX form, battery status, electrode 11Cicctability, output modulation, cycling, 

impedance and patient compliance mcaauremcnll); without 
of pulse generator 

(new)* L9 Electronic: .....,... or pi'IJII'IIIIImable.impbmted pump lor intrathe- 0 20 0 0 RUC/ns nla 
al or epidural druc Infusion (lneludea naluatlon of reaerwir XXX .48 atatua, alann atat111, druc pnserlptlon ltatua); without 
re_11_r.,gramminl! 

*Spectalty recommended RVW 

RelationshiP to Key Reference Service(s) and/or other Rationale for RVW Recommendation (lndude all applleable elements olworkln 
rationale: time; teehnieal skill & phyaleal effort; mental effort and judcment; and atrea): 

L9 can be compared to electronic analysis of a neurostimulatorwithout reprogramming. This is also the same RVW as 93731 
electronic analysis of a dual chamber pacemaker without reprogramming. (. 45) 

FREQUENCY INFORMATION 

How was this service previously reported1 CPT code 96530 may have been used for refilling and maintenance of an implantable 
pump or reservoir, however, this code is included in the section for chemotherapy, and thus is inappropriate for spasticity and pain 
management. Equally important, 96530 was not intended to describe the new generation of pumps requiring analyses to check the 
reservoir status, the alann status, and drug prescription status. Depending upon the results of these analyses, the physician may change the 
patient's dosage, reprogram the pump, and refill the pump. 

17 
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How often do physicians in your specialty perform this service? _ Commonly ...1QL. Sometimes _ Rarely 

• Estimate the number oftimes this service might be provided nationally in a one-year period? The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pumps to specifically include 
coverage for implantable infusion pumps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, Medicare frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States? Yes XX No 

SURVEY DATA: 

Specialty(s): American Association ofNeurological Surgeons 

Median Intra-Service Time: 20 Low:5 High: 60 

Median Pre-Service Time: nla Median Post-Service Time: nla 

Length of Hospital Stay: 0 Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: nla 

Number of Times Provided in Past 12 months (Median): 30 in Past 5 years: 10 I 

Sample Size: 160 Response Rate(%): 46 (29%) MEDIAN RVW: 0.48 

.25th pctl RVW: 0.45 75th pctl RVW: 0.98 Low: 0.38 High: 2.00 
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AMA/Specialty Society RVS Update Process Summary of Recommendation 

Tracking Number: L1 0 Global Period: XXX Recommended RVW: 0.75 

CPT Descriptor: Electronic analysis of programmable, implanted pwnp for intrathecal or epidural drug infusion (includes evaluation of 
reservoir status, alarm status, drug prescription status); with reprogramming 

Vignette Used in Survey: A 65-year-old male presents for an electronic analysis of an implanted infusion pwnp that delivers opiates to 
control pain because he has begun to experience increasing pain after several months of good control, that has become quite severe (rated 
611 0). The patient has prostate cancer and metastases to multiple bone sites in the lower body and resultant bilateral leg and pelvic bone 
pain. Because of the multiple sites of bone involvement and lack of response to chemotherapy, no radiation therapy or further 
chemotherapy is planned. His expected survival time is nine months from his cancer. 

• 
Analysis of the pwnp function via external electronic analysis verifies the infusion rate. The pwnp is then reprogrammed to increase 

the rate of infusion and control the increased level of pain. 

Description of Pre-Service Work: Review of patient medical chart with special attention to patient's response to drug delivery via 
implanted infusion pwnp. 

Description of1!ntra-Service Work: Electronic analysis is performed to determine reservoir status, alarm status, and the drug 
prescription status. Electronic analysis of the pwnp function verifies the infusion rate. The pwnp is then reprogrammed to increase the 
rate of infusion and control the increased level of pain. 

Description of Post-Service Work: Communication with the patient, family, and other health care professionals (including written and 
telephone reports and orders) on the day of the analysis and reprogramming are considered part of the post-operative work for this 
procedure. 

Key REFERENCE SERVICE(S): 

1995 CPT Descriptor Harvard Time Phase On 
RVW (minutes) Spec MPC 

Global Tbl? 
Pre- Intra- Hosp- Off-

Post Post 
0.65 63691 Electronic ualysia of implutcd ncurostimulator pubc scncrator system 0 27t 0 0 3/ns yes 

(may include rate, pubc amplitude ud duration, configuration of wave 
XXX form, battery status, electrode ~electability, output modulation, cycling, 

impedllllce ud patient compliuce measurements); with reprogramming 
of puiiC ~tenerator 

(new)* LlO Eleetronl~ IIIUllyala of pnlii'IIIIIIIUlble, Implanted pump for 0 30 0 0 RUC/ nla 
Intrathecal or epldunl dnt~lnfaaion ~ludes ewluatlon of ns 0.75 reservoir atatua, .._..... atatua, dftll prescription atatul); with 
repropammln~ XXX 

*Specialty recommended RVW 
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Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include all applicable elements or-rk In 
• rationale: time; technical aldll & phyalcal effort; mental effort and Judpnent; and atress): 

Ll 0 RVW falls between the .65 RVW for reprogramming a neurostimulator pulse generator and .92 for reprogramming a dual 
chamber pacemaker. 

FREQUENCY INFORMATION 

How was this service previously reported! CPT code 96530 may have been uSed for refilling and maintenance of an implantable 
pwnp or reservoir, however, this code is included in the section for chemotherapy, and thus is inappropriate for spasticity and pain 
management. Equally important, 96530 was not intended to describe the new generation of pwnps requiring analyses to check the 
reservoir status, the alarm status, and drug prescription status. Depending upon the results of these analyses, the physician may change the 
patient's dosage, reprogram the pwnp, and refill the pwnp. 

How often do physicians in your specialtv perform this service! _ Commonly ....xK_ Sometimes _ Rarely 

Estimate the number oftimes this service might be provided nationaUy in a one-year period! The Health Care Financing 
Administration has only recently (3/4/94) expanded it's national Medicare coverage policy on infusion pwnps to specifically include 
coverage for implantable infusion pwnps used to administer antispasmodic drugs intrathecally to treat chronic intractable spasticity and to 
administer opioid drugs for chronic intractable pain. Consequently, MediCar-e frequency data is not available. [Attachment A presents data 
about the incidence of the disease(s) that this procedure is designed to treat.] 

Is this service performed by many physicians across the United States! Yes XX No 

SURVEY DATA: 

.Specialty(s): American Association of Neurological Surgeons 

Median Intra-Service Time: 30 Low: I 0 High: 65 

Median Pre-Service Time: nla Median Post-Service Time: nla 

Length ofHospital Stay: 0 Nwnber ofiCU Days: 0 

Nwnber & Level of Post-Hospital Visits: nla 

Nwnber of Times Provided in Past 12 months (Median): SO in Past 5 years: 120 

Sample Size: 160 Response Rate(%): 45 (28%) MEDIAN RVW: 0.75 

25th pctl RVW: 0.65 75th pctl RVW: l.l3 Low: 0.48 High: 3.00 

• 20 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

ELECTRODIAGNOSTIC MEDICINE - TAB 9 

• 

There has been significant confusion among both physicians and payors regarding the proper way to report H and F reflex nerve 
conduction studies. In an attempt to reduce confusion and clarify the test that was performed, code 95935 ["H" or "F" reflex study, by 
electrodiagnostic testing] was deleted and two new codes (95903 and 95934) were added for H and F wave studies. Code 95903 [Nerve 
conduction, amplitude and latency/velocity study, each nerve, any/all site(s) along the nerve; motor, with F-wave study] is a diagnostic 
study that involves assessing the peripheral nervous system noninvasively. In F-wave studies, a nerve trunk is stimulated and the 
response of a muscle it innervates is recorded. F-wave studies are motor nerve conduction studies that primarily evaluate nerves in the 
limbs. An F-wave study can evaluate the entire length of a nerve from the spinal cord to the muscle it innervates. F-wave studies are 
useful in detecting proximal pathology that would not otherwise be detected by standard motor and sensory nerve conduction techniques. 
F-waves involve only the motor nerves. The impulse generated at the stimulating electrode travels up motor nerves to the motor neuron 
cell bodies in the spinal cord, then travels down the motor nerves to the neuromuscular junction, then to the muscle: 

Physicians are responsible for the performance or supervision of patient preparation, placement of ground, stimulating rod and recording 
surface electrodes, the stimulation of nerves, and recording the of the waveform of the resulting compound sensory nerves or muscle 
action potentials. The physician also calculates the nerve conduction velocities and generates a report based on this information. The 
RUC adopted the specialty's recommendation of 0.60 for code 95903. 

Short-latency somatosensory testing as described by CPT codes 95925, 95926, and 95927 all require that physicians have additional 
training beyond residency programs. In addition, the results of these tests are usually the basis of a physician diagnosis which could 
result in surgery, so it is important that the results are accurate. Codes 95926 [Short-latency somatosensory evoked potential study, 
stimulation of any/all peripheral nerves or skin sites, recording from the central nervous system; in upper limbs] and 95927 [Short­
latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin sites, recording from the central nervous 
system; in the trunk or head] describe non-invasive ways to assess the central and peripheral nervous systems. A nerve trunk is 
stimulated and the response of proximal nerves, plexuses, nerve roots, spinal cord and cerebral cortex to this stimulation is recorded. 
Somatosensory evoked potentials are useful in detecting proximal pathology in nerves that would not otherwise be detected by standard 

CPT jive-digil CJOtk~. two-digil modifier~. and tk~criptloM only are copyright by the American Medical Assoc:iatlon. 



motor and sensory nerve conduction techniques and are useful for detecting disorders of central nervous function such as multiple 
sclerosis. In almost all cases, the tests are performed bilaterally and the typical stimulation sites are the arms and legs. The term 
"short-latency" was added to the beginning of the definition to clearly distinguish it from long-latency evoked potential testing. The 
codes were separated into upper and lower limbs to recognize that switching from upper to lower limbs requires an increase in work 
(whether or not the physician is actually performing or supervising the procedure) because several stimulating and recording electrodes 
must be moved to perform the testing. The physician work of code 95926 is more complex than the reference services 95900 [Nerve 
conduction, velocity and/or latency study, motor, each nerve] and 95904 [Nerve conduction, velocity and/or latency study; sensory, 
each nerve] because there are more artifacts to analyze, more trials to consider, more waveforms to measure which are usually less well 
defined and therefore, harder to assess. The RUC adopted the specialty's recommended value of 0.81 for both codes, which is the 25th 
percentile of the survey responses. 

Codes 95934 [H-reftex, amplitude and latency study; record gastrocnemius/soleus muscle] and 95936 [H-reftex, amplitude and latency 
study; record muscle other than gastrocnemius/soleus muscle] are diagnostic studies that involve assessing the peripheral nervous system 
noninvasively. H-reftexes involve sensory and motor nerves. The impulse generated at the stimulating electrode travels up the axons of 
sensory nerves, then travels to the spinal cord, where it crosses a synapse and activates motor neurons. The impulse then travels down 
the motor nerves to the neuromuscular junction, then to the muscle. H-reftexes therefore, are able to assess motor and sensory nerve 
functions and their connections in the spinal cord. H-reftex studies usually involve assessment of the tibial motor nerve and the 
gastrocnemius-soleus muscle complex and are often done in conjunction with conventional nerve conduction studies (95900 and 95904) 
of this nerve-muscle pair. Only one or two H-reftex studieS are typically done on a single patient on a given occasion. 

Physicians are responsible for the performance or supervision of patient preparation, placement of ground, stimulating rod and recording 
surface electrodes, the stimulation of nerves, and recording the of the waveform of the resulting compound sensory nerves or muscle 
action potentials. If the test is performed by a technologist, the physician is readily available for consultation and assistance. The 
physician also calculates the nerve conduction velocities and generates a report and differential diagnosis based on this information. The 
RUC recommendds 0.51 RVUs for code 95934 and 0.55 for code 95936, which are the survey medians. 

CPrCode Traekiag CPT Deseriptor Global RVW Recommendation 
(• New) Number Period 

95872 Ml Needle electromyography, siagle fihw, any teehllilf.Ue using XXX l.SO 
gg!o fi!!m;: eloctrodo1 with auantitative measurement of titter 1 

blocking and/or fiber densit!1 g/all sites of each muscle 
(No Ch~e) 

studied 

Cn' jive-digit cotk8, two-digit modifiers, and descriptiona only are copyright by the American Medical AJaociation. -2-
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• • • 
CPT Code TraekiDg CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

95900 M2 Nerve conduction,¥eleeif¥ aa.UePIMeas,o stHdy11ReteJo1 eaeh XXX 0.42 
ftel'¥8 amolitude and latencx/veloci!I stu!tt. each nerve. !!!)!/all (No Change) 
si~s} along the nervei motor. without F-wave stu!tt 

•95903 M3 motor, with F-wave study XXX 0.60 

95904 M4 sensory XXX 0.34 
(No Change) 

95925 MS Sematesell&_,. te&8ng (eg, elll'8l9RII F.~ekell peteati~1 eae • XXX 0.81 
meN IIIIAl'es Short-latency SOmato&ell80l')' evoked potential (No Change) 
stu51!1 stimulation of g/!11 oerioheral nerves or skin sites1 

recording from the central nervous §X&temi in UDDel' limbs 

•95926 M6 in lower limbs XXX 0.81 

•95921 M7 in the trunk or head XXX 0.81 

(To report a unilateral study, uee modifier -52 or 09952) 

95935 M8 •H• e. •p• Ntlell stHdy1 hy eleeCNIIill!llestie testifts XXX N/A 

(25935 has been deleted. To reoort.. see 9S9Xl. 9S9X41 95· 
~ 

•95934 M9 H-reflex, amplitude and latency study; record gastrocnemi- XXX 0.51 
us/soleus muscle (Approved at the Fcb9S 

RUC meeting) 

•95936 MlO record muscle other than gastrocnemius/soleus muscle XXX o.ss 
(Approved at the Fcb9S 

(To report a bilateral study, uee modifier -SO or 09950) RUC meeting) 

-3-



AMA/SPECIALTY SOCmTY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _---~:Mu3...__ __ Global Period: XXX Recommended RVW: __ 0........,6 ...... 3 __ _ 

CPT Descriptor: Nerve conduction, amplitude and latency/velocity study, each nerve, any/all site(s) along the nerve; 
motor, with F-wave study 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: 

A ~year-old woman complains of weakness and numbness of her arms and legs for three months. Physical examination shows 
weakness of distal upper and lower limb muscles, areflexia and stocking-glove sensory loss. Differential diagnostic considerations 
included axonal or demyelinating polyneuropathies. Electrophysiologic findings included normal sensory potentials, only slightly 
prolonged motor conduction velocities and markedly prolonged F-wave latencies recorded from both the hand and foot muscles. 
1be F-wave testing results indicate that she has a generalized primarily proximal demyelinating radicu]oneuropathy. After a course 
of prednisone fails, she receives intermittent infusions of human immune globulin, which result in marked clinical improvement. 

Most primarily demyelinating neuropathies are diagnosable only by electrodiagnostic techniques, not blood or imaging tests. 
Omission of F-wave testing will greatly decrease the sensitivity of the motor nerve conduction studies in detecting neuropathies 
and will decrease the ability of these tests to differentiate between primarily axonal and demyelinating neuropathies which have 
different etiologies and treatments. 

Description of Pre-Service Work: 

~ervice work involves the examiner determining which nerves are to be studied based on the referring physician's questions 
and the available clinical information. 

Description of Intra-Service Work: 

Intra-service work includes physician performance or supervision of patient preparation, placement of ground, stimulating and 
recording surface electrodes, stimulation of nerves and recording of the waveform of the resulting compound muscle action 
potentials. 1be waveform is analyzed with respect to latency, amplitude and configuration. Interelectrode distances are measured 
and recorded. F-wave studies involve changing the electromyograph's gain setting, time base and filter settings (sometimes}, 
reorienting the stimulating electrode (sometimes) and stimulating motor nerves enough times to generate more than 10 F-waves, 
which are recorded and analyzed. Test design changes during the course of the study in response to the information obtained. 

Description of Post-Service Work: 

Post-service worlc involves calculation of nerve conduction velocities,' sometimes calculation of certain F-wave indices that are more 
sensitive than raw F-wave latencies, comparison to normal values, summarizaiion of clinical and electrodiagnostic data, physician 
interpretation, generation of a differential diagnosis and sometimes suggestions for further work-up. 

KEY REFERENCE SERVICE(S): 

CPT Code 

95900 
95904 

CPT Descriptor 

Nerve conduction, velocity and/or latency study, motor, each nerve 
Nerve conduction, velocitY and/or latency study; sensory, each nerve 

0.42 
0.34 

• 

• 

• 



• 

• 

• 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements or work in rationale: time; technical skill 
& physical effort; mental effort and judgement; and stress): 

The key reference services listed above are related services. This new code considers only the physician work and does not include 
the work performed by technicians or other professionals. The new code does not include distinct evaluation and management 
services which may be provided in addition to the procedure. As is discussed below, there is more intra-service and post-service 
physician work involved in M3 than in any of the reference services. 

Description of Pre-Service Work: 

In all codes, the pre-service work involves the examiner determining which nerves are to be studied based on the referring 
physician's questions and the available clinical information. 

Description of Intra-Service Work: 

Intra-service work includes physician performance or supervision of patient preparation, placement of ground, stimulating and 
recording surface electrodes, stimulation of nerves and recording of the waveforms of the resulting compound sensory nerve or 
muscle action potentials. The waveforms are analyzed with respect to latency, amplitude and configuration. Interelectrode 
distances are measured and recorded. In reference services 95900 and 95904, only a single type of evoked response is recorded. 
In M3, two distinct types of evoked responses are recorded. In M3, the additional F-wave studies involve changing the 
electromyograph's gain setting, time base and filter settings (sometimes), reorienting the stimulating electrode (sometimes) and 
stimulating motor nerves enough rimes to generate more than 10 F-waves, which are recorded and analyzed. Test design changes 
during the course of the study in response to the information obtained. 

Description of Post-Service Work: 

Post-service work involves calculation of nerve conduction latencies or velocities, comparison to normal values, summarization 
of clinical and electrodiagnostic data, physician interpretation, generation of a differential diagnosis and sometimes suggestions 
for further work-up. In reference services 95900 and 95904,. only a single type of evoked response is interpreted. In M3, two 
distinct types of evoked responses are interpreted. In M3, sometimes calculation of certain F-wave indices that are more sensitive 
than raw F-wave latencies must also be done . 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The recommended relative values reached for M3 are a weighled average of the median responses obtained from the four societies' 
surveys 

FREQUENCY INFORMATION 

How was this service previously reported? ----"9 ..... 5 ... 9 .... 35 ......... an..,d.......,95""'9u.OO...._ ______________ _ 

How often do physicians in your specialty perform this service? _x_ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 60% of all 
procedures currently ended as 95900 

Is this service performed by many physicians across the United States? _x_ Yes _ No 

SURVEY DATA: 

Specialty: American Association of Eledrodiagnostic Medicine 

Median Intra-Service Time: JOmin Low: 2 min High: 40 min 

Median Pre-Service Time: ---~:Bwmwu.in.__ ____ _ Median Post-Service Time: _SwmiLLLijn...__ ______ _ 

Length of Hospital Stay: ---"'Nu:A:>o..----- Number of ICU Days: --"Nu:A:>..----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): __..;~3u00~-- in Past 5 years: ---~1-tSOOuu.. ___ _ 

Other Data: Other Reference Services· 95933 

Sample Size: ---J.7~3 ___ _ Response Rate(%): __..60u..c.a%~...-__ Median RVW: _.....0....,60..._ ____ _ 

25th Percentile RVW: __.o..__..so..__ __ 75th Percentile RVW: __ 0 ........ 63._ __ Low: _0......,.3..._9 __ High: 1 56 

• 

• 

• 



I 
I 

• 

• 

• 

PIEme complete the following if more than one specialty society was involved in developing the recommendation: 

Specialty: American AcadPJDy of Neurology 

Median Intra-Service Time: 10min Low: 1 min High: 60 min 

Median Pre-Service Time: _s._mUUJin...__ _____ _ Median Post-Service Time: _5L..U.m..._in.....__ ______ _ 

Length of Hospital Stay: ___._,NuA:......_ _____ Nuiribe·r-of ICU Days:. --"N,.,.A"--~--------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ___.2.u:OO..,__ __ _ in Past 5 years: _·....J14-,QQQIAA,___ ___ _ 

Other Data: Other Reference Services· 95860 99241 99244 
; ' 

Sample Size: __.,6w01----- Response Rate(%): ---"'4 .... 2 ..... %.__ __ Median RVW: ._u.0 ..... 5""'0 _____ _ 

25th Percentile RVW: 0 35 75th Percentile RVW: 0 85 Low: --~o.~O'--l1u5 __ High: 1 54 

Specialty: American AcadPJDy of Physical Medicine and Rehabilitation 

Median Intra-Service Time: 30 min Low: 5 min High: 90min 

Median Pre-Service Time: _5._.mLUU.in..__ ____ _ Median Post-Service Time: ___.l .... O._.mLLLLiin"--------

Length of Hospital Stay: ___..N"""A=>------- Number of ICU Days: ___..N"""A=>-----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): --"60IU---- in Past 5 years: __.;3L,15t~.~O:.__ ____ _ 

Other Data: Other Reference Services· 95935 

Sample Size: ~t .... oo....__ __ _ Response Rate(%): ---I.J16u...%w.._ __ MedianRVW: 19* 

25th Percentile RVW: 0 50 75th Percentile RVW: 4 38 Low: 0 40 High: 10 00 
•'DteMif4RIWWY__.,_,./ttlJDwl: 0.40, fUO, O.SO, O.SO, 0.41, 0.41, 0.65, 0.10, J.S8, :Z.:z&,4.20, 4.18, 4.,1, 6.60, 6.H_, 10.00. ~llte---oflllfh-4rwptJ~UG.MPMR bcJuw< tNz: 
-<ftlw_,._ _,....., ~ tltelr 111-.l RVW by lite _._of_ rlrb proeetbln -'4 ,_."'1M_,.,., 111 onkr 1t> ,_lite prtiiiN tiGmbe4 111 lite C'lbuDal Mpau. n-, MPMR 
""'*"""' ..... tJIJ --- J.S8. 7loe .....U.."""' lite...-., rwpDIUG II 0.41, MPMR't •au w>dal RVW. 7loe 0.41 Mllooc _, wetl 111 lite wa,~~~o~.,_c, by wiUds lite tp«iiiJty -­
rww:W dtcirODIUGU'IIt »wao w.uladoR 

Specialty: American Physical Therapy Association 

Median Intra-Service Time: 40min Low: 9min High: 90 min 

Median Pre-Service Time: ___.1L:l4umLLLLiin"------- Median Post-Service Time: ___.1'-'S .... m...,J ..... ·n.__ _____ _ 

Length of Hospital Stay: __...N,.,.A"------- Number of ICU Days: _...a.;NuA1...----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): --"'2...u50"---- in Past 5 years: ___.1...,2....,50~-----

Other Data: Other Reference Services· 95935 

Sample Size: 120 Response Rate (%): 16% MedianRVW: 0 85 

25th Percentile RVW: 0 59 75th Percentile RVW: 1 56 Low: 0 34 High: 11 20 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

MS Global Period: XXX Recommended RVW: _ ___._....._ __ _ Tracking Number: 

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* 

• For the purpose of completing this survey only, answer the survey questions as if the test were bilateral. 

CLINICAL DESCRIFI'ION OF SERVICE: 

Vignette Used in Survey: 

A 35-year-old woman complains of numbness in the right arm. Physical examination, MRI of the brain, needle EMG and nerve 
conduction studies are normal. Median somatosensory evoked potentials are markedly abnormal, with slowing of conduction 
demonstrated in the cervical spinal cord on right-sided stimulation. MRI of the cervical spine shows T2 hyperintensity in the mid 
cervical region. Cerebrospinal fluid analysis is positive for high CSF IgG and oligoclonal bands. A presumptive diagnosis of 
transverse myelitis is made. She recovers after a course of high dose intravenous Solumedrol therapy. In this case the median 
somatosensory evoked potential abnormalities were the first objective evidence obtained of central nervous system dysfunction. 

Description of Pre-Service Work: 

Pre-service work involves the examiner determining which nerves &JJdlor dermatomes are to be studied based on the referring 
physician's questions and the available clinical information. 

Description of Intra-Service Work: 

Jnt.ra...ervice work includes physician supervision of patient preparation, placement of growxl, stimulating and recording surface 
electrodes, stimulation of nerves &JJdlor dermatomes and recording the resulting evoked potentials at several sites from periphery 
to cerebral cortex. Multiple trials are averaged since the signals are very small. Test design changes during the course of the study 
in response to the information obtained. 

Description of Post-Service Work: 

Post-service work involves determination of the latency and amplitude of the evoked potentials, comparison to normal values, 
summarization of clinical and electrocUagnostic data, physician interpretation, generation of a differential diagnosis and sometimes 
suggestions for further work-up. 

KEY REFERENCE SERVICE(S): 

CPT Code 

95900 
95904 
95819 

CPT Descriptor 

Nerve conduction, velocity and/or latency study, motor, each nerve 
Nerve conduction, velocity and/or latency study; sensory, each nerve 
Electroencephalogram (EEG) including recording awake and asleep, 
with hyperventilation and/or photic stimulation 

0.42 
0.34 
1.08 

• 

I 



• 

• 

• 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements of work in rationale: time; technical skill 
& physical efTon; mental efTon and judgement; and stress): 

The key reference services listed above are related services. !his new code considers only the physician work and does not include 
the work performed by technicians or other professionals. The new code does not include distinct evaluation and management 
services which may be provided in addition to the procedure. As is discussed below, there is more intra-service and post-service 
physician work-involved in M5 than in reference services 95900 or 95904. Physician work is comparable to reference service 
95819. 

Description of Pre-Service Work: 

In MS aDd in reference services 95900 and 95904, the pre-service work involves the examiner determining which nerves and/or 
dermatomes are to be studied based on the referring physician's questions and the available clinical information. 

In reference service 95819, the pre-service work involves the examiner determining which type of electroencephalogram is to be 
performed based on the referring physician's questions and the available clinical information. 

Description of Intra-Service Work: 

In reference services 95900 and 95904 and in M5, intra-service work includes physician performance or supervision of patient 
preparation, placement of grouod, stimulating and recording surface electrodes, stimulation of nerves and/or dermatomes and 
recording of the waveforms of the resulting compound sensory nerve or muscle action potentials, or of the evoked potentials. In 
MS, multiple sets of recording electrodes are placed over the scalp, neck, and supraclavicular areas (and sometimes arms), since 
the evoked potentials are rec:ordecl at several sites from periphery to cerebral cortex. In reference services 95900 and 95904, only 
a single set of recording electrodes is attached to the patient. In M5, a much larger number of trials are run than in the reference 
services. The evoked poteDtials must be averaged since the signals are very small. In the reference services and in MS, the evoked 
waveforms are analyzed with respect to latency, amplitude and configuration. Interelectrode distances are measured and recorded . 
Test design changes during the course of the study in response to the information obtained. 

In reference service 95819, intra-service work includes physician performance or supervision of patient preparation, placement 
of ground and multiple recording scalp surface electrodes, and recording of the waveform of the resulting electroencephalogram. 
The recording is prolonged, often up to an hour and many types of artifacts must be recognized and eliminated, if possible. 
Correlation of the waveforms and the patient's clinical condition must be· made. Hyperventilation and/or photic stimulation studies 
are performed. 

Description of Post-Service Work: 

In reference services 95900 and 95904 and in M5, post-service work involves determination of the latency and amplitude of the 
evoked potentials, comparison to normal values, summarization of clinical and electrodiagnostic data, physician interpretation, 
generation of a diffen::mial diagnosis and sometimes suggestions for further work-up. In M5, the interpretation of the study is more 
complicated than in the reference services. There are more artifacts, more trials to consider, more waveforms to measure, usually 
inter-side and inter-waveform latency differences to calculate, and the waveforms themselves are less well defined and thus hard~r 
to assess. 

In reference service 95819, post-service work involves interpretation of the lengthy electroencephalogram (viewed either on many 
pages of paper or many screens on a computer monitor), determination of the significance of artifacts on the record, clinical 
correlation of the waveforms with the patient's clinical status, summarization of clinical and electrodiagnostic data, physician 
interpretation, generation of a differential diagnosis and sometimes suggestions for further work-up . 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The society member representatives are of the opinion that the physician work is equal for codes M5, M6, and M7 and therefore 
used a value between the weighted averages of median responses for the two most commonly performed of these services (MS and 

~- • 
FREQUENCY INFORMATION 

How was this service previously reported? --...:9z..5z.::>9"""2..~.5 ______________ _ 

How often do physicians in your specialty perform this service? _ Commonly ....x._ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 50 - 60% of 
procedures currently ended as 95925 

Is this service performed by many physicians across the United States? ....x._ Yes _ No 

SURVEY DATA: 

Specialty: American Association of Elertmdiagnostic Medicine 

Median Intra-Service Time: 30mjn Low: Omin High: 90min 

Median Pre-Service Time: _l .... OL..m ........ in....._ ____ _ Median Post-Service Time: -..~lu.Oumw.uin'--------

Length of Hospital Stay: ---"N"""A"'------ Number of ICU Days: ---"Na.A"'-----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): __.2~5 __ _ in Past 5 years: __.1..,..2..._5 ____ _ 

Other Data: Other Reference Services· 95933 

Sample Size: __.7._.3.___ __ _ Response Rate(%): ---:::~4:...~...1...,%.__ __ Median RVW: __.!-'OO.&U-------

25th Percentile RVW: __ Ou...u8u0 __ _ 75th Percentile RVW: __,1....,6...,.0...__ __ Low: _OI.L...I5~9 __ High: 3 39 

• 

• 



Please complete the following if more than one specinlJ:y sociezy was involved in developing the recommendlltion: 

Specialty: American Academy of Neurology 

Median Intra-Service Time: 15 min Low: 5 min High: 90 min 

• Median Pre-Service Time: _5'-'mu.u..a.inL-------- Median Post-Service Time: ___.1'-'5'-'m ......... inL--------

. Length of Hospital Stay: _. _..N,...A""------- Niunber of ICU Days: __..N~AOL-----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ---'2~0 ___ _ in Past 5 years: ___.7~5------

Other Data: Other Reference Services· 95861 99241 99244 
; ' 

Sample Size: _....6 ..... 0'------ RespomeRare(%): ~3=8~%~--- Median RVW: _1.._..,00...__ _____ _ 

25th Percentile RVW: ---IJ0u8:w0..._ __ 75th Percentile RVW: ----~.1..J.2o..~5 __ Low: 0 42 High: 3 ()() 

Specialty: American Academy of Physical Medicine and Rehabilitation 

Median Intra-Service Time: 60min Low: 15 min High: 90 min 

Median Pre-Service Time: _· --.L;10~mw.in...,__ ____ _ Median Post-Service Time: ___.1 .... 2 ... S........,m .... in...._ _____ _ 

Length of Hospital Stay: --'-'N"""A,.___ _____ Number of ICU Days: __..N'""'A"'-----------

• Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ~5~----- in Past 5 years: ___..2 ... 2._5...__ ____ _ 

Other Data: Other Reference Services· 95925 

Sample Size: ----~.l.uOO"'---- Response Rare(%): __._1 ...... 1 %....._ __ Median RVW: ____..1_,8=4'------

25th Percentile RVW: 10 75th Percentile RVW: 2 75 Low: .........,0 .... 7...._5 __ High: 6 30 

Specialty: American Physical Therapy Association 

Median Intra-Service Time: 30min Low: Omin High: 90 min 

Median Pre-Service T1me: _1u.Oum ........ in..._-,.-____ _ Median Post-Service Time: ___.1._.5'-'mu.u.a.in...._ _____ _ 

Length of Hospital Stay: --LNu:A,.___ _____ Number of ICU Days: __..NuA~---------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ----~.6~...--__ _ in Past 5 years: __..201JO~.-____ _ 

Other Data: Other Reference Services· 95925 • Sample Size: _..1 .... 20..__ __ _ Response.Rare (%): ____,1.u6.DJ%'---- Median RVW: __.,0....,8.....,1'--------

25th Percentile RVW: 0 31 75th Percentile RVW: 1 30 Low: 0 00 High: ----~.1 .... 9 ..... 2 __ 



AMA/SPECIALTY SOCmTY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

M6 Global Period: XXX Recommended RVW: _ __,__.__ __ _ Tracking Number: 

CPT Descriptor: Short-latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin • 
sites, recording from the central nervous system; in lower limbs* 

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

* For the purpose of completing this survey only, answer the survey questions as if the test were bilateral. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Over the last two months, a 45-year-old man has noted progressive difficulty in gait, urinary urgency and numbness in his feet. 
Physical e:umination is remarkable for diffuse mild (4/S) weakness in the lower limbs (right side worse), hyperactive knee and 
ankle IDWlcle stretch reflexes with a right Babinski sign and equivocal loss of vibration sense in the feet. The referral diagnoses 
include cervical spondylosis, motor neuron disease or intracranial pathology (e.g. hydrocephalus or stroke). Bilateral tibial nerve 
SEPs demonstrate poorly developed and delayed cortical waveforms bilaterally while median SEPs are normal bilaterally. The 
fiodings demonstrate involvement of the somatosensory pathways (arguing against motor neuron disease) and suggest spinal cord 
impairment between the tibial (15,SI) and median (C6,7) inputs. Combined with the clinical picture, these abnormalities are 
strongly suggestive of cervical or thoracic myelopathy and iillow imaging to be focused on the cervical and thoracic spinal regions. 
Imaging studies demonstrate a large thoracic disc herniation. He undergoes surgery and eventually recovers completely. 

Description of Pre-Service Work: 

Pre-service work involves the examiner determining which nerves and/or dermatomes are to be studied based on the referring 
physician's questions and the available clinical information. • 

Description of Intra-Service Work: 

Intra-service work includes physician supervision of patient preparation, placement of ground, stimulating and recording surface 
electrodes, stimulation of nerves and/or dermatomes recording the resulting evoked potentials at several sites from periphery to 
cerebtal cortex. Multiple trials are averaged since the signals are very small. Test design changes during the course of the study 
in response to the information obtained. 

Description of Post-Service Work: 

Post-service work involves determination of the latency and amplitude of the evoked potentials, comparison to normal values, 
summarization of clinical and electrodiagnostic data, physician interpretation, generation of a differential diagnosis and sometimes 
suggestions for further work-up. 

KEY REFERENCE SERVICE(S): 

CPT Code 

95900 
95904 
95819 

CPT Descriptor 

Nerve conduction, velocity and/or latency study, motor, each nerve 
Nerve conduction, velocity and/or latency study; sensory, each nerve 
Electroencephalogram (EEG) including recording awake and asleep, 
with hyperventilation and/or photic stimulation 

0.42 
0.34 
1.08 • 



• 

• 

• 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Ioclude aU applicable elements or work in rationale: time; technical skill 
& physical effort; mental effort and judgement; and stress): 

The key reference seJVices listed above are related seJVices. This new code considers only the physician work and does not include 
the worlc performed by technicians or other professionals. The code does not include distinct evaluation and management services 
which may be provided in addition to the procedure. As is discussed below, there is more intra-service and post-service physician 
work involved in M6 than in reference-services 95900 or 95904. Physician work is comparable to-reference service 95819.-

Description of Pre-Service Work: 

In M6 and in reference services 95900 imd 95904, the pre-service work involves the examiner determining which nerves and/or 
dermatomes are to be studied based on the referring physician's questions and the available clinical information. 

In reference service 95819, the pre-service work involves the examiner determining which type of electroencephalogram is to be 
performed based on the referring physician's questions and the available clinical information. 

Description of Intra-Service Work: 

In reference services 95900 and 95904 and in M6, intra-service work includes physician performance or supervision of patient 
preparation, placement of ground, stimulating and recording surface electrodes, stimulation of nerves and/or dermatomes and 
recording of the waveforms of the resulting compound sensory nerve or muscle action potentials, or of the evoked potentials. In 
M6, multiple sets of recording electrodes are placed over the scalp, neck, and lumbar areas (and sometimes legs), since the evoked 
potentials are recorded at several sites from periphery to cerebral cortex. In reference services 95900 and 95904, only a single 
set of recording electrodes is attached to the patient. In M6, a much larger number of trials are nm than in the reference services. 
The evoked potentials UDJS1 be averaged since the signals are very small. In the reference services and in M6 the evoked waveforms 
are analyzed with respect to latency, amplitude and configundion. Interelectrode distances are measured and recorded. Test design 
changes during the course of the study in response to the information obtained . 

In reference service 95819, intra-service work includes physician performance or supervision of patient preparation, placement 
of gramd and multiple recording scalp surface electrodes, and recording of the waveform of the resulting electroencephalogram. 
The recording is prolonged, often up to an hour and many types of artifacts must be recognized and ~liminated, if possible. 
Cormation of the waveforms and the patient's clinical condition must be made. Hyperventilation and/or photic stimulation studies 
are performed. 

Description of Post-Service Work: 

In reference services 95900 and 95904 and in M6, post-service work involves determination of the latency and amplitude of the 
evoked potentials, comparison to normal values, summarization of clinical and electrodiagnostic data, physician interpretation, 
generation of a differemial diagnosis aud sometimes suggestions for further work-up. In M6, the interpretation of the study is more 
complicated than in the reference services. There are more artifacts, more trials to consider, more waveforms to measure, usually 
inter-side and inter-waveform Jateocy differences to calculate, and the waveforms themselves are less well defined and thus harder 
to assess. 

In reference service 95819, post-seJVice work involves interpretation of the lengthy electroencephalogram (viewed either on many 
pages of paper or many screens on a computer monitor), determination of the significance of artifacts on the record, clinical 
correlation of the waveforms with the patient's clinical status, summarization of clinical and electrodiagnostic data, physician 
interpretation, generation of a differential diagnosis and sometimes suggestions for further work-up . 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The society member representatives are of the opinion that the physician work is equal for codes MS, M6, and M7 and therefore 
used a value between the weighted averages of median responses for the two most commonly performed of these services (M5 and 

~- • 

FREQUENCY INFORMATION 

How was this service previously reported? ____.9 ..... 5.,...9 .... 25...__ _____________ _ 

How often do physicians in your specialty perform this service? _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 50 - 60% of 
procedures currently coded as 95925 

Is this service performed by many physicians across the United States? _x_ Yes _ No 

SURVEY DATA: 

Specialty: -American Association of El,.,.tmdiagnostic Medicine 

Median Intta-Service Time: 30min Low: Omin High: 90min 

Median Pre-Service Time: __.1....,0 ... m,....j ..... n..._ ___ _ Median Post-Service Time: -1u.OumLJ.LLLin..__ _____ _ 

Length of Hospital Stay: ---"NLCA,._____ Number of ICU Days: ---"NLCA,._ ________ _ 

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ____ w...._ __ in Past 5 years: __.1._.1_..3 ____ _ 

Other Data: Other Reference Services· 95933 

Sample Size: __.7c..~3 ___ _ Response Rate(%): --""4..._1 %,.._ __ Median RVW: ___.1w00~------

25th Percentile RVW: _....O..;z9:u.O __ 75th Percentile RVW: 1 55 Low: .....JOu...::z.48D---- High: 3 22 

• 

• 



Please complete thefoUowing if more than one specinhJz sociezy was involved in developing the recommendation: 

Specialty: American Academy of Neurology 

Median Intra-Service Time: 15 min Low: 2min High: 90 min 

• Median Pre-Service Time: __,1..,.0um.wiwn~---- Median Post-Service Time: __,l...J.5um.wiwn _______ _ 

-Length of HoSpital Stay: __._N .... A:::~o.-_____ Nuinber of ICU Days: 

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ---'1..u0 ___ _ in Past 5 years: _5~.~..~0.__ ____ _ 

Other Data: Other Reference Services· 95861 99241 99244 ; ; 

Sample Size: --~.6w0~--- Response Rate·(%): _3 .... 8~%..__ __ Median RVW: ---'1_.2'-LOL------

25th Percentile RVW: ---IJOr.-.;90UL-__ 75th Percentile RVW: I 40 Low: 0 42 High: 3 ()() 

Specialty: Amerian Academy of Physical Medicine and Rehabilitation 

Median Intra-Service Time: 60mjn Low: 15 min High: 120 min 

Median Pre-Service Time: ___,l....,O._.m.u.u.in..._ ____ _ Median Post-Service Time: ___,1"-~5um.u.u.in..._ _____ _ 

Length of Hospital Stay: __._N .... A:::~o.-_____ Number of ICU Days: _uN,...A..._ _________ _ 

• Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): in Past 5 years: ___.2 ... 0'--------

Other Data: Other Reference Services· 95925 

Sample Size: __,lu.~OO~--- Response Rate(%): _· ..... to..._.%...__ __ Median RVW: __.J.M6LL7 ____ _ 

25th Percentile RVW: 15 75th Percentile RVW: 2 54 Low: _OU-L75...___ High: 4 27 

Specialty: Ameriom Physical Therapy Association 

Median Intra-Service Time: 30mjn Low: Omin High: 120 min 

Median Pre-Service Time: __,l..,.Oum.wiwn..___ ____ _ Median Post-Service Time: ___,t....,O._.mwl.u.·n..._ _____ _ 

Length of Hospital Stay: --LNlL!A3------ Number of ICU Days: --LNlL!A3----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): in Past 5 years: ___.2...,.0.__ ____ _ 

Other Data: Other Reference Services· 95925 • Sample Size: ___,1..._2 .... 0 ___ _ ResponseRate(%): ~-~1~6~%~-- MedianRVW: 0 90 

25th Percentile RVW: ----'"Ou8;u.l __ _ 75th Percentile RVW: 1 47 Low: 0 00 High: 2 37 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _ ___.M.x.u..7 __ Recommended RVW: --"--L--- • 

Short-latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin 

Global Period: XXX 

CPT Descriptor: 
sites, recording from the central nervous system; in the trunk or head 
--- -- --· -- -·. --. 

* For the purpose of completing this survey only, answer the survey questions as if the test were bilateral. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A 40-year-old man reports back pain in the thoracic and lumbar region. Imaging studies reveal disc herniations at the T6-7 and 
Tl0-11 regions, both impinging on the thecal sac. Dermatomal somatosensory evoked potentials are performed stimulating at the 
T4, T8 and Tl2 levels on the trunk. While the T4 and T8 somatosensory evoked potentials are normal, the T12 somatosensory 
evoked potentials are abnormal. These findings suggest that the Tl 0-11 disc herniation is the clinically significant one and direct 
the surgeon to operate at this level. He recovers uneventfully. 

Description of Pre-Service Work: 

Pre-service work involves the examiner determining which nerves and/or dermatomes are to be studied based on the referring 
physician's questions and the available clinical information .. 

Description of Intra-Service Work: 

Intra-service work includes physician supervision of patient preparation, placement of ground, stimulating and recording surface 
electrodes, stimulation of nerves and/or dermatomes and recording the resulting evoked potentials at several sites from periphery 
to cerebral cortex. Multiple trials are averaged siDce the signals are very small. Test design changes during the course of the study 
in response to the information obtained. 

Description of Post-Service Work: 

Post-service work involves determination of the latency and amplitude of the evoked potentials, comparison to normal values, 
summarization of clinical and electrodiagnostic data, physician interpretation, generation of a differential diagnosis and sometimes 
suggestions for further work-up. 

KEY REFERENCE SERVICE(S): 

CPT Code 

95900 
95904 
95819 

CPT Descriptor 

Nerve conduction, velocity and/or latency study, motor, each nerve 
Nerve conduction, velocity and/or latency study; sensory, each nerve 
Electroencephalogram (EEG) including recording awake and asleep, 
with hyperventilation and/or photic stimulation 

0.42 
0.34 
1.08 

• 

• 



• 

• 

• 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RV\V RECOMMENDATION (lnclude all applic:able elements of work in rationale: time; technical skill 
& physical effort; mental effort and judgement; and stress): 

The key reference services listed above are related services. This new code considers only the physician work and does not include 
the work performed by technicians or other professionals. The code does not include distinct evaluation 8nd management services 
which may be provided in addition to the procedure. As is discussed below, there is more intra-service and post-service physician 
work involved in M7 than in reference services 95900 or 95904. Physician work is comparable to-reference service 95819. 

Description of Pre-Service Work: 

In M7 and in reference services 95900 and 95904, the ~service work involves the examiner determining which nerves and/or 
dermatomes are to be studied based on the referring physician's questions and the available clinical information. 

In reference service 95819, the ~service work involves the examiner determining which type of electroencephalogram is to be 
performed based on the referring physician's questions and the available clinical information. 

Description of Intra-Service Work: 

In reference services 95900 and 95904 and in M7, intra-service work includes physician performance or supervision of patient 
preparation, placement of ground, stimulating and recording surface electrodes, stimulation of nerves and/or dermatomes and 
recording of the waveforms of the resulting compound sensory nerve or muscle action potentials, or of the evoked potentials. In 
M7, multiple sets of recording electrodes are placed over the scalp, and spine, since the evoked potentials are recorded at several 
sites from periphery to cerebral cortex. In reference services 95900 and 95904, only a single set of recording electrodes is attached 
to the patient. In M7, a much larger JDJmber of trials are nm than in the reference services. The evoked potentials must be averaged 
since the signals are very small. In the reference services and in M7, the evoked waveforms are analyzed with respect to latency, 
amplitude and configuration. Interelectrode distances are measured and recorded. Test design changes during the course of the 
study in response to the information obtained . 

In reference service 95819, intra-service work includes physician performance or supervision of patient preparation, placement 
of grouod and multiple recording scalp surface electrodes, and recording of the waveform of the resulting electroencephalogram. 
The recording is prolonged, often up to an hour and many types of artifacts must be recognized and eliminated, if possible. 
Correlation of the waveforms and the patient's clinical condition must be made. Hyperventilation and/or photic stimulation studies 
are performed. 

Description of Post-Service Work: 

In reference services 95900 and 95904 and in M7, post-service work involves determination of the latency and amplitude of the 
evoked potentials, comparison to normal values, summarization of clinical and electrodiagnostic data, physician interpretation, 
generation of a di1feremial diagnosis and sometimes suggestions for further work-up. In M7, the interpretation of the study is more 
complicated than in the reference services. There are more artifacts, more trials to consider, more waveforms to measure, usually 
iDter-side and inter-wavefonn Jateocy differences to calculate, and the waveforms themselves are less well defined and thus harder 
to assess. 

In reference service 95819, post-service work involves interpretation of the lengthy electroencephalogram (viewed either on many 
pages of paper or many screens on a compner monitor), determination of the significance of artifacts on the record, clinical 
correlation of the waveforms with the patient's clinical status, summarization of clinical and electrodiagnostic data, physician 
interpretation, generation of a differential diagnosis and sometimes suggestions for further work-up . 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

1be society member representatives are of the opinion that the physician work is equal for codes MS, M6, and M7 and therefore 
used a value between the weighted averages of median responses for the two most commonly performed of these services (MS and 
M6). 

FREQUENCY INFORMATION 

How was this service previously reported? -.;9...,.5 .... 9 ... 25...__ _____________ _ 

How often do physicians in your specialty perform this service? _ Commonly _ Sometimes _x_ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 0 5 - 1 0% of 
procedures currently ended as 95925 

Is this service performed by many physicians across the United States? _ Yes _x_ No 

SURVEY DATA: 

Specialty: American Association of Elertrodiagnostic Medicine 

Median Intra-Service TlUle: 35min Low: 5 min High: 105 min 

Median Pre-Service Time: ---..~1..~.~0u.mwiwn _____ _ Median Post-Service Time: ---J1wOum.LLJw.nL...-------

Length of Hospital Stay: --"'N .... A1.--____ Number of ICU Days: -~.N""'A"-----------

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): __...o,__ __ in Past 5 years: 

Other Data: Other Reference Services· 95933 95937 

Sample Size: ___..7 ...... 3 __ _ Response Rate(%): -..=40 .... %..._ __ Median RVW: .......~1_3.wOL.-----

25th Percentile RVW: --Ou-;z.95.L.--- 75th Percentile RVW: 1 80 Low: -'Ou..::>:l48....____ High: 3 75 

• 

• 

• 



Please complete the foUowing if more than one specinlzy sociel:! was involved in developing the recommendation: 

Specialty: Ameriam Academy of Neurology 

Median Intra-Service Time: 15 min Low: 5 min High: 60min 

• Median Pre-Service Time: __.1'"""0._.m ......... in.___ ____ _ Median Post-Service Time: __.1 ..... 5um........_jn.___ _____ _ 

... --- - -Lengtln;fHospital Stay: ... NA- -·-· . ----·----- -· NumbeTofiCU Days:-- NA-- ·- ------- ----- --·u 

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): --Uo'----- in Past 5 years: __...__ _____ _ 

Other Data: Other Reference Services· 95861, 99241, 99244 

Sample Size: __.,60...._ ___ _ Response Rate{%): __.33 ...... %......._ __ MedianRVW: 15 

25th Percentile RVW: --...~1_.00.AL.,. __ 75th Percentile RVW: 1 20 Low: 0 42 High: 2 23 

Specialty: American Academy of Physirnl Medicine and Rehabilitation 

Median Intra-Service Time: 6Qmjn Low: 15 mjn mm High: QQ • 

Median Pre-Service TIIDe: __.1'-'"0._.mwt .... ·n.___ ____ _ Median Post-Service TIIDe: _1 .... 2_5......,..m ..... in......_ _____ _ 

Length of Hospital Stay: __,_N""'A:a.__ _____ Number of ICU Days: -....;Nu;A"'-----------

• Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): ___.5 __ _ in Past 5 years: __.2...,2 .... 5...._ ____ _ 

Other Data: Other Reference Services· 95925 

Sample Size: __,1....,00...._ __ _ Response Rate(%): ___._1.....,1 %:~~....-__ Median RVW: __.1_.8..,4,__ ___ _ 

25th Percentile RVW: 1 10 75th Percentile RVW: 2 75 Low: -'OU-.L7..._5 __ High: 6 30 

Specialty: Amerirnn Physirnl Therapy Association 

Median Intra-Service Time: 4Qmin Low: Omin High: 120 min 

Median Pre-Service TIIDe: __,l....,Oumuiwn'------- Median Post-Service Time: ___.1,_.5._.m ......... in.___ _____ _ 

Length of Hospital Stay: ~NLCA:l........ _____ Number of ICU Days: --~.N:o..cA:a.__ ________ _ 

Number & Level of Post-Hospital Visits: --'.1.0.-------------------
Number of Times Provided in Past 12 months (Median): ~a.__ __ _ in Past 5 years: __..__ ____ _ 

Other Data: Other Reference Services· 95925 

• Sample Size: __,1uo2o1LO ___ _ Response Rate(%): ___.1...._6_%.___ __ Median RVW: ~0 ..... 8~-~.1 _____ _ 

25th Percentile RVW: ---~..Ow8;J..I1 __ 75th Percentile RVW: 1 40 Low: 000 High: 2 43 
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SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

TRANSPERINEAL RADIOACTIVE SUBSTANCE INSERTION OF THE PROSTATE - TAB 10 

• 

Codes 55859 ffransperineal placement of needles or catheters into prostate for interstitial radioelement application, with or without 
cystoscopy] and 76965 [Ultrasonic guidance for interstitial radioelement application] are new technology for the treatment of prostate 
cancer. Eight years ago, the advent of the PSA test and the development of transrectal sonography changed the course of treatment for 
prostate cancer. Radiation treatment for prostate cancer involves three steps: 1) sonographic control for the evaluation of the prostate 
(services that are part of code 76965); 2) placement of needles into the prostate (described by code 55859); and 3) introduction of 
radioactive seeds into the needles. The "seeds" are made to fit through an 18 gauge needle. In accordance to dosimetric calculations, 
the physician must ensure that the seeds are properly aligned so that the entire gland is treated. Usually the patient experiences acute 
urinary retention after the placement of the seeds and must stay in the hospital overnight. 

Code 55859 rrransperineal placement of needles or catheters into prostate for interstitial radioelement application, with or without 
cystoscopy] involves stabilizing the prostate, placing needles into the prostate, and implanting radioactive seeds. The procedure includes 
a cystoscopy, which is done to ensure that no seeds were misdirected into the bladder. The specialty society noted that this procedure 
has no "quiet time" as approximately 78 needles are placed into the prostate. The RUC recommends 14.00 RVUs for code 55859, 
which was also the survey median. 

Code 76965 [Ultrasonic guidance for interstitial radioelement application] describes the sonography required for the physician to 
visualize placement of the radioelement&. Placement of radioelement& into the prostate is always done with ultrasonic guidance. This 
continuous ultrasonic guidance is not comparable to brachytherapy (codes 77761-77799) which is performed during a set period of time. 
The RUC determined that the work of 76965 was comparable to that of CPT code 76941 [Ultrasonic guidance for chorionic villus 
sampling, radiological supervision and interpretation] which has an RVU of 1.34, and lowered the specialty recommendation of 1.65 
RVUs to 1.34 RVUs. 

CPT jivN/igit code8, two-digit modijier8, anti descriptforu only are copyright by the American Medical Association. 



CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

•SS8S9 Kl Transperineal placement of needles or catheters into prostate for 090 14.00 
interstitial ndioelement application, with or without cystoscopy 

(for interstitial ndioelement application. see 71716-77778) 

~r ultrasonic &!!!dance f!!! interstitial radioelement glication1 

seeZ69§Xl 

e7696S K2 Ultrasonic guidance for interstitial radioelement application XXX 1.34 

CPT jive-digit codu, two-digit modifiers, and tkacriptiona only are copyright by the American Medical.AaaocitJtion. -2-

• • • 
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Al~IN.3C.U...UU..& :t: MA...U!.ll: .K\'~ lJt'IJAI~. ~l;."; 

SUMMARYOF~ATION 

TI"Jcking Ntunlx.-r: . .KL._ __ Global Period: -~090~-- RecoiiDIEDIIed RVW: _ __...14;;~o~·oMOOO~~~.,... __ 

( 'PT Dcscri(llor: Tmnspcrincal plaocrnent of needles or catheters into prostate fi>r interstitial radioclcrtlCJlt 
application, with our without cystoscopy 

(For interstitial radi('lelement applica1.ion, see 7n76-777R) 

(For ultrdSonic b'llidunce for interstitial nsdioelerm."nt application, sec 769XX) 

(1 JNICAI. I)Ji~ClUPTION OF SFRVIO£: 

Via~nctte llscd in Survey: • 
A (,()-year nld male wiUllocalizcd StagcAI-B2, prostate cancer without evidence nf'mcta"itatic disease. l'rcvious 
hiupsy conlirmoo ~'Ulcer. 

lll~cription nr l»ro-Servil-c Work: 
< >niL'I'S, sc.:ruhhing. etc. 

I >cscripliun of lntr.t-.~IVil-c Wnk: 
P•ttk.'Jlt is placed under general or spinal anesthesia. Under ultrasound guidance, the urologist position~ template 
fi,r exact courdinatlo'S us was done in pre-op ultrasound study. 'Ihe urologist lmn.-,~rillQllly ~1abilizes the pnJStalc 
tu the hl<llkk~· wilh sutUJ·~ ur m.:cdlcs. '!be urologist transperineally insert4'.l approximately 30-4511tlCdl~ into the 
pmslalc m.:curding to oo.:,rdinates. The rddiuactive seeds are inserted through the na.-dlcs and pluccd (maximum 
tulcnul\!C ;.lllowcd 12 mm) to allow for the entire prostate field ltl be irradiated. 'Jbe urologist p..'l'fanns a 
l.")':'toscopy to c:n"iun: thut no seeds were misdiret.1ed into the bladder. the prostate stabili:r.dtion needles are removt.."tl 
and a Fnlt!y calhctl.'l' is placed. 

I :~.:scrilllion of 1\Jst-.'M!rvicc Wolk: 
l'llticnt is observed i.L4il outJXtticnt for 24 hours and discharged. Patient retum.c; to wnlogist at one week, one month 
:md 1hn.:c muntll<! intcrv.1ls for JXl.~t-op evaluation. 

(, .,,. r (, 'uc.lc 

(11770 

67218 
55K45 

50230 

rr r u,.'SLtiptor 
Sl\.1~1tactic locali:r.ltion, any method, including burr hole(s), with insl.'ftion 
of £<lthclt..'r(s) for brachytherapy 
Rudiution by impluntation of source (includes ramval of so1.1J'te) 
J>mstutcctomy, with bilateral pelvic lymphadcncctomy, including cx­
tcnlttl iliac. hypogastric, and obturator nodes 
Nl1'hn:ctumy. radical with regional lymphadenectomy and/or vena caval 
lhn,mbu;tomy 

15.14 

12.71 
26.73 

20.56 

IUlA'IlONSHII, OF NI•:W OR REV.ISID CODE TO KEY RF»:RENCE SERVJcr.(~") ANI>IOR (IDlER 
l"'llONAIE I•UK ltVW RIOCDMMF1IDAnON (Jndude .UIIJiikable elemtn~~ ofwulk in ndioiBIIIe: time; tedmirall'klll 
& llhr-'iml effulio ftllbal effort aNI j ...... ..t sblls}: CPT axle 611JO is ~ best reference cod~ bccnusc i! ll:~cs 
contfl,trahlc tc.:chnulogy in a dilli.»rent area of the body. We beltevc this ref~ code reqmres Vl.-ry SJmdar 
k-chnicul !'kill and physical mld mental effort. These ~ arc very stmllm: and should l:x! valued 
acconlingly. We nlso hclk."Ve tranc;pcrineal seed implant is SJmJlar to 672.18, ~h1ch tL"es l.·umparable 
ll."Chnolugy nn the eye, although this code is less difficult becaw;c the l"cldtoactlvc seeds ure sutured to the 
outsiJc of the eye mthl.'r than inserted into the body. 



llnw wns this service pn.-viously reported? 1n11 <billed as g):swa=oml 

I low ufll-11 dn physicituL'i jn your $l)CStial\,y JX."Tfimn this service? _ Coinmonly _x_ Sometimes _ 
R&udy 

J ~o;l im1lc 1hc numlx.T of limes lhis servi~ might be provided nationally jn a one-year tx:riud? S.QQQ 
. 

Js this s~rvicc perl(m11L."<f hy many physicians across the United ~"tates'? . ..lL Y~ uppmximatcly 1000 
umlngisrs 

Sl JI~VI•:V I>ATA: 

St-x:cialty: Amcricun l JroluwcaJ Association 

M"xlian Jntm-Service Time: 90min T.ow: 40min High: 300 min 

Ml.'tlian P1-c-Scrvicc ·nmc: 50 mins Median Post-Service Time: __ ....;4QJJL.Jm"-WWins~'..._ __ _ 

l.l·ngth ol' llospital Slay: __ ..._1 .dnit,jl):~-- Number of ICU Days: ___ --..~o.:N/ILLA.~..-____ _ 

• 

NtuniX."l' & J...cvcl of Post-lluspit.al Visit': __ _..tbrw~~IL\ICY:l.lc~o~~.I...~3uC.;z.99~2..,.1""'3 .. > y.,jr.lositl.llisl-----------· 

Nmnbcr (lf'rim~ Provided in P.c~stl2 months (Median): __ 20..._ __ in Past 5 years: NIA 

()IIK.T l.>atu: ----- ---------------------------

Sample Size: __ .;;z4(lL,) __ Response Rate (%): 62% 25/40 MedianRVW: 14.00 

25th I,CIU~ntilc l{VW: .w.6.1K8.~,1 __ 75th Percentile RVW: _....,~1"'9- Low: 3.0 lligh: 25.00 

• 



• 

• 

• 

"I"AN:ta·r.A...UU..l r MA .. U;ay KVS l))J()ATE PR0(]4X~ 

SUMMARY OF RfXX>MMENJ>AnON 

Tm~king Number: -·'"""K._...2___ <.ilubaJ Period: _ .... xxxUIIU"'-L---
( 'I'T 1>-:scriptor: l Jltr ... ~nic guidance for interstitial radioelement application 

C 1 JNICAL I>J.~<lUI,UON o.· SFBVIQ: 

ViL!Ill.1tc lls~UJ.lJ>.urYi."Y-: 

L65 

A 60-y,~tr old mule with lucaHl..cd ~"tage AI-82, prostate cancer without evident."e of mcta..,.talic disca:·iC. 
Previous hiopsy cnnlirmcd cancer . 

. ! ,!~S~CVii;lLWuJ:k.: 
1 ) Review history mh.1 physical exam, pn.-vinus imaging studies, and t.reatrnent plan 
2) C)unlity assumncc nf ultra.CI(')\.Uld equipment. 

lntr~~IYi'c Wtu:k: 
l h·olugi~1 nr radiologist places ultrasound pmhe into rectum for ultrd..llllund guicJancc. 'Jhc stabiJi;,jng Lmit is 
&lltjarst,xltmtilthc nxis of the pn.,~ and the images of the ultrasound monitor are identical at c;.tch Smm 
intcrv.JJ. 'HlC plaCCil"k!llt of nt:cdJCS maf to stabilize the prostate tO the bJadtk..T an: umfinnxl with uJlrci"iUDiC 
imaging. J\ppruxinliJtely 30-45 seed needles an: pll!COO into the coordinate."' on the template grid mu.l arc 
udvmtc1.'1.l through the JJlTincum into tJ1t, pn.,state until the base ultrasonic imab'C shows the needle tip to 1-x! in 
the pmrx.·r C('ur·dinah.:s. Tnkrnncc of ±2 mm dirmm.~ional accuracy is cunfinncd by biplml~ar ultr.Jsuwxl or a 
cumhinatiun or ultrusululd and fluoroscopy. After the needles have been insertc.x.l, the ~tahilil.ation uppardlll"i is 
""~mnvcd. 

Post-:;~rvkc..wmk.: 
I) 'l11c physician interprets l.hc resulting ultrasonic and flourscopic (if llCiaf) images in comparison to 
lrc:atm..."fll pltul lor homob't."JlCity of seed di~1ribution. 
2) Jssumtcc or writll."'l mdiologic!proccdural report. 

t·u·•·t· I· ~.l.l<."-< 
llmln~ 
7(,')42 
76K72 

Rudiolo~ 
77263 
76942 
772'XJ 

t Jltmsonic bruidancc for needle biopsy, radiological SUJX=Msi(m nnd interpretation 
I :.Chogmphy. transrectal 

·n1cmpcutic mdiology treatment planning; complex 
Ultmsunic bruidancc for needle biopsy, tadinlogical supervision ond ink:rprctntion 
'lhcr.apeulic radiology simulation-aided field setting; complex 

!MY 

.67 

.69 

3.14 
.67 

1.56 

Rl•l A'll<»NSI·III, ()Ji" NIM' OR NEVJSm <DDE TO KEY R~CE SERVIQ~~") ANI>IOR <m·IER 
ltt\'110NAIJ~ i'UR RVW RF..CXJMMFNDA 110N (lad'* all IIJ!Piia.Hc element~ or work in mliomcle: time; flec:'luiad 11kill 
.. ~ J•IYMirnl 11R'o~ nfttal efTol1 a~•l judgement; and Jtnss): AUA and A~ have co~bined our ~-urycy datn to achicv~ an 
acn~ptnhlc response nf' J(, physicians. We then took the median ~urn~ fiom the c()mbmcd data. ~c ~l.Jc~c 
this is a litir rncthudulogy, nne approved by the RUC, and feel ~rs scrvn:e has ~~ pl~ ~p~ml?"atcl~ m 1l~ 
Hnnily of Clxlcs. We &~lsn hclicve this code to be placed appropnately ~ at s mtcn.~tty 1s tn hnc Wlth 
(ltlu."'' Rll{ ~ \lppnwcd ultrac;mmd work values. 

Exampk~ 



(.'fNie Median To1al 199SRVW lnlemi~ 
niB! (from KUC Rvwmme 

7(,941 Ct8 1.34 0.01970588 

7(,945 30 .67 0.02233333 

7c,975 45 .81 0.018 

7t,9XX 70 1.65 0.0%357143 

llnw ww; this service previously rqx>rted'? _~A.JNiuA~--

I low nllc!n do physicirul.c; in Y-Qur ~-pt:~Lialty pcrfonn this service? _ Commonly _x_ Snmctirncs __ 
l<61rcly 

I ~-;timah.: the nwnhcr of times lhis service might be provided nationaUy in a one-year ~rind'! S.QOO 

Is this scrvic~ ~rfbnrxx:l by many phy.,idans across the United States'! ...X.. Yes 

Sp:ci:1lty: 

M"~li:m lnlm-ScJvicc 'lime: Low: High: 

Ml·dian l'rc-&TVicc 'rime: ------- 1\blian Post-Scrvjcc 'lime: _______ _ 

l.c.."11glh of llospital Stay: .... ------ Number of ICU Days: -·----­

Number & I .eve! of' Pnsl-llospitll Vi!-~il-;: 

Numocr of 'lim~ Providl.xl in Jaast 12 months (Median): ---- in PastS~: ··-----

< Mhcr I >at:1: 

Sampl~ Si~c: _ ... __ _ Respmsc Rate (0/o): _. __ _ MedianRVW: 

• 

• 

25th 1\:rccnLilc RVW: _ ·- 75th Percentile RVW: ---- Low: _ __ .. lligh: ----

• 



• 

• 

• 

Pfet«t! LYIIIfJ/I!Ie I fit.• .fiJ//tJWing if ttr)ff thm1 ODe spedaf& !YJCil!/y wm· involved in developing the 
tr!L'onrnrndatimr: 

..AnNrican lJrolm:icaJ Association 

Ml"lliun lntm-Scrvicc Tinx:: .•• 60 mJns. 
JlllllS..... 

Lo~ --~1~5~mMj~ns~.------ High: 

Median Prc-&TVicc 'lime: 30 mjns. Median Post-Se!vice Tunc: 12.5 mjns. 

length of llospitaJ Stay: . ·- J'~IA---- Number oflCU l)dys: _ .... N~IA~----

Numhcr & I.L-vd ul' Post-lluspital Visits: ____ ..,.Nio&6.1A.__ _________ _ 

Numhcr uf Times Provided in Pa.<it 12 months {Median): _..,17..,..,..5 __ _ m career: 

Othcl' J>uta: 

Smnplc Sit.l~: __ .~.4Lloj0:...,_ __ Respon.~ Rate (%): 45% (I 8/40) ~ian RVW: 1.2 

120 

25th I'LTCl1ltilc RVW: ...... 70 15th Percentile RVW: 2.75 I..ow: .60 High: ...b.Q •.• 

SJX'ci<tlly: _ Amcri\.iln Colle~ of Radiolp~ 

ML"llimt Total Time: 70 mins. Low ~JO_m __ jru_s.~----- I Jigh: .... 240 mjns. 

25th P~.~rccntilc filr Totnl 'lime: __.5""'5...,.DlJ~·LiojnsiW.·----75th Percentile fhr Total ·nmc: .. ~ 90 mjns. 

length of llnspiwl Stay: __ Nluu...A"------- Number of TCU Days: _.oo~.;~NII.do/A...._ ___ _ 

Numlx..T & l.cvcl (lf Pnst-llnspital Visits: NIA 

Numtx..T of'lilllL'S l)rovidcd in P.JSt 12 months (Median): _ _.2..,1 ____ _ in career: -----

Other l>ata: --------- --------------------- ----

Smnplc Si~.c: 100 _ _ R~-pon.qc Rate (0/o): 18010 (181100) Median RVW: _...,6211lo:.6.5_ --

2Sih PlTCcntilc RVW: I .5 •• 75th l>atcntile RVW: 3.57 l.ow: ___,.~70---- lligh: _2,82._ 

. --- -~-: ·--



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMBNDA1lONS 
APRIL 1995 

SPECIAL OTORHINOLARYNGOWGIC SERVICES - TAB 11 

' 

• 

Code 92525 [Evaluation of swallowing and oral function for feeding] is a new code which describes an evaluation that is performed by a 
speech pathologist and/or an otolaryngologist to determine the ability of the patient to swallow while at the same time maintaining 
adequate nutrition. This test is usually performed on patients that have dysphagia. Initially the clinician will examine the structure and 
function of the lips, tongue, and palate, and observe the patient during feeding. Based on this evaluation, the clinician will determine if 
it is appropriate to proceed with a barium swallow study. The service is currently reported as code 92506 [Medical evaluation, speech, 
language and/or hearing problems], which is appropriate because the descriptor makes no reference to evaluation of the swallowing 
function. The specialty noted that the code is an evaluation code that would only be reported once and that the barium swallow is 
performed in approximately 80% of the cases. The RUC lowered the specialty's recommendation from 1.72 to 1.61 to better account 
for the times when the barium swallow might not be done. 

Code 92526 ffreatment of swallowing dysfunction and/or oral function for feeding] is a new code for the treatment of swallowing once 
dysfunction is diagnosed. The clinician directs a treatment protocol that includes oral motor exercises, thermal stimulation, and safe 
swallowing techniques. This procedure is usually performed by a speech pathologist, and has previously been reported with code 92507 
[Speech, language or hearing therapy, with continuing medical supervision; individual]. The RUC recommends 0.64 RVUs for code 
92526. 

Code 92597 [Evaluation for use and/or fitting of voice prosthetic or augmentative/alternative communication device to supplement oral 
speech] is new code that describes evaluating the patient for a voice prosthetic device. This device is used by patients that have had 
their larynx removed. Prior to surgery the patient indicates to the otolaryngologist their desire to have the option of using a voice 
prosthetic device so that the surgeon creates a fistula. The clinician (usually a speech-language pathologist) will fit the patient for the 
prosthesis and insert the device. The clinician will then conduct tests to make sure the device is properly located and to determine 
whether or not the patient can communicate using the device. The RUC recommends 1.50 RVUs for code 92597. 

Code 92598 [Modification of voice prosthetic or augmentativelaltemaiive communication device to supplement oral speech] describes the 
repair or modification of the device, which is often needed to maintain usefulness for the patient as his/her vocabulary and communica­
tion abilities improve or deteriorate. The specialty society noted that this involves face to face patient contact, particularly with new 

CPTJiv~git cotka, two-digit modifiers, ana deacriptioM only are copyright hy the Americon Medical Afaociation. 



users. In established patients it is not always necessary for the patient to be present. The RUC reduced the specialty recommendation 
from 1.04 to 0.99 RVUs. 

Code 92510 [Aural rehabilitation following cochlear implant (includes evaluation of aural rehabilitation status and hearing, therapeutic 
services) with or without speech processor programming] involves speech perception training, instruction about assistive devices, 
communication therapy, and family counseling. The first year after cochlear implant is crucial to determine whether the patient is a 
successful recipient of an implant, and there may be 30 to 70 patient visits. This therapy is required on an almost continuous basis 
involving numerous visits to the clinician during the first year after implant, with those visits tapering off as the patient becomes more 
familiar with the implant. The typical recipient of a cochlear implant has had limited experience with sound. The RUC accepted the 
specialty's recommendation of 1.50 RVUs for this procedure. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

•92525 All Bvalualion of swallowing and oral function for feeding XXX 1.61 

•92526 Al2 Treatment of swallowing dysfunction and/or oral function for feeding XXX 0.64 

•92591 Al3 Bvalualion for use and/or fitting of voice prosthetic or augmentative/alte- XXX l.SO 
rnative communication device to supplement oral speech 

•92598 Al4 Modification of voice prosthetic or augmentative/alternative communication XXX 0.99 
device to supplement oral speech 

•92579 Visual reinforcement audiometry (VRA) XXX No work value recom-
mendation at this time 

•92510 AIJ Aural rehabilitation following cochlear implant (mcludes evaluation of aural XXX l.SO 
rehabilitation status and hearing, therapeutic services) with or without speech 
processor programming 

92506 Medieal ejivaluation, 2{ speech, language ... ea.U91' hear-eg pNhleiB& voice, XXX 0.86 
egmmunicatimL auditorY oroces!!!ng1 and/or aural rehabili!!!!ion status (No Change) 

92507 - Treatment of S§peech, language ... 91' h88fiag th81'8JI,., with eemiRYiag medieal XXX O.S2 
IRip81'¥isiea Yoice1 communication. and/or audim orocessing disorder (No Change) 
(mcludes aural rehabilitatio!!li individual 

CPT jive-digit codes, two-digit modifiers, and tkscriptiona only are copyright by 1M American Medical A3aocUuion. -2-
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I~ • • 
CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

92508 group. two or more individuals XXX 0.26 
(No Change) 

92516 Facial nerve function studies (e.g .. electroneuronographyl XXX 0.43 
(No Change) 

92546 Te&ieaawiag teat, with l'tleeRIUtg XXX 0.29 
(No Change) 

Sinusoidal vertical axis rotati.o!!!l testing 

92555 Speech audiomelry'f threshold eal¥& XXX No work value recom-
mendalion at this time 

92556 lhNeheld ad disllfimiRaliea with speech recognition XXX No work value recom-
mendalion at this time 

92551 ~omprehensive audiometry threshold evaluation and speech recogni- XXX No work value recom-
tion (92553 and 92556 combined), (pYA teae1 w aad lleae, aa4 epeeeh mendalion at this time 
thl'tlaheW ad disBfimina&e~ 

(For hearing aid evaluation and selection, see 92590 and 92595) 

92574 SwiRgiag • .,. teet XXX N/A 
-

(22574 has been deleted> 

92578 Delayed audits.,. feeAaeli tell& XXX N/A 

(22578 has been deleted> 

92580 - '81es&Nd8R11811Ndiemetfy XXX N/A 

(22580 has been deleted> 

CPT jive-digit code$, two-digit motlijkra, ana descriptions only are copyright by the American Medical Association. -3-



CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

92585 Rf&iRstem wekell NIIJI8R88 Neol'diftg (e¥ekell NBp8R8e (IU~Q~ IMIIIiem.., XXX 0.50 
(No Change) 

AuditorY evoked J!2tentials f2! evoked resoonse audiometrY andlm;: testing of 
the central nervous !fiBtem 

CPT jive-digit code&, two-digit modifier&, anti th&criptioru only are copyright by the American Medical A.uociation. -4-
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: -~AI........._l __ Global Period: _ ..... XXX~~-- Recommended RVW: ...L12 

CPT Descriptor: Evaluation of swallowing and oral function for feeding 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70-year old male inpatient, 1 week post-CV A, reports discomfort 
swallowing liquids, foods, and medications. Frequent throat clearing and coughing during mealtime 
are reported by patient and fiunily, (and indicates increased risk for aspiration). Voice quality is "wet" 
and sounds as if saliva is pooling in the laryngeal area. Because of the increased risk of aspiration, 
a clinical bedside/table side swallowing study is indicated. History is obtained from the patient. An 
examination of the structure and function of the lips, tongue, and palate is performed at bedside .. The 
patient is observed during feeding. A decision is made to proceed with the modified barium swallow . 
videofluoroscopy which is conducted by the clinician and the radiologist. During the 
video fluoroscopy study, various consistencies of contrast materials are presented and the patient's 
ability to form a bolus, transport the bolus and swallow are observed. Direct (e.g., maneuvers, 
postures) and compensatory (e.g., bolus, volume, and consistency modification) treatment techniques 
are assessed during the fluoroscopy to direct treatment. Results and recommendations are discussed 
with patient/fiunily. Results and reconnnendations are also provided to the referring physician, nurse, 
and dietician. · 

The clinician determines, based on the evaluation and results of the swallow study, the: ( 1) overall 
ability of patient to maintain adequate oral nutrition, based on cognitive, responsiveness, and alertness 
levels; (2) oral-motor and phatyngeal functioning for swallowing; (3) overall efficiency and safety of 
swallow; (4) etiology(s) and type of dysphagia; (5) appropriate direct and compensatory techniques 
that will improve swallow functioning; and ( 6) appropriate recommendations regarding oral vs. non­
oral nutrition and, if oral is recommended, the food volumes, consistencies and any compensatory and 
direct swallow treatment techniques to be employed at meals and during swallow treatment. 

Results of the bedside/table side evaluation show that the patient has reduced oral bolus control, 
delayed pharyngeal swallow, and reduced pharyngeal peristalsis with significant residue remaining 
in the pharynx after the swallow. A treatment protocol is determined. Prognosis for improvement 
with treatment is good . 

1 



Description of Pre-Service Work: See Above. 

Description of Intra-Service Work: See Above. 

Description of Post-SerVice Work: See Above. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor B.YlY 

92506 Medical evaluation, speech, language and/or hearing problems 0.86 

74230 Swallowing function, pharynx and/or esophagus, with cineradiography 0.53 
and/or video 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (Include all applicable 
elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

• 

The reference services noted above were chosen as key reference services because all of these codes ·• 
are common to both the specialties that provide these services, namely, speech-language­
pathology/audiology and otolaryngology - head and neck surgery, and are similar by comparison to 
the new code and are scaled around this type of service. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF 
THE SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? __ 9...,25"-lO.u.6ua_n~Modlu.o:a...r"'92=..5QOu.7 ________ _ 

How often do physicians in your specialty perform this service? _ Commorily _ Sometimes 
__ Rarely X Not Applicable 

Estimate the number of times this service might be provided nationally in a one-year period? _NQt 
Available 
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• 

• 

Is this service performed by many physicians across the United States? _x_ Yes No 

SURVEY DATA: 

Specialty: Combined Speech-Lan~ma~e PatholoiW'OtolazyniWffiay-Head and Neck Sumezy 

Median Intra-Service Time: 75 Low: --"'2_5 __ _ High: _ _.3..u0'-JIOO.___ __ 

Median Pre-Service Time: __ 2,¥..0 ___ _ Median Post-Service Time: __ 3"'-7~----

Length ofHospital Stay: _ ..... N~/""""A~o..-___ NumberofiCUDays: __ ___.Nu.I'""'A _____ _ 

Number & Level of Post-Hospital Visits: ___ __..N=/.._.A..__ __________ _ 

Number of Times Provided in Past 12 months (Median): 55 in Past 5 years: 300 

OfuerData: ----------------------------

Sample Size: _.A/;12,...2.___ __ Response Rate(%): 44.26 Median RVW: _....61.&.1.7_2_ 

25th Percentile RVW: 1.06 75th Percentile RVW: 1.75 Low: 0.30 High: 4.17 
: 

Please complete the following if more than one specialty socief1 was involved in developing the 
recommendation: 

Specialty: _-..~~~S:.ttp~ee~c~h-;:;..!L~aw.n~~ll!ia._~~e.A.PJA!ath~olllll!o.,iY1-----------------

Median Intra-Service Time: 75 Low: _ _..3 ..... 0.___ High: _ _......30...,.0"---

Median Pre-Service Time: _ __.2!:<JO~--- Median Post-Service Time: _ __.,3"-~~81.&a.5'-----

Length ofHospital Stay: _ _.....N ..... I.A..!A,____ __ NumberofiCU Days: __ _...N~IAu.-___ _ 

Number & Level of Post-Hospital Visits: ____ ..... NO,l,I/:.J;;A!o..-------------

Number of Times Provided in Past 12 months (Median): _AJ10oi.I!02-.5~ in past 5 years: 575 

OfuerData: -----------------------------------

Sample.Size: ---:8w..5'---- Response Rate (% ): 41.18 MedianRVW: 1.50 

25th Percentile RVW: 0.86 75th Percentile RVW: 1.72 Low: 0.30 High:,.UR 
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• Specialty: Otolamu~oloi)'-Head and Neck Slll".ie:ty 

·Median Intra-Service Time: 75 Low: 25 High: 180 

Median Pre-Service Time: 23 Median Post-Service Time: 30 

Length of Hospital Stay: N/A Number ofiCU Days: __ N~/~..~~.A..__ ___ _ 

Number & Level of Post-Hospital Visits: ______ .........:NI.L,j/A~---------

Number of Times Provided in Past 12 months (Median): 30 in past 5 years: -loU88"----

OilierData: -----------------------------------------

Sample Size: _.-.3..~...7 ____ _ Response Rate (% ): _&,54 ... .K.I05"--- Median RVW: _ _.loA..J..7..w.8,___ 

25th Percentile RVW: 1.31 75th Percentile RVW: 2.22 Low: 0.88 High: ~ 

• 

• 4 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: -~A ..... I2=--- Global Period: _---'l..ixxx~.!.-- Recommended RVW: 0.64 

CPT Descriptor: Treatment of swallowing dysfunction and/or oral function for feeding 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70-year old male inpatient, I week post-CV A was previously seen 
for bedside/ table side evaluation of swallowing and modified barium swallow videofluoroscopy. The 
patient was found to have reduced oral bolus control, delayed pharyngeal swallow and reduced 
pharyngeal peristalsis with significant residue remaining in the pharynx after the swallow. A treatment 
program was developed based on results of the evaluation. The long-term goal is improved oral and 
pharyngeal control for safe and efficient swallowing. The short-term goals include improved strength 
and range of movement of the tongue, use of a "safe swallow'' protocol during feeding, and improved 
triggering of pharyngeal swallow. The clinician directs the patient in exercises to improve strength 
and range of motion of the tongue. Resistive exercises and directed movements toward specific 
targets are utilized. Thermal/tactile stimulation is used to work on improved triggering of the 
pharyngeal swallow. The safe swallow treatment protocol includes ~ teaspoon amounts per swallow 
ofliquids and pureed/mechanical soft foods, double swallows to clear pharyngeal residue, sitting in 
an upright position for 30-40 minutes following feeding and chin tuck posture during all swallows at 
meals. The clinician instructs the patient, family, and nursing staff in these techniques for use during 
mealtimes. Continued treatment is warranted. Prognosis for continued improvement is good. 

Description of Pre-Service Work: See Above. 

Description of Intra-Service Work: See Above. 

Description of Post-Service Work: See Above. 

KEY REFERENCE SERVICE(S): · 

CPT Code CPT Descriptor 

92507 Speech, language or hearing therapy, with continuing medical 
supervision; individual 

92506 Medical evaluation, speech, language and/or hearing problems 

1 

0.52 

0.86 



RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) • 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (Include all applicable 
elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

The reference services noted above were chosen as key reference services because all of these codes 
are common to both the specialties that provide these services, namely, speech-language­
pathology/audiology and otolaryngology- head and neck surgery, and are similar by comparison to 
the new code and are scaled around this type of service. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF 
THE SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? ______ .... 9~2,....5:..¥0.~-7 ________ _ 

How often do physicians in your specialty perform this service? __ Commonly __ Sometimes 
_ Rarely _x_ Not Applicable 

Estimate the number of times this service might be provided nationally in a one-year period? ....N.Q1 
Available 

Is this service performed by many physicians across the United States? _x_ Yes No 

SURVEY DATA: 

Specialty: Combined Speech-LanWJaie PatholoiYfOtolazyn~loiY=-Head and Neck Sumezy 

Median Intra-Service Time: 45 Low: _ __.._.18..__ __ High: -~45~0t.-_ 

Median Pre-Service Time: --~1 0~--- Median Post-Service Time: __ 1"""'5~----

Length of Hospital Stay: _ _...o~Nu.~I~A.....__ Number ofiCU Days: ___ .J..:N:u...l A~-----

Number & Level of Post-Hospital Visits: __ __,!N.3.£/..£lA~------------

Number of Times Provided in Past 12 months (Median): _ ..... 75....___ in Past 5 years: -..62'"'-75"'----
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OfuerDam: -----------------------------------------------------

Sample Size: __ .... 12=2,.__ __ Response Rate(%): 43.44 MedianRVW: -~0.~64...:.....-_ 

25fu Percentile RVW: 0.52 75fu Percentile RVW: 0.86 Low: 0.38 High: 7.50 

Please complete the following if more than one specialty society was involved in developing the 
recommendation: 

Specialty: __ .w.Spl'le~~~.~~~ec~h~--=Lu.t.an~IPI..-..a-.:ae"'""P~a~th~o.ul¥joay~-----------------------------

Median Intra-Service Time: 45 Low: _ __.,2"""0 __ _ High: __ 4"""5'-X-0 __ 

Median Pre-Service Time: ___ _.1....,0'------ Median Post-Service Time: __ _.1'""'5 __ _ 

Length ofHospiml Smy: _-.A.,;lN~/A.L.---- NumberofiCU Days: __ ......,A,liNL.A/AA-----

Number & Level ofPost-Hospiml Visits: ____________ _.Nu./:..6-A....__ ______________ _ 

Number of Times Provided in Past 12 months (Median): _ _.1 .... 0..._0 __ _ in past 5 years: 375 

OtherDam: -----------------------------------------------------

Sample Size: _ __.le8""'5 __ Response Rate (% ): _.....,4;u~O:....-._ Median RVW: -~0'-1.:1.6""'5:,_,_ 

25fu Percentile RVW: 0.52 75th Percentile RVW: 1.04 Low: 0.38 High: ..L.lQ 

Specialty: _______ O~ta:.oo:..ulazy~n161i~o~lo~~~-__....HoA:Iea~a~d..ll&an~d.._NU.ll!lecUlku.S.u.urltll..ji~e~~J-------------

Median Intra-Service Time: 41.50 Low: _ ..... 1~8:...,_, __ High: _ _,3"""3~0 __ 

Median Pre-Service Time: _-A.o\!12,.,...5-uO'------ Median Post-Service Time: __ 1,.5:-----

Length of Hospiml Smy: ___ N~/ A..__ ___ Number ofiCU Days: __ _.N~/.._.A~---

Number & Level of~ost-Hospiml Visits: ________ ___..N.ul..uA........_ _________ _ 

Number of Times Provided in Past 12 months (Median): __ _.1..;;!.4 __ _ in past 5 years: 50 

OtherDam: ------------------------------------------

Sample Size: __ ..,3_,_7 __ _ Response Rate(%): _.:.;54J.L.0~5'----- Median RVW: 0.61 

25th Percentile RVW: 0.52 75th Percentile RVW: 0.86 Low: 0.50 High: 1.50 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: AI3 Global Period: _..A.oxxx ......... ....___ Recommended RVW: 1.50 

CPT Descriptor: Evaluation for use and/or fitting of voice prosthetic or augmentative/ahernative 
communication device to supplement oral speech 

CLINICAL DESCRIPTION OF SERVICE: 

• 

Vignette Used in Survey: A 68-year old male diagnosed with laryngeal carcinoma required a total 
laryngectomy and bilateral neck dissection. As part of the primary laryngectomy surgery, the surgeon 
created a tracheoesophageal fistula as the patient expressed interest in alaryngeal communication via 
a voice prosthesis and was feh to be a good candidate. Following adequate healing of the stoma and 
fistula, the patient returns to see the clinician for sizing and fitting of the voice prosthesis. The 
clinician descnbes both the standard voice prosthesis and the indwelling voice prosthesis. The patient 
chooses the indwelling voice prosthesis because it requires minimal care and does not require removal 
for cleaning as does the standard voice prosthesis. The clinician inserts a sizing device into the 
patient's fistula to determine the appropriate size prosthesis. Once the size is determined, the 
appropriate indwelling voice prosthesis is inserted. Tests are conducted to determine if the retention 
collar of the prosthesis is located appropriately inside the esophageal lumen. The tests include • 
rotation of the prosthesis on the inserter stick. If properly placed inside the esophageal lumen, it will 
rotate freely on the inserter stick. In addition. The edge of the retention collar is radiopaque and the 
patient is taken for an AP x-ray that allows visualization of the prosthesis to make sure it is properly 
located. By manual occlusion of the stoma, the patient is able to immediately make sound with the 
voice prosthesis. He quickly is able to successfully communicate in connected speech. The patient's 
employment requires use of both hands not allowing him to manually occlude the stoma to speak. 
The clinician then fits the patient with a tracheostoma valve that eliminates the need for manual 
occlusion. Caring and cleaning of the voice prosthesis and valve is discussed. The patient is provided 
with troubleshooting suggestions. Prognosis for maintenance and successful use of the voice 
prosthesis for alaryngeal communication is good. 

Description of Pre-Service Work: See Above. 

Description of Intra-Service Work: See Above. 

Description of Post-Service Work: See Above. 
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KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

92506 

92507 

Medical evaluation, speech. language and/or hearing problems 

Speech, language or hearing therapy. with continuing medical 
supervision; individual 

0.86 

0.52 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (lncluclle all applicable 
elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

The reference services noted above were chosen as key reference services because all of these codes 
are common to both the specialties that provide these services. namely. speech-language­
pathology/audiology and otolaryngology - head and neck surgery. and are similar by comparison to 
the new code and are scaled around this type of service. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF 
THE SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? _9.:.~.2....,5u.:0~6-an;!;5ld/~or.._.9""2""'5..x.0.~-7 ----------

. How often do physicians in your specialty perform this service? __ Commonly __ Sometimes 
__ Rarely X Not Applicable 

Estimate the number of times this service might be provided nationally in a one-year period? ....NQ1 
Available 

Is this service performed by many physicians across the United States? _x_ Yes _ No 

2 



SURVEY DATA: 

Specialty: Combined Speech-LanWJaie Patho}o~Otola.ryntwloiY-=Head and Neck SurJWY 

Median Intra-Service Time: 65 Low: __ ..... 3..._0 __ _ High: _ _.4....,05..___ 

Median Pre-Service Time: ----"'-'30..._ __ _ Median Post-Service Time: _ __.3 ..... 0,__ __ 

Length of Hospital Stay: _ ___...N=I.uoA.__ ___ Number ofiCU Days: _ __.N.....,/..._A ____ _ 

Number & Level of Post-Hospital Visits: ----~!L.o!.A-----------

Number of Times Provided in Past 12 months (Median): _.._9 __ in Past 5 years: _--"'U30..___ 

OtherData: -----------------------------------------

Sample Size: -~1...,2.._2 __ Response Rate(%): __ 3,lolo6.~0.~....7 _ Median RVW: _,.1...,..5:.KO __ 

25th Percentile RVW: _1!1.&.:.0~0:,_ 75th Percentile RVW: 1.82 Low: 0.05 High:~ 

Please complete the following if more than one specialtJ' society was involved in developing the 
recommendation: 

Specialty: _---~o~S:.t'p.lll:lee~Qc~h::.!-L:jlda~n~K.UIIU<a~i~e LPJillath~ol~o.-.iY1--------------------------

Median Intra-Service Time: 60 Low: _ __.3 .... 0.___ __ High: _._..e:s.24;.u0'---

Median Pre-Service Time: __ .. 22_.""'5 _____ _ Median Post-Service Time: _ ___...3 .... 0 __ _ 

Length of Hospital Stay: _ ___.N~/L.IA.__ ___ Number ofiCU Days: __ _.N~/..._.A.....__ __ _ 

Number & Level of Post-Hospital Visits: ______ ....,N=/At....L-________ _ 

Number of Times Provided in Past 12 months (Median): _ ...... 7 ...... 5......_ __ in Past 5 years: 18 

OtherData: -----------------------------------

Sample Size: ----:~8....,5'----- Response Rate(%): 32.00 Median R VW: _ ...... 1...,.5!UIIO;,___ 

25th Percentile RVW: 1.01 75th Percentile RVW: 1.72 Low: 0.5 High: 5.50 
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• Specialty: __ ____;O~t.u.o:.ulatyn~"'~~i~o~lo'41i.f~--H..!.lle.:Hallot..d~an!.!.ldo!..oN~ec~ku.Suur!!.ja~ezy~-------"-------

Median Intra-Service Time: 60 Low: 30 High: 240 

Median Pre-Service Time: 22.5 Median Post-Service Time: 30 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N(A 

Number of Times Provided in Past 12 months (Median): -""'-9 __ in Past 5 years: _ ...... 5~0-

Oili~Data: -----------------------------------------------------------------------

Sample Size: _ _.3"-A7.._ ___ _ Response Rate(%): _ _..5:...L4.u..0~5 ___ _ MedianRVW: 1.50 

25th P~centile RVW: 1.05 75th Percentile RVW: 1.93 Low: 0.53 High: 4.00 

• 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _ ..... AJ ......... 4_ Global Period: _..AXX~Xu.-_ Recommended RVW: · 1.04 

CPT Descriptor: Modification of voice prosthetic or augmentative/alternative communication 
device to supplement oral speech 

CLINICAL DESCRIPTION OF SERVICE: 

• 

Vignette Used in Survey: A 44-year old male with a diagnosis of amyotrophic lateral sclerosis 
presents with severe dysarthria. His speech has become increasingly unintelligible even to familiar 
listeners. He has been using an electronic augmentative/alternative communication device to 
supplement speech. His speech has now deteriorated to the pont where he must rely on the electronic 
conummication system for more extensive vocabulary needs. The patient presents for reprogramming 
of his device to provide an expanded vocabulary more suited to his present needs. The clinician 
interviews the patient's family to obtain an inventory of daily activities to establish an appropriate 
vocabulary of words and phrases. The patient's access to the device (direct selection) is reviewed 
and modified. The vocabulary list is compiled. Following the interview, the clinician accesses the 
electronic dictionary and removes each icon individually. The lay-out of the board is configured and 
the icons and messages are programmed. The device is then delivered to the patient. Follow-up • 
contact is made with the family post visit to determine adequacy of the modification. 

Description of Pre-Service Work: See Above. 

Description of Intra-Service Work: See Above. 

Description of Post-Service Work: See Above. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

92507 Speech, language or hearing therapy, with continuing medical 
supervision; individual 

92506 Medical evaluation, speech, language and/or hearing problems 

1 

0.52 

0.86 

• 



• 

• 

• 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (Include all applicable 
elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

The reference services noted above were chosen as key reference services because all of these codes 
are common to both the specialties that provide these services, namely, speech-language­
pathology/audiology and otolaryngology - head and neck surgecy, and are similar by comparison to 
the new code and are scalec:l around this type of service. 

FREQUENCY INFORMATION 

How was this service previously reported? -----""9-25~0'-"7 _________ _ 

How often do physicians in your specialty perfonn this service? __ Commonly _ Sometimes 
_ Rarely _x_ Not Applicable 

Estimate the number of times this service might be provided nationally in a one-year period? Not 
Available 

Is this service perfonned by many physicians across the United States? _x__ Yes _ No 

SURVEY DATA: 

Specialty: Combined Speech-Lan~Miie Patholo~azynioloirY---Head and Neck Surgezy 

Median Intra-Service Time: 90 Low: __ _..15...__ High: _ _.:6~0r.¥,0 __ 

Median Pre-Service Tiine: ___ 1 ..... 5.__ __ Median Post-Service Time: ___ ..Jol6~0~---

Length of Hospital Stay: _......,N~/ A,._ ____ Number ofiCU Days: ---'N~/.~-~A,___ __ _ 

Number & Level of Post-Hospital Visits: ____ ..... NI.l,j/:.A;AL-.-----------

Number of Times Provided in Past 12 months (Median): ----"5 __ in Past 5 years: _ _.2"""0'--

OilierData: --------------------------------

Sample Size: _ ..... 1_2_2 __ Response Rate(%): 37.70 MedianRVW: 1.04 

25th Percentile RVW: 0.74 75th Percentile RV:W: 1.66 Low: 0.33 High: 8.60 
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Please complete the following if more tban one specialty societ;y was involved in developing the 
recommendation: 

Specialty: _...,~~S"-jop~e-"lecuoh!......I-Lio£.!a .... n"-WJJ41aii.ti~~e...AP..~~~~atl:AOh~o~Io~~>J------------------

Median Intra-Service Time: 90 Low: _ ___.3.u.O~-- High: -~6'-lo!.O.li...O _ 

Median Pre-Service Time: __ ...... 1""-5 ___ _ Median Post-Service Time: __ __...6..._0 __ _ 

Length of Hospital Stay: _ _....N..._/._.A.__ ___ Number ofiCU Days: ___ _.N~t ..... A~--

Number & Level of Post-Hospital Visits: ______ N~/A-L----------

Number of Times Provided in Past 12 months (Median): _ _,5..__ __ in Past 5 years: 20 

OilierData: ---------------------------------

Sample Size: _.....lo8""5~-- Response Rate (% ): _ _..3:..!.1.&..1.7..lool6 ___ _ MedianRVW: 0.95 

25th Percentile RVW: 0.81 75th Percentile RVW: 1.73 Low: 0.50 Higlr. 0.86 

Specialty: -~O"-~t~ol61da""'~~i~olu.~o-.iY~o---.A.H~e~ad-&uN~egc:IJ>k..~~~S:.Iiiu6,1jm~ezy~------------

Median Intra-Service Time: 60 Low: _--Loll5...__ __ _ High: -~36....,.0~ 

Median Pre-Service Time: __ 2_2_.5~---- Median Post-Service Time: 30 

Length of Hospital Stay: -~NLC..d/A..A--___ Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: ______ N~IA..e------------

Number of Times Provided in Past 12 months (Median): _4......_ __ in Past 5 years: _&!:.128,__ 

OilierData: ---------------------------

Sample Size: _ __.3 ..... 7 __ _ Response Rate (% ): _ ...... 5~4.u.~.0'"""5 __ Median RVW: -""""1. ..... 12_ 

25th Percentile RVW: 0.74 75th Percentile RVW: 1.57 Low: 0.33 High: 4.64 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _ ...... AI .......... 5 _ Global Period: _ _.....xxx .......... ..___ Recommended RVW: 1.50 

CPT Descriptor: Aural rehabilitation following cochlear implant (includes evaluation of aural 
rehabilitation status and hearing, therapeutic services) with or without speech 
processorp~~g 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A pre-lingual, 4-year old child with a profound bilateral sensorineural 
hearing loss is unable to obtain even minimum benefit from the use of conventional hearing aids. 
After counseling the child and family about obtaining a cochlear implant, the clinician performs a 
cochlear implant evaluation, which consists of an extensive audiological evaluation, including tests 
of speech perception and speech production. The cochlear implant evaluation determines that the 
child is a candidate for the cochlear implant p~cedure and surgery is scheduled. 

Following the cochlear implantation, the child returns to the cochlear implant center for the external 
device fitting. During the fitting, the external components are placed on the child and adjusted so that 
the child can wear them comfortably. The clinician adjusts the stimulus parameters of the speech 
processor, which determine the signals delivered to the elec~es in the elec~e array. The 
parameters that are adjusted include dynamic range; loudness balancing, and pitch ranking. After the 
device fitting, the rehabilitation process begins. The aural rehabilitation program includes speech 
perception training, instruction about assistive devices, communication therapy, and involvement of 
the family in the aural rehabilitation process. The cochlear prosthesis (implant) and follow-up 
rehabilitation p~vides a level of speech recognition for the child and aids in acquiring speech and 
language skills. 

Description of Pre-Service Work: See Above. 

Description of Intra-Service Work: See Above. 

Description of Post-Service Work: See Above . 



KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor ~ 

92506 Medical evaluation, speech, language and/or hearing problems 0.86 

92507 Speech, language or hearing therapy, with continuing medical 0.52 
supervision; individual 

92585 Brainstem evoked response recording (evoked response (EEG) 0.50 
audiometry) 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (Include all applicable 
elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

The reference services noted above were chosen as key reference services because all of these codes 
are common to both the specialties that provide these services, namely, speech-language­
pathology/audiology and otolaryngology -head and neck surgery, and are similar by comparison to 
the new code and are scaled around this type of service. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF 
THE SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? _9""2_5u.~0~6 ...... a_ndl_....or._.9'-'=2"""5""'0-'-7 ----------

How often do physicians in your sPecialty perform this service? __ Commonly __ Sometimes 
_ Rarely X Not Applicable 

Estimate the nwnber of times this service might be provided nationally in a one-year period? .;...,NQ1 
Available 

Is this service performed by many physicians across the United States? _x_ Yes No 
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SURVEY DATA: 

Specialty: Combined S.peech-Lanzua2e Patholo~AudioloKY/OtolaryniolOKY==Head and Neck 
S~ezy 

Median Intra-Service Time: 90 Low: _-.~.4.x..O __ _ High: _...;;.~4[.lol.8.x..O __ _ 

Median Pre-Service Time: _ _.3'-¥0 ___ _ Median Post-Service Time: __ 3;,KO ___ _ 

Length of Hospital Stay: __ N~/"""A,._ ___ Number ofiCU Days: __ _....N....,IA ......... ___ _ 

Number & Level of Post-Hospital Visits: ____ __..N..ui.AJA!...------------

Number of Times Provided in Past 12 months (Median): ___.3:;...~.4 __ in Past 5 years: _ _.8IIUIO"'--

OfuerData: .-------------------------------------------------

Sample Size: ___ ..... I..L.7.;;L4 __ Response Rate (% ): _-6-'18 ......... 97.____ Median R VW: _ __.1..,..5!Uo!O~ 

25th Percentile RVW: 1.03 75th Percentile RVW: 2.21 Low: 0.52 High: 10.00 

Please complete the following if more than one specia/t)' sodet)' was involved in developing the 
recommendation: 

Specialty: Speech-Lan~ie PatholoKYIAudioloiY 

Median .Intra-Service Time: 150 Low: ___ 6~0"------- High: _ _a.;48_o"--

Median Pre-Service Time: __ _.1 .... 5'-------- Median Post-Service Time: 30 

Length of Hospital Stay: _ ___..N ..... I....,A,_,. ___ Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: _______ _.Nu.l'-d.A::.-_____________ _ 

Number of Times Provided in Past 12 months (Median): __ 4"'"'3"'-- in Past 5 years: 178 

Ofu~Data: -------------------------------------------------

Sample Size: __.1 .... 3""'"7 __ _ Response Rate (% ): 13.14 Median RVW: _ _..1 ..... 9 .... 5_ 

25thPercentileRVW: 1.35 75thPercentileRVW: 2.21 Low: 0.56 High: 10.00 
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Specialty: Otolazyn~oloiY-Head and Neck Sur~ezy • Median Intra-Service Time: 90 Low: 40 High: 300 

Median Pre-Service Time: 30 Median Post-Service Time: 22.5 

Length of Hospital Stay: _ ___...N..._/ All..lO,.,. ___ Number ofiCU Days: ----"'N..ui&JA.__ __ _ 

Number & Level of Post-Hospital Visits: ______ N~/A...__ ________ _ 

Number of Times Provided in Past 12 months (Median): _ ...... 2=8..._ __ in Past 5 years: 80 

OilierData: --------------------------------------

Sample Size: _......o'-3.t....7 ____ _ Response Rate(%): 56.76 MedianRVW: 1.50 

25th Percentile RVW: 1.03 75th Percentile RVW: 1.70 Low: 0.52 High: 3.00 

• 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

:MIDFACE RECONSTRUCTION- TAB 12 

The CPT Editorial Panel approved the deletion of code 21144 [Reconstruction midface, LeFort I; intrusion, single piece (eg, for Long 
Face Syndrome) and added three new codes: 

• 21141 [Reconstruction midface, Lefort I; single piece, segment movement in any direction (eg, for Long Face Syndrome), 
without bone graft; 

• 21142 [Reconstruction midface, LeFort I; two pieces, segment movement in any direction, without bone graft]; and 
• 21143 [Reconstruction midface, LeFort I; three or more pieces, segment movement in any direction, without bone graft]. 

Included in the RVU calculation for the other LeFort reconstructive surgery codes (21145-21147) are 2.00 RVUs that account for the 
use of bone grafts as part of providing these services. The RUC, therefore, considered 2.00 RVUs as the established differential for 
bone grafts for other codes in the maxillofacial section and, to maintain internal consistency within the family of midface reconstruction 
codes, the RUC recommends that this same differential be maintained in the RVUs for the new codes. 

Code 21141 describes procedures performed for dental and facial anomalies of the upper jaw and maxilla such as cleft palate. The 
nomenclature of this new code reflects the fact that this code would be reported for procedures involving movement in any direction of 
the upper jaw and maxilla. The recommended RVU is 16.92, which is the 18.92 RVUs for code 21145 [Reconstruction midface, 
LeFort I; single piece, segment movement in any direction, requiring bone grafts (mcludes obtaining autografts)] minus the 2.00 RVUs 
for the bone graft. 

Code 21142 is also done to correct dental and facial anomalies of the upper jaw and maxilla. This code, however, involves movement 
of two skeletal pieces without a bone graft and, like code 21141, the procedure may involve movement in any direction of the upper jaw 
and maxilla. The recommended RVUs are 17.58, which is the 19.58 RVUs for code 21146 [Reconstruction midface, LeFort I; two 
pieces, segment movement in any direction, requiring bone grafts (including obtaining autografts)(eg, ungrafted unilateral alveolar cleft)] 
minus the 2.00 RVUs for the bone graft. · 

Code 21143 is also done to correct dental and facial anomalies of the upper jaw and maxilla but involves intraoral incisions to gain 
access to the facial skeletal structures. Osteotomies of the facial skeleton are performed and the skeletal segments are moved to correct 

CPT jive--digit codes, two-digit modifiers, and descriptiom only are copyright by the American Medical Association. -1-



the deformity. This procedure involves the movement of three or more skeletal pieces without a bone graft. The recommended RVUs 
are 18.30, which is the 20.30 RVUs for code 21147 [Reconstruction midface, LeFort I; three or more pieces, segment movement in any 
direction, requiring bone grafts (includes obtaining autografts)(eg, ungrafted bilateral alveolar cleft or multiple osteotomies)] minus 2.00. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
<• New) Number Period 

21144 ReeeMtNetiea Midfaee1 'b.P&R It iRWsiea1 BiRgle pieee (eg1 fep 'beag 090 N/A 
Paee Syadlreme~ 

au44 has beeg deleted. To reoort. see 211X1) 

•21141 Z1 Reconstruction midface, LeFort I; iatNsiea1 single piece, segment 090 16.92 
movement in any direction (eg, for Long Face Syndrome), without bone (21145-2.00) 

mft 

•21142 Z2 two pieces, segment movement in any direction, without bone 090 17.58 
graft (21146-2.00) 

•21143 Z3 three or more pieces, segment movement in any direction, 090 18.30 
without bone graft (21147-2.00) 

21145 single piece, segment movement in any direction, requiring 090 18.92 
bone grafts (mcludes obtaining autograft&) (No Change) 

21146 two pieces, segment movement in any direction, requiring 090 19.58 
bone grafts (mcluding obtaining autograft&) (eg, ungrafted (No Change) 
unilateral alveolar cleft) 

21147 three or more pieces, segment movement in any direction, 090 20.30 
requiring bone grafts (mcludes obtaining autograft&) (eg, (No Change) 
ungrafted bilateral alveolar cleft or multiple osteotomies 

CPT jiv~-digit code8, two-digit modijier8, and descriptiona only ar~ copyright by the Amerlctm Medical A.f8ociation. -2-
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KONlCA FAX 720 

AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

P. 

Trc~cking Number: _z.._l ___ Global Period: ~090~---- Reccmuneaded R.VW: .......:1~6~·92:.=..-__ _ 

CPT Descriptor: Reconstruction midface, LeFon I; iBIRisiaR, single piece, segment movement jn any 
direction (eg, for Long Face Syndrome). without bone graft 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The procedures that are performed under the coding changes are employed to 
reconstruct deformities of the mid ponion of the facial skeleton. Patients present with malrelation of the jaws 
manifested by malocclusion of the teeth and various associated functional and cosmetic deficiencies of the face 
and/or oropharynx. The procedures involve Intraoral soft tissue incisions to gain access to the facial skeletal 
bil.nlctures. Osteotomies of the facial skeleton are performed (e.g., maxiUa, zygoma) and the skeletal segments 
arc moved to predetermined positions thus correcting the deformity. The procedure involves movement of a 
single skeletal piece without a bone graft. Appropriale fiXation devices arc employed to secure the repositioned 
skeletal structures. The complication rates associated with the procedure.~; are low and the results of the 
corrections are predictable and stable . 

Description of Pre-Service Work: 
N/A 

Description of Intra-Service Work: 
N/A 

Description of Post-Service Work: 
N/A 

KEY REFERENCE SERVJCE(S): 

CPT Code CPT Descriptor RYlY 

21150 

21151 

21179 

21180 

Reconstruction midface. LeFort D, anterior intrusion (eg !reacher- 24.41 
Collins Syndrome) 

any direction, requiring bone grafts (includes obtaining 27.34 
autografts) 

Reconstruction. entire or majority of forehead and/or surraorbital 
rims with grafts (allograft or prosethetic uwerial) 

with autograft (includes obtaining grafts) 

21.47 

24.41 

\· 

\ 



Apr.17 '95 10:03 KONICA FAX 720 P. 4 

ZJ, p.2 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR od· 
RA.TJONAI.E FOR RVW RECOMMENDATION (JDdude au appUcablc clemeat.IJ of wan m raUoaale: Ome; teclmiCaJ 
lkiU a phyJ(eal errort; menial effort and Judpmen&; and atrea): 

Codes Z I, Z2 and Z3 add specific language of "without bone graft" to the established codes for LeFon I, midface 
reconstruction. The only RVW differential between Z1. Zl, and Z3 and the corresponding CPT codes which 
include bone graft, 2114S, 21146, and 21147, would be attributable to the physician work involved in the bone 
graft component. 

Several serie.CI of codes in the maxillofacial family have already csrablisbed the RVW differential for bone grafts. 
The reference codes listed above are for related maxillofacial reconstruction codes mal have been recently 
surveyed by lhe ASPRS and put through the RUC process. Both 11ets of codes, 21 JS0/21151 and 21179/21180, 
demonstrate an RVW differential of approximately 3.00 units for a bone or autograft. The initial RVW values, 
recommended by the RUC in 1993, were 25.00 units and 28.00 units for CPT 21150 and 21151, and 22.00 and 
25.00 units for CPT 21179 and 21180. 

Several other examples exist of similar RVU differentials of 2.00-3.00 units for codes with and without bone 
grafts in the maxillofacial repair section of CPT. One such example is CPT 21193, reconstruction of nmndlbular 
ramus (without bone graft) with an RVW of 16.23, and CPT 21194 {with hone graft, includes obtaining grafl) 
with an RVW of 18.81. 

To follow tbis precedent and remain intemally eonsJstent within the LeFort I, midface recoDStnldion family 
of codes, we recommend that codes Zl, 7..2 and Z3 be assigned RVWs which reflect a 2.00 UDit ditferential 
for the new codes 11without bone graft." Therefore, for code Zl, an RVW of 16.92 Is appropriate when 
contpved to the 1995 RVW of 18.92 for the correspondiq code, CPT 21145, including bone graft. •. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE MEmOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The coding change which generated this RUC reccomendation essentially added specific codes for midface 
reconstruction "without bone grdft." An RVW differential for bone grafts ha.lli already been established for other 
codes in the maxillofacial section. In order to remain imemally consislenl. with the current codes including bone 
grafts, CPT 21145-21147. the established differential of2.00 units should be used with the new code.c;. A survey 
would not be feasible .unless it e.~tablished new values for all of the codes in this midface reconstruction family. 

Specialties ASPRS. ASMS. AAPS. MO-HNS. MPPRS 

• 
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AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _z2 ___ Global Period: _..09();;,;;.., ___ _ Recommended RVW: ....:!lw..7.u:.S:.ll:8 __ _ 

CPT Descriptor: Reconstruction midface, LeFort I; two pieces, segmem movement in any direction. 
without bone graft 

CUNJCAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: The procedures lhat are performed under the coding changes are employed to 
reconstruct deformities of the mid portion of the facial skeleton. Patients present with malrelation of the jaws 
manifested by malocclusion of the teeth and various associated functional and cosmetic deficiencies of the face 
and/or oropharynx. The procedures involve intraoral soft tissue incisions to gain access to the facial skeletal 
structures. Osteotomies of the facial skeleton are performed (e.g., maxilla, zygoma) and the skeletal segmems 
are moved to predetermined positions thus correcting the defonnity. The procedure involves movement of two 
sk.eJetaJ pieces without a bone graft. Appropriale faation devices are employed to secure the repositioned skeletal 
structures. The complication rates associated with the procedures are low and the results of the corrections are 
predictable and stable . 

De.11cription of Pre-Service Work: 
N/A 

Description of Intra-Service Work: 
N/A 

Description of Post-Service Work: 
N/A 

KEY REFERENCE SERVICE(S): 

ffiCocle CPT Descriptor RVW 

21150 Reconstruction midface, LeFor1 D, anterior imrusion (eg Treacher- 24.41 
Collins Syndrome) 

21151 any direction, requiring bone grafts (includes obtaining 27.34 
autografts) 

21179 ReconstrUCtion, entire or majority of forehead and/or supraorbital 
rim.~ with grafts (allograft or prosthetic material) 21.47 

21180 with autograft (include& obtaining grafts) 24.41 



Apr.17 '95 10:05 KONI CA FAX 720 P. 6 

Z2, p.2 

REJ .. ATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR O'fiJEk~ 
RATIONALE FOR RYW JECQMMENDATION (lllelude all •pplicable elemenU of work fD rationale: time; tedu,tcal · 
lllull Be phylkal etran; meDtal effort ud judgemeut; ud llrelt): 

Code.~ Zl, Z2 and Z3 add specific language of •without bone graft" Lo the established codes for LeFort I, midface 
reconstruction. The only RVW differential between Zl, Z2, and Z3 and the corresponding CPT codes which 
include bone graft, 2114S, 21146, and 21147, would be attributable to the physician work involved in the bone 
graft component. 

Several series of codes in the maxillofacial family have already established the RVW differential for bone grafts. 
The reference codes listed above are for related maxillofacial reconstruction codes that have been recently 
surveyed by the ASPRS and put through the RUC process. Both set.~ of codes, 21150/21151 and 21179/21180, 
demonstrate an RVW differential of approximately 3.00 unit.' for a bone or autograft. The initial RVW values, 
recommended by the RUC in 1993, were 25.00 units and 28.00 units for CPT 21150 and 21151, and 22.00 and 
25.00 units for CPT 21179 and 21180. 

Several other examples exist of similar RVU differentials of 2.00-3.00 units for codes with and without bone 
grafts in the maxillofacial repair section of CPT. One such example is CPT 21193, reconstruction of mandibular 
ramus (without bone grafl) wilh an RVW of 16.23 and CPT 21194 (with bone graft, includes obtaining graft) 
with an RVW of 18.81. 

To follow this precedent and remain internally consistmt within the LeFort I, midface recoDStnlction family 
of codes, we reconunend that codes Zl, Zl and Z3 be assiped RVWs wblda reOect a 1.00 mtit dift'ereadal 
for the new codes "without bone graft." Therefore, for code Zl, an RVW of 17.581s appropriate w~ 
compared to the 1995 RVW of 19.58 for the corresponding code, CPr 21146, induding bone graft. • 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE MEmOD INSTEAD OF TilE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: ' 

The coding change which generated this RUC recommeDClation essentially added specific codes for midface 
reconstruction "without bone graft." An RVW differential for bone grafts has already been established for other 
codes in the maxillofacial section. In order to remain intemally consistent with the current codes including bone 
graft~. CPT 21145-21147, the established differential of2.00 units should be used with the new code. ... A survey 
would not be feasible unless it established new values for all of the codes in this midface reconstruction family. 

Specialties: ASPRS. ASMS. AAPS. MO-HNS. AAfPRS 

• 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _Z3&.--- Global Period: ..o:~090~---- Rec:ommeuded RVW: _.llol:£.8.o.o:=;3=0 ---

CPT Descriptor: ReconstrUClion mldtace, LeFon I: three or more pieces, segment movement in any 
direction, without bone graft 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The procedures that are penormed under the coding changes are employed to 
reconstruct deformities of the mid portion of the facial skeletOn. Patients present with malreladon of lhe jaws 
manifested by malocclusion of the teeth and variou.~ usociated functional and cosmetic deficiencies of the face 
and/or oropharynx. The procedures involve intraoral soft tissue incisions to gain access to the facial skeletal 
!itrucmres. Osteotomies of the facial skeleton are performed (e.g., muilla, zygoma) and the skeletal segment~~ 
arc moved to predetennincd positions thu.~ correcting the deformity. The procedure involves movement of three 
or more skeletal pieces without a bone graft. Appropriate fixation devices are employed to secure the 
repositioned skeletal structures. The complicadon rates associated with the procedures are low and the resull& 
of lhe corrections are predictable and stable . 

Description of Pre-Service Work.: 
N/A 

Description of Inua-Service Work: 
N/A 

Description of Post-Service Work: 
N/A 

KEY REFERENCE SERVJCE(S): 

CPT Code CPT Desqiptgr RVW 

21150 

21151 

21179 

21180 

Reconstruction midface, LeFon ll, amerior intrusion (eg Treacher- 24.41 
Collins Syndrome) 

any direction, requiring bone grafts (Includes obtaining 
autografts) 

Reconstruction, entire or majority of forehead and/or supraorbital rims 

27.34 

with grafts (allograft or prosthetic material) 21.47 

with autograft (includes obtaining grafts) 24.41 



Hpr.l7 '95 10:06 KONlCA FAX 720 P. 8 

Z3, p.3 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVJCE(S) AND/OR OTHER. 
RADONALE FOR RVW RJCOMMENDAnON (Jndade au applicable element~ of work m rattoaale: time; teclmical 
skill & pbyliad effort; mental effort ad Jvdpment; IIDd Jtna): 

Codes Z 1. Z2 and Z3 add specific language of "without bone graft" to lhe established codes for LeFort I, midface 
reconstruction. The only RVW differential between Zl, Z2, and Z3 and the corresponding CPT codes which 
include bone graft, 21145. 21146, and 21147, would be auributable to the physician work attributable to the bone 
graft component. 

Several series of codes in the maxillofacial family have already established the RVW differential for bone grafts. 
The reference codes listed above are for related maxillofacial reconstruction codes that have been recently 
surveyed by th~ ASPRS and put through the RUC process. Both sets of codes, 21150121151 and 21179/21180, 
demonstrate an RVW differential of approximately 3.00 units for a bone or autograft. The initial RVW values, 
recommended by the RUC in 1993, were 25.00 units and 28.00 units for CPT 21150 and 21151. and 22.00 and 
25.00 units for CPT 21179 and 21180. 

Several other examples exist of similar R.VU differentials of 2.00-3.00 units for codes with and without bone 
grafts in the maxillofacial repair section of CPT. One such example is CPT 21193. reconstruction of mandibular 
rclDlus (without bone graft) with an RVW of 16.23 and CPT 21194 (with bone graft, Includes obtaining graft) 
with an RVW of 18.81. 

To follow this precedent and remain intemally CODSistent within the J..eFort J, midface reco.nstruction family 
of codes, we rerommend that codes Zl, Z2 and Z3 be assigned RVWs which reflect a l.OO unit differential 
for the new codes "without bone graft." Therefore, for code Z3, an RVW of 18.30 is appropriate when. -
cmupared to the 199.5 RVW of 20.30 for the COJTeSPOndiDg code, CPT lt 147, including bone graft. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The coding change which generated this RUC recommendation essentially added spccifit codes for midface 
reconstruction "without bone graft." An RVW differential for bone grafts has already been established for other 
codes in the maxillofacial section. ln order to remain inlemally consistent with the CUIIent codes including bone 
grafts, CPT 21145-21147, the established differential of2.00 units should be used with the new codes. A survey 
would not be feasible unless it established new values for all of tbe codes in this midface reconstruction family. 

Specialty: ASPRS. ASMS. AAPS. MO-HNS. AAFPRS 

• 
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AMA SPECIALTY SOCIBTY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

SPINAL PROCEDURES- TAB 13 

• 

At the February CPT meeting, the CPT Editorial Panel approved extensive changes to the Spine Section of the CPT manual. The 
specialty society cited two reasons for these extensive changes: 1) technological advances in spine surgery have made many of the 
current CPT codes for spine surgery obsolete, and 2) the current spine surgery codes are a source of confusion for the physicians, which 
has led to unbundling and/or inaccurate reporting of the services that have been performed. Two basic changes in coding philosophy 
were included in these changes. The first is to remove the bone graft codes as integral parts of the procedures and instead use add-on 
codes to report bone grafting procedures. The second change was the revision of the spinal instrumentation codes. The changes will 
reflect the type of instrumentation that is used most commonly in spinal procedures, and will be reported as add-on procedures. 

Recommendations in this section cover 57 new and revised codes: S bone graft codes (20930-20938); 8 bone excision codes (22100-
22116); 8 osteotomy codes (22210-22226); 7 fracture codes (22305-22328); 5 anterior arthrodesis codes (22548-22585); 8 posterior 
arthrodesis codes (22590-22632); 6 spinal deformity codes (22800-22812); and 10 spinal instrumentation codes (22840-22848, 22851). 
In addition to the survey results and other rationales presented to justify the recommended RVUs, the RUC also considered crosswalk 
and frequency estimates provided by the specialty societies. These estimates suggested that the overall recommendations for the issue 
are either work neutral or would reduce the total work RVUs. 

Code 20930 [Allograft for spine surgery only; morselized] involves taking powdered bone out of a bottle and pouring the powder into 
place. The RUC recommends that code 20930 have 0.00 RVUs. 

Code 20931 [Allograft for spine surgery only; structural] is a new code that involves the work of fashioning a structural allograft. This 
procedure does not involve harvesting the allograft. Since there is an increased chance of failure using allografts, they only are used 
when autograft& are not available. The RUC recommends 1.81 RVUs for code 20931. 

Code 20936 [Autograft for spine surgery only (includes harvesting the graft); local (eg, ribs, spinous process, or laminar fragments) 
obtained from the same incision] is a bone graft most often used to supplement an autograft harvested from the iliac crest. The RUC 
recommends that 0.00 RVUs be assigned to this code. 

CPT fivN!igit code8, two-digit modijier8, and de8criptioru only are copyright by the American Medical Association. 



Code 20937 [Autograft for spine surgery only (includes harvesting the graft); morselized (through separate skin of fascial incision)] is a 
new add-on code that includes the harvesting of the graft. The physician work of code 20937 is comparable to that of code 22820 
[Harvesting of bone autograft through separate incision (eg, ilium, fibula) for spinal arthrodesis], which has 2. 79 RVUs. 

Code 20938 [Autograft for spine surgery only (includes harvesting the graft); structural (bicortical or tricortical), through separate skin 
or fascial incision)] involves multilevel anterior fusion utilizing a tibial strut graft harvested from the patient's own tibia. "Back table" 
physician time is required during this procedure. The RUC recommends 3.02 RVUs for code 20938. 

Codes 22100 [Partial excision of posterior vertebral component (eg, spinous process, lamina or facet) for intrinsic bony lesion, single 
vertebral segment; cervical)], 22101 [Partial excision of posterior vertebral component (eg, spinous process, lamina or facet) for intrinsic 
bony lesion, single vertebral segment; thoracic)], and 22102 [Partial excision of posterior vertebral component (eg, spinous process, 
lamina or facet) for intrinsic bony lesion, single vertebral segment; lumbar)] were revised to include the physician work that was 
previously reported using codes 22105-22107, which will be deleted. These procedures are performed for intrinsic bony pathology such 
as osteomyelitis. The RUC recommends 9.05 RVUs for code 22100 and 9.00 RVUs for 22101 and 22102. These values are between 
the existing RVUs for 22100-22102 and 22105-22107. The slightly higher RVUs for 22100 reflect the additional positioning 
requirements for the cervical procedure during the preservice period. 

Code 22103 [Partial excision of posterior vertebral component (eg, spinous process, lamina or facet) for intrinsic bony lesion, single 
vertebral segment; each additional segment (list separately in addition to code for primary procedure)] was previously reported by 
repeating the original code and using the -51 modifier. This procedure is performed for intrinsic bony pathology such as osteomyelitis. 
The RUC recommends 2.34 RVUs for code 22103. 

The revisions of codes 22110 [Partial excision of vertebral body, for intrinsic bony lesion, without decompression of spinal cord or 
nerve root(s) single vertebral segment; cervical], 22112 [Partial excision of vertebral body, for intrinsic bony lesion, without 
decompression of spinal cord or nerve root(s) single vertebral segment; thoracic], and 22114 [Partial excision of vertebral body, for 
intrinsic bony lesion, without decompression of spinal cord or nerve root(s) single vertebral segment; lumbar] were considered editorial 
and resulted in no change in physician work. The RUC recommends that the current RVUs be retained for these codes. 

Codes 22116 [Partial excision of vertebral body, for intrinsic bony lesion, without decompression of spinal cord or nerve root(s) single 
vertebral segment; each additional segment (list separately in addition to code for primary procedure)] and 22216 [Osteotomy of spine, 
posterior or posterolateral approach, one vertebral segment; each additional vertebral segment (list separately in addition to the primary 
procedure)] are new add-on procedure code that would be reported in addition to the definitive procedure codes 22210-22214 and 
22220-22224. The RUC recommends 2.32 RVUs for code 22116 and 6.04 RVUs for code 22216. 

CPT fivHligil code~. two-digit modifier~. and tk~criptioru only are copyright by the .American Medical.hsociation. -2-
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The revisions of codes 22210 [Osteotomy of spine, posterior or posterolateral approach, one vertebral segment; cervical], 22212 [Osteo­
tomy of spine, posterior or posterolateral approach, one vertebral segment; thoracic], and 22214 [Osteotomy of spine, posterior or 
posterolateral approach, one vertebral segment; lumbar], as well as codes 22220 [Osteotomy of spine, including diskectomy, anterior 
approach, single vertebral segment; cervical], 22222 [Osteotomy of spine, including diskectomy, anterior approach, single vertebral 
segment; thoracic], and 22224 [Osteotomy of spine, including diskectomy, anterior approach, single vertebral segment; lumbar] were 
considered editorial and resulted in no change in physician work. 

Code 22226 [Osteotomy of spine, including diskectomy, anterior approach, single vertebral segment; each additional vertebral segment 
(list separately in addition to code for primary procedure)] is a new add-on procedure code that would be reported in addition to the 
definitive procedure codes 22220, 22222, and 22224. The RUC recommended an RVU of 6.04 for code 22226. 

The revisions of codes 22305 [Closed treabnent of vertebral process fracture(s)], 22310 [Closed treabnent of vertebral body fracture(s), 
without manipulation, requiring and including casting or bracing], 22315 [Closed treabnent of vertebral fractures(s) and/or dislocation(s) 
requiring casting or bracing, with and including casting and/or bracing, with or without anesthesia, by manipulation or traction], 22325 
[Open treabnent and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior approach, one fractured vertebrae or dislocated 
segment; lumbar], 22326 [Open treabnent and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior approach, one 
fractured vertebrae or dislocated segment; cervical], and 22327 [Open treabnent and/or reduction of vertebral fracture(s) and/or 
dislocation(s), posterior approach, one fractured vertebrae or dislocated segment; thoracic] were considered editorial and resulted in no 
change in physician work. · 

Code 22328 [Open treabnent and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior approach, one fractured vertebrae 
or dislocated segment; each additional fractured vertebrae or dislocated segment (List separately in addition to code for primary 
procedure)] is a new add-on procedure code that would be reported in addition to the definitive procedure codes 22325, 22326, and 
22327. The RUC recommends 4.61 RVUs for code 22238. 

cz.£;w:;yf) 
The revision of code 22458 [Arthrodesis, anterior transoral or extraoral technique, clivus-C1-C2 (atlas-axis), with or without excision of 
odontoid process] was considered editorial and resulted in no change in physician work. 
Codes 22554 [Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare interspace (other than for decom­
pression); cervical below C2], 22556 [thoracic], and 22558 [lumbar] were revised so that minimal diskectomy to prepare the disc space 
for arthrodesis is not reported separately. A significant amount of time is spent by the physician positioning the patient. The RUC 
noted that the approach is included in the procedure, even if it is done by a different physician. The RUC recommends 17.24 RVUs for 
22554, 22.27 RVUs for 22556, and 21.22 RVUs for 22558. 

CPT jive-digit code8, two-digit modijier8, and ducriptioru only ar~ copyright by 1M American Medical..U8ociation. -3-



Code 22585 [Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare interspace (other than for decom­
pression); each additional interspace (List separately in addition to code for primary procedure)] was a revision of an eXisting code and 
resulted in no change in physician work. The RUC recommends that the current RVU of 5.53 be retained. 

Codes 22590-22632 are for posterior arthrodesis. The existing values for these codes are not in the appropriate rank order. The 
specialty recommendations adopted by the RUC correct these rank order anomalies. 

Code 22590 [Arthrodesis, posterior technique, craniocervical (occiput-C2)] was revised so that the physician will now report bone graft 
and instrumentation separately. This code is for single arthrodesis only. The specialty society noted that approximately 10% of the 
cases will also be reported with a bone graft code. The RUC recommends 19.50 RVUs for CPT code 22590. 

Code 22595 [Arthrodesis, posterior technique, atlas-axis (C1-C2)] was revised so that the physician will now report bone graft and 
instrumentation separately. The specialty society noted that approximately 10% of the cases will also report a bone graft code and 90% 
of the cases will report the spinal instrumentation code 22840. The RUC recommends 18.19 RVUs. 

Code 22600 [Arthrodesis, posterior or posterolateral technique, single level; cervical below C2 segment] was revised so that the 
physician will now report bone graft and instrumentation separately. The specialty society noted that approximately 10% of the cases 
will also report a bone graft code and 50% of the cases will report the spinal instrumentation code 22840. The RUC recommends 14.74 
RVUs. 

Code 22610 [Arthrodesis, posterior or posterolateral technique, single level; thoracic (with or without lateral transverse technique] was 
revised so that the physician will now report bone graft and instrumentation separately. The specialty society noted that approximately 
10% of the cases will also report a bone graft code and 5% of the cases will report the spinal instrumentation code 22840. The RUC 
recommends 14.62 RVUs. 

Code 22612 [Arthrodesis, posterior or posterolateral technique, single level; lumbar (with or without lateral transverse technique] was 
revised so that the physician will now report bone graft and instrumentation separately. The specialty society noted that approximately 
10% of the cases will also report a bone graft code and 30% of the cases will report the spinal instrumentation code 22840. The RUC 
recommends 20.19 RVUs for CPf code 22612. 

Code 22614 [Arthrodesis, posterior or posterolateral technique, single level; each additional vertebral segment (list separately in addition 
to code for primary procedure)] is a new code that was added to allow physicians to report additional segment without repeating the 
original code. CPr code 22650 [Arthrodesis, posterior, posterolateral or lateral transverse technique, each additional interspace] was 
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• • • 
deleted and replaced by 22614 because posterior and lateral transverse process techniques differ significantly from interbody technique. 
22614 is an add-on procedure that should be reported in addition to the definitive procedure. The RUC recommended an RVU of 6.44 
code 22614. 

Code 22630 [Arthrodesis, posterior interbody technique, single interspace; lumbar] was revised so that the physician will now report 
bone graft and instrumentation separately. The specialty society noted that approximately 50% of the cases will also report a bone graft 
code and small percentage of the cases will report the spinal instrumentation code 22841. The RUC recommends 20.03 RVUs for code 
22630. 

Code 22632 [Arthrodesis, posterior interbody technique, single interspace; each additional interspace (List separately in addition to code 
for primary procedure)] is a new code to allow physicians to report working on multiple levels of the spine, which require significantly 
more dissection. 22632 is an add-on procedure that should be reported in addition to the definitive procedure and the RUC recommends 
5.23 RVUs. 

The revision of CPT code 22800 [Arthrodesis, posterior, for spinal deformity, with or without cast; up to 6 vertebral segments] was 
considered editorial and resulted in no change in physician work. 

Code 22802 [Arthrodesis, posterior, for spinal deformity, with or without cast; 7 to 12 vertebral segments] was considered editorial and 
resulted in no change in physician work. Code 22804 [Arthrodesis, posterior, for spinal deformity, with or without cast; 13 or more 
vertebral segments] is a new code that was added to allow for reporting of long segment arthrodesis. The RUC discussed the increase in 
RVUs between codes 22800 (16.92 RVU) and the current RVUs of 31.31 for 22802 and noted that there is a significant increase in the 
amount of physician work required to work on 7 to 12 vertebral segments because the physician must cross the diaphragm, which is 
considered extremely risky. Code 22804 is a very difficult operation and only represents a small number of the total surgeries that are 
performed for spinal deformities. The RUC discussed the distribution of these services and estimated that only about 5% of the services 
previously reported using codes 22802 would now be reported with code 22804. The RUC recommends that the RVUs for 22802 be 
reduced from their current value of 31.31 to 29.74 RVUs, and recommends 35.00 RVUs for code 22804. 

Code 22808 [Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral segments] is a new code that was added 
to allow reporting arthrodesis of fewer than 4 vertebral segments. The RUC recommended an RVU of 25.00 for code 22808. The 
revision of code 22810 [Arthrodesis, anterior, for spinal deformity, with or without cast; 4 to 7 vertebral segments] was considered 
editorial and resulted in no change in the current value of 29.00. 

Code 22812 [Arthrodesis, anterior, for spinal deformity, with or without cast; 8 or more vertebral segments] was revised to report 
spinal fusion on 8 or more vertebral segments. The current RVUs of 22810 and 22812 reflect a rank order anomaly because the work 
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of 22812 is greater than the physician work of 22810, but the current RVU of 22810 is greater than 22812. In order to correct this rank 
order problem the RUC recommends 31.00 RVUs. 

The revision of code 22840 [Posterior non-segmental, instrumentation (eg, single Harrington rod technique)] was considered editorial 
and resulted in no change in physician work. However, the specialty society noted that since the global period of this code changed 
from 000 to ZZZ, 22840 will no longer be reported with a -51 modifier. Therefore, the RUC recommends reducing the current RVUs 
of 12.54 by SO% to 6.27. 

Code 22841 [Internal spinal fixation (eg, wires clamps, plates, or screws) of posterior or anterior spinal elements] is a new code that 
was added to describe the internal fixation of the spine during procedures that are designed to stabilize and induce posterior fusion of 
two adjacent spinal segments. This procedure requires minimal physician work and the RUC recommended 0.00 RVUs for this 
procedure. 

Codes 22842 [Posterior segmental instrumentation (eg, pedicle fixation, dual rods with multiple hooks and sublaminal wires); 2 to 6 
vertebral segments], 22843 [; 7 to 12 vertebral segments], and 22844 [; 13 or more vertebral segments] were revised (22842) and added 
(22843 and 22844) to allow for separate reporting of posterior instrumentation at different levels. These procedures are almost 
exclusively performed on adolescents. The RUC recommends that the current value of code 22842 be reduced by SO% from 14.37 to 
7.19 and the values of 22843 and 22844 be 8.97 and 10.96. RVUs, respectively. 

Code 22845 [Anterior instrumentation; 2 to 3 vertebral segments], was revised and codes 22846 [; 4 to 7 vertebral segments] and 22847 
[; 8 or more vertebral segments] were added to allow for separate reporting of anterior instrumentation at different levels. The RUC 
recommends that the current value of code 22845 be reduced by SO% from 11.96 to 5.98 and the values of 22846 and 22847 be 8.28 
and 9.20 RVUs, respectively. 

Code 22848 [Pelvic fixation (attachment of caudal end of instrumentation to pelvic bony structures) other than sacrum] is a new code 
that describes extension of multi-segmental fixation of the spine, which provides stabilization to the pelvis. The RUC recommends an 
RVU of 6.00 for code 22848. 

Code 22851 [Application of prosthetic device (eg, metal cages, methylmethacrylate) to vertebral defect or interspace] describes new 
technology to allow the physician to provide additional stabilization to the spine for patients undergoing arthrodesis. The RUC 
recommends 6.71 RVUs for code 22851. 
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CPT Tracking CPT Descriptor Global RVW Recommendation 
Code Number Period 

Grafts (Or Implants) 

Codes for obtaining autogenous bone, cartilage, tendon, fascia lata grafts, or other tissues, through separate incisions are to be used only when graft is not already 
listed as part of basic procedure. 

(For soinalsurgery bone graftls) see codes 209X1-209X7l 

Codes 209Xl-209X7 are reported in addition to codes for the definitive proceclure(sl. 

(R.~rt onlx one bone md\ £!!51e m ooerative session} 

•20930 Wl Allograft for spine surgery only; morselized zz:z 0.00 

•20931 W2 structural zz:z 1.81 

•20936 W3 Autograft for spine surgery only (mcludes harvesting the graft); local (e.g., ribs, spinous zz:z 0.00 
process, or laminar fragments) obtained from same incision 

•20937 W4 monelized, (through separate skin or fascial incision) zz:z 2.79 

•20938 ws structural, (bicortical or tricortical), (through separate skin or fascial incision) zzz 3.02 

(For needle asoiration of bone marrow for the ouroose of bone uafting1 see 8S09S} 
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CPT Traddllg CPT Deseriptor Global RVW Recommendation 
Code Number Period 

SPINE (VERTEBRAL COLUMN) 

Cervical, thoracic, and lumbar spine 

Within the SPINE section bo~ uafting orocedures are reoorted garatelx and jg addition to uthrodesis. for bone 2l'8fts in other Musculoskeletal sections1 see 
specific code(sl descriptgr(sl and/or accompamring guidelines. 

To report bone grafts pedonned after arthrodesis. see codes 2()930-20938. Bone graft codes are reported without modifier S1 (multiple procedure) 

E1camole: Poscerior arthrodesis of L4-S1 for degenerative disc disease utilizing morse1ized autogenous iliac bone graft harvested through a garate fascial 
incision. 

Report as 22612 and 20937 

Within the SPINE section instrumentation is reoorted garate!x and in addition !!! arthrodesis1 To reoort instrumentation orocedures mfcmned !tith definitive 
vertebral procedure(sl1 see codes 22840-228SS. lnsllumentation procedure codes are reported in addition to the definitive procedures(&) without modifier S1. 

E1camole: Posterior arthrodesis of L4-S! 1 utili~gg morselized autogenous iliac bone graft harvested throul!h garate fascial incision1 and oedicle screw 
fixation. 

Report as 226121 22842 and 20937 

Vertebral orocedures g sometimes followed bx arthrodesis and in addition max include bone 2l'8fts and instrumentation. E!en uthrodesis is nerformed in 
addition to another orocedure. the arthrodesis should be reoorted in addition to the originAl mocedure with a modifier Sl (multiple oroceduresl. Exanmles are 
after osteotomx1 fracture care1 vertebral comectomv and laminectomx. Since bone 2l'&ft8 and instrumentation are never nerfonned without arthrodesis. th!a: are 
reoorted as add on codes and modifier Sl (multiple oroceduresl is not used. Arthrodesis. however1 max be oerformed in the abseg of other orocedures and 
therefore when it is combined with another definitive procedure. modifier S1 (multiple procedure) is apPrOpriate. 

EXAMPLEi Treatment of a bunt fracture of L2!!! comectomv followed bX arthrodesis of L1-L31 utilizing anterior inslrumentalion L1-L3 and structural 
allograft 

Report as 630901 22SS8-S1. 2284S and 20931 

(For injection procedure for myelography, use 62284) 

(For injection procedure for diskography, see 62290, 62291) 
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CPT Traekin& CPT Deseriptor Global RVW Recommendation 
Code Number Period 

EXCISION 

22100 W6 Partial teaaeti91l excision of posterior vertebral component, (e.g. spinous proce!!!!. lamina 090 9.05 
or facet} for intrinsic bo!!X l~on1 aing!e vertebral segment apiaeua p!'Beeaaaa; cervical 

22101 W7 thoracic 090 9.00 

22102 WS lumbar 090 9.00 ,, 

•22103 W9 each additional segment (List separately in addition to code for primary proce- z:z.z 2.34 
dure) 

CUae 22103 om for codes 221001 22101 1 22102} 

22105 Pe.ttialNaeetiea ef r,•ettei!Nl ee~~~peaeat f8l' IIHRBI' (eg1 p&Aial faeetee&emy1 witheut 090 N/A 
pl'imafy ~~ eei'Yieal 

~lOS bas been deleted. To reoort. see 22100} 

22106 the:I'Mie 090 N/A 

~106 bas been deleted. To reoort. see 22101} 

22107 kHBhalr 090 N/A 

{1:2107 has been deleted. To reoort. see 22102} 

22110 WlO Partial teaeetiea excision of ·:ettei!IH vertebnl body. for intrinsic bom leaion1 without 090 11.59 
decomoression of soina1 cord or nerve rootla} (eg1 f8l' eateemy~ aing!e vertebral (no change) 
segment; cervical 

22112 W11 thoracic 090 11.59 
(no change) 

22114 W12 lumbar 090 11.59 
(no change) 
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CPT Traeklng CPT Descriptor Global RVW Recommendation 
Code Number Period 

•22116 W13 each additional vertebral segment (List separately in addition to code for primary zzz 2.32 
procedure) 

ruse 22116 o!!lx for codes ~1!0. ~112. 22114} 

REP.UR, RE¥1SI9N AND/OR UCONS't:RUCTION 

(22120-22130 have been deleted. For..._,_ complete or near complete resection of vertebral body, see vertebral eotpeetomy, 63081-63091) 

(IZM '"athMie NpllleeiMilt et: ¥eRehRe, aee ~~~0 ~~~~ 

22140 Reeell8tAietiea et: spille with heae gP&ft, (a&tegtaft, .Uegl'd) aa!UBI' melhylmeth~ 090 N/A 
fellewillg ftlllleHII et: aillgle ¥eRehl'lll he61ft eii'Yielll 

a2140 hu been deleted1 To reoort. use 63081 m: 63087 and 22SS4 and 20931 or 20938} 

22141 dteNeie 090 N/A 

~141 b!!! been deletedl To reoort. use 6308S or 63087 and 22SS6 and 20931 or 20938) 

22142 l.amhw 090 N/A 

~142 hu been deleted. To reoort. use 63087 m: 63090 and 22SS8 and 20931 m: 20938) 

2214S Reeell8tAietiea ef apille fellewillg vlltehNI he61f teaeetiea, eaeh •dllitieaal .,.IJtehNI he61f zzz N/A 

~14S hu been deleted1 To reoort. use 63082 m: 63086 or 63088 !!! 6309!1 !!!!I ~8S) 

22148 H..,elltillg ef heae autegfllft re. ¥eRehRI1 teeelllltRietiea fellewillg ¥11tehNl eMpeetemy zzz N/A 

(LiM aep&Htely ia adllitiea te aedes ~140 ~~4~ 

~148 b!!! been deleted. To reoo&:L see 20931 or 20938} 
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CPI' Tracking CPI' Descriptor Global RVW Recommendation 
Code Number Period 

22150 ReeeR8Iflleliea ef spille wtth pNfahriea&ed pNsdaelie NpleeeiRIRI fellewt..g Naeetiea ef 090 N/A 
1111 91' meN vetteiii'BI ltediea1 elfYieal 

a2150 has been deleted. To reoort. use 63081 and 22554 and 2Q2X2 m: 209X7 and 
22851) 

22151 dteaeie 090 N/A 

a2151 has been deleted. To reoort. use 63085 and 22556 and 2Q231 or 20938 and 
22851) 

22152 ........ 090 N/A 

a2152 has been deleted. Io reoon. use 63087 or 63090 and 225581 and 20931 or 20938 
and 22851) 

Q~TEQmMY 

Io report anhrodesis. see coc1es 22590-22614. tReport in addition to code(al for the definitive procedure with modifier 5U 

To report instrumentation procedures. see codes 22840-22855. <Report in addition to code(a) for the definitive procedure(&). 

To reoort boge l!l1lft orocedures1 see codes 20930-~0938. {Reoort in addition to codela) for the definitive orocedure(a)} 

22210 W14 Osteotomy of spine, posterior or posterolateral approach, !!!!! eillgle vertebnl segment; 090 22.51 
cervical (no change) 

22212 W15 thoracic 090 18.14 
(no change) 

22214 W16 lumbar 090 18.14 
(no change) 

•22216 W17 each additional vertebnl segment (List separately in addition to primary zzz 6.04 
procedure) 

(Yae 22216 onlx for codes 222101 222121 22214} 
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CPT TraddDg CPT Descriptor Global RVW Recommendation 
Code Number Period 

22220 W18 Osteotomy of spine, including disbctomy. anterior ippiO&Cb, single vertebral segment; 090 20.15 
cervical (no change) 

22222 W19 thoracic 090 20.15 
(no change) 

22224 W20 lumbar 090 20.15 
(no change) 

•22226 W21 each additional vertebral segment. (List separately in addition to code for 'ZZZ 6.04 
primary procedure) 

(Yse 22226 onlx for codes 222201 222221 222~} 

22230 9&aeetelllY ef apiae1 MY .,,eaeh, eaeh addicieMlaegmellt 'ZZZ N/A 

(22230 has been deleted1 To reoort. use 22216 or 22226} 

(22250-22251 have been deleted. For vertebral cmpectomy, see 63081-63091. IZ• apiaal iasiiUmelltaliea, aee :A3840 :A384J, IZBf teeeROINeliea fellewiag 
¥Htelll'BI e91peete.,, •e :A3140 ;;u~ 

FRACTURE AND/OR DISLOCATION 

To report arthrodesis. see codes 22590-22614. <Report in addition to code(al for the definigve procedure with.modifier 51l 

To report instrumentation procedures. see codes 22840-22855. <Report in addition to code(al for the definitive procedure(&). 

To reoort bone uaft orocedurea1 see codes 20930-20938. <Reoort in addition to codela} fm: the definitive mocedurels}} 

22305 W22 Closed tr'eatment of vertebral process fracture(s) 090 1.86 
(no change) 

22310 W23 Closed tr'eatment of vertebral body fracture(s), without manipulation, requiring and 090 1.86 
iJ!:luding casting or bracing (no change) 
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CPT Traekiug CPT Deseriptor Global RVW Recommendation 
Code Number Period 

2231S W24 Closed treatment of vertebral fraclureOO and/or dislocation{!} requiring casting or bracing, 090 8.36 
with and including casting and/or bracing. with or without anesthesia, by manipulation or (no change) 
Cnction,-eaeh 

(For spinal subluxation, see 97260, 97261) 

22325 W2S Open treatment and/or reduction of vertebral fracture.{!} and/or dislocation.{!}, posterior 090 17.19 
amroach, one fracturecl vertebrae or dislocated semteot; lumbar,-eeeh (no change) 

22326 W26 cervical,-4aeh 090 18.43 
(no change) 

22327 W27 thoracio,-eaeh 090 17.S6 
(no change) 

•22328 W28 each additional fractured vertebrae or dislocated segment (List separately in z:zz 4.61 
addition to code for primary procedure) 

(Jlse 22328 onl! f2!: codes 223251 223261 22321} 

(2233~22379 have been deleted. For decompression of spine following fracture, see 63991-63091; for arthrodesis of spine following fracture, see 22548-22362) 

{f2J: treatment of vertebral fracture bx the anterior aooroach1 see comectomv 63081-630901 and gromiate artbrodesis1 bone 2l'&ft and instrument codes} 
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CPT Traddng CPT Descriptor Global RVW Recommendation 
Code Number Period 

ARTHRODESIS 

(SpiaeJ &lihredesis l'NBeliuNe1 ~~48 ~~81~1 iRINde eilh81' 1Ht allegRA 81' Mt autegmft, 'Mlea aa autegfllft is takea dweagh a separate iReieiea1 use 
1'1'9BeduN eede ~gag lei' the haF:eeCiag ef autegmft iR adllitiea te the eede lei' the &lihre:ilesis.) 

To report irudnlmenfation procedures. see codes 22840-22855. (Report in addition to code(sl for the definitive procedure(&). 

To report bone graft procedures. see codes 20930-20938. (Report in addition to code(sl for the definitive procedure(s)) 

ANTERIOR OR ANTEROLATERAL APPROACH TECHNIQUE 

Procedure codes 22554-22558 are for SINGLB interspace arthrodesis (2 adjacent vertebral segments); for additional interspaces or segments, use 22585. 

(PI'eeedal'e 181188 m48 m8J8KeNde 1'888aslfllefi88 fellewiag •:edehral 88fi'Be&811ly) 

(22550, 22552, 22555, 22560, 22561, 22565 have been deleted. For intervertebrlll disk excision by laminotomy or laminectomy, see 63020-63042. For 
arthrodesis, see 22548-22632) 

(/ /22548 W29 Arthroclesis, anterior transoral or extnoral technique, clivus-Cl-C2 (adas-axis), with l!eae 090 24.08 
gmft,-with or without excision of odontoid process (no change) 

(/ 22554 W30 Arthroclesis, anterior interbody technique, including minimal diskectomy to prepare 090 17.24 
intersoace (Q!ber than for decornDresBion}i cervical below C21 with l!eae gaA 

~ 
22556 W31 thoracic, with leeal heae (es1 l'ih) aa.Ue• heae allegRA 090 22.27 

( 

2.2558 W32 lumbar, with heae paA 090 21.22 

22585 W33 hehredesis1 MfeR81' 81' ••tef'elatBRII, each additional interspace (List separately in zzz 5.53 
addi1ion to code for primary~) (no change) 

{Yse ~2585 oDlx for codes 225541 225561 2~58) 
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CPI' Tracking CPI' Descriptor Global RVW Recommendation 
Code Number Period 

POSTERIOR, POSTEROLATERAL OR LATERAL TRANSVERSE PROCESS TECHNIQUE 

Pfoeeedale eedee :3~0 22,30 _.. fw &IHG:biiiil'dH!edeeis (:! IMfjaeeR& vlft8hfaleegmeR&e}1 fep edllitieMI illtefllpaeee 91' eegmeRt&, see 22,50, 

To report instrumentation procedures. see codes 22840-22855. (Report in addition to codelel for the definitive procedure<s). 

To reoort bone l!l'8ft oroceduree1 see codes 20930-20938. tReoort in addition to code< e) for the definitive orocedurelsll 

22590 ~4 Arthrodesis, posterior technique, craniocervical (occiput-C2), with helle paft Hillel' 090 19.50 
iatei'Mihaliell 

22595 W35 Arthrodesis, posterior technique, atlas-axis (C1-C2) with helle graft HllieP iatefll8l 090 18.19 
fiMtiea 

22600 W36 Arthrodesis, posterior or oosterolatenl technique, single level; cervical below C2 090 14.74 
segment, leeal helle II' heae lllepaft 81llller illteRIIAI fiuliell 

(22605 has been deleted. To report, use 22600) 

22610 W37 Afdllredesie, pell&elill' II' peete•elateHI teehai~e1 with leeel heae 91' hellS ellegNA 81llll81' 090 14.62 
iateRHII fiulieRI 
thoracic (with or without laten1 transverse technigye) 

[c; 22612 W38 lumbar, (with or without lateral transverse technigye) 090 20.19 

•22614 W39 each additional vertebral segment (List separately in addition to code for primary zzz 6.44 
procedure) 

(!lee 22614 onlx for codes 226001 226101 ~612) 

(22615 has been deleted. To report, use 22554 and 22820 20930-20938) 

(22617 has been deleted. To report, use 22548 ~ 22120 20930-20938) 

(22620 has been deleted. To report, use 22590 and 22820 20930-20938) 
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CPT Traddng CPT Deseriptor Global RVW Recommendation 
Code Number Period 

22625 AnhP&desis1 lat8Nlll'&n8Y8ftle p!'888BB teehllilf'l•• wi4h leeal heae w heae .Uepaft MdHv 090 N/A 
illtemal wire fiftldiea, lam& 

a26ZS has been deleted. Io teDOrt. use 22610 or 22612 and 22~22855. and 20930-
20938) 

~ 22630 W40 Ardarodesis, posterior interbody technique, sinde intersoace; with leelll heae w heae 090 20.03 
.UegNA Md.'w iltt.efllal wire fiMCiea, lumbll' 

•22632 W41 each additionll interspace (List separately in addition to code for primary zzz 5.23 
procedure) 

rose code 22632 onl}! for code 22630} 

(22640-22645 have been deleted. To report, see 22610, 22612, ~and 20930-ZQ238) 

226SO AI6Ndesis, pestefiw1 peste•eletel'lll wlateal tmnevllflle f'I'881BB teehailf'l•• eeeh zzz N/A 
ldditiellal ialefspae~ 

' 
E~Mtaepamtely ill additiea te eede feto aiagle IM•el Afthledesis1 ~~99 ~"~ 

l22650 has been ~eted1 Io reoort. see 22614} 

(22655 has been deleted. To report use~ 22630~ and~ 20930-20938) 

(22670 has been deleted. To report, use ~~fi3f Mil ~820 22610 or 22612 and 22~228551 and 20930-20938} 

(22680 has been deleted. To report, see 22556-225851 ~~820 and 20930-20938) 

(22700 has been deleted. To report, see 22556-225851 ~820 and 20930-20938) 

(22720 has been deleted. To report, see 22612 and ~ and 20930-20938) 

(22730 has been deleted. To report, see 22585 and~~ 

(22735 has been deleted. To report, see 22585 and~ 22614) 
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CPT Tracking CPT Deseriptor Global RVW Recommendation 
Code Number Period 

SPINE DEFORMITY (eg, SCOLIOSIS, KYPHOSIS) 

To report instrumentation procedures. see codes 22840-228SS. 

<Report in addition to code(sl for the definitive procedure(s). 

To report bone graft procedures. see codes 20930-20938. <Report in addition to code(s) for the definitive procedure<sll 

<Reoort onl]! one arthrodesis mine deformi!X code ~ cmerative session} 

22800 W42 Artbroclesis, posterior, for spinal defOI'IIIit¥, with or without cast, with heae graft; !!IU2....6 090 16.92 
81' lees vettehrae vertebral segments (no change) 

(22801 has been deleted. To report, use 22800) 

v r-n802 W43 7 81' 11181'11 !g 12 vertebrae! segments 090 29.74 

(22803 has been deleted. To report, use 22802) 

•22804 W44 13 or more vertebral segments 090 35.00 

•22808 W4S Arthrodesis, anterior, for spinal defOI'IIIit¥, with or without cast; 2 to 3 vertebral 090 25.00 
segments 

22810 W46 ..\AhFedesis1 e.tlflllri8l', fe• spi-..1 delemlif¥1 with 81' withell& east, with heae graft 4 to 7 090 29.00 
vertebrael segments (no change) 

22812 W47_ 8 or more vertebrae! segments 090 31.00 

(P81' spi-..1 iasiNmeatatiea, see :.Ja840 aa8JS} 

EXPLORATION 

CPT jive-digit codes, two-digit modifora, and descriptiona only are copyright by the American Medical Association. -17-



CPI' Tracking CPI' Descriptor Global RVW Recommendation 
Code Number Period 

22820 HIF!eatiag ef heae aategraft lhre&gh sep8l'&te illeisiea (eg, ilium, fihala} £e. epiaal ZXL N/A 
&l'dH<edellis 

{Use aede 2~ BRBI l'lgaNieBB ef INBlt.ll' ef liiJels ef 8:111Hede~ 

(lois& sepuately ia additiea te aedes m48 2.2fi~O) 

G2820 has been deleted. Io reoort. see 20930-20938) 

.J?- ~22830 Exploration of spinal fusion 090 10.22 
(No Change) 

SPINAL INSTRUMENTATION 

Sesnnental insbumentation is defined u fixation at each end of lho constzug and at least one additional intemoBed bom: attaehment. Segmental 
instrumentation must soan two or more moti'on segments. 

Hon-sesnnental instrumentation is defined u fixation at each end of lhe construct and max !!l!an several motion segments without attachment to lhe 
intervening segments, 

(List codes 22840-22848. 228S1 ~antely, in addition to code for fracture, dislocation or arthrodesis of lhe spine 22.305 2.2812, 2232S. 22326. 22327. 
Z2S48-22812) 

22840 W48 Posterior non-segmental. instrumentationt widte&l segatealal &Miiea (eg, Bingle Hanin- ZXL 6:1.1 
gton rod technique) 

•22841 W49 Internal spinal fixation (eg, wires, cables, clamps, plates, or screws) of posterior or ZXL 0.00 
anterior spinal elements 

22842 wso Posterior segmental fiMiiea instrumentation (eg, pedicle fixation, dual rods wilh multiple ZXL 7.19 
hooks and sublaminal wires); 2 to 6 vertebral segments 

•22843 WS1 7 to 12 vertebral segments ZXL 8.97 

•22844 WS2 13 or more vertebral segments ZXL 10.96 

2284S WS3 Anterior insbumentationi 2 to 3 vertebral segments ZXL S.98 

-18-
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• • •• 
CPI' Tracking CPI' Descriptor Global RVW Recommendation 
Code Number Period 

•22846 W54 4 to 7 vertebral segments zzz 8.28 

•22847 W55 8 or more vertebral segments zzz 9.20 .- . 

•22848 W56 Pelvic fixation (attachment of caudal end of instrumentation to pelvic bony structures) zzz 6.00 
other than sacrum 

22849 Reinsertion of spinal fixation device 090 12.86 

22850 Removd of postaior nonsegmentd instrumentation (eg, Harrington rod) 090 8.98 
(no change) 

•22851 W57 Application of prosthetic device (eg, metal cages, methylmechacryJate) to vertebral defect zzz 6.71 
or interspace 

22852 Removd of postaior segmentd instrumentation 090 8.40 
(no change) 

22855 Removal of anterior instrumentation 090 9.10 
(no change) 

EP9P BpiBal 88N 1118illiteRng, IIIII 9S~ 

OTHER PROCEDURES 
. 

22899 UnJisted procedure, &pine yyy 0.00 
(No Change) 

CPT jive-digit code~. two-digit modifier~. and descriptiom only are copyright by the .American Medical .Association. -19-
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Attachment A 
Medicare Spinal Code Crosswalk and Frequency Information • 

New/Rev Previously 1993 NCH Medicare Medicare 
Code Reported As: o/o X Alwd Freq• Est. Freq. Est. Total 
209X2 22820 20% 13,711 2,742 

22140 50% 673 337 
22141 50% 259 130 
22142 50% 236 118 
22145 50% 626 313 
22148 50% 351 176 
22150 50% 17 9 
22151 50% 14 7 
22152 50% 14 7 
22554 50% 8,079 4,040 
22556 50% 277 139 
22558 50% 912 456 
22590 10% 283 28 
22595 10% 846 85 
22600 10% 1,108 111 
22610 10% 597 60 
22612 10% 6,123 612 
22625 10% 6,115 612 
22630 50% 1,060 530 10,508 

209X6 22820 60% 13,711 8,227 8,227 
209X7 22820 20% 13,711 2,742 

22140 50% 673 337 • 22141 50% 259 130 
22142 50% 236 118 
22145 50% 626 313 
22148 50% 351 176 
22150 50% 17 9 
22151 50% 14 7 
22152 50% 14 7 3,837 

22100 22100 100% 62 62 
22105 100% 12 12 74 

22101 22101 100% 34 34 
22106 100% 12 12 46 

22102 22102 100% 220 220 
22107 100% 85 85 305 

22103 221 00-22107 estimate n/a 50 50 
------22110 --- -- ----- 22110-- - . --90%--- ... ----- --66 . -----.59 

63081-63091 estimate nla 10 69 
22112 22112 90% 42 38 

63081-63091 estimate nla 12 50 
22114 22114 90% 115 104 

63081-63091 estimate nla 17 121 
22116 22110-22114 10% 223 22 22 
22210 22210 100% 17 17 17 
22212 22212 100% 35 35 35 
22214 22214 100% 128 128 128 • 

Janet L. Martin, MS, RPh - Health Data Management 04/21195 
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• 

• 

• 

Attachment A 
Medicare Spinal Code Crosswalk and Frequency Information 

New/Rev I Previously 1993 NCH Medicare Medii care 

Code Reported As: % X Alwd Freq• Est. Freq. Est. Total 

22216 I 22230 I 50% 77 39 39 
22220 ! 22220 I 100% 25 25 25 
22222 22222 I 100% 71 71 71 
22224 22224 100% 36 36 36 
22226 22230 50% 77 39 39 
22310 22310 100% 11,952 11,952 11,952 
22315 22315 100% 802 802 802 
22325 22325 

' 
90% 109 981 98 

22326 22326 I 90% 191 172 172 
22327 22327 I 90% 73 66 66 
22328 ! 22325-22327 10% 373 37 37 
22548 22548 I 100% 69 69 69 
22554 22554 I 100% 8,079 8,079 8,079 
22556 22556 100% 277 277 2n 
22558 22558 100% 912 912 912 
22585 22585 100% 4,563 4,563 4,563 
22590 22590 ! 100% 283 283 283 
22595 22595 I 100% 846 846 846 
22600 I 22600 I 100% 1,108 1,108 1,108 
22610- 22610 I 100% 597 597 597 
22612 22612 100% 6,123 6,123 

22625 100% 6,115 6,115 12,238 
-- 22614 22650 100% 12,788 12,788 12,788 

22630 22630 90% 1,060 954 954 
22632 22630 10% 1,060 106 106 
22800 22800 100% 385 385 385 
22802 22802 70% 315 221 221 
22804 22802 30% 315 95 95 
22808 22810 40% 118 47 47 
22810 22810 60% 118 71 71 
22812 22812 100% 29 29 29 
22840 22840 100% 361 361 361 
22842 22842 99% 10,609 10,503 10,503 
22843 22842 1% 10,609 53 53 
22844 22842 1% 10,609 53 53 
22845 22845 89% 2,405 2,140 2,140 

•22846 ·---· --- 22845 - -- "10% -- -2,405 --"41 - 241 
22847 22845 1% 2,405 24 24 
22848 22899 estimate n/a 200 200 
22851 22899 estimate nla 500 500 

*Allowed frequency source: HCFA. 1993 National Claims- History Procedure Summary File. 6/30/94. 
Selection criteria: TOS:Surgery; Specialties:Physicians (i.e., non-suppliers) 
Modifiers excluded: pre-/post-operative management, assistant, and anesthesia . 

Janet L. Martin, MS, RPh - Health Data Management 04121195 
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RVW Recommencfatiom for SpiDal Procedures 
Submitted by • American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); 

Pediatric Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); 
Scoliosis Research Society (SRS); Cervical Spine Research Society (CSRS); 

American Spinal Injury Association (ASIA) 

1996 CPI' ('liaddD& Nmnber) Descriptor Society RVW 
Status Reeom-n:t..tion 

GRAFI'S (OR IMPLANTS) • BONE GRAFT 

new 209Xl (Wl) Allograft for spine surgery only; morselized 0.00 

new 209X2 (W2) structural 1.81 

new 209XS (W3) Autograft for spine surgery only (includes harvesting tbe graft); local (e.g., ribs, 0.00 
spinous process, or laminar fragments) obtained from same incision 

new 209X6 (W4) morselized, (through separate skin or fascial incision) 2.79 

new 209X7 (WS) structural, (bicortical ar tricortical), (through separate skin or fascial incision) 3.02 

SPINE (VERTEBRAL COLUMN) • EXCISION 
revised 22100 {W6) Partial rescetien excision of posterior vertebral component, ee.,. sgjngus process. 9.05 

JamiDI W: f~CS) for iDWDSi" bOD! Jr::sigo, liDI:IC vertebmJ GiUICDl spme11s 
preecsses; cervical 

revised 22101 (W7) thoracic 9.00 

revised 22102 (W8) lumbar 9.00 

new 22103 (W9) each additional segment (List separately in addition to code for primary 2.34 • procedure) 

revised 22110 (WIO) Partial rcseetieD excision of nttebt:oG vertebral body. fgr iotrinsic bany lesioo. (see note 1) .. 
Jr:ir.bmlt d~CQ~WSiQJlllf &12iD&I cord g[ D~ID rootfs) (es, fer esteemyelitis~ liD$ 
~~rtebral seament; cervical 

revised 22112 (Wll) thoracic (see note 1) 

revised 22114 (W12) lumbar (see note 1) 

new 22116 {Wl3) each additional vertebral segment (List separately in addition to code for 2.32 
' primary procedure) 

Q.CiTROTOMV 

revised 22210 (Wl4) Osteotomy of spine, posterior gr pgst,emlawal approach, goc siDife vertebral (see note 1) 
segment; cervical 

revised 22212 (WIS) thoracic (see note 1) 

revised 22214 (W16) lumbar (see note 1) 

new 22216 (W17) each additional vertebral segment (List separately in addition to primary 6.04 
procedure) 

revised 22220 (W18) Osteotomy of spine, iJtcludiDI djskec,tomy, anterior approach, single yc;rtebral (see note 1) 
segment; cervical 

revised 22222 (W19) thoracic (see note 1) 

revised 22224 (W20) lumbar (see note 1) 

new 22226 (W21) each additional vertebral segment (List separately in addition to code for 6.04 
primary procedure) .. • 



MCHL..I M UM I H 1'~'11 

• 1996 CPr (1iacldng Number) Descriptor Soclet;y RVW 
Status RecoDUIIeDdation 

FRACI'URE AND/OR DISLOCATION 

no 22305 (W22) Closed treatment of vertebral process fracture(s) (see note 2) 
change 

revised 22310 (W23) Closed treatment of vertebral body fracture(s), without manipulation. regujrina and (see note 1) 

iosoludioa soutioa m: bracioa 

revised 22315 (W24) Closed treatment of vertebral fracture!sl and/or dislocation!V. requiring casting or (see note 1) 
bracing, mth and inclnditta castioa pdlor braciDa, with or without anesthesia, by 
manipulation or traction;-eeelt 

revised 22325 (W2S) Open treatment and/or re4uctioo of vertebral fractureli} and/or dislocationOO, (see note 1) 
aastm:im: ~Umtaasoh. aoc fractnred xmcbmc m: dislasoatcd scam~t Iumbar;-eaeit 

revised 22326 (W26) cervical;-eeelt (see note 1) 

revised 22327 (W27) thoracie;-eaelt (see note 1} 

new 22328 (W28) each additional fractured vertebrae or dislocated segment (List separately in 4.61 
addition to code for primary procedure) 

AR'I11RODFSJS • ANTERIOR OR ANTEROLATERAL APPROACH TECHNIQUE 
revised 22548 (W29) Arthrodesis, anterior transoral or extraoral technique, clivus-Cl-C2 (atlas-axis), with (see note 1) 

bene araft; with or without excision of odontoid process 

revised 22554 (W30) Arthrodesis, anterior interbody technique, iD~&buJioa mioimal dis:Gsommx ta ~ 17.24 
iotengacc (adlct tbao fat decompressiao}: cervical below C2, witlt bene sraft 

• revised 22556 (W31) thoracic, witlt loeal bene ~. rib~ Mld/et be11e eHe~aft 22.27 

revised 22558 (W32) lumbar, 'IIIith hene ~ 21.22 
revised 22585 (W33) k'tll1tocles:i:s, ll'lteri:M or 111:terolateral, each additional interspace (List 5.53 

separately in addition to code for primary procedure) 

POSTERIOR. POSTEROLATERAL OR LATERAL TRANSVERSE PROCF3S TECHNIQUE 

revised 22590 (W34) Arthrodesis, posterior technique, craniocervical (occiput-C2), with heme graft ldl6/M 19.82 
ineel'ftel fi!latiert 

revised 22595 (W3S) Arthrodesis, posterior technique, atlas-axis (Cl-c2) 'IIIith bene araft mulfer ioterftal 19.06 
fmatien 

revised 22600 (W36) Arthrodesis, posterior m: pasterolateml technique; sioalc leyeJ: cervical below C2 17.87 
segment, leeel bone M bene ellesnft lftdlor internal fi:ntien 

revised 22610 (W37) Arthrecles:i:s, peeterier er pesterelatoral ~'lie, w i:th leeal hene M bene 14.93 
allesraft atelier internal fatatiell, thoracic ()yitb or without lateral uansxexse 
W:boiqucl 

revised 22612 (W38) lumbar, U!itb m: !lilbautlateral tmosvers, tcsmoigu~ 22.07 

new 22614 (W39) each additional vertebral segment (List separately in addition to code for 6.44 
primary procedure) 

revised 22630 (W40) Arthrodesis, posterior interbody technique, sjo~ jrrterapace~ with leeal hene er 20.03 
bene allesNA llftCWer iftllemel wife fmatien, lumbar 

new 22632 (W41) each additional interspace (List separately in addition to code for primary 5.23 
procedure) 

• 
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1996 CPI' (Tracking NWDber) Descriptor Society RVW 
Status ... 

SPINE DEFORMITY (eg, SCOUOSJS, KYPHOSIS) 

revised 22800 (W42) Arthrodesis, posterior, for spinal deformity, with or without cast, with bone~; llll 16.92 
ltn 

1

tevised 22802 ~43) 7 -· ·--·- .to. 12 
. 31.31 

new 22804 (W44) 13 or more 35.00 

new 22808 (W4S) Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral 25.00 
segments 

revised 22810 (W46) :A.~a. anletiM, fer spiMI cle&ttmi..,, wither wilhettt east, with hene 29.00 
~Nit 4 to 7 vertebrae.! SCIID'-0111 

.!. .. 22812 (W47) 8 or more vertebrae! scam,DIIi 31.00 &""u....u 

SPJNALm~. -·JTA'nON 

revised 22840 (W48) Posterior oon-seamental. instrumentation; witlt:ettt seSftlClltal fHtatioD (eg, single 
IHarri_u~ouu rod 

(see note 3) 

- (W49) Internal spinal fixation (eg, wires, cables, clamps, plates, or screws) of posterior or (see note 4) 
spinal elements 

revised 22842 (W50) 1 ... segmental M:atien instrumentation (eg, pedicle fixation, dual rods with 14.37 
multiple hooks and sublaminal wires); 2 ia 6 ve~bmi&~:PJCDIS 

new 22843 (W5_1) 7 to 12 segments 17.94 

new 22844 (!152) 13 or more vertebral segments 21.92 

revised 22845 (WS3) A -•· :- instrumentation; 2 tg 3 vertebmJ SCmJCDtci 11.96 

new 22846 (WS4) 4 to 7 vertebral segments 16.55 

new 22847 (W55) 8 or more vertebral segments 18.39 

new 22848 (W56) Pelvic fixation (attachment of caudal end of instrumentation to pelvic bony 12.00 
structures) other than sacrum 

new 22851 (W57) A_ .. ·" of prosthetic device (eg, metal cages, methylmethacrylatc) to vertebral 6.71 
defect or interspace 

Notes: 
1. Editorial change only. No recommendation provided. 
2. No change in descriptor. No recommendation provided. 
3. Editorial change only. No recommendation provided. PLEASE NOTE that the CPT Editorial Panel has 

changed the global period from 000 to ZZ:Z for this add-on instrumentation procedure. However. in the 
pediatric patient population, this service is often provided independent of other procedures (i.e., stand-alone) for 
juvenile idiopathic scoliosis. Consequently. the society consensus committee recommends that a stand-alone 
code, with a global period, for the pediatric population requiring this service be developed and valued. 

4. The American Academy of Orthopaedic Surgeons and the American Association of Neurological Surgeons have 
requested that the new instrumentation code W 49 be withdrawn because the wording in the new code is too 
variable in terms of work. The intention of the new code was to allow for reporting of minimal internal wire 
fixation .QDJx. and not fonnal/extensive internal fixation involving plates, clamps, and screws. In addition, the 
text preceding the instrumentation procedures adds to the confusion of the applicability of the new 
instrumentation code W49 because of the ambiguous use of the tenns "motion" segments and "vertebral" 
segments. [Please see Attachment B: letters toT. Reginald Harris, MD] • 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking!CPT: WI 209Xl (new) Global Period: ZZZ Recommended RVW. 0.00 

• CPT Descriptor: Allograft for spine surgery only; morselized 

• 

• 

The recommended RVW for code 209Xl is 0.00. Therefore, this code was not surveyed. 

Rationale: 
A basic coding philosophy was ·addressed in removing bone grafting from primary procedures and 
developing new add-on bone graft codes. Throughout the musculoskeletal system section of the 
CPT manual, bone graft coding was handled inconsistently. In some instances the harvesting of the 
bone graft was included in the procedure, and in others is was not included. In some cases, the 
application of the bone graft itself was an integral part of the procedure descriptor and in others the 
coder was instructed to use a separate bone graft code. 

An additional problem was the inability to differentiate the many kinds of bone grafts that are done 
today. For instance, in tumor surgery, large structural allografts that my include one or both sides 
of a joint cannot be differentiated from bone grafts of much smaller proportions. Oral and 
maxillofacial surgeons encounter the same problem in facial reconstructions. The approved bone 
graft codes are only the beginning of an effort to correct this inconsistency. 

You will note that an RVW of 0.00 has been recommended for new codes 209Xl and 209X5. It is 
not uncommon to sup,plement an autograft which was harvested from an iliac crest and requires 
measurable work with a local autograft (209X5) or morselized allograft (209Xl) which requires 
little work effort. However, the service itself should be able to be coded, so that physicians will not 
be forced to used other bone graft codes that do have work values. 

Please also note, that because the CPT Editorial Panel chose to add the phrase "for spine surgery 
only" to the proposed series of bone graft codes, allograft codes for "major joint" had to be tabled 
for future consideration . 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W2 209X2 (new) Global Period: ZZZ Recommended RVW. 1.81 

CPI' Descriptor: Allograft for spine surgery only; structural 

CLINICAL DESCRIPTION OF SERVICE: 

Su"ey Vignette: A patient undergoes an anterior spine fusion utilizing a tibial strut graft obtained 
from a bone bank. [**71zis is an "add-on" service to be reponed in addition to codes for the definitive 
procedure(s). In estimating physician work/time, you are asked to consider ONLY the intra-service 
physician work/time for this ADDmONAL service.] · 

Pre-service work [N/A -This is an "add-on" service.] 

Intra-service work includes taking measurements by caliper and other devices to provide the 
dimensions recorded from the recipient site. The integrity and state of readiness of the graft is 
assessed. Using bone cutting instruments, the graft is trimmed to fit the recipient site. A trial fit is 
made and the proper orientation is selected. Additional fashioning of the graft for exact fit is 
accomplished. The fit is made under distraction and/or with impaction. The graft is checked for 
adequacy of contact, and stability, and absence of interference with surrounding soft tissues. More 
time is required to fashion the graft if more than one level is to be filled. 

Post-service work [N/A -This is an "add-on" service.] 

• 

---------------------------· 
KEY REFERENCE SERVICE(S): 

'9SR.VW CPI' 1995 Delcriptor global 

3.02 22148 Huvutiug of boae autograft for vertebral recoD~t~Uction following vertebral corpec:tomy zzz 
1.81• 209X2 Allograft for 1piae lllrpiY only; ltnlctural zzz 

•Specialty recommended value for new/reviled code 

RATIONALE: 

Approximately 60% of 22148 represents the work of fashioning a structural allograft (i.e. 209X2). Since 209X7 
replaces 22148 and has a recommended RVW of 3.02, we recommend an RVW of 1.81 (60% of 3.02) for 
209X2, instead of the survey median value of 2. 79. 

• 



• 
Tracking/CPI': W2 209X2 (new) Global Period: ZZZ Recommended RVW: 1.81 

CPI' Descriptor: Allograft for spine surgery only; structural 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 

Orthopaedic Surgeey .....L Commonly _ Sometimes _ Rarely 

Neurosurgery .....L Commonly _ Sometimes _Rarely 

&timate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 20 Low: 10 High: 120 

• Median Pre-Service Time: N/ A 

Length of Hospital Stay: N/A 

Median Post-Service Time: N/A 

Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 15 

Sample Size: 223 Response Rate(%): 53 (24%) MEDIAN RVW: 2.79 

25th pctl RVW: 2.00 75th pctl RVW: 5.00 Low: 0.25 High: 7.00 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W3 209X5 (new) Global Period: ZZZ Recommended RVW: 0.00 

CPT Descriptor: Autograft for spine surgery only (includes harvesting the graft); local (e.g., ribs, spinous • 
process, or laminar fragments) obtained from same incision 

The recommended RVW for code 209:XS is 0.00. Therefore, this code was not surveyed. 

Rationale: 
A basic coding philosophy was addressed in removing bone grafting from primary procedures and developing new 
add-on bone graft codes. Throughout the musculoskeletal system section of the CPT manual, bone graft coding 
was handled inconsistently. In some instances the harvesting of the bone graft was included in the procedure, and 
in others is was not included. In some cases, the application of the bone graft itself was an integral part of the 
procedure descriptor and in others the coder was instructed to use a separate bone graft code. 

An additional problem was the inability to differentiate the many kinds of bone grafts that are done today. For 
instance, in tumor surgery, large structural allografts that my include one or both sides of a joint cannot be 
differentiated from bone grafts of much smaller proportions. Oral and maxillofacial surgeons encounter the same 
problem in facial reconstructions. The approved bone graft codes are only the beginning of an effort to correct 
this inconsistency. 

You will note that an RVW of 0.00 has been recommended for new codes 209Xl and 209X5. It is not 
uncommon to sup_plement an autograft which was harvested from an iliac crest and requires measurable work with 
a local autograft (209X5) or morselized allograft (209Xl) which requires little work effort. However, the service 
itself should be able to be coded, so that physicians will not be forced to used other bone graft codes that do have 
work values. 

Please also note, that because the CPT Editorial Panel chose to add the phrase "for spine surgery only" to the 
proposed series of bone graft codes, allograft codes for "major joint" had to be tabled for future consideration . 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Traddng/CPT: W4 209X6 (new) Global Period: ZZZ Recommended RVW: 2.79 

• CPI' Descriptor: Autograft for spine surgery only (includes harvesting the graft); morselized (through separate 
skin or fascial incision) 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V.gnette: A patient undergoes a laminectomy and fusion of the lumbar spine for spinal stenosis that 
requires the use of a bone graft harvested from the iliac crest through a separate incision in the fascia. [**7his is 
an •add-on • service to be reported in addition to codes for the definitive procedure(s). In estimating physician 
work/time, you are asked to consider ONLY the intra-service physician work/time for this ADDmONAL 
service.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: Attention is given during positioning and draping to be sure that there is sterile access to the 
proposed donor site intraoperatively. The recipient area is evaluated to assess the volume and type of graft 
needed. The length of the incision and amount of sti"Operiosteal reflection are planned accordingly. The soft tissue 
dissection and retraction of the recipient area is evaluated to determine whether a separate skin incision is needed 
to access the donor site or whether it can be approached through a fascial incision. The proper skin and/or fascial 
incision is made. Muscles are reflected subperiosteally over the donor site and held with retractors. With bone 
cutting instruments, the cortex is removed to expose cancellous bone. If needed, osteotomes or power devices are 
used to cut corticocancellous strips. bone cutting instruments are used to remove cancellous bone. In the case of 
iliac grafting, care is taken to avoid deep penetration of the inner table or the sacroiliac joint. bleeding from 
adjacent muscles is carefully controlled. If necessary, a drainage tube is placed deep in the wound and brought 
out through a separate stab wound. The fascia over the bone is closed with heavy sutures. Subcutaneous tissues 
and skin are closed in layers. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 

'9SR.VW CPI' 1995 Delcriptor global 

2.79 22820 Harveatiag of boDe autograft through ~eparate iDciaion (eg, ilium, fibula) fOr 1pinal arthtocleail zzz 
2.794' 209X6 Autograft for 1piDe IUIJeiY only (mcluclel buveatiag the paft); monelized (through ~eparate Kin or zzz 

fucial iDciaion) 

•Specialty reco value for new/reviled code 

RATIONALE: 

The work of 22820 and 209X6 is comparable. Therefore, the survey median RVW of 2. 79 is recommended . 



TrackiDg/CPT: W4 209X6 (new) Global Period: ZZZ Recommended RVW: 2. 79 

CPf Descriptor: Autograft for spine surgery only (includes harvesting the graft); morselized (through separate 
skin or fascial incision) 

-------------------------• 
FREQUENCY INFORMATION 

How was tbis service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn tbis service? 

Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _x_ Sometimes _ Rarely 

&timate the n1DDber of times tbis service might be provided nationally in a on~year period? Please see Attachment 
A. 

Is tbis service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediacric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 40 Low: 20 High: 150 

Median Pre-Service Time: N/ A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 40 in Past 5 years: 200 

Sample Size: 223 Response Rate(%): 50 (22%) MEDIAN RVW: 2.79 

25th pctl RVW: 2. 79 75th pctl RVW: 3.00 Low: 1.80 High: 5.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Traddng!CPT: WS 209X7 (new) Global Period: ZZZ Recommended RVW: 3.02 

• CPT Descriptor: Autograft for spine surgery only (includes harvesting the graft); structural (bicortical or 
tricortical), (through separate skin or fascial incision) 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vagnette: A patient undergoes a multilevel anterior cervical fusion utilizing a tibial strut graft harvested 
from the patient's own tibia. The graft is internally fixed, either separately, or by the use of spinal 
instrumentation. [**7his is an •add-on • service to be reponed in addition to codes for the definitive procedure(s). 
In estimating physician work/time, you are asked to consider ONLY the intra-service physician work/time for this 
ADDmONAL service.] 

Pre-service work: [N/A- This is an •add-on" service.] 

Intra-service work: Special attention is given to positioning and draping to allow sterile and convenient access 
intraoperatively without compromising the operation in progress on the recipient area. For tibial or fibular strut 
grafts, a tourniquet is applied to the extremity. A longitudinal incision is made over the proposed donor area. 
The muscles and fascia are removed by subperiosteal reflection from the bone. Data are obtained by caliper or 
other measurement technique from x-ray and the exposed recipient area. The donor site is evaluated to select the 
ideal site considering the thickness and curvature of the cortex, the quality and thickness of the underlying 
cancellous bone, and the residual integrity of the donor site. Bone cutting instruments are used to cut through the 
cortex of the donor bone and the cuts completed deep within the bone, using angled cuts or curved instruments. 
The donor graft is removed and a trial fit to the recipient area is made. Additional shaping and modeling of the 
donor bone is carried out until the fit is exact under distraction and by impaction. The graft is then applied and 
tested for fit and stability. Any protruding portions of the bone that threaten the overlying soft tissue are removed 
with bone cutting instruments. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 

'9SR.VW CPr 1995 Delcriptor global 

3.02 22148 Harvesting of boDe autograft for vertebral reccmatruction followiug vertebral corpectomy zzz 
3.02• 'JJYJX1 Autograft for 1pine aurp~y only (mcludu harvesting the graft); ltnlctural (bicortical or tricortical), zzz 

(through ~eparate akin or falcial incilion) 

*Specialty value for new/reviled code 

RATIONALE: 

The work of 22148 and 209X7 is comparable. Therefore, an RVW of 3.02 is recommended instead of the 
survey median value of 3.75 . 



TrackingiCPT: W5 209X7 (new) Global Period: ZZZ Recommended RVW: 3.02 

CPT Descriptor: Autograft for spine surgery only (mcludes harvesting the graft); structural (bicortical or 
tricortical), {through separate skin or fascial incision) • --------------------------------------------------------------------------

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your speclaltv perfonn this service? 

Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _x_ Commonly _ Sometimes _ Rarely 

Estimate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 45 Low: 20 High: 150 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 5 in Past 5 years: 25 

Sample Size: 223 Response Rate (%): 58 (26%) MEDIAN RVW: 3.75 

25th pctl RVW: 3.02 75th pctl RVW: 6.74 Low: 2.75 High: 9.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

TrackiDg/CPT: W6 22100 (revised) Global Period: 090 Recommended RVW: 9.05 

• CPT Descriptor: Partial reseetieB excision of posterior vertebral component, Ce.g. spinous process. lamina or 
facet) for intrinsic bony lesion. single vertebral segment spiBeas Jtreeesses; cervical 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgDette: A 50-year-old male with osteomyelitis of the cervical lamina undergoes incision and dissection 
to expose the lamina. The infected lamina is removed without decompression of the spinal canal. 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with ·the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. Particular attention is given to stable 
positioning of the head with control of shoulder and arm posture to provide for x-ray access. Where applicable, 
provision is made for intraoperative monitoring of spinal cord functions. X-rays may be necessary before an 
incision is made. 

Intra-service work: A mid-line incision divides skin, subcutaneous tissue, and fascia down to the dorsal tips of 
the spinous processes, whereupon an x-ray is taken with a marker on a spinous process. Muscles are carefully 
stripped subperiosteally from both sides of the spinous process and laminae, bleeding being controlled by cautery 
and packing until self-retaining retractors can be effectively inserted. The lesion and undesired bony elements are 
removed with bone cutting instruments, care being taken to protect dura and neural elements. Optionally, a drain 
is inserted and passed through the muscles and out a separate puncture wound in the skin. The muscles, fascia, 
and skin are closed in layers. Dressings and collar/brace are applied (alternatively, a halo device may be applied 
as a separately coded procedure). 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(mcluding written and telephone reports and orders); removal of a drain, if used; adjustments of brace/collar as 
necessary; and discharge day management. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic laboratory reports and medication adjustments . 



TrackiDg/CPT: W6 22100 (revised) Global Period: 090 Recommended RVW: 9.05 

CPT Descriptor: Partial res•ieB excision of posterior vertebral component, (e.g. spinous process. lamina or 
~ for intrinsic bony lesion. single vertebra} segment s,iBeus J'Feeesses; cervical 

-------------------------• 
KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Descriptor Jlobal 
8.19 22100 Partial reaection of vertebral componem, l!pinoua proceuea; cervical 090 

8.19 22101 Partial reaection of vertebral componem, l!piDoua proceuea; thoracic 090 

8.78 22102 Partial reaection of vertebral component, l!piDoua proceuea; lumbar 090 

13.02 22105 Partial reaection of vertebral componeat for tumor (OJ, partial facetectomy, without primaty graftiug); 090 
cervical 

11.59 22106 Partial reaection of vertebral componeat for tumor (OJ, partial facetectomy, without primaty graftiug); 090 
thoracic 

11.59 22107 Partial reaection of vertebral componeat for tumor (OJ, partial facetectomy, without primaty graftiug); 090 
lumbar 

[:5• 22100 Partial exciaion of pollerior vertebral componem (og, ipinoua procua, lamina or facet), for intrinsic bony 090 
lelion, lingle vertebrallogment; cervical 

•:tpeclAlty value tor new/revliOCI COC1e 

RATIONALE: 

The wording of codes 22100-22102 was revised to include the work previously reported with codes 22105-22107 
(these codes will be deleted). The wording was changed to make it clear that 22100-22102 are posterior 
procedures that are performed for intrinsic bony pathology and include any bony part, not just the spinous 
processes. The survey median RVWs for 22100 (9.05), 22101 (9.00), and 22102 (9.00) are recommended for • 
this revised family of codes because they reflect the variability of work that the revised codes represent and 
because the survey median RVWs fall between the 1995 RVWs for 22100-22102 and 22105-22107. The slightly 
higher recommended RVW for 22100 takes into account-·that the pre-service time for the cervical procedure is 
slightly higher due to additional positioning requirements. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your soeclalty perfonn this service? 

Orthopaedic Surgeey __x_ Commonly _ Sometimes _ Rarely 

Neurosurgery __ Commonly _ Sometimes __x_ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A •. 

Is this service perfonned by many physicians across the United States? X Yes No 

• 



• 

• 

• 

Tracking/CPT: W6 22100 (revised) Global Period: 090 Recommended RVW: 9.05 

CPT Descriptor: Partial feSeetiea excision of posterior vertebral component, (e.g. spinous process. lamina or 
~for intrinsic bony lesion. single vertebra} segment spiaetis }lfeeesses; cervical 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 90 Low: 60 High: 200 

Median Pre-Service Time: 80 Median Post-Service Time: 135 

Length of Hospital Stay: 4 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3 

Sample Size: 137 Response Rate(%): 38 (28%) MEDIAN RVW: 9.05 

25th pctl RVW: 8.19 75th pctl RVW: 11.44 Low: 4.00 High: 20.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W7 22101 (revised) Global Period: 090 Recommended RVW: 9.00 

CPT Descriptor: Partial reseetieB excision of posterior vertebral component, (e.g. spinous process. lamina or • 
facet) for intrinsic bony lesion. single vertebral segment Sf'HteBs preeesses; thoracic 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vtgnette: A 50-year-old male with osteomyelitis of a thoracic lamina undergoes incision and dissection to 
expose the lamina. The infected lamina is removed without decompression of the spinal canal. 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. The particular difficulty of intraoperative 
assessment of level in the thoracic spine must be anticipated by careful analysis of x-rays, sometimes including 
skin marking of correlating surface landmarks. The particular attention to positioning may require x-ray 
assessment in the operating room prior to the first incision. 

Intra-service work: A mid-line incision is made to divide skin, subcutaneous tissue, and fascia, down to the 
dorsal tips of the spinous processes, whereupon an x-ray is taken with a marker on a spinous process. Muscles 
are carefully stripped subperiosteally from both sides of the spinous process and lamina and muscles reflected from 
the capsules of the facet joints. Bleeding is controlled by cautery and packing until self-retaining retractors can be 
effectively inserted. The lesion and undesired bony elements are removed with bone cutting instruments with care 
taken to protect dura and neural elements. Traction is released from the muscles and hemostasis secured. 
Optionally, a drain is inserted and passed through the muscles and out a separate puncture in the skin. The fascia, • 
muscles, and skin are closed in layers. · 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); removal of a drain, if used; adjustments of brace as 
necessary; and discharge day management. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic laboratory reports and medication adjustments. 

• 



• 

• 

• 

Tracking/CPr: W7 22101 (revised) Global Period: 090 Recommended RVW: 9.00 

CPr Descriptor: Partial feseetieB excision of posterior vertebral component, (e.g. s.pinous process. lamina or 
~for intrinsic bony lesion. single vertebral segment spiReas preeesses; thoracic 

KEY REFERENCE SERVICE(S}: 

'95R.VW CPI' 1995 Deacriptor global 

8.19 22100 Partial reaection of vertebral component, spinous proceaaea; cervical 090 

8.19 22101 Partial reaection of vertebral component, apinoua proceaea; thoracic 090 

8.78 22102 Partial reaection of vertebral component, spinous proceaaea; lumbar 090 

13.02 22105 Partial reaection of vertebral component for tumor (eg, partial facetectomy, without primuy grafting); 090 
cervical 

11.59 22106 Partial reaection of vertebral component for tumor (eg, partial fac:etectomy, without primuy grafting); 090 
thoracic 

11.59 22107 Partial reaection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090 
lumbar 

• 22101 Partial exciaion of polterior vertebral component (eg, apinoua proceu, lamina or facet), for intrinsic bOll)' 090 
leaion, aiqle vertebral segment; thoracic 

'Specialty reco value tor new/teVlled code 

RATIONALE: 

The wording of codes 22100-22102 was revised to include the work previously reported with codes 22105-22107 
(these codes will be deleted). The wording was changed to make it clear that 22100-22102 are posterior 
procedures that are performed for intrinsic bony pathology and include any bony part, not just the spinous 
processes. The survey median RVWs for 22100 (9.05), 22101 (9.00), and 22102 (9.00) are recommended for 
this revised family of codes because they reflect the variability of work that the revised codes represent and 
because the survey median RVWs fall between the 1995 RVWs for 22100-22102 and 22105-22107. The slightly 
higher recommended RVW for 22100 takes into account that the pre-service time for the cervical procedure is 
slightly higher due to additional positioning requirements. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your soeclaltv perform this service? 

Orthopaedic Surgery _x_ Commonly - Sometimes - Rarely 

Neurosurgery _ Commonly _ Sometimes _x_ Rarely 

&timate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes No 



Tracldng!CPT: W7 22101 (revised) Global Period: 090 Recommended RVW: 9.00 

CPT Descriptor: Partial feseeaeB excision of posterior vertebral component, (e.g. spinous process. lamina or 
facet) for intrinsic bony lesion. single Vertebral segment SJJiBettS l"eeesses; thoracic 

--------------------------• 
SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 90 Low: 60 High: 200 

Median Pre-Service Time: 75 Median Post-Service Time: 135 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 2 

Sample Size: 137 Response Rate(%): 38 (28%) MEDIAN RVW: 9.00 

25th pctl RVW: 8.19 75th pctl RVW: 11.59 Low: 8.00 High: 20.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W8 22102 (revised) Global Period: 090 Recommended RVW: 9.00 

• CPr Descriptor: Partial res~iea excision of posterior vertebral component, (e.g. spinous process. lamina or 
facet) for intrinsic bony lesion. single vertebral segment spiaeus preeesses; lumbar 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V.gnette: A 50-year-old male with osteomyelitis of a lumbar lamina undergoes incision and dissection to 
expose the lamina. The infected lamina is removed without decompression of the spinal canal. 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies, 
with careful x-ray analysis of peculiarities of lumbar anatomy that might effect intraoperative assessment of level; 
communicating with the referring physician and other health care profession~s; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. The positioning must be accomplished 
with the consideration of the need for precise intraoperative radiologic assessment. An x-ray is often necessary 
before an incision is made. 

Intra-service work: A mid-line incision is made to divide skin, subcutaneous tissue, and fascia, down to the 
dorsal tips of the spinous processes, whereupon an x-ray is taken with a marker on a spinous process. Muscles 
are carefully stripped subperiosteally from both sides of the spinous processes, laminae, and over the facet 
capsules. Bleeding is controlled by cautery and packing until self retaining retractors can be effectively inserted. 
The lesion and desired bony elements are removed with bone cutting instruments with care taken to protect dura 
and neural elements. Traction is released from the muscles and hemostasis secured. Optionally, a drain is 
inserted and passed through the muscles and out a separate puncture in the skin. Fascia, muscles, and skin are 
closed in layers. 

-
Post-service work: includes patient stabilization; communication with the family and the referring physician 
(mcluding written and telephone reports and orders); removal of a drain, if used; adjustments of brace as 
necessary; and discharge day management. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic laboratory reports and medication adjustments . 



Tracking/CPT: W8 22102 (revised) Global Period: 090 Recommended RVW: 9.00 

CPI' Descriptor: Partial reseetieB excision of posterior vertebral component, <e.g. spinous process. lamina or 
~ for intrinsic bony lesion. single Vertebral sement spilleus preeesses; lumbar 

-------------------------• 
KEY REFERENCE SERVICE(S): 

'9SRVW CPI' 199S Descriptor global 

8.19 22100 Partial reACtion of vertebral component, 1pinoua proceues; cervical 090 

8.19 22101 Partial reACtion of vertebral component, 1pinoua proceues; thoracic 090 

8.78 22102 Partial reACtion of vertebral component, 1pinou1 proceues; lumbar 090 

13.02 2210S Partial resection of vertebral COIIIpOIIIIDt for tumor (eg, partial facetectomy, without primary graftina); 090 
cervical 

1l.S9 22106 Partial reACtion of vertebral COIIIpOIIIIDt for tumor (eg, partial facetectomy, without primary graftina); 090 
thoracic 

1l.S9 22107 Partial reACtion of vertebral COIIIpOIIIIDt for tumor (eg, partial facetectomy, without primary graftina); 090 
lumbar 

• 22102 Partial excision of posterior vertebral compoaem (eg, 1pinoua proc:eu, lamina or facet), for inlrinlic bony 090 
leaion, lliDgle vertebral aegment; lumbar 

':Specwty reco value tor newtrevileCl code 

RATIONALE: 

The wording of codes 22100-22102 was revised to include the work previously reported with codes 22105-22107 
(these codes will be deleted). The wording was changed to make it clear that 22100-22102 are posterior 
procedures that are performed for intrinsic bony pathology and include any bony part, not just the spinous 
processes. The survey median RVWs for 22100 (9.05), 22101 (9.00), and 22102 (9.00) are recommended for 
this revised family of codes because they reflect the variability of work that the revised codes represent and • 
because the survey median RVWs fall between the 1995 RVWs for 22100-22102 and 22105-22107. The slightly 
higher recommended RVW for 22100 takes into account that the pre-service time for the cervical procedure is 
slightly higher due to additional positioning requirements. 

FREQUENCY INFORMATION 

How was this service previously reported! Please sec Attachment A. 

How often do physicians in your specialty perform this service! 

Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might he provided nationally in a one-year period? Please sec Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes No 

• 



• 

• 

• 

Tracldng/CPT: W8 22102 (revised) Global Period: 090 Recommended RVW: 9.00 

CPT Descriptor: Partial reseetieB excision of posterior vertebral component, Ce.g. spinous process. lamina or 
~ for intrinsic bony lesion. single vertebral segment spiBetts :Preeesses; lumbar 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal lojuJy Association (ASIA) 

Median Intra-Service Time: 90 Low: 60 High: 180 

Median Pre-Service Time: 75 Median Post-Service Time: 135 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 4 

Sample Size: 137 Response Rate(%): 39 (28%) MEDIAN RVW: 9.00 

25th pctl RVW: 8.78 75th pctl RVW: 11.30 Low: 3.26 High: 22.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W9 22103 (new) Global Period: ZZZ Recommended RVW: 2.34 

CPT Descriptor: Partial FeseetieB excision of posterior vertebral component, (e.g. s,pinous process. lamina or • 
~ for intrinsic bony lesion. single vertebral segment Sj'iBeus pFeeesses; each additional 
segment <List separately in addition to code for primar,y proceclure) 

CLINICAL D~CRIPTION OF SERVICE: 

Survey Vignette: A 50-year-old male with osteomyelitis of a cervical, thoracic, and/or lumbar lamina undergoes 
incision and dissection to expose the lamina. After removal of a portion of the lamina at one vertebra, the 
posterior elements of an additional vertebrae are excised without decompression of the spinal canal. [This is an 
"add-on" service to be reported in addition to the code for the definitive procedure. In estimating physician 
work/time, you are asked to consider ONLY the intra-service physician work/time for removing EACH 
ADDmONAL involved vertebral component.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The skin, subcutaneous, and fascial incisions are extended as far as necessary to provide for 
retraction of adjacent muscles and ample exposure of the additional level. Muscles and periosteum are reflected 
from the spinous processes and laminae, and muscles from the posterior surface of the facet capsules. The lesion 
and undesired bony elements are removed with bone cutting instruments with special care to protect dura and 
neural elements. The traction is released from the muscles and hemostasis is secured. The fascia, muscles, 
subcutaneous tissue, and skin over the extended area are closed in layers. 

Post-service work: [N/A- This is an "add-on" service.] 

: • 

• 



• 
TrackingJCPI': W9 22103 (new) Global Period: ZZZ Recommended RVW: 2.34 

CPI' Descriptor: Partial reseeaea excision of posterior vertebral component, <e.g. s,pinous process. lamina or 
facet) for intrinsic bony lesion. single vertebral segment spiReas Jlfeeesses; each additional 
segment <List separately in addition to code for primary procedure) 

KEY REFERENCE SERVICE(S): 

'95RVW CPI' 1995 Deacriptor global 

8.19 22100 Partial ~on of vertebral component, 1pinoua proceuu; cervical 090 

8.19 22101 Partial ~on of vertebral component, 1pinou1 proceuea; thoracic 090 

8.78 22102 Partial ~on of vertebral component, 1pinoua proceuu; lumbar 090 

13.02 22105 Partial resection of vertebral componeat for tumor (eg, partial facetectomy, without primuy grafting); 090 
cervical 

11.59 22106 Partial ~on of vertebral component for tumor (eg, partial facetectomy, without primuy grafting); 090 
thoracic 

11.59 22107 Partial ~on of vertebral component for tumor (eg, partial facetectomy, without primuy grafting); 090 
lumbar 

12.11 63030 Laminotomy (hemilaminectomy), with decompreuion of nerve root( a), including partial facetectomy, 090 
foraminotomy and/or excision of herniated intervertebral diak; one interspace, lumbar 

3.15 63035 Laminotomy (hemilaminectomy), with decompreuionof nerve root(•), including partial facetectomy, zzz 
foraminotomy and/or excision of herniated intervertebral diak; each additional interspace, cervical or 
lumbar 

2.34• 22103 Partial exciaion of poaterior vertebral component (eg, 1pinoua proceu, lamina or facet), for intrinlic boDy zzz 
lesion, liugle vertebral aegmeat; each additional aegment (Liot aeparately in addition to code for primuy 
procedure) 

*Specialty value tor new/reviled code 

• RATIONALE: 

The relationship of 22100-22102 and 22103 correlates well with the relationship of laminotomy/disk codes 63030 
and 63035 in terms of degree and depth of procedure. Using the RVW ratio of 63035 to 63030 
(3.15/12.11=26%), an RVW of2.34 (26% of9.00) is recommended for 22103 instead of the survey median 
value of 5.00. 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-31% for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures <Harvard University MFS Refinement. Final 
Report. Phase 4, Volume 1, Table 6.1, 1uly 1993). This range was used as a validity check for RVW 
recommendations for spinal procedure •add-on• codes.] 

FREQUENCY INFORMATION 

Bow was this service previously reported? Please see Attachment A. 

Bow often do physicians in your spedaltv perfonn this service? 
Orthopaedic Surgery __x_ Commonly Sometimes _ Rarely 
Neurosurgery __ Commonly _A_ Sometimes _ Rarely 

Estimate the D1D11ber of times this service might be provided nationally in a one-year period? Please see Attachment .A. 
Is this service perfonned by many physicians across the United States? X Yes No 



Tracking/CPT: W9 22103 (new) Global Period: ZZZ Recommended RVW: 2.34 

CPT Descriptor: Partial reseeaeB excision of posterior vertebral component, (e.&. s.pinous process. lamina or 
facet> for intrinsic bony lesion. single vertebral sem.ent spiBeus pl'8eesses; each additional • 
segment U..ist separately in addition to code for primw procedure) 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal lnjuJy Association (ASIA) 

Median Intra-Service Time: 30 Low: 10 High: 80 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 4 

Sample Size: 137 Response Rate (%): 39 (28%) MEDIAN RVW: 5.00 

25th pctl RVW: 3.13 75th pctl RVW: 6.72 Low: 1.00 High: 16.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W13 22116 (new) Global Period: ZZZ Recommended RVW: 2.32 

• CPI' Descriptor: Partial feseettea excision of vefte9fae vertebral body. for intrinsic bony lesion. without 
decompression of spinal cord or nerve rootOO (eg, fef esteemyeliti~ single yertebral 
segment; each additional vertebral segment CList separately in addition to code for primary 
procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 50-year-old male presents with osteomyelitis of a cervical, thoracic, and/or lumbar vertebral 
body. Using an anterior approach to the spine, a portion of the lamina at one vertebra is excised plus a portion of 
a vertebral body at an additional vertebra without decompression of the vertebral canal. flbis is an "add-on" 
service to be reported in addition to the code for the definitive procedure. In estimating physician work/time, you 
are asked to consider ONLY the intra-service physician work/time for removing EACH ADDIDONAL vertebral 
segment.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The incision and dissection of superficial muscles for a single vertebral segment are extended 
to accommodate additional retraction of deep tissues. Muscle attachments to the anteromedial edges of the 
vertebral bodies are reflected over an additional segment and one or more additional segmental vessels are 
identified, ligated, and cut if necessary to further mobilize the soft tissues. Retractors are repositioned to expose 
the additional vertebral segment. The periosteum is reflected from the additional segment and the requisite bone 
removed and dissection performed with bone cutting instruments. 

• Post-service work: [N/A- This is an "add-on" service.] 

• 



Traddng/CPr: W13 22116 (new) Global Period: ZZ:Z Recommended RVW: 2.32 

CPr Descriptor: Partial reseeaea excision of veftehNe vertebral body. for intrinsic bony lesion. without 
decompression of s.pinal cord or nerve root(s) (eg, fer e!Heemyelitfs) single vertebral • 
segment; each additional vertebral segment <List scmarately in addition to code for primazy 
procedure) 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Dolcriptor Jlobal 

11.59 22110 Partial excilion of vertebrae (eg, for Olteomyelitia); cervical 090 

11.59 22112 Partial exciaion of vertebrae (eg, for oateomyelitia); thoracic 090 

11.59 22114 Partial excilion of vertebrae (eg, for oateomyelitia); lumbar 090 

22.08 63081 Vertebral corpectomy (vertebral body ruection), partial or complete, anterior approach with 090 
decompreuion of apinal cord UMJ/or nerve root(a); cervical, linsle segment 

4.37 63082 Vertebral corpectomy (vertebral body reaection), partial or complete, anterior approach with zzz 
decompreuion of apinal cord UMJ/or nerve root( a); cervical, each additional segment 

2.32• 22116 Partial exciaion of vertebral body, for intrinlic bony leaion, without decompreuion of apinal cord or nerve zzz 
root(a), linsle vertebral segment; each additional vertebral segment (List aeparately in addition to code for 
primary procedure) 

'Specwty reco value tor new/revuecl c:oGe 

RATIONALE: 

The relationship of 22110-22114 and 22116 correlates well with the relationship of carpectomy codes 63081 and 
63082 in terms of degree and depth of procedure. Using the RVW ratio of 63082 to 63081 (4.37/22.08=20% ), 
an RVW of 2.32 (20% of 11.59) is recommended for 22116 instead of the survey median value of 5.18 . 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-31% for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures <Harvard Uniyersity MFS Refinement. Final 
Report. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW 
recommendations for spinal procedure "add-on" codes.] 

FREQUEN<;Y INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perform this service? 

Orthopaedic Surgery __.x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _ Sometimes __.x_ Rarely 

Estimate the D1DDber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes _No 

• 

• 



• 

• 

• 

Tracking/CPI': W13 22116 (new) Global Period: ZZZ Recommended RVW: 2.32 

CPT Descriptor: Partial reseeaes excision of verte~fae vertebral body. for intrinsic bony lesion. without 
decompression of spinal cord or nerve root(s) (eg, fef esteemyelitis) single vertebral segment; 
each additional vertebral segment <List separately in addition to code for primary proce4ure) 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of Notdl American (POSNA); Notdl American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: . 45 Low: 20 High: 180 

Median Pre-Service Time: N/ A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/ A 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 5 

Sample Size: 137 Response Rate(%): 36 (26%) MEDIAN RVW: 5.18 

25th pctl RVW: 3.82 . 75th pctl RVW: 7.00 Low: 2.00 High: 12.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPr: W17 22216 (new) Global Period: ZZZ Recommended RVW: 6.04 

CPT Descriptor: Osteotomy of spine, posterior or posterolateral approach, ~ eiBgle vertebral segment; each • 
additional vertebral segment <List se,paratelY in addition to code for primv,y procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgDeUe: A 50-year-old male with rheumatoid spondylitis presents with a fused spine in marked flexion 
so that he cannot look forward while walking. Using a posterior or posterolateral approach to the cervical, 
thoracic, and/or lumbar spine, after resection of posterior elements, including the pedicles and manipulation of the 
spine into extension, a similar resection procedure is carried out at another level in the same region through the 
same incision. [Ibis is an "add-on" service to be reported in addition to the code for the definitive procedure. In 
estimating physician work/time, you are asked to consider ONLY the intra-service physician work/time for EACH 
ADDmONAL resection.] 

Pre-service work: The amount of bone to be removed and the sites for removal are carefully assessed 
preoperatively from x-ray and clinical analysis. Provision for prepping, draping, and radiographic exposure is 
made sufficient to extend the exposure to include additional segments. 

Intra-service work: Skin, muscle, and fascial incisions are extended to provide adequate exposure for an 
additional osteotomy. The spinous process and lamina of the central vertebra of the area for additional osteotomy 
are removed. Facets, pedicles, and lateral bone are removed to protect the nerve roots and the laminae above and 
below are undercut to protect the dura and central neural elements. {Instrumentation and grafting, if used, are 
coordinated with the manipulation and are coded separately.) The spine is manipulated into extension by table and 
body positioning and by manual force exerted by the surgeon. The added segment is inspected for apposition of • 
bone and safety of neural elements. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 
'9SilVW CPI' 1995 Deacriptor slobaJ 

22.51 2.2210 Osteotomy of spine, posterior approach,lliDgle 110p1011t; cervical 090 

18.14 2.2212 Osteotomy of 1pine, pollterior approach, aiusle aosment; thoracic 090 

18.14 2.2214 Osteotomy of ~pine, pollterior approach, aiugle aosment; lumbar 090 

6.04 22230 Otteotomy of ~pine, any approach, each additioDillegiDOIIt zzz 
6.04• 2.2216 Osteotomy of ~pine, pollterior or poaterolateral approach, ODO vortebraliiOplOIIt; each additioaal vertebral zzz 

IOgmoul (Lilt teparately in addition to code for primary piOCOduro) 

Specialty roco value tor new/l'OVIIOCl COde 

RATIONALE: 

Code 22230 will be deleted and replaced with 22216 and 22226. The survey median RVW of 6.04 is 
recommended. This RVW represents a value that is 30% of the average RVW value for the primary procedure 
codes 22210-22214. 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken as part of the Harvard 
Univenity'a Phase IV national study of ~baaod rolative value acales for phyaic.ian aorvicea. Tho rosulta of tbia lltudy oatabliahed a nnge 
of 16-31% for the work of additional aorvicea as a porcentaae of totalaorvicea for azthrodeaia and oateotomy proceduroa <Harvard Univmitv 
MFS Refmement. Final Reoort. Phase 4, Volume 1, Table 6.1, July 1993). This nnge was uaod as a validity check for RVW 
recommendations for spinal procedure •add-on• codes.] • 



•• 

• 

• 

Tracking/CPI': W17 22216 (new) Global Period: ZZZ Recommended RVW: 6.04 

CPI' Descriptor: Osteotomy of spine, posterior or posterolateral approach, one siBgle vertebral segment; each 
additional vertebral segment a..ist separately in addition to code for primary procedure) 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 

Orthopaedic Surgery __ Commonly _ Sometimes _x_ Rarely 

Neurosurgery __ Commonly __ Sometimes _x_ Rarely 

&timate the D1DDber of times.this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physiclans across the United States? Yes X No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 60 Low: 25 High: 120 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 2 

Sample Size: 125 Response Rate(%): 27 (22%) MEDIAN RVW: 6.04 

25th pctl RVW: 6.00 75th pctl RVW: 10.00 Low: 4.00 High: 15.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracldng/CPT: W21 22226 (new) Global Period: ZZZ Recommended RVW: 6.04 

CPT Descriptor: Osteotomy of spine, including diskectomy. anterior approach, single vertebral segment; each • 
additional vertebral segment <List se,parately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vtgnette: A 50-year-old male with rheumatoid spondylitis presents with a fused spine in marked flexion 
so that he cannot look forward while walking. Using an anterior approach to the cervical, thoracic, and/or lumbar 
spine, after resection of a bony element and disc, and manual manipulation of the spine into extension, a similar 
resection procedure is carried out at another level in the same region through the same incision. [Ibis is an "add­
on" service to be reported in addition to the code for the definitive procedure. In estimating physician work/time, 
you are asked to consider ONLY the intra-service physician work/time for EACH ADDmONAL resection.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Infra-service work: Skin, muscle, and fascial dissection is extended sufficiently for the retraction needed for 
adequate exposure of the additional level. Additional segmental vessels are ligated and cut to adequately mobilize 
the great vessels to allow safe exposure. The additional disk space is identified and x-ray confirmation obtained. 
Soft tissues are reflected subperiosteally from the ~jacent vertebrae. Bone cutting instruments are used to remove 
the disk and adjacent end-plates sufficiently to allow safe and adequate osteotomy of the lateral and posterior 
ossified anulus. The additionally mobilized soft tissues are closed in layers. 

Post-service work: [N/A- This is an "add-on" service.] 

-------------------------· 
KEY REFERENCE SERVICE(S): 

'95llVW CPI' 1995 Deacriptor global 

20.15 22220 Olteotomy of 1pine, amerior approach, lliDBle l8gllleDt; cervical 090 

20.15 2.2222 Osteotomy of ~pine, amerior approach, aingle 1egment; thoracic 090 

20.15 22224 Oateotomy of 1pine, amerior approach, lliDBle aegmeot; lumbar 090 

6.04 22230 Oateotomy of ~pine, any approach, each additicmal aegmeot ZZZ 

• 2.2226 Osteotomy of 1pine, iDcludiug diatectomy, amerior approach, .m,1e vertebral18g1118Dt; each additiooal ZZZ 
vertebrallegment (Lilt ~eparately in addition to cocle for primary procedure) 

Specialty recommeDCled vaJue tor new/reViled code 

RATIONALE: 

Code 22230 will be deleted and replaced with 22216 and 22226. The survey median RVW of 6.04 is 
recommended. This RVW represents a value that is 30% of the average RVW value for the primary procedure 
codes 22220-22224. 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-31% for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures <Harvard University MFS Refinement. Final 
Report. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW • 
recommendations for spinal procedure "add-on" codes.] 



• 

• 

• 

Tracking/CPT: W21 22226 (new) Global Period: ZZZ Recommended RVW: 6.04 

CPT Descriptor: Osteotomy of spine, including diskectomy. anterior approach, single vertebral segment; ~ 
additional vertebral segment U,.ist separately in addition to code for primary procedure) 

FREQUENCY INFORMATION 

Bow was this service previously reported? Please see Attachment A. 

Bow often do physicians in your specialty perfonn this service? 

Orthopaedic Surgery __ Commonly __ Sometimes ___x_ Rarely 

Neurosurgery __ Commonly __ Sometimes ___x_ Rarely 

:&timate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? Yes X No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis R.esearcb Society (SRS); Cervical 
Spine R.esearcb Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 60 Low: 30 High: 120 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3 

Sample Size: 125 Response Rate(%): 25 (20%) MEDIAN RVW: 6.04 

25th pctl RVW: 6.04 75th pctl RVW: 9.00 . Low: 4.25 High: 31.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Global Period: ZZZ Recommended RVW: 4.61 

CPT Descriptor: Open treatment and/or reduction of vertebral fracture.OO and/or dislocation,OO, posterior • 
a,nproach, one fractured vertebrae or dislocated segment; each additional fractured vertebrae 
or dislocated segment CList separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vagnette: A 35-year-old male, who was in an automobile accident, presents with a dislocation at more 
than one level of the cervical, thoracic, and/or lumbar spine. Using a posterior approach to the spine, after 
reduction of one dislocated segment, a similar reduction procedure is carried on an additional dislocated segment 
in the same region through the same incision. [In estimating physician work/time, you are asked to consider 
ONLY the intra-service physician work/time for the reduction of EACH ADDmONAL fractured vertebrae or 
dislocated segment.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The skin, fascial, and muscle dissection are extended as necessary to provide safe exposure 
of the additional injured vertebra and segment. The extent of muscle, ligament, bone, theca, and nerve injury is 
assessed at the additional injury site. bone is resected if necessary to protect theca or neural tissue. bone grasping 
and levering instruments and/or adjustment of table position are employed to effect a reduction. (Instrumentation 
and grafting, if used, are coordinated with the reduction and are coded separately.) The added incisions in 
muscle, fascia, and skin are sutured. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 
'95R.VW CPI' 1995 Delcriptor global 

17.19 22325 Open treatmeDt of vertebral fracture IJIIJ/or dillocation; lumbar, each 090 

18.43 22326 Open treatmeDt of vertebral fracture and/or dillocation; cervical, each 090 

17.56 22327 Open treatmeDt of vertebral fracture IJIIJ/or ditlocation; thoracic, each 090 

4.60• 22328 Open treatment IJIIJ/or reduction of vertebral fracture( a) IJIIJ/or dillocation(a), poaterior approach, one zzz 
fractured vertebrae or dialocated aegmeot; each additional fractured vertebrae or dillocated aegmeot (Lilt 
aeparately in addition to code for primal)' procedure) 

*Special1y value for new/reviled code 

RATIONALE: 
Currently, each additional level of service for 22325-22327 is billed as a multiple procedure at 50% of the total 
RVW for each procedure. The survey RVW median of 10.00 is consistent with this previous billing procedure. 
However, for consistency in the valuation of add-on spinal procedures, the society consensus committee has 
chosen to use the relationship of laminotomy/disk codes 63030 and 63035 as comparable reference services in 
terms of degree and depth of procedure. Applying the RVW ratio of 63035 to 63030 (3.15/12.11=26%) to the 
average RVW for codes 22325-22327 (17. 73), an RVW of 4.61 (26% of 17. 73) is recommended for 22328 
instead of the survey median value of 10.00 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 

• 

as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician • 
services. The results of this study established a range of 16-31% for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures <Harvard University MFS Refinement. Final 
Report. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW 
recnmmendations for spinal procedure "add..on" codes 1 



• 
Global Period: ZZZ Recommended RVW: 4.61 

CPI' Descriptor: Open treatment and/or reduction of vertebral fracture!§)' and/or dislocation!U, posterior 
approach, one fractured vertebrae or dislocated segment; each additional fractured vertebrae 
or dislocated segment <List separately in addition to code for primary procedure) 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physiciam in your soecialty perfonn this service? 

Orthopaedic Surgery __x_ Commonly __ Sometimes __ Rarely 

Neurosurgery __ Commonly ..JL_ Sometimes __ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physiciam across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeous (AAOS); American Association of Neurological Surgeous (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American SpiDallDjury Association (ASIA) 

• Median Intra-Service Time: 45 Low: 15 High: 150 
. 

Median Pre-Service Time: N/A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 3 

Sample Size: 139 Response Rate(%): 25 (18%) MEDIAN RVW: 10.00 

25th pctl RVW: 7.00 75th pctl RVW: 14.42 Low: 3.20 ~Ugh: 26.00 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Trackiug/CPI': W30 22554 (revised) Global Period: 090 Recommended RVW: 17.24 

CPI' Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare 
interspace (other than for decompression); cervical below C2, with 13eBe graft 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgnette: A 50-year-old man undergoes anterior arthrodesis of the cervical spine for degenerative disc 
disease. Using an anterior cervical approach, excision of the disc and preparation of the end plates for fusion is 
performed. [Instrumentation and/or bone grafting would be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. 

ln1ra-service work: A transverse incision is made anteriorly over the level of the proposed arthrodesis. The 
platysma muscle is cut in line with the skin incision. The interval between the sternocleidomastoid and carotid 
sheath laterally and the trachea and esophagus medially is developed and the prevertebral fascia cleared from the 
front of the spine. The disk between the vertebrae to be fused is identified and the level confirmed by x-ray. The 
longus colli muscles are mobilized along their medial edges. Lateral and longitudinal self retaining traction 
devices are inserted. The anterior longitudinal ligament and anterior anulus are removed by sharp dissection. The 
disk and cartilaginous end-plates are removed by curettage. Bone cutting instruments are used to remove the bony 
end-plates and expose the cancellous bone of the vertebral body. With the disk space under distraction, the bone 
graft (coded separately) is inserted into the disk space. The traction is released and the graft checked for security. • 
Any protruding parts of the graft are trimmed to avoid esophageal compression. A drain is placed in the wound 
as desired. The platysma muscle, subcutaneous tissue, and skin are sutured. Sterile dressings and a collar or 
brace are applied. · 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); and discharge day management. Additionally, all hospital 
visits and post-discharge office visits for this procedure for 90 days after the day of the operation are considered 
part of the post-operative work for this procedure; including evaluation of periodic laboratory reports and 
medication adjustments. 

• 



• 

• 

• 

Tra~CPT: W30 22554 (revised) Global Period: 090 Recommended RVW: 17.24 

CPT Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare 
interspace (other than for decompression): cervical below C2, with heBe gt'8ft 

KEY REFERENCE SERVICE(S): 

'9SR.VW CPT 1995 Descriptor global 

18.14 22554 Arthrodesis, anterior iuterbody teclmique; cervical below C2, with bone graft 090 

1.81• 209X2 Allograft for 1pine 1111'8111)' only: lltrUCtural zz:z. 
17.24• 22554 Arthrodesis, anterior iuterbody teclmique, iDcludius miDimal diatectomy to prepare iutenpace (other than 090 

for decompreuion); cervical below C2 

•.speciAlty reco valUe for new/reviled code 

RATIONALE: 

The wording of 22554 has been changed to make it clear that "minimal" diskectomy to prepare the disk space for 
arthrodesis in not reported separately, but to allow for separate reporting of formal diskectomy with 
decompression of the spinal cord. In addition, the reference to bone graft was removed to allow for separate 
reporting using the new specific bone graft codes 200X1-209X7. 

nie addition of the diskectomy wording did not change the service since minimal diskectomy, if performed, has 
always been a usual part of the procedure. However, it is estimated that approximately 50% of the cases involve 
structural bone allografts. Therefore, the society consensus committee recommends reducing the current RVW by 
0.90 (50% of the RVW for 209X2) to account for the fact that approximately 50% of the cases will report the 
new bone graft code 209X2 as an add-on service. The recommended RVW is 17.24 (18.14-0.90), instead of the 
survey median value of 18.14 . 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physiclam in your speclaltv perfonn this service? 

Orthopaedic Surgery _x_ ·Commonly _ Sometimes _ Rarely 

Neurosurgery _x_ Commonly _ Sometimes _Rarely 

&timate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physiclam across the United States? X Yes No 



Tracking/CPI': W30 22554 (revised) Global Period: 090 Recommended RVW: 17.24 

CPI' Descriptor: Arthrodesis, anterior interbody technique. includin& minimal diskect9my to prepare interspace 
(other than for decompression); cervical below C2, witft lJeae gt'8ft • 

-------------
SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Associab.on of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 120 Low: 45 High: 240 

Median Pre-Service Time: 75 Median Post-Service Time: 105 

Length of Hospital Stay: 3 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months {Median): 15 in Past 5 years: 60 

Sample Size: 274 Response Rate(%): 56 (20%) MEDIAN RVW: 18.14 

25th pctl RVW: 18.00 75th pctl RVW: 19.83 Low: 9.00 High: 25.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W31 22556 (revised) Global Period: 090 Recommended RVW: 22.27 

• CPI' Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare 
inters.pace (other than for decompression); thoracic, with leeal \leBe ~g, rill) &Btl/er \le&e 
&lie graft 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 50-year-old man undergoes anterior arthrodesis of the thoracic spine for degenerative disc 
disease. Using a transthoracic approach, excision of the disc and preparation of the end plates for fusion is 
performed. The wound is closed with chest tubes. [Instrumentation and/or bone grafting would be reported 
separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies, 
with special emphasis on review of radiographic and surface anatomy landmarks in preparation for intraoperative 
location of the desired level to be fused; communicating with the referring physician and other health care 
professionals; and communicating with the patient to explain operative risks and benefits and to obtain informed 
consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and draping the 
patient. 

Intra-service work: Skin and muscles are incised to expose the rib chosen to expose the arthrodesis site(s). After 
the rib resection, the pleura is divided and the lung collapsed. Segmental vessels are ligated and cut to mobilize 
the great vessels. The segments to be fused are identified and a marker placed in the disk for x-ray confirmation. 
Subperiosteally, the fascia and muscle are removed from the adjacent vertebrae. By sharp dissection, the anterior 
longitudinal ligament and anterior portion of the anulus is removed. The nucleus and cartilaginous end-plates are 
removed by curettage and other bone cutting instruments. Bone cutting instruments are also used to remove the 
bony end-plates and expose the cancellous bone of the vertebral bodies above and below. The bone graft (coded 
separately) is placed in the prepared site and checked for stability and absence of protrusion against soft tissues. 
The chest wall and overlying muscles are sutured and the subcutaneous tissues and skin are closed. A chest tube 
is inserted. Sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); care and removal of chest tube; and discharge day 
management. Additionally, all hospital visits and post-discharge office visits for this procedure for 90 days after 
the day of the operation are considered part of the post-operative work for this procedure; including evaluation of 
periodic laboratory reports and medication adjustments . 



Tracking/CPT: W31 22556 (revised) Global Period: 090 Recommended RVW: 22.27 

CPT Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare 
interspace (other than for decompression): thoracic, 9lit:h: leeal heae (eg, fiJ) &BtiJer heBe • 
allege-aft 

KEY REFERENCE SERVICE(S): 

'95RVW CPr 1995 Ducriptor global 

23.17 22556 Artbrodeaia, anterior interbocly technique; thoracic, with local bone (eg, rib) and/or bone allograft 090 

1.81• 209X2 Allograft for lpine IIU!pl)' only: ltructural zzz 
r 22.27• 22556 Arthrodeail, anterior interbocly technique, including minimal dilkectomy to prepare intenpace (other than 090 

for decompreuion); thoracic 

•specialty reco value tor -/reviaed code 

RATIONALE: 

The wording of 22556 has been changed to make it clear that "minimal" diskectomy to prepare the disk space for 
arthrodesis in not reported separately, but to allow for separate reporting of formal diskectomy with 
decompression of the spinal cord. In addition, the reference to bone graft was removed to allow for separate 
r:eporting using the new specific bone graft codes 200X1-209X7. 

The addition of the diskectomy wording did not change the service since minimal diskectomy, if performed, has 
always been a usual part of the procedure. However, it is estimated that approximately 50%· of the cases involve 
structural bone allografts. Therefore, the society consensus committee recommends reducing the current RVW by 
0.90 (50% of the RVW for 209X2) to account for the fact that approximately 50% of the cases will report the 
new bone graft code 209X2 as an add-on service. The recommended RVW is 22.27 (23.17-0.90), instead of the • 
survey median value of 23.17. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attac~ent A. 

How often do physicians in your specialty perfonn this service? 

Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _x_ Sometimes _Rarely 

Estimate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? __ x__ Yes No 

• 



• 

• 

• 

Tracking/CPI': W31 22556 (revised) Global Period: 090 Recommended RVW: 22.27 

CPI' Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare interspace 
(other than for decompression): thoracic, wit:lt lee&l })eae (eg, ri})) &BEller })eae &llegraft 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Resel!rch Society (SRS); Cervical 
Spine Researeh Society (CSRS); American SpiDal Injury Association (ASIA) 

Median Intra-Service Time: 180 Low: 75 High: 300 

Median Pre-Service Time: 85 Median Post-Service Time: 168 

Length of Hospital Stay: 6 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 2 in Past 5 years: 5 

Sample Size: 274 Response Rate(%): 57 (21 %) MEDIAN RVW: 23.17 

25th pctl RVW: 22.50 75th pctl RVW: 24.00 Low: 8.53 High: 30.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracldng!CPr: W32 22558 (revised) Global Period: 090 Recommended RVW: 21.22 

CPI' Descriptor: Arthrodesis, anterior interbody technique. includin& minimal diskectQmy to prg>are 
intermace (other than for decompression): lumbar, wit:B heBe gf'aft • 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vagnette: A 50-year-old man undergoes anterior arthrodesis of the lumbar spine for degenerative disc . 
disease. Using a retroperitoneal approach, excision of the disc and preparation of the end plates for fusion is 
performed. [Instrumentation and/or bone grqfting would be reported separately using the appropriate code(s).] .. 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies, 
with special emphasis on review of radiographic and surface anatomy landmarks in preparation for intraoperative. 
location of the desired level to be fused; communicating with the referring physician and other health care 
professionals; and communicating with the patient to explain operative risks and benefits and to obtain informed 
consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and draping the 
patient. 

Intra-service work: For fusion of L2-3, L3-4, or IA-5, a transverse or oblique skin incision is made over the site 
of the abdomen and flank. The external and internal oblique muscles and fascia are dissected and incised by 
electrocautery. The transversalis fascia is dissected and opened. The peritoneum is separated with an effort to 
preserve its integrity. With care to protect the ureter, genitofemoral nerve, and sympathetic chain, the 
retroperitoneal soft tissues are mobilized. The segmental vessels are ligated and cut to mobilize the great vessels. 
(Alternatively, for Ll-2 exposure, a thoracolumbar tenth· rib resection retroperitoneal approach with attention to • 
the diaphragm and pleura may be necessary; whereas, for lumbosacral arthrodesis, an anterior paramedian, either 
retroperitoneal or transperitoneal approach with attention to the iliac vessels, parasympathetic nerves, and middle 
sacral_.artery may be needed.) The front of the psoas muscles are exposed and the medial edges reflected from the 
front of the spine. The disk at the center of the proposed fusion is identified and confirmed by x-ray. The 
anterior longitudinal ligament and anterior fibers of the anulus are removed by sharp dissection. The nuclear and 
cartilaginous end-plates are removed by curettage. The bony end-plates are removed by bone cutting instruments 
and the cancellous bone of the vertebral bodies above and below is exposed. With the space under distraction, the 
graft (coded separately) is placed and the distraction released. The graft is checked for stability and for absence of 
protrusion against surrounding soft tissues. The wound is drained through a separate stab wound. When 
necessary, the peritoneum and/or diaphragm are repaired. The transversalis fascia, abdominal muscles, 
subcutaneous tissues and skin are sutured in layers. Sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); removal of drain; and discharge day management. 
Additionally, all hospital visits and post-discharge office visits for this procedure for 90 days after the day of the 
operation are considered part of the post-operative worko for this procedure; including evaluation of periodic 
laboratory reports and medication adjustments. · 

• 



• 

• 

• 

Tracking/CPT: W32 22558 (revised) Global Period: 090 Recommended RVW: 21.22 

CPT Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to pre,pare 
interspace (other than for decompression): lumbar, witfi heae gt=aft 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Ducriptor global 

22.12 22558 Arthrodeais, anterior intetbody technique; lumbar, with bone graft 090 

1.81• 209X2 Allograft for spine 111rgery only: ltnlctural zxz 
21.22• 22558· Arthrodesia, anterior imemody technique, including minimal ditkectomy to prepare interspace (other than 090 

for decompreuion); lumbar 

•Speeialty reco value tor new/reviled code 

RATIONALE: 

The wording of 22558 has been changed to make it clear that "minimal" diskectomy to prepare the disk space for 
arthrodesis in not reported separately, but to allow for separate reporting of formal diskectomy with 
decompression of the spinal cord. In addition, the reference to bone graft was removed to allow for separate 
reporting using the new specific bone graft codes 200X1-209X7. 

The addition of the diskectomy wording did not change the service since minimal diskectomy, if performed, has 
always been a usual part of the procedure. However, it is estimated that approximately 50% of the cases involve 
structural bone allografts. Therefore, the society consensus committee recommends reducing the current RVW by 
0.90 (50% of the RVW for 209X2) to account for the fact that approximately 50% of the cases will report the 
new bone graft code 209X2 as an add-on service. The recommended RVW is 21.22 (22.12-0.90), instead of the 
survey median value of 22.12 . 

FREQUENCY INFORMATION 

How was tbis service previously reported! Please see Attachment A. 

How often do physicians in your specialty perform this service? 

Orthopaedic Surgery _x_ Commonly __ Sometimes __ Rarely 

Neurosurgery __ Commonly _x_ Sometimes _ Rarely 

Fstimate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes _No 



TrackingiCPT: W32 22558 (revised) Global Period: 090 Recommended RVW: 21.22 

CPT Descriptor: Arthrodesis, anterior interbody technique. including minimal diskectomy to prepare interspace 
(other than for decompression): lumbar, witft heae graft 

------------------------~· 
SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injuey Association (ASIA) 

Median Intra-Service Time: 180 Low: 50 High: 310 

Median Pre-Service Time: 80 Median Post-Service Time: 150 

Length of Hospital Stay: 5 Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 4 in Past 5 years: 14 

Sample Size: 274 Response Rate (%): 53 (19%) MEDIAN RVW: 22.12 

25th pctl RVW: 22.00 75th pctl RVW: 24.00 Low: 12.00 High: 30.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W33 22585 (revised) Global Period: ZZZ RecollDIDended RVW: 5.53 

• CPI' Descriptor: A .. "1:JH:eeesis, eterier er &Bterelateral, Arthrodesis, anterior interbody technique. including 
minimal diskectQmy to pre,pare interspace <other than for decompression): each additional 
interspace (List separately in addition to code for primary procedure) 

• 

• 

CLINICAL DESCRIPI'ION OF SERVICE: 

Survey V~gnette: A 50-year-old man undergoes anterior arthrodesis of the cervical, thoracic, and/or lumbar spine 
for degenerative disc disease. After excision of one disc and preparation of the end plates for fusion is performed, 
a similar excision procedure of an additional disc and preparation of the end plates for fusion is performed. [This 
is an n add-on n service to be reported in addition to the code for the definitive procedure. In estimating physician 
work/time, you are asked to consider ONLY the intra-service physician work/time for EACH ADDmONAL disc 
excision.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The incision and dissection of superficial muscles are extended to accommodate additional 
retraction of deep tissues. Additional segmental vessels are ligated and cut to provide for further reflection of the 
great vessels. Muscle attachments to the anteromedial edges of the vertebral bodies are reflected over the 
additional segment and retractors are repositioned. The periosteum is reflected from the bone of the additional 
segments. A marker is placed at the disk to confirm by x-ray if there is any question as to the location. The 
anterior longitudinal ligament and anterior fibers of the anulus are removed by sharp dissection. The nucleus and 
cartilaginous end-plates are removed by curettage. The bony end-plates are removed by bone cutting instruments 
and the cancellous bone of the vertebral bodies is exposed with the prepared site under distraction. With the space 
under distraction, the graft (coded separately) is placed and the distraction released. The graft is checked for 
stability and absence of protrusion against surrounding soft tissues. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 
'95RVW CPI' 1995 Descriptor global 

18.14 22554 Arthrodesis, anterior interbody technique; cervical below Cl, with bone graft 090 

23.17 22556 Arthrodeai1, anterior interbody technique; thoracic, with local bone (eg, rib) and/or bone allograft 090 

22.12 22558 Arthrodesis, anterior interbody technique; lumbar, with bone graft 090 

5.53 22585 Arthrodesis, anterior or anterolateral, each additional interspace (lilt aeparately in addition to lingle level zzz 
arthrodesis) 

5.53• 22585 Arthrodesis, anterior iDterbody technique, including minimal diakectomy to prepare intenpace (other than zzz 
for decompreaaion); e~c:h additional interspace (Lilt ~eparately in addition to code for primary procedure) 

•Specia.lty value tor new/rev11eC1 code 

RATIONALE: 
The wording change in 22585 represents no difference in work. Therefore, the survey median and current RVW 
of 5.53 is recommended. This RVW represents a value that is 26% of the average RVW value for the primary 
procedure codes 22665-22558. 
[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-31% for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures CHarvard University MFS Refinement. Final 
Re,port. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW 
recommendations for spinal procedure "add-on" codes.] 



Tracking/CPT: W33 22585 (revised) Global Period: ZZZ Recommended RVW: 5.53 

CPT Descriptor: l.o:..."'tiH=edesis, &Rterier er &Rterelateral, Arthrodesis, anterior interbody technique. including 
minimal diskectomy to prcmare inters.pace Cother than for decompression): each additional • 
interspace (List separately in addition to code for primary procedure) 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? . 
Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _x__ Sometimes _ Rarely 

Estimate the nwnber of times this service might be provided nationally in a on~year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgcous (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 45 Low: 20 High: 240 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/ A 

Number of Times Provided in Past 12 months (Median): 6 in Past 5 years: 30 

Sample Size: 274 Response Rate (% ): 54 (20%) MEDIAN RVW: 5.53 

25th pctl RVW: 5.53 75th pctl RVW: 6.25 Low: 2.69 High: 10.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracldng/CPT: W34 22590 (revised) Global Period: 090 RecollDDlended RVW: 19.82 

• CPT Descriptor: Arthrodesis, posterior technique, craniocervical (occiput-C2), wit:h heae graft &Bti/er iBtemal 
fblatieB 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 50-year-old rheumatoid patient undergoes posterior fusion of occiput to C2 for instability. 
Using a posterior approach, preparation of the occiput and lamina of Cl and C2 for the bone graft is performed. 
Bone graft material is applied to the prepared bony surfaces. [Instrumentation ondlor bone preparation or 
harvesting would be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. Provision for intraoperative stability and 
positioning, usually through skeletal traction on the skull, is necessary and intraoperative spinal cord function 
monitoring is arranged. 

Intra-service work: A mid-line incision is made from the external occipital protuberance to the level of the 
spinous process of C5. Muscles and fascia are dissected subperiosteally from the squamous occipital bone on both 
sides of the micl-line over the posterior surface of the ring of the axis and the lateral surfaces of the spinous 
process of C2 and the posterior surfaces of the lamina of C2. If internal fixation is to be used, the occipital bone 
must be trephinated, often facilitated by resection of the posterior rim of the foramen magnum. Bone cutting 
instruments are used to remove the cortical surfaces of the exposed portion of the occipital bone and the posterior 
surfaces of the ring of the atlas and the exposed surfaces of the spinous process and laminae of C2. 
(Instrumentation and/or bone harvesting, if used, are coordinated at this stage of the procedure, and are coded 
separately.) Muscles and fascia are closed in layers over a drain. The subcutaneous tissues and skin are sutured. 
Sterile dressings are applied. External immobilization is accomplished using a halo device (coded separately). 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); monitoring and adjusting of the external immobilization 
device; reviewing x-rays to check the position of the bony elements; instructing patient on the wearing and care of 
the external immobilization device; removal of drain; and discharge day management. Additionally, all hospital 
visits and post-discharge office visits for this procedure for 90 days after the day of the operation are considered 
part of the post-operative work for this procedure; including evaluation of periodic radiologic and laboratory 
reports and medication adjustments . 



Tracking/CPI': W34 22590 (revised) Global Period: 090 Recommended RVW: 19.82 

CPI' Descriptor: Arthrodesis, posterior technique, craniocervical (occiput-C2), wit:h: heBe graft &B6/er iBtemal 
matieB 

--------------------------• 
KEY REFERENCE SERVICE(S): 

'95RVW CPI' 1995 Deicriptor global 

18.96 22590 Arthrocleais, poat.erior technique, craniocervic:al (occiput-C2), with bone graft and/or intemal fixation 090 

19.24 22595 Arthrocleais, posterior technique, at1u-axil (C1-C2) with bone graft and/or internal fixation 090 

11 19.82* 22590 Arthrodesis, poat.erior technique, craniocervic:al (occiput-C2) 090 

"Specialty reco value for -/reviled code 

RATIONALE: 

The wording for 22590 and 22595 has been changed to remove the references to bone graft and instrumentation to 
allow for separate reporting. It is estimated that approximately 10% of the cases will report the new bone graft 
code 209X2. However, the consensus committee has withdrawn the new instrumentation code W49 that may have 
been used to separately report internal fixation because the wording in that new code was too variable in terms of 
work. The intention of the new code was to allow for reporting of minimal internal wire fixation~. and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. 

Given this development, the consensus committee recommends that the descriptor changes to 22590 and 22595 go 
forward as presented, with the caveat that when/if a new instrumentation code to account for minimal internal 
fixation with wire is developed and approved, the value assigned to that add-on code should be subtracted from the • 
RVWs for 22590 and 22595 at that time. 

The current RVW values for 22590 and 22595 reflect a fee schedule anomaly because the work of 22590 is 
greater than the work of 22595, yet the current RVW for 22590 is less than the RVW for 22595. This fact is 
reinforced by the survey results for these codes, where the service times and RVW median for 22590 is greater 
than 22595. The consensus committee, therefore, recommends accepting the survey median of 20.00 to correct 
this anomaly, but subtracting 0.18 to account for the fact that approximately 10% of the cases will now separately 
report the new bone graft code 209X2. The recommended RVW is 19.82 (20.~.18). 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in Your specialty perfonn this service? 

Orthopaedic Surgety _x__ Commonly _ Sometimes _ Rarely 

Neurosurgeey _ Commonly ~ Sometimes _Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No • 



• 

• 

• 

Tracking/CPT: W34 22590 (revised) Global Period: 090 Recommended RVW: 19.82 

CPT Descriptor: Arthrodesis, posterior technique, craniocervical (occiput-C2), wHh heae gt=aft &BElter iBtem&l 
fulatiea 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 180 Low: 45 High: 300 

Median Pre-Service Time: 95 Median Post-Service Time: 165 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 2 in Past 5 years: 6 

Sample Size: 274 Response Rate (% ): 60 (22%) MEDIAN RVW: 20.00 

25th pctl RVW: 18.96 75th pctl RVW: 22.00 Low: 12.50 High: 40.00 

--



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W35 22595 (revised) Global Period: 090 Recommended RVW: 19.06 

CPT Descriptor: Arthrodesis, posterior technique, atlas-axis (Cl-C2) wit:R heBe gf&ft eeJef iatemal &atiea • 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 50-year-old rheumatoid patient undergoes posterior fusion of Cl to C2 for instability. Using 
a posterior approach, preparation of the occiput and lamina of Cl and C2 for the bone graft is perfo~ed. Bone 
graft material is applied to the prepared bony surfaces. After closure of the wound, a brace or cast is applied. 
[Instrumentation and/or bone preparation or harvesting would be reported separately using the appropriate 
code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient and intraoperative spinal cord function 
monitoring is arranged. 

Intra-service work: With the patient prone and head secured, an incision is made in the mid-line from the caudal 
aspect of the occiput to the C3 spinous process. dissection is carried through the median raphe to the spinous 
process of C2 which, if necessary, is identified radiologically. Ligament, tendon, and muscle attachments to the 
posterior surface of the ring of Cl and the lateral surfaces of the spinous process of C2 and the posterior surface 
of the lamina of C2 out to the facet joints, but not beyond the facet joints, is accomplished. Subperiosteal 
dissection is carried out along the ring of Cl to the medial edge of the vertebral artery and vein. If decortication 
is necessary, it is carefully performed with bone cutting instruments along the exposed posterior cortices. • 
(Instrumentation and/or bone harvesting, if necessary, are coordinated at this stage of the procedure, and are 
coded separately.) Bone graft material is applied to the prepared surfaces of the posterior bone of Cl and C2. 
The median raphe and paraspinal muscles are closed with interrupted sutures and the subcutaneous tissue and skin 
are closed in layers. A drain may be placed and sterile dressings are applied. Arrangement is made for 
immediate postoperative immobilization with a collar or brace (or halo device, coded separately). 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); monitoring and adjusting of the external immobilization 
device; instructing patient on the wearing and care of the external immobilization device; removal of drain, if 
placed; and discharge day management. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic radiographic and laboratory reports and medication adjustments . 

• 



• 

• 

• 

Tracking/CPI': W35 22595 (revised) Global Period: 090 Recommended RVW: 19.06 

CPT Descriptor: Arthrodesis, posterior technique, atlas-axis (C1-C2) witH ~eM gf'aft &BEIJer iBtemal M&aeB 

KEY REFERENCE SERVICE(S): 

'9SR.VW CPI' 199S Deacriptor global 

18.96 2.2590 Arthrodesis, polterior technique, craniocervical (occiput-C2), with bone graft Ulll/or iDtemal fixation 090 

19.24 2.2S9S Arthrodeaia, posterior technique, atlaa-axia (C1-C2) with bone graft Ulll/or iDtemal fixation 090 

19.06• 2.2S9S Arthrodeaia, posterior technique, atlaa-axia (C 1-C2) 

•Specialty value for new/revtaea c:oc1e 

RATIONALE: 

The wording for 22590 and 22595 has been changed to remove the references to bone graft and instrumentation to 
allow for separate reporting. It is estimated that approximately 10% of the cases will report the new bone graft 
code 209X2. However, the consensus committee has withdrawn the new instrumentation code W 49 that may have 
been used to separately report internal fixation because the wording in that new code was too variable in terms of 
work. The intention of the new code was to allow for reporting of minimal internal wire fixation ~. and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. 

Given this development, the consensus committee recommends that the descriptor changes to 22590 and 22595 go 
forward as presented, with the caveat that when/if a new instrumentation code to account for minimal internal 
fixation with wire is developed and approved, the value assigned to that add-on code should be subtracted from the 
RVWs for 22590 and 22595 at that time . 

The consensus committee recommends subtracting 0.18 from the current RVW for 22595 (also the survey median) 
to account for the fact that approximately 10% of the cases will now separately· report the new bone graft code 
209X2. The recommended RVW is 19.06 (19.24-0.18). 

FREQUENCY INFORMATION 

How was this service previously reported! Please sec Attachment A. 

How often do physicians in your geclalty perform this service? 

Orthopaedic Surgeey ......x_ Commonly _ Sometimes _ Rarely 

Neurosurgeey __ Commonly _x_ Sometimes _ Rarely 

&timate the nmnber of times this service might be provided nationally in a one-year period! Please see Attachment 
A. 

Is this service performed by many physicians across the United States! X Yes No 



Tracking/CPr: W35 22595 (revised) Global Period: 090 Recommended RVW: 19.06 

CPf Descriptor: Arthrodesis, posterior technique, atlas-axis (C1-C2) widi he&e graft ~r iBtemal fufatieB 

------------------------~· 
SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinll Injury Association (ASIA) 

Median Intra-Service Time: 150 Low: 45 High: 250 

Median Pre-Service Time: 90 Median Post-Service Time: 160 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 2 in Past 5 years: 10 

Sample Size: 274 Response Rate (% ): 61 (22%) MEDIAN RVW: 19.24 

25th pctl RVW: 19.24 75th pctl RVW: 21.00 Low: 12.50 High: 30.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracldng/CPr: W36 22600 (revised) Global Period: 090 Recommended RVW: 17.87 

• CPT Descriptor: Arthrodesis, posterior or posterolateral technique, single level: cervical below C2 segment, 
lee&l heae er heBe &llegtaft &ftd/er iBtem&l mafteB. 

• 

•• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgDette: A 50-year-old male undergoes posterior fusion of C4 to C5 for post-traumatic instability. 
Using a posterior approach to the cervical spine, preparation of the lamina of C4 and C5 for the bone graft is 
performed. Bone graft material is applied to the prepared bony surfaces. After closure of the wound, a brace or 
cast is applied. [Instrumentation and/or bone preparation or harvesting would be reponed separately using the 
appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. Intraoperative spinal cord function 
monitoring is arranged .. 

Intra-service work: An incision is made in the mid-line and carried through the subcutaneous tissue. The 
ligamentum nuchae is identified and the exposure deepened through it as the paraspinal muscles are retracted 
laterally. Identification of the level is confirmed to avoid subperiosteal dissection beyond the limit chosen for 
arthrodesis. The muscles are subperiosteally stripped from the spinous processes and posterior lamina out to the 
mid-portions of the facet joints. Decortication is performed with bone cutting instruments. (Instrumentation 
and/or bone harvesting, if used, are coordinated at this point, and are coded separately.) The bone graft material 
is applied over the prepared bony surfaces. The paraspinal muscles and ligamentum nuchae are sutured. The 
subcutaneous tissues and skin are closed in layers over a drain, if necessary. Sterile dressings and an external 
immobilizing device are applied. 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); monitoring and adjusting of the external immobilization 
device; instructing patient on the wearing and care of the external immobilization device; removal of drain, if 
placed; and discharge day management. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic laboratory reports and medication adjustments . 



Traddng/CPI': W36 22600 (revised) Global Period: 090 Recommended RVW: 17.87 

CPl' Descriptor: Arthrodesis, posterior or posterolateral technique, single level: cervical below C2 segment, 
leeal ~e&e er ~e&e allegr&ft &BEller imemal fHlatieB • 

-------------
KEY REFERENCE SERVICE(S): 

'95RVW CPI' 1995 Delcriptor global 

18.05 22600 Arduodeaia, posterior teclmique, cervical below C2 11egmen1, local bone or bone allograft aud/or intema1 090 
fixation 

15.11 22610 Arduoduia, posterior or poaterolateral technique, with local bone or bone allograft and/or intema1 090 
fixation; thoracic 

22.25 22612 Arduoduia, posterior or poaerolateral technique, with local bone or bone allograft and/or intema1 090 
fixation; lumbar 

17.87 22600 Arduoduia, poaterior or po.rerolateral technique, lingle level; cervical below C2 11egment 090 

•specialty reco value tor new/nMIIed COC1e 

RATIONALE: 

The wording for 22600-22612 has been changed to remove the references to bone graft and instrumentation to 
allow for separate reporting. It is estimated that approximately 10% of the cases will report the new bone graft 
code 209X2. However, the consensus committee has withdrawn the new instrumentation code W49 that may have 
been used to separately report internal fixation because the wording in that new code was too variable in terms of 
work. The intention of the new code was to allow for reporting of minimal internal wire fixation ~. and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. • 

Given this development, the consensus committee recommends that the descriptor changes to 22600-22612 go 
forward as presented, with the caveat that when/if a new instrumentation code to account for minimal internal 
fixation with wire is developed and approved, the value assigned to that add-on code should be subtracted from the 
RVWs for 22600-22612 at that time. 

The consensus committee recommends subtracting 0.18 from the current RVW for 22600 (also the survey median) 
to account for the fact that approximately 10% of the cases will now sepaiately report the new bone graft code 
209X2. The recommended RVW is 17.87 (18.05-0.18). 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialtv perfonn this service? 

Orthopaedic Surgery _]L_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _]L_ Sometimes _ Rarely 

Estimate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No •• 



• 

• 

• 

Tracking/CPT: W36 22600 (revised) Global Period: 090 Recommended RVW: 17.87 

CPT Descriptor: Arthrodesis, posterior or posterolateral technique, single level: cervical below C2 segment, 
leeal heae er heae allegraft &Rti/er iBtemal fulatieB 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 120 Low: 45 High: 310 

Median Pre-Service Time: 90 Median Post-Service Time: 135 

Length of Hospital Stay: 4 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 4 in Past 5 years: 18 

Sample Size: 274 Response Rate(%): 60 (22%) MEDIAN RVW: 18.05 

25th pctl RVW: 18.00 75th pctl RVW: 20.00 Low: 6.44 High: 25.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W37 22610 (revised) Global Period: 090 Recommended RVW: 14.93 

CPT Descriptor: A .. "dH=eElesis, ~esterier er ~esterelaterel teelmi~~Ue, wHit leeeleeBe er ee:ae ellegraft &BEller e: 
iBtemel fuiaaeB; Arthrodesis, posterior or posterolateral technique, single level: thoracic 
(with or without lateral transverse techniqye) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgDette: A 50-year-old male undergoes posterior fusion of Tll to T12 for post-traumatic instability. 
Using a posterior approach to the thoracic spine, preparation of the lamina of T11 and T12 for the bone graft is 
performed. Bone graft material is applied to the prepared bony surfaces. After closure of the wound, a brace or 
cast is applied. [Instrumentation and/or bone preparation or harvesting would be reported separately using the 
appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. Intraoperative spinal cord function 
mo~toring is arranged. 

Intra-service work: A mid-line incision is made and carried down to the spinous processes. The level to be fused 
is confirmed by x-ray. The muscles and fascia are subperiosteally stripped from the spinous processes and 
laminae out to the lateral edges of the facet joints and transverse processes. The cortical surfaces exposed are 
decorticated using bone cutting instruments. (Instrumentation and/or bone harvesting, if used, are coordinated at 
this point, and are coded separately.) Bone graft material is applied over the decorticated surfaces of bone and • 
intervals between. The paraspinal muscles and mid-line fascia are closed. A drain is inserted through a separate 
stab wound. The subcutaneous tissues and skin are closed in separate layers. Sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); fitting and accommodation of the postoperative 
immobilization device; supervision of the mobilization and ambulation of the patient; care and removal of drain; 
and discharge day management. Additionally, all hospital visits and post-discharge office visits for this procedure 
for 90 days after the day of the operation are considered part of the post-operative work for this procedure; 
including evaluation of periodic laboratory reports and medication adjustments. 

• 



TrackiDg/CPI': W37 22610 (revised) Global Period: 090 RecolllJIDended RVW: 14.93 

CPI' Descriptor: :h:.."'thfedesis, pestefier er pesterel&tefal teelmiEfHe, wHh leeallJeBe er lJeBe allegt=aft &BEller 
i:Blemal fiftaeB; Arthrodesis, posterior or posterolateral technique, single level: thoracic 

• (with or without lateral transverse techniqye) 

• 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Delcriptor global 

18.05 22600 Arthrocleail, poaterior technique, cervical below C2 Mgment, loc:al bone or bone allograft and/or internal 090 
fixation 

15.11 22610 Arthrocleail, poaterior or poaterolateral technique, with loc:al bone or bone allograft and/or internal 090 
fixation; thoracic 

22.25 22612 Arthrocluia, poaterior or posterolateral technique, with loc:al bone or bone allograft and/or internal 090 
fixation; lumbar 

&~o#~ -"010 Arthrocluil, pollterior or pollterolateral technique, ~ringle level; thoracic (with or without lateral tranaverae 090 
technique) 

*Spec1Alty reco value tor newtrevtsed COde 

RATIONALE: 

The wording for 22600-22612 has been changed to remove the references to bone graft and instrumentation to 
allow for separate reporting. It is estimated that approximately 10% of the cases will report the new bone graft 
code 209X2. However, the consensus committee has withdrawn the new instrumentation code W 49 that may have 
been used to separately report internal fixation because the wording in that new code was too variable in terms of 
work. The intention of the new code was to allow for reporting of minimal internal wire fixation .2!l!I, and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. 

Given this development, the consensus committee recommends that the descriptor changes to 22600-22612 go 
forward as pr~ented, with the caveat that when/if a new instrumentation code to account for minimal internal 
fixation with wire is developed and approved, the value assigned to that add-on code should be subtracted from the 
RVWs for 22600-22612 at that time. , 

The consensus committee recommends subtracting 0.18 from the current RVW for 22610 (also the survey median) 
to account for the fact that approximately 10% of the cases will now separately report the new bone graft code 
209X2. The recommended RVW is 14.93 (15.11~.18). 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physiciam in your speciaJty perform this service? 

Orthopaedic Surgery __x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ Commonly _ Sometimes ...x_ Rarely 

• &timate the nmnber of times this service might be provided nationally in a one-year period? 
A. 

Please see Attachment 

Is this service performed by many physicians across the United States? .... x~- Yes _No 



TrackiDg/CPT: W37 22610 (revised) Global Period: 090 Recommended RVW: 14.93 

CPT Descriptor: .~-dH'eEiesis, pestefier ef pestet=elalef&l teelmi~e, wd:B lee&l heBe ef heBe &llegftlft &BEI.ler 
ifttem&l maa&B; Arthrodesis, posterior or posterolateral technique, single level: thoracic .umn • 
or without lateral transverse technigue) 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Associalion of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Researc:b Society (SRS); Cervical 
Spine Research Society (CSRS); American Spiuallqjuey Associalion (ASIA) 

Median Intra-Service Time: 150 Low: 20 High: 300 

Median Pre-Service Time: 88 Median Post-Service Time: 138 

Length of Hospital Stay: 5 Number ofiCU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 2 in Past 5 years: 10 

Sample Size: 274 Response Rate (%): 55 (20%) MEDIAN RVW: 15.11 

25th pctl RVW: 15.06 75th pctl RVW: 18.00 Low: 10.25 High: 24.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracldng!CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07 

•. CPT Descriptor: Afll:Kedesis, ~esterier er ~estefelatefal teelmittee, witft leealheBe er heBe allegfaft &Btller 
iBtemal fi.JEMieB; Arthrodesis, posterior or posterolateral technique, single leyel: lumbar, 
(with or without lateral transverse technique) 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vagnette: A 50-year-old male undergoes posterior fusion of Ll to L2 for post-traumatic instability. 
Using a posterior approach to the lumbar spine, preparation of the lamina of Ll and L2 for the bone graft is 
performed. Bone graft material is applied to the prepared bony surfaces. After closure of the wound, a brace or 
cast is applied. [Instrumentation and/or bone preparation or harvesting would be reported separately using the 
appropriate code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. 

Intra-service work: A mid-line incision is made over the spinous processes of the vertebrae to be fused plus one 
or more segments above and below in order to provide for adequate retraction and safe exposure of the bone to be 
prepared. The paraspinal muscles and fascia are stripped from the lateral surfaces of the spinous processes and 
the posterior surfaces of the laminae by subperiosteal dissection. The capsules of the facet joints to be fused are 
removed and cartilage removed from the joint surfaces. The muscle attachments and periosteum are stripped from 
the posterior cortices of the transverse processes of the vertebra to be fused and from the lateral edges of the pars 
and pedicles posterior to the transverse processes. (Instrumentation and/or bone harvesting, if used, are 
coordinated at this point, and are coded separately.) The bone graft material is applied over the prepared surfaces 
of the bone and in the intervals between. The muscles and fascia are sutured. One or more drains are placed 
through separate stab wounds. The subcutaneous tissue and skin are closed in layers. Sterile dressings are 
applied. (Alternatively, the posterolateral fusion can be accomplished through muscle splitting incisions on each 
side of the spine with exposure of the transverse processes and facet joints through two posterolateral approaches.) 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); ordering and checking fit of the postoperative immobilization 
device; supervision of the mobilization and ambulation of the patient; care and removal of drain;and discharge day 
management. Additionally, all hospital visits and post-discharge office visits for this procedure for 90 days after 
the day of the operation are considered part of the post-operative work for this procedure; including evaluation of 
periodic x-rays to assess fusion . 



TrackiDg/CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07 

CPT Descriptor: A .. "dH=eElesis, pestefier er pestetelatef&l teelmifltte, witli lee&l heBe er heBe &llegraft &BEller 
iBterB&l falatiee; Arthrodesis, posterior or posterolateral technique, single level: lumbar, • 
(with or without lateral transverse technique) 

KEY REFERENCE SERVICE(S): 

'9SR.VW CFr l99S Descriptor global 

18.05 22600 Arthtodeaia, posterior technique, cervical below C2 segment. local bone or bone allograft UJIJ/or intemal 090 
fixation 

15.11 22610 Arthtodeaia, posterior or posterolateral technique, with local bone or bone allograft and/or intemal 090 
fixation; thoracic 

22.25 22612 Arthtodeai1, posterior or posterolateral technique, with local bone or bone allograft UJIJ/or intemal 090 
fixation; lumbar , 

22.07• 22612 Arthtodeai1, posterior or posterolateral technique, .m,le level; lumbar (with or without lateral tranlverae 090 
technique) I 

*Specialty reco value for new/reviled code 

RATIONALE: 

The wording for 22600-22612 has been changed to remove the references to bone graft and instrumentation to 
allow for separate reporting. It is estimated that approximately 10% of the cases will report the new bone graft 
code 209X2. However, the consensus committee has withdrawn the new instrumentation code W49 that may have 
·been used to separately report internal fixation because the wording in that new code was too variable in terms of 
work. The intention of the new code was to allow for reporting of minimal internal wire fixation .2J!II, and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the • 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. 

tnven this development, the consensus committee recommends that the descriptor changes to 22600-22612 go 
forward as presented, with the caveat that when/if a new instrumentation code to account for minimal internal 
fixation with wire is developed and approved, the value assigned to that add-on code should be subtracted from the 
RVWs for 22600-22612 at that time. 

The consensus committee recommends subtracting 0.18 from the current RVW for 22612 (also the survey median) 
to account for the fact that approximately 10% of the cases will now separately report the new bone graft code 
209X2. The recommended RVW is 22.07 (22.25-0.18). 

FREQUENCY INFORMATION 

How was tbis service previously reported? Please see Attachment A. 

How often do physicians in your speclaltv perfonn tbis service? 

Orthopaedic Surgeey _lL_ Commonly _ Sometimes _ Rarely 

Neurosurgeey .....x._ Commonly __ Sometimes __ Rarely 

&timate the nwnber of times tbis service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is tbis service perfonned by many physicians across the United States? X Yes No • 



Tracking/CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07 

CPT Descriptor: .'\..;Medesis, pesterier er pesterelateral teeiHHEJ:ae, widi leeal eeBe er eeBe allegt'tlft &/er 
iBtemal fi.xatiea; Arthrodesis, posterior or posterolateral technique, single level: lumbar, (with 

• or without lateral transverse technique) 

• 

• 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 150 Low: 30 High: 300 

Median Pre-Service Time: 90 Median Post-Service Time: 138 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 8 in Past 5 years: 25 

Sample Size: 274 Response Rate(%): 59 (22%) MEDIAN RVW: 22.25 

25th pctl RVW: 18.00 75th pctl RVW: 22.38 Low: 12.00 High: 30.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W39 22614 (new) Global Period: ZZZ Recommended RVW: 6.44 

CPT Descriptor: A..-tlu'edesis, pesterief e£ pestefelate£&1 tee.lmique, wHB: lee&l heBe ef heBe &llegHft ed,ler • 
imem&l fiKatiea; Arthrodesis, posterior or posterolateral technique, single level: each 
additional vertebral segment <List separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 50-year-old male undergoes posterior fusion for post-traumatic instability. Using a posterior 
approach to the thoracic, cervical, and/or lumbar spine, preparation of the lamina for the bone grafts is 
performed. Bone graft material is applied to the prepared bony surfaces. After closure of the wound, a brace or 
cast is applied. flbis is an "add-on" service to be reported in addition to the code for the definitive procedure. In 
estimating physician work/time, you are asked to consider ONLY the intra-service physician work/time for 
arthrodesis of EACH ADDmONAL vertebral segment.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: Skin, fascial, and muscle dissection is extended to provide for retraction amply for safe 
exposure to extend an additional level. The subperiosteal dissection of soft tissues is undertaken over the 
additional level and all soft tissue that would be interposed in the proposed arthrodesis area is removed. The 
cortices of the exposed bone of the posterior and lateral elements of the additional vertebrae are removed and 
cartilage and end-plate bone are removed from the facets of the added segment. the graft material is extended to 
the prepared bone of the additional level. Muscle, fascia, and skin are closed over the extended exposure . 

Post-service work: [N/A -This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 
'95R.VW CPI' 1995 Descriptor global 

18.05 22600 Arthrodeaia, poaterior teclmique, cervical below C2 Mgment, local bone or bone allograft aod/or i.ntemal 090 
fixation 

15.11 22610 Arthrodeaia, poaterior or po~terolatenl tec:Jmique, with local bone or bone allograft aod/or i.ntemal 090 
fixation; thoracic 

22.25 22612 Arthrodeaia, poaterior or pcmerolatenl tec:Jmique, with local bone or bone allograft aod/or i.ntemal 090 
fixation; lumbar 

6.44 22650 Arthrodesis, poaterior, polterolatenl or Iaten! tralllverae proceu teclmique, each additional intenpace ZZZ 

6.44• 22614 Arthrodeail, poaterior or polterolatenl tec:Jmique, aiqle level; each additional vertebral aegment (Lilt ZZZ 
aeparately in addition to code for primary procedure) 

'Specialty recommended value tor new/reviled coele 

RATIONALE: 
Code 22650 will be deleted and replaced with 22614. The survey median RVW, which is the current RVW of 
6.44, is recommended. This RVW represents a value that is 30% of the weighted average RVW value for the 
primary procedure codes 22600-22612 (weighting accounts for the fact that 22612 represents almost 90% of the 
"family" frequency). 

• 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-3196 for the work of additional services as a 
percentage of total services for arthrodesis and osteotomy procedures <Harvard University MFS Refinement. Final • 
Report. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW 
recommendations for spinal procedure "add-on" codes.] 
same as 22650 use 6.44 



Tracking/CPT: W39 22614 (new) Global Period: ZZZ Recommended RVW: 6.44 

CPT Descriptor: :1.41:ftr.edesis, pesterier er pesterelateral teeiHHEfae, witk leeal heae er heBe allegr&ft &Btller 
imemal fi.xatie&; Arthrodesis, posterior or posterolateral technique, single level: each 

• additional vertebral segment <List se,parately in addition to code for primary proce4ure) 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perform this service! 

Orthopaedic Surgery __L Commonly _ Sometimes __ Rarely 

Neurosurgery __L Commonly _ Sometimes __ Rarely 

Estimate the ntDDber of times this service might be provided nationally in a on~year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States! .... X~- Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

• Median Intra-Service Time: 40 Low: 15 High: 120 

-
Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 10 in Past 5 years: 30 

Sample Size: 274 Response Rate(%): 58 (21 %) MEDIAN RVW: 6.44 

25th pctl RVW: 6.00 75th pctl RVW: 9.50 Low:2.79 High: 20.65 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W 40 22630 (revised) Global Period: 090 Recommended RVW: 20.03 

CPT Descriptor: Arthrodesis, posterior interbody technique, single interspace; witB lee&l heBe er heae 
&llegraft &Btl/er iBtem&l wire f.i.xatiea, lumbar • 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 48-year-old male with a history of previous diskectomy and posterolateral fusion of U-5, 
presents with pseudarthrosis, minimal signs of nerve root dysfunction, and intractable back pain that improves 
with recumbency or back bracing. Using a posterior approach to L4-5, the canal and roots are exposed, the dural 
sac is mobilized, the disk interspace is evacuated, and the vertebral end plates are prepared for fusion. 
[Instrumentation and/or bone preparation or harvesting would be reported separately using the appropriate 
code(s).] 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
communicating with the referring physician and other health care professionals; and communicating with the 
patient to explain operative risks and benefits and to obtain informed consent. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient. Care is taken to position the patient to 
reduce intra-abdominal pressure and to provide for intraoperative radiographs. 

Intra-service work: An incision is made in the mid-line and carried through the subcutaneous tissue to the spinous 
processes. Muscles and fascia are removed from both sides of the spinous process and the posterior surface of the 
lamina out over the facets of the segment to be fused. The ligamentum flavum and/or scar are removed from 
between the laminae of the vertebrae to be fused. bone cutting tools are used to remove as much of the lamina 
above and below and as much of the medial edges of the facets as is necessary for adequate decompression and for • 
safe exposure of the disk space. The nerve root is carefully mobilized from adhesions and/or peridural membrane. 
Epidural veins are cauterized and cut. The nerve root is protected by packing and retraction. The anulus is 
incised and an ample section of it removed by sharp dissection. The nucleus is removed from within the disk 
space with rongeurs and curettes. Bone cutting instruments are used to remove cartilaginous and subchondral end­
plates of the vertebrae above and below the disk to be fused. the bone dissection is fashioned to accept the graft 
in a way that will provide for contact, maintenance of disk space height, and stability. (Instrumentation and/or 
bone harvesting, if used, are coordinated at this point, and are coded separately.) The graft(s) is impacted into the 
recipient site. From the other side of the table, the entire exposure, bone preparation, and graft insertion and 
impaction are repeated on the other side. The nerve roots are inspected to confirm that they are free of any 
impingement over the graft site or in the foramen. Interposition membrane, as by free fat graft, is used to cover 
the exposed dura and nerve root. Muscles and fascia are sutured. A drain is inserted through a separate stab 
wound. The subcutaneous tissues and skin are closed and sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family and the referring physician 
(including written and telephone reports and orders); removal of drain; and discharge day management. 
Additionally, all hospital visits and post-discharge office visits for this procedure for 90 days after the day of the 
operation are considered part of the post-operative work for this procedure; including evaluation of periodic 
laboratory reports and medication adjustments. 

• 



• 

• 

• 

Tracking/CPT: W40 22630 (revised) Global Period: 090 Recommended RVW: 20.03 

CPT Descriptor: Arthrodesis, posterior interbody technique, single interspace; with lee&l heBe er heBe 
&llegraft &Btller iBtem&l wire fiK&tiea, lumbar 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Descriptor global 

20.93 22630 Arthrodesis, posterior interbody technique, with local bone or bone allograft and/or iDtemal wire fixation, 090 
lumbar 

II 20.03• 22630 Arthrodesis, posterior illterbody technique, liugle intenpace; lumbar 090 

•specialty value for new/revJseo cooe 

RATIONALE: 

The wording for 22630 has been changed to remove the references to bone graft and instrumentation to allow for 
separate reporting. It is estimated that approximately 50% of the cases will report the new bone graft code 
209X2. However, the consensus committee has withdrawn the new instrumentation code W49 that may have been 
used to separately report internal fixation because the wording in that new code was too variable in terms of work. 
The intention of the new code was to allow for reporting of minimal internal wire fixation .QD!x, and not 
formal/extensive internal fixation involving plates, clamps, and screws. In addition, the text preceding the 
instrumentation procedures adds to the confusion of the applicability of the new instrumentation code W 49 because 
of the ambiguous use of the terms "motion" segments and "vertebral" segments. 

Given this development, the consensus committee recommends that the descriptor changes to 22630 go forward as 
presented, with the caveat that when/if a new instrumentation code to account for minimal internal fixation with 
wire is developed and approved, the value assigned to that add-on code should be subtracted from the RVW for 
22630 at that time. 

The consensus committee recommends subtracting 0.90 from the current RVW for 22630 (also the survey median) 
to account for the fact that approximately 50% of the cases will now separately report the new bone graft code 
209X2. The recommended RVW is 20.03 (20.93-0.90). 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perform this service? 

Orthopaedic Surgery __.x_ Commonly _ Sometimes _ Rarely 

Neurosurgery __ Commonly __.x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physiclans across the United States? X Yes No 



Tracking/CPr: W40 22630 (revised) Global Period: 090 Recommended RVW: 20.03 

CPr Descriptor: Arthrodesis, posterior interbody technique, single interspace; with lee&l 'heBe er 'heBe &llegr&ft 
&BEller imem&l wife fi:Htiea, lumbar • --------------------------------------------------------------------------

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Researdl Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Iqjury Association (ASIA) 

Median Intra-Service Time: 180 Low: 30 High: 300 

Median Pre-Service Time: 85 Median Post-Service Time: 144 

Length of Hospital Stay: 5 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 0 

Sample Size: 274 Response Rate (%): 46 (17%) MEDIAN RVW: 20.93 

25th pctl RVW: 20.93 75th pctl RVW: 22.00 Low: 15.00 High: 25.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W41 22632 (new) Global Period: ZZZ Recommended RVW: 5.23 

• CPT Descriptor: Arthrodesis, posterior interbody technique, single inters.pace; each additional inters,pace (List 
separately in addition to code for primary procedure) 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 48-year-old male with a history of previous diskectomy and posterolateral fusion, presents 
with pseudarthrosis, minimal signs of nerve root dysfunction, and intractable back pain that improves with 
recumbency or back bracing.· Using a posterior approach to the lumbar spine, the canal and roots are exposed, 
the dural sac is mobilized, the disk interspace is evacuated, and the vertebral end plates are prepared for fusion for 
each additional interspace. fThis is an "add-on" service to be reported in addition to the code for the definitive 
procedure. In estimating physician work/time, you are asked to consider ONLY the intra-service physician 
work/time for arthrodesis of EACH ADDmONAL interspace.] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: Skin, muscle, and fascia incisions are extended to provide for enough retraction to safely 
expose the additional interspace. The ligamentum flavum and/or scar is removed from between the laminae of the 
additional interspace. The laminae and medial edges of the facets are removed with bone cutting instruments to a 
degree sufficient to allow safe exposure of the disk space. The additional nerve roots are mobilized so that they 
can be safely retracted away from the disk. Epidural veins are cauterized and cut. The posterior anulus is 
partially excised. The nucleus is evacuated from the disk space. subchondral bone and cartilage are removed 
from the disk space with bone cutting instruments. The removal is done in a way to facilitate stable locking of a 
graft, maintenance of the height of the disk and adequate contact between the decorticated bone and the graft 
material. The entire procedure is repeated from the other side. (Instrumentation and/or bone harvesting, if used, 
are coordinated at this point, and are coded separately.) The graft is impacted into the disk space. The nerve 
roots are inspected to be sure they are free of impingement as they pass over the graft site and into the foramen. 
An interposition membrane, as by fat graft, is applied over the exposed dura and nerve roots of the additional 
space. The extended incision in muscle, subcutaneous tissue, and skin is closed. Tissues are placed and attached 
to external receptacles. · 

Post-service work: [N/A- This is an "add-on" service.] 



Tracking/CPI': W41 22632 (new) Global Period: ZZZ Recommended RVW: 5.23 

CPT Descriptor: Arthrodesis, posterior interbody technique, single interspace; each additional interspace a..ist 
separately in addition to code for primary procedure) • 

-------------
KEY REFERENCE SERVICE(S): 

'95.RVW CFI' 1995 Descriptor global 

22.12 22558 Arthrodeaia, anterior interbody teclmique; lumbar, with bone graft 090 

5.53 22585 Arthrodesis, anterior or anterolateral, each additional int.enpace (lilt upuately in addition to lingle level zzz 
artluodeaia) 

20.93 22630 Arthrodeaia, poaterior intelbody technique, with local bone or bone allograft and/or internal wire fixation, 090 
lumbar 

5.23• 22632 Arthrodeai1, polterior interbody technique, lingle int.enpace; each additional int.enpace (Lilt uparately in zzz 
addition to code for primary procedure) 

'Specialty recommended value for new/reviled code 

RATIONALE: 

The relationship of arthrodesis codes 22558 and 22585 are comparable reference service in terms of degree and 
depth of procedure. Applying the RVW ratio of these codes (5.53/22.12=25%) to the RVW for the primary 
procedure 22630 (20.93), an RVW or 5.23 (25% or 20.93) is recommended for 22632 instead of the survey 
median value of 8.00. 

[Note: A study of estimation of total-service work for multiple procedures and added procedures was undertaken 
as part of the Harvard University's Phase IV national study of resource-based relative value scales for physician 
services. The results of this study established a range of 16-31% for the work of additional services as a • 
percentage of total services for arthrodesis and osteotomy procedures <Harvard University MFS Refinement. Final 
Report. Phase 4, Volume 1, Table 6.1, July 1993). This range was used as a validity check for RVW 
recommendations for spinal procedure "add-on" codes.] 

FREQUENCY INFORMATION 

Bow was this service previously reported? Please see Attachment A. 

_ Bow often do physicians in your specialty perfonn this service? 

Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 

Neurosurgery _ CoiDIIlODly _ Sometimes __x_ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

• 



• 

• 

• 

TrackiDg/CPr: W41 22632 (new) Global Period: ZZZ Recommended RVW: 5.23 

CPr Descriptor: Arthrodesis, posterior interbody technique, single interspace; each additional interspace <List 
separately in addition to code for primary procedure) 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 60 Low: 30 High: 150 

Median Pre-Service Time: N/ A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/ A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/ A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 0 

Sample Size: 274 Response Rate(%): 48 (18%) MEDIAN RVW: 8.00 

25th pctl RVW: 6.44 75th pctl RVW: 12.00 Low: 3.85 High: 25.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W42 22800 (revised) Global Period: 090 Recommended RVW: 16.92 

CPT Descriptor: Arthrodesis, posterior, for spinal deformity, with or without cast, widl heBe gt=aft; up to 6 ~ 
less VefteBf&e Vertebral sements 

CLINICAL D~CRIPTION OF SERVICE: 

Survey V~g~~ette: A 20-year-old achondroplastic dwarf presents with scoliosis and progression. Using a posterior 
approach, a midline incision with bilateral subperiosteal retraction of muscle is performed. A bony bed over 
lamina and transverse process to accept a bone graft is prepared, and bone graft material is applied to the prepared 
bony surfaces, with or without application of a cast. [Instrumentation and/or bone grafting is to be reported 
separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms and 
laboratory studies; communicating with the referring physician and other health care professionals; and 
communicating with the patient to explain operative risks and benefits and to obtain informed consent. A detailed 
plan for the fusion is drawn up. Pre-service work also includes pre-operative scrubbing and positioning, prepping, 
and draping the patient. Preparation is necessary for scheduling and·intraoperative monitoring of neurologic 
functions and intraoperative x-ray assessment. 

Intra-service work: A mid-line incision is made over the vertebrae proposed for arthrodesis. Intraoperative x-ray 
confirms the level. Fascia and muscles are subperiosteally dissected from the lateral surfaces of the spinous 
processes and from the posterior surfaces of the Jaminae and facets and transverse processes. All soft tissue is 
carefully removed from the exposed areas of bone, including the interspinous ligaments, but excluding the 
ligamentum flavum. Capsules of the facets are removed. The cortices of all exposed bone surfaces are removed • 
and/or cut and shingled to provide for exposed cancellous bone over all of the posterior bony surfaces of the 
vertebrae to be arthrodesed. Bone cutting instruments are used to remove cartilage and subchondral bone from the 
facet joints. (Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded 
separately.) The bone graft material is applied to the prepared bony surfaces. The muscles and fascia, 
subcutaneous tissues, and skin are all sutured in layers. A drain is inserted through a separate stab wound. 
Sterile dressings are applied. Cast or other form of immobilization is added as required. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (mcluding written and telephone reports and orders); care and removal of the 
drain; monitoring of the patient's tolerance of the immobilization device and ambulatory functions; and discharge 
day management with instructions to the patient on wearing and care of the immobilization device. Additionally, 
all hospital visits and post-discharge office visits for this procedure for 90 days after the day of the operation are 
considered part of the post-operative work for this procedure; including repeated measurements of the curvature 
on radiographs, evaluation of periodic laboratory reports, and medication adjustments. 

• 



• 

• 

Tracking/CPI': W42 22800 (revised) Global Period: 090 Recommended RVW: 16.92 

CPI' Descriptor: Arthrodesis, posterior, for spinal deformity, with or without cast, widi ~eae gt=&ft; yp_JQ_6 ef 

less vefte~f&e vertebral segments 

KEY REFERENCE SERVICE(S): 

'95 RVW CPI' 1995 Descriptor global 

16.92 22800 Arthrodesis, posterior, for spinal deformity, with or without cut, with bone graft; 6 or leas vertebrae 090 

31.31 22802 Arthrodesis, posterior, for spinal deformity, with or without cast, with bone'graft; 7 or more vertebrae 090 

16.92• 22800 Arthrodesis, posterior, for spinal deformity, with or without cut; up to 6 vertebral segments 

·~peclalty recommended value tor new/revised coae 

RATIONALE: 

The term "with bone graft" in codes 22800-22802 implies bone allograft, however a bone allograft is never 
performed with these procedures. Therefore, the editorial change to correct the descriptors and remove the phrase 
"with bone graft" has no impact on total work. The survey median and current RVW of 16.92 is recommended. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How ofteit do physicians in your soeclaltv perfonn this service? 
Orthopaedic Surgery _x_ Commonly __ Sometimes _ Rarely 
Neurosurgery __ Commonly _ Sometimes _x_ Rarely 

&timate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injwy Association (ASIA) 

Median Intra-Service Time: 180 Low: 90 High: 300 

Median Pre-Service Time: 90 Median Post-Service Time: 155 

Length of Hospital Stay: 6 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 5 in Past 5 years: 15 

• Sample Size: 131 Response Rate(%): 34 (26%) MEDIAN RVW: 16.92 

25th pctl RVW· 16 92 75th pctl RVW. 18 75 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

TrackingiCPf: W43 22802 (revised) Global Period: 090 Recommended RVW: 31.31 

CPT Descriptor: Arthrodesis, posterior, for spinal deformity, with or without cast:, witft ~ea:e gt=aft; 7 er mere. 
m 12 vertebrae! segments 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vagnette: A 7-year-old female presents with rapidly increasing congenital scoliosis beyond 70°. Bending 
films correct the curve moderately. Using a posterior approach, a midline incision with bilateral subperiosteal 
retraction of muscle is performed. A bony bed over lamina and transverse process to accept a bone graft is 
prepared, and bone graft material is applied to the prepared bony surfaces, with or without application of a cast. 
[Instrumentation and/or bone grafting is to be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms and 
laboratory studies; communicating with the referring physician and other health care professionals; and 
communicating with the patient to explain operative risks and benefits and to obtain informed consent. 
Autologous blood donation is coordinated and a plan for the fusion is developed. Pre-service work also .includes 
pre-operative scrubbing and positioning, prepping, and draping the patient. Preparation is necessary for 
intraoperative monitoring of neurologic functions and intraoperative x-ray assessment. 

Intra-service work: A mid-line incision is made over the vertebrae proposed for arthrodesis. Intraoperative x-ray 
confirms the level. Fascia and muscles are subperiosteally dissected from the lateral surfaces of the spinous 
processes and from the posterior surfaces of the laminae and facets and transverse processes. All soft tissue is 
carefully removed from the exposed areas of bone, including the interspinous ligaments, but excluding the • 
ligamentum flavum. Capsules of the facets are removed. The cortices of all exposed bone surfaces are removed 
and/or cut and shingled to provide for exposed cancellous bone over all of the posterior bony surfaces of the 
vertebrae to be arthrodesed. Bone cutting instruments are used to remove cartilage and subchondral bone from the 
facet joints. (Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded 
separately.) The bone graft material is applied to the prepared bony surfaces. The muscles and fascia, 
subcutaneous tissues, and skin are all sutured in layers. A drain is inserted through a separate stab wound. 
Sterile dressings are applied. Cast or other form of immobilization is added as required. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (including written and telephone reports and orders); care and removal of the 
drain; monitoring of the patient's tolerance of the immobilization device and ambulatory functions; and discharge 
day management with instructions to the patient on wearing and care of the immobilization device. Additionally, 
all hospital visits and post-discharge office visits for this procedure for 90 days after the day of the operation are 
considered part of the post-operative work for this procedure; including repeated measurements of the curvature 
on radiographs, evaluation of periodic laboratory reports and medication adjustments. 

• 



• 

• 

Tracking/CPT: W43 22802 (revised) Global Period: 090 Recommended RVW: 31.31 

CPT Descriptor: Arthrodesis, posterior," for spinal deformity, with or without cast, with: heBe gtoaft; 7 er mere 
1Q 12 vertebrae! segments 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Descriptor global 

16.92 22800 Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graft; 6 or leas vertebrae 090 

31.31 2.2802 Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graft; 7 or more vertebrae 090 

31.31• 22802 Arthrodesis, posterior, for spinal deformity, with or without cast; 7 to 12 vertebral~egments 090 

•specialty reco value tor newtrevuea coae 

RATIONALE: 

The term "with bone graft" in codes 22800-22802 implies bone allograft, however a bone allograft is never 
performed with these procedures. Therefore, the editorial change to correct the descriptors and remove the phrase 
"with bone graft" has no impact on total work. The survey median and current RVW of 31.31 is recommended. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 
Orthopaedic Surgery _x_ Commonly __ Sometimes _ Rarely 
Neurosurgery _ Commonly __ Sometimes ....x_ Rarely 

Estimate the number of times this service might be provided nationally in a on~year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes _No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal!JUury Association (ASIA) 

Median Intra-Service Time: 200 Low: 120 High: 300 

Median Pre-Service Time: 90 Median Post-Service Time: 170 

Length of Hospital Stay: 6 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 5 in Past 5 years: 20 

• Sample Size: 131 Response Rate(%): 34 (26%) MEDIAN RVW: 31.31 

25th pctl RVW • 23 25 75th pctJ RVW· 31 31 I ow· 17 0Q High· 37 46 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W44 22804 (new) Global Period: 090 Recommended RVW: 35.00 

CPT Descriptor: Arthrodesis, posterior, for spinal deformity, with or without cast, with heae gmft; 13 or 
more vertebral segments • 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V.gnette: A 12-year-old male presents with a long paralytic scoliotic curve secondary to muscular 
dystrophy. Using a posterior approach, a midline incision with bilateral subperiosteal retraction of muscle is 
performed. A bony bed over lamina and transverse process to accept a bone graft is prepared, and bone graft 
material is applied to the prepared bony surfaces, with or without application of a cast. [Instrumentation and/or 
bone grafting is to be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms, cardiac 
and pulmonary function studies, if indicated, and laboratory studies; communicating with the referring physician 
and other health care professionals; and communicating with the patient to explain operative risks and benefits and 
to obtain informed consent. Autologous blood donation is coordinated. Pre-service work also includes pre­
operative scrubbing and positioning, prepping, and draping the patient Preparation is necessary for intraoperative 
monitoring of neurologic functions, intraoperative x-ray assessment, and cell saver. 

Intra-service work: A mid-line incision is made over the vertebrae proposed for arthrodesis. Intraoperative x-ray 
confirms the level. Fascia and muscles are subperiosteally dissected from the lateral surfaces of the spinous 
processes and from the posterior surfaces of the laminae and facets and transverse processes. All soft tissue is 
carefully removed from the exposed areas of bone, including the interspinous ligaments, but excluding the 
ligamentum flavum. Capsules of the facets are removed. The cortices of all exposed bone surfaces are removed • 
and/or cut and shingled to provide for exposed cancellous bone over all of the posterior bony sudaces of the 
vertebrae to be arthrodesed. Bone cutting instruments are used to remove cartilage and subchondral bone from the 
facet joints. (Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded 
separately.) The bone graft material is applied to the prepared bony surfaces. The muscles and fascia, 
subcutaneous tissues, and skin are all sutured in layers. A drain is inserted through a separate stab wound. 
Sterile dressings are applied. Cast or other form of immobilization is added as required. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (mcluding written and telephone reports and orders); care and removal of the 
drain; monitoring of the patient's tolerance of the immobilization device and ambulatory functions; and discharge 
day management with instructions to the patient on wearing and care of the immobilization device. Additionally, 
all hospital visits and post-discharge office visits for this procedure for 90 days after the day of the operation are 
considered part of the post-operative work for this procedure; including repeated measurements of the curvature 
on radiographs, evaluation of periodic laboratory reports and medication adjustments. 

• 



• 
Tracki.Dg/CPI': W44 22804 (new) Global Period: 090 Recommended RVW: 35.00 

CPI' Descriptor: Arthrodesis, posterior, for spinal deformity, with or without cast, wil:B ee&e gt=aft; 13 or 
more vertebral segments 

KEY REFERENCE SERVICE(S): 
'95 R.VW CPI' 1995 Descriptor global 

16.92 22800 Anhrodeais, poaterior, for apinal deformity, with or without cut, with bone graft; 6 or leas vertebrae 090 

31.31 22802 Arlhrodeaia, posterior, for 1pinal deformity, with or without cast, with bone graft; 7 or more vertebme 090 

35.00* 22804 Arlhrodesia, posterior, for apinal deformity, with or without caat; 13 or more vertebral aegmenU 090 

•specialty recommended value tor new/reviled code 

RATIONALE: 
22804 was added to allow for reporting of long segment arthrodesis, which is a significantly larger procedure than 
revised code 22802 (1 to 12 segments). The survey median RVW of 35.00 is recommended because it is valued 
appropriately relative to 22800 and 22802 and takes into account that these long segment procedures were 
probably reported as 22802-22 in the past. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 
Orthopaedic Surgeey _x_ Commonly __ Sometimes _ Rarely 
Neurosurgeey __ Commonly __ Sometimes __x_ Rarely 

• Emmate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 240 Low: 135 High: 360 

Median Pre-Service Time: 95 Median Post-Service Time: 203 

Length of Hospital Stay: 7 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 5 in Past 5 years: 25 

Sample Size: 131 Response Rate (%): 35 (27%) MEDIAN RVW: 35.00 

• 25th pctl RVW: 30.00 75th pctl RVW: 38.00 Low: 17.00 High: 50.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W45 22808 (new) Global Period: 090 Recommended RVW: 25.00 

CPI' Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral segments • 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: An 18-year-old male presents with thoracic kyphosis, second to Scheuermann's disease. Using 
a transthoracic, thoracoabdominal approach, osteotomies are performed (2 to 3 vertebral segments) and vertebrae 
are prepared to accept graft and bone graft material is applied to the prepared bony surfaces. A cast may or may 
not be applied. [Instrumentation and/or bone grafting is to be reported separately using the appropriate code(s).] 

PrHervice work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms and 
laboratory studies; communicating with the referring physician and other health care professionals; and 
communicating with the patient to explain operative risks and benefits and to obtain informed consent. Pre-service 
work also includes pre-operative scrubbing and positioning, prepping, and draping the patient. Preparation is 
necessary for intraoperative monitoring of neurologic functions and intraoperative x-ray assessment. Preoperative 
x-rays are analyzed to select the site of the incision and rib to be excised. 

Intra-service work: The skin and muscles are incised to expose the rib(s) chosen for excision. After rib 
resection, pleura is divided and the lung collapsed. If necessary, the diaphragm is incised and detached from the 
chest wall. The intercostal and/or lumbar vessels are clamped, neurologic function monitored, and, if stable, they 
are ligated as close to the aorta as possible and the aorta and vena cava are displaced. Periosteal and muscle 
attachments are mobilized from the anterior surfaces of the spine in the area to be fused. The level is confirmed 
by x-ray. The anulus is removed from the anterior portion of the disks of the segments to be fused. The nucleus • 
is evacuated from the disk space. Bone cutting instruments are used to remove the cartilaginous end-plates and 
bony end-plates of the vertebrae above and below in a fashion to accept the proposed grafting material. 
(Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded separately.) The bone 
graft is inserted and impacted into the disk spaces. (Alternatively, bone cutting instruments may be used to 
prepare sites for the graft within the bodies of the vertebrae to be fused and strut grafts impacted across the 
proposed fusion area and supplemented with cancellous bone packing.) Impaction of the graft is coordinated with 
manipulation of the vertebrae so that stability of the graft is insured. The stability of the graft, the integrity of the 
great vessels, and hemostasis are confirmed. The pleura is repaired. The muscles of the chest and/or abdominal 
wall are closed in layers. A chest tube is inserted and sutured. The subcutaneous tissues and skin are sutured. 
Sterile dressings are applied. If needed in the immediate postoperative period, casting or another external 
immobilization device is applied. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (including written and telephone reports and orders); care and removal of the 
chest tube and drain; monitoring chest x-rays; monitoring of the patient's tolerance of the immobilization device 
and ambulatory functions; and discharge day management with instructions to the patient on wearing and care of 
the immobilization device. Additionally, all hospital visits and post-discharge office visits for this procedure for 
90 days after the day of the operation are considered part of the post-operative work for this procedure; including 
evaluation of periodic curve measurement, laboratory reports, and medication adjustments. 

• 



• 

• 

• 

Tracking/CPr: W45 22808 (new) Global Period: 090 Recommended RVW: 25.00 

CPr Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral segments 

KEY REFERENCE SERVICE(S): 

CPr 1995 Descriptor global 

Arthrodesis, anterior, for spinal deformity, with or without cast, with bone graft; 4 to 7 vertebrae 090 

Arthrodesis, anterior, for spinal deformity, with or without cut; 2 to 3 vertebral1egments 090 

RATIONALE: 

The new code 22808 was added to allow reporting arthrodesis of fewer than 4 segments. The survey median 
RVW of 25.00 is recommended because it is appropriate relative to the RVW for the existing code 22810. Note: 
The term "with bone graft" in code 22810 implies bone allograft, however a bone allograft is never performed 
with this procedure. Therefore, the editorial change to correct the descriptor and remove the phrase "with bone 
graft" has no impact on total work and should not be considered in the determination of the RVW for 22808. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 
Orthopaedic Surgery _L Commonly _ Sometimes __ Rarely 
Neurosurgery __ Commonly _ Sometimes _L Rarely 

Estima~ the nwnber of times this service might be provided nationally in a on~year period? Please see Attachment 
A. -

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS}; American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA}; North American Spine Society (NASS}; Scoliosis Research Society (SRS}; Cervical 
Spine Research Society (CSRS}; American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 180 Low: 90 High: 300 

Median Pre-Service Time: 90 Median Post-Service Time: 191 

Length of Hospital Stay: 7 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 2 in Past 5 years: 10 

Sample Size: 131 Response Rate(%): 34 (26%) MEDIAN RVW: 25.00 

25th pctl RVW: 23.17 75th pctl RVW: 29.00 Low: 16.00 High: 40.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

TrackiDg/CPI': W46 22810 (revised) Global Period: 090 Recommended RVW: 29.00 

CPI' Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 4 to 7 vertebrael sements •. 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vtgnette: An 18-year-old male presents with thoracic kyphosis, second to Scheuermann's disease. Using 
a transthoracic, thoracoabdominal or retroperitoneal approach, osteotomies are performed (4 to 7 vertebral 
segments) and vertebrae are prepared to accept graft. A cast may or may not be applied. [Instrumentation arullor 
bone grafting is to be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms and 
laboratory studies; arranging for autologous blood donation; communicating with the referring physician and other 
health care professionals; and communicating with the patient to explain operative risks and benefits and to obtain 
informed consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and draping 
the patient. Preparation is necessary for intraoperative cell-saver and monitoring of neurologic functions and 
intraoperative x-ray assessment. Preoperative x-rays are analyzed to select the site of the incision and rib to be 
excised. 

Intra-service work: The skin and muscles are incised to expose the rib(s) chosen for excision. After rib 
resection, pleura is divided and the lung collapsed. If necessary, the diaphragm is incised and detached from the 
chest wall. The intercostal and/or lumbar vessels are clamped, neurologic function monitored, and, if stable, they 
are ligated as close to the aorta as possible and the aorta and vena cava are displaced. Periosteal and muscle 
attachments are mobilized from the anterior surfaces of the spine in the area to be fused. The level is confirmed 
by x-ray. The anulus is removed from the anterior portion of the disks of the segments to be fused. The nucleus • 
is evacuated from the disk space. Bone cutting instruments are used to remove the cartilaginous end-plates and 
bony end-plates of the vertebrae above and below in a fashion to accept the proposed grafting material. 
(Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded separately.) The bone 
graft is inserted and impacted into the disk spaces. (Alternatively, bone cutting instruments may be used to 
prepare sites for the graft within the bodies of the vertebrae to be fused and strut grafts impacted across the 
proposed fusion area and supplemented with cancellous bone packing.) Impaction of the graft is coordinated with 
manipulation of the vertebrae so that stability of the graft is insured. The stability of the graft, the integrity of the 
great vessels, and hemostasis are confirmed. The pleura is repaired. The muscles of the chest and/or abdominal 
wall are closed in layers. A chest tube is inserted and sutured. The subcutaneous tissues and skin are sutured. 
Sterile dressings are applied. If needed in the immediate postoperative period, casting or another external 
immobilization device is applied. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (including written and telephone reports and orders); care and removal of the 
chest tube and drain; monitoring chest radiographs; monitoring of the patient's tolerance of the immobilization· 
device and ambulatory functions; and discharge day management with instructions to the patient on wearing and 
care of the immobilization device. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic radiographs of the curve, laboratory reports, and medication 
adjustments. 

• 



Tracking/CPI': W46 22810 (revised) Global Period: 090 Recommended RVW: 29.00 

CPI' Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 4 to 7 vertebrae! segments 

•. KEY REFERENCE SERVICE(S): 

• 

• 

'9SR.VW CPI' 199S Descriptor global 

29.00 22810 Arthrodesis, anterior, for spinal deformity, with or without c:aat, with bone graft; 4 to 7 vertebrae 090 

29.00* 22810 Arthrodesis, anterior, for 1piual deformity, with or without cue; 4 to 7 vertebral segments 090 

•~jpec18.1ty reco value tor new/reYIBOd COCie 

RATIONALE: 

The term "with bone graft" in code 22810 implies bone allograft, however a bone allograft is never performed 
with this procedure. Therefore, the editorial change to correct the descriptor and remove the phrase "with bone 
graft" has no impact on total work. The survey median and CUITellt RVW of 29.00 is recommended. 

FREQUENCY INFORMATION 

Bow was this service previously reported? Please see Attachment A. 

Bow often do physiclam in your specialty perform this service? 
Orthopaedic Surgery _.x._ Commonly _ Sometimes _ Rarely 
Neurosurgery __ Commonly _ Sometimes ..]L_ Rarely 

Emmate the number of times this service might be provided nationally in a one-year period? 
A. 

Is this service performed by many physiclam across the United States? X Yes 

SURVEY DATA: 

Please see Attachment 

No 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Allsociation of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Allsociation (ASIA) 

Median Intra-Service Time: 240 Low: 100 High: 360 

Median Pre-Service Time: 90 Median Post-Service Time: 191 

Length of Hospital Stay: 7 Number ofiCU Days: 1 

Number & Level of Post-Hospital Visits: 4 x 15 minutes 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years:· 10 

Sample Size: 131 Response Rate(%): 34 (26%) MEDIAN RVW: 29.00 

25th pctl RVW: 27.00 75th pctl RVW: 29.75 Low: 17.00 High: 45.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking!CPI': W47 22812 (revised) Global Period: 090 Recommended RVW: 31.00 

CPI' Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 8 or more vertebrae! ... 
segments · 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: An 18-year-old male presents with thoracic kyphosis, second to Scheuermann's disease. Using 
a transthoracic, thoracoabdominal or retroperitoneal approach, osteotomies are performed (8 or more vertebral 
segments) and vertebrae are prepared to accept graft. A cast may or may not be applied. [Instrumentation and/or 
bone grafting is to be reported separately using the appropriate code(s).] 

Pre-service work: includes obtaining and reviewing pre-operative and hospital admission roentgenograms and 
laboratory studies; arranging or autologous blood donation; communicating with the referring physician and other 
health care professionals; and communicating with the patient to explain operative risks and benefits and to obtain 
informed consent. Pre-service work also includes pre-operative scrubbing and positioning, prepping, and draping 
the patient. Preparation is necessary for intraoperative cell-saver and monitoring of neurologic functions and 
intraoperative x-ray assessment. Preoperative x-rays are analyzed to select the site of the incision and rib to be 
excised. 

Intra-service work: The skin and muscles are incised to expose the rib(s) chosen for excision. After rib 
resection, pleura is divided and the lung collapsed. If necessary, the diaphragm is incised and detached from the 
chest wall. The intercostal and/or lumbar vessels are clamped, neurologic function monitored, and, if stable, they 
are ligated as close to the aorta as possible and the aorta and vena cava are displaced. Periosteal and muscle 
attachments are mobilized from the anterior surfaces of the spine in the area to be fused. The level is confirmed • 
by x-ray. The anulus is removed from the anterior portion of the disks of the segments to be fused. The nucleus 
is eva_cuated from the disk space. Bone cutting instruments are used to remove the cartilaginous end-plates and 
bony end-plates of the vertebrae above and below in a fashion to accept the proposed grafting material. 
(Instrumentation and/or bone grafting, if used, are coordinated at this point, and are coded separately.) The bone 
graft is inserted and impacted into the disk spaces. (Alternatively, bone cutting instruments may be used to 
prepare sites for the graft within the bodies of the vertebrae to be fused and strut grafts impacted across the 
proposed fusion area and supplemented with cancellous bone packing.) Impaction of the graft is coordinated with 
manipulation of the vertebrae so that stability of the graft is insured. The stability of the graft, the integrity of the 
great vessels, and hemostasis are confirmed. The pleura is repaired. The muscles of the chest and/or abdominal 
wall are closed in layers. A chest tube is inserted and sutured. The subcutaneous tissues and skin are sutured. 
Sterile dressings are applied. If needed in the immediate postoperative period, casting or another external 
immobilization device is applied. 

Post-service work: includes patient stabilization and monitoring of neurologic status; communication with the 
family and the referring physician (including written and telephone reports and orders); care and removal of the 
chest tube and drain; monitoring chest radiographs; monitoring of the patient's tolerance of the immobilization 
device and ambulatory functions; and discharge day management with instructions to the patient on wearing and 
care of the immobilization device. Additionally, all hospital visits and post-discharge office visits for this 
procedure for 90 days after the day of the operation are considered part of the post-operative work for this 
procedure; including evaluation of periodic radiographs of curve, laboratory reports, and medication adjustments . 

• 



Tracking/CPf: W47 22812 (revised) Global Period: 090 Recommended RVW: 31.00 

CPI' Descriptor: Arthrodesis, anterior, for spinal deformity, with or without cast; 8 or more vertebrae! 

- segments 

11·,---------

• 

• 

KEY REFERENCE SERVICE(S): 
'95R.VW CPI' 1995 Delcriptor global 

29.00 22810 Arthrodesis, anterior, for spinal deformity, with or without cast, with bone graft; 4 to 7 vertebrae 090 

27:1.0 22812 Arthrodesis, anterior, for spinal deformity, with or without cast, with bone graft; 8 or more vertebrae 090 

31.00* 22812 Arthrodesis, anterior, for spinal deformity, with or without case; 8 or more vertebral segmema 0901 
•soecial1 p ty recommended value for new/revised code 

RATIONALE: 
The current RVW values for 22810 and 22812 reflect a Medicare fee schedule anomaly because the work of 
22810 is greater than the work of 22812, yet the current RVW for 22810 is less than the RVW for 22812. This 
relativity is reinforced by the survey results for these codes, where the service times and RVW median for 22812 
is greater than 22810. The consensus committee, therefore, recommends the survey median RVW of 31.00 to 
correct this anomaly. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your soeclaltv perform this service? 
Orthopaedic Surgery ___x_ Commonly __ Sometimes __ Rarely 
Neurosurgery __ Commonly _ Sometimes ___x_ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of Noi1h American (POSNA); Noi1h American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 270 Low: 120 High: 600 

Median Pre-Service Time: 90 Median Post-Service Time: 191 

Length of Hospital Stay: 7 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 5 at 15 minutes 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 5 

Sample Size: 131 . Response Rate(%): 33 (25%) MEDIAN RVW: 31.00 

25th pctl RVW: 29.00 75th pctl RVW: 34.00 Low: 18.00 High: 50.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

TrackiDg/CPI': WSO 22842 (revised) Global Period: ZZZ Recommended RVW: 14.37 ~l 

CPI' Descriptor: Posterior segmental fititiee: instrumentation (eg, pedicle fixation, dual rods with multiple •. 
hooks and sublaminal wires); 2 to 6 vertebral sements 

CLINICAL DESCRIPriON OF SERVICE: 

Survey Vagnette: A 50-year-old male undergoes a posterior lumbar arthrodesis of L3 to L5 for degenerative disc 
disease. After the dissection and preparation of the lamina for the bone graft, screws are placed in both of the 
pedicles of L3, L4, and L5. X-rays confirm the proper positioning of the screws. The screws are attached to 
rods fashioned to fit the contours of the spine. [For this code, please consider only that portion of the procedure 
that is the actual insertion of the instrumentation. Arthrodesis and/or bone grafting would be reported separately 
using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: After a detailed plan for the instrumentation is drawn on the radiograph or on paper, each of 
the two to six vertebrae to be fused are completely cleaned of soft tissue attachments from the posterior elements, 
those vertebrae selected for segmental fixation are prepared by removal of those portions of the ligamentum 
flavinum and bone that would interfere with proper seating of the fixation device. For pedicle fixation at certain 
levels, the posterior cortex directly posterior to the pedicle is drilled or removed with bone cutting tools. Entry 
into the central portion of the pedicle is confirmed by biplane or C-arm x-ray. Pathway for a screw is prepared 
through the pedicle and into the vertebral body and the depth measured. (Alternatively, ligament flavum is 
dissected from the undersurface of the lamina at each segment to be segmentally fixed and a passageway for 
sublaminar wires is prepared with careful protection of the underlying dura and neural elements; or, laminae • 
and/or transverse processes and/or spinous processes are prepared for multiple segmental fixation with wires or 
hooks.) Screws are placed through the pedicle into the vertebral body on each side of each vertebra to be · 
segmentally fixed. (Alternatively, wires are placed under each lamina centrally and separated so that a wire is 
under each side of each lamina; or, hooks or claws are placed about the transverse processes and laminae at the 
chosen vertebrae; or, button and wire devices are placfd through both sides of each spinous process.) 
(Decortication and other preparation for arthrodesis and/or bone graft preparation, coded separately if used, are 
coordinated at this point.) The rod or plate device to be fixed by the segmental fixation is bent to contour to the 
spine and to achieve the desired posture of the instrumented segments. The rods or plates are then attached to the 
segmental fixation by application of nuts or other devices unique to the chosen instrumentation. Correction of the 
deformity is achieved by sequentially compressing or distracting between appropriate hooks or screws. Wires are 
carefully tightened around the rods with care to provide secure fixation without over stressing the wires or the 
bone. All components of the instrumentation are carefully checked for secure positioning and freedom from 
impingement against dura or neural structures. Spinal cord monitoring is checked. Radiographic confirmation of 
the placement of the devices and spinal posture is obtained. Hook or wire and rod position is monitored on each 
postoperative radiograph and compared with the prior radiograph. 

Post-service work: [N/A- This is an "add-on" service.] 

• 



• 

• 

• 

Tracking/CPT: WSO 22842 (revised) Global Period: ZZZ Recommended RVW: 14.37 

CPT Descriptor: Posterior segmental futatiea instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 2 to 6 vertebral segments 

KEY REFERENCE SERVICE(S): 

'9SRVW CPI' 1995 Descriptor global 

14.42 22842 Posterior instrumentation; .egmental fixation (eg, pedicle fixation, dual rods with multiple boob and 000 
sublaminal wires) 

14.37• 22842 Posterior .egmental instrumentation (eg, pedicle fixation, dual roda with multiple boob and 111blaminal zzz 
wires); 2 to 6 vertebral aegmenta 

*Specwty reco value tor new/revised code 

RATIONALE: 

Code 22842 has been expanded into the family of codes 22842-22844 to allow for separate reporting of posterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22842 (99%); 22843 ( < 1 %); and 22844( < 1 %). The committee also believes that the relationship 
between the survey median RVWs for the three codes is accurate: 22842 (14.42); 22843 (18.00); and 22844 
(22.00). However, to maintain Medicare budget neutrality, the value for 22842 will have to be less than the 
current RVW, if the value for 22843 and 22844 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.99)X + (O.OOS)Y + 
(O.OOS)Z = 14.42 (current RVW for 22842). Work relationship: X/14.42 = Y/18.00 = Z/20.00. Where X is 
the RVW for 22842; Y is the RVW for 22843; and Z is the RVW for 22844. Solving for X, Y, and Z results in 
the following recommended RVW for each code: 2284l = 14.37; 22843=17.94; and 22844=21.92. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physiclam in your specialty perform this service? 

Orthopaedic Surgery __x_ Commonly _ Sometimes __ Rarely 

Neurosurgery __ Commonly __x_ Sometimes __ Rarely 

&timate the munber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes No 



TrackiDg/CPr: WSO 22842 (revised) Global Period: ZZZ Recommended RVW: 14.37 

CPr Descriptor: Posterior segmental fi.xatieB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 2 to 6 vertebral segments 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 105 Low: 40 High: 300 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A. 

Length of Hospital Stay: N/ A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 11 in Past 5 years: 48 

Sample Size: 251 Response Rate (%): 51 (20%) MEDIAN RVW: 14.42 

25th pctl RVW: 14.42 75th pctl RVW: 18.50 Low: 7.16 High: 32.00 

• 
"'' 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': W51 22843 (new) Global Period: ZZZ Recommended RVW: 17.94 

• CPI' Descriptor: Posterior segmental fi.xatieB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 7 to 12 vertebral segments 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 12-year-old female undergoes correction of a scoliosis and fusion of T4 to T12. After 
preparation of the lamina, Luque rods are fashioned to fit the contours of the corrected spine and attached at every 
other level with wires passed under the lamina and tightened around the rods. [For this code, please consider only 
that portion of the procedure that is the actual insertion of the instrumentation. Arthrodesis and/or bone grafting 
would be reported separately using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: After a detailed plan for the instrumentation is drawn on the radiograph or on paper, each of 
the seven to 12 vertebrae to be fused are completely cleaned of soft tissue attachments from the posterior 
elements, those vertebrae selected for segmental fixation are prepared by removal of those portions of the 
ligamentum flavinum and bone that would interfere with proper seating of the fixation device. For pedicle 
fixation at certain levels, the posterior cortex directly posterior to the pedicle is drilled or removed with bone 
cutting tools. Entry into the central portion of the pedicle is confirmed by biplane or C-arm x-ray. Pathway for a 
screw is prepared through the pedicle and into the vertebral body and the depth measured. (Alternatively, 
ligament flavum is dissected from the undersurface of the lamina at each segment to be segmentally fixed and a 
passageway for sublaminar wires is prepared with careful protection of the underlying dura and neural elements; 
or, laminae and/or transverse processes and/or spinous processes are prepared for multiple segmental fixation with 
wires or hooks.) Screws are placed through the pedicle into the vertebral body on each side of each vertebra to be 
segmentally fixed. (Alternatively, wires are placed under each lamina centrally and separated so that a wire is 
under each side of each lamina; or, hooks or claws are placed about the transverse processes and laminae at the 
chosen vertebrae; or, button and wire devices are placed through both sides of each spinous process.) 
(Decortication· and other preparation for arthrodesis and/or bone graft preparation, coded separately if used, are 
coordinated at this point.) The rod or plate device to be fixed by the segmental fixation is bent to contour to the 
spine and to achieve the desired posture of the instrumented segments. The rods or plates are then attached to the 
segmental fixation by application of nuts or other devices unique to the chosen instrumentation. Correction of the 
deformity is achieved by sequentially compressing or distracting between appropriate hooks or screws. Wires are 
carefully tightened around the rods with care to provide secure fixation without over stressing the wires or the 
bone. All components of the instrumentation are carefully checked for secure positioning and freedom from 
impingement against dura or neural structures. Spinal cord monitoring is checked. Radiographic confirmation of 
the placement of the devices and spinal posture is obtained. Hook or wire and rod position is monitored on each 
postoperative radiograph and compared with the prior radiograph.to be fused. 

Post-service work: [N/A- This is an "add-on" service.] 



Tracking/CPr: W51 22843 (new) Global Period: ZZZ Recommended RVW: 17.94 

CPr Descriptor: Posterior segmental maaeB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 7 to 12 vertebral segments • 

-------------
KEY REFERENCE SERVICE(S): 

'95RVW CPI' 1995 Deec:riptor global 

14.42 22842 Polterior inatrumentation; aegmema1 fixation (eg, pedicle fixation, dual rocla with multiple hoob and 000 
IUblaminal wiru) 

17.94• 22843 Polterior aegmema1 inltrumemation (eg, pedicle fixation, dual rocla with multiple boob and IUblaminal zzz 
wiru); 7 to 12 vertebral 16J1D6DU 

•specwty value tor new/reviled code 

RATIONALE: 

Code 22842 has been expanded into the family of codes 22842-22844 to allow for separate reporting of posterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22842 (99%); 22843 ( < 1 %); and 22844( < 1 %). The committee also believes that the relationship 
between the survey median RVWs for the three codes is accurate: 22842 (14.42); 22843 (18.00); and 22844 
(22.00). However, to maintain Medicare budget neutrality, the value for 22842 will have to be less than the 
current RVW, if the value for 22843 and 22844 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.99)X + (O.OOS)Y + 
(O.OOS)Z = 14.42 (current RVW for 22842). Work relationship: X/14.42 = Y/18.00 = Z/20.00. Where X is 
the RVW for 22842; Y is the RVW for 22843; and Z is the RVW for 22844. Solving for X, Y, and Z results in • 
the following recommended RVW for each code: 2%842 = 14.37; 2.2843=17.94; and 2.2844=21.92. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in vour specialty perfonn this service? 

Orthopaedic Surgezy _x_ Commonly _ Sometimes _ Rarely 

Neurosurgezy _ Commonly _ Sometimes _x_ Rarely 

&timate the nmnber of tunes this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

• 



•• 

• 

• 

Global Period: ZZZ Recommended RVW: 17.94 

CPT Descriptor: Posterior segmental fiK&tieB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 7 to 12 vertebral segments 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal lnjucy Association (ASIA) 

Median Intra-Service Time: 120 Low: 90 High: 420 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times .Provided in Past 12 months (Median): 9 in Past 5 years: 40 

Sample Size: 147 Response Rate(%): 37 (25%) MEDIAN RVW: 18.00 

25th pctl RVW: 16.00 75th pctl RVW: 22.00 Low: 10.00 High: 35.00 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking!CPT: W52 22844 (new) Global Period: ZZZ Recommended RVW: 21.92 

CPT Descriptor: Posterior segmental fHEeaea instrumentation (eg, pedicle fixation, dual rods with multiple • 
hooks and sublaminal wires); 13 or more vertebral segments 

CLINICAL DESCRIPTION OF SERVICE: 

Survey VJgDette: A 12-year-old female undergoes correction of a scoliosis and fusion of more than 13 vertebral 
segments. After preparation of the lamina, Luque rods are fashioned to fit the contours of the corrected spine and 
attached at every other level with wires passed under the lamina and tightened around the rods. [For this code, 
please consider only that portion of the procedure that is the actual insertion of the instrumentation. Arthrodesis 
and/or bone grqfting would be reported separately using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: After a detailed plan for the instrumentation is drawn on the radiograph or on paper, each of 
the 13 or more vertebrae to be fused are completely cleaned of soft tissue attachments from the posterior elements, 
those vertebrae selected for segmental fixation are prepared by removal of those portions of the ligamentum 
flavinum and bone that would interfere with proper seating of the fixation device. For pedicle fixation at certain 
levels, the posterior cortex directly posterior to the pedicle is drilled or removed with bone cutting tools. Entry 
into the central portion of the pedicle is confirmed by biplane or C-arm x-ray. Pathway for a screw is prepared 
through the pedicle and into the vertebral body and the depth measured. (Alternatively, ligament flavum is 
dissected from the undersurface of the lamina at each segment to be segmentally fixed and a passageway for 
sub laminar wires is prepared with careful protection of the underlying dura and neural elements; or, laminae 
and/or transverse processes and/or spinous processes are prepared for multiple segmental fixation with wires or • 
hooks.) Screws are placed through the pedicle into the vertebral body on each side of each vertebra to be 
segmentally fixed. (Alternatively, wires are placed under each lamina centrally and separated so that a wire is 
under each side of each lamina; or, hooks or claws are placed about the transverse processes and laminae at the 
chosen vertebrae; or, button and wire devices are placed through both sides of each spinous process.) 
(Decortication and other preparation for arthrodesis and/or bone graft preparation, coded separately if used, are 
coordinated at this point.) The rod or plate device to be fixed by the segmental fixation is bent to contour to the 
spine and to achieve the desired posture of the instrumented segments. The rods or plates are then attached to the 
segmental fixation by application of nuts or other devices unique to the chosen instrumentation. Correction of the 
deformity is achieved by sequentially compressing or distracting between appropriate hooks or screws. Wires are 
carefully tightened around the rods with care to provide secure fixation without over stressing the wires or the 
bone. All components of the instrumentation are carefully checked for secure positioning and freedom from 
impingement against dura or neural structures. Spinal cord monitoring is checked. Radiographic confirmation of 
the placement of the devices and spinal posture is obtained. Hook or wire and rod position is monitored on each 
postoperative radiograph and compared with the prior radiograph. 

Post-service work: [N/A- This is an "add-on" service.] 

• 



• 

• 

• 

Tracking/CPT: W52 22844 (new) Global Period: ZZZ Recommended RVW: 21.92 

CPT Descriptor: Posterior segmental fHfaaeB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 13 or more vertebral segments 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Descriptor global 

14.42 22842 Posterior instrumentation; ~egmental fixation (eg, pedicle fixation, dual rods with multiple hooks and 000 
lllblsminal wires) 

21.92 22844 Pollterior 11egmental instrumentation (eg, pedicle fixation, dual rods with multiple hooks and aublaminal u:z. 
wires); 13 or more vertebral segmenta 

*Specialty recommended value for new/revised code 

RATIONALE: 

Code 22842 has been expanded into the family of codes 22842-22844 to allow for separate reporting of posterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22842 (99%); 22843 ( < 1 %); and 22844( < 1 %). The committee also believes that the relationship 
between the survey median RVWs for the three codes is accurate: 22842 (14.42); 22843 (18.00); and 22844 
(22.00). However, to maintain Medicare budget neutrality, the value for 22842 will have to be less than the 
current RVW, if the value for 22843 and 22844 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.99)X + (0.005)Y + 
(0.005)Z = 14.42 (current RVW for 22842). Work relationship: X/14.42 = Y/18.00 = Z/20.00. Where X is 
the RVW for 22842; Y is the RVW for 22843; and Z is the RVW for 22844. Solving for X, Y, and Z results in 
the following recommended RVW for each code: 22842 = 14.37; 22843=17.94; and 22844=21.92. 

FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 

Orthopaedic Surgery _L Commonly _ Sometimes __ Rarely 

Neurosurgery __ Commonly __ Sometimes _L Rarely 

Estimate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 



TrackiDg/CPT: W52 22844 (new) Global Period: ZZZ Recommended RVW: 21.92 

CPT Descriptor: Posterior segmental "MatieB instrumentation (eg, pedicle fixation, dual rods with multiple 
hooks and sublaminal wires); 13 or more vertebral segments 

-------------------------• 
SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 150 Low: 75 High: 480 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 4 in Past 5 years: 14 

Sample Size: 147 Response Rate(%): 37 (25%) MEDIAN RVW: 22.00 

25th pctl RVW: 18.00 75th pctl RVW: 25.00 Low: 12.00 High: 38.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPr: W53 22845 (revised) Global Period: ZZZ Recommended RVW: 11.96 

• CPr Descriptor: Anterior instrumentation; 2 to 3 vertebral segments 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V.gnette: A 20-year-old male presents with congenital scoliosis secondary to hemivertebrae over a short 
segment. After diskectomy and preparation of the end plates for fusion, screws are placed in the vertebral bodies 
and attached to a plate spanning 3 vertebral segments. [For this code, please consider only that portion of the 
procedure that is the actual insertion of the instrumentation. Arthrodesis and/or bone grafting would be reported 
separately using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The sites of diskectomy over the two to three vertebral segments to be fixed by 
instrumentation are checked to be certain that the end-plates have been removed back to the posterior longitudinal 
ligaments and that orientation is accurate. A depth gauge is placed across the disk space to determine the depth 
and ideal angle of inclination of the fixation screw. Passageway for the screw through the vertebral body is 
prepared in accordance with the protocol for the selected device. Screws are placed in each vertebral body to be 
internally fixed. Care is taken that the portions of the device that will remain external to the bone do not create 
pressure upon the great vessels and that there is no impingement of dura or neural tissues at the depth of the 
device. The plate, rod, or cable as selected is secured to the screws by the technique according to the protocol of 
the particular device. Alternatively, hooks or other devices may be sued to anchor to the anterior elements and 
methacrylate can be added to supplement the fixation. The chosen device is contoured to produce the desired 
posture of the spine or is adjusted in situ, depending upon the type of instrumentation used . 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 

'95R.VW CPr 1995 Descriptor global 1 
12.48 22845 Anterior instrumentation 

El 11.96• 22845 Anterior instrumentation; 2 to 3 vertebral~egmem& 

•specialty reco value tor newlrevlllecl coae 

RATIONALE: 

Code 22845 has been expanded into the family of codes 22845-22847 to allow for separate reporting of anterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22845 (89%); 22846 (10%); and 22847 (1 %). The committee also believes that the relationship 
between the survey median RVWs for the three codes is accurate: 22845 (13.00); 22846 (18.00); and 22847 
(20.00). However, to maintain Medicare budget neutrality, the value for 22845 will have to be less than the 
current RVW, if the value for 22846 and 22847 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.89)X + (0.10)Y + 
(0.01)Z = 12.48 (current RVW for 22845). Work relationship: X/13 = Y/18 = Z/20. Where X is the RVW for 
22845; Y is the RVW for 22846; and Z is the RVW for 22847. Solving for X, Y, and Z results in the following 
recommended RVW for each code: 22845 = 11.96; 22846=16.55; and 22847=18.39. 



Tracking/CPT: W53 22845 (revised) Global Period: ZZZ Recommended RVW: 11.96 

CPT Descriptor: Anterior instrumentation; 2 to 3 vertebra} segments 

-------------------------· 
FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perform this service? 
Orthopaedic Surgery _x_ Commonly _ Sometimes _ Rarely 
Neurosurgery _ Commonly ---X_ Sometimes _ Rarely 

Emmate the DlDDber of times this service might be provided nationally in a one-year period? 
A. 

Please see Attachment 

Is this service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurologic.J. Surgeons (AANS); Pedialric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Associalion (ASIA) 

Median Intra-Service Time: 90 Low: 25 High: 420 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay:N/ A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3 

Sample Size: 251 Response Rate (%): 51 (20%) MEDIAN RVW: 13.00 

25th pctl RVW: 12.48 75th pct1 RVW: 15.50 Low: 8.00 High: 28.00 

.. ;I 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W54 22846 (new) Global Period: ZZZ Recommended RVW: 16.55 

• CPT Descriptor: Anterior instrumentation; 4 to 7 vertebral segments 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 60-year-old female presents with severe degenerative thoracic scoliosis. Using a 
transthoracic approach, diskectomies are performed and screws are placed through 5 vertebral bodies. X-rays 
confirm the proper positioning of the screws and the screws are attached to cables. [For this code, please 
consider only that portion of the procedure that is the actual insertion of the instrumentation. Arthrodesis and/or 
bone grafting would be reported separately using the appropriate code(s).] 

Pre-service wor.k: [N/A- This is an "add-on" service.] 

Intra-service work: The sites of diskectomy over the four to seven vertebral segments to be fixed by 
instrumentation are checked to be certain that the end-plates have been removed back to the posterior longitudinal 
ligaments and that orientation is accurate. A depth gauge is placed across the disk space to determine the depth 
and ideal angle of inclination of the fixation screw. Passageway for the screw through the vertebral body is 
prepared in accordance with the protocol for the selected device. Screws are placed in each vertebral body to be 
internally fixed. Care is taken that the portions of the device that will remain external to the bone do not create 
pressure upon the great vessels and that there is no impingement of dura or neural tissues at the depth of the 
device. The plate, rod, or cable as selected is secured to the screws by the technique according to the protocol of 
the particular device. Alternatively, hooks or other devices may be sued to anchor to the anterior elements and 
methacrylate can be added to supplement the fixation. The chosen device is contoured to produce the desired 
posture of the spine or is adjusted in situ, depending upon the type of instrumentation used . 

Post-service wo!'k: [N/A- This is an "add-on" service.] 

~REFERENCE SERVICE(S): 

'9SR.VW CPI' 1995 Descriptor global 

12.48 22845 Anterior instrumentation 000 

l6.SS• 22846 Anterior instrumentation; 4 to 7 vertebnl~eg~De~~t~ zzz 
~~pec:Wty 1 value tor new/revtBeC1 cooe 

RATIONALE: 

Code 22845 has been expanded into the family of codes 22845-22847 to allow for separate reporting of anterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22845 (89%); 22846 (10%); and 22847 (1 %). The committee also believeS that the relationship 
between the survey median RVWs for the three codes is accurate: 22845 (13.00); 22846 (18.00); and 22847 
(20.00). However, to maintain Medicare budget neutrality, the value for 22845 will have to be less than the 
current RVW, if the value for 22846 and 22847 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.89)X + (0.10)Y + 
(0.01)Z = 12.48 (current RVW for 22845). Work relationship: X/13 = Y/18 = Z/20. Where X is the RVW for 
22845; Y is the RVW for 22846; and Z is the RVW for 22847. Solving for X, Y, and Z results in the following 
recommended RVW for each code: 22845 = 11.96; 22846=16.55; and 22847=18.39. 



TrackingiCPT: W54 22846 (new) Global Period: ZZZ Recommended RVW: 16.55 

CPT Descriptor: Anterior instrumentation; 4 to 7 vertebral segments 

--------------------------· 
FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perform this service? 

Orthopaedic Surgery __L Commonly __ Sometimes __ Rarely 

Neurosurgery __ Commonly __ Sometimes __L Rarely 

Emmate the nwnber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal Injury Association (ASIA) 

Median Intra-Service Time: 120 Low: 35 High: 480 

Median Pre-Service Time: N/ A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/ A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 3 

Sample Size: 251 Response Rate (%): 47 (19%) MEDIAN RVW: 18.00 

25th pctl RVW: 15.00 75th pctl RVW: 20.75 Low: 10.00 High: 30.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W55 22847 (new) Global Period: ZZZ Recommended RVW: 18.39 

• CPT Descriptor: Anterior instrumentation; 8 or more vertebral segments 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 60-year-old female presents with severe degenerative thoracic scoliosis. Using a 
transthoracic approach, diskectomies are performed and screws are placed through more than 8 vertebral bodies. 
X-rays confirm the proper positioning of the screws and the screws are attached to cables. [For this code, please 
consider only that portion of the procedure that is the actual insertion of the instrumentation. Arthrodesis and/or 
bone grafting would be reported separately using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: The sites of diskectomy over the eight or more vertebral segments to be fixed by 
instrumentation are checked to be certain that the end-plates have been removed back to the posterior longitudinal 
ligaments and that orientation is accurate. A depth gauge is placed across the disk space to determine the depth 
and ideal angle of inclination of the fixation screw. Passageway for the screw through the vertebral body is 
prepared in accordance with the protocol for the selected device. Screws are placed in each vertebral body to be 
internally fixed. Care is taken that the portions of the device that will remain external to the bone do not create 
pressure upon the great vessels and that there is no impingement of dura or neural tissues at the depth of the 
device. The plate, rod, or cable as selected is secured to the screws by the technique according to the protocol of 
the particular device. Alternatively, hooks or other devices may be sued to anchor to the anterior elements and 
methacrylate can be added to supplement the fixation. The chosen device is contoured to produce the desired 
posture of the spine or is adjusted in situ, depending upon the type of instrumentation used . 

Post-service work: [N/A -This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 

'95R.VW CPI' 1995 Descriptor global 

12.48 22845 Anterior instrumentation ()()() 

18.39• 22847 Anterior instrumentation; 8 or more vertebral11egmenta zzz 
·~I cJ8Jt recommencs pecty eel value ror new/reviled COde 

RATIONALE: 

Code 22845 has been expanded into the family of codes 22845-22847 to allow for separate reporting of anterior 
instrumentation at different levels. The society consensus committee estimates the breakdown of reporting for the 
new codes as: 22845 (89%); 22846 (10%); and 22847 (1 %). The committee also believes that the relationship 
between the survey median RVWs for the three codes is accurate: 22845 (13.00); 22846 (18.00); and 22847 
(20.00). However, to maintain Medicare budget neutrality, the value for 22845 will have to be less than the 
current RVW, if the value for 22846 and 22847 are to be higher. 

The following algebraic expressions take into account the issues of budget neutrality and accurate work 
relationship between the procedures as determined by this survey. Budget neutrality: (0.89)X + (0.10)Y + 
(0.01)Z = 12.48 (current RVW for 22845). Work relationship: X/13 = Y/18 = Z/20. Where X is the RVW for 
22845; Y is the RVW for 22846; and Z is the RVW for 22847. Solving for X, Y, and Z results in the following 
recommended RVW for each code: 22845 = 11.96; 2.2846=16.55; and 22847=18.39. 



Tracldng!CPI': WSS 22847 (new) Global Period: ZZZ Recommended RVW: 18.39 

CPI' Descriptor: Anterior instrumentation; 8 or more vertebral segments 

-------------------------· 
FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in vour specialty perfonn this service? 

Orthopaedic Surgery ___x_ Commonly __ Sometimes __ Rarely 

Neurosurgery __ . Commonly _ Sometimes __x_ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
spine Research Society (CSRS); American Spinal Injury Associalion (ASIA) 

Median Intra-Service Time: 120 Low: 45 High: 480 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A N..-ber ofiCU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 0 

Sample Size: 147 Response Rate(%): 33 (22%) MEDIAN RVW: 20.00 

25th pctl RVW: 16.00 75th pctl RVW: 24.00 Low: 10.95 High: 35.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W56 22848 (new) Global Period: ZZZ Recommended RVW: 12.00 

• CPT Descriptor: Pelvic fixation (eg, attachment of caudal end of instrumentation to pelvic bony structures) 
other than sacrum 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V~gnette: A 13-year-old female undergoes correction of a lumbar scoliosis that includes the lumbosacral 
joint. After preparation of the lamina, Luque rods are inserted. The distal end of the rod is fashioned to be 
placed into the wing of the ilium down to the sciatic notch. X-rays confirm the proper position of the fixation. 
[For this code, please consider only that portion of the procedure that is the actual insertion of the 
instrumentation. Arthrodesis and/or bone grqfting would be reported separately using the appropriate code(s).] 

Pre-service work: [N/A- This is an "add-on" service.] 

Intra-service work: Pelvic fixation is an extension of multi-segment fixation of the spine (coded separately), 
which provides stabilization to the pelvis. The rods used for the multi-segment fixation must be specially 
contoured in multiple planes to provide for fit and correction of the spinal deformity and for placement between 
the tables of the iliac crest. Alternatively, separate rods are fashioned to fit between the tables of the iliac crest 
and to be apposed to the caudad end of the multi-segment fixation rods where the tow rods are linked together 
with a cross fixation device. The mid-line exposure of the spine is extended to expose the posterior superior iliac 
spines, the wings of the ilium being exposed by dissection between the erector spinae fascia and the subcutaneous 
fat. The ilium is exposed from the posterior superior iliac spine to the mid-portion of the iliac wing and to the 
sciatic notch. A guide pin is inserted inside the wing of the ilium next to the posterior surface of the sacrum .with 
care to avoid the sacroiliac joint. The surgeon places a finger in the sciatic notch to direct the positioning of the 
guide pin. A similar procedure is performed on the other side. The guide pins are then used as reference for the 
contouring of the rods. The rods must be contoured to conform to pelvic, sacral, and spinal segments. The 
pelvic guide pin is removed with a vice grip and extractOr. The pelvic section of the rod is introduced into the 
iliac insertion hole and tapped into the wing of the ilium with a rod pusher and mallet. The spinal section is 
rotated to fit into the prepared multi-segmented spine fixation or alongside the rod to which it is to be connected. 
Segmental fixation (coded separately) to the spine is accomplished or the pelvic fixation device is linked to the 
spinal rod by cross linking instruments. Identical procedures are performed on both sides of the pelvis. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 

'95 R.VW CPI' 1995 Deacriptor global 

12.54 22840 Posterior instrumentation; without IOgmenta.l fixation (eg, 1ingle Harrington rod technique) 000 

14.42 22842 Posterior inltrumentation; legiD8DtAI fixation (eg, pedicle fixation, dual rodl with multiple boob and 000 
IUblaminal wires) 

of caudal end of inltrumentation to pelvic bony ltnlcturea) other than ZZZ 

RATIONALE: 

Although this is a new procedure currently reported using an unlisted procedure code, the overall work is similar 
to 22840 and 22842. Therefore, the survey median RVW of 12.00 is recommended. 



Tracking/CPT: W56 22848 (new) Global Period: ZZZ Recommended RVW: 12.00 

CPT Descriptor: Pelvic fixation (eg, attachment of caudal end of instrumentation to pelvic bony structures) 
other than sacrum 

-------------------------• 
FREQUENCY INFORMATION 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your specialty perfonn this service? 

Orthopaedic Surgety _x_ Commonly __ Sometimes __ Rarely 

Neurosurgery _ Commonly _x_ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(&): American Academy of Orthopaedic Surgeons (AAOS); American Association of Neurological Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); Scoliosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal lnjwy Association (ASIA) 

Median Intra-Service Time: 68 Low: 30 High: 360 

Median Pre-Service Time: N/ A Median Post-Service Time: N/A 

Length of Hospital Stay: N/ A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months {Median): 3 in Past 5 years: 12 

Sample Size: 251 Response Rate (%): 51 (20%) MEDIAN RVW: 12.00 

25th pctl RVW: 8.00 75th pctl RVW: 16.50 Low: 3.00 High: 38.00 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: W57 22851 (new) Global Period: ZZZ Recommended RVW: 6.71 

• CPT Descriptor: Application of prosthetic device (eg, metal cages, methylmethacrylate) to vertebral defect or 
interspace 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey V.gnette: A 50-year-old male undergoes an anterior fusion of L5-S 1 for degenerative disease. An 
retroperitoneal incision is made and an arthrodesis is performed using a BAK cage. A distractor is placed in the 
interspace, a hole is drilled in the interspace, and the BAK cage is placed in the hole. The spacer is removed and 
replace with another BAK cage. Both cages are filled with bone graft. [Arthrodesis and/or bone grafting would 
be reported separately using the appropriate code(s).] 

Pre-service work: [N/A -This is an "add-on" service.] 

Intra-service work: The exposed disk space and adjacent vertebrae are prepared with bone cutting instruments 
for acceptance of the prosthetic device. Preparation of the recipient site is made according to the protocol of the 
particular device. If methylmethacrylate is to be used, a screw or pin is inserted into adjacent vertebral surfaces 
to anchor the methylmethacrylate. Provision is made for cooling of adjacent tissues and protection of heat 
sensitive tissue from the exothermic reaction of the curing of the methylmethacrylate. For cages, the recipient site 
is prepared by bone dissection, a trial fit with the device or a spacer or template as indicated by the protocol is 
inserted and removed for any final modifications of the recipient site. The prosthetic device is then screwed, 
impacted, or injected into place according to protocol for the particular device. (Additional fixation, other 
provision for arthrodesis, or bone grafting are coordinated with the placement of the prosthetic device and are 
coded separately.) For devices that incorporate graft material, the graft material is appropriately placed into the 
device prior to it final insertion. 

Post-service work: [N/A- This is an "add-on" service.] 

KEY REFERENCE SERVICE(S): 
'95R.VW CPI' 1995 Delcriptor global 

22.19 22140 R.ecoDJtruction of ipine with boDe graft (autograft. allograft) and/or methylmethacrylate followiug 090 
ruection of aingle vertebral body; cervical 

25.44 22141 R.ecoDJtruction of ipine with bone graft (autograft. allograft) andlor meiHylmethacrylate followiug 090 
re.aection of single vertebral body; thoracic 

25.44 22142 R.ecoDJtruction of ipine with bone graft (autograft, allograft) and/or methylmethacrylate followiug 090 
ruection of single vertebral body; lumbar 

6.71 22145 R.ecoDJtruction of ipine followiug vertebral body ruection, each additional vertebral body zzz 
6.71• 22851 Application of prosthetic device (eg, metal cages, methylmethacrylate) to vertebral defect or interspace zzz 

•s ~ecial1 recommended value tor new/reviled code p ty 

RATIONALE: 
The survey median was determined to lack face validity for this add-on instrumentation code. Review of sur\rey 
responses showed that the respondents valued a global procedure that included more than the add-on work of 
22851. 

The consensus committee has chosen to refer to deleted code 22145 (which was an add-on code to 22140-22142) 
as a key reference because it represents very similar work relative to the use of prosthetic material. An RVW of 
6. 71 is recommended for this very new technology service. 



Tracking/CPT: W57 22851 (new) Global Period: ZZZ Recommended RVW: 6.71 

CPI' Descriptor: Application of prosthetic device (eg, metal cages, methylmethacrylate) to vertebral defect or 
interspace • 

-------------
FREQUENCY INFORMATION 

• 

How was this service previously reported? Please see Attachment A. 

How often do physicians in your §oecia)ty perform this service? 

Orthopaedic Surgety _ Commonly __L. Sometimes _ Rarely 

Neurosurgety _ Commonly __L. Sometimes _ Rarely 

Estimate the monber of times this service might be provided nationally in a one-year period? Please see Attachment 
A. 

Is this service performed by many physicians across the United States? 

X Yes (metal cages) X No (methylmethacrylate) 

SURVEY DATA: 

Specialty(s): American Academy of Orthopaedic Surgeons (AAOS); American AssoCiation of Neurologic.l Surgeons (AANS); Pediatric 
Orthopaedic Society of North American (POSNA); North American Spine Society (NASS); ScoJiosis Research Society (SRS); Cervical 
Spine Research Society (CSRS); American Spinal lnjuly Asaocialion (ASIA) • 

Median Intra-Service Time: 90 Low: 30 High: 420 

Median Pre-Service Time: N/ A Median Post-Service Time: N/ A 

Length of Hospital Stay: N/A Number of ICU Days: N/ A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 0 

Sample Size: 251 Response Rate (%): 45 (18%) MEDIAN RVW: 20.00 

25th pctl RVW: 12.50 75th pctl RVW: 22.50 Low: 3.00 High: 30.00 

• 



I 

\. 

• • 
AMA SPECIALTY SOCffiTY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

APPLICATION OF CASTS AND STRAPPING - TAB 14 

• 

HCFA asked the RUC to review any potential frequency changes as a result of the revision to the notes that will precede the section on the 
application of casts and strapping in the 1996 edition of the CPT book. The proposed language is as follows: 

The listed procedures apply when the cast application or strapping is a replacement procedure used during or after the period of 
follow-up care. Additional Yisits eyaluation and management services are reportable only if significant identifiable further services 
are provided at the time of the cast application or strapping. 

If cast application or strapping is provided as an initialpreeedure service in which no surgePy procedure is performed (eg, casting 
of a sprained ankle or knee) use the appropriate effiee evaluation and management ~ in addition to the casting, 999+0 fer 
SUI'I'lies strmping and/or SUPl>lY codes. 

The American College of Emergency Physicians (ACEP) reviewed the proposed language and determined that the new language would not 
represent a change in current coding and medical practice, but once the instructions become universally recognized, there could be an increase 
in reporting Evaluation and Management codes for initial cast or strapping. Conversely, there would be a decline in the use of the closed fracture 
care codes with the -54 modifier. ACEP also discussed this issue with the American Academy of Orthopaedic Surgeons and American Academy 
of Family Physicians, both of which did not anticipate any increased coding as a result of the new language. 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRll..l995 

BRONCHOPLASTY-TABlS 

• 

Code 32501 [Resection and repair of portion of bronchus (bronchoplasty) when performed at time of lobectomy of segmentectomy (list 
separately in addition to code for primary procedure)] is usually done for patients that have lung cancer. A portion of the lung is 
removed and a segment of the bronchus is resected and repaired with anastomosis. It is provided infrequently with approximately 200 
operations per year. 32501 is an add-on procedure for intraoperative work only. This code was created to allow the surgeon to 
accurately report bronchoplasty when it is performed at the same time as partial pneumonectomies. Previously, 32501 was reported as 
32485 or by appending the -22 modifier to other respiratory procedures that may include bronchoplasty such as 32480, 32482, 32484, 
and 32500. As a result of the creation of code 32501, code 32485 was deleted. 

Based on a survey of SO thoracic surgeons, the specialty society recommended S.SO RVUs for 32501. However, the RUC determined 
that, since 32501 is an add-on procedure, the relative value should be the same as what it would have been if the previous code 32485 
had been used. The "parent• code of 32485 was 32480 [Removal of lung, other than total pneumonectomy; single lobe (lobectomy)] 
which has 16.84 RVUs. Code 32485 [Removal of lung, other than total pneumonectomy; with bronchoplasty] had an RVU of 21.53. 
Since 21.53-16.84 is 4.69, there were previously 4.69 additional RVUs for bronchoplasty with partial pneumonectomy. The RUC 
recommends that code 32501 be assigned 4.69 RVUs. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

3-2480 Removal of lung, other than total pneumonectomy; single lobe (lobectomy) 090 16.84 
(No Change) 

32482 two lobes (bilobectomy) 090 18.S4 
(No Change) 

32484 single segment (segmentectomy) 090 19.S2 
(No Change) 

CPT jive-digit codes, two-digit modifiers, and descriptiom only are copyright by the American Medicol Association. -1-



CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

3248S with hf8aeheplasty 090 N/A 

Q248S has been deleted. To reoort. use 3250X} 

•32501 AAl Resection and repair of portion of bronchus (bronchopJasty) when performed zzz 4.69 
at time of lobectomy or segmentectomy (List separately in addition to code 
for primuy procedure) 

Wae 3250X only for codes 32480, 32482. 32484) 

3250X is to be used when a oortion of lhe bronchus to meserved lung is 
~moved and reauires J!lascic closure to meserve function gf lhat meserved 
lung. It is not to be used for closure for lhe J!!!!ximal end of a resected 
bronchus}. 

CPT jive-digit codes, two-digit modijier.J, and description.J only are copyright by the American Medictd A.uocialion. -2-

• • • 



• 
SUMMARY OF RECOMMENDATIONS 

Tracking Number: --'A:...::..:A=-=1 __ _ Global Period: -=zz=z=------ Recommended RVW: _ _....5:.::.5..:..0 __ 

CPT Descriptor: Resection and repair of portion of bronchus (bronchoplasty) when performed at time of 
lobectomy or segmentectomy (List separately in addition to code for primary procedure) 

~32501 only for codes 32480. 32482. 32484) 

This code is to be used when a portion of the bronchus to preserved lung is removed 
and requires plastic closure to preserve function of that preserved lung. It is not to ~ 
used for closure for the proximal end of a resected bronchus). 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Following superior segmentectomy of the right lower lobe for bronchial carcinoid 
tumor in a patient who has limited pulmonary reserve (PEV1: 1.2 L/s), pathology reports the bronchial margins 
as contained residual carcinoid tumor. To obtain a free margin the orifice of the closed superior segmental 
bronchus is now excised by resecting a wedge portion of the remaining right lower lobe bronchus. The 
bronchus is then reconstructed with a V -plasty technique by approximating the edges of the wedge. 

• Description of Pre-Service Work: None required 

• 

Description of Intra-Service Work: Wedge excision of segmental bronchial orifice and closure with V-plasty. 

Description of Post-Service Work: None required 

KEY REFERENCE SERVICE(S): 

38746 

33572 

33530 

32095 

CPT Descriptor 

Thoracic lymphadenectomy, regional, including mediastinal and 
peritracheal nodes (list separately in addition to primary procedure) 

Coronary endarterectomy, open, any method (list separately in 
addition to primary procedure) 

Reoperation, coronary artezy bypass procedure or valve procedure 
(list separately in addition to primary procedure) 

Thoracotomy, limited, for biopsy of lung or pleura 

4.39 

4.45 

5.86 

7.13 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR 
OTHER RATIONALE FOR RVW RECOMMENDATION (Include an applicable elements or work In rationale: 



This new code is an add-on code representing intraoperative work only. In that regard, it represents similar 
effort to that of the three add-on reference procedures. Code 32095, limited thoracotomy, is the existing 
thoracic surgical reference procedure that comes closest in work intensity and time to this new code . • 

• 

• 



• 

• 

• 

SUMMARY OF RECOMMENDATIONS 

Tracking Number: __ A~A=-=1'----- Global Period: -=zz=z=------ Recommended RVW: _ _.::::.5:..::.5-"-0 __ 

CPT Descriptor: Resection and repair of portion of bronchus (bronchoplasty) when performed at time of 
lobectomy or segmentectomy (List separately in addition to code for primary procedure) 

~32501 only for codes 32480, 32482. 32484) 

This code is to be used when a portion of the bronchus to preserved lung is removed 
and requires plastic closure to preserve function of that preserved lung. It is not to be 
used for closure for the proximal end of a resected bronchus). 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Following superior segmentectomy of the right lower lobe for bronchial carcinoid 
tumor in a patient who has limited pulmonary reserve (PEV1: 1.2 Lis), pathology reports the bronchial margins 
as contained residual carcinoid tumor. To obtain a free margin the orifice of the closed superior segmental 
bronchus is now excised by resecting a wedge portion of the remaining right lower lobe bronchus. The 
bronchus is then reconstructed with a V -plasty techDique by approximating the edges of the wedge . 

Description of Pre-Service Work: None required 

Description of Intra-Service Work: Wedge excision of segmental bronchial orifice and closure with V-plasty. 

Description of Post-Service Work: None required 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 

38746 Thoracic lymphadenectomy, regional, including mediastinal and 4.39 
peritracheal nodes (list separately in addition to primary procedure) 

33572 Coronary endarterectomy, open, any method (list separately in 4.45 
addition to primary procedure) 

33530 Reoperation, coronary artery bypass procedure or valve procedure 5.86 
(list separately in addition to primary procedure) 

32095 Thoracotomy, limited, for biopsy of lung or pleura 7.13 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR 
OTHER RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements of work in rationale: 



This new code is an add-on code representing intraoperative work only. In that regard, it represents similar 
effort to that of the three add-on reference procedures. Code 32095, limited thoracotomy, is the existing 
thoracic surgical reference procedure that comes closest in work intensity and time to this new code . • 

• 

• 



• 

• 

• 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE 
SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? ....Ai_part of CPT 32485 and with modifier -22 attached to the 
other respiratory procedures that may include a bronchoplasty. such as 32480. 32482. 32484. 32500 

How often do physicians in your specialty perform this service? _ Commonly ~ Sometimes 
_ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 400-500 

1993 Medicare NCH data indicate 194 procedures for all specialties for Code 32485. We really can't tell what 
proportion of the other respiratory procedures listed above reported with modifier -22 were reporting 
bronchoplasties, but it was probably a small percentage. 

Is this service performed by many physicians across the United States? Yes -1L No 

SURVEY DATA: 

Specialty: Society of Thoracic Surgeons/American Association for Thoracic Surgery 

Median Intra-Service Time: 25 Low: 15 High: 35 

Median Pre-Service Time: -~n~/a:!..------- Median Post-Service Time: ---~n/:..=:=a'-------

Length of Hospital Stay: __.n'"""/a=-------- Number of ICU Days: ___ nl=a'----------

Number & Level of Post-Hospital Visits: n/a 

Number of Times Provided in Past 12 months (Median): -=3 ___ _ in Past 5 years: 15 

Other Data: 

Sample Size: 50 Response Rate(%): 60% (30) Median RVW: 5.50 

25th Percentile R VW: 4.80 75th Percentile RVW: 7.10 Low: 2.0 High: --=1-..0.=0-



• • 
AMA SPECIALTY SOCIETY RVS UPi>ATB PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

MULTIPLE INTERRUFI'ED ATRIOTOMIES (MAZE PROCEDURE) - TAB 16 

• 

Code 33253 [Operative incisions and reconstruction of atria for treatment of atrial fibrillation or atrial flutter (eg, maze procedure)] is a 
new code added for physicians to report the treatment of atrial fibrillation. Atrial fibrillation is the most common of all cardiac 
arrhythmias. It is estimated to be present in 0.15% to 1.0% of the general population, in 8-17% of the population over 60 years of age, 
and in up to 79% of patients with mitral valve disease. This new code describes the first definitive surgical treatment of atrial 
fibrillation for patients who do not respond to medical or other surgical antiarrhythmic therapies. This procedure is also known as the 
maze procedure, which involves multiple atriotomy incisions to restore the normal atrial pacemaker complex and allow activation of the 
entire atrial myocardium to preserve atrial transport function. The new code is specifically for the treatment of atrial fibrillation and 
involves reconstruction of both atria. This surgery is rare, with approximately 140 cases performed per year. 

This service was previously reported as 33999 [Unlisted cardiac procedure] or using CPT code 33261 [Operative ablation of ventricular 
arrhythmogenic focus or pathway with cardiopulmonary bypass] with the -22 modifier. This procedure is significantly more difficult 
than code 33261 because the surgeon is working on both sides of the heart as opposed to just the left side in 33261. In essence the 
surgeon is dismantling the entire atrium. The work of this procedure is similar to the repair of the tricuspid valve [Code 33615, Repair 
of complex cardiac anomalies (eg, tricuspid atresia) by closure of atrial septal defect and anastomosis of atria or vena cava to pulmonary 
artery (simple Fontan procedure)] which involves working on a single ventricle to create a pathway for blood to circulate from the 
venous system directly into pulmonary circulation without the aid of a ventricular pump. 

The RUC reduced the specialty society's recommendation by 1.00 RVUs to account for the portion of pre-service work included in the 
procedure that is separately ·reported with Evaluation and Management codes. The RUC recommends 30.00 RVUs for this procedure. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

•33253 AB1 Operative incisions and reconslluction of atria for treatment of atrial 090 30.00 
fibriUation or atrial flutter (e.g., maze procedure) 

33260 Operative ablation of ventricular armythmogenic focus or pathway; 090 16.19 
without cardiopulmonary bypass (No Change) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: _ _.A~B~l __ _ • Global Period:_---.:0=9..:..0 ___ Recommended RVW: _--=:.3~1.'"""0"'-0 __ 

CPT Descriptor: Operative incisions and reconstruction of atria for treatment 
of atrial fibrillation or atrial flutter (e.g., maze procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43-year-old woman presented with a two-year history of paroxysmal atrial 
fibrillation that was unresponsive to antiarrhythmia medications. Preoperatively, an echocardiogram and a 
cardiac catheterization demonstrated no coronary artery disease and good ventricular function. The surgeon 
reevaluated the patient, reviewed laboratory and x-ray imaging, obtained informed consent and discussed the 
procedure with the patient. Under general anesthesia and through a median sternotomy and on 
cardiopulmonary bypass a series of atriotomy incisions (maze incisions) were performed in the atria. (See 
attached operative note for details). Mediastinal chesttubes and external pacing wires were placed. 
Postoperatively the patient was stabilized, with monitoring of ventilation, hemodynamics, rhythm, and 
drainage. She was extubated on postoperative day 1 and transferred out of the ICU on day 2. She was 
discharged on postop day 7, with follow-up visits in 6 weeks and 3 months. 

Description of Pre-Service Work: Preoperatively, an echocardiogram and a cardiac catheterization were 
reviewed. The surgeon reevaluated the patient, reviewed laboratory and x-ray imaging, obtained informed 
consent and discussed the procedure with the patient. 

Description of Intra-Service Work: A median sternotomy was performed. The ascending aorta was cannulated 
for arterial infolow from the cardiopulmonary bypass unit, The superior vena cava was cannulated and then 
the inferior vena cava was cannulated. Cardiopulmonary bypass was instituted. The right atrial appendage 
was excised. A lateral incision was placed from the base of the excised right atrial appendage in the direction 
of the IVC. This incision was stopped approximately 3 em proximal to the IVC. A separate longitudinal 
incision was then placed from the posterior SVC down the back of the right atrium to the posterior IVC 
orifice. The lower portion of this incision was then closed with a running 4-0 Prolene suture up to a level 
approximately 1.5 m above the IVC orifice. A "T" incision was then carried from the posterior longitudinal 
incision across the free wall of the lower right atrium to the level of the posterior tricuspid valve annulus just 
anterior to the os of the cronary sinus. A 3 mm cryolesion was then placed at the level of the tricuspid 
annulus at the end of this incision. This incision was then closed with a continuous 3-0 Prolene suture from 
the level of the posterior tricuspid valve annulus up to the edge of the epicardial reflection off the posterior 
right atrial free wall. 

An anterior incision was then placed from the base of the excised right atrial appendage to the anterior 
tricuspid valve annulus. A 3 mm cryolesion was also placed at the level of the anterior tricuspid valve 
annulus at the end of this incision. This incision was then closed with a 3-0 Prolene suture up to the base of 
the excised right atrial appendage. The aorta was then cross-clamped and the heart arrested with cold 
potassium. cardioplegia. A standard left atriotomy was then made in the interatrial groove and carried 

• 

superiorly across the dome of the left atrium just posterior to Bachmann's bundle. The lower extent of this • 
standard left atriotomy was then carried inferiorly onto the posterior left atrial free wall beneath the orifice of 
the right inferior pulmonary vein. 

A transmural septal incision was then placed across the posterior-superior portion of the atrial septum 
perpendicular to the standard left atriotomy and the longitudinal posterior right atriotomy. This septal incision 
was carried directly across the anterior limbus of the fossa ovalis and the fossa ovalis itself down to the level 



expose all of the orifices of the pulmonary veins. The inferior portion of the left atriotomy was then carried 
across the posterior-inferior left atrium between the orifices of the inferior pulmonary veins and the A V 
groove on the left free-wall of the heart. This incision was continued around the lateral margin of the left 
inferior and left superior pulmonary veins to reach the left atrial dome incision. This completed the 

• encirclement of all four pulmonary vein orifices. 

• 

• 

The left atrial appendage was then inverted and excised. The site of the appendage excision was then 
connected to the pulmonary vein encircling incision. The base of the excised left atrial appendage was then 
closed with continuous 3-0 Prolene suture. The incision encircling the pulmonary veins was then closed with 
3-0 Prolene beginning at the lateral margin of the left inferior pulmonary vein and continuing in both 
directions up to the left atrial dome incisions superiorly and along the posterior-inferior left atrial free-wall 
inferiorly. A vertical atriotomy ws then placed from beneath the pulmonary vein incision down to the level of 
the mitral valve annulus. The coronary sinus lying in the interatrial groove was then completely encircled and 
cryoablated at that level. The vertical incision down to the level of the mitral valve annulus was then closed 
with 3-0 Prolene suture up to the level of the incision that was used to encircle the pulmonary veins. This 
pulmonary vein encircling incision was then closed from the site of the posterior vertical atriotomy around the 
orifice of the right inferior pulmonary vein back to the level of the standard left atriotomy in the interatrial 
groove. 

The left atrial dome incision was then closed from the lateral base of the excised left atrial appendage, across 
the dome of the left atrium to the top of the interatrial septum. The atrial septal incision was then closed with 
3-0 Prolene and the remaining portion of the standard left atriotomy was closed with a 3-0 Prolene suture. 
Air was evacuated from the left side of the heart and the aortic crossclamp was released. During the 
rewarming phase, the longitudinal posterior right atriotomy was closed with continuous 3-0 Prolene suture. 
After adequate rewarming and reperfusion, the patient was weaned from cardiopulmonary bypass without 
difficulty. During the weaning process, the SVC cannula was removed first and the cannulation site was 
repaired with continuous 5-0 Prolene suture . 

Description of Post-Service Work: Postoperatively the patient was stabilized, with monitoring of ventilation, 
hemodynamics, rhythm, and drainage. She was extubated on postoperative day 1 and transferred out of the 
ICU on day 2. She was discharged on postop day 7, with follow-up visits in 6 weeks and 3 months. 

KEY REFERENCE SERVICE(S): 

33430 

33860 

33405 

33261 

CPT Descriptor 

Replacement, mitral valve, with cardiopulmonary bypass 

Ascending aortic graft with cardiopulmonary bypass, 
with or without valve suspension 

Replacement, aortic valve, with cardiopulmonary 

Operative ablation of arrhythmogenic focus or pathway 
with cardiopulmonary bypass 

29.42 

31.24 

28.47 

22.57 



OTHER RATIONALE FOR RVW RECOMMENDATION (Include an applicable elements or work In radonale: 
dme; tec:hnical skill & physical effort; mental effort and judgement; and stress): 

This procedure is in the same family of codes as 33261. However, it is substantially more complex with .more 
time and work intensity involved in the intraservice period. Thus, the other reference procedures (33430, • 
33860, and 33405) are better standards by which to make a comparison in terms of work intensity. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE 
SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? _Code 33999 (unlisted cardiac procedure) or possibly 33261-22 

How often do physicians in your specialty perform this service? _ Commonly 
-A- Rarely 

Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? _ _,1,.,.0"""0 __ _ 
This is a "guesstimate" because there are no 1993 NCH data to give us good guidelines. There were a total of 
57 procedures reported under 33261 in 1993 Medicare data, and probably only a small percentage of those 
were mazes. There were 826 procedures reported for 33999, but we don't know the percentage of mazes. 

Is this service performed by many physicians across the United States? _ Yes ~ No 

SURVEY DATA: 

Specialty: Society of Thoracic Surgeons/American Association for ~T~h""'or...=a~ci~c~!S~u,.._r~ge~ry-.z._ ______ _ 

Median Intra-Service Time: 300m in Low: 120m in High: _500min 

Median Pre-Service Time: _--:::9~0~m~in~---- Median Post-Service Time: __ .:.;15::..:0~m~•~·n~----

Length of Hospital Stay: __.7_..d=a ______ Number of ICU Days: 2da 

Number & Level of Post-Hospital Visits: -------=-2 !1:._99214. 1- =99=2=12::..0)...._ ____ _ 

Number of Times Provided in Past 12 months (Median): 4 in Past 5 years: 12 

Other Data: 

Sample Size: 50 Response Rate(%): 60%(30) Median RVW: 31.00 

25th Percentile RVW: 30.00 75th Percentile RVW: 34.00 Low: 27.00 High: 55.00 

• 

• 



• • 
AMA SPECIALTY SOCIETY RVS UPDAm PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

SYSTEMIC-TO-PULMONARY ARTERY SHUNT- TAB 17 

• 

Code 33924 [Ligation and takedown of a systemic-to-pulmonary artery shunt performed in conjunction with a congenital heart procedure 
(list separately in addition to code for primary procedure)] is a new add-on code that is performed in conjunction with several congenital 
heart procedures. The placement of a systemic-to-pulmonary shunt is commonly performed on "blue babies" and other newborns 
because their physiology wlll not tolerate a complete repair. When the patient is able to tolerate a more definitive procedure the shunt is 
taken down. This procedure is performed rarely, and is considered extremely risky. Among the most common risks are potential 
damage to the phrenic nerve which controls the diaphragm. The margin for physician error in this procedure is small. If the physician 
is unable to control the shunt inside the pulmonary artery, the operation will not be successful, resulting in death to the patient. 

Code 33924 is currently reported as part of codes 33696 [Complete repair of tetralogy of Fallot without pulmonary atresia; with closure 
of previous shunt] and 33698 [Complete repair of tetralogy of Fallot with pulmonary atresia including construction of conduit from right 
ventricle to pulmonary artery and closure of ventricular septal defect; with closure of previous shunt]. 33924 is performed with several 
other types of congenital heart procedures and reported using a -22 modifier. In particular, this type of shunt is often found in patients 
undergoing Fontan procedures (33615 and 33617), operations for transposition of the great arteries with ventricular septal defect and 
pulmonary stenosis (37770 and 33771), and bidirectional cavopulmonary shunts (33767}, in addition to the tetralogy of Fallot repair 
procedures. , 

The RUC reduced the specialty society recommendation by 0.75 RVUs and recommends 5.5 RVUs for code 33924. 

CPT Code Tracking CPT Deseriptor Global RVW Recommendation 
(• New) Number Period 

•33924 AC1 Ligation and tabdown of a systemi~nary artery shunt, zzz 5.50 
performed in conjunction with a congenital heart procedure (List 
separately in addition to code for primary procedure) 

(Yse 339~ onl! with 33470-334751 33600-336191 33684-336881 

~3692-33691. 33735-33167. 33110-33781.33786. 33918-33922) 

CPT jive-digit code8, two-digit modijier8, and descriptiom only are copyright by the .American Medical h8ociation. 



CPT Code Tracking CPT Descriptor Global RVW Recommendation 
<• New) Number Period 

33692 _Complete repair tetralogy of Fallot without pulmonary atresia; 090 29.28 
(No Change) 

33696 wilh ele&IIN ef ,..lieu& llhuat 090 N/A 

Q3696 has been deleted. To reoort. see 3392X) 

33697 Complete repair tdnlogy of Fallot with pulmonary atresia including 090 32.21 
colllltrUction of conduit from right ventricle to pulmonary artery and (No Change) 
closure of ventricular septal defectt 

33698 wilh ele1111N ef prelieus llhllll& 090 N/A 

Q3698 has been deleted. To reoort. see 339~ 

CPT jive-digit eotk&, two-digit modifier&, and tk&criptiona only are copyriglrl by 1M American Medical h.sociation. -2-

• • • 



• 

• 

• 

SUMMARY OF RECOMMENDATION 

Tracking Number: _""""A~C:..::1 __ _ Global Period: -~ZZ::.Z!:!..----- Recommended RVW: --""""6""".2=5---._ 

CPT Descriptor: Ligation and takedown of a systemic-to-pulmonary artery shunt performed in conjunction 
with a congenital heart procedure (List separately in addition to code for primary procedure) 

~3392X only with 33470-33475. 33600-33619. 33684-33688. 33692-33697. 
33735-33767. 33770-33781. 33786. 33918-33922) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 3 year old child with single ventricle and pulmonary atresia underwent a 
Blalock-Taussig shunt (right subclavian artery to right pulmonary artery) as a neonate to provide pulmonary 
blood flow and allow survival. The shunt has provided satisfactory palliation, but there has been increasing 
cyanosis. The child is now referred for a reparative (Fontan) operation in order establish normal oxygenation 
and to relieve the volume load on the single ventricle which is imposed by the systemic-to-pulmonary artery 
shunt. The heart and great vessels are exposed through a midline sternotomy incision, and the shunt, which 
lies outside the pericardium posteriorly, is located by palpation of the thrill in the posterior mediastinum. The 
posterior pericardium is incised, and the shunt is then carefully dissected out from the surrounding scar tissue 
and is surrounded with a heavy ligature. Care is taken to avoid the areas of proximal and distal anastomoses 
to the pulmonary artery and the systemic artery in order to prevent exsanguinating hemorrhage. Then 
pursestring sutures and cannulas are placed in preparation for the initiation of cardiopulmonary bypass. 
Immediately after bypass is started, the ligature on the shunt is tied to prevent runoff from the systemic 
circulation into the pulmonary artery and systemic hypoperfusion. Once the ligature is tied, then the shunt is 
further mobilized, and it is then divided and a portion of the shunt is excised in order to prevent pulmonary 
artery distortion. The two ends of the shunt are oversewn. Then the remainder of the reparative (Fontan) 
operation is carried out. 

Description of Pre-Service Work: None required 

Description of Intra-Service Work: The heart and great vessels are exposed through a midline sternotomy 
incision, and the shunt, which lies outside the pericardium posteriorly, is located by palpation of the thrill in 
the posterior mediastinum. The posterior pericardium is incised, and the shunt is then carefully dissected out 
from the surrounding scar tissue and is surrounded with a heavy ligature. Care is taken to avoid the areas of 
proximal and distal anastomoses to the pulmonary artery and the systemic artery in order to prevent 
exsanguinating hemorrhage. Then pursestring sutures and cannulas are placed in preparation for the initiation 
of cardiopulmonary bypass. Immediately after bypass is started, the ligature on the shunt is tied to prevent 
runoff from the systemic circulation into the pulmonary artery and systemic hypoperfusion. Once the ligature 
is tied, then the shunt is further mobilized, and it is then divided and a portion of the shunt is excised in order 
to prevent pulmonary artery distortion. The two ends of the shunt are oversewn 

Description of Post-Service Work: None required 



KEY REFERENCE SERVICE(S): 

38746 

33572 

33530 

33820 

CPT Descriptor 

Thoracic lymphadenectomy, regional, including mediastinal and 
peritracheal nodes (list separately in addition to primacy procedure) 

Coronacy endarterectomy, open, any method (list separately in 
addition to primacy procedure) 

Reoperation, coronacy artery bypass procedure or valve procedure 
(list separately in addition to primacy procedure) 

Repair of patent ductus arteriosus; by ligation 

4.39 

4.45 

5.86 

15.62 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR 
OTHER RATIONALE FOR RVW RECOMMENDATION (Include aU applicable elements or work in rationale: 
time; technical sldll & physical effort; mental effort and judgement; and stress): 

While this new code will be an add-on code, as are the others listed in the reference procedures, we believe it 
is more difficult and involves more time and work intensity than the other add-ons. Therefore, we also 
compared it to the patent ductus ligation, which is one of the least complex of the congenital heart procedures 
and comes the closest in work to the shunt takedown and ligation. After review of the data, the Consensus 
Committee felt that the median recommended RVW was slightly high, and chose to recommend the 25th 
percentile RVW of 6.25 to the RUC. 

• 

• 

• 



• 

• 

• 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE 
SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? _I_t was part of 33696 and 33698 (which have now been deleted) 
and was reported with a modifier -22 on several other procedures (i.e., 33470-33475; 33600-33619; 33684-
33688; 33692-33697; 33735-33767; 33770-33781; 33786; 33918-33922) 

How often do physicians in your specialty perform this service? _ Commonly 
_x_ Rarely 

Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? This is Ym 
difficult to do. since we can't sort out when the services listed above had a shunt takedown and when they 
didn't. We believe there are less than 200 of these procedures per year. 

1993 NCH Medicare data showed no procedures for 33696, 33698, and a total of 19 procedures for all the 
other codes listed above, inclusively. 

Is this service performed by many physicians across the United States? Yes _x_ No 

SURVEY DATA: 

Specialty: Society of Thoracic Surgeons/American Association for Thoracic Surgery 

Median Intra-Service Time: 30 min Low: 20 min High: __ 6~0::...:=:m~in~--

Median Pre-Service Time: -----'n...,./..::.a _____ _ Median Post-Service Time: --~n~la:...._ ____ _ 

Length of Hospital Stay: _......:n~/-=a ______ Number of ICU Days: ___ _,!n~/a!:!,._ _____ _ 

Number & Level of Post-Hospital Visits: n/a 

Number of Times Provided in Past 12 months (Median): 10 in Past 5 years: 45 

Other Data: 

Sample Size: 50 Response Rate(%): 60%(30) Median RVW: 8.00 

25th Percentile RVW: 6.25 75th Percentile RVW: --=1=3=.0""-0 _ Low: _....:3..:.:::.0=-0- High: 15.00 



• 

• 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

BWOD-DERIVED STEM CELLS - TAB 18 

• 
Code 38231 [Blood-derived peripheral stem cell harvesting for transplantation, per collection] is done for patients with various forms of 
cancer that are amenable to high dose chemotherapy. The patient undergoes apheresis in which stem cells (in this case leukocytes) are 
separated and retained. Following high dose chemotherapy and/or radiation therapy, the stem cells are reinfused into the patient. 

Blood-derived stem cell transplantation differs from bone marrow transplantation (CPT code 38241) with respect to the source of the 
transplanted stem cells. In the case of bone marrow transplants, the stem cells are harvested from bone marrow. In the case of blood­
derived stem cell transplants, these cells are acquired through one or more apheresis procedures. 38231 is new technology and has been 
used with increasing frequency since the mid-1980s. 

The specialty society recommended a value of 2.00 for 38231. The RUC reduced the RVUs to make them equivalent to the work of 
code 36520 [Therapeutic apheresis (plasma and/or cell exchange)], which has 1. 74 RVUs. 

CPT Code Tracldug CPT Descriptor Global Period RVW Recommendation 
(• New) Number 

38230 Bone marrow harvesting for transplantation 010 3.16 
(No Change) 

•38231 AD1 Blood-derived peripheral stem cell harvesting for transplantation, 000 1.74 
per collection 

38240 AD2 Bone nwrow or blood-derived nerioheral stem cell transplantation; XXX 2.24 
.U.ogenic (No Change) 

38241 AD3 ' autologous XXX 2.24 
(No Change) 

(For comparability studies, see 86812-88682) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical 
Association. -1-



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ~AD-=~1 __ _ Global Period: XXX ....::..:==---- Recommended RVW: 2.00 • CPT Descriptor: Blood-derived peripheral stem cell harvesting for transplantation, per collection 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: 

A 42 year old female with Stage II breast cancer, 15 lymph nodes positive. Following 7 days of G-CSF 
administration, white count is 20,000, platelet count is 300,000, hematocrit is 35. Patient has 
leukapheresis procedure lasting 4 hours to obtain peripheral blood stem cells for bone marrow 
reconstitution after receiving high dose chemotherapy. 

Description of Pre-Service Work: 

Physical examination of patient; review of laboratory results; writing orders for procedure. 

Description of Intra-Service Work: 

Supervision of harvesting procedure; monitoring patient's vital signs; periodic re-evaluation of whether to continu~. 
the procedure; dealing with problems as they arise. 

Description of Post-Service Work: 

Re-evaluate vital signs; review post-procedure laboratory results; prepare progress notes. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

38240 
38241 
96445 

96450 

Bone marrow transplantation; allogenic 
Bone marrow transplantation; autologous 
Chemotherapy administration, into peritoneal cavity, 
requiring and including peritoneocentesis 
Chemotherapy administration, into CNS (EG. intrathecal), 
requiring and including lumbar puncture 

2.24 
2.24 
2.20 

1.89 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include an applicable elemems of work in rationale: time; teclmical skill & physical 

efl'ort; mental efl'ort and judgemeut; and stress): • 

This is a time-consuming procedure, requiring periodic monintoring and re-evaluation of the patient during the 4 
hours ofleukapheresis. In addition, the procedure encompasses visit-type services before and after the leukapheresis 
during which the patient is examined and laboratory results are reviewed. 



• 

• 

• 

ltf RIWOMMENQEDRVW ISBASEDQN AN AI,TERNATIVEMETHQDINS'fEADOFTHE SIIRVEYRESIII.TS, 

PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? ~N..:.:e=:.:w~p~roced=~ure=-~-n~o:..;co=d~e:.... -----------

How often do physicians in your specialty perform this service? _ Commonly 1L. Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? No estimate available. 

Is this service performed by many physicians across the United States? _ Yes _x_ No 

SURVEY DATA: 

Specialty: Medical Oncology 

Median Intra-Service Time: 30 minutes Low: 0 minutes High: 810 minutes 

Median Pre-Service Time: 30 minutes Median Post-Service Time: ~15~mi!;!i~nu!:!.!t:l:::es~-------

Length of Hospital Stay: _:...N.:.:.I A""----- Number of ICU Days: ""'N .... IA...__ ____________ _ 

Number & Level of Post-Hospital Visits: -""'N""'/A""-------------------------

Number of Times Provided in Past 12 months (Median): 87.5 in Past 5 years: ~2:::::00~-------

Oth~Data=------------------------------------

Sample Size: ---=3=0/=5 .... 4 ___ _ Response Rate (% ): 56% Median RVW: --:;2.=0 ______ _ 

25th Percentile RVW: 1.37 75th Percentile RVW: 2.5 Low: 0.5 High: .......,j!1.:.2 ___ _ 



'\ 

• •• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

TRAUMA CARE - TAB 19 

New codes 20100-20103 are to be used primarily to report exploration of gunshot wounds. Currently, there is no way for physicians to 
accurately report this procedure. The procedures may include wound debridement if necessary, but if repairs are done requiring 
thoracotomy or laparotomy, or simple, intermediate, or complex repair of the wound, then the use of the specific codes for these 
procedures would supersede the use of the new trauma care codes. The recommended RVUs for these services are based on completed 
survey responses from 50 surgeons. 

Code 20100 [Exploration of penetrating wound (separate procedure); neck] includes exploration of the neck structures, including the 
trachea, esophagus, cranial nerves, carotid sheath and its contents. The recommended RVUs are 9.50. 

Code 20101 [Exploration of penetrating wound (separate procedure); chest (without thoracotomy)] is a local wound exploration of the 
chest after penetrating trauma to determine the penetration into the thoracic and/or abdominal cavity by examination of subcutaneous 
tissue, fascia, and intercostal muscles. This procedure is most frequently utilized for stab and gunshot wounds which are thought to be 
tangential and requires enlargement of the wound and a precise dissection of all of the chest wall layers. 20101 is less physician work 
than code 32020 [Tube thoracostomy with or without water seal (eg, for abscess, hemothorax, empyema) (separate procedure)] which 
always requires debridement. The recommended RVUs for CPT code 20101 are 3.00. 

Code 20102 [Exploration of penetrating wound (separate procedure); abdomen/flank/back] is done for local wound exploration after 
penetrating trauma to determine penetration of the peritoneal cavity or retroperitoneal structures. This procedure is most commonly 
performed for stab wounds but on occasion is utilized for tangential gunshot wounds. During this procedure, physicians must take care 
not to cause further injury as the result of the exploration. It is more complex than code 20101, as the physician must explore more 
layers to get to the peritoneal cavity as opposed to the chest. The recommended RVUs are 3.68. 

Code 20103 [Exploration of penetrating wound (separate procedure); extremity] would be reported for gunshot and stab wounds. This 
exploration is more complex than codes 20100, 20101, and 20102 because the structures that are present in the extremities, such as 
tendons, vessels, and nerves, are more complex. The recommended RVUs are 4.95. 

-1-



Codes 47361 and 47362 are new codes for the management of very complex, life-threatening liver hemorrhage. Code 47361 [Manage­
ment of liver hemorrhage; exploration of hepatic wound, extensive debridement, coagulation and/or suture, with or without packing of 
the liver] is a procedure that is used to stabilize patients with complex liver wounds and extensive hemorrhage that cannot be otherwise 
controlled. The extensive trauma and uncontrollable bleeding makes the patient highly unstable and causes a relatively high level of 
stress to the physician. In 50% of the cases the physician will pack the liver wound. The RUC recommends 28.00 RVUs for this 
procedure, which also represents the survey median. 

For patients requiring packing of the liver when the procedure described by code 47361 is done, and who are still alive several days 
later, the new code 47362 [Management of liver hemorrhage; re-exploration of hepatic wound for removal of packing] is used to report 
re-exploration of the abdomen for removal of the hepatic packing. This procedure is usually done when the physician does not have to 
further debride or remove portions of the liver, and the surgeon must be careful to prevent bleeding during the procedure. The RUC 
recommends 10.00 RVUs for code 47362. Some questions were also raised about what the global period should be for this service and 
how it should be reported during the global period of code 47361. The specialty had recommended a global period of 000 days. The 
RUC is not making a formal recommendation to HCFA on this issue but suggests that HCFA consider what the appropriate period 
should be and how the code should be reported by the surgeon. 

CPT Code Traekiug CPT Descriptor Global RVW 
<• New) Number Period Recommendation 

WOUND EXPLORATION - TRAUMA (e.g., penetrating gunshot, stab wound) 

201X1-201X4 relate to wound(s) resulting from penetnting trauma. These codes describe surgical exploration and enlargement of the wound, 
extension of dissection (to determine penetration), debridement, removal of foreign body(s), ligation or coagulation of minor subcutaneous and/or 
muscular blood vessel( a), of the subcutaneous tissue, muscle fascia, and/or muscle, not requiring thoracotomy or laparotomy. If a repair is done to 
major structure(&) or major blood vessels(s) requiring thoracotomy or laparotomy, then those specific code(s) would supersede the use of codes 201Xl-
201X4. To report Simple, Intermediate or Complex repair of wound(s) that do not require enlargement of the wound, extension of dissection, etc., as 
stated above, use specific Repair code(s) in the Integumentary System section. 

•20100 AE1 · Exploration of penetrating wound (separate procedure); neck 010 9.SO 

•20101 AE2 chest 010 3.00 

•20102 AE3 abdomen/flank/back 010 3.68 

•20103 AE4 extremity 010 4.9S 

CPT jive-digil eotks. two-Jigil modifiers. and tkscriptioM only ar~ copyright by the Americon Medical Association. -2-

• • • 



• • • 
CPT Code Tracking CPT Descriptor Global RVW 
(• New) Number Period Recommendation 

LIVER REPAIR 

473SO AES Hepateatleplt¥, Management of liver hemorrbagei simole 090 11.29 
suture of liver wound or in~ (no change) 

473SS with 88IRIB8B Rel 91' gaD\Jledd81' draiaage 090 N/A 

(473SS has been deleted\ 

47360 AE6 complex-, suture of liver wound, with or without 090 1S.34 
hepatic uteiy ligation (no change) 

•47361 AB7 exploration of hepatic wound, extensive debride- 090 28.00 
ment, coagulation and/or suture, with or without 
paclting of liver 

•47362 AB8 re-exploration of hepatic wound for removal of ??? 10.00 
packing 

-3-



T1u! following cross references were added for clarijicolion: 

INTEGUMENTARY SYSTEM 

SKIN, SUBCUTANEOUS AND ACCESSORY STRUCTURES 

INCISION AND DRAINAGE 

ITo report wound exploration due to penetrating trauma without laoarotomy or thoracotomy, use 201X1-201X4. as 
appropriate) 

10120* Incision and removal of foreign body, subcutaneous tissues; simple 

10121 complicated 

REPAIR (CLOSURE): Definitions 

Simple •exploration• of nerves, blood vessels or tendons exposed in an open wound is also considered part of the 
essential treatment of the wound and is not a separate procedure unless appreciable dissection is required. ~ 
wound requires enlargement. extension of the dissection (to determine penetration). debridement, removal of foreign 
bodyCsl. ligation of coagulation of minor subcutaneous and/or muscular blood vessel(s). of the subcutaneous tissue. 
muscle fascia. and/or muscle. not requiring thoracotomy or laparotomy. use codes 201X1-201X4. as appropriate. 

LUNGS AND PLEURA 

INCISION 

32095 Thoracotomy, limited, for biopsy of lung or pleura 

ITo report wound exploration due to penetrating trauma without thoracotomy. use 201X2l 

32100 Thoracotomy, major; with exploration and biopsy 

ABDOMEN, PERITONEUM, AND OMENTUM 

INCISION 

49000 Exploratory laparotomy, exploratory celiotomy with or without biopsy(s) (separate procedure) 

ITo report wound exploration due to penetrating trauma without laparotomy, see 201X3l 

49002 Reopening of recent Japarotomy 

ITo report ro-exploration of hepatic wound for removal of paeking. see 4736X) 

49010 Exploration, retroperitoneal area with or without biopsy(s) (separate procedure) 

Cfo report wound exploration due to penetrating trauma without laparotomy. see 201X3) 

CPT ftve-digil codes, two-digil modijins, and descriptions only are copyright by the American Medical.Asaociationr4-

• 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: AE1 201X1 (new) Global Period: 010 Recommended RVW: 9.50 

• CPI' Descriptor: Exploration of penetrating wound (separate procedure); neck 

• 

(Use s.pecitic code<s) for repair of blood vessel(s). trachea. larynx. or esqphagopharynx) 

CLINICAL DESCRIPriON OF SERVICE: 

Survey Vignette: A 27-year-old male victim of a drug-related shooting presents to the Emergency Department with a low 
velocity handgun wound to the left neck in zone n. The patient is neurologically and hemodynamically stable with a 
moderate hematoma over the left mid-neck area, which is non-expanding and pulsatile. Anterior and lateral neck x-rays 
reveal the bullet to be embedded in the vertebral body. The patient is given antibiotics, taken to the operating room where he 
is electively intubated, and prepared for neck exploration. The neck is explored through a left sternomastoid incision along 
the sternocleidomastoid muscle. Branches of the external jugular vein are found to be bleeding and are ligated. The bullet 
traversed the posterior aspect of the sternocleidomastoid muscle. The carotid sheath is opened, and the internal jugular and 
common carotid artery are uninjured. The phrenic nerve is identified and is intact. There are several bleeding muscular 
branches, which are coagulated. The esophagus and trachea are then mobilized. There is no evidence of trauma to the 
laryngotracheal area or the esophagus. The bullet track appeared to traverse posterior to the esophagus into the vertebral 
body. There is a moderate amount of hemorrhage from the area. The left lateral portion of the thyroid gland is exposed and 
uninjured. The left superior laryngeal nerve appears to be intact. The wound is irrigated, closed suction drains are placed 
and brought out interiorly and laterally to the skin, and the fascia over the sternocleidomastoid is closed with interrupted 2-0 
vicryl sutures. Skin staples are applied, and the procedure is terminated. 

Pre-service work: includes airway management, breathing assessment, and establishment of circulatory stability. 
This involves placing intravenous lines and preparing the patient for endotracheal intubation. A precise neurologic 
evaluation is required to rule out cranial nerve and/or spinal cord injury. A decision must be made relative to 
angiography prior to entering the operating room. Preoperative antibiotics are ordered. Attention is directed 
toward trying to obtain consent from the patient or responsible family member. Pre-service work, which is 
frequently performed under adverse circumstances relative to, uncooperative patients (including the unpredictability 
of life threatening injuries), also includes pre-operative scrubbing and positioning, prepping, and draping the 
patient. Prior to the operation, continuous observation of the patient for expanding hematoma and hemorrhage 
from the site in necessary, while intubation is performed and anesthesia is administered. 

Intra-service work: includes planning the incision; and enlarging the neck wound to explore the neck structures, 
including the trachea, esophagus, cranial nerves, carotid sheath and its contents. Any necessary debridement, 
removal of foreign body(s), ligation or coagulation of minor subcutaneous and/or muscular blood vessel(s), of the 
subcutaneous tissue, muscle fascia, and/or muscle is performed. Exposure of the three columns of the neck is 
required including visceral, vascular, and neural. (Any necessary repair to major structures or major blood 
vessel(s) is coded separately.) Hemostasis is secured. The wound is irrigated, closed suction drains are placed 
and brought out interiorly and laterally to the skin. The wound is closed in layers. Skin staples, if necessary, and 
sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family (including written and telephone 
reports and orders); assessment of safety of extubation based on evaluation of the patient's neck; review of 
postoperative chest x-ray; monitoring the patient for cranial nerve disfunction or hemorrhage and infection; 
removal of a drain, if used; pain medication management; and discharge day management. Additionally, all 
hospital visits and post-discharge office visits for this procedure for 10 days after the day of the operation are 
considered part of the post-operative work for this procedure; including removal of sutures and staples and 
evaluation of laboratory reports, if needed, and antibiotic and pain medication adjustments. It should be noted that 
for these cases, litigation, deposition, and communication with police are frequent components of post ser\rice 
work. 



TrackiDg/CPT: AE1 201X1 (new) Page2 

KEY REFERENCE SERVICE(S): 

RATIONALE: 

In comparison to all of the key reference services, AE1 includes the "unpredictability" of life threatening injuries 
that adds to the total work stress. AE1 is more work than 35701 because more structures are explored, requiring 
additional careful dissection and debridement, if necessary, during an emergent situation. AE1 is less work than 
31360 because removal and/or repair is not included. The total work of AE1 is comparable to 60220 and 43420, 
where the intraoperative dissection of traumatic neck exploration may be more extensive and somewhat more 
stressful than 60220 and 43420, but the pre-service and post-service effort is less. Because the key reference 
services each represent some of the components of what a neck exploration for cervical trauma entails, the survey 
median RVW of 9.50 appears relationally reasonable and is recommended. 

FREQUENCY INFORMATION 

How was this service previously reported? 21899 (unlisted procedure, neck or thorax) 

How often do physicians in your soecialtv perfonn this service? __ Commonly _x_ Sometimes _ Rarely 

Estimate the n1DDber of times this service might be provided nationally in a one-year period? Approximately 1,200 per year 
in the United Statea, UIUming a 30~ negative aeck exploration rate. Additionally, 20~ of the total frequency may require bilateral (-SO) aeck exploration. 
[Thia estimate io bued on an extrapolation of data from the North Carolina Medical Data Due (250,000 patienu) and the Pennlylvania Trauma Outcome 
Study (150,000 patient~).] 

Is this service perfonned by many physicians across the United States? X Yes 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the ·Surgery of Trauma; 
American Academy of Otolaryngology - Head and Neck Surgery, Inc. 

Median Intra-Service Tune: 90 Low: SO High: 240 

Median Pre-Service Tune: 45 Median Post-Service Time: 60 

Length of Hospital Stay: 4 Number of ICU Days: 1 

Number & Level of Post-Hospital Visits: 1 x 99213 

Number of Tunes Provided in Past 12 months (Median): 3 in Past 5 years: 20 

No 

Sample Size: 130 Response Rate(%): SO (38%) MEDIAN RVW: 9.50 

25th pctl RVW: 7 .SO 75th pctl RVW: 11.96 Low: 4.54 High: 27.67 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPI': AE2 201X2 (new) Global Period: 010 Recommended RVW: 3.00 

• CPr Descriptor: Exploration of penetrating wound (separate procedure); chest (without thoracotomy) 
ruse specific code(s) for repair of major blood vesselCsl and/or major structure(sl) 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Survey Vignette: A 34-year-old male presented with an anterior chest stab wound in the mid-clavicular line in the fourth 
intercostal space. The patient was hemodynamically stable without complaints of shortness of breath. A chest x-ray was 
negative. It was a non-sucking chest wound approximately 3/4-inch with a minimal amount of hemorrhage. The patient had 
no neck vein distension or hypotension. Xylocaine was infiltrated into the incision, and the incision was enlarged 
approximately one-half inch in each direction. Dissection was then carried down to the costochondral junction. The 
intercostal muscles were identified by further dissection of the soft tissues of the stab wound. By finger palpation and 
hemostat probe, there was no obvious evidence of thoracic or pericardia} penetration. The wound was irrigated and closed 
loosely with 2..0 nylon sutures. The patient was observed for six hours in the Emergency Department and underwent a repeat 
chest x-ray, which was normal. The patient was then discharged for follow-up in the clinic. 

Pre-service work: includes assessing airway, breathing, and circulatory status; obtaining and reviewing hospital 
admission roentgenograms and laboratory studies; and communicating with other health care professionals. 
Attention is directed toward trying to obtain consent from the patient or responsible family member. Preoperative 
antibiotics are ordered. Pre-service work, which is frequently performed under adverse circumstances relative to 
uncooperative patients, also includes prtH>perative scrubbing and positioning, prepping, and draping the patient, 
and administering a local anesthetic. 

Intra-service work: The wound is enlarged to inspect for thoracic or pericardia! penetration. Any necessary 
debridement, removal of foreign body(s), ligation or coagulation of minor subcutaneous and/or muscular blood 
vessel(s), of the subcutaneous tissue, muscle fascia, and/or muscle, not requiring a thoracotomy, is performed. 
(Any necessary repair to major structures or major blood vessel(s) is coded separately.) The wound is irrigated 
and closed in layers, and a sterile dressing applied. 

Post-service work: includes patient stabilization; communication with the family (mcluding written and telephone 
reports and orders); review of postoperative chest x-ray; pain medication management; and discharge day 
management. Additionally, all hospital visits and post-discharge office visits for this procedure for 10 days after 
the day of the operation are considered part of the post-operative work for this procedure; including removal of 
sutures, evaluation of laboratory reports, if needed, and antibiotic and pain medication adjustments. It should be 
noted that for these cases, litigation, deposition, and communication with police are frequent components of post 
service work . 



Trackiog/CPI': AE2 201X2 (new) 

KEY REFERENCE SERVICE(S): 

2.96 99245 Office--- for a- or e.lablilbed ~which requhe.lbele ttu. toy CC!IIIpCIIICIIt: a oomprebeuivohiltoly; a 

RATIONALE: 

oomprebeaaivo -ination; Uld medical docilioa makiDa of hiah oompluity. e-liDa ad/or oocmliaation of caro wilh ocber 
prvvidon or apaciel ue prvvided OOIIIimat wi1b 1ho uture of tbo problem(•) Uld tbo patieat'• ad/or family'• DOOCII. U.wly, tbo 
p.-lia& problem(•) ue of modonlo to hiah NYori\y. l'byaicjaDI typically lpead 80 miDutel r-.to-r-wilh 1ho patieat ad/or 
family. 
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AE2 is more work than 10121 because is requires dissection through the entire thickness of the chest wall with 
precision to determine penetration. Although the total work stress level for AE2 is greater than 13101 due to the 
emergent nature of the situation, the overall work is similar (enlarge a wound, explore the cavity, and close in 
layers). Intraoperative work for AE2 may be slightly lower than 13101 in that it does not include the repair and 
debridement of the ragged edges as would be done in a complex wound repair. The survey median RVW of 3.00, 
which is between the RVWs for 10121 and 13100, is recommended. 

FREQUENCY INFORMATION 

How was this service previously reported? 21899 (unlisted procedure, neck or thorax). Alternative, 12001-12007 (simple .• 
repair of wounds) or 12031-12037 (layered closure of wounds) may have been used, however these codes only describe 
wound closure, but do not describe the exploration which frequently requires extending the wound and promoting further 
dissection. 

How often do .,hysiclans in your specialty perform this service? __ Commonly ___x_ Sometimes _ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Approximately 2,000 per 
year in the United States. [This estimate is based on an extrapolation of data from the North Carolina Medical Data Base 
(250,000 patients) and the Pennsylvania Trauma Outcome Study (150,000 patients).] 

Is this service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the Surgery of Trauma 

Median Intra-Service Tune: 30 Low: IS High: 120 

Median Pre-Service Tune: 30 Median Post-Service Tune: 30 

Length of Hospital Stay: 0 Number of ICU Days: 0 

Number &. Level of Post-Hospital Visits: 1 x 99211 

Number of Times Provided in Past 12 months (Median): 3 in Past S years: 10 

Sample Size: 92 Response Rate (9£ ): 33 (36 9£) MEDIAN RVW: 3.00 

?Stb pctl RVW· ' 64 15th pctJ RVW· 4 oo lgw• 1 00 Hjgb• 7 00 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPT: AE3 201X3 (new) Global Period: 010 Recommended RVW: 3.68 

• CPT Descriptor: Exploration of penetrating wound (separate procedure); abdomen/flank/back (without 
laparotomy) 

• 

ruse specific code(s) for repair of mruor blood yesseHsl and/or major Structure(s)) 

CLINICAL DESCRIPfiON OF SERVICE: 

Survey V~gnette: This 30-year-old obese female presented with a self-inflicted stab wound to the left mid-abdomen area. 
The patient was hemodynamically stable and hysterical. An abdominal exam was equivocal. Due to the patient's inability to 
cooperate, after initial A11.S assessment, the half-inch wound was infiltrated with local anesthesia and was enlarged 
approximately one-inch from each comer. The subcutaneous tissue was then dissected and the external oblique aponeurosis 
was identified and had been penetrated. This was enlarged and the underlying internal oblique and transverse muscles had 
minimal bleeding and no evidence of subsequent penetration into the peritoneal cavity. Retractors were placed in the wound, 
which was approximately S em in depth, mostly through the fatty subcutaneous tissue. Exploration of the wound tract 
revealed no obvious penetration. The fascia was then closed with 2-0 interrupted victyl sutures after irrigating the wound. 
The skin was closed loosely with 3-0 nylon simple sutures. Based on the satisfactoey local stab wound exploration, it was 
elected not to pursue diagnostic peritoneal lavage or CAT scan of the abdomen. The patient was then observed clinically for 
18 hours and discharged from the hospital. 

Pre-service work: includes assessing airway, breathing, and circulatory status; obtaining and reviewing hospital 
admission roentgenograms and laboratory studies; and communicating with other health care professionals. 
Attention is directed toward trying to obtain consent from the patient or responsible family member. Preoperative 
antibiotiCs are ordered. Attention is directed toward trying to obtain consent from the patient or responsible 
family member. Pre-service work, which is frequently performed under adverse circumstances relative to 
uncooperative patients, also includes pre-operative scrubbing and positioning, prepping, and draping the patient, 
and administering a local anesthetic. 

Intra-service work: After enlarging the wound, retractors are placed to identify underlying structures and to 
determine the depth of penetration. Any necessary debridement, removal of foreign body(s), ligation or 
coagulation of minor subcutaneous and/or muscular blood vessel(s), of the subcutaneous tissue, muscle fascia, 
and/or muscle, not requiring a laparotomy, is performed. (Any necessary repair to major structures or major 
blood vessel(s) is coded separately.) The fascia is then closed with 2-0 interrupted vicryl sutures after irrigating 
the wound. The skin is closed in layers, and a sterile dressing is applied. 

Post-service work: includes patient stabilization and continued observation for missed penetration; communication 
with the family (including written and telephone reports and orders); pain medication management; and discharge 
day management. Additionally, all hospital visits and post-discharge office visits for this procedure for 10 days 
after the day of the operation are considered part of the post-operative work for this procedure; including removal 
of sutures, evaluation of laboratory reports, if needed, and antibiotic and pain medication adjustments. It should 
be noted that for these cases, litigation, deposition and communication with police are frequent components of post 
service work . 



Tracking/CPI': AE3 201X3 (new) Page2 

KEY REFERENCE SERVICE(S): 

000 

RATIONALE: 
The work of AE3 is similar to 44950, except the appendix is not taken out. AE3 is substantially more work than 
10121 because is requires precise dissection through the entire thickness of the abdominal or flank wall to 
determine penetration and injury to internal structures. Although the total work stress level for AE3 is greater 
than 13101 due to the emergent nature of the situation, the overall work is similar (enlarge a wound, explore the 
cavity, and close in layers). Intraoperative work for AE2 may be slightly lower than 13101 in that it does not 
include the repair and debridement of the ragged edges as would be done in a complex wound repair. In addition, 
the intraoperative work of AE3 is greater than AE2. The survey median RVW of 3.68, which is slightly less than 
the RVW for 13101 and greater than the recommendation for AE2, is recommended for AE3. 

FREQUENCY INFORMATION 

How was this service previously reported? 21899 (unlisted procedure, neck or thorax). Alternative, 12001-12007 (simple • 
repair of wounds) or 12031-12037 (layered closure of wounds) may have been used, however these codes only describe 
wound closure, but do not describe the exploration which frequently requires extending the wound and promoting further 
dissection. 

How often do physicians in your specialty perform this service? _ Commonly _x_ Sometimes _ Rarely 

&timate the nmnber of times this service might be provided nationaJly in a one-year period? Approximately 3,000 per 
year in the United States. [This estimate is based on an extrapolation of data from the North Carolina Medical Data Base 
(250,000 patients) and the Pennsylvania Trauma Outcome Study (150,000 patients).] 

Is this service performed by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the SurgCJY of Trauma 

Median Intra-service Time: 30 Low: 15 High: 120 

Median Pre-Service Time: 30 Median Post-Service Time: 30 

Length of Hospital Stay: 1 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 1 x 99212 

Number of Tunes Provided in Past 12 months (Median): 5 in Past 5 years: 23 

Sample Size: 92 Response Rate (%): 32 (35%) MEDIAN RVW: 3.68 

?Stb pct1 RVW· 2 Q3 75th pctl RVW· s 13 Taw· 1 30 High· 7 ()() 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPr: AE4 201X4 (new) Global Period: 010 Recommended RVW: 4.95 

• CPr Descriptor: Exploration of penetrating wound (separate procedure); extremity 

• 

• 

ruse specific codeCsl for repair of blood vesselCsl and/or maior structureCs)) 

CLINICAL DESCRIPI'ION OF SERVICE: 

Survey Vagnette: A 20-year-old male was involved in an altercation when he suffered a two-inch stab wound to the medial 
anterior elbow and presented to the Emergency Department with moderate hemorrhage controlled with pressure. The patient 
had no neurovascular deficits distally. It was elected to explore this wound in the operating room under local anesthesia, with 
general anesthesia on stand-by ifnecessaty. The transverse incision was infiltrated with xylocaine and irrigated. The wound 
was then enlarged, and the proximal and distal flaps were mobilized to inspect the underlying stnlctures. The brachial artery 
and vein were· intact. The antecubital veins had been lacerated and thrombosed. These were identified and ligated. The 
median nerve was intact. There was no obvious tendino~ injury to the lacertus fibrosis of the elbow. There was some 
moderate bleeding from the partial laceration of the medial biceps, which was easily controlled with cautery. No structural 
repair was necessaty. The wound was copiously irrigated. The fascia was reapproximated loosely with 2-0 vicryl sutures, 
and the skin was closed with 3-0 nylon vertical mattress sutures. 

Pre-service work: includes obtaining and reviewing hospital admission roentgenograms and laboratory studies; 
evaluating the patient for neurovascular injury; exposing the wound, taking a history as to the incident; and 
communicating with other health care professionals. Attention is directed toward trying to obtain consent from the 
patient or responsible family member. Preoperative antibiotics and tetanus prophylaxis are ordered. Pre-service 
work, which is frequently performed under adverse circumstances relative to uncooperative patients, also includes 
pre-operative scrubbing and positioning, prepping, and draping the patient. It should be noted that the patient's 
extremity is most often explored in the operating room . 

Intra-service work: The wound is enlarged to inspect the underlying structures and, with careful dissection, the 
ligaments, nerves, and blood vessels of the wound. Any necessary debridement, removal of foreign body(s), 
ligation or coagulation of minor subcutaneous and/or muscular blood vessel(s), of the subcutaneous tissue, muscle 
fascia, and/or muscle is performed. (Any necessary repair to major structures or major blood vessel(s) is coded 
separately.) The wound is copiously irrigated. The fascia is reapproximated loosely with 2-0 vicryl sutures, and 
the skin is closed with 3-0 nylon vertical mattress sutures. Sterile dressings are applied. 

Post-service work: includes patient stabilization; communication with the family (including written and telephone 
reports and orders); pain medication management; and discharge day management. Additionally, all hospital visits 
and post-discharge office visits for this procedure for 10 ·days after the day of the operation are considered part of 
the post-operative work for this procedure; including removal of sutures, evaluation of laboratory reports, if 
needed, and antibiotic and pain medication adjustments. It should be noted that for these cases, litigation, 
deposition and communication with police are frequent components of post service work . 



Tracking/CPI': AE4 201X4 (new) Page2 

KEY REFERENCE SERVICE(S): 

RATIONALE: 
The work of AE4 is greater than 35761 because it includes exploring more structures (vessel(s), nerve(s} and 
tendon(s)). The work of AE4 is somewhat less than 64708 because the exploration and repair of a nerve 
frequently entails entrapment and scar tissue making a much more tedious and difficult dissection. Although the 
postoperative work of 24066 may be greater than AE4, the intraoperative effort of AE4 is greater than 24066. 
The survey median RVW of 4.95 is recommended because it accurately reflects these comparisons. 

FREQUENCY INFORMATION 

How was this service previously reported? XXX99 (unlisted procedure for appropriate area of extremity). Alternative, 
12001-12007 (simple repair of wounds) or 12031-12037 (layered closure of wounds) may have been used, however these 
codes only describe wound closure, but do not describe the exploration which frequently requires extending the wound and 
promoting further dissection. 

How often do physiciam in your specialty perfonn this service? __ Commonly _x_ Sometimes _ Rarely • 

Estimate the DlDilber of times this service might be provided nationally in a one-year period? Approximately 4,000 per 
year in the United States. [This estimate is based on an extrapolation of data from the North Carolina Medical Data Base 
(250,000 patients) and the Pennsylvania Trauma Outcome Study (150,000 patients).] 

Is this service perfonned by many physicians across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the Surgery of Trauma 

Median Intra-Service Time: 60 Low:30 High: 120 

Median Pre-Service Time: 30 Median Post-Service Time: 30 

Length of Hospital Stay: 1 Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: 1 x 99212 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 11 

Sample Size: 92 Response Rate(%): 33 (36%) MEDIAN RVW: 4.95 

25th pctl RVW: 3.50 75th pctl RVW: 5.50 Low: 2.50 High: 10.00 • 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPr: AE7 4735X (new) Global Period: 090 Recommended RVW: 28.00 

• CPr Descriptor: Management of liver hemorrhage; exploration of hepatic wound, extensive debridement, 
coagulation and/or suture, with or without packing of liver 

• 

• 

CLINICAL DESCRIPI'ION OF SERVICE: 

Survey VJgDette: A 23-year-old female unrestrained driver is involved in a motor vehicular crash. The patient arrives 
hypotensive with a distended abdomen, pallor and tachycardia. Intravenous lines are started. A DPL is consistent with 
blood, and the patient is taken to the operating room for exploratory laparotomy. Upon opening the abdomen, massive 
hemoperitoneum is encountered with a bear claw laceration of the right lobe of the liver. The liver is temporarily packed and 
compressed to replace volume. Multiple segments of the liver are devitalized and require debridement. Several large 
bleeding venous structures are identified in the depths of the wound and are ligated and clipped. The raw edges of the liver 
then undergo argon beam coagulation and subsequent debridement. Several segments of the right inferior portion of the liver 
are removed as well as a 4 x 6 em anterior inferior segment of the liver, which has been devitalized. Several of the 
lacerations are sutured but the bear claw nature does not lend itself to suture. Hemostasis is finally secured with argon beam 
coagulation, debridement and individual ligation with placement of the omentum and drains in this region. The abdomen is 
then closed. The patient was transfused 8 units of exogenous blood and 4 units of autotransfusecl blood during the procedure. 
Two large closed suction drains are brought out through the right lateral abdominal wall. 

In some cases, the patient described above may continue to have hemorrhage from the liver despite partial 
hepatorrhaphy, debridement, suture ligation, and coagulation. The patient is cold and acidotic and has had massive fluid and 
blood resuscitation. The patient may or may not have associated injuries. Multiple non-biologic pacb are then placed tightly 
under, over, and around the liver to gain hemostasis. The abdomen is then closed tightly over these pacb to control bleeding 
until reversal of the coagulopathy, hypothermia, and acidosis with planned re-exploration. 

Pre-service work: includes assessment of airway, breathing, circulatory, and neurologic status; obtaining and reviewing 
hospital admission roentgenograms and laboratory studies; and communicating with other health care professionals. Attention 
is directed toward trying to obtain consent from the patient or responsible family member. Preoperative antibiotics, a large 
intravenous line, nasogastric tube, and foley catheter are ordered. Pre-service work also includes pre-operative scrubbing and 
positioning, prepping, and draping the patient, and continued extensive resuscitation prior to surgery. 

Intra-service work: After assuring that there is large vascular access, a mid-line abdominal exploratory laparotomy is 
performed. Attempts at hemostasis and restraining torrential hemorrhages is done with compression, while trying to maintain 
control of the blood pressure, temperature and coagulation status. The liver is mobilized in order to expose the bleeding areas. 
Because the liver wound is shredded, it requires careful debridement through a section by section area. Blood is continuously 
suctioned from the peritoneal cavity and retransfused during the operative procedure. After debriding the wound and suturing 
blood vessels, the wound is then packed tightly with multiple packs. During the operative procedure, attention is directed 
toward adequate volume resuscitation, which requires communication with the anesthesiologists. After repairing the liver 
wounds, a thorough, inch by inch, exploration of the esophagus, intestines and mesentery, stomach, both kidneys, porta 
hepatic, and other internal structures is carried out. A Kocher maneuver is performed to better examine the duodenum. The 
lesser sack is opened to identify and inspect the panCRU and spleen. The pelvic viscera is inspected in females (Repair to 
other internal structures, if necessary, is coded separately.) The peritoneal cavity is then irrigated, drains placed, and the 
incision is closed using towel clips to reapproximate the skin and/or fascia. Sterile dressings are applied. The patient requires 
continued resuscitation of fluid and blood and component therapy during the operative procedure, requiring the surgeon to 
attend to the resuscitation of the patient as well as the operation, and adding to the difficulty and stress of the operation. 

Post-service work: includes patient stabilization in the ICU for ongoing resuscitation; communication with the family 
(mcluding written and telephone reports and orders); management of cardio-pulmonary stability; monitoring for and correction 
of coagulopathy, hypothermia, and acidosis; assessing the need for transfusion; monitoring the wound for infection; and 
assessment and decision regarding re-exploration. After the packs are removed, the patient returns to the ICU for 
stabilization and continued resuscitation. Hospitalization is usually two to three weeks. Decisions are made relative to 
removal of the nasogastric tube and management of a progressive diet and care and removal of drains. All hospital visits and 
post-discharge office visits for this procedure for 90 days after the day of the operation are considered part of the post­
operative work for this procedure; including removal of sutures, evaluation of laboratory reports, if needed, and antibiotic and 
pain medication adjustments. It should be noted that this procedure is notorious for a complicated postoperative course. In 
addition, many of the cases requiring this service also frequently require litigation, deposition and communication with police. 



Tracking/CPT: AE7 4735X (new) 

28.82 

Pancreatectomy, proximal 
cboledoc:hoenterostomy and 

35082 Direct repair of aneurysm, false aneurysm, or excision (partial or total) and graft insertion, with or 
without patch graft; for ruptured aneurysm, abdominal aorta 

RATIONALE: 

Page2 

090 

AE7 is less work than 47130 because it does not include ligating all the branches the hepatic veins. AE7 is more 
work than 47120 in that there is more extensive bleeding and devitalized tissue. AE7 is similar to 35082 as both 
are unplanned, severe life-threatening emergencies with extensive blood loss. The stress and effort for AE7 is 
extremely high because of the uncontrollable hemorrhaging which creates poor viability and because the patient's 
physiological milieu is totally disrupted. The surgeon is required to continuously monitor and correct pre-, intra-, 
and post-service coagulopathy, hypothermia, and acidosis. AE7 entails a wide spectrum of work, where the 
patient is quite variable in terms of blood loss and physiological status (i.e. requiring constant assessment 
regarding when to abandon the operation and pack to wait for patient stability). The survey median RVW of 
28.00 is recommended. 

FREQUENCY INFORMATION 

How was this service previously reported? 47399 

How often do physiciam in your specialty perfonn this service? __ Commonly _x_ Sometimes _ Rarely 

Estimate the nmnber of times this service might be provided nationally in a one-year period? Approximately 2,000 
per year in the United States, with approximately SO% of the cases requiring packing of the liver. [This estimate is based on 
an extrapolation of data from the North Carolina Medical Data Base (250,000 patients) and the Pennsylvania Trauma Outcome 
Study (150,000 patients).] 

Is this service perfonned by many physiciam across the United States? X Yes _ No 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the Surgery of Trauma 

Median Intra-Service Tune: 180 Low: 60 High: 480 

Median Pre-Service Time: 40 Median Post-Service TJJDe: 180 

Length of Hospital Stay: 15 Number of ICU Days: S 

Number & Level of Post-Hospital Visits: 1 x 99214; 1 x 99213; 2 x 99212 

Number of Times Provided in Past 12 months (Median): 2 in Past S years: 12 

Sample Size: 92 Response Rate(%): 33 (36%) MEDIAN RVW: 28.00 

25th pctl RVW: 24.70 75th pctl RVW: 31.56 Low: 18.00 High: 41.50 

• 

• 



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation 

Tracking/CPr: AE8 4736X (new) Clehal Periede 999 Recommended RVW: 10.00 

• RECOMMENDED Global Period: 000 

• 

• 

CPr Descriptor: Management of liver hemorrhage; re-exploration of hepatic wound for removal of packing 

CLINICAL DESCRIPTION OF SERVICE: 

Suney V~g~~ette: The patient described in the vignette for code AF:1 is returned to the operating room 36 hours after the 
initial liver packing. The acidosis, hypothermia and coagulopathy have been reversed. The patient has been 
hemodynamically stable, is taken to the operating room where the abdomen is reopened, and the packs are carefully teased 
from the liver with saline irrigation and forceps. On occasion, additional debridement and/or coagulation is necessary. Also 
on occasion, repacking is required, should bleeding restart. The packs are teased away, bleeding is controlled. The rest of 
the abdomen is systematically examined. Drains are usually placed through the right abdominal wall, and the abdomen is 
closed in routine fashion. 

Pre-service work: includes monitoring the patient for stability and assessing the optimal time to return the patient 
to the operating room for re-exploration and removal of the liver packing. Coordination of multiple efforts 
relative to anesthesia, blood bank, the operating room, and surgical assistance is necessary. Laboratory studies 
must be assessed and abnormalities reasonably corrected. Extensive communication and explanation of the re­
exploration with the patient and family is necessary and along with consent from the patient or responsible family 
member. Preoperative antibiotics, a large intravenous line, nasogastric tube, and foley catheter are ordered. Pre­
service work also includes pre-operative scrubbing and positioning, prepping, and draping the patient. 

Intra-service work: The mid-line incision is opened and old blood and clot are removed from the peritoneal 
cavity. The multiple packs are then carefully teased and dissected from the liver with care to avoid re­
exacerbating the recurrent hemorrhage. Additional debridement and/or coagulation may be necessary. After 
removal of the packs, drains are placed in the liver bed and the peritoneal cavity is then carefully inspected again. 
Postoperative nutrition access is determined. The peritoneal cavity is irrigated and the incision is closed in layers. 
Sterile dressings are applied. 

Post-service work: includes patient stabilization in the ICU and communication with the family (including written 
and telephone reports and orders). · 



Tracking/CPT: AE8 4736X (new) Page 2 

KEY REFERENCE SERVICE(S): • '9SRVW CPI' 1995 Descriptor Global 

9.40 49002 Reopening of recent laparotomy 090 

RATIONALE: 

AE8 is more work than 49002 because it includes removing the packing and debriding. Instead of the survey 
median RVW of 12.00, an RVW of 10.00 is recommended, which is consistent with the relationship of AE8 to 
AE7. AE8 is totally dependent on AE7 and involves one-half as much time. 

***In addition, it is recommended that the global period be changed to 000, consistent with other procedures of 
this nature. 

FREQUENCY INFORMATION 

How was this service previously reported? 47399-78 

How often do physiciam in your soecialty perfonn this service? _ Commonly __x_ Sometimes _ Rarely 

Emmate the nuunber of times this service might be provided nationally in a on~year period? Approximately 1,000 per 
year in the United States. [This estimate is based on an extrapolation of data from the North Carolina Medical Data Base 
(250,000 patients) and the Pennsylvania Trauma Outcome Study (150,000 patients).] 

Is this service performed by many physiciam across the United States? X Yes No 

SURVEY DATA: 

Specialty(s): American College of Surgeons; American Association for the Surgery of Trauma 

Median Intra-Service Time: 85 Low: 30 High: 120 

Median Pre-Service Time: 45 Median Post-Service Time: 120 

Length of Hospital Stay: 14 Number of ICU Days: 4 

Number & Level of Post-Hospital Visits: 2 x 99212 

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 12 

Sample Size: 92 Response Rate(%): 33 (36%) MEDIAN RVW: 12.00 

25th pctl RVW: 11.00 75th pctl RVW: 14.00 Low: 7.00 High: 30.00 

• 

• 



• 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

LAPAROSCOPIC SALPINGONEOSTOMY AND FIMBRIOPLASTY - TAB 20 

• 

Code 56343 [Laparoscopy, surgical; with salpingostomy (salpingoneostomy)] is the establishment of an artificial opening in a fallopian 
tube for patients that have tubal disease that is characterized by distal tubal lesions and/or have infertility problems. Approximately 20-
30% of the patients that have infertility have tubal disease and a large number of these patients would be candidates for this procedure. 
Code 56344 [Laparoscopy, surgical; with fimbrinoplasty] is a corrective operation performed on the tubal fimbriae in the fallopian tube. 
The tubal fimbriae are branched processes that surround the ampulla opening at the abdominal opening of the uterine tube. During this 
operation which is performed via laparoscope, fimbriael adhesions are lysed using laser electrocautery or scissors. Similar to CPT code 
56343, the typical patient for 56344 has experienced tubal disease and/or infertility. 

The specialty society recommended the survey medians for both codes, however, the RUC determined that the since the work of both of 
these laparoscopic procedures is comparable to the corresponding open procedures, the RVUs for both the open and the laparoscopic 
procedures should be valued the same. Therefore, the RUC recommends that code 56543 have 6.96 RVUs in 1996, which is the same 
as the open procedure code 58770 [Salpingostomy (neosalpingostomy)]. The RUC recommends that code 56344 have 7.16 RVUs in 
1996, which is the same as the open procedure CPT code 58760 [Fimbrioplasty]. The RUC also noted that both 58770 and 58760 are 
under review as part of the five-year refinement process, so if any adjustments are made to the values of those codes for 1997, the 
values of 56343 and 56344 should be adjusted to maintain their equivalence. 

CPT Code Tracking CPT Descriptor Global Period RVW Recommendation 
(• New) Number 

56301 Laparoscopy, surgical; with fulguration of oviductB (with or 010 3.68 
(58982 in without transection) (No Change) 
CPT 1992) 

•56343 AF1 with salpingostomy (saJpingoneostomy) 090 6.96 (=58770) . 

CPT jiv~-digil oode3, two-digit modijier3, and de3criptiom only ar~ copyright by th8 .American M~dical .hsociation. -1-



CPT Code Tracking CPT Descriptor Global Period RVW Recommendation 
(• New) Number 

•S6344 AF2 with fimbrioplasty 090 7.16 (=58760) 

(Codes S63XX and S63:XX 8re used to reoort unilateral moce-
dures unless otherwise soecifiedl 

CPT flve-digil code8. two-digiJ modiji4r8. and de8criptiom only are copyright by the American Medical Aaaociotion. -2-

•• • 
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• 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ~A~F...:=.l __ _ Global Period: 090 Recommended RVW: _.7_...5...,0..._ __ 

CPI' Descriptor: Laparoscopy, surgical; with salpingostomy (salpingoneostomy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 28 year old 0 0 who recently underwent a hysterosalpingogram which showed nonpatent hydrosalpinges 
now undergoes laparoscopy. The right tube is noted to be completely free. However, the distal end is completed closed and dilated with 
no evidence of funbria. At the same operative setting, the distal right tube is isolated. The avascular planes are identified and cruciate 
incisions made in the distal tube with either scissors, electrosurgery, or laser. Multiple flaps are created. Meticulous hemostasis is obtained 
with care not to damage the tubal flaps. Each of these flaps is "flowered" back with the laser or electrosurgery or sewn back to create the 
new opening in the fallopian tube. Chromotubation is perfonned to document patency. 

Pre-Service Work 

Pre-service work includes a pre-operative interval history and physical, review of results of the previous hysterosalpingogram and other 
relevant medical records, and communication with the patient, family, and operating room staff. 

Intra-Service Work 

Under appropriate anesthesia, the patient undergoes diagnostic laparoscopy which confmns the results of the previous hysterosalpingogram. 
The right tube is noted to be completely free. However, the distal end is completed closed and dilated with no evidence of fimbria. At the 
same operative setting, the distal right tube is isolated. The avascular planes are identified and cruciate incisions made in the distal tube with 
either scissors, electrosurgery, or laser. Multiple flaps are created. Meticulous hemostasis is obtained with care not to damage the tubal flaps. 
Each of these flaps is "flowered" back with the laser or electrosurgery or sewn back to create the new opening in the fallopian tube. 
Chromotubation is performed to document patency . 

Post-service Work 

The patient is observed closely in the hospital for 8-24 houra and discharge home with instructions for follow-up care and possible 
complications. She is seen in the office about 14 days post-discharge. 

KEY REFERENCE SERVICE(S): 

CPI' Code CPI' Descriptor 

58770 Salpingostomy (neosalpingostomy) 6.96 

RELATIONSIHP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all appUcable elements of work in rationale: time; technical 
skill & physical efl'ort; mental efl'ort and judgement; and stress): 

AFl requires approximately the same amount of work as CPI' 58770,although intra-service time and intensity 
may be somewhat greater for AFl than for CPT 58770. Therefore, the survey median seems reasonable in 
relationship to the current value of CPT 58770. Note, however, that both ACOG and ASRM consider CPT 
58770 to be significantly undervalued. It will be resurveyed for the 5 year refinement; if its value changes as 
a result of the five year refinement, the value of AFl should be changed accordingly. In addition, both societies 
believe that 010 would be a more appropriate global period. 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION • 
How was this service previously reported? _.,5'-1:18:..!.77.:..:0~or~5..:.:8~999~-------------

How often do physicians in your specialty perform this service? ...1. Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Awroximately 
20-30% of patients with infertility have tubal disease. A large number of these would be candidates for this 
procedure. 

Is this service performed by many physicians across the United States? .....L Yes _ No 

SURVEY DATA: 

Specialty: American College of Obstetricians and Gynecologists. American Society for Re,productive Medicine 

Median Intra-Service Time: 112 min. Low: 30 min. High: -=2...,10L-----

Median Pre-Service Time: ..... 3UI!:O~m~i~:.en ..... ------ Median Post-Service Time: --=2.x.O~m~:.ei~n . .__ ____ _ 

Length of Hospital Stay: -.x.O______ Number of ICU Days: 

Number & Level of Post-Hospital Visits: _.9:.c:9.:::.2o!i.l13"-'!:.l10~d:li!lauy.ll.s-~'p.¥los~t-o~p--------------· 
Number of Times Provided in Past 12 months (Median): __ to~--- in Past 5 years: _,;,:,4~3 -----

Other Data: 

Sample Size: ....::1,....50x-__ _ Response Rate(%): 33 <22%) Median RVW: ..... 7....,5=0 ___ _ 

25th Percentile RVW: ....,6 ..... 9 ..... 6 __ 75th Percentile RVW: 8.50 Low: ...;l4u.o:.3:.:..7 __ High: ..l.8....l2 



• 

• 

• 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ~A~F2=---- Global Period: 090 Recommended RVW: ....:7~.2===5;.._ __ 

CPT Descriptor: Laparoscopy, surgical; with fimbrioplasty 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 28 year old G0 who m:ently underwent a hyllterosalpingognm which showed that the distal tube was 
dilated, though patent, now undergoes Japaroacopy. Adhesions involving the fimbria of the right tube with narrowing of the opening of the 
tube and dilation of the ampulJary portion of the tube are noted. The funbriael adhesions are meticulously lysed with care not to damage the 
fimbriae. Either laser, electrosurgeey, or scissors are used to lyac the adhesions. Once theac fimbriae} adhesions are lysed, the distal end 
opens and a relatively nonnal fimbria is preacnt. The distal tube may be "flowered" back or. sutured if needed. Chromotubation is perfonned 

to document patency. 

Pre-Service Work 

Pre:acrvice work includes a pre-operative interval histoey and physical, review of results of the previous hysterosalpingognm and other 
relevant medical records, and communication with the patient, family, and operating room staff. 

Intra-Service Work 

Under appropriate anesthesia, the patient undergoes diagnostic Japaroscopy which confirms the results of the previous hyllterosalpingognm. 
Adhesions involving the fimbria of the right tube with narrowing of the opening of the tube and dilation of the ampullaey portion of the tube 
are noted. The fimbriae} adhesions are meticulously lyacd with care not to damage the fimbriae. Either laser, electrosurgeey, or scissors 
are used to lyac the adhesions. Once theac fimbriae} adhesions are lysed, the distal end opens and a relatively nonnal fimbria is preacnt. 
The distal tube may be "flowered" back or sutured if needed. Chromotubation is perfonned to document patency . 

Post-service Work 

The patient is obacrved cloacly in the hospital for 8-24 hours and discharge home with instructions for follow-up care and pouible 
complications. She is acen in the office about 14 days post-discharge. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

58760 Fimbrioplasty 7.16 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTIIER 
RATIONALE FOR RVW RECOMMENDATION (Inducle all applicable elements or work in radonale: time; teclmical 
skill & physical eft'ort; mental eft'ort and judgement; and stress): 

AF2 requires approximately the same amount of work as CPT 58760, although intra-service time and intensity 
may be somewhat greater for AFt than for CPT 58770. Therefore, the survey median seems reasonable in 
relationship to the current value of CPT 58770. Note, however, that both ACOG and ASRM consider CPT 
58760 to be significantly undervalued. It will be resurveyed for the 5 year refinement; if its value changes as 
a result of the five year refinement, the value of AF2 should be changed accordingly. In addition, both societies 
believe that 010 would be a more appropriate global period. 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA • 
FREQUENCY INFORMATION 

How was this service previously reported? --&:58w.J7u.60~----------------

How often do physicians in your specialty perform this service? ..L Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Approximately 
20-30% of patients with infertility have tubal disease. A large number of these would be candidates for this 
procedure. 

Is this service performed by many physicians across the United States? -L- Yes _ No 

SURVEY DATA: 

Specialty: American College of Obstetricians and Gynecologists. American Society of Reproductive Surgeons 

Median Intra-Service Time: 90 min. Low: -=2=0 ____ _ High: -=2=40'---

Median Pre-Service Time: _,3'-ljO:.....,_ _____ _ Median Post-Service Time: .....::::;20¥--------· 

Length of Hospital Stay: ~0"------- Number of ICU Days: 

Number & Level of Post-Hospital Visits: _.9:..:;9=2....,13~10o:..d:=~a'"""y:li.s,..p...,os"--:.t-o-.p _____________ _ 

Number of Times Provided in Past 12 months (Median): __,10....__ __ in Past 5 years: _,3'-l.7 .... 5'------

Other Data: 

Sample Size: ....:1""'30 ___ _ Response Rate(%): 33 (22%) Median RVW: .....~7::1.1!2""'5 ___ _ 

25th Percentile RVW: _6...,..""90....___ 75th Percentile RVW: ~8"'".00~-- Low: ...;l4~.3~7 __ ·High: .lQ..!8 

• 



•• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

PARA VAGINAL REPAIR - TAB 21 
f 
f 

• 

The RUC recommendation for CPT code 57284 is based on a survey of 43 gynecologists. Code 57284 [Paravaginal defect repair 
(including repair of cystocele, stress urinary incontinence, and/or incomplete vaginal prolapse)] is a new code that will allow physicians 
to accurately report the complex services involved in paravaginal repair for stress urinary incontinence. This procedure, which is also 
referred to as a paravaginal suspension, requires between 90 and 270 minutes to complete. This code was often inaccurately reported as 
a simple Marshall Marchetti Krantz (MMK) operation (CPT code 51840) which requires 20 to 25 minutes to complete. A simple MMK 
only requires a midline dissection behind the pubic bone, however, the paravaginal defect repair requires more complex dissection 
laterally down the pelvic sidewalls. A simple MMK requires placement of sutures at the vesical neck on both sides which are easily 
attached to the periosteum of the pubic symphysis. In contrast, during a paravaginal repair, the antero-lateral sulcus must be identified, 
a suture must be placed at the level of the vesical neck and then in through the arcus tendinous fascia pelvis on the pelvic sidewall. This 
same procedure is performed on the left pelvic sidewall so that normal restoration of the vaginal anatomy can be accomplished. The 
technical expertise that is required to perform paravaginal defect repair far exceeds that of CPT 51840, but is similar in difficulty to 
CPT code 51841 which is a complex MMK operation. Therefore, the RUC recommends an RVU of 12.10 for CPT code 57284 which 
is the same RVU as the complex MMK operation. 

CPI' Code Tracking CPI' Descriptor Global RVW Recommendation 
(• New) Number Period 

•S7284 X1 Paravaginal defect repair (mcluding repair of cystocele, stress 090 12.10 
urinary incontinence, and/or incomplete vaginal prolapse) 

CPT jive-digit codes, two-digit modifiers, anJ descriptions only are copyright by the .American Medicol Association. 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: .......,_X...:1.__ __ _ Global Period: 090 Recommended R~: 1~.10 . • 

CPT Descriptor: Paravaginal defect repair (including repair of cyctocele, stress urmary mcontmence, 
and/or incomplete vaginal prolapse 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A S4 year old G5 P5 female patient pRSCnts complaining of involuntaJy loss of urine associated with stress 
activities such 88 coughing, sneezing or vigorous exercise. In addition, she also complains of vaginal pressure like discomfort or heaviness 
associated with prolonged standing. She also describes mild urgency, 88 wcll88 urinary frequency. There is no history of urge incontinence 
per sc or nocturia. The incontinence is affecting her social activities and has had a negative effect on the quality of her life. Her past medical 
history is negative except for a prior hysterectomy perfonned for the diagnosis of chronic dysfunctional uterine bleeding refractory to medical 
therapy. Her pertinent physical exam reveals anterior vaginal wall relaxation to the hymenal ring. The vaginal vault apex itself descends 
only minimally. There is-no appreciated rectocele, enterocele, or perineal defect. There is hypcrmobility of the urethral vesical junction as 
demonstrated by a marlccdly abnormal Q-tip test. Her standing stress test with a comfortably full bladder is positive. Careful inspcction of 
the anterior vaginal wall relaxation reveals bilateral paravaginal defects. You perfonn a paravaginal defect repair and provide post-operative 
care. 

Pre-Service Work 

A comprehensive history and physical examination is performed to evaluate the pRSCncc of concomitant medical conditions and aasess the 
patient's operative risk. A chemical workup is performed which includes blood analysis and a urine culture. Urodynamic testing is perfonned 
to confirm adequate intrinsic urethral sphincter function, a stable bladder and the pRSCnce of genuine stress urinary incontinence. Wormed 
consent is obtained after alternative therapies and the risk benefit ratio of the surgery is explained in detail to the patient and her family. 

Pre-service activities in the 90 day global period consists of a hospital admission history and physical, record review and chart preparation, 
review of lab work, pre-operative discssion and evaluation, waiting time, scrub time, waiting during anesthesia induction. 

Intra-Service Work • 
An abdominal paravaginal repair is a procedure developed to correct the fibromuscular supports of the proximal periurethral tissues 88 well 
u the vagina to the arcus tendineus fasciae pelvis (ATFP). The ATFP is a band of fibers from the pubic bone to the ischial spine along the 
obturator intemus muscle which can be exposed through a transabdominal incision by completely opening the space of Rctzius and extending 
it along the entire paravaginal region. Several pcnnanent sutures (5 to 6) arc passed along the anterior lateral vaginal sulcus (on each side) 
through the puboccrvical fascia, guided by a retractor or instrument placed within the vaginal cavity. The operator must be completely 
knowledgeable of the anatomy of the entire region to avoid hemorrhage and damage to vital blood vessels and nerves within the operative 
field. The procedure offers excellent long tenn results for correction of both stress urinary incontinence and cystocele fonnation with 
extremely low postoperative voiding dysfunction. The procedure requires approximately 1.5 to 2.5 hours to complete depending on the 
patient's body habitus or scar tissue fonnation from previous surgery. 

Post-Operative Work 

The physician writes orders for post-operative care, accompanies the patient to the recovery room, and talks with the patient's family. The 
patient is then evaluated in the recovery room. The drainage cathct.cr is nonnally removed on post op day 1 and the patient is monitored for 
normal voiding. The patient is most often discharged on post op day 2 or 3 with instructions for follow-up care. The patient is reevaluated 
at two and six weeks post operatively. 

KEY REFERENCE SERVICE(S): 

CPT Code 

51840 

51841 

CPI Descriptor 

Anterior vesicourethropexy, or urethropexy (Marshall-Marchetti­
Kranz type); simple 

Anterior vesicourethropexy, or urethropexy (Marshall-Marchetti­
Kranz type); complicated 

9.78 

12.10 • 



• 

•• 

• 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include an appUcable elements or work In rationale: time; tec:lmical 
skill & physical effort; mental effort and judgement; and stress): 

X1 is approximately equivalent in time, mental effort/judgment, technical skill and stress to CPT 51841. 
Therefore the survey median seems reasonable. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION 

How was this service previously reported? CPT 53899 or 51840. with -22 modifier 

How often do physicians in your specialty perform this service? ..L Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? We estimate 
iQ>proximately 80.000 patients would have a paravaginal defect. An unknown subset would have this surgezy. 

Is this service performed by many physicians across the United States? _x_ Yes _ No 

SURVEY DATA: 

Median Intra-Service Time: ..... 9"""5 ..... m=i ..... n . ._ __ _ Low: _40~--------- High: ~18111.l!Or--__ _ 

Median Pre-Service Time: __,.45..__ _____ _ Median Post-Service Time: ---:60""'--------

Length of Hospital Stay: ..... 3.....,d=a,...ys.._____ Number of ICU Days: 

Number & Level of Post-Hospital Visits: 99213 14 days posr<m. 99213 30 days post-sm. 99212/99213 90 days 

POst-<>j) 

Number of Times Provided in Past 12 months (Median): -.::..=15'---- in Past 5 years: ....,5'-110'-------

Other Data: 

Sample Size: _;;:;,43'----- Response Rate(%): 31 02%) Median RVW: _,1=2""".1 .... 0 ___ _ 

25th Percentile RVW: 11.00 75th Percentile RVW: 12.74 Low: 10.00 High: .lQJ!Q 



•• • 
AMA SPECIALTY SOCIB'lY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRll..l995 

VAGINAL BIRTH AFfER CESAREAN (VBAC) - TAB 22 

• 

The RUC recommendations for VBAC codes are based on a survey of 72 obstetricians. The CPT Editorial Panel added six new codes 
that describe vaginal birth after cesarean. Physicians have only recently begun doing these types of deliveries and they are still only a 
very small percentage of deliveries nationally. The RUC concluded that the work of these services is not reflected in the current vaginal 
delivery codes. Previously, there was no way to accurately report these procedures and, as a result, many institutions were unable to 
track the incidence of these procedures. 

The RUC recommendations for all the VBAC codes are based on comparisons to the equivalent vaginal and cesarean delivery codes 
59400, 59409, 59410, 59514, and 59515. Each of the VBAC services is estimated to require an additional 45 minutes of physician time 
counseling and reviewing the patient record and an additional 80 minutes monitoring and coordinating patient care during labor. 
Therefore, the RUC recommends the survey median values for all these services, which are from 1.36 and 1. 72 RVUs higher than the 
reference service for each code. 

The HCFA representative at the RUC meeting raised a question regarding a comment made by a member of the CPT Editorial Panel 
that the new codes were editorial and were for tracking purposes only. During discussion, it was clear that the existing codes did not 
include VBAC since these services are new, that there is more physician work involved in these services than in the reference services, 
and that the Panel member is not the specialty's CPT Advisor and was not authorized to speak for the American College of Obstetricians 
and Gynecologists. · 

CPT Code TraekiDg Number CPI' Deseriptor Global RVW Recommendation 
(• New) Period 

DELIVERY AFTBR. PREVIOUS CESAREAN DELIVERY (VBAC) 

Patients who have had a previous cesarean delivery and now present with the expectation of a vaginal delivery are coded using codes 596Xl-
596X9. If the patient has a successful vaginal delivery after a previous cesarean delivery (VBAC) usc codes 596Xl-596X3. If the attempt is 
unsuccessful and another cesarean delivery is canicd out, usc codes 596X1-596X9. To report elective c:csarean deliveries usc code 59510, 59514 
or 59515. 

CPT jiw-digil code8, two-digit modijier8, and dncriptiom only ar~ copyright by the American M~dical Af80ciation. -1-



CPT Code Traeking Number CPT Descriptor Global RVW Recommendation 
(• New) Period 

•59610 AG1 Routine obstetric care including antepartum care, vaginal deliv- MMM 22.63 
ery (with or without episiotomy, and/or forceps) and postpartum 
care, after previous cesarean delivery 

•59612 AG2 Vaginal delivery only, after previous cesarean delivery (with or MMM 15.00 
without episiotomy and/or forceps); 

•59614 AG3 including postpartum care MMM 16.00 

•59618 AG4 Routine obstetric care including antepartum care, cesarean deliv- MMM 25.03 
ery, and postpartum care, foUowing attempted vaginal delivery 
after previous cesarean delivery 

•59620 AG5 Cesarean delivery only, foUowing attempted vaginal delivery MMM 16.75 
after previous cesarean delivery; 

•59622 AG6 including postpartum care MMM 17.94 

CPT jive-digit Ci0tk8, two-digit modpr8, and de8criptiom only are copyright by the American Medical Afsociation. -2-

• • • 
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• 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ~A~GL;l:l...._ __ Global Period: ~M=M~M:.=...... ___ _ Recommended RVW: 22.63 

CPI' Descriptor: Routine obstetric care including antepartum care, vaginal delivery (with or without 
episiotomy, and/or forceps) and postpartum care, after previous cesarean delivery 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 28 year old G2 Pl woman who has a history of a previous cesarean delivery for breech pn:scntation 
presents for prenatal care at 8 weeks gestation. She is counseled n:garding undergoing a trial of labor for this delivery. She has an uneventful 
prenatal course and enters labor at 40 weeks. After 8 hours of labor she has a vaginal delivery with no complications. 

Prenatal Care: Routine prenatal care consists of monthly visits until 28 weeks of gestation, biweekly visits to 36 weeks gestation and 
weekly visits until delivery. For the typical patient, this schedule results in 13 prenatal visits if delivery occurs by 40 weeks. A patient with 
a history of a previous cesarean would be considered a candidate for for attempting a vaginal birth after cesarean (VBAC) unless then: an: 
specific contraindication&, or the patient, after appropriate counseling, refuses a trial of labor. In addition to providing routine prenatal 
services to the pn:gant patient who has undergone a pn:vious cesarean delivery, the physician must also review extensively the patient's 
delivery n:cords to ascertain whether she is a candidate for a trial of labor and counsel the patient n:garding her options for attempting VBAC 
and the risks and potential benefits of VBAC compan:d to a n:peat cesarean. 

Management of Labor: Management of labor typically begins with a telephone call from the patient who believes that labor has started. 
The physician advises the patient when to come to hospital, alerts hospital personnel of the patient's arrival, and provides initial instructions 
for the patient's care. With a VBAC patient, the physician must usually be at the hospital soon after the patient arrives. The physician 
perfonns an initial history and physical examination to detennine that labor has indeed begun, 888C88C8 the mother's and fetus' condition, 
develops a tn:atment plan, and communicates with nursing staff and anesthesia and pediatric staff as needed. Following the initial evaluation, 
the physician periodically re-evaluates the condition of the pn:gnant woman and her fetus throughout the course of labor and alters the 
treatment plan as needed. During the first stage of labor this generally occurs every 30 minutes and during the second stage of labor the 
patient is evaluated at S to 15 minute intetvals. Monitoring of the VBAC patient occurs with gn:ater frequency and is mon: intense than 
monitoring of other patients in labor because of the risk of uterine Nptun:. Often the constant pn:sence of the physician is required. In 
addition to bedside evaluation of the patient, the physician consults with anesthesiologists, operating/delivery room staff, and the pediatrician 
or neonatologist. 

Delivery: Physician work associated with a typical vaginal delivery includes: perfonning an episiotomy, delivery of the baby, delivery 
and gross e~on of the placenta, examination of the utel\ls, cervix, and vagina, repair of episiotomy and any lacerations, and immediate 
post-delivery monitoring of the mother. Common, but less typical procedun:s required during delivery include use of forceps or vacuum 
extnction. 

Postpartum Care: Assuming a one-day hospital stay, the in-hospital portion of postpartum care for a vaginal delivery consists of 

hospital discharge day management. The out-of-hospital portion typically includes one follow-up office visit. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

59400 Routine obstetric care including antepartum care, vaginal delivery 
(with or without episiotomy, and/or forceps) and postpartum care 

99402 Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

20.99 

.98 



RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all appUcable elements or work in rationale: time; teclmical 
skill & physical effort; mental effort and judgement; and stress): 

AG 1 requires substantially more physician time, mental effort and judgment, and stress than CPT 59400. More 
time is spent in counseling and record review (survey participants estimated approximately 45 additional minutA 
for counseling and record review) and in monitoring the patient in labor and coordinating care (surve..,-, 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management of labor due to the risk ofuterine rupture. The difference of t:64 RVUs between 
the survey median of 22.63 RVUs and 20.99 RVUs for CPT 59400 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 

IF RECOMMENDED RVW Is BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION 

How was this service previously reported? CPT 59400 (with -22 modifier. if justified) 

How often do physicians in your specialty perform this service? ...A_ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoing a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the mmroximately 4 million deliveries that occur each year would fall into this group of 
six codes (AG 1-AG6l. 

Is this service performed by many physicians across the United States? .....L. Yes _ No • SURVEY DATA: 

Sp~ial~: ~A=C~O=G~-------------------------------------

Median Delivery Time: 45 min. Low: 15 min. High: 120 min. 

Median Pre-Natal Time: .... 1u7..a::S-=m~i~n~. ------ Median Time Managing Labor: 240 minutes 

Median Post-Service Time: _30~m~in~·--------

Length of Hospital Stay: ..:2::..:d~a~y"'"s ----- Number of ICU Days: 

Number & Level of Post-Hospital Visits: ~9;..:;9~2£,113'-4.=.~2:..d~a:t.,Jy..t.l.s .ISaft~e=r~d=-=e~Iiv~e~r.yJ--_________ _ 

Number of Times Provided in Past 12 months (Median): _..,.8 ___ _ in Past 5 years: _40=------

Other Data: See Attachment 

Sample Size: --""'72=------ Response Rate (% ): 33 (46%) Median RVW: -:2:::2....:..6'""3 __ _ 

25th Percentile RVW: 22.26 75th Percentile RVW: 23.92 Low: 14.00 High: 40.00 • 



• 

• 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ..... A=G=-=2.__ __ Global Period: -=M~M~M=----- Recommended RVW: 15.00 

CPT Descriptor: Vaginal delivery only, after previous cesarean delivery (with or without episiotomy 
and/or forceps); 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 28 year old 02 PI with a histoey of a previous cesarean delivery due to fetal distress in labor receives 
pnmatal care from another physician. You arc asked to manage her trial of labor and vaginal deliveey. She enters labor at tenn and after 
8 hours of labor has a vaginal deliveey with no complications. The other physician provides the postpartum care. , 

Management of Labor: Management of labor typically begins with a telephone call from the patient who believes that labor has 
started. The physician advises the patient when to come to hospital, a1crta hospital personnel of the patient's arrival, and provides initial 
instructions for the patient's care. With a VBAC patient, the physician must usually be at the hospital soon after the patient arrives. The 
physician pcrfonns an initial histoey and physical examination to determine that labor has indeed begun, as8C88C8 the mother's and fetus' 
condition, develops a treatment plan, and communicates with nursing staff and anesthesia and pediatric staff as needed. Since the patient has 
not received her prenatal care from the physician, the histoey-taking and examination must be more extensive and the physician must obtain 
and review the patient's previous deliveey records to detenninc whether a trial of labor may be attempted safely. Also the extensive 
counseling nonnally done during the prenatal period for VBAC patients would have to be done at this time. Following the initial evaluation, 
the physician periodically re-evaluates the condition of the pregnant woman and her fetus throughout the course of labor and alters the 
treatment plan as needed. During the first stage of labor this generally occurs eveey 30 minutes and during the second stage of labor the 
patient is evaluated at S to 15 minute intervals. Monitoring of the VBAC patient occurs with greater frequency and is more intense than 
monitoring of other patients in labor because of the risk of uterine rupture. Often the constant presence of the physician is required. In 
addition to bedside evaluation of the patient, the physician may consult with anesthesiologists, openting/delivery room staff, and the 
pediatrician or neonatologist. 

Delivery: Physician work associated with a typical vaginal deliveey includes: pcrfonning an episiotomy, delivery of the baby, deliveey and 
gross examination of the placenta, examination of the uterus, cervix, and vagina, repair of episiotomy and any lacerations, and immediate 
post-deliveey monitoring of the mother. Common, but less typical procedures required during deliveey include use of forceps or vacuum 
extraction. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

59409 Vaginal delivery only (with or without episiotomy and/or forceps); 

99402 Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

13.28 

.98 

-RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements or work in rationale: time; teclmical 
skill & physical effort; mental effort and judgement; and stress): 

AG2 requires substantially more physician time, mental effort and judgment, and stress than CPT 59409. More 
time is spent in counseling and record review (survey participants estimated approximately 45 additional minutes 
for counseling and record review) and in monitoring the patient in labor and coordinating care (survey 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management of labor due to the risk of uterine rupture. The difference of 1. 72 RVUs between 
the survey median of 15.00 RVUs and 13.28 RVUs for CPT 59409 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 



IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD iNSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA • FREQUENCY INFORMATION 

How was this service previously reported? CPT 59409. with -22 modifier. if appr<mriate 

How often do physicians in your specialty perform this service? ..L_ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoing a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the approximately 4 million deliveries that occur each year would fall into this group of 
six codes CAG l-AG6). 

Is this service performed by many physicians across the United States? ...L_ Yes No 

SURVEY DATA: 

Median Delivery Time: 45 min Low: 15 min. High: 120 min. 

Median Pre-Natal Time: ......:..;:N.:..olA.__ _____ _ Median Time Managing Labor: ..=2::41~0~m~i~n.,__ __ _ 

Median Post-Service Time: .....::<,;30"'-="m~in~·------ • Length of Hospital Stay: -=2~d=a:,,,jys~------ Number of ICU Days: 

Number & Level of Post-Hospital Visits: ...;lN.:.A=---------------------

Number of Times Provided in Past 12 months (Median): ~0 ___ _ in Past 5 years: --=.2..,.5'-------

Other Data: see Attachment 

Sample Size: -""'72=------ Response Rate (% ): 33 <46%) Median RVW: _.1_5 . ....,00..___ __ 

25th Percentile RVW: ........,14,..2=7..__ __ 75th Percentile RVW: _.1 .... 6.=25....._ __ Low: _.8,.,...00,.,.._ __ _ 

High: 26.00 

• 



• 

• 

• 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ~A.A.:G"""3'----- Global Period: ~M~M=M~--- Recommended RVW: 16.00 

CPT Descriptor: Vaginal delivery only, after previous cesarean delivery (with or without episiotomy 
and/or forceps); including postpartum care 

CUNICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 28 year old G2 Pl woman enter& the hospital in active labor. She has had no prenatal care. A medical 
RCOrda search confums her report of a previous low transverse cesarean deliveey due to an outbreak of active herpes when labor began. After 
8 hours of labor she has a vaginal deliveey with no complications. You provide the postpartum care. 

Management of Labor: Management of labor begins when the physician is summoned to the labor and deliveey unit to care for a 

patient who has unexpectedly presented in labor. The physician perfonns an initial history and physical examination to detennine that labor 
has indeed begun, assesses the mother's and fetus' condition, develops a tn:atment plan, and communicates with nursing staff and anesthesia 
and pediatric staff as needed. Sinee the patient has not Reeived prenatal care from the physician, the history-taking and examination must 
be more extensive and the physician must obtain and review the patient's previous delivery records to determine whether a trial of labor may 
be attempted safely. Also the extensive counseling normally done during the prenatal period for VBAC patients would have to be done at 
this time. Following the initial evaluation, the physician periodically re-evaluates the condition of the pregnant woman and her fetus 
throughout the course of labor and alters the treatment plan as needed. During the first stage of labor this genemlly occurs every 30 minutes 
and during the second stage of labor the patient is evaluated at S to lS minute intervals. Monitoring of the VBAC patient occurs with greater 
frequency and is more intense than monitoring of other patients in labor because of the risk of uterine rupture. Often the constant presence 
of the physician is required. In addition to bedside evaluation of the patient, the physician may consult with anesthesiologists, 
operating/delivery room staff, and the pediatrician or neonatologist. 

Delivery: Physician work associated with a typical vaginal delivery includes: perfonning an episiotomy, delivery of the baby, deliveey 
and gross examination of the placenta, examination of the uterus, cervix, and vagina, repair of episiotomy and any lacerations, and immediate 
post-delivery monitoring of the mother. Common, but less typical procedures required during delivery include use of forceps or vacuum 
extraction . 

~ostpartum care: Assuming a one-day hospital stay, the in-hospital portion of postpartum care for a vaginal delivery consists of hospital 
discharge day management. The out-of-hospital portion typically includes one follow-up office visit. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

59410 Vaginal delivery only (with or without episiotomy and/or forceps); 
including postpartum care 

99402 Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

RVW 

14.44 

.98 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all appHc:able elements or work In rationale: time; technical 
sldll & physical effort; mental effort and judgement; and stress): 

AG3 requires substantially more physician time, mental effort and judgment, and stress than CPT 59410. More 
time is spent in counseling and record review (survey participants estimated approximately 45 additional minutes 
for counseling and record review) and in monitoring the patient in labor and coordinating care (survey 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management of labor due to the risk of uterine rupture. The difference of 1.56 RVUs between 
the survey median of 16.00 RVUs and 14.44 RVUs for CPT 59410 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 



IF RECOMMENDED RVW IS BASED ON AN AI.TERNATJVE METHOD INSTEAD OF THE SURVEY 

~TS, PLEASE EXPLAIN WHY: 

NA • FREQUENCY INFORMATION 

How was this service previously reported? 59410. with -22 modifier if a,x!propriate 

How often do physicians in your specialty perform this service? ..z_ Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoing a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the a,x!proximately 4 million deliveries that occur each year would fall into this group of 
six codes CAG1-AG6l. 

Is this service performed by many physicians across the United States? .A..... Yes _ No 

SURVEY DATA: 

Median Delivery Time: 45 min. Low: 15 min. High: 240 min. 

Median Prenatal Time: ~N.:.lA~------- Median Time Managing Labor: 300 min. 

Median Post-Service Time: 30 min. • Length of Hospital Stay: ~2:::..;diS,Ia:I,Jy&s ------- Number of ICU Days: 

Number & Level of Post-Hospital Visits: ... 99~2~13~42~d""ay~-~'s~..,~p~ow.st~:..:-dl:!.lec.li~v~ery~------------

Number of Times Provided in Past 12 months (Median): --.:..1 ___ _ in Past 5 years: ..... 3::....-----

Other Data: See Attachment 

Sample Size: ~72=------ Response Rate (% ): 32 (44%> Median RVW: ~16""".00~---

25th Percentile RVW: 15.50 75th Percentile RVW: 17.80 Low: ~s!.o.J;.oo~-- High: .1Q..QQ 

• 



•• 

• 

• 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ....t..lA~G~4....._ __ Global Period: ......e.:;M~MM="------ Recommended RVW: 25.03 

CPT Descriptor: Routine obstetric care including antepartum care, cesarean delivery, and postpartum care, 
following attempted vaginal delivery after previous cesarean delivery 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 28 year old G2 Pl woman who has a histoey of a previous cesaram delivery for breech preacntation 
presents for pRIIIII:al ~ at 8 weeks gestation. She is counseled ~ganling undergoing a trial of labor for this delivery. She has an uneventful 
pRIIIII:al course and enters labor at 40 weeks. After 8 hours of adequate labor the decision is make to perfonn a repeat c:ell8leiUl deliveey. 
No complications arise during the deliveey or the postpartum course. 

Prenatal Care: Routine pRIIIII:al ~ consists of monthly visits until 28 weeks of gestation, biwecldy visits to 36 weeks gestation and 
wecldy visits until deliveey. For the typical patient, this schedule results in 13 pRIIIII:al visits if delivery occurs by 40 weeks. A patient with 
a histoty of a previous c:ell8leiUl would be considered a candidate for for attempting a vaginal birth after c:ell8leiUl (VBAC) unless there are 
specific contraindications, or the patient, after appropriate counseling, ~fuses a trial of labor. In addition to providing routine prenatal 
services to the p~gant patient who has undergone a previous cesarean deliveey, the physician must also review extensively the patient's 
deliveey records to ascertain whether she is a candidate for a trial of labor and counsel the patient regarding her options for attempting VBAC 
and the risks and potential benefits of VBAC compared to a repeat cesarean. 

Management of Labor: Management of labor typically begins with a telephone call from the patient who believes that labor has 
started. The physician advises the patient when to come to hospital, alerts hospital personnel of the patient's arrival, and provides initial 
insbuctions for the patient's ~. With a VBAC patient, the physician must usually be at the hospital soon after the patient arrives. The 
physician performs an initial histoey and physical examination to detennine that labor has indeed begun, assesses the mother's and fetus' 
condition, develops a treatment plan, and communicates with nursing staff and anesthesia and pediatric staff as needed. Following the initial 
evaluation, the physician periodically re-evaluates the condition of the p~gnant woman and her fetus throughout the course of labor and alters 
the treatment plan as needed. During the flr&t stage of labor this generally occurs eveey 30 minutes and during the second stage of labor the 
patient is evaluated at S to 1S minute inteivals. Monitoring of the VBAC patient occurs with ~r frequency and is more intense than 
monitoring of other patients in labor because of the risk of uterine rupture. Often the constant p~ of the physician is required. In 
addition to bedside evaluation of the patient, the physician may consult with anesthesiologists, operating/delivery room staff, and the 
pediatrician or neonatologist. 

Delivery: Physician work associated with the intra-service portion of a typical cesarean deliveey includes: lower abdominal incision with 
intra- or extraperitoneal exposure of the lower uterine segment, dissection of the urinaty bladder away from the uterus, transverse or 
longitudinal incision of the lower uterine segment, rupturing of the membranes to ~lease the amniotic fluid, delivery of the fetus manually 
or with a vacuum cup or forceps, administration of a uterotonic agent, manual ~val of the placenta and membmnes, palpation of the uterine 
cavity, closure of the uterine wall in one or two layers, covering of the uterine closu~ with peritoneum, closure of the abdominal incision. 

Postpartum Care: Assuming a three-day hospital stay, the in-hospital portion of postpartum ~ for a c:ell8leiUl delivery consists of 

a recovery room visit, 2 post-delivery hospital visits and hospital discharge day management. The out-of-hospital portion typically includes 
two follow-up office visits. 

KEY REFERENCE SERVICE(S): 

CPI Code CPT Descriptor RVW 

59510 Routine obstetric care including antepartum care, cesarean delivery, 23.67 
and postpartum care 

99402 Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

.98 



REI,ATIONSJIIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICEC\) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all app6cable elements of work In rationale: time; teclmical 
skill & physical effort; mental effort and judgement; and stress): 

AG4 requires substantially more physician time, mental effort and judgment, and stress than CPT 59510. MoA 
time is spent in counseling and record review (survey participants estimated approximately 45 additional minutP' 
for counseling and record review) and in monitoring the patient in labor and coordinating care (survey 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management of labor due to the risk of uterine rupture. The difference of 1.36 RVUs between 
the survey median of 25.03 RVUs and 23.67 RVUs for CPT 59510 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION 

How was this service previously reported? 59510. with a -22 modifier. if iP.Propriate 

How often do physicians in your specialty perform this service? L Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoing a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the mmroximately 4 million deliveries that occur each year would fall into this &fOyp of 
six codes CAG 1-AG6). • Is this service performed by many physicians across the United States? L.. Yes _ No 

SURVEY DATA: 

Specialcy: ~A=C=O=G~------------------------------------------------------

Median Delivery Time: 60 min. Low: 30 min. High: 120 min. 

Median Prenatal Time: 175 min. Median Time Managing Labor: 180 min. 

Median Post-Service Time: 47.50 min. 

Length of Hospital Stay: ~3-=d..,ayiJ!!cs:..-_____ Number of ICU Days: 

Number & Level of Post-Hospital Visits: 99212/99213 14 days post-delivezy. 99213 42 days post-delivezy 

Number of Times Provided in Past 12 months (Median): ~6 __ __ 

Other Data: See Attachment 

Sample Size: _,7=2:..-----

25th Percentile RVW: 24.70 

Response Rate (% ): 33 (46%) 

75th Percentile RVW: 26.08 

in Past 5 years: ~30 ____ _ 

Median RVW: -=25'".=03~---

Low: 14.00 High: 45.00 • 



• 

•• 
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AMA/SPECIALTY SOCIEI'Y RVS uPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ..4.A~G~5~--- Global Period: _.,M=M~M~--- Recommended RVW: 16.75 

CPT Descriptor: Cesarean delivery only, following attempted vaginal delivery after previous cesarean delivery; 

CUNICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 28 year old G2 Pl with a history of a previous CC8IIIaUl delivery due to cephalopelvic disproportion 
Reeives prenatal cue from another physician. You are aakcd to manage her trial of labor and vaginal delivery. She cnterB labor at term. 
After 8 hours of labor a CC8IIIaUl delivery is performed bec:auac labor haa not pro~. The other physician provides the postpartum cue. 

Management of Labor: Management of labor typically begins with a telephone call from the patient who believca that labor haa 
started. The physician adviaca the patient when to come to hospital, alerts hospital personnel of the patient's arrival, and provide& initial 
instructions for the patient's cue. With a VBAC patient, the physician must uaually be at the hospital soon after the patient arrive&. The 
physician performs an initial history and physical examination to dctenninc that labor haa indeed begun, IWC88C8 the mother's and fetus' 
condition, develops a treatment plan, and communicatca with nursing staff and ancathcaia and pediatric staff aa needed. Since the patient haa 
not Reeived her prenatal cue from the physician, the history-taking and examination must be moM cxtcnaive and the physician must obtain 
and review the patient's previous delivery recorda to determine whether a trial of labor may be attempted safely. Also the cxtcnaive 
counacling normally done during the prenatal period for VBAC patients would have to be done at this time. Following the initial evaluation, 
the physician periodically re-evaluates the condition of the pregnant woman and her fetus throughout the course of labor and alters the 
treatment plan aa needed. During the fll'llt stage of labor this generally occurs every 30 minutes and during the accond stage of labor the 
patient is evaluated at S to 15 minute intervals. Monitoring of the VBAC patient occurs with greater frequency and is more intense than 
monitoring of other patients in labor becauac of the risk of uterine rupblre. Often the constant pi'CBCDCC of the physician is required. In 
addition to bedside evaluation of the patient, the physician may consult with ancathcaiologiats, operating/delivery room staff, and the 
pediatrician or neonatologist. 

Delivery: Physician work aaaociatcd with the intra-acrvice portion of a typical cesarean delivery include&: lower abdominal incision with 
intra- or extmpcritoncal exposure of the lower uterine acgmcnt, diaaection of the urinary bladder away from the uterus, tranaverac or 
longitudinal incision of the lower uterine acgment, rupturing of the membrane& to releaac the amniotic fluid, delivery of the fetus manually 
or with a vacuum eup or forceps, administration of a uterotonic agent, manual removal of the placenta and membranes, palpation of the uterine 
cavity, closure of the uterine wall in one or two layers, covering of the uterine closure with peritoneum, closure of the abdominal incision. 

KEY REFERENCE SERVTCFC\)· 

CPI Code 

59514 

99402 

CPT Descriptor 

Cesarean delivery only; 

Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

RVW 

15.39 

.98 

RELATIONSIUP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTIIER 
RATIONALE FOR RVW RECOMMENDATION (Include all appUcable elements of work in ratiooale: time; technical 
skUI & physical effort; mental effort and judgement; and stress): 

AGS requires substantially more physician time, mental effort and judgment, and stress than CPT 59514. More 
time is spent in counseling and record review (survey participants estimated approximately 45 additional minutes 
for counseling and record review) and in monitoring the patient in labor and coordinating care (survey 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management oflabor due to the risk of uterine rupture. The difference of 1.36 RVUs between 
the survey median of 15.39 RVUs and 16.75 RVUs for CPT 59514 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 



IF RECOMMENDED RVW IS BASED ON AN AI.TERNATJVE M£I1IOD INSTEAD OF THE SIIRVEY 

RESULTS, PLEASE EXPLAIN WHY: 

NA • FREQUENCY INFORMATION 

How was this service previously reported? 59514. with a -22 modifier. if anprQPriate 

How often do physicians in your specialty perform this service? ...L Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoine a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the approximately 4 million deliveries that occur each year would fall into this group of 
six codes CAG 1-AG6l. 

Is this service performed by many physicians across the United States? ...L. Yes _ No 

SURVEY DATA: 

Median Delivery Time: 60 min. Low: ~2~0~----- High: 240 min. 

Median Prenatal Time: ~NI£,A!-,_ _____ _ Median Time Managing Labor: .... 3~00~m~i~n.,__ ___ _ 

Median Post-Service Time: ~ 

Length of Hospital Stay: _.._3 .:d..,.ay ..... s_____ Number of ICU Days: 0 

Number & Level of Post-Hospital Visits: ~AI.£---------------------

Number of Times Provided in Past 12 months (Median): ..... o..._ __ _ in Past 5 years: ~2-----

Other Data: See Attachment 

Sample Size: _7 .... 2,.__ __ _ Response Rate(%): 33 (46%) Median RVW: ..,;i11;.Jo!6:....:.7""'5 ___ _ 

25th Percentile RVW: 16.00 75th Percentile RVW: 18.99 Low: _.9~.00~-- High: ..lO...QQ 

• 

• 



• 

• 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: ..... A~G~6:<....---- Global Period: ...AM~M=M~--- Recommended RVW: 17 94 

CPT Descriptor: Cesarean delivery only, following attempted vaginal delivery after previous cesarean 
delivery; including postpartum care 

CUNICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 28 year old G2 Pl woman cntera the hospital in active labor. She has had no prenatal care. A medical 
records BCB~eh confinns her report of a previous low transverac c:csarean delivcey due to a diagnosis of footling bn'lCCh prcscntalion. After 
8 houra of adequate labor, fetal distress in labor is documented and a c:csarean delivcey is pclfonncd. You also provide postpartum care. 

Management of Labor: Management of labor begins when the physician is summoned to the labor and delivery unit to care for a 
patient who has uncxpcctcdly presented in labor. The physician pclfonns an initial history and physical examination to determine that labor 
has indeed begun, aBIICIIBCII the mother's and fetus' condition, develops a tm1tmcnt plan, and communicates with nuraing staff and anesthesia 
and pediatric staff u needed. Since the patient has not received her prenatal care from the physician, the history-taking and examination must 

be more extensive and the physician must obtain and review the patient's previous delivery records to determine whether a trial of labor may 
be attempted safely. Also the extensive counseling normally done during the prenatal period for VBAC patients would have to be done at 
this time. Following the initial evaluation, the physician periodically re-evaluates the condition of the pregnant woman and her fetus 
throughout the courac of labor and altera the treatment plan u needed. During the first stage of labor this gcncmlly occura evcty 30 minutes 
and during the second stage of labor the patient is evaluated at S to 15 minute intervals. Monitoring of the VBAC patient occura with greater 
frequency and is more intense than monitoring of other patients in labor because of the risk of uterine rupture. Often the constant prcscncc 
of the physician is required. In addition to bedside evaluation of the patient, the physician may consult with anesthesiologists, 
operating/delivery room staff, and the pediatrician or neonatologist. 

Delivery: Physician work usociatcd with the intra-service portion of a typical c:csarean delivery includes: lower abdominal incision with 
intra- or extraperitoneal exposure of the lower uterine segment, dissection of the urinary bladder away from the uterus, transvcrac or 
longitudinal incision of the lower uterine segment, rupturing of the membranes to release the amniotic fluid, delivcey of the fetus manually 
or with a vacuum cup or fon:eps, administration of a uterotonic agent, manual removal of the placenta and membranes, palpation of the uterine 
cavity, closure of the uterine wall in one or two layera, covering of the uterine closure with peritoneum, closure of the abdominal incision. 

Postpartum Care: Assuming a three-day hospital stay, the in-hospital portion of postpartum care for a c:csarean delivery consists of 
a recovery room visit, 2 post-delivery hospital visits and hospital discharge day management. The out-of-hospital portion typically includes 
two follow-up office visits. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

59515 Cesarean delivery only; including postpartum care 

99402 Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure); 
approximately 30 minutes 

RY:W: 
16.55 

.98 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (lndude all appllc:able elements or work in ratiooale: time; tedmic:al 
skUI & physic:al efTort; mental efTort and judgement; and stress): 

AG6 requires substantially more physician time, mental effort and judgment, and stress than CPT 59515. More 
time is spent in counseling and record review (survey participants· estimated approximately 45 additional minutes 
for counseling and record review) and in monitoring the patient in labor and coordinating care (survey 
respondents estimated approximately 80 additional minutes during labor). Stress and mental effort/judgment are 
also greater during management of labor due to the risk of uterine rupture. The difference of 1.39 RVU s between 
the survey median of 16.55 RVUs and 17.94 RVUs for CPT 59515 seems reasonable in comparison to CPT 
99402, which is assigned .98 RVUs for 30 minutes of counseling alone. 



IF RECOMMENDED RVW IS BASED ON AN AI.TERNATJVE METHOD INSTEAD OF THE SJffiVEY 

RESULTS, PLEASE EXPLAIN WHY: 

NA 

FREQUENCY INFORMATION • 

How was this service previously reported? ...J:I,.,59""'5u1..:5 ..... .!!w~ith~a:..;;-~22!::r...£!m~o:ll!d~ifi.!.lle~r _________ ....... 

How often do physicians in your specialty perform this service? ...z... Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Currently it is 
difficult to track the number of patients undergoin& a trial of labor after a previous cesarean. We estimate that 
between 3% and 4% of the approximately 4 million deliveries that occur each year would fall into this IW>Yl> of 
six codes <AG1-AG6>. 

Is this service performed by many physicians across the United States? ...L.. Yes No 

SURVEY DATA: 

Median Delivery Time: 60 min. Low: 30 min. High: 120 min. 

Median Prenatal Time: .-!N~A~------- Median Time Managing Labor: -.o~~::25~0""m~in£&.. -----

Median Post-Service Time: 45 min. 

Length of Hospital Stay: _.3'-'d=a:.J.y"'-s ----- Number of ICU Days: • Number & Level of Post-Hospital Visits: 99212/99213 14 days post-delivezy. 99213 42 days post-delivers 

Number of Times Provided in Past 12 months (Median): _,1!1.....-__ _ in Past 5 years: -.3"".5;..__ ___ _ 

Other Data: See Attachment 

Sample Size: .... 7-=2~---- Response Rate (% ): 33 (46%) Median RVW: --4:..19.u·:..57'-----

25th Percentile RVW: 17.00 75th Percentile RVW: 19.96 Low: --'"9.~00.x..... __ High: ...lt.QQ 

• 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

RETINAL DETACHMENT - TAB 23 

• 
An editorial change was made to code 67112 [Repair of retinal detachment; by scleral buckling or vitrectomy, on patient having 
previous ipsilateral retinal detachment repair(s) using scleral buckling or vitrectomy techniques] to clarify that this code will be used 
only for re-operations for which the same techniques were previously used. HCFA was concerned about the potential impact of this 
editorial change on the frequency of future claims. The American Academy of Ophthalmology indicated that 67112 is rarely used 
(approximately 753 were performed in 1993) and making the code more specific would probably result in a further reduction in its use. 
The RUC recommends that the current RVUs of 16.15 for CPT code 67112 be retained. 

CPT Code Tracking Number ' CPT Descriptor Global RVW Recommendation 
(• New) Period 

67107 Repair of retinal detachment; scleral buckling (such as lamellar scleral 090 13.99 
dissection, imbrication, or encircling procedure), with or without (No Change) 
implant, with or without cn:otheraRy, Rhotocoagylation, and drainage 
of subretinal fluid 

67108 with vitrectomy, any method, with or without aii or gas 090 19.90 
tamponade focal endolaser photocoagulation, cn:otherapy, (No Change) 
drainage of subretinal fluid, scleral buckling, and/or removal 
of lens by same technique 

67109 hy teehnique ether thaa ti7HH Ci7108 &1111 Ci7110 090 N/A 

{67109 has been deleted. To rmort see 67299} 

67110 by injection of air or other gas (e.g., pneumatic retinopexy) 090 8.14 
(No Change) 

67112 Y1 pre..,ieus~ epemtell upea1 aay leehnique by scleral buckling 090 16.15 
or vitrectomy, on Ratient having Rrevious iRsilateral retinal (No Change) 
detachment rmair{s} using scleral buckling or vitrectomy 
technigues 

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



• • 
AMA SPECIALTY SOCffiTY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

VISUAL EVOKED POTENTIAL TESTING- TAB 24 

• 

Code 95930 [Visual evoked potential (YEP) testing central nervous system, checkerboard or flash] is a test used to evaluate function of 
central nervous system pathways. The purpose of these tests is to confirm the location of a lesion within the nervous system and to 
discover the etiology of the lesion. Neuroimaging studies such as CT and MRI evaluate structure but not function of sensory pathways. 
VEP is particularly useful in assessing the presence of a lesion in the optic nerve and spinal cord, both of which have certain charac­
teristics that are not easily visualized on the neuroimaging tests. The physician work of this test involves the review and interpretation 
of brain electrical activity measurements. This service was previously reported as CPT code 92280 [Visually evoked potential 
(response) study, with medical diagnostic evaluation] and the RUC recommends that 95930 have the same RVUs as 92280, which is 
0.35. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

92280 Visually &":eked pateftlial (Fespa&se) llludy1 ·,TJitlt medieal diag&asli.e XXX N/A 
waluali.a& 

{92280 has been deleted. To report visual evoked I!Qtential testing 
of the central nervous system, see 9593X} 

•95930 AHl Visual evoked potential (VEP) testing central nervous system, XXX 0.35 
checkerboard or flash 

Note: The Panel clarified that medical vision evaluations are to be reported by the appropriate-level Evaluation and Management Service code(s) or the General 
Ophthalmological Services code(s). 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Associotion. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMAR.Y OF RECOMMENDATION 

Tracking Number: AHl Global Period: _....~~XXX---- Recommended RVW: _......-.~0"""'"""57'-----

CPT Descripmr: Visual evoked potemial (VEP) resting central nervous system. cbeckerboard or ~ 

CLINICAL DESCRIPTION OF SERVICE: 

VJgDeUe Used in SlllVey: A middle aged womm prescms for owpaiiem CODSUIWion complaining of imermiuem bilateral lower 
c:xtn:mily weakacss ml past biaory of tramiem loss of vision iD oue eye. Physical Co11amtnarion is suspicious for CeDtta1 ucrvous 
syst1:m impairmem, but dJe eye aDd visi011 exams were uormal.. Visual evoked potcatials are requested to evaluate rhe history of 
two weeks of djmjnjdJed vision in tbe left eye ooe year ago, as possible optic ueuritis. Over 4S mjm:a:es of resting lime. a 
=:buologist applies elearodes m die paUcm'S scalp, parciJes cme eye a a time aad records bnin clecuical activity while r.be pariem 
warcbcs a cbeckelboard on a projeaor ar IClevision screen. The paucm reverses blac:k-for-wmrc repearedly aod brain elearical 
activity is measured after earh paaem ~ Appmximarely 300-400 reversals are oee4ed for each eye. tested separately. 1be 
bmiD electtical aaivKy measuremems :ue avenged aDd primed on plpCI" for subsequem imerpreaation by a physician. Idemific:atiOD 
of a 20-50 msec delay in condndion from die left eye would be typical of a paiiCDt wbo bad SUffered optir ueuritis in dW eye in 
year's past. Jn such a cliDicai settiag. rbis would iDdicate a CNS involvemem, probably Multiple Sclerosis, as a cause for die 
patiem' s complaims. In this cliDical seuiDg, VEP is more sensitive dWl MRI for cODfiruling a pasr bisrory of optic ncuriris. 

Description of Pre-Service Work: Discussion with tbe mending physician regarding the needs for the rest as well as 
any Olher requiremems. lnsa'uction ro the tcclmician regarding performance of tbe teSt ami/or any special teclmiques 
whicb may be required . 

Description of Imra.Service Work: Review of dle pages containiDg primed results of lhe brain elearical acdvity 
measurements and interpretation of this information. 

Description of Post-Service Work: Generation of a repan based on the findiDgs aud discussion whb the aaendiDg 
physician if appropriate. 

KEY REFERENCE SERVICE(S): 

CPT Code CPTDc;scrWtor ~ 

95900 Nerve conduction, velocity audlor lateacy stUdy; motor, each nerve 0.42 

95904 Nerve conducciO!l, veloeil¥ aDd/or latency study; seDSOiy. each DerVe 0.34 

92280 Visually evoked potemial study, wirb mcdiea1 ctiapostic evaluation 0.35 

95819 EledJ:oeDcepbalogram (EEG) includiug recordiDg awake and asleep, 1.08 
wiib bypervenrilarion and/or photic sdmulatioD 

95860 Needle electromyography, one ememity and reWed paraspinal areas 0.96 

99241 Office consultation for a new or esrablisbed patiem. Problem focused O.S4 
hisw.ry aDd exam; and stl'iiahtforward decision D1aldni (typically 
requires IS minutes of face-orface time) 



APR. -12' 95 (WED) 10: 40 TEL:6126233504 P. 004 

RELATIONSHIP OF NEW OR. REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHEA 
RATIONALE FOR. RVW RECOMMENDATION (Jadude aU appliclble eJcmems of work ia J'ldona•e· time; tecbDica1 sJl' 
~ physkal etrol1; II!CIUal etrort aodj~ aad stn:ss): 

lbe reference services lisred on the previous page are closely relared. services in regards ro dle time and/or intensity 
of 1be physician wort involved. This new code considers only tbe physician work aod does DOt include my of me work 
perfonDed by lf:Cbnicians or otber professionals. The new code docs not iDclude distinct evaluation and management 
services wbicb. may be provided in addition to Ehe procedure. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD JNSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: N/A. 

FREQUENCY INFORMATION: 

How was this service previously reported? cpT 92280 - Jb" exjstiQJ desgjptgr fur CpT 92280 does not 

.agpmpriatcly define the visual eynked JmUmriaJ procedure M performed by nrnl!Ologim. Unrelated a,pbtha}molplt): 
services were also bcina- coded win& CPT 92280 whjcb js curremJy fmmd in the gnhthaJmoJQD section but has been 
deleted for CPT 1996 

How often do physicians in your speciallY perform this service? _ Commonly _x_ Sometimes _ Rarely • 

Estimate the number of times alls service might be provided nalioDally in a one-year pcriocl? Appmrimarety 25% 
of the mtal procedures cvm;mly ended as CP'[ 92280. 

Is this service performed by many physicians across the Unired Scares? _x_ Yes _ No 

SURVEY DATA: 

Specialty: American AcacJemy of Ncumlo:Y 

Median Intra-service Time: tO min Low: _.....,t,..m.,.in.....__ High: _ _.?.Q~~W.JmLUiwn~-

Median Pre-Service Time: __ ... s""'m~MM~io....._ __ Median Post-Service Time: to min. 

l.eJJ&th of Hospi.Cal Stay: ----t..:N!LJ/ACL--- Number of ICU Days: NIA 

Number & Level of Post-Hospital Visirs: ___ ......... Nu.IAJ....--------------

. Number of Times ProvJded in Past 12 mombs (Median): ZQ .in Past 5 years: l~Q 

Other Data: • Sample Size: 50 Response Rare (I): 401 Mcclian RVW: OSl 

2Sth Percentile RVW: Q!IQ 7Stb Percemile RVW: . Q.Bl Low: Q 12 H"agb: 1 2Q 
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AMA SPECIALTY SOCIBI'Y RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

PERCUTANEOUS BALWON VALVULOPLASTY, MITRAL- TAB 25 

• 

The procedure described by CPT code 92987 [Percutaneous balloon valwloplasty; mitral valve] is now a widely accepted alternative to 
surgical mitral commissurotomy in patients with rheumatic mitral valve stenosis. This is a definitive procedure performed via 
transseptal approach to the left atrium and requires catheterization techniques that are both unique and different from balloon 
valvuloplasty of the aortic and pulmonary valves. While this procedure is frequently performed in conjunction with cardiac 
catheterization, it is a separate and distinct procedure and represents a new alternative to surgical valvotomy. Code 92987 is considered 
a more difficult procedure than the reference codes 92990 [Percutaneous balloon valwloplasty; pulmonary valve] and 92986 
[Percutaneous balloon valvuloplasty; aortic valve] because a transseptal puncture is required in addition to positioning of the balloon 
catheter. This service was previously reported using code 93799 [Unlisted cardiovascular service or procedure]. 

The RUC reduced the specialty society's initial recommendation from 22.00 RVUs to 20.69 RVUs to make the value equivalent to the 
open mitral valve procedure 33420 [Valvotomy, mitral valve; closed heart]. 

CPT Code Trac:king Number CPT Descriptor Global RVW Recommendation 
(• New) Period 

92986 Percutaneous balloon valvuloplasty; aortic vllve 090 20.34 
(No Change) 

•92987 AJl mitral vllve 090 20.69 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: .......... N .... l.____ Global Period: 90 Days Recommended RVW: __,2 .... 2....,.0"------. 

CPT Descriptor: Percutaneous balloon valvuloplasty; mitral valve 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: After an assessment of the severity of mitral stenosis the decision is made to proceed with 
balloon catheter dilatation and this is discussed fully with the patient and family, as well as the referring physician. 
Oral anticoagulation is discontinued prior to the procedure. In some cases hospitalization a day or more prior to 
the procedure is necessary for intravenous heparin therapy. The patient is taken to the catheterization laboratory 
where the right and left femoral areas are prepared and the left femoral artery and vein and the right femoral vein 
are cannulated. If diagnostic cardiac catheterization has not been performed previously, a complete right and left 
heart catheterization, coronary angiography, and left ventriculography are performed, when indicated (coded 
separately). Via the left femoral artery a pigtail catheter is placed in the left ventricle and a right heart catheter 
with cardiac output measurement capability is placed via the left femoral vein into the pulmonary artery. From 
the right femoral venous puncture, transseptal cannulation of the left atrium via puncture of the intra-atrial septum 
is performed. A 0.025 inch spring tip guidewire is placed through the transseptal catheter into the left atrium and 
the left atrial sheath is removed. A 14-French dilator is passed over the wire to dilate the subcutaneous area at the 
right femoral puncture site and then the puncture in the inter-atrial septum. The dilator is removed over the 
exchange wire and the Inoue catheter is elongated (stretched) and passed over the guidewire and into the left atrium 
through the transseptal puncture. The balloon is unstretched and the guidewire removed. The operator introduces 
a steering stylet into the shaft of the balloon catheter and with the distal portion of the balloon inflated, manipulates 
the catheter across the mitral valve into the left ventricle. The balloon is withdrawn until the partially inflated distal 
portion engages the mitral valve. Full inflation of the balloon is then accomplished using a solution containing. 
saline-contrast to expand the balloon. The balloon is then deflated by withdrawing the saline-contrast solution and 
the catheter is withdrawn into the left atrium and left atrial pressure is again measured through the balloon catheter. 
Left ventricular pressure is measured via the left femoral arterial pigtail catheter. If sufficient diminution of the 
pressure gradient has not occurred an assessment is made of any potential resultant mitral regurgitation using either 
left ventriculography or Doppler echocardiography in the catheterization laboratory. The process of crossing the 
mitral valve, inflating the balloon to a larger diameter, and then assessing the resultant improvement in transmitral 
pressure gradient and potential for mitral regurgitation is repeated in a stepwise fashion with increasingly larger 
volumes of solution until either optimal opening of the mitral valve is accomplished or evidence of mitral valve 
regurgitation begins to appear. When the operator is confident that an optimal result has been achieved, the 
deflated balloon is stretched and withdrawn from the left atrium and then removed from the vascular system. The 
pigtail and pulmonary artery catheters are removed. The vascular sheaths are removed, usually within a few hours 
after the procedure is completed and hemostasis of the puncture sites is performed. Bed rest for at least six hours 
after sheath removal and pre-discharge monitoring are necessary. Hospital and office visits related to the procedure 
for 90 days following the procedure are included in this code. 

Description of Pre-Service Work: 
After an assessment of the severity of mitral stenosis, including review of transthoracic and transesophageal 
echocardiograms, the decision is made to proceed with balloon catheter dilatation and this is discussed fully with 
the patient and family, as well as the referring physician. Oral anticoagulation is discontinued prior to the 
procedure. In some cases hospitalization a day or more prior to the procedure is necessary for intravenous heparin 
therapy. · 

• 



• 

• 

• 

AMA/Specialty Society RVS Update Summary of Recommendations 
Balloon Mitral Valvuloplasty 
Page 2 

Description of Intra-Service Work: 
The patient is taken to the catheterization laboratory where the right and left femoral areas are prepared and the 
left femoral artery and vein and the right fe~oral vein are cannulated. If diagnostic cardiac catheterization has not 
been performed previously, a complete right and left heart catheterization, coronary angiography, and left 
ventriculography are performed, when indicated (coded separately). Via the left femoral artery a pigtail catheter 
is placed in the left ventricle and a right heart catheter with cardiac output measurement capability is placed via 
the left femoral vein into the pulmonary artery. From the right femoral venous puncture, transseptal cannulation 
of the left atrium via puncture of the intra-atrial septum is performed. A 0.025 inch spring tip guidewire is placed 
through the transseptal catheter into the left atrium and the left atrial sheath is removed. A 14-French dilator is 
passed over the wire to dilate the subcutaneous area at the right femoral puncture site and then the puncture in the 
inter-atrial septum. The dilator is removed over the exchange wire and the Inoue catheter is elongated (stretched) 
and passed over the guidewire and into the left atrium through the transseptal puncture. The balloon is unstretched 
and the guidewire removed. The operator introduces a steering stylet into the shaft of the balloon catheter and with 
the distal portion of the balloon inflated, manipulates the catheter across the mitral valve into the left ventricle. 
The balloon is withdrawn until the partially inflated distal portion engages the mitral valve. Full inflation of the 
balloon is then accomplished using a solution containing saline-contrast to expand the balloon. The balloon is then 
deflated by withdrawing the saline-contrast solution and the catheter is withdrawn into the left atrium and left atrial 
pressure is again measured through the balloon catheter. Left ventricular pressure is measured via the left femoral 
arterial pigtail catheter. If sufficient diminution of the pressure gradient has not occurred an assessment is made 
of any potential resultant mitral regurgitation using either left ventriculography or Doppler echocardiography in 
the catheterization laboratory. The process of crossing the mitral valve, inflating the balloon to a larger diameter, 
and then assessing the resultant improvement in transmittal pressure gradient and potential for mitral regurgitation 
is repeated in a stepwise fashion with increasingly larger volumes of solution until either optimal opening of the 
mitral valve is accomplished or evidence of mitral valve regurgitation begins to appear. When the operator is 
confident that an optimal result has been achieved, the deflated balloon is stretched and withdrawn from the left. 
atrium and then removed from the vascular system. The pigtail and pulmonary artery catheters are removed. 

Description of Post-Service Work: 
The vascular sheaths are removed, usually within a few hours after the procedure is completed and hemostasis of the puncture 
sites is performed. Bed rest for at least six hours after sheath removal and pre-discharge monitoring are necessary. Hospital . 
and office visits related to the procedure for 90 days following the procedure are included in this code .. 

KEY REFERENCE SERVICE(S): 

CPI Code CPI Descriptor 

92990 Percutaneous balloon valvuloplasty; pulmonary valve 16.22 

92986 Percutaneous balloon valvuloplasty; aortic valve 20.34 

92982 Percutaneous transluminal coronary balloon angioplasty; single vessel 10.98 

RELATIONSIDP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements of work in rationale: time; technical skill 
& physical effort; mental effort and judgement; and stress): 

Percutaneous balloon mitral valvuloplasty is a more complicated procedure than either pulmonary or aortic 
angioplasty in that a transseptal puncture is required in addition to positioning of the balloon catheter. This 
technique requires additional skill and training, entails additional stress and poses greater risk to the patient than 
either pulmonary or aortic valvuloplasty. Additionally, due to the transseptal puncture, it is necessary to perform 
oxygen saturation measurements after dilating the valve which add to the intraservice time. 
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Balloon Mitral Valvuloplasty 
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IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVE. 
RESULTS, PLEASE EXPLAIN WHY: 

N/A 

FREQUENCY INFORMATION 

How was this service previously reported? 93799 - Unlisted cardiovascular service or procedure 

How often do physicians in your specialty perform this service? _ Commonly _x_ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? ....,2=00=0"---

Is this service performed by many physicians across the United States? _ Yes _x_ No 

SURVEY DATA: 

Specialty: Cardiology 

Median Intra-Service Time: 150 minutes Low: _6~0"----- High: ___..1.~~::80w..._ ___ _ 

Median Pre-Service Time: 60 minutes Median Post-Service Time: 60 minutes • Length of Hospital Stay: __.2~D».ayJ.IIIs'----- Number of ICU Days: --A..1 """'D::..~o~a'.J-y ________ _ 

Number & Level of Post-Hospital Visits: -.3..ux .... 9:..:;9.=.2~13"--------------------

Number of Times Provided in Past 12 months (Median): _....10...._ __ in Past 5 years: .......... 55'------

Other Data: 

Sample Size: _....,56 ___ _ Response Rate (% ): ...,5"""4....,%.__ __ MedianRVW: 22.0 

25th Percentile RVW: 21.0 75th Percentile RVW: ~2~4~.0'--- Low: __1~8:.u.5'---- High: 42.0 

• 
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AMA SP~IALTY SOCIBTY RVS UPDAm PROCESS 

SUMMARY OF RECOM.MENDATIONS 
APRIL 1995 

END STAGE RENAL DISEASE (ESRD) SERVICES - TAB 26 

--·-

The CPT system includes four codes (90918, 90919, 90920, and 90921) for monthly care of patients with end stage renal disease 
(ESRD), which are differentiated by the age of the patient. Under the previous ESRD monthly capitation program, however, the same 
payment was made for all four codes. Code 90922 [End stage renal disease (ESRD) related services (less than full month), per day] 
was used to report each day of provision of less than a full month's care (because the patient was hospitalized for part of the month or 
for another reason). This service was reimbursed at 1/30 of the monthly payment amount. 

When the ESRD codes were moved to Medicare's RBRVS payment system, HCFA adopted the RUC's recommendation to assign higher 
values to the codes for infant, pediatric, and adolescent patients (90918, 90919, 90920) than for the code for patients 20 years of age or 
older (code 90921). This means that the work involved in one day of monthly care for pediatric ESRD patients is also greater than the 
work involved in one day of care for adult ESRD patients. To report these services, the CPT Editorial Panel revised code 90922 and 
added three new codes corresponding to the age categories in the monthly codes. The RUC recommends that, like the previous code 
90922, the three new codes be valued at 1/30 of the RVUs for the corresponding monthly codes. In 1994, the RUC had recommended 
that 90918 (patients under 2 years of age) have 13.27 RVUs, 90919 (patients between 2 and 11 years of age) have 9.13 RVUs, and 
90920 (patients between 12 and 19 years of age) have 6.64 RVUs. A refinement panel is reviewing a final RUC recommendation for 
code 90921 (patients 20 and over) of 5.06. The corresponding RVUs for the per day codes would be 0.44 (90922), 0.30 (90923), 0.22 
(90924), and 0.17 (90925), respectively. (If the RVU recommendation for code 90921 is accepted and the published RVUs for the 
monthly codes for pediatric patients are adjusted proportionately, the RVUs for the per day codes should be similarly adjusted to equal 
1/30 of the corresponding monthly code.) 

CPT Code ·Tracking CPT Deseriptor Global RVW Recommendation 
<• New) Number Period 

90918 End stage renal disease (ESRD) related services per full month; XXX 13.27 
for patients under 2 years of age to include monitoring for the (Recommendation previously 
adequacy of nutrition, a&1108811l0nt of growth and development, accepted by RUC) 
and counseling of parents 

CPT ftve-Jigil coths, two-digit modifiers, and tkscription.r only are copyright by the American Me~ .Aasociation. 



CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

90919 hetwee11 the aeeellll IIRII twelfth hifthe,a for l!atie!!f!! XXX 9.13 
between two and eleven xears of age to include moni- (Recommendation previously 

' toling for the adequacy of nutrition, uaesament of accepted by RUC) 
growth and development, and counseling of parents 

90920 lhreagh ege llilleteea for l!atients between twelve and XXX 6.64 
nineteen xears of age to include monitoring for the (Reconunendation previously 
adequacy of nutrition, uaesament of growth and accepted by RUC) 
development, and counseling of parents 

90921 for patients tweftt¥ years of age and over XXX S.06 
(Recommendation accepted at 
Feb9S RUC meeting) 

90922 End stage renal disease (ESRD) related aerviceiJ (leas than fuU XXX 0.44 
month), pel' dayi for l!!&ients under 2 xears of age (1130 of 90918) 

•90923 for patients between two and eleven years of age XXX 0.30 
(1/30 of 90919) 

•90924 for patients between twelve and nineteen years of age XXX 0.22 
(1/30 of 90920) 

•9092S for patients tweftt¥ years of age and over XXX 0.17 
(1/30 of 90921) 

CPT jive-digit t:Oths, two-digit modifiers, and descriptions only ar~ copyright by 1M A/Mrican M~dical Association. -2-

• • 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
FEBRUARY 1995 

END STAGE RENAL DISEASE SERVICES - TAB 14 

Although a survey was conducted of the work involved in the monthly end stage renal disease (ESRD) codes, the unique 
"monthly" aspect of the codes made it difficult to identify any appropriate reference services for which total work could be 
compared with the total work of the monthly codes. The approach ultimately adopted by the RUC, therefore, involved 
identifying the appropriate equivalent CPT -coded services and average number of each that is provided to patients in this 
program in an average month and summing their work relative values. 

ESRD patients are extremely sick, with an annual mortality rate of 20%. They have many comorbid conditions, such as 
diabetes and hypertension, and often present with nonspecific complaints, such as headaches and chest pain, which could 
represent serious diagnoses. For example, chest pain may be due to pericarditis or coronary artery disease, or it could be a 
minor chest wall symptom of no importance. The nephrologist must work up the patient for each of these possibilities. 
ESRD patients are hospitalized an average of 1. 8 times per year and have complications such as peritonitis. They are very 
unstable over time, even though they may be stable in any given month. The services provided include frequent visits 
requiring complex medical decision making. For example, the nephrologist must regularly: 

• assess the patient's dialysis needs, nutritional needs, fluid needs, and appropriateness for renal transplant; 

• determine whether or not the patient has significant renal failure-related anemia, hyperparathyroidism, renal 
osteodystrophy secondary to chronic renal failure, and dialysis-related arthropathy or neuropathy, and prescribe 
appropriate therapy, which may include oral and parenteral therapy, calcium and phosphate binders, fluid removal 
independent of dialysis, and antihypertensive medications; 

• prescribe the parameters of intradialytic management, including the type of dialysis access, type and amount of 
anticoagulant to be employed, blood flow rates, dialysate flow rate, ultraftltration rate, dialysate temperature, type of 
dialysate and composition of electrolytes, size of dialyzer and composition of dialyzer membrane, duration and 
frequency of treatments, and intradialytic medications; and 

-1-



• • • 
• periodically assess whether the dialysis is working well and whether the patient is tolerating it well, the adequacy of 

the dialysis access, and whether any alterations in the patient's care are necessary. 

In addition to dialysis visits and office visits, other commonly provided services are case management, writing monthly 
orders, team meetings with other professionals, reviewing lab results, managing complications, and all services related to 
patients' renal disease. 

The building block method described above yielded a rmal RUC recommended value of 5.06 for code 90921 [End stage 
renal disease (ESRD) related services per full month; for patients twenty years of age and over]. This method incorporates 
various levels of evaluation and management services determined by previous studies of the services rendered to dialysis 
patients. Oversight care is also included in the calculation of the work value. f 

Substantial support for the RUe-recommended value is provided in a 1983 study undertaken by the University of Southern 
California, Division of Research in Medical Education under contract from HCFA and DHHS entitled Physicians who care 
for End Stage Renal Disease Patients: A National Study of their Practices. Patients and Patient Care, more commonly 
known as the Mendenhall study. In an effort to update the Mendenhall data from 1983, the Renal Physicians Association 
(RPA) utilized a 1991 RPA physician activity survey, as well as the responses from the RUC survey completed in 1994. 

Mendenhall Study 

The Mendenhall study found that nephrologists have face-to-face encounters with ESRD patients an average of 1. 7 times per 
week. The activity of the physician regarding "other encounters" was also studied. The study found that the amount of 
activities such as phone encounters with the patient and other health care providers (nurse, dialysis technician, social worker, 
dietician, nursing home, etc.) increased with age and complexity of the patient. 

RPA 1991 MCP Survey 

This survey, conducted by the RPA, was sent to 1000 randomly chosen nephrologists in practice during 1991. The survey 
instrument consisted of a series of questions regarding the frequency of visits in the dialysis unit~ the level of activity as 
judged by the assessment of diagnostic tests, therapeutic procedures, and the occurrence of patient care conferences, patient 
family meetings, patient/family telephone encounters, and non-renal patient care activity rendered to dialysis patients. The 
survey found that physicians typically visited their patients 5. 7 times per month in the dialysis unit and 1.2 times per 
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month in the office. The survey also found that physician interventions in dialysis (eg, dialysis prescription changes or 
medication changes) occurred 3.3 times per month. 

RPA-RUC Survey 

• 
The RUC survey was distributed to 104 nephrologists randomly chosen from the Renal Physician Association Nephrology 
Database. The cited services used by the majority of the survey respondents included Evaluation and Management services 
related to an established patient outpatient visit: 99215 was utilized by 98% of the survey participants; other E/M services 
(in descending order) included 99213 (69. 7%), 99214 (60%), 99211 (58%), and 99205 (39.5 %). These responses indicate 
that the level of physician service delivered to the patient has increased in complexity compared to the Mendenhall study. 

Care Plan Oversight Services -

The ESRD program has functioned with a multidisciplinary approach to patient care. As part of the quality review process, 
all patients must have at least yearly "long-term care plans" and at least biannual "short term care plans," these latter 
frequently developed in the more complicated patient at monthly intervals. A significant amount of time is spent in direct 
meetings with other health care providers (dietary, social service, nursing, administration) in an attempt to help these chronic 
patients through the rigors of dialytic supports, and in treating the complications of both their renal-related conditions as well 
as other underlying entities which may have influence on overall patient well-being and outcome. The renal physician acts 
as the team leader in these discussions and is actively involved in the implementation. This activity has been documented in 
the Mendenhall study and the RPA 1991 MCP survey. 

Since HCFA has determined that care plan oversight services eligible for separate payment "include the physician 
supervision and management of complex or multidisciplinary care modalities involving regular physician development or · 
revision" (Federal Registe~, vol 59, no 235, p 63419), and further that these services "necessitate a high level of decision­
making and go beyond administrative function", the RUC believes that this service rendered for the dialysis patient should be 
including in the value of the code. Although all patients will, receive the mandated team coordination and discussion, the 
RUC also believes there are increasing numbers of patients with highly complex health care needs which require increasing 
time from the physician. This patient demographic can be easily· extracted from the USRDS database, and substantiated by 
HCFA BMAD data. It is therefore essential that physician work for. care plan oversight be incorporated into the work value 
for 90921. 

-3-
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CALCULATION OF CURRENT RVW RECOMMENDATION 

FOR HEMODIALYSIS: 

Total number of dialysis per month 
Total number of visits per month 

visits in office 
visits in dialysis unit 

interventions in dialysis 

Translation to Equivalent Work Values 
Face to Face: 

99215 (1.51) X 1.2 
99213 (0.55) X 3.3 
99212 (0.38) X 2.4 
Total Visits 6.9 

Care Plan Oversight: 
99375 (1.06) X 1 

Hemodialysis Relative Work Value 

FOR PERITONEAL DIALYSIS: 

47% of Hemodialysis (5.599 X .47) 

13 (Standard - patient receives dialysis 3 times per week) 
6.9 (Mendenhall = 6.8/1991 RPA Survey = 6.9) 
1.2 (1991 RPA Survey) 
5.7 (1991 RPA Survey) 
3.3 (1991 RPA Survey) 

1.812 (1991 RPA Survey and 1994 RUC Survey) 
1.815 (3.3 interventions per month- 1991 RPA Survey) 
0.912 (remaining dialysis visits per month) 

5.599 

2.632 (Ratio used by RUC and CMD panel in previous calculations) 

CALCULATION FOR FINAL RVW FOR CPT CODE 90921: 

• 

Blend of Hemodialysis (82% of Patients) (Frequency .ratio used by RUC and CMD panel in previous calculations) 
and Peritoneal Dialysis (18% of Patients) 

(0.82 X 5.599) + (0.18 X 2.632) = 5.06 
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MONTHLY CAPITATED OUTPATIENT PHYSICIAN SERVICES (MCP) IDELIVERED 
TO ADULT END STAGE RENAL DISEASE PATIENTS ON CHRONIC DIALYSIS 

CPT Code # 90921 - End Stage Renal Disease Related Services per full month; for patients 
twenty years of age and over 

Background Information 

The original End Stage Renal Disease regulation (Social Security Amendments 1972), allowed 
for the physician to be paid a per treatment amount which was included in the "composite rate" 
paid to the dialysis units for the provision of dialysis services. This was known as the "Initial 
Method". Additional services rendered to the dialysis patient could be billed on a fee-for-service 
basis. Based upon the objections of physicians to this method of payment, and the failure of 
some facilities to be capable of employing physicians, plus HCF A's refusal to accept a per 
dialysis direct physician payment, a monthly global fee was proposed by the nephrologists. 
While the American Medical Association did not then accept any capitation of physician fees, 
it was reasoned that these bundled physician services might be compared to obstetrical services 
or other situations where a set of predictable services needed for a particular condition was 
covered by a single payment. Given AMA approval, HCFA created . the Alternate 
Reimbursement Method (ARM) as an option for direct physician payment in July, 1974 (Social 
Security Amendments of 1974). This single monthly payment was lower for patients on home 
dialysis (where the average number of visits were less) than payment for in-center dialysis where 
the visit number and intensity wer~ higher. 

The bundle of physician services was described in 1983 (ss 414.314) in relation to the ARM and 
provided for "all outpatient services related to the patients renal (ESRD) condition and any 
services furnished during a visit that was necessitated by the patients renal condition". 
Responding to OBRA 81, Pub.L. 97-35, section 2145, regulations established a Monthly 
Capitated Payment (MCP) system for physician services rendered to a dialysis patient to replace 
the ARM, and to eliminate the "Initial Method" of payment. The MCP payment was set at the 
same for both home and in-center out patient dialysis in an effort to promote use of home 
dialysis modalities. The payment rate was established using prevailing charge rates for visit 
codes (brief follow-up visit for an established patient) as a unit of service multiplied by the 
number of dialyses per month to produce a rate. It was recognized that this method did not 
account for the variability of practice patterns, the differences among patient needs and the 
geographic differences among intermediaries. The MCP was separate and unrelated to the newly 
enacted Medicare physician fee schedule (RBRVS) . 
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On March 1, 1986, the MCP was reduced by one percent due to Gramm-Rudman-Hollings 
budget reduction mandated cuts. This was followed later that year by a seven percent reduction 
required by regulation, a two percent Gramm-Rudman-Hollings reduction in 1989 and a final 
Gramm-Rudman-Hollings reduction of 1.42 percent on April1, 1990. While other primary care 
services have been subject to Gramm-Rudman-Hollings reductions, these have been offset 
through the benefits of the Medicare Economic Index (MEl), which was not applied to the MCP 
given its non-RBRVS status. 

The 1990 decision by HCF A to not include the MCP under the RBRVS system was based upon: 
(a) the legal viewpoint that the MCP did not fall under the reasonable-charge provision as 
established in the physician payment reform act language, and (b) The MCP is set by HCF A and 
not calculated by carriers on a reasonable charge basis. The 1974 visit code used as the basis 
for the visit code in 1983 has effectively dictated payment, although this was not the original 
intention. 

Examination of the costs of medical practice further demonstrated the decreases imposed on the 
level of the MCP. The Consumer Price Index (medical care) rose 29% from 1983-1988; the 
Physician Mean Professional Expenses rose 65% over the same time period; the Medicare 
Economic Index increased by 116% during this time-frame. The MCP decreased 33.7% in 
real terms over the same years. Although HCF A had the ability to update the MCP, it never 
chose to due so, nor did it re-evaluate the factors that make up the MCP service. 

Responding to OBRA 87, congress asked the Institute of Medicine to study the ESRD program. 
In its 1991 report, Kidney Failure and the Federal Government, an Institute of Medicine 
committee recommended that HCFA review the MCP payment policy "in light of its exclusion 
from the Medicare fee schedule" and "regarding the impact of this 'policy on quality of care 
provided". 

Ongoing discussions with HCFA lead to an agreement that the issue of relative work values 
assigned to physician services rendered under the MCP should be included under the Medicare 
Fee Schedule (MFS) for physician services. To this end, HCF A requested that the 
AMA/Specialty Society RVS Update Committee (RUC) assist "in the development of relative 
value units for physician work (RVWs) for the monthly physician's services furnished to end 
stage renal disease patients undergoing dialysis." (Ault letter march, 1994). 

The RP A and RUC have been working together since January 1994 on the conversion of the 
Monthly Capitation Payment to the Medicare Fee Schedule. To this end, the RP A administered 
several surveys to its members and utilized several approaches to establishing a relative work 
value for the physician work rendered under the MCP. In virtually all formats, the values 
obtained for adults ranged from 6.0 to 8.0. These results were submitted to the RUC along with 
the RUC designed survey tool (which also yielded a recommended RVW of 6.64) and 
discussions were generated through a RUC facilitation committee. Since this committee 
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expressed "uncertainty surrounding the estimates of total physician work from the surveys" and 
further felt the "the RUC survey instrument that was used did not involve collection and 
reporting of sufficient information about the actual services provided to each patient to allow the 
RUC to judge the appropriateness of the specialty recommendations", an alternate method for 
valuing each service was developed. This "building block" approach to work values was well 
described in both the RUC May 1994 Recommendations to HCF A: Monthly End Stage Renal 
Disease Services - Tab Q, and the Federal Register vol 59, no 235 pg 63449. The same 
approach was utilized by the HCFA Carrier Medical Director (CMD) panel in its adjustment of 
the RUC proposed interim values submitted. While the RUC panel utilized survey results and 
data, albeit imperfect, the CMD panel "adjusted the RUC value to correspond to what the CMDs 
believed to be the amount of physician work for the typical chronic outpatient dialysis patient." 

The RPA recommended in its comment on the proposed. rule that the RVUs proposed by AMA­
RUC should have been accepted by HCFA for establishment of interim final work RVUs for the 
MCP 1995. However, HCFA did not accept the RUC values and instead developed their own 
(lower) values for CPT codes 90918 through 90922. 

Because these are interim values, the RP A and RUC should work to develop a final physician 
work RVU for the MCP which HCFA should accept. Listed below are the work RVUs 
recommended by the RUC as compared to the HCFA assigned RVUs. 

Code (Comparison) HCFA HCFA Practice HCFA 
RUC Work Expense Malpractice 
Recommended RVUs RVUs RVUs 
workRVUs 

90918 13.27 9.77 2.18 0.14 

90919' 9.13 7.13 2.18 0.14 

90920 6.64 5.86 2.18 0.14 

90921 5.24 3.06 2.18 0.14 

90922 0.17 0.10 0.07 0.01 
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Current Submission To RUC 

Based on the concerns of the facilitation committee, the RUC's Research Subcommittee was 
directed "to develop an alternate survey instrument that will allow a more reliable assessment 
of the work involved in these capitated services". To this end, this research committee met on 
September 29 1994 and after reviewing one proposed questionnaire, suggested that a prospective 
"case log study" be considered. A small group of the Research Subcommittee was established 
to "work with them to develop an appropriate method for the study". The RUC study group 
consisted of Drs Kwass, Hoehn, Tudor and Powe and the Renal Physicians Association RVW 
subcommittee included Drs Paganini, Hamburger, Charytan and Diamond. 

A single conference call took place on November 18, 1994 where the discussion of appropriate 
tools and valuing actual physician work was again discussed. Shortly prior to this call, the 1983 
publication of a study undertaken by the University of Southern California, Division of Research 
in Medical Education under contract from HCFA and DHHS entitled "Physicians who care for 
End Stage Renal Disease Patients: A National Study of their Practices, Patients and Patient 
Care" (Mendenhall Study) was distributed to the participants. Although there was not time for 
the material to be completely studied prior to the conference call, the consensus was in support 
of a through review of this study, since it was performed by a third party, and the establishment 
of some method of "updating" the data since this study was finalized in 1983. 

The RP A Board in its december meeting concluded that it could not undertake a repeat of the 
"time and motion" activities contained in the Mendenhall Study since time and finance were both 
short, and the data might be suspect. The RP A Board felt that the data enclosed in this study 
could be utilized as a description of physician work. In an effort to update this data, the RP A 
RVW committee elected to utilize a 1991 RPA physician activity survey {n=421), as well as the 
responses from the RUC MCP survey just completed in 1994. 

The Mendenhall Study 

Operating under a grant from HCFA, the University of Southern California studied physicians 
and physician practices where ESRD patient care was the predominant type practiced. The 
purpose of this study was to gain insight into "practice content". As noted in the introduction 
to the study: "We know from past national studies of physician practices, there is a substantive 
difference in what they actually do as compared to what they estimate what they do when asked 
for retrospective assessment• The instruments used were based upon former studies and had 
ample verification of effectiveness. Physician consultants were asked to help design the 
questions around the ESRD target population who were being care for under the "alternate 
(capitation-based) plan". The "universe" from which the study participants were drawn was 
described by HCFA to include all dialysis facilities that were being reimbursed under this plan. 
300 facilities were randomly chosen from this universe, and 267 facilities returned the 
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"Physician Enumeration form" which yielded 1116 physician names (approx 4.2 per facility). 
After dropping 190 duplicate names, a 60% random sample from the remaining 926 names 
which yielded a survey sample size of 554 physicians. 

The survey instrument was a log-diary tool which had been adapted to capture the required data 
specific to the ESRD target patient population. Physicians were assigned "study weeks" during 
which time the instrument was completed at 15-30 minute intervals, describing the type of 
services being rendered, the level of activity and other pertinent data regarding physician 
activity during the study week. Also obtained was the demographic picture of both the physician 
provider and the patient population served by that provider. The overall response rate was 
65.2%. 

The results can be summarized with the overview that patients are seen an average of 1.6-1.7 
times per week by their nephrologist. Four variables that measure actions taken by the physician 
in the course of the patient encounter were defined as the "dependant" variables, and included: 

(a) the time the physician spends with the patient 
(b) number of diagnostic tests 
(c) number of therapeutic procedures 
(d) complexity of service 

There were also two interval level patient encounter characteristics noted: 
(a) patient age 
(b) number of problems recorded 

The results for the four dependant variables are listed in tables 1-5. These variable were entered 
into the regression such that the description of the service would fall along predicted lines with 
variation from the mean as described in the tables themselves. For example, Table 2 shows that 
the time constant was 12.89 minutes. If the patient were seen in the office, the addition of 
11.04 minutes would be the usual time delivered to these patients. However, if the visit were 
to take place in the dialysis unit, only 11.19 minutes would be needed (12.89- 1.70). 

Another example might be seen in table 5, where the constant level of severity for this patient 
population was 1.22 (scale 0 (non severe) - 5 (very severe)). An office visit would yield a 
severity level of 2.01, while a dialysis visit would drop to 0.93. The variation was noted to be 
in the range of 30% among patients and physicians, with complexity being closely associated 
with the number of problems recorded for the particular patient. 

Patient encounter case-mix indices are listed in table 6. Notice the mean age of 53.4 years, 
percentage of non-ambulatory patients at 28.3%, and the mean number of problems at 1.81/pt. 
This data along with tables 7-9, describes a dialysis population where diabetes is only 8.3% of 
the primary diagnoses, 5.6% of secondary, and 0.6% of tertiary diagnoses. Contrast this with 
the 1994 United States Renal Data System (USRDS) demographic of the current dialysis patient 
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population in figures 1-3, and table 10 where diabetes is the single most frequent cause of ESRD 
and indeed comprises 33.8% of the population, whose age has increased to 62 years, and whose 
comorbidity has increased dramatically with more than 4.2 conditions noted in the average 
hemodialysis ESRD patient. 

The activity of the physician regarding "other encounters" was also studied. The number of 
phone encounters with either the patient (considered for E&M services as included in the pre­
or post-work category) or other health care providers (nurse, dialysis technician, social worker, 
dietician, nursing home, etc) reveals an increase in phone encounters with increasing age, and 
an association of other health care provider contacts with increasing complexity of the patient. 
Both an increase in age and complexity since 1983 are easily supported from the USRDS 
database. 

Finally, the focus of the patient problem during the various encounters is clearly in areas that 
are frequently outside of the ESRD and ESRD-related distribution. While 16% of the foci are 
renal or urinary tract related (compared to 30% for the non-ESRD population), 12% is access 
device related, 16% circulatory system related and the balance of ESRD foci are distributed in 
proportions quite similar to those for non-ESRD patients. This generalist view of care rendered 
to the ESRD patient under the MCP places the patient care delivery by the nephrologist in the 
realm of primary care. 

The RPA 1991 MCP SURVEY 

In an attempt to capture the overall work delivered by the nephrologist under the MCP, a one 
page survey was sent to 1000 randomly chosen nephrologists in practice during the year 1991. 
The survey instrument consisted of a series of questions regarding the frequency of visits in the 
dialysis unit, the level of activity as judged by the assessment of diagnostic tests, therapeutic 
procedures, and the occurrence of patient care conferences, patient family meetings and 
patient/family telephone encounters and non-renal patient care activity rendered to dialysis 
patients. Two areas were also provided for "write-in" answers re:what services were rendered 
under the MCP payment, and what services the respondent considered outside of these services. 
413 responses were received (41.3% return). The responses showed that 40% of the physicians 
visited their patient at each dialysis session, while the overall intradialysis visits averaged 5.7 
per month. 60% of the physicians saw their patients only at the dialysis unit, but an average of 
1.2 extra visits were claimed. A comprehensive history and physical exam was performed by 
81.9% of the responding physicians and this service was rendered to the "stable" dialysis patient 
and average of 2.2 times per year. Of the monthly activities performed which were considered 
dialysis related, the dialysis prescription (3.3 times/month), diagnostic testing (3.1 times/month), 
and reviewing medications (2.2 times/month) were performed by virtually every nephrologist. 
While 100% of the respondents participate in regular patient care conferences with other health 
care team members, patient and family telephone conferences were also frequent activities 
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(92.7%). Non-renal service is afforded to these same patients by their nephrologist. This 
includes non-access related infections, glycemic control in the diabetic, as well as management 
of other diabetic complications. The write-in portion of the survey included virtually all medical 
services that did not require a consultation, and excluded all in-hospital services, all temporary 
catheter placements, chemotherapy, and other obvious "non-renal" conditions. 

While this survey cannot establish the level of service rendered, it does establish the frequency 
of physician visits, and the breath of service rendered to the dialysis patient under the MCP. 
This data can be used to "update" the Mendenhall survey, since the frequency of patient 
encounters has remained the same (Mendenhall: 6.8/month :: RPA: 6.9/month), the type of 
encounters seems to have remained constant, while the patient demographic has changed 
dramatically (based upon the USRDS data presented above). 

The RPA-RUC Survey 

Using the methodology developed by the RUC for evaluation of single visit services, and 
altering the clinical description to include two vignettes (one hemodialysis and one peritoneal), 
the survey tool was sent to 104 nephrologists randomly chosen from the Renal Physician 
Association Nephrology Database, following the RUC process for survey and reporting. In this 
submission, the RPA recommended RVW was 6.64 for the services described under the CPT 
Code Number 90921, "End stage ·renal disease (ESRD) related services per full month; for 
patients 20 years of age and over". 

The derivation of the submitted work value did not follow the "building block" approach which 
was used by the facilitation committee to derive the RUC RVW value of 5.2, but rather used 
equivalent values of known work entities to derive an overall work value for the series of 
activities rendered by the nephrologist during the months care of a dialysis patient. The cited 
services used by the majority of the respondents included Evaluation and Management services 
related to an established outpatient visit. Thus 99215 was utilized by 98% of the survey 
participants, while other physician work descriptors (in descending order) included 99213 
(69.7%), 99214 (60%), 99211 (58%), and 99205 (39.5%). If we were to use these levels of 
service as the blocks for the construction of the MCP work value, it would seem that the level 
of physician service delivered to the patient has increased in complexity compared to the 
Mendenhall study. This would seem to follow the trend as described in. that study with 
increasing complexity paralleling age and patient comorbidity. 
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Care Plan Oversight Services 

The ESRD program has functioned with a multidisciplinary approach to patient care. As part 
of the quality review process, all patients must have at least yearly "long-term care plans" and 
at least biannual "short-term care plans", these latter frequently developed in the more 
complicated patient at monthly intervals. A significant amount of time is spent in both direct 
meetings with other health care providers (dietary, social service, nursing, administration) in an 
attempt to help these chronic patients through the rigors of dialytic support, and the 
complications of both their renal-related conditions as well as other underlying entities which 
may have influence on overall patient well-being and outcome. The renal physician acts as the 
team leader in these discussions and is actively involved in their implementation. This activity 
has been documented both in the Mendenhall Study, and in the RPA 1991 MCP survey. 

Since HCF A has determined that care plan oversight services eligible for separate payment 
"include the physician supervision and management of complex or multidisciplinary care 
modalities involving regular physician development or revision" (Federal Register, vol 59, no 
235, p 63419), and further that these services "necessitate a high level of decision-making and 
go beyond administrative function", we believe that this service rendered for the dialysis patient 
should have value in the composite building of the MCP. Although all patients will receive the 
mandated team coordinations and discussion, we also believe there are increasing numbers of 
patients with highly complex health care needs which require increasing times from the 
physician. This patient demographic can be easily extracted from the USRDS database, and 
substantiated by HCF A BMAD data. It is therefo:re essential that this component of physician 
work be incorporated into the MCP, as was done in the original submission from the RUC, but 
eliminated by the CMD during their "building" of the MCP work value. 

The MCP is a Primary Care Service 

Primary care services have been defined by congress as "office medical services, emergency 
department services, home medical services, skilled nursing, intermediate care, and long term 
care medical services, or nursing home, boarding home, domiciliary or custodial care medical 
services" (OBRA 93). Most nephrologists consider the dialysis unit activity to be a direct 
extension of their office practice, and further consider themselves as the principle physician for 
these dialysis patients. The care rendered is compatible with the definition of primary care as 
recently published by the Institute of Medicine. 

Recent publications from carriers have extended the definition of renal related to encompass 
virtually all medical conditions which may be even minimally influenced by the patients renal 
condition (Medicare B Bulletin for lllinois- October 1994). This dramatic and controversial all­
inclusive bundling initiative by a carrier underlines the perception that the MCP includes 
virtually all non-consultative care of the dialysis patient. 
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The RPA submission ofRVW for CPT code 90921 
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The method utilized by both the RUC and the HCFA CMD panel ("building block") will be 
followed for the development of the current "final value" for physician work associated with 
services rendered under the Monthly Capitated Payment System (MCP). Included among the 
blocks are various levels of evaluation and management service which capture the work value 
of services rendered to dialysis patients. Oversight care is included for both the hemodialysis 
and the peritoneal dialysis patient, albeit at differing levels reflecting the differing activity levels 
of the physician with both dialysis modalities. 

FOR HEMODIALYSIS: 

Total number of dialysis per month 13 ?tll.11cllL't.tL 3 hM.VO p.RA. ~C>'1.) 
Total number of visits per month 6.9 rn...e~u-<.LL (l-1lLLtwlL-SJ jtz..r?A- ~rvev1 (R,q . 

visits in office 1.2 R..P.':\ s"~ -~~~ ~ {:Z& ~) 
visits in dialysis unit 5. 7 (2...P rr ?(..l.~ V 

interventions in dialysis 3.3 ~otr ~-""'e.~ -m-~eu.;-
't~wUA C:.J vY"f'?CU)?t)\Y) ~ J <(1.~ (1 ) 

1 

;)_ 

Translation to Work Values RVW t ?.-'iN~' 
Face to Face: rt.o '-f 

99215 x 1.2 ~~u ( 1.836 
99213 x 3.3 .ec ~ ~ t 1.848 .. \-0 
99212 X 2.4 \C\C\: U V 0.91 1,t;t\. 1 

n 

Jb -----,~-rn~:';"x~ces: r-tiVJIB·241 _f.v; ,.ov 
~~ ~ ~ ~ 't~ emght care: 0.5 
-~~,-~ ~~ 
~ "'\~ Relative Work Value 

ClC!2-t3J- cj_,i~ \-'1. ?1.J 

qq;u 2-

• 

FOR PERITONEAL DIALYSIS: 

Face to Face: 
Formula for conversion 
(0.47 X 6.335) 

Oversight Care: 

Relative Work Value 

6.335 

2.977 
1.0 

3.977 

CALCULATION FOR FINAL RVW FOR CPT CODE 90921 

0.82 X 6.335 + 0.18 X 3.977 = 5.91 
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Relativity of MCP value to other "composite" physician services: 

CPT Code Description WorkRVU 

77419 Weekly Radiation Therapy 3.64 
77420 1.63 
77425 2.47 
77430 3.64 

59425 Antepartum Care only (4-6 visits) 4.08 
59426 (7 or more) 6.99 

Conclusion: 

The MCP method for the payment of outpatient physicians services to dialysis ESRD patients 
has been in place for over 20 years. The physicians have adapted their practice patterns and 
documentation to such a system. The program has been extremely beneficial to the growth and 
financial stability of the ESRD program. The goal is to now take this existing monthly charge 
for capitated care of a "sick" cadre of patients and move it into the Medicare Fee Schedule based 
upon the RBRVS process. This conversion process poses some unique and difficult problems. 
There is no historically capitated system of care in relative value system and thus no model. 
The MCP is not an FJM service and cannot logically be equated with a series of ElM services 
even as a crosswalk. It is not payment for specific encounters or procedures. It includes 
services encompassing the totality of care which might otherwise be fractionated into separate 
codes without revealing the entire scope of physicians services, such as, team meetings where 
there is physician led multidisciplinary decision making. 

The dialysis population is an aging "sick" population which regularly undergoes a therapy which 
has actually become more complex during the tenure of the MCP. The intensity of the decision 
making (management) has increased despite no increase in reimbursement. The capitated 
payment methodology has permitted this but does not lend itself to retrospective audit or to a 
time and motion study. Multiple physician work activities are routinely accomplished during 
any time interval. 

Three different groups of knowledgeable physicians were surveyed to establish the physician 
work involved in the MCP. All rated the work above 6 units. The RUC had difficulty 
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comparing this capitated "sick" patient service with any other services and thus could only 
establish an interim value. We believe that the nephrologists have more understanding of the 
work involved in a months care of a dialysis patient than anyone else and are familiar with work 
value units. Thus the survey value is clearly superior to any other value and should be 
supported by the RUC. 

The RP A committee does not believe a time and motion study is useful or realistic but believes 
that the research committee of the RUC must develop an entirely new method of assessing such 
capitated "sick" patient services as we expect that such services will be contracted by managed 
care plans and thus are part of the future of medicine. The ESRD program has been on point 
for many changes and this is another. 

The radiology oncology clinical treatment management codes 77419, 77420, 77425, 77430 are 
a family of weekly clinical management codes which are akin. The obstetrical codes 59400 to 
59430 are a series of global codes reflecting capitated payment for patients with a known 
condition. Both of these series are more similar to the MCP than any of the procedure or FJM 
codes. 

The RP A would be delighted to actively participate with the RUC in the development of a 
method to assess physician work or to crosswalk any capitated "sick" patient care schema . 
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7he U~iversity of Southern Cal~fo=nia, Division o! Research 

in Mecical tduca::ion·, has C:onductec a nationwide survey c! tl';~ ;:::-

r~'(:,. fessional activities of physiciar.s' 'loo'ho provide care for patients 

with end-stage renal disease. !be survey, based on a to~get popu:~­

:ion cf physicians affiliated 'loo'ith dialysis facilities, achieved 

a 65.2: response :~ate and included 336 respondents. tach respondent 

provided data on workload, allocation of time to various profe!sional 

activities, and information of each patient treated curing an assigned 

s::udy pe~iod, as well as data on ch~racteristics of the practice. 

:he su~·ey, cond~cted during October of 1982, yielded a study popula­

tion that vas far different from the general population of nephrolo­

gists, 'loo'ith more o:fice-based and board certified physicians. Data 

:rom the survey show that tSRD physicians' workloads parallel the 

busy practices o:'generalis:: physicians more than they do the practice 

patterns of most subspecialists in initial medicine (except that 

the ou::yatient load occurs mainly in the dialysis unit). Patient 

enco~r.:er data she"" that the majority of their visits are 'loo'ith !SRD 

pa:ien:s, and .tha:: over half of all tSRD pati~ts (!acility and self 

~ care co:bined) are seen once a week or mere. ESRD physicians report 

seeing facility he=odialysis patier.::s an ~verage of between 1.6 and 

• 

1.7 ti=es a week. The telephone is used pri=arily for com=unicating 

\.'.ith c:her health professionals, and calls with patients are pri::~arily 

with non-!SRD patients. There are pronounced differences in the 

morbicity profiles of patients on different types of dialysis; ho=e 

he:odialysis patients were found to have low rates of serious sys::emic 

illnesses, whereas peritoneal dialysis patients have high rates of 

diabetes mellitus. IPD patients are the sickest patients on a nu:ber 

of criteria, but there is little evidence to indicate that patients 

treated in hospital-based hemodialysis centers &re a~y si~ker than 

those in freestanding 'facilities. Finally, physicians with the highest 

workloads provide less resource-intensive care (less time spent •ith 

the patient and fever diagnostic tests e=ployed) even when medical 

c:ocplications and o:her sources of variation in care are controlled 

for statistically . 
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REGR.!SS!ON OF SEUc:nD PATin"! D\Co:-.;:~!. CF.A:"'.AC:Z!.:S-:ICS: 
VA.RIAELES ~!!:?.!D INTO !E! REGlU:SSIC!; ("~S?.D ?A!IE!;:'S)l 

Va:-iable 

T~e Pe:- Encounter 
Nu:be~ of Diagnostic Tests 
Nu:Ce~ cf Therapeutic 

Proce::t:.res 
Co~?le~ty of Se~ce 

?atie:lt Age 

Race E:~~iciry (Re=: ~nite, 
No~-Eispanic) 
Elack Patient* 
Eis?a~ic Patie~t* 
;~iz.~/ J..:erican !ndia.:lti: 

D~a1vs~s ~o~a,~-~ (~e~· ... -. • ... \.6 __ ... _ .a\. ... 

Ce~:e:- E~oeialysis) 
Frees:a~di~g Facility 

F.e~odialysisti: 

Eo~ F.emodialysis* 
c.;.pj)ti: 
!P!l/CC?D* 

Encounte:- Location (Ref: 
Dialysis Unit) 

'Eo spital 

O!tice or O?D/Cli:ic* 
Eos?i:al Enco~te~* 
Other (ER, Nursing Hc~e) 

Location:* . 

Nu:he= of Proble:s Reco::-ded 

Mean -· 

9.65 
o. 84 

0.98 
2.33 

53.37 

o. 34 
0.08 
0.03 

0.50 
0.02 
0.05 
o. 03 

0.05 
0.19 

0.01 

1.81 

PHYSICIAN/PRACTICE CHJ~CIERIS!ICS 

P~actice Arrang~ent (Ref: 
Group Practicex 
I~s'titutional Practice* 

Physician Age 

solo) 
0.59 
0.37 

41.19 

Board Ce::-tification (Ref: Ne?hrology 
Board) 
lnte~al Medicine Board* 0.25 

S~andard 

De"-ia 'tion 

10.90 
1.30 

1.21. 
1.10 

15.69 

0.47 
0.2i 
0.16 

0.50 
0.13 
0.22 
0.18 

0.21 
0.40 

0.07 

0.70 

0.49 
0.48 

6.44-

0.43 

N~e::­

of Cc:..ses 

6164 
6411 

6411 
62S7 

6361 

6411 
6411 
6411 

64!1 
6411 
64!1 
6411 

6411 
6411 

59E.:O 
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(:o:::!.nued) 

Sta::lda=c! ~u::er · 
~a=-iable ~ea-:1 De..,.·ia :io::l cf Cases 

,. .• o :5oard Ce=-:~.::.:.ation* 0.13 :).34 6411 

Me :=-o?oli :an/~~on-~e tropoli tan 
?rac:ice c- ~. : ... e_. ~e=ropolitan) 
~o:-Metro?o::.:an P:-actice* 0.03 0.17 64~1 

Nu=~er c: Dia:~·sis Facilities 2.18 1.03 6256 
Rei:":';lrse::~e:.: :o:- ~ialysis (Ref: 

J..lte.=nate X::bod) 
Fee :or Serv-:..ce ?.e:::!lu:-s e::ent* 0.12 0.32 6411 

c-.-:-.er o: Dia::.·sis Fa::ilicy (Ref: 
~;c::-0'-.. ":ler) 
Facility cr .. -:ler• 0.15 0.36 6411 

Nt=ber o: Dia:ysis S:a:ions 20.21 10.62 6111. 

N:-~er o: Dia:ysis ?atien:s 71.61 54.27 6114 

~e::.'i<l.y ho=k!:a: 147.66 64.58 6037 

l ;~:erisks (*) in~icate no:inal-level (categorical) characteristics 
representee ~n the regression equations by d~· variables. Reference 
categories :or each set of du==y variables are shown in parentheses • 
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C:.:.:.la~ive 
V~=:.c.:le :s Be~a R Sct:a-:-e 

~cs:;:.:al ::nco\!:l.~e-:- 8.50 0.31 0.110 

of:ice or 0?!>/Clinic 11.0' 0.21 0.168 

O:~e= Loc:.a ~ic~~ 27. 64. 0.19 0.205 

~eek!y ~ork.load -0.03 -0.16 0.237 

F=ees:anding Fac:ilicy 
Ee:odialysis -1.10 -0.08 0.2!;7 

N··-:...e= of Dialysis Pa:ien~s -0.01 -0.05 0.251 

l=.s::.:':ltiona! :?':'ac::.ce -0.9l -0.04 0.233 
Nt-.. e= cf P=oble:s Recorded 0.65 0.04 0.253 
c.;..:: 2.20 0.04 0.2.57 

Nt-.. e= of t!.alysis S~a:ions -0.04 -0.04 0.259 
Elac~ ?a tie=.: -0.82 -0.04 0.260 

CC=::s:ant:) 12.89 

l ~a:erence ca:egc-:-ies for c·--y va=iable regression are a ~hi:e· (n~n­
F~s?anic) ?at:iL~: on hcspi:al ce:~er hemodialysis, being treate~ in a 
e:.a!ysis ~i~ (outpatient: 0':' in?a~ien:) by i board-certified ne:;hrologist: 
i:: solo p=ac:ice, ~ho is located in a metropolitan area, does net: o~~ 
a ~ialysis faciliry, and is rei:bu=se~ ~~der :he alt:e=na~e (ca?it:a::.o~) 
?-~· Reg=ession equa:ic:1s and variables listed are all sig--if:~~nt:; 
:~e=efore : values and sig:i!icance levels are no: presented. 
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3 
REGRESSION OF DlAGNOS!!C TESTS (ESRD PA!IEh1rS)l 

Cl.!.:lulative 
'.'a.::-:"..able B Beta R Soua::-e 

ECS?ital E::lcot.eter o. 76 0.23 0.081 
N:.::~er of ?ro"olecs Recorded 0.30 0.16 0.113 

o:=ice or OPD/C1inic 0.54 0.09 0.128 

O~her E::.cct.:l:er Loca:ion 1. 36 0.08 0.135 

io:eekly i.:ork1oad <-0.01 -0.08 0.141 

!nstitt:.=:..c::lal Prac:ice -0.19 -0.07 O.lli6 

CJ...?D 0.42 0.07 0.151 

Eome lie:oc;ialysis 0.48 0.05 0.153 

Group P::-actice 0.14 0.06 0.155 

Nt.=.ber cf Dialysis Patie::..ts <-0.01 -0.06 0.157 

1\i-ber c= :>ialysis 'facilities 0.07 0~ 05 0.159 

F:-ees=a:~i:g 'fac:"..li:y .. 
eel:loc;ialysis -0.14 -0.05 0.161 

:~~e=-r~: ~ed:..c:..ne :Soard 0.12 0.04 0.162 

( c:::=.s:a::. :) C.29 

1 Refe::-ence categories for du::y ~a::-iable.regression are a vhite (non• 
F~spariic) pati~t on hcs?ital ce::lter hemodialysis, being treated in a 
~!alysis ~it (outpatient or ~?atient) by a board-certified nephrolcgis: 
in solo practice,· ~bo is locate: in a ~etropolitan area, does not o~~ 
a dialysis facility, a~e!s rei~t:.rsed U::lder the alte~ate (capitation) 
plan. Regression equa:io~ ~1d ~ariable~ listed are all significant; 
tberefore F values and significa~ce levels are not presented • 
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":J..;:.:: ~ IU:GR!:SSION OF 'IHEP..AP!UTIC PROCEDUR::S (tS:u> P;.:::~~-:~ · ~ 

Ct::.:.la:~ ve 
\"a:-:.able B ~ R S:t:.a:-e 

N1-:,er of Proble::s Recorded 0.36 0.21 c .061. 

Eo~?i:al Encowu:er 0.38 0.12 O.OS6 

c-:-:ice or OPD/Cli:l.ic 0.51 0.09 0.09~ 

!reestauci~g Facility 
!:e:nodialysis -0.16 -0.06 O.lOS 

No 3oa:rd Ce~i!ica:iou 0.25 0.07 O.ll6 

Fee for Se:vice 
?.ei:bu:-setlen.t -0.28 -0.07 0.12; 

:cs:i:u:ioual Practice -0.20 -0.08 O.l2S 

Elac:.k Pa:ient -0.10 -0.04 0.131 

Nt::~er of Dialysis 
!ac:.ili:ies -0.07 -0.06 0 , --. -.:.: 

c;..:~ 0. 35 - 0.06 0.135 __ .. 
---- He:oc!.alysis 0.54 0.05 O.l3S 
':l\.o •• _ •. ys l.c:.an Age . o. 01 0.05 O.l!.l 

N---:,er of Dialysis Stations -0.01 -0.05 0.1'-Z 

Nc~-~etropolitan Prac:.tice -0.40 -0.06 0.145 

O:~er Encounter Location 0. 76 0.05 0.148 

~t;:.:,e:- of Dialysis Patients <-0.01 -0.04 O.ll.9 

~:.~lysis :acilitv Owner 0-12 0.04 0.150 

Cc:cnstatlt) 0.29 

1 Reference categories for du==y variable regr~ssion are a ~hite (non­
F.ispanic) patient on hospital center h~odialysis, being treated in a 
eialysis unit (outpatient or inpatient) by a boarc-certified ne?hrolcgist 
in solo practice, vbo is located in a metropolitan area, does not o•~ 
a dialysis fa~ility, and is reiQbursed under the al:ernate (capitatic~) 
plan. Regression equations and variables listed are all si~ificant; 
therefore F values and significance levels are not presented. 
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REGR.!SSIC~ OF CO~L:::XI'!Y O:F SU.VIC! (ESRD ?A:::;~~:~) •. 

C....:::"J.la~ive 
\"ar:.ab le B Be:a R Scua:-..e... 

Eos-;i~al ~cot::lter l. 01 0.36 0.1:.7 

o:::.ce cr OPD/Cl:.:.ic 0.79 0. !5 0.198 

Frees~anding :Facili::y 
Ee:::1ociialysis -0.29 -0. !3 0.220 

No Boa:-e Cer~:.fic.a.:i=: 0.26 0.08 0.237 

Nt=::er of Proble::s Recorded 0.18 0.!1 0.251 

O:!ler E::coote: l.oca~!oD 1.48 0.10 0.262 

!::s~:.~u::ic:al P:a~::..:e -0.25 -o. l!. 0.269 

Physicia: Age 0.02 0.10 0.276 

G:Ct:;) Practice -0.26 -0.12 0.284 

N~-:,er c: D!a!ysis 
!c.c:.;.!!:ies 0.08 o.cs 0.289 - 0.293 E:ack ?a:ie:: -0.13 -0.05 

~!a2.ysis Faciliey cr.-:le:' o. 18 G. C-5 0.296 

c:..PD 0.30 0.06 0.299 

!\c:-!1: :=o?oli:an ~:a:::!.ce. o. 36 0.06 0.302 

(Ccr.stan::) 1.22 

1 Refere~ce categc:-!es :or du:my variable regression are a white (ncn­
Eispar.ic) pati~:: on hospital center he:cdialys!s, being treated in a 
dialysis unit (cut?a::ient or inpatient) by a bca:-d-certified nephrclog!st 
i: sole practice, -;.:he is located~ a metropoli:.an .. area, does net C'W'U 

a dialysis facility, and is rei~~=sed ~der the alternate (capi~ation) 
plar.. Regression equations and variables listed are all significant; 
t!lerefcre : valces and sign!ficaDce levels are not presented. 
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TABU: )'9... GASF.-tllX IIIDICF.S HY IHAI.YSI:l 'CYI'F. (ESRD PATIENTS) I 

CASE-tiiX lNiliGES ·--RENAL tlf.AN I'EilCENTAGE I' E RC F. tiT AGF. 
DISEASE NIIUIIF.R tlf.AN PERCENTAGE NON- SI'EC 1 At. I ZF.IJ/ 
E'f IOI.OGY oF a•notu.rms rATIIW'l' tloti-ANGLO AfllliJI.ATOR Y GOUSUI.TAT 1 VE 

Type of Dla lya lo ltATIO ( D I AGtiOS F.S ) AGE PA'J:JEN'fL_ CAUl~ CAlm --·- ------
(RA\f DIFFERENCES) 

X X X 7. 7. 7. 

Total 0.6 1.01 53·'· t,r,. o 20.3 13.4 

lie mod h 1 y s ts 

j'\ lloerltnl-nnscd Cr.ntcr 0, (I . 1. 06 51•. 5 37.2 32.6 8.5 - Frccotnndlur. Fnclllty 0.(1 1. 7'• 5J.n 52.2 11 ·'• ) tJ ·'' 
llomc o. 2 1.09 t,n. 9 20.] 59.) 6.0 

Perltoneol Dlo lysls 
CAPO 1.0 2.01 ItO. 7 2'•.) 62.) 7.5 
Iro 2.1• 2.05 57.5 '•9./e 7'•. 0 9.2 
CCI'D2 l.J l.Ol ' ItO. 9 22.9 60.0 6.5 

Statiotiaal Sig,ti[1:aa11ce .ooo .ooo .ooo .ooo .ooo .ooo 

(~. 
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'fAUI.F: ~· (Continued) 

!J.pc of IJI;al~ 

(OIFFF:RENGES AOJUSTEO FOR 
EACII OF TilE OTIIER LNniCES) 

Total 

llctnotlln i y !I!R 
lln,;pltnl-llnnccl Center 
,..,. r. c n l n 11 d ln1: I' n c l1 ll y 
llomc 

Peritoneal Olalyn1o 
CAI'IJ 
ll'U 
cct•n2 

• 
cMm-tiiX UIUICIW ---···---- ---------- --------·-· ··----·-·--·- ·----·-·-------·---'----

ltiWt\1, 
nISI~ A !l F. 
f. 'I' I() I.()(: y 

ltA'l'lO 

X 

O.ti 

0. ft 
(J. ft 
O.J 

1.0 
1.2 
1.9 

• 000 

111':1\fl I'F.IlCimTA<:J~ 1'1-:llCI-:tUM:•: 
tlllllllF.It 
OF I'IWIII.f.ll!i 

{ !!_! AG1tQ1!1~!J?_ 

X 

1.09 

1. 91 
1. nr. 
L05 

l. 91 
2.12 
1.60 

• 011 

tlfl:MI 
1'1\"f I f.ll'l' 

AGI~ 

X 

51.2 

52.0 
51.2 
'•6. 0 

t ltft.O 
55.3 
'•5. 9 

.000 

I' f.ltr.f.II'I'AGE 

tiOfi-Ati<:I.U 

!'A !l ~~rr:; 

39.3 

).1.9 

'• I. 9 · 
22.9 

15 ·'· 
57.5 
.5.0 

.ooo 

IICHI-

MIIHI I.ATOH Y 
t:f\ltE 

7. 

27.0 

JO.O 
15 .It 
56.7 

6 J.. J 
79.5 
72.0 

• 000 

s 1'1-: (: I A 1.1 7. f.IJ I 
l:OUSUI.lhll v•: 
CAll F. 

i'. 

lJ. 2 

9.5 
10. 7 
J.O 

2.6 

10 ·'' 
l.lt 

• IJ (; ;i 

lThe rcnnl dlocane etJolor,y ratio ·In the rntlo of l.hr. number of rntJenl:o with oerlouo oyotcmtc dlaenoc 
(dlnbctfc ncrhrornthy, nntyloldonh, nntltirle myciomn) to the number wllh orr.nn-opecfflc, rel~t(v,.ty 
llllcumpll r.nlcd Cl1llfiCO of &miW ( r,lomct·ulouclthr It In, IU)lycyntlc klcfncy d iftennc) J with lhc Ol'COII" Ol'r.C l( lc 
cnncfl nr.t n•: "1, 11 the numltcr nhown In the coa·rr.n1,nndlnP. rntlo of nynlf'lnlr. dlncnnc. Thun for nll Esnn 
J•nt.lcntA, thfn·e were l,OftO with ellhr.r clomcrulonel'hrltlo or 1,olycyotlc kidney dleeooc and 1,201 with 
dlnltcllc ncflhror,othy, omyloldoolo, ur multl1•lc n1yclonto (occ 'foblc Ill ur Tobcl 67). The rcoulting rotJo 
of 110.6 h shown as 0.6 Jn the "Totnl" column for the renal disease etiology ratJo. 
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!.:~.3U: ~. o:.-:-?A.l'I~7/Dil'J..l'I!l\"'! ~;cotmi!.RS: PROO...~~ ~!AGNOSIS 

~;:~~;-!SPJ> ES?.D 
? A:-r:u.-rs PA!!~7S '!'O!AI. 

Ca~e2ory Label ~· 
. , N .. 

~ ~ ·' lo lo .. 
C:.:-ouic re:lal failure 185 3.9 2650 41.3 28;5 25.5 
Eyper~ensive renal disease 338 7.1 641 10.0 979 8.8 

Diabe~es mell~~us 28S 6.1 530 8.3 818 7.4 
C~:-cnic glo:erulcneph=i:is 115 1.4 501. i.S 616 5.5 
}..cu~e renal ftilure 355 7.5 21 0.3 3i6. 3.4 
Esse:l:ial b;?e:-:ensiou 351.. 7.5 17 0.3 371 3.3 

No recorded c~agnosis 168 3.6 101 3.1 369· 3.3 

Ne?hri~is/:lephrclogy, no~ 
specified as acu:e or 
chro:li.c S8 1.9 194 3.0 2S2 2.5 

Re.r.al :failure, u:1specifieci c~ 
"'~ 2.0 151 2.4 2l.4 2.2 

Co:lge:i:al anc=alies of 
1.::-:.na:-y sys:e::1 5:3 1.1 .. 196 3.1 249 2.2 

O:her c!isorce:-s o: u:-e~hra 

" A:ld urina:-y :rae~ 1~i 2.7 83 1.3 210 1.9 

Organ or ~issue replaced 
by :r~s?la:~ 163 3.5 44 O.i 2C7 1.9 

Cc=?lica:io~s peculiar :o 
cer:ain S?eci!ied 
procedures 2i 0.6 122 1.9 149 1.3 

Ee.a:-: fail~re ~6 2.0 33 0.5 129 1.1 

!:y:he:a:ous conditio:lS 66 1.4 59 0.9 125 1.1 

,.n-=ec:icns o: kidney. 53 l.l 63 1.0 115 l.O 
· Disc:-ciers c: fluid, 

elec~rol:·:e, and acid-
oase balance 86 1.8 27 0.4 113 1.0 

Sep:icema 56 i.2 32 0.5 86 0.8 

Other·syt:?:o::.s i:lvolving 
abdomen and pelvis l..i 1.0 30 0.5 77 0.7 

O:.her chronic: ischetlic: 
hear~ disease c:-.. j 1.2 15 0.2 iO 0.6 

!o:al 4, 706 59.7 6, 411 87.5 11,117 75.5 • i 
' 
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Cat:e£c-:-: La~e::.. 

NO!\-ESRD 
?A!I~"":S 

N ~~ 

No recorded diagnosis 1793 

Byper:ensive renal ~isease 253 

Chronic renal !ail~re 126 

Diabetes mellitus 240 

~;ephri tis/ne?!'lrology, not 
specified as acu:e or 
chronic 135 

Chro~ic glooe=ulone?hri:is 4i 

Other chronic ischE:ic 
hear: disease 

Esse~:ial h:yer:e~sio~ 

Eear: failure 

• Li.e:tal !ailure, c::.speci!ied 

Com?licatic:s peculiar to 
cer:ain S?ecifie~ 
procedures 

Other cisorders of ure:hra 
and urina:-y :rae: 

Conge~~:al a:::alies of 
ur!::.ary systc 

~ro:ic obstructive ~ul=on-

94 

1.51 

E3 

l..i 

23 

66 

22 

ary disease 51 

A.c:ute renal failure 88 

D~sorders of fluid, elec:ro­
lyte, anc acid-base 
balance 53 

Depressive eisorders, not 
classified 46 

Other c::.s~eci!ied a:e=ias 17 . . 
Septice~ 60 

Ill-defined ~escri~:io:s and 
co=?licatic:s of bear: 
disease 36 

Total 4,706 

38.1 
5.4 

2.7 

5.1 

2.9 

1.0 

2.0 

3.2 

1.5 

1.0 

0.5 

1.4 

0.5 

1.1 

1.9 

1.1 

1. 0 

0.4 

1.3 

0.8 

73.2 

!SRD 
?.;._-;I~"!3 

!\ : 

2395 

53.3 

512 

361 

3S3 

258 

140 

lCO 

£8 

40 

S2 

.52 
8 

31 

36 

63 

19 

31 

37.4 
8.6 
8.0 

5.6 

6.0 

4.5 

2.2 

0.5 

1.6 

1.2 

1.4 

0.6 

1.3 

0.8 
0.1 

0.5 

0.6 

1.0 

0.3 

0.5 

N 

4185 
. 806 

638 

601 

515 

335 

234 

184 

183 

126 

lll 

106 

104 

103 

96 

84 

82 

80 

79 

67 

6,411 82.7 ll, 117 

ro:;.: •. .. 
37.7 

i.3 

5.7 

5.4 

4.7 

3.0 

2.1 

1.7 

1.7 

1.1 

·1.0 

1.0 

1.0 

1.0 

0.9 

0 •. 8 

0.8 

0.8 

0.7 

0.6 

79.0 
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!A!ilE ~- OL-rP AT!!!;'! /IJ:.t-p AII~! ENCO'ln\-r!RS: Itt'!IAAY DIAG:mSIS 

,, 

·-"-.: "'"". 

~ . 
NON-ESRD ESRD 
PAII~"''S P A.'!I:::h"l'S '!O!Al. 

Ca~~Ec-:.-v !.abel N % N % N 
., 
"" 

No recorded diagnosis 4120 87.6 5372 83.8 9492 85.4 
Byper~eusive r~l disease 50 1.1 125 2.0 175 1.6 
Nephri~is/nephrology, no: 

specified as acu~e or 
chronic 21 0.5 98 1.6 119 1.1 

O~her chronic: isc:he~c: 
hear-: disease 24 0.6 68 1.1 92 0.9 

Ch :-o:ri.c: re.:la.l fail. ere 16 0.3 66 1.0 S2 o.s 
Eea:-t failure 35 0.7 46 o.s 81 0.8 

Diabetes mellitus 34 7.2 40 0.6 74 0.7 

Othe:- ~specified ane:d.as 16 0.3 28 0.4 44 0.4 

Ch:-c:lic obs:ruetiv~ pul~on-
ary disease 10 0.2 ~ 0.5 41 0.4 

Depressive disorde:-s, <'J. not 
classified 16 0.3 21 0.4 37 0.3 

~ 

Angina pec:~oris 13 0.3 23 0.4 36 0.3 

Septice1:1a 18 0.4 14 0.3 32 0.3 
Esse:l.-:ia.l hypertension 23 0.5 5 0.1 28 0.3 
Co~plicarior.s peculiar. to,· 

c:er-:ain S?ec:ified 
p:.-ocedures 3 0.1 25 0.4 28 0.3 

D.isorciers of fluid, 
elec:rol;::e, and acid-
bf.s~ · ba.l.a..'"lc:e 16 0.3 11 0.2 '2i 0.2 

Other, unspecified protein-
cal~ie malnutrition 22 0.5 4 0.1 26 0.2 

Careiac: dysrhythlri.as ll 0.2 . 12 0.2 23 ·o.2 
Rer.al failure-, unspecified 10 0.2 10· 0.2 20 0.2 

General,~toms· 6 0.1 13 0.2 19 0.2 

Disorders of parathyroid 
gland 6 0.1 11 C.2 1i 0.2 

Total 4,706 101.5 6,411 94.5 11,117 94.8 • i ---

9~ 
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USRDS /994 Annual Data Report Incidence and Causes of Treated ESRD 

Incidence of treated ESRD by Detailed Primary Disease, Age, Sex, Race 
and One-Year Transplant and Death Status for all Patients, 1988-1991 

Percent 

___ .:.P..::::e.:..rc:.:e:::n::.t..:b:..:v....:R:..:a=.:c:.:·e:...._ __ Tx'ed Died 
Total % .\tledian o/c :"iative in lst 

Primary Disease 1988-911 of Total Age Male White Black Asian Amer. yearz.J 

All ESRD, (reference} · .5 ; '.:. I7!.~60.; .. ,,.'J:oo.o .... · .· .62:, · .. 54.2 · •. .:·wo.o 2: ·too.o , 100.:0 . 100.0 :- · 11.6 

=~~~';;_.: ·~ .. ~• ':.', -~ :X 

0 

:1•: : ! ::~~·:~~:~~~. :2~:f~,• '}::;~~n.:;:,:~~~b 
00 

.>··~~~-~:,\j~~· {· .. ~ti~6·: .:·. :~!:t 0:~ '• ,' ::~:: 
Giomenilo~phritis · :· · · .. · ... : .,;,· <rt- ,.> .. )iu.(i ... :.;. ·.:·:54<·:~·.~· 619··· ···"-''13 6 :· ·· ·io 2: ::: 20 o '97· · · .1~.7 . 

• ~ ~ ~-- ' ~ ' ~:-. '... • ' ~ ..... ~- .. :-:; '-;.§ .... , ~ ........ '~-:. .... ' .. ~::.~~,. ... -::: .. ;;:~ .... ': .. ~ .... ', .. ~: ....... -- , ..... ...:<~ ...... ~"': ...... .. • .... ~ 

Goodpasture'sSyndrome 589 0.3 64 47.3 0.4 <0.1 0.1 0.2 7.9 
Focal glomerulosclerosis. focal GN 2,637 1.4 40 66.5 1.2 2.1 1.1 0.6 19.8 
Membranous nephropathy 846 0.4 55 70.8 0.5 0.3 0.1 0.1 20.7 
Membranoproliferative GN 692 0.3 41 60.6 0.4 0.1 0.5 0.5 32.1 
All other glomerulonephritis 17,753 9.9 56 61.3 10.9 7.3 18.0 8.0 19.4 

Cystic Kidney DiSea5es · . > : ·_.. {39~(· >' ~ J;o · .. ~-·54 53.4 L, ·· .. 3.9 . , ... 1.1 2.3 1.8 24.1 

Inter~ N~phri~: .·-. ·. -~ ··i·· . 5.464· ·· ~:-·. 3,0. ·. \. :.Jt3 46 . .3 ··· ;3--7 :· · : .1.5 3.0 -1.~ 16.6 

in lst 
year2 

223 

-22.8 
'26.4' 
14.2 
22.2 
9.3 
12.0 
8.3 
15.0 
6.9 

18.7' 
Analgesic nephropathy 1,449 0.8 64 47.3 0.9 0.4 0.6 0.5 14.5 20.4 
Allotherintersutialnephritis 4,015 2.2 62 45.9 2.7 1.1 2.4 1.3 17.3 18.1 

pbstrucuyt; N"ephropatliy·. · ~: · . .-;· :· ··'·3.7itr:·~~:)r<~2:o: ;-··~ ":;:~i6s;· ~'::::;-~i-s- ·.~r-.;2.5··. /~Lt'· :··· ~.1;4 ::1.3 · :. u~3 -. 26.7 
Con~nen·V~-··-DiSeases .... < · · ·•3'719 '::;;_:,:,2.·1·'! .:, :·:;,:'if•Y .;:·•· ::26'1 :~'i;-·>2.. ·o :,;.:·.<z·· 2. :., ··30 .. > -14' • .. ·.' 10 o· 17.1' 
' ~ "" ~- ,, ' '' 7•: , '·, ~ ...... ' ---::.~;~·-:: ........... ~ •• " .. '<.-;~ ~ .. ~ .. -~: .. ...:,.,0:;.~: .. • ... ' ·--~- ... {' .. ~ ", .. • ... , '~ • ' ',, ~" -~ • 

Lupus erythematosus 2,406 1.3 35 18.6 1.0 1.9 2.7 1.0 11.0 10.9 
Scleroderma 413 0.2 58 26.2 0.2 0.1 0.1 <0.1 3.5 39.4 
Wegener's granulomatosis 407 0.2 62 52.8 0.3 <0.1 <0.1 0.2 11.8 22.3 
Hemolytic uremic syndrome I TIP 367 0.2 48 34.7 0.2 <0.1 <0.1 0.0 5.5 25.3 
Polyartentis 97 <0.1 58 62.9 <0.1 <0.1 <0.1 <0.1 11.6 30.9 
Henoch-Schonlein Purpura 68 <0.1 29 60.3 <0.1 <0.1 <0.1 <0.1 22.2 4.4 
Rheumatoidarthritis 21 <0.1 63 42.9 <0.1 <0.1 <0.1 0.0 8.3 19.0 
-~~: .. ':. ·. :_~., ::~:~"::;-.:~ ?': i:i4ir:~;;;·SJ::t:7:;::-}:r~:;;;:.::_';: ,;6L[: W;:-~·t.s :::: ;\ :·ii7~-~ .: ·o.s . . · . o.4: < . 1.1 . 45 9 -:·: 

Multiplemyeloma.chaindis~ '"· ·-- 1,502~--·-----(5':8·--·· ... 68''· ""' · 5"8':6···~··-·-o:i ........ if5... "o.4 ' cij - "o.'1 4{6' .~ 
Renal and urinary tract neoplasm; 706 0.3 66 68.4 0.4 0.2 0.1 <0.1 2.3 38.1 
Lymphomas 40 <0.1 66 65.0 <0.1 <0.1 0.0 0.0 11.1 47.5 

·MetaooliCDiSeases : .. '_..:·.~ ... : ::s84_-:,_::~:>:o:4-7--:-~:6{ .. :::~;:_:s9.i:~·:f:: o~6 .. ,_:.o.2 .:--o.t o.1 9.9 33.2 
A~yloidosis · ... · 63o --·"--· ·aj·--·· 64-·· · ---s6.2 ... - o:4 0.1 0.1 0.1 5.2 40.9 

Gouty/Uricacidnephropathy 87 <0.1 63 71.4 <0.1 <0.1 0.0 .0.0 12.7 19.5 
Oxalate nephropathy 63 <0.1 53 54.0 <0.1 <0.1 0.0 0.0 12.5 14.2 
Cystinosis 37 <0.1 12 45.9 <0.1 <0.1 0.0 0.0 50.0 5.4 
Fabry'sdisease 36 <0.1 41 97.2 <0.1 <0.1 0.0 0.0 42.8 5.5 
Macroglobulinemia 9 <0.1 65 77.8 <0.1 <0.1 <0.1 0.0 0.0 22.2 

congemtiJ/Otbi:i-l:i:eieditarY·DiS.: --; --1~33t~:;;:,_:·To:.7 ·. ·::·- :T2z·--:-::-:·~-710.4:::::~·:ro~9 ·: <;o.o.3 _:,,·, o.4 o.s · ·)4.2 .-- ·6.4 · 
.. • • . • ...... • ,, ,,, ~ .. . --~.-,.,.--:,;.-» .. > • '"' ,,...., ,. .. ... --·~··~''"''-·' .~ •• -' '. .. " ~ • . 

Congenital obstruCtive uropathy 348 0.1 26 77.4 0.2 <0.1 <0.1 0.2 26.6 8.0 
Renal dysgenesis. agenesis, dysplasia 338 0.1 23 63.7 0.2 <0.1 0.1 0.1 34.0 9.1 
Alport's Syndrome 645 0.3 20 75.6 0.4 0.1 0.1 0.4 38.0 4.1 

~~~~~:· ": ·: .. _ij··i. ~:: \~~~~~:l~~~~~l .. ;\~1~;~:~;*~~~~;~~~~~;~~~-< _',~~:~· :· ;~0~ ~~1-... ~~~ .-!i~ 
OtherESRD · ·:. . . . 1.879 ··-<•,M-:1.0 .... ·• .... 66'c>r"-61:9> .. ,: .. ·1.3/. .. 0.5 0.3 O;S · ... :6.2 ;.34.6. 
ca~ r.abeled unhl&-wn ·:--: . ' __ ·, .. : . ·io.t45~~j:t:;; :s.1 -"" .:~::J6s~:··>::·:;\ss.& ,: : 6:o:- :v·:. ·;·4~~r · 6.7- 4.7 · :13.1 ts.2 ; · 
MiSsmtlilronnation~.::. ;:: : · <'_ • .9:ti5-:.},_;;~~:·5.t .. '·· \iS:iT;\~::iss.z.:- .. ·:<.42·.:·\ ;.>4.9·. · .1.s.· ·· .·.t:o ··15.4 : 1s.1· 
'Divide total by 4 to determine average annual cowtts. Note these figures include patients in Puerto Rico and U.S. Territories. 

See introduction to Section A of the Reference Tables for an explanation. 
"Comparisons of death and transplant rates across primary disease should be done with caution since rates do not adjust for age. se~. or race. 

'Only patients ages 20-64. 
Medicare Patients Only. 
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FIGURE 1 
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l •• ·:- • 

Reportad ESAD point prevalence counts (patients alive on December :31) by ag~ at onset 
of ESRD and year, 1982-91. No adjustments over time for changes In demographic 
characten'stics. Excludes patients lost to follow-up. Patients in Puerto Rico and US. 
Territories are not incAJded. Medicare patients only. Sources: Reference Table 8.1 
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Treated Medicare ESRD Incidence Rates 
for Selected Diagnoses, 1982-1991 

New Patients I Million Pop. (log scale} 
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~ 
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FI0URE. Z 
I USRDS fflfU I 

1cidence rates of treated ESRD per million population, by selected primary disease groups, 1982-. 
11. Rates are unadjusted. Semi-log scale used to show smaller rates. Rates do not inciude 
atients from Puerto Rico or U.S. Territories. Medicare patients only. Source: Reference Table A3 
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Annualized Change In Treated Medicare ESRD Incidence 
Rate by Age Group, from 1986·1988 to 1989-1991 

Change I Year ("•) 
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FIGURE 3 
. -

I VSRDS 1114 I 

Change in treated ESRD incidence rates for the years 1986-88 versus 1989-91, by age group. 
Percent change per year is defined as the percent annual compound rate of change. Total rate 
adjusted for age, race, and sex. Rates by age adjusted for sex and race. Rates do not include 
patients from Puerto Rico or the U.S. Territories. Medicare patients only. Source: Reference 
TableA.35. 
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Grant v. Rodkey, M. D. 
Chairman 
AMA/Specialty Society RVS Update Committee 
515 North Street 
Chicago, Illinois 60610 

Dear Dr. Rodkey: 

Health Care Financing Administr-a· 

6325 Security Boulevard 
~altimore. MD 21207 

1<?4ll 
- ''I/'; 
/.···' 4ttlt?-
-"' •.• .I .. 7 

~h . ·.·" Op '/If~ .~ . .., ... y.... <71 
's· ..... ~--

'""/.C" 
.:..It:~,. t.; 

·on behalf of the Health Care Financing Administration 
(HCFA), I am requesting the assi~tance of the AMA/Specialty 
Society RVS Update committee {RUC) in the development of relative 
value units for physician work (RVWs} for the monthly physician's 
services furnished to end stage renal disease patients undergoing 
dialysis. These services are described by CPT codes 90918 -
90921. 

For almost 20 years, nephrologists have been paid a monthly 
capitation payment (MCP) to cover all professional services 
related to the treatment of the patient's renal condition except 
those listeq in regulations at 42 CFR 414.314 (copy enclosed). 
The current average payment of approximately $179 has not been 
changed for many.years in spite of repeated requests for 
increases from. the .. Renal Physicians Association (RPA) .-

The MCP services were studied during Fhase II Of the Harvard 
Resource Based Relative Value Scale (RBRVS) study. The work 
value, converted to the 1994 MFS, was 1.6 RVWs. The RPA disputes 
this value which they believe seriously underestimates the 
physician work. We believe the value must be given careful 
consideration since it was based on the responses of 
approximately 100 practicing nephrologists. These physicians 
should have been fully aware of the services included under the 
payment for the MCP since the MCP payment had been in place for 
many years prior to the survey. 

Both HCFA and the RPA now believe the most·equitable and 
appropriate means of resolving our differences is to treat the 
MCP services like all other physician services and include them 
under the Medicare Fee Schedule (MFS) for physician services. 
The RPA • s advisor to the RUC is E ... mil Paganini, M-.D. He agrees 
with the approach of requesting recommended RVWs from the RUC 
which we believe is the most qualified organization for producing 
objective estimates of relative physician wo_rk. We also 
understand the RPA's recommended values will be subject to a 
rigorous multidisciplinary review that will take into 
consideration the Phase II results. 
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We would appreciate inclusion of these codes on the RUC 
calendar for this year so that ~e may publish interim RVWs this 
fall. Please advise me of any further information you may 
require in order to expedite this request. ' 

Enclosure 

cc:Emil Paganini 

Sincerely, 

Thom Ault 
Director 
Bureau of Policy Development 

~-. 
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·-·· three~ hospital visit, which -"':. · has a time ol35 minutes and an 
.. ' ·'· · assigmnem of 1.2trRVUs. We therefore 

assigned L32 RVUs to CPT code 76936. 
(lO}~ogy. · 
ESRJ:Helat2d services. month (CPT 

code 90921}. "'be recommendations for 
tbeU5iBnment o£RVUs from the Renal 
Physiciaus Assoc;iatjcm (RP A) to the 
RUC md from the RUC to us follow: . 

RPA- Rue-

CPT code 

90921: 
Faciity ----­
Home----·-

Weigt'ed Average -

rec­
om­

mended 
worlc 
RVUs 

6.92 
5.00 
624 

rec­
om­

mended 
work 
RVUs 

5.69 
2.68 
524 

Since the same MCP is paid for 
serviceslo home dialysis patients as for 
services to. facility patients, these two 
"·alues are therefore combined in 
prc;portion to the percentages of the 
dialysis population that dialyzes at 
home (18 percent) and in a facility (82 
peiCeDt) resulting in a recommended 
weighted 6.24 RVUs. The physicians 
surveyed by the RP A reported a total 
physician work time of 120 minutes per 
month for facility dialysis and 90 

• 
minutes per month for home dialysis. 

The RUG evaluated the RP A RVUs 
using a "building block" approach, 
using the values of the "office, 
established patient" visit codes. The 
RUC recommended the following mix of 
'"office, esfablished patient" visits as 
most appropriately representing the 
monthly work in treating a typical 
dialysis patient: 

Facility hemodialysis-
1.5xCPT code 99214 (established patient 

office visit, 25 minutes)+4xCPT 
code 99213 (established patient 
office visit, 15 minutes)+1xCPT 
code 99215 (established patient 
office visit, 40 minutes)+0.50 (case 
management)=5.69 RVUs. 

Home peritoneal dialysis-
1.5xCPT code 99214 (established patient 

office visit, 25 minutes)+.'116xCPT 
code 99215 (established patient 
office visit, 40 minutes)+1.00 (case 
management)=:Z..68 RVUs. 

Combining these two RVUs and 
weighting by thEJrespective percentageS 
of the population in the facility and in 
the home resulted in a combined 
recommended 5.24 RVUs. The RUG 
considered its recommendation to be 
"interim." 

We convened a panel of our CMDs to 

• 

review the recommended RVUs. We 
included a representative from the RUG 
in the panel discussion. In evaluating 

this service, we used the RUG's overall 
approach of using different office visit 
codes as •'building blocks" for the MCP, 
but we adjusted the mix of the visits 
used by the RUC. We believe that the 
following mix of visit code "building 
blocks" most appropriately represents 
the typical mix of encounters with the 
ESRD patient who is dialyzed. in a 
dialysis facility and accounts for the 
service intensity and complexity of 
decision-making and the priservice and 
postservice work for a month's care of 
a t_nJical dialysis patient. 

T.ne results follow for CPT code 
90921: 
4xCPT code 99212 (established patient 

office visit, 10 minutes)+ZXCPT 
code 99214 (established patient 
office visit, 25 minutes)=4x 
0.38+2x0.95=1.52+ 1.9=3.42 RVUs. 
These are the RVUs for facility 
hemodialysis. 

To establish.RVUs for treating a home 
dialysis patient, we used the ratio of 
work for a home patient versus a facility 
patient from the RUG's recommended 
RVUs: 2.68/5.69=0.47. Substituting this 
value .in the formula: 
0.82x3.42+0.18x{0.4 7x3.42}=3.09 

RVUs. · 
Where, 0.82=percentage Qf facility 
dialysis population 
3.42=RVUs for facility dialysis 
0.18=percentage of home dialysis 

population 
0.47=ratio of work for home versus 

facility dialysis. 
Thus, we have assigned 3.09 RVUs to 
CPT code 90921. 

ESRD-related services, month (CPT 
codes 90918 through 90920). For the 
three codes used to identify MCP 
services for pediatric patients, we 
received the following 
recommendations from the RUC: 

CPT COde 

RUC­
rec- · 
om-

mended 
RVUs 

90918 ·----·····-··-····---- 1327 

12xCPT code 99212 (established patient 
office visit, 10 minutes)+:Z.xCPT 
code 99214 (established patient 
office visit, 2.5 
minutes) 
=12x0.38+2x0.95=4.56+1.9=6.46 
RVUs. 

For CPT code 90920: 
8:xCPT code 99212 (established patient 

office visit, 10 minutes}+:Z.xCPT 
code 99214 (established patient 
office visit, 25 
minutes) 
=8x0.38+2x0.95=3.04+1.9=4.94 
RVUs. 

However, the RVUs for these codes 
are disproportionate to the RVUs that 
resulted from the survey performed by 
the pediatric nephrologists. We believe 
that the relationship between the RVUs 
resul~g from a single surveyed group 
are reliable even when the absolute 
values are questionable. Therefore, we 
decided to adjust the two lower-valued 
pediatric codes (CPT codes 90919 and 
90920) to be in proportion to the RVUs 
for CPT code 90918 by using the 
relationship between the RVUs resulting 
from the pediatric nephrologists' stirvev. 
The surveyed RVUs are: · 
CPT code 90918=18.71 RVUs 
CPT code 90919=13.68 RVUs; 

RVUs=13.68/18.71=0.73 
CPT code 90920=11.2.8 RVUs; 

RVUs=l1.28/18.71=0.60 
Applying these relative values to the 

RVUs for CPT code ~0918: 
CPT code 90919=0.73xCPT code 

90918=0.73x9.88=7.21 RVUs. 
CPT code 90920=0.60xCPT code 

90918=0.60x9.88=5.93 RVUs. 
The pediatric dialysis codes were not 

explicitly weighted by a factor for 
facility and home dialysis patients 
because the difference in physician 
work between the two therapies for 
these patients is not significant. 

Thus. we assigned the following 
RVU~ to these codes: 

CPT code 
As­

signed 
woO< 
RVUs 

90919 ·-····---·--------··--· 9.13 90918 -··-·-······-·-···--··--··--·-·· 9.88 
7.21 
5.93 

_9_09_20_·----·-·-----·--··-··-···--·--·-··------···-·---~-6_.64_ 90919 ··---·······-····-·---··-··--· 
90920 -·····-·······-·····-·-···-······ Followfng the same "building block" 

methodology described above, we 
arrived at the following results: 

For CPT code 90918: 
16xCPT code 99212 (established patient 

office visit, 10 minutes)+4 x CPT 
code 99214 (established patient 
office visit. 25 
minutes) 
=16x0.38+4x0.95=6.08+3.8=9.88 
RVUs. 

For CPT code 90919: 

ESRD-related services, daill' (CPT 
code 90922). • 

The RUG recommended 0.17 RVUs. 
The overwhelming majority of MCP 
_patients are adults. Therefore. for CPT 
code 90922. we based our assignment of 
0.10 RVUs on 1/30 (per day) of the 
RVUs for CPT code 90921. For the 
pediatric patients. physicians must bill 
the appropriate monthly code (CPT 
codes 90918 through 90920) with th.e 
modifi~r -52 and units that represent the 
number of days. 
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A facilitation commillec was formed In consider the specialty recommendations for the five codes for monthly end stage renal 
disease (I!SRD) services (roclcs <J091 H-<J01)12). This commillee was ahle to meet with the ncphrologisls, pediatric nephrologists, 
and IICFA staff allemling the meeting and evaluate the physician w01k involved in these services in a very in-depth manner. 

The specially recommendations suhmillcd to the IHJC were developed using the standard RUC survey instnunent. The Renal 
Physicians Association had also conducted two other stuveys of the wmk involved in code 9092 I, the adult ESRD code, and had 
obtained results similar In those from the RUC stuvey. In addition, the committee considered the survey conducted as part of 
the llarvard JWRVS study in Phase II. The committee concluded thai the Harvard study of code 9092 I Jacked validity. The 
methodology was flawed hecausc it placed the vignettes for <J()<J2 I in a list of 20 other services tl!at are not monthly capitation 
rodes. hccause these vignettes impli1·d that service might not he provided to a patient, and because there was lillie agreement at 
that time ahout what services were incluclecl in or excluded.from the monthly capitation payment. In addition, an analysis of the 
llarvard data was prnvidecl to the Cllllllllillec which showed that there were multiple points where responses clustered, in sharp 
contrast to the RPA survey which had a normal distribution. 

The specialty surveys conductecl to develop the RUC recommendations improved upon the Harvard study in all three of these 
areas: appropriate vignelles were used descrihing typical patients and services; a federal regulation was included detailing what 
services were included in and excluded from the codes being rnted; and the distribution of responses was more reliable. Despite 
these factors, however, the cnmmillee was also concerned about the validity of the results from the specialties' surveys. In 
addition to the uncertainty surrounding the estimates of total physician work from the surveys, the RUC survey instnuncnt that 
was u~etl did not involve collection and reporting of sufficient infonnation ahoutthe actual services provided to each patient to 
allow the RUC to judge the appropriateness of the specialty recommendations. The surveys did, however, provide a great deal 
of 11 seful informal ion. In acid it ion, I here is an exl~nsive database on 11SRD services. 

Thl~ facilitation commillee dclihcrated at length ancl developed an alternative method for valuing each of the services. llte_s~ 

!H!C..n;~mnm~m!i!li!l!!Li!!C nmvi{\~(Li!L:inl!aim"_recumm~!!!l!!ti!!n~ The RUC's Research Subcommittee has heen directed to 
develop an alternate survey instnunent that will allow a more rcliahle assessment of the work involved in these capitated 
~ervices. Once this new susvey has h(CII conducted, the JUJC will reconsider the interim recommendations and make a final 
rccnntsllendatinn to IICFA. 

~ 
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At the facilitation commillce, Mr. Boh Nl!iman from IICFA explained the history of the monthly capitation payment ami what is 
indll(kd in and excluded from this payment. The RPA, IICFA, and RUC thus worked from a common understanding of code 
90921. The R UC also concluded that there was more work, and in the case of infants and small children, substantially more 
physician work, involved in the care of each pediatric ESRD patient than in the adult and adolescent patients. In addition to the 
infmmation on work that was presented, this conclusion is also supp6rtcd by their respective patient loads: pediatric 
nephrologists manage a much smaller numher of patients in a given month. Infants are genemlly only cared for under the 
capitation program for 6-8 months, until they are hig enough to get a transplant, and the average m1mber of infants under any 
one physkian's care in a year is eight. 

The approach ultimately adopted hy the facilitation commillee and the RUC, and accepted by the nephrologists and pediatric 
n~phrologists auending the meeting, involved listing the average number and level of sc.vices provided to each patient group in 
an avcmgc month and summing thdr work relative values. ESRD patients are extremely sick, with an annual mortality rate of 
20%. They have many comorhid conditions, such as diabetes and hypertension, and often present with nonspecific complaints, 
such as headaches and chest pain, which could represent serious diagnoses. l'or example, chest pain may he due to pericarditis 
or coronary artery disease, or it could he a minor chest wall symptom of no importance. The nephrologist must work up the 
patient for each of these possihilities. ESRD patients are hospitalized an average of 1.8 times per year and have complications 
such as peritonitis. They arc very unstable nver time, even though they may he stable in any given month. The se.vices 
prqvided include frequent visits that may not he long in duration hut require extremely complex medical decision making. Por 
example, the nephrologist must regularly: 

• assess the patient's dialysis needs, nutritional needs, fluid needs, and appropriateness for renal tmnsplant; 

• determine whether or not the patient has significant renal failure-related anemia, hyperparathyroidism, renal ostcodystro­
ph~ secondary to chronic renal fc:ilure, and dialysis-related arthropathy or neuropathy, and prescribe appropriate therapy, 
which may include oral and parenteral therapy, calcium and phosphate binders, fluid removal independent of dialysis, and 
ani ihypertensive medical ions; 

• prescribe the parameters of intradialytic management, including the type of dialysis accesl: type aud amount of 
anticoagulant to he employed, hlood llow mtes, dialysate flow rate, ultmfiltmtion rate, dialysate temperature, type of 
dialysate and composi1ion of electrolytes, size of dialyzer and composition of dialyzer membrane, duration and frequency 
of treatments, and intradialytic medications; and 
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• periodically assess whether the dialysis is working well and whether the patient is tolerating it well, the adequacy of the 
dialysis access, and whether any alterations in the patient's care arc necessary. 

Likewise, pediatric ncphrologists must manage a large numher of problems in their patieuls, whose most common renal disease 
diagnoses are aplastic/hypoplastic/dysplastic kidneys, focal segmental glomemlosclerosis, ()hstmctive uropathy, systemic 
immunologic disease, and hemolytic uremic syndrome. Pediatric patients have additional problems such as compliance with 
prescribed therapies and nutritional requirements, interaction between their school and dialysis schedules, and developmental 
prohlcms related to their renal di:i('.ase. In addition to dialysis visits and office visits, oiltt!r commonly provided services for 
patients of all ages are case management, writing monthly orders, team meetings with other professionals, reviewing lab results, 
managing complications, and all services related to patients' renal disease. 

The description of patient needs and services provided to pediatric patients addresses a question raised by HCFA of whether 
pediatric ncphrologists may be providing "social" services to their ESRD patients which involve physician work but would not be 
considered covered benefits under Medicare's ESRD program. The pediatric nephrologi~s made it clear that this is not the case. 
Noncompliance with prescribed therapies, whether they be medications or nutrition, is a major problem in the pediatric ESRD 
population because it makes the patients much sicker, and the nephrologist must therefore make every effort to ensure proper 
nutrition and compliance with therapeutic regimens. For infants and children, lack of proper nutrition can prevent them from 
reaching the necessary size to be candidates for renal transplant and have long-tenn effects such as dentition abnonnalities, 
difficulties with self alimentation, and speech impediments. For adolescents, their chronic disease leads to a variety of problems 
that arc well-documented in the medical literature. For example, adolescents on dialysis are likely to be shorter than their peers 
and have other physiologic, neurologic, ·and developmental problems that can affect their ochool perfom1ance and family life. 
The nephrologist may need to assess these problems and change therapy and/or refer patients to and coordinate care with 
occupational and physical therapists, speech therapists, child life therapists, home health agencies, visiting nurses, and dieticians. 
Compliance with the nephrologist's prescribed care and interventions by these other professionals have a direct effect on 
treatment outcomes. 

To estimate the relative work for each of the four monthly codes, the committee detennincd for each age group and for the two 
m:\ior types of patients (hemodialysis and peritoneal dialysis) the average number of physician visits each month in the office, in 
the dialysis unit, and for any complications. Because of the severity of the patients, the ru.ture of the examination and medical 
decision making required, and the time, the office visits were judged to generally be appmpriately reported as 99214. For adult 
patients, one office visit per month was estimated as a 99215 and 1.5 as a 99214. The visits in the dialysis unit require less 

~~· 
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face-to-face time but a great deal of medical decision making and pre- and post-service work, including review of a large amount 
of data and phone calls from both patients, caregivers, and other professionals, so they wc~re judged to he 99213. Hospitaliza­
tions and complications for patients receiving home dialysis involve up to an additional two 99215 visits per year (four for 
children and infants), which were calculated per month at 116 or 113 of their value, as aPI,ropriate. The RUC also estimated a 
physicinn work value for the extensive case manngemcnt involved in these patients, particularly those on home peritoneal 
dialysis. For code 90921, a frequency-weighted average of the work involved in treating hemodialysis and peritoneal dialysis 
patients was calculated. For children and adolescents, neither the differences in the physician work of caring for the two types 
of p:ttients nor the frequency of the two types were as pro11ounccd, so approximate simpiL~ averages were used. Most infants arc 
on peritoneal dialysis. Also, since the frequency of visits for pediatric patients was higher, no additional work was added for 
ca.l\e management since this wns thought to he covered in the pre- and post-work of the vi.~;its. The RUC recommendations arc as 
follows: 

QN~7.::; 

Code Descriptor/Type Off ice Dialysis Coup II cation Case RUC Recommendation 
99214=. 95 99213=.56 99;!15=1.53 Hgmt 

90921 End stage renal disease CESRD) related services per full 1.5 X .95 4 X .56 1 K 1. 53 .50 5.69x.85 
month; for patients twenty years of age and over =1.42 =2.24 =1.53 plus 

2 .68x.15 
llemodialysis (85X) 

= 5.24 
Peritoneal Dialysis (15X) I. 5 X .95 1/1') X 1.53 1.00 

=1.43 =.i!6 

90920 through age nineteen to Include monitoring for the ode- 2 X .95 7.7-H & 8-P 1/rl X 1.53 6.64 
quacy of nutrition, assessment of growth and develop- =1.90 avg'd to =.?.6 
ment, and counseling of parents II X .56 

=4.48 

90919 between the.~econd and twelth birthdays to include moni- 2 X .95 12.2-11 & 11-P 1/3 X 1.53 9.13 
toring for the adequacy of nutrition, assessment of =1.90 avg'd to =.51 
growth and development, and counseling of parents 12 X .56 

=6.72 

909111 for pntients Under 2 years of age to incllKfe monitoring 4 X .95 16 X .56 1/3 X 1.53 13.27 
for the adequncy of nutrition, n~sessment of growth and =3.80 =8.96 =.51 
development, and counseling of parents 

909?2 End stnge renal disease (ESRO) related services (less 1/30 of 90921 .Jl 
than full month, per day 



A:\1A!SPECIAL TY SOCIETY R\'S L"PDA TE PROCESS 
Sl."":\L\1ARY OF RECO::\L\IE!\'DATIO:\ 

CPT Code Number: 9~0::;..:9c...:..l..:::.8 __ Global Period: ~X.:..:X"'"'X,__ __ _ Recommended RVW: 1~.0-:-

E\'aluation and management sel"\·ices unrelated t0 the dialysis procedure that canMt hi.' 
rendered during the dialysis session may be reponed in addition w the dialysil> procedur~..· 

CPT Des:::riptar: End stage renal disease CESRDl related services per full month. for patients under: yt:::;-, 
of age to include monitoring for the adequacy of nutrition. assessment of growth :me 
development. and counseling of parents 

CLI:\"'CAL DESCRIPTIO~ OF SERVICE: 

Vignene Used in Survey: 

A twc month old. 4 kg male. is on peritoneal dialysis to correct uremia. acidosis. and hyperkalemia. Ht:: h:J.' Cit: 
reflux and is fed \·ia a gastrostomy for malnutrition and for prevention of menta! retardation associated with re:-::J: 
failure in infancy. The intake and output of tluids. sodium. and other mine:-als are monnored daily. Hi!-. pJ~;:;1:, 
are often pro,·ided support for his complex care and roar prognosis. 

Des:::nption of Pre-/Post-Se:"\·ice Work: 

Tne patient's dialysis records are reviewed periodically throughout the month and indices ·of clearance Jr~.· 

assessed. As required by the federal government. a team meeting is held once per month tO discuss the cart ();' 
the patient. Short- and long-term care is re,·iewed and coordinated with the primary care physician and othl.'~ ~ 
pro\'iders. Numerous phone consultations are pro\'ided including counseling of parents. inteQretation ('\:· l:lb (.,:""" 
results. and coordir.ation with the prima:-y care physician. ,,.; 

Description of lntra-Ser\'ice Work: 

Assessments are performed regarding the appropriate dialysis access and parameters of intradialytic managem:·-· 
Tne adequacy and function of the dial::. .:>is access are reviewed. Physical assessments of the patient are oerformed 
to assess patient tolerance (physiologically and psychologically). the effectiveness of the dialysis. and maintenance 
of \'ascular access. Tne patient is monitored for the adequacy of nutrition. chemical homeostasis. hematol0gic 

· s~atus. neurologic de\'elopment. growth and development. and parental psychosocial issues including compliar::l' 
Of special conce~n in this population of patients are neonatal caloric needs. infection. and hypenensitln. 
Counseling of parents is pro\'ided. 

For a more detailed description of physician work. please refer to the enclosed document. Descriprion o_f SPr•ias 
Monrhry Capirarion Paymenr (A1CPJ for Pediarric Dialysis Parienr. 

KEY REFERE~CE SERYICE(S): 

CPT Code CPT Descrimor 

Level 4 Office Vis it. Established Patient 0.95 

Le,·ei 5 Office \'isi:. Established Patiem 1.53 

Le,·el 4 Office Consultation ~-~5 

Leve~ 5 Office Consultatio:: ~.99 



• 
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RELATIO!\'SHIP TO KEY REFERE;.o;CE SER\1CE(S) A."-"D!OR OTHER RA.TIO~~ALE FOR R\\\. 
RECO\DIE:\"DA TIO:'\ Oncludt' all appliahlt.· elemenL' nr ",•rl.. in ro~tinru~lc: time.-: technial ,l..ill &.. ph,\·,ical errun: menwl errurt 
;and judj!ement: ;and stre.s): 

The infant i~ evaluated by the physician durin~ approximately four visits per month. Tne survey respondent<. 
equated this to the reference services listed. However. the physician work performed during these visits is much 
more intense than established patient office visits or office consultations due to the severity of the cond itt on ot 
the infant and the highly specialized care required to treat this condition. The physician work performed during 
the folio'ol. -up visits requires much more technical skill & physical effon. mental effon and judgment. ·!ind stress 
than the care provided during office visits or consultations. and is comparable to the intensity of physician \l. ork 
performed during an hour of critical care. In addition to the intra-service follow-up visits. there is addlti0:-:3.1 
physician work in the form of pre-/post-service ume. The physician work performed during the pre-/post-sen·i.:e 
time is comparable to the intensity of the work performed during an office consultation. 

IF REC0!\1.\IE:\"DED RY\\' IS BASED 0!\ A." ALTER.li\ATI\''E METHOD !:'\STEAD OF TIIE St:R\'EY 
RESt:LTS, PLEASE EXPLA.l!'\ \\tfY: 

The consensus panel felt that the survey respondents overvalued this service due to unfamiliarity with the RBR \'S 
fee scheduie. Therefore. the panel felt it was appropriate to adjust the R\'Ws based on their e\·aluation oi· the: 
physician work involved in performing this sen·ice. The panel felt the median sun·ey pre-:i:-:ua-:post-st:~\ 1.:: .. · 
times accurately reflect physician time. Tnerefore. based on the evaluation of intensity of phys1cian work. th~· 
panel developed the foliowing form:.:!a for calculating the R \"\.\': 

[1median imra-serYice timex critical care intensit~) ~ ({median pre- ~ post-ser\'ice t1me: x 2\'g. office consui: 
intensity)] = RVW . 

Tne pa.'lel felt this methodology was appropriate since the imensit~ of the imra-ser\"ice work of caring fo~ :m 
infant who is effec!i\"ely without a.'i organ is comparable to the intensity of physician work pei:formed during an 

hour of critical care: and. the intensity of the pre- and post-service work is comparable to the intensity qf 
physician work performed during an office consultation. 

St.."R\"EY DATA: 

Median Imra-Ser\'ice Time: 18~ minutes Low: 15 minute~ Higi:: 6! 0 minute~ 

Media:-~ Pre-SerYice T1me. 30 minute~ .Median Post-Ser,·ice Time: __ .! .... ~_m:..:.•:..:.in:..:..L::.;'l:.:::e.:...~-

Length of Hospital Stay: _ __,_!"..:...:.A...:.-_ Number & Level of Post-Hospital Visits: 

Kumbei of Times Pro\' idee in Past 1: months (Median): 8 

Other Data: Median Number of Dialyses'Month: 30 dialvses 

Sample Size: Response Rate ( SC ;: 66 c; Median R\'W: 

25th Percentile R \'W: 13.91 i5th Percentile RVW: :24.35 



A.\lA/SPECL.U. TY SOCIETY R\'S L"PDA TE PROCESS 
SC\L\1ARY OF RECO\L\IE!\'DA TIO:\ 

CPT Code Number: .:...90::;...;9c....:.J_Q __ Global Period: .... x....,x""'x,__ __ _ Recommended R\'V\:: ll.OA 

Evaluation and management services unrelated to the dialysis procedure that cannot he 
rendered during the dialysis session may be reported in addition to the dialysis procedurt: 

CPT Descriptor: End stage renal drsease (ESRD) related services per full month: between the second and 
twelfth birthdays to include monitoring for the adequacy of nutrition. assessment 0f 
growth and development. and counseling of parents 

CL:P.\lCAL DESCRIPTIO~ OF SER,1CE: 

\'ignene Used in Survey: 

#I. A four year old. s'p repair of posterior urethral valves. is on home Continuous Cycler Peritoneal D1aly!.l~ 

ICCPD). He has poor bladder function tslp vesicostomy). needs intermittent catheterization fou; times dail~. i~ 

growth re~arded due to renal tubula:- a:idosis. a:1d h~ renal osteodystrophy. Family problems ~~condary w th~..· 
mess of a child with chronic di~ease are being addressed. 

F:. An eight yea:- old on hemodialysis has rejected one previous transplant. He receives single needle dial_;.-5-.l:, 
through a panially stenotic femoral gortex graft. He has anemia. osteodystrophy. and poor nutritional intake. 
His nutritional starus is monitored regularly. He has multiple school and social problems. secondary tC' hi:. 
chronic disease. requiring intervention. 

Description of Pre-/Post-Service Work: Tne patie:1t's dialysis records' are reviewed periodically throughout tht: 
month a11d indices of clea:-ance are assessed. As required by the federal government. a team meeting is held once 
per month to discuss the care of the patient. Short- and long-term care is reviewed and coordinated with tht' 
prima::· care physician a."ld other providers. Numerous phone consultations are provided including counseling 
of parents. interpretation of lab results. and coordination v•ith the prima;:· care physician and the appropriate 
specialists (urologist for \'ignene #I. and immunologist for vignene #2). 

Description of Intra-Service Work: Assessments are performed regarding the appropriate dialysis access and 
parameters of intradiaiytic managemen~. The adequa:y and function of the dialysis access are reviewed. Physic::.l 
assessments of the patient are perform~ to assess patient tolerance (physiologically and psychologically i. the 
effectiveness of the dialysis. and maintenance of \'ascular access. Tne patient is monitored for the adequacy of 
nutrition. chemical homeostasis. hematologic starus. neurologic development. growth and development. and 
parental psychosocial issues including compliance. Of special concern in this population of patients are fluid 
overload. diet and prescription non-compliance. childhood development. academic issues. and transplantation 
concerns. Counseling of the patient and parents is pro\'ided. including discussions regarding transplantation. 

For a more detailed description of physician work. please refer to the enclosed document. Descn'prion of Sen·ices 
Monrhly Capiran·on Paymenr (MCPj for Pediarric Dialysis Parienr. 

KEY REFERE~CE SER\1CE(S): 

CPT Code CPT Descripw~ 

99::0~ Level 5 Offrce \'1sit. ~ew Patient 

99.::13 Le\'el 3 Ofiice Visit. Established Patient 0.56 

Level ~ O:iice \'isit. Established Patient 0. 95 

Le\·el 5 Ofricc \'isi:. ~ev. Pz:ien: 

, 
. 
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CPT Code CPT Descripwr 

Level 4 Office Consultation 

RELATIO~SHIP TO KEY REFERE:'\CE SERVJCE{S) A.~TI/OR OTIIER RATIO!\'ALE FOR R\"'\\. 
REC0\[\1£:!\TIA.TIO~\," llncludt: all<~pplie~hlt" t:lt:mt:nl' uf wurk in r:uiun:Jlt:: time:: lt"ChniCO!l 'kill & phy\iCOII ~:flurt: mt:nl:JI ~:flurt 
and judj!ement: lind stress): 

The child is evaluated by the physician during approximately one to three vtslls per month. The sun·e:­
respondents equated this to the reference services listed. However, the physician work performed during the~~ 
visns is much more intense than established patiem office visits or office consultations due to the severity oi the 
condition of the child and the highly specialized care r.equired to treat this condition. The physictar. woif.. 
performed during the follow-up visits requires much more technical skill & physical effort. mental eff0n and 
judgment. and stress than the care provided during office visits or consultations. and is comparable to the intensity 
of physician work performed during an hour of critical care. In addition to the intra-service follcw.-;-ur ,-i~it~. 

there is additional physician work in the form of pre-/post-service time. The physician work performed durtnf: 
the pre-/post-service time is comparable to the intensity of the work performed during. an office consult.;:i,"1n 

IF RECOJ\!ME~TIED RYW IS BASED 0:'\ A.'\ ALTER"'\ATIYE l\IETHOD I~STEAD OF THE SCR\'EY 
RESl.1..TS. PLE.-\SE EXPLAl::\. \\1-IY: 

Tne consensus panel felt thar the survey respondents overvalued this serYice due w unfamiliarity wtth the RBR\"S 
fe~ schedule. Tnerefore. the. pane: felt it was appropriate ,o adJUSt the R\'\\'s based on th(. .. evaluatior. oi th;: 
physician work involved in performing this service. Tne panel felt uie median survey pre-iimra-;post-se:-,·i.:~: 
times accurately reflect physician time. Therefore. based on the evaluation of intensity of physician work. th<:' 
panel developed the following formula for calculating the RVW: 

[(median imra-se~Yice timex critical care intensity)-'- ({median pre-- post-sen·ice time} x a'f· office CC'n~l:!; 
intensity)] = R\'W. ·. 

Tne panel felt L~is methodology was appropriate since the intensity of the imra-se:-vice work of ca:-ing for a child 
who is effectively withou~ an organ is compa:able t0 the intensity of physician work performed during :!n ho:.;~ 
of critical care: and. the intensity of the prP- and post-ser..-ice work is compa:abie to tne mtensity oi physicta:-t 
work performed during an office consultatior.. 

Tne two R\'\Vs were then frequency weighted based on current data indicating the number of dialysis pa!ients 
on peritoneal dialysis <69%) and hemodialysis (31 %) for the:::- 1::: year oid age grou~. This data is p:-eseme.:l 
in the enclosed article. Maintenance dialysis in ."lonh American chi/drer. and adolescents: A pre/imina-! reporr 

SL~YEY DATA (FREQL-"E~CY \\-"EIGIITED): 

Specialty: Pediatric Nephrologv fAAP and ASP~) 

Median lntra-Ser..-ice Time: l4i. 75 minutes Low: 30 minutes High: 450 minutes 

Median Pre-Service Time: 28.28 minutes Median Post-Service Time: 35.18 minutes 

Length of Hospital Stay: -.!..~".:..:.'A..:.__ Number & Level of Post-Hospital \'isits: N.A. 

~:.;m~er 0f Times Pro,·ided in Pas: J: mon~hs (Mejia;;:: 

Other Data: Median Dialyses/Month: 

Sample Size: 61 Response Rate(%): Median RVW: 13 68 

25th Percentile R \'\\': 10 37 75th Pe~cemile R\'W: 16 86 Low: .! . 8:' High: ~-(if 



SCR\'EY DATA (\lG:\"ETIE #I- Peritoneal Dial~·sis): 

Specialty: Pediatric Nerhrolog" (AAP and ASPN' 

Median Intra-Service Time: 135 minutes Lvw: 30 minutes High· 450 minutes 

Median Pre-Service Time: '27 .50 minutes Median Post-Service Time: 37.50 minutes 

Length of Hospital Stay: _ ...... N.>..:: A......__ Numher & Level of Post-Hospital Visits: 

Number of Times Pro\'ided in Past 12 months (Median): 27 

Other Data. Median Number of Dialyses/Month: 30 

Sample Size: 61 Respon~e Rate ( 7' ): 66'iC Median R\'W: 13 16 

25th Percentile R\'W: 10.00 75th Percentile R \'\\': 15.90 Low: ::: 00 

Sl.''RYEY DATA (\lG:\'"EITE #:.-Hemodialysis): 

Median Imra-SerYice Time: 160 r:-:inutes Low: 30 minutes 450 mi~utes 

Median Pre-Ser"ice Time: 30 minutes Median Post-Ser\'ice Time: 30 minutes 

Length of Hospitai Stay: _ _,_t-;"""·A~- Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median). 30 

Other Da~a: Media."'l :!'umber of Dialyses 1Mon~h: J:~ 

Sample Size: 61 Response Rate ( 'iC ) : Median R\'W: 

:5th Percentile R\'\\': 11 18 75th Percentile RVW: 19.00 Low: .!.50 High: 5S M 

:. 



• 

• 

AMA/SPECL-\L TY SOCIETY R\'S L'"PDA TE PROCESS 
SL~tMARY OF RECOMME!\"DATIO:\' 

CPT Code Number: 909:20 "-"'-"-="----
Global Period: ~X~X:..:.;X,__ __ _ Recommended RY'W: 10.9R 

Evaluation and management services unrelated to the dialysis procedure that cannot be 
rendered during the dialysis session may be reported in addition to the dialysis procedure. 

CPT Descriptor: End stage renal disease (ESRD) related services per full month:tilrough age nineteen to 

include monitoring for the adequacy of nutrition. assessment of growth and development. 
and counseling of parents 

CLI!\lCAL DESCRIPTIO~ OF SERVICE: 

Vignette Used in Survey: 

#I. A fifteen year old is on home peritoneal dialysis (CCPD). She has bilateral hydronephrosis with poo~ 
bladder function requiring intermittent catheterization two to four times daily. She(is intermittently non-compliant 
with medications. and requires IV medications during dialysis. She has multiple s6ba1. adolescent. and sexuain: 
issues. secondary to her chronic disease. requiring intervention. 

#'2. A sixteen year old is on hemodialysis. He is r.cn-compliant and has an increased serum phosphate and 
acidosis. He has anemia. bone disease. and is often fluid overloaded. The intake and output of fluids and \·arious 
minerals is monitored regularly. He has multi pie school. family. and social problems. secondary to his chronic 
disease. requiring intervention . 

Description of Pre-/Post-Ser\'ice Work: The patient's dialysis records are rc::viewee periodically throughout the 
month and indices of clearance are assessed. As required by the federal government. a team meeting is held once 
per month to discuss the care of the patient. Short- and long-term care is reviewed and coordinated with the 
primary care physician and other providers. Numerous phone consultations are provided including counseling 
of parents. interpreta~ion of lab results. and coordination with tile primary care physician and the appropriate 
specialists (urologist for vignette #'2. and i~munologist for both vignettes). 

Description of Intra-Service Work: Assessments are performed regarding the appropriate dialysis acce::.s and 
parameters of intradialytic management. The adequacy and function of the dialysis access are reviewed. Physical 
assessments of the patien~ are performed to assess patient tolerance (physiologically and psychologically). the 
effectiveness of the dialysis. and maintenance of vascular access. The patient is monitored for the adequacy of 
nutrition. chemical homeostasis, hematologic status. neurologic development, growth and development. sexual 
development, and parental psychosocial issues including compliance and adolescent rebellion. Of special concern 
ir. this population of patients are sexuality issues. diet and prescription non-compliance, academic issues. and 
transplantation concerns. Counseling of the patient and parents is provided, includ-ing discussions regardin,£ 
transplantation. 

For 2 more detailed description of physician work. please refer to the enclosed document. DescripTion of Services 
Monrhly Capitation Payment (MCP; for Pediarn·c Dialysis Parienr. 

KEY REFERE!\'CE SER\1CE(S): 

CPT Code CPT Des.crirto; 

99~05 Level 5 Office Visii.. New Patien: :.31 

99:1; Level 3 Office Visi~. Establishee Patient 0.56 

Le\ el ~ Office \'isit. Establishee Patient 0.95 



CPT Code CPT Descrirwr 

Level -+ Office Consultation ~.:5 

RELATIO~SHIP TO KEY REFERE~CE SER\1CE(S) A..'\"D/OR OTHER RATIO~ALE FOR RV\\. 
REC0\1:\IE:\"DA TIO~ llncludt' .allappliathlt' t'll."mt'nl' of wurl. in r.atiuru~le: time: lt:ehnic..al ~kill&.. ph~·!.ic..al t'ffnrt: ml."nl.al t'ffurt 

:10d judl!l."mt'nt: .and stres~): 

The adolescent is evaluated by the physician during approximately one to three visits per month. The sur\'t?Y 
respondents equated this to the reference services listed. However. the ph~·sician work performed during the!\e 
\'isits is much more intense than established patient office visits or ofrice consultations due to the severity of tnt: 
condition of the adolescent and the highly special iz.ed care required to treat this condition. The physician w0r~ 
performed during the follow-up visits requires much more technical skill & physical effon. mental effort and 
judgment. and stress than the care provided during office visits or consultations, and is comparable to the intensny 
of physician work performed during an hour of critical care. In addition to the intra-service follow-up \'isns. 
there is additional physic1an work in the form of pre-/post-service ume. The physician work performed dunn& 
the rre-ipost-service time is comparable to the intensity of the work performed during an office consultati0n. 

IF REC0\1:\!E:\'DED R\\Y IS BASED 0~ A.'\: ALTER'\ATIVE !\IEmOD I~STEAD OF TIIE SCR\"EY 
RESCL TS. PLEASE E)J>L.-\:}::\ WHY: 

The consensus panel felt that the survey respondents overnlued this ser\'ice due to unfamiliarity with the RBR\'S 
fee schedule. Tnerefore. the panel feit it was appiop:-:ate to adju ... .:.e RVWs based on the1r evaluation of the 
phys1cian work involved in pe:-fcrming this service. Tne panel felt the median survey pre-hmra-:post-se:-.. ·ice 
rimes accurately reflect physician time. Tnerefore. based on the e"aluation of intensity of ph)'SJcian worL the­
panel developed the following formula for calculating the R \'\.\': 

[(medJan in:ra-sef".·ice timex critical :are intensity) -i- ({median pre- -i- post-·sef".·ice time) x a\·g. office consult 
mtensiry)] = RVW. 

The panel felt this methodology was appropriate since the intensity of the imra-sef".·ice work of caring for an 
adolescent who is effecti\'ely without an organ is comparable to the intensity of physician work performed during 
ar1 hou~ of critical care: anc!. the imensiry of d1e pre- and post-sef".·ice work is comparable to the intensity o:· 
physician work perform~ during an off1ce consultation. 

Tne two R \'Ws were then frequency weighted based on current data indicating the number of dialysis patiem:­
_on peritoneal dialysis (57~) and hemodialysis (43~) for the 13-20 year old age group. This data is presented 
m Ll-Je en:lose.:i anicie. MainTenance dialysis in .\·onh American children and adolescents: A preliminary repon. 

SL~YEY DATA (FREQt:'E~CY WEIGHTED): 

Specialry: Pediatric Nephrologv LA.AP and ASP!\) 

Median lntra-Sef".·ice Time: 139.33 minutes Low: 30 minutes High: 300 minutes 

Median Pre-Service Time: ::. 13 minutes Median Post-Service Time: 45 minutes 

Length of Hospital Stay: _..:..N.;..:.~A..;.__ Number & Level of Post-Hospital Visits: 

Numbe:- of Times Pro\ ide.: in P:m l: momhs rMed ian J: 

O:.her Da:a: Medi::..~ Dialyses 'Mon;,h: ::.:6 dial\'ses 

Sample Size: Response Rate ("): Median R\'W: 11.~~ 

:5th Percentile R \'\\': 75:!': Percentile R\'W: 14.33 Lo\1;: High: :.! 3~ 
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St:R\ "'EY DATA (\1Gl\"'EITE #1 - Peritoneal Dialysis): 

Spec1alry: Pediatric NephrologY f AAP and ASPNl 

Median Intra-Service Time· I ~7 .~0 minute~ Low: 30 minute~ High: 300 minutes 

Median Pre-Service Time: '27 .50 minute~ Median Post-Service Time: 45 minutes 

Length of Hospital Stay: __ N:....:1..:..A=--- Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 1: months (Median): ::.5 

Other Data: Median Number of Dialyses/Month: 30 dialvses 

Sample Size: 6"~ Response Rate (SC ): -~6~6~'i( __ Median R\'W: 

25th Percentile R\'W: 8.00 75th Percentile R \'\\': 1?..99 Low: 

St.""R\"'EY DATA (\1G:\"'EITE #1- Hemodialysis): 

Specialf)·: Pediatric t-;enhrolo~· IAAP and ASP!'o:\ 

- .., -....... -=' 

Median lntra-Se:-vice Time: I 55 minutes Low: 30 minutes High: 

10.76 

High: ..,.., 1 ~ 

Median Pre-Ser\"ice Time: 15 minutes Median Post-Service Time: 45 minute~ 

Length of Hospital ¥tay: --~'""'"·"-'A,__ ]\;umber & Level of Post-Hospital Visits: 

Number of Times Provided in Pas: 12 months (Median): 2'7 

Othe:- Data: Median Num~er of Dialyses 'Monti:: 1: dial\'ses 

Sample Size: Response Rate ( 'iC ): -~6~6~5("---- Mediar. R\'W: 

'25th Percentile R\'W: 9.00 75th Percentile R\'W: I..!. '79 Low: High· --=---=-="" ""=--



A.l\lA/SPEClAL TY SOCIETY RVS UPDATE PROCESS 
StJJ\IMARY OF RECOMMENDATIOI'\ 

CPT Code Number: 909:! 1 Glohal Period: XXX Recommended RV":: __ .::::6...::(.4.:;;:_ ___ _ 

CPT Descriptor: End stage renal disease (ESRD) related services per full month; for patients twenty years 
of age and over 

CLI~lCAL DESCRIPTIO~ OF SERVICE: 

Vignettes Used in Survey: 
Pammr #1 of 2: A 64-year-old diabetic male on hemodialysis for 5 years following a failed renal transplant. He 

frequently experiences chest pain and headaches. and is mildly non-compliant with dieL He has occasional problems with 
his fistula and often requires a longer session for fluid control. lntradialytic hemodynamic status is variable with occasional 
severe hypotensive episodes requiring colloid infusions and post dialysis •broth. • 

Patient #2 of2: A 54-year-old hypertensive male on CCPD. His lifestyle has him frequently eating at restaurants. 
There are remarkable changes in intake from day to day. and his phosphorus is rarely controlled. Despite no prior histor:­
of d:abetes. glucose rises to 180 mg<ie \l."hen 4.:5~ exchanges are used. He has had only one episode of peritonitis in the 
past I: months. 

Description of Physician Work: 

Pre·-. Jnrra-, Po.>r-: 
Given the nature of this code -- capitation for a variety of outpatient physician's services (evaluation'management and 
procedures) rendered to a patient with Eod-S:age Renal Disease (ESRD) for an entire month- establishing a clea:- pre-. intra, 
or post period \l.'a.s not appropriate since a single service was not surveyed. Global period does not apply. This description 
is for capitated services for a one-month period to a single patient on dialytic support. A single month's series of interactions 
were evaluated to include 13 hemodialysis treatments per month (three hemodialysis therapies per week). or 30 days of 
continuous peritoneal dialysis therapy per month. phvsician work in both face-to-face and "other" activities related to tbe 
provision of dialysis. and the usual ancillary physician ·s services related to the patient's ESRD. 

Tne physician continually assesses the patient for adequacy of dialysis vascular/peritoneal access, adequacy of delivered 
ciialysis therapy. and evaluates and treats intradialysis complications. The physician prescribes the parameters of intradialysis 
management. treats patien: changes inducea during and by dialysis, and periodically visits the patient during dialysis to 
ascer..ain the effectiveness of the dialysis treatment and the physiological and psychological tolerance of the patient to that 
therapy. Tne physician performs periodic physical assessments based on the patient's clinical stability related to both the 
dialysis therapy a~ well as the patient's end-s:age renal failure. The physician reviews periodic laborator:· data and changing 
physiological status and alters dialysis or other therapy based upon such reviews. The physician is responsible for the 
coordination of the multi-ciis:iplinary treatment team. and is the primar:-· referral source for each team member. 

For a more detailed description of physician work, please refer to the two enclosed documents: 
(a) Renal Physicians Association Description of Services: Monthly Capuazion Payment (MCP); and 
(b) Code of Federal Regulations (41 CFR, 10-1-9: Edition), Health Care Financing Administration, 

End-Szage ReTU1l Disease Program; §414.314 Monthly Capit01ion Paymenr Method. 

KEY REFERENCE SER"lCE(S): 

CPT Code 
99211 
99::13 
9'?.:15 
.:'9.;.:::; 
59.;.~6 

90935 
909.;.5 

CPT Descriptor 
Level 1 Office Visit. Established Patient 
Level 3 Office Visit. Established Patient 
Level 5 Ofiice Visir. Es~ablished Patient 
Antepartum care oniy; 4-6 visits 
Amepanum care only: i or more \'isits 

Hemodialysis: one physician evaluation 
D1alysis procedure other than hemodialysis (e.g .. 

peritonea!. hemofiltration ): one physicia."l e\·a.Juation 

RVW 

0.17 
0.56 
1.53 
4.08 
6.99 

1.19 

1.24 

~ .. 
{;~T 
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RELATIO!'\SHI.P TO KEY REFERE~CE SERVJCE(S) A.'I\1>/0R OTIIER RATIO!\'ALE FOR RYW 
RECO!\L\IE!\'"DATJO!\' (Include: :.&11 :~pplie:.&hlc: dement~ of work in r.ltioruslc:: time:: tec:hnic.:&l skill & physic:.&! effort: ment:.&l effon 

:md jud).:ement: :~nd ~tro,): 

The services rendered to patients with ESRD on dialysis support have both evaluation/management and procedural aspe.:ts. 
The survey respondents seemed to depend upon ElM services when describing physician activity during the median 6.5 
patient interactions per month. Given the estllblished nature of these patients. and the outpatient environment. those codes 
predominated. Tne level of decision mak.ing encountered with the typical ESRD patient falls into the moderate complexity 
to high complexity range. Data from the United States Renal Data System (USRDS) shows this trend to continue with older 
and more complex patients being supported on dialysis for renal failure. High level of mental effort and judgement are 
r~uired to care for these dialysis-dependent patients, not only from the lack of renal function but also the unique nature of 
their reaction to standard medical interaction. 

Each individual dialysis procedure carries with it a set of physician services which have been well described and are quite 
familiar to the respondents. The physician services rendered during chronic outpatient dialysis are, however, reduced from 
an acute dialysis service. The codes 90935 and 90945 have been used to describe the procedure. lt is understood that the 
median fr~uenc: ( 13 treatments per month for hemodialysis and 30 days of therapy for peritoneal dialysis) are accounted 
for b) both physician/nurse as well as physician/patient interaction. Technical skill and stress are utilized in this ~rea. The 
non-physiological slllte of dialysis fr~uently creates specific and acute changes in patient status which fall directly under the 
care of the physician. The codes 594~5 and 59~26 were utilized as reference serv_ices. as these are perhaps the only example 
of multiple physician interactions over the course of time. · 

IF RECOM.\1E:'\'"DED RYW IS BASED 0~ A."\ ALTER.l'\ATIVE METHOD INSTEAD OF THE SlJR\'EY 
RESL'"LTS. PLEASE EXPL4..I!'\ \Ufl': 

The ,!'l;ephrology RVS Committee revie\l.·ed a total of three evaluation te.:hniques to arrive a: a final value. The first was 
the RUC survey. designed with the help of the RUC Subcommittee on Research representative. Tne original submission 
contained eight (8) vignettes ~:hicb was subs~uently reduced to two "representative" scenarios with the input of the RUC 
Research Subcommittee (one representing hemodialysis and one peritoneal dialysis). This fmal survey tool was sen: to 104 
nephrologists randomly chosen from the Renal Physicians Association Nephrology database. following the RUC procedure 
for survey and reporting. 

A second survey. conducted using a series of patient vignettes developed by the Committee from the t.JSRDS database 
(patient age. sex. race. primary renal disease. co-morbidity. and dialysis support type), was administered to a different group 
of nephrologists (n = 70) ele.:tronically and recently reported (please see enclosed article). Tne data received from this survey 
seemed to paralle! and reflect the same work values obtained from the RUC survey (median RVW ranged from 7.55 to 8.:5). 

A third evaluation of the !-.-1CP work value was approached using the various components of the month's activities as 
documented in the RPA MCP Descripnor. of ServiceJ document. asking twenty (20) nephrologists to assign an R VW to each 
MCP component physician service. Agair:. the physician v.·ork values oblllined were in close agreement with the RUC survey 
(median R\'\\' = i.OJ). 

SVR\'EY DATA· FREQl:'"ENCY \\'"EIGHTED: 

Resolving the differences noted between the RVW for hemodialysis and that obtained for peritoneal dialysis (see be)o\l.') was 
done using the median values obtllined from the RUC survey for each vignette, and applying a weighted score based again 
upon the current distribution of patients as described by the USRDS. Thus, the hemodialysis (85 .6% of patients nationv.·ide) 
value of 6. 92. and the peritoneal (]4.4 Sf of patients nationwide) value of 5.00 were placed in a weighted formula to obtllin 
the final submission as follows: 

FI.'\AL R\'W = (Hemodialysis RYW Yalue x 0.856) + (Peritoneal RV"\\' Yalue x 0.144) 
= (6.9:! X 0.856) - (5.00 X 0.144) 
= 6.6~ 

Tn~ two non-RliC surveys v.·ere used by the Committee as supporting material for the recommended R\'\\'. Since all values 
v.·ere -.:.ithin a close range o: agreemen~. the Committee de-cided to folio-.:. the RUC data process and submit the fmal RVW 
based on that process. 



SL"'RVEY DATA- VIGl\"E""TE #I- HEMODIALYSIS: 

Specialty: Nephrolog\' - Renal Phvsicians Association 

Median Service Time: · 120 minutes Low: 20 minutes High: 600 minutes 

~5th Percentile Time: , 70 minutes 75th Percentile Time: '180 minutes 

Length of Hospital Stay: _ __..!.N~/.!...;A~---- Number & Level of Post-Hospital Visits: _....N.:.:.I..:..A,__ ___ _ 

Number of Times Provided in Past 12 months (Median): 54.5 patients 

Other Data: 

Sample Size: 100 Response Rate(%): 43% Median RVW: 6.92 

~5th Percentile RVW: 75th Percentile RVW: 8.95 Low: 1.9 RVW High: 23.8 RV\\' 

St.."'RYEY DATA- YIG~"ETTE f.1- PERITO~"EAL DIALYSIS: 

Specialty: NephrolO!!\' - Renal Ph\'sicians Association 

Median Service Time: 90 minutes Low: 15 minutes High: 300 minutes 

:5th Percentile Time: 45 minutes 75th Percentile Time: 125 minutes 

Length of Hospital Stay: _ ___,N'-'-1'""/A......._ ___ _ Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): 20.0 patients 

Other Data: 

Sample Size: 100 Response Rate (%): Median RVW: 5 00 

:5th Per.centiie RVW: 3.16 75th Percentile RVW: 7.41 Low: 0.9 RVW High: 20 0 RV\\' 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
Sl;'M:,\1ARY OF RECOMME:!\'DATIOl" 

CPT Code Number: 909~2 Global Period: XXX Recommended RVW: SEE 90921 

CPT Descriptor: End stage renal disease (ESRD) related services (less than full month). per day 

CLIJ\"'CAL DESCRIPTION OF SERVICE: 

Vignettes Used in Survey: 
Pa11enr ill of 2: A 64-year-old diabetic male on hemodialysis for 5 years following a failed renal transplant. He 

frequently experiences chest pain and headaches. and is mildly non-compliant with diet. He has occasional problems with 
his fistula and often requires a longer session for fluid control. lntradialytic hemodynamic status is variable with occasional 
severe hypotensive episodes requiring colloid infusions and post dialysis ·broth." 

Parienr 112 of 2: A 54-year-old hypertensive male on CCPD. His lifestyle has him frequently eating at restaurants. 
There are remarkable changes in intake from day to day. and his phosphorus is rarely controlled. Despite no prior histor: 
of diabetes. glucose rises to 180 mgS:C when 4.~5S:C exchanges are used. He has bad only one episode of peritonitis in the 
past 1: months. 

Description of Physician Work: 

This is a pure mathematical conversion to the daily charge = 1/30 of the monthly MCP charge. 
Please refer to CPT code 90921 for description . 

.KEY REFERE~CE SER\1CE(S): 

CPT Code CPT Des:riot::-: 

Please see description for 90921 . 

RELATlO~SHIP TO .KEY REFERE~CE SER\1CE(S) A!'<."D/OR OTHER RATIOJ\ALE FOR RVW 
RECOMME?\'DATJO!\ ClDcludt- all applicablt- ~emeou of work in rationale: time; tech.o..ical slcill & physical effort; mental effort a.od 
judj:ement; a.od stress): 

Please see description for 909~ 1 . 



IE REC0\1\TF'-"DED Rn\· IS BASED a,· AS AI TER'-"ATI\'F 1\fFTHOD P>"STEAD DETH£ SITR\'F\' RFSJ!J TS 

PLEASE EXPLAI~ WHY: 

Please see description for 90921 . 

SURVEY DATA: 

Specialty: Nephrolo~v - Renal Phvsicians Association 

Median Service Time: see 909: I Low: see 909:1 High: see 90921 

Length of Hospital Stay: _ _,_r-;.:...· :..:..A,__ __ t-:umber &. Level of Post-Hospital Visits: 

t-:umber of Times Provided in Past 1: months (Median): 

Other Data: 

Sample Size: see 909:1 Response Rate ( 5t ): see 90921 Median RVW: 

25th Percentile R\'W: see 909:1 75th Percentile R\'W: see 90921 Lo\1.·; see 90921 Higj1: see 90921 

Please complete the following if more thnn one soecin/n· socien· was involved in developing the recommen.dntion: 

NOT APPLJCABLE 

Spedalty: 

Median lnm.-Servi::e Time: High: 

Median Pre-Service Time: Median Post-Service Time: ----------

Length of Hospi:a! Stay: ----- 1\umber & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): 

Other Data: 

Sample Size: Response Rate (%): Median RVW: 

25th Percentile R \'W: 75th Percentile R\'W: Low: High: ___ _ 

~ 
~:·.:~ 



We need your assistance In compfetfng this brief questionnaire to hefp RPA deftne the servfces that renal --f-· physldans provide under the MCP tor ESAO patient care. Please indicate wtlictl of the follOWing servfces you 
- :. provide under the MCP. 

1 . lntradlaJytfc visit and assessment by Nephrologist 

a. Is this do':le at each patient visit to the dialysis facility? 

b. If no, how m8lly times each month 

2. Do you assess patients monthly at a location other than dia!ysis? 

3. Comprehensive history and physicaJ evaluation? 

a. tf yes, how often is this done? (indicate frequency per year) 

· 4. Ordering/reassessing the dialysis prescription 

a tf yes, how often is this done? {indicate frequency per month) 

5. Ordering/assessing diagnostic tests 

a tt yes, how often is this done? (indicate frequency per month) 

Ordering therapeutic procedures 

a. If yes, how Often is this done? (indicate frequency per month) 

7. Review and ordering medications 

a. tf yes, how often is this done? {indicate frequency per month) 

8. Patient or family telephone conferences 

9. Patient/family management conferences 

10. Patient Care Conferences with other members of heaJth care team 

11. Pre-transplant evaluation of patient 

12. Outpatient assessment and management of failed dialysis access-

13. Inpatient management of failed dialysis access 

a. tf no, do you bill for this inpatient service separately? 

14. Outpatient assessment and management of dialysis access infectJon 

I 

• Please complete the questlona on the other aide of tht. aheet. 

- . . 

-

-- . 

YSJ:-. NCl-

Y9l--:-. NO-

N f"'B" 

~- NO- -

~ "'- -
NiMSEP 

ve--.:.-. NO. -

H11'88'" 

~ ·- NO- -

,... JIYSEJI 

~ NO-~ 

.... ~ 
ve.---- ~ 

HI deEP 

yg.- NC. 

Y!B HO--.-

YES--- 1'0 -

~ _.. NO--

YES--- lOy 

~- HOI..-

YB-- NO--

~ NO.-



VS-- ~ :·.,j 

'1S-- ..c-

1 S. Inpatient management of dialysis access infection 

a. tf no. do you bill for this inpatient service separately? 

1 e. Outpatient assessment/management of non-access infection 
~ <--

a. If no, do you bill for _this outpatient service separatety? ~ ICl--

17. Outpatient glycemic control of diabetic dialysis patients ~ HCk-

a. tt no. do you bill for this outpatient service separately? YES.- fotO--

18. Outpatient management of other diabetic complications YES ~ 

• a. If no, do you bill for this outpatient service separately? ~ ~ 

19. Ust any service(s) not mentioned above that you provide under the MCP 

20. Ust any service(s) which you exclude from the MCP 

----------------------~~ 

Please fold and tape completed survey wfth return mailing panel facing out and return to RPA as soon as 
• possible. The postage Ia prepaid by RPA. Thanks for your help. 

IRusiNESS REPLY MAIL 
I ;~ST CLASS PERMIT NO. 18143 WASHINGTON, DC 

POSTAGE WILL BE PAID BY ADDRESSEE 

Renal Physicians Association 
1101 Vermont Avenue, NW, Suite 500 
Washington, DC 200n·2108 

t I ttl II I II I I I till I I II I 

NO POSTAGE 
NECESSARY 

IF MAILED 
IN TliE 

UNITED STATE~ 

''""!,......' 
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CPT CPT Descriptor 
Code 

• 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
MAY 1994 

END STAGE RENAL DISEASE SERVICES- TAB Q 

Renal Physicians Association 

Global RVW Recom-
Period mendotion 

Evaluation and management services unrelated to the dialysis proccdur!' that cannot be rendered during the dialysis session may be reported in addition to the 
dialysis procedure 

90918 End stage renal disease (ESRD) related services per full month; for patients under 2 yean; of age to include XXX 14.07 
monitoring for the adequacy of nutrition, assessment of growth and development, and counseling of parents 

90919 between the second and twelfth birthdays to include monitoring for the adequacy of nutrition, XXX 11.06 
assessment of growth and development, and counseling of parents 

90920 through age nineteen to include monitoring for tlte adequancy of nutrition, assessment of growth and XXX 10.98 
development, and counseling of parents 

90921 for patients twenty years of age and over XXX 6.64 

90922 End stafe renal disease (ESRD) related services (less titan full month), per day XXX 0.22 
( 1130 of 90921) 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by tire Americm1 Medical As.wciation -1-



Staff Note: Recommendations for Monthly Capitation Payment (MCP) 
Codes for End Stage Renal Disease Patients 

This tab contains a letter to Doctor Rodkey from Thomas Ault at HCFA asking the RUC 
to develop relative value recommendations for the five CPT codes, 90918-90922, that 
descnbe monthly physicians' services provided to ESRD patients. As the letter indicates, 
nephrologists have been paid an MCP for these services for almost 20 years and, despite 
repeated requests, Congress has not updated the monthly payment amount of $179 for 
many years. 

In addition, although most ESRD patients are adults, pediatric nephrologists have long 
argued that more work is involved in the MCP services for pediatric patients (90918-
90920) than the more common adult patients (code 90921). The MCP has always been 
the same for all four codes, however, and one of the issues to be considered by the RUC 
is whether the work is in fact different, as the attached survey results suggest. 

Mr. Ault's letter also mentions that the MCP services were studied during Phase II of the 
Harvard study and the result on the 1994 Medicare scale is a work value of 1.6. The 
letter states, "We also understand the RP A's recommended values will be subject to a 
rigorous multidisciplinary review that will take into consideration the Phase II results." In 
discussing this request with Doctor Kwass, we believed the specialty recommendations for 
these services fell into a category similar to the "compelling evidence" category, with the 
important difference that no relative value has ever been published for these services. 
According to the RUC procedure allowing a member of the Research Subcommittee to be 
assigned to work with specialties developing compelling arguments, Doctor Kwass 
volunteered to assist the RP A and AAP by reviewing their proposed vignettes and other 
aspects of the survey. 

To assist the RUC in considering the work done by Harvard as well as the specialty 
surveys, information from the Phase II study of these services is provided below. These 
services were not included in Phases III or IV of the Harvard study, so they have not been 
through any type of refinement process. 

Two vignettes were used in the survey of nephrologists: 

1. Monthly global physician services for a chronic hemodialysis patient, dialyzed three 
times weekly in a facility; services may include seeing the patient and communicat­
ing furthe:r with the patient, family, and other professionals. 

2. Monthly global physician services for a CAPD (chronic ambulatory peritoneal 
dialysis) patient; services may include seeing the patient and communicating further 
with the patient, family, and other professionals. 

99 physicians responded to vignette 1, and the standard error of the mean was 6.0; 97 
physicians responded to vignette 2, and the standard error of the meand was 4.5. These 
standard errors were at the high end relative to the other nephrology services studied, but 
were in the lower mid-range of those for all study services: the typical standard error was 
7. The standard error of the intraservice time estimates for these two vignettes were even 
higher, at 9.3 for a mean time of 64.3 minutes for vignette 1 and 6.6 for a mean time of 

~ 
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48.6 minutes for vignette 2. These estimates compare to total service time results from 
the current RUC survey of code 90921 of 90 minutes and 120 minutes for the two 
vignettes used in the survey. 

The Harvard Phase II report also contains the following report from the Nephrology TCG 
meeting which appears relevant to consideration of these study results: 

Session 3 Intra-Service Work and Time 
A prolonged discussion occurred about the estimate of intra-work for 
services P and J, representing monthly capitation payment for hemo- and 
peritoneal dialysis. It was felt that the period of estimation, one month, 
was much too long for accurate recall of the services provided, and that 
there was no consensus within the nephrology community as to what 
services should be a standard part of monthly care. 

Session 4 Pre- and P·ost-Service Work and Time 
In addition to the problem with servies P and J noted above, the panelists 
were concerned that these services included a significant component of 
Pre- and Post-Work, but neither Pre-, Post- or glolial work were directly 
estimated. RBRVS staff were reminded that Dr. Diamond bad written us 
previously about the problem of dialysis-related services, that the values for 
Intra-Work were of dubious merit, and that staff ought seriously to consid­
er convening a group representing clinical nepbrologists, RBRVS staff, and 
perhaps staff of the PPRC in the Fall of 1990 to address this and related 
issues. 

The point raised above regarding a lack of consensus about what services should be a 
standard part of the MCP appears to have been corrected in the RUC survey. The one­
page regulatory language that wa5 attached to Mr. Ault's letter was also attached to the 
surveys so the respondents would have a common understanding of what was included and 
excluded from the services being rated . 



DEPARTME~T Of HEALTH 0.. Hl'.'\\A~ "-ER\'ICES 

.,., ': ... :-' ..... ,... t : ~. = A.. 
I j:J': 

Grant V. Rodkey, M. D. 
Chairman 
AY~/Special~y Society RVS Update Committee 
515 North Street 
Chicago, Illinois 60610 

Dear Dr. Rodkey: 

... , . ·-
.I ,. 

... ....... • ... . ..., 

On behalf of the Health Care Financing Administration 
(HCFA), I am requesting the assistance of the kW~/Specialty 
Society RVS Update Committee (RUC) in the development of relative 
value units for physician work (RVWs) for the monthly physician's 
services furnished to e~d stage renal disease patients undergoing 
dialysis. These services are described by CPT codes 90918 -
90921. 

For almost 20 years, nephrologists have been paid a monthly 
capitation payment (MCP) to cover all professional services 
related to the treatment of the patient's renal condition except 
those listed in regulations at 42 CFR 414.314 (copy enclosed). 
The current average payment of approximately $179 has not been 
changed for many years in spite of repeated requests for 
increases from the Renal Physicians Association (RPA). 

The MCP services were studied during Phase II of the Harvard 
Resource Based Relative Value Scale (RBRVS) study. The work 
value, converted to the 1994 MFS, was 1.6 RVWs. The RPA disputes 
this value which they believe seriously underestimates the 
physician work. We believe the value must be given careful 
consideration since it was based on the responses of 
approximately 100 practicing nephrologists. These physicians 
should have been fully aware of the services included under the 
payment for the MCP since the MCP payment had been in place for 
many years prior to the survey. 

Both HCFA and the RPA now believe the most equitable and 
appropriate means of resolving our differences is to treat the 
MCP services like all other physician services and include them 
under the Medicare Fee Schedule (MFS) for physician services. 
The RPA' s advisor to the RUC is ~mil Paganini, M·. D. He agrees 
with the approach of requesting recommended RVWs from the RUC 
which we believe is the most qualified organization for producing 
objective estimates of relative physician work. We also 
understand the RPA's recommended values will be subject to a 
rigorous multidisciplinary review that will take into 
consideration the Phase II results. 
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We would apprecia~e inclusion of ~hese codes on ~he RUC 
calendar for this year so that we may publish interim RVWs this 
fall. Please advise me of any further information you may 
require in order to expedite this request. 

Enclosure 

cc:Emil Paganini 

Sincerely, 

./:?. "-~/ .1'-7 ____ ,.__ J _.,Jlt4('----.e. ---

11' Thom~lt 
Director 
Bureau of Policy Development 

2 



CODE OF FEDERAL REGULATIONS 
{42 CFR, 10-1-92 Edition) 

HEALTH CARE FINANCING ADMINISTRATION 
END-STAGE RENAL DISEASE PROGRAM 

§414.314 Monthly capitation payment 
method. 

(a) Basic rules. (1) Under the monthly 
capitation payment (M CP) method, the 
carrier pays an MCP amount for each 
patient, to cover all professional services 
furnished by the physician, except those 
listed in paragraph (b) of this section. 

(2) The carrier pays the MCP amount, 
subject to the deductible and coinsurance 
provisions, either to the physician if the 
physician accepts assignment or to the 
beneficiary if the physician does not 
acceptassigrunen~ 

(3) The MCP method recognizes the 
need of maintenance dialysis patients for 
physician services furnished periodically 
over relatively long periods of time, and 
the capitation amounts are consistent with 
physicians' charging patterns in their 
localities. 

(4) Payment of the capitation amount 
for any particular month is contingent 
upon the physician furnishing to the 
patient all physician services required by 
the patient during the month, except those 
liste.d in paragraph (b) of this section. 

(S) Payment for physician adminis­
trative services (§414.310) is made to the 
dialysis facility as part of the facility's 
composite rate (§413.170) and not to the 
physician under the MCP. 

(b) Services not included in the MCP. 
(1) Services that are not included in the 
M CP and which may be paid in 
accordance with the reasonable charge 
rules set forth in subpart E of part 405 of 
this chapter are limited to the following: 

(i) Administration of hepatitis B vac­
cine. 

(u) Covered physician services fur­
nished by another physician when the 
patient is not available to receive, or the 
attending physician is not available to 
furnish, the outpatient services as usual 
(see paragraph (b){3) of this section). 

(Iii) Covered physician services fur­
nished to hospital inpatients, including 
services related to inpatient dialysis, by a 
physician who elects not to continue to 

receive the MCP during the period of in-
patient stay. ' 

(iv) Surgical services, including de-

clotting of shunts, other than the insertion 
of catheters for patients ~n maintenance 
peritoneal dialysis who do not have 
indwelling catheters. 

(v) Needed physician services that are­
(A) Furnished by the physician furnish· 

ing renal care or by another physician; 
(B) Not related to the treatment of the 

patient's renal condition; and 
(C) Not furnished during a dialysis 

session or an office visit required because 
of the patient's renal condition. 

(2) For the services described in 
paragraph (b)(1)(v) of this section, the 
following rules apply: 

(i) The physician must provide docu­
mentation to show that the services are 
not related to the treatment of the 
patient's renal condition and that addi­
tional visits are required. 

(u) The carrier's medical staff, acting 
on the basis of the documentation and ap­
propriate medical consultation obtained by 
the carrier, determines whether additional 
payment for the additional services is 
warranted. 

(3) The MCP is reduced in proportion 
to the number of days the patient is-

(i) Hospitalized and the physician elects 
to bill separately for services furnished 
during hospitalization; or 

(li) Not attended by the physician or his 
or her substitute for any reason, including 
when the physician is not available to fur­
nish patient care or when the patient is 
not available to receive care. 

(c) Determination of paymenJ amount. 
The factors used in determining the MCP 
are related to program experience and to 
the charging practices of comparable phy­
sicians for comparable services. The fac­
tors are re-evaluated periodically on the 
basis of program experience and may be 
adjusted, as determined necessary by 
HCFA, to reflect changes in these 
charging practices and modes of furnish­
ing services. 

(d) Publicarion of payment amount. 
Revisions to the MCP are published in the 
FEDERAL REGISTER in accordance with 
the Department's established rulemaking 
procedures. •• \,,_' 
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April 26, 1994 
VIA FEDERAL EXPRESS 

Grant V. Rodkey, M.D. 
Chairman 
AMA/Specialty Society RVS Update Committee 
THE AMERICAN MEDICAL ASSOCIATION 
515 North State Street 
Chicago, Illinois 60610 

Dear Dr. Rodkey: 

Per the March 3, 1994 request of Thomas Ault, Director of the Bureau of Policy 
Development of the Health Care Financing Administration (HCF A), I am, on 
behalf of the Renal Physicians Association (RPA), herewith submitting RPA's 
recommended relative value of physician work (RVW) for the CPT codes 
pertaining to the monthly dialysis care of adult End-Stage Renal Disease patients. 

RUC survey and background information is enclosed for the following CPT 
codes: 

90921 

90922 

End-Stage Renal Disease (ESRD) related services per 
Cull month; for patients twenty years or age and over • 

End-Stage Renal Disease (ESRD) related services (less 
than Cull month), per day. _ 

RP A hereby requests that these RVW recommendations be considered at the May 
12-15, 1994 RUC Meeting in Boston, Massachusetts. 

Please contact us if you need additional information. 

Sincerely, 
FOR THE RENAL PHYSICIANS ASSOCIATION 

Emil P. Paganini, M.D., FACP 
Past President and RUC Representative 

Enclqsures 

2011 PENNSYLVANIA AVENUE. NW • SUITE 800 • WASHINGTON. DC 20006 • (202) 835~36 • (800) RPA-75:!.5 • FAX (202) 83~3 
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April 21, 1994 

Sandy Sherman 
Department of Payment Systems 
American Medical Association 
515 N. State Street 
Chicago, IL 60610 

Dear Ms. Sherman: 

The American Academy of Pediatrics (AAP) and The 
American Society of Pediatric Nephrology (ASPN) 
conducted a survey of the End Stage Renal Disease 
(ESRD) Services for pediatric patients per the 
request of the HCFA. The AJ:o_p tonk- the lead and 
surveyed 62 AAP and ASPN members. A consensus panel 
of physicians from both specialty societies and AAP 
staff convened a conference call to review the survey 
results and finalize the recommendations. Enclosed 
are the recommendations for the End Stage Renal 
Disease (ESRD) Services for pediatric patients (90918-
90920). 

Regarding the letter from Mr. Alt to Dr. Rodkey, the 
AAP and ASPN believe the current RVW of 1.6 for the 
monthly capitation payment severely undervalues the 
physician work involved in providing care to these 
critically ill patients, especially for the pediatric 
services. The AAP and ASPN feel that the Harvard RVW 
for ESRD Services should be treated with caution 
because it did not go through a rigorous review 
process like that performed by the RUC. In addition, 
the use of a single RVW for five very distinct 
services is inappropriate. 

With regards to the enclosed recommended RVWs, the 
consensus panel felt that the survey respondents 
overvalued the ESRD services due to unfamiliarity with 
the RBRVS fee schedule. Therefore, using the survey 
median times and the panel's evaluation of intensity 
of physician work, the panel developed the following 
formula for calculating the RVW for each code: 

[(median intra-service timex critical care intensity) 
+ ({median pre- + post-service time} x avg. office 
consult intensity)] = RVW. 
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Sandy Sherman 
April 21, 1994 
Page 2 

The panel felt this methodology was appropriate since the 
intensity of the face-to-face intra-service work of caring for 
pediatric patients who are effectively without an organ is 
comparable to the intensity of physician work performed during an 
hour of critical care; and the intensity of the pre- and post­
service work is comparable to the intensity of physician work 
performed during an office consultation. 

The American Academy of Pediatrics and The American Society of 
Pediatric Nephrology would like to thank you for the opportunity 
to participate in the process for recommending work values for 
the End Stage Renal Disease Services. If you have any questions 
about this letter or the enclosed recommendations, please contact 
me at (213)263-9866, or Kara Taff at (708)981-4325. Thank you. 

Sincerely, 

Anthony Hirsch, MD 
AAP RUC Advisor 

cc: Arthur Garson, Jr, MD 
Richard Tuck, MD 
Steven R. Alexander, MD, 
Watson c. Arnold, Jr, MD 
Eileen D. Brewer, MD 
Robert J. Cunningham, MD 
Ira Greifer, MD 
Julie Ingelfinger, MD 
Craig Langman, MD 
F. Bruder Stapleton, MD 
Kara Taff 
Ed Zimmerman 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOM:MENDATION 

CPT Code Number: .:;..;90=9'-<-1.,.,8 __ Global Period: !...:X~X~X:..__ __ _ Recommended RVW: 14.07 

CPT Descriptor: 

Evaluation and management services unrelated to the dialysis procedure that cannot be 
rendered during the dialysis session may be reported in addition to the dialysis procedure. 

End stage renal disease (ESRD) related services per full month; for patients under 2 years 
of age to include monitoring for the adequacy of nutrition. assessment of growth and 
development, and counseling of parents 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A two month old, 4 kg male, is on peritoneal dialysis to correct uremia. acidosis. and hyperkalemia. He has GE 
reflux and is fed via a gastrostomy for malnutrition and for prevention of mental retardation associated with renal 
failure in infancy. The intake and output of fluids, sodium, and other minerals are monitored daily. His parents 
are often provided support fer his complex care and poor prognosis. 

Description of Pre-/Post-Service Work: 

The patient's dialysis records are reviewed periodically throughout the month and indices of clearance are 
assessed. As required by the federal government, a team meeting is held once per month to discuss the care of 
the patient. Short- and long-term care is reviewed and coordinated with the primary care physician and other «!' 
prov

1
iders.d Numde:ou~ pho?the cthonsul~ations are phrov!d_ed including counseling of parents. interpretation of lab _ · .. 

resu ts, an coor mat10n WI e pnmary care p ys1c1an. 

Description of Intra-Service Work: 

Assessments are performed regarding the appropriate dialysis access and parameters of intradialytic managemt>,..,!. 
The adequacy and function of the dialy~is access are reviewed. Physical assessments of the patient are performed 
to assess patient tolerance (physiologically and psychologically), the effectiveness of the dialysis, and maintenance 
of vascular access. The patient is monitored for the adequacy of nutrition, chemical homeostasis, hematologic 
status, neurologic development, growth and development, and parental psychosocial issues including compliance. 
Of special concern in this population of patients are neonatal caloric needs, infection, and hypertension. 
Counseling of parents is provided. 

For a more detailed description of physician work, please refer to the enclosed document, Description of Services 
Monthly Capitation Payment (MCP) for Pediatric Dialysis Patient. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 

99214 Level 4 Office Visit, Established Patient 0.95 

99215 Level 5 Office Visit. Established Patient 1.53 

99244 Level 4 Office Consultation 2.25 

99245 Level 5 Office Consultation 2.99 
• \ 
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RELATIONSHIP TO KEY REFERENCE SERVICE(S) A.ND/OR OTIIER RATIONALE FOR RVW 
RECO.Ml'vfENDATION (Include all applicable elements of work in rationale: time; tech~ical skill & physical effort; mental effort 
and judgement; and stress): 

The infant is evaluated by the physician during approximately four visits per month. The survey respondents 
equated this to the reference services listed. However, the physician work performed during these visits is much 
more intense than established patient office visits or office consultations due to the severity of the condition of 
the infant and the highly specialized care required to treat this condition. The physician work performed during 
the follow-up visits requires much more technical skill & physical effort, mental effort and judgment, and stress 
than the care provided during office visits or consultations, and is comparable to the in~ensity of physician work 
performed during an hour of critical care. In addition to the intra-service follow-up visits, there is additional 
physician work in the form of pre-/post-service time. The physician work performed during the pre-/post-sen·ice 
time is comparable to the intensity of the work performed during an office consultation. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SlJRVEY 
RESULTS, PLEASE EXPLAIN 'WHY: 

The consensus panel felt that the survey respondents overvalued this service due to unfamiliarity with the RBRVS 
fee schedule. Therefore, the panel felt it was appropriate to adjust the RVWs based on their evaluation of the 
physician work involved in performing this service. The panel felt the median survey pre-/intra-/post-service 
times accurately reflect physician time. Therefore, based on the evaluation of intensity of physician work. the 
panel developed the following formula for calculating the RVW: 

[(median intra-service timex critical care intensity) + ({median pre- + post-service time} x avg. office consult 
intensity)] = RVW . 

The panel felt this methodology was appropriate since the intensity of the intra-service work of caring for an 
infant who is effectively without an organ is comparable to the intensity of physician work performed during an 
hour of critical care; and, the intensity of the pre- and post-service wor_k is comparable to the intensity of 
physician work performed during an office consultation. 

SURVEY DATA: 

Specialty: Pediatric Nephrologv (AAP and ASPN) 

Median Intra-Service Time: 185 minutes Low: 15 minutes High: 610 minutes 

Median Pre-Service Time: 30 minutes Median Post-Service Time: _...:.4=-S....:.m=i=n=ut=e.:::..s _ 

Length of Hospital Stay: _ __:..N.:..:.A.:..-_ Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 8 

Other Data: Median Number of Dialyses/Month: 30 dialyses 

Sample Size: 62 Response Rate (%): 66% Median RVW: 18.71 

25th Percentile RVW: 13.92 75th Percentile RVW: 24.35 Low: 5.30 High: 53.59 



AMAJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code Number: 90919 
""-"-'"'-"-"--- Global Period: X:...:.:....:X:..:..:X=----- Recommended RVW: I 1 . 06 

CPT Descriptor: 

Evaluation and management services unrelated to the dialysis procedure that cannot be 
rendered during the dialysis session may be reported in addition to the dialysis procedure. 

End stage renal disease (ESRD) related services per full month: between the second and 
twelfth birthdays to include monitoring for the adequacy of nutrition. assessment of 
growth and development, and counseling of parents 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

#1. A four year old, s/p repair of posterior ur~thral valves, is on home Continuous Cycler Peritoneal Dialysis 
(CCPD). He has poor bladder function (s/p vesicostomy), needs intermittent catheterization four times daily. is 
growth retarded due to renal tubular acidosis, and has renal osteodystrophy. Family problems secondary to the 
stress of a child with chronic disease are being addressed. 

#2. An eight year old on hemodialysis has rejected one previous transplant. He receives single needle dialysis 
through a partially stenotic femoral gortex graft. He has anemia, osteodystrophy, and poor nutritional intake. 
His nutritional status is monitored regularly. He has multiple school" and social problems, secondary to his 
chronic disease, requiring intervention. 

~ 
t?~ 

Description of Pre-/Post-Service Work: The patient's dialysis records are reviewed periodically throughout the c!' 
month and indices of clearance are assessed. As required by the federal government, a team meeting is held once 
per month to discuss the care of the patient. Short- and long-term care is reviewed and coordinated with the 
primary care physician and other providers. Numerous phone consultations are provided including counseling 
of parents, interpretation of lab results, and coordination with the primary care physician and the appropriate ,,. 
specialists (urologist for vignette #1, and immunologist for vignette #2). 

Description of Intra-Service Work: Assessments are performed regarding the appropriate dialysis access, and 
parameters of intradialytic management. The adequacy and function of the dialysis access are reviewed. Physical 
assessments of the patient are performed to assess patient tolerance (physiologically and psychologically). the 
effectiveness of the dialysis, and maintenance of vascular access. The patient is monitored for the adequacy of 
nutrition, chemical homeostasis, hematologic status, neurologic development, growth and development, and 
parental psychosocial issues including compliance. Of special concern in this population of patients are fluid 
overload, diet and prescription non-compliance, childhood development, academic issues, and transplantation 
concerns. Counseling of the patient and parents is provided, including discussions regarding transplantation. 

For a more detailed description of physician work, please refer to the enclosed document, Description of Services 
Monthly Capitation Payment (MCP) for Pediatric Dialysis Patient. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 

99205 Level 5 Office Visit, New Patient 2.31 

99213 Level 3 Office Visit. Established Patient 0.56 

99214 Level 4 Office Visit. Established Patient 0.95 

99215 Level 5 Office Visit. New Patient 1.53 
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CPT Code CPT Descriptor 

99244 Level 4 Office Consultation 2.25 

RELATIONSHIP TO KEY REFERENCE SERVICE(S) AA'D/OR OTIIER RATIONALE FOR RVW 
REC01\-11\1ENDATI01'i' (Include all applicable elements of work in rationale: time: technical skill & physical effort: mental effort 
and judgement; and stress): 

The child is evaluated "by the physician during approximately one to three visits per month. The survey 
respondents equated this to the reference services listed. However, the physician work performed during these 
visits is much more intense than established patient office visits or office consultations due to the severity of the 
condition of the child arid the highly specialized care required to treat this condition. The physician work 
performed during the follow-up visits requires much more technical skill & physical effort, mental effort and 
judgment, and stress than the care provided during office visits or consultations, and is comparable to the intensity 
of physician work performed during an hour of critical care. In addition to the intra-service follow-up visits. 
there is additional physician work in the form of pre-/post-service time. The physician work performed during 
the pre-/post-service time is comparable to the intensity of the work performed during an office consultation. 

IF REC01\-11\1ENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF TIIE St.JRVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The consensus panel felt that the survey respondents overvalued this service due to unfamiliarity with the RBRVS 
fee schedule. Therefore, the pand felt it was appropria~e ,o adJUSt the RVWs based on the;, evaluation of the 
physician work involved in performing this service. The panel felt the median survey pre-/intra-/post-service 
times accurately reflect physician time. Therefore, based on the evaluation of intensity of physician work. the 
panel developed the following formula for calculating the RVW: 

[(median intra-service timex critical care intensity) + ({median pre- + post-service time} x avg. office consult 
intensity)] = RVW. 

The panel felt this methodology was appropriate since the intensity of the intra-service work of caring ~or a child 
who is effectively without an organ is comparable to the intensity of physician work performed during an hour 
of critical care; and, the intensity of the prt>- and post-service work is comparable to the intensity of physician 
work performed during an office consultation. 

The two RVWs were then frequency weighted based on current data indicating the number of dialysis patients 
on peritoneal dialysis (69%) and hemodialysis (31 %) for the 2- 12 year old age group. This data is presented 
in the enclosed article, Maintenance dialysis in Nonh American children and adolescents: A preliminary report. 

SURVEY DATA (FREQUENCY \VEIGHTED): 

Specialty: Pediatric Nephrology CAAP and ASPN) 

Median Intra-Service Time: 14 7. 75 minutes Low: 30 minutes High: 450 minutes 

Median Pre-Service Time: 28.28 minutes Median Post-Service Time: 35.18 minutes 

Length of Hospital Stay: _N~A- Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past .12 months (Median): 27.93 

Other Data: Median Dialyses/Month: 24.42 dialvses 

Sample Size: 61 Response Rate (%): 66% Median RVW: 13.68 

25th Percentile RVW: 10.37 75th Percentile RVW: 16.86 Low: 4.85 High: 37.06 



SURVEY DATA (VIG~"ETTE #1- Peritoneal Dialysis): 

Specialty: Pediatric Nephrology (AAP and ASPN) 

Median Intra-Service Time: 135 minutes Low: 30 minutes High: 450 minutes 

Median Pre-Service Time: 27.50 minutes Median Post-Service Time: 37.50 minutes 

Length of Hospital Stay: NA Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (?\-1edian): 27 

Other Data: Median Number of Dialyses/Month: 30 

Sample Size: 61 Response Rate (%): 66% Median RVW: 13.16 

25th Percentile RVW: 10.00 75th Percentile RVW: 15.90 Low: 5.00 High: 27.62 

SURVEY DATA (VIG~"ETTE #2 -Hemodialysis): 

Specialty: Pediatric Nephrology (AAP and A SPN) 

Median Intra-Service Time: 160 minutes Low: 30 minutes High: 450 minutes 

Median Pre-Service Time: 30 minutes Median Post-Service Time: 30 minutes 

Length of Hospital Stay: NA Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 30 

Other Data: Median Number of Dialyses/Month: 12 

Sample Size: 61 Response Rate (%): 66% Median RVW: 14.84 

25th Percentile RVW: 11.18 75th Percentile RVW: 19.00 Low: 4.50 High: 58.08 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMI\mNDATION 

CPT Code Number: "'"'90~9=2=0 __ Global Period: ._.X~X=X,__ __ _ Recommended RVW: 10,98 

Evaluation and management services unrelated to the dialysis procedure that cannot be 
rendered during the dialysis session may be reponed in addition to the dialysis procedure. 

CPT Descriptor: End stage renal disease (ESRD) related services per full month;through age nineteen to 
include monitoring for the adequacy of nutrition, assessment of growth and development. 
and counseling of parents 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

#1. A fifteen year old is on home peritoneal dialysis (CCPD). She has bilateral hydronephrosis with poor 
bladder function requiring intermittent catheterization two to four times daily. She is intermittently non-compliant 
with medications, and requires IV medications during dialysis. She has multiple social, adolescent, and sexuality 
issues, secondary to her chronic disease, requiring intervention. 

#2. A sixteen year old is on hemodialysis. He is r.cn-Compliant and has an increased serum phosphate and 
acidosis. He has anemia, bone disease, and is often fluid overloaded. The intake and output of fluids and various 
minerals is monitored regularly. He has multiple school, family, and social problems, secondary to his chronic 
disease, requiring intervention . 

Description of Pre-/Post-Service Worle: The patient's dialysis records are r~viewed periodically throughout the 
month and indices of clearance are assessed. As required by the federal government, a team meeting is held once 
per month to discuss the care of the patient. Shon- and long-term care is reviewed and coordinated with the 
primary care physician and other providers. Numerous phone consultations are provided including counseling 
of parents, interpretation of lab results, and coordination with the primary care physician and the appropriate 
specialists (urologist for vignette #2, and i::-.munologist for both vignettes). 

Description of Intra-Service Work: Assessments are performed regarding the appropriate dialysis acce:.s and 
parameters of intradialytic management. The adequacy and function of the dialysis access are reviewed. Physical 
assessments of the patient are performed to assess patient tolerance (physiologically and psychologically). the 
effectiveness of the dialysis, and maintenance of vascular access. The patient is monitored for the adequacy of 
nutrition, chemical homeostasis, hematologic status, neurologic development, growth and development, sexual 
development, and parental psychosocial issues including compliance and adolescent rebellion. Of special concern 
in this population of patients are sexuality issues, diet and prescription non-compliance, academic issues, and 
transplantation concerns. Counseling of the patient and parents is provided, including discussions regarding 
transplantation. 

For a more detailed description of physician work, please refer to the enclosed document, Description of Services 
Monthly Capitation Payment (MCP) for Pediatric Dialysis Patient. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 

99205 Level 5 Office Visit, New Patient 2.31 

99213 Level 3 Office Visit. Established Patient 0.56 

99214 Level 4 Office Visit. Established Patient 0.95 



CPT Code CPT Descriptor 

99244 Level 4 Office Consultation 2.25 

RELATIONSIIIP TO KEY REFERENCE SERVICE(S) A..""1)/0R OTHER RATIONALE FOR R\'\\" 
RECOl\11\IENDATION (Include aU applicable elements of work in rationale: time; technical skill & physical effort; menUtl effurt 
and judgement; and stress): 

The adolescent is evaluated by the physician during approximately one to three visits per month. The survey 
respondents equated this to the reference services listed. However, the physician work performed during these 
visits is much more intense than established patient office visits or office consultations due to the severity of the 
condition of the adolescent and the highly specialized care required to treat this condition. The physician work 
performed during the follow-up visits requires much more technical skill & physical effort, mental effort and 
judgment, and stress than the care provided during office visits or consultations, and is comparable to the intensity 
of physician work performed during an hour of critical care. In addition to the intra-service follow-up visits. 
there is additional physician work in the form of pre-/post-service time. The physician work performed during 
the pre-/post-service time is comparable to the intensity of the work performed during an office consultation. 

IF RECOMMENDED RVW IS BASED ON A!" ALTERNATIVE !\-IETIIOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The consensus panel felt that the survey respondents overvalued this service due to unfamiliarity with the RBRVS 
fee schedule. Therefore, the panel felt it was approp:-:ate to adju~~ ~.e RVWs based on their e\'aluation of the 
physician work involved in performing this service. The panel felt the median survey pre-/intra-/post-service 
times accurately reflect physician time. Therefore, based on the evaluation of intensity of physician work. the 
panel developed the following formula for calculating the RVW: 

[(median intra-service timex critical care intensity) + ({median pre- + post-service time} x avg. office consult 
intensity)] = RVW. 

The panel felt this metho-dology was appropriate since the intensity of the intra-service work of caring for an 
adolescent who is effectively without an organ is comparable to the intensity of physician work performed during 
an hour of critical care; and, the intensity of the pre- and post-service work is comparable to the intensity of 
physician work performed during an office consultation. 

The two RVWs were then frequency weighted based on current data indicating the number of dialysis patients 
on peritoneal dialysis (57%) and hemodialysis (43%) for the 13-20 year old age group. This data is presented 
in the enclosed article, Maintenance dialysis in North American children and adolescents: A preliminary reporr. 

SURVEY DATA (FREQUENCY WEIGHTED): 

Specialty: Pediatric Nephrology CAAP and ASPNI 

Median Intra-Service Time: 139.33 minutes Low: 30 minutes High: 300 minutes 

Median Pre-Service Time: 22.13 minutes Median Post-Service Time: 45 minutes 

Length of Hospital Stay: _.;:...;N~A.__ Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 24.43 

Other Data: Median Dialyses/Month: 22.26 dialvses 

Sample Size: 62 Response Rate (%): 66% Median RVW: 11.28 

25th Percentile R VW: 8.43 75th Percentile RVW: 14.33 Low: 3.25 High: 24.35 
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SURVEY DATA (VIGNETTE #1 - Peritoneal Dialysis): 
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Specialty: Pediatric Nephrology (AAP and ASPN) 

Median Intra-Service Time: 127.50 minutes Low: 30 minutes High: 300 minutes 

Median Pre-Service Time: 27.50 minutes Median Post-Service Time: 45 minutes 

Length of Hospital Stay: --=-N~A ___ _ Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 22.5 

Other Data: Median Number of Dialyses/Month: 30 dialvses 

Sample Size: 62 Response Rate(%): 66% Median RVW: 10.76 

25th Percentile RVW: 8.00 75th Percentile RVW: 13.99 Low: 3.25 High: 22.18 

SURVEY DATA (VIGNETIE #2- Hemodialysis): 

Specialty: Pediatric Nephrology CAAP and ASPN) 

Median Intra-Service Time: 155 minutes Low: 30 minutes High: 300 minutes 

Median Pre-Service Time: 15 minutes Median Post-Service Time: 45 minutes • Length of Hospital Stay: ---'N,_,_,_,A'---- Number & Level of Post-Hospital Visits: NA 

Number of Times Provided in Past 12 months (Median): 27 

Other Data: Median ~umber of Dialyses/Month: 12 dialyses 

Sample Size: 62 Response Rate (% ): 66% Median RVW: 17.97 

25th Percentile R VW: 9.00 75th Percentile RVW: 14.79 Low: 3.25 High: 27.22 

•• 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMEl\lJlATION 

CPT Code Number: 90921 Global Period: XXX Recommended RVW: _ _:6~-~64~---

CPT Descriptor: End stage renal disease (ESRD) related services per full month; for patients twenty years 
of age and over 

CLINICAL DESCRIPTION OF SERVICE: 

Vignettes Used in Survey: 
Patient # 1 of 2: A 64-year-old diabetic male on hemodialysis for 5 years following a failed renal transplant. He 

frequently experiences chest pain and headaches, and is mildly non-<:ampliant with diet. He has occasional problems with 
his fistula and often requires a longer session for fluid control. Intradialytic hemodynamic status is variable with occasional 
severe hypotensive episodes requiring colloid infusions and post dialysis "broth." 

Patient #2 of 2: A 54-year-old hypertensive male on CCPD. His lifestyle has him frequently eating at restaurants. 
There are remarkable changes in intake from day to day, and his phosphorus is rarely controlled. Despite no prior history 
of diabetes, glucose rises to 180 mg% when 4.25% exchanges are used. He has had only one episode of peritonitis in the 
past 12 months. 

Description of Physician Work: 

Pre-, Inn-a-, Post-: 
Given the nature of this code - capitation for a variety of outpatient physician's services (evaluation/management and 
procedures) rendered to a patient with End-Stage Renal Disease (ESRD) for an entire month- establishing a clear pre-, intra, 
or post period was not appropriate since a single service was not surveyed. Global period does not apply. lbis description 
is for capita ted services for a one-month period to a s~gle patient on dialytic support. A single month's series of interactions 
were evaluated to include 13 hemodialysis treatments per month (three hemodialysis therapies per week), or 30 days of 
continuous peritoneal dialysis therapy per month, phvsician work in both face-to-face and "other" activities related to the 
provision of dialysis, and the usual ancillary physician's services related to the patient's ESRD. 

The physician continually assesses the patient for adequacy of dialysis vascular/peritoneal access, adequacy of delivered 
dialysis therapy, and evaluates and treats intradialysis complications. The physician prescribes the parameters of intradialysis 
management, treats patient changes induced during and by dialysis, and periodically visits the patient during dialysis to 
ascertain the effectiveness of the dialysis treatment and the physiological and psychological tolerance of the patient to that 
therapy. The physician performs periodic physical assessments based on the patient's clinical stability related to both the 
dialysis therapy as well as the patient's end-stage renal failure. The physician reviews periodic laboratory data and changing 
physiological status and alters dialysis or other therapy based upon such reviews. The physician is responsible for the 
coordination of the multi-disciplinary treatment team, and is the primary referral source for each team member. 

For a more detailed description of physician work, please refer to the two enclosed documents: 
(a) Renal Physicians Association Description of Services: Monthly Capitation Payment (MCP); and 
(b) Code of Federal Regulations (42 CFR, 10-1-92 Edition), Health Care Financing Administration, 

End-Stage Renal Disease Program; §414.314 Monthly Capita.rion Payment Method. 

KEY REFERENCE SERVICE(S): 

CPT Code 
99211 
99213 
99215 
59425 
59426 

90935 
90945 

CPT Descriptor 
Level 1 Office Visit, Established Patient 
Level 3 Office Visit, Established Patient 
Level 5 Office Visit, Established Patient 
Antepartum care only; 4-6 visits 
Antepartum care only; 7 or more visits 

Hemodialysis; one physician evaluation 
Dialysis procedure other than hemodialysis (e.g., 

peritoneal, hemofiltration); one physician evaluation 

RVW 
0.17 
0.56 
1.53 
4.08 
6.99 

1.19 

1.24 

~ 
~3 
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RELATIONSHIP TO KEY REFERENCE SERVICE(S) AND/OR OTHER RATIONALE FOR RVW 
RECO.Ml\1ENDATION (Include aU applicable elements of work in rationale: time; technical skill & physical effort; mental effort 
and judgement; and stress): 

The services rendered to patients with ESRD on dialysis support have both evaluation/management ancL procedural aspects. 
The survey respondents seemed to depend upon ElM services when describing physician activity during the median 6.5 
patient interactions per month. Given the established nature of these patients, and the outpatient environment, those codes 
predominated. The level of decision making encountered with the typical ESRD patient falls into the moderate complexity 
to high complexity range. Data from the United States Renal Data System (USRDS) shows this trend to continue with older 
and more complex patients being supported on dialysis for renal failure. High level of mental effort and judgement are 
required to care for these dialysis-dependent patients, not only from the lack of renal function but also the unique nature of 
their reaction to standard medical interaction. 

Each individual dialysis procedure carries with it a set of physician services which have been well described and are quite 
familiar to the respondents. The physician services rendered during chronic outpatient dialysis are, however, reduced from 
an acute dialysis service. The codes 90935 and 90945 have been used to describe the procedure. It is understood that the 
median frequency (13 treatments per month for hemodialysis and 30 days of therapy for peritoneal dialysis) are accounted 
for by both physician/nurse as well as physician/patient interaction. Technical skill and stress are utilized in this area. The 
non-physiological state of dialysis frequently creates specific and acute changes in patient status which fall directly under the 
care of the physician. The codes 59425 and 59426 were utilized as reference services, as these are perhaps the only example 
of multiple physician interactions over the course of time. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METIIOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

The Nephrology RVS Committee reviewed a total of three evaluation techniques to arrive at a final value. The first was 
the RUC survey, designed with the help of the RUC Subcommittee on Research representative. The original submission 
contained eight (8) vignettes which was subsequently reduced to two "representative" scenarios with the input of the RUC 
Research Subcommittee (one representing hemodialysis and one peritoneal dialysis). This final survey tool was sent to 104 
nephrologists randomly chosen from the Renal Physicians Association Nephrology database, following the RUC procedure 
for survey and reporting. 

A second survey, conducted using a series of patient vignettes developed by the Committee from the USRDS database 
(patient age, sex, race, primary renal disease, co-morbidity, and dialysis support cype), was administered to a different group 
ofnephrologists (n=70) electronically and recently reported (please see enclosed article). The data received from this survey 
seemed to parallel and reflect the same work values obtained from the RUC survey (median RVW ranged from 7.55 to 8.25). 

A third evaluation of the MCP work value was approached using the various components of the month's activities as 
documented in the RPAMCP Description of Services document, asking twenty (20) nephrologists to assign an RVW to each 
MCP component physician service. Again, the physician work values obtained were in close agreement with the RUC survey 
(median RVW = 7.01). 

SURVEY DATA- FREQUENCY WEIGIITED: 

Resolving the differences noted between the RVW for hemodialysis and that obtained for peritoneal dialysis (see below) was 
done using the median values obtained from the RUC survey for each vignette, and applying a weighted score based again 
upon the current distribution of patients as described by the USRDS. Thus, the hemodialysis (85.6% of patients nationwide) 
value of 6.92 and the peritoneal (14.4% of patients nationwide) value of 5.00 were placed in a weighted formula to obtain 
the final submission as follows: 

FINAL RVW = (Hemodialysis RVW value x 0.856) + (Peritoneal RVW value x 0.144) 
= (6.92 X 0.856) + (5.00 X 0.144) 
= 6.64 

The two non-RUC surveys were used by the Committee as supporting material for the recommended RVW. Since all values 
were within a close range of agreement, the Committee decided to follow the RUC data process and submit the final RVW 
based on that process. 



SURVEY DATA- VIGNETTE #1- HEMODIALYSIS: 

Specialty: Nephrology - Renal Physicians Association 

Median Service Time: 120 minutes Low: 20 minutes High: 600 minutes 

25th Percentile Time: 70 minutes 75th Percentile Time: 180 minutes 

Length of Hospital Stay: _ __.N_,_,/"'"A.__ ___ _ Number & Level of Post-Hospital Visits: _..._,N"-'/A....:._ ___ _ 

Number of Times Provided in Past 12 months (Median): 54.5 patients 

Other Data: 

Sample Size: 100 Response Rate (%): 43% Median RVW: 6.92 

25th Percentile RVW: 3.77 75th Percentile RVW: 8.95 Low: 1.9 RVW High: 23.8 RVW 

SURVEY DATA- VIGNETTE #2- PERITONEAL DIALYSIS: 

Specialty: Nephrology - Renal Physicians Association 

Median Service Time: 90 minutes Low: 15 minutes High: 300 minutes 

25th Percentile Time: 45 minutes 75th Percentile Time: 125 minutes 

Length of Hospital Stay: _ ___.._N.:.:../A:...:..... ___ _ Number & Level of Post-Hospital Visits: _.....N'"'"'/ A,_.__ ___ _ 

Number of Times Provided in Past 12 months (Median): 20.0 patients 

Other Data: 

Sample Size: 100 Response Rate (%): 43% Median RVW: 5.00 

25th Percentile RVW: llQ_ 75th Percentile RVW: 7.41 Low: 0.9 RVW High: 20.0 RVW 

~ 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code Number: 90922 Global Period: XXX Recommended RVW: SEE 90921 

CPT Descriptor: End stage renal disease (ESRD) related services (less than full month), per day 

CLINICAL DESCRIPTION OF SERVICE: 

Vignettes Used in Survey: · 
Patient #I of 2: A 64-year-old diabetic male on hemodialysis for 5 years following a failed renal transplant. He 

frequently experiences chest pain and headaches, and is mildly non-compliant with diet. He has occasional problems with 
his fistula and often requires a longer session for fluid control. Intradialytic hemodynamic status is variable with occasional 
severe hypotensive episodes requiring colloid infusions and post dialysis "broth. • 

Patient #2 of 2: A 54-year-old hypertensive male on CCPD. His lifestyle has him frequently eating at restaurants. 
There are remarkable changes in intake from day to day, and his phosphorus is rarely controlled. Despite no prior history 
of diabetes, glucose rises to 180 mg% when 4.25% exchanges are used. He has had only one episode of peritonitis in the 
past 12 months. 

Description of Physician Work: 

This is a pure mathematical conversion to the daily charge - 1/30 of the monthly MCP charge. 
Please refer to CPT code 90921 for description . 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 

Please see description for 90921. 

RELATIONsmP TO KEY REFERENCE SERVICE(S) AND/OR OTHER RATIONALE FOR RVW 
RECOMMENDATION (Include all applicable elements of work in rationale: time; technical skill & physical effort; mental effort and 
judgement; and stress): 

Please see description for 90921 . 



TF RECOMMENDED RVW ISBA SED ON 4 N .U TERN A TTVE METHOD INSTF;A D OF TilE SITRVEY RESIIT TS 

PLEASE EXPLAIN WHY: 

Please see description for 90921. 

SURVEY DATA: 

Specialty: Nephrologv- Renal Phvsicians Association 

Median Service Time: see 90921 Low: see 90921 High: see 90921 

Length of Hospital Stay: _..!.N.:..!./.!.;A!...-__ Number & Level of Post-Hospital Visits: NIA 

Number of Times Provided in Past 12 months (Median): see 90921 

Other Data: 

Sample Size: see 90921 Response Rate (%): see 90921 Median RVW: 

25th Percentile RVW: see 90921 75th Percentile RVW: see 90921 Low: see 90921 High: see 90921 

Please complete the following if more tlwn one speciglty society was involved in developing the recommendation: 

NOT APPUCABLE 

Specialty: 

Median Intra-Service Time: Low: High: 

Median Pre-Service Time: Median Post-Service Time: ----------

Length of Hospital Stay: ----- Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): 

Other Data: 

Sample Size: Response Rate (% ): MedianRVW: 

25th Percentile RVW: 75th Percentile RVW: Low: High: __ _ 

' 

~ 
~~ 
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NEPHROLOGY 

Renal Physicians Association 

Reference Services 

.. Number Procedure. .. CPT DESCRIPTOR 1994 Global 
RVW* Period** 

1 99211 Office or other outpatient visit for the C\"aluation and management of 0.17 XXX 
an established patient, that may not require the presence of a physician. 
Usually, the presenting problem(s) are minimal. Typically, 5 minutes 
are spent performing or supeJVising these services. 

Vignette: Office visit for a 50-year-old female. established patient, seen 
for her gold injection by the nurse. (Rheumatology) 

2 99201 Office or other outpatient visit for the C\"aluation and management of a 0.38 XXX 
new patient, which requires these three key components: a problem 
focused history; a problem focused examination; and straightfora."ard 
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 problems are self hnuted or minor. Physicians typically 
spend 10 minutes face-to-face with the patient and/or family. 

Vignette: Initial office visit for a 10-year-old male, for limited 
subungual hematoma not requiring drainage. (Internal Medicine) 

3 99212 Office or other outpatient visit for the C\13luation and management of 0.38 XXX 
an established patient, which requires at least rwo of these three key 
components: a problem focused history; a problem focused 
examination; straightforward medical decision making. Counseling 
and/or coordination of care with other providers or 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. 

Vignette: Office visit for a 10-year-old female, established patient, who 
has been swimming in a lake, now presents with a one day history of 
left ear pain with purulent drainage. (Family Medicine) 

4 99213 Office or other outpatient visit for the C\"aluation and management of 0.56 XXX 
an established patient, which requires at least rwo of these three key 
components: an expanded problem focused histo%)~ 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. 

Vignette: Office visit for a 55-year-old male, established patient, with 
hypenension managed by a beta blocker/thiazide regime; now 
experiencing mild fatigue. (l"cphrology) 

• 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period** 

5 99202 Office or other outpatient visit for the evaluation and management of a 0.76 XXX 
new patient, which requires these three key components: an expanded 
problem focused histOij~ an expanded problem focused examination; 
and straightforward medical decision making. Counseling and/or 
coordination of care with other providers or agencies arc provided 
consistent VJith the nature of the problem(s) and the patient's and/or 
family's needs. Usually, the presenting problem(s) an: of low to 
moderate severity. Physicians typically spend 20 minutes face-t~face 
with the patient and/or family. 

Vignette: Initial office visit for a 13-year-old patient with 
comedopapular acne of the face unresponsive to over-the-counter 
medications. (Family Medicine) 

6 99214 Office or other outpatient visit for the evaluation and management of 0.95 XXX 
an established patient, which requires at least two of these three key 
components: a detailed histO!j~ a detailed examination; medical 
decision making of moderate complexity. Counseling and/or 
coordination of care with other providers or agencies arc provided 
consistent with the nature of the problem(s) and the patient's and/or 
familis needs. Usually. the presenting problem(s) arc of moderate to 
high severity. Physicians typically spend 2S minutes face-to-face with the 
patient and/or family. 

Vignette: Office visit for a 32-year-old female, established patient, with 
large obstructing stone in left mid-ureter, to discuss management 
options induding urethroscopy, with extraction or ESWL. (Urology) 

7 99203 Office or other outpatient visit for the evaluation and management of a 1.15 XXX 
new patient, which requires these three key components: a detailed 
history; a detailed examination; and medical decision maldng of low 
complexity. Counseling and/or coordination of care ~ith other 
providers or agencies arc provided consistent with the nature of the 
problem(s) and the patient's andfor family's needs. Usually, the 
presenting problem(s) arc of moderate severity. Physicians typically 
spend 30 minutes face-to-face with the patient and/or family. 

Vignette: Initial office visit for a 33-year-old male with painless gross 
hematuria without cystoscopy (Internal Medicine) 

8 90935 Hemodialysis procedure with single physician evaluation 1.19 000 

9 36489 Placement of central venous catheter (subclavian, jugular, or other 1.23 000 
vein) (eg. for central venous pressure, hypcralimcntation, hemodialysis, 
or chemotherapy); percutaneous, over age 2 

10 90945 Dialysis procedure other than hemodialysis (eg. peritoneal, 1.24 000 
hemofiltration), with single physician evaluation 

11 49081 Peritoneocentesis, abdominal paracentesis, or peritoneal la.,.age 1.27 000 
(diagnostic or therapeutic); subsequent 

u 36488 Placement of central venous catheter (subelavian, jugular, or other 1.36 ()()() 
vein) (cg. for central venous pressure, hypcralimentation, hemodialysis, 
or chemotherapy); percutaneous, age 2 years or under 

13 49080 Peritoneocentesis, abdominal paracentesis, or peritoneal lavage 1.36 ()()() 
(diagnostic or therapeutic); initial • --
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.Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period** 

14 99215 Office or other outpatient visit for the evaluation and management of 1.53 XXX 
an established patient, which requires at least twO of these three key 
components: a comprehensive history; a comprehensive examination; 
medical decision making of high complexity. Counseling and/or 
coordination of care with other provideiS or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or 
family's nc:cds. 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. 

Vignette 1: Office visit for a 36-ycar~ld, established patient, three 
months Status post transplant, with new onset of peripheral edema, 
increased blood pressure and progressive fatigue. (l"ephrology) 

Vignette 2: Office visit for a 60-ycar~ld, established patient, with 
diabetic nephropathy with inc:reasing edema and dyspnea. 
(Endocrinology) 

15 99253 Initial inpatient consultation for a new or established patient, which 1.58 XXX 
requires these three key components: a detailed history; a detailed 
examination; and medical decision making of low complexity. 
Counseling and for coordination of care with other pt'O'olideiS or 
agencies are provided consistent with the nature of the problem(s) and 

• the patient's and/or family's nc:cds. Usually, the presenting problem(s) 
are of moderate severity. Physicians typically spend 55 minutes at the 
bedside and on the patient's hospital floor or unit. 

Vignette: Initial hospital consultation of a 33-ycar~ld female, post-
abdominal surgety, who now bas a fever. (Intemal Medicine) 

16 99204 Office or other outpatient visit for the evaluation and management of a 1.73 XXX 
new patient, which requires these three key components: a 
comprehensive histo:ry; a comprehensive examination; and medical 
decision making of moderate complexity. Counseling and/or 
coordination of care with other provideiS or agencies are provided 
consistent with the nature of the.problem(s) and the patient's and/or 
family's nc:cds. Usually, the presenting problem(s) are. of moderate 
to high severity. Physicians typically spend 45 minutes face-to-face v.ith 
the patient and/or family. 

Vignette: Initial office visit for a 17-ycar~ld female with depression. 
(Internal Medicine) 

17 59430 Postpartum care only (separate procedure) 2.03 MMM 

18 90937 Hemodialysis procedure requiring repeated cvaluation(s) with or 209 ()()() 
without substantial revision of dialysis prescription 

19 90947 Dialysis procedure other than hemodialysis (eg. peritoneal, 212 ()()() 
hemoflltration) requiring repeated evaluations, with or without 
substantial revision of dialysis prescription 

• 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period•• 

20 99244 Office consultation for a new or established patient, which requires 2.25 XXX 
these three key components: a comprehensive hislol'}~ 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. 

Vignette: Initial office consultation for a 34-year~ld male with new 
onset nephrotic syndrome. (Nephrology) 

21 99205 Office or other outpatient visit for the evaluation and management of a 231 XXX 
new patient, which requires these three key components: a 
comprehensive history; a comprehensive examination; and medical 
decision making of high complexity. Counseling andjor 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. 

Vignette: Initial office visit for a 34-year~ld uremic Tupe-1 diabetic 
patient referred for ESRD modality assessment and planning. 
(Nephrology) 

22 36800 Insertion of c:amJula for hemodialysis, other purpose; vein to vein 2.46 000 
~.. 

'""' 23 50200 Renal biopsy; petrutaneous, by trocar or needle 2.66 ()()() 

24 99255 Initial inpatient consultation for a new or established patient, which 3.17 XXX 
requires these three key components: a comprehensive bistol'}-; a 
comprehensive examination; and medical decision making of high 
complexity. Counseling andjor coordination of care with other 
providers or agencies are provided consistent with the nature of the 
problem(s) and the patient's and for family's needs. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians 
typically spend 110 minutes at the bedside and on tbe patient's hospital 
floor or uniL 

Vignette 1: Initial inpatient consultation for a 75-ycar-old, admitted to 
intensive care with acute respiratory distress syndrome, who is 
hypersensitive, 
has a moderate metabolic acidosis and a rising serum creatinine. 
(Nephrology) 

Vignette 2: Initial hospital consultation for a 66-year~ld female, two 
days post-abdmonimal aneurysm repair, with oliguria and hypertension 
of one day duration. (Nephrology) 

I 

25 59425 Antepartum care only; 4-6 visits 4.08 MMM 

26 59426 Antepartum care only: 7 or more visits 6.99 MMM 

:7 36830 Creation of arteriO\-cnous fiStula; nonautogenous graft 7.87 090 

28 36825 Creation of arteriovenous fistula; autogenous graft 9.46 090 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period•• 

29 59400 Routine obstetric care mdudmg antepanum care, vaginal delivery (with 21.22 MMM 
or without episiotomy. and/or forceps) and postpanum care 

30 59510 Routine obstetric care including antepanum care, cesarean delivery, 23.93 MMM 
and posrpanum care 

"These work RVUs are tal<en from the Med1care Payment Schedule publrshed in the Federal Reg1ster on December 2. 1993. 

""A serv~ce paid on a global bas1s Includes VISits and other serv~ces proVIded in addlt1on to the bas1c procedure dur~ng the day preceding the orocedure and for 
a specified numoer of days after tne procedure 1s proVIded. The global period ldemlfied aoove refers to the numoer ol pos!·serv~ce days of care 1neluoed 1n the 
payment for a global surp1cal package as aeterm1ned oy the Health Care FinanCing Aaminlstrat1on for Medicare payment purposes. There are tnree categories 
of alooal serv~ces (090. 010, 000). In addition, tnree alobal codes may be used: XXX • Global concetot does not apply to this code: YYY • Global penod IS to be 
set-by tne Medicare camer; and zzz • Code Is pa~ ol another serVICe and falls within the glObal penod for the Other Service. CFT hve-dlgr: coaes. twC>-dlgr. 
numeric modifiers. and oescnpt1ons only are copynilnt by the Amen::an Medocal AssociBtion. No payment schedules. fee schedules, relallve value units. scales. 
convers1on factors or componems thereof are 1ncluoed 1n CFT. The AMA IS not recommendong that any specific relat1ve values. fees, paymerr: schedules. or 
related hstmgs be anached to CFT. Any relatove value scales or related hst1ngs assigned to CFT codes are not those of the AMA, and the AMA IS not 
recommendmg use of these relat1ve values . 



Table 1 

PEDIATRIC NEPHROLOGY 

American Academy of Pediatrics 

Reference Services 

Number Procedure CPT DESCRIPTOR 1994 Global 
.. RVW• Period-

1 99211 Office or other outpatient visit for the evaluation and management of 0.17 XXX 
an established patient, that may not require the presence of a physician. 
UsuaUy, the presenting problem(s) are minimal. TypicaUy, S minutes 
are spent performing or supervising these services. 

2 36400 Venipuncture, under age 3 years: femoral, jugular or sagittal sinus 0.18 XXX 

3 36410 Venipuncture, child over age 3 years or adult. necessitating physician's 0.18 XXX 
skill (separate procedure). for diagnostic or therapeutic purposes. Not 
to be used for routine venipuncture. 

4 99261 Follov.·-up inpatient consultation for an established patient which 0.36 XXX 
requires at least twe of these three l.:ey components: a problem focused 
interval bistOI)~ a problem focused examination; medical decision 
making that is straightforward or of low complexity. Counseling and/or 
coordination of care v.itb 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 bas developed a minor complication. Physicians typically 
spend 10 minutes at the bedside and on the patient's hospital floor or 
unit. 

5 992U Office or other outpatient visit for the evaluation and management of 0.38 XXX 
an established patient, which requires at least twO of tbese three key 
components: a problem focused histOI)~ a problem focused 
examination: straightforv.-ard medical decision making. Counseling 
and/or coordination of care with other providers or agencies are 
provided consistent "'ith the nature of the problem(s) and the patient's 
and/or famii}~S needs. Usually, the presenting problem(s) are self 
limited or minor. Physicians typically spend 10 minutes face-to-face with 
the patient andjor family. 

6 99201 Office or other outpatient visit for the evaluation and management of a 0.38 XXX 
DC"' patient, which requires these three key components: a problem 
focused history; a problem .focused examination; and straightforward 
medical decision making. Counseling and/or coordination of care with 
other providers or agencies are provided consistent with the nature of 
the problem(s) and the patient's and/or family's needs. Usually, the 
presenting problems are self limited or minor. Physicians typically 
spend 10 minutes face-to-face with the patient and/or family. 

7 99213 Office or other outpatient visit for the evaluation and management of 0.56 XXX 
an established patient, which requires at least twO of these three l.:ey 
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 "'ith the nature of the problem(s) 
and the patient's and/or famii}~S needs. Usually, the presenting 
problem(s) arc of ID"'· to moderate scverii)·. Physicians typically spend 
lS minutes face-to-face "'ith the patient and/or family. • 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period-

8 99241 Office consultation for a nc:w or established patient, which requires 0.57 XXX 
these three key components: a problem focused history; a problem 
focused examination; and straightforward medical decision making. 
Counseling and for 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 15 minutes 
face-to-face with the patient and/or family. 

9 99202 Office or other outpatient visit for the evaluation and management of a 0.76 XXX 
nc:w patient, which requires these three key components: an expanded 
problem focused histor;: an expanded problem focused examination; 
and straightforward medical decision making. Counseling and/or 
coordination of care with other providers or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or 
famiJj•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 fanuly. 

10 99262 Follow-up inpatient consultation for an established patient which 0.78 XXX 
requires at least two of these three key components: an expanded 
problem focused interval histor;-; 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 for family's needs. Usually, the patient is responding 
inadequately to therapy or has developed a minor complication. 
Physicians typically spend 20 minutes at the bedside and on the 
patient's hospital floor or unit. 

11 51000 Aspiration of bladder by needle 0.79 000 

12 99214 Office or other outpatient visit for the evaluation and management of 0.95 XXX 
an established patient, which requires at least two of these three key 
components: a detailed histor;~ 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 2S minutes face-to-face with the 
patient and/or family. 

13 99242 Office consultation for a new or established patient, which requires L12 XXX 
these three key components: an expanded problem focused histor;-; an 
expanded problem focused examination; and straightforward medical 
decision making. Counseling and/or coordination of care with other 
providers or agencies are provided consistent with the nature of the 
problem(s) and the patient's and/or family's needs. Usually, the 
presenting problem(s) are self limited or minor. Physicians typically 
spend 30 minutes face-to-face with the patient and/or family • 

• 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period** 

14 99203 Office or other outpatient visit for the evaluation and management of a 1.15 XXX 
new patient, which requires these three key components: a detailed 
history; a detailed examination; and medical decision making of low 
complexity. Counseling andfor 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. U&ually, the 
presenting problem(s) are of moderate severity. Physicians typically 
spend 30 minutes face-t~face with the patient and/or family. 

15 90935 Hemodialysis procedure with single physician evaluation 1.19 ()()() 

16 99263 Follow-up inpatient consultation for an established patient which 1.21 XXX 
requires at least two of these three 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 30 minutes at the bedside and 
on the patient's hospital floor or unit. 

17 36489 Placement of central venous catheter (subclavian, jugular, or other 1.23 ()()() 
vein) (eg, for central venous pressure, hyperalimentation, hemodialysis, 
or chemotherapy); percutaneous, over age 2 

18 90945 Dialysis procedure other than hemodialysis (eg. peritoneal, 1.24 ()()() 
hemofl.ltration), with single physician evaluation 

19 49081 Peritoneoc:cntesis, abdominal paracentesis, or peritoneal lavage 1.27 000 
(diagnostic or therapeutic); subsequent 

20 36488 Placement of central venous catheter (subclavian, jugular, or other 1.36 ()()() 
vein) (eg, for central venous pressure, hyperalimentation, hemodialysis, 
or chemotherapy); percutaneous, age 2 years or under 

21 49080 Peritoneocentesis, abdominal paracentesis, or peritoneal lavage 1.36 ()()() 
(diagnostic or therapeutic); initial 

22 99243 Office consultation for a new or established patient, which requires 1.49 XXX 
these three key components: a detailed history; a detailed examination; 
and medical decision making of low complexity. Counseling and for 
coordination of care with other providers or agencies are provided 
consistent with the nature of the problem(&) and the patient's and/or 
family'& needs. Usually, the presenting problem(s) are of moderate 
severity. Physicians typically &pend 40 minutes face-t~face with the 
patient and/or family. 

23 99215 Office or other outpatient visit for the evaluation and management of 1.53 XXX 
an established patient, which requires at least two of these three 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-t~face with the 
patient and/or family. 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period** 

24 99253 Initial inpatient consultation for a new or established patient, which 1.58 XXX 
requires these three key components: a detailed histOij~ a detailed 
examination; and medical decision making of low complexity. 
Counseling and/or coordination of care with other providen; or 
agencies arc provided consistent with the nature of the problem(s) and 
the patient's and/or family's needs. Usually, the presenting problem(s) 
arc of moderate liCVCrity. Physicians typically spend 55 minutes at the 
bedside and on the patient's hospital floor or unit. 

25 99204 . Office or other outpatient visit for the evaluation and management of a 1.73 XXX 
new patient, which requires these three key components: a 
comprehensive history; a comprehensive examination; and medical 
decision making of moderate complexity. Counseling and/or 
coordination or care with other providers or agencies arc 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 liCVCrity. Physicians typically spend 45 minutes facc-te>-facc with 
the pat1ent and/or family. 

26 99292 Critical care, evaluation and management of the critically ill or critically 1.86 XXX 
injured patient, requiring the constant attendance of the physician; each 
additional 30 minutes 

27 90997 Hemoperfusion (eg, with activated chart:oal or resin 1.86 ()()() 

• 28 90937 Hemodialysis procedure requiring repeated evaluation(s) with or 2.09 ()()() 
without substantial revision of dialysis prescription 

29 90947 Dialysis procedure other than hemodialysis (eg. peritoneal, 2.12 ()()() 
bemofLltration) requiring repeated evaluations, with or without 
substantial revision of dialysis prescription 

30 99244 Office consultation for a new or established patient, which requires 2.25 XXX 
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 providen; 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 
facc-te>-facc with the patient and/or family. 

31 99205 Office or other outpatient visit for the evaluation and management of a 2.31 XXX 
new patient, which requires these three 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 arc provided consistent with the 
nature of the problcm(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) arc of moderate to high liCVCrity. 
Physicians typically spend 60 minutes facc-te>-facc with the patient 
and/or family. 

32 36800 Insenion of cannula for hemodialysis, other purpose; vein to vein 2.46 ()()() 

33 50200 Renal biops)~ percutaneous, by trocar or needle 2.66 ()()() 

• 
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Number Procedure CPT DESCRIPTOR 1994 Global 
RVW* Period** 

34 99245 Office consultation for a new or established patient, which requires 2.99 XXX 
these three key components: a comprehensrve histotj~ a comprehensive 
examination; and medical d=cision 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 self limited or minor. Physicians typically spend 80 minutes 
face-to-face with the patient and/or family. 

35 99255 Initial inpatient consultation for a new or established patient, which 3.17 XXX 
requires these three key components: a comprehensrve history; a 
comprehensrve 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. USiially, the 
presenting problem(s) are of moderate to high severity. Physicians 
typically spend 110 minutes at the bedside and on the patient's hospital 
floor or unit. 

36 99291 Critical care, evaluation and management of the critically ill or critically 3.68 XXX 
injured patient, requiring the constant attendance of the physician; first 
hour 

37 99297 Subsequent 1\;"lCli care, per day, for the evaluation and management of 3.71 XXX 
a critically ill and unstable neonate or infant 

A critically ill and unstable neonate represents a neonate who is still 
intubated and requires invasive cardiopulmonary monitoring but whose 
vital signs are stable; who is not seizing; whose metabolic: status is table 
but who is still NPO and receiving parenteral nutrition and IV 
medications; and who is not yet over the acute phase of the initial 
problem. 

This description represents care provided on dates subsequent to the 
admission date. Such care includes the folloging. as necessary: 
ventilatory suppon and treatment; total parenteral nutrition; invasrve or 
non-invasrve electronic monitoring of vital signs; apnea management 
and/or monitoring of blood gases or oxygen saturation. 

38 36810 lnsenion of cannula for hemodialysis, other purpose; aneriovcnous, 4.01 000 
external (Scnbner type) 

39 99296 Subsequent NICli care, per day, for the evaluation and management of 7.46 XXX 
a critically ill and unstable neonate or infant 

A critically ill and unstable neonate represents a neonate whose 
cardiopulmonary and metabolic: status is unstable; whose neurologic 
status may be unstable; who requires frequent ventilator changes, 
inotropic and chronotropic suppon; who requires frequent IV changes 
and whose condition is changing almost minute to minute. Such as 
infant requires almost constant attention by a physician. 

This description represents care provided on dates subsequent to the 
admission date. Such care includes the folloging. as nece.ssatj-: 
mechanical ventilation or CPAP; surfactant administration; 
pharmacologic control of the circulatory system; total parenteral 
nutrition; seizure management; invasrve or non-invasrve electronic: 
monitoring of vital signs, and/or monitoring of blood gases or oxygen 
saturation. 



• 

• 

6 

Number Procedure CPT DESCRIPTOR 1994 Global 
.RVW* Period-

40 36830 Creation of aneriovenous fJStula: nonautogenous graft 7.87 090 

41 99295 Initial NICU care, per day. for the evaluation and management of a 14.96 XXX 
critically ill neonate or infant 

This care is provided on the date of admission of a neonate who 
requires cardiopulmonary monitoring and suppon. Such care includes 
the following. as ncccssary: initiation of mechanical ventilation or 
continuous positive airway pressure (CPAP); surfactant administration; 
pharmacologic control of the circulatory systetn; intr.lvascular fluid 
administration; transfusion of blood components; vascular punctures; 
and blood gas interpretation. 

"These work RVUs are taken from the Medocare Payment Schedule pubhshed in tne Federal Register on December 2. 1993. 

••A Sei'VIce paid on a global basos oncludes vosrts and other sei'VIces provided in ad:titoon to the baSic proceoure durong tne day precedong tne procedure and tor 
a specffoed number of days after me proceoure is provodee1. The global perooe1 identitiee1 above refers to the. number of post·servoce days of care onctuoee1on tne 
payment for a global surgical package as determined by the Hearth Care Fonancing Admlnostrallon for Mee1ocare payment purposes. There are mree categones 
of global servoces (090. 010. 000). In addition. three global cooes may be usee1: XXX • Global concept does not apply to this code; YYY • Global perood IS to De 
set by tne Medicare carrier; ane1 ZZZ • Code is part of anotner servoce ane1 falls wttnon the global Period for the other service. CPT five-digit codes. two-dog~ 
numenc modifiers. and descriptions only are copyngfl: Dy the Amencan Medical Assocsatoon. No paymerrt schedules. tee scnedUies. relative vatue units. scales. 
conversion factors or components thereof are includee1on CFT. The AMA is not recommending that any specific relatove values. tees. payment schedules. or 
related listongs De attached to CFT. Any relative value scales or relatee1 hstongs assigned to CFT codes are not tnose of me AMA. and tne AMA os not 
recommendong use of these relative values • 
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March 31, 1994 

Mr. Thomas Ault 
Director 
Bureau of Policy Development 
Health Care Financing Administration 
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
6325 Security Boulevard 
Baltimore, Maryland 21207 

Dear Mr. A ult: 

The Renal Physicians Association (RP A) is in receipt of a copy of your letter 
dated March 3, 1994 to Dr. Grant V. Rodkey, Chairman of the AMA/Specialty 
Society RVS Update Committee (RUC), regarding HCFA·s desire for the RUC to 
develop relative value units (RVWs) for the physician serYices performed under 
the ESRD Program's Monthly Capitation Payment (MCP) for outpatient dialysis. 
These services are described by CPT codes 90918 - 90922. 

Dr. Emil P. Paganini, RPA 's representative to the RUC, has formed an RVS 
Committee which is proceeding with the development of patient vignettes for the 
physician services provided under the MCP. RPA anticipates surveying a repre­
sentative sample of its membership within the next several weeks, and presenting 
its recommendations for RVWs for MCP services to the RUC at the May 12-15, 
1994 meeting. As this surveying process continues, however, the RPA Board of 
Directors has voiced serious concerns with several statements in your March 3rd 
HCFA letter to the RUC. 

Specifically, paragraph 2 states that " ... nephrologists have been paid a monthly 
capitation payment (MCP) to cover all professional services related to the treat­
ment of the patient's renal condition except those listed in regulations at 42 CFR 
414.314 ... "(emphasis added). The RUC survey ofMCP services RPA is now 
preparing is predicated solely upon those physician services published in RP A's 
MCP Description of Services document (copy enclosed). This MCP description, 
as HCF A is aware, was developed over a tv.•o-year period as a consensus under­
standing of the RP A membership. This document has been widely distributed to 
both RPA members and non-member U.S. nephrologists over the past 18 months. 

There will be understandable confusion, both among survey participants as well as 
the RUC, if HCFA intends to include other services related to the patient's renal 
condition in the MCP bundle of services. Those services are supposed to be 
excluded from the MCP, according to the original Federal Register regulations 
published for the ESRD Program in 1973. The RP A, in its MCP Description of 
Services document, has emphasized that these services are not to be considered as 
part of the work under the MCP. CPT codes and their respective RVWs already 
exist for all of the physician services RP A has excluded from the MCP in our 
"bundle" description. 
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•.· Mr. Thomas Ault 

HCF A/Bureau of Policy Development 
March 31, 1994 
Page -2-

Therefore, if such a global bundling of all renal-related outpatient physician services is HCF A's intent 
in this conversion of the MCP to the Medicare Fee Schedule, then RPA strongly recommends that the 
RVWs already established for those heretofore excluded physician services be added to the relative 
value of physician work developed for the Monthly Capitation Payment by the AMA/ RVS Specialty 
Society RVS Update Committee. 

Furthermore, RPA feels strongly that the prior Harvard estimate of the RVW for the MCP (1.6) 
grossly underestimates its true value. Although the 100 nephrologists responding to the original 
survey may have been aware of the " ... services included under the payment for the MCP since the 
MCP payment had been in place many years prior to the survey," the MCP descriptor vignette was 
unfairly vague and limited in its definition. This clearly led to an underestimate of the RVW. RPA's 
own data indicates that physicians place a higher (more appropriate) RVW on the MCP when they are 
aware of the full scope of physician services that are intended to be captured. 

Please do not hesitate to contact RP A if we may provide further information. 

• 

Sincerely, 
, FOR THE RENAL PHYSICIANS ASSOCIATION 

\ ~~ 

• 

Derrick L. Latos, M.D., FACP 
President 

Enclosure 

cc (w/encl): 

cc (w/o encl): 

(Grant V. Rodkey, M.D. 
Chairman 
AMA/Specialty Society RVS Update Committee 
AMERICAN MEDICAL ASSOCIATION 
515 North State Street 
Chicago, Illinois 60610 

Members of the ru:> A Executive Committee 
Members of the RP A R VS Committee 



Staff Note #2: All of the remaining materials in this tab are provided to 
augment the RUC members' understanding of the work 
involved in the monthly ESRD services and the basis for the 
frequency-weighted averages where multiple vignettes were 
used. These materials were not provided to the survey re­
spondents. 
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DEFINITION 

The Monthly Capitation Payment (MCP) is a capitated 
payment arrangement developed and implemented by 
the Health Care Financing Administration (HCFA) to 
reimburse Nephrologists for the care of patients with 
End-Stage Renal Disease (ESRD) on dialysis under the 
Medicare program. This arrangement is a global 
service payment for outpatient dialysis, and ongoing 
evaluation and management of dialysis-related prob­
lems in these patients on an outpatient basis. While 
evaluation and management of dialysis-related prob­
lems and the metabolic aberrations of ESRD are 
included in the MCP, non-renal-related and non-renal 
end organ disease evaluation and management and all 
non-dialysis procedures are excluded from the MCP 
and are reimbursable according to the Medicare Fee 
Schedule (MFS) for the accepted CPT codes for those 
services. 

• en these patients require hospitalization in an acute 
hospital setting, reimbursement of Nephrologists may 
convert to inpatient reimbursement codes. When 
patients are hospitalized and Nephrologists are reim­
bursed according to inpatient reimbursement codes, 
payment of the MCP is suspended for the period of 
hospitalization. 

The following narrative describes those services which 
should be provided under the MCP and describes 
services which are not provided under the MCP. • 

SERVICES INCLUDED IN THE MCP 

The Nephrologist .•. 

1. 

2. 

• 

assesses and determines the need for outpatient 
chronic dialysis therapy. 

assesses the need for a specified diet and the 
need for nutritional supplementation for the 
control of chronic renal failure and specifies 
the quantity of total protein, high biologic pro­
tein, sqdium, potassium, and amount of fluids 
to be allowed during a given time period. For 
diabetic patients with chronic renal failure, the 
prescription usually includes specification of 
the number of calories in the diet. 

RENAL PHYSICIANS ASSOCIATION 
DESCRIPTION OF. SERVICES 

MONTHLY CAPITATION PAYMENT ~1CP) 

SERVICES INCLUDED IN THE MCP 

The Nephrologist ... 

3. assesses which mode(s) of chronic dialysis 
(types of hemodialysis or peritoneal dialysis) 
are suitable for a given patient and recom­
mends the type(s) of therapy for a given 
patient. Not all forms of chronic dialysis 
therapy are suitable for all patients. 

4. assesses and determines which type of dialysis 
access is best suited for a given patient, and 
arranges for creation of dialysis access. 

When the Nephrologist personally establishes 
the dialysis access by inserting a temporary 
dialysis catheter or implanting a permanent 
dialysis catheter, these procedures are NOT 
included in the MCP . 

5. assesses whether or not the patient meets pre­
liminary criteria as a renal transplant candidate 
and presents this assessment to the patient and 
family. 

6. prescribes the parameters of intradialytic 
management. 

For chronic hemodialysis therapies, this in­
cludes the type of dialysis access, the type and 
amount of anticoagulant to be employed, blood 
flow rates, dialysate flow rate, ultrafiltration 
rate, dialysate temperature, type of dialysate 
(acetate versus bicarbonate) and composition of 
the electrolytes in the dialysate, size of heme­
dialyzer (surface area) and composition of the 
dialyzer membrane (Conventional versus High 
Flux), duration and frequency of treatments, 
the type and frequency of measuring indices of 
clearance, and intradialytic medications to be 
administered. 

For chronic peritoneal dialysis therapies, this 
includes the type of peritoneal dialysis (such as 
CAPD, CCPD, etc.), the volume of dialysate, 
concentration of dextrose in the dialysate, elec­
trolyte composition of the dialysate, duration 
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SERVICES INCLUDED IN THE MCP 

The Nephrologist ... 

7. 

8. 

9. 

10. 

of each exchange, and addition of medication 
to the dialysate, such as heparin, and the type 
and frequency of measuring indices of clear­
ance. For diabetics, the quantity of insulin to 
be added to each exchange is prescribed. 

assesses whether or not the patient has signifi­
cant renal failure-related anemia, determines 
the etiology(s) for the anemia based on diag­
nostic tests, and prescribes therapy for cor­
rection of the anemia, such as vitamins, oral 
or parenteral iron, and hormonal therapy such 
as erythropoietin. 

assesses whether or not the patient has hyper­
parathyroidism and/or renal osteodystrophy 
secondary to chronic renal failure and pre­
scribes appropriate therapy, such as calcium 
and phosphate binders for control of hyper­
phosphatemia. 

Based upon assessment of parahormone levels, 
serum calcium levels, and evaluation for the 
presence of metabolic bone disease, the Neph­
rologist determines whether oral or parenteral 
therapy with Vitamin D or its analogs is indi­
cated, and prescribes the appropriate therapy. 

Based upon assessment and diagnosis of alu­
minum bone disease, the Nephrologist may 
prescribe specific chelation therapy with des­
feroxamine and the use of hemoperfusion for 
removal of aluminum and the chelator. 

assesses whether or not the patient has dialy­
sis-related arthropathy or neuropathy and 
adjusts the patient's prescription accordingly, 
and refers the patient for any additional needed 
specialist evaluation and management of these 
end-organ problems. 

assesses whether or not the patient has fluid 
overload resulting from renal failure and estab­
lishes an estimated "ideal (dry) weight." The 
Nephrologist determines the need for fluid re­
moval independent of the dialysis prescription 
and implements such measures when indicated. 

SERVICES INCLUDED IN THE MCP 

The Nephrologist ... 

11. 

12. 

13. 

14. 

determines the need for and prescribes antihy­
pertensive medications and their timing relative 
to dialysis when the patient is hypertensive in 
spite of correction of fluid overload. 

periodically reviews the dialysis records to as­
certain whether or not the patient is receiving 
the prescribed amount of dialysis and orders 
indices of clearance, such as urea kinetics, in 
order to ascertain whether or not the dialysis 
prescription is producing adequate dialysis. If 
the indices of clearance suggest that the pre­
scription requires alteration, the Nephrologist 
orders changes in the hemodialysis prescrip­
tion, such as blood flow rate, dialyzer surface 
area, dialysis frequency, and/or dialysis dura­
tion (length of treatment). 

For peritoneal dialysis patients, the Nephrolo-
gist may order changes in the volume of .• 
dialysate, dextrose concentration of the dialy- C 
sate, and duration of the exchanges. 

periodically visits the patient during dialysis to 
ascertain whether or not the dialysis is work­
ing well and whether or not the patient is 
tolerating the procedure well (physiologically 
and psychologically). During these visits, the 
Nephrologist determines whether or not 
alteration in any aspect of a given patient's 
prescription is indicated, such as changes in 
the estimate of the patient's dry weight, and 
reviews the treatment with the nurse or tech­
nician performing the therapy. The frequency 
of these visits will vary depending upon ¢e 
patient's medical status, complicating condi­
tions, and other determinants. (Please refer to 
Appendix A). 

performs periodic physical assessments, based 
upon the patient's clinical stability, in order to 
determine the necessity for alterations in vari­
ous aspects of the patient's prescription. Simi-
larly, the Nephrologist reviews the results of • 
periodic laboratory testing in order to deter- ~ 
mine the need for alterations in the patient's ._. 
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The Nephrologist ... 

15. 

16. 

17. 

18. 

•• 

prescription, such as changes in the amount 
and timing of phosphate binders or dose of 
erythropoietin. 

periodically assesses the adequacy and function 
of the patient's dialysis access. (Please refer 
to Appendix B). 

assesses patients on peritoneal dialysis for 
evidence of peritonitis and orders appropriate 
tests and antibiotic therapy. 

periodically reviews and updates the patient's 
short-term and long-term care plans with staff. 

coordinates and directs the care of patients by 
other professional staff, such as Dieticians and 
Social Workers. 

completes or certifies a multitude of forms and 
prescriptions that are required, but are not 
otherwise reimbursed, for the dialysis patient. 
Examples include durable equipment prescrip­
tions, home health care services, and other 
medical necessity certifications. • 

SERVICES THAT ARE NOT INCLUDED 
INTHEMCP 

1. All procedures are excluded; examples are as 
follows: 
a. Temporary hemodialysis catheter 

placement 
b. Permanent hemodialysis catheter 

placement 
c. Temporary peritoneal dialysis catheter 

placement 
d. Permanent peritoneal dialysis catheter 

placement 
e. Repair of existing dialysis accesses 
f. Placement of catheter(s) for thrombo-

• lytic therapy 
a Thrombolytic therapy (Systemic, :::.· 

regional or access catheter only; 
hemodialysis or peritoneal dialysis) 

h. Thrombectomy of cloned cannula 
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SERVICES THAT ARE NOT INCLUDED 
INTHEMCP 

2. 

3. 

i. Arthrocentesis 
j. 
k. 

Bone marrow aspiration 
Bone marrow biopsy 

Interpretation of tests which have a 
professional component are excluded; 
examples are as follows: 
a. Electrocardiograms (12 lead, Holter 

monitor, Stress Tests, etc.) 
b. Echocardiograms 
c. 24-hour blood pressure monitor 
d. Nerve conduction velocity and EMG 

studies 
e. Flow doppler studies 
f. Bone densitometry studies 
g. Biopsies 
h. Spirometry and complete pulmonary 

function tests 

Evaluation for renal transplantation is exclud­
ed. While the Nephrologist assesses whether 
or not the patient meets preliminary criteria as 
a renal transplant candidate under the MCP, 
the complete evaluation for renal transplanta­
tion is not included in the MCP. 

4. Evaluation of potential living transpl~t donors 
is excluded. 

5. The training of patients to perform home 
hemodialysis, self hemodialysis, and the 
various forms of self peritoneal dialysis are 
excluded. 

6. The general medical non-dialysis-related man­
agement of Diabetes Mellitus is excluded. 

7. The general non-renal-related (non-dialysis) 
evaluation and management of all dialysis 
patients is excluded. 

8. The Nephrologist may elect not to include 
acute hospital care services in the MCP. If 
this election is made, the MCP is suspended 
for the period of time that the patient is 
receiving care under hospital codes. 

9. All physician services that antedate the initia­
tion of outpatient dialysis are excluded. • 
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APPENDIX A 
VISIT FREQUENCY UNDER THE 

MONTHLY CAPITATION PAYMENT 
(MCP) 

The RP A has examined the question of whether or not it 
is appropriate to define a minimum visit frequency for 
the MCP. For other existing global service payments, 
such as surgeries, there is no minimum visit frequency 
defined. After careful analysis, it was apparent that the 
frequency of visits by a Nephrologist to see a patient 
during dialysis therapy will vary depending upon the 
patient's medical status, complicating conditions, an~ 
other determinants. It is also apparent that the best JUdge 
of the patient's need for follow-up assessments is the 
attending Nephrologist. Thus, the RPA has determined 
that the specification of a minimum visit frequency is 
inappropriate and fails to acknowledge the importance of 
the ~ephrologist's clinical judgment. 

For those physicians desiring guidance concerning the 
frequency of visits with their dialysis patients, the 
following recommendations are made. For patients 
receiving hemodialysis in a dialysis unit, visits should 
usually be done one time per week. For patients on 
various forms of home dialysis, a physician visit with the 
patient should usually be done one time per month. 
Depending on clinical circumstances, the frequency of 
visits may need to be more or less often.• 

APPENDIX B 
DETAILED EXAMPLES OF 

NEPHROLOGIST SERVICES PROVIDED 
FOR PATIENT'S DIALYSIS ACCESS 

UNDER THE MONTHLY CAPITATION 
PAYMENT (MCP) 

The specific details of each aspect of the services includ­
ed within the MCP bundle of services is beyond the 
scope of the "Description of Services" document. This 
appendix provides more detailed examples of the services 
provided when the nephrologist periodically assesses the 
adequacy and function of the patient's dialysis access. 
(See Description of Services #15). 

For temporary or permanent hemodialysis catheters, this 
includes confirmation of proper function of the "arterial" 
and "venous" lumens of the catheter. If the "arterial" 
lumen does not permit adequate aspiration blood flow 
rates or the "venous" lumen demonstrates occlusion or 
elevated pressures, the Nephrologist orders appropriate 

APPENDIX B (continued) 

aspiration and/or flushing of the catheter. If it becomes 
necessary for the Nephrologist to instill thrombolytic 
enzymes, such as urokinase, or to replace the catheter, 
these services are NOT included in the MCP. The 
Nephrologist also assesses the exit site to ascertain 
whether or not there is evidence of exit site inflammation 
and/or infection. If evidence of infection is identified, 
the Nephrologist orders appropriate cultures, catheter 
care or removal and appropriate antibiotic therapy. 

For hemodialysis arteriovenous shunts, such as Scribner 
or Thomas shunts, the Nephrologist orders appropriate 
aspiration and/or flushing of the cannula. If it becomes 
necessary for the Nephrologist to perform a thrombec­
tomy using a balloon-tipped catheter, such as a Fogarty 
embolectomy catheter, or to instill a thrombolytic 
enzyme, such as urokinase, these services are NOT 
included in the MCP. 

For a hemodialysis arteriovenous fistula or subcutaneous 
graft fistula, this consists of evaluation of blood flow 
rates and ascertaining whether or not there is evidence of~ 
the presence of elevated intradialytic "venous" pressures . 
which would suagest the development of outflow steno- ... , . 

.z:, J•"'· 
sis. The Nephrologist also assesses whether or not the 
fistula demonstrates signs of infection or occlusion along 
its course. If there is evidence of infection, the Nephrol­
ogist orders appropriate cultures, antibiotics and surgical 
consultation. If there is evidence of occlusion, the Neph­
rologist may choose to open the occluded vessel with 
thrombolytic therapy or may seek consultation for sur­
gical thrombectomy and possible revision or replacement. 
If the Nephrologist places a catheter in the occluded 
fistula for thrombolytic therapy, this is NOT included in 
the MCP. 

For hemodialysis accesses where abnormal amounts of 
blood recirculation are suspected, the Nephrologist 
orders appropriate studies to determine the amount of 
recirculation. 

For peritoneal dialysis catheters, the Nephrologist 
assesses the inflow and outflow of the catheter and 
inspects the exit site for evidence of inflammation and/or 
inflection. If there are signs of infection, appropriate 
cultures, antibiotics and surgical revision or replacement 
of the catheter is ordered. If the Nephrologist performs 
thrombolytic therapy, surgical revision, removal or 
replacement procedures on the dialysis catheter, this is 
NOT included in the MCP.• 

•• l__. 
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Description of Services 
Monthly Capitation Payment (MCP) 

for Pediatric Dialysis Patients 

Definition: 

The Monthly Capitation Payment (MCP) is a capitated payment arrangement developed and 
implemented by the Health Care Financing Administration (HCFA) to reimburse Nephrologists for the 
care of patients with End-State Renal Disease (ESRD) on dialysis under the Medicare program. This 
arrangement is a global service payment for outpatient dialysis, and ongoing evaluation and management 
of dialysis related problems in these patients on an outpatient basis. While evaluation and management 
of dialysis related problems and the metabolic aberrations of ESRD are included in the MCP, non-renal­
related and non-renal end organ disease evaluation and management and all non-dialysis procedures are 
excluded from the MCP and are reimbursable according to the Medicare Fee Schedule (MFS) for tqe 
accepted CPT codes for those services. 

When these patients require hospitalization in an acute hospital setting, reimbursement of Nephrologists 
may convert to inpatient reimbursements codes. When patients are hospitalized and Nephrologists are 
reimbursed according to inpatient reimbursement codes, r-aym~nt ur..::: the MCP is suspended for the 
period of hospitalization. · 

•

The following narrative describes those services which should be provided under the MCP and describes 
ervices which are not provided under the MCP. 

SERVICES INCLUDED IN THE MCP 

• For patients under 2 years of age: (CPT Code 90918): 

The Nephrologist. ... 

1. 

2. 

• 

Assesses and determines the need for outpatient chronic dialysis therapy. 

Assesses the need for a specified diet and the need for nutritional supplementation for the control 
of chronic renal failure and specifies the quantity of total protein, high biologic protein. sodium. 
potassium, and amount of fluids to be allowed during a given time period. This assessment 
includes the determination of the route of nutritional supplementation, whether by ad-lib 
feedings, nasogastric tube, gastrostomy, transpyloric tube and whether feedings will be 
continuous via a feeding pump or intermittent bolus. The optimal infant fonnula must be 
designed with regard to protein, sodium, fat and carbohydrate additives .. Special attention is 
paid to daily formula volume in order to maintain euvolemia. Both hyper and hypokalemia are 
special risks in infants. Assessment and treatment of vomiting, delayed gastric emptying and 
gastroesophageal reflux is required. Sodium supplementation is required in the majority of these 
patients to replace urinary and dialysate sodium losses. Dietary prescriptions must include a 
consideration of trace mineral and water soluble vitamin supplements. Assessment includes . 
evaluation of complications associated with forced enteral feeding including dentition 
abnormalities, difficulties with self alimentation, and future speech impediments. 
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3. 

4. 

Assesses which mode(s) of chronic dialysis (types of hemodialysis or peritoneal dialysis) are 
suitable for a given patient and recommends the type(s) of therapy for a given patient. Not all 
forms of chronic dialysis therapy are suitable for all patients. Special attention must be placed 
on family dynamics and resources in order to determine the optimal dialytic modality for this 
age group .. Congenital anomalies are also taken into consideration in the choice of dialysis 
modality. 

Assesses and determines which type of dialysis access is best suited for a given patient. and 
arranges for creation for dialysis access. Urinary tract diversions are common in this age group 
and must be considered in decisions regarding peritoneal dialysis access. The need for central 
venus access must be considered in many infants. 

When the Nephrologist personally establishes the dialysis access by inserting a temporary 
dialysis catheter or implanting a permanent dialysis catheter, these procedures are NOT included 
in the MCP. 

5. Assesses whether or not the patient meets primary criteria as a renal transplant candidat~ and 
presents this assessment to the patient and family. Timing of transplantation requires assessment 
01- patient size, stab~.J on dialysis, growth and dl~·:elopment status. Extensive discussions with 
parents are required in this age group in which live related donor (usually a parent) is the most 
common transplant option. 

6. 

7. 

Prescribes the parameters of intradialytic management. 

For chronic hemodialysis therapies, this includes the type ot dialysis access, single needle 
dialysis, the type and amount of anti-coagulant to be employed, blood flow rates, dialysate flow 
rate, ultrafiltration rate, dialysate temperature, type of dialysate and composition of the 
electrolytes in the dialysate, size of hemodialyzer (surface area), extracorporeal circuit volume. 
and composition of the dialyzer m..:.:1brane (conventional vs high flux), duration and frequency 
of treatn·~~7-.. ts, the type and frequency of measuring indices of clearance, and intradialytic 
medications to be administered. 

For chronic peritoneal dialysis therapies, this includes the type of peritoneal dialysis (such 
CAPD, CCPD, NIPD, etc.), the volume of dialysate exchange, concentration of dextrose in the 
dialysate, electrolyte composition of the dialysate, duration of each exchange, and addition of 
medications to the dialysate, such as heparin, and the type and frequency of measuring indices 
of clearance. 

Reassessment of the dialysis prescription must be performed every one to four weeks because 
of the rapid rate of change in body composition and body size in this age group. 

Assesses whether or not the patient has significant renal failure -related anemia, determines the 
etiology for the anemia based on diagnostic tests, and prescribes therapy for correction of the 
anemia. such as vitamins, oral or parental iron, and hormonal therapy such as erythropoietin. 
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8. Assesses whether or not the patient has hyperparathyroidism and/or renal osteodystrophy 
secondary to chronic renal failure and prescribes appropriate therapy, such as calcium and 
phosphate binders for control of hyperphosphatemia. 

Based upon assessment of parathyroid hormone levels, serum calcium levels. and evaluation for 
the presence of metabolic bone disease, the Nephrologist determines whether parenteral or oral 
therapy with vitamin D or its analogs is indicated. and prescribes the appropriate therapy. 

Bone deformities and fractures with the subsequent potential for orthopedic surgery are the most 
serious complications of renal bone disease in this age group. Serum parathyroid hormone levels 
are assessed at least every three months and radiological skeletal evaluation at least every six 
months. 

9. Assesses whether or not the patient has fluid overload resulting from renal failure and establishes 
an estimated "ideal dry weight". The Nephrologist determines the need for fluid removal 
independent of the dialysis prescription and implements such measures when indicated. The 
potential for hypovolemia due to sodium wasting in this age group requires assessment of the 
need for sodium supplementation. The dialysis prescription and feeding schedule must be 
coordinated to avoid hypo- or hypervolemia in infants 1eceiving controlled enteral nut:·::ion (tube 
feeding). 

10. Determines the need for and prescribes antihypertensive medications and their timing relative 
to dialysis when the patient is hypertensive in spite of correction of fluid overload. 

11. Periodically reviews the dialysis records to ascertain whether or not the patient is receiving the 
prescribed amount of dialysis and orders indices of clearance, such as urea kinetics. in order to 
ascertain whether or not the dialysis prescription is producing adequate dialysis. If the indices 
of clearance suggest that the prescription requires alteration, the Nephrologist orders changes 
in the hemodialysis prescription such as blood flow rate, dialyzer surface area, dialysis 
frequeP~y . .:.nd or dialysis duration (length of treatment). 

12. 

For peritoneal dialysis patients, the Nephrologist may order changes in the volume of dialysate 
exchange, dextrose concentration of the dialysate, and number of daily exchanges. 

Assessment of growth and neurological development are used in this age group to help determine 
the adequacy of the dialysis prescription. 

Periodically visits the patients during hemodialysis or sees the peritoneal dialysis patient in the 
out patient setting, to ascertain whether or not the dialysis is working well and whether or not 
the patient is tolerating the procedure well (physiologically and psychologically). During these 
visits, the Nephrologist determines whether or not alteration of any aspect of a given patient"s 
prescription is indicated, such as changes in the estimate of the patient"s dry weight and reviews 
the treatment with the hemodialysis nurse, or peritoneal dialysis nurse. and family.. The 
frequency of these visits will vary depending upon the patient·s medical status. complicating 
conditions and other determinants. but in this age group frequent assessment by the Nephrologist 
is required. 
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13. Performs periodic physical assessments, based upon the patient's clinical stability in order to 
determine the necessity for alteration in various aspects of the patient's prescription. Similarly. 
the Nephrologist reviews the results of periodic laboratory testing in order to determine the need 
for alterations in the patient's prescription, such as changes in the amount and timing of 
phosphate binders or dose of erythropoietin. 

In this age group frequent laboratory and physical assessment by the Nephrologist is required 
because of the relatively rapid changes in body composition and the complexity of nutritional 
and dialytic therapy. 

14. Periodically assesses the adequacy and function of the patient's dialysis access. 

15. Assesses patients on peritoneal dialysis for evidence of peritonitis and orders appropriate tests 
and antibiotic therapy. This assessment includes the possible need for hospitalization. 
intravenous antibiotics versus iritra peritoneal antibiotics and the need for additional nutritional 
supplementation during peritonitis episodes. 

I 6. P~riodically revif'.ws and updates the patient's short-term aud long-term care plans with staff. 

17. Coordinates and directs the care of patients and !~-:: .. f~milies by other professional staff such 
as dieticians, social workers, physical therapists, speech therapists, family therapists, child life 
therapists, developmental therapist, chaplains, financial counselors, home health care agencies 
and visiting nurses. 

18. Completes or certifies a multitude of forms and prescriptions that are required, but are not 
otherwise reimbursed for the dialysis patient. Examples include durable equipment 
prescriptions, home health care services, and other medical necessity certifications. 

19. Perforn:s .:.: !east monthly assess .. i.:nts of g•owth and anthropomorphic parameters, such as skin 
fold thickness, mid-ann circumference, head circumference. height, weight, and standard 
deviation scores, using standard growth charts derived from measurements of normal healthy 
children. Interpretation of these parameters may result in changes in nutritional. dialytic. 
hormonal, or other interventions. 

20. Determines the need for periodic assessment of neurological development, the results of which 
may produce modifications in therapy and for early childhood intervention. 

21. Spends extensive amounts of time in direct counseling with the family in order to assess the 
impact of the disease and its therapy on the family, including parents, the patient and siblings. 

22. Assesses and manages mechanical complications related to peritoneal dialysis such as hernias 
and leaks, adjusting dialytic therapy and determines optimum timing for surgical repair. 

23. Assesses need for intravenous gammaglobulin therapy in those infants with frequent infections 
and/or documented hypo gammaglobulinemia.. 
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24. Assesses the need for recombinant human growth hormone therapy. 

25. Immunizations. 

• For children between the second and 12th birthdays (CPT Code 90919): 

The Nephrologist .... 

1. Assesses and determines the need for outpatient chronic dialysis therapy. 

2. Assesses the need for a specified diet and the need for nutritional supplementation for the control 
of chronic renal failure and specifies the quantity of total protein, high biologic protein, sodium. 
potassium, and amount of fluids to be allowed during a given time period. This assessment 
includes the determination of the route of nutritional supplementation, whether 'by ad-lib 
feedings, nasogastric tube, gastrostomy, transpyloric tube and whether feedings will be 
continuous via a feee.ing pump or intermittent bolus. Assessment and treatment of vomiting. 
delayed gastric emptying and gastroesophageal reflux is required. Sodium supplementation is 
required in many of these patients to replace r< .. -:~; and dialysate sodium losses. Dietary 
prescriptions must include a consideration of trace mineral and water soluble vitamin 
supplements. Assessment includes evaluation of complications associated with forced enteral 
feeding including dentition abnormalities, difficulties with self alimentation, and speech 
impediments. 

3. Assesses which mode(s) of chronic dialysis (types of hemodialysis or peritoneal dialysis) are 
suitable for a given patient and recommends the type(s) of therapy for a given patient. Not all 
forms of chronic dialysis therapy are suitable for all patients. Special attention must be placed 
on farui.(y dynamics and resources in order to determine the optimal dialytic modality for this 
age group. Congenital anomalies are also taken into consideration in the choice of dialysis 
modality. 

4. Assesses and determines which type of dialysis access is best suited for a given patient, and 
arranges for creation for dialysis access. Urinary tract diversions must be considered in 
decisions regarding peritoneal dialysis access. 

5. 

When the Nephrologist personally establishes the dialysis access by i.itserting a temporary 
dialysis catheter or implanting a permanent dialysis catheter, these procedures are NOT included 
in the MCP. 

Assesses whether or not the patient meets primary criteria as a renal transplant, candidate and 
presents this assessment to the patient and family. Timing of transplantation requires assessment 
of patient size, stability on dialysis, growth and development status. Extensive discussions with 
parents are required in this age group in which live related donor (usually a parent) is the most 
common transplant option. 
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6. Prescribes the parameters of intradialytic management. 

For chronic hemodialysis therapies, this i1•cludes the type of dialysis access, single needle 
dialysis, the type and amount of anti-coagulant to be employed, blood flow rates, dialysate flow 
rate, ultrafiltration rate, dialysate temperature, type of dialysate and composition of the 
electrolytes in the dialysate, size of hemodialyzer (surface area), extracorporeal circuit volume, 
and composition of the dialyzer membrane (conventional vs high flux), duration and frequency 
of treatments, the type and frequency of measuring indices of clearance, and intradialytic 
medications to be administered. 

For chronic peritoneal dialysis therapies, this includes the type of peritoneal dialysis (such 
CAPD, CCPD, NIPD, etc.), the volume of dialysate exchange, concentration of dextrose in the 
dialysate, electrolyte composition of the dialysate, duration of each exchange, and addition of 
medications to the dialysate, such as heparin, and the type and frequency of measuring indices 
of clearance. 

7. Assesses whether or not the patient has significant renal failure -related anemia, determines the 
etiology for the anemia based on diagnostic tests, and prescribes therapy for correction of the 
anemia, such as vitamins, oral or parer.tal iron, and hormonal therapy such as erythropoietin. 

8. Assesses whether or not the patient has hyperparathyroidism and/or renal osteodystrophy 
secondary to chronic renal failure and prescribes appropriate therapy, such as calcium and 
phosphate binders for control of hyperphosphatemia. 

Based upon assessment of parathyroid hormone levels, serum calcium levels, and evaluation for 
the presence of metabolic bone disease, the Nephrologist determines whether parenteral or oral 
therapy with vitamin D or its analogs is indicated, and prescribes the appropriate therapy. 

Bone deformities and fractures with the subsequent potential for onhopedic surgery are the most 
serious r0T:~lications of renal bone disease in this age group. Serum parathyroid hormone levels 
are assessed at least every three months and radiological skeletal evaluation at least every six 
months. Hypophosphatemia must also be prevented to avoid the development of rickets m 
rapidly growing children. 

9. Assesses whether or not the patient has fluid overload resulting from renal failure and establishes 
an estimated "ideal dry weight". The Nephrologist determines the need for fluid removal 
independent of the dialysis prescription and implements such measures when indicated. The 
potential for hypovolemia due to sodium wasting in this age group requires assessment of the 
need for sodium supplementation. The dialysis prescription and feeding schedule must be 
coordinated to avoid hypo- or hypervolemia in children receiving controlled enteral nutrition 
(tube feeding). 

10. Determines the need for and prescribes antihypenensive medications and their timing relative 
to dialysis when the patient is hypertensive in spite of correction of fluid overload. 
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12. 

(. 
13. 

14. 

15. 

16. 

17. 

• 

Periodically reviews the dialysis records to ascertain whether or not the patient is receiving the 
prescribed amount of dialysis and orders indices of clearance, such as urea kinetics, in order to 
ascertain whether or not the dialysis prescription is producing adequate dialysis. If the indices 
of clearance suggest that the prescription requires alteration, the Nephrologist orders changes 
in the hemodialysis prescription such as blood flow rate, dialy~er surface area, dialysis 
frequency, and or dialysis duration (length of treatment). 

For peritoneal dialysis patients, the Nephrologist may order changes in the volume of dialysate 
exchange, dextrose concentration of the dialysate, and number of daily exchanges. 

Assessment of growth and school performance are used to help determine the adequacy of the 
dialysis prescription. 

Periodically visits the patient during hemodialysis or sees the peritoneal dialysis p;itient in the 
outpatient setting, to ascertain whether or not the dialysis is working well and whether or not 
the patient is tolerating the procedure well (physiologically and psychologically). During these 
visits, the Nephrologist determines whether or not alteration of any aspect of a given patiem·s 
prescription is indicated, such as changes in the estimate of the patient's dry weight and reviews 
the treatment with the hemodialysis nurse, or p~ritoneal dialysis nurse, and family. 

The frequency of these visits will vary depending upnn the patient's medical status. complicating 
conditions and other determinants, but in this age group frequent assessment by the Nephrologist 
is required. 

Performs periodic physical assessments, based upon the patient's clinical stability in order to 
determine the necessity for alteration in various aspects of the patient's prescription. Similarly, 
the Nephrologist reviews the results of periodic laboratory testing in order to determine the need 
for alterations in the patient's presc?iption, such as changes in the amount and timing of 
phosphate binders or dose of erythropoietin. 

Periodically assesses the adequacy and function of the patient's dialysis access. 

Assesses patients on peritoneal dialysis for evidence of peritonitis and orders appropriate tests 
and antibiotic therapy. This assessment includes the possible need for hospitalization, 
intravenous antibiotics versus intra peritoneal antibiotics and the need for additional nutritional 
supplementation during peritonitis episodes. 

Periodically reviews and updates the patient's short-term and long-term care plans with staff. 

Coordinates and directs the care of patients and their families by other professional staff such 
as dieticians, social workers, physical therapists, speech therapists, family therapists. child life 
therapists, developmental therapists, school teachers ·and counselors, chaplains, financial 
counselors, home health care agencies and visiting nurses . 
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18. Completes or certifies a multitude of forms and prescriptions that are required, but are not 
otherwise reimbursed for the dialysis patient. Examples include durable equipment 
prescriptions, home health care services, and other medical necessity certifications. 

19. Assesses the need for recombinant human growth hormone therapy. 

20. Performs at least monthly assessments of growth and anthropomorphic parameters. such as skin 
fold thickness, mid arm circumference, head circumference. height, weight, and standard 
deviation scores, using standard growth charts derived from measurements of normal healthy 
children. Interpretation of these parameters may result in changes in nutritional, dialytic. 
hormonal, or other interventions. 

21. Determines the need for periodic assessment of neurological development, the results of which 
may produce modifications in therapy or psychological, school or developmental services. 

22. Spends extensive amounts of time in direct counseling with the family in order to assess the 
impact of the disease and its therapy on the family, including parents, the patient and siblings. 

23. r0mmunicates with the child's school teache:. school counselor, school nurse, and coaches 
regarding integration of the child into normal childhood activities outside the home. 

24. Immunizations. 

• For pediatric patients 12 to 19 years of ag~ (90920): 

The Nephrologist ... 

1. Assesses and determines the need for outpatient chronic dialysis therapy. 

2. Assesses the need for a specified diet and the need for nutritional supplementation for the control 
of chronic renal failure and specifies the quantity of total protein, high biologic protein, sodium, 
potassium, and amount of fluids to be allowed during a given time period. 

3. Assesses which mode(s) of chronic dialysis (types of hemodialysis or peritoneal dialysis) are 
suitable for a given patient and recommends the type(s) of therapy for a given patient. Not all 
forms of chronic dialysis therapy are suitable for all patients. Special attention must be placed 
on family dynamics and resources in order to determine the optimal dialytic modality for this 
age group. Congenital anomalies are also taken into consideration in the choice of dialysis 
modality. 

4. Assesses and determines which type of dialysis access is best suited for a given patient, and 
arranges for creation for dialysis access. Urinary tract diversions must be considered in 
decisions regarding peritoneal dialysis acces~. 
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5. 

6. 

7. 

When the Nephrologist personally establishes the dialysis access by inserting a temporary 
dialysis catheter or implanting a permanent dialysis catheter, these procedures are NOT included 
in the MCP. 

Assesses whether or not the patient meets preliminary criteria as a renal transplant candidate and 
presents this assessment to the patient and family. Special consideration regarding compliance 
with the transplant medical regimen and the effects of transplantation and immunosuppression 
therapy on body image in the adolescent patient influence this process. 

Prescribes the parameters of intradialytic management. 

For chronic hemodialysis therapies, this includes the type of dialysis access. the type and amount 
of anti-coagulant to be employed, blood flow rates, dialysate flow rate, ultrafiltration rate. 
dialysate temperature, type of dialysate and composition of the electrolytes in the dialysate, size 
of hemodialyzer (surface area) extracorporeal circuit volume, and composition of the dialyzer 
membrane (conventional vs high flux), duration and frequency of treatments, the type and 
frequency of measuring indices of clearance. and intradialytic medications to be administered. 

For chronic peritoneal dialysis therapies, thi~ includes tile: type of peritoneal dialysis (such 
CAPD, CCPD, NIPD, etc.), the volume of dialysate excnange. concentration of dextrose in the 
dialysate, electrolyte composition of the dialysate. tinration of each exchange. and addition of 
medications to the dialysate, such as heparin, and the type and frequency of measuring indices 
of clearance. 

Assesses whether or not the patient has significant renal failure -related anemia, determines the 
etiology for the anemia based on diagnostic tests, and prescribes therapy for correction of the 
anemia, such as vitamins, oral or parental iron, and hormonal therapy such as erythropoietin. 

8. Assesses whether or not the patient has hyperparathyroidism and/or renal osteodystr'"'~-':1y 
secondz":: r'J chronic renal failure and prescribes appropriate therapy, such as calcium and 
phosphate binders for contrOl of hyperphosphatemia. 

9. 

Based upon assessment of parathyroid hormone levels, serum calcium levels, and evaluation for 
the presence of metabolic bone disease, the Nephrologist determines whether parenteral or oral 
therapy with vitamin D or its analogs is indicated, and prescribes the appropriate therapy. 

Bone deformities and fractures with the subsequent potential for orthopedic surgery are serious 
complications of renal bone disease in pediatric patients. Serum parathyroid hormone levels are 
assessed at least every three months and radiological skeletal evaluation at least every six to 
twelve months. Slipped capital femoral epiphyses and avascular necrosis with subsequent 
potential for orthopedic surgery require careful monitoring in this age group. 

Assesses whether or not the patient has fluid overload resulting from renal failure and establishes 
an estimated "ideal dry weight". The Nephrologist determines the need for fluid removal 
independent of the dialysis prescription and implements such measures when indicated. 
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10. Determines the need for and prescribes antihypenensive medications and their timing relative 
to dialysis when the patient is hypenensive in spite of correction of fluid overload. 

11. Periodically reviews the dialysis records to ascenain whether or not the patient is receiving the 
prescribed amount of dialysis and orders indices of clearance, such as urea kinetics. in order to 
ascertain whether or not the dialysis prescription is producing adequate dialysis. If the indices 
of clearance suggest that the prescription requires alteration, the Nephrologist orders changes 
in the hemodialysis prescription such as blood flow rate, dialyzer surface area. dialysis 
frequency, and or dialysis duration (length of treatment). 

For peritoneal dialysis patients, the Nephrologist may order changes in the volume of dialysate 
exchange, dextrose concentration of the dialysate, and number of daily exchanges. · 

12. Periodically visits the patient during hemodialysis or sees the peritoneal dialysis patient in the 
out patient setting, to ascertain whether or not the dialysis is working well and whether or not 
the patient is tolerating the procedure well (physiologically and psychologically). During these 
visits, the Nephrologist determines whether or not alteration of any aspect of a given patient's 
prescription is indicated, such as changes in the estimate of the patient's dry weight and reviews 
the treatment wun the hemodialysis nurse, or peritoneal dialysis nurse, and family. The 
frequency of these visits will vary depending upon the patient's medical status, complicating 
conditions and other determinants. 

13. Performs periodic physical assessments, based upon the patient's clinical stability in order to 

determine the necessity for alteration in various aspects of the patient's prescription. Similar! y, 
the Nephrologist reviews the results of periodic laboratory testing in order to determine the need 
for alterations in the patient's prescription, such as changes in the amount and timing of 
phosphate binders or dose of erythropoietin. 

14. Periodically assesses the adequa~y and fmtction of the patient's dialysis access. 

15. Assesses patients on peritoneal dialysis for evidence of peritonitis and orders appropriate tests 
and antibiotic therapy. This assessment includes the possible need for hospitalization, 
intravenous antibiotics versus intra peritoneal antibiotics and the need for additional nutritional 
supplementation during peritonitis episodes. 

16. Periodically reviews and updates the patient's short -term and long-term care plans with staff. 

1 7. Coordinates and directs the care of patients and their families by other professional staff such 
as dieticians, social workers, physical therapists, speech therapists, family therapists, child life 
therapists, school teachers and counselors, chaplains, financial counselors, home health care 
agencies, and visiting nurses. 

18. Completes or cenifies a multitude of forms and prescriptions that are required, but are not 
otherwise reimbursed for the dialysis patient. Examples include durable equipment 
prescriptions, home health care services. an~ other medical necessity cenifications and school 
forms. 
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Performs at least monthly assessments of growth and anthropomorphic parameters, such as skin 
fold thickness, mid-ann circumference, height, weight and standard deviation scores for height 
and weight, using standard growth charts derived from measurements of normal healthy 
children. Interpretation of these parameters may result in changes in nutritional, dialytic. 
hormonal, or other interventions. This assessment includes Tanner Staging of pubertal 
development after age 10 - 11 years. 

In this age group of puberty and the need for endocrinologic consultation must be assessed by 
the Nephrologist. 

20. Determines the need for periodic assessment of neurological development and school 
performance, the r~sults of which may produce modifications in therapy or psychological, school 
or developmental services. 

21. Spends extensive amounts of time in direct counseling with the family in order to assess the 
impact of the disease and its therapy on the family, including parents, the patient and siblings. 

22. Communicates on a regular basis with the child's school teacher, school counselor, nurse and 
coaches regarding integration of the child into nonnal childhood activities outsid;: :he home. 

23. Assesses the adolescent's ability to adhere indepen!iPntly to the dialysis and medication regimen 
and compliance with therapeutic regimens . 

24. Directs the education of the adolescent in the effects of renal disease on reproductive potential 
and sexuality. 

25. Assesses the need for referral for vocational rehabilitation and career planning. 

26. Determines the timing of the transfer to an adult dialysis unit and counsels the patient and family 
to ease :~;.;.: ~ransition. 

27. Assesses the need for recombinant human growth hormone therapy. 

28. Assesses immunization status, timing, injections and status of childhood diseases such as 
chickenpox and mononucleosis . 
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SERVICES TIIAT ARE NOT INCLUDED IN THE MCP 

1. All procedures are excluded; examples are as follows: 

2. 

a. Temporary hemodialysis catheter placement 
b. Permanent hemodialysis catheter placement 
c. Temporary peritoneal dialysis catheter placement 
d. Permanent peritoneal dialysis catheter placement 
e. Repair of existing dialysis accesses 
f. Placement of catheter(s) for thrombolytic therapy 
g. Thrombolytic therapy (Systemic, regional or access catheter 

only; hemodialysis or peritoneal dialysis) 
h. Thrombectomy of clotted cannula 
1. Arthrocentesis 
J. Bone marrow aspiration 
k. Bone marrow biopsy 
1. Starting IVs at any age or drawing blood for tests. 

Interpretation of tests which have a professional component are 
as follows: 

a. Electrocardiograms (12 lead, Holter monitor, Stress Tests, 
b. Echocardiograms 
c. 24 hour blood pressure monitor 
d. Nerve conduction velocity and EMG studies 
e. Flow doppler studies 
f. Bone densitometry studies 
g. Biopsies 
h. Spirc3::..-y a..-td complete p!.!lmonary function tests 
i. Bone age 
j. Psychological testing 

excluded; examples are 

etc.) 

3. Evaluation for renal transplantation is excluded. While the Nephrologist assesses whether or not 
the patient meets preliminary criteria as a renal transplant candidate under the MCP, the 
complete evaluation for renal transplantation is not included in the MCP. 

4. Evaluation of potential living transplant donors is excluded. 

5. The training of patients to perfonn home hemodialysis, self hemodialysis, and the vaiious fonns 
of self peritoneal dialysis are excluded. 

6. The general medical non-dialysis-related management of Diabetes Mellitus is excluded. 

7. The general non-renal-related (non-dialysis) evaluation and management of all dialysis patients 
is excluded. 

12 
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8. The Nephrologist may elect not to include acute hospital care services in the MCP. If this 
election is made, the MCP is suspended for the period of time that the patient is receiving care 
under hospital codes. 

9. All physician services that antedate the initiation of outpatient dialysis are excluded. 

13 
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Maintenance dialysis in North American children and 

adolescents: A preliminary report 

STEVEI'i R. ALEXANDER. E. KE!-<NETH SULLIVA!'i, WILLIAM E. H:\R~iO~. 
DoNALD M. STABLEir-<. and AMIR TEJANI, for the North American Pediatric Renal Transpiant 

Cooperative Study CNAPRTCS) 

:o.lainteiWite dialvsis in Sorth American children and adolcsc:mts: A 
prel.imiMry report.· Dunng I 992 tile :-.lonh American Pediatric: Renal 
Transplant Cooperative Study i:r-;APRTCSJ began to deveiop a pcd1at· 
ric Dialysis Patient Data Base by collecting data on pediatric: patients 
who had received either hemodialysis {HDJ or pe:itoneal dialysis tPDJ. 
or both. at a partic:ipalini NAPRTCS center. This preliminary report 
describes study methods a.nd contai..,s detailed. !hougn sh~rt·(erm 
observations reported by 64 of 87 K'\PRTCS cente~s on 762 patients 
who were <21 years of age at enrollment and who received treat:r.c :-.: 
between January I. 1992 and Septe~ber 15. 199!. I:~ these 762 pa:ients. 
a total of 810 independent courses of dialysis :herapy were identified 
!PO .. 5).; (65.9%]; HD = !76 [34.1%]). Patient age group1ngs showed 
a significantly greater proportion of PO patients aJTiong younger age 
groups. Automated peritoneal dialysis was used by about 75% of 
registered PD patients at one and su months after ~egistration. A total 
of 196 pentonitis episodes were reported, yielding a peritonitis rate of 
one episode every i.l patient-months. Ten percent of PO catheters 
~·ere replaced. primarily for mechanical malfunction and leaks. Percu· 
taneous catheters were used for vascular access m about one-half of the 
HD patients, with the remainder almost equally divided ~t"'·een 
a...,criovenous fistulae and grafts. Vascular access re\·ision was reported 
in 28% of HD patients. with abou! one-third cf these rev1sions per· 
fanned to create a more permanent access Recombi:.a.'it human 
erythropoietin therapy was used in 89% of PD anc 94% of HD ;~atiez:ts 
at six months. Recombinant human growth ho~or.e therapy ,.,·as used 
in 9% of PO and .5% of HD pauents at six months. By s1x months. 3€.9% 
of patients were on cadaver transpLantation waitine liSts, ""ith trans· 
piant recipient workups underway in a..'i additional 2!.9% of patients. Of 
the 40.5% of patients reponed not to be actively pursuing transplanta· 
uon . .SO% cited medical problems and .50% c1ted patient;family prefer· 
ence as reasons. :-line pauents died and 44 changed from one ciialys1s 
modality to the other. Infection complications predominated among PO 
patients who c::h3.111ed to HD. wh..ile psychosocial 1ssues were more 
frequently cited reasons for HD patients to change to PD. The present 
report is preliminary and mtended to be primarily descnptlve. Future 
reports ,.,.ill examine in depth those issues introduced by the c!.ata. 
presented m this report. 

Since 1987 the North American Pediatric Renal Transplant 
Cooperative Study (NAPRTCSJ has coliected data on children 
and adolescents who received renal transplants at one of 87 
participating centers in the T..:nited States and Canada [1-3]. In 
May 1992. the NAPRTCS began to develop a pediatric Dialysis 
Patient Data Base by collecting data on ;:>ediatri:: end-stage 
renal disease !ESRDJ patients who hac! recctved either hemo· 
dialySIS (HD) or peritoneal dialysis CPD). or both. at a par:ici· 

~ 1993 by the International Society of ~e.,hrology 

pating NAPRTCS center on or after Jar.uar: ! . !99~. :h 
preliminary report details the observa~ions re::ordec or. -,, 
pediatric dialysis patients enrolled by 64 l'APRTCS :~::: .. ~: 
between ~iay 1. 1992 and September !.:'. 199~. B::caL.se 1t 1, ,. 

ear!y in the deo.·elopment of t!"Je !'i.A..PRTCS Dial~ 515 P~t;~~~ 
D:.~! Base. only descnptive cata can be r:port~d ar :)"us:!-:-! 

~1etbods 

Participation in :he ~-~PRTCS is voiu:~t~ .. 11. :t:l .:-r .. ·. ~ 
token honorarium paid to participating centers ...-hen p.:t :~:, 
are enrolled in either the dialysis or the transpia.,t .:ompcr:~::·, 
of the Cooperative Study. Since 1987 :he :\"APRTCS ·.~ 

registered and followed patients who received renal tran.;;:!ar,:, 
in parti::ipatiog centers before their eighteenth bir:hda~ s. 8. 
the end of January 1992. the NAPRTCS hac regis:ered ?.n.: 

followed :!.03i children and adolescents who had r~ce1vec : W 
renal transplants at panicipating ~APRTCS c:en;ers [3~ Ec.:;. 
in 1992 funding was obtained to expand the SAPR"::-cs :.:­
include pediamc dialysis patients who received euhei HD ~~ 

PD at participating NAPRTCS centers on or after Janur:· i. 
199:!. At the same time the age criterion io~ eiig.~i:.:~ .,.~, 

changed to include patients w!"lo were treated With en.::~ 

maintenance dial~sis or renal :ransplantation p:ior to ;t:w :: sr 
birthdays. 

Using basically the same for:na~ for data collection th:1: ·~ _:, 
developed by the NAPRTCS for pediatric transplant panen:s 
[1. 2]. data were collected on pediatric dialysis patten:s -..ho 
received treatment at a participating NAPRTCS center ::>et.,., ~e: 
January L, 1992 and September 15. 1992. Dialysis patient da:.i 
were collected on six different forms submitted at diffe:~n: 
times during the dialysis treatment of each registered ch1lj ~­
follows: (l) Patient Registration Form; {:!) Dialysis ~iodai:t:­
Initiation Form: (3) Dialysis Status Form: (4) Access Rev1>1v:"1 
Form; (5} Dialysis Modality Termination Form: and !6t Patient 
Death Form. 

The Patient Registration Form was identica: to that t:s::d :~ 
register transplant patients. In adclition to patie:ll 1c:ntif.er, 
(that is. name. date of birth. race.'ethmc group. ge:1cer. 50-:i:.. 
Security or hos?i:a! identification number). the Reg1~:r.::~~~. 

Fort:l asks for ir.formation on the patient"s ?riman r~;;.;; 

diagnosis. including whether that diagnosis ...-·as conrir.n::: .:· 
biopsy or nephre::tomy. Patients may not be reg.~sterd u:..c:" 
they have received at least 30 consecutive da:vs of d:.:~:-'!' 
... ·hi::h is the operation.a.i definition of ··:m:intenance di~.:· >!> 
used by the SAPRTCS. 

..a 
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The Dialysis Modality Inittation Form estabiishes whethe: 
th: patient is currently being treated with HD or PD. the 
n;;mber of consecutive days of hospitalization following the 
mttlal treatment with this dialysis modality. the serum creati· 
run: level prior to initiation of dialysis. and the type of access 
csed for maintenance dialysis at time of registration. 

The Dialysis Status Form is first submitted by the ;:en:e: at ~0 
days after registration. Every six months thereafter the 
S.o\PRTCS Data Coordinating Center (DCC) sends the register­
ing center a Dialysis Status Fonn that has been pre-p:inted with 
the patient's name and identifying number. Thus, at six mont!'l 
intervals the Dialysis Status Form requests infor.nation on 
patient "dry'· weight, height, head circumference (if <36 
months of age), blood pressure. Tanner stage. mid-arm circum· 
ierence, triceps skinfold thickness, hematocrit and serum para· 
th:>Toid hormone level. Data are also requested on concomitant 
drug therapy. dialysis treatment regimen. dialysis com plica· 
uons. education status. and renal transplant status. including 
date listed for cadaver transplantation. 

The Access Revision Fonn is submitted by the center at the 
time of dialysis access revision and inc!:.Jdes detailed informa· 
tion on reasons for access failure and choice of new access. The 
Dtalysis Modality Termination Form is completed by the cen:er 
w!lenever a patient is transferred to another dialysis modality. 
rec:.etves a kidney transplant. experiences returr. of renal fun:· 
tion. or dies. When the dialysis modality is changed. this form 
requests detailed information on the reason(s) for dialysis 
modality change. The Patient Death Form is identical to that 
used by the NAPRTCS Transplant Patient Data Base and 
requests detailed information on cause of death. 

The forms used by the NAPRTCS Dialysis Patient Data Base 
we:-e designed to engage the treating center and :he !'oi:\PRTCS 
DCC in an ongoing. patient-specific dialogut tilat addresses 
important milestones in the dialysis treatmen• course and 
provides information on outcome correlates. Fom:s we:-e also 
designed to facilitate smooth transition between dialysis modai­
ities and between dialysis and transplantation. Registered dial· 
ysis patients who subsequently receive renal transplants at 
participating centers. as well as registered transplant patients 
who subsequently receive dialysis can now be continued in the 
Cooperative Study, thus allowing the NAPRTCS to become a 
more complete pediatric ESRD patient data system. 

Results 

A total of762 pediatric dialysis patients were enrolled from 64 
of 87 participating centers. These included 5J8 patients who 
were receiving dialysis on January I. 1992 CPD 380: HD 168) 
ar.d 26:! patients (PO 154: HD 108l who began dialysis betv..een 
January I. 1992 and September 15, 1992. when the data were 
co:npiled for this report. Follow-up data were available at one 
month on 601 patients and at six rr:onths on 279 patients. 
Fifty-seven percent of regtstered dialysis patients were male. 
\ol:::h Whtte. Black. Hispanic and other racial:ethnic groups 
a.:counting for 56. 7%. 24.4%. l3.5'ii: and 5.J~ of :eg:1stered 
pat1ents. respectively <Table I). The age dmrib:Jt:on of regis· 
tered dialysis patients <according to ag:e at ::me of d1alysis 
modality initiation) is shown in Table 2. Parier.!s \!.·ere almost 
evenly dlvtded bt:t\l.·een those younger than and those: older 
than 13 ~ea:s at ttr.te of reg~stration. 

Primar~ renal disease ciag~oses of reg:isr::rej ::atrent; are 

Genaer 
Male 
Fe::~ale 

Ra.:e ·e:hnidt ~ 
\l.hite 
Blacic 
Hispani= 
Othe: 

Table I. D1al~ srs p;;uent :ha:a.:tenst::s 

·' 

186 
103 
41 

Per:er.: 

55 .• 
' .. -· ~ 
. :.5 
< • . . 

Tabk l. Patienl age at rime of dialysis modala~ rruca:.~on 

s Per: en: 

Age at modality in1uauon 
0 .:s < ( 

I .:) 5 0 
2 29 3 -~ 
3 ~- ' -
4 1-
s ..,. 

_, 

6 16 : t1 ., 
~6 --

g ~3 : ~ 
9 30 -.. 

10 4!! 5 9 
II 4- ~ 

. 
1: ~~ ~ 

13 45 5 ~ 
14 63 
IS 75 9.: 
16 61 -.. 
17 50 6.! 
18 - 5.:. 
19 .. ~ 0 
:o 19 ' - . 

Ag: groupings 
C\-1 8'-> :o 5 
2-~ 100 
t-1: :43 :9"' 
1. ·-... .._,, :SI4 ::5 ':1 
!8-20 96 il. -

listed in Table 3. The most frequently idenufied primal') renal 
disease diagnoses were aplastic!hypoplastic/dysplastic K.Jdneys 
(15.7'%). focal se~mental glomeruloscleroSIS (14.6%l. o~str;:'· 
tive uropathy tl4.0'kl. systemic immunologic disease 1 

· .6· c '· 

and hemolytic uremic syndrome (4.5o/cl. 
Among the 762 registered patients. a total of 8 I 0 }ndepe~d~~ 

· 'd t·f.ed [PD q,: ,6.5.9% .. courses of dtalvsts therap•• were 1 en 1 • -- . · · · d pendent course or 
276 (34. J7cl]. To be considered ar: 10 e . odal·t\ fo· 

. d ain on a i=!ven m ' . 
dialvsts therapv a pat1ent ha to rcr.-1 1 1 two inde..,..n-: . · .f . · t~ had at cas ,.-
a mmtmurr: of 30 cays. f• t)- pauebn · . en Januar. 1 anc Se:::-

.. l • erapv et"'e . . 
dent courses of' c.1a YSIS .n. ·h . three mdependent :ou!'\e• 

. I c 199'. seven patrenrs ac 
temoer -. - ·. . · 8_1 :: mo:~th pe:-roc. 
oi trea~:nent dunng th.s 

Perzront>al dt~;/Y$1.' 

• PD atien:s -...·ere re~rstered "Fo:io ..... ;.~p d~u 
.. "'·a: of 5.•~ · P d JC'w.' • · • .-. 1• · .100 ~a11ents at one ml'lntt: a:-~ ..,.., po:1.1ent~ "" 

. -- avarlablc: O:"' " . .. • .... .:.. . rec:r<t:-auon. Tne Ctstnot.:tlon cf ~no .... ;, -xnt.~ 
six !':'!O:"Itr.s pos.· ,... . - . . ,: 

··d a1 s s then.ple> ts sho~o~.r. tn 1 at-.e ~for botr·, fo .. o'"·'..; n .. al r \ t 

t:~-~ pe:1"ods. ~o:e that automated pc:-noneal dta.I~SIS •A?D• I> 
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Table 3. Primary renal drsease dragnom 

Diagnosrs \" ?e~:-.:~ 

A;llastic.'hypcpiastic::dysplasuc: kidneys ;19 !5 -
Focal segmental glomerulosclerosis Ill i-1.6 
Obstructive uro~-athy lOii :-1.0 
Systemic immunologic disease 58 7.6 
Hemolytic uremic syndrome 3~ .u 
C!uonic glomerulonephritis 3 I -1.1 
Retlu.~ nephropa:hy ~6 3 -1 
Polycystic: lddne ~ disease :3 3.0 
Syndrome of agenesis of abdo!tu::tal musculature 19 z.s 
Medullary c:ysuc: diseasetjuvenile nephronophth1sis 18 Z.-1 

Congenital nephrotic: syndrome 17 :.2 
Pyelonephritisiinterstiual nephritis 15 2.0 
Membranoproliferative alomerulonephritis Type I l-1 1.8 
Cystinosis II 1.4 
Familial nephritis II 1.4 

Idiopathic crescentic glomerulonephritis 11 1.4 
Membranoprolife-rauve glomerulonephritis Type II 10 I 3 
Renal imarct 7 9 
Drasc:h syndrome 7 9 
Sickle cell nephropathy 4 ( 

Wilms tumor 3 .4 
Oxalo!i:: z .3 
Membranous ne~·hropathy .I 

Other 67 8.8 
CnknOV.'Tl 34 .u 

Table 4. Peritoneal dialySIS therapies at one and six months after 
enrollment 

1 Month 6 Months 

N Percent ...... Percent 

CAPD 81 23.5 36 20.9 
APD :j3 73.3 129 iH 
IPD II 3.2 ; .4.1 

To:al '-00 199 

Abbreviations are: CAPO. continuous ambulatory peritoneal dial:,.· 
sis; APD. autom:tted peritoneal dialysts, IPD. intennittent pentoneal 
dialysis. 

used by about three-fourths of registered PD patients at each 
time period (Table 4). 

Table 5 lists both PO and HD patients by age group. Age 
group distribution of PD patients was significantly different 
from that of the HD patient c:ohon, with a larger concentration 
of PO patients in the younger age groups (P < 0.001 by 
ch.i-square test). 

Periton.iris and catheter ezit siu infection. Peritonitis was 
defined for the ~·urposes of this study as the decision to treat an 
apparent peritoneal infection with antibiotics. At one month 
after enrollment a total of 89 episodes of peritonitis were 
identified in 400 patients. The 199 patients for whom six-month 
follow-up data were available experienced another 107 episodes 
of peritonitis. yielding a total of 196 peritonitis episodes rc· 
ported to the DCC. The overall incidence of peritonitis was one 
episode per 7.1 patient-months. The causative organisms for 
reported cases of peritonitis are listed by ;ategory in Table 6. 
Gram's stain positive organisms accounted for :he majonty of 
peritonitis episodes. and about 16% of episodes were ;ult~re· 

TablE 5. Dtahsrs mOda.J, 
· '·"ill Patae 

rnre~~ 
---------...:g:::o-::·1'~ b-'f-... ._ 

PD ----~ean ,\' HO-
~~~---~~---?~c:::r.::~-c::n~t---~ 

:\g: grou~ 

~~ "'9 J.q ; ~ 
IJ J 

I ( . . o ~I ts 
8~ '4 

~ I~ ~7 

~~==~~~~~~-~9~~-------~~ ~~ 
::.: 

-~bbrevratior.s a:e· PD. pc:ri:oneai d•aJv ..• '"' 1~7 
• s.s. H~. he~. 

Table 6. Causative orga.'lisms in cases of ,_nt · .. ~ orutts ~'DOn an ... s;x month.s a!~r enro!lrr.c:n: ~ ~ t111t 

1 Month. ---Sumber of 
6 Mon:.'ls 
~ 

Causative organism Cases Perc:en! 
· U!:lOCr of 
C~$ 

~ Gra:r.-posnive 52 6~.~ 59 
Grarn-negauve 13 15.- ;! ~~ ~ 

F'Jngal 3 3.6 
. ' . 

3 
~bed gram-positive I 1.2 0 

: i 

31.d gram-negative ~ 

Other ~ :.4 
Cultured, no groW!h ~~ 1.1.5 19 

H 

No C'Jlture 0 0 I'~ 
~.9 -

negative (Table 6). During the 8-l/:! month obse:-vat1on pe:'\01 

covered by this study (January l to September 15. 19'nJ. IC9 
patients had one episode of peritonitis. ~:! patient~ t:.a.1 r.oo 
episodes. seven patients had three episodes. three paue:ns tad 
four episodes, and two patients had five episodes of pen':)"::Js. 

No. at:empt was made to distinguish between catheter etit 
site and catheter tunnel infec:ions. A total of 63 c:.,n slte!~noeJ 
infections were reported in 400 patients followed for one month_ 
and by six months the 199 patients followed for that period ':'lad 
added another 63 exit site/tunnel infections to the cohon total. 

Peritoneal dialysis catheters. Information was obtained oo 
peritoneal dialysis catheter configuration in 519 of 53-1 I'D 
patients. Of these, 305 (58.8%) were curled Tenckhoff ;att~­
ters, 180 (34.7%) were straight Tenckhotf catheters. eipt 
(1.5%) were Toronto Western catheters and 26 <5.0%) ~~.e~e ~i 
"other" catheter configurations. Sixty-sev:n percent of ca:~e· 
ters had a sin,g.le cuff. and 16.8% had a Swan-Neck tt.:nneJ 
configuration. The catheter runnel exit site pointed latera:.!~ 1: 

44%, down in 28% and up in 15% of patients, wtth the direc:oc 
of the exit site unreported for 13% of patients. 

During the 8-1/2 months of the study 56 of 534 (!OC,C\ ?D 
catheters were replaced, :!5 (45%) for mechanical rr.alfur.ctior.. 
10 (18%) for peritonitis. seven (13%) for exit siteJ:unnei ide~:· 
tlor.. tive <9%) for dialysate ieak and nine 1!6%J fer ot~er 
reasons. There were essentially no changes in catheter :::o:-"~~· 
uration among replacement catheters when ;ompa:ed to or.~:­

na2 study catherers. Mechanical malfunction forced re;:>la:~· 
rr.ent of 15 of !80 (8.39CJ straight Tenckhotf catheters ar.d ~ :i 
~05 13.0%) cu:led Tenckhotf cathe~e:-s. a di.ffere:lce that;;, "'s :-:.--: 
statistically sigmficant. 

• ~-- . 
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Table 7. ReasCins Cited for dialysis modahty changes 

PD to HD HD to PD 
CN• :m (.\' = 18) 

Reason for Change Number Percent ~u::-1ber Perccn! 

E:.;cessJve infection 7 30 0 0 
Patient.:famiJy cho1cc: 4 9 ~0 

inability to cope 
Access failure I 4 2 11 
Inadequate ultrafiltration 2 9 0 0 
Inadequate solute clear.1nce 2 9 0 0 
Other Cmedica..l) 8 35 s 28 
Other lnon-mc:dican 2 9 2 14 

Abbreviations are: PD. pentoneal dialysis: HD. hemo<iialysis. 

Hemodialysis 

A:nong the 810 dialysis treatment courses reported. 276 
(34._1%) courses of HD were identified. Follow-up data were 
available on 201 patients at one month and 80 patients at six 
months. At one month, 83% of patients ~·ere receiving t.'l: ::: 
treatments per week. with II%, S% and 1% receiving two. four 
and five treatments ;:oer week. respectively. 

Hemodialysis vascular access. Information on vascular ac­
cess loc~tions and devices used at the time of patient enrollment 
was a\-aJlable on all 276 registered HD patients. Of these, !SO 
(54.~) received HD via external percutaneous catheters. 122 
(81%) located in the subcla-..·ian. 19 (13%} in the jugular and 
seven (5%) in the femoral veins. Ninety-one percent of these 
percutaneous catheters were of the double-lumen design. Ceth· 
eter exit site mfections were reported in 7% of patients at'one 
rnonth and 18% of patients at si.'< months of follow-up. 

Internal arteriovenous fistulae were used at registration bv 58 
(21.1~1 HD patients. Internal arteriovenous grafts ~-ere ~sed 
by 65 C23.8%) patients. Eighty-eight percent of grafts were 
made of polytetraftuoroethylene (PTFE). Internal fistulae and 
grafts ~·ere located ir. the forearm in 62%. the upper arm in 27~ 
and the thigh in 11% of patients. 

Vascular access revision was reported in 78 (~8.39"c) HD 
patients. The reason~ cited for access revision were: creation of 
more permanent vascular access. 34.69C; clotted access. 32.1%: 
infected access, 12.8'rc; access malfunction other than clotting. 
1~.8q; and other reasons, 7.7%. The distribution of revised 
access types and lcx:ations was similar to that of previous 
accesses. with external percutaneous catheters, internal arte· 
riovenous fistulae and internal arteriovenous grafts accounting 
for 52.6%. 16.7% an;i 30.8% of revised accesses. respectively. 

M odaliry termination 

Termination of dialysis modality was reported in 154 patient~. 
Of -..1-Jese. 88 (57o/ct received renal transplants. n:ne 16"lr 1 d1ed. 
sev~n (S'k) experienced return of native lcidne~ function. s1-.:. 
{41/cl terminated dialysis for other reasom and 4.4 C:%-_1 chang_c:d 
from one dialysis modality to the other. Of the 4.4 pa11ents -...·:o 
chanEed dialysis modality. 23 went from PD to HJ? and 18 "'e .. t 
f -HD PD Data on modality change were J:1Cvmplete m 
rom . to . . . arv reasons cited for modal It~ ~hange 
thr~e pauents. Tne pnm . , te"' ~·· llstec . · · ·h w· ... re not t-ansp.an " ... -
among surv1vtng pauents ~ o -. ' . ,. _ ]"cations pre ... o:-=un .. !ed 
in Table 7. Note that infecuous comp 

1 
d tl":at ,., 5, chcs,xral 

among PD patients who changed to HD an · • b!li·• 10 cope 
--··--· ""ri fl\mdv ::h01ce. m.: ·. 

with the HD process) were more frequen:l; cited reasons for 
HD patients to change to PD. Overall. 4.3~ of PD patients 
changed to HD. and 6.5'/C of HD pauents changed to PD du:1ng 
the 8-112 months of observation described m this repo:t. 

.'>f!scellaneous comoiicarions 

An indication of the prevalence of renal osteodystroph)­
among these pediatric dialysis pauents was obtained l"y 1denti· 
fying patients who had serum parathyroid hormone !PTHl 
levels that were greater than twice t.'le upper iimit of normal 
according to the PTH assay in use at each panicipating center. 
At one month after enrollment. data on serum PTH levels _were 
available for 47:! patients. 262 (56%) of whom had PTH levels 
that were greater than twice the upper limit of normal. 

Data on the incidence of seizures were available at one month 
after enrollment on 400 PD patients and 201 HD pauenrs. 
Seizures occurred during the first month after stuciy enro:lment 
in 19 (4.9o/c) PD patients and 10 (5.29C) HD patients. Six-mo:1th 
follow-up da:.a on complications were available on 199 PD 
pa,:!.ltS and 80 HD patients. By six !Tlonths af.er enrollmer.t. 
seizures had occurred in an additional eigt-:~ (~.0'/CI PD pat1en;s 
and eight ()0.1%) HD patients. 

Recombinant human erythroporeiin ! £P01 and re~ombir.ar.r 
human growth (GHJ hormone rherapy 

EPO therapy was reported in 81 o/c and 89% of PD patients at 
one and si.x months post-enrollment. respectively. and in 90'7c 
and 94% of HD patients at the same follow-up times. GH 
the:-apy was reported in 99C of PD patients ar.d SSC: of HD 
patients by the six-month follo-....-up period. 

Transplant sta!llS 

B~ six months after enroliment. 36.9C:C of these ped1at:1.: 
dialys1s patients (31.5o/c of PD patients: 51.39C of HD patients) 
were on cadaver transpian~ation wa:ting lists. An addit1ona~ 
21 .9:-l: were also actively pursuing transplantation with trans· 
plant recipient work-ups in progress at the time of reporting. A 
surprising 40.5% of patients o,·erall 145.2% of PD patients: 
28.8% of HD patients) were reported not to be actively pursuing 
transplantation by six months after enrollment 1n :h1s study. Of 
these. 50o/c cited medtcal reasons c PD 46. 7n: HD 00.%) ond 
50o/c cited patient/family preference CPD 53.39C: HD 39. l %1 for 
not acti•·ely pursuing transplantauon. 

Discussion 

As onginally concewed. the l'i APRTCS v.·as to have been a 
ce>mplete j:~ediatric ESRD j:)atienl data system •ncort'Onun~ 
b01h dJalv~ts and renal tran~pl<int pauenr<. Ho~c,,cr. to~ t91C: 
.,., hen the. !".~PRTCS "'·al- fo:-mali~ 10111ated. fund•~ !'laC be-en 
ot-t:a

1
ned only for the :ran•plant ~11ent componcn! of tnc 

Cooj)cr:llt'c Stud~ When funJtnf: !"<.:am:: ,,,.,la~le c.1rh •
0 

l\R: to e\pand the ~ .... PRTCS ,,, on..:I:J..!.: rc~,,:r..; J,...J, ": 
p<111ent~. rhe Coopcrd!l't: St1.1J' !"l .. j j:T,,.,.n tr··~ JJ.. ,,. ~ 
part 1 c 1 patrn~ center' 1r. th:: l n•tt:J St.<"<·· ,nd l.:.r ..• .:.: an.!!' ... ..: 

. • ' ( • - h I . I I . ~. .... "'" .. ' 
rejtlqercd anJ foil~'"''~ •. !• .: • ~rer. """ ..::..'-' c:·-~· ·' •·• ·:~'" 
recel\ej ~.19-: rend! ::-.. n~oplo:n•- ·' :".:~~!o,l>'<i:l:1~ ,::rter' •-': 
D:Jrin£ the ;:0ur')c: of ti".c- -tuJ:-. !!"It:•:: ',•luntel'~ .:enter') r-;..; 

eqdbl~'hed ~ <.ounJ -...,y\...:n~ rd<>t•o-:,hlr "nh lt.e "APR-:-CS 
DCC. engapn~ 1n an on!!0::-1~ c:a.~·p.:e a:.>ou1 tr.e1: re~sterec 
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Table 8. Pediatnc daalysts pa:Jen: :ounts ~Y age group L.1 :he 
r\ APRTCS and L SRDS reg:stnes 

A$c: group 
years 

()....: 

5-9 
10-14 
l~l9 
:o 

Pa~:c:nt :oun:s 

t'APRTCS 
( 1': '91-9·!~ 9~; 

L'SRDS 
10:1 :::31 S9t 

l5l 
:o9 
3-'0 

u:J 
S''A 

Abbreviations arc: L'SRDS. L'nitc:d States Re:'lal Data Syste~: N A. 
not avculable. 

Data for the USRDS are from Ref 4. and data !or L"tc: !'IAPRTCS are 
from the present repon. 

patients that for some had extended over a five-year period. 
When these centers were polled in 199:! about enrolling and 
following their pediatric dialysis patients. the response was 
overwhelmingly positive. Thus. the decision to limit dialysis 
patient enrollment to panicipating ~APRTCS pediatric tran~ 
plant centers primarily reftects the successful interactions of 
ex1sting centers with each other a."ld with the DCC over the first 
five years of the Cooperative Study. In addition. the NAPRTCS 
is not intended to be an all-encompassing patient regtstry. such 
as the United States Renal Data System (USRDSJ o: the 
Canadian Renal Failure Register. Rather. the NAPRTCS pro­
!'(>ses to be a large-scale. voluntary. focused cooperauve study 
that examines ESRD treatment trends and outcomes among 
specialized, pediatric ESRD treatment centers in North Amer­
ica. Panicipaling center principal investigators are all ne;::hrol­
ogists specializing in the care of pediatnc ESRD patients. and 
pediatric :-enal transplant surgeons play an important role in the 
operations of the Cooperative Study. 

While such a focused study design has clear advantages for 
pediatric ESRD treatment teams ..... ·hose climcai questions drive 
the Cooperative Study. there are limitations inherent in such a 
design that are reftected in the composition of the .r-.:A.PRTCS 
Dialysis Patie:'lt Data Base. Table 8 compares patient co'Jnts by 
age group in the ~APRTCS Dialys1s Patient Data Base and the 
CSRDS registry [4j. Although the time penods covered by the 
data contained in Table 8 are not the same and the methodology 
for patient counttng differs. the general observation can be 
made that a large percentage of the younger dialysis patients 
eligible for the NAPRTCS study have been enrolled by the 
NAPRTCS. whereas eligible older adolescents may be substan­
tially under-represented. This age group distribution may also 
reflect the specific patient mix found at those NAPRTCS 
centers that voluntarily enrolled dialysis pa~tents during the first 
months of the study. 

The present study represents a substantial addition to avail­
able infonnation on pediatric dialysis patients in Sorth Amer­
ICa. For a period covering the first 8-1:'1 months of 199~. the 
NAPRTCS enrolled 762 pediatric dialysis patients fro:n ~ 
participating centers. The only stmilar Nor-,.!\ Amencan study of 
comparable size was ~ubiished tn 1990 bv the Nat:onal CAPO 
Reg:tstry of the United States National In.stitutes of Hea:th (51. 
Dunng a 5-l:~ year period from 1981 to 1986 ~he National CAPD 
Regtstr) collected data on 658 pediatric PD patients enrolled by 
170 par.icipating centers. While there a:e nurr.erous otse:-va-

, 4. 
tions contained in the ~auona: C:\PD Regts:n stu-< .. ·h \. · · 

# '1..1.. a~ ~~ 

compamon to PD oat:en: da:.a con!<lmed 1n the ~r~·· · • ··'t<t · ,... .... ,en: r• 
t:le c-..o studv cot:o:-ts are probablv !Oo dts~~-··· .,, . 

1 
' 0'"r: • . ,.~. -·· ·"" "· v".l. ;r 

than htstorical compansons. Tne cohorts are se;>arat 
0 

'."0!'t 

by as much as a de:ade. and it was du:-tng :~ 15 cee·,~r: ·~:Tie 
. ---..e "i! 

pedtatnc centers tr. ~orth Amenca .,. e~e ilrs: gaimng • ... 
. . I •. I -~t>en-ence wnh pentonea. ata ysts. ' 

One compariso:1 between the tl.l. o stud1e~ :~ ·.-c..,r. . 
The pentomtis ra:es observe.: m :he S .HJ.o:-ta: (..;pi) ·R no .. ng 

. CS eg:str. 
study and the present ~ :\PRT study are str:kingl.., s·mli' · . . . ' ar 
one eptsode ever) etgl':t pauent-months an.: o:'le e;>!SOde e ••. .' 

7 .I_ pa~ent-:no~t?s. resp.ectively. The ~a tiona! CAPD Reg:~~~: 
dennea pentomtts for all PO j:)atte:'lls as tur:-u: citai!~ate '"It': 
dialysate white blood cell count greater than tOO ceiis per~·~-: 
millimeter [6). The detinit:on of ?eritonnis m ;:ec;a•n.: J~ 
patients appears to be more controversial. For exa::-tp!e. a::-:on 
four studies of peritonitis in children published since 19~3. ~ 
used a different definition of peritoni~ts :--to;. Th1s lo~i:: :i 
consensus led the !'CAPRTCS to adopt an "opera:1onai ... :.,~ 
mtion of pe:i:onitis: the de:: is ion to treat an appa:er.: ;:te:1::.r.ea; 
ini .. ction ~ :.:. ant:b1otics. [:\ similar approac~ to th: jefir!:t:o 
of acute renal allegra.~ :-eje::ticn c:hat i~. tile .:c:::1510r. tJ .••. ~ 
a.::ute graft dysiunc:ion with addttlcnal r:n~unosuj:p~e;;:.;. 
has been followed by :.he :SAPRTCS since 198-:']. 

The use of an opcrattonal def.muon of pemo:uu~ ~:- :.;c 
~APRTCS may have resulted in a higher obse.-.ej per.;o'l.:.~s 
rate than if a more restrictive detiniuon had :,eer. estz~i•s:'lee.. 
assl!ming su::h a definitiOn could have been agree: Jpoa_ 
However. no approach to this issue is wu~o•.:.t problems For 
example. peritoneai eosinophilia. a non-infe:tious and ge:e:'li;y 
benign PD compi.i::ation. woulc have bee:1 ~1cludei! as a :x:-.. 
toni tis episode by :!1e National CAPO Regt5tr]'. bu: '.I.J~i~ ::>e 

more appropn.ately excluded by the NAPRTCS. 
It was surpr.si:1g to find that over ~;;c. oi pec:at::.:: ::.<J:.m 

pa-:ien's enrolled lJl the present study ._.ere n.ot acti•e,:. j:)Ur'>t:;.,1f: 

renal transplantation six months after enrollment. '<ea.oos 
cited were eq:.ally divided between mecic~ ;:>ro:Jie:ns ::..1d 
pattent~family preferences. Renal transplantation ts ~~o·idd! ;~;:r 
sidered the optimum renal replacement therapy :nodal:t! icr 
children. Additional information on this and othe: 1ss-.:es oi 
particular importance to pediatric ESRD pauents ...,.ill be e:r.am­
ined in future reports. 

The present re.,or. is preiimma.ry and is intended to be 
pnmarily descnj:)tive in nature. Because tt is so earl:. ;n the 
development of t.,e NAPRTCS Dialysis Patie:lt Dau Base. 
more extensive data analysis and intet';)reta:ion would oc: :xx.h 
difficult and unwise. Subsequent reports wili exarrjne m deodl 
those issues onl:- introduced by the data present~d tn tbs 
report. 

Repmll reques!s to An:LT T~;a'l: .. '-.f.D. ·"'APR.TCS Ci!r.,c~: C~~~ 
n.a::ng Cenrer. SC.Vr at Brooicl,\n. Bo.: J9. ~50 Cic~uor. _.,,., .. ~rC>QL· 
/yr:. _-.,·e-.. York I :203. L'SA. 
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FIGURE 1: MCP SURVEY DEMOGRAPHICS 

RBRVS SURVEY RESPOI\DENTS 

As all Medicare physician payment moves toward a final 
resource-based relative value scale (RBRVS) in 1995. one 
physician service. the monthly capitation payment 1 ~CPJ for 
nephrologists. has been excluded. Although the monthly bundle 
of services provided by nephrologists for patients with end­
stage renal disease CESRD) and on dialysis support was re­
viewed by the Harvard/Hsaio study in I 989 during develop­
ment of the RBRVS. problems identifying the actual physician 
service bundle. defining renal and non-renal related services. 
and struggles with practice variation. caused a wide difference 
in physician survey response to what was considered a poor 
survey tool. 

At no time during' the development or operati\·e process of 
the Harvard study did- researchers undertake the evaluation of 
such an extensive set of global services as what is provided by 
the nephrologist to the dialysis patient. and over such an 
extended period of time (in the case of the MCP. a monthly 
period). Since the original mandate for the RBRVS. as outlined 
in OBRA '89. was directed toward single procedures or single 
evaluation and management encounters. the MCP remained 
technically outside of the RBRVS refonn process. 

Updating the MCP 
While this orphan status may have been perceived as a 

benefit to physician providers, it lacked any process for cost-of­
living updates. Since I 983. there has been no increase in the 
MCP reimbursement level. and indeed. Gramm-Rudman­
Hollings legislation in 1986 mandating an ··across-the-board" 
reduction in Medicare payments was not counterbalanced by an 
administrative fix afforded to the majority of other physician 
services. HCFA policy seems to have assumed a steady supply 
of physicians willing to treat patients with ESRD. and the MCP 
was viewed as a "retainer" for modest physician services and 
thus not needing a cost-of-living adjustment. 

Repeated and exhaustive requests for an update and meet­
ings with HCFA seemed to continually end 
with a difference of opinion on the bundle of 
services included in the MCP. and a disagree­
ment of payment policy based on "what physi­
cians are doing'' (HCF A) and "what physicians 
should be doing'" (RPAJ. Should HCFA reim-

Practice Type Time in Practice 
bursement policy drive the definition of prac­
tice. or should the definition of ser>ices drive 
payment'? Has the long overdue :\lCP update 
driven physidan sen·ice adjustment'? Clearly. 
a distinct definition of physician sen· ices cap­
tured in the monthly bundle for dialysis patient 
care needed to be established. 

HOSP BASED 
18% 

OTHER 
5% 

CORPORATE 
SOLO 7% 

7% 
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8-10 YRS 
5~ YRS 

< 5 YRS 
90' ,. 

The RPA developed and pub! ished a '"draft" 
MCP service description in I 992. and dissemi­
nated thi~ document to all physicians" ho \\ere 
identitied in the American ~1edical A~:-.ocia-

... 
{~ 

... 
,.,:. 

\ ,..; ,, 



• 

• 

tion Physician Master File as practicing nephrology. This file 
contains all physicians (AMA members and non-members) 
who hold a valid license to practice medicine in the United 
States and who have self-designated their practice as being 
either primary or secondary nephrology. 

Further mailings went to all RPA members. as well as all 
ASN members. both domestic and international. In all cases. a 
request for review. draft refinement. and return to RP A was 
made. Following the ·revision process, a final document was 
again distributed to all nephrologists in the U.S .. as well as to 
HCFA officials. This document clearly delineated which phy­
sician services were included in the MCP bundle, and which 
were outside of that bundle. 
No Response From HCFA 

Despite this RPA undertak,ing. and several f~ce-to-face 
meetings between HCF A policy and payment members and 
RP A representatives. no meaningful activity toward an MCP 
update was begun 
by HCF A. In fact, 

..... -· . · ... , .. . . .. .. •,. . I· . ~ . 
· ·:-;· .. :. : · · · ·· ·. VIe"'D'nomt/RPA 

-:-:.:::::,: .. ·_,;:,L;_."_. ... : •. -. -·: '·. . .. ·.• .... .tj ! . . 

potential work value for the services performed in the MCP 
bundle was surveyed at the RPA annual meeting held in San 
Antonio. TX. in February. An audience interactive system 
was utilized so that the answers could be instantly evaluated 
and returned to the participants. This allowed for separate 
surveys to be undertaken immediately before and after the 
description of the bundle of services included in the MCP was 
disseminated. The demographics of the participants are shown 
in Figure 1 (page 12). 

Most members of the audience (generally male) were in 
practice for greater than 10 years, the majority being in a 
group practice environment. But there was also representa­
tion of both solo and corporate practitioners. 

For the evaluation, physicians were given a list of"other" 
services with both a description and the RVUs displayed. 
Services included both evaluation! management and proce­
dures so as to capture the relative value of ·both types of 

activities per­
formed under the 

the flawed RBRVS 
value generated by 
the original 
Harvard/Hsaio 
study for the MCP 
was now being 
touted by HCFA as 
the "true" value for 
the services cap-

"In fact, the flawed RBRVS value generated 
by the original Harvard/Hsaio study for the 
MCP was now being touted by HCFA as the 
"true" value for the services captured under 
the MCP ... " 

MCP. A series of 
case scenarios 
(Table l. pg. 14) 
were presented 
and the partici­
pants were asked 
to value their 
work against the 
established val­
ues for similar tured under the 

MCP. While nephrologists have been repeatedly asking for fair 
relative value assessment of the described bundle of services. 
HCFA continued to point to the flawed Hsaio data. 

Recently. both HCFA and the RPA have recognized the 
value of incorporating MCP services into a "relative value 
format.'' With HCFA finally accepting. albeit unofficially. the 
descriptive bundle of services. the forum for this conversion has 
been set as the "AMA/Specialty Society RVS Update 
Committee (RUC)" for next month. The RUC evaluates 
physician services following a fixed format and generates 
a relative value for the physician work involved. relative to 
other services across all specialty and sub-specialty work. 

The relative value unit (RVU) is then submitted to 
HCFA where it is reviewed by their canier medical direc­
tors (tentatively scheduled for June) and finally published 
in the Federal Register in September. Beginning with 
January 1995. physician reimbursement for MCP services 
would be calculated using the interim RVU assigned to the 
service(s). with a final refinement of the RVU after one 
year. 
A Pilot Evaluation 

Following receipt of a request from HCFA in mid­
February to move to RBRVS. an initial assessment of the 

work. These scenarios were valued without a description of 
the MCP bundle. 

While there was a wide variety of answers for each 
individual scenario. the mean value seemed to follow the 
differing work output required by different cases. Thus. some 

(continued on rhe next page) 
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TABLE 1 

CAsE ScENARio #I 

A 68-year-old white male. with coronary heart disease. 
peripheral vascular disease. hypertension. and diabetes on 
chronic hemodialysis therapy 3 times weekly. The patient 
has frequent blood pressure drops during dialysis. 

I 

M.C.P. AUDIENCE RESPONSE 
RELATIVE WORK VALUES 

CASE SENARJO #2 

I· 
I; 
II 

2/94- RPA A.VNUAL MEETING ·' II 
i! (N= 66; 64) I' ,I 

CASE SCENARIO #3 

M.C.P. AUDIENCE RESPONSE 
RELATIVE WORK VALUES 

CASE SENARJO #1 

REL4TIYE WORK UNn-S fRVU) 

2!94- RI'A ,t.V.Vt'AL .\IEETI/'o"G 
J; (N• U;S7) 

CASE SCENARIO #2 

A 50-year-old male who has severe hypertension and ESRD on 
in-center hemodialysis. Fistula is problematic and compliance 
issues, especially with binder therapy and fluid. have created 
multiple ongoing unit_staff concerns. 

lr 
M.C.P. AUDIENCE RESPONSE 1:

1

; 

RELATIVE WORK VALUES 

--:-----CA_S_E_S_E....,~:='ARI==O=#=J======;;-'' 
i .pR£.BUIYDLE 2POST-BC:,VDLE; j i'j 

I I 
I 
\• 

A 45-year-old female who has polycystic kidney disease and 
requires in-center hemodialysis 3 times weekly. She is a 
potential cadaveric transplant candidate. 

. ·! !: 

M.C.P. AUDIENCE RESPONSE 
RELATIVE WORK VALUES 

1.\"= 67: 70) 

CASE SENARJO #4 

!•PRE-BUNDLE 'lJJPOST-BUNDLE h 
<:: '\} 

2!114 • RPA A.'i.VUAL MEETING 
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CASE SCENARIO #4 

A 28-year-old brirtle diabetic on CAPD. He is blind and relies 
on family members for therapy. Adjustment of dialysis pre­
scription is required because of frequent excess fluid intake. 

.. 

,\' 
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The MCP as Part of the RBRVS: 
Can It Work? 
(cominued from page 13) 

cases were valued with lower work unit 
values than others. 

The MCP service description was 
then distributed to the participants, and 
the case scenarios were repeated, as­
signing a work unit value to the month· s 
activities. Once again there were differ­
ing values for the various cases pre­
sented, but the spread-of-work value 
units for each individual case scenario 
was significantly less. In each instance, 
the RVUs increased after the MCP de­
scription was reviewed: however, the 
cases with less work were stiii valued 
less than the cases with more activity 
(Figure 2). 
Conclusions 

Several important issues can be seen 
from this preliminary view of the 
RBRVS equivalent for the monthly 
MCP services. It is likely that the origi­
nal surVey respondents of the Harvard/ 
Hsaio study did not consider the full 
bundle of services being provided un­
der the MCP. and thus. the relative 
values assigned to the month's activi­
ties were low and inaccurate. Certainly 
there was no clear consensus on the 
various services that made up the MCP 
at the time of the original survey, and 
the tool was not able to capture the 
specific activities that may vary from 
patient to patient. Indeed. our survey 
has underlined the differing work out-

FIGURE 2 

M.C.P. RELATIVE WORK UNITS 
AVERAGE SENA.RJO RESPONSE 

PRE & POST BUNDLE DESCRIPTION 

2/94 • RPA ANNUAL MEETING 

put of a month· s activities as opposed to 
the work required during a single en­
counter with a patient for a variety of 
issues. 

More importantly. once the respon­
dents reviewed the MCP bundle of ser­
vices. they were able to better deter­
mine the appropriate work value. While 
there may have been an increase in the 
values assigned, the overall average 
value for all four case scenarios in-

i .PRE-BUNDLE fZJPOST-BUNDL£ II 
\ y 

creased only slightly. 
Also. the values assigned to the in­

dividual cases were much less varied. 
thus reflecting a more precise under­
standing of what is actually being done. 

Gi\'en the current con\'ersion values 
for total work to reimbursement, it is 
ob\'ious that current remuneration for 
monthly physician services in the care 
of a dialysis patient is considerably un­
dervalued. 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

HOSPITAL DISCHARGE SERVICES - TAB 27 

• 

The CPT Editorial Panel revised the codes for hospital discharge day management to specify that the current code 99238 is for discharge 
day management of 30 minutes or less and added a new code for discharge day management requiring more than 30 minutes. The 
instructions preceding the codes will indicate that the codes are to be used to report the total duration of time spent by a physician. The 
RUC adopted the specialties' recommended values of 1.06 RVUs for code 99238 [Hospital discharge day management; 30 minutes or 
less] and 1. 75 RVUs for code 99239 [Hospital discharge day management; more than 30 minutes], which were based on surveys 
completed by 120 primary care physicians. 

Discussion at the RUC meeting focused on the appropriateness of maintaining the current value of 1.06 for code 99238 and whether or 
not this revision involved "splitting" code 99238 into two codes. Data from the Harvard study provided to the RUC on the existing 
code indicated the current RVUs for the service are based on an assumption that the total time for the service is 35 minutes. Since the 
work per minute of time for this service has increased somewhat since the Harvard study due to shortened hospital stays, sicker 
hospitalized patients, more extensive discharge planning, and increasingly complex utilization review and post-hospital care management 
requirements, the RUC concluded the current value for the revised code should be retained. Also, HCFA assumes that any care 
provided after discharge and before the next face-to-face encounter is included in the work of this service. The new code for discharge 
day management requiring more than 30 minutes is a new service that has emerged for these same reasons, and involves new physician 
work effort that was not considered in the valuation of the old code. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

PiMl hespital dieelllll'ge et: • patiea& iaeltules fiRM eHIRiaaaiea et: lhe patiea&, diee&ssiea ef: lhe hespital stay, ias&HetieBB fep eeatiauiag elll'8, aa4 
p•eparaliea ef: dieelwge Neeftlfh The ho!!l!ital discharB! ctax management codes are to be used to reoort the total duration of time soent bx a 
J!l!xsician for final hosoital dischge of a J!atient. The codes include1 as ~. final e1amination of the J!atienL discussion of the hosoital 
st&J:1 even if the time ~nt bx the J!hxsician on that date is not continuous. Instructions for continuing care to aU relevant caregivers, and 
preparation of discharge records, prescriptions and referral forms. 

99238 AKl Hospital discharge day management; 30 minutes or less XXX 1.06 

•99239 AK2 more than 30 minutes XXX 1.15 

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



CPT Code Tracking CPT Descriptor Global R.VW Recommendation 
(• New) Number Period 

(Th__es&-4his code§ is ~ to be utilized by the physician to report all services provided to a patient on the date of discharge, if other than the initial 
date of inpatient status. To report services to a patient who is admitted as an inpatient, and discharged on the same date, use only the codes for 
Initial Hospital Inpatient Services, 99221-99233. To report concurrent care services provided by a physician(&) other than the attending physician, 
use subsequent hospital care codes (99231-99233) on the day of discharge.) (For Observation Care Discharge, use 99217) 

CPT five-digit CIHks, two-digit modiprs, and descriptions only are copyright by the American Mediad A.Jsociation. -2-

• • • 



AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: AK1 Global Period: XXX Recommended RVW: 1.06 

• CPT Descriptor: Hospital discharge day management; 30 minutes or less 

• 

• 

CUNICAL DESCRIPTION OF SERVICE: 

Vignettes Used in Survey: 

Final hospital day for 72 year old female with community acquired pneumonia who is otherwise well. She 
is improving and now on oral antibiotic. Discharge history and exam are problem focused, medical 
decision making straightforward, and patient requires a written prescription for antibiotic and simple 
instructions for medication, followup and complications to be alert to. Brief chart note and short written or 
dictated discharge summary is prepared. (Internal Medicine and Family Medicine) 

Final hospital day for a two year old female with Hemophilus influenza meningitis. She is now afebrile 
and has finished her IV antibiotics. She has no neurological deficit nor hearing Joss. Discharge history 
and exam are problem focused and medical decision making is straight forward. She requires no 
prescriptions but parents require instructions for medical follow-up and to be aware of possible 
complications. A brief chart note and short written or dictated discharge summary is prepared. 
(Pediatrics) 

Final hospital day for 72 year old female with lymphoma admitted to hospital for neutropenia and fever 
following myelosuppressive chemotherapy. Culture negative now, white count recovered, clinically 
stable. Discharge history and exam problem focused, medical decision making straightforward. Patient 
requires simple instructions with respect to follow-up and possible complications. (Oncology) 

Description of Pre-Service Work: 

Pre-service work includes providing instructions for continuing care to all relevant caregivers and 
preparations of discharge records, prescriptions, and referral forms before the physician is present on the 
patient's hospital unit or floor. Pre-service work may also include obtaining and reviewing the results of 
diagnostic and other studies, and providing written and telephone reports before the physician is present 
on the patient's hospital unit or floor. (This description of pre-service work is based upon the CPT 
descriptor of this service and definition of the pre-service in Appendix A, which accompanies the RUC 
surveys). 

Description of Intra-Service Work: 

Intra-service work includes examining the patient and discussing the hospital stay with the patient. It also 
includes reviewing the patient's chart, writing notes, providing instructions for continuing care to all 
relevant caregivers and preparing discharge records, prescriptions, and referral forms while the physician 
is present on the patient's hospital unit or floor. (This description of intra-service work is based upon the 
CPT descriptor of this service and the definition of the pre-service period in Appendix A, which 
accompanies the surveys). 

Description of Post-Service Work: 

Post-service work includes instructions for continuing care to all relevant caregivers and preparation of 
discharge records, prescriptions, and referral forms after the physician has left the patient's hospital unit 
or floor. It amy also include obtaining and/or reviewing the results of diagnostic and other studies and 
providing written and telephone reports after the physician has left the patient's hospital unit or floor. 
(This description of post-service work is based upon the CPT descriptor of this service and the definition 
of the pre-service period in Appendix A, which accompanies the surveys). 



KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor · 

99214 Office or other outpatient visit 
99232 Subsequent hospital care 

0.94 
0.88 • 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include an applicable elements or work m rationale: time; teclmical skill 
& physical effort; mental effort and judgement; and stress): 

The intra-service work of code 99238 is similar to the intra-service work of codes 99214 and 99232 in 
terms of the need to perform a history and exam on the patient. The medical decision-making is also 
comparable. The higher work value recommended reflects the additional post-service work associated 
with code 99238 (e.g., instructions for continuing care to all relevant caregivers and preparation of 
discharge records). 

The organizations that surveyed the new 99238 hospital discharge day CPT code agree that the median 
work relative value of 1.06 is an appropriate work value for this service. The recommended medians for 
each specialty were remarkably consistent (1.06 IM, 1.07 FP, 0.80 Ped, 1.02 Oncology). 

We recognize that the median RVW in conjunction with the median intra-service time yields a slightly 
higher intra-service work to time intensity ratio (0.052 RVW/minute) than the "typicala evaluation and 
management (ElM) intra-service work to time Intensity ratio of 0.036 RVW/minute. This higher intensity 
ratio may be a function of the nature of the service - a hospital-based service at a time when the patient 
typically is anxious to be discharged - or a function of the respondents possible misinterpretation of the 
definition of intra-service time. It is the opinion of the surveying organizations that many of the 
respondents thought of face-to-face time rather than the correct definition of intra-service time, which is 
time on the hospital unit or floor, when they responded with the amount of intra-service time for this • 
service. Consistent with this theory, if one maintains the median total time for this service (40 minutes) 
and slightly re-distributes the percentage of pre, intra, and post service time to increase intra-service time 
accordingly, the intra-service work to time intensity ratio will be consistent with other ElM services. 

As an example of how respondents could mistake intra-service work for pre- and post-service work, we 
note that alnstructions for continuing care to all relevant caregiversa is an important element of hospital 
discharge services. However, •communicating further with other professionals and the patient's familyn is 
listed under the pre-, intra-, and post-service periods in Appendix A, which accompanies the surveys. 
Thus, respondents may have included the time for this element of the service in the pre- or post-service 
periods even when they could have appropriately included it in the intra-service period. 

FREQUENCYINFORMAnON 

How was this service previously reported? 99238 

How often do physicians in your specialtv perform this service? XXX Commonly _ Sometimes _ 
Rarely (commonly for all specialties surveyed). 

Estimate the number of times this service might be provided nationally in a one-year period? 
Over 4 Million. 

Family Physicians 
Internists 
Pediatricians 
Sub Total 

936,000 
2,250,000 
675,000 
3,861,000 

(18 x 52,000 FP) 
(22.5 x 1 00,000 IM) 
(15 X 45,000 Ped) 

Is this service performed by many physicians across the United States? XXX Yes No • 



SURVEY DATA: 

Specialty: Combined data (internal medicine. family medicine. pediatrics. and oncology) 

Median Intra-service Time: 15.00 Minutes Low: 10.00 Minutes High: 30.00 Minutes 

• Median Pre-service Time: 5.00 Minutes Median Post-Service Time: 1 0.00 Minutes 

• 

• 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 22.50 in Past 5 years: 127.50 

Other Data: 

Sample Size: 120/362 Response Rate(%): 33.15% Median RVW: 1.06 

25th Percentile RVW: 0.90 75th Percentile RVW: 1.20 Low: 0.098 High: 10.88 

Please complete the following If more than one specialty society was Involved In developing the 
recommendation: 

Specialty: Internal Medicine CASIM and ACPl 

Median Intra-service Time: 15.00 Minutes Low: 1 0.00 Minutes High: 30.00 Minutes 

Median Pre-Service Time: 5.00 Minutes Median Post-service Time: 1 0.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 22.50 in Past Five Years: 100.00 

Other Data: 

Sample Size: 24/95 Response Rate (%): 25.26% Median RVW: 1.06 

25th Percentile RVW: 0.99 75th Percentile RVW: 1.13 Low: o. 7 4 High: 1.90 

Specialty: Family Medicine CAAFPl 

Median Intra-service Time: 15.00 Minutes Low: 10.00 Minutes High: 25.00 Minutes 

Median Pre-service Time: 5.00 Minutes Median Post-service Time: 1 0.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 18.00 in Past Five Years: 90.00 

Other Data: 

Sample Size: 31/63 Response Rate (%): 49.21% Median RVW: 1.07 

25th Percentile RVW: 1.03 75th Percentile RVW: 1.14 Low: 0.90 High: 1.50 



Specialty: Pediatrics CAAPl 

Median Intra-service Time: 15.00 Minutes Low: 1 o.oo Minutes High: 30.00 Minutes 

Median Pre-service Time: 5.00 Minutes Median Post-service Time: 1 0.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 15.00 in Last Five Years: 75.00 

Other Data: 

Sample Size: 27/114 Response Rate (%): 23.68% Median RVW: 0.80 

25th Percentile RVW: 0.68 75th Percentile RVW: 1.05 Low: 0.50 High: 3.00 

Specialty: Oncology CASCO} 

Median Intra-Service Time: 15.00 Minutes Low: 10.00 Minutes High: 30.00 Minutes 

Median Pre-service Time: 5.00 Minutes Median Post-service Time: 1 0.00 Minutes 

Length of Hospital Stay: N/A Nurriber of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 60.00 in Last Five Years: 300.00 

Other Data: -------------------------

Sample Size: 38/90 Response Rate (%): 42.22% Median RVW: 1.02 

25th Percentile RVW: 0.92 75th Percentile RVW: 1.25 Low: 0.098 High: 1 0.88 

• 

• 

• 



• 

•• 

• 

AMAISPECIALTY SOCIETY RYS UPDATE PROCESS 
SUMMARY OF RECOMMENDAnON 

Tracking Number: AK2 Global Period: XXX Recommended RVW: 1.75 

CPT Descriptor: Hospital discharge day management; more than 30 minutes 

CLINICAL DESCRIPnON OF SERVICE: 

Vignette Used in Survey: 

Final hospital day for 84 year old male who sustained a CVA with R hemiparesis, complicating diabetes 
not previously on insulin, hypertension and prior Ml with tendency to CHF. Feeding gastrostomy was 
placed and insulin management initiated. Discharge day history and exam are extended to verify all 
systems are stable, and medical decision making is moderate. Home health agency and family will be 
involved in home care, with PT and OT visits and periodic nursing assessments. Multiple medications 
and insulin instructions are prescribed. Prescriptions must be phoned to local pharmacies and separate 
written prescriptions prepared for mail-away pharmacy. The HHA referral sheet, discharge note, lengthy 
discharge summary, instructions to floor nursing, complex verbal and written instructions to family are 
prepared. (Internal Medicine and Family Medicine} 

Final hospital day for a six year old male who was involved in an auto pedestrian accident and sustained 
considerable neurological damage subsequent to intracranial bleeding. He required gastrostomy as well 
as a tracheostomy. The tracheostomy has been closed but he will continue to require a feeding 
gastrostomy at home. He requires considerable OT and PT. Discharge history and exam are extended to 
establish the current baseline functions of all systems. A home health agency has been contacted to 
arrange PT and OT visits as well as home health nurse visits to review gastrostomy feeding. Multiple 
prescriptions prepared for seizure medicines and antibiotics are telephoned to local pharmacies and 
separate written prescriptions prepared for mail away pharmacies. Paper work, including HHA referral 
sheet, written discharge note, lengthy dictated discharge summary, instructions to the hospital nursing 
staff and complex verbal and written instructions,to the family are prepared. (Pediatrics} 

Final hospital day for 84 year old male with refractory metastatic prostate canc~r. severe bone pain 
requiring narcotics, and multiple other medical problems including COPD and hypertension. Discharge 
day history and exam are extended to verify all systems are stable, and medical decision making is 
moderate. Hospice agency and family will be involved in hospice care, with periodic nursing 
assessments. Multiple medications are prescribed. Prescriptions must be phoned to local pharmacies 
with separate written prescriptions for narcotics. Instructions for foley catheter care are given. 
Arrangements for hospital bed, air mattress, and bedside commode are made. The hospice referral 
sheet, discharge note, lengthy discharge summary, instructions to hospice nursing, and complex verbal 
and written instructions to family are prepared. (Oncology) 

Description of Pre-service Work: 

Pre-service work includes providing instructions for continuing care to all relevant caregivers and 
preparations of discharge records, prescriptions, and referral forms before the physician is present on the 
patient's hospital unit or floor. Pre-service work may also include obtaining and reviewing the results of 
diagnostic and other studies, and providing written and telephone reports before the physician is present 
on the patient's hospital unit or floor. (This description. of pre-service work is based upon the CPT 
descriptor of this service and definition of the pre-service in Appendix A, which accompanies the RUC 
surveys) . 

Description of Intra-service Work: 

Intra-service work includes examining the patient and discussing the hospital stay with the patient. It also 
includes reviewing the patient's chart, writing notes, providing instructions for continuing care to all 
relevant caregivers, and preparing discharge records, prescriptions, and referral forms while the physician 



is present on the patient's hospital unit or floor. (This description of intra-service work is based upon the 
CPT descriptor of this service and the definition of the pre-service period in Appendix A, which 
accompanies the surveys). 

Description of Post-service Work: 

Post-service work includes instructions for continuing care to all relevant caregivers and preparation of • 
discharge records, prescriptions, and referral forms after the phvsician has left the patient's hospital unit 
or floor. It may also include obtaining and reviewing the results of diagnostic and other studies and 
providing written and telephone reports after the physician has left the patient's hospital unit or floor. 
(This description of post-service work is based upon the CPT descriptor of this service and the definition 
of the pre-service period in Appendix A, which accompanies the surveys). 

KEY REFERENCE SERVICE(S): 

CPT Code 
99222 
99233 

CPT Descriptor 
Initial Hospital Care 
Subsequent Hospital Care 

RVW 
1.84 
1.25 

RELAnONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDAnON (Include an applicable elements or work in ratiollllle: time; teclmical sldll 
& physical effort; meutal effort and judgement; and stress): 

The intra-service work of code 9923X is similar to the intra-service work of codes 99222 and 99233 in 
terms of the need to perform a history and exam on the patient. The medical decision-making is also 
comparable. The lower work value recommended as compared to 99222 reflects the subsequent versus 
initial nature of the services. That is, the physician is more likely to be familiar with the patient's situation 
when providing 9923X (thereby reducing the complexity of medical decision-making) than when providing 
99222. The higher work value recommended as compared to code 99233 reflects the additional post- • 
service work associated with code 9923X (e.g., instructions for continuing care to all relevant caregivers 
and preparation of discharge records). 

The organizations that surveyed the new 9923X hospital discharge day CPT code agree that the median 
work relative value of 1.75 is an appropriate work value for this service. The recommended medians for 
each specialty were remarkably consistent (1.80 IM, 1.76 FP, 1.68 Ped, 1.62 Oncology). 

We recognize that the median RVW in conjunction with the median intra-service time yields a slightly 
higher intra-service work to time intensity ratio (0.052 RVW/minute) than the ~pical• evaluation and 
management (E/M) intra-service work to time intensity ratio of 0.036 RVW/minute. This higher intensity 
ratio may be a function of the nature of the service - a hospital-based service at a time when the patient 
typically is anxious to be discharged - or a function of the respondents possible misinterpretation of the 
definition of intra-service time. It is the opinion of the surveying organizations that many of the 
respondents thought of face-to-face time rather than the correct definition of intra-service time, which is 
time on the hospital unit or floor, when they responded with the amount of intra-service time for this 
service. Consistent with this theory, if one maintains the median total time for this service (57.5 minutes) 
and slightly re-distributes the percentage of pre, intra, and post service time to increase intra-service time 
accordingly, the intra-service work to time intensity ratio will be consistent with other ElM services. 

As an example of how respondents could mistake intra-service work for pre- and post-service work, we 
note that •Instructions for continuing care to all relevant caregivers• is an important element of hospital 
discharge services. However, •communicating further with other professionals and the patient's family" is 
listed under the pre-, intra-, and post-service periods in Appendix A, which accompanies the surveys. 
Thus, respondents may have included the time for this element of the service in the pre- or post-service • 
periods even when they could have appropriately included it in the intra-service period. 



• 
FREQUENCY INFORMATION 

How was this service previously reported? 99238 

How often do physicians in your specialty perform this service? XXX Commonly Sometimes 
Rarely (Common performed by internists. family physicians, and oncologists. sometime performed by 
pediatricians). 

Estimate the number of times this service might be provided nationally in a one-year period? 
Over 2 Million. 

Internists 
Family Physicians 
Pediatricians 
Sub Total 

1,200,000 
520,000 
90,000 
1,810,000 

(12 x 100,000 IM) 
(10 x 52,000 FP) 
(2 x 45.000 Pedl 

Is this service performed by many physicians across the United States? XXX Yes No 

SURVEY DATA: 

Specialty: Combined data (Internal medicine. family medicine. pediatrics and oncology) 

Median Intra-service Time: 25.00 Minutes Low: 1 o.oo Minutes High: 70.00 Minutes 

Median Pre-service Time: 12.50 Minutes Median Post-service Time: 20.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

• Number of Times Provided in Past 12 months (Median): 12.00 in Past 5 years: 60.00 

• 

Other Data: -------------------------

Sample.Size: 120/362 Response Rate(%): 33.15% Median RVW: 1.75 

25th Percentile RVW: 1.495 75th Percentile RVW: 2.20 Low: 0.75 High: 3.02 

Please complete the following If more than one specialty society was Involved In developing the 
recommendation: 

Specialty: Internal Medicine CASIM and ACPl 

Median Intra-service Time: 25.00 Minutes Low: 10.00 Mim.ites High: 67.50 Minutes 

Median Pre-service Time: 15.00 Minutes Median Post-service Time: 27.50 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A _ 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 12.00 in Last Five Years: 50.00 

Other Data: ---------------------------

Sample Size: 24/95 Response Rate (%): 25.26% Median RVW: 1.80 

25th Percentile RVW: 1.50 75th Percentile RVW: 2.22 Low: 1.10 High: 3.02 



Specialty: Family Medicine CAAFPl 

Median Intra-service Time: 21.00 Minutes Low: 13.00 Minutes High: 45.00 Minutes 

Median Pre-service Time: 1 0.00 Minutes Median Post-service Time: 20.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A • 
Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 10.00 in Last Five Years: 50.00 

Other Data: --------------------------

Sample Size: 31/63 Response Rate(%): 49.21% Median AWl: 1.76 

25th Percentile AWl: 1.50 75th Percentile AWl: 2.00 Low: 1.10 High: 2.60 

Specialty: Pediatrics CAAPl 

Median Intra-Service Time: 30.00 Minutes Low: 10.00 Minutes High: 60.00 Minutes 

Median Pre-service Time: 15.00 Minutes Median Post-service Time: 15.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 
Number of Times Provided in Past 12 months (Median): 2.00 in Last Five Years: 8.00 • Other Data: 

Sample Size: 26/114 Response Rate(%): 22.80% Median AWl: 1.68 

25th Percentile AWl: 1.21 75th Percentile AWl: 1.98 Low: 0.75 High: 2.50 

Specialty: Oncology CASCO) 

Median Intra-service Time: 20.00 Minutes Low: 1 0.00 Minutes High: 70.00 Minutes 

Median Pre-service Time: 15.00 Minutes Median Post-service Time: 20.00 Minutes 

Length of Hospital Stay: N/A Number of ICU Days: N/A 

Number & Level of Post-Hospital Visits: N/A 

Number of Times Provided in Past 12 months (Median): 40.00 in Last Five Years: 215.00 

Other Data: 

Sample Size: 39/90 Response Rate (%): 43.33% Median AWl: 1.62 

25th Percentile AWl: 1.45 75th Percentile AWl: 2.30 Low: 0.95 High: 3.00 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

NEWBORN DISCHARGE - TAB 28 

• 

The RUC recommendation for CPT code 99435 is based on a survey of 124 physicians. Code 99435 [History and Examination of a 
normal newborn infant, including the preparation of medical records (this code should only be used for newborns assessed and dis­
charged form the hospital or birthing room on the same date)] has been added to reflect the current hospital practice of discharging 
newborns on the same date of delivery. 

Previously, healthy newborns were evaluated by a physician within the first day of life. This initial evaluation included review of the 
prenatal, natal and post-natal records, a comprehensive examination, preparation of hospital records, and counseling of the parents which 
is described by CPT code 99431. Usually, the second hospital day for a well newborn was the discharge day. At this visit, the 
physician did another comprehensive examination, prepared the discharge records, and counseled parents concerning the care of the 
newborn as described by code 99238. Current hospital practice now dictates that in many instances a healthy newborn is discharged 
from the hospital on the date of birth. Therefore, only one examination is performed. There is considerably more work involved in this 
single visit to determine that the newborn is indeed healthy·than is performed in a typical 99431 or 99238 visit, particularly since there 
is so little time to observe the baby. 

The specialty society estimated that approximately 34% of services that are now reported as CPT codes 99431 and 99238 account for 
services that will now be reported as CPT code 99435. Code 99435 requires less physician work than the combination of codes 99431 
and 99238 because there is usually only one examination, but requires more physician work than either of the two separate codes (99413 
and 99238) because of the extended counseling and paperwork at a single visit. The RUC recommends 1.50 RVUs, which is also the 
survey median. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

The following codes are used to report the services provided to normal or high risk newborns in several different settings. For newborn hospital 
discharge services provided on a date subsequent to the admission date of the newborn, use 99238. For discharge services provided to newborn 
admitted and dischar2ed on the same date1 see 99435. 

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



CPT Code Traeking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

•9943S 01 History and examination of the normal newborn infant, includ- XXX l.SO 
ing the preparation of medical records (this code should only 
be used for newborns assessed and discharged from the hospi-
tal or birthing room on the same date) 

CPT jiv~git codes. two-digit modifiers, and descriptioM only are copyright by the American Medical Association. -2-

• • • 



• 

• 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMAilY OF RECOMMENDATION 

Tracking Number: _..lii:O.:..l _ Global Period: XXX Recommended RVW: __ l.w.S"'-~0~·--

CPT DescriptOr: History and examination of the normal newborn infant, includin: the preparation of 
medical records (this code should only be used for newborns assessed and discharged 
from the hospital or birthing room on the same date) 

CLINicXL DiSckiPfioN OF SERVICE: 

Vignette Used in Survey: 

A full term newborn male is delivered to a 28 year old gravida two mother. The mother's and infant's charts 
are reviewed, and a complete examination of the ·infant is performed. The findings are reviewed with both 
parents. Issues discussed with the parents include feeding, jaundice, clrcumcision, cord care, sleep pattern, 
newborn behavior, peeling of skin, bowel movements, crying, response to tactile stimulation, safety issues, 
immunizations, parents' need for rest, early discharge, and utilization of the health care system. The infant and 
mother aro discharged from the hospital later that same day. Hospitalization and discharge records are completed. 

Description of Pre-Service Work: Obtai.ning and reviewing results of diagnostic and other studies before the 
physician is present on the patient's hospital unit or floor. 

Description of Intra-service Work: Review of the mother's and infant's charts. Histoey from the pare.nt(s) and 
examination of the infant. Discuss with the parents issues including feeding, jaundice. circumcision, cord care, 
sleep pattern, newborn behavior, peeling of skin, bowel movements, crying, response to tactile stimulation, safety 
issues, immunizations, parents' need for rest, early discharge, and utilization of the health care system . 
Documentation of medical n~c::ords and instructions for continuing care to all relevant caregivers while the 
physician is present on the patient's hospital unit or floor. 

Description of Post..Service Work: Insuuctions for continuing care to all relevant caregivers and preparation 
of mediad records after the physician has left the patient's hospital unit or floor. 

DY kD'EIENCI SEIMCi(S): 

CPT Code CPT Descrjgtor ~ 

99221 Initial hospital admission, Level 1 1.06 
I 

99233 Subsequent hospital vish, Level 3 1.25 

99238 Hospital discharge day management 1.06 

99431 Normal newborn history and physical 1.17 

99433 Normal newbom subsequent hospital care 0.62 

kELAiibNSidP of NIW ok kiMS£b cOD£ to dV kki'iktNct sikVICE(S) ANDIOk OTHER 
RATIONALE FOR RVW RECOMMENDATION (IDclude aD appDcable e1cmeats v1 work In radCNIIIe: tiule; &edmlca1 
lkW a pbJslc.al effm1; meatal effort ad Juclgemeld; aad stn&~): 

99431 and 99238 were the most commonly chosen refereru:c services. The physician work of ·a history and 
examination of a newborn including preparation of hospital records all done on the same date requires le.ss 
physician work than the combination of the two related codes (99431 and 99238) because there is only one 
examination, but requires more physician work than either of the two separate codes (99431 and 99238) because 
of the extended counselling and paperwork at a single visit. 



• •• • •• • • -·- ..,.__...,. -.J'-ol-rJ 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE MEmOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: • 

FREQUENCY INF'ORMATION 

How was this service previously reported? _ _.u~a,siwn-.&.1iicowd'liies~99z::l4~3.A.l..s.an~d:~:..,;9~9~2~38i-----------

How often do physicians in your specialty perform this service? JL Commonly _ Sometimes _ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 1 mlllion 

Is this service performed by many physicians across the United States? _x._ Yes _ No 

• SURVEY DATA: 

Specialty: American Academy of Family P.bysicians and American AcademY of Pediatrics 

Median Intra-Service Time: 20 minutes Low: 10 minutes High: 4S minutes 

Median Pre-Service Time: 6,5 minutes . Median Post..Servlce Time: 10 minutes 

Length of Hospital Stay: NA Number of ICU Days: NA 

Number &. Level of Post-Hospital Visits: ~---N6.:4JIA....._ __ _ 

Number of Times Provided in Past 12 months (Median): _ _.t-.5 _ in Past S years: _-K60~~~.-_ 

OherDma: --------------------~._ ___________ __ 

Sample Size: _..,13'"'2-- Response Rate(~): _3.a;6~~~ Median RVW: _ _,t,..,S:x.O_ 

2Sth Percentile RVW: _....,1,.,25"--- 75th Percentile RVW: 1.88 Low: 0.80 High: ),00 

• 



• • 
RUC HG::PAC REVIEW BOARD 

SUMMARY OF RECOMMENDATIONS 
FEBRUARY 1995 

PHYSICAL MEDICINE AND REHABU.ITATION 

• 

The American Physical Therapy Association (APT A) and the American Occupational Therapy Association (AOTA) presented relative 
value recommendations for four new physical medicine and rehabilitation codes. The RUC HCPAC Review Board submits a recom­
mendation of .45 for each of these services. 

APTA and AOTA had recommended relative values ranging from .44 --.SO for these services. The Review Board agreed that the work 
for these services is comparable to other therapeutic physical medicine codes [eg, 97110: Therapeutic procedure, one or more areas, 
each 15 minutes; therapeutic exercises to develop strength and endurance, range of motion and flexibility (RVW =0.45)], but did not 
feel that the survey data warranted different values for each service. 

The Review Board noted that the survey results indicate that codes 97535 and 97537 may be reported for an average of 45-60 minutes, 
resulting in a total work RVU of 1.80 per hour. This work value appears reasonable when compared with 99404 [Preventive medicine 
counseling and/or risk factor reduction intervention(s) provided to an individual (separate procedure); approximately 60 minutes (work 
RVU = 1.95)]. The Review Board also noted that these services require direct one-on-one contact between patient and provider. The 
travel time to and from patient's home or workplace would not be reported. 

CPT Code Tracldng CPT Descriptor Global RVW 
(• New) Number Period Recommendation 

97116 Nl Therapeutic procedure, one or more areas, each lS minutes; gait training Cmcludes stair XXX 0.40 
climbing} (No Change) 

97S40 N2 'J:Niaiag ill aecivities ef daily Jirliag (oelf eare s'ri''s aHfep Mily Jife IIIIHHlgiiRea& ~~ XXX N/A 
iaitial30 !llliR1Ites, eaeh •Jisil 

{27S40 has been deleted. Io reoort. see 97SXX1 97SX2) 

97S41 N3 eaeh additieaal lS miautee XXX N/A 

{21S41 has been deleted. Io reoon. see 97SXX1 97SX2) 

CPT jive-digit cotU8, two-digit modifler8, and de8criptioru only are copyright by the American Medical A.Ysociation -1-



CPI' Code Trackillg CPI' Descriptor Global RVW 
<• New) Number Period Recommendation 

•97S3S N4 Self care/home management training (eg, activities of daily living (ADL) and compensatory XXX 0.4S 
training, meal preparation, safety procedures, and instructions in use of adaptive equipment) 
direct one on one contact by provider, each lS minutes 

•97S37 N5 Community/work reintegration training (eg, shopping, transportation, money management, XXX 0.4S 
avocational activities and/or wodc environment/modification analysis, work task analysis), 
direct one on one contact by provider, each 15 minutes 

•97542 N6 Wheelchair management/propulsion training, each 15 minutes XXX 0.45 

97700 N7 Oftiee l'lisite, ieeladillg eee ef. the fellewiag &e&t8 81' meiiiNI'IIateRIB, with Np&l& •• Otthetie XXX N/A 
•eheek eat• 11, PtoelllhMie •eheek •• e, .+a·Ji.tiee ef daily liviRg •eheek ••a iRilial30 
lllilla&ee, eeeh ¥isil 

97701 N8 eaeh allditieMIIJ mieutee XXX N/A 

{27000a 9:Z:Z01 have been deleted. To reoort use 977X4} 

•97703 N9 Checkout for orthotic/prosthetic use, established patient, each 15 minutes XXX 0.4S 

CPT jivNligit code8, two-digit modijier8, and descriptioru only are copyright by the American Medical .Aasociation -2-

• • • 



• 

• 
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FIOTA 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

P.1212/09 

Tracking Number:'_.N~4;.::;.... __ Clobal Period: _XXX==---- Recommended RVW: _0=.4..:.::5...._ __ 

CPT Descdptor: Self carelbame manag=cnt lmiDiDg (eg, actiVities ar daily liViDg CADL) aDd ~ aaining, Jru:al 
prepamnao, srd'c:ty pnx:cdma. aad .iDstructions in I* o! adaptive equipmeD1;) direct one on one c:anta= by 
provider, each lS mimlt=> · 

CLINICAL DESCRIPTION OF SERVICE: 

VlgDette Used in Survey: ~ patient js a 65 year ald wam&D .rec:cnr1y disdl.qed fr:am tbe hospitDI With a cliagnosis of CV A re~u.Ui.ag 
in a .Dgbt bc:mipaRiil. 'I'bc patia1t .lives aJoDe and waDIS ED be abll: 10 .remain .in her bame. 1he iDizial evaluation bas .revealed pertonnnnc:e 
~ ill bathroom activilics and meal~ At tbe bame lite, rhe l:berapist n:rnmme:nds IDd sets up pmper adaptive eqllipm&:.Dl in 
lbc barhroam. so tbat the patieDt can afely trannet ro toilet mzd bathtub 1lliD& campeosamry technique&. In the kit.::bm. the tberapists teaches 
aDd observes meal p.reparlllilm IIJliug cme-banded tec:boiques anci specjal adilplive cqujpmeDt. Tberapist mut assure that JNI&is;Dt.' 1 fuDctimW 
level is Rlffic:ient ro peEfoDn DeCe.Cn!Y self can: 8Dd home .~I~aDa.Gemmt activities within afc limits (e.g., ~ items ofi 1loor, liftins pots 
fiOm move, n:acl:liDI item& m cupboards. 0~ dnlwen:) 

Description of Pre-Service Work: 
lAclwies: 

chart zeview aDd aoaly6i& o! palkot bistoly to ascertai.l1 if compeasarory vs zalorative &kiliJ an: jntfieated 
JeL up, JChedulelarderl:etl:ieve mpplies 
selerl potenUal ildllptive deviccJ 

Description of Intta-Se.rvice W ark: 
Direct patient time. may include: 

saiety Wtruction 
com;Pc:oaalm)' lcebDiqueleqaipmellt traiDirls (seguecriDg, followmg direc::Qo~~~, .D1elllOlY .lists) 
inltmctiDg familylpatieat 
patient~ J'elllm demo.DstEatian 
problem soJviDg worlc (q, adapliug for IUIII5ual. laW) 
make emim.omemal adaptatimls ro fllcilir&re 81:Q:&Sl"bilily in bamc 

Desc:rlption of Post-Service Work: 
IDcludes: 

commnqic:atjQD wilh spouse/family, potelltial furlding SOUI'CCa !or lldaplivc equipmeDt 
doc:umentalion 
""'"mgnisstj"' wilh otbct tam JDC~Dben, cquipmc:at p%0Vidm, ~ ;aa:icr 
.n:sear:dDDg .c:aaalogs, ordednJ equipaw1t if neceuary 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor ~ 

97530 'Iberapeu& actiVities, diftlct(aae aa one) patic:nt c:oniBct by the pzov.id&r (use of 0.44 
~ activili111 &o implove f11Dctio.n.11 pe:d'onrv!Dce), each 15 D'liDurc& 

91110 'Ibelapeutic procedUsc, one or DIOI'c JR~~S, cacb 15 minutes; tbenpcutir ~ ro 0.4S 
dcw::lop ~ aod Clld1lraDce. .mDge of motiDD IIDCl Oc:)Qbi)ily 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) Al'\"D/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (haclwlc all applicable e~emtmr.s of work m ratioule: 11me; techn'cal 

alcill ~ )hy.icallllrurt; meatal effort - Jad&emat; IIDd ~tress): 

RVW is median value :&om APrA and ACTA respondents and corresponds lo .te!erence services RVWs. Range 
of typical paticDts include frail elderly atld dilldren Wilh CP or autism wbere safety factors require intense 
practitioner work. 
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IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: NA 

FREQUENCY INFORMATION 

How was this service previously reponed? -::9;..:.7.:::;..540.:.:;... ________ _ 

How often do physicians in your specialty perfo:m this service? A_ CommoDly _ Sometimes _ Rarely 

Estimate tbe number of times this service might be provided nationally in a one-year period? -.:.::1 000+~-----

Is this service J8fmmed by many physicians across tbe United Slates'! .z_ Yes No 

SURVEY DATA: 

Specialty: The American Occupatioal Therapv Association 

Median Intra-Service Time: _4:.:;;.5 ____ _ Low: ..,:1:.:,1 ____ _ ~ ~6=0 ________ __ 

Median Pre-Service 1imc: ..:l~l,;,;;.S.;o,O _____ _ Median Post-Service T'.une: ....:1~0~-------

Length of Hospital Stay:------ Number of ICU Days: -----------

Number&. Level of Post-Hospital VISits: --------------------

Number of Times Provided in Past 12 months (Median): ..;s~o __ _ in Pasts years: -='=oo ____ _ 

~D~ -----------------------------------------
Sample Size: -=24:...:...:.1 ___ _ Response RaJ8 (.,): ..-t-2 __ _ Median RVW: ...:0::.:...4.:::5 ____ __ 

25th Percemile RVW: ..,;:0-.44--. __ 75th Pcrccmile RVW: ... o;;,;,.46-.,_ Low: .... 0~.40;;.;;.... __ High: 0.90 

Specialty: The American Physical Thcnmy Association 

Median Intra-Service nmc: ...::2o;;;,O ____ _ Low: 0 ....:....------- High; ..,;lo,;;o;20.._ ___ _ 

Median Pre-Service T.ame: _.1~0...._ _____ _ Median Post-Service Tune: ... 1.,.0...._ ______ _ 

Length of Hospital Stay:------ Number of ICU Days: ----------­

Number & Level of Post-Hospital Visits: ---------------------

Number of Times Provided in Past 12 montbs (Median): ...::2:._ __ _ in Pasts years: -=25~-----

Other Data: -------------------------------------------------------------------
S~S~: -1~6~0 _________ _ Response Rate (9&): ....;;~4;:.1 __ _ 'Median RVW: -=0:.:..4=S...._ ____ _ 

25th Percentile RVW: ...::0~.44:.;:..... __ 75th Perc---mile RVW: ...:;0'-=.s~s __ Low: 0 High: -=3=.0=0 __ 

• • I 

• 

• 

• 



• 

• 

• 

.rAN-23-1995 11:1218 AOTA P.04/09 
AMAJSPJ£l:IAL"l'r SOCI.KlY .R.VS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

1i'ackiDg Number: --:.;N:::.:S __ _ Global Period: ..:.XXX=--- Recommended RVW: ....=.:0.5::.;0=-----

CPT Desaiptor: ComrmmitJIWartcRinfqJIBiion IDiDiDg (eg, sboppiDg.lmllSpOit3tiOII mmaey .maoagemem. avocationaJ acliv:ili~:~~ 
and/Dr wolk cmiroDIDI:IltlmodificetiDD aiiAlysis, wCKk task aDal)'sis), dit=t one on one contllcl. by provider, caeb 
lS miDil~ 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35 year old c.omputer prosrammer with a ruapnsis ot cumam-~ syndrome iB bc:;iog ll'CatCd in m 
ouCpaticot clepaztmcDt for 1UiidiW wcakDas which is limitiug his aability IU Jc&&lm ID c.amnmnity IIZ1Cl wotk stmtici. ~"tcr evaluation. tbe 
lbetapict idc.nli5c& ~ Gd WOJ:k aMralml.cut u Lwo baaiua tD bis ability ID te1U.nl to former fuoclioDill level ~ lbcmpist 
deterrniDes 1be type of driviJig adaprati&m needed. trams him iD. cbc usc of II» equipmat (iDGludio,g on-.road ~). aad tmiDS em car 1raad'er 
tedmiquu. 

(Same patiellt,) With die palieut. 1he 1be:DpiSt aD8lyzc:s tile co5e:Dtial job IUDdi.cmi. At the walk siae tbe therapist &Dal)'zes 1he wo.lk 
cuvimDmeD1 to identify any :faccms with J10tentialllep%iVe impact on hlllaJic:elaabJli!r. pO&OUC aDd aCe cxrrc:mily IUDCtian. 'Ibc thcmpist 
lq'Orr.& ~1mdiDgs 10 lbo palialt.aml, iCDeceiSII)',Ibe employer,recunmends .oecessary c:baDges izuoutine (e.,. stretehiDl:periods) or aniQive 
tedmology (e.g. efSODDali.c seating, compUkr acc:es£) aDd provide~; cquipmc:oL pmbuiDg iD!oJ:matioD Ul the pazimt ~or employer. 

Description of Pre-Service Work: 
IDduclu: 

disc:ullillg pcu:ciYcd dc:mands of the job 1't'i!h ·other emplo)'er 
c:lwt l'eView 
ealls 10 let up appoiDtments ~-site 
prwct up of aai\'ilics 
GQ!ft!Dnnic:ate wllh ~ cazziu, emp1ayer, eqaipa1eAt dealar to scMMe &. ob&aiD a,FFOVI] 

Description of Intra-Service Work: 
Dii=t ,Palicnt ~ may inch~ de: 

skilled asse.sliu& of all c:ompo.DeDts of job de!MMs .releYDDt to patleat abilii,Y 
o'blemag aad ~ (WJiUeD. taped 8Uor .tiJmed) obsenatioDS. ~t equipmel1t, demo~ Dew 

llldmiques. ~ 
~ to car. dliWJg a=rziques 
IDiDiDI m pzoblcm aoi\ing 
iD.structia& supervilor/employer 

Desaiption of Post-Service Work: 
IDc1ucles: 

discauiq JIIC'di&edcml~gjpmeut GHds with employer/area aupervisot 
~ling Ja.lilli 
follow-up phcme c:aDs fD physiciall., otbw tb=pi81S, ~ ccica:, CII(Vipmcm supp&r, ~ (patic:ut) 
.N~ calalogs aDd mdedDg neceuary equjpmeot 

KEY REFERENCE SERVICE(S): 

CPT Code . CPT Descriptor ~ 
91530 ~~ ~'YiSicl. cUD:d(cmc on o~) pati=t c:a11ta1:t by 1be plCI\'idlr (use of 0.44 

dyDamic adivities to impm~ fuDctioDA1 perfo:mance), each 15 .mizwlel 
97110 "'bc:npc::l~ Jll')Gedme. ODC ar ~ areai. cac.h lS .mimlte&: 1berapeu1ic cetCiseJ to 0.45 

develop llreD&th aud ~ ftSI&e o! motioza amd Ocdbilit¥ 
9mO Development of cogai.Ci~ ~kills to D:npzovc aa=liaD. mt::IDCIIY, problem 1oMag, 0.44 

~des compensatmy tl2liDiDt; aDdlar ea.sary ioteplive aaivilies, din:c&. (nne 
on one) pal:ieat c:anllll:t by lbc provid=r. eadl 15 mmutes 
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.K.JgA'l"JUN~.l" OJc' N.I:!:W U.K..KKVISJW CUD.E '1'0 KEY REFERENCE SER.VICE(S) AND/OR OTHER ' 
RATIONALE FOR RVW RECOMMENDATION (llldaale all applic:abJe elements ot wadi: a ratkma!e: IbM; tec:Jmi-I 
mn I& pbyskal eJrDrt; meDial cll'artaad Judgemeot; IUld mess): 

Recommended RVW is meDian for AYrA and AOTA. Service requires higher intensity than rcfCZ"CDCe services • 
because of stress and judgement needed to address greater risk to patient and otbers in a less comrolled 
enVironment. Typical patients also include yollllg adults with such conditions as CP or spina bifida. 

m RECOMMENDED Ryw 'S u• SED ON tN AT:rERNATIVE METnnn INSTEAD nF THE srmYEV 
RESULTS, PLEASE EXP;LAIN WHY: NA 

FREQUENCY INFORMATION 

How was this -service previously reported? _.9 .... 7.;..540~-------------

How often do physicians in your specialty pcrfmm tlUs service? JL Commonly _ Sometimes _ Rarely 

Estimate the number of times thls service might be provided nationally in a one-year period? ...,jl:.;OOO+~--­

Is this service performed by many physicians across the UDitecl States? .1L Yes _ No 

SURVEY DATA: 

Specialty: The American Occupational Therapy Association 

Median Intra-Service Time: -=s~o ____ _ Low: 8 -=------ High: ..c9.c;.9 ____ _ 

Median Pre-Service T.llilc: ....=1~5 ______ _ Median Post-Service nme: ...:1::5 _______ _ 

Length of Hospital Stay:------ Numbec of ICU Days: ----------­

Number & Level of Post-Hospital Visits: -------------------­

Number of Tnncs Provided in Past 12 months (Median): .... 1:.;;:.4 __ in Past 5 years: ... s~5 _____ _ 

Sample Size: ... 2_.4,.1 ___ _ Response Rate(%): ...:1:.::.1 __ _ Median RVW: ...lio~.5~o ____ _ 

~~~~~RVW:~O~~~-- ~&P~eRVW:~0~~5----- Low: .-;0 ..... 45=---- High: _.1...,..1~0 --

Specialty: The American Physical Therapy Association 

Median Intra-Service T'lUle: ... 3~0 ____ _ Low: 0 -=------ High: ...:1:.::::;80 ____ _ 

Median Pre-Service Tunc: ... t~o,_ _____ _ Median Post-Service Time: lS 
~-------------

Length of Hospital Stay:------ Number of ICU Days: -----------

Number & Level of Post-Hospital Vl&i.ts: -----------------------

Number of limes Provided in Past 12 months (Median): ...:0:.-__ in Past 5 years: -=8=--------
Sample Size: .....~~1~60=r...--- Response Rate (%): ~4..:..1 __ _ Median RVW: ..:o=.s._o _____ _ 

2Sth Percentile RVW: 0.4S 75tt. Pe.rc:eLtile RVW': -=0=.6=1 __ Low: ...lio.._ __ High: _3""'.00...._ __ _ 

• 

• 



• 

• 

• 

.1~23-1995 11:09 ACTA 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMAR.Y OF RECOMMENDATION 

P.eG/09 

Tracking Number: .... N;.;.6..._ __ Global Periooi: --..XXX;;;..;;;;.: __ _ Recommended RVW: ..:0::.:...44~----

CPT Desaiptor: Wheelchair managcmcrJipropulsicm training, each IS mimttes 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in SUrvey: A 29 year old C4 qnacinplegjc with complete zisbt 'boulder ctiUil1ic::uh&tion IIDd lGtl abow bee ampulalion 
bas been &:cd wilh a powmsd wheelrilair aDd ~:U&tam sea::iD£ system. Air# au •ur~t of tbc lcadza,g lYStaD in con~ with his 
functional soal£, the lherapUt deramines lhallhc llYSWn muaL p10Yide mhilizatioa. support 8lld halaDce u weD. "'~ ~L 
To adlieve these aoaJs, the tberaJ1ist 1C!W the ,PAiieat ;n h we opc:ratian aDd maD11iCID£D1 of the wheeJeMir io order to achieve mdepald=t 
mobili~ in bitr. bome and c:ammUDiLy llll'i1oDmeDL 

Description of Pre-SetVice Work: 
lDc:lude£: 

eommmdc:atiq wjth otber team membet:s 
Cbarf/bPtmy lWicw 
.cesearchldesi.p alleraativcs 

Description of Intra-Service Work: 
Dh'ect patient time. may iDdDde: 

obscrviog putimt5 abiliW:s. ~ ~VIDhility &kills 
adjusfiD& aatiDg, otber Wheelcbair ccimponent,c 

&raiDing in prob.h:m iO.lvjQg J:N1 life sibtatiODS far wmk, bom=. aaeatian areas 

Description of Post-Service Work: 
mc)ndes· 

KEY REFERENCE SERVICE(S): 

CPT Code 

91116 
91530 

'17770 

CPr Descriptor 

Tbezapeutic ~ ou or more areas, each 15 miautec; pit tnliaiag 
'Iberapeu~ dWiei. direc:(cme on ODe) patient CODiact by tbe powter (use of 
dynantic: IICtiWi.el to impzovc !um:IWDil. pafCUD~~DCe), each 1S minutes 
DeveJg_pmeDl o! copitiYe sJcills to improva aDeDtion, JDtD~OJY. ,PrOblem solving. 
iDclucie5 GOmpeDPtmy traiDiDg alldfar seDJary ~ acti.Yities. direct (ODe 
011 OIIC) pariezu CODIBCt by lhe prov;der, each 15 miDulcs 

OAO 
0.44 

0.44 

RELA.TIONSHIP OF NEW OR .REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
.RATIONALE FOR RVW RECOMMENDATION ([adude an •pplicable •'em"ts of WOZ'k mmtiaDale: time; feclmJcal 
am • plQosic:al effort; matat effort ua~ JadKemad; uu1 dre:s5): 

RVW is median value for AYrA aDd ACTA Typical patient also includes 1hosc with CP, ALS, or MS. Greater 
practitioner skiiJ is required to address motivational and copitive problems in addition t.o lechnical coucems of 
wheelchair m.&DagemeDt. 



• 
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IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: NA 

FREQUENCY INFORMATION 

How was this service previously reported? --:;...97;..::5;....;.40.;:;...._ _____________ _ 

How often do physicians in ;your specialty perfth-m 1his service? L CommoD1y _ Sometimes _ Rarely 

~ the .DiliD.ber of times this service might be provided natio.oally in a one-year pe.Iiod? 1 000+ 

Is this service performed by many physicians aaou the United States? .x_ Yes _ No 

SURVEY DATA: 

Specialty: The American Occnpational Therapy Association 

Median Intra-Service Time: -=3=8 ____ _ Low: 2 -=------ High: ..::;99~----

Median Pre-Service T'liile: -=s;....._ _____ _ Median Post-Service Tune: -=1~0--------

Length of Hospital Stay:------ Number of ICU Days: ----------­

Number & Level of Post-Hospital Visits: -------------------

Number of "limes Provided in Past 12 months (Median): _.1..._ __ in Past S years: ...::6'--------

Other J)ata: -------------------------------------
S~kSac: ~~~1 ___ _ Response Rate(%): ...:1:.=:0 __ _ Median RVW: -=0~.44;...:._ ____ _ 

25th Percemile RVW: -=0;.:..;.44-..__ 75th Pe.rcenlile RVW: -=0~.4=-S __ Low: ...::0::.:::.3=-S __ High: ..,;;o .... s .... o __ 

Specialty: 1be American Physical Theraoy Association 

Median IIItra.Semce nme: ts 
~-----

Low: o -=------ High: ..,;;60~----

Median Pre-Service nme: -=s..._ _____ _ Median Post-Service Time: ...:7.;;.5.._ ______ _ 

LeDgth of Hospital Stay:------ Number of ICU Days: ----------­

Number & Level of Post-Hospital Visits: --------------------

Number of T'm:aes Provided in Past 12 montbs (Median): ...:0::;.... __ in Pasts years: """"-------

Other Data: ---------------------------------------------------
~e~c: -=1~6~0 ___ _ Response Rate (~): ....:;40~-- Median RVW: ...::0~.44~-----

25th PcrccntUc RVW: .o~.40~-- 15th Pcru:ntilc RVW: ...:0;;,;;.5:;,;;0,___ Low: _o....__ High: -:1~.40=---

• 

• 

• 
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11.1YJ.N"r.i:4-.I.IU.JJ. J. "~J.1 AY" UCUA.J..I!. CA~i:t 

SUMMARY OF RECOMMENDATION 

Tracking Number: --:.;N~9___ Global Period: ..;;.;XXX=.:.--- Recommended RVW: ~0.,_46~---

• CPT Descriptor: 

• 

• 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Ortbotk: A 56 year old female with a diaposls of meumazoid artbritir ls seen for a foDow-up checkout 
suhsequeDt to a meracupa1 phalaJlpa1 flexible implaDt atduoplasJ1. 'lbe tberapilt ba£ pr"e'liously 1itti:cl ~ patialt with a cma1 d.yaamic 
Cl'lbosis that provide a c:o~.D. of midu~ d~ aud pemUts metKalpal tlexio.D.aad nteasio.D. in desired pJaDe a.D.d .raage. Tbe patient's 
cdana lw ~ and abe c:ampJailll' nf pre.uu~ nn lh¢ ulnar ~hricl. 11lc rherap:ir.t ~-~ rbc fit lll'ld mllkc:li adju~Umc:n~ rn the 
ottbo.si.s. 

~ A fatty y~ old man with a left below blee amputarioll is s.eeu two mODlhs. ~ ~8 fliied for fl proslbcm c:om;ili:cmg uf 11. 

CO!LVeotiOJlaliOcket with IUJD eoJidy.lar IUspcD&ioD aDd uch foot. Tbe tbetapjst.l.'eaSI88SeS the patieAt'1.oeed for acidjtjoMj mMificatio.as to 
the sockeL oi lbc pJWilhlllri.5 following a smmp n:vU.ion. The: th=ipist ducwnc:ars Ou: fit u! the: pru~is and cbcc:.bo tb~: plllic:nt',. wmfort and 
a1llf~ duriug san awl S1all~ actiVJlies. 

Description of Pre-Service Work: 
Iadudes: 

~~ bistaty/dwtllast JIOtes 

phanc c:a& 1o pbylician, iosuraD= caaicr 
ia$saDblizq; supplie$, tools, ere 

Description of Intra-Service Work: 
D=t patie.D.t Qme. may iD.cJ.ude: 

~e hand/wrist problems., wound swus, wolllld C8ft, baDciaeiDs 
assesli.a& sp.lillt for alignment. fit 
aqjuatin,Yn:paiz:iDg c:ompoo=w o! cmhuliclproslbcfic. addiog/dclcli.Dg paddiD,g 
reiMtrw:t patient n::gardiog wearing schedule, applicalion aod care of ottboric/prortbetic 
havJog patieot p~ proper tcchJlique 

Description of Post-Service Work: 
May izK:ludc: . 

wri6ng ao~ docum~n 
pmvidiog pa.timtltamily wilb home PJ:Oifllll 
~ wilb otbet ~st£. phylician, inanlrance: Clll'rier 
cleaniDg up tools, splintillg supplies, Madagi"B area 

KEY REFERENCE SERVICE(S): 

CPT Code 

97530 

97110 

err Descriptor 

Tbetapeutic activities. ditec:t(OA& on ewe) patiem COiltact by the provider (use of 
dyumic activities to improve IunetioDal perfnnn:trn), each 15 .mioutel 
'I'h«ap:u1ic proc:«<we, one or m&W ~ each lS minuii:S; ~lie ~~ w 
develop streDgtb and eDduamce, zaoge of motion and flcxibilily 

0.44 

0.45 
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RATIONALE FOR RVW RECOMMENDATION (IDdude all applicable elrmm•s at wom JD ralkmale: time; ta:bnical 
skiD & pb)'Q:al cl'fort; mcaa&IIJ etfart ad Jadcemart; aDOi ltnss): 

R. VW is consensus of the AAPM&R. AP'f A and AOTA. This service is a skilled, focused, asse&smenl requi:r.illg 
high practitioner tecbnic~ k:Dowlcdgc (cg, biomechanics and an;ltnmy) and cognitive skilJ. Typical patients include • 
pediatric where communications baaiers increase mental effort and judgemem. 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: NA 

FREQUENCY INFORMATION 

How was this service previously reponed? .::..971.:....:....:::00::..-______________ _ 

How often do physicians in your specialty perfoim this service'! L CommonJy _ Sometimes _ Rarely 

Estimate the number of times Ibis service might be provided nationally in a one-year period? 1000+ 

ls Ibis service performed by many physicians across the United States? .1L. Ye.~ No 

SURVEY DATA: 

Specialty: The American Occupational Therapy Association 

Median llltr&-Service T.unc: ... 2 ... 1,;;.5,___~-- Low: ~1~2~---- IDgh: ~6~0---------

Median Pre-Service Tnne: ~5--. _____ _ Median Post-Service T1.me: ... s..._ _______ _ 

Length of Hospital Stay:------- Number of ICU Days: ------------------­

Number & Level of Post-Hospital Visits: --------------------

Number of Tlm.CS Provided in Past 12 months (Median): ..;'3 .. o ____ _ in Pasts years: ~1:;,;,7,;;,5 --------

Sample Size: ...:2:..4._1· ___ _ Rc~-ponse Rate (%): ~1~4 __ _ Median RVW: ..::0:.:...44:..:..... _____ _ 

2Stb. Pcrcemllc RVW: .o~.34o..;....,_ 75th Percentile RVW: ..,:;0~.4~5 __ Low: ..:;0:.::.2~1__ High: ...:1::.:.;.0:;;.::1:....-_ 

Specialty: The American Physical 'Ib.crapy Association 

Median lntrd.-Service 1lme: ...;1;,;,7,;;;.5 ____ _ Low: 0 
~-----

IDgh: ..:;6~0 _____ _____ 

Median Pre-Service TJme: ...::5::....--_____ _ Median Post-Service Time: ... s..._ _______ _ 

Length of Hospital Stay:----------- Number of lCU Days; ----------------

Number & Level of Post-Hospital Visits: --------------------­

Number of T'1mes Provided in Past 12 molllhs (Median): ....:3;.;;.5,___ in Past 5 years: -=2=.5~-----

• 

Sample Size: .... 1~6~0 ___ _ Response Rate (%): 40 Median R.VW: 0.47 • 

25th Percentile RVW: ..::0~.4;,;;.5 __ 75th Percemile RVW: 0.54 Low: 0 High: ...:1:.:.:.5::.::0:..,..__ _____ 

TOTAL P.1219 
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American Medical Association 
l'hysieian~ dediratrd to thP health of .-\meric-a 

Department of 
Payment Systems 

March 1, 1995 

Bart McCann, MD 

515 1\orth State Street 
Chicago, Illinois 60610 

Health Care Financing Administration 
Room 181 East High Rise 
6325 Security Boulevard 
Baltimore, Maryland 21207 

Dear Doctor McCann: 

312 464-4736 
312 464-5849 Fax 

Recommendations for maxillofacial prosthetic services (CPT codes 21079-21088) were developed by 
the American Academy of Maxillofacial Prosthetics and reviewed by Robert Florin, MD and Michael 
Maves, MD of the AMA/Specialty Society RVS Update Committee on November 21, 1994. These 
recommendations were also discussed with James Holloway, MD on February 9, 1995 and a 
consensus was formed that the recommendations represented appropriate relative work values for 
these services. Although members of the RUC assisted, at HCFA's request, in the development and 
review of the relative work values for these services, the recommendations should not be considered 
RUC recommend~tions as the RUC did not formally review the AAMP proposal_ 

I have attached a summary of the workgroup discussions and a detailed document prepared by 
Thomas R. Cowper, DDS for your review. I hope that this information is helpful in developing final 
work relative values for these services. Please contact me if you have any further questions. 

Sincerely, 

~w1d_U~ 
Sherry L. Smith 

cc: Thomas Cowper, DDS 
Robert Florin, MD 
Kay K. Hanley, MD 
James Holloway, MD 
Michael Maves, MD 
Grant V. Rodkey, MD 
Sandra L. Sherman 

Encl. 
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t Recommendations for Maxillofacial Prosthetics 

gn !November 21..:·~,.'1994 Robert Florin, MD (American Association of Neurological Surgeons), Michael Maves, MD (American Academy of 
~o .. a.,z~~~.~~.Jgy- Head and Neck Surgery, Inc.), Thomas R. Cowper, DDS and Jonathan Weins, DDS (American Academy of Maxillofacial 
Prosthetics) met to review the AAMP recommendations for CPT codes 21079- 21088. The original AAMP recommendations were felt to 
be too high as they may have included services performed by technicians. Services provided by technicians should be included in the 
practice cost component. The meeting participants reviewed detailed time data collected by AAMP (see attached binder) and were able to 
differentiate DDS time from technician time. The DDS face-to-face time with the patient was assumed to be as intense as a level 4 or 5 
office visit (2.00 per hour). The intensity factor of 2.00 per hour appears reasonable when compared with other surgical codes. The DDS 
lab time intensity factor was assumed to be about 75% of the face-to-face time (1.50 per hour). The final recommendations from this 
workgroup are listed in column 7 of the table below. The AAMP agreed that the rank order of the revised recommendations appeared 
appropriate. 

On February 9, 1995 Doctors Maves and Cowper met with James Holloway, MD, representing the Health Care Financing Administration, to 
review the revised recommendations and address potential HCFA concerns. This workgroup confirmed that a global period of 090 would 
apply for all codes and that the global period begins with the initial consultation with the patient. If an unusual situation occurs (eg, patient 
does not return for surgery), the maxillofacial prosthodontist should report an appropriate evaluation and management code. Doctor Cowper 
also confirmed that the relative values assigned for these codes should include reimbursement for the actual prosthesis. 

CPT CPT Descriptor DDS DDS Lab Intensity Intensity Computed AAMP 
Code Face-to- Time Factor for Factor Value- Original 

Face Time (hours) Direct DDS For DDS Recommen Recommend 
(hours) Time Lab Time dation of ation 

11/21/94 
Meeting 
Participants 

21079 Impression and custom preparation; 7.25 4.25 2 1.5 20.88 21.33 
interim obturator prosthesis 

21080 definitive obturator prosthesis 7.92 5.08 2 1.5 23.46 31.26 

21081 mandibular resection prosthesis 6.25 5.92 2 1.5 21.38 33.61 

21082 palatal augmentation prosthesis 6.75 4.00 2 1.5 19.50 23.98 

21083' palatal lift prosthesis 6.08 3.92 2 1.5 18.04 23.03 

21084 speech aid prosthesis 6.83 4.92 2 1.5 21.04 27.98 

21085 oral surgical splint 2.08 2.83 2 1.5 8.41 12.11 

/ 



7r~ CPT Descriptor 
Code 

21086 auricular prosthesis 

21087 nasal prosthesis 

21088 facial prosthesis 

210Xl surgical obturator prosthesis 

210X2 orbital prosthesis 

DDS Lab Intensity) 
Face-to- Time Factor for 
Face Time (hours) Direct DDS 
(hours) Time 

7.58 5.42 2 

7.58 5.42 2 

May propose to Delete this code 

4.08 

10.58 

2.92 

6.92 

~ 
t~:. ·~y. 

2 

2 

Intensity Computed AAMP 
Factor Value- Original 
For DDS Recommen Recommend 
Lab Time dation of at ion 

11/21/94 
Meeting 
Participants 

1.5 23.29 24.45 

1.5 23.29 35.67 

1.5 12.54 13.66 

1.5 31.54 51.47 
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- - - - - -- - • Temporal Profiles for 
Maxillofacial Prosthetic 

Services 

Background 

In November and 
December of 1993, the 
American Academy of 
Maxillofacial Prosthetics 
(AAMP) conducted a 
survey of its active 
members for the purpose 
of establishing relative 

I 
l 
! 

I 
work values (RVUwork) for , 
10 coded and 2 proposed 
services. 

In the process, three 
service times -Pre, Intra, 
and Post service- were ~ 
additionally estimated by I 

~ the respondents as part of 1 
the overall survey method- l 
ology. This format con- * 
forms with the established 

~ method of magnitude esti- • 
mation used commonly in J 
medicine to determine 
relative values, however, 

' » ..t«. »:«X·:·X•x.x.-:-:-:--.-.W."W..,x-:-:-::-.-. ·-.·:-.-.O.."'«*.O..,,·~-·.-.-.•.·:-·v.v."»:•}:,:,~:-:.:~:-::-.-..-x-.·.~»;;;.,.;.;..-.:~ 

exhibits some problems 
when applied to maxillo­
facial prosthetic services. 

Chief among these prob- ;, ,, 
lems is the realization that 'i 
while it is technically =I 

possible to divide these ! 
services into such time f 
categories it is awkward I 
and artificial at best. [ 

I 
~!d::~~::lZiys~:: provid- I 
extenders (technicians ~ 
and medical artists) and ~ 

are themselves involved in ~ 
laboratory procedures I 
that comprise real work, ;j 
but of an indirect nature, I 
the quantification of total cl 
work provided by the ~ 
operator for such services I 
is somewhat obscured. :1 

These limitations were ~ 
'< 

duly noted during the :! 
:-: 

<w,''''<'''·'''·'·"''·'''''·'•''··""'«·'<''•"-'•'•'•'•'·"-''''''•'''·•'•'•''••<' ""'··'·'·' ·'"'·' ,., .. ,.,.w.•,•,•,••,...,• •. ,,J 
1 

- - -
RVU Refinement Panel 
meeting conducted by 
HCFA in November of 

-
1994. HCFA directed ~ 

further study of the matter ~ 
through the auspices of a ·< 

specially appointed 
Facilitation subcommittee 
of the AMA's Relative 
Value Update Committee 
(RUC). 

Since maxillofacial pros­
thetic services are 
extremely time intensive in .: 
nature, it was felt appro- ~ 

priate to more closely , 
~ 

study the temporal profiles : 
of these procedures. ~ 

More specifically, the 
committee was charged 
with delineating provider 
direct, indirect, and tech­
nician times for each 
service. In addition, proce­
dural time, as cited in the 
literature on the subject, 
is a strong predictor of 
RVUwork.1 

~ 

;i The following monograph, 1 
constructed by the RVU i! 
Subcommittee of the ~ 

' 

- - -.- -
the AAMP, delineates the I 
estimated times of nine :) 
coded maxillofacial servic- I 
es and two newly pro- ~ 

posed codes. ~ 

I 
Contents I 

The subsequent pages ~ 
provide temporal profiles f 
for the above described 1 
maxillofacial services. The ~ 

reader will note that only ~ 
nine of the ten coded serv- I 
ices have been enumerat- I 
ed since code 21088- J 

l 
~ "Facial Prosthesis"- is 

proposed to be unbundled 
into the existing and pro­
posed codes. Code 21088 
will then be deleted or 
replaced with the pro­
posed code-"Orbital 
Prosthesis." 

Each service has been 
divided into three time 

~ 
~ 
i 
~ 
~ 
~ 

~ 
~ 
~ 
$ 
~ 

~ 
~ 
~ 

l 
* categories- Provider, ill 
~ 

Provider Lab I Clerical, and ! 
Technician times. A ~ 

description of these cate- 1 

! 
;.:.;.o. ................................ ;.,.;..-.;-: ......... ; ............... ; ................. x.:.,: ........ :-•• -:.-: ...... -:-: ......... :.:::-.. : ......................... -.:~ 
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gories is offered below: 

Provider time-

... estimates direct patient 
time (face to face). 

Provider Lab/Clerical time-

... comprises laboratory or 
clerical time directly 
related to the service and 
performed by the provider 
solely. Such time is char­
acterized as indirect time 
and reflects clerical and 
procedural work in which 
the provider is engaged 
and precludes any other 
unrelated activities (e.g. 
while performing a techni­
cal laboratory phase, the 
provider is expending time 
at a measurable intensity 
indirectly but exclusively 
on the "analog" of the 
patient.) 

Technician Time-

... estimates of the time 
apportioned to strictly 
technical phases provided 
by a laboratory techni­
cian, medical artist, or 
other "extender." Such 

-.---------------...,·.--------------------, =~ -..: 
time is not considered 
part of the RVUw for the 
service. Rather, these 
resources are included as 
part of practice expense 
costs. 

In addition, the typical 
average number of visits 
for each service is broken 
out and the three catego­
ries of time are allocated 
per visit. 

Methods 

A consensus panel was 
appointed by the 
Chairman of the RVS 

'~ the final member was in a ~ 
!I ~ ~ hospital practice. The ~ 
'~ services were divided ·; 
~ ,l 
~ equally among the ~ I members and temporal ~ 
;, profiles were constructed. ~.~.~ I ~:e:e:~:S t~;;~r:~ j 
!i profile results of two prev- ~ 
~ ious open panel work- :! 
~ shops conducted on the :1 

~ subject prior to the ~ 
~ general survey. Panel ~ i agreement was estab- !~ 
~ lished through open '! 
~ verbal exchange. I 
I [ 
~ The resultant time profiles ~ 
~ were then compared to ! 
~ time estimates obtained l.·~ 
~ ~ 
~ from the national survey ·1 

!~~~o:~:~~~ot:~:r~or ! conducted in November- i 
December, 1993. This ' 

the services in question. ~ data was manipulated in ill 
~ 

Th 1 · t d f l the following manner. :~,,_,i.' e pane cons1s e o jj , 
four individuals actively ] Frequency distributions 

, for total times based on ~ engaged in the practice of 1 ~ 
maxillofacial prosthetics i collected survey raw data ~ 

,, were constructed fore ,~ and from various parts of " ·~ 
~ each service. Median total :! the country. Two panel :! ~ 

members were in private r,.i .. ;,· times, based on the entire ~,~ 
samples, were also calcu-

practice, one was in a :.1. ~ 
lated. Percentile distribu- ~ 

-~::::i_:,_:'~~=·,~~~~J2 ~ ----·- . -. "' --~----J 
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tion calculations for 
responses for each service 
were additionally con­
structed. 

Data below the 1Oth per­
centile and above the 90th 
percentile were excluded 

-

in frequency histogram 
graphs. Polynomial curve 
fitting was applied to the 
histogram data in order to :1 

aid in evaluating the I 
sample distributions since I 
a number of these were ~ 

polymodal in nature. I 
After reviewing the above 
data, it was apparent that 
the median total times in 
the national survey 
sample closely reflected 
the panel temporal profile 
estimates. 

;:: 

lli .; 

I 
:1 

' :l 
l 

!l 
The detailed description of ~ 

~ 

the temporal profiles for ~ 

these services is presented ~ · 
below. Included after each ~ 
service time profile, for 
reference, are national 
data statistical parame­
ters and frequency histo-
grams. 

< 

~~ 
j~ 
~ 
~ 
~ ., 



- '---~----------------------..·r---------------. Time, Intensity, and Worlr t·n maxillofacial prosthetic servic- ~ 
-

·" es, a Neurosurgeon unfamiliar ~ 
Maxillofacial Prosthetic with maxillofacial services. and I 

two representatives from the ~ 

Services AAMP, constructed the subse- i 
quent relationship between ! 

Overview I 
As noted previously, the con- i 
ventional method of determining ® 
RVUwork for medical and surgi- ~ 
cal procedures, when applied to 
maxillofacial services, results in ·~ 

confusion and uncertainty as to I' 
what is included in the estima- ~ 
tions. Pre, Intra, and Post I·' 
service comparisons- the stan-
dard format for most of medi-
cine- are difficult to apply I

~ 

since, unlike operations, maxi- ; 
llofacial procedures aren't 
readily divided into such catego- . 
ries and often blend into each * 
other with little distinction. ' 

Adding confusion to the situa- i 
tion is the fact that a large var­
iation exists in the use of pro­
vider "extenders" (laboratory ~ 
technicians or medical artists) .,, 
among practitioners. In some i 
instances such extenders · 

-~ provide a significant portion of 1 
the work toward the service l 

' while in other cases, the provid-
er alone performs most of the , 
work. While in most instances it J 
is thought that an intermediate .< 

contribution is provided by such .~ 
extenders, it is impossible to ~ 
verifY that the members correct- '! 
ly allocated or discounted, ~ 
depending on the particular i 

m;o;...:.., :-.:.:-::-:-:. :•X ».-..."';:.~·::-:-.:':?,'>.::•,•:._;.:·-:;., •• "!'!·, :-;:-:•;-.,-..,._;.,-.._ .•!>,O:«.O:.««'O:.O:·!oi':'»:«O:;,._;:;_~~;,_::._~ 

situation, these resources in 
their determination of work. I 
Furthermore, since work I·.' 

intensity differs during indirect 
(laboratory) procedures as ~ 
compared to direct face-to-face I=:~ 
work, the accuracy of the 
RVUwork estimates is further I;' 
possibly obscured. · 

In order to clarifY these ambigu- ~ 
ities, a more detailed analysis of .

1
.' 

the time for these services was : 
conducted by a consensus . 
panel of the RVS subcommittee ' 
of the Insurance Committee. ' 

The format for this analysis was 
similar to that used in the Open 
panel workshops conducted 
previously by the AAMP.[l) 
Direct, indirect. and 
technician/ extender times were 
calculated for each service and 
these results, which are found 
appended below, were present­
ed to the specially appointed 
facilitation subcommittee of the 
American Medical Association's 
Relative Value Update 
Committee (the Rue) on 
November 21, 1994 in 
Alexandria, Virginia. This 
committee, comprised of an 
Otolaryngologist familiar with 

3 

time and work for maxillofacial 
prosthetic services and their 
subsequent valuation. 

Traditional Magnitude 
Estimation and Maxillofacial 
Prosthetics 

Magnitude Estimation, a well 
established comparative meth- ~ 
odology, has been successfully ~ 
applied to the evaluation of ;; 

* relative value of differing servic- ~ 
es in medicine and surgery.2 ~ 

~ 

This process works best when 
comparing smaller, discrete 
procedures or services with 
established known references, 
but becomes unwieldy when 
applied to maxillofacial pro­
cedures which are comprised of 
large blocks of time in which 
intensity varies frequently. 

~ 
;l 
' 1 ., 
' ~ 
ij 
;~ 

~~ 
In such cases it is difficult to ~ 
arrive at a single estimate of ~ 
work by comparing it to a I 
established procedure as has ~ 

~ been traditionally utilized since ~ 
'l components comprising the l 

service may have no counter- 'l 

part in the referenced proce- k·:··' 

dure or any combination of ; 
component reference pro- ;; 
cedures. ;l 

An additional stumbling block ' 
~ 

~,m,,~-.N~ .... ~, .. ~ .. ~~~-~«~~ .. ~~~.~.h.~~~~~~ .. h~~~--~~~~~~~ .. h~.,~~~ .. ~~~h~M~.o".~~ ... ~~J 
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in maxillofacial services is the 
question of indirect (laboratory) 
time and how to compare it to 
other established services with 
known RVUwork values. Since I 

=! almost all maxillofacial services ~ 
have varying components of ~ 
indirect time which comprise i 
some portion of overall work for ~~ 
the service, it is necessary to ~ 

" include this work in the total ~ 
provider work, but since there I 
are no correlative established 
services against which to 
compare this work evaluating 
this portion of the overall work 
for the service is problematic. 

An alternate approach to this 
problem is to assign average 
work intensities per unit hour 
of procedural time to the direct 
and indirect components of 
these services. While the work 
per unit time (intenE>ity) admit­
tedly varies over the course of 
the service, in large blocks of 
time as seen in maxillofacial 
services, average values for 
direct and indirect work/hour 
could approach reasonably 
accurate estimates of overall 
work and be the fairest means 
of assigning credible values for 
these procedures. This "average 
intensity" method has been 
applied in several difficult areas 
in medicine and surgery and 
therefore has precedent. 

Since several medical propor­
tionate work/time ratios are 
generally accepted as being 
accurate, it seemed plausible to 

I 
~ 
~ 
l 
t 
' ~ 
H 'l 

~ 
~ 
~ 
~ 
~ 

I 
~ 
l ., ., 
:1 
'l 
~ 

~ 
~ 
~ 
1 
1 
~ 
~ 

'I 
~ 
~ 

try to apply these values to ~ 
maxillofacial service times with i 

w,•,W•'•' ~-~,{w:•,•.w,.•.:,: .• :"«:<:<~w.,~w •. ,.:<•:<,->..w,{w.,•,,,,:•.w:•.•,•,·.'•'·•·'"'~"·'•J 
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the hope of arriving at reason­
able final work values. This 
relationship could then serve as 
the "key" linking translator 
between the maxillofacial rela­
tive value scale established in 
the survey to the rest of medical 
and surgical work values. The 
following discussion outlines 
this methodology. 

Establishing the 
Proportionate RVUwork/Time 
Linkage 

Several proportionate 
work/time ratios have been 
established in medicine. More 
specifically. there is general 
agreement that a General 
Practioner expends approx­
imately, on average,l.O RVU of 
work per hour of time, while an 
Intensive Care Provider may 
expend as much as 3.68 RVUs 
of work in the first hour and 
overall avera§e of 3.0 
RVUs/hour. 

It seems reasonable to assume 
that the intensity of most maxi- ·~ 
llofacial services falls some- l 
where between these values. ~ 
This observation is supported 
by an evaluation of the median 
work and total time estimates 
provided by the membership 
survey.4 

' ' -~ 
More precisely, if we divide the '! 

median survey RVUwork ~,j 
estimate for each service by its : 
respective median total proce- 1 
dural time we obtain a range of ~ 
work/time ratios that reflect the ~ 
respondents' estimation of work :j 

·' 

- - - - • - - - -
GP Intensity = 1. 0 

intensity (by definition; work = j 
time x intensity or Intensity = rn 
Work/Time). From these calcu- ! 
lations (Table 1) we see that I 
work/time ratios range from a 
low of 1.50 RVUs/hour (Interim 
Obturator) to a high of 2.05 
RVUs/hour (Palatal Lift 
Prosthesis) with an overall 
average intensity of 1.86 
RVUs/hour. 

The task then remains to dis­
cover the appropriate ratio(s) 
between these limits that when 
applied to a well defined maxi­
llofacial service will result in 
close agreement with the 

RVU 
work 

Hour ::;; Maxillofacial Services ::;; 3. 6 

Fig. 1 
Proposed Limits of Work Intensities 

(Laboratory;Clerical) is intui­
tively less intense (although 
skill and technical effort may be 
greater than found in an hour 
of GP time), we assume that 
overall that this work averages 
1.6 RVUs/hour. 

.! 
I 
~ 
~ 

t 
~ 
:; 
::: 
' 

By applying these ratios to the I 
respective times for direct and ;! 
indirect work we arrive at the ;j 

;:;:.;.o ....... ...-.,.:.:.:..~~··· .. •• ••:..-..;.....-..:.·:::::•::::::•:» .. ~"W 

Marid. Resection · 

- - -.- -
RVUs 

work =ICU Intensity Hour 

total RVUwork value for the 
service Surgical Obturator as 
seen in Fig. 2 of the following 
page. We then repeat the 
process for the remruth"ning serv-f ~ 
ices which gives us e range 0 ru 
work for the entire set of servic- i 
es. 

A comparison of these values to 
the survey median values 

1.9 

I 
~ 

median survey estimate of that 
procedure's work. Since a 
majority of the facilitation 
committee members were con- .. 
fident that the time for the ~ 
service "Surgical Obturator" was 
accurate (it's time components 
were carefully analyzed by the il 
committee) and that this service :1 

PataiaiAug~~~; .. l--------+------t------:-1--:.7::7:-----. 

was widely known among the j 
respondents, trial ratios were 1 
applied to this maxillofacial 

1 service in the following manner. 1 

We assume that although the 
intensity of this service varies 
significantly with time that on 
overall the direct (face-to-face) 
intensity of work averages 2.0 
RVUs/hour. Since indirect work 

' :] 
' ; 
~ 

~ 
~ 

:: 

L,~~~~~~~~~~~~~~~· '""•.w •• ·.m.•.•.<wN:•.•.•>.••.·.·.•.•:, •••• --.-., •• ,::.·.V::·.•.•.•.· •• w.V:w.··.•.w:•: ••• ,,w.·:"••'"-"••"•""'''·'' 4 

2.05 

1.86 



- - - - -
demonstrates some individual 
discrepancies but, overall, 
offers a reasonable approxima­
tion to the range of work esti­
mated in the survey. 

Table 2 summarizes the values 
for RVUwork when calculated 
by this method and the corre­
sponding survey medians esti­
mated by the respondents in 
the November Survey. The dif­
ference between the new calcu­
lated values and the Survey 
medians is also presented. Note 
that the decrease in values in 
some services is for the most 
part offset by the increases in 
the others. 

The advantages of using this 
method for RVUwork calcula­
tions are twofold: 

One, it allows for the calcula­
tion of the work for indirect 
time procedures- that is, pro­
vider laboratory time which was 
impossible to calculate by the 
standard methods. It does so by 
applying a reasonable differen­
tial in work intensity against 
the median time for this portion 
of the service. 

1\vo, it permits calculation of 
work over extremely long time 
blocks without the need for 
numerous complex compari­
sons to multiple smaller estab­
lished reference procedures. 
While the actual intensity 
during a given phase of the 
service may be higher or lower 
than this estimate, the extreme­
ly long times characteristic of 

- - - - • - - - - - - ---
Work (Time) (Intensity) 
or 

Work . 
Surgzcal Obt. =[(TimeD. )(IntensityD. )]+[(Time1 d. )(Intensity1nd. 1)] zrect zrect n zrect zrec 

Work . = (4.08 hrs.) (
2·0 ~~Us l(2.92 hrs. )( 1.

6 ~~Us] 
Surgzcal Obt. ) ' 

Work surgical Obt.= (8.16 RVUs )+(4.672 RVUs) 

Work . = 12.83 RVUs 
Surgzcal Obt. 

Fig2. 
Derivation of Work for Surgical Obturator 

maxillofacial services serve to 
correct for these shorterm 
errors. 
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21081 24.30 
',_ 

' P~lat~l 1900 19,90 0.90 21082 

Palatal Lift 21083 20.50 18.43 ·2,07 
1,'' 

21084 23.25 21,53 ·1 72 
~-

Surgicai splint 21085 10.00 8.69 -1.31 

Auricular Prosthesis 21086 22.00 23 83 1.83 

· Nasal Prosthesis 21087 23.70 23,83 0 13 

Surgical Obturator 210xx-1" 14.27 12,83 -1.44 

Orbital Prosthesis 210xx-2" 30.25 32 23 1 98 

**Proposed Codes Total Difference -0 70 

Table 2 
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Interim Obturator 
21079 

6 



- -.- - - - - - - • - - - - - - --- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 1 

Week: 1 

Step Description 

Defect and Oral Debridement; Clinical Examination 20 

Adjustment and Modification of Surgical Obturator Base 5 5 

Remove and Replace Surg. Obt. Soft Liner 1 5 1 5 

Preliminary Maxillary and Mandibular Impressions 1 0 5 

Patient /Family Counselling 1 5 

Coordination and Follow-up 1 0 

Reports and Letters (Financial and Referral 45 

Cast Production 20 

Cast Modification and Custom Tray Design 5 

Custom Tray Preparation 30 

Visit Totals (Min.) 75 75 50 

Visit Totals (Hrs.) 1.25 1 .25 0.83 

Interim Obturator 7 



- -.-. - - - - - - • - - - - - - -.- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 2 

Week: 2 

Step Description 

Defect and Oral Debridement 5 

Adjustment and Modification of Surg. Obt. Base 1 0 5 

Remove and Replace Surg. Obt. Soft Liner 1 5 1 5 

Adjust and Adapt Custom Tray to Defect 1 5 1 0 

Final Defect Impression 1 0 

Patient and Family Instruction 1 0 

Coordination and Follow-up 5 

Master Cast Production 20 

Baseplate Preparation 1 5 

Visit Totals (Min.) 70 30 35 

Visit Totals (Hrs.) 1 .17 0.50 0.58 

Interim Obturator 8 



- -.- - - - - - - • - - - - - - -... -
Time 

Interim Obturator 
Clinical Physician Technician 

21079 Lab. or 
Clerical 

Visit: 3 

Week: 2 

Step Description 

Revise Obturator Base 1 0 5 

Adjust Soft Liner 5 5 

Obtain Maxillomandibular Relation 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Articulate Mastercast 1 5 

Arrange Artificial Dental Components 45 

Visit Totals (Min.) 35 1 5 60 

Visit Totals (Hrs.) 0.58 0.25 1.00 

Interim Obturator 9 
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Interim Obturator 
21079 

Visit: 4 

Week: 3 

Step Description 

- -

Debride defect and Oral Structures 

Modify Obturator Base of Surg. Obt. 

-- • 

Remove and Replace Soft Liner of Surg. Obt. 

Try-in, Verify Occlusion and Dental Components- Int. Obt. 

Coordinate and Follow-up 

Patient/Family Instructions 

Refine Occlusion and Contour Adjustments 

Technical Processing and Retrieval 

Correction of Processing Distortions 

Polish and Disinfection 

Interim Obturator 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

1 0 

- -
Clinical 

5 

1 0 

1 5 

30 

5 

5 

70 

1.1 7 

- -
Time 

Physician 
Lab. or 
Clerical 

5 

1 5 

1 5 

25 

1 5 

75 

1.25 

- -
Technician 

80 

30 

11 0 

1.83 

-.- -



- -.- - - - - - - • - - - - - - --- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 5 

Week: 4 

Step Description 

Adjust Surgical Obturator 1 0 5 

Fit and Adjust Interim Base to Defect and Oral Structures 20 1 0 

Remount Record 5 

Articulate Remount 1 5 

Refine Occlusion 1 0 

Repolish Prosthesis 5 

Patient/Family Instructions and Counselling 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 50 30 1 5 

Visit Totals (Hrs.) 0.83 0.50 0.25 

Interim Obturator 1 1 



- -.- - - - - - - • - - - - - - -,- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 6 

Week: 5 

Step Description 

Adjustment of Prosthesis Base 1 5 1 0 

Refine Occlusion 1 0 

Patient/Family Counselling 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 40 1 0 

Visit Totals (Hrs.) 0.67 0.17 0.00 

Interim Obturator 1 2 



- -.- - -
Interim Obturator 

21079 

Visit: 7 

Week: 7 

Step Description 

-

Adjustment of Prosthesis Base 

Refine Occlusion 

Patient/Family Counselling 

Coordination and Follow-up 

Interim Obturator 

- - - .. 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

1 3 

- -
Clinical 

1 0 

1 0 

5 

5 

30 

0.50 

- -
Time 

Physician 
Lab. or 
Clerical 

5 

5 

0.08 

- - --- -
Technician 

0.00 



- -.- - - - - - - • - - - - - - --- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 8 

Week: 9 

Step Description 

Adjustment to Prosthesis Base 1 0 5 

Refine Occlusion 5 

Patient/Family Instruction 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 25 5 

Visit Totals (Hrs.) 0.42 0.08 0.00 

Interim Obturator 1 4 



- -.- - - - - - - • - - - - - - -,,.. -
Interim 

Time 
Obturator 

Clinical Physician Technician 

21079 Lab. or 
Clerical 

Visit: 9 

Week: 1 1 

Step Description 

Adjustment of Prosthesis Base and Liner 1 0 5 

Patient/Family Counselling 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 20 5 

Visit Totals (Hrs.) 0.33 0.08 0.00 

Interim Obturator 1 5 



- -.- - - - - - - .. - - - - - - -,- -
Interim Obturator 

Time 

Clinical Physician Technician 
21079 Lab. or 

Clerical 

Visit: 1 0 

Week: 1 3 

Step Description 

Adjustment to Prosthesis Base 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 20 5 

Visit Totals (Hrs.) 0.33 0.08 0.00 

Interim Obturator 1 6 



- -.- - -
Interim Obturator 

21079 

Interim Obturator 

- - - - • - -
Clinical 

Procedure Totals (Min.) 435.00 

Procedure Totals (Hrs.) 7.25 

Total Direct and Indirect Hours: 1 6. 0 0 

Total Direct Hours: 1 1 . 50 

o/o of Direct time = Physician Laboratory: 0. 3 7 

o/o of Total Service Time = Technician: 0. 2 8 

Total Visits: 1 0 

1 7 

- - - - -,- -
Time 

Physician Technician 
Lab. or 
Clerical 

255.00 270.00 

4.25 4.50 
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Interim Obturator 
21079 

Selected Survey Graphs and Tables 

18 
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Mean: 

172.74 

Minimum: 

0 

#<10th%: 

lo 

#>90th%: 

16 

Mean: 

1323.52 

Minimum: 

130 

#<10th%: 

13 

#>90th%: 

16 

---.--­
Interim Obturator Time Statitistcs 

X1: Pre-Service Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

166.41 18.43 14410.39 191.3 

Maximum: Range: Sum: 

360 360 4510 

10th%: 25th%: 50th%: 75th%: 

lo 130 160 1120 

X2: Intra-Service Time 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

1182.22 123.33 133203.62 156.32 

Maximum: Range: Sum: Sum of Sqr.: 

la4o 1810 119735 1@376975 

10th%: 25th%: 50th%: 75th%: 

160 1180 1300 1480 

20 

- - - --- -
Count: 

162 

0 

90th%: 

1129 

Count: 

161 

#Missing: 

11 

90th%: 

1582 
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Mean: 

1289.75 

Minimum: 

0 

#<10th%: 

13 

#>90th o/o: 

13 

Mean: 

111.27 

Minimum: 

1.75 

#<10th%: 

Is 
#>90th%: 

14 

---·--­
Interim Obturator Time Statitistcs 

X1: Post·Sarvlca Time 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

1217.54 127.85 147322.86 175.08 

Maximum: Range: Sum: 

900 900 17675 

10th%: 25th%: 50th%: 75th%: 

I so 1120 1240 1360 

X2: Total Time (Hours) 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

14.65 1.59 121.64 141.28 

Maximum: Range: Sum: Sum of Sqr.: 

121.5 120.75 1698.67 19193.13 

10th%: 25th%: 50th%: 75th%: 

15.02. Ia 111.5 114 

21 

- - - -,- -
Count: 

161 

1 

90th%: 

lsso 

Count: 

162 

#Missing: 

lo 
90th%: 

118 
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Definitive Obturator 
21080 

22 



- -.- - - - - - - • - - - - - - -.- -
Definitive Obturator 

Time 

Clinical Physician Technician 
21080 Lab. or 

Clerical 

Visit: 1 

Week: 1 

Step Description 

Review Med. History 1 0 1 0 

Review Radiographs 5 

Defect and Oral Debridement; Clinical Exam 20 

Evaluate and Adjust Interim Prosthesis 1 0 5 

Obtain Preliminary Impressions 1 0 

Patient/Family Counselling 1 5 

Coordination and Follow-Up 1 0 

Telephone and Other Consults 1 5 

Reports and Letters (Financial and Referral) 45 

Cast Production 20 

Treatment Plan, Survey, and Design 25 

Custom Tray Fabrication 30 

Visit Totals (Min.) 75 105 50 

Visit Totals (Hrs.) 1 .25 1.75 0.83 

Definitive Obturator 23 



- -.- - - - - - - • - - - - - - --- -
Definitive Obturator 

Time 

Clinical Physician Technician 
21080 Lab. or 

Clerical 

Visit: 2 

Week: 2 

Step Description 

Tooth Preparation 20 

Final Impression 1 0 

Evaluate and Adjust Existing Interim Prosthesis 1 0 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Mastercast Production 20 

Final Survey and Lab. Work Order RX 30 

Visit Totals (Min.) 55 35 20 

Visit Totals (Hrs.) 0.92 0.58 0.33 

Definitive Obturator 24 



- -.- - - - - - - • - - - - - - --- -
Definitive Obturator 

Time 

Clinical Physician Technician 

21080 Lab. or 
Clerical 

Visit: 3 

Week: 4 
Step Description 

Try-in and Adjust Metal Framework 20 1 0 

Add Acrylic Impression Base 20 

Adjust and Bordermold Acrylic base 20 1 0 

Final Impression 1 0 

Adjust Existing Prosthesis 5 5 

Patient Instructions 5 

Coordination and Follow-up 5 

Production of Mastercast related to Frame 45 

Prepare Trial Base 20 

Visit Totals (Min.) 65 25 85 

Visit Totals (Hrs.) 1.08 0.42 1.42 

Definitive Obturator 25 



-- -.- - - - - - - • - - - - - - --- -
Definitive Obturator 

Time 

Clinical Physician Technician 
21080 Lab. or 

Clerical 

Visit: 4 

Week: 5 

Step Description 

Obtain Maxillomandibular Relation 1 0 5 

Adjust Existing Prosthesis 5 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Articulate Mastercast with Frame 1 5 

Arrange Artificial Dental Components 45 

Visit Totals (Min.) 25 1 0 60 

Visit Totals (Hrs.) 0.42 0.17 1.00 

Definitive Obturator 26 



- -.- - - - - - - • - - - - - - -.,. -
Definitive Obturator 

Time 

Clinical Physician Technician 
21080 Lab. or 

Clerical 

Visit: 5 

Week: 6 

Step Description 

Try-in and Arrange Dental Components 30 1 5 

Patient/Family Counselling 5 

Coordination and Follow-up 5 

Refine Occlusion and Contour Adjustment 20 

Preparation and Retrieval (Processing Excluded) 80 

Correction of Processing Distortions 1 5 

Polishing and Disinfection 30 

Visit Totals (Min.) 40 50 1 1 0 

Visit Totals (Hrs.) 0.67 0.83 1.83 

Definitive Obturator 27 



- -.- - - - - - - • - - - - - - -fl"" -
Definitive Obturator 

Time 

Clinical Physician Technician 
21080 Lab. or 

Clerical 

Visit: 6 

Week: 8 

Step Description 

Fitting and Initial Adustment of Base 25 1 5 

Remount Record and Pick-up Impression 1 5 5 

Articulate Remount 1 5 

Refine Occlusion 1 5 

Repolish Prosthesis 5 

Final Insertion and Adjustment 1 5 

Patient/Family Instruction 1 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 75 40 1 5 

Visit Totals (Hrs.) 1.25 0.67 0.25 

Definitive Obturator 28 
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Time 

Definitive Obturator 
Clinical Physician Technician 

21080 Lab. or 
Clerical 

Visit: 7 

Week: 9 
Step Description 

Adjust Obturator and Oral Base 25 1 5 

Refine Occlusion 1 0 

Repolish Prosthesis 5 

Patient/Family Instructions 1 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 55 20 

Visit Totals (Hrs.) 0.92 0.33 0.00 

Definitive Obturator 29 
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Definitive Obturator 

Time 

Clinical Physician Technician 

21080 Lab. or 
Clerical 

Visit: 8 

Week: 1 1 
Step Description 

Adjust Obturator and Oral Base 1 5 1 0 

Refine Occlusion 1 5 

Repolish Prosthesis 5 

Patient/Family Instruction 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 45 1 0 

Visit Totals (Hrs.) 0.75 0.17 0.00 

Definitive Obturator 30 
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Definitive Obturator 

Time 

Clinical Physician Technician 

21080 Lab. or 
Clerical 

Visit: 9 

Week: 1 3 
Step Description 

Adjust Obturator and Oral Base 1 5 1 0 

Refine Occlusion 1 0 

Repolish Base 5 

Patient/Family Instruction 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 40 1 0 

Visit Totals (Hrs.) 0.67 0.17 0.00 

Definitive Obturator 3 1 



- -.- - - - - - - • - - - - - - -... -
Definitive Obturator 

Time 

Clinical Physician Technician 

21080 Lab. or 
Clerical 

Procedure Totals (Min.) 475.00 305.00 340.00 

Procedure Totals (Hrs.) 7.92 5.08 5.67 

Total Direct and Indirect Hours: 18.67 

Total Direct Hours: 1 3. 0 0 

% of Direct time = Physician Laboratory: 0. 3 9 

% of Total Service Time = Technician: 0. 3 0 

Total Visits: 9 

Definitive Obturator 32 
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Definitive Obturator 
21080 

Selected Survey Graphs and Tables 

33 
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- -.- - - - -- - • - - - - -- -,- -
Definitive Obturator Time Statitistcs 

X1: Pre-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

192.1 la2.77 110.51 lsas1.27 la9.aa ls2 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1480 1480 ls110 1943800 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo I so I so 1120 1180 

#>90th%: 

Is 

X2: Intra-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

.ls13.2S 1347.95 144.55 1121071.4 lss.74 ls1 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

1120 114S2 11342 137409 130205813 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 121S 13so 1495 lass 11122 

#>90th%: 

Is 

35 



- -.- - - - ----·­Definitive Obturator Time Statitistcs 
- - - - -,- -

X1: Post-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1179.5 1127.S4 11S.48 11S291.27 171.11 lso 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo lsso lsso 110770 12894400 12 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

14 lso 1105 1150 1240 1330 

#>90th%: 

ls 

X2: Total Time (Hours) 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

114.49 ls.32 ,.8 139.95 143.S3 ls2 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

,.83 130.37 129.54 ls98.1S 115447.94 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is ,7.32 110 113 120 122.5 

#>90th%: 

14 

3S 



- -.- - - - - - - • - - - - - - --- -

Mandibular Resection Prosthesis 
21081 

37 



- -.- - - - - - - • - - - - - - -,- -
Man d. Resection Prosthesis 

Time 

Clinical Physician Technician 
21081 Lab. or 

Clerical 

Visit: 1 

Week: 1 

Step Description 

Review History 1 0 1 0 

Review Radiographs 5 

Clinical Exam 1 0 

Preliminary Impressions 1 0 5 

Patient/Family Counselling 1 5 

Coordination and Follow-up 1 0 

Telephone Consultations 1 5 

Reports and Letters (Financial and Referral) 45 

Cast Production 20 

Cast Modification, Survey, and Treatment Planning 25 

Custom Tray Fabrication 30 

Visit Totals (Min.) 55 105 50 

Visit Totals (Hrs.) 0.92 1.75 0.83 

Mand. Resection Prosthesis 38 



- -.- - - - - - - • - - - - - - --- -
Mand. Resection Prosthesis 

Time 

Clinical Physician Technician 

21081 Lab. or 
Clerical 

Visit: 2 

Week: 2 

Step Description 

Tooth Preparation 20 

Tray Modification and Final Impression 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Mastercast Production 20 

Final Survey and Lab Work Order Rx 30 

Visit Totals (Min.) 40 35 20 

Visit Totals (Hrs.) 0.67 0.58 0.33 

Mand. Resection Prosthesis 39 



- -.- - - - - - - • - - - - - .. -,- -
Prosthesis 

Time 
Mand. Resection 

Physician Technician Clinical 
21081 Lab. or 

Clerical 

Visit: 3 

Week: 5 

Step Description 

Try-in, Adjust Framework 20 1 0 

Add Tray/Base to Frame 20 

Correct Base and Defect Impression 20 1 0 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Production of Mastercast Related to Frame 45 

Design Record Base 5 

Fabricate Trial Record Base 20 

Visit Totals (Min.) 50 25 85 

Visit Totals (Hrs.) 0.83 0.42 1.42 

Mand. Resection Prosthesis 40 



- -.- -- - --- • 
Mand. Resection Prosthesis 

21081 

Visit: 4 

Week: 6 

Step Description 

Obtain Maxillomandibular Record, Select Dental 

Patient/Family Instructions 

Coordination and Follow-up 

Articulate Mastercast 

Arrange Occlusion and Oral Components 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

Mand. Resection Prosthesis 

Clinical 

20 

5 

5 

30 

0.50 

41 

--
Time 

Physician 
Lab. or 
Clerical 

5 

25 

30 

0.50 

- - - - -,- -
Technician 

1 5 

30 

45 

0.75 



- -.- - - - --
Mand. Resection Prosthesis 

21081 

Visit: 5 

Week: 7 

Step Description 

Try-in, Arrange Dental Components 

Remount Record 

Articulate Remount 

Patient/Family Instructions 

Coordination and Follow-up 

Refine Occlusion and Contour Adjustments 

Preparation and Retrieval (not counting Processing 

Correction of Processing Distortions 

Polish and Disinfection 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

Mand. Resection Prosthesis 

- • 
Clinical 

25 

1 0 

5 

5 

45 

0.75 

42 

--
Time 

Physician 
Lab. or 
Clerical 

1 5 

5 

30 

1 5 

65 

1.08 

- -
Technician 

1 5 

80 

30 

125 

2.08 

- - -..- -



- -.- - - - - - - • - - - - - - --- -
Mand. Resection Prosthesis 

Time 

Clinical Physician Technician 

21081 Lab. or 
Clerical 

Visit: 6 

Week: 8 
Step Description 

Fitting and Initial Adustment of Base - 1 5 1 0 

Remount Record 1 5 1 0 

Articulate Remount 1 5 

Refine Occlusion 1 5 

Final Insertion and Adjustment 1 0 

Repolish Prosthesis 5 

Patient/Family Instructions 1 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 60 40 1 5 

Visit Totals (Hrs.) 1.00 0.67 0.25 

Mand. Resection Prosthesis 43 



- -.- - - - --
Mand. Resection Prosthesis 
21081 

Visit: 7 

Week: 9 

Step Description 

Adjust Prosthesis Base 

Remount Record and Pick-up Impression 

Articulate Prosthesis for Occlusal Adjustments 

Refine Occlusion 

Polish Prosthesis 

Patient/Family Instructions 

Coordinate and Follow-up 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

Mand. Resection Prosthesis 

- • 
Clinical 

1 5 

1 5 

5 

5 

40 

0.67 

44 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

5 

1 5 

5 

35 

0.58 

- - - - --- -
Technician 

1 5 

1 5 

0.25 



- -·-• - - - - - - • - - - - - - -... -
Mand. Resection Prosthesis 

Time 

Clinical Physician Technician 

21081 Lab. or 
Clerical 

Visit: 8 

Week: 1 0 

Step Description 

Adjustments to Prosthesis Base 1 0 1 0 

Refine Occlusion 1 0 

Repolish Prosthesis 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 35 1 0 

Visit Totals (Hrs.) 0.58 0.17 0.00 

Mand. Resection Prosthesis 45 



-· -·-• ·- - - - - - • - - - - - - -... -
Mand. Resection Prosthesis 

Time 

Clinical Physician Technician 

21081 Lab. or 
Clerical 

Visit: 9 

Week: 1 2 

Step Description 

Adjustment to Prosthesis Base 5 5 

Occlusal Evaluation and Adjustments 5 

Repolish Prosthesis 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 20 1 0 

Visit Totals (Hrs.) 0.33 0.17 0.00 

Mand. Resection Prosthesis 46 



- -.- - - - - - - • - - - - - - -,- -
Mand. Resection Prosthesis 

Time 

Clinical Physician Technician 

21081 Lab. or 
Clerical 

Procedure Totals (Min.) 375.00 355.00 355.00 

Procedure Totals (Hrs.) 6.25 5.92 5.92 

Total Direct and Indirect Hours: 1 8. 0 8 

Total Direct Hours: 1 2.1 7 

% of Direct time = Physician Laboratory: 0.49 

% of Total Service Time = Technician: 0.33 

Total Visits: 9 

Mand. Resection Prosthesis 47 
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Mandibular Resection Prosthesis 
21081 

Selected Survey Graphs and Tables 

48 
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- -.- - - - - - - ·- - -
Mandibular Resection Time Statitistcs 

- - - --- .. 
X1: Pre-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

187.74 183.58 110.61 16984.98 195.25 162 

Minimum: Maximum: Range: Sum: 

0 480 480 5440 0 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 130 I so 1120 1180 

#>90th%: 

14 

X2: Intra-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1520.9 1283.89 136.05 180594.02 ls4.s 162 

Minimum: Maximum: Range: Sum: Sum of Sqr.: II Missing: 

I so 11200 11140 132296 121739326 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 1210 1300 1480 1615 11009.5 

#>90th%: 

Is 

50 



- -.- ---
Mean: 

1176.23 

Minimum: 

0 

#<10th%: 

14 

#>90th%: 

16 

Mean: 

113.03 

Minimum: 

,3.5 

#<10th%: 

Is 

#>90th%: 

16 

-·--­Mandibular Resection Time Statitistcs 
- -

X1: Post·Servlce Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

1119.39 115.29 114253.88 167.75 

Maximum: Range: 

600 600 10750 

10th%: 25th%: 50th%: 75th%: 

l6o 1112.5 1150 1217.5 

X2: Total Time (Hours) 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

ls.o2 1.64 125.16 138.48 

Maximum: Range: Sum: Sum of Sqr.: 

124 120.5 1808.07 112066.53 

10th%: 25th%: 50th%: 75th%: 

17 19.5 112.09 117 

51 

- - - -,- -
Count: 

161 

1 

90th%: 

1324 

Count: 

162 

#Missing: 

lo 

90th%: 

120.4 



-~-------·-------~-

Palatal Augmentation Prosthesis 
21082 

52 



- -.- - - - - -
Palatal Aug. Prosthesis 

21082 

Visit: 1 

Week: 1 

Step Description 

Review History 

Review Radiographs 

Clinical Exam 

Prelimary Impressions 

Patient/Family Counselling 

Coordination and Follow-up 

Telephone Consultations 

Reports and Letters (Financial and Referral) 

Cast Production 

Custom Tray Fabrication 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- • 
Clinical 

1 0 

1 0 

1 0 

1 5 

1 0 

55 

0.92 

53 

- -
Time. 

Physician 
Lab. 

1 0 

5 

1 5 

45 

75 

1.25 

- - - - -,- -
Technician 

20 

30 

50 

0.83 



- -.- - - - - -
Palatal Aug. Prosthesis 

21082 

Visit: 2 

Week: 2 

Step Description 

Tray Modifications and Final Impressions 

Patient/Family Instructions 

Coordination and Follow-up 

Mastercast Production 

Trial Base and Occlusion Rim Fabrication 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- • - - - - - - --- -
Time 

Clinical Physician Technician 
Lab. 

50 1 5 

5 

5 

20 

35 

60 1 5 55 

1.00 0.25 0.92 

54 



- -.- - - - -
Palatal Aug. Prosthesis 
21082 

Visit: 3 

Week: 3 

Step Description 

Maxillomandibular Relations 

Dental Component Selection 

Patient/Family Instructions 

Coordination and Follow-up 

Articulate Mastercasts 

Arrange Dental Components 

Prepare Trial Record Base 

Palatal Aug. Prosthesis 

Visit Totals 

Visit Totals 

-

(Min.) 

(Hrs.) 

- • 
Clinical 

20 

5 

5 

5 

35 

0.58 

-

55 

-
Time 

Physician 
Lab. 

1 0 

1 0 

0.17 

- - - - --- -
Technician 

1 5 

60 

20 

95 

1.58 



- -.- - - -
Palatal Aug. Prosthesis 

21082 

Visit: 4 

Week: 4 

Step Description 

Try-in and Verify Occlusion 

Remount Record 

Patient/Family Instructions 

Coordination and Follow-up 

-

Refine Occlusion and Contour Adjustments 

Processing Preparation and Retrieval 

Correction of Processing Distortions 

Final Polish and Disinfection 

-

Visit Totals (Min.) 

Visit Totals (Hrs.) 

Palatal Aug. Prosthesis 

- • -
Clinical 

25 

5 

5 

5 

40 

0.67 

56 

-
Time 

Physician 
Lab. 

1 5 

20 

1 5 

50 

0.83 

- - - - -,- -
Technician 

80 

30 

1 1 0 

1 .83 



- -.- - - - - -
Palatal Aug. Prosthesis 

21082 

Visit: 5 

Week: 6 

Step Description 

Clinical Exam 

Fitting and Initial Adjustment of Bases 

Remount Record 

Articulate Remount 

Refine Occlusion 

Functional Speech and Swallowing Impression 

Conversion of Palatal Impression to Acrylic 

Final Insertion and Adjustments 

Patient/Family Instructions 

Coordination and Follow-up 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- • - - - - - - -,- -
Time 

Clinical Physician Technician 
Lab. 

5 

1 5 1 0 

5 

1 5 

1 0 

35 1 0 

90 

1 0 1 0 

1 5 

5 

90 40 105 

1.50 0.67 1.75 

57 



- -.- - - - - -
Palatal Aug. Prosthesis 

21082 

Visit: 6 

Week: 7 

Step Description 

Adjustment to Prosthesis Base 

Refine Occlusion 

Additions/Subtractions to Palatal Contour 

Patient/Family Instructions 

Coordination and Follow-up 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- • 
Clinical 

-
1 5 

1 0 

20 

5 

5 

55 

0.92 

-

58 

-
Time 

Physician 
Lab. 

1 0 

1 0 

20 

0.33 

- - -
Technician 

90 

90 

1.50 

- --- -



- -.- - - - - -
Palatal Aug. Prosthesis 
21082 

Visit: 7 

Week: 9 

Step Description 

Adjustment to Prosthesis Base 

Refine Occlusion 

Additions/Subtractions to Palatal Contour 

Patient/Family Instructions 

Coordination and Follow-up 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- .. 
Clinical 

1 0 

5 

20 

5 

5 

45 

0.75 

- -

59 

Time 

Physician 
Lab. 

1 0 

1 0 

20 

0.33 

- - -
Technician 

90 

90 

1.50 

- -



- -.- - - - --
Palatal Aug. Prosthesis 

21082 

Visit: 8 

Week: 1 1 

Step Description 

Adjust to Prosthesis Base 

Minor Palatal Contour Changes 

Patient/Family Instructions 

Coordination and Follow-up 

Palatal Aug. Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- • 
Clinical 

5 

1 0 

5 

5 

25 

0.42 

60 

- --
Time 

Physician 
Lab. 

5 

5 

1 0 

0.17 

- - - -,- -
Technician 

0.00 



- -.- - - - - - - • - - - - - - -,- -
Time 

Palatal Aug. Prosthesis 
Physician Technician Clinical 

21082 Lab. 

Procedure Totals (Min.) 405.00 240.00 595.00 

Procedure Totals (Hrs.) 6.75 4.00 9.92 

Total Direct and Indirect Hours: 20.67 

Total Direct Hours: 1 0. 7 5 

% of Direct time = Physician Laboratory: 0.37 

% of Total Service Time = Technician: 0.48 

Total Visits: 8 

Palatal Aug. Prosthesis 61 
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Palatal Augmentation Prosthesis 
21082 

Selected Survey Graphs and Tables 

62 
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' - -.- - - -
Mean: 

179.92 

Minimum: 

lo 

#<10th%: 

lo 

#>90th%: 

14 

Mean: 

1425.25 

Minimum: 

l6o 

#<10th%: 

Is 

#>90th%: 

14 

--- .. --­
Palatal Augmentation Time Statitistcs 

X1: Pre-Service Time 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

181.17 110.39 16588.74 1101.57 

Maximum: Range: Sum: Sum of Sqr.: 

1480 1480 14875 1784925 

10th%: 25th%: 50th%: 75th%: 

lo 130 l6o 1120 

X2: Intra-Service Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

1228.14 129.45 152048.67 ls3.65 

Maximum: Range: Sum: Sum of Sqr.: 

1960 1900 125515 113921125 

10th%: 25th%: 50th%: 75th%: 

1150 1240 1370 1540 

64 

- - - -... -
Count: 

161 

#Missing: 

lo 

90th%: 

1180 

Count: 

l6o 

#Missing: 

11 

90th%: 

1780 



- -.- - - - - - -. -·- -
Palatal Augmentation Time Statitistcs 

- - - -,- -
X1: Post·Servlce Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1181.03 1240.52 131.31 157852.21 1132.8S ls9 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 11801 11801 110S81 15289051 12 

#<10th%: 10th%: 25th o/o: 50th o/o: 75th o/o: 90th o/o: 

14 I so· ls3.75 1135 1180 1280 

#>90th%: 

Is 
e 

X2: Total Time (Hours) 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

111.22 ls.S4 1.72 131.79 lso.2s ls1 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

11 135.35 134.35 ls84.51 19588.85 lo 

#<10th%: 10th%: 25th o/o: 50th%: 75th%: 90th%: 

Is 14 17.19 110.75 114 118.3 

#>90th%: 

Is 

ss 
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Palatal Lift prosthesis 
21083 

66 



- -.- - - - - - - • - - - - - - -,- -
Time 

Palatal Lift Prosthesis 
Physician Technician Clinical 

21083 Lab. or 
Clerical 

Visit: 1 

Week: 1 
Step Description 

Review History 1 5 1 0 

Review Radiographs 5 

Clinical Exam 1 0 

Preliminary Impressions 1 0 

Patient/Family Counselling 20 

Coordination and Follow-up 1 0 

Telephone Consultations 1 5 

Reports and Letters (Financial and Referral) 45 

Cast Production 20 

Cast Modification, Survey, and Treatment Planning 25 

Custom Tray Fabrication 30 

Visit Totals (Min.) 65 100 50 

Visit Totals (Hrs.) 1.08 1.67 0.83 

Palatal Lift Prosthesis 67 
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Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 

21083 Lab. or 
Clerical 

Visit: 2 

Week: 2 

Step Description 

Tooth Preparation 20 

Tray Modification and Final Impression 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Mastercast Production 20 

Final Survey, Lab Work Order Rx 30 

Visit Totals (Min.) 40 35 20 

Visit Totals (Hrs.) 0.67 0.58 0.33 

Palatal Lift Prosthesis 68 
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Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 

21083 Lab. or 
Clerical 

Visit: 3 

Week: 5 

Step Description 

Try-in, Adjust Framework 20 1 0 

Add Tray/Base to Frame 25 

Maxillomandibular Relation 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Articulate Mastercast 1 5 

Arrange Dental Components 30 

Visit Totals (Min.) 40 1 5 70 

Visit Totals (Hrs.) 0.67 0.25 1.1 7 

Palatal Lift Prosthesis 69 
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Palatal Lift Prosthesis 

21083 

Visit: 4 

Week: 6 

Step Description 

Try-in, Adjust Dental components 

Patient/Family Instructions 

Coordination and Follow-up 

- - -

Refine Occlusion and Contour Adjustments 

Preparation and Retrieval (not including Processing) 

Correct Processing Distortions 

Polish and Disinfection 

Palatal Lift Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

• -
Clinical 

25 

5 

5 

35 

0.58 

70 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

1 5 

40 

0.67 

- -
Technician 

80 

30 

1 1 0 

1 .83 

- -,-
' ' 

-
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Palatal Lift Prosthesis 

Time 

Technician Clinical Physician 

21083 Lab. or 
Clerical 

Visit: 5 

Week: 7 

Step Description 

Fitting and Initial Adjustment of Base 1 0 5 

Remount Record 5 

Articulate Remount 1 5 

Refine Occlusion 1 0 

First Functional Palatal Impression 20 

Convert Functional Impression to Acrylic 60 

Final Insertion and Adjustments 5 5 

Patient/Family Instructions 1 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 60 20 75 

Visit Totals (Hrs.) 1.00 0.33 1.25 

Palatal Lift Prosthesis 71 
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Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 

21083 Lab. or 
Clerical 

Visit: 6 

Week: 8 

Step Description 

Adjustment of Base/Frame/ Lift 1 0 1 0 

Second Functional Impression of Soft Palate 25 

Conversion to Acyrlic 60 

Re-insertion and Adjustment 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 55 1 0 60 

Visit Totals (Hrs.) 0.92 0.17 1.00 

Palatal Lift Prosthesis 72 
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Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 

21083 Lab. or 
Clerical 

Visit: 7 

Week: 9 
Step Description 

Adjustment to Base and Lift 5 5 

Third Functional Impression of Soft Palate 20 

Conversion to Acylic 60 

Reinsertion Adjustments 5 5 

Patient/Family Instructions 5 

Coordinate and Follow-up 5 

Visit Totals (Min.) 40 1 0 60 

Visit Totals (Hrs.) 0.67 0.17 1.00 

Palatal Lift Prosthesis 73 



- -.- - - - - - - .. - - - - - - -,. -
Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 
21083 Lab. or 

Clerical 

Visit: 8 

Week: 1 2 

Step Description 

Adjustments to Prosthesis Base and Lift 1 0 5 

Patient/Family Instructions 1 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 30 5 

Visit Totals (Hrs.) 0.50 0.08 0.00 

Palatal Lift Prosthesis 74 
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Palatal Lift Prosthesis 

Time 

Clinical Physician Technician 

21083 Lab. or 
Clerical 

Procedure Totals (Min.) 365.00 235.00 445.00 

Procedure Totals (Hrs.) 6.08 3.92 7.42 

Total Direct and Indirect Hours: 17.42 

Total Direct Hours: 1 0. 0 0 

% of Direct time = Physician Laboratory: 0.3 9 

% of Total Service Time = Technician: 0.43 

Total Visits: 8 

Palatal Lift Prosthesis 75 
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Palatal Lift prosthesis 
21083 

Selected Survey Graphs and Tables 
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- -.- - - - - - -·-- - -
Palatal Lift Time Statitistcs 

- - -,- -
X1: Pre-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

175 ls5.5 18.46 14289.83 187.33 I so 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1360 1360 14500 1590600 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 130 l6o 1120 1165 

#>90th%: 

Is 

X2: Intra-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1444.32 1266.75 134.73 171155.57 ·160.04 159 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

145 11290 11245 126215 115774925 12 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

13 1180 1270 1375 ls62.s 1780 

#>90th%: 

Is 

78 



- -.- - - - - - - • - - - - - - -,- -
Palatal Lift Time Statitistcs 

X1: Post-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1179.31 1141.39 118.57 119991.62 178.85 Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1600 1600 110400 13004350 13 

#<10th o/o: 10th o/o: 25th o/o: 50th o/o: 75th o/o: 90th o/o: 

14 160 l9o 1120 1240 1381 

#>90th o/o: 

16 

X2: Total Time (Hours) 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

111.42 ls.s 1.75 133.64 lso.7s 160 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

11 127.5 126.5 1685.26 19811.08 11 

#<10th o/o: 10th o/o: 25th o/o: 50th o/o: 75th o/o: 90th o/o: 

Is Is 17.38 110 114.25 120.25 

#>90th o/o: 

Is 

79 
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Speech Aid Prosthesis 
21084 
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- -.- - - - - - - • - - - - - - --- -
Speech Aid Prosthesis 

Time 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 1 

Week: 

Step Description 

Review History 1 0 1 0 

Review Radiographs 5 

Clinical Exam 1 0 

Preliminary Impressions 1 0 

Patient/Family Counselling 20 

Coordination and Follow-up 1 0 

Telephone Consultations 1 5 

Reports and Letters (Financial and Referral) 45 

Cast Production 20 

Cast Modification, Survey, and Treatment Planning 25 

Custom Tray Fabrication 30 

Visit Totals (Min.) 60 100 50 

Visit Totals (Hrs.) 1.00 1.67 0.83 

Speech Aid Prosthesis 81 
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Speech Aid Prosthesis 

Time 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 2 

Week: 2 

Step Description 

Tooth Preparation 20 

Tray Modification and Final Impression 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Mastercast Production 20 

Final Survey and Lab Work Order Rx 30 

Visit Totals (Min.) 40 35 20 

Visit Totals (Hrs.) 0.67 0.58 0.33 

Speech Aid Prosthesis 82 
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Speech Prosthesis 

Time 
Aid 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 3 

Week: 5 

Step Description 

Try-in, Adjust Framework 20 1 0 

Add Tray/Base to Frame 25 

Maxillomandibular Relation 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Articulate Mastercast 1 5 

Arrange Dental Components 30 

Visit Totals (Min.) 40 1 5 70 

Visit Totals (Hrs.) 0.67 0.25 1 .17 

Speech Aid Prosthesis 83 
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Speech Aid Prosthesis 

Time 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 4 

Week: 6 

Step Description 

Try-in, Adjust Dental components 25 1 0 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Refine Occlusion and Contour Adjustments 1 5 

Preparation and Retrieval (not including Processing time) 80 

Correction of Processing Distortions 1 5 

Polish and Disinfection 30 

Visit Totals (Min.) 35 40 1 1 0 

Visit Totals (Hrs.) 0.58 0.67 1.83 

Speech Aid Prosthesis 84 
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Speech Aid Prosthesis 

21084 

Visit: 5 

Week: 7 

Step Description 

-

Fitting and Initial Adjustment of Base 

Remount Record 

Articulate Remount 

Refine Occlusion 

Locate and Add Soft Palatal/Pharyngeal Bar 

- - • 

Try-in Bar and First Pharngeal Functional Impression 

Convert Speech Bulb to Acrylic 

Final Insertion and Adjustment of Prosthesis 

Patient/Family Instruction 

Coordination and Follow-up 

Speech Aid Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

1 0 

1 0 

1 5 

20 

1 5 

1 5 

5 

90 

1 .50 

85 

- -
Time 

Physician 
Lab. or 
Clerical 

5 

1 0 

1 0 

1 5 

5 

45 

0.75 

- - -fl"' -
Technician 

1 5 

30 

60 

105 

1.75 



- -.- - - - - - - • - - - - - - --- -
Speech Aid Prosthesis 

Time 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 6 

Week: 8 

Step Description 

Adjustment to Prosthesis Base 1 0 1 0 

Second Functional Impression of Speech Bulb 20 1 0 

Conversion of Speech Bulb to Acyrlic 60 

Reinsertion and Adjustment 5 s· 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 50 25 60 

Visit Totals (Hrs.) 0.83 0.42 1.00 

Speech Aid Prosthesis 86 
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Speech Aid Prosthesis 

Time 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Visit: 7 

Week: 9 

Step Description 

Adjustment to Prosthesis Base 5 5 

Final Functional Impression of Soft Palate 20 1 0 

Conversion of Speech Bulb to Acylic 60 

Reinsertion Adjustments 5 5 

Patient/Family Instructions 5 

Coordinate and Follow-up 5· 

Visit Totals (Min.) 40 20 60 

Visit Totals (Hrs.) 0.67 0.33 1 .00 

Speech Aid Prosthesis 87 
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,... ____ ._ 

A= -1 ..-.. _ .. - - ... •- - - !' -
Time 

.:» fJ t: t:.,; II 1-\IU l""r05tnes•s 
Clinical Physician Technician 

21084 Lab. or 
Clerical 

Visit: 8 

Week: 1 1 

Step Description 

Adjustment to Prosthesis Base 5 

Final Adjustments to Speech Bulb 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Visit Totals (Min.) 25 5 

Visit Totals (Hrs.) 0.42 0.08 0.00 

Speech Aid Prosthesis 88 



- -.- - - - - - - .. - - - - - - -,.. -
Time 

Speech Aid Prosthesis 
Clinical Physician Technician 

21084 Lab. or 
Clerical 

Visit: 9 

Week: 1 3 

Step Description 

Adjustment to Prosthesis Base 5 5 

Final Evaluation and Adjustments 1 0 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 30 1 0 

Visit Totals (Hrs.) 0.50 0.17 0.00 

Speech Aid Prosthesis 89 



- -.- - - - - - - .. - - - - - - -,- -
Prosthesis 

Time 
Speech Aid 

Clinical Physician Technician 
21084 Lab. or 

Clerical 

Procedure Totals (Min.) 410.00 295.00 475.00 

Procedure Totals (Hrs.) 6.83 4.92 7.92 

Total Direct and Indirect Hours: 1 9. 6 7 

Total Direct Hours: 11.7 5 

0/o of Direct time = Physician Laboratory: 0.42 

% of Total Service Time = Technician: 0.40 

Total Visits: 9 

Speech Aid Prosthesis 90 
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- -.- - - -
Mean: 

187.1 

Minimum: 

lo 
#<10th%: 

lo 
#>90th%: 

13 

Mean: 

1494.51 

Minimum: 

1120 

#<10th%: 

12 

#>90th%: 

16 

- ----­
Speech Aid 1fme Statitistcs 

-
X1: Pre-Service Time 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

179.17 110.06 16268.48 190.9 

Maximum: Range: Sum: Sum of Sqr.: 

1480 1480 15400 1852700 

10th%: 25th%: 50th%: 75th%: 

lo 130 160 1120 

X2: Intra-Service Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

1277.44 135.52 176970.59 156.1 

Maximum: Range: Sum: Sum of Sqr.: 

11290 11170 130165 119535075 

10th%: 25th%: 50th%: 75th%: 

1180 1300 1420 1600 

93 

- - - -,- -
Count: 

162 

#Missing: 

lo 
90th%: 

1181} 

Count: 

161 

#Missing: 

11 

90th%: 

1948 



- -.- - - - - -- -·--
Speech Aid Time Statitistcs 

- - - -,- -
X1: Post-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1185.25 1159.2 120.55 125344.43 185.94 160 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

130 1900 1870 111115 13554375 12 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

16 167.5 1105 1127.5 1210 1360 

#>90th%: 

13 

X2: Total Time (Hours) 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

112.55 ls.73 1.73 132.78 145.62 162 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

11.17 126.5 125.33 1777.99 111761.71 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 16 19 111.75 115.5 122 

#>90th%: 

Is 

94 
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- -.- - - - - - - • - - - - - - -,- -
Surgical Splint 

Time 

Clinical Physician Technician 
21085 Lab. or 

Clerical 

Visit: 1 

Week: 1 

Step Description 

Review History 1 0 1 0 

Review Radiographs 1 5 

Clinical Exam 1 0 

Preliminary lmpression(s) 1 0 

Patient/Family Counselling 1 0 

Coordination and Follow-up 1 0 

Telephone Consultations 1 5 

Reports and Letters (Financial and Referral) 45 

Cast Production 20 

Cast Modification and Tray Outline 1 0 

Custom Tray Fabrication 30 

Visit Totals (Min.) 50 95 50 

Visit Totals (Hrs.) 0.83 1 .58 0.83 

Surgical Splint 96 



- -.- - - - -- - • - - - - - - -,- -
Surgical 

Time 
Splint 

Clinical Physician Technician 
21085 Lab. or 

Clerical 

Visit: 2 

Week: 1 

Step Description 

Final Impression 1 5 5 

Mastercast Production 20 

Base and Occlusion Rim Production 20 

Maxillomandibular Record 1 0 5 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Articulate Casts 1 5 

Model Surgery/Arch Form Reestablishment 35 

Archbar/Retention Mechanism Attachments 1 5 

Preparation and Retrieval (not including processing time) 80 

Final Contour Adjustments 1 5 

Polish and Disinfection 30 

Visit Totals (Min.) 35 75 165 

Visit Totals (Hrs.) 0.58 1 .25 2.75 

Surgical Splint 97 



- -.- - - - - - - • - - - - - - --- -
Surgical 

Time 
Splint 

Clinical Physician Technician 
21085 Lab. or 

Clerical 

Visit: 3 

Week: 1 

Step Description 

Clinical Exam 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Week: 2 

Step Description 

Clinical Exam 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 40 

Visit Totals (Hrs.) 0.67 0.00 0.00 

Surgical Splint 98 
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Surgical Splint 

21085 

Surgical Splint 

- - - - - • - -
Clinical 

Total Procedure Minutes 125.00 

Total Procedure Hours 2.08 

Total Service (Direct and Indirect) Time: 8. 50 0 

Total Direct Physician Hours: 4. 9 1 7 

% of Direct time = Physician Laboratory: 0. 58 

% of Total Service Time = Technician: 0. 4 2 

Total Visits: 3 

99 

- -
Time 

Physician 
Lab. or 
Clerical 

170.00 

2.83 

- - -... -
Technician 

215.00 

3.58 
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Surgical Splint 
21085 

Selected Survey Graphs and Tables 
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- - - - - - - • - - - - - - -.. -
Surgical Splint Time Statitistcs 

X1: Pre-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

188.73 188.84 111.57 17892.75 1100.13 Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1480 1480 ls235 1922275 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 130 I so 1120 1180 

#>90th%: 

14 

X2: Intra-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1227.23 1138.2S 118.48 11911S.29 lso.8s Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo ls1o ls1o 112725 13942925 13 

#<10th%: 10th·%: 25th%: 50th%: 75th%: 90th%: 

12 lso 1120 1180 13so 14SS.5 

#>90th%: 

Is 

102 
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Surgical Splint Time Statitistcs 

X1: Post·Servlce Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

184.91 183.35 111.04 16947.76 198.16 ls7 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1400 1400 14840 l8oooso 12 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 137.5 160 1120 1174 

#>90th%: 

16 

X2: Total Time (Hours) 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

16.44 13.77 1.49 114.25 ls8.6 ls9 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

1.67 122 121.33 1380.01 13273.9 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 12.75 13.69 Is 19.38 111 

#>90th%: 

14 

103 
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Auricular Prosthesis 
21086 
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- -.- - -
Auricular Prosthesis 

21086 

Vi sit: 1 

Week: 1 

Step Description 

Review History 

Clinical Exam 

- - - - • 

Defect Preparation, Master and Contralateral Impressions 

Patient/Family Counselling 

Coordination and Follow-up 

Telephone and Other Consultations 

Reports and Letters (Financial and Referral) 

Cast Production 

Auricular Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

105 

Clinical 

1 0 

5 

40 

1 5 

1 0 

80 

1.33 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

30 

45 

100 

1.67 

- -
Technician 

30 

30 

0.50 

-.- -



- -.- - -
Auricular Prosthesis 

21086 

Visit: 2 

Week: 2 

Step Description 

Defect Preparation 

- - - - • 

Mastercast Adjustments, Sculpting and Try-on 

Patient/Family Instructions 

Coordination and Follow-up 

Auricular Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

106 

Clinical 

5 

60 

1 0 

5 

80 

1 .33 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

1 5 

0.25 

- - -r -
Technician 

0.00 



- -.- - -
Auricular Prosthesis 

21086 

Visit: 3 

Week: 3 

Step Description 

Sculpting and Try-on 

Prepare Base Color . 

Patient/Family Instructions 

Coordination and Follow-up 

-

Final Margination and Sculpting 

Preparation of Mold 

Auricular Prosthesis 

- - - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

107 

30 

30 

5 

5 

70 

1.17 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

45 

70 

1.17 

--
Technician 

60 

60 

1.00 

-,- -



- -.- - -
Auricular Prosthesis 

21086 

Visit: 4 

Week: 4 

Step Description 

Layer Coloring of Mold 

-

Correct, Catalyze, and Add Base Color 

Patient/Family Instructions 

Coordination and Follow-up 

Process and Retrieval 

-

Margination and Processing Error Correction 

Auricular Prosthesis 

- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

108 

30 

1 0 

5 

5 

50 

0.83 

- -
Time 

Physician 
Lab. or 
Clerical 

30 

1 0 

30 

70 

1 .17 

-·-
Technician 

50 

50 

0.83 

-,- -



- -.- - -
Auricular Prosthesis 
21086 

Visit: 5 

Week: 5 

Step Description 

- - - - • 

Try-on and Establishment of Final Prosthesis Margins 

Surface Tinting and Color Correction 

Patient/Family Instructions 

Coordination and Follow-up 

Auricular Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

109 

20 

30 

20 

5 

75 

1.25 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

20 

35 

0.58 

- - -,- -
Technician 

0.00 



- -.- - -
Auricular Prosthesis 
21086 

Visit: 6 

Week: 7 

Step Description 

- -

Prosthesis Evaluation and Clinical Exam 

Color and Contour Adjustments 

Patient/Family Instructions 

Coordination and Follow-up 

Auricular Prosthesis 

- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

110 

1 5 

30 

1 0 

5 

60 

1.00 

- -
Time 

Physician 
Lab. or 
Clerical 

20 

20 

0.33 

- - -,- -
Technician 

0.00 



- -.- - -
Auricular Prosthesis 
21086 

Visit: 7 

Week: 1 1 

Step Description 

- -

Prosthesis Evaluation and Clinical Exam 

Minor Color and Contour Adjustments 

Patient/Family Instructions 

Coordination and Follow-up 

Auricular Prosthesis 

- - • - -

Visit Totals (Min.) 

Visit Totals (Hrs.) 

111 

Clinical 

1 0 

1 5 

1 0 

5 

40 

0.67 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

1 5 

0.25 

- - -,- -
Technician 

0.00 



- -.- - - - --- • - -
Auricular Prosthesis 
21086 

Clinical 

Total Procedure Minutes 455.00 

Total Procedure Hours 7.58 

Total Service (Direct and Indirect) Time: 1 5. 3 3 3 

Total Direct Physician Hours: 1 3. 0 0 0 

% of Direct time = Physician Laboratory: 0. 4 2 

% of Total Service Time = Technician: 0. 1 5 

Total Visits: 7 

Auricular Prosthesis 112 

--
Time 

Physician 
Lab. or 
Clerical 

325.00 

5.42 

- - -,- -
Technician 

140.00 

2.33 
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Auricular Prosthesis 
21086 

Selected Survey Graphs and Tables 
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- -.- - - - --- • - - - - - - -,- -
Auricular Prosthesis Time Statitistcs 

X1: Pre-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

lss.58 lss.ss 17.49 13198.3S 184.94 ls7 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1240 1240 13795 1431775 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 128.75 I so 190 1150 

#>90th%: 

Is 

X2: Intra-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

ls22.07 1320.92 142.88 1102987.45 ls1.59 Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

1150 11800 11S50 13483S 127334790 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 1300 1388.5 lsoo 1780 11002.S 

#>90th%: 

Is 

115 



- -.- - - -
Mean: 

1113.04 

Minimum: 

lo 

#<10th%: 

12 

#>90th%: 

Is 

Mean: 

113.15 

Minimum: 

I-s 

#<10th%: 

16 

#>90th%: 

16 

---.--­
Auricular Prosthesis Time Statitistcs 

X1: Post-Service Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

1102.57 113.71 110521.53 190.75 

Maximum: Range: Sum: Sum of Sqr.: 

1600 1600 16330 11294200 

10th%: 25th%: 50th%: 75th%: 

130 160 175 1120 

X2: Total Time (Hours) 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

16.06 1-8 136.67 146.06 

Maximum: Range: Sum: Sum of Sqr.: 

137 136.5 1749.35 111905 

10th%: 25th%: 50th%: 75th%: 

16.66 19.5 113 115.62 

116 

- - - --- -
Count: 

Is&_ 

#Missing: 

11 

90th%: 

1240 

Count: 

ls7 

#Missing: 

lo 

90th%: 

121.04 
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Nasal Prosthesis 
21087 
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- -.- - - - -- - • 
Nasal Prosthesis 

21087 

Visit: 1 

Week: 1 

Step Description 

Review History 

Clinical Exam 

Defect Preparation and Master Impression 

Patient/Family Counselling 

Coordination and Follow-up 

Telephone and Other Consultations 

Reports and Letters (Financial and Referral) 

Cast Production 

Nasal Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

118 

1 0 

5 

30 

1 5 

1 0 

70 

1.1 7 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

30 

45 

100 

1.67 

- -
Technician 

30 

30 

0.50 

-.- -



- -.- - - - - - - • - - - - - - -.- -
Nasal Prosthesis 

Time 

Clinical Physician Technician 
21087 Lab. or 

Clerical 

Visit: 2 

Week: 2 

Step Description 

Defect Preparation 5 

Mastercast Adjustments, Sculpting and Try-on 60 1 5 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 80 1 5 

Visit Totals (Hrs.) 1.33 0.25 0.00 

Nasal Prosthesis 119 



- -.- - ·-
Nasal Prosthesis 

21087 

Visit: 3 

Week: 3 

Step Description 

Final Sculpting and Try-on 

Prepare Base Color 

Patient/Family Instructions 

Coordination and Follow-up 

-

Final Margination and Sculpting 

Preparation of Mold 

Nasal Prosthesis 

- - - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

120 

30 

30 

5 

5 

70 

1 .17 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

45 

70 

1.17 

- -
Technician 

60 

60 

1.00 

-,- -



- -.- ~ - - - - - • - - - - - - ..... -
Nasal Prosthesis 

Time 

Clinical Physician Technician 
21087 Lab. or 

Clerical 

Visit: 4 

Week: 4 

Step Description 

Layer Coloring of Mold 30 30 

Correct, Catalyze, and Add Base Color 1 0 1 0 

Patient/Family Instructions 5 

Coordination and Follow-up 5 

Process and Retieval 50 

Margination and Processing Error Correction 30 

Visit Totals (Min.) 50 70 50 

Visit Totals (Hrs.) 0.83 1.17 0.83 

Nasal Prosthesis 121 



- -.- ·-
Nasal Prosthesis 

21087 

Visit: 5 

Week: 5 

Step Description 

- - - - - • 

Try-on and Establishment of Final Prosthesis Margins 

Surface Tinting and Color Corrections 

Patient/Family Instructions 

Coordination and Follow-up 

Nasal Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

122 

25 

30 

20 

5 

80 

1 .33 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

20 

35 

0.58 

- - ...... -
Technician 

0.00 



- -.- - - - - - - • - - - - - - -.. -
Nasal Prosthesis 

Time 

Clinical Physician Technician 
21087 Lab. or 

Clerical 

Visit: 6 

Week: 7 
Step Description 

Prosthesis Evaluation and Clinical Exam 1 5 

Color and Contour Adjustments 30 20 

Patient/Family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 60 20 

Visit Totals (Hrs.) 1.00 0.33 0.00 

Nasal Prosthesis 123 



- -.- - - - - - - • - - - - - - -.. -
Nasal Prosthesis 

Time 

Clinical Physician Technician 
21087 Lab. or 

Clerical 

Visit: 7 

Week: 1 1 

Step Description 

Prosthesis Evaluation and Clinical Exam 1 5 

Color and Contour Adjustments 1 5 1 5 

Patient/family Instructions 1 0 

Coordination and Follow-up 5 

Visit Totals (Min.) 45 1 5 

Visit Totals (Hrs.) 0.75 0.25 0.00 

Nasal Prosthesis 124 
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Nasal Prosthesis 

21087 

- - - - - • - -
Clinical 

Total Procedure Minutes 455.00 

Total Procedure Hours 7.58 

Total Service' (Direct and Indirect) Time: 1 5. 3 3 3 

Total Direct Physician Hours: 1 3. 0 0 0 

% of Direct time = Physician Laboratory: 0. 4 2 

% of Total Service Time = Technician: 0. 1 5 

Total Visits: 7 

Nasal Prosthesis 125 

- -
Time 

Physician 
Lab. or 
Clerical 

325.00 

5.42 

- - -.. -
Technician 

140.00 

2.33 
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Nasal Prosthesis 
21087 

Selected Survey Graphs and Tables 
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- -.- - - - --- • Nasal Prosthesis Time Statitistcs 
- -- - - - -.. -

X1: Pre-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

161.52 ls1.44 16.87 12646.29 183.&2 Is& 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1190 1190 13445 1357475 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo 125 160 l9o 1120 

#>90th%: 

Is 

X2: Intra-Service Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1649.82 1337.81 145.55 1114118.41 ls1.99 Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

11so 11800 116SO 13S740 129386896 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 1300 1413.7S 1600 1780 11140 

#>90th%: 

Is 

128 



- -.- - - - - --- • Nasal Prosthesis Time Statitistcs 
-- - - - -r -

X1: Post-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1117.18 1104.9a 114.15 111010.89 la9.ss Iss 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1600 1600 16445 l1a49825 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

12 lao 160 lao 1120 1240 

#>90th%: 

Is 

X2: Total Time (Hours) 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

l1a.so 16.09 1.81 la7.06 144.8a Is& 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

1-42 las la4.58 1760.5 112a66.07 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

16 17.05 19.75 l1a 115.5 121.95 

#>90th%: 

16 

129 
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Surgical Obturator 
210XX·1 
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- -.- --
Surgical Obturator 

210xx-1 

- --
Visit: 1 

Week: 1 

Step Description 

Review Med History 

Review Radiographs 

Clinical Exam 

Tray Selection and Impressions 

Maxillomandibular Relation 

Family/Patient Counselling 

Coordination and Planning 

Telephone and Other Consults 

Reports and Letters 

Cast Production 

Cast Preparation (Articulate and Modify) 

Design, Wax-up and Contour Establishment 

Flask, Process, and Retrieval 

-

Final Preparation (Trim, Retaining Brackets, Holes, etc.) 

Surgical Obturator 

• - -
Clinical 

1 0 

1 0 

1 0 

1 0 

1 5 

1 0 

131 

- -- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

5 

1 5 

45 

1 5 

20 

1 5 

Technician 

20 

1 5 

80 

20 

-.- -



- -.- - -
Surgical Obturator 
210xx-1 

Surgical Obturator 

- - - - • 
Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

132 

65 

1.08 

- -
Time 

Physician 
Lab. or 
Clerical 

125 

2.08 

- -
Technician 

135 

2.25 

-r -



- -.- - -
Surgical Obturator 

210xx-1 

Visit: 2 

Week: 1 

Step Description 

OR- Scrub 

-

OR- Modification and Placement 

Surgical Obturator 

-- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

133 

1 0 

45 

55 

0.92 

- -
Time 

Physician 
Lab. or 
Clerical 

0.00 

- - -.- -
Technician 

0.00 



- -.- - - - -- - • 
Surgical Obturator 
210xx-1 

Visit: 3 

Week: 1 

Step Description 

Clinical Exam 

Remove Packing or Retentive Sutures 

Debride Defect 

Adjustments and Modification of Acrylic Base 

Soft Liner Placement and Modification 

Patient and Family Counselling 

Coordination and Follow-up 

Surgical Obturator 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

134 

5 

1 5 

5 

1 5 

1 5 

1 5 

5 

75 

1.25 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

25 

0.42 

- - -.. -
Technician 

0.00 



- -- - -• 
Surgical Obturator 
210xx-1 

Visit: 4 

Week: 

Step Description 

Defect and Oral Debridement 

-

Adjustments and Modification of Base 

Remove and Replace Soft Liner 

Patient/Family Instructions 

Coordination and Follow-up 

Surgical Obturator 

-- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -
Clinical 

135 

1 0 

1 5 

1 5 

5 

5 

50 

0.83 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

25 

0.42 

- - -.---
Technician 

0.00 



- -.- - -
Surgical Obturator 
210xx-1 

Surgical Obturator 

- - - - • - -
Clinical 

Procedure Totals (Min.) 245.00 

Procedure Totals (Hrs.) 4.08 

Total Direct and Indirect Hours: 9. 2 5 

Total Direct Hours: 7. 0 0 

% of Direct time - Physician Laboratory: 0. 4 2 

% of Total Service Time = Technician: 0 . 2 4 

Total Visits: 4 

136 

- - - - -... -
Time 

Physician Technician 
Lab. or 
Clerical 

175.00 135.00 

2.92 2.25 
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Surgical Obturator 
210XX·1 

Selected Survey Graphs and Tables 
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- -.- - - - - - -- -- • Surgical Obturator Time Statitistcs 
- - - -.- -

X1: Pre·Servlce Time 

Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1109.45 190.09 111.26 18116.76 182.31 164 

Minimum: Maximum: Range: Sum: 

0 480 480 7005 0 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 130 145 160 1165 1240 

#>90th%: 

14 

X2: Intra-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1242.05 1196.88 125.21 138761.15 181.34 161 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

130 1960 1930 114765 js89952S 13 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is 160 1120 1180 1300 1480 

#>90th%: 

Is 

139 



- -.- - - -
Mean: 

1170.48 

Minimum: 

lo 
#<10th%: 

Is 

#>90th%: 

16 

Mean: 

,8.42 

Minimum: 

,.42 

#<10th%: 

16 

#>90th%: 

16 

---·--­Surgical Obturator Time Statitistcs 

X1: Post-Service Time 
Std. Dev.: Std. Error: Variance: Coef. Var.: 

1162.39 120.62 126370.25 195.25 

Maximum: Range: Sum: Sum of Sqr.: 

1780 1780 110570 13410600 

10th%: 25th%: 50th%: 75th%: 

160 160 1120 1240 

X2: Total Time (Hours) 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

js.79 ,.72 133.53 168.76 

Maximum: Range: Sum: Sum of Sqr.: 

127 126.58 1539.01 16652.18 

10th%: 25th%: 50th%: 75th%: 

13.47 14.38 17 ,9.96 

140 

- - - -.- -
Count: 

162 

#Missing: 

12 

90th%: 

1387 

Count: 

164 

#Missing: 

lo 
90th%: 

114.12 



- -.- - - - - - - • - - - - - - -.- -

Orbital Prosthesis 
210XX·2 

141 



- -.- - - - -- - • 
Orbital Prosthesis 

210xx-2 

Visit: 1 

Week: 

Step Description 

Review History 

Clinical Exam 

Defect Preparation and Master Impression 

Patient/Family Counselling 

Coordination and Follow-up 

Telephone and Other Consultations 

Reports and Letters (Financial and Referral) 

Cast Production 

Orbital Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

--

142 

Clinical 

1 0 

5 

30 

20 

1 0 

75 

1.25 

- -
Time 

Physician 
Lab. or 
Clerical 

1 0 

1 5 

30 

45 

100 

1.67 

- -
Technician 

30 

30 

0.50 

-.- -



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 2 

Week: 2 

Step Description 

Defect Preparation 

- - - - • - -
Clinical 

1 0 

Select Stock Ocular Prosthesis, Try on Base, Verify Margins 30 

Patient/Family Instructions 

Coordination and Follow-up 

Flask Ocular for Color Modification 

Orbital Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

143 

1 5 

5 

60 

1.00 

- -
Time 

Physician 
Lab. or 
Clerical 

25 

25 

0.42 

- -
Technician 

45 

45 

0.75 

-.- -



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 3 

Week: 3 

Step Description 

Defect Preparation 

-

Adjust Color of Ocular Prosthesis 

Patient/Family Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

- - - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

144 

Clinical 

5 

40 

5 

5 

55 

0.92 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

1 5 

0.25 

- -
Technician 

30 

30 

0.50 

-,- -



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 4 

Week: 4 

Step Description 

Defect Preparation 

Locate Ocular Prosthesis 

-

Initial Lid and Suface Contours 

Patient/Family Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

- - - • - -

Visit Totals (Min.) 

Visit Totals (Hrs.) 

145 

Clinical 

5 

30 

30 

5 

5 

75 

1.25 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

1 5 

0.25 

- - -,- -
Technician 

0.00 



- -.- - -
Orbital Prosthesis 
210xx-2 

Visit: 5 

Week: 5 

Step Description 

Defect Preparation 

- -

Try-on, Surface and Positional Corrections 

Patient/Family Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

146 

Clinical 

5 

45 

5 

5 

60 

1.00 

- -
Time 

Physician 
Lab. or 
Clerical 

20 

20 

0.33 

- - --- -
Technician 

0.00 



- - -
Orbital Prosthesis 

21 Oxx-2 

Visit: 6 

Week: 6 

Step Description 

Defect Preparation 

- -

Final Sculpted Try-on and Corrections 

Patient/Family Instructions 

Coordination and Follow-up 

Final Contouring and Adjustments 

Mold Preparation 

Orbital Prosthesis 

- - • - -

Visit Totals (Min.) 

Visit Totals (Hrs.) 

147 

Clinical 

5 

30 

5 

5 

45 

0.75 

- -
Time 

Physician 
Lab. or 
Clerical 

20 

60 

80 

1.33 

- -
Technician 

75 

75 

1.25 

-



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 7 

Week: 7 

Step Description 

Base Shade Preparation 

Layer Coloring of Mold 

Coordination and Follow-up 

Processing and Retrieval 

- - - - • 

Margination and Processing Error Corrections 

Orbital Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

148 

Clinical 

30 

30 

5 

65 

1 .08 

- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

30 

45 

90 

1.50 

- -
Technician 

60 

60 

1.00 

-.- -



- ..... -- - -- - • - -
Orbital Prosthesis 

21 Oxx-2 

Visit: 8 

Week: 8 

Step Description 

Fit Prosthesis to Defect 

Coloring, Eyelash, and Contouring Changes 

Patient/Family Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

149 

Clinical 

30 

30 

25 

5 

90 

1.50 

- -- -
Time 

Physician 
Lab. or 
Clerical 

1 5 

1 5 

30 

0.50 

Technician 

0.00 

-.- -



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 9 

Week: 9 

Step Description 

Clinical Exam 

- -

Adjustments to Prosthesis Base and Surface 

Patient/Family Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

- - • 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

150 

Clinical 

5 

30 

20 

5 

60 

1.00 

- -
Time 

Physician 
Lab. or 
Clerical 

20 

20 

0.33 

- - -,.. -
Technician 

0.00 



- -.- - -
Orbital Prosthesis 

210xx-2 

Visit: 1 0 

Week: 1 2 

Step Description 

Clinical Exam 

- -- - • 

Adjustments to Prosthesis Base and Surface 

Patient/Familly Instructions 

Coordination and Follow-up 

Orbital Prosthesis 

Visit Totals (Min.) 

Visit Totals (Hrs.) 

- -

151 

Clinical 

5 

30 

1 0 

5 

50 

0.83 

- -
Time 

Physician 
Lab. or 
Clerical 

20 

20 

0.33 

- - -,- -
Technician 

0.00 



- -.- - -
Orbital Prosthesis 

21 Oxx-2 

- -- - • 
Total Procedure Minutes 

Total Procedure Hours 

- -
Clinical 

635.00 

10.58 

Total Service (Direct and Indirect) Time: 2 1 . 50 0 

Total Direct Physician Hours: 1 7. 50 0 

% of Direct time = Physician Laboratory: 0. 4 0 

% of Total Service Time = Technician: 0. 1 9 

Total Visits: 1 0 

Orbital Prosthesis 152 

- -
Time 

Physician 
Lab. or 
Clerical 

415.00 

6.92 

- - -,- -
Technician 

240.00 

4.00 



- -.- - - - - - - • - - - - - - -,.. -

Orbital Prosthesis 
210XX·2 

Selected Survey Graphs and Tables 

153 



- -.- - - - -- - • - - - - -
Frequency Distribution for Total Times 

(1 Oth%<Total Time<90th%) 

Orbital Prosthesis 
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- -.- - - - - - - • - - - - - - --- -
Orbital Prosthesis Time Statistics 

X1: Pre·Servlce Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

170.19 lss.a 17.53 13058.46 178.8 ls4 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

lo 1180 1180 13790 1428100 lo 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

lo lo lao l&o 1120 1150 

#>90th%: 

14 

X2: Intra-Service Time 
Mean: Std. Dev.: Std. Error: Variance: Coef. Var.: Count: 

1930.72 ls4& 175 1298120.48 Iss.&& I sa 

Minimum: Maximum: Range: Sum: Sum of Sqr.: #Missing: 

1180 12880 12700 149328 161412672 11 

#<10th%: 10th%: 25th%: 50th%: 75th%: 90th%: 

Is las4 1511.25 1834 11200 11730.8 

#>90th%: 

Is 

155 



- - - -
Mean: 

1143.68 

Minimum: 

lo 

#<10th%: 

Is 

#>90th%: 

Is 

Mean: 

118.74 

Minimum: 

1.83 

#<10th%: 

Is 

#>90th%: 

Is 

- - -·--­Orbital Prosthesis Time Statistics 

X1: Post-Service Time 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

1149.16 120.49 122249.18 1103.82 

Maximum: Range: Sum: Sum of Sqr.: 

lsoo lsoo 17615 12251075 

10th%: 25th%: 50th%: 75th%: 

ls7 l6o 1120 1180 

X2: Total Time (Hours) 

Std. Dev.: Std. Error: Variance: Coef. Var.: 

19.82 11.34 196.53 ls2.41 

Maximum: Range: Sum: Sum of Sqr.: 

Iss ls8.17 11012.21 124089.56 

10th%: 25th%: 50th%: 75th%: 

17.45 112 117.5 123.5 

156 

- - - --- -
Count: 

ls3 

#Missing: 

11 

90th%: 

1312 

Count: 

ls4 

#Missing: 

lo 

90th%: 

130,36 



- ..... - - - -- - • - - - - - - -.. -
Summary 

of 
Procedural Time Values 

Palat<~f.Aug~en:(.,_:_,~. : 121082 I 6.75 I 4.00 I 9.92 37.2 I 10.75 I 20.67 

~I>~~~RA~~)i~t:~::i6~;~~·~:-··121084 I 6.83 I 4.92 I 7.92 41.9 I 11.75 I 19.67 
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
APRIL 1995 

SYSTEMIC-TO-PULMONARY ARTERY SHUNT- TAB 17 

• 

Code 33924 [Ligation and takedown of a systemic-to-pulmonary artery shunt performed in conjunction with a congenital heart procedure 
(list separately in addition to code for primary procedure)] is a new add-on code that is performed in conjunction with several congenital 
heart procedures. The placement of a systemic-to-pulmonary shunt is commonly performed on "blue babies" and other newborns 
because their physiology will not tolerate a complete repair. When the patient is able to tolerate a more definitive procedure the shunt is 
taken down. This procedure is performed rarely, and is considered extremely risky. Among the most common risks are potential 
damage to the phrenic nerve which controls the diaphragm. The margin for physician error in this procedure is small. If the physician 
is unable to control the shunt inside the pulmonary artery, the operation will not be successful, resulting in death to the patient. 

Code 33924 is currently reported as part of codes 33696 [Complete repair of tetralogy of Fallot without pulmonary atresia; with closure 
of previous shunt] and 33698 [Complete repair of tetralogy of Fallot with pulmonary atresia inCluding construction of conduit from right 
ventricle to pulmonary artery and closure of ventricular septal defect; with closure of previous shunt]. 33924 is performed with several 
other types of congenital heart procedures and reported using a -22 modifier. In particular, ~is type of shunt is often found in patients 
undergoing Fontan procedures (33615 and 33617), operations for transposition of the great arteries with ventricular septal defect and 
pulmonary stenosis (37770 and 33771), and bidirectional cavopulmonary shunts (33767), in addition to the tetralogy of Fallot repair 
procedures. 

The RUC reduced the specialty society recommendation by 0.75 RVUs and recommends 5.5 RVUs for code 33924. 

CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

•33924 ACl Ligation and takedown of a systemic-to-pulmonary artery shunt, zzz 5.50 
performed in conjunction with a congenital heart procedure (List 
separately in addition to code for primary procedure) 

(Use 3392X only with 33470-33475, 33600-33619, 33684-33688, 
33692-33697, 33735-33767, 33770-33781, 33786, 33918-33922} 

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



• • • 
CPT Code Tracking CPT Descriptor Global RVW Recommendation 
(• New) Number Period 

33692 Complete repair tetralogy of Fallot without pulmonary atresia; 090 29.28 
(No Change) 

33696 with elesure ef prw;ieYs shY&t 090 N/A 

{33696 has been deleted. To re[!ort, see 3392X} 

33697 Complete repair tetralogy of Fallot with pulmonary atresia including 090 32.21 
construction of conduit from right ventricle to pulmonary artery and (No Change) 
closure of ventricular septal defectt 

33698 with elesyre ef previeYs shY&t 090 N/A 

{33698 has been deleted. To r~ort, see 3392X} 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -2-



• 

• 

SUMMARY OF RECOMMENDATION 

Tracking Number: --'A:....:=:C:..:l __ _ Global Period: -~zz~Zr:,._ ___ _ Recommended RVW: __ _,6~.2=-=5=---

CPT Descriptor: Ligation and takedown of a systemic-to-pulmonary artery shunt performed in conjunction 
with a congenital heart procedure (List separately in addition to code for primary procedure) 

~3392X only with 33470-33475. 33600-33619. 33684-33688. 33692-33697. 
33735-33767. 33770-33781. 33786. 33918-33922) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 3 year old child with single ventricle and pulmonary atresia underwent a 
Blalock-Taussig shunt (right subclavian artery to right pulmonary artery) as a neonate to provide pulmonary 
blood flow and allow survival. The shunt has provided satisfactory palliation, but there has been increasing 
cyanosis. The child is now referred for a reparative (Fontan) operation in order establish normal oxygenation 
and to relieve the volume load on the single ventricle which is imposed by the systemic-to-pulmonary artery 
shunt. The heart and great vessels are exposed through a midline sternotomy incision, and the shunt, which 
lies outside the pericardium posteriorly, is located by palpation of the thrill in the posterior mediastinum. The 
posterior pericardium is incised, and the shunt is then carefully dissected out from the surrounding scar tissue 
and is surrounded with a heavy ligature. Care is taken to avoid the areas of proximal and distal anastomoses 
to the pulmonary artery and the systemic artery in order to prevent exsanguinating hemorrhage. Then 
pursestring sutures and cannulas are placed in preparation for the initiation of cardiopulmonary bypass . 
Immediately after bypass is started, the ligature on the shunt is tied to prevent runoff from the systemic 
circulation into the pulmonary artery and systemic hypoperfusion. Once the ligature is tied, then the shunt is 
further mobilized, and it is then divided and a portion of the shunt is excised in order to prevent pulmonary 
artery distortion. The two ends of the shunt are oversewn. Then the remainder of the reparative (Fontan) 
operation is carried out. 

Description of Pre-Service Work: None required 

Description of Intra-Service Work: The heart and great vessels are exposed through a midline sternotomy 
incision, and the shunt, which lies outside the pericardium posteriorly, is located by palpation of the thrill in 
the posterior mediastinum. The posterior pericardium is incised, and the shunt is then carefully dissected out 
from the surrounding scar tissue and is surrounded with a heavy ligature. Care is taken to avoid the areas of 
proximal and distal anastomoses to the pulmonary artery and the systemic artery in order to prevent 
exsanguinating hemorrhage. Then pursestring sutures and cannulas are placed in preparation for the initiation 
of cardiopulmonary bypass. Immediately after bypass is started, the ligature on the shunt is tied to prevent 
runoff from the systemic circulation into the pulmonary artery and systemic hypoperfusion. Once the ligature 
is tied, then the shunt is further mobilized, and it is then divided and a portion of the shunt is excised in order 
to prevent pulmonary artery distortion. The two ends of the shunt are oversewn 

Description of Post-Service Work: None required 



KEY REFERENCE SERVICE(S): 

38746 

33572 

33530 

33820 

CPT Descriptor 

Thoracic lymphadenectomy, regional, including mediastinal and 
peritracheal nodes (list separately in addition to primary procedure) 

Coronary endarterectomy, open, any method (list separately in 
addition to primary procedure) 

Reoperation, coronary artery bypass procedure or valve procedure 
(list separately in addition to primary procedure) 

Repair of patent ductus arteriosus; by ligation 

4.39 

4.45 

5.86 

15.62 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR 
OTHER RATIONALE FOR RVW RECOMMENDATION (Include an applicable elements of work in rationale: 
time; technical skill & physical effort; mental effort and judgement; and stress): 

While this new code will be an add-on code, as are the others listed in the reference procedures, we believe it 
is more difficult and involves more time and work intensity than the other add-ons. Therefore, we also 
compared it to the patent ductus ligation, which is one of the least complex of the congenital heart procedures 
and comes the closest in work to the shunt takedown and ligation. After review of the data, the Consensus 
Committee felt that the median recommended RVW was slightly high, and chose to recommend the 25th 
percentile RVW of 6.25 to the RUC. 

lA ,j,., 

• 



• 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE 
SURVEY RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? _I_t was part of 33696 and 33698 (which have now been deleted) 
and was reported with a modifier -22 on several other procedures (i.e., 33470-33475; 33600-33619; 33684-
33688; 33692-33697; 33735-33767; 33770-33781; 33786; 33918-33922) 

How often do physicians in your specialty perform this service? _ Commonly 
_x_ Rarely 

Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? This is ~ 
difficult to do, since we can't sort out when the services listed above had a shunt takedown and when ~ 
didn't. We believe there are less than 200 of these procedures per year. 

1993 NCH Medicare data showed no procedures for 33696, 33698, and a total of 19 procedures for all the 
other codes listed above, inclusively. 

Is this service performed by many physicians across the United States? Yes -L.. No 

SURVEY DATA: 

Specialty: Society of Thoracic Surgeons/American Association for Thoracic Surgery 

Median Intra-Service Time: 30 min Low: 20 min High: _ ___;6::::..:0=<-.,m'-"in,.__ __ 

Median Pre-Service Time: __ n:o::/-=a _____ _ Median Post-Service Time: ___ ::;n/:....:a,__ ____ _ 

Length of Hospital Stay: __ n...,/'-"a'------- Number ofiCU Days: ----=n/:....:a,__ _____ _ 

Number & Level of Post-Hospital Visits: n/a 

Number of Times Provided in Past 12 months (Median): 10 in Past 5 years: 45 

Other Data: 

Sample Size: 50 Response Rate(%): 60%(30) Median RVW: 8.00 

25th Percentile R VW: 6.25 75th Percentile RVW: _ _,1~3:-:<. 0=0- Low: _....::;3.:.:::.0=0- High: 15.00 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

ELECTROENCEPHAWGRAM (EEG} EXTENDED MONITORING -TAB 17 

• 

CPT code 95813 [Electroencephalogram (EEG) monitoring; greater than one hour] is standard EEG monitoring for greater than one 
hour to review seizure activity and is primarily performed in tertiary care centers with neurophysiologists on staff. This EEG allows the 
physician to track clinical indications of seizure and is particularly useful for partial complex seizure activity that is not associated with 
spikes. Physicians are currently reporting this service with the standard EEG CPT code 95816 with a -22 modifier or using the unlisted 
procedure code 95999. The physician work of 95813 is the interpretation of the study and the recording is done by a technician. 
Although many EEG labs are using digital recording of EEG, physicians must review all reports that are generated. It is also unlikely 
that advanced computer technology would ever allow EEG's to be accurately captured and interpreted without physician input. Pre­
planning (eg, lead placement decisions) and consultation with the referring physician is very extensive. 

The RUC determined that the relative value recommendation of 2.47 is appropriate for code 95813 within the family of C<?des for EEG. 
The average monitoring time for 95813 is 2.5 hours and the physician spends approximately 30 minutes reviewing and interpreting the 
information. A physician spends approximately 10 minutes interpreting a standard EEG (RVW = 1.08) and 20 minutes interpreting 
95812 [EEG extended monitoring; up to one hour]. 

Tracking CPT CPT Descriptor Global RVW Recommendation 
Number Code Period (Adjusted by 1.1% 

(• New) for 1995 MFS Budget 
Neutrality 

AY11 •95812 Electroencephalogram (EEG) extended monitoring; up to one hour XXX 1.73 
(Approved at May 1994 
RUC meeting and 
submitted to HCFA) 

AY12 •95813 greater than one hour XXX 2.47 



• 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: AY12 Global Period: XXX Recommended RVW: _ _,2 ..... ~50>L.,_ __ _ 

CPT Descriptor: Electroencephalogram (EEG) monitoring; greater than one hour 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 6 year old boy suffers from episodic events in which he stares, mumbles, fumbles with 
objects, and seems dazed and confused. The episodes last for 30 seconds - 2 minutes, occurring several times a day, 
more often when under stress, has not has sufficient sleep, or has skipped meals. Previous routine EEG tests were 
normal, even with sleep deprivation, fasting and hyperventilation. Outpatient EEG was arranged with extended 
monitoring. After 3 hours of extended monitoring, the patient showed one of his typical episodes. EEG demonstrated 
that this was a brief left temporal ictal discharge, rather than a 3 per second spike and wave event. The patient was 
diagnosed as having partial complex seizure disorder rather than a primary generalized seizure disorder. Specific 
medication and prognosis could be offered based on the specific diagnosis. 

Description of Pre-Service Work: Discussion with attending physician regarding the needs for the test as well as any 
other testing requirements. Review of any prior EEG tests preformed. Instruction of the technician regarding any 
special techniques or montages required. 

Description of Intra-Service Work: Review of a significantly large number of recording pages and interpretation of 
the information . 

Description of Post-Service Work: Generation of a repon based on the fmdings and discussion with the attending 
physician if appropriate. 

KEY REFERENCE SERVICE(S): 

CPT Code 

95816 & 
95817 

95819 & 
95821 

95823 

95954 

CPT Descriptor 

Electroencephalogram (EEG) including recording awake and drowsy, with 
hyperventilation and/or photic stimulation; standard or portable, same 
facility (95817 - alternate facility) 

Electroencephalogram (EEG) including recording awake and asleep, with 
hyperventilation and/or photic stimulation; standard or portable, same 
facility (95821 - alternate facility) 

Electroencephalogram (EEG); physical or pharmacological activation only 

Pharmacological activation during prolofiged monitoring for localization of 
cerebral seizure focus 

1.09 

1.09 

2.92 

2.48 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER 
RATIONALE FOR RVW RECOMMENDATION (Include all applicable elements of work in rationale: time; technical skill 
& physical effort; mental effort and judgement; and stress): 

The key reference services listed above are related services. This new code considers only the physician work and 
does not include the work performed by technicians or other professionals. The code does not include distinct 
evaluation and management services which may be provided in addition to the procedure. 



• 

• 

IF RECOMMENDED RVW IS BASED ON AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY 
RESULTS, PLEASE EXPLAIN WHY: 

FREQUENCY INFORMATION 

How was this service previously reported? No previous CPT code - used codes listed under key reference services 

How often do physicians in your specialty perform this service? _ Commonly _ Sometimes _x_ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 1 % of total EEGs 

Is this service performed by many physicians across the United States? _x_ Yes _ No 

SURVEY DATA: 

Specialty: American Academy of Neurology 

Median Intra-Service Time: 30 min. Low: 10 min. High: 90 min 

Median Pre-Service Time: 15 min. Median Post-Service Time: _ _......15'-'m ......... in..._. ____ _ 

Length of Hospital Stay: __ .... N,l.I,/.._.A __ _ Number ofiCU Days: ---~N..,/....,A...._ _____ _ 

Number & Level of Post-Hospital Visits: 

Number of Times Provided in Past 12 months (Median): 25 in Past 5 years: 100 

Other Data: 

Sample Size: 50 Response Rate : 60% - 30 respondents Median R VW: 2.50 

25th Percentile RVW: I 80 75th Percentile RVW: 3 00 Low: __,0""". 9"""'0'---- High: 3 .50 



• • 
AMA SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATIONS 
SEPTEMBER 1994 

DOPPLER FLOW TESTING- TAB 16 

• 

93990 [Duplex scan of hemodialysis access (including arterial inflow, body of access and venous outflow] represents new technology 
used to determine if a patient is developing a stenosis or thrombosis in the arterial inflow or venous outflow. Problems may be quickly 
identified and treated with angioplasty or thrombolytic therapy before the shunt totally occludes. There is no other CPT code that 
represents the work involved in evaluating both venous and arterial outflow. This procedure is most similar to 93925 [Duplex scan of 
lower extremity arteries or arterial bypass grafts; complete bilateral study (RVW 0.58)], although 93990 is not a bilateral study, the 
services are comparable because 93990 requires review of different types of accesses used. The physician work of this procedure 
averages about twenty minutes and involves reviewing patient history, examination records, reviewing and interpreting the results of the 
duplex scan, preparing a report, and contacting and discussing results with the referring physician. 

CPT CPT Descriptor Global RVW 
Code Period Recommendation 
(• New) (Adjusted by 1.1% for 1995 

MFS Budget Neutrality 

•93990 Duplex scan of hemodialysis access (including arterial inflow, body of XXX .54 
access and venous outflow) 



• 

• 

AMERICAN COLLEGE OF RADIOLOGY 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code Number: 93990 Global Period; XXX Recommended RVW: o.s.s.._ 

CPT Descriptor: Duplex scan of hemodialysis access (including· arterial inflow, body of access 
and venous outflow) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A 52 year old man w_as ref~rred. to the Ultrasound Department follo~in.g his lal!t hemodialysis visit 
because of a long rcctrculation t1me. The request for the procedure sndicated relative urgency since 
this was a new clinical finding and sugge~1s impending thrombosis of the graft. 

Description of Pre-Service Work: (See Attached) 

Description of Intra-Service Work: (See Attached) 

Description of Post-Service Work: (See Attached) 

KEY REFERENCE SERVICE(S): 

CPT Code 

93925 

93880 

76700 

76770 

CPT Descriptor 

Duplex scan of lower extremity arteries or arterial bypass grafts; 
complete bilateral study 

Duplex scan of exttacranial arteries: complete bilateral study 

Echography, abdominal, B-scan and/or real time with image 
documentation; complete 

Echography, retroperitoneal (eg, renal, aorta, nodes), B-scan 
and/or real time with image doatmentation; complete 

1994 
~ 

0.61 

0.61 

0.82 

0.75 

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) 
AND/OR OTHER RATIONALE FOR RVW RECOMMENDATION (ladwJe an •ppncablc: c:lcmmts or 
work 1D rntiCIIUIIc: time:; kchnlcal skiD a phylical cffalt; mmlal ell'on ud jad;mc:at; ll1ld lll'al): 

Code 93990 was considered to require slightly less physician work than code 93925 (RVW=0.61). 
For this reru~on, the recommended RVW was reduced from the survey median RVW (0.72). 

Although the two procedures are roughly comparable, there are some difference.~ that have a bearing 
on code 93990's RVW. First. because of the different types of accesses used, imaging a hemodialysis 
acce.~s is a highly individualized procedure. This variability add.~ to the procedure's complexity. 
Second, even though code 93990 includes images of ancrial inflow, venous outflow, in addition to 
the access it~elf. the physician time necessary to perform and interpret the procedure is less than that 

• 
for code 93925 which requires the performance and interpretation of a complete bilal.cral arterial 
study. · 

( . 
,. 
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FREQUENCY INFORMATION 

How wac; this service previously reported? 76999 Unli~ ultrasound procedure 

How often do physicians in your specialtY perform this service? .x_ Commonly _ Sometimes 
Rarely_ • 

~ 

Estimate the number of times this service might be provided nationally in a one-year period? 5-10% 
of pegple on hemodialysis would require this procedure. 

Is thi.s service performed by many physicians across the United States? -X.. Yes _ No 

SURVEY DATA: 

Specialty: American College of Radiology 

Median Total Service Tune: 20 minures Low: I 0 mirnrtes 

Number of Times Provided in Past 12 months (Median): _...!1~0~-

0thcr Data: 

Sample Size: 76 Response Rate(%): 34 <N•26l 

Hjgb: 52 minur~ 

in Past 5 years; ---'-'40=---

Median RVW: .72 

25th Percentile RVW: .60 7.Sth Percentile RVW: .90 Low: -"".30~- High: __ 1""" . .._2 _ 

cn•J n~:?T nHI ~R-~ -rl~~ 
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