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DEPARTMENT OF HEALTH & HUMAN SERVICES Health Care Financing Administration

83285 Security Boufevard
Baitimore, MD 21207

May 22, 1995
NOTE TO: See below .
SUBJECT: 1995 Work Relative Value Unit (WRVU) Refinement Meeting

Thank you for agreeing to participate in the 1995 work relative
value refinement meeting. The meeting will be held June 28 and 29
in Linthicum Heights, a small community outside of Baltimore, very
close to the BWI airport. The meeting will begin at 8:15 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 providcd in another letter.

We are enclosing a packet containing the RUC recommendations for
new and revised codes. 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 questions and for which you belleve
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 discussed durlny each 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 CMDs assigned to that call
to express any concerns you may have about the recommendations.

Please retain all of Lhe RUC material 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 conference calls or the refinement process, please

feel free to contact Grant Bagley, M.D. at (410) 966-4509.

Te el
Liz Cusik
Attachments
Addressees. ,
James Adamson, M.D. James. B. Holloway, M.D.
James E. Alexander, M.D. Marjorie E. Kanof, M.D.
Alice Faryna, M.D. " Frank R. Mohs, M.D.
Geurge R. Gerber, M.D. P. Michael Riisager, M.D.
W. Aubrey Godfrey, M.D. H. Jerry Stone, M.D.
John E. Harding, M.D. Richard G. Thompson, M.D.



Adamso lexander, Fary Kanaf ohs

Positron Emission Tomography (PET)
Physical Medicine and Rehabilitation
Group Preventive Medicine Counseling
Electrodiagnostic Medicine

Special Otorhinolaryngoloegic Services
Blood-derived stem cells

Visual Evoked Potential Testing
Hospital Discharge Services

Newborn Discharge

Gerber, Godfrey, Holloway, Riisager, Stone, Thompseon

Infusion Pump Insertion

Transperineal Radioactive Insertion of Prostate
Midface Reconstruction

Bronchoplasty

Multiple Interrupted Atriotomies
Systemic-To-Pulmonary Artery Shunt

Trauma Care

Laparoscopic Salpingoneostomy and Fimbrioplasty
Paravaginal Repair

Vaginal Bixth after Cesarean

Retinal Detachment Repair

Percutaneous Balloon Valvuloplasty, NMitral
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American Medical Association

Physicians dedicated to the health of America

Grant V. Rodkey, MD 515 North State Street 312 464-4455
Chairman Chicago, llinvis 60610 312 464-5849 Fax
AMA/Specialty Society RVS
Update Committee

May 18, 1995

Mr. Thomas A. Ault

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

Baltimore, Maryland 21207

Dear Mr. Ault:

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 the 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,

it 1, Gt

Grant V. Rodkey, MD
Enclosure

cc: John O. 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-96

Code issue RVU
17110 Lesion Destruction 0.55
20804 Partial Amputation 0.00
20806 Partial Amputation 0.00
20812 Partial Amputation 0.00
20820 Partial Amputation 0.00
20823 Partial Amputation 0.00
20826 Partial Amputation 0.00
20826 Partial Amputation 0.00
20832 Partial Amputation 0.00
20834 Partial Amputation 0.00
20840 Partial Amputation 0.00
21193 Reconstruction of the Mandible 16.23
21195 Reconstruction of the Mandible 16.27
27691 Tarsal Tendon Transfer 9.25
28236 Tarsal Tendon Transfer 8.01
31579 Laryngoscopy 2.26
33350 Great Vessel Repair 0.00
43264 Endoscopic Retrograde Cholangiopancretography 8.90
43269 Endoscopic Retrograde Cholangiopancretography 6.04
43271 Endoscopic Retrograde Cholangiopancretography 739
58100 Endocervical Sampling 0.7t
58972 Embryo Transfer 0.00
58974 Embryo Transfer 0.00
58976 Embryo Transfer 3.83
67105 Repair of Retinal Detachment 7.06
67825 Correction of Trichiasis by Laser 1.33
77295 Therapeutic Radiology 4.57
78655 Radionuclide Identification of Eye Tumor 0.56
78800 Radionuclide Identification of Eye Tumor 0.65
80019 Automated Multichannel Test 0.00
80410 Calcitonin Stimulation Panel 0.00
80416 Captopril, Renal Vein & Peripheral Vein Stimuulati

80417 Captopril, Renal Vein & Peripheral Vein Stimuulati

81000 Urinalysis 0.00
81001 Urinalysis

81002 Urinalysis 0.00




Code lssue RVU
81003 Urinalysis 0.00
8365S Lead Test 0.00
85651 Automated Sedimentation Rate 0.00
85652 Automated Sedimentation Rate
86003 Allergen Specific IgE 0.00
86005 Allergen Specific IgE 0.00
89250 Embryo Transfer
90721 Combined DTaP & HIB Vaccine
90731 Hepatitis B Vaccine 0.00
9076$ Hepatitis B Vaccine
90766 Hepatitis B Vaccine
90767 Hepatitis B Vaccine
90768 Hepatitis B Vaccine
90830 Developmental Testing 0.00
90841 Psychotherapy 0.00
92081 Ophthalmological Services 036
92082 Ophthalmological Services 0.44
92083 Ophthalmological Services 0.50
92100 Ophthalmological Services 0.92
92120 Ophthalmological Services 0.81
92140 Ophthalmologica! Services 0.50
92225 Ophthalmological Services 0.58
92226 Ophthalmological Services 0.50
92230 Ophthalmological Services 0.60
92235 Ophthaimological Services 0.81
92250  Ophthalmological Services 0.44
92265 Ophthalmological Services 0.81
92270 Ophthalmological Services 0.81
92275 Ophthalmological Services 1.01
92284 Ophthalmological Services 0.37
92285 Ophthalmological Services 0.20
92286 Ophthalmological Services 0.66
92287 Ophthalmological Services 0.81
92585 Brainstem Evoked Potentials 0.50
- 93660 Autonomic Testing 0.00
95117 Allergen Immunotherapy 0.00
95125 Allergen Immunotherapy 0.00
95145 Allergen Immunotherapy 0.06
95146 Allergen Immunotherapy 0.06




Code issue RVU
95147 Allergen Immunotherapy 0.06
95148 Allergen Immunotherapy 0.06
95149 Allergen Immunotherapy 0.06
95165 Allergen Immunotherapy 0.06
95880 Developmental Testing 0.00
95881 Developmenta! Testing 0.00
95882 Developmental Testing 0.00
95883 Developmental Testing 0.00
96100 Developmental Testing

96105 Developmental Testing

96110 Developmental Testing

96111 Developmental Testing

96115 Developmental Testing

96117 Developmental Testing

99178 Developmental Testing 0.00
99291 Critical Care 3.64
99292 Critical Care 1.34
99295 Neonatal Intensive Care 16.03
99296 Neonatal Intensive Care 7.40
99297 Neonata! Intensive Care 3.84
99440 Newborn Resuscitation 293

ri/rpt:mo2




AMA SPECIALTY SOCIETY RVS UPDATE PROCESS

SUMMARY OF RECOMMENDATIONS

SEPTEMBER 1994

AMBULATORY ECG (POST SYMPTOM) - TAB 15

CPT code 93014 [Telephonic 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.

CrPT 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
thythm strip(s), per 30-day period of time; tracing only
93014 physician review with interpretation and report only XXX 0.52 _JI




AMANDFPECIALLY DUCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code Number: 93012 Global Period: XXX Recommended RVW: 0.0

CPT 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):
CPT Code CPT Descriptor RVW

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




AMANSPECIALLY SUCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code Number: 93014 Global Period: XXX  Recommended RVW: 0.53

‘ CPT Descriptor:  Telephonic er-telemetrie transmission of post-symptom electrocardiogram rhythm strip(s), per 30-
day period of time; physician review with interpretation and report only

CLINICAL DESCRIPTION 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.

) description 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 CPT Descriptor RVW
93268 Patient demand single or multiple event recording with presymptom or 0.53

postsymptom memory loop, includes transmission, physician review and
interpretation, per 30 day period of time

93324 Electrocardiographic monitoring for 24 hours by continuous original 0.53
ECG waveform recording and storage, with visual superimposition
scanning; includes recording, scanning analysis with report,
physician review and interpretation

93010 Electrocardiogram, routine ECG with at least 12 leads; 0.17
interpretation and report only

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 METHOD INSTEAD OF THE 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? X 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? X Yes ___ No

SURVEY DATA:

Specialty: __Cardiology

Median Intra-Service Time: 20 min. Low: S_min. High: _60 min.
Median Pre-Service Time: 10 min. Median Post-Service Time: ___12 min.

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): 20 in Past § 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: 0.17 High: 1.63



AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
SEPTEMBER 1994

CORNEA PROCEDURES - TAB 18

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 physi€ian 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.

CPT Code CPT 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 II



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: _65760 Global Period: 90 Recommended RVW: 13.59

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 comea. 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 comea), 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 CPT Descriptor RVW
65750 Keratoplasty (corneal transplant), penetrating (in aphakia) 12.89
65285 Repair of laceration; cornea and/or sclera, perforating, with 12.35

reposition or resection of uveal tissue

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):

Keratoplasty is a very similar procedure because it involves the skillful cutting of the comnea 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 service? __ Commonly ___ Sometimes _X Rarely
Estimate the number of times this service might be provided nationally in 2 one-year period? 200
Is this service performed by many physicians across the United States? X Yes __ No

SURVEY DATA:

Specialty:

Median Intra-Service Time: 53 min Low: 15 min High: 90 min
Median Pre-Service Time: 45 min Median Post-Service Time: 85 min
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): 12 in Past 5 years:

Other Data:

Sample Size: 91 Response Rate (%): 18 Median RVW: 13.59

25th Percentile RVW: __12.13 75th Percentile RVW: __15 Low: 7 High: _ 38



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: _ 93765 Global Period: 90 Recommended RVW: 13

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 comea), corneal topographic mapping (to measure the various curves
of the anterior surface of the comea), 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 CPT Descriptor RVW
65750 Keratoplasty (corneal transplant), penetrating (in aphakia) 12.89
65285 Repair of laceration; cornea and/or sclera, perforating, with 12.35

reposition or resection of uveal tissue

66985 Insertion of intraocular lens prosthesis (secondary implant), not 8.09
associated with concurrent cataract removal

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

Keratoplasty is a very similar procedure because it involves the skillful cutting of the comea and reattaching
comneal 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 service? ___ Commonly _X Sometimes _ Rarely

Estimate the number of times this service might be provided nationally in 2 one—year period? 100
Is this service performed by many physicians across the United States? X Yes __ No

SURVEY DATA:

Specialty:

Median Intra-Service Time: 60 min Low: 20 min High: 140 min.
Median Pre-Service Time: 60 min Median Post-Service Time: 85 min
Length of Hospital Stay: N/A Number of ICU Days:

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

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

Other Data:

Sample Size: 91 Response Rate (%): 18 Median RVW: 13

25th Percentile RVW: _ 12.60 75th Percentile RVW: _ 14.84 Low: 10 High: _ 38



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: __ 65767 Global Period: 90 Recommended RVW: 13

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 comea), 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 comeal pachymmetry and
post-operative examinations up to one year.

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW
65750 Keratoplasty (corneal transplant), penetrating (in aphakia) 12.89
65285 Repair of laceration; cornea and/or sclera, perforating, with 12.35

reposition or resection of uveal tissue

66985 Insertion of intraocular lens prosthesis (secondary implant), not 8.09
associated with concurrent cataract removal

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):

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 service? __ 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: 30 min High: 140 min.
Median Pre-Service Time: 53 min. Median Post-Service Time: 70 min
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 (%): 22 Median RVW: 13

25th Percentile RVW: _ 11 75th Percentile RVW: __14.51 Low: 7 High: _ 38




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: __ 65771 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 cul 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 CPT Descriptor RVW

65775 Corneal wedge resection for correction of surgically induced 5.57
astigmatism.

65772 Corneal relaxing incision for correction of surgically induced 4.08
astigmatism

65750 Keratoplasty (corneal transplant), penetrating (in aphakia) 12.89

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):




AP RAUUIVLVARINDED KV W 1> BASED UN AN ALTERNATIVE METHOD INSTEAD OF THE SURVEY
RESULTS, PLEASE EXPLAIN WHY:

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

FREQUENCY INFORMATION
How was this service previously repofted? 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? _ 50,000

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: 90 min
Length of Hospital Stay: N/A Number of ICU Days: N/A

Number & Level of Post-Hospital Visits: S level 3 visits 99213

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: __S5.5  75th Percentile RVW: _8.0 Low: 4.1 High: _12.3




AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
SEPTEMBER 1994

ANESTHESIA FOR THORACOSCOPY - 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
thoracoscopy); 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.

phragm, and mediastinum (including surgical thoracoscopy); not

otherwise specified

Tracking CPT CPT Descriptor Global Base Unit Value
Number Code Period Recommendation
(® New)
Al 00520 Anesthesia for closed chest procedures (including esophagoscopy, XXX 6
bronchoscopy, diagnostic thoracoscopy); not otherwise specified
A2 00540 Anesthesia for thoracotomy procedures involving lungs, pleura, dia- XXX 13




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS .
SUMMARY OF RECOMMENDATION

Tracking Number: Al Global Period: XXX Recommended RVU (Anes): 8

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

CPT/ASA RVG Code: 00520

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:

A 66 yo male with a history of COPD, hypertension and 40 pack years of smoking
with a 3 cm 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 1V 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.




KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVU-Anes. Base
00500 Anesthesia for procedures on esophagus 15
00522 needle biopsy of pleura 4
00528 mediastinoscopy 8
00534 transvenous insertion or replacement of 7

cardioverter/defibrillator

RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICES(S8) 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):

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 INFORMATION

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

Is this service performed
N

by many physicians across the United States?
XX Yes .

(o]

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): ) in Past 5 years: 20

Other Data:

Sample Size: 50 Response Rate (%): 64 & _(32) Median RVU (Anes): 8

25th Percentile RVU(Anes):_7 75th Percentile RVU(Anes):_10 = Low:_6 High:_16




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: A2 Global Period: XXX Recommended 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

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:

A 64 yo female with a history of COPD, 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. 1In
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
inhalational and intravenous anesthetics, constant attention to vital signs,
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.



KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 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(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):

Pre-operative time is similar to 00500 and 00542-00548 but greater than pre-op
time with 00528. Technical skill and physical effort are slightly less with
00542-00548 but greater than skill and effort required with 00500 and 005284.
Mental effort and judgment 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 descriptor is now modified to contain
"including surgical thoracoscopy®", otherwise there is no change in descriptor.

How often do physicians in your specialty perform this service?
XX Commonly Somet imes 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?
XX Yes No

SURVEY DATA:

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): 2 in Past 5 years: 5

Other Data:

Sample Size: 50 Response Rate (%): 64 % (32) Median RVU (Anes): _13

25th Percentile RVU(Anes):_13 75th Percentile RVU(Anes):_15 Low:_10 High:_16

. ~ — .
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
SEPTEMBER 1994

ANESTHESIA 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 1/3 of ureter or donor nephrectomy (base unit=7)]. The radical retropub

ic 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.

CPT Descriptor
Period

Base Unit Value
Recommendation

00086X Anesthesia for extraperitoneal procedures in lower abdomen, XXX
including urinary tract; radical prostatectomy (suprapubic, retropu-
bic)

i

m



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: Bl Global Period: XXX Recommended RVU (Anes): 7

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

CPT/ASA RVG Code: 00863

CLINICAL DESCRIPTION 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. 1In
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.




KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 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 NEW OR REVISED CODE TO KEY REFERENCE SERVICES(S) AND/OR OTHER
RATIONALE FOR RVW RECOMMENDATION (Include all applicabte elements of work in rationale: time;
technical skill & physical effort; mental effort and jixigement; and 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 INFORMATION

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

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? 7500

Is this service performed by many physicians across the United States?
XX 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): 6 in Past 5 years: 24

Other Data:

Sample Size: 50 Response Rate (%): 64 & (32) Median RVU (Anes): 7

25th Percentile RVU(Anes):_7 75th Percentile RVU(Anes):_ 8 Low:_7 High:_10




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 defines 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

AMA SPECIALTY'SOCIETY RVS UPDATE PROCESS

SUMMARY OF RECOMMENDATIONS

SEPTEMBER 1994

POSITRON EMISSION TOMOGRAPHY (PET) - TAB 22

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.

metabolic evaluation

Tracking | CPT Code | CPT Descriptor Global RVW
Number | (® New) Period Recommendation
(Adjusted by 1.1% for
1995 MFS Budget Neutrality |
-
Ci 0788XX Tumor imaging, positron emission tomography (PET), XXX 1.93
metabolic evaluation
Cc2 0784X3 Myocardial imaging, positron emission tomography (PET), | XXX 1.88
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS

SUMMARY OF RECOMMENDATION

Tracking Number: _C1  Global Period: __XXX _ Recommended RVW: 1.95

CPT Descriptor: Tumor imaging, positron emission tomography (PET), metabolic evaluation
CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

Vignette #1:

Procedure:

Result:

Vignette #2:

Procedure:

Result:

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

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

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

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.

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

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

Description of Pre-Service Work: (See Attachment)

Descﬁpﬁbn of Intra-Service Work: (See Attachment)

Description of Post-Service Work: (See Attachment)

KEY REFERENCE SERVICE(S): A
1994

CPT Code  CPT Descriptor RVW

78608 Brain imaging, positron emission tomography (PET); metabolic 1.80*
evaluation

74160 Computerized axial tomography, abdomen; with contrast 1.28
material(s)

78465 ‘Myocardial perfusion imaging; tomographic (SPECT), multiple 1.48

studies, resting and/or stress (exercise and/or pharmacologic)
and redistribution and/or rest injection, qualitative or quantitative

*  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 all applicable elements of
work in rationale: time; technical skill & 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 cm 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 medicine 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? 40.000

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

SURVEY DATA:
Specialty: ACR, ACNP, SNM, AUR
Median Total-Service Time (minutes): _ _67.5 Low: __20 High: 150

Number of Times Provided in Past 12 months (Median):‘ 90 in Past 5 years: _110
Other Data:
Sample Size: 59 Response Rate (%): 31% (N=18) Median RVW: _1.95

25th Percentile RVW: 1.8 75th Percentile RVW: __2.5 Low: 1.2 High: _10




AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
FEBRUARY 1995 RUC RECOMMENDATIONS
ROUP 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 setting (separate procedure); approximately 30 minutes

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

AAP: Copnseling 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-examination and mammography.

Description of Pre-Service Work:

’I'he_ 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 1o 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
fletection 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.

Description of Poét-Service Work:

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

EKEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW
99213 - Office/outpt visit, est pt, Level 3 (15 min) 0.56

99214 Office/outpt visit, est pt, Level 4 (25 min) 0.95

99242 Office/outpt consult, Level 2 (30 min) 1.12

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 respondents indicated that the physician work of 30 minutes of preventive medicine group counseling falls
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




- -

problem-oriented visit (99214) is greater than for 30 minutes of preventive medicine group counseling. In fact,
the technical skill, physical effort, mental effort, judgement, and stress of 30 minutes of preventive medicine
group counseling approximates the 15 minutes of physician work of an established patient problem-oriented visit
(99213). In addition, although the responder.is 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 reported? NA

How often do physicians jn 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? _No data available

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

Median Intra-Service Time: __30 mimmes = Low: __Sminutes = High: __60 minutes
Median Pre-Service Time: __ 10 minutes =~ Median Post-Service Time: __5 minutes
Length of Hospital Stay: NA Number of ICU Days: NA

Number & Level of Post-Hospital Visits: NA

Number of Times Provided.in Past 12 months (Median): ___1 _ inPastSyears: __3

Other Data: Median Number of Patients in Group: ____ S

Sample Size: 150 Response Rate (%): __33% _ MedianRVW: ___ 060

25th Percentile RVW: ___ 038  75th Percentile RVW: __1.06 = Low: _0.10  High: 3.00

— e e



AMAJSPECIALTY SOCIETY 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 DESCRIPTION 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:

Thg 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 2« 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 bazards 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,

tSh’I?D benefits of postponing sexual activity, contraceptive options, and the importance of condom use for preventing
S.

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 RVW
99205 Office/outpt visit, new pt, Level 5 (60 min) 2.31
99213 Office/outpt visit, est pt, Level 3 (15 min) 0.56
99244 Office/outpt consult, Level 4 (60 min) 225

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 respondents indicated that the physician work of 60 minutes of preventive medicine group counseling fall:
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 counseling 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

®




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 effort, mental effort, judgement, and
stress of 60 minutes of preventive medicine group counseling falls about halfway between the 15 minutes of
physician work cf ar established patient problem-orienred visit (99213) and the 60 minutcs ¢£ 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 WHY:

NA

FREQUENCY INFORMATION

How was this service previously reported? NA

How often do physicians in vour specialty perform this service? __ Common]y X_ Sometimes ___ Rarely
Estimate the number of times this service might be provided nationally in a one-year period? No data avajlable

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

SURVEY DATA:

Specialty: Pediatrics (AAP), Family Physicians (AAFP), Obstetricians and Gynecologists (ACOG), and
Preventive Medicine (ACPM)

Median Intra-Service Time: ___ 60 minutes ~  Low: __ 10 minutes High: __75 minutes
Median Pre-Service Time: 18.75 minutes Median Post-Service Time: _____10 minutes

Length of Hospital Stay: NA Number of ICU 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 R?sponse Rate (%): ___33%___ MedianRVW: __ 100

25th Percentile RVW: __0.50 75th Percentile RVW: __1.90 Low: __0.20  High: __ 3.50




AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
' 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 of ten 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 five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -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 drug 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, drug prescription status); without reprogramming] and 62368 [Electronic analysis of programmable,
implanted pump for intrathecal or epidural drug 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-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -2-
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CPT Code Tracking CPT Descriptor RVW Recommendation
(® New) Number Period
62274 L1 Injection of diagnostic or therapeutic anesthetic or antispasmodic 000 1.78
substance (including narcotics); subarachnoid or subdural, single (No Change)
62288* L11 Injection of substance other than anesthetic,_antispasmodic, contrast, | 000 1.74
or neurolytic solutions; subarachnoid (separate procedure) (No Change)
CATHETER IMPLANTATION
utaneous ment of i idural cath see codes 62274-62284, 62288, 62289, 62298
062350 L2 Implantation, revision or repositioning of intrathecal or epidural 090 6.25
catheter, for implantable reservoir or implantable infusion pump;
without laminectomy
062351 L3 with laminectomy 090 9.25
062355 L4 Removal of previously implanted intrathecal or epidural catheter 090 4.830

CPT five-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
RESERVOIR/PUMP IMPLANTATION JI
062360 LS Implantation or replacement of device for intrathecal or epidural 090 2.00

drug infusion; subcutaneous reservoir
062361 Le non-programmable pump 090 4.80
062362 L7 programmable pump, including preparation of pump, with 090 6.29

or without programming

062365 L8 Removal of subcutaneous reservoir or pump, previously implanted 090 4.7

for intrathecal or epidural infusion
062367 L9 Electronic analysis of programmable, implanted pump for intrathe- Xxx 0.48

cal or epidural drug infusion (includes evaluation of reservoir status,
alarm status, drug prescription status); without reprogramming

062368 L10 with reprogramming ' ). 9.9.4 0.75

{To report pump refill, use 96530)

63750 L12 090 N/A

{63750 has been deleted. To report, see 63XX2 and
63XX4, 63XX5 or 63XX6)

63780 L13 090 N/A

(63780 has been deleted. To report, see 63XX1 and
63XX4, 63XX5 or 63XX6)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -4-




Appendix B1

Short-term Placement of Port Catheter

Acute and Chronic Pain: Use of Spinal Opioids, in Neural Blockade: in
Clinical Anesthesia and Management of Pain, M] Cousins, DA Cherry,

GK Gourlay; JB Lippincott Company, M] Cousins & PO Bridenbaugh
(eds.), Philadelphia, 1988




77

< =

1st Incision
16G Tuohy Needle

(Subcutaneous)

4th Incision

/
Q// Catheter

Tensioning
Loop

1st Incision

o~ Catheter

! 2nd Incision
F Over 1tth Rib

7
1 3rd Incision
2nd Incision
~T
e .
Skin
"~ Subcutaneous Fat
W

Membrane

/’

4th Incisi

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. ¢. 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.

- aw




Appendix B2

Implantation of Permanent Drug Pump and Catheter

fntraspinal Drug Delivery: Surgical Technique Notebook, Medtronic, Inc.,
1991
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Appendix B3

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: 1.2 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-L4 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 cm) 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):
Harvard Time
(minutes)
Pre- | Intra- | Hosp- | Off- "
. Post | Post
63650 |Percutaneous implantation of neurostimulator electrodes; | 50 | 74 58 | 32 3/ns yes
epidural 090
63744 |Replacement, irrigation or revision of 56 | 75 64 |29 3/ms no
lumbosubarachnoid shunt 090
12 Implantation, revision or repositioning of 70 | 60 | 100 | 63 |RUC/ns| n/a
intrathecal or epidural catheter, for implantable 090
reservoir or implantable infusion pump; without
laminectomz
*Specialty recommended RVW



Relationship 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 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 1 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 vour specialty perform this service? __ Commonly _XX  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: 60 Low: 20 High: 150
Median Pre-Service Time: 70 - Median Post-Service Tim@
" Length of Hospital Stay: 2 Number of ICU 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

25th pctl RVW: 5.50 75th pctl 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 pump; with 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. A midline lumbar 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 pump. The skin incision is closed.

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 midline lumbar 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 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
Global | Tbl?
Pre- | Intra- { Hosp-| Off-
Post | Post
8.95 | 63655 |Laminectomy for implantation of neurostimulator 62 1 109 | 75 37 3/ns
electrodes; epidural 090 |
(new)*| L3 |Implantation, revision or repositioning of intrathecal 62 | 9 120 60 | RUC/ns| mo
9.25 or epidural catheter, for implantable reservoir or 090
imglantable infusion pump; with laminectom;
*Specialty recommended RVW



Relationship 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 judgment; 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 74 599
35 2.96
Subarachnoid shunt with laminectomy 116 10.43
without laminectomy 86 7.13
30 33
L3 with laminectomy 90 9.25
L2 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
17 minutes and the RVW by 1.01. 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 _XX 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: 90 Low: 45 High: 255
Median Pre-Service Time: 62 Median Post-Service Time: 120
Length of Hospital Stay: 3 Number of ICU 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%) MEDIAN RVW: 10.00
25th pctt 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: L4 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 pump system. He has developed signs of an infection
involving the catheter/pump system, which is removed by re-exploration of the operative tract. This requires reopening the lumbar 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 lumbar incision and releasing the anchoring sutures around the catheter. The spinal catheter is disconnected from
the catheter coming from the implanted pump 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):
CPT  Descriptor ‘
RVW (minutes) Spec MPC
Global | Tbl?
Pre- | Intra- | Hosp- | Off-
Post | Post
560 | 63746 Removal of entire lumbosubarachnoid 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/ms yes

L4  Removal of previously implanted intrathecal or 40 RUC/ns
epidural catheter 090

*Specialty recommended RVW




Relationship 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 judgment; and 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 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: 40 Low: 20 High: 240
Median Pre-Service Time: 60 Median Post-Service Time: 110
Length of Hospital Stay: 3 " Number of ICU Days: 0

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

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3
Sample Size: 160 Response Rate (%): 47 (29%) MEDIAN RVW: 5.60
25th petl RVW: 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: 20 .

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 8/10) 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 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):

CPT  Descriptor Harvard Time
(minutes)

Intra- | Hosp-

Post

63685 Incision and subcutaneous placement of spinal 62 43
neurostimulator pulse generator or receiver, ...

LS  Implantation or replacement of device for intrathecal
or epidural drug infusion; subcutaneous reservoir

*Specialty recommended RVW




Relationship 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 judgment; and stress):

. L5 can be compared to placement of a neurostimulator generator or receiver. However, the subcutaneous reservoir is much
smaller, 2-3 cm compared to 5-7 cm, and is much easier to place. LS is shown in Appendix B in Diagram 1 and is done with L2. The
combined RWU for L5 and L2 with (-51) for a single surgeon would be 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 be 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 specialty perform this service? ___ Commonly _ XX 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: 103
Length of Hospital Stay: 2 Number of ICU Days: 0

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

Number of Times Provided in Past 12 months (Median): 3 in Past 5 years: 11
Sample Size: 160 Response Rate (%): 47 (29%) MEDIAN RVW: 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 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 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
RVW (minutes) Spec MPC
Global Tbl?
Pre- | Intra- | Hosp-| Off-
Post | Post
6.29 | 63685 Incision and subcutaneous placement of spinal 53 62 43
__neurostimulator pulse generator or receiver,
(new)*| L6 Implantation or replacement of device for 60 60 RUC/ns
2.00 intrathecal or epidural drug infusion; non- 090
rogrammable pum

*Specialty recommended RVW
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Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (nclude all applicable elements of work in

rationale: time; technical skill & physical effort; mental effort and judgment; and stress):

L6 is matched to placement of a spinal neurostimulator. The non-programmable pump is much larger, about 9 cm 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 drug management is reflected in the .71 higher
RVW. Insertion of implantable intraarterial infusion pumps (for chemotherapy) 36260 has an RVW of 9.27 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 pump including the connection to the separately coded
and implanted catheter.

How often do physicians in your specialty perform this service? ___ Commonly _XX 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: 60 Low: 20 High: 180
Median Pre-Service Time: 60 Median Post-Service Time: 110
Length of Hospital Stay: 2 Number of ICU Days: 0

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

Number of Times Provided in Past 12 months (Median): 0 in Past 5 years: 3
Sample Size: 160 Response Rate (%): 45 (28%) MEDIAN RVW: 7.00
25th pctl RVW: 6.25 75th petl RVW: 8.00 Low: 3.50 High: 20.00

. ' 12



AMA/Specialty Society RVS Update Procea;s 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 Survey: A 65-year-old male presents with bilateral leg and belvic 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, 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 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
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-Service 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 of Post-Service 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):

—_—— e e —— e e
1995 | CPT Descriptor Harvard Time Phase On
RVW (minutes) Spec | MPC

Global | Tbl?
Pre- | Intra- | Hosp- | Off-
Post | Post
0.65 6369] Electronio analysis of implanted neurostimulator pulsc generator system 0 27t 0 0 3/ns yes
(may include rate, pulse amplitude and duration, configuration of wave XXX
form, battery status, electrode sclectability, output modulation, cycling,
impedance and patient compliance measurements); with reprogramming of
pulse generator
6.29 | 63685 Incision and subcutancous placement of spinal neurostimulator pulsc 53 62 43 29 3/ns
gencrator or receiver, 090

(new)* L7 Implantation or replacement of device for intrathecal | 75 90
7.14 or epidural drug infusion; programmable pump,
including preparation of pump, with or without

programming
*Specialty recommended RVW
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Relationship 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 judgment; and stress):

L7 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 cm) 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 of 7.14. As noted in the justification L6, the values for placement or
revision of a pump for chemotherapy have an average RVW of 7.15, 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 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: 90 Low: 30 High: 180
Median Pre-Service Time: 75 Median Post-Service Time: 120
Length of Hospital Stay: 3 Number of ICU 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%) MEDIAN RVW: 7.14
25th petl RVW: 6.50 75th pctl RVW: 9,75 Low: 4.00 High: 20.00



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 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.

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 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 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 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 | TbI?

Pre- | Intra- | Hosp- | Off-
Post | Post
4.77 | 63688 Revision or removal of implanted spinal neurostimulator | 48 | 59 54 | 30 3/ns yes
ulse generator or receiver 090

RUC/ns
090

Removal of subcutaneous reservoir or pump,
previously implanted for intrathecal or epidural
infusion

*Specialty recommended RVW

15



Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendatlon (nclude all applicable elements of work in

‘nﬂonale time; technical skill & physical effort; mental effort and judgment; and stress):

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 1o 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
Jor the highest work and intensive procedure of the three. The value of 5.2 reflects the average RVWs of the three procedures corrected
Jor 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 pump.

How often do physicians in your specialty perform this service? ___ Commonly _XX 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: 45 Low: 15 High: 180
Median Pre-Service Time: 60 Median Post-Service Time: 105
Length of Hospital Stay: 3 Number of ICU Days: 0

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

Number of Times Provided in Past 12 months (Median): 1 in Past 5 years: 3
Sample Size: 160 Response Rate (%): 47 (29%) MEDIAN RVW: 5.20
25th pctl RVW: 4.77 75th pctl RVW: 6.00 Low: 3.50 High: 15.00



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, alarm 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 8/10). 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 of the 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, alarm 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):

RETYY IR T S B T - Y N
1995 | CPT Descriptor Harvard Time Phase On
Global | Tbl?
Pre- | Intra- | Hosp- | Off-
: Post | Post
0.45 63690 Electronic analysis of implanted neurostimulator pulse gencrator system 0 19t 0 0 3/mns yes
(may include rate, pulse amplitude and duration, configuration of wave XXX

form, battery status, electrode sclectability, output modulation, cycling,
impedance and patient compliance measurements); without

Electronic analysis of programmable, implanted pump for intrathe- RUC/ns n/a

cal or epidural drug infusion (includes evaluation of reservoir
status, alarm status, drug prescription status); without
rammin;

a %4!

*Specialty recommended RVW

Relationship 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 judgment; and stress):

L9 can be compared to electronic analysis of a neurostimulator without 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 reported? 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 alarm 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.
- ®



How often do physicians in your specialty perform this service? ___ Commonly _XX 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: 20 Low: 5 High: 60
Median Pre-Service Time: n/a Median Post-Service Time: n/a
Length of Hospital Stay: 0 Number of ICU Days: 0

Number & Level of Post-Hospital Visits: n/a

Number of Times Provided in Past 12 months (Median): 30 in Past 5 years: 101
Sample Size: 160 Response Rate (%): 46 (29%) MEDIANRVW: 048
.25th pctl RVW: 0.45 75th pctl RVW: 0.98 Low: 0.38 High: 2.00



AMA /Specialty Society RVS Update Process Summary of Recommendation

Tracking Number: L10 Global Period: XXX Recommended RVW: 0.75 '

CPT Descriptor: Electronic analysis of programmable, implanted pump 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 pump 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
6/10). 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 pump function via external electronic analysis verifies the infusion rate. The pump 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 pump.

Description of Intra-Service Work: Electronic analysis is performed to determine reservoir status, alarm status, and the drug
prescription status. Electronic analysis of the pump function verifies the infusion rate. The pump 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 I*
RVW (minuwtes) Spec | MPC
Global { Tbl?
Pre- | Intra- | Hosp- | Off-
Post | Post
0.65 | 63691 Electronic analysis of implanted neurostimulator pulse generator system 0 27t 0 0 3/ns yes

(may include rate, pulsc amplitude and duration, configuration of wave

form, battery status, electrode selectability, output modulation, cyclmg,

impedance and patient compliance measurements); with reprogramming
of pulse generator
Electronic analysis of programmable, implanted pump for
intrathecal or epidural drug infusion (includes evaluation of
reservoir status, alarm status, drug prescription status); with
min

*Specialty recommended RVW

1o o




Relationship to Key Reference Service(s) and/or other Rationale for RVW Recommendation (Include all applicable elements of work in

‘nﬂonale: time; technical skill & physical effort; mental effort and judgment; and stress):

L10 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
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 alarm 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.

How often do physicians in your specialty perform this service? ___ Commonly _XX 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: 30 Low: 10 High: 65
Median Pre-Service Time: n/a Median Post-Service Time: n/a
Length of Hospital Stay: 0 Number of ICU Days: 0
Number & Level of Post-Hospital Visits: n/a
Number of Times Provided in Past 12 months (Median): 50 in Past 5 years: 120
Sample Size: 160 Response Rate (%): 45 (28% ) MEDIAN RVW: 0.75
25th pctl RVW: 0.65 75th pctl RVW: 1.13 Low: 0.48 High: 3.00



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



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-reflex, amplitude and latency study; record gastrocnemius/soleus muscle] and 95936 [H-reflex, amplitude and latency
study; record muscle other than gastrocnemius/soleus muscle] are diagnostic studies that involve assessing the peripheral nervous system
noninvasively. H-reflexes 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-reflexes therefore, are able to assess motor and sensory nerve
functions and their connections in the spinal cord. H-reflex 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-reflex 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.

CPT Code Tracking CPT Descriptor Global RVW Recommendation
(® New) Number Period
95872 M1 Needle electromyographyy-single-fibery-any-technique using XX 1.50
ingle fiber electrode, with itative measurement of jitter. (No Change)
blocking and/or fiber i /all gites of each muscle
studied
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -2-
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ey
CPT Code Tracking CPT Descriptor Global RVW Recommendation
(® New) | Number Period
95900 M2 Nerve conduction,veleeity-and/er-lateney-studys-metor-eack XXX 0.42
AeFve litude and latency/veloci each nerve /all (No Change)
site(s) along the nerve; motor, without F-wave stu
095903 M3 motor, with F-wave study XXX 0.60 it
95904 M4 sensory XXX 0.34
(No Change)
95925 Ms Bomatosenseri-testi g-togv-Oorepral-oveolced potential ORO-O1 xxx 0.81
more-nerves Short-latency somatosensory evoked potential (No Change)
study, stimulation of any/all peripheral nerves or skin sites,
recordin m the central nervous system; in limbs
095926 M6 in lower limbs XXX 0.81
095927 M7 in the trunk or head xxx 0.81
(To report a unilateral study, use modifier -52 or 09952)
95935 M8 XXX N/A
{95935 has been deleted. To report, see 959X1, 959X4, 95-
9X35)
095934 M9 H-reflex, amplitude and latency study; record gastrocnemi- XXX 0.51
us/soleus muscle (Approved at the Feb95
RUC meeting)
095936 M10 record muscle other than gastrocnemius/soleus muscle | XXX 0.55
' (Approved at the Feb95
(To report a bilateral study, use modifier -50 or 09950) RUC meeting)




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: ___M3_____ Global Period: XXX Recommended RVW: 0.63

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

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:

A 50-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
inchuded 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.
The F-wave testing results indicate that she has a generalized primarily proximal demyelinating radiculoneuropathy. 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:

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 waveform of the resulting compound muscle action
potentials. The 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 work 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, 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 CPT Descriptor RVW
95900 Nerve conduction, velocity and/or latency study, motor, each nerve 0.42

95904 Nerve conduction, velocity and/or latency study; sensory, each nerve 0.34




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 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 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 work involves calculation of nerve conduction latencies or velocities, comparison to normal values, summarization
of clinjcal 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 weighted average of the median responses obtained from the four societies’
surveys

FREQUENCY INFORMATION

How was this service previously reported? __ 95935 and 95900

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
——pracedures currently coded as 95900

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

SURVEY DATA:

Specialty:

Median Intra-Service Time: 10 min Low: _2.min High: 40 min
Median Pre-Service Time: __8 min — Median Post-Service Time: 3 min

Length of Hospital Stay: __NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): _ 300 __  inPast5 years: __1500

Other Data: __Other Reference Services: 95933

Sample Size: _ 73 Response Rate (%): . 60% __ Median RVW: _0.60

25th Percentile RVW: _050  75th Percentile RVW: _063 ~ Low: _039 _ High: 156




T—

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

Specialty: __American Academy of Neurology

Median Intra-Service Time: 10 min Low: _ 1 min High: __60 min
Median Pre-Service Time: _S min Median Post-Service Time: __5 min
Length of Hospital Stay: _ NA __ Number of ICU Days: __NA -

Number & Level of Post-Hospital Visits: __NA

Nﬁmber of Times Provided in Past 12 months (Median): __200 in Past 5 years: 1,000
Other Data: ____Other Reference Services: 95860 99241, 99244
Sample Size: _60____  Response Rate (%): _42% Median RVW: _0.50

25th Percentile RVW: _035 _  75th Percentile RVW: _Q85 _ Low: _015 __  High: 154

Specialty:

Median Intra-Service Time: _30 min Low: _5 min High: __90 min
Median Pre-Service Time: _S min Median Post-Service Time: 10 min
Length of Hospital Stay: __NA Number of ICU ljays: NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): _ 60 in Past 5 years: 350

Other Data: __Other Reference Services: 95935

Sample Size: _100  Response Rate (%): __16% Median RVW: _1.19*

25th Percentile RVW: _050 _ 75th Percentile RVW: _438  Iow: .040  High: 1000

* The AAPMR norvey responses were as follows: 0.40, 0.50, 0.50, 0.50, 0.63, 0.63, 0.65, 0.80, 1.58, 2.28, 4.20, 4.38, 4.51, 6.60, 6.94 and 10.00. Given the number of kigh-end responses, AAPMR believes that

T T e e, I
Specialty: _ American Physical Tt Associafi

Median Intra-Service Time: _40 min Low: __9 min . High: _90 min

Median Pre-Service Time: __14 min Median Post-Service Time: __15 min

Length of Hospital Stay: __NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): _250 _ in Past5 years: _1250

Other Data: __Other Reference Services: 95935
Sample Size: __120 Response Rate (%): _16%  Median RVW: __0.85

25th Percentile RVW: _059  75th Percentile RVW: _156  Low: _034 ___ High: 1120



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: ___MS ____ Global Period: XXX Recommended RVW: 11

CPT Descriptor: Short-latency somatosensory evoked potential study, stimulation of any/all peripberal 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 DESCRIPTION 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-gervice 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 inchudes physician supervision of patient preparation, placement of ground, stirulating 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 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 CPT Descriptor RVW
95900 Nerve conduction, velocity and/or latency study, motor, each nerve 0.42
95904 Nerve conduction, velocity and/or latency study; sensory, each nerve  0.34
95819 Electroencephalogram (EEG) including recording awake and asleep, 1.08

with hyperventilation and/or photic stimulation




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 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 MS5 than in reference services 95900 or 95904. Physician work is comparable to reference service
95819.

Description of Pre-Service Work:

In M5 and 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 MS, 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
MS, multiple sets of recording electrodes are placed over the scalp, neck, and supraclavicular areas (and sometimes arms), 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 M5, a much larger number of trials are run than in the reference
services. The evoked potentials mmst 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 MS, 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. 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 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 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 (M5 and

M6). | .

FREQUENCY INFORMATION

How was this service previously reported? __95925

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 05925

Is this service performed by many physicians across the United States? X Yes ___ No
SURVEY DATA:

Specialty:

Meciian Intra-Service Time: _30 min Low: _{min High: 90 min
Median Pre-Service Time: __10 min Median Post-Service Time: 10 min
Length of Hospital Stay: __NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: _ NA

Number of Times Provided in Past 12 months (Median): _25_______ in Past5 years: 125

Other Data: __Other Reference Services: 95933

Sample Size: _ 73 Response Rate (%): —41%_______ Median RVW: _1.00
25th Percentile RVW: _Q080  75th Percentle RVW: _160  Low: 059 _ High: 339




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

Specialty: __American Academy of Neurology

Median Intra-Service Time: 15 min Low: _5 min High: 90 min
Median Pre-Service Time: 5 min Median Post-Service Time: __15 min
" Length of Hospital Stay: _ NA —__ 'Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): _ 20 inPast5 years: _75_

Other Data: __Other Reference Services: 95861,99241, 99244
Sample Size: _ 60 Response Rate (%): _38% _____ MedianRVW: _1.00

25th Percentile RVW: _Q80 _  75th Percentile RVW: _125 _ Low: _042 _ High: _300

Median Intra-Service Time: 60 min Low: __1Smin High: _90 min
Median Pre-Service Time: ___10 min Median Post-Service Time: __12_5 min
Length of Hospital Stay: __NA Number of ICU Days: __NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): .5 in Past5 years: _22.§

Other Data: __Qther Reference Services: 95925
Sample Size: 100 Response Rate (%): —11%  Median RVW: _1.84

25th Percentile RVW: _1.10 ___ 75th Percentile RVW: _2.75 _ lLow: _075 __ High: 630

Specialty: _ American Physical Tt Associati
Median Intra-Service Time: __30 min Low: __Omin High: __90 min
Median Pre-Service Time: _10min___ Median Post-Service Time: __15 min
Length of Hospital Stay: __NA Numbér of ICU Days: _NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): _ 6 in Past5 years: _2(0

Other Data: __Other Reference Services: 95925

Sample Size: _ 120 ___ Response Rate (%): _16%  Median RVW: _0.81
25th Percentile RVW: _031  75th Percentile RVW: _130  Low: _ 000 ___ High: 192



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: ___M6 _____ Global Period: XXX Recommended RVW: 1.1

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 examination is remarkable for diffuse mild (4/5) weakness in the lower limbs (right side worse), hyperactive knee and
ankle mmscle stretch reflexes with a right Babinski sign and equivocal loss of vibration sense in the feet. The referral diagnoses
inchude 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
findings demonstrate involvement of the somatosensory pathways (arguing against motor neuron disease) and suggest spinal cord
impairment between the tibial (L5,S]) and median (C6,7) inputs. Combined with the clinical picture, these abnormalities are
strongly suggestive of cervical or thoracic myelopathy and allow 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
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 electrodiagnostic data, physician interpretation, generation of a differential diagnosis and sometimes
suggestions for further work-up.

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW
95900 Nerve conduction, velocity and/or latency study, motor, each nerve 0.42
95904 Nerve conduction, velocity and/or latency study; sensory, each nerve 0.34
95819 Electroencephalogram (EEG) including recording awake and asleep, 1.08

with hyperventilation and/or photic stimulation



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. 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 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 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, mltiple 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 run than in the reference services.
The evoked potentials must 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 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 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 differentia] diagnosis and 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 latency 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 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 (M5 and

M6). ‘

FREQUENCY INFORMATION

How was this service previously reported? __95925

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 Assnciation of Electrodi tic Medici

Median Intra-Service Time: _30 min Low: __Qmin High: __90 min
Median Pre-Service Time: __10 min . Median Post-Service Time: .10 min

Length of Hospital Stay: _ NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): _ 20 in Past 5 years: _113

Other Data: __Other Reference Services: 95933
Sample Size: _ 73 Response Rate (%): —41%  Median RVW: _1.00

25th Percentile RVW: _090 ___ 75th Percentile RVW: _155 Low: _048 High: _3.22




Please complete the following if more than one specialty society 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: __10 min Median Post-Service Time: __15 min
"Length of Hospital Stay: _NA _ Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): _ 10 inPast5 years: _50

Other Data: __Other Reference Services: 95861, 99241 99244
Sample Size: _60 ___ Response Rate (%): _38% ___ Median RVW: _1.20

25th Percentile RVW: _090 _  75th Percentile RVW: _ 140  Low: _0.42 High: _3.00

Median Intra-Service Time: __60 min Low: __15 min High: 120 min
Median Pre-Service Time: __10 min Median Post-Service Time: __15 min
Length of Hospital Stay: __NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): 5 in Past 5 years: __20

Other Data: __Other Reference Services: 95925

Sample Size: _100 Response Rate (%): ~10%  Median RVW: __167

25th Percentile RVW: _1.15 __ 75th Percentile RVW: _2.54 _ Low: 075 _____ High: 427

Specialty: _ American Physical Tl Associafi
Median Intra-Service Time: 30 min Low: _Qmin High: __120 min
Median Pre-Service Time: __10 min Median Post-Service Time: __10 min

Length of Hospital Stay: -_NA Number of ICU Days: __NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): 2 inPast§ years: __20

Other Data: __Other Reference Services: 95925

Sample Size: 120 Response Rate (%): —16%  Median RVW: __090

25th Percentile RVW: _Q81  75thPercentile RVW: _147  low: _000 __ High: 237



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: ____M7 ____ Global Period: XXX Recommended RVW: 11

CPT Descriptor: Short-latency somatosensory evoked potential study, stimulation of any/all peripheral nerves or skin
sites, recording from the central nervous system; m 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
T10-11 regions, both impinging on the thecal sac. Dermatomal somatosensory evoked potentials are performed stimulating at the
T4, T8 and T12 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 T10-11 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 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 CPT Descriptor RVW
95900 Nerve conduction, velocity and/or latency study, motor, each nerve 0.42
95904 Nerve conduction, velocity and/or latency study; sensory, each nerve 0.34
95819 Electroencephalogram (EEG) including recording awake and asleep, 1.08

with hyperventilation and/or photic stimulation




F
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RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHER

RATIONALE FOR RYW 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. 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 pre-service work involves the examiner determining which nerves and/or
dermatomes are 1o 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 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 mumber of trials are run 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 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 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 differeatial 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
inter-side and inter-waveform latency 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 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 (M5 and

M6). ‘

FREQUENCY INFORMATION

How was this service previously reported? _95925

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? 0.5-10%of
—— procedures enrrently coded as 95925

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

SURVEY DATA:

Specialty: __American Association of Electrodi tic Medici

Median Intra-Service Time: __35 min Low: _Smin High: 105 min.
Median Pre-Service Time: __10 min Median Post-Service Time: __10 min

Length of Hospital Stay: __NA Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): _ Q. inPast$ years: _S

Other Data: _ Other Reference Services: 95933, 95937

Sample Size: _ 73 Response Rate (%): —_40%  Median RVW: _1.30
25th Percentile RVW: _095 _ 75th Percentile RVW: _180  Iow: 048  High: 375



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

Specialty: __American Academy of Neurology

Median Intra-Service Time: 15 min Low: _ S min High: 60 min
Median Pre-Service Time: 10 min Median Post-Service Time: __15 min
" "Length ‘of Hospitdl Stay: _NA" "~~~ — "~ — "Numbérof ICUDays: " _NA "~~~ "~ """ =~ "'~

Number & Level of Post-Hospital Visits: _NA

Number of Times Provided in Past 12 months (Median): 0 inPast5 years: _0

Other Data: __Other Refarence Services: 95861, 99241 99244
Sample Size: _60 Response Rate (%): —33%  Median RVW: _1.15

25th Percentile RVW: 100 75th Percentile RVW: _120  Low: _042 _  High: 223

Median Intra-Service Time: __60 min Low: _15min High: __90 min
Median Pre-Service Time: __10 min Median Post-Service Time: __12.5 min
Length of Hospital Stay: __NA Number of ICU Days: __NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): __ 5 inPast5years: _22.5

Other Data: __Other Reference Services: 95925

Sample Size: __100 Response Rate (%): —11% _______ MedianRVW: _ 184

25th Percentile RVW: __1.10_____ 75th Percentile RVW: _275____ Low: _075 ____ High: 630 _

Specialty: _American Physical Tt Associati
Median Intra-Service Time: __40 min Low: __Qmin High: __120 min
Median Pre-Service 'ﬁme: 10 min Median Post-Service Time: 15 min

Length of Hospital Stay: _NA. Number of ICU Days: _NA

Number & Level of Post-Hospital Visits: __NA

Number of Times Provided in Past 12 months (Median): _ 0 in Past5 years: _ 0

Other Data: __QOther Reference Services: 95925

Sample Size: 120 Response Rate (%): —16%  Median RVW: _0 .81

25th Percentile RVW: _QR81  75th Percentile RVW: _140  Low: _000  High: 243



AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
APRIL 1995

TRANSPERINEAL RADIOACTIVE SUBSTANCE INSERTION OF THE PROSTATE - TAB 10

Codes 55859 [Transperineal 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 [Transperineal 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 radioelements. Placement of radioelements 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 five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.



CPT Code Tracking
(® New) Number

CPT Descriptor

Global
Period

RVW Recommendation

55859 K1

Transperineal placement of needles or catheters into prostate for
interstitial radioelement application, with or without cystoscopy

(For interstitial radioelement application, see 77776-77778)

(For ultrasonic guidance for interstitial radioelement application,
see 7696X)

090

14.00

076965 K2

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

Ultrasonic guidance for interstitial radioelement application

1.34
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SUMMARY OF REOCOMMENDATION

Tracking Number: K. ___ Global Period: 00 Recommended RVW: 14.00
CPI Descriptor: ‘Transperincal placement of necdles or catheters into prostate for interstitial radioclement

application, with our without cystoscopy
(For interstitial radioelement application, see 77776-7778)

(For ultrasonic guidanoe for interstitial radioelement application, see 769XX)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Uscd in Survey: .
A 6U-year old male with localized Stage A1-B2, prostate cancer without evidence of metastatic discase. Previous
biopsy conlirmed cancer.

Description of Pre-Service Work:

Orders, scrubbing, cle.

Description of Intr-Service Work:

“atient is placed under general or spinal anesthesia. Under ultrasound guidance, the urologist positions template
for exact coordinates as was done in pre-op ultrasound study. ‘The urologist transperincally stabilizes the prostate
t the bladder with sutures or needles. The urologist transperineally inserts: approximately 30-45 needles into the
prostate according to coordinates. The radioactive sceds arc inserted through the needles and placed (maximum
tolernee allowed 12 mm) 1o allow for the entire prostate field to be iradiated. ‘The urologist performs a
cyxtoscopy 1o ensure that no sceds were misdirected into the bladder, the prostate stabilization needles are removed
and a Foley catheter is placed.

Description of Post-Service Work .
“atient is obscrvad as outpatient for 24 hours and discharped. Patient returns to urologist at one week, one month
and throe months intervals for post-op cvaluation

KEY REFERENCE SERVICK(S):

Pl Code CPL Iascriptor RYW

61770 Stereotactic localization, any method, including burr hole(s), with insertion  15.14
of catheter(s) for brachytherapy

67218 Radiation by implantation of source (includes removal of source) 1273

55845 Prostatectomy; with bilateral pelvic lymphadencctomy, including ex- 26.73
temal iliac, hypogastric, and obturator nodes ‘

50230 Nephrectomy, radical with regional lymphadenectomy and/or vena caval 20.56
thrombectomy - :

RELATIONSHIP OF NEW OR REVISED CODE TO KEY RFFFRENCE SERVIC¥(S) AND/OR OTHER
RATIONALE FOR RVW RECOMMENDATION (Include ail apglicable clements of work in mtionale: time; techuical skill
& physical effort; mental effort and judgement; and stress): CPT Code 61770 is thc best reference oodq because it uses
comparable technology in a difTerent area of the body. We believe this reference code requires very similar
technical skill and physical and mental effort. These procedures are very similar and should be valued
accordingly. We also believe transperineal seed implant is similar to 67218, which uses comparable ‘
(echnology on the eye, although this code is less difficult becausc the radioactive sceds are sutured to the

outside of the cye rather than inserted into the body. '
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How was this service previously reported? 77778 (billed as co-surgeons)

How often do physiciuns in your spevially perform this service? __ Commonly _X  Sometimes __

Rarcly
|

listimale the numbcer of times this service might be provided nationally in a one-year period? __ 5,000

Is this service performed by many physicians across the United States? X Ycs, approximatcly 1000
urologisis

SURVEY DATA:

Specialty: _American Urological Association e e

Mudian Intra-Service ‘l'ime: 90 min Tow: __40 min High: 30 min .. ...
Median Pre-Scrvice Time: S0 mins  Median Post-Service Time: 40 mins,

[.ength of Hospital Stay: L day Number of ICU Days: N/A

Number & Lewel of Post-Tospital Visits: __(hmwm ‘
Number of ‘Times Provided in Past 12 months (Median): __20 in Past 5 years: NA

Other ata: : -

Sample Size: 40 Response Rate (%): __62% 25/40 Median RVW: 14.00
251h Percentile RVW: 681  75th Percentile RVW: ___ 19 Low: _30 _ Iligh: 2500

€ JFOovd SLED £22 @1P :Ql X217T0d HITTIYIH YNV :WOAd EP:891 S6-21-adv



ANMADITALALLY MAIAELY RYS UPDATE PROCESS

SUMMARY OF RECOMMENDATION
Tracking Number: __K2 _ Gilobal Period: ___ XXX Recommended RVW: 1.65
‘ CPT Descriptor: Ultrasonic guidance for interstitial radioelement application

CLINICAL DESCRIPITION OF SERVICE:

Vignette Used jn Suryey:
A 6l-year old male with localized Stage Al-B2, prostate cancer without evidence of metastatic discase.
Previous biopsy confirmed cancer.

Pre-service Work:
1) Revicw history and physical exam, previous imaging studies, and treatment plan
2) Quality assurance of ultrasound equipment.

Intra-service Work:

Urologist or radiologist places ultrasound probe into rectum for ultrasound guidance. ‘The stabilizing unit is
adjusted until the axis of the probe and the images of the ultrasound monitor are identical at cach Smm
interval. “The placement of needles used to stabilize the prostate to the bladder arc confirmed with ultrasonic
inaging.  Approximately 30-45 seed needles are placed into the coordinates on the template grid and arc
advanced through the perincum into the prostate until the base ultrasonic image shows the needle tip to be in
the proper coordinates. Tolerance of £2 mm dimensional accuracy is confirmed by biplanar ultrasound or a
combination of ultrasound and fluoroscopy.  After the needles have been inserted, the stabilization apparatus is
removed.

Pust-service Work:

1) ‘I'he physician interprets the resulting ultrasonic and flourscopic (iff uscd) images in comparison to
‘ treatment plan for homogeneity of seed distribution.

2) Issuance ol written radiologic/procedural report.

KEY REFERENCY. SERVICK(S): .

CPLCode CPT Dvseriplor RVW
Unology .

76942 Ultrasonic guidance for needle biopsy, radiological supervision and interpretation 07
70872 Fehography, transrectal 69
Radiology )

77263 ‘Therapeutic radiology treatment planning; complex - ' . 3.14
76942 Ulirasonic guidance for needle biopsy, radiological supervision and interpretation .67
77290 ‘Therapeutic radiology simulation-aided field setting; complex 1.56

RELATIONSHIP OF NEW OR REVISED OODE TO KEY RFFERENCE SERVIQH(S) AND/OR OTHER
RATIONALE FOR RVW RECOMMENDATION (include sl spplicable elements of work in mtionxde: time; technicad skill
& pliysienl effort; mental effort snd judgement; and stress): AUA and A.CR have con_ibined our survey data 10 achicw_: an
scceptable response of 36 physicians, We then took the median !_\umha: from the combined data.  We belicve
this is a fhir methodology, onc approved by the RUC, and fee] this service has pcep placed z}ppm]?natcl.y inits
family of codes. We also helieve this code to be placed appropriately because il's intensity is in linc with
. other RUC approved ultrasound work values.

Fxample
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Code Median Total | 1995 RVW Intensity
Time (from RUC RVWTime

I 76941 o8
76945 3
76975 45
769XX 70

FREQUENCY INFORMATION

How was this scrvice previously reported? __NA

Iow ollen do physicians in your specially perform this serviee? __ Commonly _x_ Somctimes ____
Rarcly

Eistimate the number of times this service might be provided nationally in a one-ycar period? __5,.000

Is this scrvice perfonned by many physicians across the United States? _X_ Yes

SURVEY DATA:

Specialty:

Mudian ln‘m—Scrvice "Time: . Low: High:
Median Pre-Service Time: Median Post-Service ‘Time:

Length of Hospital Stay: Number of ICU Days:

Number & Level of Post-1lospital Visits:

Number of ‘Times Provided in Past 12 months (Median): _____ in Past 5 years: |

Other Data:

Median RVW:

Sample Size: __ . Responsc Rate (%) -

25t Pereentile RVW: ____ 75th Percentile RVW: _____ Low: . Migh: __

S JOovd SLED €22 1% :Q1 XJ1°7710d HIIVIH YNVY :HO¥d vH:=91 SE6-21-adv



Plewse complete the following if more than one specialty society was involved in developing lhé

reconvendaion:

Specialty: JAneri Jj iation

Mulizm Intra-Service ‘lime: . 60mins, __~ Low: 15 mins, High: ___120
nmms,

Mudian Pre-Service Time: ___ 30 mins, Median Post-Service Time: __12.5mins.
Length of Hospital Stay: . NA____ Number of ICU Days: N/A

Number & [evel of Post-Tospital Visits: NA

Number of ‘Times Provided in Past 12 months (Median): ___17.5 in career:

Other Iata: - o
Nample Size: 40 Response Rate (%): _45% (18/40) Median RVW: _ 12 _

25th Pereentile RVW: 70~ 75th Percentile RVW: _275  Jow: _60  High: _60. _

' Specialty: . _American College of Radiology .
Mudian Total Time: _70mins, ~ Low _30mins.  lligh: 240mins,

25th Pereentile for Total 1ime: __SSmins — 75th Percentile for Total Time: __ 90 mins,
Lxngth of Hospital Stay: ___N/A Number of ICU Days: NA —_
Number & 1evel of Post-H ospital Visits: NA _
Numbcer ol ‘Times Provided in Past 12 months (Median): __21 in carcer:

Other ot -

Sample Size: __J00 . . Responsc Rate (%): _18% (18/100)  Median RVW: _ 2,65
25th Pereentile RVW: 1.5 75th Pereentile RVW: __3.57  Tow: 70 Thgh: 98
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AMA SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATIONS
APRIL 1995

SPECIAL OTORHINOLARYNGOLOGIC 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 [Treatment 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 augmentative/alternative 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

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



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.

m
CPT Code Tracking CPT Descriptor Global RVW Recommendation
(® New) Number Period
092525 All Evaluation of swallowing and oral function for feeding XXX 1.61
092526 AR Treatment of swallowing dysfunction and/or oral function for feeding XXX 0.64
092597 A3 Evaluation for use and/or fitting of voice prosthetic or augmentative/alte- XXX 1.50
rnative communication device to supplement oral speech '
092598 Al4 Modification of voice prosthetic or augmentative/alternative communication XX 0.99
device to supplement oral speech '
092579 Visual reinforcement audiometry (VRA) XXX No work value recom-
mendation at this time
092510 Al§ Aural rehabilitation following cochlear implant (includes evaluation of aural xxx 1.50
rehabilitation status and hearing, therapeutic services) with or without speech
Processor programming
92506 Medioal-eEvaluationy of speech, language, and/or-heasing-problems voice, XX 0.86
communication, auditory processing, and/or aural rehabilitation status (No Change)
92507 - Tmtment ofSWh language‘ pr-hearing-theras Hh-oontinuing—m XXX 0.52
supervisien-voice, communication, and/or audl sing disorder (No Change)
(includes aural rehabilitation); individual

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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CPT Code Tracking CPT Descriptor Global RVW Recommendation "
(® New) Number Period
92508 group, two_or more individuals XXX 0.26
(No Change)
92516 Facial nerve function studies (e.g., electmnaxmnog;gghﬂ xxxx 0.43
(No Change) d
92546 Xxx 0.29 ll
(No Change)
Sinusoidal vertical axis rotational testing
92555 Speech audiometry; threshold enly; b 0.0.¢ No work value recom-
mendation at this time
92556 recognition Xxxx No work value recom-
mendation at this time
92557 Basie-eComprehensive ludnomelry threshold evaluauon and Mh m XXX No work value recom-
tion (92553 and92556 comb ined)y-(pure-toneyair-and-bene mendation at this time
(For hearing aid evaluation and selection, see 92590 and 92595)
92574 Swinging-story-test xxx N/A
(92574 has been deleted)
92578 Delayed-auditory-feedbaclctest XXX N/A
{92578 has been deleted)
92580 . Electrodermal-audiometry D.9.0. ¢ N/A
(92580 has been deleted)

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



the central nervous system

gm

s
CPT Code Tracking CPT Descriptor Global RVW Recommendation
(® New) Number Period
92585 xxX 0.50
(No Change)
Auditory evoked potentials for evoked response audiometry and/or testing of

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: ____All Global Period: ___ XXX Recommended RVW: _1.72

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-CVA, reports discomfort
swallowing liquids, foods, and medications. Frequent throat clearing and coughing during mealtime
are reported by patient and family, (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
videofluoroscopy 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/family. Results and recommendations 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 pharyngeal 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.



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 RYW

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

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 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? ___ 92506 and/or 92507

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? _Not
Available




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

SURVEY DATA:

Specialty:

Median Intra-Service Time: 75 Low: 25 High: 300
Median Pre-Service Time: 20 Median Post-Service Time: 37
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): __ 55 in Past 5 years: __300

Other Data;

Sample Size: ___122 Response Rate (%): __ 4426  MedianRVW: ___ 1,72

25th Percentile RVW: _1.06  75th Percentile RVW: _1.75  Low: _030 _ High:_4.17

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

Specialty: ____Speech-Language Pathology

Median Intra-Service Time: 15 Low: 30 _ High 300

Median Pre-Service Time: 20 Median Post-Service Time: 38.5

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): __102.5 in past 5 years: __575

Other Data:

Sample Size: ___85 Response Rate (%): __41.18 Median RVW: __1.50

25th Percentile RVW: _0.86  75th Percentile RVW: __1,72  Low: __030 _ High: 2.58



Specialty: _______Otolaryngology—Head and Neck Surgery

"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 of ICU Days: N/A
Number & Level of Post-Hospital Visits: N/A

Number of Times Provided in Past 12 months (Median): __ 30 inpast Syears: __88

Other Data:

Sample Size: 37 Response Rate (%): __54.05  Median RVW: 178

25th Percentile RVW: _131 75th Pc;rcentile RVW: _222 Low: _ 088 High:_4.17




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: Al2 Global Period: XXX 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, 1 week post-CVA 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
of liquids 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 RYW
92507 Speech language or hearing therapy, w1th continuing medical 0.52

supervision; individual

92506 Medical evaluation, speech, language and/or hearing problems 0.86




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 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? 92507

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? _Not
Available

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

SURVEY DATA:

Specialty:

Median Intra-Service Time: 45 Low: 18 High: 450
Median Pre-Service Time: 10 Median Post-Service Time: 15

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): ___75 _ inPast5Syears: ___ 275




Other Data:

Sample Size: ___122 Response Rate (%): __43.44 MedianRVW: ____ 064

25th Percentile RVW: _0,52  75th Percentile RVW: _ 086 Low: __038 High:_7,50

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

Specialty: __Speech-Language Pathology

Median Intra-Service Time: 45 Low: 20 High: 450
Median Pre-Service Time: 10 Median Post-Service Time: 15

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): 100 in past 5 years: __375
Other Data:

Sample Size: 85 Response Rate (%): 40 Median RVW: 0.65

25th Percentile RVW: __0.52 75th Percentile RVW: __1.04 Low: _0.38  High: 7.50

Specialty: Otolaryngology—RHead and Neck Surgery

Median Intra-Service Time: 41.50 Low: 18 High: ____330
Median Pre-Service Time: 12,50 , Median Post-Service Time: 15

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): 14 in past 5 years: _50
Other Data:

Sample Size: __37 _  Response Rate (%): __54.05 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/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: __AI3 _ Global Period: ___ XXX _ Recommended RVW: __ 1,50

CPT Descriptor: Evaluation for use and/or fitting of voice prosthetic or augmentative/alternative
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 felt 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 describes both the standard voice prosthesis and the indwelling voice prosthesis. The patient
chooses the mdwelling 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.




KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RYW
92506 Medical evaluation, speech, language and/or hearing problems 0.86
92507 Speech, language or hearing therapy, with continuing medical 0.52

supervision; individual

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 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 comparisonto
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? _92506 and/or 92507

- 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? _Not
——Available

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




SURVEY DATA:

Specialty:

Median Intra-Service Time: 65 Low: 30 High: 405
Median Pre-Service Time: 30 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: 30

Other Data:

Sample Size: 122 Response Rate (%): 36.07 MedianRVW: __150

25th Percentile RVW: ___ 1,00 75th Percentile RVW: _1.82 Low: _0.05  High: 5.50

" Please complete the following if more than one specialty society was involved in developing the
recommendation:
Specialty: ____Speech-Language Pathology
Median Intra-Service Time: 60 Low: 30 High: ___ 240
Median fre-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): 1.5 in Past 5 years: ___18
Other Data:

Sample Size: _85 Response Rate (%): __32.00  Median RVW: 1.50
25th Percentile RVW: _1.01  75th Percentile RVW: _1.72  Low: _0.5 High: __5.50




Speciaity: Otolaryngology—Head and Neck Surgery

Median Intra-Service Time: 60 Low: 30 High: ___ 240
Median Pre-Service Time: 225 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: 50

Other Data:

Sample Size: ____37 Response Rate (%): ___54.05 Median RVW: ___1.50

25th Percentile RVW: __1,05  75th Percentile RVW: __193 Low: _053 High: _4.00



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: Al4 __ Global Period: ___XXX _ Recommended RVW: 104

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
communication 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 RYW
92507 Speech, language or hearing therapy, with continuing medical 0.52
supervision; individual

92506 Medical evaluation, speech, language and/or hearing problems 0.86




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 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.

FREQUENCY INFORMATION

How was this service previously reported? 92507

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? _ Not
Available

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

SURVEY DATA:

Specialty:

Median Intra-Service Time: 90 Low: 15 High: 600
Median Pre-Service Time: 15 Median Post-Service Time: 60
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): 5 inPast Syears: ___20

Other Data:

Sample Size: 122 Response Rate (%): __37.70 Median RVW: ___ 1,04

25th Percentile RVW: _0.74  75th Percentile RVW: __1.66  Low: _0.33__ High: _8.60



Please complete the following if mare than one specialty society was involved in developing the
recommendation:

Specialty: ___Speech-Language Pathology

Median Intra-Service Time: 90 Low: 30 High: ___ 600
Median Pre-Service Time: 15 Median Post-Service Time: 60

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): 5 in Past 5 years: __20

Other Data:

Sample Size: ___85 __  Response Rate (%): 31,76 Median RVW: ___095

25th Percentile RVW: __0,81  75th Percentile RVW: __173  Low: _0.50  High: _0.86

Specialty: ____ Otolaryngology—TFHead & Neck Surgery

Median Intra-Service Time: 60 Low: 15 High: 360
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): __4 in Past 5 years: __28
Other Data:

Sample Size: 37 Response Rate (%): __54.05  MedianRVW: ___1.12

25th Percentile RVW: __0,74 _  75th Percentile RVW: _1,57 Low: __033  High: _4.64




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: AlS 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
processor programming

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 procedure 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 electrodes in the electrode 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 provides 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 RVW

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)

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 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? _92506 and/or 92507

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 prbvided nationally in a one-year period? _N_Q_t
Available

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




SURVEY DATA:

Specialty:

Median Intra-Service Time: ___90Q Low: 40 High: 480
Median Pre-Service Time: 30 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): __ 34 inPast5years: ___ 80

Other Data:

Sample Size: 174 Response Rate (%): ___1897 ~  MedianRVW: ___1.50

25th Percentile RVW: _1.03  75th Percentile RVW: _ 221 Low: _0.,52 High: 10,00

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

Specialty: __Speech-Language Pathology/Audiology

Median Intra-Service Time: 150 Low: ___60 __ High: ___ 480
Median Pre-Service Time: 15 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): ___43 __  inPastSyears: __178

Other Data:

Sample Size: __137 Response Rate (%): _13,14 __ MedianRVW: __195

25th Percentile RVW: __ 135  75th Percentile RVW: _221  Low: 056 High: 10.00



Specialty: ____Otolaryngology—Head and Neck Surgery

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/A Number of ICU Days: N/A

Number & Level of Post-Hospital Visits: N/A

Number of Times Provided in Past 12 months (Median): ___ 28 in Past 5 years: _ 80
Other Data:

Sample Size: 37 Response Rate (%) __56.76 Median RVW: __1.50

25th Percentile RVW: __1,03  75th Percentile RVW: _170 Low: _0.52 _ High: _3.00




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 plece (eg, for Long
Face Syndrome) and added three new codes:

L 21141 [Reconstruction midface, Lefort I; single piece, segment movement in any direction (eg, for Long Face Syndrome),
without bone graft;

L 21142 [Reconstruction mldface, 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 (includes 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 autografis)(eg, ungrafted unilateral alveolar cleﬁ)]
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 five-digit codes, two-digit modifiers, and descriptions 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.

e

CPT Code Tracking CPT Descriptor Global RVW Recommendation
(® New) Number Period
21144 050 N/A
(21144 has been deleted. To report, see 211X1) '
021141 Z1 Reconstruction midface, LeFort I; intrusieny single piece, segment 090 16.92
) movement in any direction (eg, for Long Face Syndrome), without bone (21145-2.00)
graft
021142 z2 two pieces, segment movement in any direction, without bone | 090 17.58
graft (21146-2.00)
021143 Z3 three or more pieces, segment movement in any direction, 090 18.30
without bone graft (21147-2.00) i
21145 . single piece, segment movement in any direction, requiring 090 18.92
bone grafts (includes obtaining autografts) (No Change)
21146 two pieces, segment movement in any direction, requiring 090 19.58
' bone grafts (including obtaining autografis) (eg, ungrafted (No Change)
unilateral alveolar cleft)
21147 three or more pieces, segment movement in any direction, 090 20.30
requiring bone grafts (includes obtaining autografts) (eg, (No Change)
ungrafted bilateral alveolar cleft or multiple osteotomies
———
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -2-
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: _Z] qubal Period: _09Q Recommended RVW: __16.92
CPT Descriptor: Reconstruction midface, LeFort I; intrusien; single piece, segment movement in 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 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. Osteotomics of the facial skeleton are performed (e.g., maxilla, zygoma) and the skeletal segments
are moved to predetermined positions thus correcting the deformity. The procedure involves movement of a
single skeletal piece without a bone grafi. Appropriate fixation devices arc 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.

Description of Pre-Service Work:
N/A

Description of Intra-Service Work:
N/A

Description of Post-Service Work:

N/A

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor " RYW

21150 Reconstruction midface, LeFort I1, anterior intrusion (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

rims with grafts (allograft or prosethetic material) 21.47

21180 with autograft (includes obtaining grafis) 24.41
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RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR m@ '
RATIONALE FOR RVW RECOMMENDATION (include all appticable clements of work in rationale: time; technical

skill & physical effort; mental effort and judgement; and stress):

Codes Z1, Z2 and Z3 add specific language of "without bone graft” to the established codes for LeFort I, midface
reconstruction. The only RVW differential between Z1, Z2, and Z3 and the corresponding CPT codes which
include bone gratt, 21145, 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 sets of codes, 21150/21151 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 mandibular
ramus (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 internally consistent within the LeFort I, midface reconstruction family
of codes, we recommend that codes Z1, Z2 and Z3 be assigned RVWs which reflect a 2.00 unit differential
for the new codes "without bone graft." Therefore, for code Z1, an RVW of 16.92 is appropriate when

compared o the 1995 RVW of 18.92 for the corresponding code, CPT 21145, 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 reccomendation 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 internally consistent with the current codes including bone
grafts, CPT 21145-21147, the established differential of 2.00 units should be used with the new codes. 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, AAO-HNS, AAFPRS
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‘ AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
‘ ' SUMMARY OF RECOMMENDATION

Tracking Number: _Z2 _ Global Period: _090 Recommended RVW: _17.58

CPT Descriptor: Reconstruction midface, LeFort I; two picces, segment movement in any direction,
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 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 segments
are moved to predetermined positions thus correcting the deformity. The procedure involves movement of two
skeletal pieces without a bone graft. Appropriate fixation devices are employed (o secure the repositioned skeletal
structures. The complication rates associated with the procedures 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 SERVICE(S):

CPT Code  CPT Descriptor RVW

21150 Reconstruction midface, LeFort II, anterior intrusion (eg Treacher-  24.41
Collins Syndrome)

21151 any direction, requiring bone grafts (includes obtaining 27.34

‘ autografis)

21179 Reconstruction, entire or majority of forehead and/or supraorbital

rims with grafts (allograft or prosthetic material) 21.47

21180 with autograft (includes obtaining grafts) 24 .41
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RELATIONSHIP OF NEW OR REVISED CODE TO KEY REFERENCE SERVICE(S) AND/OR OTHEL "/
RATIONALE FOR RVW RECOMMENDATION (include all applicable elements of work in rationale: time; technical -

skill & physical effort; mental offort and judgement; and stress):

Codes Z1, Z2 and Z3 add specific language of "without bone graft" o the established codes for LeFort I, midface
reconstruction. The only RVW differential between Z1, Z2, and Z3 and the corresponding CPT codes which
include bone graft, 21145, 21146, and 21147, would be attributable to the physlclan work involved in the bone
graft component.

Several series of codes in the maxillofacial family have already established the RVW differential for bone grafis.
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 sets of codes, 21150/21151 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 mandibular
ramus (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 internally consistent within the LeFort I, midface reconstruction family
of codes, we recommend that codes Z1, Z2 and Z3 be assigned RVWS3 which reflect a 2.00 unit differential
for the new codes "without bone graft.” Therefore, for code Z2, an RVW of 17.58 s appropriate w.
compared to the 1995 RVW of 19.58 for the corresponding code, CPT 21146, 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 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 internally consistent with the current codes including bone
grafts, CPT 21145-21147, the established differential of 2.00 units should be used with the new codes. 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. AAO-HNS, AAFPRS
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Tracking Number: _Z3 Global Period: 090 Recommended RVW: _18.30

CPT Descriptor: Reconstruction midface, LeFort 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 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
strucrures.  Osteotomies of the facial skeleton are performed (e.g., maxilla, zygoma) and the skeletal segments
arc moved to predetermined positions thus correcting the deformity. The procedure involves movement of three
or more skeleral pieces without a bone graft. Appropriate fixation 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.

Description of Pre-Service Work:
N/A

Description of Intra-Service Work:
N/A

Description of Post-Service Work:
N/A

KEY REFERENCE SERVICE(S):

CPT Codc  CPT Descriptor RVW
21150 Reconstruction midface, LeFort II, anterior intrusion (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 rims
with grafts (allograft or prosthetic material) 2147

21180 with autograft (includes obtaining grafts) 24.41
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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; menta) effort and judgement; and stress):

Codes Z1, Z2 and Z3 add specific language of "without bone graft” 1o the established codes for LeFort I, midface
reconstruction. The only RVW differential between Z1, 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 hone 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 sets of codes, 21150/21151 and 21179/21180,
demonstrate an RVW differential of approximately 3.00 units for a hone or autograft. The initial RVW values,
recommended by the RUC in 1993, were 25.00 units and 28.00 units for CPT 21150 and 21 151, 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 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 internally consistent within the LeFort 1, midface reconstruction family

of codes, we recommend that codes Z1, Z2 and Z3 be assigned RVW;s which reflect a 2.00 unit differential

for the new codes "without bone graft." Therefore, for code Z3, an RVW of 18.30 is appropriate when' '
compared to the 1995 RVW of 20.30 for the corresponding code, CPT 21147, 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 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 internally consistent with the current codes including bone
grafts, CPT 21145-21147, the established differential of 2.00 units should be used with the new codes. A survey
would not be feasiblc unless it established new values for all of the codes in this midface reconstruction family.

Specialty: _ASPRS, ASMS. AAPS, AAO-HNS, AAFPRS
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AMA SPECIALTY SOCIETY 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: 5 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 autografts 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 five-digit codes, two-digit modifiers, and descriptions 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 five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -2-




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 treatment of vertebral process fracture(s)], 22310 [Closed treatment of vertebral body fracture(s),
without manipulation, requiring and including casting or bracing], 22315 [Closed treatment 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 treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior approach, one fractured vertebrae or dislocated
segment; lumbar], 22326 [Open treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior approach, one
fractured vertebrae or dislocated segment; cervical], and 22327 [Open treatment 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 treatment 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.

(z215%¢)
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.
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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 CPT 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. CPT code 22650 [Arthrodesis, posterior, posterolateral or lateral transverse technique, each additional interspace] was

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 4-




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 50% 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 50% 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 S0% 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.

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -6-




Tracking | CPT Descriptor RVW Recommendation

Code
Grafts (Or Implants)

Codes for obtaining autogenous bone, cartilage, tendon, fascia lata grafis, or other tissues, through separate incisions are to be used only when graft is not already
listed as part of basic procedure.

inal su bone 8) see codes 209X1-209

Codes 209X1-209X7 are rted in addition to codes for the definitive 8).
rt only one bone e ive session

020930 Wi Allograft for spine surgery .only; morselized 2727 0.00

20931 w2 structural YA HA 1.81

020936 w3 Autograft for spine surgery only (includes harvesting the graft); local (e.g., ribs, spinous 27Z 0.00
process, or laminar fragments) obtained from same incision

020937 w4 morselized, (through separate skin or fascial incision) 227 2.79

©20938 w5 structural, (bicortical or tricortical), (through separate skin or fascial incision) 27Z 3.02
{For needle aspiration of bone marrow for the purpose of bone grafting, see 85095)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -7-



CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period

SPINE (VERTEBRAL COLUMN)

Cervical, thoracic, and lumbar spine

Wxﬂnn the SPINE secuon boi res are arately and in addition to arthrodesis. For bone in other Musculoskeletal sections, see
c 8 s) and/or acco i idelines

Example: P jor arthrodesis of L.4-S1, utilizing morselized autogenous iliac bone harv throu arate fascial incision, and pedicle screw
fixation,

R as 22612, 22842 and 2093

after osteotomy, fracture care, vertebral corpectomy and laminectomy. Since bone grafts and instrumentation are never performed without atdlrodesls, they are

as add on and modifier 51 (multiple is not used. Arthrodesis, however, ma be ed in the absence of other and
therefore when it is combined with another definitive modifier 51 (multiple is
EXAMPLE: Treatment of a burst of L2 followed by arthrodesis of L1-L3, utilizing anterior instrumentation L.1-1.3 and structural
allograft

Report as 63090, 22558-51, 22845 and 20931
(For injection procedure for myelography, use 62284)

(For injection procedure for diskography, see 62290, 62291)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -8-




CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
EXCISION
22100 w6 Partial resection excision of posterior vertebral component, (e.g. spinous process, lamina 090 9.05
or facet) for intrinsic bony lesion, single vertebral segment spineus-preecesses; cervical
22101 w7 thoracic 090 9.00
22102 w8 lumbar 090 9.00
022103 w9 each additional segment (List separately in addition to code for primary proce- 2727 2.34
dure)
(Use 22103 only for codes 22100, 22101, 22102)
22105 Rastic ~‘.:;:'::; B PELODFA-OO P ONOA-1OEHNOFtOF wo N/A
{22105 has been deleted. To report, see 22100)
22106 theraeie 090 N/A
{22106 has been deleted. To report, see 22101)
22107 lumbar 090 N/A
2107 has been deleted. To see 22102
22110 w10 Partial resection excision of vertebrae vertebral body, for intrinsic bony lesion, without 090 11.59
decompression of spinal cord or nerve root(s) (egy-for-esteemyelitis) single vertebral (no change)
gegment; cervical
22112 wi1 thoracic 090 11.59
(no change)
22114 w12 lumbar 090 11.59
(no change)

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



procedure)
{Use 22116 only for codes 22110, 22112, 22114)

CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
022116 wi3 each additional vertebral segment (List separately in addition to code for primary | ZZZ 232

REPAIR, REVISION-AND/OR-RECONSTRUGCTION

(22120-22130 have been deleted. For sadical complete or near complete resection of vertebral body, see vertebral corpectomy, 63081-63091)

(22148 has been deleted. To report, see 20931 or 20938)

090 N/A
(22140 has been deleted. To report, use 63081 or 63087 and 22554 and 20931 or 20938)
22141 theracio 090 N/A
{22141 has been deleted. To report, use 63085 or 63087 and 22556 and 20931 or 20938)
22142 Jumber 090 N/A
(22142 has been deleted. To report, use 63087 or 63090 and 22558 and 20931 or 20938)
22145 77 N/A
45 has been deleted. To use 63082 or 63086 or_63088 or 6309 85
22148 77

N/A “

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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CPT Tracking | CPT Descriptor RVW Recommendation
Code Number Period
22150 090 N/A
2150 has been deleted. To use 63081 and 22554 and 209X2 or 209X7 and

22851)
22151 theracie 090 N/A

(22151 has been deleted. To report, use 63085 and 22556 and 20931 or 20938 and

22851)
22152 lumbar 090 N/A

{22152 has been deleted. To report, use 63087 or 63090 and 22558, and 20931 or 20938

and 22851)
OSTEOTOMY

1) arthrodesis, see codes 22590-22614. in addition to 8) for the definitive with ifier 5
To instrumentation see codes 22840-22855, in ition to_code(s) for the definitive 8).
To bone see codes 20930-20938. in addition to s) for the definitive 8

22210 wi4 Osteotomy of spine, posterior or posterolateral approach, one siagle vertebral segment; 090 22.51

cervical (no change)
22212 wi5 thoracic 090 18.14

(no change)
22214 w16 lumbar 090 18.14
(no change)
22216 w17 each additional vertebral segment (List separately in addition to primary 77z 6.04
procedure)
{Use 22216 only for codes 22210, 22212, 22214)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
22220 wis Osteotomy of spine, including diskectomy, anterior approach, 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)
022226 w21 each additional vertebral segment. (List separately in addition to code for zzz 6.04
primary procedure)
(Use 22226 only for codes 22220, 22222, 22224)
22230 277 N/A
230 has deleted. To use 22216 or 22226

(22250-22251 have been deleted. For vertebral corpectomy, see 63081-63091.
vertebral-eorpectomiyy-see-22140-22152)

FRACTURE AND/OR DISLOCATION

To is, see codes 22590-22614. in addition to s) for the definitive with modifier 51
(1) instrumentation see 22840-22855. in addition s) for the definitive
To bone see codes 20930-20938. in ition to 8) for the definitive 8
22305 w22 Closed treatment of vertebral process fracture(s) 090 1.86
(no change)
22310 w23 Closed treatment of vertebral body fracture(s), without manipulation, requiring and 090 1.86
including casting or bracing (no change)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
22315 w24 Closed treatment of vertebral fracture(s) and/or dislocation(s) requiring casting or bracing, | 090 8.36
with and including casting and/or bracing, with or without anesthesia, by manipulation or (no change)
tractiony-each
(For spinal subluxation, see 97260, 97261)
22325 w2s Open treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior 090 17.19
approach, one fractured vertebrae or dislocated segment; lumbar-each (no change)
22326 w26 cervical-each 090 18.43
(no change)
22327 w27 thoracioy-each 090 17.56
(no change)
022328 w28 each additional fractured vertebrae or dislocated segment (List separately in 277 4.61
addition to code for primary procedure)
{Use 22328 only for codes 22325, 22326, 22327)
(22330-22379 have been deleted. For decompression of spine following fracture, see 63991-63091; for arthrodesis of spine following fracture, see 22548-22362)
(For treatment of vertebral fracture by the anterior approach, see corpectomy 63081-63090, and appropriate arthrodesis, bone graft and instrument codes)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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CPT Tracking | CPT Descriptor ' Global | RVW Recommendation
Code Number Period
ARTHRODESIS
To instru ion see codes 22840-22855. rt in addition to 8) for the definitive 8).
To bone see codes 20930-20938. in ition_to code(s) for the definitive ()
ANTERIOR OR ANTEROLATERAL APPROACH TECHNIQUE
Procedure codes 22554-22558 are for SINGLE interspace arthrodesis (2 adjacent vertebral segments); for additional interspaces or segments, use 22585.
(22550, 22552, 22555, 22560, 22561, 22565 have been deleted. For intervertebral disk excision by laminotomy or laminectomy, see 63020-63042. For
arthrodesis, see 22548-22632)
e /22548 w29 Arthrodesis, anterior transoral or extraoral technique, clivus-C1-C2 (aﬂas-ans), with-bone | 090 24.08
grafy-with or without excision of odontoid process (no change)
L/ 22554 w30 Arthrodesis, anterior interbody technique, including minimal dxskectom to prepare 090 17.24
interspace (other than for decompression); cervical below C2y-with-bene-grafi
(/] 22556 w31 090 22.27
&
(A 22558 w32 090 21.22
22585 w33 esio-anter relateraly cach additional interspace (List separately in 22Z 553
ad(hnon to oode for primary yroceduxe) (no change)
(Use 22585 only for codes 22554, 22556, 22558)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -14-




CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
POSTERIOR, POSTEROLATERAL OR LATERAL TRANSVERSE PROCESS TECHNIQUE
To instrumentation see codes 22840-22855. in addition to code(s) for the definitive 8).
To bone see codes 20930-20938. in addition to 8) for the definitive 8
22590 w34 Arthrodesis, posterior technique, craniocervical (occiput-C2)y-with-bene-graft-and/or 090 19.50
internal-fixation
22595 w35 Arthrodesis, posterior technique, atlas-axis (C1-C2) with-bone-graft-and/or-internal 090 18.19
fixation
22600 w36 Arthrodesis, posterior or posterolateral technique, single level; cervical below C2 090 14.74
segment, local-bone-or-bene-allograft-and/or-intesnal-fixation
(22605 has been deleted. To report, use 22600)
22610 w37 ~.-:-.-::,;;_- or-posterolateral techmiquer-with 090 14.62 ll
mm (with or without lateral transverse technique)
2 22612 w3s Iumbar, (with or without lateral transverse technique) 090 20.19
022614 w39 each additional vertebral segment (List separately in addition to code for primary | ZZZ 6.44
procedure)
(Use 22614 only for codes 22600, 22610, 22612)
(22615 has been deleted. To report, use 22554 and 22820 20930-20938)
(22617 has been deleted. To report, use 22548 and 22820 20930-20938)
(22620 has been deleted. To report, use 22590 and 22820 20930-20938)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -15-



CPT Tracking | CPT Descriptor Globai | RVW Recommendation
Code Number Period “
22625 Arthredesisy-lateral-transverse-proeess-technique,—wi 090 N/A
. L wire_SxationJumi
(22625 has been deleted. To report, use 22610 or 22612 and 22840-2285S5, and 20930-
20938)
| 22630 w40 Arthrodesis, posterior interbody technique, gingle interspace; with-Jooal-bone-or-bone 090 20.03 II
Hograft-and/orinternal-wire-fixation; lumbar ‘
022632 wai each additional interspace (List separately in addition to code for primary 2772 523
procedure)
(Use code 22632 only for code 22630) l
(22640-22645 have been deleted. To report, see 22610, 22612, 32820 and 20930-20938) II
22650 27272 N/A n
(22650 has been deleted, To report, see 22614)
(22655 has been deleted. To report use see 22630, 22632 and 22820 20930-20938)
(22670 has been deleted. To report, use 22625-and-22820 22610 or 22612 and 22840-22855, and 20930-20938)
(22680 has been deleted. To report, see 22556-22585,-22820 and 20930-20938)
(22700 has been deleted. To report, see 22556-22585,-22820 and 20930-20938)
(22720 has been deleted. To report, see 22612 and 22820 and 20930-20938)
{22730 has been deleted. To report, see 22585 and 22650 22614)
(22735 has been deleted. To report, see 22585 and 22650 22614)
CPT five-digit codes, two-digit modifiers, and descripti'om only are copyright by the American Medical Association. -16-




CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code | Number Period |
SPINE DEFORMITY (eg, SCOLIOSIS, KYPHOSIS)
To report instrumentation procedures, see codes 22840-22855.
{Report in addition to code(s) for the definitive procedure(s).
To bone see codes 20930-20938. in addition to 8) for the definitive
(Report only one arthrodesis spine deformity code per operative session)
22800 w42 Arthrodesis, posterior, for spinal deformity, with or without castrwith-benegrafl; upto 6 | 090 16.92 ll
er-leso-vertebrae vertebral segments (no change)
(22801 has been deleted. To report, use 22800)
|-22802 w43 7 er-mere to 12 vertebrae] segments 090 29.74 l‘
(22803 has been deleted. To report, use 22802)
022804 W44 13 or more vertebral segments 090 35.00
22808 w45 Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral 090 25.00
segments
22810 w46 Arthrodesis;anterior oformity;-with-or-without-castr-with-bene-gref 4 to 7 090 29.00 II
vertebrae] segments (no change)
22812 w47 8 or more vertebrael segments 090 31.00
EXPLORATION

CPT five-digit codes, two-digit modtﬁer.v, and descriptions only are copyright by the American Medical Association.
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CPT Tracking | CPT Descriptor Glob RVW Recommendation
Code Number . Period
22820 i ineisi ili § 1ZZ N/A
(22820 has been deleted. To report, see 20930-20938)
‘Z 22830 Exploration of spinal fusion 090 10.22
- (No Change)

SPINAL' INSTRUMENTATION

Se; instrumentation is de as fixation at each end of the construct and at least one additional i bo! hment. Segmental

instrumentation must span two or more motion segments.

on-ge instrum: jon is defined as fixation at each end of the construct and may span several ion_se; without attachment to the

intervening segments.

(List codes 22840-22848, 22851 separately, in addition to code for fracture, dislocation or arthrodesis of the spine 22305-22812, 22325, 22326, 22327,
22548-22812)

22840 w48 Posterior non-gsegmental, instrumentationy-witheut-cegmental-fixation (eg, single Harrin- 2ZZ 6.27
gton rod technique) '
022841 w49 Internal spinal fixation (eg, wires, cables, clamps, plates, or screws) of posterior or 222 0.00
anterior spinal elements
22842 w50 Posterior segmental fixation instrumentation (eg, pedicle fixation, dual rods with multiple 727 7.19
hooks and sublaminal wires); 2 to 6 vertebral segments
022843 w51 7 to 12 vertebral segments 277 8.97
022844 w52 13 or more vertebral segments 277 10.96
22845 w53 Anterior instrumentation; 2 to 3 vertebral segments YN HA 5.98
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. -18-




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

e ———
CPT Tracking | CPT Descriptor Global | RVW Recommendation
Code Number Period
22846 | W54 4 to 7 vertebral segments 227 8.28
022847 W55 8 or more vertebral segments 2772 9.20 -
022848 W56 Pelvic fixation (attachment of caudal end of instrumentation to pelvic bony structures) 2zZ 6.00
other than sacrum
22849 Reinsertion of spinal fixation device 090 12.86
22850 Removal of posterior nonsegmental instrumentation (eg, Harrington rod) 090 8.98
(no change)
022851 w57 Application of prosthetic device (eg, metal cages, methylmethacrylate) to vertebral defect 222 6.71
or interspace
22852 Removal of posterior segmental instrumentation 090 8.40
(no change)
22855 Removal of anterior instrumentation 090 9.10
(no change)
OTHER PROCEDURES Il
22899 - Unlisted procedure, spine YYY 0.00
(No Change)

-19-
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Attachment A
Medicare Spinal Code Crosswalk and Frequency information
New/Rev Previously 1993 NCH Medicare Medicare
Code Reported As: % X Alwd Freg* Est. Freq. Est. Total
208X2 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 )
22151 50% 14 7
22152 50% 14 7
22554 50% 8,079 4,040
22556 50% 277 139
22558 50% 812 456
22580 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% A 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 22100-22107 estimate n/a 50 50 |
e 22110 - —+---- 22410-- - —90%—— - -——~ —B64—— —---59
63081-63091 estimate n/a 10 69
22112 22112 90% 42 38
63081-63091 estimate n/a 12 50
22114 22114 90% ’ . 115 104
63081-63091 estimate n/a 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 0472185
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Attachment A
Medicare Spinal Code Crosswalk and Frequency Information
New/Rev Previously 1993 NCH Medicare Medicare
Code Reported As: % Alwd Freq* Est. Freq. Est. Total
22216 22230 50% 77 39 39
22220 22220 100% 25 25 25
22222 22222 100% 71 71 71
22224 22224 100% 36 36 36
22226 22230 50% 77 39 39
22310 22310 100% 11,952 11,852 11,952
22315 22315 100% 802 802 802
22325 22325 80% 109 98 98
22326 22326 , 90% 191 172 172
22327 22327 ! 90% 73 66 66
22328 22325-22327 10% 373 37 37
22548 22548 100% 69 69 . 69
22554 22554 100% 8,079 8,079 8,079
22556 22556 100% 277 277 277 |
22558 22558 100% 912 812 912
22585 22585 100% 4,563 4,563 4,563
22590 22590 100% 283 283 283
22595 22595 [ 100% 846 846 846
22600 22600 | 100% 1,108 1,108 1,108
22610 22610 | 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 7 ——10% 2,405T— 241 — 241
22847 22845 1% 2,405 24 24
22848 | 22899 estimate na 200 200
22851 | 22899 estimate n/a 500 500

Janet L. Martin, MS, RPh - Heaith Data Management

*Allowed frequency source: HCFA. 1983 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.
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RVW Recommendations for Spinal 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 Society RVW
Statas CPT (Tracking Number) Descriptor Recommendation
GRAFTS (OR IMPLANTS) - BONE GRAFT
new | 209X1 (W1) |Allograft for spine surgery only; morselized 0.00
new | 209X2 (W2) structural 1.81
new | 209X5 (W3) |Autograft for spine surgery only (includes harvesting the graft); local (e.g., ribs, 0.00
spinous process, or lJaminar fragments) abtained from same incision
new | 209X6 (W4) morselized, (through separate skin or fascial incision) 2.79
new | 209X7 (WS) structural, (bicortical or tricortical), (through separate skin or fascial incision) 3.02
SPINE (VERTEBRAL COLUMN) - EXCISION
revised | 22100 (W6) |Partia] resection excision of posterior vertebral component, (e.g, spinqus process, 9.05
lamina or facef) for intrinsic bony lesion, single vertebral segment spinous
processes; cervical
revised | 22101 (W7) thoracic 9.00
revised | 22102 (W8) lumbar 9.00
new | 22103 (W9) each additional segment (List separately in addjtion to code for primary 2.34
procedure)

revised | 22110 (W10) | Partial reseetion excision of vertebrae vertebral body, for intrinsic bony lesion, (see note 1)
without decompression of spinal cord or nerve root(s) (eg-for-osteomyelitis) single |
vertebral segment; cervical

revised | 22112 (W11) thoracic (see note 1)
revised | 22114 (W12) lumbar (see note 1)
new | 22116 (W13) each additional vertebral segment (List separately in addition to code for 232
: primary procedure)
OSTEQOTOMY
revised | 22210 (W14) |Osteotomy of spine, posterior gr posterolateral approach, one single yertebral (see note 1)
segment; cervical
revised { 22212 (W15) 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, including diskectomy, anterior approach, single yertebral (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)




dDdOD44 LKD AcHC P UeiE it 9o ru4 [ nf A O S o0 FRATY 77N
1996 CPT I Society RVW
Status ( king N r) Descriptor Recommendation
FRACTURE 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, requiring and (see note 1)
includi . braci
revised | 22315 (W24) |Closed treatment of vertebral fracture(s) and/or dislocation(s) requiring casting or (see note 1)
bracing, with and including casting and/or bracing, with or without anesthesia, by
manipulation or traction;-esek
revised [ 22325 (W2S5) |Open treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), (see note 1)
posterior approach, one fractured vertebrae or dislocated segment; lumbar;-eaek
revised | 22326 (W26) cervical;-each (see note 1)
revised | 22327 (W27) thoracicreach (see note 1)
new | 22328 (W28) each additional fractured vertebrae or dislocated segment (List separately in 4.61
addition to code for primary procedure)
ARTHRODESIS - ANTERIOR OR ANTEROLATERAL APPROACH TECHNIQUE
revised | 22548 (W29) | Arthrodesis, anterior transoral or extraoral technique, clivas-C1-C2 (atlas-axis), witly] (see note 1)
bone-graft-with or without excision of odontoid process
revised | 22554 (W30) | Arthrodesis, anterior interbody technique, j 17.24
interspace (other than for decompression): cervical below C2:-with-bone-graft
revised | 22556 (W31) thoracic-with-oeat-bone-(egrib)-andfor-bone-aliograft 22.27
revised | 22558 (W32) lumbar;-with-bone—graft 21.22
revised | 22585 (W33) |  Arthredesisanterior-or-anterolaterat; each additional interspace (List 5.53
separately in addition to code for primary procedure)
POSTERIOR, POSTEROLATERAL OR LATERAL TRANSVERSE PROCESS TECHNIQUE
revised | 22590 (W34) | Arthrodesis, posterior technique, craniocervical (occiput-C2);with-bene-graft-andfor 19.82
. et
revised | 22595 (W35) | Arthrodesis, posterior technique, atlas-axis (C1-C2) with-bone-graft-andfor-internat 19.06
fixation
revised | 22600 (W36) | Arthrodesis, posterior or posterolateral technique, single level: cervical below C2 17.87
segment, hed-bonrer-bane—aﬂognﬂ-andlormﬁemd—ﬁmm
revised | 22610 (W37) Aethred a-bone-or-bone 14.93
nﬂosrafﬂndhﬁntemi-ﬁxﬁon‘rthomic mnh_ox.mmuum_nnm
technique)
revised | 22612 (W38) |  lumbar, (with or without lateral transverse technique) 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, single interspace; with-leeat-bonc-or 20.03
bone-allografi-and/or-internal-wire-fixation; lumbar
new | 22632 (W41) each additional interspace (List separately in addition to code for primary 5.23

procedure)
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1996 . . Society RVW
Status CPT (Tracking Number) Descriptor R Sation

SPINE DEFORMITY (eg, SCOLIOSIS, KYPHOSIS)
revised | 22800 (W42) | Arthrodesis, posterior, for spinal deformity, with or without cast;-with-bere—graft; up 16.92

fo
revised | 22802 (W43) 7 et~mere to 12 vertebrac] segments 31.31
new | 22804 (W44) 13 or more vertebral segments 35.00
new | 22808 (W4S5) | Arthrodesis, anterior, for spinal deformity, with or without cast; 2 to 3 vertebral 25.00
segments
revised | 22810 (W46) Arthredesis-enterior-for-spinal-deformity~with-or-witheut-cast-with-bene 29.00
graft 4 to 7 vertebrae]l segments
revised | 22812 (W47)| 8 or more vertebrae] segments 31.00
SPINAL INSTRUMENTATION
revised | 22840 (W48) |Posterior pon-segmental, instrumentation;-without-segmentat-fixation (eg, single (see note 3)
Harrington rod technique)

- (W49) Internal spinal fixation (eg, wires, cables, clamps, plates, or screws) of posterior or (see note 4)
anterior spinal elements

revised | 22842 (W50) {Posterior segmental fixation instrumentation (eg, pedicle fixation, dual rods with 14.37
multiple hooks and sublaminal wires); 2 1o 6 vertebral segments
new | 22843 (W51) 7 to 12 vertebral segments 17.94
new | 22844 (W52) 13 or more vertebral segments 21.92
revised | 22845 (W53) |Anterior instrumentation; 2 to 3 vertebral segments 11.96
new | 22846 (W54) 4 to 7 vertebral segments 16.55
new | 22847 (WS5)| 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) | Application of prosthetic device (eg, metal cages, methylmethacrylate) 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 ZZZ 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 W49 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 only, 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 W49 because of the ambiguous use of the terms "motion" segments and "vertebral”
segments. [Please see Attachment B: letters to T. Reginald Harris, MD] .



AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation

Tracking/CPT: W1 209X1 (new) Global Period: ZZZ Recommended RVW:  0.00

CPT Descriptor: Allograft for spine surgery only; morselized

The recommended RVW for code 209X1 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 209X1 and 209X5. It is
not uncommon to supplement an autograft which was harvested from an iliac crest and requires
measurable work with a local autograft (209X5) or morselized allograft (209X1) 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/CPT: W2 209X2 (new) Global Period: ZZZ Recommended RVW: 1.81

CPT Descriptor: Allograft for spine surgery only; structural : .

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: A patient undergoes an anterior spine fusion utilizing a tibial strut graft obtained
from a bone bank. [**This 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 ADDITIONAL 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 worke [N/A - This is an "add-on" service.]

KEY REFERENCE SERVICE(S):

'9SRVW | CPT |[1995 Descriptor global
Harvesting of bone autognﬁ for vertebral reconstruction following vertebral eotpectomy 277

*Specialty recommended value for new/revised code

Allograft for spine surgery only; structural m

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/CPT: W2 209X2 (new) Global Period: ZZZ Recommended RVW:  1.81

CPT 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 perform this service?
Orthopaedic Surgery X Commonly ____ Sometimes ____ Rarely
Neurosurgery _X_ Commonly ____ Sometimes ____ Rarely

Estimate the number of times this service might be 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

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 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: 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 209XS5 (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 209XS5 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 209X1 and 209X5. It is not

uncommon to supplement an autograft which was harvested from an iliac crest and requires measurable work with
a local autograft (209X5) or morselized allograft (209X1) 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/CPT: W4 209X6 (new) Global Period: ZZZ Recommended RVW: 2.79

CPT Descriptor:  Autograft for spine surgery only (includes harvesting the graft); morselized (through separate
skin or fascial incision)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 ADDITIONAL
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 subperiosteal 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):

9SRVW ] CPT | 1995 Descriptor global
2.79 22820 {Harvesting of bone autograft through separate incision (eg, ilium, fibula) for spinal arthrodesis 27z

The work of 22820 and 209X6 is comparable. Therefore, the survey median RVW of 2.79 is recommended.




Tracking/CPT: W4 209X6 (new) Global Period: ZZZ Recommended RVW: 2,79

CPT Descriptor:  Autograft for spine surgery only (includes harvesting the graft); morselized (through separate
skin or fascial incision) .

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 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: 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

Tracking/CPT: W5 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 Vignette: 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. [**This 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
ADDITIONAL 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):

'9SRVW | CPT |1995 Descriptor global

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.




Tracking/CPT: W5 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) ‘

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 X _ 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 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: 45 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): 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

Tracking/CPT: W6 22100 (revised) Global Period: 090 Recommended RVW: 9.05
CPT Descriptor:  Partial reseetion excision of posterior vertebral component, inous process, lamina or

facet) for intrinsic bony lesion, single vertebral segment spineus-preeesses; cervical

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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
(including 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.



Tracking/CPT: W6 22100 (revised) Global Period: 090 Recommended RVW: 9.05

CPT Descriptor:  Partial reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or
facet) for intrinsic bony lesion, single vertebr, ent spineus-preeesses; cervical I

KEY REFERENCE SERVICE(S):

——p—

11.59 22107 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting);
lumbar '

9SRVW | CPT |1995 Descriptor global

8.19 22100 | Partial resection of vertebral component, spinous processes; cervical 090

8.19 22101 | Partial resection of vertebral component, spinous proceases; thoracic 090

8.78 22102 | Partial resection of vertebral component, spinous processes; lumbar 090

13.02 22105 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
cervical

11.59 | 22106 |Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
thoracic

090

090

Partial excision of posterior vertebral component (eg, spinous process, lamina or facet), for intrinsic bony

lesion, single vertebral segment; cervical

ty

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 specialty perform 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 performed 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 reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or

facet) for intrinsic bony lesion, single vertebral segment spineus-proeesses; 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 reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or '
facet) for intrinsic bony lesion, single vertebral segment spinous-proeesses; thoracic

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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/CPT: W7 22101 (revised) Global Period: 090 Recommended RVW:  9.00

CPT Descriptor:  Partial reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or
facet) for intrinsic bony lesion, single vertebral segment spineus-processes; thoracic

KEY REFERENCE SERVICE(S):
'9SRVW | CPT |1995 Descriptor global
8.19 22100 | Partial resection of vertebral component, spinous processes; cervical 090
8.19 22101 | Partial resection of vertebral component, spinous processes; thoracic 090
8.78 22102 | Partial resection of vertebral component, spinous processes; lumbar 090
13.02 22105 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
cervical

11.59 22106 |Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
thoracic

11.59 22107 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
lumb:

—_ =

* 22101 | Partial excision of posterior vertebral component (eg, spinous process, lamina or facet), for intrinsic bony 090
lesion, single vertebral segment; thoracic
h'Sﬁecmlty recommended value for new/r e
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 specialty perform 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 performed by many physicians across the United States? _ X  Yes No




Tracking/CPT: W7 22101 (revised) Global Period: 090 Recommended RVW: 9.00

CPT Descriptor: Partial reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or
facet) for intrinsic bony lesion, single vertebral segment spineus-preeesses; 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/CPT: W8 22102 (revised) Global Period: 090 Recommended RVW: 9.00
CPT Descriptor:  Partial reseetion excision of posterior vertebral component, iny r lamina or

facet) for intrinsic bony lesion, single vertebral segment spineus-preeesses; lumbar

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 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 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
(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/CPT: W8 22102 (revised) Global Period: 090 Recommended RVW:  9.00

CPT Descriptor:  Partial reseetion excision of posterior vertebral component, (e.g, spinous process, lamina or
facet) for intrinsic bony lesion, single wi ral segment spinous-preeesses; lumbar ‘
KEY REFERENCE SERVICE(S):
*9SRVW | CPT {1995 Descriptor global
8.19 22100 | Partial resection of vertebral component, spinous processes; cervical 090
8.19 22101 | Partial resection of vertebral component, spinous processes; thorscic 090
8.78 22102 | Partial resection of vertebral component, spinous processes; lumbar 090
13.02 | 22105 |Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
cervical
11.59 22106 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
thoracic
11.59 22107 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
Partial excision of posterior vertebral componeat (eg, spinous process, lamina or facet), for intrinsic bony 090
lesion, single vertebral segment; lumbar

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 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 physicians across the United States? _ X _ Yes No




Tracking/CPT: W8 22102 (revised) Global Period: 090 Recommended RVW:  9.00

CPT Descriptor: Partial reseetion gxcigion of posterior vertebral component, in laming or
facet) for intrinsic bony lesion, single vertebral segment spinous-proeesses; 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 Injury 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 reseetion excision of posterior vertebral component, (e.g. spinous process, lamina or '
uﬂﬁrﬂmﬂwﬂmﬂm&m&&ww each additional
egment (List se| ly in addition de for prim r

CLINICAL DESCRIPTION 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
ADDITIONAL 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.]




Tracking/CPT: W9 22103 (new) Global Period: ZZZ Recommended RVW:  2.34

CPT Descriptor:  Partial eseetior excision of posterior vertebral component, ino s, lamina or
facet) for intrinsic bony lesion, singl L ent spinous-preeesses; each additional
. egment (List separately in addition e for prim r re
KEY REFERENCE SERVICE(S):

12.11 63030 | Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy,
foraminotomy and/or excision of herniated intervertebral disk; one interspace, lumbar

3.15 63035 | Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy,
foraminotomy and/or excision of herniated intervertebral disk; each additional interspace, cervical or
lumbar

'9SRVW | CPT | 1995 Descriptor global
8.19 22100 | Partial resection of vertebral componeat, spinous processes; cervical 090
8.19 22101 | Partial resection of vertebral component, spinous processes; thoracic 090
8.78 22102 | Partial resection of vertebral component, spinous proceases; lumbar 090
13.02 22105 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090

cervical
11.59 22106 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
thoracic
11.59 22107 | Partial resection of vertebral component for tumor (eg, partial facetectomy, without primary grafting); 090
lumbar
090
z2zz

L

lesion, single vertebral segment; each additional segment (List separately in addition to code for primary

2.34* 22103 | Partial excision of posterior vertebral component (eg, spinous process, lamina or facet), for intrinsic bony zzz
‘spﬁ:ity

‘ 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 of 2.34 (26% of 9.00) 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 (Haryard 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

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

o

Is this service performed 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 reseetion gxcision of posterior vertebral component, (e.g, spinous process, lamina or
facet) for intrinsic bony lesion, single vertebral segment spineus-proeesses; each additional .

egment (List se 1 iti for prim I r

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: 30 Low: 10 High: 80
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 § 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/CPT: W13 22116 (new) Global Period: ZZZ Recommended RVW: 2.32

' CPT Descriptor:  Partial reseetien excision of vertebrae vertebral body, for intrinsic bony lesion, without
decompression of spinal cord or nerve root(s) {eg;—for-esteomyelitis) single vertebral

segment; each addition ral segment (List ly in addition e for prim

procedure)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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. [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 ADDITIONAL 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.]



Tracking/CPT: W13 22116 (new) Global Period: ZZZ Recommended RVW:  2.32

CPT Descriptor:  Partial reseetion excision of vertebrae vertebral body, for intrinsic bony lesion, without
gmmpresmgn gf spmgl Q d_ gr ngrvg root(s) (eg—fer—eseeemyehm) §mgle xe@bral

KEY REFERENCE SERVICE(S):

'9SRVW | CPT | 1995 Descriptor
11.59 22110 | Partial excision of vertebrae (eg, for osteomyelitis); cervical
11.59 22112 | Partial excision of vertebrae (eg, for osteomyelitis); thoracic
11.59 22114 | Partial excision of vertebrae (eg, for osteomyelitis); lumbar

2.08 63081 | Vertebral corpectomy (vertebral body resection), partial or complete, anterior approach with
decompression of spinal cord and/or nerve root(s); cervical, single segment

437 63082 | Vertebral corpectomy (vertebral body resection), partial or complete, anterior approach with
decompression of spinal cord and/or nerve root(s); cervical, each additional segment

2.32+ 22116 | Partial excision of vertebral body, for intrinsic bony lesion, without decompression of spinal cord or nerve | ZZZ
rool(s), single vertebral segment; each additional vertebral segment (List separately in addition to code for
primary procedure)

Specialty recommended value for new/revised code

JRIEEHE

RATIONALE:

The relationship of 22110-22114 and 22116 correlates well with the relationship of corpectomy 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 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

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 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




Tracking/CPT: W13 22116 (new) Global Period: ZZZ Recommended RVW: 2.32

CPT Descriptor: Partial reseetion excision of vertebrae vertebral_body, for intrinsic bony lesion, without
decompression of spinal cord or nerve root(s) (eg—fer—esteemyekﬂs) single vertebral segment;

each additional vertebral se i ly in addition e for prim rocedure

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: 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 S 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/CPT: W17 22216 (new) Global Period: ZZZ Recommended RVW: 6.04

CPT Descriptor:  Osteotomy of spine, posterior or posterolateral approach, one single vertebral segment; each .
additional vertebral segment (List separately in addition to code for primary procedure)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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. [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 EACH
ADDITIONAL 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):

'9SRVW | CPT |199S Descriptor global
2.51 22210 |Osteotomy of spine, posterior approach, single segment; cervical 090
18.14 22212 | Osteotomy of spine, posterior approach, single segmeat; thoracic 090
18.14 22214 | Osteotomy of spine, posterior approach, single segmeant; lumbar 090
6.04 22230 | Osteotomy of spine, any approach, each additional segment y i v A
6.04* 22216 ] Osteotomy of spine, posterior or posterolateral approach, one vertebral segment; each additional vertebral 2zZ

segment (List separately in addition to code for primary procedure)

Specialty recommended value for new/revised 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
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
MES 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: W17 22216 (new) Global Period: ZZZ Recommended RVW: 6.04

CPT Descriptor:  Osteotomy of spine, posterior or posterolateral approach, one single vertebral segment; each
dditional vertebral segment (List separately in addition to code for prim rocedure

FREQUENCY INFORMATION

How was this service previously reported? Please see Attachment A.

How often do physicians in your specialty perform this service?
Orthopaedic Surgery — Commonly ___ Sometimes _ X  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 performed 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 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 RVVW: 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

Tracking/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 (L ist separately in addition to code for primary procedure)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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. [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 EACH ADDITIONAL resection.]

Pre-service work: [N/A - This is an "add-on" service.]

Intra-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 adjacent 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):

'9SRVW | CPT |1995 Descriptor global
20.15 22220 | Osteotomy of spine, anterior approach, single segment; cervical 090
20.15 22222 | Osteotomy of spine, anterior approach, single segment; thoracic 090
20.15 22224 | Osteotomy of spine, anterior approach, single segment; lumbar 090

6.04 22230 | Osteotomy of spine, any approach, each additional segment 277
* 22226 | Osteotomy of spine, including diskectomy, anterior approach, single vertebral segment; each additional ZzZz
vertebral segment (List separately in addition to code for primary procedure)

Specialty recomme: value for new/re e :

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 yertebral segment; each
additional vertebral segment (List separately in addition for prim rocedure
FREQUENCY INFORMATION

How was this service previously reported? Please see Attachment A.

How often do physicians in your specialty perform this service?
Orthopaedic Surgery Commonly Sometimes __X  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 performed 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 Research Society (SRS); Cervical
Spine Research 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 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: 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

Tracking/CPT: W28 22328 (new) Global Period: ZZZ Recommended RVW: 4.61

CPT Descriptor:  Open treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior .

approach, one fractured vertebrae or dislocated segment; each additional fractured vertebrae
r_dislocated segme 1 arately in addition de for prim rocedure

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 ADDITIONAL 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):
'9SRVW | CPT |1995 Descriptor global
17.19 22325 | Open treatment of vertebral fracture and/or dislocation; lumbar, each 090
18.43 22326 | Open treatment of vertebral fracture and/or dislocation; cervical, each 090
17.56 22327 | Open treatment of vertebral fracture and/or dislocation; thoracic, each 050

Open treatment 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)

vaiue 10r new.

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

recommendations far spinal pracedure "add-on” codes.]




Tracking/CPT: W28 22328 (new) Global Period: ZZZ Recommended RVW: 4.61

CPT Descriptor:  Open treatment and/or reduction of vertebral fracture(s) and/or dislocation(s), posterior

approach, one fractured vertebrae or dislocated segment; each additional fractured vertebrae
r_disl ent (List se ly in addition de for prim: I re
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 e 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 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: 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 High: 26.00




AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation

Tracking/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-bene-graft

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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.

Intra-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.




Tracking/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-bene-graft

KEY REFERENCE SERVICE(S):
'"9SRVW{ CPT |1995 Descriptor global
18.14 22554 | Arthrodesis, anterior interbody technique; cervical below C2, with bone graft 090
1.81* 209X2 | Allograft for spine surgery only: structural zzZz

17.24% | 22554 | Arthrodesis, anterior interbody technique, including minima) diskectomy to prepare interspace (other than 090
for decompression); cervical below C2
*Specialty reco: value for new/rev,

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.

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 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 physicians in your specialty perform this service?
Orthopaedic Surgery X _ Commonly Sometimes Rarely
Neurosurgery X _ 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 performed by many physicians across the United States? X __ Yes No




Tracking/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-bene-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 Injury Associstion (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 RVVW: 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

CPT Descriptor:  Arthrodesis, anterior interbody technique, mclgdmg minimal diskectomy to prepare
interspace (other than for decompression): thoracic;-with-leeal-bone-(eg;—+ib)-and/or-bone
aHegraft

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. [Instrumensation 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: 2227

CPT Descriptor:  Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare
interspace (other than for decompression); thoracic;-with-loeal-bone-(eg;—rib)-and/or-bone
aHograft .
KEY REFERENCE SERVICE(S):
'"9SRVW | CPT |1995 Descriptor global
23.17 22556 | Arthrodesis, anterior interbody technique; thoracic, with local bone (eg, rib) and/or bone allograft 090
1.81* | 200x2 |Allogratt for spine surgery only: structural zzZ

Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare interspace (other than

for decompression); thoracic

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
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 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 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 sce Attachment
A.

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




Tracking/CPT: W31 22556 (revised) Global Period: 090 Recommended RVW:  22.27

CPT Descriptor: Arthrodesis, anterior interbody technique, mglngmg g; g di § m y jg p gpge interspace
(other than for decompression); thoracic;-with-leeal-bes praf

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: 75 High: 300
Median Pre-Service Time: 85 Median Post-Service Time: 168
Length of Hospitai 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

Tracking/CPT: 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;-with-bene-graft

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 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: For fusion of L2-3, L34, or L4-5, 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 L1-2 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 work 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 diskectom I

interspace (other than for decompression); lumbar;-with-bone-graft

KEY REFERENCE SERVICE(S):
'9SRVW | CPT {1995 Descriptor global
22.12 22558 | Arthrodesis, anterior intertbody technique; lumbar, with bone graft 0950
1.81# 209X2 | Allograft for spine surgery only: structural Z72Z

21.22* |} 22558 | Arthrodesis, anterior interbody technique,
for decompression); lumbar

‘Specialty recommended value for new/revised code

including minimal diskectomy to prepare interspace (other than n

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 S0% 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 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 physicians across the United States? X  Yes No



Tracking/CPT: W32 22558 (revised) Global Period: 090 Recommended RVW:  21.22

CPT Descriptor: Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare inter. space
(other than for decompression); lumbar;-with-bene-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 Injury 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 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: 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/CPT: W33 22585 (revised) Global Period: ZZZ Recommended RVW: 5.53
CPT Descriptor: ateral; Arthrodesis, anterior interbody technique, including

minimal disic m repare interspace €] for decompression); each additional
interspace (List separately in addition to code for primary procedure)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 "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 ADDITIONAL 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):
'OSRVW | CPT |1995 Descriptor

18.14 22554 | Arthrodesis, anterior interbody technique; cervical below C2, with bone graft

23.17 22556 | Arthrodesis, anterior interbody technique; thoracic, with local bone (eg, rib) and/or bone allograft

2.12 22558 | Arthrodesis, anterior interbody technique; lumbar, with bone graft

553 22585 | Arthrodesis, anterior or anterolateral, each additional interspace (list separately in addition to single level

arthrodesis) :

5.53* 22585 | Arthrodesis, anterior interbody technique, including minimal diskectomy to prepare interspace (other than
for decompression); each additional interspace (List separately in addition to code for primary procedure)
*Specialty recommended value for new/revised code

J IHEHE

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 (Harvard Unijversity 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: W33 22585 (revised) Global Period: ZZZ Recommended RVW: 5.53

CPT Descriptor: Arthrodesis;—an olateral; Arthrodesis, anterior interbody technique, including
mmlmal dlske_cjgmy ;g p gpgg interspace (other 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 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 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: 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

Tracking/CPT: W34 22590 (revised) Global Period: 090 Recommended RVW: 19.82

CPT Descriptor:  Arthrodesis, posterior technique, craniocervical (occiput-C2);-with-bene-graft-and/for-internal
fixation

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 C1 and C2 for the bone graft is performed.
Bone graft material is applied to the prepared bony surfaces. [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. 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 mid-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/CPT: W34 22590 (revised) Global Period: 090 Recommended RVW: 19.82
CPT Descriptor:  Arthrodesis, posterior technique, craniocervical (occiput-C2);-with-bene-graft-and/or-internal
- ®

KEY REFERENCE SERVICE(S):

*9SRVW | CPT | 1995 Descriptor global
18.96 22590 | Arthrodesis, posterior technique, craniocervical (occiput-C2), with bone graft and/or internal fixation

090
19.24 22595 | Arthrodesis, posterior technique, atlas-axis (C1-C2) with bone graft and/or internal fixation 090
19.82% | 22590 !Anhmduil, posterior technique, craniocervical (occiput-C2) 090 Ii
E;pw; reco! value for new e

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 only, 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 W49 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 (20.00-0.18).

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 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)-with-bene-graft-and/or-internal
fixation

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/CPT: W35 22595 (revised) Global Period: 090 Recommended RVW:  19.06

CPT Descriptor:  Arthrodesis, posterior technique, atlas-axis (C1-C2) wi

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: A 50-year-old rheumatoid patient undergoes posterior fusion of C1 to C2 for instability. Using
a posterior approach, preparation of the occiput and lamina of C1 and C2 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.
[Instrumenzation and/or bone preparation or harvesting would be reported separasely 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 C1 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 C1 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 C1 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/CPT: W35 22595 (revised) Global Period: 090 Recommended RVW:  19.06

CPT Descriptor:  Arthrodesis, posterior technique, atlas-axis (C1-C2) wi

KEY REFERENCE SERVICE(S):

'9SRVW ] CPT |1995 Descriptor global
18.96 22590 | Arthrodesis, posterior technique, craniocervical (occiput-C2), with bone graft and/or internal fixation 090
19.24 Arthrodesis, posterior technique, atlas-axis (C1-C2) with bone graft and/or internal fixation 090

[ 19.06° Arthrodesis, posterior technique, atlas-axis (C1-C2) | 090 |

P ty recommended

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 only, 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 W49 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 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 physicians across the United States? _ X  Yes No




Tracking/CPT: W35 22595 (revised) Global Period: 090 Recommended RVW:  19.06

CPT Descriptor: Arthrodesis, posterior technique, atlas-axis (C1-C2) wi

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: 45 High: 250
Médian 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

Tracking/CPT: W36 22600 (revised) Global Period: 090 Recommended RVW: 17.87

-~ ~ ~ e Brron

CPT Descriptor:  Arthrodesis, posterior or posterolateral technique, single level: cervical below C2 segment,

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 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
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.



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,

KEY REFERENCE SERVICE(S):
'9s RVW | CPT |1995 Descriptor global

18.05 22600 | Arthrodesis, posterior technique, cervical below C2 segment, local bone or bone allograft and/or internal 090
fixation

15.11 22610 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; thoracic

225 22612 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090

) fixation; lumbar

Arthrodesis, posterior or posterolateral technique, single level; cervical below C2 segment m

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 only, 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 W49 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 separately 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 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 physicians across the United States? _X  Yes No

L]




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,

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: 1493

.\

CPT Descriptor:

internal-fixation;-Arthrodesis, posterior or posterolateral technique, single level; thoracic
with or wi lateral transverse technique

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: A 50-year-old male undergoes posterior fusion of T11 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
monitoring 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.




Tracking/CPT: W37 22610 (revised) Global Period: 090 Recommmended RVW: 14.93

CPT Descriptor:

internal-fixation-Arthrodesis, posterior or posterolateral technique, single levgl; thoracic

" ith or without 1 transverse technique

KEY REFERENCE SERVICE(S):
*9SRVW | CPT |1995 Descriptor global
18.05 22600 | Arthrodesis, posterior technique, cervical below C2 segmeat, local bone or bone allograft and/or internal 090
fixation
15.11 22610 | Arthrodesis, posterior or posterolateral technique, with locat bone or bone allograft and/or internal 090
fixation; thoracic ‘
2.25 22612 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; lumbar
14.93* | 22610 | Arthrodesis, posterior or posterolateral technique, single level; thoracic (with or without lateral transverse 090
technique)
*Specilty recommended value for new/revised 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 only, 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 W49 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 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 (15.11-0.18).

FREQUENCY INFORMATION

How was this service previously reported? Please seec 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 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




Tracking/CPT: W37 22610 (revised) Global Period: 090 Recommended RVW: 14.93

CPTDoscriptor: '.‘-;.::'-;,;::"-‘-: of-bosteroiatery .-.~:.;.:.'.'.; Pea-DORe bope-aHOSraH-aRE/ 6
internal-fixation;-Arthrodesis, posterior or posterolateral technique, single level: thoracic (with
or without later verse 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: 20 High: 300
Median Pre-Service Time: 88 Median Post-Service Time: 138
Length of Hospital Stay: § 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 S years: 10
Sample Size: 274 Response Rate (%): 55 (20%) MEDIAN RVW: 15.11

25th petl 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

Tracking/CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07

CPT Descriptor:

internal-fixatien:-Arthrodesis, posterior or posterolateral technique, single lgggl, lumbar,

(with or without lateral transverse technique)

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: A 50-year-old male undergoes posterior fusion of L1 to L2 for post-traumatic instability.
Using a posterior approach to the lumbar spine, preparation of the lamina of L1 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.



Tracking/CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07

CPTDescriptor: Arthrodesis;-pesterior-or-posterolateral lechhigue~with-loeal-bone-or-bone-allograft-and/e
internal-fixatien;-Arthrodesis, posterior or posterolateral technique, single level; lumbar,
(with or without lateral transverse technigue)
KEY REFERENCE SERVICE(S):
'"9SRVW | CPT | 1995 Descriptor global
18.05 22600 | Arthrodesis, posterior technique, cervical below C2 segment, local bone or bone allograft and/or internal 090
fixation
15.11 22610 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; thoracic
2.25 22612 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; lumbar »
090

22.07* | 22612 | Arthrodesis, posterior or posterolateral technique, single level; lumbar (with or without lateral transverse
technique) |

*Specialty recommended value for new/revised 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 only, 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 W49 because .

of the ambiguous use of the terms "motion" segments and "vertebral” segments.

éiven 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 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 X Commonly ____ Sometimes Rarely

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

Is this service performed by many physicians across the United States? X _ Yes

Please see Attachment .

No



Tracking/CPT: W38 22612 (revised) Global Period: 090 Recommended RVW: 22.07
internal-fixation;-Arthrodesis, posterior or pog_terc’)lateral technique, lumbar, (with
or without lateral transverse technique)

CPT Descriptor:

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: 2225

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:

internal-fixation-Arthrodesis, posterior or posterolateral technique, single level: each
additional vertebral segment (I ist separately in addition to code for prim: rocedure

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. [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
arthrodesis of EACH ADDITIONAL 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):
'9SRVW | CPT | 1995 Descriptor global
18.05 22600 | Arthrodesis, posterior technique, cervical below C2 segment, local bone or bone allograft and/or internal 090
fixation
15.11 22610 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; thoracic '
225 22612 | Arthrodesis, posterior or posterolateral technique, with local bone or bone allograft and/or internal 090
fixation; lumbar
6.44 22650 | Arthrodesis, posterior, posterolateral or lateral transverse process technique, each additional interspace 272z .
6.44* 22614 | Arthrodesis, posterior or posterolateral technique, single level; each additional vertebral segment (List 2727
separately in addition to code for primary procedure)

*Specialty recommended value for newjrevised code

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 16-31% 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.]

same as 22650 use 6.44




Tracking/CPT: W39 22614 (new) Global Period: ZZZ Recommended RVW: 6.44

CPTDescriptor: pegiie ::'.;‘ posterior-or-posterolateral .;‘;.;.:.; with-Joeal-bone-or-bone-al oSraHanaro
internal-fixation-Arthrodesis, posterior or posterolateral technique, single level; each
ditional v ral segment (Li ly in addition de for prim I ure
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 X 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 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 § years: 30
Sample Size: 274 Response Rate (%): 58 (21%) MEDIAN RVV: 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/CPT: W40 22630 (revised) Global Period: 090 Recommended RVW: 20.03
CPT Descriptor:  Arthrodesis, posterior interbody technique, single interspace; w4 .

& ; RER ,lumbar

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: A 48-year-old male with a history of previous diskectomy and posterolateral fusion of L4-5,
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-leeal-bone-or-bone
gHOSr&t-ARaO internal-wire-fixs ',lumbar

KEY REFERENCE SERVICE(S):

'9SRVW | CPT |1995 Descriptor global
20.93 22630 | Arthrodesis, posterior interbody technique, with local bone or bone allograft and/or internal wire fixation, 090

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 S0% 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 only, 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 W49 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 physicians across the United States? X Yes No



Tracking/CPT: W40 22630 (revised) Global Period: 090 Recommended RVW: 20.03

CPT Descriptor: Arthrodesis, posterior interbody technique, single interspace; with-loeal-bone-er-bone-allograft
and/or-internal-wire-fixation; lumbar .

SURVEY DATA:

Specialty(s): American Academy of Orthopsedic 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: 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 interspace; each additional interspace (List
eparately in addition de for prim )¢ ure

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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. [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 arthrodesis of EACH ADDITIONAL 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/CPT: W41 22632 (new) Global Period: ZZZ Recommended RVW: 5.23

CPT Descriptor:  Arthrodesis, posterior interbody technique, single interspace; each additional interspace (List

separately in addition to code for primary procedure) ‘
KEY REFERENCE SERVICE(S):
'9SRVW | CPT 11995 Descriptor global
2.12 22558 | Arthrodesis, anterior interbody technique; lumbar, with bone graft 090
5.53 22585 [ Arthrodesis, anterior or anterolateral, each additional interspace (list separately in addition to single level v i A
arthrodesis) .
20.93 22630 { Arthrodesis, posterior interbody technique, with local bone or bone allograft and/or internal wire fixation, 090
lumbar
Arthrodesis, posterior interbody technique, single interspace; each additional interspace (List separately in
addition to code for primary procedure)

pecialty recommended value for new/re 8d Coge

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 of 5.23 (25% of 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
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 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




Tracking/CPT: W41 22632 (new) Global Period: ZZZ Recommended RVW: 5.23

CPT 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 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: 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/CPT: W42 22800 (revised) Global Period: 090 Recommended RVW: 16.92

CPT Descriptor:  Arthrodesis, posterior, for spinal deformity, with or without cast;-with-bene-graft; up to 6 ox‘
Jess-vertebrae vertebral segments

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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 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: W42 22800 (revised) Global Period: 090 Recommended RVW: 16.92

CPT Descriptor:  Arthrodesis, posterior, for spinal deformity, with or without cast;-with-bene-graft; up to 6 er
less-vertebrae vertebral segments

KEY REFERENCE SERVICE(S):
'95 RVW CPT | 1995 Descriptor global
16.92 22800 | Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graft; 6 or less vertebrae 090
31.31 22802 | Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graft; 7 or more vertebrae 090

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 often do physicians in your specialty perform 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 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); Pedistric
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: 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): § in Past 5 years: 15
Sample Size: 131 Response Rate (%): 34 (26%) , MEDIAN RVW: 16.92

25th pctl RVW: 1697 I5thpctl RVW:- 1875 Jow:- 1400 High: 20 00




AMA/Specialty Society RVS Update Process Summary of Specialty Society Recommendation

Tracking/CPT: W43 22802 (revised) Global Period: 090 Recommended RVW: 31.31

CPT Descriptor:  Arthrodesis, posterior, for spinal deformity, with or without cast;-with-bene-graft; 7 et—mefe‘
to 12 vertebrae] segments

CLINICAL DESCRIPTION OF SERVICE:

Survey Vignette: 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-bene-graft; 7 or-mere
to 12 vertebrae] segments

KEY REFERENCE SERVICE(S):

'9SRVW | CPT |1995 Descriptor - global
16.92 22800 | Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graRt; 6 or less vertebrae 090
3131 22802 | Arthrodesis, posterior, for spinal deformity, with or without cast, with bone graft; 7 or more vertebrae 090

R s S ——
I 31.31*% | 22802 | Arthrodesis, posterior, for spinal deformity, with or without cast; 7 to 12 vertebral segments 090

*Spocialty reco value for new/rev e
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 perform 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 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); Pediat