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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, lllinois 60610 = * 312 464-5849 Fax
AMA/Specialty Society RVS ’ £
Update Committee

May 19, 1997

Grant Bagley, MD

Barton McCann, MD

Health Care Financing Administration
C4-03-03 _

7500 Security Boulevard

Baltimore, Maryland 21244

Dear Grant and Bart:

Attached are the work relatlve value recommendatxons developed by the American Medical
Association/Specialty Society RVS Update Committee (RUC) for codes that have been added or
revised for CPT 1998. We are also submitting recommendations for the remaining issues from the
Five-Year Review of the RBRVS.

The total number of coding changes for CPT 1998 that were considered the RUC and ihe Advisory
Committee is 227. This number includes 108 additions, 93 revisions, and 26 deletic s A summary
table of all of these relative value recommendations is mcluded aleng with_more detaifed

information on each issue.

The RUC has reviewed each of the remaining issues referred to the CPT Editorial Panel during the
Five-Year Review of the RBRVS. 1t is our understanding that coding proposals have or will be
submitted for each of these issues for CPT 1999. For 1998, we request that you retain the current
relative values for these services. The RUC is also submitting recommendations for sixteen
laparoscopy/hysteroscopy codes to correct rank order anomalies that were created during the Five
Year Review.

The RUC HCPAC Review Board has reviewed four issues for CPT 1998: Paring, Cutting, and
Trimming of Nails; Endoscopic Plantar Fasciotomy; Psychophysiological Therapy Incorporating
Biofeedback; and Occupational and Physical Therapy Evaluation. The recommendations for these’
issues are also attached.

On a personal note, I would like to express my appreciation and gratitude for all that you have
contributed to this process during my tenure as the RUC Chair. Your participation in our meetings
and your effort to ensure a fair review of the RUC recommendations has been instrumental in the

success of this public/private partnership.

Sincerely,

Grant V. Rodkey, MD
Enclosures

cc: James G. Hoehn, MD
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CPT 1998 RUC Recommendations

19-May-97 | \
CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issuc Number Date Tab  Rec Rec as 19977 MFS?
00548 XXX R Feb96 K! Anesthesia Services Al  Editorial 15 15 Yes Yes
01995 XXX R Feb96 K1 Anesthesia Services A2  Editorial 5 5 Yes Yes
11200 010 R Feb97 N  Destruction of Lesions ' QQ1l Apr97 22 0.69 0.69 Yes Yes
11201 227 R Feb97 N  Destruction of Lesions QQ2 Apr97 22 035 0.35 | , Yesl
15756 090 R Feb97 Free Muscle Flap Editorial 33.23 33.23 Yes Yes
‘17000 010 R Feb97 N  Destruction of Lesions QQ3 Apr97 22 0.59 0.55 Yes
17001 Z2ZZ D Feb97 N  Destruction of Lesions QQ4 Apr97 22 Yes
17002 ZZZ D  Feb97 N  Destruction of Lesions QQ5 Apr97 22 Yes
17003 ZZZ N Feb97 N Dcs.lruclion of Lesions QQ6 Apr97 22 0.19 0.15 Yes
17004 ZZZ N  Feb97 N  Destruction of Lesions ’ QQ7 Apr97 22 3.05 2.65 Yes
17010 010 D  Feb97 N  Destruction of Lesions QQ8 Apr97 22 . Yes
17100 010 D  Feb97 N  Destruction of Lesions QQ9 Apr97 22 Yes
17101 ZZ2 D Feb97 N  Destruction of Lesions QQ1 Apr97 22 | Yes
17104 010 D  Feb97 N  Destruction of Lesions QQ1 Apr97 22 Yes
17105 010 D Feb97 N  Destruction of Lesions QQ!l Apr97 22 - Yes
17110 010 R Feb97 N Destruction of Lesions QQl Apr97 22 0.67 0.55  Yes Yes




CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date “Tab  Rec Rec as 1997? MFS?
17111 010 N Feb97 N . Destruction of Lesions QQ1l Apr97 22 1.5 0.82 Yes
17200 010 D Feb97 N  Destruction of Lesions QQ1l  Apr97 22 Yes
17201 ZZZ D Feb97 N  Destruction of Lesions QQ1 Apr97 22 Yes
17250 000 R Feb97 N  Destruction of Lesions QQl Apr97 22 0.5 0.5 Yes Yes
19120 090 R Feb97 W  Excision of cyst Editorial 5.35 5.35 Yes Yes
20664 090 N Febv97 Z  Application of Halo TT1 Apr97 23 7 7 Yes
22818 090 N  Nov96 7  Kyphectomy AAl Feb97 25 30 30 Yes
22819 090 N  Nov9 7  Kyphectomy AA2 Feb97 25 34.5 34.5 Yes
29860 090 N Feb97 4 Arthroscqpy of the Hip WW  Apr97 25 7.75 7.75 Yes
29861 090 N Feb97 4 Arthroscopy of the Hip WW  Apr97 25 9 9 Yes
29862 090 N  Feb97 4  Arthroscopy of the Hip WW  Apr97 25 9.5 ‘9.5 Yes
29863 090 N  Feb97 4  Arthroscopy of the Hip WW  Apr97 25 95 95 Yes
29891 090 | N Feb97 3  Arthroscopy of the Ankle VV1 Apr97 24 8 8 Yes
29892 090 N Feb97 .‘3 Arthroscopy of the Ankle VVv2 Apr97 24 8.6 8.6 Yes
32200 090 R May95 F  Percuatneous Abscess Drainage K1  Feb97 16. 13.1 13.1 Yes Yes
32201 000 N  May96 F  Percuatneous Abscess Drainage K2  Feb97 16 8.7 4 Yes
33496 090 N Nov96 L Repair of Non-Structural Valve Dysfunction BB1 Apr97 14 31.5 25.64 Yes
33530 ZZZ . R May97 Repair of Non-Structural Valve Dysfunction Apr97 14 5.86 5.86 Yes Yes
35400 ZZZ N Aug96 H  Intraoperative End’ovascular Angioscopy I1 Feb97 15 3 3 Yes
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Same RVU

CPT Global Coding CPT CPT . Tracking RUC RUC SS RUC

Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
36215 XXX R May97 Coronary Angiography - Apr97 11 4.68 4.68 Yes Yes
37195 XXX N Nov96 1 Thrombolytic Therapy for Acute Ischemic Sro .HH1 Editorial 0 0 Yes
37250 7277 R Feb97 Intravascular Ultrasound Editorial 1.51 1.51 Yes Yes
37251 277 R Feb97 Intravascular Ulirasound Editorial 1.15 1.15 Yes Yes
43116 090 R May97 Partial esophagectomy Editorial 29.67 29.67 Yes Yes
43496 090 R May97 Free jejunum transfer ‘ Editorial 0 0 Yes Yes
43635 ZZZ R Aug9 M Vagotomy T1  Editorial 2.06 2.06 Yes Yes
44625 090 R Aug96 K  Closure of Colostomy L1  Feb97 17 12.1 12.1 Yes Yes
44626 090 N  Aug96 K. Closure of Colostomy L2 Feb97 17 21.29 21.29 Yes
44700 090 N %6 -‘g:‘l Intestinal Sling Procedure o Cl  Sep9%6 9 13 13 Yes
44900 090 R Feb96 F  Percutaneous Abscess Drainage K3 Feb97 16 7.86 7.86 Yes Yes
44901 000 N Feb96 S  Percutaneous Abscess Drainage K4  Feb97 16 7.72 3.38 Yes
45112 090 R May97 Proctectomy with Coloanal Anastomosis Editorial 24.02 24.02 Yes Yes
45119 090 N  Aug96 L. Proctectomy with Coloanal Anastomosis M1  Feb97 18 23.5 23.5 Yes
47010 090 R May96 F  Percutaneous Abscess Drainage - K5  Feb97 16 8.75 8.75 Yes Yes
47011 000 N  May9 F  Percutaneous Abscess Drainage K6  Feb97 16 8.5 3.7 Yes
48510 090 R May96 F  Percutaneous Abscess Drainage K7  Feb97 16 11.22 11.22 Yes Yes
48511 000 N May96 F  Percutaneous Abscess Drainage K8  Feb97 16 10 4 Yes
49040 090 R May96 F  Percutaneous Abscess Drainage K9  Feb97 16 8.74 8.74 Yes Yes |
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU

Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
49041 000 N May96 F  Percutaneous Abscess Drainage K10 Feb97 16 8.64 4 Yes
49060 090 R May96 F  Percutaneous Abscess Drainage K1l Feb97 16 10.55 10.55 Yes Yes
49061 000 N  May96 F  Percutaneous Abscess Drainage K12 Feb97 16 9.31 3.7 Yes
49062 090 N  Nov96 M Lymphocele Drainage CCl1  Feb97 22 10.78 10.78 Yes
49423 000 N May96 F  Percutaneous Abscess Drainage K19 Feb97 16~ 2.72 1.46 Yes
49424 000 N May96 F  Percutaneous Abscess Drainage K18 Feb97 16 0.83 0.76 Yes
49560 090 R Aug96 Q  Ventral Herniorrhaphy Ul  Editorial 9.48 9.48 Yes Yes
49565 090 R Aug96 Q  Ventral Herniorrhaphy *U2  Editorial 9.48 9.48 Yes Yes
49568 ZZZ R Aug96 Q Ventral Herniorrhaphy U3  Editorial 4.89 4.89 Yes .Yes
50020 090 R May96 F  Percuatneous Abscess Drainage K13 Feb97 16 12.41 12.41 Yes Yes
50021 000 N  May96 F  Percuatneous Abscess Drainage K14 Feb97 16 9.39 3.38 Yes
51840 090 R Feb97 12 Burch Procedure AK1 Editorial 9.78 9.78 Yes Yes
52281 000 R May96 F  Cystourethroscopy F1  Editorial 2.8 2.8 Yes Yes
52282 000 N Nov96 N  Urethral Endoprosthesis DD1! Feb97 24 6.4 6.4 Yes
53850 090 N Augd6 1 Transurethral Destruction of Prostate Tissue n Feb97 23 9.58 9.58 Yes
53852 090 N Feb97 9  TranSurethral Destruction of Prostate Tissue )2 Apr97 26 9.92 9.58 Yes
56304 010 R  Aug96 S  Laparoscopic Surgéry Pl Apr97 10 11.07 10 Yes
56309 010 R Feb97 13 Laparoscopic Surgery AL1 Editorial 13.79 13.79 Yes Yes
56310 090 N Aug96 S  Laparoscopic Surgery P2 Feb97 21 13.5 13.5 B Yes



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
56314 010 N Nov96 M  Lymphocele Drainage CC2 Feb97 22 8.93 8.93 Yes
56318 090 N Aug9 S  Laparoscopic Surgery P5  Feb97 21 10.63 10.63 Yes
56345 090 N Aug96 S Laparoscopic Surgery P7 Sep97 27 Yes
56346 090 N Aug96 S Laparoscop-ic Surgery P3 Feb97 21 7.4 7.18 Yes
56347 090 N Aug9%6 S Laparoscopic Surgery P4 Sep97 27 Yes
56348 090 N Aug96 S  Laparoscopy with Intestinal Resection Ol Feb97 19 20 20 Yes
56349 090 N Aug96 S Laparoscopic Surgery P6 Feb97 21 17.75 17.75 Yes
57308 090 N  Aug96 N Closure of Rectovaginal Fistula N1  Feb97 20 9.31 9.31 Yes
57531 090 N Feb97 18 Radical Trachelectomy YY1 Apr97 12 28 28 Yes
58152 090 R Feb97 12 Burch Procedure AK2 Editorial 14.1 14.1 Yes Yes
58340 XXX R Feb97 P Hysterosonography GG2 Editorial 11 0.8 0.88 Yes Yes
58820 090 R May96 F  Percutaneous Abscess Drainage K15 Feb97 16 3.96 3.96 Yes Yes
58822 090 R May96 F  Percutaneous Abscess Drainage K16 Feb97 16 9.06 9.06 Yes Yes
58823 000 N  May96 F  Percutancous Abscess Drainage K17 Feb97 16 3.38 Yes
59050 XXX R Feb97 16 Fetal Monitoring AM1 Editorial 0.89 0.89 Yes Yes
59051 XXX R Feb97 16 Fetal Monitoring Editorial 0.74 0.74 Yes Yes
59160 010 R Feb97 16 Curettage, Postpartum AN1 Editorial 2.66 2.66 Yes Yes
59871 000 N  Feb97 19 Removal of Cerclage Suture ZZ1 Apr97 13 2.13 2.13 Yes
61793 090 R Nov96 P  Stereotactic Radiosurgery ] Editorial 16.7 16.7 Yes Yes



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
67027 090 N  Nov9 S  Ganciclovir Implant EE1 Apr97 28 10.35 10.35 Yes
70553 XXX R Apr97 MI, Brain Editorial 2.36 2.36 Yes Yes
74283 XXX R Nov96 5  Therapeutic Enema 1 Editorial 2.02 2.02 Yes Yes
74740 XXX R Feb97 P  Hysterosonography GG3 Editorial 0.38 0.38 Yes Yes
75989 XXX R May96 F  Percutaneous Abscess Drainage K20 Feb97 16 1.19 1.19 Yes Yes
76070 XXX R Feb97 20 Bone Density Studies AB1 Apr97 29 0.25 0.25 Yes Yes
76075 XXX R Feb97 20 Bone Density Studies AB2 Apr97 29 0.3 0.3 Yes Yes
76076 XXX N  Feb97 20 Bone Density Studies AB3  Apr97 29 0.3 0.22 Yes
76078 XXX N  Feb97 20 Bone Density Studies AB4  Apr97 29 0.26 0.2 Yes
76080 XXX R May96 F  Percutaneous Abscess Drainage K21 Feb97 16 0.54 0.54 Yes Yes
76095 XXX R May97 Stereotactic Breast Biopsy Editorial 1.59 1.59 Yes Yes
76375 XXX R Nov9 U  Medical Holography KK1 Editorial 0.16 0.16 Yes Yes
76390 XXX N Nov96 T  Magnetic Resonance Spectroscopy FF1 Apr97 D 1.65 1.4 Yes
76815 XXX R Feb97 21 Echography, Pregnant Uterus AO1 Editorial 0.65 0.65 Yes Yes
76830 XXX R Feb97 P  Hysterosonography Apr97 11 0.69 0.69 Yes Yes
76831 XXX N Feb97 P  Hysterosonography GG1 Apr97 11 0.72 0.72 Yes
76885 XXX N Nov96 6  Echography of Infant Hip Z1 Feb97 .26 0.74 10.74 Yes
76886 XXX N Nov96 6  Echography of Infant Hip 72 Feb97 26 0.62 0.62 Yes
77295 XXX R Nov96 W  Therapeutic Radiology Simulation-Aided Field LL1 Editorial 4.57 4.57 Yes Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 19977 MFS?
78350 XXX R Feb97 20 Bone Density Studies ABS Apr97 29 0.22 0.22 Yes Yes
78351 XXX R Feb97 20 Bone Density Studies AB6 Apr97 29 0.3 0.3 Yes Yes
78459 XXX R May97 PET Myocardial Perfusion Imaging Apr97 B 1.88 1.88 Yes Yes
78491 XXX N Aug96 T  PET Myocardial Perfusion Imaging Q1 Apr97 B 1.7 1.5 Yes
78492 XXX N  Aug9% T  PET Myocardial Perfusion Imaging Q2  Apr97 B 1.94 1.87 Yes
78707 XXX R Aug96 U  Renal Nuclear Medicine R1  Apr97 C 0.96 0.96 Yes
78708 XXX N Aug96 U  Renal Nuclear Medicine R2 Apr97 C 1.21 1.21 Yes
78709 XXX N  Aug96 U  Renal Nuclear Medicine R3  Apr97 C 1.41 1.41 Yes
78710 XXX R Feb97 Kidney Imaging Editorial 0.66 0.66 Yes Yes
78725 XXX D  Aug9 U Renal Nuclear Medicine R4 Apr97 .C Yes
78726 XXX D  Aug96 U Renal Nuclear Medicine R5  Apr97 C Yes
78727 XXX D Aué96 U Renal Nuclear Medicine R6  Apr97 C Yes
80002 D Nov96 3 Automated Multichannel Tests Lab No
80003 D Nov96 3 Automated Multichannel Tests Lab No
80004 D Nov96 3  Automated Multichannel Tests Lab No’
80005 D Nov96 3 Automated Multichannel Tests Lab No
80006 D Nov96 3 Automated Multichannel Tests Lab No
86007 D Nov96 3 Automated Multichannel Tests Lab No
80008 D Nov96 3  Automated Multichannel Tests Lab No
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"CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
80009 D Nov96 3  Automated Multichannel Tests Lab No
80010 D Nov96 3  Automated Multichannel Tests Lab No
80011 D Nov96 3  Automated Multichannel Tests Lab No
80012 D Nov96 3 Automated Multichannel Tests Lab No
80016 D Nov96 3  Automated Multichannel Tests Lab No
80018 D Nov96 3  Automated Multichannel Tests Lab No
80019 D Nov96 3  Automated Multichannel Tests Lab No
80049 N Nov96 3 Organ Disease Panels Lab No
80050 R Feb97 1 Organ Disease Panels Lab No
80058 R Nov96 3 Organ Disease Panels Lab No
80076 N Nov96 3 Organ Disease Panels Lab No
80077 N Nov96 3  Organ Disease Panels Lab No
80201 N Feb97 22 Topiramate APl Lab No
82270 R May96 N Occult Blood H1 Lab No
83019 N Feb97 25 Breath Test AQl Lab No
84484 R Aug96 W  Troponin Vi Lab No
84512 N Aug96 W  Troponin V2 Lab No
86148 N  May97 IX Antiphosphatidylersine Lab No
86287 D May97 M Immunology/Migrobiology Lab No
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
86289 D May97 M Immunology/Microbiology Lab No
86290 D May97 M Immunology/Microbiology Lab No
86291 D May97 M Immunology/Microbiology Lab No
86293 D May97 M Immunology/Microbiology Lab No
86295 D May97 M Immunology/Microbiology | Lab No
86296 D May97 M Immunology/Microbiology Lab No
86299 D May97 M Immunology/Microbiology Lab No
86302 D May97 M Immunology/Microbiology Lab No
86303 D May97 M Immunology/Microbiology Lab No
86306 D May97 M Immunology/Microbiology Lab No
86308 R May97 M Immunology/Microbiology Lab No
86309 R May97 M Immunology/Microbiology Lab No
86310 R May97 M Immunol(;gy/Microbiology Lab No
86311 D May97 M ImrﬁunologylMicrobiology Lab No
86313 D May97 M Immunology/Microbiology Lab No
86315 D May97 M Immunology/Microbiology Lab No
86317 R May97 M Immunology/Microbiology Lab No
86360 R Feb97 30 CD4 T Lymphocyte Count AS1 Lab No
86361 N Feb97 30 CD4 T Lymphocyte Count AS2 Lab No



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1.997? MFS?
86632 R May97 M Immunology/Microbiology Lab No
86692 R May97 M Immunology/Microbiology Lab No
86703 N May97 M Immunology/Microbiology Lab No
86704 N May97 M Immunology/Microbiology Lab No
86705 N May97 M Immunology/Microbiology Lab No
86706 N May97 M Immunology/Microbiology Lab No
86707 N May97 M Immunology/Microbiology Lab No
86708 N May97 M Immunology/Microbiology Lab No
86709 N May97 M Immunology/Microbiology Lab No
86803, N May97 M Immunology/Microbiology Lab No
86804 N  May97 M Immunology/Microbiology Lab No
87178 D May97 M Immunology/Microbiology Lab No
87179 D May97 M Immunology/Microbiology Lab No
87260 N May97 M .Immunology/Microbiology Lab No
87265 N May97 M Immunology/Microbiology Lab No
87270 N May97 M Immunology/Microbiology Lab No
87272 N May97 M Immunology/Microbiology Lab No
87274 N May97 M Immunology/Microbiology Lab No
87276 N May97 M Immunology/Microbiology Lab No-

10



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 19977 MFS?
87278 N May97 M Immunology/Microbiology Lab No
87280 N May97 M Immunoclogy/Microbiology Lab No
87285 N May97 M Immunology/Microbiology Lab No
87290 N M?ly97 M  Immunology/Microbiology Lab No
87299 N May97 M Immunology/Microbiology Lab No
87301 N May97 M Immunology/Microbiology Lab No
87320 N May97 M Immunology/Microbiology Lab No
87324 N May97 M Immunology/Microbiology Lab No
87328 N May97 M Immunology/Microbiology Lab No
87332 N May97 M Immunology/Microbiology Lab No
87335 N May97 M Immunology/Microbiology Lab No
87340 N May97 M Immunology/Microbiology Lab No
87350 N May97 M Immunology/Microbiology Lab No
87380 N May97 M Immunology/Microbiology Lab No
87385 N May97 M Immunology/Microbiology Lab . No
87390 N May97 M Immunology/Microbiclogy Lab No
87391 N May97 M Immunology/Microbiology Lab No
87420 N May97 M Immunology/Microbiology Lab No
87425 N May97 M Immunology/Microbiology Lab No

1r



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
87430 N May97 M Immunology/Microbiology Lab No
87449 N May97 M Immunology/Microbiology Lab No
87450 N May97 M Immunology/Microbiology Lab No
87470 N May97 M Immunology/Microbiology Lab No
87471 N May97 M Immunology/Microbiology Lab No
87472 N May97 M Immunology/Microbiology Lab No
87475 N M.ay97 M  Immunology/Microbiology Lab No
87476 N May97 M Immunology/Microbiology Lab No
87477 N May97 M Immunology/Microbiology Lab No
87480 N May97 M Immunology/Microbiology Lab No
87481 N May97 M Immunology/Microbiology Lab No
87482 N May97 M Immunology/Microbiology Lab No
87485 N May97 M Immunology/Microbiology Lab No
87486 N May97 M Immunology/Microbiology Lab No
87487 N May97 M Immunology/Microbiology Lab No
87490 N May97 M Immunology/Microbiology Lab No
87491 N May97 M Immunology/Microbiology Lab No
87492 N May97 M Immunology/Microbiology Lab No
87495 N May97 M Immunology/Microbiology Lab No

12



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
87496 N May97 M Immunology/Microbiology Lab No
87497 N May97 M Immunology/Microbiology Lab No
87510 N May97 M Immunology/Microbiology: Lab No
87511 N May97 M Immunology/Microbiology Lab _ No
87512 N May97 M Immunology/Microbiology Lab No
87515 N May97 M Immunology/Microbiology Lab No
87516 N May97 M Immunology/Microbiology Lab No
87517 N May97 M Immunology/Microbiology Lab No
87520 N May97 M Immunology/Microbiology Lab No
87521 N May97 M Immunology/Microbiology Lab No
87522 N May97 M Immunology/Microbiology Lab No
87525 N May97 M Immunology/Microbiology Lab No
87526 N May97 M Immunology/Microbiology Lab No
87527 N  May97 M Immunology/Microbiology Lab No
87528 N May97 M Immunology/Microbiology ) Lab No
87529 N May97 M Immunology/Microbiology Lab No
87530 N May97 M Immunology/Microbiology Lab No
87531 N May97 M Immunology/Microbiology Lab No
87532 N May97 M Immunology/Microbiology Lab No
13 .



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
87533 N May97 M Immunology/Microbiology Lab No
87534 N May97 M Immunology/Microbiology Lab No
87535 N May97 M Immunology/Microbiology Lab No
87536 N May97 M Immunology/Microbiology - Lab No
87537 N May97 M Immunology/Microbiology Lab No
87538 N May97 M Immunology/Microbiology Lab ANo
87539 N May97 M Immunology/Microbiology Lab No
87540 N May97 M Immunology/Microbiology Lab No
87541 N May97 M Immunology/Microbiology Lab No
87542 N May97 M Immunology/Microbiology Lab No
87550 N May97 M Immunology/Microbiology Lab No
87551 N May97 M Immunology/Microbiology Lab No
87552 N May97 M Immunology/Microbiology Lab No
87555 N May97 M Immunology/Microbiology Lab No
87556 N May97 M Immunology/Microbiology Lab No
87557 N May97 M Immunology/Microbiology Lab No
87560 N May97 M Immunology/Microbiology Lab No
87561 N May97 M Immunology/Microbiology Lab No
87562 N May97 M Immunology/Microbiology Lab No

14



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
87562 N May97 M Immunology/Microbiology Lab No
87580 N May97 M Immunology/Microbiology Lab No
87581 N May97 M Immunology/Microbiology Lab No
87582 N May97 M Immunology/Microbiology Lab No
87590 N May97 M Immunology/Microbiology Lab No
87591 N May97 M Immunology/Microbiology Lab No
87592 N May97 M Immunology/Microbiology Lab No
87620 N May97 M Immunology/Microbiology Lab No
87621 N May97 M Immunology/Microbiology Lab No
87622 N May97 M Immunology/Microbiology Lab No
87650 N May97 M Immunoclogy/Microbiology Lab No
87651 N May97 M Immunology/Microbiology Lab No
87652 N May97 M Immunology/Microbiology Lab No
87797 N May97 M Immunology/Microbiology Lab No
87798 N May97 M Immunology/Microbiology Lab No
87799 N May97 M Immunology/Microbiology Lab No
87810 N . May97 M Immunology/Microbiology i Lab No
87850 N May97 M Immunology/Microbiology Lab No
87880 N May97 M Immunology/Migrobiology Lab No

15



CPT Gloebal Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
87899 N May97 M Immunology/Microbiology Lab No
88108 XXX R Feb97 31 Cervical or Vaginal Cytopathology AC1 Apr97 30 0.56 0.56 Yes Yes
88141 XXX N Feb97 31 Cervical or Vaginal Cytopathology AC2  Apr97 30 0.42 0.42 Yes
88142 XXX N Feb97 31 Cervical or Vaginal Cytopathology AC3  Apr97 30 No
88151 XXX D Feb97 31 Cervical or Vaginal Cytopathology AC4 Apr97 30 Yes
88152 XXX N Feb97 31 Cervical or Vaginal Cytopathology ACS Apr97 30 No
88157 XXX D Feb97 31 Cervical or Vaginal Cytopathology AC6 Apr97 30 Yes
88158 XXX N Feb97 31 Cervical or Vaginal Cytopathology AC7 Apr97 ’ 30 No
89250 R Feb97 32 Reproductive Laboratory Services ATl Lab No
89251 N Feb97 32 Reproductive Laboratory Services AT2 Lab No
89252 N May97 Reproductive Labarotory Services AT3 Lab No
89253 N Feb97 32 Reproductive Laboratory Services AT4 Lab No
85254 N Feb97 32 Reproductive Laboratory Services AT5 Lab No
89255 N Feb97 32 .Reproductive Laboratory Services AT6 Lab No
89256 N Feb97 32 Reproductive Laboratory Services AT7 Lab No
89257 N Feb97 32 Reproductive Laboratory Services AT8 Lab No
89258 N Feb97 32 Reproductive Laboratory Services AT9 Lab No
89259 N Feb97 32 Reproductive Laboratory Services ATI10 Lab No
89260 N Feb97 32 Reproductive Laboratory Services ATI11 Lab No

16



CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue , Number Date Tab Rec Rec as 1997? MFS?
89261 N Feb97 32 Reproductive Laboratory servicés ATI12 Lab No
89300 R May97 Reproductive Labarotory Services ATI13 Lab No
90748 N May96 J Hepatitis B & HIB Vaccine Gl  Lab No
90801 XXX R May97 Psychotherapy RR1 Apr97 15 2.8 2.8 Yes Yes
90802 XXX N  Feb97 Q  Psychotherapy RR2 Apr97 15 3.01 3.01 Yes Yes
90804 XXX N  Feb97 Q  Psychotherapy RR3 Apr97 15 1.11 1.11 Yes
90805 XXX N  Feb97 Q  Psychotherapy RR4  Apr97 15 1.47 1.47 Yes
90806 XXX N  Feb97 Q  Psychotherapy RR5 Apr97 15 1.73 1.72 Yes
90807 XXX N  Feb97 Q  Psychotherapy RR6 Apr97 . 15 2 2 Yes
90808 XXX N  Feb97 Q  Psychotherapy RR7 Apr97 15 2.76 2.76 Yes
90809 XXX N  Feb97 Q  Psychotherapy RR8 Apr97 15 315 315 Yes
90810 XXX N  Feb97 Q  Psychotherapy RR9 Apr97 15 1.19 1.19 Yes
90811 XXX N Feb97 Q  Psychotherapy RR10 Apr97 15 1.58 1.58 Yes
90812 XXX N  Feb97 Q  Psychotherapy RR11 Apr97 15 1.86 1.86 Yes
90813 XXX N Feb97 Q  Psychotherapy RR12 Apr97 15 2.15 2.15 Yes
90814 XXX N  Feb97 Q  Psychotherapy RR13 Apr97 15 2.97 2.97 Yes
90815 XXX N Feb97 Q  Psychotherapy RR14 Apr97 15 3.39 3.39 Yes
90816 XXX N  Feb97 Q  Psychotherapy RR15 Apr97 15 1.24 1.24 Yes
90817 XXX . N Feb97 Q  Psychotherapy RR16 Apr97 15 1.65 1.65 Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
90818 XXX N Feb97 Q  Psychotherapy RR17 Apr97 15 1.94 1.94 Yes
90819 XXX N Feb97 Q  Psychotherapy RR18 Apr97 15 2.24 2.24 Yes
90820 XXX D Feb97 Q  Psychotherapy Apr97 Yes
90821 XXX N  Feb97 Q  Psychotherapy RR19 Apr97 15 .3.09 3.09 Yes
90822 XXX N  Feb97 Q  Psychotherapy RR20 Apr97 15 3.53 3.53 Yes
90823 XXX N Feb97 Q  Psychotherapy RR21 Apr97 15 1.33 1.33 Yes
90824 XXX N Feb97 Q  Psychotherapy RR22 Apr97 15 1.77 1.77 Yes
90825 XXX D Feb97 Q  Psychotherapy Apr97 Yes
90826 XXX N  Feb97 Q  Psychotherapy RR23 Apr97 15 2.08 2.08 Yes
90827 XXX N  Feb97 Q  Psychotherapy RR24 Apr97 15 2.41 2.41 Yes
90828 XXX N  Feb97 Q  Psychotherapy RR25 Apr97 15 332 3.32 Yes
90829 XXX N  Feb97 Q  Psychotherapy RR26 Apr97 15 3.8 3.8 Yes
90835 XXX D May97 Psychotherapy RR27 Apr97 15 Yes
90841 XXX D Feb97 Q  Psychotherapy RR28 Apr97 . Yes
90842 XXX D Feb97 Q  Psychotherapy RR29 Apr97 Yes
90843 XXX D Feb97 Q  Psychotherapy RR30 Apr97 Yes
90844 XXX D  Feb97 Q  Psychotherapy RR31 Apr97 Yes
90845 XXX R Feb97 Q  Psychotherapy RR32 Apr97 15 1.79 1.79 Yes Yes
90846 XXX R Feb97 Q  Psychotherapy . RR33 Apr9‘7 15 1.83 1.83 Yes Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
90847 XXX R  Feb97 Q  Psychotherapy RR34 Apr97 15 2.21 2.21 Yes Yes
90849 XXX R Feb97 Q  Psychotherapy RR35 Apr97 15 0.59 0.59 Yes Yes
90853 XXX R Feb97 Q  Psychotherapy RR36 Apr97 15 0.59 0.59 Yes Yes
90855 XXX D Feb97 Q  Psychotherapy RR37 Apr97 Yes
90857 XXX R Feb97 Q  Psychotherapy RR38 Apr97 15 0.63 0.63 Yes Yes
90865 XXX N May97 Psychotherapy RR39 Apr97 15 2.84 2.84 Yes Yes
90880 XXX R Feb97 Q  Psychotherapy RR42 Apr97 15 2.19 2.19 Yes Yes
90885 XXX N  May97 Psychotherapy RR43 Apr97 15 0.97 0.97 Yes Yes
90911 000 R  Feb97 Q Biofeedback Training All  Editorial 0.89 0.89 Yes Yes
91010 000 R Feb97 Q  Esophageal Motility Studies MM1 Editorial 1.25 1.25 Yes Yes
91020 000 R Feb97 Q  Esophageal Motility Studies MM2 Editorial 1.44 1.44 Yes Yes
92978 ZZZ R Feb97 Intravascular Ultrasound Editorial 1.8 1.8 Yes Yes
92979 ZZZ R Feb97 Intravascular Ultrasound Editorial 1.44 1.44 Yes Yes
92992 (090 R Feb97 34  Atrial Septectomy or Septostomy AUl Editorial 0 0 Yes Yes
92997 000 N Feb97 5  Pulmonary Artery Angioplasty XX1 Apr97 31 19.93 12 Yes
92998 ZZZ N Feb97 5§ Puimonary Artery Angioplasty XX1 Apr97 31 11.25 6 Yes
93320 ZZZ R Nov96 K  Doppler Echo Editorial 0.38 0.38 Yes Yes
93325 Z7Z R Nov96 K  Doppler Echo Editorial 0.07 0.07 Yes Yes
93508 000 N  May96 G  Coronary Angiography DI Sep96 1 41 4.1 Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
93530 000 N Feb97 49 Pediatric Cardiac Catheterization AJl  Apr97 A 6 4.23 Yes
93531 000 N  Feb97 49 Pediatric Cardiac Catheterization AJ2  Apr97 A 8.35 8.35 Yes
93532 000 N  Feb97 49 Pediatric Cardiac Catheterization AJ3  Apr97 A 10 10 Yes
93533 000 N  Feb97 49 Pediatric Cardiac Catheterization AJ4  Apr97 A 7.5 6.7 Yes
94010 XXX R Nov96 2  Spirometry Editorial 0.17 0.17 Yes Yes
94070 XXX R Aug96 Z  Pulmonary Procedures X1 Editorial 0.6 0.6 Yes Yes
95805 XXX R May96 M Sleep Studies El Feb97 31 1.88 1.88 Yes Yes
95806 XXX R  May9%6 M Sleep Studies E3  Feb97 31 1.85 1.85 Yes
95807 XXX R  May96 M  Sleep Studies E2  Feb97 31 1.66 1.66 Yes Yes
95811 XXX N May96 L Sleep Studies E4 Feb97 31 3.8 3.8 Yes
95860 XXX R Feb97 37 Needle EMG AV! Editorial 0.96 0.96 Yes Yes
95861 XXX R Feb97 37 Needle EMG AV2 Editorial 1.54 1.54 Yes Yes
95863 XXX R Feb97 37 Needle EMG AV3 Editorial 1.87 1.87 Yes Yes
95864 XXX R Feb97 37 Needle EMG AV4 Editorial 1.99 1.99 Yes Yes
95869 XXX R Feb97 37 Needle EMG AVS5 Editorial 0.37 0.'37 Yes Yes
95870 XXX N  May97 IX Needle EMG AV6  Sep97 Yes
96902 XXX N Aug96 5 Trichogram S1 Apr97 E 0.7 0.41 Yes
97780 XXX N Feb97 L  Acupuncture PPl  Sep97 Yes
97781 XXX N  May97 IX Acupuncture PP2  Sep97 Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU

Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
99141 XXX N Feb97 E  Conscious Sedation NNI Apr97 16 2.45 0.8 Yes
99142 XXX N  Feb97 E  Conscious Sedation NN2 Apr97 16 1.85 0.6 Yes
99217 XXX R Feb97 K  Observation Same Day Discharge Editorial 1.28 1.28 Yes Yes
99234 XXX N  Feb97 K  Observation Same Day Discharge 001 Apr97 17 2.1 2.56 Yes
99235 XXX N Feb97 K  Observation Same Day Discharge 002 Apr97 17 3.1 3.42 Yes
99236 XXX N Feb97 K  Observation Same Day Discharge 003 Apr97 17 4.34 4.27 Yes
99315 XXX N Feb97 42 Nursing Facility Discharge AF1  Apr97 19 1.28 1.2 Yes
99316 XXX N Feb97 42 Nursing Facility Discharge AF2  Apr97 19 1.8 1.6 Yes
99341 XXX R Feb97 45 Home Care Visits AGl Apr97 20 1 0.89 Yes
99342 XXX R Feb97 45 Home Care Visits AG2 Apr97 20 1.6 1.33 Yes
99343 XXX R Feb97 45 Home Care Visits AG3 Apr97 20 2.5 1.99 Yes
99344 XXX N  Feb97 45 Home Care Visits AG4  Apr97 20 3.1 2.66 Yes
99345 XXX N  Feb97 45 Home Care Visits AGS5 Apr97 20 3.75 3.32 Yes
99347 XXX R Feb97 45 Home Care Visits AG6 Apr97 20 0.8 0.66 Yes
99348 XXX R Feb97 45 Home Care Visits AGT Apr97 20 1.4 1.11 Yes
99349 XXX R Feb97 45 Home Care Visits AG8 Apr97 20 2 1.77 Yes
99350 XXX N  Feb97 45 Home Care Visits AGY9 Apr97 20 3.53 2.66 Yes
99351 XXX D May97 Home Care Visits Apr97 20 | Yes
99352 XXX D  May97 Home Care Visits Apr97 20 Yes
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CPT Global Coding CPT CPT Tracking RUC RUC SS RUC Same RVU

Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
99353 XXX D  May97 Home Care Visits Apr97 20 Yes
99360 XXX R Feb97 47 Attendance at Delivery AH1 Apr97 21 Yes
99374 XXX N Feb97 41 Care Plan Oversight AEl Apr97 18 1.1 1.1 Yes
99375 XXX R Feb97 41 Care Plan Oversight AE2 Apr97 18 1.65 1.73 Yes
99376 XXX D Feb97 41 Care Plan Oversight AE3 Apr97 18 | Yes
99377 XXX N  Feb97 41 Care Plan Oversight AE4  Apr97 18 1.03 1.1 Yes
99378 XXX N  Feb97 41 Care Plan Oversight AE5 Apr97 18 1.73 1.73 Yes
99379 XXX N  Feb97 41 Care Plan Oversight AE6 Apr97 18 1.25 1.1 Yes
99380 XXX N  Feb97 41 Care Plan Oversight AE7 Apr97 18 1.89 1.73 Yes
99436 XXX N Feb97 47 Attendance at Delivery AH2 Apr97 21 2.05 1.5 Yes
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CPT 1998 RUC HCPAC Review Board Recommendations

15-May-97
CPT Global Coding CPT CPT Tracking HCPAC SS HCPAC Same RVU
Code Period Action Date Tab Issue Number Date Tab Rec Rec as 1997? MFS?
11050 QOO D Feb97 V  Paring, Cutting, and Trimming of Nails SS1 Apr97 (HCPAC) C Yes
11051 000 D  Feb97 V  Paring, Cutting, and Trimming of Nails 882 Apr97 (HCPAC) C Yes
11052 000 D Feb97 V  Paring, Cutting, and Trimming of Nails SS3  Apr97 (HCPAC) C ' Yes
11055 000 N  Feb97 V  Paring, Cutting, and Trimming of Nails SS4  Apr97 (HCPAC) C 0.43 0.43 Yes
11056 000 N  Feb97 V  Paring, Cutting, and Trimming of Nails SS5  Apr97 (HCPAC) C 0.61 0.61 Yes
11057 000 N  Feb97 V  Paring, Cutting, gnd Trimming of Nails SS6  Apr97 (HCPAC) C 0.79 0.79 Yes .
11719 000 N  Feb97 V  Paring, Cutting, and Trimming of Nails S87  Apr97 (HCPAC) C 0.17 0.17 Yes
29893 090 N  Feb97 1  Endoscopic Plantar Fasciotomy UUl Apr97 (HCPAC) D 5.1 4.92 Yes
90875 XXX R Feb97 Q  Psychotherapy RR40 Feb97 (HCPAC) 2 1.5 1.2 Yes
90876 XXX R  Feb97 Q  Psychotherapy RR41 Feb97 (HCPAC) 2 2.2 1.9 Yes
97001 XXX N Feb97 39 Occupational and Physical Therapy Evaluation ~AD1 Apr97 (HCPAC) E 1.34 1.2 Yes
97002 XXX N Feb97 39 Occupational and Physical Therapy Evaluation ~AD2 Apr97 (HCPAC) E 0.67 0.6 Yes
97003 XXX N Feb97 39 Occupational and Physical Therapy Evaluation ~AD3 Apr97 (HCPAC) E 1.34 1.2 Yes
97004 XXX N  Feb97 39 Occupational and Physical Therapy Evaluation AD4 Apr97 (HCPAC) E 0.85 0.6 Yes
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
SEPTEMBER 1996

Intestinal Sling Procedure - Tab 9

A new CPT code 44700 was established to report the exclusion of small bowel from pelvis by mesh or other prosthesis, or native tissue (eg,
bladder or omentum). Previously, this service would have been reported using an unlisted procedure code. This service may be performed as
the primary service after an abdominal exploration. However, surgeons more commonly perform this procedure at the time of other pelvic
operations (eg, abdominoperineal resection for rectal cancer). The procedure, when performed alone, is more extensive and involves intensive
radiotherapy. This procedure is more difficult than exploratory laparotomy. It may be used to determine if pelvic exenteration is necessary.

The RUC accepted a relative value recommendation of 13.00 which was based on a survey median from over 30 colon and rectal surgeons.
Key reference services for this new service are codes 44120 Enterectomy, resection of small intestine; single resection and anastomosis (work
RVU = 13.15) and 45130 Excision of Rectal Procidentia, with anastomosis, perineal approach (work RVU = 13.03). Pelvic exclusion to
treat the underlying malignant condition involves extensive preoperative and postoperative counseling.

The RUC reviewed the relative value recommendations for this new code in comparison to 49568 Implantation of mesh or other prosthesis for
incisional hernia repair (list separately in addition to code for the incisional hernia repair) (work RVU = 4.89), which is an add-on code with
a global period of ZZZ. When performed with other pelvic operations, 44700 would be reported with a -51 modifier and reduced by 50% or
6.50 work RVUs. The RUC agreed that the intra-service work is significantly greater for 44700 because it is a riskier procedure and also
requires more time. The intra-service time for 44700 is 120 minutes versus 52 minutes for 49568.

CPT Code Tracking CPT Descriptor Global RVW

(* New) Number . Period Recommendation

44700 Cl Exclusion of small bowel from pelvis by mesh or other prosthesis, 090 ~ 13.00
or native tissue (eg, bladder or omentum)

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

|
CPT Code: |4416X  Tracking Number:C1  Global Period: __ 090 Recommended RVW:; .13.00

CPT Descriptor: Exclusion of small bowel from pelvis by mesh or other prosthesis, or native tissue (e.g., bladder
or omentum) or therapeutic radiation ¢ iology Oncolo: io

CLINICAL DESCRIPTION OF SERVICE: This service may be performed as the primary service after an abdominal
cxploration. However, mgeommmewmmoﬂyperfomdnspmcedmeﬂthehmeofoﬂwrmajotpelvmopermms eg..,
abdnmmopenﬂealmecuonforrectzlancer

sed|in Survey: 76 y/o fexale with recurrent rectal cancer after APR undergoes exploration for possible resection of
. The nunor proves unresectablc. To provide for postoperative pelvic radiation, the small bowel is excluded
fmmthe wanhanomenmlﬂzp Theomamnntsmobmzedfmmthenghxandmnsvemecolon It-is .brought down to the:

pelv:sabngmeleﬁhwralaspeaoftheabdmnmmmmcmp:uervcmblommpply It is secured to the pelvic inlet with
care to avoid yreteral injury. .

Description of Pre-Service Work: Perform and review a complete history, physical and preoperative lab, X-ray and ECG
profile. Counscl the patient and family about the operation and mtraoperative decisions. After induction of anesthesia, position

: ﬂmpmcntmﬁmommywmhpaddmgandpmtecnmoﬂhclmweremm Placefoleycatheter Surgical scrub, gown,prep

and drape

Description of Intra-Service Work: After abdominal exploration through a midline incision, the small intestine is removed
ﬁomthepelviswnhappropnarelyssofadhesmns Theabdomnalmdpelwcexplomuonassasathermectabnnyofme
pelvic tumor. [This includes assessment of bladder involvement, internal iliac venous invasion, exiension to the lateral pelvis
andhepancrﬂaastases 1hera¢aumﬁeldsammkedwxﬁmﬂﬂdxpsfwradmyaphwﬂmﬁﬂwmﬁemmm
dissected free from the right and transverse colon with attention to preserving its blood supply. The surgeon eviscerates the
small i to allow placement of the omental flap along the left lateral abdominal wall. A drain is placed within the pelvis
andtheﬂaplsseanedtomemtmpenwnamumepelvmmlet The small intestine returns to the abdomen, cxcluded from the
pelvis. The ]gconclosat.heabdommalmcxsm

Description of Post-Service Work: The surgeon documents the operative proceduré and develops the postoperative orders.
Assess postop [labs, X-rays and drainage on the day of surgery. Postop visit in recovery and counseling of the family membcrs.
Five days of Hospitalization with twice daily visits evaluating, assessing and managing the postanesthetic cardiopulmonary and
renal status, labs, drainage, Xrays, pain management and resolurion of the postop ileus. Consultation and Coordination with
Radiation Onéologlst, Oncologist and Home Health for subsequent chemoradiation and care. Thrce outpatient visits for
deWWomemmmmmrmmmofmmfmmwmmm

SURVEY DATA: ;
Specialty: _| Americ iety of Colo ectal Surgeons
Sample Size 50 Response Rate (%): &4 Median RYW: 13.13
25th Percentlile RVW: __ 12 75thPercentiie RVW: __14,005 Low: __3 __ High: __ 20
Median Pr-Service Time: 9 Median Intra-Service Time: 120
25th Percentgle Initra-Sve Time: __60_ 75th Percentile Intra-Sve Time: _ 120 Low: _1  High: 210
Média.n Post:Service Time: Total Time  Number of Visifs

Day|of Procedure: 30

ICU , 25 | 1

Othdr Hospital: 90 —

Offie: 45 —_

% TOTAL PAGE.BO2 xx
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CPT Code: _4416X

KEY REFERENCE SERVICE(S):
CEPT Code CPT Descriptor RVW
1 44120 Enterectomy, resection of small intestine; 13.15
i single resection and anastomosis ’
2) 45130 Excision of Rectal Procidentia, with anastomosis; - 13.03
perineal approach *
| o
3) 49560 Repair Initial Incisional Hernia, Reducible 11.00
4) 462¢ Hemorrhoidectomy, Internal and External, complex or 6.70
| extensive

RELATIOXtSHn’ OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effdrt; and psychological stress) of the service you are rating to the key reference services listed above.

Pelvic excluLion involves extensive preoperative and postoperative counseling because of the underlying malignant
condition. The mental effort and judgment are associated with managing patients with cancers. The technical skill
is similar to|the incisional hernia repair with mesh. It involves similar incisions and lysis of adhesions. Incisional
hernia repaits that require mesh involve an additional code - 49568 (RVw=4.89). The total value for an incisional
hernia repdir with addition of mesh is 11+4.89=15.89. The work for hemorrhoidectomy represents
approximately half the mental effort, judgment and technical skill of the pelvic exclusion. In comparing this
procedure 10 intestinal resection reference codes - although the technical skill of an anastomosis exceeds the skill
for pelvic exclusion, the total elements of work appear comparable. The ASCRS committee feels that the survey
data supports the previously stated comparisons.

ADDITIONAL RATIONALE
For example, if recommended RVUs are based on an alternative method instead of the survey results.

FREQUENCY INFORMATION
How was this service previously reported? __Unlisted Procedure, Modifier -22, U
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? _S,000

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

% TOTAL PAGE.BA1 xx



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE

SUMMARY OF RECOMMENDATIONS
SEPTEMBER 1996

Coronary Angiography- Tab 11

‘.' ) .

A new code 93508 Catheter placement in coronary artery(s), arterial coronary conduit(s), and/or venous coronary bypass graft(s) for
coronary angiography without concomitant left heart catheterization was added to provide a way to report catheter placement for coronary
angiography without left heart catheterization, which requires crossing the aortic valve into the left ventricle with a catheter.

The work of 93508 is less than 93510 Left heart catheterization (work RVU = 4.33) and, therefore, the survey median of 5.05 was not
recommended. The work and risk associated with crossing the aortic valve into the left ventricle with a catheter was determined to be .23.
Which is slightly more work than 93000 Electrocardiogram, routine ECG with at least 12 leads, with interpretation and report (work RVU =
.17) and less work than 93545 Injection procedure during cardiac catheterization; for selective coronary angiography (injection of radiopaque
material may be by hand) (work RVU = .29). The RUC recommends that the work RVU for 935XX be equivalent to 93510 less the
increment of work of crossing the aortic valve (4.33-.23 = 4.10).

The RUC also reviewed this service with the other codes that will be reported at the same time. A physician will report 93508 (4.10) for the
catheter placement; 93545 (0.29) for the injection procedure; and 93555 (0.81) for the imaging supervision, interpretation and report, which
will result in a total work RVU of 5.20.

#93508

D1

venous coronary bypass graft(s) for coronary angiography without concomitant left
heart catheterization

(93508 is to be used only when left heart catheterization, 93510, 93511, 93524,
93526 is not performed)

(93508 is to be used only once per procedure)

CPT Code Tracking CPT Descriptor Global RVW
(* New) Number Period Recommendation
Catheter placement in coronary artery(s), arterial coronary conduit(s), and/or 000 4.10

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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SENT BY:ACC AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS

SUMMARY OF RECOMMENDATION
CPT Code:_938XX  Tracking Number: DL Global Period: 000 _ Recommended RVW: _4.10

Catheter placement in coronary artery (s), arterial coronary conduit(s), and/or venous coronary bypass grafi(s) for
coronary angiography without concomitant left heart catheterization
935XX is to be used only when left heart catheterization, 93510, 93511, 93524, 93526 is not performed.

935XX is to be used only once per procedure
CLINICAL DESCRIPTION OF SERVICE:

See below.

u o l EE s . E[ l . N i
Pre-procedure work includes patient examination, discussion of the procedure and obtaining informed consent. .
Additional pre-procedure functions include writing orders for adequate sedation and patient support, and a review of
study arrangements and procedures with technical, nursing and other assisting personnel.

Descriotion of Intra-Service Work: | '
The procedure involves percutaneous insertion of a thin-walled needle into a peripheral artery followed by placement of
a flexible guide wire, removal of the needle, insertion of a sheath/dilator system over the guide wire, removal of the
dilator and guide wire and subsequent insertion of an appropriate catheter through the sheath into the arterial system
under fluoroscopic guidance. The catheter is advanced retrograde through the arterial system to the ascending aorta.
Pressures are measured in the acrtic root. The catheter is then manipulated using fluoroscopic guidance into the ostium
of a coronary artery, arterial bypass conduit or venous coronary bypass graft, Pressures are checked to be sure there is no
evidence of catheter malposition or ostial stenosis. Test contrast injections under fluoroscopy may be made to check
' . catheter position. The patient’s arterial pressure and electrocardiogram are constantly monitored throughout the

procedure.

Following completion of the procedurs, the catheter and sheath are removed and hemostasis achieved by appropriate
means by the physician or technician under the physician’s supervision. A report of the procedure is prepared.

SURVEY DATA:

Specialty: __Amsrican College of Cardiology

Sample Size: __28 __  Response Rate (%): _46 _ Median RVW: _i._Qi__

25tk Percentile RVW: _4,33 = 75th Percentile RVW: _644 Low: __1 High: 835

Median Pre-Service Time; __45 = Median Intra-Service Time: __30

25th Percentile Intra-Sve Time: __25 . 75th Percentile Intra-Sve Time: _4375  Low: 15 High: _70

Median Post-Service Time: ~TomlTime . Numbet of Visits
Day of Procedure: ' 25 \ ,__MA__
ICU: S -0
' Other Hospital: 20 -
Office: -2 -1
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CPT Code: __936XX__
KEY REFERENCE SERVICE(S):
CPTCode  CPI Descriplor RYY
1 93510 Left heart catheterization o 433
2 93526 Combined right heart catheterization and retrograde left
" heart catheterization 5.99
3) 93545 Injection procedure during cardiac catheterization; for
' selective coronary angiography (injection of radiopague
material may be by hand) 0.29

4) 32100 Thoracotomy, major; with exploration and biopsy 10.07

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the insensity (mensal effort and judgement; technical skill &
Dhysical effort; and psychological stress) of the service you are rating to the key reference services listed above.

The wark of placing a catheter for angiographic evaluation of the coronary vessels without concomitant angiography
of the left ventricle is slightly less than thar required when entering the left ventricle with a catheter. A recent survey
indicates that a majority of physicians bill for this service using code 93510 which has an assigned work RVU level
of 4.33, However, this code does not apply because it is specifically for left heart catheterization, which requires
crossing the aortic valve into the left ventricle with a catheter. If coranary areriography is done without left heart
catheterization, then code 93510 should not be used. Since all other portions of both procedures are similar in time
and intensity when compared without entering.the left ventricle with a cathetar, the ACC recommend that the value
for this service be ser at 4.10 work RVUs.

ADDITIONAL RATIONALE :

For example, if recommended RVUs are based on an altemative method instead of the survey results.

The ACC utilized a two prong approach in determining the appropriate RVU level for code 935XX. First, data was
collected from a.survey distributed to 61 cardiologists which suggested an RVU level of 5.05 when performing
catheter placement for coronary angiography. Secondly, the ACC created a consultation advisory group to review

the information collectad from the survey. After considerable discussion, thepaneldeﬁcrminedtomalmamrelauvity
within the current CPT coding scale and recommend 4.10.

FREQUENCY INFORMATION
How was this service previously reported? __Sea abave referanced service codes
How often do physicians i your spegialty perform this service? _X__Commonly ___Somerimes ___Rarely

Estimate the number of times this service might be provided nationally in a one-year period? _30,000
Is this service performed by many physicians across the United States? _X_Yes ___ No



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS

FEBRUARY 1997

- Intraoperative Endovascular Angioscopy - Tab 15

CPT code 35400 Angioscopy (non-corondry vessels or grafts) during therapeutic intervention (list separately in addition to code for
primary procedure) was created to describe a modality which allows direct “real-time” visualization of critical portions of a bypass
procedure such as mechanical disruption of the fine valves within a vein, minimizing the risk of vein injury. The use of the angioscope
also reduces the risk of postoperative skin edge necrosis and wound infection in chronically ischemic limbs.

The RUC recommends a work RVU of 3.0, which is based on the survey responses of nearly 50 vascular surgeons. The time and
intensity of 35400 is comparable with both codes 35700 Reoperation, femoral-popliteal or femoral (popliteal) - anterior tibial, posterior
tibial, peroneal artery or other distal vessels, more than one month after original operation (List separately in addition to code for primary
procedure) (3.08) and 35390 Reoperation, carotid, throboendarterectomy, more than one month after original operation (List separately in
addition to code for primary procedure) (3.19).

during therapeutic intervention (list separately in
addition to code for primary procedure)

CPT Code Tracking CPT Descriptor Global RVU
(* New) Number Period Recommendation
*35400 8 Angioscopy (non-coronary vessels or grafts) 77 3.00

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



AMA/Specialty Society RVS Update Process
Summary of Recommendation CPT : 372XX, Tracking Number I1, Page |

CPT Code: 372XX  Tracking Number: [1  Global Period: ZZZ  Recommended RVW: 3.00

CPT Descriptor: Angioscopy (non-coronary vessels or grafts) during therapeutic intervention (list
separately in addition to code for primary procedure)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

68 year old male presented with non-healing gangrene of the base of toes three and four of the right
-foot. This patient was admitted for planned lower extremity revascularization for limb salvage. Due
to the advanced peripheral vascular disease and the potential for poor wound healing the goal is to
use minimal incision sites in performing this operation. A right femoral-dorsalis pedis in situ
saphenous vein bypass was performed using angioscopy for venous valve lysis, identification of side
branch ligation and visualization of distal anastomosis and distal dorsalis pedis artery.

NOTE: This clinical vignette was used for the CPT application in order to clearly identify the
setting in which the angioscope is used. The vignette describes both the work of the bypass
operation and the work of angioscopy. All the pre- and post-service work, and all the intra-
service surgical bypass work is already included in the RVW of the bypass itself. To determine the
work of angioscopy alone, survey respondents were clearly instructed to consider only the extra
intra-service time and intensity required to perform the angioscopy.

Description of Pre-Service work:

Pre-service work consists of a pre-operative angiogram of the nght lower extremity, superficial femoral
artery, popliteal artery and trifurcation arteries to the foot. Angiography findings revealed severe
stenosis of the popliteal artery with severe calcification of the trifurcation vessels. Based on these
findings, plans were made to bypass to the right dorsalis pedis artery.

Description of Intra-Service work:

An incision was made proximally to isolate the superficial saphenous vein and ligate the vein from the
sapheno-femoral junction. Dissection was completed to isolate the superficial femoral artery, common
femoral and profunda femoris arteries. A distal incision was made to isolate the dorsalis pedis artery as
well as the superficial saphenous vein. After set-up.and appropriate focusing a 1.9mm- diameter
angioscope was inserted proximally. A 120cm length valvulotome was inserted distally and advanced
to the proximal vein segment. The proximal valves were disrupted under the direct vision of the
angioscope. At the same time, the venous tributaries were identified via angioscopy. Small skin
incisions were made to ligate the tributaries that were identified with the use of angioscopy. Valve lysis
and ligation of tributaries was completed the entire length of the saphenous vein using this method.
The angioscope was slowly removed from the saphenous vein visualizing complete valve lysis and
ligation of tributaries. An end-to-side anastomosis was made to the dorsalis pedis artery. Following
completion of the anastomosis, the angioscopy was introduced into the proximal saphenous vein and
advanced to the distal anastomosis and into the dorsalis pedis artery. The anastomosis was well
visualized showing no technical deficits. The proximal dorsalis pedis artery was small and with some
disease but no significant obstructive disease. The angioscope was slowly removed from the vein

‘CPT codes and descriptors only are copynght AMA.
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revealing lysed valves and no inflow from tributaries. The proximal anastomosis was completed and
the incisions closed in the usual manner. Minimal incisions were accomplished for this procedure. An
approximate three inch incision was made preximally and distally with six one inch incisions made the
length of the extremity to ligate the venous tributaries.

Description of Post-Service work:

The patient was transferred to the recover room in stable condition. A strong pulse was identified in the
newly formed bypass as well as distal foot arteries.

SURVEY DATA:

Specialty: Society for Vascular Surgery (SVS)
and North American Chapter International Society for Cardiovascular Surgery (ISCVS-NA)

Survey n: 150 Response: 46 Rate %: 31%  Experience: 15 (median)

PRE | INTRA | POST| IWPUT

(recmnd
total | total total RVW/
RVW min | mn min intra min)

low | 050 [eema| 1
25th% | 2.30 ESaEss|
MED | 3.00 BfEsmsmy 45
75th% | 5.00 [EEsE| 56
high [35.00 g 210

Histogram of Survey Work RVU Responses

Number of Responses
O w“NWHEOON D

0.5 1 1.5 2 25 3 35 4 45 5 55 6 65 7 7.5 8 85 9 9.5 10 >1(
§ Physician Work RVU.

CPT codes and descrniptors only are copynght AMA.
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KEY REFERENCE SERVICE(S):

Resp CPT global
(n) Code CPT Descriptor 96rvw | 9Trvw period
15 36625 arterial catheterization by cutdown for sampling/monitoring 2.11 no chg 000
15 35700  reoperation, femorai-popliteal or femoral-tib (list separately) 3.08 no chg 277
12 34201 embolectomy or thrombectomy, w/w/o catheter, leg incision 8.04 no chg 090

9 35390 reoperation, carotid thromboendarterectomny (list separately) 3.19 no chg 277
7 37720  ligation and division and complete stripping saphenous veins 5.22 no chg 090
6 93880 duplex scan of extracranial arteries; complete bilateral (professional) 0.60 no che XXX

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

96/97 Pre-svc Inga-svc | Post-sve | Ment Eff | Tech Skl | Psych Exper-

CPT Code | RVW & global min mun min & Judge | Phys Eff | Stress lence

median median median median median median med/yr

I1 77 7277 N/A 45 N/A 4 4 3 15
36625 2.11 000 10 20 5 2 3 2 6
35700 3.08 Z72Z N/A 48 N/A 4 4 3 10
34201 8.04 090 30 43 60 4 4 3 13
35390 3.19 Z27ZZ N/A 40 N/A 4 4 4 4
37720 522 090 30 60 30 2 2 2 10
93880 0.60 XXX 5 25 12 3 2 2 10

ADDITIONAL RATIONALE

Intraoperative determination of the technical adequacy of a vascular reconstructive procedure is
considered an important aspect of quality care. In the earlier days of vascular surgery, intraoperative
angiography was really the only option for such an evaluation, and when a vascular surgeon
performed a lower extremity bypass graft, an “on-the-table” angiogram (e.g. CPT 75710)
performed prior to skin closure was considered the standard of care. In the late 1980’s and 1990’s
two new technologies were introduced as options to the intraoperative angiogram. These were
intraoperative angioscopy (the code being evaluated currently) and duplex ultrasound (e.g. CPT
76986 or 93926).

For many surgeons, angioscopy gained favor over the other modalities for at least two reasons. First,
it allows direct “real-time” visualization of critical portions of a bypass procedure such as during
mechanical disruption of the fine valves within a vein, thereby minimizing the likelihood of vein
injury. Second, use of the angioscope provides the potential to reduce the length of the operative
skin incision, reducing the risk of postoperative skin edge necrosis and wound infection in these
chronically ischemic limbs. The downside of angioscope use is that it prolongs the operative
procedure. Although a few minutes may be saved in not performing (and subsequently closing) a
skin incision, introduction of the scope and manipulation of the instruments from the ends of the vein
typically prolong the overall time spent during a peripheral bypass operation. With

CPT codes and descriptors only are copyrnight AMA.
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increasing aggressiveness towards angioscopically-assisted valve lysis and skin incision length
reduction, the time and complexity of a bypass procedure. increase substantially. Nevertheless,
surgeons who employ the angioscope routinely believe that a higher quality revascularization is
accomplished with a reduced likelihood for wound complications.

The other modalities for intraoperative technical assessment, angiography and duplex ultrasound,
allow a “one-shot” evaluation of a graft once it’s completed, but they don’t offer realtime
visualization of crucial aspects of the operation, nor do they offer potential to reduce the length of
the surgical skin incision. Thus, angioscopy has become more integrated in actual performance of
the operation than the alternative modalities, and as such, a substantially greater RVW is justified in
comparison to those pre-existing methods of intraoperative assessment (e.g. the 1997 RVW for CPT
75710, angiography of a unilateral extremity, radiological supervision and interpretation, is 1.14
RVUs).

F R_EQUEN CY INFORMATION
1. How was this service previously reported?

Until now, there have been no accurate codes to describe intraoperative angioscopy. Some physicians
have. used 37799, unlisted procedure in vascular surgery, or added exceptional service modifiers such
as -22 to bill for this service.

2. How often do physicians in your specialty perform this service?

“Commonly” is probably the best one word answer for surgeons who use the technology, although
infrainguinal vascular reconstructions using venous conduit are certainly not commonplace, and the
median experience in our survey was 15 angioscope procedures per year.

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

Once again, this is a difficult question to answer for a service which until now has had no CPT code,
nor any other reasonable means of frequency tracking on a national basis. Our CPT application sent
early in 1996 cited use of angioscopy during peripheral vascular interventions including
infrainguinal revascularizations, carotid endarterectomies, and hemodialysis access surgery.

These indications were included since multiple publications exist identifying the utility of the
angioscope in each situation. Nevertheless, the actual clinical usage and the frequency distribution
among these various applications were not clear. We attempted to accumulate data in this regard with
the survey instrument. An additional question was added to the survey asking all respondents to
indicate the percentage of total angioscope use devoted to various applications. The median
responses were as follows:

Angioscopically assisted lower extremity bypass graft operation (as in vignette): 85%
Evaluation of technical adequacy of carotid endarterectomy: 0%
Evaluation of technical adequacy of dialysis graft thrombectomy: 0%
Evaluation of technical adequacy of arterial or bypass graft thrombectomy: 10%
Other: . 0%

Thus, according the the only data available to us, the clinical vignette is accurate in terms of
the type of case in which the angioscope is used, and alternative uses are not common. In order to

CPT codes and descnptors only are copynght AMA.
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estimate the number of usages per year we also need the percentage of surgeons who use the
angioscope. Once again, we are unaware of such data, but a generous estimate would be 50% of
those people performing infrainguinal revascularizations. Since this instrument is very unlikely to be
used when a bypass graft is performed using synthetic conduit rather than autogenous vein, all
synthetic reconstructions may be excluded. The overall usage, therefore, would be the sum of all
lower extremity bypass grafts using venous conduit (6 CPT codes) x (50% usage):

CPT code Descriptor 1993 Medicare frequency
35556 femoral-popliteal bypass using vein 9,999
35566 femoral-tibial bypass using vein 7,446
35571 popliteal-tibial bypass using vein 3,658
35583 femoral-popliteal bypass using in-situ vein 4,507
35585 fernoral-tibial bypass using in-situ vein 7,646
35587 popliteal-tibial bypass using in-situ vein 1,045
Total: 34,301

Final Estimate of annual (Medicare) angioscope usage for infrainguinal revascularization =
34,301 x 50% = 17,151

Estimate for other surgical indications: <'1,000 per year for each of the following other
procedures: carotid endarterectomy, dialysis graft thrombectomy, arterial or bypass graft
thrombectomy, other.

4. Does the typical patient/service listed on Page 1 of the survey describe your typical patient?

Of the 46 survey respondents, 38 (83%) answered this question “yes”. The remaining 8
respondents (17%) identified the patient as being typical, but their use of the angioscope differed
from that described in the vignette. Of these 8, most said they use the angioscope to lyse the vein
valves under direct vision, and they use it to check the technical adequacy of the reconstruction, but
they don’t use it to identify the vein branches which would allow them to limit the length of the
surgical incision. Thus, a small number of users would perform slightly less work than described in
the vignette. The other sub-group noted that they use the angioscope to deliver vein branch
occluding stents, an on-protocol procedure which would entail more angioscope work than described
in the vignette. Overall, these data lead us to believe the vignette approprately represents the typical
patient, the most common indication for angioscope use, and an appropriate level of use of the
angioscope.

CPT codes and descriptors only are copynght AMA.
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Percutaneous Abscess Drainage - Tab 16

- A survey was conducted of interventional radiologists to determine the work of several new percutaneous abscess drainage codes. The

survey respondents were asked to consider a global period of 90 days for these services. The RUC chose not to use this survey data in
developing its recommendations because the global period of 90 days is not appropriate for these services. The RUC recommends that all
percutaneous drainage codes be assigned a global period of O days. Patients receiving these services do not typically receive their follow-
up care by the interventional radiologist who performs the procedure and, therefore, a global period of 90 days is not appropriate.

The RUC recommends work RV Us for these services based on comparison to established CPT codes with global periods of 0 days. The
codes were grouped by level of difficulty and are valued as follows:

Similar in work to CPT code 32020 Tube thoracostomy with or without water seal (EG, for abscess, hemothorax, empyema) (separate
procedure) (work rvu = 3.98). Therefore the RUC recommends a value of 4.00 RVUs for the following codes:

Code Tracking # Description

32201 K2 Pneumonostomy; with percutaneous drainage of abscess or cyst
48511 K8 External drainage, pseudocyst of pancreas; percutaneous
49041 K10 Drainage of subdiaphragmatic or subphrenic abscess; percutaneous

The RUC recommends that the following codes be valued at a mid-point between CPT codes 32020 and 50392. The RUC recommends
that these codes be valued at 3.70 RVUs:

47011 K6 Hepatotomy; for percutaneous drainage of abscess or cyst, one or two stages

49061 K12 Drainage of retroperitoneal abscess; percutaneous

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



The RUC believes that the following codes are similar in work to 50392 Introduction of intracatheter or catheter into renal pelvis for
drainage and/or injection, percutaneous (work rvu = 3.38). Therefore the RUC recommends that these codes be valued at 3.38 RV Us.

44901

49021

50021

58823

K4 Incision and drainage of appendiceal abscess; percutaneous

Drainage of peritoneal abscess or localized peritonitis, exclusive or appendiceal abscess; percutaneous

K14

K17

Drainage of perirenal or renal abscess; percutaneous

ovarian, pericolic)

Drainage of pelvic abscess, transvaginal or transrectal approach, percutaneous (eg

The RUC also recommends a work rvu for 49424 (K18) equivalent to code 50394 Injection procedure for pyelography (as nephrostogram,
pyelostogram, antegrade pyeloureterograms) through nephrostomy or pyelostomy tube, or indwelling ureteral catheter (work rvu =.76).

A work rvu of 1.46 is recommended for 49423 (K19), which is equivalent to code 50398 Change of nephrostomy or pyelostomy tube.

CPT Code | Tracking CPT Descriptor Global Work RVU

(eNew) Number : Period Recommendation

32200 K1 Pneumonostomys; with open drainage of abscess or cyst 090 13.10(no change)

#32201 K2 with percutaneous drainage of abscess or cyst 000 4.00 ‘
(For radiological supervision and interpretation, see 75989)

44900 K3 Incision and drainage of appendiceal abscess; 090 7.86(no change)
transabdeminal_open

44901 K4 percutaneous (For radiological supervision and 000 3.38
Interpretation, see 75989)

47010 KS Hepatotomy; for open drainage of abscess or cyst, one or 090 8.75(No Change)
two stages

047011 K6 for percutaneous drainage of abscessor  cyst, one or 000 3.70

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 Work RVU
(sNew) Number Period Recommendation
two stages
(For radiological supervision and interpretation, see 75989)
48510 K7 External drainage, pseudocyst of pancreas; open 090 11.22(no change)
48511 K8 percutancous 000 . 4.00
(For radiological supervision and interpretation, see 75989)
49020 Drainage of peritoneal abscess or localized peritonitis, 14.25(no change)
exclusive of appendiceal abscess; open
(For appendiceal abscess, see 44900)
49021 new code percutaneous 3.38
in 1997
49040 K9 Drainage of subdiaphragmaticor subphrenic abscess; open | 090 8.74(no change)
49041 K10 percutaneous 000 4.00
(For radiological supervision and interpretation, see 75989)
49060 K11 Drainage of retroperitoneal abscess; open 090 10.55(no change)
49061 K12 percutaneous 000 3.70
(For radiological supervision and interpretation, see 75989)
50020 K13 Drainage of perirenal or renal abscess {separate-procedure), | 090 12.41(no change)
open :
50021 K14 percutaneous 000 3.38
(For radiological supervision and interpretation, see 75989)
58820 K15 Drainage of ovarian abscess; vaginél approach, open 090 3.96(no change)
58822 K16 abdominal, open 000

9.06(no change)




CPT Code
(eNew)

Tracking
Number

CPT Descriptor

Global
Period

Work RVU
Recommendation

58823

K17

Drainage of pelvic abscess, transvaginal or transrectal
approach, percutaneous (eg, ovarian, pericolic)

(For radiological supervision and interpretation, see 75989)

000

3.38

049424

K18

Contrast injection for assessment of abscess or cyst via
previously placed catheter (separate procedure)

(For radiological supervision and interpretation, see 76080)

000-

0.76

049423

K19

Exchange of previously placed abscess or cyst drainage
catheter under radiological guidance (separate procedure)

(For radiological supervision and interpretation, see 75984)

000

1.46

75989

K20

Radiological guidance for percutaneous drainage of abscess,
or specimen collection (ie, fluoroscopy, ultrasound, or
computed tomography), with er-witheut placement of
indwelling catheter, radiological supervision and
interpretation

XXX

1.19(no change)

76080

Radiologic examination, abscess, fistula or sinus tract study,
radiological supervisionand interpretation

XXX

0.54(no change)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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Society of Cardiovascular & Interventional Radiology
American College of Radiology

CPT Code: 3220X  Tracking Number: (K2) Global Period: 090 Recommended RVW: 8.70

CPT Descriptor: Pneumonostomy, with percutaneous drainage of abscess or cyst (For radiological supervision and
interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE

Vignette Used in Survey:

A thirty-three year old with a history of AIDS and alcoholism presents obtunded with fever, sepsis, hypotension,
and hypoxia requiring intubation and pressor support. Chest radiograph reveals a cavitating lesion in the left lower
lobe. A sputum culture grows staph Aureus. A drainage catheter is placed under CT guidance. Catheter output is
monitored daily. Resolution of the abscess is measured by clinical condition, imaging studies, and laboratory tests.
The patient is followed as an outpatient and after complete resolution the catheter is removed.

Description of Pre-Service Work:

(See attachment)

Description of Intra-Service Work:

(See attachment)

'Description of Post-Service Work:

(See attachment)




CP1 Code: 3220X (K2)

SURVEY DATA

Specialty: _Society of Cardiovascular & Interventional Radiology

Sample Size: 76 Response Rate: _47% (n=36) _ Median RVW: 8.75

25th Percentile RVW: 6.24 75th Percentile RVW: _10.63 Low: 4.60 High: 14.00

Median Pre-Service Time: 45 Median Intra-Service Time: 60

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Sve Time: 75 Low: 30_ High: 120

Median Post-Service Time: Total Time = Number of Visits
Day of Procedure: 28
ICU: 30 225
Other Hospital: 60 4
Office: 20 2

Specialty: _American College of Radiology

Sample Size: 110 Response Rate: _25% (n=28)  Median RVW: 8.63
25th Percentile RVW: 6.16 75th Percentile RVW; _1]1.10 Low: 3.98 High: 13.10
Median Pre-Service Time: 30 Median Intra-Service Time: _60

25th Percentile Intra-Svc Time: 42.5  75th Percentile Intra-Svc Time: 60  Low: 30_ High: 90

Median Post-Service Time: Total Time  Number of Visits
Day of Procedure: | 20
ICU: 30 2
Other Hospital: 40 4

Office: " 25 2




CPT Code: 3220X (K2

KEY REFERENCE SERVICES
RVW
CPT Code CPT Descriptor 1996 1997 Societies
1) - 47510 Introduction of percutaneous transhepatic catheter for 739 739 SCVIR/ACR
biliary drainage
2) 47511 Introduction of percutaneous transhepatic stent for 991 991 SCVIR

internal and external biliary drainage

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median Median Technical Median
Code Pre-Time Intra-Time Post-Time Mental Effort | Skill & Physical Psychological
& Judgement Effort Stress
SCVIR | ACR SCVIR { ACR SCVIR | ACR SCVIR | ACR SCVIR ACR SCVIR ACR
3220X 45 30 60 60 28 20 4 4 4 4 4 4
47510 50 37.5 |90 82.5 |30 30 4 4 4 4 4 3.5
47511 60 n/a 100 n/a 25 n/a 4 ‘n/a 4 n/a 4 n/a
SCVIR ACR
Number of times performed in last 12 months (median) 5 5
Agree with vignette? 89% 89%
ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the SCVIR and the ACR, weighted by the
number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? _32200

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? ____

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




Clinical Description of Service and Vignette

Code 3220X: Pneumonostomy, with percutaneous drainage of abscess or cyst

Clinical Vignette: A thirty-three year old with a history of AIDS and alcoholism presents obtunded

with fever, sepsis, hypotension, and hypoxia requiring intubation and pressor support. Chest

_radiograph reveals a cavitating lesion in the left lower lobe. A sputum culture grows staph Aureus. A
drainage catheter is placed under CT guidance. Catheter output is monitored daily. Resolution of the
abscess is measured by clinical condition, imaging studies, and laboratory tests. The patient is followed

as an outpatient and after complete resolution the catheter is removed.

Description of Physician Work Associated With This Procedure:

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Pre-Service Work

* Review previous
diagnostic studies, clinical
findings, and laboratory
data.

* Examine patient

*  Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

* Discuss procedure with
patient’s family and other
physicians.

(Continued on next page)




Code 3220X -

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services

Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)
Intra-Service Work Direct the placement of e Chest CT to determine
hemodynamic ECG and best approach to abscess,

pulse oximetry monitors.
Order L.V. antibiotics and
conscious sedation.

Prep and drape patient.
Select and anesthetize
approach site(s).
Position needle(s) and
insert into collection(s).
Aspirate fluid (e.g. pus)
and send for evaluation.
Pass guidewire(s) into
collection(s).

Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

Aspirate and irrigate
abscess(es).

Secure catheter(s) and
place to gravity drainage.

drainage needle insertion,
and for confirmation of
positioning (code 75989;
RVW=1.19).

Routine Post-Service
Work

Write operative
notes/orders.

Discuss results with
patient, his/her family,
and other physicians.
Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

Discharge of patient from
hospital.

Post-hospital office visits.
(Please report frequency
and level of office visits
on questionnaire.)
Remove catheter(s).

Contrast injection with
imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if performed.
Exchange drainage
catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if performed.
Post drainage imaging
(e.g. CT, ultrasound), if
performed.




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
Society of Cardiovascular and Interventional Radiology

3.3% RUC ReC.
CPT Code: 4490X Tracking Number: K4 Global Period: 090 Recommended RVW:-Z72-

CPT Descriptor: Incision and drainage of appendiceal abscess; percutaneous (for radiological
supervision and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:
A 28-year old man with a four day history of right lower quadrant pain, fever, and peritoneal signs is

admitted to the hospital. Physical examination reveals a fluctuant mass in the right lower quadrant
and signs of peritonitis. The patient has been febrile to 103 degrees F. and laboratory evaluation

reveals a white blood cell count of 19,000/mm3. Abdominal abscess is suspected and a CT study reveals
an indurated cecum and appendiceal region without visualization of the appendix. An appendicolith
is demonstrated adjacent to a 4 centimeter fluid collection with an enhancing wall. Catheter drainage
of the abscess is performed. Catheter output is monitored daily. Resolution of the abscess is measured
by clinical condition of the patient as well as laboratory and imaging studies. The patient is followed
as an outpatient and the catheter is removed after clinical resolution.

Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 4490X

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110 _ Response Rate (%): _N = 28 (25%)  Median RVW: 8.0

25th Percentile RVW: 6.03_75th Percentile RVW: 10.0 Lowest RVW: 4.0 Highest RVW: 12.8
Median Pre-Service Time: ___30 minutes Median Intra-Service Time: __60 minutes
25th Percentile Intra-Service Time: _45 minutes

75th Percentile Intra-Service Time: 70 minutes

Lowest Intra-Service Tﬁne: 30 minutes

Highest Intra-Service Time: 90 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU: 20 2
Other Hospital: 45 4
Office: 20 15
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76_Response Rate (%): _49% (N = 37.) Median RVW: __ 7.5

25th Percentile RVW: _6.8 75th Percentile RVW: 8.75 Lowest RVW: _4 Highest RVW:_12
Median Pre-Service Time: __45 minutes Median Intra-Service Time: _60 minutes

25th Percentile Intra-Service Time: 45 minutes

75th Percentile Intra-Service Time: _70 minutes

Lowest Intra-Service Time: _30 minutes

Highest Intra-Service Time: 100 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU: 1 0
Other Hospital: 5 4

Office: 30 2




Code: 4490X

‘ KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 1996 (1997) RVW Societies
1) 47510 Introduction of percutaneous transpepatic 7.39 (7.39) ACR/ SCVIR

catheter for binary drainage

2) 43750 Percutaneous placement of gastrostomy tube 5.71 (4.27) SCVIR

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services
listed above.

PT Code Median Median Median Median Median Median
Pre-Time ] Intra-Time | Post-Time Mental Technical fPsychological
Effort & Skill & Stress
Judgment Physical
Effort
IACR SCVIR | ACR SCVIR| ACR SCVIR ACR SCVIR ACR scvm ACR SCVIR

mm----m-

ACR SCVIR
[Number of times performed in last 12 months (median) 5 6
Agree with vignette? Yes (100%, N=28) | Yes (89%, N=33)
No (11%, N=4)

ADDITIONAL RATIONALE
The recommended RVW is based on the survey median RVWs from the ACR and the SCVIR, weighted
by the number of survey respondents to the respective surveys.

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 performed nationally

in a one-year period?
‘ Is this service performed by many physicians across the United States? Yes_ X No




Clinical Description of Service and Vignette

Code 4490X: Incision and drainage of appendiceal abscess; percutaneous

Clinical Vignette: A 28-year old man with a four day history of right lower quadrant pain, fever,
and peritoneal signs is admitted to the hospital. Physical examination reveals a fluctuant mass in the
right lower quadrant and signs of peritonitis. The patient has been febrile to 103 degrees F. and
laboratory evaluation reveals a white blood cell count of 19,000/mm3. Abdominal abscess is suspected
and a CT study reveals an indurated cecum and appendiceal region without visualization of the
appendix. An appendicolith is demonstrated adjacent to a 4 centimeter fluid collection with an
enhancing wall. Catheter drainage of the abscess is performed. Catheter output is monitored daily.
Resolution of the abscess is measured by clinical condition of the patient as well as laboratory and
imaging studies. The patient is followed as an outpatient and the catheter is removed after clinical
resolution.

Description of Physician Work Associated With This Procedure:

Include These Services | Exclude These Services
In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
.separately reportable.)

Pre-Service Work ¢ Review previous
diagnostic studies,
clinical findings, and
laboratory data.

* Examine patient

* Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

* Discuss procedure with
patient’s family and
other physicians.




Code 4490X

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Intra-Service Work

* Direct the placement of
hemodynamic ECG and
pulse oximetry monitors.

e Order LV. antibiotics and
conscious sedation.

¢ Prep and drape patient.

* Select and anesthetize
approach site(s).

¢ DPosition needle(s) and
insert into collection(s).

* Aspirate fluid (e.g. pus)
and send for evaluation.

* Pass guidewire(s) into
collection(s).

* Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

e Aspirate and irrigate
abscess(es).

®  Secure catheter(s) and
place to gravity
drainage.

¢ Abdominal CT to

determine best approach
to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1.19)

Routine Post-Service
Work

* Write operative
notes/orders.

¢ Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

*  Discharge of patient from

hospital.

¢ Post-hospital office
visits. (Please report
frequency and level of
office visits on
questionnaire.)

* Remove catheter(s).

* Contrast injection with

imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if
performed.

* Exchange drainage

catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if
performed.

¢ Post drainage imaging

(e.g. CT, ultrasound), if
_ performed.
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Society of Cardiovascular & Interventional Radiology
American College of Radiology

CPT Code: 470XX  Tracking Number: (K6) Global Period: 090 Recommended RVW: 8.50

CPT Descriptor: Hepatotomy; for percutaneous drainage of abscess or cyst, one or two stages. (For radiological
supervision and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE

Vignette Used in Survey:

A fifty-six year old woman with recent diverticulitis presents with right upper quadrant pain of two week’s
duration, fever, and rigors. CT and ultrasound examinations reveal a complex multiloculated fluid collection in the
liver. Catheter drainage of the abscess is performed. Catheter output is monitored daily. Resolution of the abscess
is measured by clinical condition, imaging studies, and laboratory tests. The patient is followed as an outpatient
and after complete resolution the catheter is removed.

Description of Pre-Service Work:

(See attachment)

Description of Intra-Service Work:

(See attachment)

Description of Post-Service Work:

(See attachment)




CPT Code: 470XX (K6

SURVEY DATA

Specialty: _Society of Cardiovascular & Interventional Radiology

Sample Size: 76 Response Rate: _49% (n=37) _ Median RVW: 8.50
25th Percentile RVW: _7.35 75th Percentile RVW: 9.75 Low: 5.00 High: 12.55
Median Pre-Service Time: 45 Median Intra-Service Time: _60

25th Percentile Intra-Svc Time: 50 _ 75th Percentile Intra-Sve Time: 75 _ Low: 20 High: 120

Median Post-Service Time: . Total Time ~ Number of Visits
Day of Procedure: 30 |
ICU: 30 | 2
Other Hospital: 60 4
Office: 40 2

Specialty: _American College of Radiology

Sample Size: 110 Response Rate: _25% (n=28) _ Median RVW: 8.50
25th Percentile RVW: 6.28 75th Percentile RVW: _10.00 Low: _10.00 High: 13.00
Median Pre-Service Time: _30 Median Intra-Service Time: _60

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Sve Time: 70 Low: 35 High: 90

Median Post-Service Time: Total Time  Number of Visits
Day of Procedure: 20
ICU: 20 3
Other Hospital: 55 5

Office: 25 1.5




CPT Code: 470XX (K6

KEY REFERENCE SERVICES
RVW
CPT Code CPT Descriptor 1996 1997 Societies
1) 47510 Introduction of percutaneous transhepatic catheter for 739 739 SCVIR/ACR
biliary drainage
2) 47511 Introduction of percutaneous transhepatic stent for 991 991 SCVIR
internal and external biliary drainage - ’

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median Median Technical Median
Code Pre-Time Intra-Time Post-Time Mental Effort | Skill & Physical Psychological
& Judgement Effort Stress
SCVIR | ACR | SCVIR | ACR SCVIR | ACR | SCVIR | ACR SCVIR ACR SCVIR ACR
470XX 45 30 60 60 30 20 4 4 4 4 4 4
47510 50 45 90 90 30 30 4 4 4 4 4 4
47511 60 n/a 100 n/a 25 n/a 4 n/a 4 n/a 4 n/a
SCVIR ACR
Number of times performed in last 12 months (median) 6 5
Agree with vignette? : 97% 96%
ADDITIONAL RATIONALE

The recommended RVW is based 6n the survey median RVWs from the SCVIR and the ACR, weighted by the
number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? _47010 |

How often do physicians in your specialty perform this servic?e? X Commonly _ Sometimes _ Rarely
Estimate the number of times this service might be provided nationally in :'«1 one-year period? ____

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




Clinical Description of Service and Vignette

Code 470XX:  Hepatotomy; for percutaneous drainage of abscess or cyst, one or
two stages

Clinical Vignette: A fifty-six year old woman with recent diverticulitis presents with right upper
quadrant pain of two week’s duration, fever, and rigors. CT and ultrasound examinations reveal a
complex multiloculated fluid collection in the liver. Catheter drainage of the abscess is performed.
Catheter output is monitored daily. Resolution of the abscess is measured by clinical condition, imaging
studies, and laboratory tests. The patient is followed as an outpatient and after complete resolution the
catheter is removed.

Description of Physician Work Associated With This Procedure:

Include These Services Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)
Pre-Service Work * Review previous

diagnostic studies, clinical
findings, and laboratory
data.

¢ Examine patient

* Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

* Discuss procedure with
patient’s family and other
physicians.

(Continued on next page)



Code 470XX

Description of Physician Work Associated With This Procedure (Cont.):

Intra-Service Work

Include These Services | Exclude These Services
In Your Work RVU in Your Work RVU
Estimate (Only If You "Estimate
Perform Them) (These services are
separately reportable.)
* Direct the placement of Abdominal ultrasound to

hemodynamic ECG and
pulse oximetry monitors.

*  Order L.V. antibiotics and
conscious sedation.

¢ Prep and drape patient.

*  Select and anesthetize
approach site(s).

¢ Position needle(s) and
insert into collection(s).

*  Aspirate fluid (e.g. pus)
and send for evaluation.

* Inject contrast and pass
guidewire(s) into
collection(s).

* Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

¢ Secure catheter(s) and
place to gravity drainage.

determine best approach
to abscess, drainage
needle insertion, for and
confirmation of
positioning (code 75989;
RVW=1.19)

Routine Post-Service
Work

*  Write operative
notes/orders.

* Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,

etc.

* Discharge of patient from
hospital.

* Post-hospital office visits.
(Please report frequency

and level of office visits
on questionnaire.)
* Remove catheter(s).

Contrast injection with
imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if performed.
Exchange drainage
catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if performed.
Post drainage imaging
(e.g. CT, ultrasound), if
performed.




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American Society of Radiology
Society of Cartiovascular and Interventional Radiology

CPT Code: 4851X Tracking Number: K8 Global Period: 090 Recommended RVW: 10.00

CPT Descriptor: External drainage, pseudocyst of pancreas; percutaneous (for radiological supervision
and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: A forty-eight year old man with a history of alcoholism and pancreatitis
presents with abdominal pain, fever, vomiting, and early satiety. A CT examination had previously
revealed a 7 cm pseudocyst in the body of the pancreas, compressing the posterior wall of the stomach.
A drainage catheter is placed. Catheter output is monitored daily. Resolution of the abscess is

measured by clinical condition, imaging studies, and laboratory tests. The patient is followed as an
outpatient and after complete resolution the catheter is removed.

Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 4851X

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110__ Response Rate (%): N =27 (25%)  Median RVW: 10.0

25th Percentile RVW: 8.0 75th Percentile RVW: 11.5 Lowest RVW: 5.2 Highest RVW: 13.2
Median Pre-Service Time: __30 minutes Median Intra-Service Time: __60 minutes
25th Percentile Intra-Service Time: 50 minutes

75th Percentile Intra-Service Time: _75 minutes

Lowest Intra-Service Time: _35 minutes

Highest Intra-Service Time: 120 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU: 65 5
Other Hospital: 30 3
Office: 45 3
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76 Response Rate (%): _49% (N =37) Median RVW: __10

25th Percentile RVW: _8.6 75th Percentile RVW: 11.22 Lowest RVW: 5.1 Highest RVW:_14
Median Pre-Service Time: _ 50 minutes Median Intra-Service Time: _65 minutes

25th Percentile Intra-Service Time: _55 minutes

75th Percentile Intra-Service Time: _90 minutes

Lowest Intra-Service Time: 30 minutes

Highest Intra-Service Time: 120 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 30
ICU: 2

30
Other Hospital: 60 4
60

Office:




Code: 4851X

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 1996 (1997) RVW Societies
1) 47510 Introduction of percutaneous transpepatic 7.39 (7.39) ACR/SCVIR
catheter for binary drainage
2) 47511 Introduction of percutaneous transhepatic 9.91 (9.19) SCVIR
stent or internal and external biliary drainage
3) 43750  Percutaneous placement of gastronomy tube 571 (4.27) SCVIR

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services

listed above.

PT Code Median Median Median Median Median Median
Pre-Time | Intra-Time | Post-Time Mental Technical |Psychological
Effort & | Skill & Stress
Judgment Physical
Effort
JACR SCVIR J ACR SCVIR | ACR SCVIR | ACR SCVIR ACR SCVIR ACR SCVIR

m—-n-

-llll

, ACR SCVIR
[Number of times performed in last 12 months (median) 5 6
Yes (100%, N=27)§ Yes (86%,N=32)
No (14%, N=5)

Agree with vignette?

ADDITIONAL RATIONALE
The recommended RVW is based on the survey median RVWs from the ACR and the SCVIR, weighted
by the number of survey respondents to the respective surveys. :

FREQUENCY INFORMATION

48510

How was this service previously reported?
How often do physicians in your specialty perform this service?

Sometimes

Commonly _X_ Rarely

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

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




Clinical Description of Service and Vignette

Code 4851X: External drainage, pseudocyst of pancreas; percutaneous

Clinical Vignette: A forty-eight year old man with a history of alcoholism and pancreatitis
presents with abdominal pain, fever, vomiting, and early satiety. A CT examination had previously
revealed a 7 cm pseudocyst in the body of the pancreas, compressing the posterior wall of the stomach.

A drainage catheter is placed. Catheter output is monitored daily. Resolution of the abscess is

measured by clinical condition, imaging studies, and laboratory tests. The patient is followed as an

outpatient and after complete resolution the catheter is removed.

Description of Physician Work Associated With This Procedure:

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Pre-Service Work

* Review previous
diagnostic studies,
clinical findings, and
laboratory data.

* Examine patient

¢ Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

¢ Discuss procedure with
patient’s family and
other physicians.




Code 4851X

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Intra-Service Work

¢ Direct the placement of
hemodynamic ECG and
pulse oximetry monitors.

® Order LV. antibiotics and
conscious sedation.

* Prep and drape patient.

* Select and anesthetize
approach site(s).

* Position needle(s) and
insert into collection(s).

* Aspirate fluid (e.g. pus) -

and send for evaluation.

* Pass guidewire(s) into
collection(s).

¢ Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

s  Secure catheter(s) and
place to gravity
drainage.

¢ Abdominal CT to

determine best approach
to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1.19)

Routine Post-Service
Work

* Write operative
notes/orders.

e Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

* Discharge of patient from
hospital.

e Post-hospital office
visits. (Please report
frequency and level of
office visits on
questionnaire.)

¢ Remove catheter(s).

¢ Contrast injection with

imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if
performed.

* Exchange drainage

catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if
performed.

* Post drainage imaging

(e.g. CT, ultrasound), if
performed.
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Society of Cardiovascular & Interventional Radiology
American College of Radiology

CPT Code: 49021  Tracking Number:  Global Period: 090 Recommended RVW: 8.66

CPT Descriptor: Drainage of peritoneal abscess or localized peritonitis; percutaneous (For radiological supervision
and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE

Vignette Used in Survey:

A fifty-eight year old man, one week status-post Whipple procedure for pancreatic carcinoma, develops sepsis
requiring intubation and pressor support. Abdominal CT examination reveals a 5 cm peritoneal abscess that is
walled off from the indwelling surgical drains. Catheter drainage of the abscess is performed under combined
ultrasound/fluoroscopic guidance. Catheter output is monitored daily. Resolution of the abscess is measured by
clinical condition, imaging studies, and laboratory tests. The patient is followed as an outpatient and after complete
resolution the catheter is removed.

Description of Pre-Service Work:

(See attachment)

Description of Intra-Service Work:

(See attachment)

Description of Post-Service Work:

(See attachment)




CPT Code: 49021

SURVEY DATA

Specialty: Society of Cardiovascular & Interventional Radiology

Sample Size: _76 Response Rate: _49% (n=37)  Median RVW: 8.80

25th Percentile RVW: _7.00 75th Percentile RVW: 9.06 Low: 4.30 High: 12.00

Median Pre-Service Time: 45 Median Intra-Service Time: 60

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Sve Time: 80  Low: 30 High: 90

Median Post-Service Time: . Total Time = Number of Visits
Day of Procedure: 30
. ICU: . 30 2
‘Other Hospital: 50 4
Office: 325 2

Specialty: _American Coilege of Radiology

Sample Size: 110 . Response Rate: _24% (n=26) Median RVW: 8.46
25th Percentile RVW: 6.05 75th Percentile RVW: _10.00 Low: 4.30 High: 11.00
Median Pre-Service Time: 30 Median Intra-Service Time: _60

25th Percentile Intra-Sve Time: 45 _ 75th Percentile Intra-Svc Time: 60  Low: 30 High: 90

_Median Post-Service Time: Total Time _ Number of Visits
Day of Procedure: 225
ICU: 20 1.5
Other Hospital: 50 5

Office: 30 2




CPT Code: 49021

KEY REFERENCE SERVICES

CPT Code CPT Descriptor

1) 47510 Introduction of percutaneous transhepatic catheter for
biliary drainage

2) 43750 Percutaneous placement of gastrostomy tube

3) 50392 Introduction of intracatheter or catheter into renal pelvis

for drainage and/or injection, percutaneous

RVW

1996 1997 Societies

739 739 SCVIR

571 427 SCVIR

559 338 ACR

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill & -
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median Median Technical Median
Code Pre-Time Intra-Time Post-Time Mental Effort | Skill & Physical | Psychological
& Judgement Effort Stress
SCVIR [ ACR | SCVIR | ACR SCVIR | ACR | SCVIR | ACR SCVIR ACR SCVIR ACR
49021 45 30 60 60 30 225 |4 4 4 3.5 4 4
47510 50 n/a 90 n/a 30 n/a 4 n/a 4 n/a 4 n/a
43750 30 n/a 45 n/a 20 n/a 3 n/a 3 n/a 3 n/a
50392 na |30 n/a 60 n/a 17.5 | n/a 3 n/a 3 n/a 4
SCVIR ACR
Number of times performed in last 12 months (median) 18 13
Agree with vignette? 92% 95%
ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the SCVIR and the ACR, weighted by the

number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? _49020

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? ____

Is this service performed by many physicians across the United States? X_Yes

_No




Clinical Description of Service and Vignette

Code 49021: Drainage of peritoneal abscess or localized peritonitis;
percutaneous, transabdominal

Clinical Vignette: A fifty-eight year old man, one week status-post Whipple procedure for
pancreatic carcinoma, develops sepsis requiring intubation and pressor support. Abdominal CT
examination reveals a 5 cm peritoneal abscess that is walled off from the indwelling surgical drains.
Catheter drainage of the abscess is performed under combined ultrasound/fluoroscopic guidance.
Catheter output is monitored daily. Resolution of the abscess is measured by clinical condition, imaging
studies, and laboratory tests. The patient is followed as an outpatient and after complete resolution the
catheter is removed.

Description of Physician Work Associated With This Procedure:

Include These Services Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
, separately reportable.)
Pre-Service Work * Review previous

diagnostic studies, clinical

findings, and laboratory

data.

* Examine patient

*  Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

* Discuss procedure with
patient’s family and other
physicians.

(Continued on next page)



Code 49021

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services

Exclude These Services

Intra-Service Work

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)
* Direct the placement of * Abdominal ultrasound to

hemodynamic ECG and
pulse oximetry monitors.

e Order L.V. antibiotics and

conscious sedation.

*  Prep and drape patient.

* Select and anesthetize
approach site(s).

* Position needle(s) and
insert into collection(s).

*  Aspirate fluid (e.g. pus)
and send for evaluation.

¢ Pass guidewire(s) into
collection(s).

* Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

*  Secure catheter(s) and
place to gravity drainage.

determine best approach
- to abscess, drainage

needle insertion, and for
confirmation of
positioning. Fluoroscopy
is used to direct
guidewire into collection.
(code 75989; RVW=1.19)

Routine Post-Service
Work

*  Write operative
notes/orders.

* Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc. .

* Discharge of patient from
hospital.

* Post-hospital office visits.
(Please report frequency
and level of office visits
on questionnaire.)

*  Remove catheter(s).

Contrast injection with
imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if performed.
Exchange drainage
catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if performed.
Post draindge imaging
(e.g. CT, ultrasound), if
performed.




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
Society of Cardiovascular and Interventional Radiology

CPT Code: 4904X Tracking Number: K10  Global Period: 090 Recommended RVW: 8.64

CPT Descriptor: Drainage of subdiaphragmatic or subphrenic abscess; percutaneous (For radiological
supervision and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE:

A thirty-two year old woman, status post recent splenectomy for Hodgkin’s lymphoma, presents with
fever, leukopenia, left shoulder pain, and hiccups. A CT scan reveals a fluid collection in the splenic
fossa with inflammatory changes extending into the bordering muscle, fascia, and subcutaneous tissues.
Catheter drainage of the abscess is performed under combined ultrasound/fluoroscopic guidance.
Catheter output is monitored daily. Resolution of the abscess is measured by clinical condition, imaging
studies, and laboratory tests. The patient is followed as an outpatient and after complete resolution
the catheter is removed.

Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 4904X

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110 Response Rate (%): _N = 27 (25%)  Median RVW: 8.5

25th Percentile RVW: 6.8 75th Percentile RVW: 9.5 Lowest RVW: 1.0 Highest RVW: 11
Median Pre-Service Time: __30 minutes Median Intra-Service Time: _60 minutes
25th Percentile Intra-Service Time: _40 minutes

75th Percentile Intra-Service Time: 75 minutes

Lowest Intra-Service Time: _10 minutes

Highest Intra-Service Time: 160 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 30
ICU: 30 2
Other Hospital: X 4
Office: 20 1
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76 Response Rate (%): _49% (N =37) Median RVW: __8.74

25th Percentile RVW: 7.2 75th Percentile RVW: 9.06 Lowest RVW: _52 Highest RVW:_11
Median Pre-Service Time: __45 minutes Median Intra-Service Time: _60_minutes

25th Percentile Intra-Service Time: 45 minutes

75th Percentile Intra-Service Time: _75 minutes

Lowest Intra-Service Time: 30 minutes

Highest Intra-Service Time: 120 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 30
ICU: 1.75

25
Other Hospital: 50 4
30

Office:




Code: 4904X

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 1996 (1997) RVW . Societies
1) 47510 Introduction of percutaneous transpepatic 7.39 (7.39) SCVIR
catheter for binary drainage
2) 47511 Introduction of percutaneous transhepatic 9.91 (9.11) SCVIR
stent for internal and external biliary drainage
3) 50392 Introduction of intracatheter or catheter 5.59(3.38) ACR

into renal pelvis for drainage and/or
injection, percutaneouus

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services
listed above.

ICPT Code Median Median Median Median Median Median
Pre-Time | Intra-Time | Post-Time Mental Technical |Psychological
Effort & Skill & Stress
Judgment | Physical
. Effort
ACR_SCVIR JACR_SCVIR[ACR SCVIR | ACR_ SCVIR ACR SCVIR J ACR SCVIR

m---

m---

. ACR SCVIR
umber of times performed in last 12 months (median) 5 9
Yes (100%, N=27)]1 Yes (92%, N=34)
No (8%, N=3)

gree with vignette?

ADDITIONAL RATIONALE
The recommended RVW is based on the survey median RVWs from the ACR and the SCVIR, weighted
by the number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? 49040

How often do physicians in your specialty perform this service?

Sometimes

Commonly _X_ Rarely

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

Yes X No,

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



Clinical Description of Service and Vignette

Code 4904X: Drainage of subdiaphragmatic or subphrenic abscess; percutaneous

Clinical Vignette: A thirty-two year old woman, status post recent splenectomy for Hodgkin’s
lymphoma, presents with fever, leukopenia, left shoulder pain, and hiccups. A CT scan reveals a fluid
collection in the splenic fossa with inflammatory changes extending into the bordering muscle, fascia,

and subcutaneous tissues. Catheter drainage of the abscess is performed under combined

ultrasound /fluoroscopic guidance. Catheter output is monitored daily. Resolution of the abscess is
measured by clinical condition, imaging studies, and laboratory tests. The patient is followed as an

outpatient and after complete resolution the catheter is removed.

Description of Physician Work Associated With This Procedure:

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

| Pre-Service Work

* Review previous
diagnostic studies,
clinical findings, and
laboratory data.

e Examine patient

* Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

¢ Discuss procedure with
patient’s family and
other physicians.




Code 4904X

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Intra-Service Work

¢ Direct the placement of .
hemodynamic ECG and
pulse oximetry monitors.

¢ Order LV. antibiotics and
conscious sedation.

e Prep and drape patient.

* Select and anesthetize
approach site(s).

¢ Position needle(s) and
insert into collection(s).

* Aspirate fluid (e.g. pus)
and send for evaluation.

e Pass guidewire(s) into
collection(s).

e Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

* Secure catheter(s) and

place to gravity
drainage.

¢ Abdominal ultrasound to

determine best approach
to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1.19).

Routine Post-Service
Work

* Write operative
notes/orders.

* Discuss results with
patient, his/her family,
and other physicians.

¢ Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

e Discharge of patient from
hospital.

¢ Post-hospital office
visits. (Please report
frequency and level of
office visits on
questionnaire.)

* Remove catheter(s).

¢ Contrast injection with

imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if
performed.

¢ Exchange drainage

catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if
performed.

¢ Post drainage imaging

(e.g. CT, ultrasound), if
performed.




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Society of Cardiovascular & Interventional Radiology
American College of Radiology

CPT Code: 4906X  Tracking Number: (K12) Global Period: 090 Recommended RVW: 9.31

CPT Descriptor: Drainage of retroperitoneal abscess; percutaneous (For radiological supervision and
interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE

Vignette Used in Survey:
A sixty-eight year old woman presents with back pain, leg weakness, and fever. CT examination reveals a
destructive process at L3-L4 with extensive low-density collections involving the right psoas and iliacus muscles.
Her PPD is positive. Anti-mycobacterial therapy is initiated, without clinical improvement. Drainage catheters are
placed under CT guidance. Catheter output is monitored daily. Resolution of the abscess is measured by clinical
condition, imaging studies, and laboratory tests. The patient is followed as an outpatient and after complete
resolution the catheter is removed.

Description of Pre-Service Work:

(See attachment)

Description of Intra-Service Work:

(See attachment)

Description of Post-Service Work:

(See attachment)




CPT Code: 4906X (K12)

SURVEY DATA

Specialty: _Society of Cardiovascular & Interventional Radiology

Sample Size: 76 Response Rate: _47% (n=36)  Median RVW: 9.25

25th Percentile RVW: 7.10 75th Percentile RVW: _10.50 Low: 5.00 High: _15.00

Median Pre-Service Time: 45 Median Intra-Service Time: 60

25th Percentile Intra-Sve Time: 58  75th Percentile Intra-Sve Time: 90 _ Low: 30  High: :110

Median Post-Service Time: Total Time _  Number of Visits

Day of Procedure: 30

ICu: 20 1

Other Hospital: 575 4

Office: 35 2

Specialty: _American College of Radiology

Sample Size: 110 Response Rate: _24% (n=26)  Median RVW: 9.40
25th Percentile RVW: _7.00 75th Percentile RVW: _10.55 Low: _1.00 High: 11.50
Median Pre-Service Time: 30 Median Intra-Service Time: 60

25th Percentile Intra-Svc Time: 45 _ 75th Percentile Intra-Svc Time: 60  Low: 40 High: 110

‘Median Post-Service Time: Total Time = Number of Visits
Day of Procedure: 25
ICU: 22.5 2
Other Hospital: 60 4

Office: 25 2




CPT Code: 4906X (K12

KEY REFERENCE SERVICES
RVW
CPT Code CPT Descriptor 1996 1997 Societies

1) 47511 Introduction of percutaneous transhepatic stent for 991 991 SCVIR
internal and external biliary drainage

2) 47510 Introduction of percutaneous transhepatic catheter for 739 739 SCVIR
biliary drainage '

3) 50392 " Introduction of intracatheter or catheter into renal pelvis 559 338 ACR

for drainage and/or injection, percutaneous

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median Median Technical Median
Code Pre-Time Intra-Time Post-Time Mental Effort | Skill & Physical Psychological
& Judgement Effort Stress
SCVIR | ACR SCVIR | ACR SCVIR | ACR |.SCVIR | ACR SCVIR ACR SCVIR ACR
4906X 45 30 60 60 30 25 4 4 4 4 4 4
47511 60 n/a 100 n/a 25 n/a 4 na |4 n/a 4 n/a
47510 50 n/a 90 n/a 30 n/a 4 n/a 4 n/a 4 n/a
50392 n/a 30 n/a 55 n/a 15 n/a 3 n/a 3 n/a 3
SCVIR ACR
Number of times performed in last 12 months (median) 10 6
Agree with vignette? 86% 95%
ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the SCVIR and the ACR, weighted by the
number of survey respondents to the respective surveys. -

FREQUENCY INFORMATION

How was this service previously reported? _49060

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? ____

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




Clinical Description of Service and Vignette

Code 4906X:  Drainage of retroperitoneal abscess; percutaneous

Clinical Vignette: A sixty-eight year old woman presents with back pain, leg weakness, and fever.
CT examination reveals a destructive process at L3-L4 with extensive low-density collections involving
the right psoas and iliacus muscles. Her PPD is positive. Anti-mycobacterial therapy is initiated,
without clinical improvement. Drainage catheters are placed under CT guidance. Catheter output is
monitored daily. Resolution of the abscess is measured by clinical condition, imaging studies, and
laboratory tests. The patient is followed as an outpatient and after complete resolution the catheter is
removed.

Description of Physician Work Associated With This Procedure:

Include These Services Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
: separately reportable.)
Pre-Service Work * Review previous

diagnostic studies, clinical

findings, and laboratory

data.

‘| * Examine patient

* Explain risks, benefits,
and alternatives to
patient.

* Obtain informed consent.

* Discuss procedure with
patient’s family and other
physicians.

(Continued on next page)



Code 4906X

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services

Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
_ separately reportable.)
Intra-Service Work Direct the placement of * Abdominal CT to
hemodynamic ECG and determine best approach

pulse oximetry monitors.
Order L.V. antibiotics and
conscious sedation.

Prep and drape patient.
Select and anesthetize
approach site(s).
Position needle(s) and
insert into collection(s).
Aspirate fluid (e.g. pus)
and send for evaluation.
Pass guidewire(s) into
collection(s).

Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

Aspirate and irrigate
abscess(es).

Secure catheter(s) and
place to gravity drainage.

to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1,19).

Routine Post-Service
Work

Write operative
notes/orders.

Discuss results with
patient, his/her family,
and other physidians.
Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

Discharge of patient from
hospital.

Post-hospital office visits.
(Please report frequency
and level of office visits
on questionnaire.)
Remove catheter(s).

Contrast injection with
imaging [codes 49XX1
(RVW=TBD) and 76080 .
(RVW=0.54)), if performed.
Exchange drainage
catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)], if performed.
Post drainage imaging
(e.g. CT, ultrasound), if
performed.




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
Society of Cardiovascular and Interventional Radiology

CPT Code: 500XX Tracking Number: K14  Global Period: 090 Recommended RVW: 9.39

CPT Descriptor: Drainage of perirenal or renal abscess; percutaneous (For radiological supervision and
interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE:

A thirty-eight year old man presents with a 7 day history of fever, tachycardia, rigors, flank pain,
and pyuria. CT had previously identified a renal pelvic calculus and a complex, low-density, gas-
containing collection extending from the left upper pole into the perirenal space with extensive
inflammation of the surrounding fascia and extension of the abscess into the anterior pararenal space.
Drainage catheters are placed under CT guidance. Catheter output is monitored daily. Resolution of

the abscess is measured by clinical condition, imaging studies, and laboratory tests. The patient is
followed as an outpatient and after complete resolution the catheter is removed. |

Description of Pre-Service Work:

See Attachmnent

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 500XX

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110 Response Rate (%): _N = 28 (25%)  Median RVW: 9.25

25th Percentile RVW: 6.7 75th Percentile RVW: 11.11Lowest RVW: 1.0 Highest RVW: 60
Median Pre-Service Time: _ 30 minutes Median Intra-Service Time: __60 minutes
25th Percentile Intra-Service Time: _45 minutes

75th Percentile Intra-Service Time: _72.5 minutes

Lowest Intra-Service Time: _40 minutes

Highest Intra-Service Time: 100 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU: 20 1
Other Hospital: &0 4
Office: 25 15
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76 Response Rate (%): _49% (N = 37) Median RVW: 9.5

25th Percentile RVW: _7.25 75th Percentile RVW: 11.5 Lowest RVW: 4.8 Highest RVW: 15
Median Pre-Service Time: __45 minutes Median Intra-Service Time: _75 minutes

25th Percentile Intra-Service Time: _60 minutes

75th Percentile Intra-Service Time: _90 minutes

Lowest Intra-Service Time: _30 minutes

Highest Intra-Service Time: 100 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 30
ICU: ' 22.5 ’ 1
Other Hospital: 45 4

Office: 40 2




Code: 500XX

KEY REFERENCE SERVICE(S):

CPT Code

1) 47510

2) 50392

CPT Descriptor

Introduction of percutaneous transpepatic

catheter for binary drainage

Introduction of intracatheter or catheter

1996 (1997) RVW Societies
7.39 (7.39) ACR/SCVIR
5.59 (3.38) SCVIR

into renal pelvis for drainage and/or injection

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services

listed above.

PT Code Median Median Median Median Median Median
Pre-Time | Intra-Time | Post-Time Mental Technical |Psychological
Effort & Skill & Stress
Judgment | Physical
. Effort
IACR SCVIR J ACR SCVIR| ACR SCVIR J ACR SCVIRJACR SCVIR | ACR SCVIR
500XX 30 45 60 75 20 30 4 4 4 4 4 4
47510 37.5 30 82.5 90 225 30 3.5 4 4 4 4 4
50392 NA 25 NA 45 NA 20 NA 3 NA 3 NA 3
ACR SCVIR
[Number of times performed in last 12 months (median) 4 6

Agree with vignette?

Yes (100%, N=28)

Yes (100%, N=28)

No (5%, N=2)

ADDITIONAL RATIONALE
The recommended RVW is based on the survey median RVWs from the ACR and the SCVIR, weighted
by the number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported?

-50020

How often do physicians in your specialty perform this service?

Commonly _X_

Sometimes

Rarely

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

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

X




Clinical Description of Service and Vignette
Code 500XX:  Drainage of perirenal or renal abscess; percutaneous

Clinical Vignette: A thirty-eight year old man presents with a 7 day history of fever,

tachycardia, rigors, flank pain, and pyuria. CT had previously identified a renal pelvic calculus and a
complex, low-density, gas-containing collection extending from the left upper pole into the perirenal
space with extensive inflammation of the surrounding fascia and extension of the abscess into the
anterior pararenal space. Drainage catheters are placed under CT guidance. Catheter output is
monitored daily. Resolution of the abscess is measured by clinical condition, imaging studies, and
laboratory tests. The patient is followed as an outpatient and after complete resolution the catheter is
removed.

Description of Physician Work Associated With This Procedure:

Include These Services | Exclude These Services
In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)

| Pre-Service Work * Review previous
diagnostic studies,
clinical findings, and
laboratory data.

¢ Examine patient

e Explain risks, benefits,
and alternatives to
patient.

e  Obtain informed consent.

* Discuss procedure with
patient’s family and
other physicians.




Code 500XX

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Intra-Service Work

e Direct the placement of
hemodynamic ECG and
pulse oximetry monitors.

* Order LV. antibiotics and
conscious sedation.

* Prep and drape patient.

* Select and anesthetize
approach site(s).

¢ Position needle(s) and
insert into collection(s).

e Aspirate fluid (e.g. pus)
and send for evaluation.

* Pass guidewire(s) into
collection(s).

e Dilate tract over

guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

*  Secure catheter(s) and
place to gravity
drainage.

¢ Abdominal CT to

determine best approach
to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1.19).

Routine Post-Service
Work

* Write operative
notes/orders.

* Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

* Discharge of patient from
hospital.

* Post-hospital office
visits. (Please report
frequency and level of
office visits on
questionnaire.)

¢ Remove catheter(s).

* Contrast injection with

" imaging [codes 49XX1
(RVW=TBD) and 76080
(RVW=0.54)], if
performed.

* Exchange drainage

catheter with imaging
guidance [codes 45XX2
(RVW=TBD)and 75984
(RVW=0.72)], if
performed.

¢ Post drainage imaging

(e.g. CT, ultrasound), if
performed.




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
Society of Cardiovascular and Interventional Radiology
American College of Obstetricians and Gynecologists

CPT Code: 588XX Tracking Number: K17  Global Period: 090 Recommended RVW:

CPT Descriptor:  Drainage of pelvic abscess, transvaginal or transrectal approach; percutaneous (e.g.
ovarian, pericolic) (For radiological supervision and interpretation, see 75989)

CLINICAL DESCRIPTION OF SERVICE:

A twenty-five year old woman with pelvic pain, fever, and clinical signs of sepsis. An ultrasound
examination reveals a complex cystic collection involving the right fallopian tube and ovary. The left
ovary is surgically absent as a result of a prior infection. Catheter drainage of the collection is
performed under combined ultrasound/fluoroscopic guidance. Catheter output is monitored daily.

Resolution of the abscess is measured by clinical condition, imaging studies, and laboratory tests. The '
patient is followed as an outpatient and after complete resolution the catheter is removed.

~ Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 588XX

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110 _ Response Rate (%): _N = 24 (22%) Median RVW: 7.75

25th Percentile RVW: 6.0 75th Percentile RVW: 9.28Lowest RVW: 3.96 Highest RVW: 12
Median Pre-Service Time: __30 minutes Median Intra-Service Time: __60 minutes
25ti1 Percentile Intra-Service Time: _50 minutes

75th Percentile Intra-Service Time: _77.5 minutes

Lowest Intra-Service Time: _30 minutes

Highest Intra-Service Time: _100 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU: 20 1
Other Hospital: S0 4
Office: 20 1
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76 Response Rate (%): _42% (N =32) Median RVW: __7.13

25th Percentile RVW: 5.95 75th Percentile RVW: 8.5 Lowest RVW: _3 Highest RVW:_12.5
Median Pre-Service Time: __45 minutes Median Intra-Service Time: _60 minutes

25th Percentile Intra-Service Time: _56 minutes

75th Percentile Intra-Service Time: _90 minutes

Lowest Intra-Service Time: 30 minutes

Highest Intra-Service Time: _100 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 30
ICU: 15 0.35
‘Other Hospital: 50 4

Office: 30 2




Code: 588XX

Specialty: American College of Obstetricians and Gynecologists

Sample Size: _35 Response Rate (%): _N=13 (37%) Median RVW: __ 428

25th Percentile RVW: 4.12 75th Percentile RVW: 4.75 Lowest RVW: __3.5  Highest RVW:_7
Median Pre-Service Time: __60 minutes ‘Median Intra-Service Time: _45 minutes

25th Percentile Intra-Service Time: _40 minutes

75th Percentile Intra-Service Time: _60 minutes

Lowest Intra-Service Time: _0 minutes

Highest Intra-Service Time: _120 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 20
ICU:
Other Hospital: 60 5

Office: 45 35




Code: 588XX

KEY REFERENCE SERVICE(S):

CPT Code

1) 47510

2) 43750

3) 58820

4) 45000

5) 57010
6) 57020

7) 58822

CPT Descriptor

Introduction of percutaneous transpepatic

catheter for binary drainage

Percutaneous placement of Gastrostomy tube

Drainage of ovarian abscess; vaginal

approach

Transrectal drainage of pelvic abscess

Colpotomy; with drainage of pelvic abscess

Colpocentesis (separate procedure)

Drainage of ovarian abscess; abdominal

approach

1996 (1997) RVW Sccieties
7.39 (7.39) ACR/SCVIR
5.71(4.27) SCVIR
3.96 (3.96) ACOG
4.28(4.28) ACOG
5.41 (5.41) ACOG
1.5 (1.5) ACOG
6.18 (9.06) ACOG

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services

listed above.

ICPT Code Median Median Median Median Median Median
Pre-Time | Intra-Time | Post-Time Mental Technical |Psychological
Effort & Skill & Stress
Judgment Physical
A Effort
ACR SCVIR fACR SCVIR|ACR SCVIR ACR SCVIR ACR SCVIR ACR SCVIR
588XX 30

43750

mm--n--n

ACOG
CPT Code Median Median Median Median Median Median
Pre-Time | Intra-Time | Post-Time Mental Technical | Psychological
Effort & | Skill & Stress
Judgment Physical
Effort
588XX 60 45 20 4 3 3
58820 60 40 25 3.5 3 3
45000 45 45 20 4 3 3.5
57010 120 67.5 30 3 3 3
57020 30 20 15 2 2 2
58822 75 75 30 45 4.5 3




Code: 588XX

ACR SCVIR ACOG
[Number of times performed in last 12 months (median) 3 5 1
[Agree with vignette? Yes (100%, N=28) | Yes (78%, N=25) | Yes (92%, N=12) |
_No (22%, N=7) No (7%, N=1)

ADDITIONAL RATIONALE

FREQUENCY INFORMATION
How was this service previously reported? 58820
How often do physicians in your specialty perform this service?

Commonly _X_ Sometimes Rarely

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

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

No




AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
Society of Cardiovascular and Interventional Radiology

CPT Code: 49XX1 Tracking Number: K18  Global Period: 000 Recommended RVW: 0.83

CPT Descriptor: Contrast injection for assessment of abscess or cyst via previously placed catheter
(separate procedure) (For radiological supervision and interpretation, see 76080)

CLINICAL DESCRIPTION OF SERVICE:

A sixty-five year old man with a previously drained postoperative abdominal abscess is seen.
Catheter output has recently changed; after having decreased to 15-20 ml/day, three days after
drainage, the output has markedly increased to 80-100 cc/day. The patient is afebrile. The drainage
catheter is injected with contrast to document the size of the abscess cavity and the presence or absence
of fistulae to bowel or adjacent structures.

Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 49XX1

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: _110 Response Rate (%): _26% (N = 29) Median RVW: 0.90

25th Percentile RVW: (.80 75th Percentile RVW: 1.10 Lowest RVW: 0.62 Highest RVW: 3.61
Median Pre-Service Time: __10 minutes— Median Intra-Service Time: __15 minutes

25th Percentile Intra-Service Time: _10 minutes

75th Percentile Intra-Service Time: _20 minutes

Lowest Intra-Service Time: _10 minutes

Highest Intra-Service Time: _30 minutes

Median Post-Service Time: Total Time Number of Visits
Day of Procedure: 10
ICU: 0 0
Other Hospital: Q 0
Office: ‘ 0 0
Specialty: Society of Cardiovascular and Interventional Radiology

Sample Size: _76 Response Rate (%): _47% (N =36) Median RVW: __0.78

25th Percentile RVW: _0.76 75th Percentile RVW: 0.9625 Lowest RVW: _0.75 Highest RVW:_2
Median Pre-Service Time: __15 minutes Median Intra-Service Time: _15 minutes

25th Percentile Intra-Service Time: _10 minutes

75th Percentile Intra-Service Time: _30 minutes

Lowest Intra-Service Time: 0 minutes

Highest Intra-Service Time: 45 minutes

Median Post-Service Time: ‘ Total Time Number of Visits
Day of Procedure: 10
ICU: 0 0
Other Hospital: 0 0

Office: 0 0




Code: 49XX1

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor 1996 (1997) RVW Societies
1) 47505  Injection procedure for cholanglography 0.76 (0.76) SCVIR

through an existing catheter (eg, percutaneous
transpepatic or T-tube)

2) 20501 Injection of sinus tract; diagnostic (sinogram) 0.76 (0.76) SCVIR

3) 50394  Injection procedure for pyelography (as 0.76(0.76) ACR
nephrostogram, pyelostogram, antegrade
pyeloureterograms) through nephrostomy or
pyelostomy tube, or indwelling ureteral catheter.

4) 47500 Injection procedure for percutaneous 1.96 (1.96) ACR
transhepatic cholangiography

5) 51600 Injection procedure for cystography or 0.88 (0.88) ACR
voiding urethrocystography

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services
listed above.

ICPT Code Median Median Median Median Median Median
Pre-Time [ Intra-Time | Post-Time Mental Technical ]Psychological
Effort & Skill & Stress
Judgment Physical
Effort
ACR SCVIR ACR scvm ACR SCVIR ACR scvm ACR scva ACR SCVIR

--
| 20501 |INA] 15 INAJ175INAL 75 INAY 2 INAT 2 |NAJ 2 |

| 50304 ] 10 INa] 15 [NaJ 0 [NA] 15 INAL LS INAT 15 [NA
---

ACR : SCVIR
[Number of times performed in last 12 months (median) 35 40
|Agree withvignette? Yes (95%, N=20) | Yes (97%, N=35)
No (5%, N=1) No (3%, N=1)

ADDITIONAL RATIONALE ‘
The recommended RVW is based on the survey median RVWs from the ACR and the SCVIR, weighted
by the number of survey respondents to the respective surveys.




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 performed nationally
in a one-year period?

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

Yes X No

Code: 49XX1




Clinical Description of Service and Vignette

Code 588XX:  Drainage of pelvic abscess, transvaginal or transrectal approach;
percutaneous (e.g. ovarian, pericolic)

Clinical Vignette: A twenty-five year old woman with pelvic pain, fever, and clinical signs of
sepsis. An ultrasound examination reveals a complex cystic collection involving the right fallopian
tube and ovary. The left ovary is-surgically absent as a result of a prior infection. Catheter drainage of
the collection is performed under combined ultrasound/fluoroscopic guidance. Catheter output is
monitored daily. Resolution of the abscess is measured by clinical condition, imaging studies, and
laboratory tests. The patient is followed as an outpatient and after complete resolution the catheter is
removed.

Description of Physician Work Associated With This Procedure:

Include These Services | Exclude These Services
In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)

Pre-Service Work * Review previous
diagnostic studies,
clinical findings, and
laboratory data.

* Examine patient

* Explain risks, benefits,
and alternatives to
patient.

*  Obtain informed consent.

* Discuss procedure with
patient’s family and
other physicians.




Code 588XX

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

Intra-Service Work

e Direct the placement of
hemodynamic ECG and
pulse oximetry monitors.

e Order LV. antibiotics and
conscious sedation.

¢ Prep and drape patient.

e Select and anesthetize
approach site(s).

¢ Position needle(s) and
insert into collection(s).

e Aspirate fluid (e.g. pus)
and send for evaluation.

* Pass guidewire(s) into
collection(s).

¢ Dilate tract over
guidewire(s) and place
appropriate size and
configuration drainage
catheter(s).

* Aspirate and irrigate
abscess(es).

* Secure catheter(s) and
place to gravity
drainage.

e Abdominal ultrasound to

determine best approach
to abscess, drainage
needle insertion, and for
confirmation of
positioning (code 75989;
RVW=1.19).

Routine Post-Service
Work

* Write operative
notes/orders.

* Discuss results with
patient, his/her family,
and other physicians.

* Daily ward rounds to
assess patient, check
catheter(s), irrigate
tube(s), change dressings,
etc.

* Discharge of patient from
hospital.

* Post-hospital office
visits. (Please report
frequency and level of
office visits on
questionnaire.)

¢ Remove catheter(s).

¢ Contrast injection with

imaging [codes 49XX1 -
(RVW=TBD) and 76080
(RVW=0.54)], if
performed.

e Exchange drainage

catheter with imaging
guidance [codes 49XX2
(RVW=TBD)and 75984
(RVW=0.72)}, if
performed.

* Post drainage imaging

(e.g. CT, ultrasound), if
performed.




Clinical Description of Service and Vignette
Code 49XX1:  Contrast injection for assessment of abscess or cyst via previously
placed catheter (separate procedure)

Clinical Vignette: A sixty-five year old man with a previously drained postoperative abdominal
abscess is seen. Catheter output has recently changed; after having decreased to 15-20 ml/day, three
days after drainage, the output has markedly increased to 80-100 cc/day. The patient is afebrile. The
drainage catheter is injected with contrast to document the size of the abscess cavity and the presence or
absence of fistulae to bowel or adjacent structures.

Note: This code is not intended to be used at the time of original percutaneous or
open abscess drainage either by the same physician or a different physician. It also
can be used for diagnostic evaluation of patients with previously performed
percutaneous or open abscess drainages.

Description of Physician Work Associated With This Procedure:

Include These Services
In Your Work RVU
Estimate (Only If You
Perform Them)

Exclude These Services
in Your Work RVU
Estimate
(These services are
separately reportable.)

.Pre—Service Work

* Review previous
diagnostic studies,
clinical findings, and
laboratory data.

* Examine patient

Intra-Service Work

* Direct the placement of
hemodynamic ECG and
pulse oximetry monitors.

* Order LV. antibiotics and
conscious sedation.

¢ Prep and drape patient.

* Inject contrast material
into cavity.

* The flow of contrast

material and filling of
the cavity are observed.
fluoroscopically and spot
films in multiple
projections are obtained to
document cavity size and
presence or absence of
fistulae (code 76080;
RVW=0.54).

Post-Service Work

* Re-secure catheter to skin
and attach drainage bag.

¢ Write operative
notes/orders.




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

Society of Cardiovascular & Interventional Radiology
American College of Radiology

CPT Code: 49XX2  Tracking Number: (K19) Global Period: 000 Recommended RVW: 2.72

CPT Descriptor: Exchange of previously placed abscess or cyst drainage catheter under radiological guidance
(separate procedure) (For radiological supervision and interpretation, see 75984)

CLINICAL DESCRIPTION OF SERVICE

Vignette Used in Survey:

A fifty-three year old man with a long history of pancreatitis and extended drainage of a complex pancreatic
abscess/pseudocyst is seen as an outpatient. His catheter output that had been 50 ml/day has reduced dramatically.
He is now febrile and has upper abdominal pain and tenderness. The catheter is aspirated and injected with saline;
the catheter is occluded. The pseudocyst has become loculated and a second chamber only fills through a small
channel. The catheter is exchanged over a guidewire and selective catheters and quidewires are used to cannulate
the small tract between the two locules. Ultimately, the loculated cavity is entered and a catheter is placed for
drainage. Another catheter is positioned in the original cavity.

Description of Pre-Service Work:

(See attachment)

Description of Intra-Service Work:

(See attachment)

Description of Post-Service Work:

(See attachment)




CPT Code: 49XX2 (K19)

SURVEY DATA

‘ Specialty: _Society of Cardiovascular & Interventional Radiology

Sample Size: 76 Response Rate: _49% (n=37) _ Median RVW: 2.50
25th Percentile RVW: _1.70 75th Percentile RVW: 4.00 Low: 0.95 High: 8.00
Median Pre-Service Time: _15 ‘ Median Intra-Service Time: 30

25th Percentile Intra-Svc Time: 30 _ 75th Percentile Intra-Svc Time: 45 Low: 0 High: 60

Median Post-Service Time: Total Time = Number of Visits
Day of Procedure: 15
ICUI: - 0 0
Other Hospital: 5 0
Office: 0 0

Specialty: _American College of Radiology

. Sample Size: 110 Response Rate: _26% (n=29) = Median RVW: 3.00
25th Percentile RVW: _1.70 75th Percentile RVW: 5.00 -~ Low: 0.72 High: 7.22
Median Pre-Service Time: _15 Median Intra-Service Time: 30

25th Percentile Intra-Svc Time: 20 _ 75th Percentile Intra-Sve Time: 45 Low: 15 High: 60

Median Post-Service Time: Total Time = Number of Visits
Day of Procedure: | 15
ICU: 15 1
Other Hospital: 20 2
Office: 30 2




CPT Code: 49XX2 (K19

KEY REFERENCE SERVICES

1)
2)

3)

50398

47525

75984

CPT Code CPT Descriptor

Change of nephrostomy or pyelostomy tube
Change of percutaneous biliary drainage catheter

Change of percutaneous tube or drainage catheter with

contrast monitoring, radiological supervision and
interpretation

RVW
1996 1997 Societies

146 146 SCVIR
541 541 SCVIR

072 072 ACR

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median Median Technical Median
Code Pre-Time Intra-Time Post-Time Mental Effort | Skill & Physical Psychological
& Judgement Effort Stress
SCVIR | ACR | SCVIR | ACR SCVIR | ACR | SCVIR | ACR SCVIR ACR SCVIR ACR
49XX2 15 15 30 30 15 15 3 3 3 3 3 3
50398 10 n/a 20 n/a 10 n/a 2 na |2 n/a 2 n/a
47525 15 n/a 30 n/a 1 n/a 3 n/a 3 n/a 3 n/a
75984 n/a 7.5 n/a 20 n/a 10 n/a 2 n/a 2 n/a 1.5
SCVIR ACR
Number of times performed in last 12 months (median) 20 20

Agree with vignette?

89% 89%

ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the SCVIR and the ACR, weighted by the
number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? _47525

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?

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




Clinical Description of Service and Vignette

Code 49XX2:  Exchange of previously placed abscess or cyst drainage catheter
under radiologic guidance (separate procedure)

Clinical Vignette: A fifty-three year old man with a long history of pancreatitis and extended
drainage of a complex pancreatic abscess/pseudocyst is seen as an outpatient. His catheter output that
had been 50 ml/ day has reduced dramatically. He is now febrile and has upper abdominal pain and
tenderness. The catheter is aspirated and injected with saline; the catheter is occluded. The pseudocyst
has become loculated and a second chamber only fills through a small channel. The catheter is
exchanged over a guidewire and selective catheters and quidewires are used to cannulate the small tract
between the two locules. Ultimately, the loculated cavity is entered and a catheter is placed for
drainage. Another catheter is positioned in the original cavity.

Note: This code is not intended to be used at the time of original percutaneous or open
abscess drainage either by the same physician or a different physician. It also can be
used for diagnostic evaluation of patients with previously performed percutaneous or
open abscess drainages.

Description of Physician Work Associated With This Procedure:

Include These Services Exclude These Services.

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are’
separately reportable.)
Pre-Service Work * Review previous

diagnostic studies, clinical
findings, and laboratory
data.

* Examine patient.

¢ Explain procedure to
patient and obtain
informed consent.

(Continued on next page)



7,
7

Code 49XX2

Description of Physician Work Associated With This Procedure (Cont.):

Include These Services

Exclude These Services

In Your Work RVU in Your Work RVU
Estimate (Only If You Estimate
Perform Them) (These services are
separately reportable.)
Intra-Service Work Prep and drape patient. Contrast is injected into
Order local anesthesia catheter (code 49XX1;
and intravenous sedation. RVW=TBD).
Catheter is irrigated free Multiple views of the
of inspissated debris from cavity shows minimal
pseudocyst. filling of a locule that has
The catheter is withdrawn become segmented from
and a guidewire and the original pseudocyst
sheath are placed into (code 76080; RVW=0.54).
cavity. Fluoroscopy is used to
An appropriate size and place the guidewire over
configuration catheter is- which a new catheter is
placed over the guidewire placed into cavity (code

into the loculated cavity.
Fluid is aspirated from
collection and sent for
evaluation.

An appropriate size and
configuration catheter is
placed in the original
cavity.

The catheter is secured in
place.

75984; RVW=0.72).

Post-Service Work

Discuss findings and
procedure with patient,
his/her family, and
referring physician.
Patient is discharged after
observation period.

Write operative
notes/orders.

Schedule follow-up visit.
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Closure of Colostomy - Tab 17

A new CPT code 44626 combines the work involved in a Hartmann’s procedure with the closure of a colostomy. The new procedure is
usually performed on patients that have previously undergone the Hartmann’s colostomy. The Hartmann’s procedure that is described by
CPT code 44143 involves a partial colectomy and closure of the distal segment of the colon. The Hartmann’s colostomy is characterized
by the removal of a lesion on the colon and the oversewing of the rectum. The disadvantage of the Hartmann’s is that patients often
experience:-loss of bowel function. The new closure of colostomy procedure restores bowel function in many patients however, since this
surgery is considered a secondary resection it is often very difficult. This new procedure involves mobilization of the splenic flexure that
is not usually part of a colostomy closure. The typical patient that undergoes this procedure has a diagnosis of perforated diverticulitis or
obstructing colon cancer. At the time of surgery, many patients are experiencing peritonitis resulting in severe inflammation and
adhesions which greatly increases the difficulty of the surgery. In female patients the surgery is complicated by the possibility of injury to
the vaginal area.

This procedure was previously reported as CPT code 44145 Colectomy, partial; with coloproctostomy (low pelvic anastomosis) (work
RVU = 21.29) or 44625 Closure of enterostomy, large or small intestine; with resection and anastomosis (work RVU = 12.10). The
RUC agreed with the specialty society contention that the survey median was too low and accepted the specialty society recommendation
of 21.29 RVUs.

CPT Code Tracking CPT Descriptor Global | Work RVU

(eNew) Number Period | Recommendation

44620 Closure of enterostomy, large or small intestine; 090 | 9.65(no change)

44625 L1 with resection and anastomosis other than 090 12.10 (no change)
colorectal

044626 L2 with resection and colorectal anastomosis (eg, 090 21.29
closure of Hartmann type procedure)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: _446XX Tracking Number:L 2 Global Period: _ 090 Recommended RVW: 21.29

CPT Descriptor: Closure of Colostomy with Colorectal anastomosis.

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: : A 73 yr old male with colostomy from a Hartmann'’s procedure undergoes
colostomy closure. The operation entails re-exploration of the abdomen with mobilization of the intestine from
the pelvis. The colostomy site is dissected from the abdominal wall and the colon is mobilized proximal to the
splenic flexure. The colostomy site is resected. An anastomosis is performed from the colon to the rectum after
isolation of the rectum in the pelvis. The abdominal incision and colostomy site are closed in layers.
Postoperative care manages the associated ileus and wound care. Outpatient followup includes assessment for

anastomotic complications.

Description of Pre-Service Work: Perform and review a complete history, physical and preoperative lab, X-ray
and ECG profile. Counsel the patient and family about the operation. After induction of anesthesia, place the
patient in the lithotomy position, protect and pad the extremities from injury with sequential compression
stockings. Place an foley catheter in the bladder. Place a rectal catheter into the anus and irrigate the rectum with
3 liters, until clear. Prepare the surgical site with antibiotic scrub. Surgical scrub, gown, prep and drape patient.

Description of Intra-Service Work: Through a midline incision, €xplore the abdomen. The previous operation
typically involves pelvic sepsis and creates dense adhesions that maximally complicate the re-exploration. First,
identify the remaining rectum. Parastomal incision affords the initial stoma mobilization. The stoma is dissected
free from the anterior abdominal wall fascia. Mobilize the colon from the-midtransverse colon distally including
the splenic flexure. The descending colon will serve as the segment for the anastomosis.. The ureters are identified
bilaterally with care to prevent injury. A hand sewn anastomosis is performed. While the pelvis is filled with
irrigation, a rigid proctoscopy is performed with insufflation of the rectum to assure that the anastomosis does not
create an air leak and remains intact. The stoma site is closed in two layers - anterior and posterior fascia. The

abdominal wound is also closed in layers.

Description of Post-Service Work: The surgeon documents the operative procedure and develops the postoperative
orders. Counsel the immediate family about the conduct of surgery, the expected care and outcomes.. During the
remaining seven hospital days, twice daily visits evaluate and manage the postanesthetic cardiopulmonary and
renal status, wound drainage, pain management and the intestinal function. Three outpatient visits for assessment

of wound, evidence of infection, and pain management.

SURVEY DATA:
Specialty: ___American Society of Colon and Rectal Surgeons

Sample Size: ___ 80 Response Rate (%): ___ 40%  Median RVW: ____ 19.50

25th Percentile RVW: 17.00 75th Percentile RVW: _ 21.00  Low: 12.50 High: __25.00

Median Pre-Service Time: 60 Median Intra-Service Time: 180

75th Percentile Intra-Sve Time- 128 _ 75th Percentile Intra-Svc Time: __180  Low: _60 High: _240




‘
| .

CPT Code: _446XX

Median Post-Service Time: Total Time #_of Visits
Day of Proﬁedure: 30
ICU:
Other Hospital: - 711.50 7.0
Office: 42.50 3.0
KEY REFERENCE SERVICE(S):
CPT CODE | {N] CPT DESCRIPTOR PRE INTRA POST RVW | ME. | TS. |.P.S.
(MIN) (MIN) (MIN) >
32 Colostomy Closure 60 180 150 21.29 3.5 4 4
26 | Low Anterior Resection 60 180 165 21.29 4 4 4

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

Reference 44145 (21.29) is similar to the surveyed code in pre and postservice time and work. The intraservice
differences detail the difficulty in excising a colostomy site. The abdominal adhesions and resection of the
colostomy are more difficult than the resection of the rectosigmoid (a component of 44145). The rectal dissection
in a low anterior resection equals the mobilization of the Hartnann’s pouch that lies buried in cicatrix within the
pelvis. 446XX has increased work for after completing the colostomy excision and anastomosis - the colostomy
site must be closed.

ADDITIONAL RATIONALE
Closure of a colostomy is similar to 44145 as noted above, but it also involves the closure of the stoma site. The

colostomy site closure closely approximates an average incisional herniorraphy (49560; RVw = 9.48). The
ASCRS committee feels that the survey respondents did not consider the dense inflammation and adhesions
encountered in colostomy closure. The committee also feels that the closure of the colostomy site itself alsc
deserves valuation. The committee believes the survey respondents often consider all operations as the “bes:
case” scenario, that is, surgery without complications. Yet, the typical colostomy closure is complicated
particularly with stomal site wound infections. Although the intraoperative work of 446XX exceeds the work of ¢
44145, this is balanced by the increased postoperative work in 44145.-44145 typically involves a septic patien
who requires ICU care for 1-5 days. Thus, the ASCRS feels that the total work for the two codes is comparable.

FREQUENCY INFORMATION

How was this service previously reported? _ Reported as 44145

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

Estimate the number of times this service might be provided nationally in a one-year period? _20,000

[s this service performed by many physicians across the United States? _Yes _X No
General Surgeons and Colorectal surgeons
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Proctectomy with Coloanal Anastomosis - Tab 18

A new CPT code 45119 was established to report a proctocolectomy with reservoir. This is a new procedure that is being performed on a
limited basis in colorectal tertiary centers. This procedure is done to restore colonic reservoir which has been damaged due to disease,
usually rectal cancer or extensive rectal polyposis. The ability for a surgeon to perform a proctocolectomy with reservoir is due to a better
understanding of physiology and reduces the chance that post-op patients will be left with severe bowel dysfunction.

During this procedure the entire colon is rotated on a vascular pedicle and then secured to the anal canal by anastomosis. The procedure
also includes formation of a loop ileostomy. This operation is long and requires an ICU stay to manage post-op complications in
particular, fluid shifts. The work described by 45119 is similar in nature to 44153 Colectomy, total, abdominal, without proctectomy; with
rectal mucosectomy, ileoanal anastomosis, creation of ileal reservoir (S or J), with or without loop ileostomy (work RVU = 24.69),
except that 44153 requires the resection of the entire colon and the creation of an ileal J-Pouch. 45119 is currently reported as 45112
Proctectomy, combined abdominoperineal, pull through procedure (eg colo-anal anastomosis) (work RVU = 24.02) with a -22 modifier

appended to the code. The RUC accepted the specialty society recommendation of 23.50 RVUs for 45119 which represents the survey
median.

CPT Code | Tracking CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation
*45119 M1 Proctectomy, combined abdominoperinealpull- | 090 23.50

through procedure (eg, colo-anal anastomosis),
with creation of colonic reservoir (eg. J-pouch),
with or without proximal diverting ostomy

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: _4511X Tracking Number: M | _Global Period: _090 Recommended RVW: 23.50

CPT Descriptor: Proctectomy, combined abdominoperineal pull through procedure, (ie coloanal anastomosis),
with creation of a colonic reservoir, (ie J-Pouch), with or without proximal diverting ostomy.

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: : A 53 yr old female requires radical extirpation of a 4cm rectal cancer with a
resection margin at the level of the levators. A total mesorectal resection with proctectomy is performed. The
remaining colon is mobilized proximal to the splenic flexure. A colonic J-Pouch is fashioned in the descending
colon. The J-Pouch anastomosis to the rectum is either through a transanal or abdominal approach. A diverting
loop ilesotomy in the right lower quadrant protects the anastomosis. Close the abdominal incision.
Postoperative care manages the associated ileus and wound care. Outpatient followup includes assessment for

anastomotic complications.

Description of Pre-Service Work: Perform and review a complete history, physical and preoperative lab, X-ray
and ECG profile. Counsel the patient and family about the operation and intraoperative decisions - with special
attention to malignant disease, treatment options, and preparation for life with a temporary/permanent stoma.
Preoperative care coordination with oncologist and radiation therapist. The surgeon marks the patient preoperative
for placement of a stoma with indelible ink. After induction of anesthesia, place the patient in the lithotomy
position, protect and pad the extremities from injury with sequential compression stockings. Place an foley
catheter in the bladder. Place a rectal catheter into the anus and irrigate the rectum with 3 liters, untl clear
Prepare the surgical site with antibiotic scrub. Surgical scrub, gown, prep and drape patient.

Description of Intra-Service Work: Through a midline incision, explore the abdomen. Establish the intraoperative
staging of the rectal cancer assessing for extra pelvic extension of the tumor. Mobilize the colon from the
midtransverse colon distally including the spienic flexure. The descending colon will serve as the segment for
creation of the J-Pouch. The sigmoid colon is resected enbloc with the rectum. A total mesorectal excision is
included to provide adequate margins for a malignancy. The ureters are identified bilaterally with care to prevent
injury. The rectosigmoid segment is resected and removed from the operative field. The specimen is forwarded to
the pathologist where it is properly opened and thus, allows the surgeon to establish the adequacy of the distal
margin. The J-Pouch is created using a linear gastrointestinal stapler. The anorectal junction is prepared by
placing circumferential sutures transanally. The J-Pouch is introduced into the pelvis and advanced to the anorectal
junction. A hand sewn, transanal anastomosis is performed. The previously marked ileostomy site is identified in
the right lower quadrant. The ileostomy is prepared by incising the skin and opening the rectus fascia. The rectus
muscles are split and the posterior fascia is incised. The terminal ileumn is brought out through the ileostomy site.
A stoma bar is placed beneath the ileostomy to prevent stoma retraction. Two active drains are placed within the
pelvis and the abdominal incision is closed. The ileostomy is matured to the stoma.

Description of Post-Service Work: The surgeon documents the operative procedure and develops the postoperative
orders. Counsel the immediate family about the conduct of surgery, the expected care and outcomes. The first day
postoperatively is typically in the ICU - managing the fluid shifts, cardiopulmonary and renal status of the patient.
During the remaining seven hospital days, twice daily visits evaluate and manage the postanesthetic
cardiopulmonary and renal status, wound drainage, pain management and the new stoma. Four outpatient visits
for assessment of wound, evidence of infection, pain-management and stoma care. All the visits include
reconsideration for the pathologic staging and the implications for further adjuvant or palliative chemotherapy or

radiation therapy.



CPT Code: _4511X

SURVEY DATA: .
Specialty: __American Society of Colon and Rectal Surgeons

Sample Size: 80 - Response Rate (%): 23.78% Median RVW: 23.50

25th Percentile RVW: 23 75th Percentile RVW: _ 24.85 Low: _ 22.00 High: 26.25

Median Pre-Service Time: 80 Median Intra-Service Time: 225
25th Percentile Intra-Sve Time: 185 75th Percentile Intra-Svc Time: 240 Low: 170 High: _240

Median Post-Service Time: Total Time #_of Visits
Day of Procedure: 30 |
ICU: 20 1
" Other Hospital: 105 ' 8
Office: 60 — 4

KEY REFERENCE SERVICE(S):

CPT CODE | [N] CPT DESCRIPTOR PRE | INTRA | POST | RVW | M.E. [ T.S. | P.S.
MIN) | (MIN) | (MIN) :
4511X 19 Proctectomy with J-Pouch | 80 225 225 | 24.69 5 5 4
44145 25 Low Anterior Resection 60 180 145 [ 2129 | 4 4 4
44153 18 | Tot Colectomy; lleal Pouch; Hleostomy | 82.5 240 242.5 | 24.69 5 5 4.5

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

Reference 44145 (21.29) represents a major component of the surveyed code (4511X). The preservice time i
more extensive with 4511X because of the need for ileostomy counselling, marking the ileostomy site, anc
reviewing intraoperative decisions with the patient. 4511X also involves the work of creating a colonic J-Pouch

Finally, 4511X requires a diverting ileostomy in the majority of patients.

Code 44153 is extremely similar. The preservice and postservice work are so similar it is not worth drawin;
distinctions. The intraoperative service differs in that 44153 requires resection of the entire colon and creation o
an ileal J-Pouch. The additional work of excising the entire colon in 44153 minimally exceeds the work u
preserving the left colon, and mobilizing the wansverse colon, splenic flexure and descending colon. Creating th:
ileal pouch and the colonic pouch are similar with subtle differences in preserving the blood supply and attainin;
adequate vascular length of the pouch mesentery to allow it to reach the anal canal. Therefore the ASCR!
committee recommends the survey median which is minimally reduced from 44153.



ADDITIONAL RATIONALE

FREQUENCY INFORMATION

How was this service previously reported? _ Reported as two separate services

How often do physicians in your specialty perform this service? _Commonly~_X Sometimes _ Rarely

Estimate the number of times this service might be provided natiopally in a one-year period? -_1500

Is this service performed by many physicians across the United States? _Yes _X No
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Laparoscopy with Intestinal Resection - Tab 19

A new CPT code 56348 was established to report an intestinal resection with anastomosis performed via laparoscopy. The work involved
in 56348 is a really a combination of procedures that can be performed as one procedure through the laparoscope. The majority of the
patients that would be receiving this procedure are suffering from the effects colorectal neoplasms, diverticular disease, and localized
inflammatory bowel disease. During this procedure the diseased segment of the bowel is mobilized and the mesenteric transection, bowel
transection, and anastomosis are performed. These procedures can be performed intracorporeally or extracorporeally, depending on
conditions and the experience of the surgeon. Intestinal laparoscopic surgery is considered extremely difficult and less safe than the open
procedure therefore, surgeons prefer to perform these cases as open procedures. However, when given the option patients prefer to have
surgical procedures performed laparoscopically.

In the absence of a specific code, this surgery was most frequently reported as CPT code 44145 Colectomy, partial; with coloproctostomy
(low pelvic anastomosis) (work RVU = 21.29). The specialty society noted that although the intra-service work of 56348 is of much
greater intensity than similar open procedures, the post-operative care involves the same amount of work and the pre-operative care
involves less work. The RUC accepted the specialty society recommendation of 20.00 RVUs for this procedure which is slightly less
than the survey median.

CPT Code | Tracking CPT Descriptor Global | Work RVU

(eNew) Number Period | Recommendation

56348 ol Laparoscopy, surgical; intestinal resection, with 090 20.00
anastomosis (intra or extracorporeal) '

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 563XX Tra;king Number: O 1 _Global Period: _ 090 Recommended RVW: 20.00

CPT Descriptor: Laparoscopy, surgical; intestinal resection, with anastomosis, (intra or extracorporeal).

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: : A 23 yr old female with Crohn’s disease has a sever sigmoid stenosis. Failing
medical treatment, the operation includes laparoscopic assessmant of the intestinal tract for active Crohn’s
disease. Mobilize the sigmoid golon through four laparoscopic ports. The mesenteric and intestinal resection is
accomplished intra/extracorporeally. Deliver the resected specimen through a suprapubic incision. Restore
intestinal continuity with an end to end anastomosis using a transanal stapling device. The incision and port
sites are closed. Postoperative care manages the associated ileus, immunosuppressive medications and wound
care. Outpatient followup includes assessment for anastomotic complications.

Description of Pre-Service Work: Perform and review a complete history, physical and preoperative lab, X-ray
and ECG profile. Counsel the patient and family about the operation. After induction of anesthesia, place the
patient in the lithotomy position, protect and pad the extremities from injury with sequential compression
stockings. Place an foley catheter in the bladder. Place a rectal catheter into the anus and irrigate the rectum with
3 liters, until clear. Position the laparoscopic equipment - CO2, video equipment, and monitors. Prepare the
surgical site with antibiotic scrub. Surgical scrub, gown, prep and drape patient.

- Description of Intra-Service Work: Under general anesthesia, surgical laparoscopy is performed. A supraumbilical
incision is made, and the peritoneum is grasped with sutures on the fascia. The peritoneum is opened under direct
vision. A Hassan blunt trocar is inserted. Gas flow is initiated to distend the abdomen, and the laparascope is
introduced. Gas flow and intra-abdominal pressure are carefully monitored so as ot to impair ventilation or venous
return. The viscera are inspected. Three additional 10mm trocars are placed to expose, mobilize, and resect the
pathologic segment of intestine (in this vignette - sigmoid). The mesenteric vessels are identified, double clamped
and ligated through the laparoscope. The specimen is delivered to the abdominal wall in the lower abdomen. A
separate incision is placed in the abdomen to deliver the specimen from the wound. An extracorporeal anastomosis
is performed through the incision. Intracorporeal anastomoses are performed through the laprascope - as in this
vignette. A trans-anal circular stapling device is used to perform the anastomosis. Meticulous hemostasis is
ontained and the trocar are removed. The trocar sites are individually closed as is the lower abdominal incision.

Description of Post-Service Work: The surgeon documents the operative procedure and dévelops the postoperative
orders. Counsel the immediate family about the conduct of surgery, the expected care and outcomes. During the
remaining seven hospital days, twice daily visits evaluate and manage the postanesthetic cardiopulmonary and
renal status, wound drainage, pain management and the intestinal function. Three outpatient visits for assessment
of wound, evidence of infection, and pain management.

SURVEY DATA:
Specialty: __American Society of Colon and Rectal Surgeons

Sample Size: 80 Response Rate (%): (36.25% Median RVW: 21.00

25th Percentile RVW: 20.00 75th Percentile RVW: _ 23.00  Low: 13.10 High: _ 26.00

Median Pre-Service Time: 75 Median Intra-Service Time: 200 '
25th Percentile Intra-Svc Time: __150  75th Percentile Intra-Svc Time: _ 240 Low: _75 High: _270




CPT Code: _563XX

Median Post-Service Time: Total Time # of Visits
. Day of Procedure: 30
ICU:
Other Hospital: 70.00 5.0
Office: 45.00 3.0
KEY REFERENCE SERVICE(S):
CPT CODE | [N] CPT DESCRIPTOR PRE | INTRA | POST 1997 ME. | TS | PS.
MIN) | MIN) | MIN) | RVW
563XX 29 Lap Intestinal Resection 75 200 145 20.00 4 5 4
44145 20 Low Anterior Resection 60 165 160 21.29 4 4 4
44150 13 | Tot. Colectomy with ileostomy 80 170° 185 19.04 4 4 4

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
e - e i j oty echnical skill &

’

physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

‘ Reference 44145 (21.29) is similar to the surveyed code in pre time and work. The postservice differs in that
thesse patients have a shorter length of stay, but have increased intraservice technical skill. The intraservice
differences detail the increased work of laparoscopic assisted intestinal resection. This code - 563XX - represents
large and small bowel resection. This is a mixed bag. The large bowel segmental resections and inflammatory
small bowel resections are difficult resections with increased intensity. The limited small bowel resections are rare
- and do not represent the typical case. 44150 appears comparable in pre and post service time; but with less
intraservice time and technical skill compared to 563XX.

ADDITIONAL RATIONALE

Comparing 563XX to open procedures requires comparison to 44145 (21.29); Small bowel resection - 44120
(13.15); and a segmental colectomy - 44140 (16.97). The ASCRS committee reviewed these thrée procedures and
feels that the increased technical skill and intraservice time suggest that the work is greater than 44150, but less
than 44145. The committee recommends the 25% from the survey to reflect the midground in attempting to
represent the spectrum of procedures covered by this code.

FREQUENCY INFORMATION

How was this service previously reported? _ Reported as 44145

How often do physicians in your specialty perform this service? _X Commonly _X Sometimes __Rarely

Estimate the number of times this service might be provided nationally in a one-year period? _20,000

Is this service performed by many physicians across the United States? _Yes _X N9
General Surgeons and Colorectal surgeons



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS

FEBRUARY 1997

Closure of Rectovaginal - Tab 20

A new CPT code 57308 was established to report the work involved in closure of a rectovaginal fistula. This type of fistula most often
occurs in women as a result of a normal vaginal delivery. In many instances a vaginal repair described by CPT code 57300 is attempted
soon after delivery but failed, resulting in recurrence of the fistula and loss of spinchter function. The work described by 57308 is a
complicated procedure that involves repair of the rectal mucosal defect, reapproximation of the spinchter muscle, and reconstruction of the

perineal body. In the absence of a separate CPT code this service was reported as a combination of CPT codes 57300 Closure of

rectovaginal fistula; vaginal or transanal approach (work RVU = 6.81) and 56810 Perineoplasty, repair of perineum, nonobstetrical
(separate procedure) (work RVU= 3.97), or CPT codes 57300 Closure of rectovaginal fistula; vaginal or transanal approach (work
RVU= 6.81) and 46750 Sphincteroplasty, anal, for incontinence or prolapse; adult (work RVU= 7.35). The new code more adequately
describes these services in combination. The RUC accepted the specialty society recommendation of 9.31 RVUs for CPT code 57308
which is lower than the survey median of 11.00 RVUs.

approach, with perineal body reconstruction,
with or without levator plication '

CPT Code Tracking CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation
57308 N1 Closure of rectovaginal fistula; transperineal 090 9.31

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: _5730X  Tracking Number: N | Global Period: _Qﬂ Recommended RVW: 931

CPT Descriptor: Closure of rectovaginal fistula; transpermea1 approach, with perineal body reconstruction
with or without levator plication..

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey: : A 34 y/o female developed a rectovaginal fistula following childbirth. A

prior vaginal repair attempt failed. A transperineal repair included preoperative mechanical and oral
antibiotic bowel preparation. A perineal semicircular incision exposed the transperineal fistula. Repair
the rectal mucosal defect and perform an external anal sphincteroplasty using an overlapping
technique. Reconstruct the perineal body. Apply intestinal confinement protocol during the hospital
stay. Outpatient visits include repair assessment, continence evaluation and management of pruritus oi

wound complications.

Description of Pre-Service Work: Perform and review a complete history, physical and preoperative lat
X-ray and ECG profile. Counsel the patient and family about the operation and intraoperative decisions
After induction of anesthesia, place the patient in prone jack-knmife position, protect and pad th
extremities from injury. Prepare the surgical site with antibiotic scrub. Surgical scrub, gown, prep an

drape patient.

Description of Intra-Service Work: Place a semicircular iccision in the anterior perineum exposing th
external anal sphincter. Place a probe in the fistula to identify the tract. Separate the tract from tt
assoclated sphincter with sharp dissection. Excise the vaginal and rectal mucusa involved in the fistule
Identify the underlying sphincter and perform an overlapping sphincter repair. Cover the sphincter wit
soft tissue in the rectovaginal septum. Suture the vaginal mucosa. Perform a perineoplasty for closure ¢
the original perineal incision with a Y-plasty (some surgeons elect an X-Z plasty).

Description of Post-Service Work: The surgeon documents the operative procedure and develops tk
postoperative orders. Counsel the immediate family about the conduct of surgery, the expected care ar
outcormes. Three days of hospitalization with twice daily visits evaluating, assessing and managing tt
postanesthetic cardiopulmonary and renal status, wound drainage, pain management and bow:
confinement protocol.. Three outpatient visits for assessment of wound, evidence of infection, pai
. management and continence evaluation - by history and physical examination. Assure that the fistu!

tract is obliterated.

SURVEY DATA:
Specialty: ___American Societv of Colon and Rectal Surgeons

Sample Size: 80 Response Rate (%): 42.5% Median RVW: 11.00

25th Percentile RVW: 9.46 75th Percentile RVW: __13.00  Low: _ 6.15 High: 2

Median Pre-Service Time: 60 Median Intra-Service Time: 90

25th Percentile Intra-Svc Time: __71.25  75th Percentile Imra-Svc Time: __120 Low: _60 _ High: __180



CPT Code: 5730X

Median Post-Service Time: _Total Time # of Visits
Day of Procedure: _ 30
ICU:
Other Hospital: . 60 3
Office: 60 3.5
KEY REFERENCE SERVICE(S):
CPT CODE | [N] CPT DESCRIPTOR PRE [INTR | POST{ RVW | M.E. | T.S. | P.S.
, MIN) | A | (MIN)
(MIN) :
5730X 34 Closure Rectovag Fistula 60 90 150 9.31 4.0 4.0 4.0
45130 18 | Perineal Procotsigmectomy 60 120 145 | 13.03 3.5 4.0 4.0
with anastomosis
45170 16 | Transanal Excision of Rectal 60 67.5 90 9.4 4.0 3.5 3.0
Rumor

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the pre-,

intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical effort; and
psychological stress) of the service you are rating to the key reference services listed above.

The key reference services represent complex perineal operations and thus are similar to the complex nature of a
transperineal operation to resolve a rectovaginal fistula. The preoperative work is similar in time for both

. reference services. The perineal proctosigmoidectomy (45130) involves more intraoperative work and stress.

Removing 20-30cm of rectosigmoid transanally while controlling the mesenteric vessels and avoiding a traction
injury to the spleen is more involved than excision of a rectovaginal fistula. Excision of a transanal rectal tumor

closely approximates the pre, intra, and postoperative work of treating a rectovaginal fistula.

ADDITIONAL RATIONALE

The component operations of a transperineal treatment for rectovaginal fistulas include -
1. 46280 Excision of complex fistula RVw = 5.63
2. 46750 Sphincteroplasty RVw = 7.35

The primary service involves the work for excision of a complex fistula; thus, using the 46280 code as the
primary service and 46750 as the secondary service -
[(Code 46280 = 5.63) + (Code 46750 /2=7.35/2)]

5.63 + 3.68 = 9.31

FREQUENCY INFORMATION

How was this service previously reported? _ Reported as two to three separate services

How often do physicians in vour specialtv perform this service? _Commonly _ Sometimes X Rarely

Estimate the number of times this service might be provided nationally in a one-year period? _1000

Is this service performed by many physicians across the United States? _Yes _X No
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 5730X _ TrackingNumber: _.  Global Period: 090 _ Recommended RVW: 9.3

.CPT Descriptor: Closurc of rcctova.gl.nal fistula; transperineal approach, with perineal body reconstruction, with or

without lcvator plication

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: A 34 year old femalc developed a rectovaginal fistula following childbirth. A prior vaginal repair
atteropt failed. A transperineal repair inclnded preoperative mechanical and oral antibiotic bowel preparation. A perineal
semicircular incision ¢xposed the transperincal fistula Repair the rectal mucosal defect and perform an external anal
sphincteroplasty using an overlapping technique. Rcoonstruct the perineal body. Apply intestinal confinement protocol
during the hospital stay. Outpatient visits include repair asscssment, continence evaluation and management of pruritis or
wound complications.

Dcscnpuon of Pre-Scrvicc Work: Perform and review a camplete history, physical, and preoperative lab, x-ray, and ECG
profile. Counsel the patient and family about the operation and intraoperative decisions. After introduction of ancsthesia,
please the patient in prone jack-knife position, protect and pad the extremities from injury. Prepare the sumcal site with
antibiotic scrub. Surgical scrub, gown, prep, and drape paticnt.

Description of Intra-Service Work: Place a semicircular incision in the anterior perinewn exposing the extcrnal anal
sphincter. Place a probe in the fistula to identify the tract. Scparatc the tract from the associated sphincter with sharp
dissection. Excise the vaginal and rectal mucosa involved in the fistula. Identify the underlying sphincter and perform an
overlapping sphincter repair.  Cover (he sphincter with soft tissue in the rectovaginal septum.. Suture the vaginal mucosa,
Perform a perineoplasty for closure of the original perincal incision with a Y-plasty

Description of Post-Service Work: The surgeon documents the operative procedure and develops the postoperative orders.
Counsels the family about the conduct of the surgery, the expected care and outcomes. Three days of hospitalization with
twice daily visits evaluating, assessing, and managing the postanesthctic cardiopulmonary and renal status, would drainage,
pain management and bowel confinement protocol. Three outpatient visits for asscssment of wound, evidence of infection,
pain management and continence evaluation by history and cxamination.  Assure that the [istula tract is obliterated.

SURVEY DATA:

Specialty: _Amcrican College of Qbstetricians and Gynecologists

Sample Size: _44 Response Rate (%): 22 (50%) Median RVW: _83
25th Pereentile RVW: 7.71 75th Percentile RVW: _10.5 Low: _6.81 High:: 103
Mcdian Pre-Service Time: _60 Median Intra-Service Time: __90

25th Percentile Intra-Svc Time; 60 75th Percentile Intra-Sve Time: _101  Low: _45___ High: 130

Median Post-Service Time: Total Time ~ Number of Visits
Day of Procedure: 36
ICU:
Other Hospital: 425 3

e 373 3
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CPT Code;  5760X

KEY REFERENCE SERVICE(S):
CPT Code  CPT Descriptor - RVW

1) 57300 Closure of rectovaginal fistula; vaginal or 6.31
transanal approach

2) 56810 Perineoplasty, repair of perineurn, nonobstetrical 3.97
(separate procedure)

3) 57305 Closure of rectovaginal fistula; abdominal approach 12.75

4)

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): )
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.,

CPT 5730X requires 50 percent more intraservice time than CPT 57300. Pre- and post-service times arc similar
for 5730X and 57300. The new procedure (3730X) requires less pre-, intra-, and post-scrvice time than 57303.
Intensity levels are similar. Total physician work for CPT 5730X 1s about midway between 57300 and 57303, sc
the mean estimated RVW of 9.3 seemed more appropriate than the median of 8.5. '

CPT Median Median Median | Median Median Technical | Median

Code Pre-Time Intra-Time Post-Timc | Mental effort | Skill & Physical Psychological
Judgement Effort Stress

5730X 60 90 30 4 4 4

37300 60 60 30 4 4 3

573035 75 . 105 42 4 4 4

ADDITIONAL RATIONALE

For example, if recommended RVUs arc bascd on an alternative method instead of the survey results.

FREQUENCY INFORMATION

How was this service previously reported? Reported as two to three scparate services

How often do physicians in your specialtv perform this service? _Commonly x_Sometimes._Rarcly

Estimate the number of timés this service might be provided nationally in a one-year period? _1,000

Is this service performed by many physicians across the United States? _Yes x _No




AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY AND APRIL 1997

Laparoscopic Surgery - Tab 21 and Tab 27

A series of new codes have been established which recognize the advances in laparoscopic surgery.

The work described by 56310 is a procedure that involves enterolysis performed laparoscopically. Enterolysis performed via the laparoscope
is more complicated than the open procedure because the surgeon often experiences difficulty feeling the loops of the bowel making it hard to
lyse adhesions without damaging the bowel. Adhesions often occur in patients who have had previous surgery which increases the difficulty of
this procedure. This procedure was previously reported as CPT code 44005 Enterolysis (freeing of intestinal adhesion) (separate procedure)
(work RVU= 12.52). The RUC accepted a recommendation of 13.50 RVUs for this procedure which represent the specialty society survey
median.

The work described by 56346 involves gastrostomy performed laparoscopically. *This procedure represents a new approach to gastrostomy and
has a very low frequency. The procedure which is done for alimentation purposes involves suturing the tube into position and then suturing the
stomach to the abdominal wall. Unlike the open procedure, the surgeon must visually identify structures through the laparoscope that should
be cut or preserved which increases the difficulty of the procedure. Due to the suturing that is an integral part of this procedure more work is
involved in the control of bleeding. This procedure was previously reported as CPT code 43840 Gastrorrhaphy, suture for perforated
duodenal gastric ulcer, wound or injury which at the time the new code was surveyed had a work RVU of 4.84. The RUC recommended an
RVU of 7.18 which is slightly lower than the specialty survey median but reflects the fact that the reference code RVU was increased for the
1997 Medicare Fee Schedule due to the Five-Year Review.

The work described by 56318 involves an orchiectomy performed laparoscopically. This procedure is typically performed on young males to
correct the condition of undescended testicles. In a small percentage of these undescended testicle patients, the testicle is not palpable in the
inguinal canal therefore, the operating surgeon often does not the exact location of the testicle which adds significant risk to this surgical
procedure. There is a somewhat greater success associated with treating the nonpalpable cases laparoscopically as opposed to the open
procedure described by code 54560 (work RVU= 10.46). The RUC recommended an RVU of 10.63 for this procedure which represents the
specialty society survey median.

CPT ﬁve-digii codes, two-digit modifiers, and descripiions only are copyright by the American Medical Association.
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The work described by 56349 involves esophagogastric fundoplasty performed laparoscopically. This procedure is considered very difficult
and performed by only the most experienced laparoscopic surgeons. Which is reflected in the specialty society survey data which shows that
there is no difference in the amount of time based on the number of procedures that the surgeon has performed. This procedure is typically
performed on patients to relieve the symptoms that are associated with esophagogastric reflux disease. The purpose of the procedure is to
increase the angle at which the esophagus enters the stomach. The difficulty of the surgery is due in part to the fact that the surgeon cannot
rely on tactile information during the procedure. Additionally, there is more work involved in the control of bleeding. This procedure was
previously reported as CPT code 43324 Esophagogastric fundoplasty (eg, Nissen, Belsey IV, Hill procedures) (work RVU= 15.18). The new
procedure is considered more difficult than the laparoscopic cholecystectomy described by code 56342 (work RVU= 13.46), because the
surgeon must dissect the short gastric vessels. The RUC recommended an RVU of 17.75 for this procedure which represents the specialty
society survey median. )

One specialty society did not survey codes 56347 (P4) or 56345 (P7) and will not present recommendations in time for the 1998 MFS. The
RUC will consider recommendations at the September meeting and will submit comments on the HCFA assigned interim values published in
the 1998 MFS Final Rule.

CPT Code Tracking CPT Descriptor Global | Work RVU
(eNew) Number Period | Recommendation
56304 P1 Laparoscopy, surgical;with lysis of adhesions 010 10.00

(salpingolysis,ovariolysis)(separate procedure)

(See recommendations for Laparoscopy
and Hysteroscopy, April Tab 10)

56310 P2 enterolysis (freeing of intestinal adhesion) (separate | 590 13.50
procedure)
056346 P3 gastrostomy, temporary (tube or rubber or plastic) 090 7.18
(separate procedure) ‘
056347 P4 . jejunostomy (eg, for decompressionor feeding) 090 No Recommendation
*56318 P5 orchiectomy 090 10.63
056349 P6 esophagogastric fundoplasty (eg, Nissen, Belsey IV, | 59q 17.75
Hill, Toupet procedures) .
*56345 P7 splenectomy 090 No Recommendation

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the 4merican Medical Association.
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SUMMARY OF RECOMMENDATION

CPT Code: 563X1 (P2) Global Period: 090 Recommended RVW: 13.50

CPT Descriptor:. Laparoscopy, surgical; enterolysis (freeing of intestinal adhesion) (separate procedure)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: ,

A 55-year-old female, who has had a previous hysterectomy and bilateral salpingooophorectomy, presents with
nausea and vomiting. Abdominal radiographs reveal multiple air fluid levels consistent with small bowel
obstruction. Conservative management with nasogastric tube decompression is begun. Signs and symptoms of
small bowel obstruction continue and are confirmed by repeat abdominal radiographs. She is taken to the
operating room where laparoscopic lysis of adhesions is performed uneventfully. She is observed closely in the
hospital for four days until oral feedings are well tolerated, then she is discharged home with instructions on

enteral feeding.

Description of Pre-Service Work: Pre-service work begins after the decision to operate is made and until the
time of the procedure. This activity includes reviewing the previous work-up, including consulting with the
referring physician, if necessary, and other health care professionals, such as the anesthesiologist; and
communicating with the patient (and/or the patient's family) to explain the operative risks and benefits and to
obtain informed consent. Other preoperative services include scheduling the operation, dressing, scrubbing, and
waiting to begin the operation; supervising the positioning, prepping,-and draping of the patient; and ensuring that
the necessary surgical instruments and supplies are present and available in the operative suite.

Description of Intra-Service Work: A supra-umbilical incision is made, and the peritoneum is grasped with
sutures on the fascia. The peritoneum is opened carefully under direct vision, taking care not to puncture the
distended loops of bowel, which are immediately underneath the abdominal wall. A Hasson blunt trocar is
inserted, avoiding the previous incision. The laparoscope is introduced, and gas flow is instituted to insufflate the
abdomen. Gas flow and intra-abdominal pressure are carefully monitored so as not to impair ventilation and
venous return. The viscera are inspected, and multiple dilated small bowel loops are encountered. Three
“additional trocars are placed under direct vision depending on the initial impression of the site of obstruction.
The location of the adhesion is noted; and the site of obstruction, with dilated loops proximal and collapsed small
bowel loops distal, is identified. Adhesions are coagulated and lysed, and the obstructing adhesion is carefully
divided under direct vision avoiding puncturing the distended compromised bowel. Serosal defects are closed
using multiple endocavitary sutures with endocavitary knot-tying techniques. Meticulous hemostasis is
maintained, and the peritoneal cavity is irrigated. The trocars are removed under direct vision to assure no
abdominal wall vascular injury or hemorrhage. The abdominal gas is evacuated, and the trocar sites are closed
with multiple sutures.

Description of Post-Service Work: Post-service work begins in the operating room after skin closure with the
application of sterile dressings. Post-service work also includes monitoring the patient’s stability in the recovery
room; writing orders and dictating an operative summary; communicating with the family and other health care
professionals (including written and oral reports and orders); ICU care and ventilatory management, if necessary;
ordering and reviewing postoperative radiographs and laboratory studies; caretul attention to fluid-volume and
electrolyte status; monitoring and care of the incision; monitoring, maintaining, and removing all tubes and
drains; antibiotic and pain medication management; and all other hospital visits and services performed by the
surgeon. Discharge management includes the surgeon’s final examination of the patient, instructions for
continuing care, and preparation of discharge records. Additionally. all post-discharge visits for this procedure for
90 days after the day of operation are considered part of the post-service work,.including removal of sutures;
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CPT/Descriptor: 563X1 (P2) Laparoscopy. surgical; enterolysis (freeing of intestinal adhesion) (separate procedure) Page 2

‘ ordering and evaluating periodic imaging and laboratory studies, if needed; obtaining and reviewing all final
surgical histopathology results; further coordination of care with the referring physician; and antibiotic and pain
medication adjustments.

SURVEY DATA: Specialty(s): American College of Surgeons
Survey n: 88
POST (details)
PRE || INTRA| POST
Response: 43
Day ICU Hosp. - Other Office
1
Rate %: RV total total total total # total # total # total
49% : Y min min min min | visits | min| visits | min | visits| min
low | 12.50 60 '
25th 13.00 93
%
' MED| 1350 || 100 120 || 150 | 30 | 0 o 5| 6 | 2 | 30
75th 15.00 150
%
high || 25.04 210
* Includes four hospital visits at 15 minutes each and one visit for discharge day management at 30
minutes.

Comparative Data for Surveyed Service and Key Reference Service(s):

ME - PS*

& TS & *
1596 Pre [ntra Post J** | PE**| mea

CPT Code RVW | (min) (min) (min) { mean| mean n
P2 13.50( 100 120 150 372 | 410 | 3.77
44005 12.52 90 90 135 2.87 | 289 2.68

**ME & I: mental effort and judgment. TS & PE: technical skill and physical effort. PS: psychological stress.




L

CPT/Descriptor: 563X1 (P2) Laparoscopy, surgical; enterolysis (freeing of intestinal adhesion) (separate procedure) Page 3
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KEY REFERENCE SERVICE(S):
CPT Descriptor ‘ 96rvw- 97rvw glob

44005 Enterolysis (freeing of intestinal adhesion) (separate procedure) 1252 no chg 090

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the
pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical effort;
and psychological stress) of the service you are rating to the key reference services listed above.

The suryey data for the pre- and intra-service time for P2 are greater than the key reference service 44005 and
support an RVW for P2 that is greater than 44005. In addition, the survey data for mental effort and judgment,
technical skill and physical effort, and psychological stress, are increased in each category for P2, when compared
to 44005.

Adhesions often occur in patients who have had previous operations. The increased intensity in the laparoscopic
approach versus the open approach, as demonstrated by the survey data, can be explained by the fact that the
difficulty of a laparoscopic procedure is increased when there are complicating factors, such as obesity or prior
operations. For example, it is more difficult to determine where, precisely, to place the trocars in patients with
previous operations so as not to puncture the bowel. Lysis of adhesions can be a tedious and difficult operation.
In part, the complexity of the procedure is determined by patients' varying responses to previous operations.

Additionally, more effort and work are needed to perform a laparosocopic lysis of adhesions, as opposed. to an
open lysis of adhesions, in order to properly visually identify structures that should be cut or preserved. With an
open procedure, the surgeon has both the advantage of tactile information, as well as the ability to view the
operative field from more than one restricted view. Similarly, the work needed to take care of bleeding, suturing
of structures, and coaptation of bowel is increased, due to the more complex and time consuming methods
required for laparoscopic suturing.

ADDITIONAL RATIONALE (eg, if recommended RVUs are based on an alternative method instead of the
survey results):  N/A

FREQUENCY INFORMATION

How was this service previously reported? CPT 44005

How often do physicians in your specialty perform this service? Commealy Sometimes Rarely
Estimate the number of times this service might be provided nationally in a one-year period?

1995 Medicare allowed frequency for CPT 44005 was 28,960.

12% of these will now be reported using 563X (P2) [12% of 28,960 = 3,475]

4. Is this service performed by many physicians across the United States? ¥es  No

G D —
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C?T Code: 563X2 (P3) Global Period: 090 Recommended RVW: 7.40

CPT Descriptor: Laparoscopy, surgical; gastrostomy, temporary (tube or rubber or plasti;:) (separate procedure)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

A 65-year-old male presented with an obstructing carcinoma of the esophagus and inability to eat orally.
Attempts to relieve the obstruction by flexible endoscopy, dilatation, and laser therapy are unsuccessful. The
patient is malnourished and needs enteral nutritional support prior to future definitive cancer therapy, which may
include chemotherapy, radiation therapy, and/or an operation. The decision is made to perform a laparoscopic
feeding gastrostomy. He is discharged two days postoperatively with instructions for wound care and
gastrostomy feeding techniques.

Description of Pre-Service Work: Pre-service work begins after the decision to operate is made and until the time of the
procedure. This activity includes obtaining and reviewing the previous work-up, with special attention to cardiopulmonary,
gastrointestinal, nutritional and hematologic status; reviewing previous CT scans and ultrasounds, pathology and laboratory -
studies; consulting with the referring physician, if necessary, and other health care professionals; and communicating with the
patient (and/or the patient's family) to explain the operative risks and benefits and to obtain informed consent. Other
preoperative services include dressing, scrubbing, and waiting to begin the operation; supervising the positioning, prepping,
and draping of the patient; and ensuring that the necessary surgical instruments and supplies are present and available in the
operative suite. : -

Description of Intra-Service Work: Under general anesthesia, surgical laparoscopy is performed. An infra-umbilical
incision is made, and the peritoneum is grasped with sutures on the fascia. The peritoneum is opened carefully under direct
vision, taking care not to puncture the distended loops of bowel, which are immediately underneath the abdominal wall. A
Hasson blunt trocar is inserted. Gas flow is initiated to distend the abdomen, and the laparoscope is introduced. Gas flow
and intra-abdominal pressure are carefully monitored so as not to impair ventilation and venous return. The viscera are
inspected. Two additional trocars are placed under direct vision. An atraumatic grasper through one port grasps the
midbody of the stomach and elevates it from the pancreas. A skin incision is made in the left upper quadrant after pushing
down on the skin and selecting the site for the gastrostomy. Beneath the left costal margin, a 7-cm, 18-gauge needle is
inserted through the skin and into the stomach under direct vision. Two or three Cope suture anchors are placed by pushing
the T-bar anchor out of the needle with a wire. The 18-gauge needle is replaced into the stomach between the anchors, and a
J-wire is threaded via the needle into the stomach. Sequential 12- and 14-French dilators are gently twisted over the guide
wire prior to passing a 17-French silastic balloon catheter through the peelaway sheath into the stomach. The catheter
balloon is inflated with 5-10 ml of water. The peelaway sheath is removed, and the catheter is secured in place after
securing the stomach up to the abdominal wall.  Meticulous hemostasis is maintained, and the peritoneal cavity is irrigated.
The trocars are removed under direct vision to assure no abdominal wall vascular injury or hemorrhage. The abdominal gas
is evacuated, and the trocar sites are closed with multiple sutures.

Description of Post-Service Work: Post-service work begins after skin closure in the operating room and includes the
application of sterile dressings. Post-service work also includes monitoring the patient’s stability in the recovery room;
writing orders and dictating an operative summary; communicating with the family and other health care professionals
(including written and oral reports and orders); [CU care and ventilator management, if necessary; ordering and reviewing
postoperative radiographs and laboratory studies; monitoring and care of the incision; monitoring, maintaining, and removing
all tubes and drains; obtaining a nutritional assessment and initiating early postoperative enteral feedings; antibiotic and pain

. medication management; and all other hospital visits and services performed by the surgeon. Discharge management includes
the surgeon’s final examination of the patient, instructions for continuing care, and preparation of discharge records.
Additionally, all post-discharge visits for this procedure for 90 days after the day of operation are considered part of the post-
service work including removal of sutures; ordering and evaluating periodic imaging and laboratory reports, if needed;
obtaining and reviewing all final surgical histopatholog)- results; further coordination of care with the referring physician; and
antibictic and pain medication adjustments. '



CPT/Descriptor: 563X2 (P3) Laparoscopy, surgical; gastrostomy, temporary (tube or rubber or plastic) (separate procedure)

. Page 2
',«URVEY DATA: Specialty(s): American College of Surgeons
Survey n: 88 ,
PRE| INTRA POST POST (details)
Response: 42 Hosp. -
ICU Other Office
Day
1
Rate: %: total || total total | total| # | totalf # | total] % | total
48% RVW min min min min | Visits] min | visits| min| visits| min
N | DI
low 3.20 30
25th 5.00 60
%
MED 5.50 60 70 105 30 0 0 2 15 2 30
75th 7.63 50
%
high 13.15 120
* Includes one hospital visit at 15 minutes and one visit for discharge day management at 30 minutes.
Comparative Data for Surveyed Service and Key Reference Service(s):
ME TS
& & pS**
’ 1997 Pre Intra Post J** 1 PE**| mea
CPT Code RVW | (min) (min) (min) mean | mean n
P3 7.40 60 70 105 286 319 279
43830 6.52 60 45 100 229 216 2.11
**ME & I: mental effort and judgment. TS & PE: technical skill and physical effort. PS: psychological stress.
KEY REFERENCE SERVICE(S):
Resp CPT Descriptor 96rvw 97rvw glob
38 43830 Gastrostomy, temporary (tube, rubber or plastic) (separate procedure); 4.84 6.52 090
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RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the pre-
, intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical effort; and
psychological stress) of the service you are rating to the key reference services listed above.

The survey data for the pre- and intra-service time for P3 are greater than the key reference service 43830 and
support an RVW for P3 that is greater than 43830. In addition, the survey data for mental effort and
judgment, technical skill and physical effort, and psychological stress, are increased in each category for P3,
when compared to 43830.

Some of the patients who require this procedure have sustained neurological injuries, esophageal obstructions,
gastroesophageal obstructions, or chronic debilitation and require long-term nutritional support. Many of these
patients are not candidates for percutaneous endoscopic gastrostomy or long-term nasogastric tube feeding.
According to Medicare data, 92.2 percent of patients requiring this service are age 70 and older. Pediatric
patients with repeated aspiration pneumonias secondary to gastroesophageal reflux also may require this
service.

This procedure involves suturing the tube into position and then suturing the stomach to the abdominal wall.
This action assures that, if the tube is dislodged, there is no spillage of the gastric contents into the peritoneal
cavity, which could result in peritonitis. This is a technicallly demanding procedure, especially when it is
done laparoscopically.

Futhermore, more effort and work are needed to perform a laparoscopic gastrostomy as opposed to an open
procedure in order to properly visually identify structures that should be cut or preserved. With an open.
procedure, the surgeon has both the advantage of tactile information, as well as the ability to view the
operative field from more than one restricted view. Similarly, the work needed to take care of bleeding and
suturing of structures is increased due to the more complex and time consuming methods required for

laparoscopic suturing.

ADDITIONAL RATIONALE (eg, if recommended RVUs are based on an alternative method instead of the
survey results):

“When the survey for this code was conducted, one of the services that was included on the reference list was
43830, which, at that time, had a value of 4.84. This code was revalued as part of the five-year review of the
Medicare fee schedule, and the final value of 6.52 was published by HCFA in the November 22, 1996 issue of
the Federal Register. The value that is recommended for P3 has been adjusted to reflect the increase in code
43830, which is the key reference service for this code.

6.52/4.84 = xx
xx(5.50) = 7.40

FREQUENCY INFORMATION
1. How was this service previously reported? CPT 43830
2. How often do physicians in your specialty perform this service?  Gemmenly Sometimes  Rarely

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

(V8]

1995 Medicare allowed frequency for CPT 43830 was 20,439
90% were performed for alimentation purposes [90% of 20,439 = 18,395]
50% of these will now be reported using 563X2 (P3) [50% of 18,395 = 9,198]

o - -~ .- -



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: CPT 563X4 Tracking Code: P5 Global Period: _ 090  Recommended RVW: 10.63

CPT Descriptor: Laparoscopy, surgical; orchiectomy

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: A 10-year old male has had a non-palpable right testicle since birth. CT scan
of the abdomen suggests a high intra-abdominal right testicle. After discussion with the patient’s
parents, laparoscopic exploration of the abdomen with laparoscopic orchiectomy, if indicated, is

elected.

Description of Pre-Service Work: Includes services provided from the day before the surgery until the
time of the procedure and may include: (1) obtaining and reviewing hospital admission laboratory
studies and urologic x-rays before the procedure; (2) communicating with other health care
professionals (e.g.. family physician, anesthesiologist); (3) communicating with the patient to explain
operative risks and benefits and to obtain informed consent; (4) dressing for surgery, waiting for
anesthesia (e.g., placing of central arterial and venous lines, administering general, spinal and/or
epidural anesthesia), positioning, prepping and draping the patient, and scrubbing; (5) preparing and
checking needed equipment for surgery and any other non "skin-to-skin" work in the operating room.
Does not include: Consultation or evaluation at which the decision to provide the procedure was

made.

Description of Intra-Service Work: Under general anesthesia the patient appropriately positioned for

laparoscopy, operating trocars and ports are introduced ‘after creation of a pneumoperitoneum.
Diagnostic laparoscopy is carried out and a small testicle with a slightly detached epididymis is
identified. It is elected to remove the testicle laparoscopically. The operative field and port sites are
checked for hemostasis and the wounds are closed with sutures. The patient is taken to the recovery
room.

Description of Post-Service Work: Includes the following: (1) all post-operative care on the day of the
procedure, including patient stabilization, post-operative orders, communicating with the family and
referring physician (including written and telephone reports), and other non "skin-to-skin" work in the
operating room; (2) all post-operative hospital visits and discharge day management; (3) all 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 adjustment)

SURVEY DATA:

Specialty: _American Urological Association

Sample Size: __ 38 Response Rate (%): _(28/38) 73% Median RVW: _10.63
25th Percentile RVW: _9.81 75th Percentile RVW: _15.00 Low: _6.00- High: _18.00

Median Pre-Service Time: __ 75 minutes Median Intra-Service Time: 90 minutes

25th Percentile Intra-Svc Time: 60 minutes _ 75th Percentile Intra-Svc Time: 120 minutes  Low: _60 minutes
High: _240 minutes




Median Post-Service Time: Total Time _ Number of Visits

Day of Procedure: _60 minutes

ICU: 0 minutes 0 visits

Other Hospital: 12.5 minutes _1 visit

Office: . 30 minutes 2 visits
KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor - RVW
1) 50620 Ureterolithotomy; middle one-third of ureter 14.17
2) 54640 Orchiopexy, inguinal approach, with or without hernia repair 6.55

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Code | Median Median Median Median Median Technical Median
Pre-Time Intra-Time Post-Time Mental effort Skill & Physical Psychological
Judgement Effort Stress

50620 60 minutes 90 minutes 30 minutes; | 3 2.5 3
01ICU; 3
45-min other
hosp; 2.5
40-min other
office

54640 55 minutes 60 minutes 20 minutes; | 2 3 3
0ICU; 0
other hosp;
1 20-min
other office

ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.

FREQUENCY INFORMATION

How was this service previously reported? _ CPT 54560

How often do physicians in your specialty perform this service? _Commonly __Sometimes _XX Rarely

Estimate the number of times this service might be provided nationally in a one-year period? 1,530 - 3.060

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 563X5 (P6) Global Period: 090 Recommended RVW: 17.75
CPT Descriptor: Laparoscopy, surgical; esophagogastric fundbplasty (eg, Nissen, Belsey IV, Hill, Toupet
procedures)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

A 35-year-old male has been treated for six months with Prilosec® for severe symptoms of reflux esophagitis. He
is evaluated by upper endoscopy, barium swallow radiographs, and manometric and pH studies of the esophagus.
His symptoms persist, and he has laparoscopic antireflux surgery. He is discharged home on the third

postoperative day.
Description of Pre-Service Work:

Pre-service work begins after the decision to operate is made, from the day before the operation until the time of
the procedure. This activity includes obtaining and reviewing the previous work-up, with special attention to
cardiopulmonary, gastrointestinal, and hematologic status; reviewing previous CT scans and ultrasounds,
pathology and laboratory studies; consulting with the referring physician, if necessary, and other health care
professionals; and communicating with the patient (and/or the patient's family) to explain the operative risks and
benefits and to obtain informed consent. Other preoperative services include dressing, scrubbing, and waiting to
begin the operation; supervising the positioning, prepping, and draping of the patient; and ensuring that the
necessary surgical instruments and supplies are present and available in the operative suite.

Description of Intra-Service Work: Under general anesthesia, surgical laparoscopy is performed. An supra-umbilical
incision is made, and the peritoneum is grasped with sutures on the fascia. The peritoneum is opened carefully under direct
vision. A Hasson blunt trocar is inserted. Gas flow is initiated to distend the abdomen, and the laparoscope is introduced.
Gas flow and intra-abdominal pressure are carefully monitored so as not to impair ventilation and venous return. The viscera
are inspected. Four additional 10-mm trocars are placed, two along the left subcostal margin, one in the subxiphoid region,
and one along the right subcostal margin in the midclavicular line. (For those cases in which the short gastric vessels are to
be divided with a linear stapler-cutter, a 12-mm trocar is placed.) The left lobe of the liver is retracted to the right with an
inflatable laparoscopic retractor that is introduced through the subxiphoid port. The stomach is retracted inferolaterally with a
Babcock forceps inserted through the lateral left subcostal port to visualize the esophageal junction. A nonratcheted grasping
forceps is introduced through the third port and laparoscopic scissors or hook electrocautery through the fourth port.
Diathermy is used only for the division of the peritoneumn. The peritoneum at the gastroesophageal junction is opened and
the esophagus is identified. The esophagus can be safely mobilized primarily by blunt dissection using a palpation probe.
During this dissection, the esophageal hiatus is exposed, and the right crus and posterior vagus are identified. In those
patients in whom the upper pole of the spleen is very close to the gastroesophageal junction, the short gastric vessels are first
taken down before completely mobilizing the esophagus, thus avoiding iatrogenic splenic injury. For the creation of the
window posterior to the esophagus, a 30 degree laparoscope is used, which allows better visualization of this region. To
facilitate division of the short gastric vessels, the stomach is retracted to the right by a Babcock forceps that is introduced
through port 3. An inflatable atraumatic retractor that is inserted through port 5 is used to gently retract the gastrosplenic
omentum to the left. A right-angle dissecting forceps is utilized through port 4 to isolate the short gastric vessels. These
vessels are doubly clipped and divided. A right-angle clip applier facilitates the ligation of the short gastric vessels. A
Babcock forceps passed posterior to the esophagus is used to grasp the gastric fundus. The fundus is brought around the
esophagus to form the wrap. Two or three stitches are used to close the esophageal hiatus by sewing the right and left crus of
the diaphragm. A 4-5-cm fundoplication is completed with interrupted 2-0 sutures, taking bites of the stomach. To prevent
slippage of the wrap, the upper part of the crus is incorporated in the first (upper) stitch, and a small bite of the
gastroesophageal junction in the last stitch (lower). Meticulous hemostasis is maintained, and the peritoneal cavity is
irrigated. The trocars are removed under direct vision to assure no abdominal wall vascular injury or hemorrhage.
The abdominal gas is evacuated, and the trocar sites are closed with multiple sutures.
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Description of Post-Service Work:

Post-service work begins after skin closure in the operating room and includes the application of sterile dressings.
Post-service work also includes monitoring the patient’s stability in the recovery room; writing orders; communicating
with the family and other health care professionals (including written and oral reports and orders); and all hospital
visits and services performed by the surgeon, including ICU care and ventilator management, as necessary; careful
monitoring of cardiopulmonary status; ordering and reviewing postoperative radiographs and laboratory studies;
monitoring and care of the incision; monitoring, maintaining, and removing all tubes and drains; and antibiotic and
pain medication management. Discharge management includes the surgeon’s final examination of the patient,
instructions for continuing care, and preparation of discharge records. Additionally, all post-discharge office visits for
this procedure for 90 days after the day of the operation are considered part of the postoperative work for this
procedure, including removal of sutures; ordering and evaluating periodic imaging and laboratory reports, if needed,;
and antibiotic and pain medication adjustments.

SURVEY DATA: Specialty(s): American College of Surgeons
Survey n: 88
PRE| INTRA || POST POST (details)
Response: 43
ICU Hosp. - Other Office
Day
Rate %: ‘ 1 )
49% RVW total total total total 7 total # total # total
min min min min | Visits| min | visits| min | visits| min
P ——————— = —— — — e
low 14.00 90
25th 16.10 130
%
MED 17.75 100 150 135* 30 0 0 3 30 3 45
75th 19.00 180
%
high 52.00 240
* Includes two hospital visits at 15 minutes each and one visit for discharge day management at 30 minutes.
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‘ Comparative Data for Surveyed Service and Key Reference Service(s):

TS
ME & PS*
1996 Pre Intra Post & J*| PE* mea

CPT Code RVW (min) (min) (min) | mean{ mean n
Pé 17.75] 100 150 135 421 4.67 | 433
43324 15.18] 83 120 148 359 333 321

*ME & J: mental effort and judgment. TS & PE: technical skill and physical effort. PS: psychological stress.

KEY REFERENCE SERVICE(S):
Resp CPT Descriptor 96rvw  97rvw  glob

40 43324 Esophagogastric fundoplasty (eg, Nissen, Belsey IV, Hill procedures) 15.18 nochg 090

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the pre-
, intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical effort; and
psychological stress) of the service you are rating to the key reference services listed above.

‘ The survey data for the pre- and intra-service time for P6 are greater than the key reference service 43324 and
support an RVW for P6 that is greater than 43324. In addition, the survey data for mental effort and judgment,
technical skill and physical effort, and psychological stress, are increased in each category for P6, when compared

to 43324.

Dissection of the short gastric vessels is more difficult to do laparoscopically than when it is done as an open
procedure, as is dissection of the esophagus and the retroesophageal space. Similarly, preparing and sewing the
crus of the diaphragm, as well as creating the wrap, are technically more difficult when done laparoscopically.

Futhermore, more effort and work are needed to perform a laparoscopic esophagogastric fundoplasty as opposed
to an open procedure in order to properly visually identify structures that should be cut or preserved. With an
open procedure, the surgeon has both the advantage of tactile information, as well as the ability to view the
operative field from more than one restricted view. Similarly, the work needed to take care of bleeding and
suturing of structures is increased due to the more complex and time consuming methods required for

laparoscopic suturing.

ADDITIONAL RATIONALE (eg, if recommended RVUs are based on an alternative method instead of the
survey results):  N/A

FREQUENCY INFORMATION
1. How was this service previously reported? CPT 43324
‘ 2. How often do physicians in your specialty perform this service? ~Commounly Sometimes Rarel

3. Estimate the number of times this service might be provided nationally in a one-year period?
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This disease affects 10 percent of the adult population of the US. Of those with this disease, 90 percent will
be treated medically. Ten percent will require surgical intervention, and of this number, 5 percent will be
treated laparoscopically. However, the percent requiring surgical intervention is increasing.

1995 Medicare allowed frequency for CPT 43324 was 5,013
5% of these will now be reported using 563X5 (P6) [5% of 5,013 = 250]

4. Is this service performed by many physicians across the United States? Yes Neo
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Lymphocele Drainage - Tab 22

The work described by the new code 49062 describes the open drainage of a lymphocele. Although this procedure does not represent new
technology the new code will more adequately describe that services that are involved. The typical patient usually develops lymphoceles as
a result of renal transplant surgery or retropubic prostatectomy. This procedure is equivalent in terms of work to CPT code 49060 Drainage
of peritoneal abscess (work RVU= 10.55). Since the conditions that result in this type of surgery are uncommon, the procedure is performed
on a relatively limited basis. Although this procedure achieves the same result as percutaneous abscess drainage, the patient undergoing the
procedure described by 49062 has failed the percutaneous procedure. When a patient presents for surgery, the surgeon will determine based
on their skill and experience whether or not the procedure should be performed as an open or laparoscopic procedure. The RUC
recommended an RVU of 10.78 for this procedure which was based on a survey median from over 30 urologists.

A new code 56314 was added for laparoscopic lymphocele drainage. This work involved in this procedure is the same as the open
lymphocele drainage and involves similar patients. This procedure is based on the experience of the surgeon not the availability of the
technology. The RUC recomrnended an RVU of 8.93 which was based on a survey median from over 30 urologists.

CPT Code | Tracking CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation
49062 CC1 Drainage of extraperitoneal lymphocele to 090 10.78

peritoneal cavity, open

*56314 cC2 Laparoscopy, surgical; with drainage of ’ 010 8.93
lymphocele to peritoneal cavity

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Urethral Endoprosthesis - Tab 24

A new code 52282 was added to describe the use of endoprosthetic stents in the treatment of urethral stricture disease. The treatment of a
urethral stricture involves a cystoscopy and the excision of the stricture using cold knife technique. Once the stricture is excised, a stent is
placed over the stricture site. This a very difficult procedure due to the many complications that are associated with stent placement. The
patient often experiences incontinence therefore, sometimes the stent is placed across the urogenic bladder to make the continent. Since the
stent cannot be moved once it is placed, it is imperative the stent placement will not result in the patient becoming incontinent. The work
involved in this procedure is similar to the reference services 52276 Cystourethroscopy with direct vision urethrotomy (work RVU= 5.00)
and 52277 Cystourethroscopy, with resection of external spinchter (work RVU= 6.17). Based on the survey median of over 30 urologists,
the RUC recommended an RVU of 6.40 for this procedure.

CPT Code | Tracking CPT Descriptor Global Work RVU

(eNew) Number Period Recommendation

052282 DD1 Cystourethroscopy, with insertion of urethral 000 6.40
stent

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Kyphectomy - Tab 25

New CPT codes were added to describe Kyphectomy, a procedure to performed on spina bifida patients to allow correction and
stabilization of the deformity, decreased skin problems, increased pulmonary function, and improved sitting balance. Fewer than 150 of
these procedures are performed each year in the United States by fewer than 100 pediatric orthopaedic surgeons. The procedure has high
mortality and morbidity rates. -

The RUC recommends work relative values based on the survey results of more than 40 pediatric orthopaedic surgeons who perform this
procedure. The majority of the survey respondents compared code 22818 Kyphectomy, circumferential exposure of spine and resection of
vertebral segment(s) (including body and posterior elements); single or two segments to CPT code 63087 Vertebral corpectomy (vertebral
body resection), partial or complete, combined thoracolumbar approach with decompression of spinal cord, cauda equina or nerve root(s)
lower thoracic or lumbar; single segment (work rvu = 33.91). Both services require similar amounts of intra-service time (240 minutes)
and intensity. The intra-service time of 63087 has been confirmed by the Harvard study (258 minutes), Five-Year Review data (265
minutes), and this survey (240 minutes). Associated arthrodesis, instrumentation, and bone grafting are not included in either of these
services and are reported separately. The RUC recommends 30.00 for 22818.

The RUC recommends 34.50 for code 22819, Kyphectomy, circumferential exposure of spine and resection of vertebral segment(s)
(including body and posterior elements); 3 or more segments, which is also based on the survey median. The 15% increase in the work
value for an additional segment is comparable to the 16% increase established for the additional segments for the spine codes, which has
been validated in both the RUC process and Harvard’s Phase IV study.

CPT Code | Tracking CPT Descriptor . | Global | Work RVU
(sNew) Number . Period | Recommendation
022818 AAl Kyphectomy, circumferential exposure of spine and 090 30.00

resection of vertebral segment(s) (including body and
posterior elements); single or two segments

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



CPT Code | Tracking CPT Descriptor Global | Work RVU
(eNew) Number Period | Recommendation
AA2 3 or more segments 090 34.50

022819

(To report arthrodesis, see 22800-22804 and use modifier -
51)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION N

‘ CPT Code: _228X1  Tracking Number: AA1 Global Period: _ 090  Recommended RVW: 30.00

CPT Descriptor:

Kyphectomy, circumferential exposure of spine and resection
of vertebral segment(s) (including body and posterior elements),
single or two segments.

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

An 8 year old thoracic level myelomeningocele patient with progressive congenital kyphotic deformity undergoes
kyphectomy with resection of L1 and L2 involving a circumferential exposure via posterior approach. (Note:
Associated arthrodesis, instrumentation and bone grafting are not included in this code and are reported separaiely.)

Description of Pre-Service Work:
In the 24 hours prior to surgery, the surgeon has reviewed the previously obtained preliminary laboratory data

including urinalysis and possibly urine cultures. Because of the high incidence of associated urinary tract infections in
spina bifida patients, appropriate urinary antibiosis is reviewed. Pre-operative x-rays and imaging studies are gathered
and reviewed, as well as any preliminary associated studies such as pulmonary function tests. On the morning of
surgery, all information is reviewed and the patient is re-examined paying particular attention to the condition of the

. skin in the area of the kyphotic deformity, as well as pulmonary function and the condition of the patient’s urine. The
surgeon checks on the availability of blood for the necessary transfusions. The family and patient are recounseled and
the operative risks and benefits are reviewed once again. After dressing, the surgeon assists in positioning the patient
after appropriate general anesthesia is available and appropriate intravenous and intra-arterial lines including urinary
catheter have been placed. The surgeon often assists in placement of these lines. The surgeon positions the patient on
the operating table paying particular attention to padding the iliac crests and chest, as well as the legs. It should be
noted that in the patient without sensation, appropriate protection is necessary for this lengthy procedure. The
physician reviews the available surgical instrumentation which has been previously selected, as well as the making sure
that all supplies that are necessary are present and available in the operative suite. The physician supervises the
prepping of the patient and drapes the patient to expose the area of the surgical procedure. In addition, the surgeon
prepares for the radiographic imaging control that will be necessary during surgery.

Description of Intra-Service Work:
The mid-line incision is made through the length of the planned procedure. Because of the previously closed spina

bifida over the area of the kyphotic deformity, it is not possible to make an incision to level of the spinous process as:
these remain open. The incision begins at the areas of intact spinous processes proximal to the spina bifida lesion.
Careful dissection elevating the musculature and periosteum of spinous processes, facet joints and transverse processes
is performed. This is continued distally at each level of exposure starting at least two levels proximal to the spina
bifida defect. As the spina bifida defect is encountered, the exposure is lateral to the defect. The musculature is
elevated from the displaced spinous processes on the right and left sides, facet joints, and transverse processes. This is
continued distally as far as is necessary. The area of the significant kyphotic deformity is observed and the area of
_excision of vertebra is planned. Elevation of the dural sac from the vertebral body is performed with division and
‘ ligation of the nerve roots at the appropriate levels of excision. It is usually necessary to do this over at least four
levels if the two level excision is planned. Elevation of the entire dural sac, paying attention to homeostasis is
performed. The dissection is then continued in a circumferential manner around the vertebral bodies at the apex of the
kyphosis. The dissection is continued by elevating the musculature anterior of the transverse processes on to the
vertebral bodies. Careful attention is necessary to stay in the appropriate plane and avoid endangering the vena cava



CPT Code: 228X1

or aorta. Circumferentially with homeostatic control, the vertebra is exposed for the appropriate levels. If two level
excision is planned, it is usually necessary to expose circumferentially four vertebral bodies. Care is necessary
because of the proximity of the aorta and vena cava. Following complete circumferential exposure, the vertebral body
excision is planned. Should a step cut osteotomy for approximation be necessary, this is planned in the appropriate
vertebral bodies, one or two of which are excised completely. The end plates of the adjacent vertebra are then prepared
for fusion which is not a portion of this code. Correction of the deformity is then performed by elevating the legs to
correct the kyphotic deformity. Care is extremely necessary because of the stretch that this may place on the vena cava
and aorta. The potential for vascular catastrophe is significant at this time. Blood loss is replaced as is necessary and
is often significant during the exposure and vertebral body excision. The arthrodesis and instrumentation which are
separately codeable are then performed. Appropriate intra-operative x-rays are taken in planning the area of resection.

These are done in both AP and lateral plane and are reviewed for documentation and facilitation of the previously
decided intra-operative plan. Following the performance of these procedures and bone grafting, the wound is closed in
layers utilizing the dural sac to facilitate coverage over the vertebral bodies. Appropriate dressings are applied and the
patient is turned supine and awakened.

Description of Post-Service Work:
The post-service work includes monitoring of the patient until stabilized in the operating room area with appropriate

documentation of fluid loss and blood loss and replacement, as well as writing appropriate orders. Communication
with the family and the necessary associated health care professionals which would include the intensive care
physicians if present and the intensive care nurses that will assist in the care of the patient is performed. An operative
note is dictated. X-rays are taken and reviewed to make sure that the lungs remain clear and there is no pneumo-
thorax and the position of the back is appropriate. After the patient is awakened and recovery has been stabilized, the
patient is transferred to the intensive care unit where appropriate monitoring is continued. The surgeon reviews all of
the available information in regards to fluid balance, electrolytes, blood loss, and makes appropriate recommendations.

He will consult with the intensive care nurses in regards to the patients pulmonary function plans and with the
intensive care physician if available.

Once the patient is stabilized, the surgeon leaves the area returning later on the day of surgery for a post-surgical visit
to review the patient’s status. The surgeon makes sure that the skin condition remains intact and the patient is
appropriately mobilized. Log-rolling care to avoid pathological fractures to the extremities is communicated to the
nursing staff. In each subsequent intensive care visit, which occur two times a day during the intensive care period,
the surgeon assumes a significant portion of the intensive care responsibilities that are present. It should be noted that
these visits involve medical decision making of high complexity. It should also be noted that a portion of the critical
care may be given by a critical care physician. A significant portion however, is the responsibility of the surgeon.
The critical care visits are most equivalent to 99233, subsequent hospital care, but because of the critical care
physician involvement, it should be considered equivalent to 99232, subsequent hospital care. Subsequent care in the
intensive care unit continues until the patient is clearly stabilized and the patient is transferred to the ward. At least
daily hospital visits occur paying attention to the fluid status and blood replacement, as well as the urinary catheter
drainage. Transition to intermittent catheterization is initiated. Once the patient begins to have bowel sounds, oral
intake is begun and monitored. A thoracolumbosacral orthosis (TLSO) is usually fabricated and fit when available.
When the TLSO is available, initiation of sitting in a wheelchair with careful attention to the status of the skin and the
fit of the jacket on a daily basis is present. When the patient is sitting well in the TLSO and eating well without
evidence of infection, the patient is then discharged to home or post-hospitalization facility care. Communication of
the responsibilities to the provider of the patient’s care in that situation is performed during the hospital visit and prior
to discharge. Careful attention to communicate the necessities for transfer, skin care, and monitoring the patient’s
condition are present. Subsequent office visits are performed at which time x-rays are taken and evaluated. The skin
condition under the orthosis is evaluated. The necessary laboratory data is evaluated. The urinary antibiotic usage
during the post-operative period varies and is dependent on the prophylactic antiobiotics used in surgery, as well as the
necessary urinary antibiotics. Communication to the other health care involved providers of the patient’s status is
performed with each office visit.




CPT Code:

228X1

SURVEY DATA:

Specialty: _American Academy of Pediatrics (AAP) and American Academy of Orthopaedic Surgeons (AAOS)

‘ Sample Size:

n= 120 Response Rate (%): _35.83% (43) Median RVW: 30.00
25th Percentile RVW: __ 25.00 75th Percentile RVW: - 34.88 Low: High: _65
Median Pre-Service Time: 120 Minutes Median Intra-Service Time: 240 Minutes

25th Percentile Intra-Svc Time: 180 Minutes
Low: 60 Minutes High: 400 Minutes

Median Post-Service Time:

Total Time  Number of Visits

75th Percentile Intra-Svc Time: 300 Minutes

Day of Procedure: 60
ICU: A 60 3
Other Hospital: 90 6
Office: 90 3
KEY REFERENCE SERVICE(S):
. CPT Code  CPT Descriptor RVW
1) 63087 Vertebral corpectomy (vertebral body resection) 33.91
2) 22800 Arthrodesis, posterior, for spinal deformity 16.92
3 22595 Arthrodesis, posterior technique, atlas-axis 18.19

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical
effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median Median/Mean Median/Mean Median/Mean
Code Pre-Time Intra-Time | |Post-Time Mental Effort & Technical Skill & Psychological Stress
Judgment Physical Effort
228X1 |{}120 Min 240 Min. 270 Min. Median = 5.00 Median = 5.00 {Median = 5.00
. : Mean = 4.55 Mean = 4.74 Mean = 4.69

63087 ;|90 Min. 240 Min. 260 Min. Median =4.00 Median = 5.00 Median = 5.00
Mean = 4.36 Mean = 4.61 Mean = 4.55

22800 {160 Min. 180 Min. 175 Min. Median = 3.00 |Median = 4.00 Median = 3.00
Mean = 3,33 Mean = 3.56 Mean = 3.22

22595 | |60 Min. 150 Min. 180 Min. Median = 4.00 Median = 4.00 Median = 4.00
Mean = 4.00 Mean = 4.33 Mean = 4.17

‘ Relationship of code being reviewed to key reference service(s):

®The majority of the survey respondents compared the new kyphectomy code (228X1) to CPT 63087 (vertebral
corpectomy). The survey respondents found 228X1 to have similar, but slightly less physician work than CPT code



CPT Code: 228X1

63087. However, the survey respondents found the complexity/intensity of 228x1 to be higher than for CPT 63087.
CPT 63087 requires an exposure usually through the flank to the anterior aspects of the vertebral body involved with

' careful attention of preservation of aorta, ureter, and vena cava function. Because of the lack of significant deformity,

‘:he exposure is usually done in a classical manner. Exposure of 228X1 involves a circumferential vertebral body
exposure of a very deformed spine. It also involves careful attention at preserving aorta, vena cava, and ureteral
function without damaging the structures. Because of the deformity, the anatomical relationships vary greatly. The
exposure involves many many more levels than CPT 63087. The survey respondents reviewed the mental effort and
judgment, technical skill, physician effort, and psychological stress as being higher and at the maximum of the
available complexity/intensity scale because of the difficulties with the exposure and potential for catastrophic events,.
The preservation of the dura sac is intricate to 228X1 in that removal has been associated with intracranial catastrophe
secondary to acute hydrocephalus. However, since these patients are all paralyzed, preservation of. neurological
function is not present. CPT 63087 involves preservation or restoration of neurological function and preservation of
the dura sac. 228X1 involves a significant vertebral body resection of one of two vertebral bodies in a planned manner
to facilitate the technical approximation of the remaining vertebra.

oCPT 63087 involves removal of the anterior vertebral body only for purposes of exposure of the spinal canal and
preparation for bone grafting. The bone grafting procedures in both cases represent additional codes.

oCPT 22800 and 22595 were selected as the second and third reference codes by some of the survey respondents. Both
of these procedures represent spinal procedures involving less intra-operative time and significantly less mental
judgment, technical skills, and stress as defined by the survey respondent data. The RVUs for CPT 22800 and 22595
are appropriately less than the recommended RVW for 228X1. The recommended RVW for 228X1 is consistent with
the relationship of intra operative times of the three reference codes in comparison to the intra operative time of
228X1. It also reflects the relationship between the mental effort, stress and judgmert involved in these procedures
(see attached charts).

‘GBecause the involved medical decision making is of high complexity, the critical care visits identified by the survey
respondents should be considered most equivalent to CPT 99233 subsequent hospital visit. But because other
physicians may be involved in this aspect of care, CPT 99232 subsequent hospital visit was considered more
appropriate for the purpose of physician work comparison.

ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.

Harvard and RUC Update intra time information for key reference services:

CPT Descriptor Global Harvard RUC Update Survey
Code - Intra Time Intra Time Intra Time
63087 | Vertebral corpectomy (vertebral body resection) 090 [ 258 Minutes | N/A 240 Minutes
22800 | Arthrodesis, posterior, for spinal deformity 090 170 Minutes | 180 Minutes | 180 Minutes
22595 | Arthrodesis, posterior technique, atlas-axis 090 172 Minutes | 150 Minutes | 150 Minutes

The times assigned by the survey respondents to CPT code 63087, 22800, and 22595 are consistent with the times
derived from the Hsiao (Harvard) data and the available RUC update information. This demonstrates that the survey

‘Nas reliable for ascertaining the amount of physician time involved in providing these services (consistent with other
mechanisms for determining physician time such as consensus panel) as well as maintaining external validity of survey
results (the results being similar also substantiates the survey respondents results).



CPT Code: ___ 228X

FREQUENCY INFORMATION

How was this service previously reported? __CPT 63087

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? _150 __ -
Is this service performed by many physicians across the United States? __Yes _X No
This procedure and .228X2 are performed approximately 150 times per year in the United States by fewer than 100

pediatric orthopaedic surgeons. The respondents to this survey represent the large majority of those physicians who
commonly provide this procedure. ’




‘ SUMMARY STATISTICS ON 22

A1 AND REFERENCE SERVICES

SURVEYED SERVICE DATA
Pre Intra Post Complex/Intense | RVW
Int. DOP ICU ICU | O.Hosp | O.Hosp | Office | Office | TOTAL| ME | TS Final
RVW
228X1 RVW | min min min j visits | min visits min | visits | min min J | PE| PS
low 16.00f 30.00| 60.00} 15.00| 0.00{ 0.00 2.00{ 10.00{ 1.00{ 15.00{ 55.00|3.00|3.00| 4.00{ 18.00
| 25th% | 256.00] 90.00/180.00| 35.00{ 2.00{ 30.00 5.00( 60.00| 3.00{ 45.00( 227.50/4.00|5.00| 4.00| 25.00
SUM DATA: med | 30.00} 120.00/240.00] 60.00| 3.00| 60.00 6.00{ 90.00{ 3.00| 60.00| 270.00|5.00{5.00| 6.00| 30.00
svy n 120| 75th% | 34.88] 170.00{300.00| 90.00| 4.00[{117.50 8.00( 120.00| 4.00( 90.00i 355.00/5.00{5.00| 5.00| 34.88
resp. 43| high | 50.00} 480.00(400.00/480.00{ 12.00(200.00( 12.00}360.00; 10.00{300.00| 900.00{5.00|5.00! 5.00} 65.00
rate % 36%| mean | 29.68| 131.05{238.49| 76.98| 3.39| 73.10 6.24(103.66| 3.85| 76.34| 320.00(4.55|4.74| 4.69131.13
Key Reference A Data
Pre Intra Post Complex/Intense
Key Ref DOP ICU ICU }JO.Hosp| O.Hosp | Office | Office | TOTAL] ME | TS
63087} Ref A |RVW | min min min visits min visits min visits | min min J PE | PS
51 low [33.91] 30.00{ 60.00{ 15.00[ 1.00 10.00] 3.00] 10.00| 2.00{ 20.00| 55.00|3.00|3.00| 3.00
‘125th%33.91] 82.50| 180.00] 45.00{ 2.00| 30.00 5.00f 60.00] 3.00} 45.00{ 190.00| 4.00| 4.00jf 4.00
: med }33.91] 90.00j 240.007 60.00] 3.00} 60.00] 6.00{ 82.50| 3.00| 60.00} 260.00| 4.00| 5.00| 5.00
75th% |33.91}135.00] 300.00| 60.00] 4.00| 87.50{ 7.00| 100.00] 4.00{ 85.00{ 330.00| 5.00] 5.00] 5.00
high [33.91}660.00] 600.00/300.00{ 7.00|250.00| 10.00{ 360.00;10.00{180.00( 825.00| 5.00} 5.00| 5.00
mean |33.91|128.29| 250.00f 59.57| 3.09| 67.50| 5.97| 98.68] 3.79| 70.91|287.86|4.36| 4.61| 4.55
Key Reference B Data
Pre Intra Post Complex/Intense
Key | Ref DOP ICU ICU |0O.Hosp|0.Hosp|Office| Office | TOTAL| ME | TS
22800 | Ref B | RVW min min min visits | min | visits min | visits | min min J PE PS
H low 16.92] 45.00 60.00] 15.00f 0.00| 0.00| 4.00{ 10.00{ 1.00| 20.00{ 55.00| 3.00| 3.00{ 2.00
425th%| 16.92( 60.00| 150.00{ 30.00/ 0.00| 0.00[ 4.75; 57.50| 2.00{ 30.00|135.00| 3.00| 3.00| 3.00
' med | 16.92 - 60.00] 180.00} 40.00 1.00{20.00] 5.00f 60.00] 3.00} 45.00}175.00| 3.00] 4.00§ 3.00
- }75th% | 16.92] 90.00| 180.00] 60.00] 2.00]30.00] 6.00] 76.25| 4.00] 60.00|220.00] 4.00[ 4.00[ 4.00
high | 16.92|120.00§ 300.00| 120.00{ 2.00{60.00} 6.00]150.00{ 6.00/100.00}330.00| 4.00| 4.00| 4.00
mean | 16.92| 77.22;168.89] 52.78 1.00)19.44; 5.13; 68.13] 3.00] 48.89{181.67] 3.33] 3.66] 3.22




228X1
Key Reference C Data
Pre Intra Post Complex/intense
Key Ref DOP I ICU ICU [O.Hosp|O.Hosp| Office | Office | TOTAL] ME | TS
22595 | Ref C | RVW min min min lvisits min visits min | visits | min min J PE PS
low 18.19| 30.00{120.00| 15.00| 0.00| 0.00 2.00{ 30.00; 1.00| 15.00( 75.00f{ 3.00] 4.00( 3.00
. 125th% | 18.19] 60.00|127.50{ 32.50;{ 0.00{ 0.00 3.00| 35.00| 2.25; 30.00] 123.75| 4.00| 4.00{ 4.00
med | 18.19| 60.00{150.00| 50.00| 0.50| 7.50 3.50{ 565.00{ 3.00( 37.50{ 180.00] 4.00} 4.00| 4.00
75th% ] 18.19] 60.00|172.50{ 60.00] 1.00| 18.75 4.75| 82.50| 3.00! 56.25| 217.50| 4.00| 4.75| 4.75
"1 high | 18.19] 105.00{240.00| 120.00| 2.00 30.00 6.00| 90.00 3.00f 90.00| 240.00| 5.00] 5.00| 5.00
mean | 18.19| 62.50{160.00| 54.17| 0.67{ 10.83 3.83] 58.33] 2.50| 45.00{ 168.33]| 4.00| 4.33| 4.17
228X1
Times Services
Provided T. Patient |
New |Ref A|Ref B [Ref Yes | NO
Cc
Low | 0.00] 0.00]{ 0.00{0.00
25% | 0.00) 0.00{ 0.50{0.00
Med | 1.00| 1.00{ 7.50[{0.00|Total |Total
75% | 2.00| 2.00{ 20.00|1.00
High | 4.00| 7.00; 50.00|4.00
Mean| 1.23| 1.31| 13.20|0.67(28.00] 2.00
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: _228X2  Tracking Number: AA2 Global Period: __090 _ Recommended RVW: 34.50

CPT Descriptor:

Kypectomy, circumferential exposure of spine and resection of vertebral
segments (including body and posterior elements), 3 or more segments.
(To report arthrodesis, see 22800 - 22804 and use Modifier - 51)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

An 8 year old thoracic level myelomeningocele patient with progressive congenital kyphotic deformity undergoes
kyphectomy with resection of L1, L2, and L3 involving a circumferential exposure via posterior approach. (Note:
Associated arthrodesis, instrumentation and bone grafting are not included in this code and are reported separately.

Description of Pre-Service Work:
In the 24 hours prior to surgery, the surgeon has reviewed the previously obtained preliminary laboratory data

including urinalysis and possibly urine cultures. Because of the high incidence of associated urinary tract infections in
spina bifida patients, appropriate urinary antibiosis is reviewed. Pre-operative x-rays and imaging studies are gathered
and reviewed, as well as any preliminary associated studies such as pulmonary function tests. One the morning of
surgery, all information is reviewed and the patient is re-examined paying particular attention to the condition of the
skin in the area of the kyphotic deformity, as well as pulmonary function and the condition of the patient's urine. The
surgeon checks on the availability of blood for the necessary transfusions. The family and patient are recounseled and
the operative risks and benefits are reviewed once again. After dressing, the surgeon assists in positioning the patient
after appropriate general anesthesia is available and appropriate intravenous and intra-arterial lines including urinary
catheter have been placed. The surgeon often assists in placement of these lines. The surgeon positions the patient on
the operating table paying particular attention to padding the iliac crests and chest, as well as the legs. It should be
noted that in the patient without sensation, appropriate protection is necessary for this lengthy procedure. The
physician reviews the available surgical instrumentation which has been previously selected, as well as the making sure
that all supplies that are necessary are present and available in the operative suite. The physician supervises the
prepping of the patient and drapes the patient to expose the area of the surgical procedure. In addition, the surgeon
prepares for the radiographic imaging control that will be necessary during surgery.

Because the increased deformity that is present in the patienté requiring 228X2, positioning is significantly more
difficult as is the importance of the pre-operative planning for the area of resection than in 228X1. This pre-operative
planning review is a significant portion of the pre-service work.

Description of Intra-Service Work:
The mid-line incision is made through the length of the planned procedure. Because of the previously closed spina -

bifida over the area of the kyphotic deformity it is not possible to make an incision to level of the spinous process as
these remain open. The incision begins at the areas of intact spinous processes proximal to the spina bifida lesion.
Careful dissection elevating the muscalature and periosteum of spinous processes, facet joints and transverse processes
is performed. This is continued distally at each level of exposure starting at least two levels proximal to the spina
bifida defect. As the spina bifida defect is encountered, the exposure is lateral to the defect. The musculature is
elevated from the displaced spinous processes on the right and left sides, facet joints, and transverse processes. This is
continued distally as far as is necessary. The area of the significant kyphotic deformity is observed and the area of
excision of vertebra is planned. Elevation of the dural sac from the vertebral body is performed with division and



CPT Code: 228X2

ligation of the nerve roots at the appropriate levels of excision. It is usually necessary to do this over at least four
levels if the tow level excision is planned. Elevation of the entire dural sac, paying attention to homeostasis is
performed. The dissection is then continued in a circumferential manner around the vertebral bodies at the apex of the
kyphosis. The dissection is continued by elevating the musculature anterior of the transverse processés on to the
vertebral bodies. Careful attention is necessary to stay in the appropriate plane and avoid endangering the vena cava
or aorta. Circumferentially with homeostatic control, the vertebra is excised for the appropriate several levels. If
three level excision is planned, it is usually necessary to expose circumferentially five vertebral bodies. At the
extremes of the exposure, care is necessary because of the proximity of the aorta and vena cava. Following complete
circumferential exposure, the vertebral body excision is planned. Should a step cut osteotomy for approximation be
necessary, this is planned in the appropriate vertebral bodies, three or more of which are excised completely. The end
plates of the adjacent vertebra are then prepared for fusion which is not a portion of this code. Correction of the
deformity is then performed by elevating the legs to correct the kyphotic deformity. Care is extremely necessary
because of the stretch that this may place on the vena cava and aorta. The potential for vascular catastrophe is
significant at this time. Blood loss is replaced as is necessary and is often significant at this portion of time. Blood
loss is replaced as is necessary and is often significant during the exposure and vertebral body excision. The
arthrodesis and instrumentation which are separately codeable are then performed. Appropriate intra-operative x-rays
are taken in planning the area of resection. These are done in both AP and lateral plane and are reviewed for
documentation and facilitation of the previously decided intra-operative plan. Following the performance of these
procedures and bone grafting, the wound is closed in layers utilizing the dural sac to facilitate coverage over the
vertebral bodies. Appropriate dressings are applied and the patient is turned supine and awakened.

Because of the increased deformity that is reflected in this group of patients, a more extensive exposure of the vertebral
column is necessary both proximally and distally. This exposure gives the potential for entering the chest cavity. The
possibility of needing chest tube placement is present. The possibility of endangering the ureters, vena cava or aorta is
more significant. Because of the increased kyphotic deformity present in these patients, a more extensive area of
vertebral resection is necessary. Careful planning of the area of vertebral resection of three or more levels is present.
This planning and the surgical performance of this portion of the procedure must allow approximation of the remaining
invertebra as the entire pelvis is extended on the operating table. Because of the severity of the deformity present in
these patients, the potential for catastrophic event during the correction of the severe deformity is more likely. The
need for chest tube placement is evaluated both clinically and with x-ray control of the correction intra-operatively is
present. :

Description of Post-Service Work:
The post-service work includes monitoring of the patient until stabilized in the operating room area with appropriate

documentation of fluid loss and blood loss and replacement, as well as writing appropriate orders. Communication
with the family and the necessary associated health care professionals which would include the ifitensive care
physicians if present and the intensive care nurses that will assist in the care of the patient is performed. An operative
note is dictated. X-rays are taken and reviewed to make sure that the lungs remain clear and there is no pneumo-
thorax and the position of the back is appropriate. After the patient is awakened and recovery has been stabilized, the
patient is transferred to the intensive care unit where appropriate monitoring is continued. The surgeon reviews all of
the available information in regards to fluid balance, electrolytes, blood loss, and makes appropriate recommendations.
he will consult with the intensive care nurses in regards to the patients pulmonary function plans and with the
intensive care physician if available.

Once the patient is stabilized, the surgeon leaves the area returning later on the day of surgery for a post-surgical visit
to review the patient's status. The surgeon makes sure that the skin condition remains intact and the patient is
appropriately mobilized. Log-rolling care to avoid pathological fractures to the extremities is communicated to the
nursing staff. In each subsequent intensive care visit, which occur two times a day during the intensive care period,
the surgeon assumes a significant portion of the intensive care responsibilities that are present. It should be noted that
these visits involve medical decision making of high complexity. It should also be noted that a portion of the critical
care may be given by a critical care physician. A significant portion however, is the responsibility of the surgeon.
The critical care visits are most equivalent to 99233, subsequent hospital care, but because of the critical care
physician involvement, it should be considered equivalent to 99232, subsequent hospital care. Subsequent care in the
intensive care unit continues until the patient is clearly stabilized and the patient is transferred to the ward. At least
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daily hospital visits occur paying attention to the fluid status and blood replacement, as well as the urinary catheter
drainage. Transition to intermittent catheterization is initiated. Once the patient begins to have bowel sounds, oral

‘ intake is begun and monitored. A thoracolumbosacral orthosis (TLSO) is usually fabricated and fit when available.
When the TLSO is available, initiation of sitting in a wheelchair with careful attention to the status of the skin and the
fit of the jacket on a daily basis is present. When the patient is sitting well in the TLSO and eating well without
evidence of infection, the patient is then discharged to home or post-hospitalization facility care. Communication of
the responsibilities to the provider of the patient's care in that situation is performed during the hospital visit and prior
to discharge. Careful attention to communicate the necessities for transfer, skin care, and monitoring the patient's
condition are present. Subsequent office visits are performed at which time x-rays are taken and evaluated. The skin
condition under the orthosis is evaluated. The necessary laboratory data is evaluated. The urinary antibiotic usage
during the post-operative period varies and is dependent on the prophylactic antibiotics used in surgery, as well as the
necessary urinary antibiotics. Communication with the other providers involved with the health care of the patient’s
are informed of the patient’s status after each office visit.

‘Post-service work of 228X2 is similar but more elaborate than 228X1. Because of the severity of the deformity and
resultant in correction, additional days of hospitalization in the intensive care unit may be necessary. The possibility
of chest tube placement, unilateral or bilateral with appropriate care is also present.

SURVEY DATA:

Specialty: _American Academy of Pediatrics (AAP) and American Academy of Orthopaedic Surgeons (AAQS)

Sample Size: n= 120 Response Rate (%): _31.67% (38) Median RVW: 34.50
. 25th Percentile RVW: 26.00 75th Percentile RVW: 37.75 Low: 18.50 High: _60
Median Pre-Service Time: 120 Minutes Median Intra-Service Time: 245 Minutes

25th Percentile Intra-Svc Time: 220 Min. 75th Percentile Intra-Svc Time: 322.5 Min. Low: 80 Min. High: 480 Min.

Median Post-Service Time: Total Time - Number of Visits
Day of Procedure: 60
ICU: ' 60 3
Other Hospital: 90 7
Office: 65 4
KEY REFERENCE SERVICE(S):
CPT Code CPT Descriptor RVW
1y 63087 Vertebral corpectomy (vertebral body resection) 33.91
‘ 2) 22800 Arthrodesis, posterior, for spinal deformity 16.92

3) 22595 Arthrodesis, posterior technique, atlas-axis 18.19
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RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill & physical

effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT | {Median Median Median Median/Mean Median/Mean Median/Mean
Code Pre-Time Intra-Time { | Post-Time Mental Effort & Technical Skill & Psychological Stress
Judgment Physical Effort
228X2 |(|120 Min 245 Min. 287.5 Min | {Median = 5.00 Median = 5.00 Median = 5.00
. Mean = 4.61 Mean = 4.82 Mean = 4.74

63087 |90 Min. 240 Min. 250 Min. Median =4.00 Median = 5.00 Median = 5.00
Mean = 4.32 Mean = 4.64 Mean = 4.54

22800 | |60 Min. 150 Min. 220 Min. Median = 3.00 Median = 4.00 Median = 3.00
Mean = 3.29 Mean = 3.57 Mean = 3.14

22595 {]60 Min. 150 Min. 210 Min. Median = 4.00 Median = 4.00 Median = 4.00
Mean = 4.00 Mean = 4.29 Mean = 4.14

Relationship of code being reviewed to key reference service(s):

®The majority of the survey respondents compared the new kyphectomy code (228X2) to CPT 63087 (vertebral
corpectomy). The survey respondents found 228X2 to have similar, but slightly more physician work than CPT code
63087. The survey respondents also found the complexity/intensity of 228X2 to be higher than for CPT 63087. CPT
63087 requires an exposure usually through the flank of the anterior aspects of the vertebral body involved with
careful attention of preservation of aorta, ureter, and vena cava function. Because of the lack of significant deformity,
the exposure is usually done in a classical manner. However, exposure of 228X2 involves a circumferential vertebral
body exposure of a very deformed spine. It involves careful attention at preserving aorta, vena cava, and ureteral
function without damaging the structures. Because of the deformity, the anatomical relationships vary greatly. The
exposure involves many additional levels than CPT 63087. The respondents reviewed the mental effort’and judgment,
technical skill, physician effort, and psychological stress as being higher and at the maximum of the available
complexity/intensity scale because of the difficulties with the exposure and potential for catastrophic events. The
preservation of the dura sac is intricate to 228X2 in that removal has been associated with intracranial catastrophe
secondary to acute hydrocephalus. However, since these patients are all paralyzed, preservation of neurological
function is not present. CPT 63087 involves preservation or restoration of neurological function and preservation of
the dural sac. 228X2 involves a significant vertebral body resection of two or more vertebral bodies in a planned
manner to facilitate the technical approximation of the remaining vertebra whereas CPT 63087 requires less deformity
correction.

®CPT 63087 involves removal of the anterior vertebral body only for purposes of exposure of the spinal canal and
preparation for bone grafting. The bone grafting procedures in both cases represent additional codes.

©228X?2 involves significantly more exposure than 228X1 with more danger of entering the chest cavities and more
risk to the aorta, vena cava, and ureters. In addition, larger vertebra excision is present.

®Deliberations of the AMA/Specialty Society Relative Value Scale Update Committee (RUC) during the spine code
evaluation involved some debate regarding additional levels. As a check of the relationship between 228X1 and .
228X2, the previous methodology utilized in consideration of 22114 and 22116 has been employed. The relative value
of the spine codes was increased 16.68 percent for the additional level. The recommendation of the relative work to
228X2 represents and increased work value of 15 percent compared to 228X1. This methodology is consistent with
prior RUC processes and the comparison is being used as a validation technique for the survey results and
recommendations for 228X 1 and 228X2 (see attached spine. code evaluation summary form). Harvard’s Phase IV
study established a range of 16.31% for additonal levels. :




CPT Code:

228X2

oCPT 22800 and 22595 were selected as the second and third reference codes by some of the survey respondents. Both
of these procedures represent spinal procedures involving significantly less intra-operative time and significantly less
mental judgment, technical skills, and stress as defined by the survey respondent data. The RVUs for CPT 22800 and

22595 are appropriately less than the recommended RVW for 228X2.

The recommended RVW for 228X1 is

consistent with the relationship of intra operative times of the three reference codes in comparison to the intra
operative time of 228X2. It also refiects the relationship between the mental effort, stress and judgment involved in
these procedures (see attached charts).

®Because the involved medical decision making is of high complexity, the critical care visits identified by the survey
respondents should be considered most equivalent to CPT 99233 subsequent hospital visit.
physicians may be involved in this aspect of care, CPT 99232 subsequent hospital visit was considered more

appropriate for the purpose of physician work comparison.

ADDITIONAL RATIONALE

But because other

For example, if recommended RVUs are based on an alternative method instead of the survey results.

Harvard and RUC Update intra time information for key reference services

CPT Descriptor Global Harvard RUC Update Survey
Code Intra Time Intra Time Intra Time
63087 | Vertebral corpectomy (vertebral body resection) 090 258 Minutes | N/A 240 Minutes
22800 | Arthrodesis, posterior, for spinal deformity 090 170 Minutes | 180 Minutes | 150 Minutes
22595 | Arthrodesis, posterior technique, atlas-axis 090 172 Minutes | 150 Minutes | 150 Minutes

The times assigned by the survey respondents to CPT code 63087, 22800, and 22595 are consistent with the times
derived from the Hsiao (Harvard) data and the available RUC update information. This demonstrates that the survey
was reliable for ascertaining the amount of physician time involved in providing these services (consistent with other
mechanisms for determining physician time such as consensus panel) as well as maintaining external validity of survey
results (the results being similar also substantiates the survey respondents results).

FREQUENCY INFORMATION

How was this service previously reported?

CPT 63087

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? _150

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

This procedure and 228X1 are performed approximately 150 times per year in the United States by fewer than 100
pediatric orthopaedic surgeons. The respcndents to this survey represent the large majority of those physicians who
commonly provide this procedure.




. |

SUMMARY STATiSTICS ON 228X2 AND REFERENCE SERVICES

SURVEYED SERVICE DATA
Pre Intra Post Complex/Intense | RVW
Int. boP ICU ICU [0.Hosp|O.Hosp| Office | Office | TOTAL | ME | TS Final
228X2 RVW | min min min | visits min visits min | visits | min min J PE | PS | RVW
low [16.00} 30.00] 80.00| 20.00{ 0.00 0.00] 3.00| 30.00| 1.00|] 15.00{ 135.00| 3.00| 4.00/4.00] 18.50
25th%| 24.00] 90.00{220.00| 45.00f{ 2.00{ 32.50 5.00[ 60.00{ 3.00|{ 45.00| 231.25| 4.00[ 5.00(4.25] 26.00
. SUM DATA: med ] 32.00/120.00(245.00| 60.00f 3.00|] 60.00] 7.00] 90.00| 4.00| 65.00; 287.50| 5.00| 5.00|5.00] 34.50
svy n 120|75th% | 35.00{175.00{322.50] 90.00{ 4.00{ 96.25{ 8.00{120.00{ 5.00| 100.00f 353.75| 5.00| 5.00{5.00] 37.75
resp. 471 high | 60.00{480.00{480.00|480.00| 10.00| 180.00( 12.00{360.00} 12.00| 180.00| 1020.00| 5.00] 5.00{5.00{ 60.00
rate % 39%| mean | 31.29|140.79|270.92] 82.11| 3.46| 72.24| 6.78|(111.76] 4.17| 77.84| 338.95| 4.61} 4.82|4.74| 33.29
Key Reference A Data
Pre Intra . Post Complex/Intense
Key Ref DOP ICU ICU 10.Hosp|O.Hosp| Office | Office | TOTAL | ME | TS
63087 | Ref A | RVW min min min visits | min visits min visits min min J PE | PS
low | 33.91f 30.00f{ 60.00| 15.00 1.00] 20.00{ 2.00{ 30.00| 2.00| 30.00; 135.00|3.00{3.00| 3.00
- 25th%]| 33.91f 70.00 ‘_|80.00 45.00| 2.00| 30.00{ 5.00| 60.00] 3.00| 45.00{ 198.75|4.00|4.00] 4.00
med | 33.91] 90.00| 240.00( 55.00] 3.00{ 60.00| 6.00] 90.00f 3.00| 60.00{ 250.00|4.00{5.00| 5.00
Lt .- [75th%]| 33.91] 120.00| 300.00] 60.00] 4.00] 80.00] 7.00{100.00] 4.25| 90.00| 333.75[5.00]5.00| 5.00
high | 33.91; 360.00] 600.00/360.00{ 56.00}| 250.00] 12.00{360.00} 12.00|180.00} 825.00(5.00{5.00] 5.00
mean | 33.91| 118.50| 241.33} 63.50{ 4.90{ 67.83] 6.28{105.67{ 4.14| 71.72] 306.33|4.32{4.64| 4.54
Key Reference B Data
Pre Intra Post . Complex/Intense
Key Ref DOP ICU ICU |O.Hosp |0O.Hosp| Office| Office | TOTAL| ME | TS
22800| Ref B { RVW | min min min visits min visits min | visits | min min J PE PS
Sl low 16.92] 45.00{ 60.00| 30.00/ 0.00f 0.00| 4.00| 50.00{ 2.00| 30.00|120.00} 3.00| 3.00| 2.00
" |25th%] 16.92] 60.00( 130.00{ 45.00| 0.50| 10.00 5.00| 52.50{ 2.50| 45.00|162.50| 3.00| 3.00}| 3.00
med | 16.92| 90.00| 160.00| 60.00 1.00] 25.00 65.50| 60.00[ 4.00| 60.00|220.00| 3.00{ 4.00{ 3.00
75th%| 16.92{ 105.00| 240.00{ 90.00 2.00] 30.00 6.00| 71.25] 5.00] 80.00| 232.50{ 3.50| 4.00| 3.50
. high | 16.92] 360.00| 330.00| 240.00 2.00] 60.00 6.00| 80.00| 6.00{100.00| 450.00; 4.00| 4.00| 4.00
mean | 16.92| 117.86| 182.86] 85.71 1.14| 23.57 5.33] 62.50| 3.86| 62.86|225.71} 3.29| 3.567{ 3.14




228X2
Key Reference C Data
Pre Intra Post Complex/Intense
i Key Ref DOP ICU ICU |0O.Hosp|O.Hosp|Office| Office | TOTAL| ME | TS
22595 { Ref C | RVvW min min min visits | min | visits min | visits{ min min J PE PS
low 18.19} 30.00|120.00{ 15.00 0.00| 0.00 2.00{ 30.00| 1.00| 15.00| 75.00] 3.00{ 4.00| 3.00
~]25th%| 18.19| 60.00|135.00| 30.00 0.00] 0.00 3.00| 40.00] 2.50| 30.00|132.50| 4.00| 4.00| 4.00
© .| med 18.19] 60.00/ 150.00{ 40.00 1.00( 15.00 4.00f 60.00| 3.00{ 45.00|210.00{ 4.00| 4.00{ 4.00
~175th%| 18.19] 82.50| 180.00] 60.00 1.60] 25.00 5.50f 90.00| 3.00; 60.00| 230.00} 4.00{ 4.50] 4.50
high | 18.19} 120.00(270.00{ 120.00 2.00] 30.00 6.00{120.00| 4.00| 90.00}240.00| 5.00| 5.00| 5.00
mean | 18.19| 70.71}167.14| 50.71 0.86/ 13.57 4.14) 67.14| 2.71| 47.14|178.57| 4.00| 4.29{ 4.14
228X2
Times
Service ‘
Provided T. Patient l
New |Ref A [Ref B |[RefC | Yes | NO
low 0.00] 0.00| 0.00] 0.00
25th%| 0.00{ 0.00| 3.00( 0.00
med 1.00] 5.00(20.00| 1.00|Total |Total
75th%| 2.00] 2.50122.50| 1.50
high | 4.00{ 7.00/50.00| 4.00
mean | 1.39] 1.71[17.29] t1.14| 23.00{ 0.00




228X2 and CPT Code References Time Comparison
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The RUC recommends that code 76885 Echography of infant hips, real time with imaging documentation, dynamic (eg, requiring

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS

FEBRUARY 1997

Echography of Infant Hip - Tab 26

manipulation) be assigned a work rvu of .74, based on the survey of nearly 60 radiologists and pediatricians. The wotk is equivalent to
code 76770 Echography, retroperitoneal (eg, renal, aorta, nodes), B-scan and/or real time with image documentation, complete (work rvu

= .74). A physician should be in attendance during this service and will typically manipulate the infant’s hip.

The RUC recommends a work rvu of .62 for new CPT codes 76886 Echography of infant hips, real time with imaging documentation;
limited, static (eg, not requiring manipulation). This recommendation is also based on the radiology/pediatrics survey results. The infant
is typically in a harness or cast. Code 76880 Echography, extremity, non-vascular, B-scan and/or real time with image documentation
(.59) is similar in work to this new service. '

manipulation)

CPT Code | Tracking CPT Descriptor Global Work RVU
(oNew) Number Period Recommendation
*76885 Z1 Echography of infant hips, real time with XXX +0.74
imaging documentation; dynamic (eg,
requiring manipulation)
*76886 22 limited, static (eg, not requiring XXX 0.62

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



AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
American Academy of Pediatrics

CPT Code: 768X1 Tracking Number: Z1 ~ Global Period: XXX Recommended RVW: 0.74

CPT Descriptor:  Echography of infant hips, real time with imaging documentation, dynamic
(e.g. requiring manipulation)

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:

An infant presenting with either a hip click, abnormal buttocks crease and /or instability or with
predisposing factors for developmental dysplasia of the hip.

Description of Pre-Service Work:
See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 768X1

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: ___140 _ Response Rate (%): _30.7% (N=43)  Median RVW: __0.75

25th Percentile RVW: 0.65 75th Percentile RVW: 0.85 Lowest RVW: 0.45 Highest RVW: 2.00
Median Total Service Time: __20 minutes 25th Percentile Total Service Time: 18 minutes
75th Percentile Total Service Time: 30 minutes Lowest Total Time: 10 minutes

Highest Total Time: 45 minutes

Specialty: American Academy of Pediatrics
Sample Size: 79 Response Rate (%): 19% (N=15) Median RVW: __0.71

25th Percentile RVW: 0.64 75th Percentile RVW: 0.78 Lowest RVW: 0.51 Highest RVW: 0.87
Median Total Service Time: __20 minutes 25th Percentile Total Service Time: 18 minutes
75th Percentile Total Service Time: _30 minutes Lowest Total Time: 0 minutes

Highest Total Time: 40 minutes

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW Societies
1) " 76700 . Echography, abdominal, B-scan and/or real ~ 0.81 ACR/AAP
time with image documentation; complete
2) 76770 Echography, retroperitoneal (eg, renal, 0.74 ACR/AAP
aorta, nodes), B-scan and/or real time with
image documentation; complete
3) 76880 Echography, extremity, non-vascular, B-scan  0.59 ACR

and/or real time with image documentation




Code: 768X1

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services

listed above.

ICPT Code Median Median Median Median
Total Time | Mental Technical |Psychological
Effort & Skill & Stress
Judgment Physical
Effort
ACR AAP|ACR' AAP|ACR AAP|ACR AAP
768X1 20 | 20 4 3 4 4 3 3
76700 1751 20 3 135] 3 |35 3 3
76770 15 {185 3 3 3 125 3 3
76880 15 INA! 3 |INA}] 3 [INA| 3 |INA
ACR AAP
[Number of times performed in last 12 months (median) 40 30

[Agree with vignette? Yes (97%, N=34

No (3%, N=1)

Yes (100%, N=12)

ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the ACR and the AAP weighted by

the number of survey respondents to the respective surveys.

FREQUENCY INFORMATION -

How was this service previously reported? 76999 (Unlist ultrasound procedure
How often do physicians in your specialty perform this service?
Commonly X Sometimes ____ Rarely ___
Estimate the number of times this service might be performed nationally
in a one-year period? unable to quantify
Is this service performed by many physicians across the United States? Yes __X = No




‘ Clinical Description of Service and Vignette

Code: 768X1 Echography of infant hips, real time with imaging
documentation, dynamic (e.g. requiring manipulation)

Clinical Vignette:
An infant presenting with either a hip click, abnormal buttocks crease and/or instability or
with predisposing factors for developmental dysplasia of the hip.

Description of Physician Work Associated With This Procedure:

Pre-Service Physician Work: e Review history and physical exam.
Intra-Service Physician Work: * Obtain ultrasonic images from

longitudinal, transverse, and
coronal planes.
Note: Hips treated for developmental » Image the hip in a relaxed state.
dysplasia may be examined in and Repeat imaging utilizing hip
out of a Pavlek harness or out of a cast.  compression to demonstrate
stability of lack thereof.
¢ Obtain measurements of the
acetabular angle for documenting

‘ dysplasia.

Post-Service Physician Work: » Discuss results with patient’s
parents.
* Dictate, correct, and sign report.
e Discuss and communicate
report/findings with referring
physician(s).



AMA /SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American College of Radiology
American Academy of Pediatrics

CPT Code: 768X2  Tracking Number: Z2 GloBal Period: XXX Recommended RVW: 0.62

CPT Descriptor: Echography of infant hips, real time with imaging documentation, limited, static
(e.g. not requiring manipulation)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

An infant presenting with or without a hip click, abnormal buttocks creases and/or instability or with
or without predisposing factors for developmental dysplasia of the hip.

Description of Pre-Service Work:

See Attachment

Description of Intra-Service Work:

See Attachment

Description of Post-Service Work:

See Attachment




Code: 768X2

SURVEY DATA:

Specialty: American College of Radiology

Sample Size: 140 Response Rate (%): _19.3% (N=2 Median RVW: __0.61

25th Percentile RVW: 0.57 75th Percentile RVW: 0.78 Lowest RVW: (.35 Highest RVW: 1.80
Median Total Service Time: __15 minutes 25th Percentile Total Service Time: 12 minuteé
75th Percentile Total Service Time: 20 minutes L—owest Total Time: 10 minutes

Highest Total Time: 35 minutes

Specialty: American Academy of Pediatrics
Sample Size: 79 Response Rate (%): 15% (N=12) Median RVW: __0.65

25th Percentile RVW: 0.54 75th Percentile RVW: 0.76 Lowest RVW: 0.31 Highest RVW: (.90
Median Total Service Time: __20 minutes 25th Percentile Total Service Time: _15 minutes
75th Percentile Total Service Time: 25 minutes Lowest Total Time: 0 minutes

Highest Total Time: 40 minutes

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW Societies

1) 76705 Echography, abdominal. B-scan and/or real 0.59 ACR/AAP
time with image documentation; limited (eg,
single organ, quadrant, follow-up)

2) 76770 Echography, retroperitoneal (eg, renal, 0.74 ACR
aorta, nodes), B-scan and/or real time with
image documentation; complete

3) 76880 Echography, extremity, non-vascular, B-scan  0.59 ACR
and/or real time with image documentation

4) 76856 Echography, pelvic (nonobstetric), B-scan 0.69 AAP

and/or real time with image documentation; complete




Code: 768X2

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the total-service time and the intensity (mental effort and judgment; technical skill and
physical effort; and psychological stress) of the service you are rating to the key reference services

listed above.

ICPT Code Median Median Median | Median
Total Time | Mental Technical |Psychological
Effort & Skill & Stress
Judgment Physical
Effort
ACR AAP|ACR AAP|ACR AAP|ACR AAP
768X2 15 20 3 3 3.5 4 3 3
76700 20 16 3 25 3 3 3 2.5
76770 15 {(NA| 3 |{NA| 3 |[INA| 3 |INA
76880 15 INA| 3 [INA}] 4 |[NA]| 3 |INA
76856 NAJ275|NA| 25 | NA| 3 |INA]| 3
ACR AAP
[Number of times performed in last 12 months (median) 20 33

Yes (89.5%, N=17)| Yes (100%, N=6)

No (10.5%, N=2)

[Agree with vignette?

ADDITIONAL RATIONALE

The recommended RVW is based on the survey median RVWs from the ACR and the AAP weighted by
the number of survey respondents to the respective surveys.

FREQUENCY INFORMATION

How was this service previously reported? listed ultraso r ur

How often do physicians in your specialty perform this service?

Comumonly X Sometimes Rarely

Estimate the number of times this service might be performed nationally
in a one-year period? unable ¢ anti

X

Yes No

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



“
'

Clinical Description of Service and Vignette

Code: 768X2 Echography of infant hips, real time with imaging
documentation, static (e.g. not requiring manipulation)

Clinical Vignette:

An infant presenting with or without a hip click, abnormal buttocks creases and/or instability
or with or without predisposing factors for developmental dysplasia of the hip.

Description of Physician Work Associated With This Procedure:

Pre-Service Physician Work:

Intra-Service Physician Wogk:

Note: Patients with documented
developmental dysplasia may be
examined in .a Pavlek harness or in or
out of a cast without manipulation

to assess the adequacy of reduction
and/or treatment by verifying the
relationship of the femoral heads

to the acetabulum.

Post-Service Physician Work:

Review history and physical exam.

Obtain screening hip ultrasonic
images from the coronal plane
with measurements of the
acetabular angle for documenting
dysplasia and without
manipulation.

Discuss results with patient’s
parents.

Dictate, correct, and sign report.
Discuss and communicate
report/findings with referring
physician(s).
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
FEBRUARY 1997

Sleep Studies- Tab 31

History and Review of Current Family of Sleep Study Services

In CPT 1994, code 95828 Polysomnography; recording analysis and interpretation of the multiple physiological parameters of sleep (work
rvu = 2.79) was replaced with three new codes 95807, 95808, and 95810 to differentiate between the various levels of physician work
involved in these services. The RUC recommended that the new relative values be budget neutral and, based on frequency data, provided
the following recommendations: 95807 (1.70); 95808 (2.71); and 95810 (3.61). HCFA, after collecting frequency information for one
year, agreed with the RUC recommendations.

The RUC reviewed and agrees with the appropriateness of the current relative for 95807, 95808, and 95810. These services have been
reviewed by both the RUC and HCFA and were implemented in a budget neutral manner. In addition, the RUC was convinced that these
services require a high level of technical skill. MDs providing these services are required to complete an additional year of fellowship
training and an enormous amount of data must reviewed.

New Code 95806

A new code 95806 was created to report a sleep study unattended by a sleep technologist. This service requires more physician work than
the existing code 95807 Sleep study, simultaneous recording of ventilation, respiratory effort, ECG or heart rate, and oxygen saturation,
attended by a technologist (1.66) because the physician interpretation will more difficult without the observations and notes of the sleep
technologist. The RUC agreed and recommends the survey median of 1.85 for 95806.

New Code 95811
After determining that CPT Code 95810 was appropriately valued, the RUC determined the appropriate increment between this service

and the new code 95811 Polysomnography, sleep staging with 4 or more additional parameters of sleep, with initiation of continuous
positive airway pressure therapy or bilevel ventilation, attended by a technologist..

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



HCFA has recommended that physicians report both 95810 (3.53) and 94660 (.76) when performing the service described by the new
code 95811. The proposed work rvu for this new code (3.80) is less than the relative values of these two codes combined. The increment
of .27 appears reasonable. The addition of CPAP requires a separate paragraph in the report which is critical for treatment decisions.
This additional work is similar to code 71020 Radiologic examination, chest, two views, frontal and lateral (work rvu = .22) and code
93018 Cardiovascular stress test, interpretation and report only (work rvu =.30). The RUC recommends a work rvu of 3.80 for 95811.

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



CPT Code | Tracking CPT Descriptor Global Work RVU
(* New) Number ) Period Recommendation
Sleep Studies

Sleep studies and polysomnography refer to the continuous and simultaneous monitoring and recording of various physiological and
pathophysiological parameters of sleep for 6 or more hours with physician review, interpretation and report. The studies are
performed to diagnose a variety of sleep disorders and to evaluate a patient’s response to therapies such as nasal continuous positive
airway pressure (NCPAP). Polysomnography is distinguished from sleep studies by the inclusion of sleep staging which is defined
to include a 1-4 lead electroencephalogram (EEG), and electrooculogram (EOG), and a submental electromyogram (EMG).
Additional parameters of sleep include: 1) EMG; 2) airflow; 3) ventilation and respiratory effort; 4) gas exchange by oximetry,
transcutaneous monitoring, or end tidal gas analysis; 5) extremity muscle activity, motor activity movement; 6) extended EEG
monitoring; 7) penile tumescence; 8) gastroesophageal reflux; 9) continuous blood pressure monitoring; 10) snoring; 11) body
positions; ect.

For a study to be reported as polysomnography, sleep must be recorded and staged.

(Report with a -52 modifier if less than 6 hours of recording or in other cases of reduced services as appropriate)
¢Eor-unattended-sleep-study/polysomnography;—use-94799)

For unattended sleep study, use 95806

95805 "El Multiple sleep latency-testing-(MSEH; or maintenance XXX 1.88
of wakefulness testing, recording, analysis and
interpretation of physiological measurements of sleep

during multiple nap-oppertusnities trials to assess
sleepiness

(no change)

95807 E2 Sleep study, 3-er-mere-parameters-of-sleep-otherthan XXX 1.66

sleep-staging; simultaneous recording of ventilation, ‘
respiratory effort, ECG or heart rate, and oxygen
saturation, attended by a technologist

(no change)

*95806 E3 Sleep study, simultaneous recording of ventilation, XXX 1.85
respiratory effort, ECG or heart rate, and oxygen
saturation, unattended by a technologist

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



CPT Code Tracking CPT Descriptor Global Work RVU
(* New) Number Period Recommendation
95808 Polysomnography; sleep staging with 1-3 additional XXx 2.65
parameters of sleep, attended by a technologist
(no change)

95810 sleep staging with 4 or more additional parameters XXX 3.53

of sleep, attended by a technologist (no change)
*95811 E4 sleep staging with 4 or more additional parameters XXX 3.80

of sleep, with initiation of continuous positive

airway pressure therapy or bileval ventilation,

attended by a technologist

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: _9580X  Tracking Number: E3  Global Period: _XXX Recommended RVW: {85 é

CPT Descriptor:

Sleep study, simultaneous recording of ventilation, respiratory effort, ECG or heart rate, and oxygen saturation,
unattended by a technologist

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

An elderly, inpatient female, noted by nursing staff to snore and stop breathing during sleep, undergoes a study
in the inpatient unit, unattended by a technologist, using a portable recording device, with recording for 6
hours or more of airflow, respiratory effort, heart rate and oxygen saturation.

Desbription of Pre-Service Work:

Review of the pre-test consultation and data. Provide instruction to the technician who will be instructing the
patient on how to get hooked up to the equipment. Provide mstruction on use of drugs, including oxygen, by the
patient during the day prior to the test and during the night of the test.

Description of Intra-Service Work:

Review the notes made by the technician who prepared the patient for the test. Opening the sleep record (ham‘
copy or computer file). Analysis of the recording including identification and analysis of abnormal events in the
recording. Differentiate artifacts from biological events.

Description of Post-Service Work:

Preparation of the report and communication of results to the patient and referring physician.

SURVEY DATA:

Specialty: American Sleep Disorders Association and the American Academy of Neurology

Sample Size: 150 Response Rate (%): __45 (30%) Median RVW: £.85

25th Percentile RVW: __1.66  75th Percentile RVW: __2.54 Low: _0.95  High: _4.00

Median Pre-Service Time: 10 min. Median Intra-Service Time: 25 min.
25th Percentile Intra-Service Time: _ 15 mun. 75th Percentile Intra-Service Time: 35 min.

Low Intra-Service Time: __ 0 min _ High Intra-Service Time: __60 min.

Median Post-Service Time: : 10 min.




CPT Code. _9580X

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW

1) 95807 Sleep study, 3 or more parameters of sleep other than  1.66
‘ sleep staging, anended by a technologist

2) 95808 Polysomnography; sleep staging with 1-3 additional 2.65
parameters of sleep, attended by a technologist

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): .
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

The current sleep study code CPT 95807 (RVW - 1.66) was included as a reference service by 60% of the
respondents as the primary reference service for this survey. The comparison of time and intensity of physician
work to this reference service appears to support the rank order of 9580X and the recommended RVW of 1.85 for

this new code.

As indicated in the table below, the median intra-service time and mean intensity estimates for 9580X are slightly
higher than those for CPT 95807. The median pre- and post-service time for both codes were the same.

Increased intra-service time and intensity figures reflect the added physician work involved to analyze and
interpret the typically more complex recording (addirional artifacts, etc.) and notes of a sleep study which was

unattended by a technologist. e
Time Comparison (Medians) 9580X 95807
Pre-Service 10 min 10 min
Intra -Service - 25 min 20 min
Post-Service \ 10 min 10 min
Intensity Comparison (Means) 9580X 95807
Mental Effort & Judgment 3.56 3.36
Technical Skill & Physical Effort 3.38 3.28
Psychological Stress 2.98 2.64
ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.
N/A - recommendation is based on survey results.

FREQUENCY INFORMATION

How was this service previously reported? __CPT 94799

How often do physicians in vour specialtv perform this service? _Commonly _X Sometimes _Rarely

Estimate the number of times this service might be provided nationally in a one-year period? _ Limited - exact
estimate is not available.

1



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

N

CPT Code: _958XX  Tracking Number: E4  Global Period: _XXX  Recommended RVW: 3.80

CPT Descriptor:

Polysomnography; sleep staging with 4 or more additional parameters of sleep, with initiation of continuous
positive airway pressure therapy or bi-level ventilation, attended by a technologist

CLINICAL DESCRIPTION OF SERVICE:
Vignette Used in Survey:

An elderly male with severe obstructive sleep apnea confirmed on previous testing, undergoes
polysomnography, with recording of 6 or more hours of four-channel EEG, EOG and submental EMG for
sleep staging, and ECG, airflow, respiratory effort and oximetry, while attended by a technologist who initiates
Positive Airway Pressure treatment and titrates the inspiratory and expiratory pressures upwards using
Continuous or Bi-level Positive Airway pressure in order to control the abnormal respiratory events during

sleep.

Description of Pre-Service Work:

Review of the pre-test consultation and data. Provide instruction to the night technician who will be hooking up
the patient to the equipment, including starting pressures, sequence of pressures tested and the use of BiPAP.
Provide instruction on use of drugs, including oxygen, by the patient during the day prior to the test and durin{
the night of the test.

Description of Intra-Service Work:

Review of the sleep technician’s notes. Opening the sleep record (hard copy or computer file). Analysis of the
recording including identification and analysis of abnormal events in the recording.and compiling abnormal events
separately for each CPAP pressure used. ‘

Description of Post-Service Work:

Preparation of the report and communication of results to the patient and referring physician.

SURVEY DATA:

Specialty: American Sleep Disorders Association and the American Academy of Neurology
Sample Size: 150 Response Rate (%): __45 (30%) Median RVW: 3.80

L
)
len]

25th Percentile RVW: _ 3.53 75th Percentile RVW: __4.20 Low: _0.87 High:

Median Pre-Service Time: ___15 min. Median Intra-Service Time: 35 min.

25th Percentile Intra-Service Time: _ 20 min. 75th Percentile Intra-Service Time: __45 min

Low Intra-Service Time: __0 min High Intra-Service Time: __120 min.



CPT Code: __9358XX"

KEY REFERENCE SERVICE(S):
CPT Code CPT Descriptor RVW
1) 95810 Polysomnography; sleep staging with 4 or more 3.53
additional parameters of sleep, attended by a
technologist
2) 95808 Polysomnography; sleep staging with 1-3 additional ~ 2.65

parameters of sleep, attended by a technologist

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &

physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

The current polysomnography code CPT 95810 (RVW - 3.53) was included as a reference service by nearly 85%
of the respondents for this survey. The comparison of time and intensity of physician work to this reference
service appears to support the rank order of 958XX and the recommended RVW of 3.80 for this new code.

As indicated in the table below, the median time and mean intensity estimates for 958XX are generally slightly
higher than those for CPT 95810. The median intra-service time for both codes were the same. Increased time
and intensity figures reflect the added physician work involved when nasal continuous positive airway pressure

(NCPAP) therapy is performed in addition to the polysomnography sleep staging involving 4 or more additional
' parameters of sleep. ' ‘ £
Time Comparison (Medians) 958XX 95810
Pre-Service 15 min 10 min
Intra -Service 35 min 35 min
Post-Service 20 min 10 min
. ~ Intensity Comparison (Means) 958XX 95810
Menta] Effort & Judgment 4.31 3.94
Technical Skill & Physical Effort 4.20 3.81
Psychological Stress 3.62 3.03

ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.

N/A - recommendation is based on survey results.

. FREQUENCY INFORMATION

How was this service previously reported? __CPT 95810 and CPT 94660

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? _30 - 45.000




AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
APRIL 1997

Hysterosonography - Tab 11

.’

76831, Hysterosonography, with or without color flow Doppler, is a new code used to determine the presence of endometrial abnormalities
such as hyperplasia, submucosal endometrial fibroids or carcinoma. Prior to imaging, a catheter is placed into the endometrial cavity and saline
is injected. These services are reported using code 58340, Catheterization and introduction of saline qr contrast material for
hysterosonography or hysterosalpingography, which is scparately reportable. Code 76831 was surveyed by two specialty societies with
median RVUs of 0.92 and 0.78. Also, 76831 can be compared to the transvaginal ultrasound, 76830, Echography, transvaginal (RVU=0.69),
plus 0.03 RVUs for the color Doppler. Color Doppler in echocardiography (code 93325) is equivalent to 0.07 RVUs. Based on the
comparison to 76830 and 93325, the RUC recommends that 76831 should be valued at 0.72 work RVUs.

Injection-procedure for_hysterosonography or hysterosalpingography

(For radiological supervision and interpretation of hysterosonography,

see 76831

(For radiologic supervision and interpretation of
hysterosalpinography, see 74740)

CPT Code Tracking CPT Descriptor Global Work RVU
(sNew) Number Period Recommendation
*76831 GG1 Hysterosonography, with or without color flow Doppler XXX 0.72
(For procedure, see 58340)
(For introduction of saline for hysterosonography, see 58340)
58340 GG2 Catheterization and introduction of saline or contrast material XXX 0.88

(no change)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION
American Collcge of Radiology
Amcrican College of Obstetricians and Gynecologists

CPT Code: 7683X Tracking Number: GG1  Global Period: XXX  Recommended RVW: 0.72

CPT Descriptor:  Hystcrosonography, with or without color flow Doppler

CLINICAL DESCRIPTION OF SERVICE:

Vignettes Used in Survey:

Clinical Vignette 1;

A fifry;six year old female presents with post-menopausal blceding. Previous transvaginal ultrasound
demonstrates endometrial thickening of more than Smm. A hysterosonogram is performed to determine
the presence of endometrial abnormalities (e.g. hyperplasia, polyps, submucosal endometrial fibroids,
carcinoina).

Clinical Vignette 2:

A twenty-nine year old femalc infertility paticnt undergoes hysterosonography for assessment of tubal
patency.

Description of Physician Work Associated With This Procedure:

Pre-Service Physician Work: . Review prior studies and patient
history for appropriateness
Intra-Scrvice Physician Work: . Inscrt transvaginal ultrasound probe
. Visualize and thoroughly examine
the endometrial cavity under
ultrasound
. Interpret sagittal, coronal, and (if

performed) color Doppler images
*Prior to intaging, a catheter is placed ’
into the endometrial cavity and saline
is injected. These services are contained
under code 58340 which is seperately

reportable.
Post-Service Physician Work: . Communicate findings to referring/
primary care physician
. Dictate written report
plals c7:71 T JR-TT-NAH
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Code: 7683X

SURVEY DATA:
Specialty: . American College of Radiology
Sample Size: 32 Response Rate (%): N =16 (50%) Mecdian RVW: 0.92

25th Pcrcentilc RVW: 0.72 75th Percentile RVW: 1.07 Lowest RVW: 0.54 Highest RVW: 1.80
Median Total Service Time: 25 minutes

25th Percentile Total Scrvice Timé 20 minutes

75th Percentile Total Service Time: 32 minutes ‘

Lowecst Total Service Time: _10 minutes

Highest Total Servicc Time: 45 minutes

Specialty: American College of Obstetricians and Gynecologists

Samplc Size: 77 Response Rate (%): __16% (N = 12) Median RVW: 0.78

25th Percentile RVW: 0.74 75th Percentile RVW: 0.99 Lowcest RVW: 0.50 Highest RVW: 2.10
Median Pre-Service Time: 15 minutes Median Intra-Service Time: 20 minutes

25th Percentile Intra-Service Time: 15 minutes

75th Percentilc Intra-Service Time: 20 minutes

Lowest Intra-Scrvice Time: 8 minutes

Highest Intra-Service Time: 35 minutes

Median Post-Service Time: _10 minutes

¥AH e7:71 184 JR-T1-NdY
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Code: 7683X

KEY RETERENCE SERVICE(S):
CPT Code CPT Descriptor 197) RVW Societies
1) 76805 Echography, pregnant uterus,

B-scan and/or real time with image
documentation complete (complcte

maternal and fetal evaluation) 0.99 ACOG
2) 74740 Hystcrosalpingography, radiological

supcrvision and interpretation 0.38 ACR
3) 76830 Echography, transvaginal 0.69 ACR/ACOG
4) 76856 Echography, pelvic (non-obstetric),

B-scan, and/or rea)] ime with image

documentation, complete 0.69 ACOG

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Comparec the total-service time and the intensity (menta] effort and judgment; technical skill and physical
effort; and psychological stress) of the service you are rating to the key reference services listcd above.

“PT Code Median Median Median Median
Total Time |Mental Effory Technical |Psychological
& Judgment| Skill & - Stress
Physical
Effort

ACR  ACOG | ACR ACOG| ACR _ACOG|ACR ACOG

7683X 25 45 3 3 4 4 3 3
\ —-—J ——————— r—_

76805 NA | 375 | NA 4 NA 35 NA | 25
h———————— v i—— v———

76830 22 32 3 3 3 3 3 2
b R — — ---q

76856 NA 40 NA 3 NA 3 NA 2.5
Y e e —— E————

74740 15 | NA I 3 | NA i 3 NA 3 NA

ACR ACOG
INumber of times performed in last 12 months (median) 15 10
Agree with vignette? Yes (93%, N=13) | Yes (92%, N=11)
No (71%, N=1) No (8%, N=1)

ADDITIONAL RATIONALE

The recommended RVW for Hysterosonography (code 7683X) is bascd on transvaginal ultrasound (code
76830; RVW of 0.69) plus 0.03 RVUs for color doppler. [Color doppler for echocardiography (code 93325)
has a RVW of 0.07.]

A\[a}d} HITT OTUS JE_TT_AIY
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Code: 7683X

FREQUENCY INFORMATION

How was this service previously reported? 76830 or 76999
How often do physicians in your specialty perform this service?

Commonly _X_Sometimes Rarely __

———

Estimate the number of times this service might be performed nationally
in a one-year period?  unable to quant

Is this service performed by many physicians across the United States?  Yes_ X = No___ ___

Pl 771 T84 JR=TT-NAY
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
APRIL 1997

Radical Trachelectomy - Tab 12

CPT code 57531, Radical trachelectomy with bilateral total pelvic lymphadenectomy and para-aortic lymph node sampling (biopsy), with
or without removal of tube(s), with or without removal of ovary(s), is a new code used for the removal of the cervix and upper one third of
the vagina. This service is similar to code 58210, Radical abdominal hysterectomy, with bilateral total pelvic lymphadenectomy and para-
aortic lymph node sampling (biopsy), with or without removal of tube(s), with or without removal of ovary(s) (RVU=27.00), except that
the new code describes an operation to remove the cervical stump which was left intact during a subtotal hysterectomy. The fact that the
fundus of the uterus is not present and that the cervix is heavily scarred and inflamed, makes 57531 more difficult than 58210. Survey
data from 29 obstetricians and gynecologists show a median RVU of 28.00 and a median intra-service time of 240 minutes. For code
57531 the RUC recommends the survey median, 28.00 work RV Us.

CPT Code | Tracking CPT Descriptor Global Work RVU
(sNew) Number Period Recommendation
*57531 YY1 Radical trachelectomy with bilateral total pelvic 090 28.00

lymphadenectomy and para-aortic lymph node sampling
(biopsy), with or without removal of tube(s), with or without
removal of ovary(s)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY- OF RECOMMENDATION

CPT Code: 5753X _ Tracking Number: YY1 Global Period: _090 _ Recommended RVW: _28.00

CPT Descriptor: Radical trachelectomy, with bilateral total pelvic lymphadenectomy and para-aortic lymph node
sampling (biopsy),with or without removal of tube(s), with or without removal of ovary(s)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey: A 59-year old woman who underwent a prior subtotal hysterectomy for severe pelvic endometriosis
at age 40 presented with a friable exophytic lesion on the cervix, which on biopsy is an invasive squamous cell carcinoma.
Clinical assessment and staging revealed this to be a stage Ib cancer of the cervical stump. The patient now undergoes a radical
excision of cervical stump with a bilateral total pelvic lymphadenectomy and para-aortic lymph node sampling. After discharge
from the hospital, she receives office follow-up care during the 90 day global period.

Description of Pre-Service Work: Pre-service work includes taking a comprehensive history and performing a comprehensive
examination to determine the patient’s current medical status. Indications for the procedure ‘and its appropriateness are
reviewed. Informed consent is obtained. The physician will admit the patient to the hospital, prepare the hospital records and
chart in accordance with hospital policy, will check on the patient, and will review records prior to the surgery. The physician
then scrubs for the procedure, and waits for anesthesia induction and the preparation of the patient.

Description of Intra-Service Work:

The patient is examined under anesthesia to assess operability. An incision is made and carried by layers until the peritoneal
cavity is entered. An exploration of the abdominal and pelvic cavities is performed. The cervix and upper 1/3 of the vagina
are excised. removed by dissecting the ureter from the parametria and tunnel and by cutting, clamping and suturing vascular
and supporting pedicles. A radical bilateral pelvic lymphadenectomy is performed either prior to or immediately following the
radical excision of the cervix. The pelvic lymphadenectomy skeletonizes the common external, hypogastric and obturator
vessels. A selected para-aortic lymph node sampling is performed. The peritoneal cavity is irrigated. Closed suction drains
may be used. Local anesthesia is administered when indicated. The abdomen is closed in layers. The patient is transferred to
a stretcher and escorted to the recovery room.

Description of Post-Service Work: Post-service work begins in the operating room after skin closure with the application of
sterile dressings. Post-service work includes monitoring the patient’s stability in the recovery room; communicating with
the family and other health care professionals (including written and oral reports and orders); ordering and reviewing of
post-operative radiographs and laboratory studies; careful attention to fluid-volume and electrolyte status; monitoring and
care of the incision; monitoring, maintaining, and removing all tubes, drains, and catheters; antibiotic and pain medication
management; and all other hospital visits and services performed by the surgeon. A patient undergoing radical
trachelectomy usually spends two days in the intensive care unit and is discharged on th seventh post-operative day.
Discharge management includes the surgeon’s final examination of the patient, instructions for continuing care, and
preparation of discharge records. Additionally, all post-discharge visits for this procedure for 90 days after the day of the
operation are considered part of the post-service work (the patient is typically seen in the office 3 times), including
removal of sutures; ordering and evaluating periodic imaging and laboratory studies, if needed; obtaining and reviewing all
final surgical histopathology results; further coordination of care with a referring physician, and antibiotic and pain
medication adjustments.



SURVEY DATA:

Specialty: _ACOG

Sample Size:

112

Response Rate (%): 29 (26%)

Median RVW:

28.00

25th Percentile RVW: _27,00  75th Percentile RVW: 29.00  Low: _27.00 High: __30.00

Median Pre-Service Time:

70 minutes

Median Intra-Service Time: 24

inute

25th Percentile Intra-Svc Time: 210 min. 75th Percentile Intra-Svc Time: 300 min. Low: _50 High: _480

Median Post-Service Time:

Day of Procedure: 30

ICU: 40 -2

Other Hospital: 100 _3

Office: 3 — 60
KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW
1) 58210 Radical abdominal hysterectomy .... 27.00
2) 55845 Prostatectomy, retropubic radical.... 26.73
3) 58150 Total abdominal hysterectomy 14.30

4)

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

Pre- and post-service work for 5753X is very similar to that for 58210. Intra-service work is also similar to that for a
radical hysterectomy. There are 3 important variations, however: because the fundus of the uterus is not present, it is
difficult to gain traction on the operative specimen which is so important in identifying the necessary tissue plane to
perform this operation; typically, a cervical stump is present because of extensive scarring or inflammation which
necessitated the prior subtotal hysterectomy rather than the standard total hysterectomy. Accordingly, the typical patient
with a cervical stump also has extensive pelvic adhesions which increase the risk of complications and increase the intra-
service work time. Typically, with a residual cervical stump, it is technically much more difficult to develop a plane
between the bladder and cervix as well as a plane between the rectum and posterior vagina. Therefore, the committee felt
the survey median of 28.00 RVUs, slighly higher than the RVUs for 58210 was appropriate.

CPT Median Median Median MedianMental Effort | [ MedianTechnical Median Psychological
Code Pre-Time Intra-Time | {Post-Time ||& Judgement Skill&Physical Effort Stress

5753X [ |70 240 30 4 5 4.5

58210 {70 240 30 4 5 4

55845 |60 210 30 5 5 5

58150 |65 90 35 2.5 2.5 2




ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.

Pre-Service 99223 . 2.99

Intra-service 240 min. X .075 RVUs 18.00
per minute*

Post-Service 99233 x 2 3.02

99232 x 1 1.06

99231 x 3 1.92

99238 1.28

99214 1.1

99213 x 2 1.34

T 3071

* 0.075 RVUs per minute is the intra-service work per unit time (IWPUT) of an exploratory laparotomy (49000).
ACOG used this level of IWPUT to validate survey results for abdominal surgical procedures in the five year
review.

FREQUENCY INFORMATION

How was this service previously reported? 57530-22

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? _Not available

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




’

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE

SUMMARY OF RECOMMENDATIONS
APRIL 1997

Removal of Cerclage Suture - Tab 13

CPT code 59871, Removal of cerclage suture under anesthesia (other than local), is a new code which describes the work involved in
removing a cervical suture under anesthesia. 59871 can be compared to 59320, Cerclage of cervix, during pregnancy; vaginal
(RVU=2.48), except that 59871 requires less intra-service time and lower levels of judgment, technical skill and stress. Survey data for
5987X show a median RVU of 2.13 and a median intra-service time of 20 minutes. The RUC recommends the survey median, 2.13 work

RVUs.
CPT Code Tracking CPT Descriptor Global | Work RVU
Number Period Recommendation
(*New)
59871 771 Removal of cerclage suture under anesthesia (other than 000 213

locgl)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 5987X Tracking Number: _ZZ1 __ Global Period: 000 Recommended RVW: 2.13

CPT Descriptor: Removal of cerclage suture under anesthesia (other than local)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:
A pregnant patient at 37 weeks gestation presented for removal of a Shirodkar cerclage that was placed at 14 weeks gestation.
The suture was to be removed prior to the onset of labor because she has attained fetal lung maturity and a vaginal delivery is
desired. The suture knot of the cerclage was buried beneath the cervical-vaginal mucosa or the cervical mucosa posteriorally
and the knot or suture was not readily able to be removed under local anesthetic. The patient is now taken to the operating
room for removal of the cerclage under anesthesia. A weighted speculum is placed into the vagina and a retractor is manually
held anteriorally to expose the entire cervix which is distorted from the cerclage. A small incision is made over the knot
which is buried beneath the mucosa. The suture is elevated and the knot is cut allowing the suture to be pulled and withdrawn
from the cervix. The mucosa is then reapproximated with absorbable suture. The patient is taken to the recovery room and
observed for bleeding and uterine contractions

Pre-service work: Counseling the patient about the possible immediate onset of labor, performance of admission history and
physical, monitoring fetal activity prior to starting the procedure.

Intra-service work: Placement of a weighted speculum in the vagina. Exposure of cervix with a retractor. Incision is made
over the knot which is buried beneath the mucosa. The suture is elevated and the knot is cut allowing the suture to be pulled
and withdrawn from the cervix. The mucosa is then reapproximated with absorbable suture.

Post-service work: Dictate report, monitor patient for bleeding and onset of contractions until either the onset of labor or it is
deemed safe to discharge the patient home. Give patient instructions about the onset of labor returning immediately upon the
rupture of membranes or the onset of contractions (if discharged home).

SURVEY DATA:

Specialty: _ACOG

Sample Size: 11 Response Rate (%): _13 (17%) - Median RVW: _ 2,13

25th Percentile RVW: _2.00 75th Percentile RVW: _2.25 Low: _1.50 High: _3.00

Median Pre-Service Time: _27.5 Median Intra-Service Time: 20

25th Percentile Intra-Svc Time: _20 75th Percentile Intra-Svc Time: _20 Low: _10 High: _40

Median Post-Service Time: Total Time  Number of Visits
Day of Procedure: 15
ICU:

Other Hospital:



Other Hospital:

Office:
CPT Code: _5987X
KEY REFERENCE SERVICE(S):
CPT Code CPT Descriptor RVW
1) 59320 - Cerclage of cervix, during pregnancy; vaginal 2.48
2) 57410 Pelvic examination under anesthesia 1.75
3) 58120 Dilation and curettage, diagnostic and/or 2.91

therapeutic (nonobstetrical)
4)

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare me pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

5987X requires less intra-service time and lower levels of judgment, technical skill, and stress than 59320.
Therefore, the survey mean seemed appropriate

CPT Median Median Median MedianMental Effort| | MedianTechnical Median Psychologica
Code Pre-Time Intra-Time | |Post-Time ||& Judgement Skill&Physical Effort Stress

5987X |[[27.5 20 15 2 3 2

59320 |]30 30 15 4 4 4

57410 |25 10 10 2 2 2

58120 |]20 25 10 3 3 3

ADDITIONAL RATIONALE

For example, if recommended RV Us are based on an alternative method instead of the survey results.

Pre-Service ' 99221 1.28
Intra-Service 0.03 RVUs per min x 20 min 0.60
Post-Service 99238 1.28

3.16
FREQUENCY INFORMATION

How was this service previously reported? __59999
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? _unknown

Is this service performed by many physicians across the United States? x Yes __No



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE

SUMMARY OF RECOMMENDATIONS

APRIL 1997

Repair of Non-Structural Valve Dysfunction - Tab 14

CPT code 33496, Repair of non-structural prosthetic valve dysfunction with cardiopulmonary bypass (separate procedure), is a new code

which describes the work involved in repairing a leak in a prosthetic valve which was installed previously. In its review the RUC
discussed how the work involved in this code compares to 33405, Replacement, aortic valve, with cardiopulmonary bypass; with

prosthetic valve other than homograft RVU=28.47). They concluded that the new code has many of the same difficulties which are
associated with 33405 such as; entering the chest again and working with scar tissue. Because of these issues, the RUC recommends that
the value of 33530, Reoperation, coronary artery bypass procedure or valve procedure, more than one month after original operation (list
separately in addition to code for primary procedure) (RVU=5.86), be subtracted from the specialty recommended value and that 33496
be added to the group of codes which may be reported with 33530. The specialty recommendation is based on survey data which show a
median RVU of 31.50. The calculation is as follows 31.50 - 5.86 = 25.64. Thus, the RUC recommends a value of 25.64 work RVUs

for 33496.
CPT Code Tracking CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation
33496 BBI Repair of non-structural prosthetic vavle dysfunction 090 25.64

with cardiopulmonary bypass (separate procedure)

(For reoperation, use 33530 in addition to 33496)

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 3349X Tracking Number: BB1 ~ Global Period: 090 __ Recommended RVW: 31.5

CLINICAL DESCRIPTION OF SERVICE

CPT Code Descriptor: Repair of non-structural prosthetic valve dysfunction with cardiopulmonary
bypass (separate procedure)

Vignette Used in Survey:
A 58-year-old man, status post bileaflet mechanical prosthetic aortic valve replacement 9 months previous, was seen in

the office with evidence of congestive heart failure secondary to aortic insufficiency. Laboratory studies revealed anemia secondary to
hemolysis; there was no evidence for bacterial endocarditis. Cardiac catheterization studies were reviewed, and these revealed 4+ aortic
insufficiency. A transesophageal echocardiogram revealed dehiscence of the valve in the area of the noncoronary cusp with motion of
the prosthetic valve ring.

Description of preservice work

The patient was admitted and the surgeon visited him the day before the operation to perform a preoperative physicat
examination (history and physical), review the risks and benefits of the procedure with the patient and his family, verify informed consent,
Laboratory and imaging studies were also reviewed.

Description of intraservice work. ’

After general endotracheal anesthesia, a redo sternotomy was performed, the surgeon identified scarring, multiple
adhesions, and friable tissue, which were carefully dissected out. The patient was placed on cardiopulmonary bypass, the aorta was
cross-clamped and and aortotomy performed. Exposure of the aortic root revealed that the sutures had pulled through the annulus in the
area of the noncoronary cusp. A series of mattress sutures were placed from outside the ascending aortic wall through the prosthetic
valve sewing ring. The sutures were tied into place and the perivalvular area inspected for possible perivalvular leaks. The aortotomy
was closed, the aortic cross-clamp removed, and air was evacuated from the left side of the heart. The patient was weaned from
cardiopulmonary bypass. The surgeon spent the next 45 minutes attempting to achieve hemostasis. When this was completed, chest
tubes were inserted, the sternum was reclosed, and the patient was sent to the surgical intensive care unit.

Description of postoperative work

During the first six postoperative hours the surgeon remained at the patient’s bedside in the ICU to monitor the substantial
chest tube output. The surgeon also monitored the patient using a transesophageal echocardiogram for potential pericardial tamponade
and the consequent necessity of a return to the operating room. The surgeon treated the patient with blood component therapy and over
the next 3 hours bleeding from the chest tube gradually diminished. The patient was seen again that evening.  The surgeon visited the
patient twice on Days 1 and 2 postoperatively to conduct a physical examination and review vital signs, tests, and laboratory studies. In-
hospital visits were conducted daily on Postoperative Days 3-7, and the patient was discharged home on Postoperative Day 7 Two
postdischarge office visits were conducted, one 3 weeks following surgery where physical examination was conducted and wound care
given and one two months after surgery, where it was confirmed that the patient’s 4+ aortic insufficiency had resolved and that the
prosthetic valve was functioning normally.

SURVEY DATA:

Specialty: _Society of Thoracic Surgeons/American Association for Thoracic Surgery

Sample Size: 49 Response Rate (%): _30 (61%) Median RVW: 31.5

25th Percentile RVW: __30 75th Percentile RVW: _ 34 Low: _262  High: _ 365

Median Pre-Service Time: 60 min Median Intra-Service Time: 300 min

25th Percentile Intra-Svc Time: __240 min  75th Percentile Intra-Svc Time: _350 min Low: _60 min High: 480 min




Median Post-Service 'ﬁme: Total Time = Number of Visits
3‘. Day of Procedure: 180 min
. ICU: 80 min 4
Other Hospital: 75 min 4
Office: 60 min 2
KEY REFERENCE SERVICE(S):
CPT Code CPT Descriptor
1) 33405 Aortic valve replacement, w/cardiopulmonary bypass
2) 33411 Aortic valve replacement, w/aortic annulus enlargement
-3) 33430 Mitral valve replacement

4)

CPT Code: _3349X

2847
30.37

29.42

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):
Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill & physical effort; and
psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Pre-| IM e d i a n} |Median Post-] |MedianMental Effort & [MedianTechnic a~l Median  Psychologice
Code Time Intra-Time | |Time Judgement Skill&Physical Effort Stress

[0 | fomn | proma ] [ooma_| |2 It ][«

33411 | |60min | [210min | [omn  ||4 114 |3

ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey results.

FREQUENCY INFORMATION

How was this service previously reported? 33999 or not reported

How often do physicians in your specialty perform this service? _Commonly _ Sometimes xRarely

. Estimate the number of times this service might be provided nationally in a one-year period? 200-250

Is this service performed by many physicians across the United States? _ Yes _X No
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
APRIL 1997

Psychotherapy - Tah 15

Twenty-four new psychotherapy codes have been crosswalked from the G0071-G0094 HCPCS Level II codes developed by HCFA. The
current HCPCS Level II codes have work RVUs assigned to them by HCFA. The RUC extensively discussed this issue and was concerned
that survey data on these new codes were not available for all providers. The RUC recommends that the current G-code values be crosswalked
to the CPT codes and remain interim until the RUC can revisit the issue after a survey has been conducted by each of the professions providing
these services, including psychiatry, psychology, social work, and nursing.

CPT Code . Tracking CPT Descriptor Global Work RVU
(sNew) Number Period Recommendation
Psychiatry

Hospital care by the attending physician in treating a psychiatric inpatient or partial hospitalization may be initial or subsequent in nature (see 99221-
99233) and may include exchanges with nursing and ancillary personnel. Hospital care services involve a variety of responsibilities unique to the
medical management of inpatients, such as physician hospital orders, interpretation of laboratory or other medical diagnostic studies and observations. 5

& Q O O a a - onn hea-Droo m - a s haocn ASOH O HaeRa

Some patients receive hospital evaluation and management services only and others receive evaluation and management services and other procedures.
If other procedures such as electroconvulsive therapy or medical psychotherapy are rendered in addition to hospital evaluation and management
services, these should be listed separately (ie, hospital care service plus electroconvulsive therapy or plus medieal-psychotherapy-if rendered- when
psychotherapy is done, an appropriate code degining psychotherapy with medical evaluation and management services).

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



CPT Code Tracking CPT Descriptor Global Work RYU
(eNew) Number Period Recommendation

In reporting medieal psychotherapy procedures, time is only one aspect and may be expressed as is customary in the local area. For example, the usual
appointment length of an individual medical-psychotherapy procedure may be signified by the procedure code alone. The modifier
‘=22’ or 09922 may be used to indicate a more extensive service. The modifier *-52° or 09952 may be used to signify a service that is reduced or less

< i

extensive than the usual procedure.

Other evaluation and management services, such as office medical service or other patient encounters, may be described as listed in the section on
Evaluation and Management, if appropriate.

The Evaluation and Managment services should not be reported separately, when reporting codes 90805, 90807, 90809, 90811, 90813, 90815, 90817,
90819, 90822. 90824, 90827, 90829).

Consultation for psychiatric evaluation of a patient includes examination of a patient and exchange of information with the primary physician and other
informants such as nurses or family members, and preparation of a report. These consultation services (99241-99263) are limited to initial or follow-up
evaluation and do not involve psychiatric treament.

General-Clinieal Psychiatric Diagnostic or Evaluative Interview Procedures

Psychiatric diagnostic interview examination includes a history, mental status, and a disposition, and may include communication with family or other
sources, ordering and medical interpretation of laboratory or other medical diagnostic studies. In certain circumstances other informants will be seen in
lieu of the patient.

90801 RR1 Psychiatric 'diagr.l(?stic intgrYiew examinatior'l me-lud-mg—histepy,—memﬂ XXX 2.80

status—or-disposition(may—include-communication—withfamily—or—other

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



equipment , physical devices, or other mechanisms of communication

CPT Code Tracking . CPT Descriptor Global Work RVU
(*New) Number Period Recommendation
90802 RR2 Interactive psychiatric diagnostic interview examination using play | xxx 3.01

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




CPT Code Tracking CPT Descriptor | Global Work RVU
(eNew) Number. Period Recommendation

Psychotherapy is the treatment for mental illness and behavioral disturbances in which the therapist establishes a professional contract with the patient
and, through definitive therapeutic communication, attempts to alleviate the emotional disturbances, reverse or change maladaptive patterns of
behavior, and encourage personality growth and development. The codes for reporting psychotherapy are divided into two broad categories:
Interactive Psychotherapy; and Insight Oriented., Behavior Modifying and/or Supportive Psychotherapy.

Interactive psychotherapy is typically furnished to children. It involves the use of physical aids and non-verbal communicationto overcome barriers to
therapeutic interaction between the physician and a patient who has lost, or has not yet developed, either the expressive language communication skills

to explain his/her symptoms and response to treatment, or the receptive communication skills to understand the physician if he/she were to use ordinary
adult language for communication.

Insight oriented, behavior modifying and/or supportive psychotherapy refers to the development of insight or affective understanding, the use of

behavior modification techniques, the use of supportive interactions, the use of cognitive discussion of reality, or any combination of the above to
provide therapeutic change.

Some patients receive psychotherapy only and others receive psychotherapy and medical evaluation and management services. These evaluation and
management services involve a variety of responsibilitiesunique to the medical management of psychiatric patients, such as medical diagnostic

evaluation, drug management when indicated, physician orders, interpretation of laboratory or other medical diagnostic studies and observations.

In reporting psychotherapy, the appropriate code is chosen on the basis of the type of psychotherapy (interactive using non-verbal technigues versus

insight oriented, behavior modifying and/or supportive using verbal techniques), the place of service (office versus inpatient), the face-to-face time
spent with the patient during psychotherapy, and whether evaluation and management services are furnished on the same date of service as

psychotherapy.

To report medical evaluation and management services furnished on a day when psychotherapy is not provided, providers select the appropriate code
from the Evaluation and Management Services Guidelines.

Office or Other Qutpatient Facility

Insight oriented, behavior modifying and/or supportive psychotherapy

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

Tracking
Number

CPT Descriptor

Global
Period

Work RYU
Recommendation

*90804

RR3

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an office or outpatient facility, approximately 20 to 30
minutes face-to-face with the patient;

XXX

1.11

*90805

RR4

with medical evaluation and management
services

XXX

1.47

*90806

RRS5

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an office or outpatient facility, approximately 45 to 50
minutes face-to-face with the patient;

XXX

1.72

*90807

RR6

with medical evaluation and management
services

XXX

2.00

*90808

RR7

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an office or outpatient facility, approximately 75 to 80
minutes face- to-face with the patient;

XXX

2.76

*90809

RR8

with medical evaluation and management
services

XXX

3.15

+90810

RR9

Individual psychotherapy, interactive, using play equipment, physical
devices, or other mechanisms of non-verbal communication, in an office or
outpatient facility, approximately 20 to 30 minutes face-to-face with the
patient;

XXX

1.19

*90811

RR10

with medical evaluation and management
services

XXX

1.58

90812

RR11

Individual psychotherapy, interactive, using play equipment, physical
devices, language interpreter, or other mechanisms of non-verbal
communication, in an office or outpatient facility, approximately 45 to 50
minutes face-to-face with the patient;

XXX

1.86

*90813

RR12

with medical evaluation and management
services

XXX

2.15

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




CPT Code
(eNew)

Tracking
Number

CPT Descriptor

Global
Period

Work RVU
Recommendation

*00814

RR13

Individual psychotherapy, interactive, using play equipment, physical
devices, language interpreter or other mechanisms of non-verbal
communication, in an office or outpatient facility, approximately 75 to 80
minutes face-to-face with the patient;

XXX

2.97

*90815

RR14

with medical evaluation and management
services

XXX

3.39

#90816

RR15

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an inpatient hospital, partial hospitalization or residential care
setting, approximately 20 to 30 minutes face-to-face with the patient;

XXX

1.24

*90817

RR16

with medical evaluation and management
services

XXX

1.65

*90818

RR17

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an inpatient hospital, partial hospitalization or residential care
setting, approximately 45 to 50 minutes face-to-face with the patient; .

XXX

1.94

*90819

RR18

with medical evaluation and management
services
(90820 has been deleted, To report. use 90802)

XXX

2.24

*90821

RR19

Individual psychotherapy, insight oriented, behavior modifying and/or
supportive, in an inpatient hospital, partial hospitalization or residential care
setting, approximately 75 to 80 minutes face-to-face with the patient

XXX

3.09

*90822

RR20

with medical evaluation and management services

XXX

3.53

*90823

RR21

Individual psychotherapy, interactive, using play equipment, physicial
devices, language interpreter, or other mechanisms of non-verbal
communication, in an inpatient hospital, partial hospital or residential care
setting, approximately 20 to 30 minutes face-to face with the patient;

XXX

1.33

+90824

RR22

with medical evaluation and management
services

XXX

1.77

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

703220
(90842 has been deleted. To report, see 90808, 90809. 90820, 9@

CPT Code CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation
*90825 ’ ’ XXX
090826 RR23 Individual psychotherapy, interactive, using play equipment, physical XXX 208
devices, or other mechanisms of non-verbal communication, in an inpatient
hospital, partial hospital or residential care setting, approximately 45 to 50
minutes face-to-face with the patient;
090827 RR24 with medical evaluation and management XXX 241
services
90828 RR25 Individual psychotherapy, interactive, using play equipment, physical XXX 3.32
devices, language interpreter, or other mechanisms of non-verbal
communication, in an inpatient hospital, partial hospital or residential care
setting, approximately 75 to 80 minutes face-to face with the patient;-
90829 RR26 with medical evaluation and management services XXX 3.80
(90830) has been deleted. To report, use 96100)
(90831) has been deleted. To report see 99371-99373)
90835 RR27 Narcosynthesisfor psychiatric diagnestic-and-therapeutic purpesesfeg; NA
5 barbital ¥ -
€90835 has been deleted. To report, see 90865)
9984‘}' RR28 ': :.. "':. B RHotRHefrd4Pp . ad-PH '. XXX NA
(90841 has been deleted.)
90842 RR29 appfe*lmatel-y—7—5—te—89—m+nutes XXX NA

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 Work RVU
(eNew) Number ' . ) Period Recommendation
+ (90843 has been deleted. To report, see 90804, 90805, 90806, 90807)
+_
(90844 has been deleted. To report, see 90806, 90807, 90818, 90819)
90845 RR32 Medieal Psychoanalysis XXX 1.79
' (no change)
90846 RR33 Family Medeal-psychotherapy (without the patient present) XXX 1.83
(no change)
90847 RR33 Family Medieal psychotherapy (conjoint psycho-therapy) by-a physieian, | xxx 221
with continuing medical diagnostic evaluation, and drug management
when indicated (no change)
90849 RR34 Multiple-family group medieal-psychotherapy by-a-physieian; with XXX 0.59
continuing medical diagnostic evaluation, and drug management when
indicated (no change)
90853 RR35 Group sedieal-psychotherapy (other than of a multiple-family group) by | xxx 0.59
a-physieian; with continuing medical diagnostic evaluation, and drug
management when indicated (no change)
= (90855, has been deleted. To report, see 90810-90815, and 90822-
90827
90875 RR37 Individual psychophysiological therapy incorporating biofeedback training | ywxx 1.20
by any modality (face-to-face with the patient), with psychotherapy, (eg,
insight oriented, behavior modifying or supportive psychotherapy); (See HCPAC
approximately 20-30 minutes ~ recommendation)

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 Work RVU
(sNew) Number Period Recommendation
90876 RR38 approximately 45-50 minutes XXX 1.90
(See HCPAC
Recommendation)
90880 RR39 Medieal Hhypnotherapy XXX 2.19
(no change)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE
SUMMARY OF RECOMMENDATIONS
APRIL 1997

Conscious Sedation - Tab 16

The RUC considered two new CPT codes for conscious sedation; 99141, Sedation with or without analgesia (conscious sedation);
intravenous, intramuscular or inhalation, and 99142, ...oral, rectal and/or intranasal. The RUC agreed that conscious sedation represents
the lowest end of the spectrum of anesthesia services and the only comparable codes would be anesthesia codes. However, the intra service
portion for the sedation alone is not as intense as an anesthesia service because the physician’s attcntion is devoted to the principal procedure
and the pre and post work for conscious sedation is more similar to an evaluation and management service.

The RUC chose to evaluate 99141 and 99142 by assigning what was believed to be appropriate intra-service work per-unit of time (IWPUT)
for the pre-, intra-, and post-service periods. When reviewing intra-service work, the RUC recommends 50% of the accepted anesthesia intra-
work intensity, .5(.017)=.0085, and 20 minutes of intra-service work. Half of the anesthesia work intensity was selected because physicians do
not spend all their time and effort on anesthesia, in that they arc involved with the primary service. Twenty minutes of intra-service time is
supported by the pediatric survey data and adequately distinguishes the provision of sedation from the primary procedure.

For both pre and post-service work the RUC recommends assigning an IWPUT equivalent to an evaluation and management service (0.027)
and assuming 10 minutes for both pre and post time. The RUC arrived at 10 minutes of work because it is supported in the survey data which
show median time in excess of 10 minutes and because it was felt that some of the pre and post-work for the primary service overlaps with
work for conscious sedation. It was expressed that the survey results of 1.80 and 2.40 did not recognize the overlap of time with the
primary procedure.

The resulting calculation is: 10(.027) + 20(.0085) + 10(.027) = 0.71 RVUs. The RUC viewed the value of 0.71 RVUs as a middle range. The
value was adjusted up for 99141 to 0.80 and down for 99142 to 0.60. This adjustment compensated for the varying levels of difficulty
associated with the two routes for administration of the sedation.

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

Tracking
Number

CPT Descriptor

Global
Period

Work RVU
Recommendation

Anesthesia Guidelines (fo become last paragraph, page 41, CPT ‘97)

To report sedation with or without analgesia (conscious sedation) provided by a physician also performing the service for which

conscious sedation is being provided, see codes 99141, 99142.

Sedation With or Without Analgesia (Conscious Sedation)

To report regional or general anesthesia provided by a physician also performing the services for which the anesthesia is bein
provided, see modifier ‘47, Anesthesia by Surgeon, in Appendix

Sedation with or without analgesia (conscious sedation) is used to achieve a medically controlled state of depressed consciousness
while maintaining the patient's airway, protective reflexes and ability to respond to stimulation or verbal commands. Conscious
sedation includes performance and observation of pre-and post-sedation evaluations of the patient, administration of the sedation
and/or_analgesia agent(s), and monitoring_of cardiorespiratory function (ie, pulse oximetry, cardiorespiratory monitor, and blood

pressure. The use of these codes requires the presence of an independent trained observer to assist the physician in monitoring the
patient’s level of consciousness and physiological status.

(If the sedation with or without analgesia (conscious sedation) is administered in support of a procedure provided by another

physician, see Anesthesia section)

Sedation with or without analgesia (conscious sedation); intravenous,

(94760-94762 may not be reported in addition
to 99142)

99141 NN1 \ XXX 0.80
intramuscular or inhalation
(94760-94762 may not be reported in addition to 99141)

099142 NN2 oral, rectal and/or intranasal XXX 0.60

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 991X1 Tracking Number: _NN1 Global Period: _XXX Recommended RVW: _ 2 45

CPT Descriptor:

Sedation with or without analgesia (conscious sedation);
intravenous, intramuscular or inhalation

(94760-94762 may not be reported in addition to 991X1)

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:

A nine year old child presents to the Emergency Department with a ciosed distal radius and ulna
fracture sustained from a rollerblading accident. Radiographs reveal that the portions of the ulna and
radius distal to the fracture are somewhat displaced and will require closed reduction prior to splinting
or casting. This very anxious child will clearly not tolerate this relatively brief though rather painful
procedure. It is clear to the physician that an acceptable reduction will only be accomplished with the
use of sedation and analgesia. The patient is administered intravenous doses of fentanyl and
midazolam

The physician work related to the repair of the fracture SHOULD NOT be included in your determination of
work for this procedure (administration of sedation and analgesia).

The work performed by this independent observer SHOULD NOT be included in your determination of
physician work.

Description of Pre-Service Work: .
The physician must first perform and document a complete screening examination for sedation and

analgesia. This includes a fairly detailed history including the specifics of the current injury, current
medications, medication allergies, immunization status, prior injuries and illness and any prior
anesthetic experience. The timing and content of the patient’s last meal is also of paramount
importance. The child then requires a fairly detailed physical examination. This is directed to assess
the patient’s stability or suitability for sedation and analgesia, and to rule out any underlying
pathology which could be masked by the sedation and analgesia.

Once this screening examination is completed, and providing the patient is determined to be an
acceptable candidate for sedation and analgesia, informed consent must then be obtained from the
child’s parents and documented. This will include a detailed description of the need for sedation and
the inherent risks and benefits. The physician will likely discuss the various available or acceptable
agents and which agent(s) he or she is recommending for this patient.

Upon obtaining informed consent, the patient is then prepared for the procedure. The physician must
calculate, recheck and document the appropriate medication dosage(s). The child must then be placed
on cardiorespiratory monitoring including dynamic EKG and pulse oximetry, and intermittent
dynamap blood pressure monitoring. Appropriate equipment to maintain an intact airway and
ventilation, if needed, must also be.mobilized (i.e., suction apparatus, bag and mask, reversal agents).



Description of Intra-Service Work:

The intra-service period will vary depending upon the desired level and length of sedation and
analgesia and the agent(s) and route of administration determined to be the most appropriate for the
patient and service. If the patient is administered intravenous doses of fentanyl and midazolam
(991X1), this will require the placement of an intravenous catheter. Upon completion of drug
administration, the patient remains monitored and under observation until an acceptable level of
sedation has been achieved. The length of this pre-sedation period may vary depending upon the
agent, route and dose, and characteristics of the patient. If acceptable levels of sedation and analgesia
are not achieved, the child may require the administration of additional doses of medication.

Description of Post-Service Work:

Once the physician has assessed and documented that adequate sedation is achieved, the physician then
proceeds with the procedure. The patient is carefully monitored throughout the procedure by an
independent observer who has the appropriate training and skills required to assess the patient’s vital
signs, oxygenation, patient’s level of sedation and comfort, and to assist the physician with the
management of associated complications. Upon completion of the procedure, the patient is then
monitored by the observer and the physician until the child has reached her pre-sedation level of
consciousness. The physician then conducts and documents a clinical assessment regarding whether
the child has reached discharge criteria. If so, monitoring is terminated and the patient is discharged
to home.

SURVEY DATA:

Specialty: American .Academv of Pediatrics (AAP)- see additional rationale section

Sample Size: n=380 Response Rate (%): 24% (91) Median RVW: 1.80

25th Percentile RVW: 1.40 75th Percentile RVW: 2.45 Low: _ 0.60 High: 4.20
Median Pre-Service Time; 15 minutes Median Intra-Service Time: 20 minutes

25th Percentile Intra-Svc Time: 15 min 75th Percentile Intra-Svc Time: 30 min Low: 5 min High: 60 min

Median Post-Service Time: Total Time  Number of Visits

Day of Procedure: 20 min




CPT Code: 991X1

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor RVW
1) 99354 Prolonged physician service; office or outpatient 1.77
2) 99254 Initial inpatient consultation; moderate complexity 2.64
3) 62270 Spinal puncture, therapeutic 1.13
4) 12001 Simple repair of superficial wounds of scalp 1.65
5) 99356 Prolonged physician service; inpatient 1.71

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed
above.

CPT Median Median Median Median Median Technical Skill | | Median Psychologica
Code Pre-Time || Intra-Time || Post-Time Mental Effort & Physical Effort Stress
& Judgment
991X1 15 min 20 min 20 min median = 4.00 median = 3.00 median = 4.00
mean = 3.60 mean = 3.30 mean = 3.77
99354 10 min 37.50 min 10 min median = 4.00 median = 2.50 median = 3.00
mean = 3.40 mean = 2.50 mean = 3.10
99254 20 min 40 min 20 min median = 4.00 median = 3.00 median = 3.00
mean = 3.69 mean = 3.00 mean = 3.15
62270 10 min 12.50 min 6.50 min | |median = 3.00 median = 3.50 median = 3.00
mean = 2.83 mean = 3.25 mean = 3.00
12001 12 min 20 min 5 min median = 3.00 median = 3.00 median = 3.00
mean = 3.00 mean = 3.33 mean = 3.17
99356 10 min 40 min 10 min median = 4.00 median = 3.00 median = 4.00
mean = 3.82 mean = 3.27 mean = 3.64

sThe survey respondents indicated a little more pre time for the new CPT code 991X1 compared to the
reference CPT codes 99354, 62270, 12001 and 99356. A large number of respondents used these CPT codes
as references. The survey respondents concluded that CPT reference codes 62270 and 12001 had less pre and
post time compared to 991X1. Both of these reference services also were determined by survey respondents to
have significantly less mental effort and judgment, technical skill and physical effort, and psychological stress
than 991X1. The majority of the respondents who used 62270 or 12001 (both surgical services) a reference
also used an Evaluation and Management (E/M) service with a low RVU as a reference code. One can
conclude that these respondents were attempting to use a building block approach to determine the time and
value of the new CPT code 991X1.

*A large number of survey respondents used the prolonged physician codes (99354 and 99356) as reference
services. The survey respondents suggested that the new CPT code 991X1 has more pre and post time but less
intra time than these prolonged service codes. Upon evaluation of the complexity/intensity information, one



could conclude that the survey respondents determined that the new CPT code 991X1 generally had higher
levels of complexity/intensity than the prolonged service reference services.

eThe survey respondents also compared the new CPT code 991X1 to an initial inpatient consultation of
moderate complexity (99254). This reference service was determined to have more intra service time and
involved slightly more mental effort and judgment, but involved significantly less technical skill and physical
effort, and psychological stress than the new CPT code 991X1.

ADDITIONAL RATIONALE
For example, if recommended RVUs are based on an alternative method instead of the survey results.

Harvard and RUC Update intra time information for key reference services:

CPT Descriptor Global | Harvard RUC Median 75% Intra
Code Intra Time | Update Survey Time
Intra Time | Intra Time

99354 | Prolonged physician service; | XXX | 60 minutes | 60 minutes | 37.5 minutes | 41.25 minutes
office or outpatient

99254 | Initial inpatient consultation; | XXX | 65 minutes | N/A 40 minutes 65 minutes
moderate complexity .

62270 | Spinal puncture, therapeutic 000 | 21 minutes | N/A 12.5 minutes | 15 minutes

12001 | Simple repair of superficial | 010 | 18 minutes | N/A 20 minutes 20 minutes
wounds of scalp

99356 | Prolonged physician service; | XXX | 60 minutes | 60 minutes | 40 minutes 42.5 minutes
inpatient

Note: Using the survey intra time median, it looks as though the survey respondents may have

underestimated the time involved in the provision of the reference CPT codes compared to existing
intra time data for the reference CPT codes. Using the survey respondents estimated times compared
to available Harvard and RUC time data as an indicator, it appears that the survey respondents may
have miscalculated the RVU for the sedation/analgesia service, thus undervaluing this service. A more
valid measurement of the physician work relative values involved in the sedation/analgesia service
would be to examine the survey respondents RVU at the 75% level.

The times assigned by the survey respondents (at the 75% level) to CPT codes 99354, 99254, 62270,
12001 and 99356 are reasonably consistent with the intra service times derived from the Hsiao
(Harvard) data and the available RUC update information. This demonstrates that the survey was
reasonably reliable for ascertaining the amount of physician time involved in providing these services
(consistent with other mechanisms for determining physician time such as consensus panel) as well as
maintaining external validity of survey results (the results being similar also substantiates the survey
respondents results). Therefore, using the 75th percentile approach, one could conclude that the
survey results for relative value units (RVUs) at the 75th percentile are more valid than the median
RVU survey results.



Additionally, the Academy distributed this survey to over 15 different pediatric surgical specialties and
pediatric medical subspecialties. These specialists provide vastly different physician services requiring unique
physician technical skill and physical effort, mental effort and judgment, and psychological stress. However,
each of the physician respondents received the same vignette and were asked to evaluate the physician time and
the complexity/intensity of the service to ascertain a relative value for the described service. The problem
exists in the fact that the majority of these physicians provide vastly different services than.the one listed.
However, to arrive at an statistically relevant RVU based upon the same information and knowledge of the
service, the Academy developed a universal vignette based upon the CPT code proposal submitted to the CPT
Editorial Panel. Keeping this in made, it is extraordinary that 79 % of the survey respondents (who answered
the question) indicated that the survey vignette represented the typical patient/service. Nonetheless, the mere
fact that the physicians evaluating this procedure had varying degrees of experience with this service and vastly
different medical backgrounds, creates a dilemma in providing applicable data.

Physicians provide sedation/analgesia for different purposes depending upon varying patient specific
requirements such as patient size, age, and weight, not to mention the array of procedures that are provided for
which sedation/analgesia may be a necessary component of the service for certain patient populations.
Therefore, it must be assumed that the survey respondents were not only using the survey vignette to
determine times, complexity/intensity, and the assignment of a RVU, but they were also using their experience
with services they provide that require the administration of sedation/analgesia to form the basis for their
estimations.

Sedation/analgesia is often patient dependent and is used with a wide variety of procedures and services and it
is presumed that the survey results reflect this variation in service preferential. Notwithstanding, it is still
difficult to take the survey results at face value without looking at the wide variety of physicians within the
survey sample pool. In fact, because of an over sampling of a specific specialty (Emergency Medicine), the
survey results reflect a disproportionately large number of survey respondents who used similar reference
codes with respectively low RVUs compared to the remaining survey respondents who used reference services
with slightly bigger RVUs. In light of the circumstances specified, it was suggested that the 75th percentile
more appropriately reflected the wide distribution of survey results and was a better approximation than the
survey median for RVU estimation.

As with a majority of the RUC surveys, this survey’s external and internal validity was jeopardized by the
survey vignette used for estimation, the sampling pool, and the respondents reference services. However, the
survey results do provide a rough estimation of the relative value of sedation/analgesia based upon a wide
variety of specialists who provide vastly different services, virtually all administering some form of
sedation/analgesia



The American Academy of Pediatrics (AAP) consists of 53, 000 general pediatricians, pediatric surgical
specialists, and pediatric medical subspecialists. The following table represents those Academy Sections and
Committees surveyed for the new CPT code 991X1.

‘Sample Size Sections/Committees - Survey-991X1
- Information Surveyed S
A Sample was drawn AAP Sections: Sample Size= 387

from the following
Academy Sections and
Committees:

Emergency Medicine, Cardiology,
Radiology, Rheumatology,
Hematology/Oncology, Nephrology,
Surgery, Urology, Plastic Surgery,
Critical Care, Perinatal Pediatrics,
Pulmonology, Otolaryngology and
Bronchoesophagology,
Ophthalmology, and
Gastroenterology

AAP Committees:

Committee on Practice and
Ambulatory Medicine, Committee
on Fetus and Newborn, Committee
on Drugs, Committee on Pediatric
Emergency Medicine, and
Resource-Based Relative Value
Scale Project Advisory Committee

Incorrect Address

7 Incorrect
address = 380

Total Returned 97 (25.52%)
Surveys

Return Surveys, 2(0.5%)
Incomplete

Return Surveys, Late 4 (1%)

Returned

Surveys,
Completed

91 (23.95%)




FREQUENCY INFORMATION

How was this service previously reported? __Anesthesia CPT Codes (only if different physician than providing

the procedure or service for which sedation/analgesia is required and then not often). There is
currently no CPT code available to report the administration of sedation/analgesia by same physician

providing a procedure, an evaluation, or a service.

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? __see below

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

As there is presently no mechanism to report the use of sedation/analgesia, there is not a good way estimate this

figure. A very small percentage of anesthesia codes may now be reported as sedation/analgesia. However, since
there are currently no codes specifically for sedation/analgesia, it is likely this service usually goes unreported.
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 991X1 ‘Tracking Number: __ Global Period: _XXXX Recommended RVW: 3.4
CPT Descriptor: Sedation with or without analgesia (conscious sedation);

intravenous, intramuscular or inhalation.

CLINICAL DESCRIPTION OF SERVICE:

Vignette Used in Survey:
A seventy-lwo year old male presents to the office with a fractircd mandible sustained trom a fall. His left condyle is

moderatcly displaced medially within the lossa. There is a left sided centric prematurity with a slight right sided open bite,
Iie has a full complement of teeth. This very anxious male will clearly not tolerate closed reduction with intermaxillary
fixation. It is clear to the physician that an acceptable reduction will only be accomplished with the use of sedation and
analgesia. The patient is administered intravenous doses of fentanyl and midazolam.

Description of Pre-Service Work:

The physician must first perform and docurnent a complete screening examination for sedarion and analgesia, This includes a
fairly detailed history including the specifics of the current injury, current medications, medication allergies, immunization
status, prior injuries and illness and any prior anesthetic experience. The timing and content of the patient’s last meal is also of
paramount importance. The paticent then requires a fairly detailed pbysical examination. This is dirceted to assess the partient's
stability or suitability for sedation and amalgesia, and w rule out any underlying pathology which could be masked by the
sedation and analgesia.

Once this screening cxamination is campleted, and providing the patient is determincd 10 be an acceptable candidate for
sedation and analgesia, informed consent must thcn be obtained from the patient and documnent. This will include a detailed
description of the need for sedation and the inherent risks and benefits. The physician will likcly discuss the various available
or acceptable agems and which agent (s) he or she is recommending for this patient.

Upon obtaining informed consent, the patient is then prepared for the procedure, The physician must calculate, recheck and
document the appropriate medication dosage (s). The patient must then be placed on cardiorespiratory monitoring including
dynamic EKG and pulse oximetry, and intermittent dynamap blood pressure monitoring. Appropriate cquipment to maintain an
inlact airway and ventilation, if needed, must also be mobilized (i.e. suction apparatus, bag and mask, reversal agents, )

Description of Intra-Service Work:

The intra-service period will vary depending upon the desired level and length of sedlation and analgesia and the agent (s) and
route of administration detcrmined to be the most appropriate for the paticnt and service. If the paticnt is adminisiered an
intranasal dose of midazolam (991X2), this requires the slow administration of the medication via catheter in the nares into the
nasapharynx. Physician skill is required during the administration of this agent because it may cause some patient discomnfort.
It the paticnt is administered intravenous doses of fentanyl and midazolam (991X1). this will require the administration of
additional doses of medication.,

Description of Post-Service Work:

Once the physician has assessed and documented that adequate sedation is achicved, the physician then proceeds with the
procedure. The physician work related to fracture reduction (991X1) or the repair of the laccration (991X2) should not be
included in your determination of work for this procedure (administration of sedation and analgesia). The patent is carefully
monitored throughout the pmccdure by an independent observer who has the appropriate training and skills required o assess
the patient’s vital signs, oxygenation, patient’s level of sedation and comfort, and to assist the physician with the management
of associated complications. Upon completion of the proccdure, the patient is then monitored by the observer and the physician
until the patient has reached her or his pre-scdation level of consciousness. The physician then conducts and documents a
clinical assessment regarding whether the paticnt has reached discharge criteria. If so, monitoring is terminated and the patent
is discharged to home. The work performed by this independent observer should not be included in your determination of

physician work.
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CPT Code 991X1

SURVEY DATA:

Specialty:  American Dental Association/American Association of Oral and Masxillfocial Surgeons

Sample Size: 80 Response Rate (%): 383% Median RVW: 3.4
25th Percentile RVW: 2.65 75th Percentile RVW: 3.5 Low: 1.6 High:  5.14
Median Pre-Service Time: 20 Median Intra-Service Time: 45

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Sve Time: 45  Low: 5 High: 90

Median Post-Service Time: Total Time
Day of Procedure: 45

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor ) RVW
1) . 99212 Office or other outpatient visit for the evaluation and management 0.45

of an established patient, which requires at least two of thesc three key
components: a problem focused history @ a problem focused ¢xamination

' @ straigthforward medical decision making. Counseling and/or coordination
of care with other providers or agencies are provided consistent with the nawre
of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are self limited or minor. Physicians typically spend
10 minutes face-to-face with the patient and/or family.

2) 99354 Prolonged physician service in the office or other outpatient 1.51
setting requiring direct (face-to-face) patient contact beyond
the usual service (e.g. prolonged care and treatment of an acute
asthmatic patient in an outpatient setting); first hour.

'~ RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service timc and the intensity (mental c¢ffort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Mecdian Mecdian Median MedianMental  Effort| { MedianTechnical Median Psychologic:
Code Pre-Time Intra-Time {{Post-Time {{& Judgement Skill&Physical Effort Stress

99213 |0 15 0 1 1 1

99354 [1{0 60 0 3 2 3
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ADDITIONAL RATIONALE

Oral and maxillofacial surgeons are accustomed to billing for anesthesia services provided in conjunction with a
procedure by using time modifiers. During the survey process many of the respondents questioned why time was
not a factor in administering the conscious sedation code described in the above vignette. This may have resulted
in confusion regarding the median intra and post service times.

The vignettc and pre-, intra- and post- service descriptions used to survey this code were similar to (he
information used in the surveys conducted by the American Academy of Pediatrics.

FREQUENCY INFORMATION

How was this service previously reported? _ The service is reported using either the procedure code performed

appended with a modifier -47 or by using 00170.

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 onc-year period? _1 million

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




AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 991X2 Tracking Number: _NN2 Global Period: _XXX Recommended RVW: _1.85

CPT Descriptor:

Sedation with or without analgesia (conscious sedation);
oral, rectal and/or intranasal

(94760-94762 may not be reported in addition to 991X2)

CLINICAL DESCRIPTION OF SERVICE:

Yignette Used in Survey:

A three year old child presents to the Emergency Department with a 4 cm long laceration
to her face, which was sustained from a fall. The location, size and depth of the laceration
will require a very careful and skilled two layer closure. This very anxious child barely
tolerates a cursory exam of the wound, and actively resists the application of a topical
anesthetic. It is clear to the physician that an acceptable repair will only be accomplished
with the use of sedation. The patient is administered an intranasal dose of midazolam.

The physician work related to the repair of the laceration SHOULD NOT be included in your determination of
work for this procedure (administration of sedation and analgesia).

The work performed by this independent observer SHOULD NOT be included in your determination of
physician work. - .

Description of Pre-Service Work: _
The physician must first perform and document a complete screening examination for sedation and

analgesia. This includes a fairly detailed history including the specifics of the current injury, current
medications, medication allergies, immunization status, prior injuries and illness and any prior
anesthetic experience. The timing and content of the patient’s last meal is also of paramount
importance. The child then requires a fairly detailed physical examination. This is directed to assess
the patient’s stability or suitability for sedation and analgesia, and to rule out any underlying
pathology which could be masked by the sedation and analgesia.

Once this screening examination is completed, and providing the patient is determined to be an
acceptable candidate for sedation and analgesia, informed consent must then be obtained from the
child’s parents and documented. This will include a detailed description of the need for sedation and
the inherent risks and benefits. The physician will likely discuss the various available or acceptable
agents and which agent(s) he or she is recommending for this patient.

Upon obtaining informed consent, the patient is then prepared for the procedure. The physician must
calculate, recheck and document the appropriate medication dosage(s). The child must then be placed
on cardiorespiratory monitoring including dynamic EKG and pulse oximetry, and intermittent
dynamap blood pressure monitoring. Appropriate equipment to maintain an intact airway and
ventilation, if needed, must also be mobilized (i.e., suction apparatus, bag and mask, reversal agents).



Description of Intra-Service Work:

The intra-service period will vary depending upon the desired level and length of sedation and
analgesia and the agent(s) and route of administration determined to be the most appropriate for the
patient and service. If the patient is administered an intranasal dose of midazolam (991X2), this
requires the slow administration of the medication via a catheter in the nares into the nasopharynx.
Physician skill is required during the administration of this agent because it may cause some patient
discomfort. Upon completion of drug administration, the patient remains monitored and under
observation until an acceptable level of sedation has been achieved. The length of this pre-sedation
period may vary depending upon the agent, route and dose, and characteristics of the patient. If
acceptable levels of sedation and analgesia are not achieved, the child may require the administration
of additional doses of medication.

Description of Post-Service Work:

Once the physician has assessed and documented that adequate sedation is achieved, the physician then
proceeds with the procedure. The patient is carefully monitored throughout the procedure by an
independent observer who has the appropriate training and skills required to assess the patient’s vital
signs, oxygenation, patient’s level of sedation and comfort, and to assist the physician with the
management of associated complications. Upon completion of the procedure, the patient is then
monitored by the observer and the physician until the child has reached her pre-sedation level of
consciousness. The physician then conducts and documents a clinical assessment regarding whether
the child has reached discharge criteria. If so, monitoring is terminated and the patient is discharged
to home.

SURVEY DATA:

Specialty: American Academy of Pediatrics (AAP)- see additional rationale section

Sample Size: n=380 Response Rate (%): 22.63% (86) Median RVW; 1.70 :
25th Percéntile RVW: 1.10 75th Percentile RVW: 1.85 Low: __0.18 High: ___4.20
Median Pre-Service Time: 15 minutes a Median Intra-Service Time: 19 minutes

25th Percentile Intra-Svc Time: 10 min  75th Percentile Intra-Svc Time: 25 min Low: 2 min High: 60 min

Median Post-Service Time; Total Time _ Number of Visits

Day of Procedure: 15_min




CPT Code: 991X2

KEY REFERENCE SERVICE(S):

CPT Code CPT Descriptor . RVW
1) 99354 Prolonged physician service; office or outpatient 1.77
2) 99356 . Prolonged physician service; inpatient 1.71
3) 62270 Spinal puncture, therapeutic 1.13
4) 12001 Simple repair of superficial wounds of scalp V 1.65
5) 99253 Initial inpatient consultation; low corﬁplexity 1.82

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): .

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgment; technical skill &
physical effort; and psychological stress) of the service you are rating to the key reference services listed
above.

CPT Median Median Median Median Median Technical Skill | | Median Psychologic
Code Pre-Time || Intra-Time || Post-Time Mental Effort & Physical Effort Stress
& Judgment
991X2 15 min 19 min 15 min median = 3.00 median = 3.00 median =.4.00
mean = 3.05 mean = 3.88 mean = 3.54
99354 10 min 35 min 10 min median = 4.00 median = 2.50 median = 3.00
mean = 3.44 mean = 2.50 mean = 3.31
99356 20 min 40 min 12.5 min | {median = 4.00 median = 3.00 median = 4.00
mean = 3.85 mean = 3.00 mean = 3.92
62270 8 min 10 min 5 min median = 3.00 median = 4.00 median = 2.50
mean = 2.75 mean = 3.58 mean = 2.67
12001 12 min 20 min 5 min median = 3.00 median = 4.00 median = 3.00
mean = 2.73 mean = 3.45 mean = 3.08

eThe survey respondents indicated a little more pre time for the new CPT code 991X2 compared to the
reference CPT codes 99354, 62270, 12001. A large number of respondents used these CPT codes as
references. The survey respondents concluded that CPT reference codes 62270 and 12001 had less pre and post
time compared to 991X2. Both of these reference services also were determined by survey respondents to
have significantly less mental effort and judgment, technical skill and physical effort, and psychological stress
than 991X2 (based on the mean values). The majority of the respondents who used 62270 or 12001 (both
surgical services) a reference also used an Evaluation and Management (E/M) service with a low RVU as a
reference code. One can conclude that these respondents were attempting to use a building block approach to
determine the time and value of the new CPT code 991X2.

*A large number of survey respondents used the prolonged physician codes (99354 and 99356) as reference
services. The survey respondents suggested that the new CPT code 991X2 had about the same pre time, more
post time, but less intra time than these prolonged service codes. Upon evaluation of the complexity/intensity
information, one could conclude that the survey respondents determined that the new CPT code 991X2
involved greater technical skill and physical effort, but less mental effort and judgment than the prolonged
service reference services.




ADDITIONAL RATIONALE
For example, if recommended RVUs are based on an alternative method instead of the survey results.

Harvard and RUC Update intra time information for key reference services:

CPT Descriptor Global | Harvard RUC Median 75% Intra
Code Intra Time | Update Survey Time
Intra Time | Intra Time

99354 | Prolonged physician service; | XXX | 60 minutes | 60 minutes | 35 minutes 50 minutes
office or outpatient

99356 | Prolonged physician service; [ XXX | 60 minutes | 60 minutes | 40 minutes 40 minutes
inpatient

62270 | Spinal puncture, therapeutic 000 | 21 minutes | N/A 10 minutes 11.25 minutes

12001 | Simple repair of superficial | 010 | 18 minutes | N/A 20 minutes 20 minutes
wounds of scalp

Note: Using the survey intra time median, it look as though the survey respondents may have underestimated

the time involved in the provision of the reference CPT codes compared to existing intra time data.
Using the survey times compared to available time data as an indicator, it appears that the survey
respondents may have miscalculated the RVU for the sedation/analgesia service, thus undervaluing this
service. A more valid measurement of the physician work relative values involved in the
sedation/analgesia service would be to examine the survey respondents RVU at the 75% level.

The times assigned by the survey respondents (at the 75% level) to CPT codes 99354, 99254, 62270,
12001 and 99356 are reasonably consistent with the intra service times derived from the Hsiao
(Harvard) data and the available RUC update information. This demonstrates that the survey was
reasonably reliable for ascertaining the amount of physician time involved in providing these services
(consistent with other mechanisms for determining physician time such as consensus panel) as well as
maintaining external validity of survey results (the results being similar also substantiates the survey
respondents results). Therefore, using the 75th percentile approach, one could conclude that the
survey results for relative value units (RVUs) at the 75th percentile are more valid than the median
RVU survey results.

Additionally, the Academy distributed this survey to over 15 different pediatric surgical specialties and
pediatric medical subspecialties. These specialists provide vastly different physician services requiring unique
physician technical skill and physical effort, mental effort and judgment, and psychological stress. However,
each of the physician respondents received the same vignette and were asked to evaluate the physician time and
the complexity/intensity of the service to ascertain a relative value for the described service. The problem
exists in the fact that the majority of these physicians provide vastly different services than the one listed.
However, to arrive at an statistically relevant RVU based upon the same information and knowledge of the
service, the Academy developed a universal vignette based upon the CPT code proposal submitted to the CPT
Editorial Panel. Keeping this in made, it is extraordinary that 76 % of the survey respondents (who answered
the question) indicated that the survey vignette represented the typical patient/service. Nonetheless, the mere
fact that the physicians evaluating this procedure had varying degrees of experience with this service and vastly
different medical backgrounds, creates a dilemma in providing applicable data:

Physicians provide sedation/analgesia for different purposes depending upon varying patient specific
requirements such as patient size, age, and weight, not to mention the array of procedures that are provided for

—



Therefore, it must be assumed that the survey respondents were not only using the survey vignette to
determine times, complexity/intensity, and the assignment of a RVU, but they were also using their experience
with services they provide that require the administration of sedation/analgesia to form the basis for their
estimations.

Sedation/analgesia is often patient dependent and is used with a wide variety of procedures and services and it
is presumed that the survey results reflect this variation in service preferential. Notwithstanding, it is still
difficult to take the survey results at face value without looking at the wide variety of physicians within the
survey sample pool. In fact, because of an over sampling of a specific specialty (Emergency Medicine), the
survey ‘results reflect a disproportionately large number of survey respondents who used similar reference
codes with respectively low RVUs compared to the remaining survey respondents who used reference services
with slightly bigger RVUs. In light of the circumstances specified, it was suggested that the 75th percentile
more appropriately reflected the wide distribution of survey results and was a better approximation than the
survey median for RVU estimation.

As with a majority of the RUC surveys, this survey’s external and internal validity was jeopardized by the
survey vignette used for estimation, the sampling pool, and the respondents reference services. However, the
survey results do provide a rough estimation of the relative value of sedation/analgesia based upon a wide
variety of specialists who provide vastly different services, virtually all administering some form of
sedation/analgesia



The American Academy of Pediatrics (AAP) consists of 53, 000 general pediatricians, pediatric surgical

specialists, and pediatric medical subspecialists. The following table represents those Academy Sections and

Committees surveyed for the new CPT code 991X2.

Sample Size - Sections/Committees - Survey 991X1
Information Surveyed . IR .
A Sample was drawn AAP Sections: Sample Size= 387

from the following
Academy Sections and
Committees:

Emergency Medicine, Cardiology,
Radiology, Rheumatology,
Hematology/Oncology, Nephrology,
Surgery, Urology, Plastic Surgery,
Critical Care, Perinatal Pediatrics,
Pulmonology, Otolaryngology and
Bronchoesophagology,
Ophthalmology, and
Gastroenterology

AAP Committees:
"I Committee on Practice and

Ambulatory Medicine, Committee
on Fetus and Newborn, Committee
on Drugs, Committee on Pediatric
Emergency Medicine, and
Resource-Based Relative Value

Incorrect Address

Scale Project Advisory Committee

7 Incorrect
address = 380

Total Returned 92 (24.21%)
Surveys

Return Surveys, 12 (0.5%)
Incomplete '

Return Surveys, Late 4 (1%)

Returned
Surveys,
Completed

‘|86 (22.63%)




FREQUENCY INFORMATION

How was this service previously reported? __ Anesthesia CPT Codes (only if different physician than providing
the procedure or service for which sedation/analgesia is required and then not often) There is currently

no CPT code available to report the administration of sedation/analgesia by same physician providing
a procedure, evaluation or service

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? _see below -
Is this service performed by many physicians across the United States? X_Yes __No
As there is presently no mechanism to report the use of sedation/analgesia, there is not a good way estimate this

figure. A very small percentage of anesthesia codes may now be reported as sedation/analgesia. However, since
there are currently no codes specifically for sedation/analgesia, it is likely this service usually goes unreported.
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS
SUMMARY OF RECOMMENDATION

CPT Code: 991X2 Tracking Number: Global Period: XXXX Recommended RVW: 2.05

CPT Descriptor: Sedation with or without analgesia (conscious sedation);
oral, rectal and/or intranasal. '

CLINICAL DESCRIPTION OF SERVICE:

Viguette Used in Survey:

A three year old child presents to he Emergency Department with a 4 cm long laceration to her face, which was sustained

from a fall. The location, size and depth of the laceration will require a very careful and skilled two layer closure. This

very anxious child barely tolerates a cursory exam of the wound, and actively resists the application of a topical anesthetic.
It is clear to the physician that an acceptable repair will only be accomplished with the use of scdation. The patient is

administered an intranasal dose of midazolam

Description of Pre-Service Work:

The physician must first perform and document a complele screening examination for sedation and analgesia, This includes a
fairly detailed history including the specifics of the current injury, current medications, medication allergies, iTnmunization
status, prior injurics and iliness and any prior anesthetic cxperience. The timing and content of the paticnt’s last meal is also of
paramount importance. The patient then requires a fairly detailed physical examination. This is directed 1o assess the patient’s
stability or suitability for sedation and analgesia, and to rule out any underlying pathology which could be masked by the
sedation and analgesia.

Once this screening cxamination is completed, and providing the patient is determined to he an acceptable candidate for

' sedation and analgesia, informed consent must then be obtained from the paticnt and document.  This will include a detailed

description of the need for sedation and the inbercnl risks and benefits. The physician will likely discuss the various available
or acceptablc agents and which agent (s) he or she is recommending for this paticnt.

Upon obtaining informed consent. the patient is then prepared for the procedure. The physician must calculate, recheck and
document the appropriate medication dosage (s). The patient must then be placed on cardiorespiratory monitoring including
dynamic EKG and pulse oximetry. and intermitient dynamap blood pressure monitoring. Appropriate cquipinent 1o maintain an
intact airway and ventilation, if needed, must also be mobilized (i.¢. suction apparatus, bag and mask, rcversal agents.)

Description of Intra-Service Work:

The intra-scrvice period will vary depending upon the desired level and length of sedation and analgesia and the agent (s) and
route of administration determined to be the most appropriate lor the patient and service. I the patient is administered an
intranasal dosc of midazolam (991X2), this requircs Lhe slow administration of the medication via catheter in the nares into the
nasapharynx. Physician skill is required during the administration of this agent because it may cause somwe patient discomfort.
If the patient is administered intravenous doses of fentanyl and midazolam (991X1), this will require the administration of
additional doscs of medication.

Description of Post-Service Work:

Once the physician has assessed and documnenied that adequate sedation is achicved, the physician then procceds with the
procedurc. The physician work related w fracture reduction (991X1) or the repair of the laccration (991X2) should not be
included in your determination of work for this procedurc (administration of sedation and analgesiu). The paticent is carefully
monitored throughout the procedure by an independent observer who has the appropriate training and skills required 10 assess
the palient’s vital signs, oxygenation, patient’s level of sedation and conifort, and to assist the physician with the management
of associated complications. Upon completion of the procedurc, the patient is then monitored by the obscrver and the physician
until the paticnt has rcached her or his pre-scdation level ol consciousness. The physician then conducts and documents 4
clinical asscssinent regarding whether the paticnt has reached discharge criteria. If so, monitoring is terminated and the patient
is discharged to home. The work performed by this independent observer should not be included in your determination of
physician work.
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sctting requiring direct (face-to-face) patient contact beyond
the usual service (e.g. prolonged care and treatment of an acute
asthmatic patient in an outpatient setting); first hour.

P.O6
CPT Code 991X2
SURVEY DATA:
Specialty: _American Dental Association/American Association of Oral and Maxillofacial Surgeons
Sample Size: 80 Response Rate (%): 38% Median RVW:
25th Percentile RVW: . 1.75 75th Percentile RVW: _ 2.5 Low: _1.21 High: _4.64
Median Pre-Service Time: 15 Median Intra-Service Time: 25
25th Percentile Intra-Svc Time: 20 75th Percentile Intra-Sve Time: __ 30 Low: High: 60
Median Post-Service Time: Total Time
Day of Procedure: 30
KEY REFERENCE SERVICE(S):
CPT Code CPT Descriptor RVW
1) 99212 Office or Other outpatient visit for the cvaluation and 0.45
' management of an established patient, which requires at
least tow of these three key components: a problem focused
history @ a problem focused examination @ straightforward
medical decision making. Counseling and/or coordination
of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s
and/or family’s needs. Usually, the presenting problems
arc self limited or minor, Physicians typically spend 10
minutes face-to-face with the patient and/or family.
2) 99354 - Prolonged physician service in the office or other outpatient 1.51

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill &
physical etfort; and psychological stress) of the service you are rating to the key reference services listed above.

CPT Median Median Median MedianMental Effort| | MedianTechaical Median Psychological
Code Pre-Time Intra-Time | {Post-Time |{& Judgement Skill&Physical Effort Stress

9912 [0 10 0 1 1 1

99354 | {0 60 0 3 2 3
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ADDITIONAL RATIONALE

Oral and maxillofacial surgeons are accustomed to billing for anesthesia services provided in conjunction with a
procedure by using time modificrs. During the survey process many of the respondents questioned why time was
not a factor in administering the conscious sedation code described in the above vignette. This may have resulted -
in confusion regarding the median intra and post service times. :

The vignette and pre-, intra- and post- service descriptions used to survey this code were similar to the
information used in the surveys conducted by the American Academy of Pediatrics.

FREQUENCY INFORMATION

How was this service previously reported? _ The service is reported using either the procedure code performed
appendcd with a medifier -47 or by using 00170,

How often do physicians in your specialty perform this service? X Commonly __Sometimes _Rarely
P
Estimate the number of times this service might be provided nationally in a one-year period? _250,000

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

.
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Observation Same Day Discharge Services - Tab 17

Three new codes have been developed to describe observation same day hospital discharge services: 99234, Observation or inpatient
hospital care, for the evaluation and management of a patient including admission and discharge on the same date which requires these three
key components: a detailed or comprehensive history; a detailed or comprehensive examination; and medical decision making that is
straightforwardor of low complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or family's needs. Usually the presenting problem(s) requiring admission of low severity,
99235, Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the same
date which requires these three key components: a comprehensive history; a comprehensive examination; and medical decision making of
moderate complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs. Usually the presenting problem(s) requiring admission of moderate severity, and 99236,
Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the same date
which requires these three key components: a comprehensive history; a comprehensive examination, and medical decision making of high
complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s)
and the patient's and/or family's needs. Usually the presenting problem(s) requiring admission of high severity. The RUC expressed concern
over the time frame that these codes incorporate. They specify that the patient must be admitted and discharged on the same date. The RUC
felt that a calendar day is an arbitrary cut off point. The RUC recommends that the physician work is the same when admitting a patient to
hospital observation at 9:00 pm with a discharge at 9:00 am and admitting a patient to observation at 9:00 am and discharging at 9:00 pm.

The RUC recommends that 99234, 99235, and 99236 should be valued based on a combination of hospital observation services, 99218,
99219, and 99220 and 99238 Hospital discharge day management at each of the three appropriate levels. The calculation would be as
follows:

99234 = 99218 Observation care (1.28) + 99238 Hospital Discharge Day Mgt. (1.28) =2.56

99235 = 99219 Observation care (2.14) + 99238 Hospital Discharge Day Mgt (1.28) = 3.42
99236 = 99220 Observation care (2.99) + 99238 Hospital Discharge Day Mgt (1.28) = 4.27

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



CPT Code | Tracking CPT Descriptor Global Work RVU
(eNew) Number Period Recommendation

OBSERVATION OR INPATIENT CARE SERVICES (INCLUDING ADMISSION AND DISCHARGE SERVICES)

The following codes are used to report observation or inpatient hospital care services provided to patients admitted and discharged on the
same date of service. When a patient is admitted to the hospital from observation status on the same date, the physician should report only
the initial hospital care code. The initial hospital care code reported by the admitting physician should include the services related to the
observation status services he/she provided on the same date of inpatient admission.

When “observation status” is initiated in the course of an encounter in another site of service (eg, hospital emergency department,
physician's office, nursing facility) all evaluation and management services provided by the supervising physician in conjunction with
initiating “observation status” are considered part of the initial observation care when performed on the same date. The observation care
level of service should include the services related to initiating “observation status” provided in the other sites of service as well as in the
observation setting when provided by the same physician

For patients admitted to observation or inpatient care and discharged on a different date, see codes 99218-99220 and 99217, or 99221-
99223 and 99238-99239.

099234 001 Observation or inpatient hospital care, for the evaluation and XXX 256
management of a patient including admission and discharge on the
same date which requires these three key omponents:

¢ a detailed or comprehensive history;

¢ a detailed or comprehensive examination;
and

¢ medical decision making that is
straightforward or of low complexity.

Counseling and/or coordination of care with
other providers or agencies are provided

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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consistent with the nature of the problem(s)
and the patient's and/or family's needs.

Usually the presenting problem(s) requiring
admission of low severity.

099235 002 Observation or inpatient hospital care, for the XXX 3.42

evaluation and management of a patient
including admission and discharge on the
same date which requires these three key
components: '

¢ a comprehensive history;
¢ a comprehensive examination; and

¢ medical decision making of moderate
complexity.

Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)and
| the patient's and/or family's needs.

Usually the presenting problem(s) requiring
admission of moderate severity.

099236 003 Observa‘t'mn or inpatient hospital care, for the XXX 4.27
evaluation and management of a patient

including admission and discharge on the
same date which requires these three key

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

¢ a comprehensive history;

¢ a comprehensive examination; and

o medical decision making of high complexity.
Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)

and the patient's and/or family's needs.

Usually the presenting problem(s) requiring
admission of high severity.

Initial Observation Care
New or Established Patient

Observation care discharge of a patient from “observation status” includes final examination of the patient, discussion of the hospital stay,
instructions for continuing care, and preparation of discharge records. For observation or inpatient hospital care including the admission

-and discharge of the patient on the same date, see codes 99234-99236 as appropriate.

99217 Observation care discharge day management (This code is to be utilized by the  physician to report all services provided
to a patient on discharge from “observation status” if the discharge is on other than the initial date of “observation status”. To report
services to a patient designated as “observation status”or “inpatient status” and discharged on the same date, use-only-the-codesfortnitial
Observation-Services—(99218-99220)) use the codes for Observation or Inpatient Care Services (Including Admission and Discharge
Services, 99234-99236 as appropriate.

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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INITIAL OBSERVATION CARE
NEW OR ESTABLISHED PATIENT

The following codes are used to report the encounter(s) by the supervising physician with the patient when designated as "observation
status." This refers to the initiation. .. . . ..

To report services provided to a patient who is admitted to the hospital after receiving hospital observation care services on the same date,
see the notes for initial hospital inpatient care (page 15). For a patient admitted to the hospital on a date subsequent to the date of
observation status, the hospital admission would be reported with the appropriate Initial Hospital Care codes (99221-99223). For a patient
admitted and discharged from observation or inpatient status on the same date, the services should be reported with codes 99234-99236 as
appropriate. Do not report observationdischarge (92217) in conjunction with ¢he a hospital admission.

When "observation status” is initiated in the course of an encounter in another site of service (eg, hospital emergency department,
physician's office, nursing facility) all evaluation and management services provided by the supervisionphysician . . . .

HOSPITAL INPATIENT SERVICES

The following codes are used to report evaluation and management services provided to hospital inpatients. Hospital inpatient services
include those services provided to patients in a 'partial hospital' setting. These codes are to be used to report these partial hospitalization
services. See also psychiatry notes in the full text of CPT.

For definitions of key components and commonly used terms, please see Evaluation and Management Services Guidelines. For Hospital
Observation Services, see 99218-99220. For a patient admitted and discharged from observation or inpatient status on the same date, the
services should be reported with codes 99234-99236 as appropriate.

INITIAL HOSPITAL CARE

NEW OR ESTABLISHED PATIENT

CPT ﬁve-digi{ codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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The following codes are used to report the first hospital inpatient encounter with the patient by the admitting physician.

For initial inpatient encounters by physicians other than the admitting physician, see initial inpatient consultation codes (99251-99255) or
subsequent hospital care codes (99231-99233) as appropriate.

When the patient is admitted to the hospital as an inpatient in the course of an encounter in another site of service (eg, hospital emergency
department, observation status in a hospital, physician's office,

nursing facility) all evaluation and management services provided by that physician in conjunction with that admission are considered part
of the initial hospital care when performed on the same date as the admission. The inpatient care level of the service reported. . . . .. . ..

Evaluation and management services on the same date provided in sites other than the hospital that are related to the admission should NOT
be reported separately. For a patient admitted and discharged from observation or inpatient status on the same date, the services should be
reported with codes 99234-99236 as appropriate.

HOSPITAL DISCHARGE SERVICES

The hospital discharge day management codes are to be used to report the total duration of time spent by a physician for final hospital
discharge of a patient. The codes include, as appropriate, final examination of the patient, discussion of the hospital stay, even if the time
spent by the physician on that date is not continuous. Instructions for continuing care to all relevant caregivers, and preparation of
discharge records, prescriptions and referral forms. For a patient admitted and discharged from observation or inpatient status on the same

date, the services should be reported with codes 99234-99236 as appropriate.

99238 Hospital discharge day management; 30 minutes or less
99239 more than 30 minutes

(These codes are to be utilized by the physician to report all services provided to a patient on the date of discharge, if other than the initial
date of inpatient status. To report services to a patient who is admitted as an inpatient, and discharged on the same date, use-only-the-codes

forInitial Hospital-Inpatient—Serviees;—99221-99233 see codes 99234 99236 for observation or inpatient hospital care including the

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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admission and discharge of the patient on the same date. To report concurrent care services provided by a physician(s) other than the
attending physician, use subsequent hospital care codes (99231-99233) on the day of discharge.)

(For Observation Care Discharge, use 99217)

(For observation or inpatient hospital care including the admission and discharge of the patient on the same date, see 99234-99236)

(For Nursing Facility Care Discharge, see 99315, 99316)

(For discharge services provided to newborns admitted and discharged on the same date, see 99435)

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association.
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A/SPECIALTY SOCIETY RV§S UPDATE PROCESS
| ' SUMMARY OF RECOMMENDATION }

CPT Coc)e: 992x1 _ Tracking Number: 001 Global Period: _xxx Recommended RVW: _2,1

CPT Descriptor:  Observation or inpatient hospital care, for the evaluation and management of a patient
mcluding admission and discharge on the same date which requires these three key components:

e adetailed or comprehensive h‘:story,

» adetailed or comprehensive examination; and

¢ medical decision making that js straightforward or of low complexity.
Counséling and/or coordination of care'with other providers or agencies are provided consistent with the
nature of the problem(s) and the patient’s and/or family’s needs. i .

Us,uallyi the presenting problem(s) requmng a;lmxssxon are of low severity.

' CLINICAL DESCRIPTION OF SERVICE:

ngnerte Used in Survey: A 19 y/o pregnant patient (3 weeks gestation) presents to the ED complauuug of

' persxstem vomiting for one day.

Descnpt;on of Pre-Service Work:

Description of Intra-Service Work: A cietailed history is taken. The patient gives no history consistent &ith
infection, but does recall a similar occurrence with her previous pregnancy. She aiso complains of some
dizziness upon standing, A detailed examination of performed and elicits findings associated with moderate
dehydration, including postural hypotension. Intravenous therapy and anti-emetics are initiated. Diagnostics
are consistent with dehydration. The patient is placed on observation status, with periodic reassessments.

Following cessation of postural hypotension an after demonstrating the ability to retain p.o. fluids, the patient
is discharged, 9 hours after initial presentanon with instructions and a prescnptxon for anti-emetic medication.

Description of Post-Service Work:

SURVEY DATA:

Specialty:

Sample Size; 425 (AAP=229) (ACEP= 2000 Resporse Rate (%): 94.22%) (AAP= 46) (ACEP= 48)

Median RVW: —21
25th Percentile RVW; 1.82  75th Percentile RVW: _2.75 Low: 1.2 High: _2.75 '

Median Pre-Service Time: 10 (AAP only) Median Intra-Service Time: 60
25th Percentile Intra-Svc Time: __35__ 75th Percentile Intra-Sve Time: _75 _ Low: _15__ High: _540

‘Median Post-Service Time: Total Time = Number of Visitg
Day of Procedure: 15 (AAP anly)
ICu:
Other Hospital: - . — —_—

Office:
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KEY REFERENCE SERVICE(S):
CPT Descriptor -~ . . j RVW
1) i 99285 Emergency Department Visit 1.28
2. | 99218 Initial Hospital Observation * 1,95
14
‘ B
‘REI,'ATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill
& physical effort and psyc<hological strqss) of the service you are rating to the key reference servxces hsted '

abmje

CPT| ||{Median {|Median |[Median ||MedianMental Effort| | MedianTechnical MediaaPsychologic
"{Code ||Pre-Time |[(Intra-Time ({Post-Time |{& Judgement Skill&Physical Effort | |al Stress

992x1 10+ 60 15+ 3 3 E

992138 . 10% 35 10+ 3 2 E
(99284 N/A N/A N/A 4 3 4

t *Determined by AAP only.

T
. ADDITIONAL RATIONALE
For example, if recommended RVUs are based on an alternative method instead of the survey results.

Thig service is a result of 8 recommendation to CPT made by the Ohio Medical Society. It seems reasonable
. to-assume that this sefvice is meant to encompass a greater service, provxded on a single date, than the current
Iniual Observation Care (99218) or Initial Hospital Care (99221), since it would be highly unusual to
incqrporatel new services into CPT that were similar in work to already existing codes. The question is, how
. different from the existing codes are the new codes. This question can be looked at in a number of ways, but
the two major perspectives are: survey data and some type of “building block” methodology.

The median RVW of the overall survey was 2.1, When the surveys were culled for those who indicated
(either by a “zero”™ count or no number) that they had not provided the service over the past year, the RVW
' range for the remaining surveys (64.5% of the total respondents) was: 25°% = 1.82, Median = 2.1,

75%% = 2.9,

In revnewmg the surveys, it became apparent that a substantial numher of the respondents utilized some form
of Ybuilding block” methodology, either an ED E&M plus an Observation Care code (initial or discharge) or
two Observation Codes (initial and discharge). The number of respondents who appeared to use this
methodology represeated 42% of total respondents, and the median RVW for this group was 2.56.

Another “building block™ perspective can be obtained by looking at the two most f:equemly cited reference}
codes: 99218 (RVW= 1.28) and 99284 RVW= 1.95). Ifa30% “overlap” of these two'services in the new
service is postulated (i.e., the total work of the two services is reduced by 30%), then the resultant RVW
would be 2.26. Another perspective can be obtained by considering the initial service to be the most ofteg
referenced ED E&M service supplemented by some reduced Observation Care Discharge service (reduced by
50% at this level of service) resulting in a RVW of 2.59 (i.e., 1.95 + .5 [1.28)).

In revwwmg all these perspectives we think the best measure, in thig instance, is the result obtained from the
surveys of those physicians who provxde the service, an RVW of 2.1.
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FREQUENCY INFORMATION
ﬁow.was this service previously reported? _____ 99284, 99219
. How often do physicians in your specialry perform this service? _Commonly _x_Sometimes _Rarely

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

Is this service performed by many physicians across the United States? __Yes _x No
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS

SUMMARY OF RECOMMENDATION

l

‘ CPT Code: 992%2 Trackm; Number: 002 Global Period: _y,ix_ Recomme;lded RVW: _3.1

CPT Descri [ Observation or inpatient hospital care, for the evaluation and management of a patient
including ssion and discharge on the same date which requires these three key components:

. ( (] mprehe_nsxve history, 7

e ’a rehensive examination; and

| mednzl decision making that is of moderate complexity.

Counseling and/or coordination of care with other providers or agencles are provided consistent with the

nature of the problem(s) and the patient’s and/or family’s needs.
~Usmlly the presenting problem(s) requmng admission are of moderate severity.
]

i
-3 CL{NICAL DESCRIPTION OF SERVICE:

a Vighette Used in Survey: An 18 y/o patient presents to the ED with respiratory c;inpromise.

e

Descnptxon of Pre-Servics Work: .

; Descnpuon of Intra-Service Work: A comprehensive hxstory is obtained with some difficulty since the patient
; is unable to speak complete sentences. The patient has.a history of asthma and has been hospitalized twice for
i thiz condition, but not recently. A comprehensive multi-system examination is petformed and eljcits that the
patient has labored breathing, is using accessory muscles, and has muffled wheezing in all lung fields.
- Coincident with the obtaining of blood samples, treatment is initiated with oxygen, aerosol bronchodilators, IV
fluids, and IV steroids. After 2 additional, but only partially successful, courses of therapy over a 2 hour
. period, the patient is placed on observation status. Additional diganostics are ordered, and respiratory therapy
is continued based upon periodic reassessments by the physmian Following cessation of wheezing and
demonstration of an acceptable peak flow rate, the patient is dxschi:ged 10 hours after initial presentation,

with instructions and a modified prescription regimen.

Descripﬁon of Post-Service Work:

SURVEY DATA:

Sample Size: 423 (AAP=223) (ACEP=200) Response Rate (%): 92.(22%) (AAP= 44) (ACEP= 48)
 MedianRVW: ___ 30
“25th Percentile RVW: __ 2.4 75th Percentile RVW: _ 375 Low: _ 16  High:_6.0

Mecﬁan Pre-Service Time: __ 10 (AAPonly) = Median Intra-Service Time: 75 _
 25th Percentile Inta-Sve Time: _60 _ 75th Percentile Intra-Svc Time: _110  Low: 25 _ High: _600
Median Post-Service Time: _Total Time _ Number of Visits
. | Day of Procedure: 15 (AAP only)

ICU: —_ _

Other Hospital: -
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REY -mmcn ssnwcr(S): |
o | b o
Ijl),, 99219 Initial ‘Observation Care 2.14
2) 99284 Emergency Department Visit 1.95
3 99285 ‘ Emergency Department Visit 3.06

. : T .
RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S):

‘Compare the pre-, intra-, and post-service time and the intensity (mental effort and judgement; technical skill
& physical effort; and psychological stress) of the service you are rating o the key reference services listed

above.’

MedianMental. Effort

CPT | Median Mediaa Median MedianTechnical MadmnPsychologlc
Cods -|Pre-Time || |Intrs-Time ||Post-Time ||& Judgement Skill&Physical Effort | |al Stress

* 1992x2 10* © 75 15+ 4 3 4

- 199219 100 55 10¢ | 4 3 4
99284 N/A 1 N/A N/A 4 3 4
99285 N/A N/A N/A 5 4 4

* Determined by AAP only.
' ADDITIONAL RATIONALE

For example, if recommended RVUs are based on an alternative method instead of the survey resuits.

This service is a result of a recommendation to CPT made by the Ohio Medical Society. It seems reasonable
to assume that this service is meant to encompass a greater service, provxded on a single date, than the current
Initial Observation Care (99219) or Initial Hospual Care (99222), since it would be highly umisual to

. incorporate new services into CPT that were similar in work to already existing codes. The question is, how
different from the existing codes are the new codes. This question can be looked at in a number of ways, but
the two major perspectives are: survey data and some type of “building block™ methodology.

The surveys were completed by emergency physicians and pediatricians (some of whom specialize in pediatric

emergency medicine). The median RVW of the overall survey was 3.0. When the surveys were culled for

those' who indicated (either by a “zero™ count or no number) that they had not provided the service ovet :he
. past year, the RVW range for the remaining surveys (66% of the total respondents) was: 25%% =

Maiian =3.1,75%% = 3.7.

5
In reviewing the surveys, it became apparent that a substantial number of the respondents utilized some form

- of “building block™ methodology, either an ED E&M plus an Observation Care code (initial or discharge) or

. two Observation Codes (initial and discharge).
* methodology represented 43% of total respondents, and the median RVW for this group was 3.1,

The number of respondents who appeared to use this

Another “building block™ perspective can be obtained by looking at the three most frequently cited reference

codes: 99219 RVW= 2.14), 99284 RVW = 1,95), and 99285 (RVW= 3.06). Ifa 30% “overlap™ of an ED
E&M service and the Initial Observation Care service in the new service iz postulated (i.e., the total work of
the two services is reduced by 30%), then the resultant RVWs would be 2.86 (99284 & 99219) and 3.64
(99285 & 99219) respectively. -Another perspective can be obtained by considering the initial service to be one
of the referenced ED E&M services supplemented by some reduced Observation Care Discharge service
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(reduced by 40% st this level of service) resulting in RVWs of 2.71 (i.e., 1.95 + .6 [1.28)) £il3.82 (e,

3.06 + .6 [1.28]) respectively.

.- In réviewing all these perspectives we think the best measure, in this instance, is the result obtajned from the
. .surveys of those physicians who provide the service, an RVW of 3.1. !

e rn

FREQUENCY INFORMATION
How was this service previously reported? _____992R5, 99220
How often do physicians in your specialty perform this service? _Commonly _x_Sometimes _Rarely

E_,s'timate; the number of times this service might be provided nationally in a one-year period? _unknown

Is this sé.:vice performed by many physicians across the United States? _Yes _&NO
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