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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

15000 000 R Nov97 M Burn Management M1 May98 18 4.00 4.00 Yes 

15001 zzz A Nov97 M Burn Management M2 May98 18 2.75 2.75 Yes 

15100 090 R / Nov97 M Burn Management M3 May98 18 9.05 9.05 Yes Yes 

15101 zzz R Nov97 M Burn Management M4 May98 18 1 72 1.72 Yes Yes 

15120 090 R Nov97 M Burn Management M5 May98 18 9 83 9.83 Yes Yes 

15121 z:zz R Nov97 M Burn Management M6 May98 18 2 67 2.67 Yes Yes 

15350 090 R Nov97 M Burn Management M7 May98 18 4 00 4.00 Yes 

15351 ZZ2 A Nov97 M Burn Management M8 May98 18 1.00 1.00 Yes 

15400 090 R Nov97 M Burn Management M9 May98 18 4 00 4.00 Yes 

15401 zzz A Nov97 M Burn Management M10 May98 18 1 00 1.00 Yes 

15936 090 R Nov97 F Pressure Ulcers Ed1tonal 12.38 12.38 Yes Yes 

. ·. 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

15946 090 R Nov97 F Pressure Ulcers Ed1tonal 21 57 21.57 Yes Yes 

15956 090 R Nov97 F Pressure Ulcers Editorial 15 52 15.52 Yes Yes 

16040 000 D Nov97 M Burn Management May98 Yes 

16041 000 D N9V97 M Burn Management May98 Yes 

16042 000 D Nov97 M Burn Management May98 Yes 

17004 010 R May98 5 Destruction of Les1ons Ed1tonal 2 79 2.79 Yes Yes 

19364 090 A Aug97 H Breast Reconstruction C1 May98 17 41 00 41.00 Yes 

20240 010 R Nov97 N Bone B1opsy N1 Ed1tonal 3 23 3.23 Yes Yes 

26070 090 R Aug97 Arthrotomy For Removal of Loose Bone B1 Ed1tonal 3 69 3.69 Yes Yes 

27347 090 A Feb98 s Excision of Tendon Sheath/Capsular Lesion Z1 May98 19 5 78 5.78 Yes 

28289 090 A Nov97 0 Hallux Rig1dus Correct1on W1th Cheilectomy 01 May98 7 29 7.04 Yes 

29848 090 R May98 24 Wnst Endoscopy Ed1tonal 5 44 5.44 Yes Yes 

30130 090 R Feb98 u Exc1s1on/Resect1on of Turbinate AA1 Ed1tonal 3 38 3.38 Yes Yes 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab· Rec Rec 1998? 

30140 090 R Feb98 u Exc1s1on/Resection of Turbinate AA2 Editorial 3 43 3.43 Yes Yes 

31090 090 R May97 p Smusotomy A1 Editorial 9 53 9.53 Yes Yes 

31622 000 R Feb98 v Bronchoscop1c Procedures BB1 May98 10 Yes To be considered at Sept. 1998 Mtg. 

31623 000 A F~b98 v Bronchoscop1c Procedures BB2 May98 10 Yes To be considered at Sept 1998 Mtg 

31624 000 A Feb98 v Bronchoscop1c Procedures 883 May98 10 Yes To be considered at Sept. 1998 Mtg 

31643 000 A Nov97 v Bronchoscopy For Brachytherapy P1 May98 11 3 60 3.50 Yes 

32001 010 .A Feb98 v Bronchoscop1c Procedures 884 May98 10 600 6.00 Yes 

33975 010 R Ventncular Ass1st Devices May98 12 21 60 21.60 Yes Yes Interim Value- Sept. 1998 Mtg 

33976 010 R Ventncular Ass1st Devices May98 12 29 10 29.10 Yes Yes lntenm Value- Sept 1998 Mtg. 

35500 zzz A Feb98 w Bypass Grafts CC1 May98 20 Yes To be cons1dered at Sept. 1998 Mtg 

35681 zzz R Feb98 w Bypass Grafts May98 20 8 05 3.93 Yes lntenm Value- Sept 1998 Mtg. 

35682 zzz A Feb98 w Bypass Grafts CC2 May98 20 7 20 7.20 Yes 

35683 zzz A Feb98 w Bypass Grafts CC3 May98 20 8.50 8.50 Yes 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

35875 090 R Feb98 X Thrombectomy of Grafts DD1 May98 21 10 13 10.13 Yes 

35876 090 R Feb98 X Thrombectomy of Grafts DD2 May98 21 17 00 17.00 Yes 

36823 090 A Aug97 L Artenovenous Reg1onal Chemotherapy D1 May98 6 Yes Carrier Pnce - Sept 1998 Mtg 

36831 090 A Feb98 X Thrombectomy of Grafts DDS May98 21 8 00 8.00 Yes 

36832 090 R Feb98 X Thrombectomy of Grafts DD3 May98 21 10 50 10.50 Yes 

36833 090 A Feb98 X Thrombectomy of Grafts DD4 May98 21 11 95 11.95 Yes 

36860 000 R Feb98 X Thrombectomy of Grafts May98 21 2 01 2.01 Yes Yes 

38747 zzz R Feb98 y Sentmel Node Biopsy EE1 Editorial 7 4 89 4.89 Yes Yes 

38790 000 R Feb98 y Sentinel Node Biopsy EE2 Ed1tonal 1.29 1.29 Yes Yes 

38792 000 A Feb98 y Sentinel Node Biopsy EE3 Sep98 Yes To be considered at Sept 1998 Mtg 

45126 090 A Aug97 N Pelvic Exenteration F1 May98 5 38 39 38.39 Yes 

"56321 090 A Aug97 M Laparoscop1c Adrenalectomy E1 May98 8 Yes Carner Pnce - Sept 1998 Mtg 

57106 090 A Nov97 Radical Vaginectomy w1th Removal of Paracolpos J7 May98 22 6 36 6.36 Yes 
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' 

CPT 

~· 
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Global 
Code Period 

57107 090 

57108 090 

57109 090 

57110 090 

57111 090 

57112 090 

61712 z:zz 

63650 090 

63655 090 

63660 090 

63690 XXX 

63691 XXX 

64830 z:zz 

Coding CPT 
Action Date 

A Nov97 

D Nov97 

A Nov97 

R Nov97 

A Nov97 

A Nov97 

D Feb98 

R May98 

R May98 

R May98 

D Feb98 

D Feb98 

D Feb98 

Friday, May 22, 1998 

Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Tab Number Date Tab Rec Rec 1998? 

Radical Vaginectomy w1th Removal of Paracolpos J2 May98 22 23.00 23.00 Yes 

Rad1cal Vagmectomy w1th Removal of Paracolpos J1 May98 22 Yes 

Rad1cal Vagmectomy with Removal of Paracolpos J3 May98 22 27.00 27.00 Yes 

Rad1cal Vagmectomy with Removal of Paracolpos J4 May98 22 14 29 14.29 Yes Yes 

Rad1cal Vagmectomy w1th Removal of Paracolpos J5 May98 22 27 00 27.00 Yes 

Rad1cal Vag1nectomy with Removal of Paracolpos J6 May98 22 29 00 29.00 Yes 

G Microsurgery Add-On Codes Sep98 Yes To be considered at Sept 1998 Mtg 

v Neurostimulator AnalysiS & Programming Ed1tonal 6 74 6.74 Yes Yes 

v Neurostimulator Analysis & Programmmg Ed1tonal 10.29 10.29 Yes Yes 

v Neurost1mulator Analysis & Programmmg Ed1tonal 6.16 6.16 'Yes Yes 

29 Neurostimulator Analysis & Programming May98 13 Yes 

29 Neurost1mulator Analys1s & Programmmg May98 13 Yes 

G Microsurgery Add-On Codes Sep98 Yes To be cons1dered at Sept 1998 Mtg. 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

67027 090 R Feb98 EC Ganc1clovir Implant Ed1tonal 10 85 10.85 Yes Yes 

67208 090 R Feb98 z Destruction of a Choroid Lesion FF1 May98 16 6.70 6.70 Yes Yes 

67210 090 R Feb98 z Destruction of a Choroid Les1on FF3 May98 16 8 82 8.82 Yes 

67220 090 A F:eb98 z Destruction of a Choroid Les1on FF2 May98 16 13 13 13.13 Yes 

67311 090 R May98 2 Strabimus Surgery Ed1tonal 6 65 6.65 Yes Yes 

67318 090 R May98 2 Strab1mus Surgery Ed1tonal 7.85 7.85 Yes Yes 

67320 zzz R Feb98 Add-on Codes - Strab1mus Surgery H1 May98 14 4 33 4.33 Yes 

67331 zzz R Feb98 Add-on Codes - Strab1mus Surgery H2 May98 14 4.06 4.06 Yes 

67332 zzz R Feb98 Add-on Codes - Strab1mus Surgery H3 May98 14 4.49 4.49 Yes 

67334 zzz R Feb98 Add-on Codes - Strab1mus Surgery H4 May98 14 3 98 3.98 Yes 

67335 zzz R Feb98 Add-on Codes - Strabimus Surgery H5 May98 14 2.49 2.49 Yes Yes 

67340 zzz R Feb98 Add-on Codes - Strab1mus Surgery H6 May98 14 4 93 4.93 Yes 

69990 XXX A Feb98 G Microsurgery Add-On Codes T1 Sep98 Yes To be considered at Sept. 1998 Mtg. 

t"~<WSi*~~~'&ii"Pitwt'tvtm:WT"'-»"tWhY''nt'r'S~..,at&M'f~ ;&! 
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CPT Global Coding CPT Main Issue Tracking R UC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

73560 XXX R Aug97 u Rad1olog1cal Examination of the Knee G1 May98 23 0.17 0.17 Yes Yes 

73562 XXX R Aug97 u Radiological Examination of the Knee G2 May98 23 0.18 0.18 Yes Yes 

73564 XXX R Aug97 u Radiological Exammat1on of the Knee G3 May98 23 0 22 0.22 Yes Yes 

74405 XXX D Feb98 Urography GG1 May98 Yes 

76006 XXX A Feb98 0 Rad1olog1cal Examination Stress V1ews W1 May98 24 0 41 0.41 Yes 

76977 XXX A May 98 N Bone Dens1ty Sep98 Yes To be considered at Sept 1998 Mtg. 

77336 XXX R Nov97 5 Radiation Treatment Delivery JJ1 May98 Yes No physician work. 

77380 XXX A Feb98 5 Rad1at1on Treatment Delivery JJ2 May98 Yes No physician work. 

77381 XXX A Feb98 5 Radiation Treatment Delivery JJ3 May98 Yes No physician work. 

77399 XXX R Mar98 Radiation Treatment Delivery Ed1tonal Yes Unlisted Procedure Code. 

78017 XXX D Feb98 3 Thyroid Carcinoma Metastases Uptake May98 25 Yes 

78020 XXX A Feb98 3 Thyroid Carcinoma Metastases Uptake HH1 May98 25 0 67 0.67 Yes 

78205 XXX R Feb98 4 L1ver Imaging 111 May98 26 0 71 0.71 Yes Yes 

Friday, May 22, 1998 
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CPT Global 
Code Period 

78206 XXX 

78472 XXX 

78494 XXX 

78496 XXX 

78588 XXX 

78725 XXX 

80054 XXX 

82016 XXX 

82017 XXX 

82127 XXX 

82128 XXX 

82130 XXX 

82131 XXX 

Coding CPT 
Action Date 

A Feb98 

R Feb98 

A Feb98 

A Feb98 

A Feb98 

R Feb98 

R May98 

A Feb98 

A Feb98 

A Feb98 

R Feb98 

D Feb98 

R Feb98 

Friday, May 22, 1998 

Main Issue 
Tab 

4 L1ver Imaging 

7 Cardiac Blood Pool lmagmg 

7 Cardiac Blood Pool lmagmg 

8 Cardiac Blood Pool lmagmg 

9 Pulmonary Perfusion lmagmg 

11 Kidney Funct1on Study 

w Comprehensive Metabolic Panel 

A6 Laboratory 

A6 Laboratory 

A6 Laboratory 

A6 Laboratory 

A6 Laboratory 

A6 Laboratory 

Tracking RUC RUC SS RUC Same as MFS? Comments 
Number Date Tab Rec Rec 1998? 

112 May98 26 0.96 0.96 Yes 

May98 27 0 98 0.98 Yes Yes 

KK1 May98 27 1.19 1.19 Yes 

KK2 May98 27 0.50 0.50 Yes 

LL1 May98 28 1.09 1.09 Yes 

MM1 Editorial 0 38 0.38 Yes Yes 

Lab No 

Lab No 

Lab No 

Lab No 

Lab No 

Lab No 

Lab No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

82136 XXX A Feb98 A6 Laboratory Lab No 

82139 XXX A Feb98 A6 Laboratory Lab No 

82261 XXX A Feb98 A6 Laboratory Lab No 

82379 XXX A Ff!lb98 A6 Laboratory Lab No 

82486 XXX R Feb98 A6 Laboratory Lab No 

82491 XXX R Feb98 A6 Laboratory Lab No 

82492 XXX A Feb98 A6 Laboratory Lab No 

82541 XXX A Feb98 A6 Laboratory Lab No 

82542 XXX A Feb98 A6 Laboratory Lab No 

82543 XXX A Feb98 A6 Laboratory Lab No 

82544 XXX A Feb98 A6 Laboratory Lab No 

82657 XXX A Feb98 A6 Laboratory Lab No 

82658 XXX A Feb98 A6 Laboratory Lab No 

Friday, May 22, 1998 Page 9of23 



CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

82726 XXX A Feb98 A6 Laboratory Lab No 

82731 XXX A Feb98 13 F1bronectm NN1 Lab No 

83013 XXX A Mar98 Hehcobacter Pylori Breath Test PP1 May98 29 No 

83014 XXX A Feb98 10 Hehcobacter Pylon Breath test PP2 May98 29 Yes No phys1c1an work 

83019 XXX D Feb98 10 Hehcobacter Pylori Breath Test May98 29 No 

83020 XXX R Feb98 14 Hemoglobin Screening by H1gh Performance 001 Editorial 0 37 0.37 Yes Yes 

83021 XXX A Feb98 14 Hemoglobin Screening by High Performance 002 Lab No 

83080 XXX A Feb98 A6 Laboratory Lab No 

83516 XXX A Feb98 EC Laboratory Lab No 

83716 XXX A Feb98 p Lipoprotein Cholesterol -H1gh Resolution V1 Lab No 

83717 XXX D Feb98 p Lipoprotein Cholesterol -High Resolution V2 Lab No 

83788 XXX A Feb98 A6 Laboratory Lab No 

83789 XXX A Feb98 A6 Laboratory Lab No 

Friday, May 22, 1998 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

83891 XXX A Feb98 A6 Molecular Diagnostics K1 Lab No 

83893 XXX A Feb98 A6 Molecular Diagnostics K2 Lab No 

83894 XXX R Feb98 A6 Molecular Diagnostics K3 Lab No 

83897 XXX A F~b98 A6 Molecular Diagnostics K4 Lab No 

83898 XXX R Feb98 A6 Molecular Diagnostics K5 Lab No 

83901 XXX A Feb98 A6 Molecular DiagnostiCS K6 Lab No 

83903 XXX A Feb98 A6 Molecular D1agnost1cs K7 Lab No 

83904 XXX A Feb98 A6 Molecular Diagnostics K8 Lab No 

83905 XXX A Feb98 A6 Molecular D1agnost1cs K9 Lab No 

83906 XXX A Feb98 A6 Molecular D1agnost1cs K10 Lab No 

83918 XXX R Feb98 A6 Molecular D1agnost1cs K11 Lab No 

83919 XXX A Feb98 A6 Molecular D1agnost1cs K12 Lab No 

84153 XXX R Feb98 16 Prostate Spec1fic Ant1gen QQ1 Lab No 

"W 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

84154 XXX A Feb98 16 Prostate Spec1fic Ant1gen QQ2 Lab No 

84376 XXX A Feb98 A6 Laboratory Lab No 

84377 XXX A Feb98 A6 Laboratory Lab No 

84378 XXX A Feb98 A6 Laboratory Lab No 

84379 XXX A Feb98 A6 Laboratory Lab No 

85029 XXX D Feb98 Q Automated Hemogram X1 Lab No 

85030 XXX D Feb98 Q Automated Hemogram X2 Lab No 

85046 XXX A Nov97 w Concentration of Hemoglobin 01 Lab No 

86255 XXX R Feb98 EC Laboratory Ed1tonal 0.37 0.37 Yes Yes 

88142 XXX R Feb98 17 Cervical or Vaginal Cytopathology RR1 Lab No 

88143 XXX A Feb98 17 Cerv1cal or Vag mal Cytopathology RR2 Lab No 

88144 XXX A Feb98 17 Cervical or Vaginal Cytopathology RR3 Lab No 

88145 XXX A Feb98 17 Cerv1cal or Vag mal Cytopathology RR4 Lab No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

88147 XXX A May98 4 Cervical or Vag mal Cytopathology RR5 Lab No 

88148 XXX A May98 4 Cervical or Vaginal Cytopathology RR6 Lab No 

88150 XXX R Feb98 17 Cervical or Vag mal Cytopathology RR7 Lab No 

88152 XXX R F~b98 17 Cervical or Vaginal Cytopathology RRB Lab No 

88153 XXX A Feb98 17 Cervical or Vag mal Cytopathology RR9 Lab No 

88154 XXX A Feb98 17 Cerv1cal or Vag mal Cytopathology RR10 Lab No 

88155 XXX R Feb98 17 Cerv1cal or Vag mal Cytopathology RR11 Lab No 

88156 XXX D Feb98 17 Cerv1cal or Vag mal Cytopathology RR12 Lab No 

88158 XXX D Feb98 17 Cerv1cal or Vaginal Cytopathology RR13 Lab No 

88164 XXX A Feb98 17 Cervical or Vag mal Cytopathology RR14 Lab No 

88165 XXX A Feb98 17 Cervical or Vag mal Cytopathology RR15 Lab No 

88166 XXX A Feb98 17 Cervical or Vag mal Cytopathology RR16 Lab No 

88167 XXX A Feb98 17 Cervical or Vaginal Cytopathology RR17 Lab No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

88230 XXX R Feb98 A6 Cytogenetic Studies L2 Lab No 

88237 XXX R Feb98 A6 Cytogenetic Stud1es L3 Lab No 

88239 XXX R Feb98 A6 Cytogenetic Studies L4 Lab No 

88240 XXX A F~b98 A6 Cytogenetic Studies L5 Lab No 

88241 XXX A Feb98 A6 Cytogenetic Studies L6 Lab No 

88245 XXX R Feb98 A6 Cytogenetic Stud1es L7 Lab No 

88248 XXX R Feb98 A6 Cytogenetic Studies L8 Lab No 

88249 XXX A Feb98 A6 Cytogenetic Stud1es L9 Lab No 

88250 XXX D Feb98 A6 Cytogenetic Stud1es L10 Lab No 

88260 XXX D Feb98 A6 Cytogenetic Stud1es L11 Lab No 

88261 XXX R Feb98 A6 Cytogenetic Stud1es L12 Lab No 

88264 XXX A Feb98 A6 Cytogenetic Studies L13 Lab No 

88271 XXX A Feb98 A6 Cytogenetic Studies L14 Lab No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

88272 XXX A Feb98 A6 Cytogenetic Studies L15 Lab No 

88273 XXX A Feb98 A6 Cytogenetic Studies L16 Lab No 

88274 XXX A Feb98 A6 Cytogenetic Studies L17 Lab No 

88275 XXX A Feb98 A6 CytogenetiC Studies L18 Lab No 

88291 XXX A Feb98 A6 Cytogenetic Studies -Chromosome Analysis Ll Feb98 0 52 0.52 Yes 

88305 XXX R Feb98 18 Surgical Pathology SS1 Ed1tonal 0 75 0.75 Yes Yes 

88307 XXX R Feb98 18 Surgical Pathology SS2 Ed1tonal 1 59 1.59 Yes Yes 

89264 XXX A Feb98 19 Sperm Identification from Test1s T1ssue TT1 Lab No 

90281 XXX A Feb98 21 Immunization UU1 lmmun No 

90283 XXX A Feb98 21 Immunization UU2 lmmun No 

90287 XXX A Feb98 21 lmmumzation UU3 lmmun No 

90288 XXX A Feb98 21 lmmumzation UU4 lmmun No 

90291 XXX A Feb98 21 lmmumzat1on UU5 lmmun No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90296 XXX A Feb98 21 lmmumzat1on UU6 lmmun No 

90371 XXX A Feb98 21 lmmumzatlon UU7 lmmun No 

90375 XXX A Feb98 21 lmmumzation UU8 lmmun. No 

90376 XXX A Feb98 21 lmmumzation UU9 lmmun No 

90379 XXX A Feb98 21 lmmumzat1on UU10 lmmun No 

90384 XXX A Feb98 21 lmmumzat1on UU11 lmmun No 

90385 XXX A Feb98 21 Immunization UU12 lmmun. No 

90386 XXX A Feb98 21 Immunization UU13 lmmun No 

90389 XXX A Feb98 21 lmmumzation UU14 lmmun No 

90393 XXX A Feb98 21 Immunization UU15 lmmun No 

90396 XXX A Feb98 21 Immunization UU16 lmmun No 

90399 XXX A Feb98 21 lmmumzatlon UU17 lmmun No 

90471 XXX A Feb98 21 lmmumzation UU18 lmmun Yes No phys1c1an work 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date • Tab Number Date Tab Rec Rec 1998? 

90472 XXX A Feb98 21 lmmumzat1on UU19 lmmun. Yes No phys1c1an work 

90476 XXX A Feb98 21 lmmumzat1on UU20 lmmun. No 

90477 XXX A Feb98 21 lmmumzation UU21 lmmun No 

90581 XXX A Feb98 21 Immunization UU22 lmmun. No 

90585 XXX A Feb98 21 Immunization UU23 lmmun. No 

90586 XXX A Feb98 21 lmmumzat1on UU24 lmmun. No 

90592 XXX A Feb98 21 lmmumzation UU25 lmmun No 

90632 XXX A Feb98 21 lmmumzat1on UU26 lmmun No 

90633 XXX A Feb98 21 lmmumzat1on UU27 lmmun No 

90634 XXX A Feb98 21 lmmumzatlon UU28 lmmun No 

90636 XXX A Feb98 21 Immunization UU29 lmmun No 

90645 XXX A Feb98 21 lmmumzat1on UU30 lmmun. No 

90646 XXX A Feb98 21 lmmumzat1on UU31 lmmun. No 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90647 XXX A Feb98 21 Immunization UU32 lmmun No 

90648 XXX A Feb98 21 lmmumzat1on UU33 lmmun No 

90657 XXX A Feb98 21 Immunization UU34 lmmun No 

90658 XXX A Feb98 21 lmmumzat1on UU35 lmmun No 

90659 XXX A Feb98 21 lmmumzation UU36 lmmun No 

90660 XXX A Feb98 21 lmmumzation UU37 lmmun. No 

90665 XXX A Feb98 21 lmmumzat1on UU38 lmmun No 

90669 XXX A Feb98 21 lmmumzation UU39 lmmun No 

90675 XXX A Feb98 21 lmmumzat1on UU40 lmmun. No 

90676 XXX A Feb98 21 Immunization UU41 lmmun No 

90680 XXX A Feb98 21 lmmumzat1on UU42 lmmun No 

90690 XXX A Feb98 21 Immunization UU43 lmmun No 

90691 XXX A Feb98 21 Immunization UU44 lmmun No 

Friday, May 22, 1998 Page 18of23 



\ 

CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90692 XXX A Feb98 21 lmmumzat1on UU45 lmmun. No 

90693 XXX A Feb98 21 lmmumzation UU46 lmmun No 

90700 XXX R Feb98 21 Immunization UU47 Ed1tonal No 

90701 XXX R Feb98 21 Immunization UU48 lmmun No 

90702 XXX R Feb98 21 lmmumzat1on UU49 lmmun No 

90703 XXX R Feb98 21 lmmumzation UU50 lmmun. No 

90704 XXX R Feb98 21 lmmumzat1on UU51 lmmun No 

90705 XXX R Feb98 21 lmmumzation UU52 lmmun No 

90706 XXX R Feb98 21 lmmumzat1on UU53 lmmun No 

90707 XXX R Feb98 21 lmmumzation UU54 lmmun No 

90708 XXX R Feb98 21 lmmumzat1on UU55 lmmun No 

90709 XXX R Feb98 21 Immunization UU56 lmmun No 

90711 XXX D Feb98 21 Immunization UU57 lmmun No 



CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90712 XXX R Feb98 21 Immunization UU58 lmmun. No 

90713 XXX R Feb98 21 Immunization UU59 lmmun No 

90714 XXX D Feb98 21 Immunization UU60 lmmun. No 

90716 XXX R Feb98 21 lmmumzat1on UU61 lmmun No 

90717 XXX R Feb98 21 lmmumzat1on UU62 lmmun No 

90718 XXX R Feb98 21 lmmumzat1on UU63 lmmun No 

90719 XXX R Feb98 21 lmmumzation UU64 lmmun. No 

90720 XXX R Feb98 21 lmmumzat1on UU65 lmmun. No 

90721 XXX R Feb98 21 lmmumzat1on UU66 lmmun No 

90724 XXX D Feb98 21 lmmumzation UU67 lmmun No 

90725 XXX R Feb98 21 lmmumzat1on UU68 lmmun No 

90726 XXX D Feb98 21 lmmumzation UU69 lmmun No 

90727 XXX R Feb98 21 lmmumzation UU70 lmmun No 
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CPT Global Coding CPT Main Issue Tracking R UC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90728 XXX D Feb98 21 lmmumzat1on UU71 lmmun No 

90730 XXX D Feb98 21 lmmumzat1on UU72 lmmun. No 

90732 XXX R Feb98 21 Immunization UU73 lmmun No 

90733 XXX R F~b98 21 lmmumzation UU74 lmmun. No 

90735 XXX R Feb98 21 lmmumzation UU75 lmmun No 

90737 XXX D Feb98 21 lmmun1zat1on UU76 lmmun. No 

90741 XXX D Feb98 21 Immunization UU77 lmmun. No 

90742 XXX D Feb98 21 lmmumzat1on UU78 lmmun. No 

90744 XXX R Feb98 21 lmmumzation UU79 lmmun No 

90745 XXX R Feb98 21 lmmun1zat1on UU80 lmmun No 

90746 XXX R Feb98 21 Immunization UU81 lmmun. No 

90747 XXX R Feb98 21 lmmumzat1on UU82 lmmun. No 

90748 XXX R Feb98 21 Immunization UU83 lmmun No 

Friday, May 12, 1998 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUCSameas MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

90749 XXX R Feb98 21 Immunization UU84 lmmun No 

92135 XXX A Feb98 23 Confocal Scanning Laser Polanmetry W1 May98 0 35 0.35 Yes 

93571 z:zz A Feb98 M Intravascular D1stal Blood Velocity Measurements U1 May98 30 6 35 2.99 Yes lntenm Value- Sept 1998 Mtg 

93572 z:zz A F~b98 M Intravascular D1stal Blood Veloc1ty Measurements U2 May98 30 2.50 1.70 Yes lntenm Value- Sept 1998 Mtg. 

93621 000 R Nov97 y Comprehensive Electrophysiology RR1 Ed1tonal 12 66 12.66 Yes Yes 

93622 000 R Nov97 y Comprehensive Electrophysiology RR2 Editonal 12 74 12.74 Yes Yes 

94014 XXX A Feb98 26 Pulmonary Funct1on Procedures WJV3 May98 9 0 52 0.52 Yes lntenm Value- Sept. 1998 Mtg. 

94015 XXX A Feb98 26 Pulmonary Function Procedures WJV4 May98 9 Yes No phys1c1an work. 

94016 XXX A Feb98 26 Pulmonary Funct1on Procedures WJV5 May98 9 0 52 0.52 Yes lntenm Value- Sept 1998 Mtg. 

94060 XXX R Feb98 26 Pulmonary Function Procedures WJV6 May98 9 0 31 0.31 Yes Yes 

94070 XXX R May98 16 Pulmonary Funct1on Procedures WN7 Ed1tonal 0 60 0.60 Yes Yes 

94620 XXX R Feb98 26 Pulmonary Function Procedures WJV1 May98 9 Yes To be considered at Sept 1998 Mtg 

94621 XXX A Feb98 26 Pulmonary Funct1on Procedures WJV2 May98 9 Yes To be considered at Sept 1998 Mtg 

Friday, May 22, 1998 Page22of23 
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CPT Global Coding CPT Main Issue Tracking RUC RUC SS RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

95920 XXX R Feb98 29 Neurost1mulator Analysis & Programming XX7 May98 13 2 11 2.11 Yes Yes 

95970 XXX A Feb98 29 Neurost1mulator Analysis & Programming XX1 May98 13 0 45 0.45 Yes 

95971 XXX A Feb98 29 Neurost1mulator Analysis & Programming XX2 May98 13 0 78 0.78 Yes 

95972 XXX A Feb98 29 Neurost1mulator Analysis & Programming XX3 May98 13 1 50 1.50 Yes 

95973 XXX A Feb98 29 Neurostimulator Analysis & Programming XX4 May98 13 0 92 0.92 Yes 

95974 XXX A Feb98 29 Neurosllmulator AnalySIS & Programming XX5 May98 13 3.00 3.00 Yes 

95975 XXX A Feb98 29 Neurost1mulator Analysis & Programming XX6 May98 13 1 70 1.70 Yes 

99298 XXX A Feb98 A2 Fourth Level Neonatal Intensive ZZ1 May98 31 2 75 2.75 Yes 

Friday, May 22, 1998 Page23 of23 



CPT 1999 RUC HCPAC Review Board Recommendations 

CPT Global Coding CPT Main Issue Tracking RUC RUC ss RUC Same as MFS? Comments 
Code Period Action Date Tab Number Date Tab Rec Rec 1998? 

97122 XXX D Feb98 A1 Phys1cal Medicine and Rehab11itat1on May98(HCPAC) HCPAC Yes 

97140 XXX A Feb98 A1 Physical Med1c1ne and Rehab1litat1on YY1 May98(HCPAC) HCPAC 0 50 0.45 Yes 

97250 XXX D Feb98 A1 Phys1cal Med1c1ne and Rehab11itat1on May98(HCPAC) HCPAC Yes 

97260 XXX D Feb98 A1 Phys1cal Med1c1ne and Rehabilitation May98(HCPAC) HCPAC Yes 

97261 XXX D Feb98 A1 Phys1cal Medicine and Rehabilitation May98(HCPAC) HCPAC Yes 

97265 XXX D Feb98 A1 Physical Med1c1ne and Rehabilitation May98(HCPAC) HCPAC Yes 

Friday, May 22, 1998 Page 1 of1 
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December2i, 1998 

515 North State Street 
Chicago, Illinois 60610 

Nancy Ann Min-DeParle, JD 
Administrator 
Health Care Financing Administration 
Department of Health and Human Services 
Room309-G 
Hubert H. Humphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 

Attn: HCFA-1006-P 

312 464-5604 
312 464-5849 Fax 

Subject: Medicare Program; Revisions to Payment Policies Under the Physician Fee 
Schedule for Calendar Year 1999 

Dear Ms. DeParle: 

The American Medical Association/Specialty Society RVS Update Committee (RUC) is 
pleased to provide comments on the Final Rule for revisions to payment policies under the 
physician payment schedule for calendar year 1998, published in the Federal Register on 
November 2, 1999. This Rule establishes policy changes affecting Medicare payments for 
physicians' services as a result of resource--based practice expense relative value units 
(RVUs), in addition to several other payment policy changes. 

The RUC appreciates HCFA including the RUC as one of the organizations to provide 
recommendations during the practice expense refinement period and beyond. We understand 
that most comments on the November 2, 1998 Final Rule' supported using the RUC process 
to refine practice expense RVUs. The RUC has followed closely the development of 
resource-based practice expenses over the past several years and has had extensive 
discussions since September 1997 on a potential role. The RUC now believes that it is the 
organization that should assume responsibility for developing recommendations to the Health 
Care Financing Administration (HCFA) on refining and updating practice expense relative 
values. Specifically, the RUC has agreed to provide recommendations on refining the 
Clinical Practice Expert Panel ( CPEP) data, the practice expense per hour data, and the 
physician time data. The RUC will also examine other refinement issues involving the 
general methodology utilized to calculate practice expense RVUs. Additionally, the RUC 
has established a process for collecting direct input data for new and revised codes which 
HCF A can use in its calculations of practice expense RVU s. 
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General Methodology 

HCF A's use of the "top-down" methodology relies heavily on the specialty practice cost data 
derived from the AMA Socioeconomic Monitoring Survey (SMS) to calculate practice 
expense pools and also on CPEP data to assign practice expenses among individual codes. 
We understand that many aspects of the "top-down" methodology will be examined during 
the refinement period and the RUC is committed to developing recommendations that will 
enhance this methodology so that practice expense RVUs are based on reliable cost data. 

We are pleased that HCFA has chosen to maintain practice expense RVUs interim 
throughout the refinement process. Given the large number of unresolved issues that HCF A 
has deferred to the refinement process, -it is imperative that specialty societies and the RUC 
have sufficient time to correct data errors and refme the methodology. As the RUC begins 
the refinement process, it is also imperative that the RUC have full access to the data HCF A 
used in generating the new practice expense values. Currently, HCF A has utilized complex 
programming involving very large data files, where some of the critical details of the 
methodology utilized is still unknown. Additionally, any delays in fee schedule updates due 
to the year 2000 computer problem will slow down the refinement process and therefore may 
require practice expense RVUs to remain interim for a longer period of time. 

Creation of Technical Component Cost Pool 

HCF A created a separate technical services cost pool for codes without a work relative value, 
such as many radiology and pathology services. HCF A transferred the costs for this 
technical pool from specialty costs pools which contain codes without a work RVU. HCFA 
then allocated costs according to the current charge based relative value units. The RUC is 
concerned about the use of this methodology which had not been previously proposed or 
subject to public comment by the affected specialties. The RUC will make it a priority to 
review the CPEP data associated with these procedures so that the practice expenses for these 
codes can be resource based just like all other codes. 

Refinement of the CPEP Data 

On November 21, 1998 the RUC established the Practice Expense Advisory Committee 
(PEAC), a subcommittee of the RUC to be directly charged with refining the CPEP data. All 
of the issues identified by HCF A in the Final Rule relating to the CPEP data will be 
addressed by the PEAC. The PEAC will report to the RUC, which will make final 
recommendations to HCF A. The PEAC composition will mirror the RUC and include 
additional representation from the American Nurses Association, the American Academy of 
Physician Assistants, and the Medical Group Management Association. Other seats will be 
added as necessary to bring in the expertise of office managers and accountants. The PEAC 
will include one representative from each of the following organizations: 
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Chair, Eugene Ogrod, MD 
American Medical Association 
American Osteopathic Association 
CPT Editorial Panel 
Health Care Professionals Advisory Committee 
Two Rotating Seats for the RUC Advisory Committee 
American Academy of Dermatology 
American Academy of Family Physicians 
American Academy ofNeurology 
American Academy of Ophthalmology 
American Academy of Orthopaedic Surgeons 
American Academy of Otolaryngology:- Head and Neck Surgery, Inc. 
American Academy of Pediatrics 
the American Academy of Physician Assistants 
American Association of Neurological Surgeons 
American College of Cardiology 
American College ofEmergency Physicians 
American College of Obstetricians and Gynecologists 
American College of Physicians 
American College ofRadiology 
American College of Surgeons 
American Nurses Association 
American Psychiatric Association 
American Society of Anesthesiologists 
American Society of Internal Medicine 
American Society ofPlastic and Reconstructive Surgeons 
American Urological Association 
College of American Pathologists 
Medical Group Management Association 
Society of Thoracic Surgeons 

Also contributing to this refinement process will be 80 members of the RUC Advisory 
Committee, representing those specialty societies with a seat in the AMA House of Delegates 
that have elected to participate in the RUC process. Our process will also include input from 
the Health Care Professionals Advisory Committee, which represents audiologists, 
chiropractors, nurses, occupational therapists, optometrists, physical therapists, physician 
assistants, podiatrists, psychologists, social workers, and speech pathologists. 

The RUC requests that HCF A share all comments it wishes to have reviewed regarding 
changes to the CPEP data with the RUC as soon as possible. The PEAC will convene on 
February 4, 1999 for an organizational meeting and is expected to begin its work soon 
thereafter. The RUC will hear a report with the PEAC's first set of recommendations in late 
April. With the RUC's approval, these recommendations will be submitted to HCFA in 
May. 
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Refinement of Practice Expense/Hour Data 

The practice expense/hour data are based on the AMA SMS survey. The AMA has stated 
that these data were never collected for the purpose of developing relative values and has 
identified three potential problems with the use of these data for this purpose: 

• The sample sizes for·some specialties are too small to permit separate calculation of 
expense data from SMS. Even among the larger specialties, the inherent variability of the 
expense data will mean that the average expense figures provided will be subject to 
significant sampling error. 

• The response rates for the expense items tend to be low relative to other questions on the 
survey leading to potential non-reiponse bias. 

• The SMS is a physician-level survey and physicians in group practices are asked for their 
share of expenses rather than the practice's expenses. Practice-level data may provide a 
better basis for constructing practice expense RyVs. 

Although the· SMS survey was not originally designed for the purpose of constructing 
practice expense RVUs, HCFA has made it clear that it intends to use the SMS and will look 
for improvements during the refinement process. The AMA is already planning 
modifications to the SMS over the next few years including the development of a practice-based 
survey to collect data on expenses and other items. The RUC believes that questions should be 
added to collect data on uncompensated care and non-billable hours, as well as questions 
pertaining to separately billable supplies and services. The RUC is very interested in 
providing input to any changes made to the SMS survey and believes that it can provide 
valuable input to AMNSMS staff designing these questions. AlVIA staff responsible for the 
SMS have met with the RUC several times and will continue to do so during the refinement 
process. 

Some specialties that are currently underrepresented in the SMS data may wish to increase 
their sample size by participating in an over-sample in a future SMS survey. While this 
approach is an attempt to overcome one of the identified limitations with the current survey, 
HCFA has not yet indicated that it will accept the data from oversamples of the SMS survey. 
Specifically, the RUC is very concerned that HCFA did not incorporate in the Final Rule the 
results of an oversample conducted for the Society of Thoracic Surgeons according to the 
SMS survey protocol. The RUC urges HCF A to consider these data and develop a clear 
policy regarding acceptable aggregate practice expense data for calculating practice expense 
RVUs. Such a policy is needed before additional specialties attempt to fund oversamples of 
the SMS survey. 
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Refinement of Physician Time Data 

The number of practice expense RVUs assigned to the services performed by a particular 
specialty are determined by the practice/hour data from the SMS and the physician time data 
for each of the codes. HCFA utilized the RUC survey data on physician time and the 
Harvard data for all codes for which the RUC has not evaluated. However, HCF A made 
several adjustments to the Harvard and RUC data that were not fully explained in either the 
proposed or final rule. First, since the time data resulting from the refinement of the work 
relative value units have been on average 25% greater than the time data obtained by the 
Harvard study for the same services, HCFA has increased the Harvard time data to obtain 
consistency between the two data sources. Second, HCFA increased the total physician 
service times of E&M codes to reflect the increases in E&M relative values which occurred 
during the five-year review. Once HCF A increased the pre and post service times of the 
E&M codes by 25%, HCF A also increased the time associated with the E&M portion of 
global surgery codes. 

The RUC acknowledges that the RUC physician time data may not be absolutely precise, 
however the RUC is concerned about the assumptions HCF A used to make these 
adjustments. The RUC will review HCFA's methodology during the refinement process and 
p:mvide specific recommendations on the appropriateness of the adjustments. Additionally, 
the RUC will review comments from specialty societies that have already informed HCF A 
that their time data might be incorrect. 

Development of Practice Expense RVUs for New/Revised Codes 

The RUC has discussed at length its desire to provide HCF A with recommendations on 
practice expenses for new/revised codes. The RUC has agreed that, as the RUC reviews new 
or revised codes for the work component, it will also consider the direct practice expense 
inputs for these services. The RUC will begin this review in February and has designed a 
new survey instrument to collect this data. Since many aspects of the methodology for 
assigning indirect costs to individual codes will undergo changes during refinement, it is 
impractical at this time for the RUC to make recommendations on practice expense RVUs. 
Until the overall methodology becomes more definitive, the RUC will limit its 
recommendations for new and revised codes to the direct inputs required to perform a service 
which HCFA can then use to calculate practice expense RVUs. Additionally, due to possible 
alterations to the practice expense allocation methodology, the RUC recommends that all 
new/revised codes that receive practice expense RVUs during the refinement process be 
considered interim and that specialties be afforded an opportunity to refine their code level 
cost data during the refinement process. 
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Multiple Procedure Reduction 

HCF A stated in the Final Rule that "Although we have not made a specific proposal with 
respect to multiple procedures thus far, we may do so in the future. We continue to believe 

there are efficiencies when more than one service is performed during a single encounter." 
The RUC strongly opposes HCFA's assumption that lower practice costs are realized when 
more than one service is performed during a patient encounter. Until resource cost data are 
provided showing that physician practice expenses are reduced when multiple procedures are 
performed during a patient visit, there is no basis for applying a multiple procedure 
reduction. Currently, there is no practice expense cost data which demonstrates such practice 
costs savings resulting from providin~_-~ultiple procedures. 

Safety Issues 

Several specialty societies have commented to HCF A that some codes were assigned 
nonfacility practice expense RVUs even though it is generally perceived that it is not safe to 
perform these services in the office. HCFA stated in response that it "would need more data 
to demonstrate that performing these service in the office is not appropriate before we would 
eliminate the non facility RVUs." The RUC urges HCFA to accept any information it 
receives from specialty societies about the appropriate clinical setting for procedures. 
Specialty societies are in an excellent position to provide HCF A with recommendations on 
which procedures should only be performed in an inpatient setting. 

For example, the American Urological Association (AUA) has identified several codes for 
which HCFA has assigned nonfacility practice expense RVUs, yet in the AU A's opinion 
these procedures should not be performed in an office setting. A procedure such as a code 
52240, cystourethroscopy with fulguration and or resection of large bladder tumor(s) should 

---not be performed in the office because it requires the resources available in a major hospital, 
such as anesthesia machines, anesthesiologists, registered nurses, recovery rooms and access 
to the supporting facilities of all major medical specialties. 

Uncompensated Care 

As mentioned earlier, the AMA is examining adding questions to the SMS survey to collect 
data on uncompensated care since uncompensated is recognized as a legitimate practice 
expense category. Such data, applicable to all specialties, are especially pertinent to 
emergency physicians, who provide significant amounts of uncompensated services. The 
RUC urges HCFA to recognize the practice expenses involved in providing uncompensated 
care and include these practice expenses in HCFA's practice expense methodology. 
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RUC Recommendations for 1999 

The RUC appreciates HCFA's acceptance of93% ofthe RUC's recommendations on work 
relative values. Several codes for CPT 1999 were examined at the September 1998 RUC 
meeting and the RUC's recommendations for these codes are attached to this letter for 
HCFA's consideration. 

Thank you for the opportunity to participate in the RBRVS update process and to comment 
on this important issue. We look forward to further discussions with you on the RUC's 
involvement in the numerous issues related to refining and updating the practice expense 
relative value units. 

Sincerely, 

cc: RUC Participants 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Burn Management 

During the Five-Year Review of the RBRVS, CPT codes 15000, 15350, and 15400 were identified as add-on services, which 
did not specify area size, and the RUC referred these codes to CPT for further definition and clarification. A series of new 
codes have been established which identify size and location of the defect (skin graft); type of graft as well as burn and wound 
prepar~tion and management procedures. The new codes replace local burn treatment codes (CPT 16040-16042) and now 
represent services which combine a base code for the initial 100 sq em and add-on codes for each for each additional 100 sq 
em (which is applicable to adults and children over 10) and each additional one percent of the body (apply to children under 10 
or infants). 

CPT codes 15000 and 15001 describe burn and wound preparation. The intra service time for both CPT 15000 (30 minutes) 
and 15001 (20 minutes) is very similar to CPT 15100 Split graph, trunk, arms, legs; 100 sq em or less, or one percent of body 
are of infants and children (except 15050)(30 minutes). However, the intra-service intensity of 15000 (3.53 out of a 5.0 scale) 
and 15001 (3.16) is much greater than 15100 (2.77) as the depth of removing burned skin is two to five times the depth taken 
with 15100. Also the associated blood loss of 180-200 ml per 100 sq em is not uncommon and frequently requires 
electrocautery, sutures, pressure dressings and use of cryoprecipitates to control bleeding. Therefore, the RUC recommends a 
work RVW of 4.00 for 15000 and 2. 75 for 15001, both of which are the survey median. 

The graft work for CPT codes 15350 Application of allograft, skin; 100 sq em or less/15351 Application of allograft, skin; 
each additional100 sq em (List separately in addition to code for primary procedure) and 15400 Application of xenograft, 
skin; 100 sq em or less /15401 Application of xenograft, skin; each additional100 sq em (List separately in addition to code 
for primary procedure) are very similar to the paired codes 15100/15100. However, the initial graft codes 15350 and 15400 
include not only the intraoperative work for grafting the first 100 sq em of allograft or xenograft, but also include the post 
operative hospital and office visits within a 90 global period. After a graft is placed, the surgeon monitors the patient in the 

CPT jive-dtglt codes, two-digit modifiers, and descriptions only are copyright by the Amen can Medical Assoctation. 
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hospital (and sometimes ICU) daily to looking for signs of infection and to determine when a new graft can be placed. 
Typically 2-3 weeks pass before the graft rejects and a new graft is placed. Patients with very large burns, who require large 
grafts of 500-900 sq em, are more immunosuppressed and take longer for rejection to occur (3-4 weeks). The combination of 
primary and add-on codes with recommended rvus is justified when compared to billing each independent visit, eg 14 to 28 
visits at 99231 would equal 8. 96 to 17.95 RVU s does not even take into consideration the two hours of intraoperative work to 
place the graft. Therefore, the RUC recommends a work RVW of 4.00 for both 15350 and 15400, which is the survey 
median, and a work RVW of 1.00 for both 15401 and 15351, which is less than the survey median. 

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

Identify by size and location of the defect (recipient area) and the type of graft; includes simple debridement of granulations or recent avulsion. 

When a primary procedure such as orbitectomy radical mastectomy, or deep tumor removal requires a skin graft for definitive closure, see 
appropriate anatomical subsection for primary procedure and this section for skin graft. 

For tissue-cultured skin grafts 1 including bilaminate skin substitutes/neodermis1 use 15100-15212. These codes include harvesting of keratinocytes 
and/or application of skin substitute/nedermis. Procedures are coded by recipient site. 

Codes 150001 15001 1 153501 15351 1154001 15401 describe burn and wound preparation and management procedures. The following definition 
should be applied to codes 15000, 15001 1 151001 15101 1 15120, 15121 when determining the involvement of body size. The measurement of 100 sg 
em is applicable to adults and children age 10 and over1 percentages apply to infants and children under the age of 10. 

15000 Ml Surgical G"'cisigaal preparation or creation of recipient site by excision of 000 4.00 
Gsssatially iatact skia, open wounds 1 burn eschar1 or scar (including 
subcutaneous tissues) 91= gt;SGi= lssisas p1=i91= tg 1=spai1= ,,~tit;S fi:Gs sl<ia g1=aft 
(list as sGpa~=ats SGI=¥ics rn a4aitiga ts sl<ia g1=aft); first 100 sg. em or one 
percent of body area of infants and children 

CPT five-digit codes, two-digit modifiers, and descriptions only are copynght by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•15001 M2 each additional 100 sq em or each additional one percent of body area of zzz 2.75 
infants and children (List separately in addrt10n to code for primary 
procedure) 

{Use code 15001 in conjunction with code 15000}. 

{For excision of benign lesions, see 11400-11471}. 

{For excision of malignant lesions, see 11600-116462. 

{For excision without allo~lastic dressing, use 15000 only}. 

{For excision with immediate skin grafting, use 15050-15261 in addition to 15000}. 

{For excision with immediate allograft ~lacement use 15350 in addition to 15000}. 

{For exision with immedrate xenograft ~lacement use 15400 in addition to 15000}. 

15050 Pinch graft, single or multiple, to cover small ulcer, tip of digit, or other 090 4.30 
minimal open area (except on face), up to defect size 2 em diameter 
~liQF tlSSIUl GHlt\IFGQ s!Qa §Fa~&, HSG l~lQQ l~lJL +hGSG GQQGS iaG\HQG 
h • '<T nf lr ... r ... t; ... ,..,.. ... ,.o n. A. '>r"' r-r.rbrl h· 

.. 0;., \ 

Split graft, trunk, ~. arms, legs, a:mas, aBQ/Qr f0Gt (GXGGpt mHl.tip\0 15100 M3 090 9.05 
~; first 100 sq em or less, or ~ne percent of body area of 
infants and chrldren (except 15050) (no change) 

15101 M4 each additional 100 sq em, or each additional one percent of body zzz 1.72 
area of infants and children, or part thereof (List se~arately in addition 
to code for 2rimary 2rocedure) (no change) 

(Use 15101 in conjunction with code 15100) 

15120 M5 Split graft, face, scalp, eyelids, mouth, neck, ears, orbits, gerutaha, 090 9.83 
hands, feet and/or multiple digits; first 100 sq em or less, or GaGH one 
percent of body area of infants and children (except 15050) (no change) 

CPT jive-digit codes, two-digtt modifiers, and descriptions only are copynght by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

15121 M6 each additional 100 sq. em, or each additional one percent of body zzz 2.67 
area of infants and children, or part thereof (List separately in addition 
to code for primary procedure) (no change) 

(Use 15121 in conjunction with code 15120) 

15350 M7 Application of allografS skin; 100 sg. em or less. 090 4.00 

•15351 M8 each additional 100 sq. em (List separately m addition to code for zzz 1.0 
primary procedure) 

(Use 15351 in conjunction with code 15350) 

15400 M9 Application of xenograft, skin; 100 sg. em or less 090 4.00 

•15401 M10 each additional 100 sq em (List separately in addition to code for zzz 1.00 
primary procedure) 

(Use 15401 in conjunction with code 15400) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the Amen can Medical Assoctatton. 
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• 
AMA/SPECIAL1Y SOCIE1YRVS UPDATE PROCESS 

SUMN!ARY OF RECOMMENDATION (April 1998) 

CPT Code: 15000 (Ml) Global Period: 000 Recommended RVW: 4.00 

CPT Descriptor: Surgical preparation or creation of recipient site by excision of open wounds, burn eschar, or scar (including 
subcutaneous tissues); first 100 sq em or one percent ofbody area of infants and children 

CPT Code: 15001 (M2) Global Period: 7:Z.Z Recommended RVW: 2.75 

CPT Descriptor: Surgical preparation or creation of recipient site by excision of open wounds, burn eschar, or scar (including 
subcutaneous tissues); each additionallOO sq em or each additional one percent ofbody area of infants 
and children (List separately in addition to code for primary procedure) 

Vignette Used in Survey: 

A 27-year-old cook was admitted to the Burn Center with grease scald burns involving the left neck, shoulder, chest, ann, and 
hand A total of25% body surface area was burned full thickness. Under general anesthesia, the left arm and hand burns 
were excised down to viable subcutaneous tissue; a total of 500 sq em was excised. Vigorous bleeding was controlled 
by electrocautery, selective suture ligation, and topical thrombin application. Blood loss was estimated at 500 rnl. 
Dv!PORTANT: In responding to thzs survey. please consider ONLY the work for exczszon of the first 100 sq em AND each 
additzonal 100 sq em (bolded text above) of sian. The work for any grafts, if placed, zs separately bzllable uszng different 
CPT codes and should not be conszderedfor thzs survey. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Preoperative work includes an interval history and physical exam; reviewing the previous work-up; consulting with the referring 
physician, if necessary, and other health care professionals; and communicating with the patient (and/or the patient's fanuly) 
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 posit:J.oning, prepping, and draping of the patient; and ensuring 
that the necessary surgical instnunents and supplies are present and available in the operative suite. 

Description of!ntra-Service Work: 
Under general anesthesia, the left arm and hand burns are excised down to viable subcutaneous tissue; a total of 500 sq em 
is excised. Vigorous bleeding is controlled by electrocautery, selective suture ligation, and topical thrombin application. 

Description of Post-Service Work: 
Communication With the patient, family, and other health care professionals (including written and telephone reports and 
orders) on tb ~ day of the procedure are considered part of the postoperative work. 
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SURVEY DATA: 
Specialty(s): American Society of Plastic and Reconstructive Surgeons; American Burn Association 
Type of Sample: Random 

15000 (M1) 
Survey n: 415 INTRA 
Response· 57 total 
Rate%: 

15001 (M2) 
Survey n . 
Response. 
Rate%· 

415 
57 

KEY REFERENCE SERVICE(S): 

Descriptor 1998 RVW 
2.70 

G!obal CPT 
coo 16041 Excis1on bum wound, wtthout sklll grafting. employmg alloplast1c dressing (cg. synthetiC mesh), any anatomic s1te, 

greater than one percent and up to rune percent total body surface area 
9.05 090 15100 Spht graft, trunk, scalp, anns, legs, hands, and/or feet (except multiple d1g~ts); 100 sq em or less, or each one percent 

of body area ofmfants and cluldren (except 15050) 

Mental Effort and Judgment M1 

The number of posstble diagnosis and/or the number of management options that 3 44 
must be considered 

The amount and/or complexity of medtcal records, diagnostic tests, and/or other 
3.14 infonmabon that must be obtained reVIewed and analyzed 

Urgency of medtcal dectston making 3 53 

Phystcal effort requtred 

Psychological Stress 

The risk of signtficant comphcations, morbtdlty and/or mortality 3.40 

Outcome depends <Jn skill and JUdgment of phY51c1an 3 93 

Estimated nsk of malpractice sutt wtth poor outcome 3.00 

Mean 
Intensity/Complexity Measures 

M2 15100 16041 

2.44 2.69 3 15 

2.21 2.23 2.85 

2 89 2.62 315 

2 86 2.69 2 31 

3 54 3.31 3 85 

2.74 2.85 2 23 
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RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the pre-, intra-, and 
post-service time and the mtenSl1y (mental effurt and judgment; techrucal skill & physical effort; and psychological stress) of the serv1ce you are ratmg 
to the key reference setvices listed above. 

An RVW of 4.00 is recommended forM! and an RVW of2.75 is recommended forM2. The work of CPT codes 
15000(M1Y15001(M2) are best compared with CPT codes 15100/15101. The following discussion presents similarities and 
differences between these code pairs: 

A. Harvesting a patient's own skin (15100/15101) is carried out at 0.014 inch thickness. After removal of the skin, the 
donor site is treated with a simple dressing. The harvested skin is then secured to the recipient site with sutures or 
staples. 

• Removing burned skin with (M1/Nf2) is carried out at 0.030 to 0.160-0.180 inch thickness. This is approximately two 
to five times the depth taken with 15100/15101. It is frequently necessary to start at one level of thickness of the skin 
and proceed until the surgeon has reached a level of healthy viable skin or subcutaneous tissue beneath the burn eschar. 

B. • Harvesting 500 cm2 of human skin utilizing 15100-15101 can be accomplished in many patients with one applicatton 
of the dermatome to remove the skin. This results in reduced work effort. 

• Removing burn eschar with M1/M2 requires repeated passes through the skin to reach a healthy viable tissue level. 
Not infrequently, the depth of burn and presence of residual burn eschar (burn tissue) must be determined by 
microscopic studies intraoperatively. 

C. • Blood loss associated with harvesting skin ( 15100/15101) is easily controlled, because blood loss is relatively minimal. 
• In coD;trast, plood loss utilizing M1/M2, in removal of burn eschar, is a major issue resulting in 180-200 rn1 of blood 

loss per 100 cm2
• It requires electrocautery, sutures, and pressure dressings. Burn surgeons are reluctant to proceed 

to remove more than 100 cm2 at a time until the blood loss is controlled. Bleeding problems intraoperatively are not 
uncommon and frequently require the use of cryoprecipitates (pooled human plasma) with thrombin/calcium solution 
to create a fibrin glue for control of bleeding. Massive bleeding problems do occur with large excisions involving 900 
or more sq. em; transfusions of four or more units of blood are not uncommon. Intraoperative consideration of the 
origin ~fbleeding problems may involve a survey for DIC (disseminated intravascular coa.,oulopathy) and emergency 
intraoperative treatment. 

D. • Preoperative work for 15100/15101 involves identification of the donor site, preoperative orders and obtaining an 
operative permit outlining the risks of loss of skin graft. 

• Preoperative work for M1/M2 is greater in that it involves preoperative wound assessment for infection, a detailed 
patient history for familial bleeding disorders, review of laboratory studies to eliminate common bleeding disorders or 
deficiencies. A detailed description of the operative risks is presented to the patient and family including the risk of 
transfusion,. shock and the potential of an emergency return to the operating room for uncontrollable bleeding. 

With respect to the complexity/intensity measures, the following statements can be made: 

The number -of possible diagnoses is high for the :first 100 cm2 and declines thereafter because the decision has been made 
based upon the ~osis and management options. Complexity of medical records and urgency of medical decision making 
is rated high imt:Jally and at the end of a large excision (initiallOO cm2 and 4th add'l100 cm2

) because of the need for blood 
products and decision to excise the wound deeper/larger based on blood loss. The technical skill and physical effort is intense 
and higher than CPT 15100 and consistent with CPT 16041. Risk of complications-morbidity for M1/M2 is higher than for 
CPT 15100 based upon predictable blood loss for each additiona1100 cm2 

, where bleeding has been controlled. The 
outcome for M1/Nf2 is very dependent on skill. and judgment of the physician, with the risk of malpractice being relatively high 
in that a poor outcome of the graft is obvious and results in litigation. 
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ADDITIONAL RATIONALE: 

None 

FREQUENCY ~ORMATION 

1. How was this service previously reported? 

15000; 16040; 16041; 16042 

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

I 
..,.. Commonly D Sometimes D Rarely 

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

. There are an average of51,000 acute hospital admissions for burn injury in the United States each year .. On average, 45% 
are hospitalized in burn centers. If one assumes 1.6 operations per burn admission there are then at a minimum 36:720 
operations using CPT code 15000. This does not account for small burns and congenital integumentary defonnities that 
would employ CPT code 15000 preceding free skin graft procedures. 

l 

1996 Medicare Part B data for CPT 15000 indicate an allowed frequency of almost 30,000 (reported primarily by plastic 
surgery, dermatology, and general surgery specialties). With respect to CPT codes 16040-16042, the 1996 allowed 
frequency was 750. 

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

..,Yes DNo 



\ 
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AMA/SPECIAL1Y SOCIE1Y RVS UPDATE PROCESS 
S~YOFRECOMN.ffiNDATION (Aprill998) 

CPT Code: 15350 (M7) Global Period: 090 Recommended RVW: 4.00 

CPT Descriptor: Application of allograft, skin; 100 sq em or less 

CPT Code: 15351 (M8) Global Period: Z:Z:Z Recommended RVW: 1.00 

CPT Descriptor: Application of allograft, skin; each additional 100 sq em (List separately in additions to code for prirruuy 
-procedure) 

Vignette Used in Survey: 

A 74-year-old.mechanic was admitted to the Bum Center with burns of both legs, lower back, and abdomen after his gasoline
saturated clothing was ignited from a spark. The burns involved 40% body surface area. During the first operative sess1on, 
the patient underwent surgical preparation of the burn tissue from the left lower leg beginning at the ankle and extending to 
the popliteal area. After excision and hemostasis, allografts were obtained from the skin bank. Approximately 500 sq. 
em. of allograft was then grafted to the excised surface and secured with 60 interrupted absorbable sutures. The graft 
was dressed with a low adherent dressing and reinforced with absorbent dressings and secured with net dressings. 
IMPORTANT: In responding to thzs survey, please consider ONLY the work for grafting the first 100 sq em AND each 
addztionalJOO sq em (holded text above). The work for excismg rhe skin in preparatzonfor the graft zs separately bzllable 
usmg different CPT codes and should not be conszderedfor this survey.] 

CLINICAL -DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Preoperative work includes an interval history and physical exam; reviewing the previous work-up; 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: 
After excision and hemostasis, allografts were obtained from the skin bank. Approximately 500 sq. em. of allograft was then 
grafted to the excised surface and secured with 60 interrupted absorbable sutures. 

Description of Post-Service Work: 
Postoperative work begins after skin closure in the operating room and includes application of a low adherent dressing which 
is reinforced with absorbent dressings and secured with net dressings. Postoperative 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 in ICU ur on a 
suitable nursing floor. Discharge management includes the surgeon's final examination of the patient, instructions for 
continuing care of the operative sites, 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, dressing changes, and antibiotic and pain medication adjustments. 
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I 

SURVEY DATA:" 
Specialty(s): American Society of Plastic and Reconstructive Surgeons; American Bum Association 
Type of Sample: Random 

15350(M7) 
Survey n: 415 
Response: 57 
Rate%: 

1535~(M8) 
Survey n. 415 
Response 57 
Rate%: 

PRE 
total 

KEY REFERENCE SERVICE(S): 

INTRA HOSP OFF SO 
total total total total 

1998 RVW QlQl2gl CIT Descriptor 
9.05 090 15100 Split graft, trunk, scalp, arms, legs, hands, and/or feet (except multiple digits); 100 sq em or less, or each one percent 

of body area of infants and cluldrcn (except 150.50) 

1.72 zzz 15101 Split graft, trunk, scalp, arms, legs, hands, and/or feet (except multiple digits); each addittonallOO sq em, or each one 
percent of body area of mfants and chtldren, or part thereof 

Mental Effort and Judgment M7 

The number of possible d1agnos1s and/or the number of management options that 3.18 
must be considered 

The amount and/or complexity of medical records, diagnostic tests, and/or other 2.80 
mformat1on that must be obtamed reVIewed and analyzed 

Urgency of medical dec1s1on making 3 11 

Technical Sk1IUphysical Effort 

Techmcal skill required 

Phys1cal effort required 

Psychological Stress 

The nsk of s1gmficant complications, morbidity and/or mortality 3.53 

Outcome depends on skill and JUdgment of phy,s1c1an 3 36 

Estimated nsk of malpractice su1t Wtth poor outcome 2 73 

Mean 
Intensity/Complexity Measures 

MS 15100 15101 

2.44 2.69 2.71 

2.29 2 23 247 

2.47 2 62 2 82 

3 36 2 69 3 35 

3.18 3 31 3 59 

2.60 2.85 2.94 
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./ RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

An RV\V of 4.00 (survey median) is recommended for M7 and M9. 
An RV\V of 1.00 (less than the survey median) is recommended for M8 and MlO. 

The graft work for paired codes M7/M8 and M9/M1 0 are very similar to each other and more work than the paired codes 
15100/15101. The initial graft codes M7 and M9 include not only the intraoperative work for grafting the first 100 sq em of 
allograft or xenograft, but also the postoperative hospital and office visits within a 90 global period. Bwn patients requiring 
allograft or xenograft are most often very sick and critically ill. After a graft is placed, the surgeon monitors the patient in the 
hospital (and sometimes ICU) dazly to looking for signs of infection and to determine when a new graft can be placed. 
Typically 2-3 }Veeks pass before the graft rejects and a new graft is placed. Patients with very large burns, who require large 
grafts of 500·900 sq em, are more immunosuppressed ond take longer for rejection to occur (3-4 weeks). 

Because the intraopc:rarive work and volume of postoperative visits increases with larger grafts, the recommended combination 
ofp:rimaxy and add-onRVWs is justified. A 700 sq em graft would equal10.00 RVWs (4.00+6*1.00). With a graft this size 
(which is typical) the surgeon will make dally hospital visits (checking the wound, changing dressings, chart documentation, 
verbal and written'communication with family and other health professionals, etc.) for two to four weeks before rejectlon 
occurs. Independent billing of 14 to 28 hospital visits at 99231 would equal 8.96 to 17.95 RVUs and this does not even take 
into consideration the two hours of intraoperative work to place the graft. 

ADDITIONAL RATIONALE: 

None 

FREQUENCY INFORMATION 

1. How was this service previously reported? 

15400 

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

0 Commonly t/ Sometimes 0 Rarely 

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

1996 Medicare Part B data for CPT 15400 indicate an allowed frequency of almost 1,000 (reported primarily by plastic 
surgery and general surgery specialties). 

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

DYes t/No 
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AMA/SPECIALTY SOCffiTYRVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Aprill998) 

CPT Code: 15400 (M9) Global Period: 090 Recommended RVW: 4.00 

CPT Descriptor: Application of xenograft, skin; 100 sq em or less 

CPT Code: 15401 (MlO) Global Period:ZZZ Recommended RVW: 1.00 

CPT Descriptor: Applicati.on ofxenograft, skin; each additionallOO sq em (List separately in additions to code for primary 
procedure) 

Vignette Used in :)urvey: 

A 22-year-old.mechanic suffered burns of the left neck, shoulder, and arm from a radiator scald injury. The burns involved 
10% body surface. These burns were deep partial thickness. During the first operative session, the patient underwent surgical 
preparation of the bum on the left shoulder and arm by excision down to viable dermis. After adequate hemostasis had been 
achieved in the excised surface, xenograft dressings were obtained from the skin bank and thawed. Approximately 500 
sq. em. of xenograft was then grafted to the excised surface and secured with 60 interrupted sutures. The graft was 
dressed with a low adherent dressing and reinforced with absorbent dressings and secured with net dressings. 
IMPORTANT: In respondmg to thzs survey, please consider ONLY the work for graftzng the first 100 sq em AND each 
addztzonall 00 sq em (bolded text above). The work for exczsmg the skm in preparation for the graft zs separately billable 
usmg different CPT codes and should not be considered for this survey.} 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description ofPr~-Service Work: 
Preoperative work ir.cludes an interval history and physical exam; reviewing the previous work-up; 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: 
After adequate hemostasis had been achieved in the excised surface, xenograft dressings were obtained from the skin bank and 
thawed. Approximately 500 sq. em. of xenograft was then grafted to the excised surface and secured with 60 interrupted 
sutures. 

Description of Post-SerVice Work: 
Postoperative work begins after skin closure in the operating room and includes application of a low adherent dressing which 
is reinforced with absorbent dressings and secured with net dressings. Postoperative 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 in ICU or on a 
suitable nursing fll,)or. Discharge management includes the surgeon's final examination of the patient, instructions for 
continuing care of the operative sites, 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, dressing changes, and antibiotic and pain medication adjustments. 
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SURVEY DATA: 
Specialty(s):. American Society of Plastic and Reconstructive Surgeons; American Bum Association 
Type of Sample: Random 

15400 (M9)' 
Surveyn: 
Response. 
Rate%: . 

415 
57 

15401 (M1 0) 
Survey n: 415 
Response. 57 
Rate%. 

PRE 
total 

KEY REFERENCE SERVICE(S): 

INTRA 
total 

1998 RVW Global CPT Descriptor 

HOSP OFF so 
total total total 

9.05 090 15100 Spht graft, trunk, scalp, arms, legs, hands, and/or feet (except mult.tple digits); 100 sq em or less, or each one percent 
of body area of mfants and cluldren (except 15050) 

1. 72 ZZZ 15101 Split graft, trunk, scalp, arms, legs, hands, and/or feet (except multiple digits); each addiuonal100 sq em, or each one 
percent of body area of infants and chtldren, or part thereof 

Mental Effort and Judgment M9 

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

The amount and/or complexity of medical records, d1agnost1c tests, and/or other 
2.36 

tnformation that must be obta1ned reVIewed and analyzed 

Urgency of medical dec1s1on making 2.64 
Technical SktlUphystcal Effort 

Technical skill requ1red 

Phys1cal eff(lrt requ1red 

Psychological Stress 

The nsk of stgntficant complications, morbtdtty and/or mortahty 2.89 

Outcome de?ends on skill and JUdgment of phys1c1an 3.08 

Esttmated nsk of malpractice SUit With poor ol.{lcome 2.47 

Mean 
Intensity/Complexity Measures 

M1 0 15100 15101 

2.13 2 69 2 71 

1.93 2.23 2 47 

2.13 2.62 2 82 

2.81 2 69 3 35 

2.94 3 31 3 :s 
2 46 2 85 2.94 
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RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

An RVW of 4.00 (survey median) is recommended for M7 and M9. 
An RVW of 1.00 (less than the survey median) is recommended for M8 and MlO. 

The graft work for paired codes M7/M8 and JM9/M10 are very similar to each other and more work than the paired codes 
15100/15101. The iiriti.aJ. graft codes M7 and :rM9 include not only the intraoperative work for grafting the first 100 sq em of 
all.ograft or xenogr3it, but also the postoperative hospital and office visits within a 90 global period. Bum patients requiring 
all.ograft or xenograft are most often very sick and critically ill. After a graft is placed, the surgeon monitors the patient in the 
hospital (and sometimes IC:U) daily to looking for signs of infection and to determine when a new graft can be placed. 
Typically 2-3 }veeks pass before the graft rejects and a new graft is placed. Patients with very large burns, who require large 
grafts of 500-900 sq em, are more immunosuppressed and take longer for rejection to occur (3-4 weeks). 

Because the intraoperative work and volume of postoperative visits increases with larger grafts, the recommended combinatton 
of primary andadd-onRVWs is justified. A 700 sq em graft would equal10.00 RVWs (4.00+6*1.00). With a graft this size 
(which is typical) the surgeon will make daily hospital visits (checking the wound, changing dressings, chart documentation, 
verbal and written communication with family and other health professionals, etc.) for two to four weeks before rejec1J.on 
occurs. Independent billing of 14 to 28 hospital visits at 99231 would equal 8.96 to 17.95 RVUs and this does not even take 
into consideration the two hours of intraoperative work to place the graft 

ADDITIONAL RATIONALE: 

None 

FREQUENCY INFORJ.'-'IATION 

1. How was this Sf.!rvice previously reported? 

15400 

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

D Commonly V Sometimes D Rarely 

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

1996 Medicare Part B data for CPT 15400 indicate an allowed frequency of almost 1,000 (reported primarily by plastic 
surgery and general surgery specialties). 

4. Is this service F,erformed by many physicians across the United States? 

DYes 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Breast Reconstruction with Free Flap 

Newly revised CPT code 19364 bundles CPT 1998 code 19364 and 15756 into one code. This revision was implemented to 
correct nomenclature confusion and to eliminate the necessity for reporting a separate free flap code for breast reconstruction 
services. Revised code 19364 now describes Breast reconstruction with free flap (Includes harvesting of the flap, 
microsvascular transfer, closure of the donor site, and inset shaping the flap into a breast). 

The overall work of revised CPT 19364 is similar to CPT 20970 Free osteocutaneous flap microvascular anastomosis; iliac 
crest (work RVU = 43 .06). Preoperative, intraoperative and postoperative components will vary depending on the defect being 
repaired. For example, more work is required for preoperative padding/positioning and postoperative splinting/therapy for 
free osteocutaneous repair of an open tibial fracture. However, the intraoperative work of CPT 19364 to functionally repair 
the abdominal donor site and fashion the flap at the recipient breast/ axilla site is more than for a repair of an open tibila 
fracture. When used for face reconstruction, the intraoperative work of a free osteocutnaeous flap is very similar to breast 
reconstruction. 

It was the consensus that CPT 19364 is more work than CPT code 19367 Breast reconstruction with transverse rectus 
abdominis myocutaneous flap (TRAM), single pedicle, including closure of donor site; (work RVU =25.73); 19368 Breast 
reconstruction; with transverse rectus abdominis myocutaneous flap (TRAM), single pedicle, including closure of donor site; 
with microvascular anastomosis (work RVU =32.42); and 19369 Breast reconstruction with transverse rectus abdominis 
myocutaneous flap (TRAM), double pedicle, including closure donor of site (work RVU =29.82). Free tissue transfer requires 
a microvascular procedure for an anastomosis of the pedicle vessels in the new recipient location. This requires extensive 
dissection at the harvest site and additional work at the recipient location. Additionally, the free tissue transfer requires more 
technical skill and effort and adds to the stress of the procedure. 

Again, the services provided under revised 19364 are currently reported using both 19364 (unrevised work RVU =29.04) and 
15756 (work RVU=35.23). As a result, the total RVU's reported in this manner equals 49.75 [35.23 +14.52 (0.5 *29.04)]. 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medzcal Assoczation. 1 



The RUC recommends acceptance of 41.00 as the work RVU for revised code 19364. The recommendation represents the 
survey median and is based on a value for codes 19367, 19368, and 19369. The RUC also considered the following rationales 
in making a determination: 1) Current reporting of this procedure; 2) Changes in the CPT nomenclature to omit 19364 as an 
add-on code; and 3) Comparison to code 32852. With regard to 32852, the RUC also noted that the intra-service time (390 
minutes) of CPT 19364 was comparable to the intra-service time for CPT code 32852 Lung transplant, single; with 
cardiopulmonary bypass (work RVU = 41.80). 

CPT Code Tracking CPT Descriptor Global Wm·kRVU 
(•New) Number Period Recommendation 

19364 Cl Breast reconstruction with free flap 090 41.00 

(Us~ alsg CQQ~ 1.:nu+Jb~r tor sp@cific flap) 

(Do not reeort code 69990 in addition to code 19364) 

(19364 Includes harvesting of the flae, microvascular transfer, 
closure of the donor site, and inset shaeing the flae into a breast) 

CPT five-digit codes, two-dtgit modifiers and descriptions only are copyright by the American Medical Association. 2 



CPT Code: 

CPT Descriptor: 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUNfMARY OF RECOMMENDATION 

19364 (Cl) Global Period: 090 

Breast reconstruction with microvascular free flap 
(Use alse eeae nttmber fer speeifie flap) 

Recommended RVW: 41.00 

Oncludes harvesting of the flap. microvascular transfer. closure of the donor site. and 
inset shaping the flap into a breast) 

Vignette sed in Survey: A 35·year old woman is referred to the plastic surgeon for unilateral breast reconstruction 
er un rgoing a mastectomy. Pre·oper:1tive consultation, that included a lengthy discussion of surgical reconstructio~ 

option.c:, resulted in the decision to use a microvascular free tissue transfer. At operation, a mastectomy scar is opened 
and pockets are created for placement of the additional tissue. The recipient blood vessels (thoracodorsal artery and vein 
or internal mammary artery and vein) are dissected under magnification and, if necessary, partial rib resections are_ 
carried out. The free flap (lower abdominal, gluteal, or tissue from the thigh) is harvested and transferred to the recipient 
site, where the operating microscope is used to perform the microanastomosis of one artery and one vein. Attenti;n 
to detail is critical at this juncture of the procedure, as even micro· injury to the vessels will lead to failure of the flap. 
The breast moWid is then created with contouring of skin and subcutaneous tissues. Both the recipient and donor sites 
are closed in layers over drains. The patient is observed closely for signs of free flap vascular thrombosis. She is 
discharged on the fifth day. Follow-up care in the office is provided for 90 days. [I}.tfPORTANT NOTE: In completing 
(the survey), consider the total work of both the free tissue transfer AND unilateral breast reconstruction. Any surgical 
revision(s) and/or nipple reconstruction are separately payable and are NOT part of the work of this CPT descriptor.} 

CLINICAL DESCRJPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre.Service Work: Pre-operative work includes obtaining and reviewing medical records for the 
treatment of breast cancer, and a review of ongoing chemotherapy, where indicated. A review of previous surgical 
procedures is required to determine the suitability of the abdomen as the chosen donor site for free tissue transfer. Pre· 
operative work also includes obtaining and reviewing previous perfusion, ultrasoWid, and laboratory studies; consulting 
with the referring physician, if necessary, and other health care professionals. Informed consent must include the 
discussion of alternative methods of reconstruction should the free tissue transfer be unsuccessful due to vascular 
thrombosis. The aU-or-none nature of success for this procedure adds significant stress to the informed consent 
discussion, as well as to the performance of the surgery. Other pre-operative 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: At operation, a mastectomy scar is opened and pockets are created for placement 
of the additional tissue. The recipient blood vessels (thoracodorsal artery and vein or internal mammary artery and vein) 
are dissected Wider magnification and small branches are tied with fine silk sutures. If necessary, partial rib resections 
are carried out. Once the free flap (lower abdominal, gluteal, or tissue from the thigh) has been isolated, it is allowed 
to perfuse prior to detaching it from the body. The flap is then harvested and transferred to the recipient site. The 
operating microscope is then used to petform the microanastomosis cf one artery and one vein. Due to the awkward 
position in the axilla, this may require repositioning of the patient in the lateral position. Attention to d~tail is critical 
at this juncture of the procedure, as~ even micro-injury to the vessels will lead to failure of the flap. Successful 
revascularization of the flap may require a revision of vascular anastomosis if thrombosis is encountered during the 
procedure. Once revascularization has been achieved, then the breast mound is created with contouring of the flap into 
the appropriate shape and size. Both the recipient and donor sites are closed in layers over drains. Donor site closure 
of an abdominal (TRAM) flap requires significant time and consideration for plication of the abdominal fascia for 
symmetry. The upper abdominal flap is dissected to the level of the breast line to permit stretching the remaining 
abdominal tissues for wound closure. Replacement of the umbilicus in the center of the abdominal flap is done to 
provide a satisfactory aesthetic umbilicus reconstruction. 
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CPT /Descriptor: 19364 (C1) Breast reconstruction with microvascular free flap (U3e !!be eede nt1mber fer 3peeifie flap) 
Gncludes harvesting of the flap. microvascular transfer. closure of the donor site. and inset shaoing the flap into a breast) Page 2 of4 

Description of Post-Service Work: Post-service work begins after skin closure in the operating room and includes the 
application of sterile dressings to both operative sites. Po~-service work also includes monitoring the patient's stability 
in the recovery room; writing orders; communicating with the family and other health care professionals (includina 
written and oral reports and orders); and all hospital visits and serVices performed by the surgeon, includina diliaen~ 

0 0 . 

monitoring of the patient for five days for the identification and treatment of any postoperative thromboses to prevent 
the total loss of the flap. This hourly monitoring, which is the respo~sibility of the operating surgeon, may be carried 
out in ICU or on a suitable nursing floor. Prior to release from the hospital, the drains are removed from both operative 
sites. Discharge management includes the surgeon's fmal examination of the patient, instructions for ccntinuing care 
of two operative sites, 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 from both operative sites and antibiotic and pain medication adjustments. 

SURVEY DATA: Specialty(s): American Society of Plastic and Reconstructive Surgeons 

Survey n: 128 PRE INTRA POSf-H POST-0 POST Details = same day+ ICU + other hasp+ dischg .,. office 

Response: 34 Same Dischg 
HOSP OFF day ICU Hasp. - Other day Office 

Rate%: 27% Svy total total total total total ... total # total total # total ,. 
RVW LOS min min min min min visits min visits min min visits min 

low 36.00 240 

25th% 39.36 360 ( 

' 
MED 41.00 6 60 390 165 90 45 1 30 3 60 30 6 IJ 90 
75th% 45.00 480 

high 75.00 720 

Comparative Data for Key Reference Service(s): 
Exper- -

Hasp Off ME& TS& ience 
1998 Svy Pre Intra Post Post J· PE* PS* 1---

CPT Code Respn RVW LOS (min) (min) (min) (mm) mean mean mean med Comments 

surveycoae Surveyees chosen as 
19364 34 41.00 6 60 390 165 90 4.59 4.88 4.82 7 ASPRS/ASRM surgeons 

(revised) practidng breast reconstruction. 

15756 No VIgnette. Surveyees chosen 
20 35.23 5 60 360 125 75 4.25 4.50 4.55 10 as ASPRS/ASRM surgeons ref code 12197 

practidng breast reconstruction. 

15756 Vignette is emergent Gustillo 
104 nJa 90 360 200 100 4.28 4.45 4.37 n/a grade '11-8 open tibial fracture. 

RUC 5/95 IA,C:I?M/A~PR~ ~rrmPOnc:; 

15757 No VIgnette. Surveyees chosen 
16 35.23 6 60 360 140 90 4.44 4.44 4.38 10 as ASPRS/ASRM surgeons 

ref code 12197 practidng breast reconstrudlon. 

15757 Vignette is emergent large soft 
42 nJa 90 360 210 100 426 4.48 4.45 n/a 1fi5sue defect exposing the achille! 

RUC 5/95 endon ASRM suroeons. 

20970 No vignette. -surveyees chosen 
11 43.06 8 60 480 195 75 4.50 4.75 4.50 ... as ASPRS/ASRM surgeons ~ 

ref code 12197 pradidng breast reconstruction. 
Vignette is emergent GustJllo 

20970 
58 10 100 500 200 100 n!a nJa nla 1 grade 111-8 open tibial fracture. 

RUC 2194 ~SRM, ASPRS, & AAO-HNS 
~llmMnc: 

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



CPT /Descriptor: _I 9364 (CI) B~ reconstruction with microvascular free fl_ap ftfJe. edJe eede_ !'lt1n1ber for 3peei:!1e Sap) 
(Includes harvesttng of the flap. mtcrovascular transfer. closure of the donor stte. and mset shaptng the flao into a breast) 

KEY REFERENCE SERVICE(S): 

Descriptor 
Free muscle flap with or without skin with microvascular anastomosis 
Free osteocutaneous flap with microvascular anastomosis; iliac crest 

Page 3 of4 

1998RVW 
35.23 
43.06 
29.04 

Global 
90 
90 
90 

~..IT 
15756 
20970 
19364 Breast reconstruction with free flap (Use also code number for specific flap) 

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

• Revised CPT 19364 (for CPT 1999) bundles CPT 1998 codes.19364 and 15756 into one code to correct nomenclature 
confusion and to eliminate the necessity for reporting a separate free flap code. 

• The overall work of revised CPT 19364 is similar to CPT 20970. Preoperative, intraoperative, and postoperative 
components will vary depending on the defect being repaired. For example, more work is required for preoperatfv'e 
paddinglpositioning and postoperative splinting/therapy for free osteocutaneous repair of an open tibial fracture. However, 
the intraoperative work of CPT 193 64 to functionally repair the abdominal donor site and fashion the flap at the recipient 
breast/axilla site is more than for a repair of an open tibial fracture. When used for face reconstruction, the intraoperative 
work of a free osteocutaneous flap is very similar to breast reconstruction. 

• CPT 19364 is~ work than CPT codes 19367, 19368, and 19369 (TRAM flap, single and double pedicle). Free 
tissue transfer requires a microvascular procedure for an anastomosis of the pedicle vessels in the new recipient location. 
This requires extensive dissection at the harvest site and additional work ac the recipient location. Additionally, the free 
tissue transfer requires more technical skill and effort and adds to the stress of the procedure. 

ADDmONAL RATIONALE: 

Correct reporting for unrevised CPT 19364 included multiple code reporting- CPT 15756 and 19364. Using the 
multiple procedure payment rule, this equates to 49.75 rvu's [35.23 + 50%(29.04)]. 

However, the survey median of 41.00 rvu's is rei:ommended as this results in a reasonable IWPUT, as calculated and 
presented below: 

Pre- and post-operative work equals 11.07 rvu's, as follows: 

Pre-op scrub, dress, wait (25min*0.8*0.9888*0.0103) = 0.20 rvu 
Pre-op evaluation and positioning (35min*2.2*0.9888*0.0103) = 0.78 rvu 
Post-op same-day hospital@ 99233 level (1 *1.51) = 1.51 rvu 
Post-op other hospital2@ 9923~ level and 2 @9923llevel (2*1.06)+(2 *0.64) = 3.40 rvu 
Discharge management 99238 (1 *1.28) = 1.28 rvu 
Post-discharge office visits @99213 (6*0.65) = 3.90 rvu (Note, per recent HCFA global rvu adjustments, 

office visits are not at 100% of face rvu value) 

' 
Intra-operative Intensitv (JWP!JT) 

A recommendation of 41.00 (survey median) results in an IWPUT of 0.077 rvu!min. 

( 



CPT /Descriptor: 19364 (CI) Breast reconstruction with microvascular free flap (l'3e lld!Hl eeee l'lt:ll'l.c .r fer 3peeifie tl~tp) 
(Includes harvesting oftbe flap. microvascular transfer. closure of the donor site. and inset shaping the flap into a breast) 

FREQUENCY INFORMATION 

How was this service previously reported? 

CPT 19364 plus 1575X as multiple procedures 

How often do physicians in your specialty perform this service? 

Commonly Sometimes 

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

Page~ of4 

ASPRS procedure statistics indicate there were 42,454 breast reconstruction procedures performed in 1996. Of this total, 
six percent ( 4,457) were performed using a free flap. 

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



AMA SPECIALTY SOCIETY R VS UPDATE COMMITIEE p 1 
ASPRS RESPONSE TO FACILITATION COMMITIEE- May, 1998 
TRACKING NUMBER: C I 

CPT 19364 BREAST RECONSTRUCTION WITH FREE FLAP- TAB 17 

The following is a report developed by ASPRS in response to issues raised during the February. 1998 
RUC regarding the work RVU recommendation of 41.00. ASPRS presents the following information 
for consideration by the RUC during the April 29- May 3, 1998 meeting: 

Issue 1 
The RUC suggested that a proposed survey median of 41.00 WRVU would create a rank order 
anomaly with other codes, such as 51596 cystectomy, 20970 bone/skin graft iliac crest, and 20802 
arm replantation. 

Response: 
It is inappropriate to isolate discrete information about single codes as examples for possible rank 
order problems. When reviewing survey data for a code one should only consider the work involved 
in the vignette used (particularly the intensity and complexity of the procedure), the survey 
instrument, the reference services used, and the response rate for the specific specialty surveyed. It 
was suggested that an RVW of 41.00 would create a rank order anomaly with CPT 51596 (3 9 .52) or 
20802 ( 41.15). However, discrete data for 51596/51597 is very different, yet there is very little 
difference in RVWs (39.52/38.35). Similarly, the discrete data for 20802/20805 is very similar, yet 
there is significant difference in RVWs for this code pair (41.15/50.00). 

The RUC also suggested that the proposed survey median for 19364 would create a rank order 
anomaly within the plastic surgery family of codes. This is not the case: 

a. Pedicled flap 15734 17.79 
b. Pedicled TRAM 19367 25.73 
C. Supercharged TRAM 19368 32.42 
d. Free flap 15756/7 35.23 
e. Free TRAM(proposed) 19364 41.00 
f. Free iliac crest 20970 43.06 

Issue 2 
A RUC Facilitation Committee convened in February. 1998 attempted to base a facilitated RVW of 
37.07 upon the values for CPT codes 19367. 19368. 19369. 

Response: 
These three codes were carrier priced until ASPRS surveyed them in 1994. The recommended values 
were based in part on an attempt at budget neutrality by splitting old code 19362 into three new 
codes. Additionally, CPT 15755 was used as a key reference. During the 5-year review, CPT 15755 
was sent back to CPT, split into three codes and revalued. However, CPT codes 19367, 19368, and 
19369 have not been reviewe.d to determine ifthey. too, should be adjusted upward based on the 
change in 15755. An importan~ part of valuing new and revised codes includes the relationship to key 
reference services. However, there is no mechanism in place to '·automatically"' adjust codes 
"tagged"' to key reference services if the RVW value for the reference service changes. Consequently, 
a "facilitated .. value using CPT codes 19367. 19368, 19369. while appropriate, should also take into 
consideration their relationship to CPT 15755 and the recent changes to the nomenclature and value 
for CPT 15755. 



AMA SPECIALTY SOCIETY RVS UPDATE COMMIITEE P. 2 
ASPRS RESPONSE TO FACILITATION COMMIITEE- May, 1998 
TRACKING NUMBER: C I 

CPT 19364 BREAST RECONSTRUCTION WITH FREE FLAP-TAB 17 

Issue 3 
During discussion at the February RUC meeting, some RUC members appeared to have difficultv· 
discerning the difference in work between breast reconstruction with a supercharged TRAM (CPT 
19368 (32.42 RVW) and breast reconstruction with a free flap (revised CPT 19364). 

Response: 
Compare CPT codes 19367 pedicle TRAM) and 19368 (supercharged TRAM) to consider the value 
of adding a single microvascular anastomosis (32.42-25.73 = 6.69 RVUs). Compare CPT codes 
15756 (free flap) and 15734 (pedicled flap, trunk) to consider the value of adding several 
microvascular anastomoses (35.23-17. 79=17.44 RVUs). The addition of one or more microvascular 
anastomosis involves more dissection and increased monitoring. Additionally, the reconstruction has 
an "all or nothing" outcome for the patient vs a partial flap loss. 

Issue 4 
At the February, 1998 RUC meeting, ASPRS withdrew this proposal in order to resurvey and bring a 
new recommendation to the next RUC meeting. 

Response: 
ASPRS has surveyed how this code is billed nationally (see attached table) and re-examined the 
results of the survey submitted in February to the RUC. ASPRS stands by its original survey data and 
recommendation of 41.00 RVW. We believe that another survey of physician work would not change 
the key reference services chosen. The following additional information and comments are offered: 

1. A review ofEOBs for 48 cases billed nationally in 1997(see attached table) for this 
procedure reveals that the expected or billed amount continues to be consumer driven, with 
different insurance carriers reimbursing at varying rates. Using the 1997 MFS and applying 
the multiple procedure rule to CPT code 15756 and 19364, the reimbursement for a Medicare 
patient undergoing unilateral breast reconstruction should have been approximately $3792 
(national average). Reviewed EOBs for this procedure indicate a reimbursement between 
$3 317-$41 7 6. For a bilateral breast reconstruction the reimbursement should have been 
approximately $7584. The table shows the distribution of the codes used to bill this service 
and demonstrates the amount of confusion that currently exists. 

It is important to point out that many replantation procedures and comparatively high-valued 
procedures are typically perfqrmed by a team. CPT 19364 is typically performed by one surgeon, 
who is performing two procedures: 

a) isolating and elevating a free flap. including open, closing and monitoring the site; and 
b) reconstructing a new breast using the elevated flap, including preparing a site previously 
operated upon. closing and monitoring that site. 

Additionally. the flap may be''eJevated from a site that requires repositioning the patient during the 
procedure (e.g., gluteal free flap). 

RECOMMENDATION: 

ASPRS supports the original survey median value of 41.00 RVUs for this procedure. 



~;;:' .. ......... 
Billing Survey for CPT 19364: Free flap breast reconstruction 

PS No. Cases Primary Secondary 
Practice Billed Procedure Procedure 

1997 (CPT) 

PA 2 15756 19364-51 

UT I 19364 15734 

LA 8 19364 15757 

I 15757 19364 

NH 15 19364 15757-
15758-51 

AZ I 19364 15756 

4 19364 15755 

MA 5 15756 19364 

1 15734 19364 

KY 5 15756 19364-51 

1 15757 19364-51 

2 15755 19364-51 

OH I 15758 19364 

1 15756 19364 

TOTAL 48 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Excision of Tendon Sheath/Capsular Legion (Knee) 

• 

A new CPT code, 27347, was developed to describe the procedure for Excision of lesion of meniscus or capsule (eg, cyst, 
ganglion), knee. No code existed previously to report this particular procedure, which is estimated to be performed in less 
than 300 medical patients each year. 

Code 27347 is most similar to CPT code 27345 Excision of synovial cyst ofpopliteal space (Baker's Cyst) (work RVU= 5.92). 
Code 27345 involves the excision of either a bursal cyst or a true ganglion of the posterior knee capsule, while 27347 involves 
the excision within the joint. The pre-service and post-service time for 27347 are both comparable to that reported under the 
code 27345. However, the intra-service time for 27345 is slightly greater in that the exposure is more difficult to identify along 
with the protection of the cutaneous nerves and the polpliteal vessels. 

The specialty noted that the survey median was too high, as 27347 is less work than 27345. The RUC, therefore, recommends 
the survey 25th percentile work RVU at 5.78. 

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

•27347 Zl Excision of lesion of meniscus or capsule (eg, cyst, ganglion), 090 5.78 
knee 

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



From· HOM (J Martm) To J1ll Zanutto 

CPT Code: 2734X (Zl) 

AMA/SPECIA.LTY SOCIETYRVS UPDATE PROCESS 
S1 .. TMMARY OF RECOMl\lfENDA 110:\ 

Global Period: 090 

4/15/1998 2 32.20 PM Page 2 of 4 

(April 1998) 

Recommended RVW: 5.78 

CPT Descriptor: Excision of lesion of meniscus or capsule ( eg, cyst, ganglion), knee 

Vignette Used in Survey: 
A 41-year-oldfemale with alustocy of pain and swelling about the right knee and a definite painful cyst about the lateral aspect 
of the knee has had some recurrent swelling and intennittent pain. Ligamentous exanunanon was grossly intact. The panent 
failed conservative treatment measures and a rheurnatmd work-up was negatiVe. She requires surgical excision of the lesion. 

CLINICAL DESCRIPTION OF SERVICE (This work descri::>tion was 1\"0T provided on the survey.): 

Description of Pre-Service Work: 
Worl< within 24 hours of the procedure inclu.cks an interval history and physical exam; communicating with the patient (and/or 
the patient's family) to briefly rediscuss the procedure and the operative risks and benefits; and reviewing the previous x-rays, 
l\I.IRI and ultrasonnd studies prior to marking the site of surgery on the patient. Other preoperative serv1ces mclude dressmg, 
scrubbmg, and waiting to begin the operation; supeiVISing the positioning, preppmg, and draping of the panent; and ensuring 
that the necessary ~urgical instruments and supplies are present and available in the operative suite. A tourniquet is appl..ted 
on the lower extremity. The lower extremity IS exsanguinated and the tourniquet mfl.ated to appropriate pressures. 

Description of Intra-Service Work: 
A skin inciston is made over the cyst (lateral jomt l..tne). Dissection is camed,out through subcutaneous tissue, jomt 
retinaculum, a..1d in the case of a lateral cyst, the iliotibial band IS either retracted posteriorly or incised. Sharp and blnnt 
dissection is used to separate the cyst from adjacent nssue, taking care to maintam the walls of the cyst intact. The stalk 

/ through the joint capsule by which the cyst commurucates with the joint space is exposed. An arthrotomy is performed for 
total excision of the cyst. The tourniquet is deflated and any bleedmg points are cauterized. The defect in the joint capsule 

·and synovimn are carefully and securely repaired with mterrupted sutures. The JOmt rennaculum and iliotibial band are 
repaired, and the skin is sutured. 

Description ofPo:it-Service Work: 
Postoperative worl< begins after skin closure in the operating room and includes the appl..tcanon of a sterile compression dressmg 
applied to the knee with the knee held in full extension by a "Jones dressing" or knee tmmobilizer splint. Postoperative 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 ordering and reviewing postoperative radiographs and laboratory studies; monitoring and care of the 
incision; and antibiotic and pain medication management. Orders are written for postoperative physical therapy to include 
quadriceps m~IScle isometrics, straight leg raising and foot and ankle range of monon. Orders also include gait training ·with 
crutches or walker, allowing weight bearing on the operated limb. The pathology specimen report is reviewed. Discharge 
management includes the surgeon's final examination of the patient, instrucuons for connnuing care, and preparation of 
dlscharge records. Addiuonally, all post-discharge office vistts for thiS procedure for 90 days after the day of the operation are 
considered part of the postoperative work for this procedure. The first office v1Sit after discharge includes dressing change 
and irnmobiliz.er or splint removal to allow range of motion exercise for the knee about which the patient is instructed. :) :..tures 
are removed on the fourteenth postoperative day. External support is discontinued when range of knee fleXIon exceeds 90 
degrees and there is full knee extension agamst gravity. Office visits continue until the patient's gait and range of motion return 
to normal or .m acceptable pre-symptomatic level. 
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• 

CPT/De~cnptor 2734X rzn Exct~ton ofle~wn ofmeruscus or cap~ule (eg. cv~t, sran~~:l.ton\ l'Jlee 

SURVEY DATA: 

Survey n 

Response: 

Rate% 

152 

47 

Specialty( s ): American Academy of Orthopaedic Surgeons 
Type of Sample: Random 

PRE 
total 

INTRA HOSP 
total total 

OFF 
total 

Same 
oay 
total 

JCU Hosp. - Other Olschg 

day 
total 

(04/98) Page 2 

Office 

Mean 
JntensJty/ComplexJty Measures 

Time Estimates 2734X(Z1) 29881 27345 

PRE-seMce 45 30 4E. 
JNTRA-seMce 60 60 60 
POST-seMce !15 70 90 

Mental Effort and Judgment 

The number of possible d1agnos1s and/or the number of management options that must be 33 32 34 
considered 

The amount and/or compleXIty of med1cal records, d1agnos!lc tests, and/or other 2.9 2.9 30 
1nformat1on that must be obtamed reVIewed and analyzed 

Urgency of med1cal deciSion makmg 24 24 25 
Techmcal Sklil/physJcal Effort 

Technical skill requ1red 36 38 36 

Physical effort requ1red 31 3 1 30 
Psychological Stress 

The nsk of s1gmficant comphcat1ons, morb1d1ty and/or mortality I 30 28 37 

Outcome depends on sk1ll and JUdgment of phys1c1an I 3.5 37 36 
Estimated m;k of malpractice sUit With poor outcome 1 3 1 29 37 

T1me Segments 

PR E-seNJce Jntens,ty/complexJty 29 29 30 
JNTRA-seMce 1ntens1ty complexity 33 35 35 

POST-seNJce 1ntens1ty compleXIty 27 26 30 

KEY REFERENCE SERVICE(S): 

Descriptor 
Excision of synovial cyst of popliteal space (Baker's cyst) 

1998 RVW 
5.92 
7.76 

Global 
090 
090 

CPT 
273-l-5 
29881 Arthroscopy, knee, surgtcal; with meniscectomy (medial OR lateral, including any 

rneniscal shaving) 

RELATIONSHIP OF CODE BE!J.'l"G REVIKWED TO KEY REFERENCE SERVICE(S): 

2734X(Zl) is best compare to CPT 27345. The latter ts the excision of either a bursal cyst or a true ganglion of the postenor 
knee capsule. The pre-service and post-service work and time of Zl are very comparable to 27345. The intra-service work 
of27345 is slight greater in that the expo~ure is slightly more difficult to identify and protection the cutaneous nerves and the 
pophteal vessels. "i'lus d.dference is shown in the psychologtcal intensity/compleXIty data for Zl and 27345. The adv1So.ry 
committee recommends for Zl the survey 2sm percentile RV\V of 5. 78, comparing Zl with the key reference service CPT 
27345 (RVW 5.92). 



From HOM (J Mart1n) To J1ll Zanutto 4/15/1998 2 32.20 PM Page 4 of 4 

CPT/De~cnptor, 2734X (Zl) Exctston ofleston of meruscus or capsule ( e!l, cv~t, !lan!lhon), knee (04/98) Pa11;e 3 

ADDITIONAL RATIONALE 

The survey data for rhe final RVW estimate indicate a b1-moda.l distribution at the 25th and 75th percentiles. Fourteen of 4 7 
RVW estimates were in the 5.50-6.50 range and 16 estimates were in the 7.50-8.50 range. It is beheved that the survey 
respondents who estimated the RVW for Z1 at or near 8.00 (the 75th percentile), assumed the patient described in the vignette 
would require an arthrotomy or arthroscopic meniscectomy, even though this was not stated in the vignette. Eleven 
respondents did not feel that the vignette described their typical panent, and several survey respondents added comments to 
the survey indicating a necessity for an arthrotomy or arthroscopy in many panents. Thls would explam the b1-modal 
distribution ofre:.--ponses. However, the advisory committee for this issue believe the work for the procedure 2734X (Z1) more 
closely compares with 27345 and has therefore chosen to recommend the survey 25th percentile of 5. 78. 

FREQUENCY INFORJ.viATION 

1. How was t.his service previously reported? 

A spa·i:fic code for this procedure has not been avallable. It 1S assumed that the procedure may have been coded using 
2734.i Excision of synovial cyst of popliteal or 27328 Excision, nunor, thlgh or knee area, deep, subfascial, or 
intran1uscular 

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

0 Commonly V"Sometimes 0 Rarely 

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

The Medica:e frequency is estimated at less than 300 procedures annually. The total population annual frequency 1S 

estim;lted m the 1000-1500 range. 

4. Is this ser·rice performed by many physicians across the United States? 

t/ Ye·> DNo 

\ 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

February 1998 

Hallux Rigidus Correction for Cheilectomy 

- ~· 

A new CPT code 28289 was established to report the work involved in a distal first metatarsal cheilectomy to remove bone at 
the distal first metatarsal and proximal phalanx, debride the joint and reconstruct the capsule. This procedure has been most 
commonly reported by CPT codes, 28290, Hallux valgus (bunion)correction, with or without sesamoidectomy; simple 
exosteqomy (Silver type procedure) and 28122, Partial excision (craterization, saucerization, or diaphysectomy) of bone (eg, for 
osteomyelitis or tarsal bossing), tarsal or metatarsal bone, except talus or calcaneus which do not adequately describe the 
procedure. A survey of 45 physicians showed a median RVU of 7.29 which is also the current work RVU for reference service 
CPT 28122. The RUC questioned the appropriateness of the reference codes used in the survey as well as the rationale of 
building discharge day management into the value of 28289 when the survey respondents determined this was not applicable. 
Therefore, the RUC subtracted the middle level subsequent hospital care (code 99232) RVU of 1.06 from the lowest level 
discharge day management (code 99238) of 1.28 to arrive at a difference of .22. The work value recommendation 7.29 was 
then reduced by .22 to arrive at an RVU of 7.07. The 7.07 work RVU was then compared to a new reference code, not on the 
original reference list, CPT code 28292, Keller, McBride, or Mayo type procedure with a work RVU of 7 .04. In reviewing the 
Five-Year Review time data for CPT code 28292, the pre, intra, post service times of 30, 60, and 45 minutes and 6 office visits 
were very similar to the survey data collected by the American Podiatric Medical Association for 28289. The RUC, therefore 
recommends that the 28289 be valued equivalent to 28292, a work RVU of 7 .04. 

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

•28289 01 Hallux rigidus correction with cheilectomy, debridement and capsular 090 7.04 
release of the first metatarsophalangeal joint 



AMNSPECIAL1Y SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMNffiNDATION 

CPT Code: 2828X Global Period: 090 Recommended RVW: 7.29 

CPT Descriptor: Hallux rigidus correction with cheilectomy 

Vignette Used in Survey: A middle aged patient presents with progressive, painful restriction of the hallux 
metatarsophalangeal joint. The patient has been treated conservatively without success. The patient is treated 
surgically with a distal first metatarsal cheilectomy. This includes removal of bone at the distal first metatarsal, 
proximal phalanx, debridement of the MTP joint, and capsular reconstruction 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre--Service Work: 
An interval history and physical examination are performed. A complete review of the available imaging and diagnostic 
studies is performed. The fmdings of the examination and diagnostic studies are reviewed with the patient and family. 
Options for treatment and recommendations are reviewed and discussed with the patient and family. An informed 
operative consent is obtained from the patient. Admitting orders are written and submitted to the hospital or ambulatory 
surgical center. The physician documents this encounter in his medical record, as well as dictating a history and physical 
for the surgical facility. 

On the day of surgery, the physician discusses the operative procedure with the operating room staff and anesthesiologist 
to provide proper coordination of care. The physician waits while the patient is properly anesthetized and the extremity 
is appropriately prepped and draped. The extremity is exsanguinated and a tourniqu~t is inflated. 

Description of Intra-Service Work: 
Approximately, a two inch incision is made over the dorsum of the hallux metatarsophalangeal joint just medial to the 
extensor hallucis longus tendon. The skin and subcutaneous tissues are sharply incised. The extensor hallucis longus 
tendon and neurovascular structures are carefully protected. Hemostasis is obtained with electrocautery. The incision 
is carried down to the level of the joint capsule and by subperiosteal dissection, the distal aspect of the metatarsal and 
the base of the proximal phalanx are completely exposed. The pathology is then assessed including the extent of 
osteophyte formation on the metatarsal and phalanx, the presence of reactive synovitis, condition of the remaining 
articular cartilage, and presence.of possible loose bodies in the metatarsophalangeal joint. The findings are appropriately 
documented. ~ 

If necessary, a synovectomy is sharply performed, and loose bodies are removed from within the joint. The hypertrophic 
osteophytes are then removed using a combination of rongeurs and high speed burrs. The metatarsal head is contoured 
to create a smooth transition from the dorsal shaft to the remaining intact articular cartilage. Osteophytes on the medial 
and lateral aspect of the metatarsal head are similarly contoured. The osteophytes on the base of the proximal phalanx 
are removed and contoured to recreate a more anatomic appearance. 

The wound and metatarsophalangeal joint are then copiously irrigated with antibiotic solution, and the extent of the 
osteophyte resection is confinned. The metatarsophalangeal joint is then placed throughout a range of motion to confirm 
mobility of the joint. If necessary, additional bone is removed to create a smooth contour. The tourniquet is deflated. 
Hemostasis is obtained with electrocautery. The metatarsophalangeal joint capsule is then repaired. The superficial 
tissues are closed in layers, taking care to avoid injury to the extensor hallucis longus tendon and dorsal sensory nerves. 
A sterile dressing is applied. 
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Description ofPost-Service Work: 
The patient is transferred to the recovery room and observed during postanesthetic stabilization. Postoperative orders 
are written for antibiotic and pain medications and orthotic shoes. The operative report is dictated. The surgical 
procedure, intraoperative findings and postoperative instructions are discussed with the patient and family and the patient 
is discharged after the surgeon communicates with the recovery room nurse. The initial office visit includes wound 
inspection, obtaining and reviewing radiographs, and a dressing change. Subsequent post-discharge office visits through 
the 90-day global period are necessary for removal of sutures and dressing changes; initiation, review, and adjustments 
to physiotherapy orders; and supervision of the recovery of range of motion. 

SURVEY DATA: 

Specialty(s): 

Survey n: 

Response: 

Rate%: 

American Academy of Orthopaedic Surgeons; American Orthopaedic Foot and Ankle Society; 
American Podiatric Medical Association 

167 PRE INTRA POST-H POST-0 POST Details = same day + ICU + other hosp + dischg +office 

75 Same Dischg 
HOSP OFF day ICU Hosp. - Other day Office 

45% Svy total total total total total # total .. total total # total " RVW LOS min min min min min visits min Visits min min visits min 

low 4.90 15 

25th% 6.00 45 

MED 7.29 0 30 45 30 60 30 0 0 0 0 nfa 4 60 

75th% 7.65 60 
high 9.15 90 

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

Hosp Off ME& TS& 
Exper-
ience 

1998 Svy Pre Intra Post Post J• PE* PS* ~ 
CPT Code Resp n RVW LOS (mm) (min) (min) (min) mean mean mean med 

2828X 
75 7.29 0 30 45 30 60 2.77 2.81 2.74 10 :coMBINED 

2828X 
46 7.00 0 40 45 20 60 2.80 2.78 2.35 9 

orthopaedic 

2828X 
29 7.40 0 30 60 30 60 2.71 2.84 3.33 10 

podiatry 

28122 48 7.29 0 30 45 30 60 2.75 2.82 2.76 10 

28290 49 5.66 0 30 45 30 60 2.32 2.54 2.46 5 
*ME & J: mental effort and judgment. TS & PE: technical skill and physical effort. PS: psychological stress. 

KEY REFERENCE SERVICE(S): 

1998 RVW 
7.29 

5.66 

Global 
090 

090 

QI 
28122 

28290 

Descriptor 
Partial excision ( craterization, saucerization, or diaphysectomy) of bone ( eg, for 
osteomyelitis or tarsal bossing), tarsal or metatarsal bone, except talus or calcaneus 

\ 

Hallux valgus (bunion) correction, with or without sesamoidectomy; simple 
exostectomy (Silver type procedure) 



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

• CPT 28290 requires excision of bone from only one side (the medial side) of the joint, whereas with the cheilectomy 
procedure, bone is excised from four sides ofthe metatarsal and four sides of the proximal phalanx. In addition, new 
code 2828X may also require repair of the sesamoids and removal of free floating bone. Overall, new code 2828X 
requires more exposure and a variety of instruments. 

• CPT 28122, as used to describe diaphysectomy, and CPT 28290, as used to describe an exostectomy, do not involve 
capsular reconstruction and tendon balance, which are both part of the cheilectomy procedure. Additionally, neither 
reference code speaks to the difficult exposure required to preserve the neurovascular bundle. 

• Although new code 2828X Hallux rigidus correction with cheilectomy, has previously been reported with CPT 
28122, or possibly CPT 28290, the intraoperative work of a cheilectomy exceeds the amount and intensity ofwork 
required for reference CPT codes 28122 or 28290. In terms of total work and intensity, new code 2828X is most similar 
to reference code CPT 28122. Therefore, a work rvu of7.29 is recommended for new code 2828X. This value is both 
the survey median and the current work rvu for CPT 28122. 

ADDffiONAL RATIONALE: 

A recommendation of7.29 work rvu's results in a reasonable IWPUT, as calculated and presented below: 

Pre- and post-operative work equals 4.34 rvu's, as follows: 
Pre-op scrub, dress, wait (15min*0.8*0.9888*0.0103) = 0.12 rvu 
Pre-op evaluation and positioning (15min*2.2*0.9888*0.0103) = 0.34 rvu 
Discharge management 99238 (1 *1.28) = 1.28 rvu 
Post-discharge office visits @99213 (4*0.65) = 2.60 rvu (Note, per recent HCFA global work rvu adjustments, 

office visits are not at 100% of full work rvu value) 

Intra-operative Intensity (IWPUT): 
A recommendation of7.29 (survey median) results in an IWPUT of0.049 rvu/rnin (2.95 rvulhr) 

FREQUENCY :INFORMATION 

How was this service previously reported? CPT 28122, CPT 28290 

How often do physicians in your specialty perform this service? Commonlv ,..;S-A-em:ffi'eefttttff'm~e~s _ _,Rf+,Utrftf'ee+¥1)' 

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

***NOTICE OF CORRECTED ESTIMATE*** 
1996 Medicare claims data indicate a frequency of9,300 for CPT codes 28122 and 28290. Based on personal office 
case mix of Medicare adults, non-Medicare adults, and children, the committee believes that the Medicare frequency 
is one-third of the national total for all ages (or 27,900). Of this total for all ages, approximately one-fourth or 7,000 
cases represent cheilectomies performed. 

\ 

The consensus committee believes that the original estimate provided in the CPT proposal is high and would like to 
provide a corrected estimate of7,000 cases annually, for all age groups. 

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Bronchoscopic Procedures 

A series of new codes were established to describe the variations of diagnostic bronchoscopy and to account for the variations in 
the time and resources used in providing these services. , 

The RUC evaluated the specialty society's request to split out the brushings and bronchial alveolar lavage from the base code into 
the following codes: 31622 Bronchoscopy; diagnostic, (flexible or rigid), with or without cell washings, 31623 Bronchoscopy; 
with brushing or protected brushings, and 31624 Bronchoscopy; with bronchial alveolar lavage. The RUC carefully reviewed the 
specialty's recommended values and corresponding documentation and determined that the specialty society should resurvey and 
bring it back for the RUC's review at the September RUC meeting. The RUC had specific concerns regarding the low survey 
response rate and the inaccurate projections of frequency information presented on the specialty s6ciety's Summary of 
Recommendation forms. 

CPT code 32001 Total lung lavage (unilateral) was established as the currently used bronchoscopy code 32999 Unlisted 
procedure, lungs and pleura and does not adequately or correctly describe this procedure. Some carriers pay for this procedure 
with 32999 with a -22 modifier while other carriers do not. There seems to be significant confusion in correctly documenting 
this procedure. The work involved in 32001 is very similar to reference procedure 32095 Thoracotomy, limited, for biopsy of 
lung or pleura (work RVW=8.36) (90 minutes intra-service time compared to 75 minutes). The RUC recommends a work 
RVW of 6.00 which is the survey median. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

.&.31622 BB1 Bronchoscopy; diagnostic, (flexible or rigid), with or without cell 000 No recommendation at 
washing Q~ ln=~saiag this time 

•31623 BB2 with brushing or protected brushings 000 No recommendation at 
this time 

•31624 BB3 with bronchial alveolar lavage 000 No recommendation at 
this time 

•32001 BB4 Total lung lavage (unilateral) 010 6.00 

(For bronchoscopic bronchial alveolar lavage, use 31624) 

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: 3200X Tracking Nwnber BB4 Global Period: _QJ.Q_ Recommended RVW: 6.00 

CPT Descriptor: Total lung lavage 
CFor bronchoscopic bronchial alveolar lavage, use 3162X2 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 65-year old man with alveolar proteinosis is taken to the operating suite where general anesthesia is induced. Appropriate 

monitoring and emergency resuscitative equipment are readily available. A double-lwnen catheter is introduced and the 
patient is then placed in the lateral decubitus position so that the lung can be lavaged in the dependent position. Mechanical 
ventilation is instituted using a high inspired oxygen concentration (i.e., in excess of 95 percent). The dependent treatment 
lung is isolated from the oxygen supply. Complete degassing of the treatment lung to prevent the formation of air pockets is 
accomplished by instilling into the lung each minute a volwne of saline equal to the oxygen conswnption of that lung. When 
the lung is filled with saline to its functional residual capacity, 500 m1 of saline are alternately allowed to flow into the lung 
and then drain by gravity. The total volwne of saline instilled during a single lung lavage ranges from 15 to 25 liters. Dunng 
lavage, alveolar-capillary gas exchange is made worse. Thus, in patients With far-advanced disease, the arterial P02 
sometimes falls to critical levels. When arterial hypoxemia is intolerable, support of oxygen exchange may be accomplished 
using extracorporeal oxygenation during the lavage. Usually only one lung is lavaged during one session, and the second lung 
is lavaged 3-7 days after the first. 

Description of Pre-Service Work: The patient is examined prior to being taken to the operating suite to determine his suitability 
for the procedure. 

Descnption of Intra-Service Work: General anesthesia is induced. Appropriate monitoring and emergency resuscitative 
equipment are readily available. A double-lwnen catheter is introduced and the patient IS then placed in the lateral decubitus 
position so that the lung can be lavaged in the dependent position. Mechanical ventilation is instituted using a high inspired 
oxygen concentration (i.e., in excess of 95 percent). The dependent treatment lung is isolated from the oxygen supply. 
Complete degassing of the treatment lung to prevent the formation of air pockets is accomplished by instilling into the lung 
each minute a volume of saline equal to the oxygen conswnption of that lung. When the lung is filled with saline to Its 
functional residual capacity, 500 ml of saline are alternately allowed to flow into the lung and then drain by gravity. The total 
volume of saline instilled during a single lung lavage ranges from 15 to 25 liters. During lavage, alveolar-capillary gas 
exchange is made worse. Thus, in patients with far-advanced disease, the arterial P02 sometimes falls to critical levels. When 
arterial hypoxemia is intolerable, support of oxygen exchange may be accomplished using extracorporeal oxygenation during 
~~ . 

Description of Post-Service Work: The patient is taken to the intensive care unit and examined twice during his recovery penod. 
He will stay in the hospital overnight or a day longer, during which time he will be seen two more times to ascertain that he is 
recovering normally and that there are no postoperative complications such as bleeding or hypoxia. 

;;; 

SURVEY DATA: 

Specialty: Society ofThoracic Surgeons/ American College of Chest Phvsicians!American Thoracic Society 

Sample Size: 240 Response Rate:(%): 14% (33/240) Initial Median RVW: 5.75 Final Median RVW: 6.00 

Type of Sample (Circle One): random. panel, convenience. Explanation of sample size: STS response rate (50%): ACCP 
response rate (20%). A TS response rate (5%). STS and ACCP used a panel, ATS survey 'was random. 

25th Percentile RVW: 4.50 75th Percentile RVW: 10.00 Low: 3.70 High: 15.00 

Median Pre-Service Time: 40 rni:d Median Intra-Service Time: ---'=-=="----- 90 min 

25th Percentile Intra-Svc Time: 60 min 75th Percentile Intra-Svc Time: 120 min Low: 30 min High: 180 min 

Median Post-Service Time: 

Day of Procedure: 
ICU: 
Other Hospital: 
Office: 

Total Time 

110 min 
40 min 
30 min 
20 min 

Nwnber of Visits 

3 
2 
2 



CPT Code: 3200X 

KEY REFERENCE SERVICE (S): 

CPT Code CPT Descriptor 

1) 32095 Thoracotomy, limited with biopsy 8.36 

2) 32020 Tube thoracostomy 3.98 

3) 31625 Bronchoscopy; with biopsy 3.37 

4) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you are 
rating to the key reference services listed above. Make certain that you are including the data from the service that you are 
rating as well as the key reference services. 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

3200X 32095 32020 
Time Estimates 

._I M_e_d_ian_Pr_e-_T_im_e ___________ __,JJ 40 min 1145 min JJ40 min 

._I M_e_d_ian_In_tra_-_Tim_e __________ _..JJ 90 min JJ75 min JJ30 min 

~.....J M_e_d_ian_P_os_t-_Tim_e ___________ __JJJ 30 min JJ17.50 min JJ2o min 

Mental Effort and Judgement 

~e number of possible diagnosis and/or the number of ~...1 _3 __ ---'J .... J _4 ___ __,1 ~...J __ 3 __ -J 

management options that must be considered 

The amount and/or complexity of medical records, .___4 __ _.11 3.50 II.___3 _ __J 
diagnostic tests, and/or other information that must be 
reviewed and analyzed 

~...1 U_r.:::..ge_n....::cy:_o_f_m_e_di_ca_l_de_c_is_io_n_m_akin_ . ...::g::..._ _____ _..ll ._ __ 3_---'11._ __ 3 __ __,1 Ll _......:3 _ _.~ 

Technical Skill/Physical Effort 

ILT_ec_hn_i_ca_l s_ki_·u_re_q!.,_uir_e_d _________ ___.ll ._ _....,..3_---'11 '--__ 3 _ ___.1 Ll __ 3 _ __. 

I L P-'hy::.._s_ic_al_e_ffo_rt_r_eq.!...u_ir_ed __________ .....~l ..... I __ 3 _ _..I '-I __ 3 _ ___.1 Ll __ 3 _ __. 

Psvchological Stress 

The risk of significant complic.ations, morbidity and/or 
mortality 

~-4-~1'~ ___ 3 __ __,1~1 ~2-__J 

J Outcome depends on the skill and judgement of physician II 3.5o I ~' ___ 3 __ __,1 ~I _3 _ __, 

L....E:.;:s..:.:tim:..._at_e_d_ri_sk_of_m_al._.!..pr_a_ct_ic_e_s_ul_·t_Wl_.th--!,.p_oo_r_o_u_tc_o_m_e __ __, ._ __ 3 _ __.1 ._1 ___ 3 _ __.1 ~...1 __ 3 _ __. 



INTENSITY/COMPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

3200X 32095 32020 

Time Segments 

I Pre-Service intensity/complexity II 3 II 3 II 2 

I Intra-Service intensity/complexity II 4 II 3 II 2 

I Post-Service mtensity/complexity II 3 II 2.50 II 3 

ADDITIONAL RATIONALE 

Descnbe the process by which your specialty society reached your fmal recommendatiOn. 

Physician representatives and staff members from the surveying organizations represented discussed the relativity of the codes 
and recommendations and elected to go with the median recommended RVWs in each case. We felt these were tight surveys with 
solid data. 

FREQUENCY INFORMATION 

How was this service previously reported? ---'3~2""9~9~9 _______ _ 

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? _1_0_0 __ 

Do many physicians perfoqn this service across the United States? .x... Yes _No 

December 1997 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Bronchoscopy for Brachytherapy 

A new code, 31643, was established to describe the services for Bronchoscopy; with placement of catheter(s) for intracavitary 
radioelement application. The code was developed as a result of ongoing issues related to the reporting of bronchoscopies for 
the pia'cement of clinical brachtherapy catheters. Currently, the CPT code series of 31622-31656 is used to describe diagnostic 
and therapeutic bronchoscopic procedures. Prior to the creation of 31643, no code existed to accurately describe the 
brocnchoscopic placement of clinical brachytherapy catheters. 

Under 31643, a general bronchoscopy is performed, and under the fluoroscopic guidance, precise placement of a catheter 
(catheter site determination in conjunction with radiation oncologist) is performed and secured so that coughing will not tend to 
displace it. After placement of the catheter, fairly intense follow-up is required to be certain that the catheter is still in place 
during the delivery of radiation. 

In determining a work RVU, the RUC reviewed code work values for similar services, such as those listed under 31625 
Bronchoscopy; with biopsy (work RVU=3.37). In comparing the intra-service time for 31625 versus that required for 31643, 
the RUC concluded that 31643 required more time. Also taken into consideration was the respondent's survey median: 3.60. 
In view of these discrepancies, the RUC recommends a work RVU of 3.50 for code 31643. This value represents a midpoint 
between the work RVU for 31625 (3.37) and the survey median (3.60). 

CPT five- digit codes, two-digit modifiers and descriptions only are copyright by American Medical Associatzon. 
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

•31643 Pl Bronchoscopy; with placement of catheter(s) for 
intracavitary radioelement application 

000 3.50 

(For intracavitary radioelement aQQlication, see 77761-
77763, 77781-77784 

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

-2-



) 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 3164X Tracking Number:_ Global Period: 000 Recommended RVW: 3.60 

CPT Descriptor: Bronchoscopy; with placement of catheter(s) for intracavitary radioelement application 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
Typical Patient/Service: A 48-year-old woman with a bronchogenic malignancy undergoes brachytherapy, primarily to 
treat an obstructing endobronchial tumor causing shortness of breath and postobstructive pneumonia. Preoperatively, she is 
medicated with 10 mg Versed and 2 mg Stadol. The patient is bronchoscoped in the supine position under fluoroscopic 
guidance. The bronchoscope is introduced through the right naris, and passed by the vocal cords, into the trachea, and into 
the right mainstem bronchus. A malignancy nearly totally occludes the right mainstem bronchus, but the bronchoscope is 
manipulated carefully distally beyond the occlusion to the basilar segments of the right lower lobe, which are patent distally. 
Under fluoroscopic guidance a catheter is placed through the bronchoscopy for brachytherapy. The 'scope is then carefully 
withdrawn over the catheter and the catheter is secured in place at the nose The patient is then sent for brachytherapy in the 
Radiation Therapy umt and will undergo same day discharge if there are no complications. 

Description of Pre-Service Work: The patient is examined prior to the induction of anesthesia to verify that she is able to undergo 
the procedure. 

Descnption of Intra-Service Work The patient is bronchoscoped in the sup me position under fluoroscopic gmdance. The 
bronchoscope is introduced through the naris, and passed by the vocal cords, into the trachea, and into the bronchus. The 
bronchoscope is manipulated carefully beyond the occlusion. Under fluoroscopic guidance a catheter is placed through the 
bronchoscope for brachytherapy. The 'scope is then carefully withdrawn over the catheter and the catheter is secured in 
place at the nose. 

Description of Post-Service Work: The patient is examined in the hospital after radiation therapy but prior to discharge to 
ascertain that there are no complications from the insertion of the bronchoscope, such as bleeding. 

SURVEY DATA: 

Specialty: Society of Thoracic Surgeons/ American College of Chest Physicians/ American Thoracic Society 

Sample Size: 240 Response Rate:(%): 42/240 (18%) Initial Median RVW: _l§Q_Final Median RVW: J..,QQ_ 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: STS response rate (60%); ACCP 
response rate (25%), A TS response rate (5%). STS and ACCP used a panel, ATS survey was random. 

25th Percentile RVW: _lQ§_ 75th Percentile RVW: 4 10 Low: 2.00 High: 5.50 

Median Pre-Service Time: 30 min Median Intra-Service Time: 35 min 

25th Percentile Intra-Svc Time: 30min 75th Percentile Intra-Svc Time: 45 min Low: !Omin High: 50 min 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 30 2 

ICU: 0 0 

Other Hospital: 30 2 

Office ____ !JLL_ n/a 



KEY REFERENCE SERVICE (S): 

1) 

2) 

3) 

4) 

CPT Code 

31625 

31622 

CPT Descriptor 

Bronchoscopy; with biopsy 

Bronchoscopy; diagnostic, (flexible or rigid) 
w/wo cell washing or brushing 

CPT Code: 3164X 

3 37 

2.80 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you are 
rating to the key reference services listed above. Make certain that you are including the data from the service that you are 
rating as well as the key reference services. 

INTENSITY /COMPLEXITY MEASURES CPT Code 

3164X 
Time Estimates 

Reference 
Service 1 
31625 

Reference 
Service 2 

31622 

~....1 M_e_d_ian_Pr_e_-T_irn_e ___________ __JII 30 min II 30 min II 25 min 

~IM_e_d_ian_m_tr_a-_T_irn_e ___________ ~ll 35 min II 30 mm II 20 min 

LIM_e_d_ian_P_os_~_T_irn_e _______________ ~ll 3o min II 20 min II 20 min 

Mental Effort and Judgement 

The number of possible diagnosis and/or the number of L--__ 3 __ -'1 ..... 1 __ 3 __ __.1 ._I __ 2 _ __, 
management options that must be considered 

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

.____3 _ __,11.___3 _ __,I .__I __ 2 ____, 

~....1 U:.....r.:::.ge_n_,cy~o_f_m_e_d_ic_al_d_ec_is_io_n_m_ak_in..:::g~--------'1 ._I __ 2 _ ___.11._ ____ 2 __ __.1 ._I __ 2 _ __. 

Technical Skill/Physical Effort 

._I T_ec_hn_I_·ca_l_sk_il_l r_eq_,_u_rr_ed __________ -'1 .__I __ 3 _ _.II._ __ 3 _ _.I ._I __ 2 _ __. 

Ll P-'hy~s_ica_l_effi_o_rt_re--'q'--uir_e_d _________ ----'1 ~....1 __ 2 _ __.1 .__I __ 2 _ _.I ._I __ 2 _ __, 

Psychological Stress 

The risk of significant complications, morbidity and/or 
mortality 

...___3 _ _.II.__ __ 2 _ __.1 .__I _2 _ __. 

I Outcome depends on the skill and JUdgement of physician I ~..I __ 3 __ -'1 ._I ___ 3 _ _.....~1 ._I __ 2 _ __. 

L..:E:.:s:..:.ti:.:m.::..:.a:..:.te:....:d...:r...:is_k_o_f_m_a...!lp_r_ac_t_ic_e_su_i_t _w_ith_.!..p_oo_r_o_u_tc_o_m_e __ --l ._ __ 2 __ 1 ._I ___ 2 ___ 1 ..... 1 ___ ___. 



f 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference Reference 
Service I Service 2 

3164X 31625 31622 

Time Segments 

I Pre-Service intensity/complexity II 2 II 2 II 

I Intra-Service intenstty/complextty II 3 II 2 II 2 

I Post-Service intensity/complexity II 2 II 2 II 

ADDITIONAL RATIONALE 

Descnbe the process by which your specialty society reached your fmal recommendation. 

Physician representatives and staff members from the surveymg organizations represented discussed the relativity of the codes 
and recommendations and elected to go with the median recommended RVWs in each case. We felt these were tight surveys wtth 
solid data. 

FREQUENCY INFORMATION 

How was this service previously reported? 31641· 31622-22 · 31899 

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? 350 

Do many phystcians perform this service across the United States? _x_ Yes _No 

December 1997 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Ventricular Assist Devices (V AD) 

",·. 

CPT codes 33975, Implantation of ventricular assist device; single ventricular support and 33976, Implantation of ventricular 
assist device; biventricular support have undergone significant changes in the amount of physician work required since they 
were last surveyed in 1993. The technology of VAD implantation has changed both the level of work intensity during 
intrase1;.vice implantation and increased the post operative time since patients are being managed for months and even years 
with-the device in place. 

The RUC recommends that the global period on 99375 and 99376 be changed from 90 days to 10 days, thus allowing 
physicians to report E/M services between the 111

h and the 901
h postoperative days separately. The amount of post procedure 

work has increased exponentially since these codes were last surveyed in 1993. In 1993, the RUC survey showed that CPT 
code 99232 was performed 29 times for inpatient E/M services without any outpatient post-op E/M services with a total of 
25.81 RVWs for post op E/M services [99232 X 29@ .89=25.81]. Information from a recent survey of four centers who 
frequently performed VAD indicates that on average, 2 visits are performed per day during the hospital stay and one outpatient 
E/M service is performed each week after discharge from the hospital. If the global period were retained at 90 days, the E/M 
component of this service would need to reflect nearly 45.00 work RVUs. The RUC recommends an interim solution of 
changing the global period to 010 days and has requested the specialty society to conduct a survey for the next RUC meeting. 

The work RVUs of 21.60 (CPT 33975) and 29.10 (99376) will be considered interim until adequate survey data developed and 
the specialty society presents these codes at the September 1998 RUC meeting. 

CPT five-digit codes, two-dtglt modifiers, and descnptwns only are copyright by the American Medtcal Assocwtwn. 
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CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

33975 Implantation of ventricular assist device; single ventricle support 010 21.60 

(Interim) 

33976 biventricular support 010 29.10 

(lntenm) 

CPT jive-d1git codes, two-d1gll modifiers, and descnptwns only are copyright by the Amen can Medical Assocwtwn 
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April 1 S, 1998 

James G. lloehn, M.D. 
Chairman, AMA RUC 
515 N. State St. 
Chicago, IL 6061 0 

Dear Dr. Hoehn: 

The Society of Thoracic Surgeons/ American Association for Thoracic 
Surgeons is requesting that the RUC reconsider the work values for CPT 33975 
and 33976, Implantation of ventricular assist devices, single and biventricular 
implantation, respectively. Enclosed are data we have recently gathered 
regarding postoperative services for ventricular as~ist device (VA D) 
implantations. These procedures (CPT 33975, 33976) were originally surveyed 
in 1993. At that time the postoperative times were estimated to be 
approximately 720 minutes for 33975 and 780 minutes for 33976. The RUC
approved work values for that year were 20.00 and 27.25, respectively. As you 
can see from the attached table this would make the postoperative services f(Jr 
33975 greater than the total RVWs for the entire procedure! 

Right now physicians implanting th'-=se devices are spending more time 
that involves greater work intensity jn the operating room doing the intrascrvice 
implantation. They are also doing a tremendou~ amount ofposwperative work 
and not being compensated for it. (Please sec attached correspondence). The 
technology ofVAD implantation has changed and patients arc being kept alive 
much longer with these newer devices in place. Some of them can be discharged 
from the hospital. Whereas be1brc, most patients were on VADs for a limited 
number of days or weeks in the hospital, waiting for a heart transplant, now many 
of them arc being managed for months and even years with the device in place. 

HCF A has directed us to discuss changing the work values on these 
codes with the RUC to more accurately represent what is being done today. We 
sec three possible alternatives to getting our surgeons fairly compensated 1br tJ1is 
procedure: 

1. The RLJC C()u)d raise the work value on J3975 and 33976 from 50% 
to 100% to reflect the aclual scale of work being performed. 

2. The RUC could change the global period on 33975 and 33976 from 
90 days to 1 0 days, thus allowing physicians to repmt ElM services between the 
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11th and the 90th postoperative days separately. 
3. The RUC could leave the work values as they are and the global 

period as it is. but permit separate billing for E/M services much a.s the transplant 
surgeons do for postclperative immunosuppression therapy management. 

I believe the attached information supports this request, and we louk 
forward to discussing it with the RlJC on May 1, 1998. 

Sincerely. 

Sidney Lcvitsk , .D. 
STS/AATS RUC Advisor, Chainuan STS/AATS Committee on Nomenclatu1·e 
and Coding 

cc: John F.. Mayer, Jr., M.D. 
Mchmet 07., M.D. 
Don Tumey 
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APR-14··9B TUE 01 ; 29 PM 
UPMC CT SURGERY 

lJPMC l{EALTH SYSTEM _____ ------·-·---·--·--· .-

Divisio-;;~f Crwdiotboracic Surgr:ry 

SocietY of Thoracic Surgeons 
Attn: Jean Fitzgerald 

Aprill3, 1998 

Fax No. 31.3--665-0296 

.-~---· 

Dear Nis. Fitzgerald: . 
· 1 .;.,....planted ventncular 1996 t.o tlte prc:::.ent., we laVe..... . . ~ . 

In the past two years~ from January 1-...-. of n~t;cnts who an:. awaJ.tmg cardiltc 
• · a. :targe numvv.. ~ . 

assist devices iv various configu:rau~~s 11: , D . 1 that tinle. approxiin.aiely 40 patlcnts were 
tii.Ulsphlnt on our heart trausplant waltirtg h~t. :e!ung up to periods as long as 4. to 6.m.ont.hs 
su'f"Ynnrted over a period of two weeks l)I ~ter, had 16 patients who had rcc..elved the 

YJ..'- • • • d 1 eart In tb1s r.ategory, we . · ed th 
P~or to receJ.vmg thelT onor l . . 1a . t dev•·ce 10 panents who re<:eJ.V e 

~,,~. . . l . bl left ventncu · r ~51S .. ' • • u1ar 
Novac:or seml·llllplantab e pOlta _e 

4 
. ti t who received the Thoratec b1-ventnc 

Tho:cate(': left ventricular nssist device1 and all lpa e~t~ ts to . ..__discharged from the hospital to 
N '(lou know ows pa .len ~ 

assi~t device. The ovaco:, ~" ,' f vel time to the tmnsplant center. Tirls is a. left 
l1ome as long as they are. w1thin three houts 0 t~ . . . 
ventricular a.~sist device only. TiliS is in CO\~nter distmction tO the Tho:ratec system, Whtch Ca1l be 
used as an LVAD alon.o Ol' as an LV AD and RV AD in combination. These patients ha.ve a· large 
400 found console which l·cquires traditionally in-patient hospitalization. We have taken steps , 
over the past year to be progrcssiw with p01tient discharge allowing them .to live off site from the 
hospital in a half-way hom~, which requires ~ 24 hou~· bjomed.ic.al. engineer to live in the same 
vJdnily ~~~ the pati~ut to ald wiL.h their care. These two systems, therefore, impose different 
restrictions with respect to physi.ci.a.n supervision, outpatient and inpatient visits and the type of 
care given in·Lh.e early w late post-operative phases. 

There are some common physician responsibilities across all devices. In particular in the 
£.irst three dftys postoperatively the patients are relatively unstable and hav~ varying deerees of 
right ve.ntrk;uiar dysfunction along with varying amounts of post.ope.rative bleeding and often aro 
recovering from mild ~nd organ dysfunction whir.h pre-existed I he implant. For that reason, daily 
vis!ts often include interpretatioo of echocardiograms .. chest x-rays, and physiologic parameters 
which, can be read from the pump c:onsoles. The physician is also responsible for supervising the 
conduct and control over the biomedical e1\cineers who are at t11c bedside constantly for the fir~t 
24 hours and then make,hourly visits for llJ(.'! first three days, which are then tapered to i.hree 
times a day fairly quickly .. Biomedical eiigin.ocrs report directly to the staff physic.iau who makE'-'S 
interpretations of the fluctuation~ in the physiolog.lc parameters as well as the '~ngineeri.ug 

parameters from the pump. 
' I 

UPMC-Pr..sby1crl.lw • Pi vision of ~rdiothol'A~ic Surgery 
200 Lothrop Street· Sullt' C700, Pittsburgh, PA 15213 

I'houe: (412) 648-810?' • Fu: (412) 648..] OZ9 
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Over tb.v period of the next week to two weelcs, too physician continues to see the patients 
on a daily basis, giving not Onl)' routioc postopemtive care, but also again, having a high index 
of suspicion for the d.ift1cult complicatious wlrich are seen in this phaBe. In general, most patients 
a.re Dobutam:ine dependent for a:. least the fli'St week as their right vent.riclca recover if they are 
on univentricular support. The daily assessments are made on weanability of Dobutam.in.e, 
cchooor.diogmms are ordered whenever physiologic yarawete.rs indicate that RV ctysfu.a.cti.l.)n, 
uicusp.id .insufficiency or cardiac talllponade may be suspect. Anti~oagulation is usually started 
within the first 24 to 48 hours and again daily ant..iwagulation with initially heparin and then 
conmadin/aspilin are phy~ician dictated. 

Over llle first two weeks the cngin~'S aad nurses see the patients 2 to 3 times per day and 
again report to tb.e staff physician. Daily dressing changes need to be checked around orlveline 
sites for these devices since these percutaueous conduits to the heart as well as the e.le.ctrica.l 
conduits to the Novacor pump nee.d fastidious care. TI1c incidence of infection has been as high 
as 20·25% even with careful driveline care. A .la.rg~ c<>mponent of the evaluation proces~ then 
in the first two weeks focuses on the rehabilitation of end organ dysfunction, institution of 
anticoagulation, and detection of oomplications of arrhythmia, tamJ)onade, and right heart failure. 
After a patient has :reached the four week mark, patient train;ing and teaching takes a large 
~m_IX)nent of the responsibility of the physician. This training is suptm'lsed by the physiCian and 
canied out by biomedical engineers Rnd Artifl.cjaJ Heart Program .o.ursing stAff. A protocol has 
to be met. whereby if a patient is to be discharged, the family members IU'e t.ntined in CPR, 
understand the components of tlle device, and arc prepared to make changes in the batteries as 
well as trouble shoot alarms. Once this trnilling program ls COlllp1eted, then the patient may be 
discharged from hospital. 'I11.oratec patients arc sent to Family House, which :is our half-way 
home fo.r patients recoverlng ot they sometimes remain until transplantation. Novru."..r patients, 
if-suitable, may be discharged home. Following this discharge, the nurse coordinator-is in touch 
with the rd!D.iJ.y at all times about concems and relays these questions to the staff physicilin, who 
then makes therapeutic decisions as necessary. Patients aro visited at home by the staff nun;e, wl.J.1.1 
then repons to the physician. Weekly visits are carried out for tho first 2 months post V AD 
implant. Patients return to the hospital on a weekly basis initially and then every two weeks as 
recovery progresses. If a patient should be out beyond the three month period and stable then 
they come to the outpatient facility om~e a month for a physician visit. ' 

. Patients who cannot be. discharged either due to family reasons or because of complications 
~hich,are most commonly either ~Iated to a.rrthymias, end organ dysfunction or infection, remain 
m hospital and then are scon on a more frequent basis. Round!i .iU'C; made daily and ut:atment is 
guided by ~ specifLC complication. 

r The Novacor left ventricular assist system has an electronic console which is attached t.o 
a portable computer through its controller which allows us to use it for diagnostic pnrpo~es. This 

UPMC-.PresbyterioUl • DiYisiuD of Cnrdiothoracie Surgery 
200 lothrop Stroct ·Suite C7()(), Pittsbutp,h, PA 152.13 

Phone: (412) 648-8107 • Fu: (412) 64-i-1029 
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is checked on a daily basjg while patients are in hospital. 11u~ Thoratec, on the otheT l1and
1 

has 
a less sophisticar.ed console1 but infonnation is still obtained by the engineer from alarm systems 
which again allow diagnostic procedures to be ordered as ne.cessary .. 

ln ~eneral, although a certain component of the post operative care of a ventricular assist 
device patient is routine post-cardiac care, it becomc~_g signi.flcantly more c.omplex due 1n the 
potem::ial for cardiac tamponade in these end stage heart failure patients due to dysfunction of the 
coagulation system. Coupled to thls is tho fact thut. in most cases patients who a,n; ou left 
vcutriculur assist devices still have a component of RV dysfunction. Subtle changes in their 
physiology may dictate more stringc-.nt supervision. Simllarly, the atteution whkh needs TO be 
placed on W01Jnd care and driveline care is much greater in the nonnal patient population. 

AnOther complie<~tion ill ventricular "ssist device patients is that of ventricular and atrial 
arrthymias. In general, ventriculartachy arrhyllunias) w.h.i.c.b relate to surgical trauma, ischem:i.a, 
or metabolic changes, are ~1 in roughly a thlrd to 40% of the patients. This requires 1u:rhythm:ia 
manag~ment which includes use of antiru:rhyrluni.c agents and potentiaJly defibrillatlon and the use 
of implantible defibrillators. Again, i.n roost c.ases, medical management is satisfactory, but these 
therapies aro usually dictated by the implant surgical team followjnp; the patient. The :importance 
of clingnosi.ng rhythm disturbances appropriately relates to tlle effect they have on right ventricular 
function in a patient only on atl LVAD. 'The incidence. of c~diac tamponade appears to be 
approximately 29% in the Novacorpopulation; 18% jn tlw Thornt.ec LVAD population; and 40% 
in the TI1oratec BiV AD population. Thmponade is often a ve:ry subtle fi11ding in a left ventricular 
a.~sist device and does not always correla.1c with the presence or absence of a fluid collection on 
the e~hocardiogram. The index of clinical suspicion with certain typical physiologic findings 
requires careful assessment of the patient findings to detect this properly. 

Thel'e are two other late complications which require careful scrutiny. One is the treatmeut 
of byperteru;ion which appears to be more nf a pToblen-L on ventricular auist device patients: than 
was previously :recogn~. We have found for example in our own population that approxitnatcly 
7 4% of Novacor pa.tients and SO% o.f Tho.ratec patiems have systemic hypertension which I"eqnirc~ 
therapy, when i.C was only present in 15-20% preoperatively. It appears that once diagnosed 
systemic hypertension is present in anywhero from 70-80% of the time once the patients are on 
the ventricular assist device. I.u the frrst two weeks single agents, either Hydralozine or 
Ca)?toprol are adequate fot management, but app.roximately 15% of patients t'eqtlire ~ore than two 
agents.: Chronically, about a. th.ird of the patients are tJeatable wit.h a_ single agent; but, nnoth~r 
third require 2 or more. Systemic hypertension, then, has to be 1uonitored and treated on an 
ongoing basis in the V AD patient. Tlrls again is done by the •urgiell team following the patien\. 

Finally, we have al~o fow1d that infections, although of a certain nature occur. early after 
device implantation, patients who get ve.o.tricular assist devices are at risk fo~ both ~ve~ne and 
blood stream .infections even 3 to 4 mouths post·imp1antation. Carefnl scruttny of driveline and 
wouud.sites is required and tlle nurses care of dressings around these regions have to be monito~ 

UPMC-Prco;byterl..n.n - Divi.,ivn of Canliothorau:ic Surgery 
200 Lothrop StTeet- SuiU C700, Pittsburgh, PA 15213 

Pbolw: (411) 648.8107 • trax: (.U2) 648-1029 
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carefully. Although the incid(jnce of infection in dri.vt;]ines is "pproximatcly ?.7% , wbich 1$ 
around the average for published dam~ these can become quite insidious if not carefully treated. 
Siuularly, blood stream infection is seen in about 15% of patients in our institution, but it has been 
reported as high as 50% in some other ceute.rs. 

I hope this short summary givr.s you an idea of the potential complications and problems 
that rr:-.quir.e careful monitoring and care by the physician watching a V AD patient. In general. 
the amounts of prosthetic material which are implanted in these patients requires heightened 
sensitivity to diagnostic dilemma such (Ll; tamponade. and infection and requite a high level of 
scrutiny to prevent serious consequences of their us~. 

Please do not hesitate to call ifl can be of more specific guidance. I will be at the ISHLT 
meeting, but I will b~ checking in to the offic(; wjth respect to pages and messages that need to 
be dealt with. My secretary, Lois, will be able to reach 1ne ~hould that be required and I can talk 
to you further. Thanks again and 1 hopC'. this is of help to you. 

RLK/lnun 

Sincerely yours, 

~ 
RobertL. Kormos, M.D. 
Associate Professor of Surgery 

and 
Director, Artificial Heart Prognun 

UPMC-l'reshyte.rlan - Divisioo of C~diuthoraci~ Suraery 
200 Lotbrov Street- Slilie C700, Pl~hurgll, P.A l~Z13 

Pho.ue: (41l) 648-$107 • Fax: (41Z) 648-1029 
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08 Apr 199816:44:23.-0400 
Received: from grlp1.ochsner.org (ochsner.ochsner.org [147.206.5 1]) 

by relay36.mx.aol.com (8.8.5/8.8.5/AOL-4.0.0} 
with SMTP. id Ql\A2788076 for <jeaitzge@aol.com>; 
Wed, 8 Apr 1998 16:42:59-0400 (EDl) . 

Received: from mss.o~hsner.org by grip1.ochsner.org (AIX4.1/Uca·s.64/4.03) 
id AA38182; Wed, 8 Apr 1998 15:1.1:24 ~500 

Received: from MC4HUB-Messago_Se!Wr' by ochsner.org 
with Noveii_GroupWise; Wed, 08 Apr 1998 15:41:01 -0500 

Aessage-ld: <s52b9a8d.094@ochsner.org> 
XMaller: Nowll GroupWiso 4.1 
Date: Wed, 08 Apr 1998 15:40:32 ~500 
From: KARLA SCHWEHM <kschwehm@ochsner.org> 
To: jeafitzge@aol.co~ 
Subject: response to ;e-mail dated 4/1/96 
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Evaluation and Management of Implantable J.VAD patients 

-Patients ~re seen twjce a day for the t1rst 40 days 
-Post-op following includes: 

-Physical exam 
-Management of inotropic support 
-Managem~nt of Right Sided Circulatory failure including NO 
-Evaluation of surgical wounds and driveline exit site 
·Management of cardiopulmonary !)ystem 
-Laboratory interpretation 
-Diabetic management 
-Arrhythmia management 
-Adjustment of medications 
-Minor post op surgical j)fOcedures 
·Diagnosis and management of: 

- low output states 
-bleeding 
-cardiac tamponade 
-pulmonary hypertension 
-infection 
-endocardHis 
.fluid status (diuresis) 
-Device regurgitation 
-Nutritional deficits 

-Outpatients seen in clinic on weekly basis 
-Physical exam and assessment 
-Phlebotomy and laboratory intrcpretation 
-EKG 
·Diagnosis and management of: 

-dehyd~ation/fluid overload 
-pain mtmagement 
-anemia 
~infection 
-medication adjusttnent s 
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DEPARTMENT OF HEALTH&. HU,'t\Ai'i SERVICES Health Care FinanciCig Admlnlstr. 

Refer to: F AR042 

MAR 2 0 1998 1500 SECURITY BOULEY p 
BALTIMORE NID 212~~-18_ 

Ms. Sherry L. Smith 
Director, Physician Payment System 
Americam Medical association 
515 N. State Street 
Chicago, illinois 60610 

Dear Ms. Smith: 

Enclosed is a letter from The Society of Thoracic Surgeons concerning the relative value 
units for codes 33975-33978. The Society maintains that the 90-day post-operative work of 
the surgeon has increased dramatically since the RUC values for these codes were adopted in 
1994. We would appreciate it if the RUC would reexamine the work RVUs for these codes. 

Enclosure 

Sincerely, 

'(:£=L~-- 2 / -oX',cyt'~~ 
Terrence L. Kay / 

Director 
Division of Practitioner and Ambulatory Care 

PPPPG/CHPP 

,.::· 
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January 13, 1998 

Barbara Wynn, Director 
Plan and Provider Purchasing Policy Group 
Mail Stop 05-02-23 
HCFA 
., "00 Security Blvd 
Baltimore, MD 21244 

Dear Ms Wynn: 

• 

We would like to bring to the attention ofthe HCFA, the relative value 
units and global surgical period for CPT Codes 33975-33978, insertion and 
removal of ventricular assist devices. When these codes were established in 
1993, ventricular assist devices were basically being implanted for short-term, 
bridge-to-heart transplant usage. Most patients remained in the hospital for 60 to 
90 days on ventricular assistance while awaiting a suitable donor heart. The 
mean time on ventricular assistance in 1993 was approximately 77 days. 

As I am sure you are aware, the number of donor hearts available for 
transplant has not increased since 1993, but the number of patients eligible to 
receive them has. As a consequence, more patients have had ventricular assist 
devices implanted while they await a donor heart. The mean time from 
implantation of the LV AD to transplantation has increased nationwide, and, for 
example, is currently 120 days in N~!w York City Between 1993 and 1995. 
studies showed patient:> Ill have been supported an average of I I 7 t24 day:> on 
long-term !ell ventricular J..Ssi~t. including home disch;uge with frequent 
outpatient vi.sits. Thus, as management skills and technology improve, more and 
more of the patients are being successfully managed on ventricular assist devices 
for long~r and longer periods, including on an outpatient basis. 

Currently, many L VA.D patients have been discharged home and some 
have remained there for over a year. The longest documented patient on a left 
ventricular assist device spent 34 months on outpatient support. Patients are in 
hospital on average 30 days, and can stay as long as a year. Approximately 74 
patients were put on long-term outpatient ventricular assist devices in 1996, ar.d 
as of August 1997, there were 68 patients discharged with the devices in place 
In November 1997 bridge patients averaged 85 days on their LV AD, and long
term patients averaged 108 days. Because of the complex long-term 
management of the ventricular assist devices now occurring, the current relative 
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value units for these procedures are inadequate to cover the amount of 
postoperative work surgeons must undertake in many cases. While our 1993 
RUC survey indicated that 2~3 postoperative visits were needed for ventricular 
assist devices, today postoperative services are highly variable and patient 
encounters within the 90 day global period occur on a daily basis in the hospital 
and approximately one to two times a week on an outpatient basis. 

To achieve more equitable reimbursement for this complex procedure, we 
are asking that the HCF A review these codes and consider recommending that 
the global period for ventricular assist device implantation be changed from 90 
days to 10 days. Or, an alternative would be to make an exception to the glo-bal 
surgery rules and allow surgeons to separately bill the E/lvf encounters assoctated 
with this procedure, just as transplant surgeons are pennitted to separately report 
evaluation and management of immunosuppression therapy. This would allow 
surgeons to report the frequent complex postoperative patient evaluation and 
manageme.:1t encounters in a more fair and accurate fashion. 

Please note that the average age of patients for LV AD implantation is 
4 7± 17 years. The majority of these patients are not insured by Medicare. In 
1996, the National Claims History indicated only 51 left ventricular assist device 
implantations. Although this is an expensive procedure, it would not have a great 
impact on the Medicare budget. 

We appreciate the RUC's consideration of this request and would be 
happy to provide further infonnation or answer questions if needed. 

Sincerely, 

~yf~&-w_J r:!J)J ( 
Chainnan, s::II~TS Corrunittee on Nomenclature and Coding 
STS/ AA TS RUC Advisor 

cc: Bart McCann, M.D. 
Terry Kay, HCF A 
John Mayer, Jr. M.D., STS/AATS RUC Representative 
Mehrnet Oz., M.D 
Don Turney, STS Staff 
James G. Hoehn, M.D., RUC Chainnan 
Sherry Smith, Director, AlVfA. Director, Physician Payment Systems 

,.: 
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AMA -SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATIONS 

JULY 1993 

ADULT CARDIAC JlROCEDURES -TAB 17 

As wilh lhe pneumonectomy procedures, lhe RUC's evaluation of lhe adult cardiac procedures focused on lhe ratios of the new 
codes to the current codes for adult cardiac.rnroccdures wilh assigned relative values. The RUC recommends that the current 
value of 14. 13 for code 33460 be reduced to 23.13 to reflect the deletion of code 33452 for valvotomy. 

Likewise, Jlu(RUC is recommending that the value of code 33860 be reduced from the current value of 35.09 to 34.74 and !hat 
new code 33861 he assigned a value of 35 .00, which is somewhat less than the current value of 33860, to allow for the greater 
work involved in the new code 33863 relative to the other two procedures. 

New code 33973 is an entirely new operation that has evolved over the past 5 years. It is likely to be done when the chest is 
already open, in which case modifier -51 would be used. 111e new code 33974 would require a retum trip to the operating 
room, however. The RUC's discussion noted the increased difficulty of procedures involving the ascending aorta compared. with 
those involving the femoral artery. 33973 would currently be coded using an unlisted procedure code or modiner -22. 

New codes 33975-33978 describe use of new technologies recently approved by the PDA. They involve a separate operation that 
frequently takes place during the global period following a cardiac operation. 

Tracking CI'T CPT Descriptor Coding Gluhul RVW 
Number Code Change l'eriod Rc<:ommen-

(• New) dation 

TRICUSPID V ALVB 

JJ452 VaiYOlomrrtfleullflid-YfliY&r-WitiHiardiOJHilmonnf}'-byJHiaa delcled 090 N/A 

(33452 hu been deleled. To r~ort, see 33463, 33464} 

33460 VAIYult>pi11114)Yn Valveclomy, tricui!Jlid valve, wilh cardiopulmonary hypa6RI revi&ed 090 23.13 

CI'T fi•·e-digit codtJ, III'CJ·tligit modljitrJ, multltJcriptimw only art copyrigltt by the American Mulical AJJOcitltion. -33-
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Tracking CPT CPT Dc:scrlplor Coding Global RVW 
Numhcr Code Change Period RteOIIIIIICn-

(• New) dation 

AT20 •33463 Valvuloplasty, tricui!Jlid valve; wiU10ut ring insertion new 090 24.75 

A Til with ring innertion 
. 

•33464 new 090 26.50 

3l46S RctJlacement, tricuspid valve, with cardiopulmonary bypass revised 090 27.22 

(No Change) 

33468 TricuRpid valve repositioning and plication for Ebstein anomaly 090 28.89 

~~ .. (No Change) 
oo 

TIIORAC{~ AORTIC ANBlJRYSM 
0 0 

33860 Ascending aorta graft, with cardiopulmonary bypass, wiUt-er-withoul-oownary-impiAnl 1 with or revised 090 34.74 
without valve 8\IRpension,.-withou&Aoalvll-fl'Pia&ement 

AT22 •33861 with coronary reconslnJclion new 090 35.00 

AT23 .•33863 with aortic root replacement using composite prosU1esis aod coronary reconstruction new 090 37.15 
I-

33865 wilft-..v.al Y6-fqll a&em&ftt deleted 090 N/A 

(33865 haa been deleted, To rcoort, see 33860 or 33861 and 3J405 or 33406} 

33870 Transverse arch gran, with cardiopulmonary bypass 090 38.66 
(No Change) 

-
33875 Descending thoracic aorta gran, with or withoul hypaas 090 27.60 

(No Change) 

3Jl:i'17 Jtcpair of Uwracoal>dominal ao1tic aneurysm with grafi, with or without cardiopulmonary 090 41.28 
l>ypaBB (No Change) 

AT24 33930 Donor cardiecwmy-pneumonectorny, with prcpantion and maintenance of allograft homograft revised XXX 14.00 

339JS lleart·lung tnnsplant with recipient cardiectomy-pneumonectomy 090 No Recom-
mendalion 

AT25 33940 Donor cardiectomy, wiU1 preparation and maintenance of allograf\ homogra{\ revised XXX 12.00 

CP1"jivt-<ligit wdes, two;ligit modifius, (llld descriptioru only are copyright by the American Medical Aouocintion. -34-
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Tracking CPT CPT Descriptor Coding Global RVW 
Number Code Change Period Recommen-

(• New) dation 
~ 

J194S lleart lanRplant, with or without recipient cardiectomy 090 No Recom-
mendation 

CARDIAC ASSIST ' : 

33970 Insertion!!.{ iota-aortic ballo<fn 'assist device &OOftl&qlulsationt-i'n&artiotHlnl)'-J through the revised 090 8.15 
femoral artery, open approach (No Change) 

(for percutaneous insertion, use 93556) 
------o- --

33971 Removal of intra-aortic balloon a88illl device including re-pair or femoral artery, with or revised 090 4.13 
without gran (No Change) 

33972 tttenilerint-ilnly deleted 090 N/A 

{33912lua been deleted. To r!:I!orl, see apprQPriate I!/M code) 

AT26 •33973 Insertion of lnlra·aortic balloon aasilll device through the ascending aorta new 090 10.00 

AT27 •33~74 Removal of intu-aortic balloon aasil!l device from the ascending aorta, including rep.Jr or the new 090 13.00 
ascending aCJrta, with or without gran 

AT18 •33975 Implantation of ventricular auilll device; single ventricle support new 090 20.00 -
AT29 •33976 biventrlcular support new 090 27.25 

ATJO •33977 Remuvd of ventricular aB&ist device; aingle ventricle aupport new 090 17.SO 
-

ATJI •JJ978 biventricular support new 090 20.00 

CI'T.fil·e-lligil wdu, tlloo-,ligll modifier.J, fltlll dtJcriptiotu only nre CO[T)'rlglll by the Americn11 Medicnl A.J.Jocintion. -35-
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF SPECIALTY SOCIETY RECOMMENDATION 

Tracking Number: A T28 CPT Code: •339X3 Global Period: 090 

CPT Descriptor: Implantation of ventricular assist device; single ventricle support 

Clinical Description of Service (including pre-, intra- and post-service work, and typical patient): 

AT28 

55 year old man with a massive, acute myocardial infarction, s/p triple coronary artery bypass grafting and inability 
to wean from cardiopulmonary bypass. 

KEY REFERENCE SERVICE(S): (If revised code is not indicated as a key reference service, please include the 
reason for its exclusion) 

CPT Code CPT Descriptor· 

33641 

33970 

Relationship to Kev Reference Service(s) and/or other Rationale for RVW Recommendation: (Include all applicable 
elements of wor~ m rationale: time; teChnical skill & phys1cal effort; mental effort and judgement; and stress) 

The results of our survey produced a set of tightly grouped data where the differential between the 25th and 75th 
percentiles was not great. Thus, we felt the median value proposed indicated a strong consensus with the profession 
of the correct work valuation for this code. 

SURVEY DATA: 

Median Intra-Service Time: ~13:::.:5"'-'rru=·n:.:::s _____ _ Low: 45mins High: 4.320mins 

Median Pre-Service Time: ~12=:;0"'-'rru=·n:.:::s ______ _ Median Post-Service Time: .... 72:::0:::.:rru=· n..,.s'--------

Length of Hospital Stay: ~14..:..:·~0:::::da=-------

Number & Level of ~est-Hospital Visits: ::.3---------------------

Other Data: 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUM:MARY OF SPECIALTY SOCIETY RECOMMENDATION 

Tracking Number: A T29 CPT Code: •339X4 Global Period: 090 

CPT Descriptor: Implantation of ventri~ular assist device; biventricular support 

Clinical Description of Service (including pre-. intra- and post-service work, and typical patient): 

AT29 

56 year old w_-,man with history of diabetes and smoking who presents with acute inferior myocardial infarction and 
suddenly develops severe congestive heart failure en day 3 after infarction. Undergoes emergency double coronary 
artery bypass grafting and mitral valve replacement for ruptured chordae from the mitral valve. Fails to wean from 
bypass with biventricular failure. ICU management involves assist device supervision and management, coagulation 
function management, assessment of degree of device dependence, supervision of pump- head exchange on a daily 
basis, etc. 

KEY REFERENCE SERVICE(S): (If revised code is not indicated as a key reference service, please include the 
reason for its exclusion) 

CPT Code CPT Descriptor 

33641 

33430 

Relationship to Kev Reference Service(s) and/or other Rationale for RVW Recommendation: (Include all applicable 

elements of work in rat1onale: time; technical skill & physical effort; mental effort and judgement; and stress) 

The results of our survey produced a set of tightly grouped data where the differential between the 25th and 75th 
percentiles was not great. Thus, we felt the median value proposed indicated a strong consensus with the profession 
of the correct work valuation for this code. 

SURVEY DATA: 

Median Intra-Service Time: ,:,.2:::40~rru~·n:!.:s~----- Low: 90mins High: 4.320rnins 

Median Pre-Service Time: l2 . .:::0~rru~·n!!:s~------ Median Post-Service Time: .:...78~0~rru~·~n~s ______ _ 

Length of Hospital Stay: .,1..:..7·:..:5.:d=.a _____ _ 

Number & Level of Post-Hospi~. Visits: ::.2---------------------
0ther Data: 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF SPECIALTY SOCIETY RECOI\!MENDATION 

Tracking Number: ATI.Q CPT Code: •339X5 Global Period: 09Q 

CPT Descriptor: Removal of ventricular assist device; single v~ntricle support 

Clinical Description of Service (including pre-. intra- and posHervice work, and typical patient): 

AT30 

55 year old man with a massive, acute myocardial infarction, s/p triple coronary artery bypass grafting and inability 
to wean from cardiopulmonary bypass. · 

KEY REFERENCE SERVICE(S): (If revised code is not indicated as a key reference service, please include the 
reason for its exclusion) 

CPT Code CPT Descriptor 

33641 

33200 

Relation~hip t~ Key Reference Service.;~) ~d/or 1o:er Rati~n~e ford~~ Reco:rnen~tion: (Include all applicable 'l,;-"· 
elements o work m rationale: time; tec~cal ski & p ystca e ort; menta e ort an JU gement; an stress 

SURVEY DATA: 

Median Intra-Service Time: ~1:::..50:::..rru=·n'""s'------- Low: 60rnins High: 360rnins 

Median Pre-Service Time: ~1~80~rru=·n!.;<s ______ _ Median Post-Service Time: :::.540=rru~·n!:s'--------

Length of Hospital Stay: .... 1=.5·:.::0:-=da=-------

Number & Level of Post-Hospital Visits: :::.3----------------------

Other Data: --------..,---------------------
\ 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF SPECIALTY SOCIETY REC01\1MENDATION 

Tracking Number: AT31 CPT Code: •339X6 Global Period: 090 

R~moval of ventric"LOJar assist de:vice; biventricular support 

Clinical Description of Service (including pre-i intra- and post-service work, and typical patient): 

AT31 

56 year old woman with history of diabetes and smoking who presen~ with acute inferior myocardial infarction and 
suddenly develops severe congestive heart failure on day 3 after infarction. Undergoes emergency doubl:: 
coronary artery bypass grafting and mitral valve replacement for ruptured chordae from the mitral valve. Fails to 
wean from bypass with biventricular failure. 

KEY REFERENCE SERVICE(S): (If revised code is not indicated as a key reference service, please include the 
reason for its exclusion) 

CPT Code CPT Descriptor 

33641 

33200 

Relationship to Kev Reference Service(s) and/or other Rationale for RVW Recommendation: (Include all applicable 
elements of work in rattonale: time; techrucal skill & physical effort; mental effort and judgement; and stress) 

SURVEY DATA: 

Median Intra-Service Time: .!.1~80~rru~·n""s:-____ _ Low: 80mins High: 360mins 

Median Pre-Service Time: ... I,..80""rru=·n:.::s:-_____ _ Median Post-Service Time: 6:::.:00~mm~·~s ------

Length of Hospital Stay: .:.14""".""'5-=da=-------

Number & Level of Post-Hospital Visits: 3,.__ ___________________ _ 

\ 

Other Data: 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Thrombectomy of Grafts 

A series of codes was developed for the reporting of thrombectomy of graft procedures. The codes were developed following 
a request by HCFA that the definition of CPT 35875 Thrombectomy of arterial or venous graft; be clarified. In the past, this 
code ·was utilized by physicians for both thrombectomy of a lower extremity arterial bypass graft and for thrombectomy of 
hemodialysis graft. During the Five-Year Review of the RBRVS, HCFA referred code 35875 to CPT for redefinition as the 
physician work for these services differed significantly, with thrombectomy of the arterial graft representing more work than 
thrombectomy of a hemodialysis graft. HCFA also requested that 36832 be spilt into three separate codes: one specifically for 
thrombectomy of hemodialysis grafts; one for revision of hemodialysis grafts without thrombectomy; and one for the revision 
of hemodialysis grafts. 

Code 35875 

The best procedural comparison for 35875 Thrombectomy of arterial or venous graft; (other than hemodialysis graft or 
fistula); is 34201 Embolectomy or thrombectomy, with or without catheter; femoropopliteal, aortoiliac artery by leg incision 
(work RVU = 9.13). Code 35875 is usually performed through a leg incision, similar to 34201. Balloon catheters are used in 
both procedures in a similar manner. Code 35875 involves more work than 34201 because the leg has already been operated 
upon, and dissection is typically carried out through dense scar. Code 35875 typically represents more intensity than the 
typical procedure performed under 34201. Also, code 35875 carries one day longer length of stay than 34201. Based on the 
survey median, the relationship to the current code 35875 and the comparison to 34201, the RUC recommends a RVW of 
10.13 for code 35875. 

CPT five-digit codes, two-digit modifiers, and descnptions only are copyright by the American Medical Association. 
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Code 35876 

CPT code 35876 was revised to describe Thrombectomy of arterial or venous graft; with revision of arterial or venous graft. 
The most commonly referenced code for the revised code was 35656 Bypass graft, with other than vein; femoral-popliteal 
(work RVU = 19.53). Code 35876 is designed specifically to exclude hemodialysis grafts. Survey respondents stated that 
35656 requires 25 minutes more intra-service time than 35876, but that 35876 was greater in intensity. The services had equal 
lengths of stay. The specialty society subtracted 25 minutes of surgery time at an average IWPUT of .08 per minutes, 
resulting in a calculation of 19.53 minus 25 *0. 08 = 17.53. Based on the survey median, extrapolation by unblending the 
current code 35876, and extrapolation from 35656, an RVW of 17.00 (the survey median) is recommended for code 35876. 

Code 36832 

Code 36832 was revised to report Revision, arteriovenous fistula; without thrombectomy, autogenous or nonautogenous, 
dialysis graft (separate procedure). Again, codes 35875, 35876, and 36832 are redefined codes created to distinctly separate 
services performed on ateriovenous hemodialysis_ access grafts from services performed on arterial or venous bypass grafts. 
The best comparison codes are 36821 Arteriovenous anastomosis, direct any site (e.g. Cimino type) (separate procedure) 
(work RVU = 8. 93) and 36830 Creation of arteriovenous fistula by other than direct ateriovenous anastomosis (separate 
procedure); nonautogenous graft. The physician work of these two services bracket the work of 36832. CPT code 36821 is 
the creation of one vascular anastomosis in a virgin surgical field. CPT 36830 includes placement of two vascular 
anastomoses plus creation of a subcutaneous tunnel for the graft, The newly revised code, 36832, involves digging out a 
previously placed graft through a scarred surgical field, then revising one or both anastomoses, or the conduit itself, 

The distribution of survey values for 36832 was very tight with a 25th percentile of 10.00 rvu, median survey value of 10.50 
rvu, and 75 1

h percentile of 12 rvu. This procedure was previously coded by using 36832 or 35876. The value of 36832 has 
not been examined since the Harvard study. This code was not a code for which the original RVW was ascertained. Based on 
the survey results, respondents stated that an RVW of 6.45 was significantly inadequate. The survey median for this code was 
10.50. The RUC recommends an acceptance of 10.50. 

CPT five-digit codes, two-digit modifiers, and descriptwns only are copyright by the American Medical Association. 
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Code 36833 

Code 36833 was developed to describe Revision, arteriovenous fistula; with thrombectomy, autogenous or nonautogenous 
dialysis graft (separate procedure). Again, the reference codes used in development of the RVU were codes 36821 and 
36830. Code 36833 involves digging out a previously placed graft through a scarred surgical field, performing a Fogarty 
balloon catheter thrombectomy, and then revising one or both anastomoses, or the conduit itself. Altogether this is very 
similar to the total intra-service work of placing a totally new dialysis graft at a virgin site (e.g. 36830) Both the pre and post 
service work elements of 36833 are very similar to those in 36821 and 36830. The survey median of 11.95 is recommended 
by the RUC. 

Code 36831 

Newly created code 36831 Thrombectomy, arteriovenous fistula without revision, autogenous or nonautogenous dialysis graft 
(separate procedure) was created to capture services for hemodialysis graft thrombectomy procedures. Previously, no code 
existed to accurately report these specific procedures. The most commonly cited reference service for 36831 was CPT 34201 
(previously cited, work RVU =9.13). Survey respondents cited a three-day hospital length of stay for 34201 vs. no days for 
newly created code 36831. Intra-service time for 34201 (75 minutes) was longer than that for 36831 (60 minutes). Based on 
the data, it was noted that the RVW for 36831 should be less than the RVW for 34201, by a greater margin than exits between 
the median survey of 9.00 RVU and the RVW for 34201 which is 9.13. Based on the slight differences in time and intensity 
between 36831 and 34201, an RVW of 8.00 (the 25111 percentile) is recommended for 36831. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Assocwtwn. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

... 35875 DOl Thrombectomy of arterial or venous graft+ (other than hemodialysis 090 10.13 
graft or fistula}; 

35876 002 
with revision of arterial or venous graft 

090 17.00 

{For thrombectomi: of hemodiali:sis graft or fistula, see 36831 1 36833} 

' 
36832 003 

Revisionz. '*-all arteriovenous fistula;_ 'Nita 9r without thrombectomy, 
090 10.50 

autogenous or nonautogenous.~. dialysis graft (separate procedure) 

•36833 004 with thrombectomy, autogenous or nonautogenous dialysis graft 090 11.95 
(separate procedure) 

•36831 005 Thrombectomy, arteriovenous fistula without revision, autogenous or 
nonautogenous dialysis graft (separate procedure) 

090 8.00 

36860 
External cannula declotting (separate procedure); without balloon 

000 2.01 

catheter (No Change) 

CPT five-dzgit codes, two-digit modifiers, and descriptions only are copyright by the Amen can Medical Associatwn. 
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From J MARTIN To J1ll Zanutto 

A.i.'v1A/SPECIAL 1Y SOCIETY RVS UPDATE PROCESS 
S"ffivf:.\JfARY OF RECOMNIEl'.TIATION 

4/16/1998 9:16 16 AM Page 2 of 16 

(Aprill998) 

CPT Code: 3587A (DDl) Global Period: 090 Recommended RVW: 10.13 

CPT Descriptor: Thrombectomy of arterial or venom graft (other than hemodialysis graft or :fistula); 

Vignette Used in Survey: 
A 75-year-old male presents with sudden onset ischemic rest pain in his left foot. He had a synthetic left fern-pop 
bypass graft placed thre~ years earlier. Review of an angiogram reveals graft occlusion requiring a thrombectomy. 
At operation, the bypass is dissected, the graft opened, and a balloon catheter thrombectomy performed. Inflow and 
outflow arteries are evaluated, searching for cause of graft thrombosis. No contributory pathology is found. The graft 
opening is sutured, blood flow reestablished, hemostasis achieved, and perfusion of the foot ascertained. The incisions 
are closed. 

CLIN1CAL DESCRIPTION OF SERVICE (fhis work description was NOT provided on the survey.): 

Description of Pre-Service ·work: 
Pre-service .york l:>egins 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, reviewing the angiogram in detail; 
and consulting with the referring physician, the anesthesiologist, and other health care professionals as needed withm 
24 hours prior to the operation. In addition, the surgeon reviews operat1ve risks and benefits with the patient (and/or 
the patient's family) in order to obtain informed consent. Preoperative work also includes 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: 
At operation, circt:.m.ferential exposure of the graft and adjacent arteries is obtained by dissection in the region of the 
proximal anastomosis. Systemic anticoagulation is administered, and vascular occluding clamps are placed on the 
arteries. An incision is made in the hood of the graft at the anastomosis, and a Fogarty balloon catheter is utilized for 
thrombectomy of the graft and downstream arteries. Multiple passes of the catheter are made until the surgeon believes 
all obtainable thrombus has been evacuated. Inflow and outflow arteries are evaluated, searching for cause of the graft 
thrombosis. If no contributory pathology is found, the arteries are flushed with blood to remove loose debris and air, 
the graft opening is sutured, blood flow reestablished, hemostasis achieved, and perfusion of the foot ascertained. If 
there is inadequate flow to the foot, the graft is reopened and additional maneuvers are performed. When acceptable 
blood flow to the foot is obtained, the wounds are closed in layers. Drains are placed as needed. 

Description of Post-Service \York: 
Post-service work begins after skin closure m the operating room and includes the application of sterile dressmgs. 
Additional post-service work on the day of surgery includes writing postoperative orders, dictating the operative note 
and a letter to referring physician, monitoring the patient's stability in the recovery room; communicating with the 
family, and contacting other health care professionals as needed. Post-service work also includes all subsequent 
hospital visits and services performed by the surgeon, including close follow-up to detect and treat possible 
complications such as bleeding, infectior re-thrombosis of the graft; reperfusion injury leading to compartment 
syndrome; or renal injury from myoglobinuria. Routine postoperative care includes management of the incision; 
intravenous therapy, antibiotic therapy, analgesia, and removal of all tubes and drains. Discharge management includes 
the surgeon's final examination of the. patient, i..."lStructions for continuing care, arrangements for physical therapy, 
visiting nurse, and other outpatient ancillary services, communication with referring physicians, 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. This includes wound, antibiotic, and p:1in 
management, plus removal of sutures; and communication with visiting nurses, physical therapists, and referring 
physicians. 
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CPT/Descnptor: 3 5 87 A(DD 1) Thrombectomy of arterial or venous graft 
(other tha!l hemodialvsis graft or fistula); 

SURVEY DATA: 
Specialty(s)" The Soctety for Vascular Surgery 
Type of Sample. Random 

Survey n: 
Response: 

Rate%. 

139 

33 PRE INTRA HOSP 
total total total 

KEY REFEREl\"CE SERVICE(S): 

Glcbal CPT Descriptor 

OFF 
total 

Same 
day 
total 

ICU 
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(04/98) Page 2 

Hosp - Other Otschg 
day 
total 

Office 

1998 RVW 
9.13 090 34201 Embolectomy or thrombectomy, with or without catheter; femoropopliteal, aortoiliac 

artery, by leg incision 
19.53 090 35656 Bypass graft, Wlth other than vein; femoral-popliteal 

LOS and Time Estimates (Median) 

LOS 

PRE-servtce tune 

INTRA-servt~e tune 

POST -servtce ttme 

Mental Effort and Judgment 

The number of posstble diagnosts and/or the number of management options that must be 
constdered 

The amount and/or comple~ty of medtcal records, dtagnostJc tests, and! or other mformatton that 
must be obtamed re\'tewed and analyzed 

Urgency of medt<:al ·; ectston makmg 

Technical Skill/phy5ic:d Effort 

Techrucal skill requtred 

Phystcal effort reqUired 

Psychological Stress 

The nsk of stgmiicant complications, morb1d1ty and/or mortaltty 

Outcome depends on skill and JUdgment of phystctan 

Esttmated nsk of malpractiCe SUit wtth poor outcome 

Time Segments 

PRE-servtce mtenstty/complextty 

INTRA-servtce mtenstty complexity 

POST -servtcc mtenstty complexity 

Mean 
Intensity/Complexity Measures 

3587A(DDl) 34201 35656 

4 3 4 

60 60 60 

90 75 !50 

133 120 1:50 

3.42 3.15 3 56 

3 39 3.15 3.44 

415 407 2 56 

3 70 3.41 3 86 

3 36 3 19 3 33 

3 85 3 78 3 67 

406 3 74 3 78 

3 45 3 38 3 56 

3 52 3 37 3-14 

3 67 3 37 3 67 

3 06 2 81 3 00 

RELATIONSHIP OF CODE BEL.'i'G RE\"'E\v'ED TO KEY REFERE.l\"CE SERVICE(S): 

Overview· 
DDl through DD5 are being presented based on a request by HCFA that the definition of CPT 35875 (thrombectomy of 
arterial or ve!tous graft) be clarified. In the past, this code was employed by phystcians both for thrombectomy of a lower 
extremity art~!rial bypass graft and for thrombectomy of a hemodialysis graft. HCFA and the CNIDs were concerned that 
phystcim work for these services differed significantly, \"1th thrombectomy of the artenal graft representing more work than 
thrombectomy of a hemodialysis graft. In 1996, SVS:ISCVS collected data from 16 practices involvmg 209 clauns for 35875 
In du.s data saz:1ple 35875 was used for thromb<:ctomy of an artenal graft m 60~o of cases, whtle m ..J.O'l·o of cases the code had 
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been used for thrombectomy of a hemodialysis graft. With the new descriptors re·ce!l.tly created by CPT, DD1 represents 
thrombectomy of an arterial (or -venous) graft, but not a hemodialysis graft or fistula. That is, DD 1 represents the component 
of 35875 with the presumed greater physician work. The ether component 1S now DD5, thrombectomy of a hemodialysis 
graft. 

The best procedural comparison for DD 1 is probably 34201, embolectomy I thrombectomy of the femoropopliteal, aortoiliac 
arteries by leg incision. This reference was chosen by 8 5% of respondents. DD 1 is usually performed through a leg incision, 
suni1ar to 34201. Balloon catheters are used in both procedures in a sunilar manner. DD1 involves more work than 3-+201 
because the leg has already been operated upon, and dissection 1S typically carried out through dense scar. 1bis is reflected 
in the intensity values for DDl compared to 34201. Both DD1 and 34201 may turn into exceptionally difficult cases in certain 
patient.;;, but ~he typical DD1 represents more intensity than the typical34201. Respondents also felt DD1 carnes one day 
longer len,oth of stay than 34201. The 1998 RVW for 34201 is 9.13. By this analogy the RVW ofDD1 should be more than 
the RVW of34201 Surgeons who cited 34201 as a reference code for DD1 commonly concluded that the RVW for DD1 
should be approximately 1.0 rvu more (median= 10.00) than the RVW for 34201 (9 13). 

ADDITIONAL RATIONALE 

The distribution of survey values for DD1 is very tight. The 25th perceno.le 1S 9.13 rvu, median survey value is 10.00 rvu, 
and 75th percentile is 12.00. The 1998 l\t.IFS RVW for 35875 is 10.01, a value that presumably represents a blend of the 
physician work in DD1 and DDS. Of the two components previously coded for using 35875, DD1 is undoubtedly the 
procedure with the greater work Thus, one may reason that the new rvu for DD1 should be slightly greater than the current 
rvu by approximately the same increment that the new rvu for DDS will be less than the current rvu. Since the survey median 
for DDS was 9.00 rvu, th1S line of reasoning justifies an rvu for DD1 between 10.01 and 11.00. 

Based on the survey median, the relationship to the current code 358 75, and the comparison to 34201, an RVW of 10.13 is 
recommended for DDl. 

FREQUENCY INFOR.i'\tL\.TION 

1. How was this .'>ervice previously reported? 

CPT 35875 

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

t/ Commonly , D Sometimes D Rarely 

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

In 1996, M·;xlicare payment frequency for 35875 was 30,323". Our previous data suggests that 60% of these cases will now 
be coded is DD 1. Thus, we estimate the frequency of DD 1 to be approximately 18,000 per year. 

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

il' Yes D No 
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CPT Code: 358./B (DD2) Global Period: 090 Recommended RVW: 17.00 

CPT Descriptor: · 

Vignette Us<ld in Survey: 

Thrombectomy of arterial or venous graft (other than hemodialysis graft or :fistula); with revision 
of arterial or venous graft 

A 75-year-old male presents wtt.,_ sudden onset 1schem1c rest pam in hls left foot. & had a syntheuc left fern-pop bypass graft placed 
three years e2rher Revtew of an angtograrn reveals graft occlusion reqwnng a thrombectomy At operatwn, the bypass 1s dissected, 
the graft opened, and a balloon catheter thrombectomy performed. Inflow and outflow arteries are evaluated, searchlng for cause 
of graft thrombosis Severe mtunal hyperplasia IS identified m the pophteal artery JUSt beyor,d the distal graft anastomosis Tius 
regton of the popliteal artery is exposed and patch angtoplasty IS performed across the stenosts. The graft opening 1s sutured, blood 
flow reestabhshed., hemostasiS adueved., and perfus10n of the foot ascertamed Inc1sions are closed 

CLTI'ITCAL DESCRIPTION OF SERVICE (This work description was ~OT provided on the survey.) 

Description ofPre-Service Work: 
Pre-servtce work begms after the dec1s10n to operate is made, from the day before the operatwn unttl the tune of the procedure Tius 
acb.vity includes obtauung and reviewmg the prevtous work-up, revtewmg the angtogram m detatl, and consultmg wtth the referrmg 
phys1ctan, the anesthes10logtst, and other health care professiOnals as needed wtthm 24 hours pnor to the o;:>erat10n. In addit10n, the 
surgeon dtscusses operative nsks and benefits wtth the pat1ent (and/or the patient's famtly) m order to obtam informed consent 
Pre-service, preoperative work also mcludes dressmg, scrubbmg, a.!d wa1t1ng to begtn the operation, supemsmg the pos1t10rung, 
preppmg, and drapmg of the pat1ent, and ensunng that the necessary surgtcal instruments and supphes are present and ava1lable m 
the operative Sll1te. -

Description of Intra-Service \Vork: 
At operatiOn, ctrcu..'llferentlal exposure of the graft and adJacent artenes IS obtamed by dissectwn m the region of the proXilllal 
anastomosiS Systemic anllcoogulatwn IS adimrustered., and vascular occludtng clamps are placed on the artenes An mc1s1on IS made 
m the hood of the graft at the anastomosis, and a Fogarty balloon catht!ter 1s utihzed for thrombectomy of the graft and downstream 
artenes Multiple passes of the catheter are made until the surgeon beheves all obtatnable thrombus has been evacuated. Inflow 
and outflow arteries are evaluated, searchlng for cause of the graft thrombosis A cnttcal stenos1s IS 1dentified JUSt beyond the distal 
anastomos1s of the graft A second surgical mciswn IS made over thts port1on of the graft and earned through typ1cally dense scar 
to fmd the distal anastomosis The bypass graft and outflow artenes are dissected circumferentially Ctrcumferential disscctwn of 
the outflow artery ts extended unt1l the surgeon believes he has passt!d t.1.e area of stenosis. Vascular clamps are applied to the graft 
and artenes An arteriotomy IS started on the distal hood of the graft and extended down the outflow artery to a pomt beyond the 
stenOSIS. A long synthetic patch IS sewn as a patch angtoplasty along the length of the a.-teriotomy The artenes are flushed wtth 
blood to remove loose debns and atr, blood flow re-estabhshed., hemostasiS achieved, and perfusiOn of the foot ascertained If there 
1s madequate flow to the foot, the graft ts reopened and addtt1onal maneuvers are performed. When acceptable blood flow to the 
foot is obtained, the wounds are closed in layers. Drains are placed as needed. 

Description ofPost-Service \Vork: 
Post-semce work begms after skm closure in the operatmg room and mcludes the apphcatJ.On of stenle dressmgs. Additwnal 
post-servtce work on the day of surgery mcludes wnung postoperatiVe orders, dtctatmg the operat1ve note and a letter to referrmg 
physictan, morutonng the patient's stab1hty m the recovery room; comrnurucatmg wtth the famtly, and contactmg other health care 
professionals as needed. Post-servtce work also includes all subsequ..:nt hosp1tal VlSlts and semces performed by the surgeon, 
mcluding close follow-up to detect and treat possible complications such as bleeding, infection, re-thrombosts of the graft; 
reperfuswn InJury leading to compartment syndrome; or renal mJury from rnyc ;lobmuna. Routine postoperative care mcludes 
management of the mc1s1on. mtravenous therapy, antibiOtiC therapy, analges1a, and removal of all tubes and drains. D1scharge 
management mcludes the surgeon's ftnal examtnatlon of the patient, mstruct1ons for contmurng care, arrangements for phys1cal 
therapy, VlSttir.g nurse, and other outpattent anc1llary services, comrnurucat1on wtth referrmg phystctans. and preparation of discharge 
records . .Add..ttionally, all post-dtscharge office visits for thts procedure for 90 days after tht! day of the operat1on are cons1dered part 
of the postoperative work for this procedure. Tius mcludes wo'l.md., ant1b1otic, a.!d pam management, plus removal of sutures, and 
communication with VlSitmg nurses, phys1cal therapists, and referrmg phys1c1ans 
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CPT/Descnptor: 3587B(DD2) 11-.!ombectomy of artenal or venous graft (other than hemodlalySJS graft or fistula), 
With reVISIOn of artenal or venous ~Ztaft 

SURVEY DATA: 
SpecJ.alty(s): The Society for Vascular Surgery 
Type of Sample. Random 

Survey n: 

Response: 

139 

34 

24% 
OFF 
total 

Same 
day 
total 

ICU Hasp - Other D1schg 
PRE INTRA 

Rate%. total 

KEY REFERENCE SERVICE(S): 

Descnptor 

HOSP 
total 

Bypass graft, with other than vein; femcral-popliteal 

day 
total 

(04/98) Pa~e 2 

Office 

1998 RVW 
19.53 
9.13 

Global 
090 
090 

CPT 
35656 
34201 Embolectomy or thrombectomy, Mrh or v.ithout catheter; femoropophteal, aortoiliac 

artery, by leg incision 

LOS and Time Estimates (Median) 

LOS 

PRE-serv~ce t1me 

INTRA-serv~ce t1me 

POST-service t1me 

Mental Effort and Judgment 

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

The amount and/or compleXIty of medical records, d1agnoshc tests, and/or other 
information that must be obta:ned reVIewed and analyzed 

Urgency of medical deciSIOn making 

Technical SkiiVphysical Effort 

Techmcal skill requ1red 

Physical effort requ1red 

Psychological Stress 

The nsk of stgmficant complications, morbidity and/or mortality 

Out.:ome depends on skill and judgment of phys1c1an 

Estimated nsk of malpractice suit With poor outcome 

Time Segments 

PR E-serv1ce lntens:ty/complelCity 

INTRA-serVIce mtens1ty compleXIty 

POST-service 1ntens1ty compleXIty 

Mean 
Intensity/Complexity Measures 

35878(002) 35656 34201 

5 5 3 

60 90 60 

155 180 90 

155 145 120 

3 67 3.65 3.05 

3 52 3 48 3.05 

4 22 3 00 4 05 

4.15 3 86 3 21 

3 73 3 57 3 05 

4 06 3 62 3 68 

4 24 3.71 3 63 

3.67 3 67 3.53 

3 62 3 29 316 

409 3 57 3 26 

3.24 2.86 2 95 

RELATIONSHIP OF CODE BEL"iG R.Ev1EWED TO KEY REFERE.:"o"CE SERVICE(S): 

In a manner exactly analogous to the overView presentee: for DDl, the presumed components of 35876 (thrombectomy of artenal or 
venous graft; wrth revrs1on of artenal or venous graft) are now bemg spht out as DD2 and DD4 DD2 IS defined speclfically to exclude 
hemodJ.alysis grafts [thrombectomy of artenal or venous graft (other than hemod.J.a.lysiS graft or fistula)], whl.le the corresponding new 
code, DD4, IS spectfically detin~d for thrombectomy and reV1s1on ofhemocllalysJS grafts. Th~ 1998 RVW for 35876 IS 13.67 rvu .• -\s 
far as we lalow, no data exist to deternune the relauve frequency Wlth wh.lch 35S76 was used m the past for semces now defined as 

DD2 vs. those semces now defined as DD4 There IS no doubt that the typtcal work ofDD2 IS greater than that ofDD4 
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CPT/Descnptor 3587B(DD2) Thrombectomy of artenal or venous graft (other than hem.:1dJ..UySJ.S graft or fistula), 
With reVIsion of artenal or venous ~U"aft 

ADDITIONAL RATIONALE 

(04/98) Page ~ 

The distnburion of.rurveyvalues for DD2 is reasonably tighc. The 25th percentile is 14.00 rvu, median survey value is 17.00 
rvu, and 75th percentile is 19.52 rvu. As stated above, the 1998 RVW for the parent code 35876 is 13.67 rvu, and this 
presumably represents a blend of the greater work in DD2 and the lesser work involved in DD4. Since DD2 represents the 
procedure with the greater work of the two components previously coded fo: with 3 5 87 6, it is reasonable that the new rvu for 
DD2 should be greater than the currentrvu for 35876, while the new rvu for DD4 will be less than the current rvu for 35876. 
Since the surv:ey median for DD4 is 1 '2. 00 rvu, this line of reasoning justifies an rvu for DD2 th.dt would equal the RVW of 
35876 (13.67) plus the difference between 35876 and median survey DD.J. (13.67- 12.00 = 1.67), jusrif'jing a total of at least 
15.75 rvu. 

The most commody sited reference service is CPT 35656, with an RVW of 19.53. Respondents felt 35656 required 25 
minutes more intra-sei\Ilce time than DD2, but DD2 had somewhat greater intensity. The services had equal length of stay. 
If one subtrac.ts 25 minutes of surgery time at an average IWPUT of 0. 08 per rrunute, the value of DD2 may be calculated at 
19.53 minus 25*0.08 = 17.53 

Based on the survey median, extrapolation by unblendmg the current code 35876, and extrapolation from CPT 35656, an 
RVW of 17.00 (the survey median) is recommended for DD2. 

FREQUENCY li~'FOR.i\IIATION 

L How was this service previously reported? 

CPT 35876. 

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

If' Commonly 0 Sometimes o Rarely 

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

In 1996, Medicare payment frequency for 35876 was 8,259. There are no data we know of to determine how many of 
these will now be coded as DD2, vs. those to be coded as DD4. The best guess may be a 50/50 split, or perhaps 4, 000 DD2 
peryear .. 

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

V'Yes ONo 



From. J MARTIN To. Jill Zanutto 

AJ.\i1A/SPECIAL 1Y SOCIE1Y RVS (JPDA TE PROCESS 
SU).,flvfARY OF RECOwJ?vfENDA TION 

4/16/1998 9.16.16 AM Page a of 16 

. (Apnll998) 

CPT Code: 3683A(DD3) Global Period: 090 Recommended RVW: 10.50 

CPT Descriptor: .. . fistula "th thr ~;:;)l~.si~ Revision 1 artenovenous ; Wl out ombectomy, autogenous or nonautogenous graft 
(separate procedure) 

Vignette Used in Survey: 
A 57-year-:ild female, on hemodialysis for one year, developed increasing venous outflow pressures in her 
arterio-veno-e:> d.iat:tsis graft. Angiogram reveals venous anastomotic hyperplasia causL.1g severe outflow stenosis. At 
operat.J.on the graft and venous outflow tract are dissected. The stenotic region is opened longitudinally and repatied 
by patch angioplasty. Blood flow is reestablished, hemostasis achieved, and wounds are closed. 

CLL.'ITCAL DE-SCRIPTION OF SERVICE (This work description was ~OT provided on the survey.). 

Description of Pre-Service Work: 
Pre-service ~ork 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, reviewing the angiogram in detail; 
and consulting with the referring physician, the nephrologist, the anesthesiologist, and other health care professionals 
as needed within 24 hours prior to the operation. In addition, the surgeon discusses operative risks and benefits with 
the patient (and/or the patient's family) in order to obtain informed consent. Pre-service, preoperative work also 
h"lcludes dressing, scrubbmg, and waiting to begin the operation; supervising the pos1tioning, prepping, and draping 
of the pati~:nt; and ensuring that the necessary surgical instruments and supplies are present and available in the 
operative suite. 

Description of Intra-Service Work: 
The most common site for these arteriovenous dialysis grafts is in the forearm or upper arm. The pathology usually 
encountered is venous hyperplasia along the outtlow track of the graft causing a severe stenosis, reduction of blood flow 
through the graft. ineffective dialysis, and eventual graft thrombosis if treatment is not undertaken. At operation, 
circumferential e~}'osure of the venous outflow end of the graft and the adjacent outtlow veins is obtained by dissectwn 
through typically scarred tissue. Systemic anticoagulation is administered, and vascular occluding clamps are placed. 
An incision is made in the hood of the graft at the anastomosis and e;..1:ended across the venous stenosis until vein of 
normal calil(er is encountered A long Sjnthetic patch is sewn as a "patch angioplasty" along the. length of the 
arteri0tomy, using ocular loupe magnification. The graft and outflow vein are flushed with blood to remove loose 
debris and air, then blood flow is re-established, and hemostasis achieved. Blood flow through the dialysis graft and 
to the hand beyond the graft is evaluated for adequacy. Once satisfactory flow is obtained, the wounds are closed in 
layers. 

Description of Post-Service \York: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings. 
Additional post-service work on the day of surgery includes writing postoperative orders, dictating the operative note 
and a letter to referring physician, monitoring the patient's stability in the recovery room; communicating with the 
family, and contacting other he<!lth care professionals as needed. Post-service work also i..r ~ludes all subsequent 
hospital visj.ts and services perfoqned by the surgeon, including close follow-up to detect and treat possible 
complicatiom such as bleedinJ, infection, re-thrombosis of the graft, and inadequate blood flow to the hand. Routine 
postoperative care includes management of the incision; intravenous therapy, antibiotic therapy, and analgesia. 
Discharge managemc::nt includes the surgeon's rinal examination of the patient, instructions for continuing care. 
directions rt!garding when the graft may be used for hemodialysis, coiDiiJ.unication with referring physician and 
nephrologist, and preparation of discharge records. Additionally, all post-discharge office visits regarding this 
procedure that take place within 90 days of the operation are considered part of the postoperative work. The work 
ofthesc visits includes wound, antibiotic, and pain m::magement. removal of sutures, ar..d communication with refe:Ting 
ohvsici.m and neohrologist. 
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CPT/Descnptor. 3683A(D03) ReV!Slon of an artenovenous fistula.; wtthout thrombectomy, 
autogenous or nonautogenous 2raft (separate procedure) 

SURVEY DATA: 
Specialty(s). !. The Soc1ety for Vascular Surgery 
Type ~f Sarnp~e. Random 

Survey n 

Resr~nse. 

Rate%. 

139 

32 

23% 
PRE INTRA HOSP 
total total total 

KEY REFERENCE SERVICE(S): 

Descriptor 

OFF 
total 

Same 
day 
total 
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Hosp. - Other 

# total 

1998 RVW' 
12.00 

Global 
090 

CPT 
36830 Creauon of arteriovenous fistula by other than direct arteriovenous anastomosiS (separate 

procedure); nonautogenous graft · 
8.93 090 36821 Arteriovenous anastomosiS, direct, any site (eg, Cimino type) (separate procedure) 

LOS and Time Estimiltes (Median) 

LOS 

PRE-sei'VIce t1me 

INTRA-sei'VIce time 

POST-sei'VIce lime 

Mental Effort and Judgment 

The number :Jf pos.;1ble d1agnos1s and/or the number of management opt1ons that must be 
considered 

The amount 3.nd/or complexity of medical records, diagnostic tests, and/or other 
Information ~ 1at must be obtamed reVIewed and analyzed 

Urgency of 1:1ed1cal deciSion making 

Technical SkiiLpt-ysical Effort 

Technical skill requ1red 

Phys1cal effort requ1red 

Psychological Stress 

The nsk of s1gn1ficant complications. morbidity and/or mortality 

Outcome depends <Jn skill and judgment of physiCian 

Estimated nsk of malpractice su1t Wlth poor outcome 

Time Segments 

PR E-sei'VIce 1ntens.ty/compleX1ty 

INTRA-seMce mtens1ty compleXIty 

POST-seM7-e mtens1ty compleXIty 

Mean 
Intensity/Complexity Measures 

3683A(OD3) 36830 36821 

0 0 0 

45 45 45 

90 113 60 

55 65 50 

2.84 2.61 2.64 

2.88 2.71 2 55 

2 72 2.29 2 27 

3 47 3.18 3 00 

2.81 2.75 236 

2.88 2.79 2.36 

3.59 3 39 3 36 

2.44 2.39 2.36 

2 72 2.61 2.55 

3.13 304 2 82 

2 38 2.43 2 09 

RELATIONSHIP OF CODE BEir~·GREVIE'WED TO KEY REFERE.:\"CE SERVICE(S): 

DD3, DD4, and DDS are redefined codes created to d.t.stinctly separate se:vices performed on arteriovenous hernodialysJ.S 
access grafu (DD3, DD4, DDS) from services performed on arterial or venous bypass grafts (DDl, DD2). Currently, great 
confusion exists regarding appropriate application of CPT 35876 (thrombectomy of arterial or venous graft; vvith revision of 
arterial or venous graft) versus CPT 36832 (revision of an arteriovenous fistula, Wlth or Wlthout thrombectomy, autogenous 
or nonautogenous graft). It is hoped that all confus1on in this realm will end Y.ith these new and more clear definitions. 

The best companson codes are 36821 (art<:nov<:nous anastomosiS, dir<:ct, any s1t<: [cg Curuno typ<:]) and 36830 (cr<:at1on of 
art.:novenous futula by other than direct artenovenous anastomosiS, noildutogenous graft) TI1e phys1cl.dfl work of these two servtces 
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certainly brackets ~e work of DD3. CPT 36821 is the creation of one vascular anastomosiS m a wgrrt surgical field CPT 36830 
mvolves placement ·of two vascular anastomoses plus creation of a subcutaneous tunnel for the graft. DD3 mvolves d!ggmg out a 
previously placed graft throug..'l a scarred surgtcal field, then reVISing one or both anastomoses, or the condwt 1tself Pre- and 
post-service v.'Urk elements are very surular Thus, the RVW for DD3 should necessanly be more than that for 36821 (8.93 rvu), but 
less than that for 36830 (12.00 rvu). 

ADDITIONAL R<\.TIONALE 

The distribution of survey values for DD3 is very tight with a 25t...~ percentile of 10 00 rvu, a median survey value of 10 50 
rvu, and 75th percerol.e ofl2.00 rvu. As stated above, this procedure was previously coded by using either 36832 or 35876. 
Even the survey's ::ingle lowest submitted RVW (8.00 rvu) is substantially greater than the current RVW of 6.45 for CPT 
36832. The value for 36832 has not been examined since the Harvard study. Th.is was not a code fo~ which collection of 
survey data was undertaken during those origmal efforts. Little J.S known regarding the basis on which the original R VW was 
ascertained. Based on the current survey, however, we can only conclude that surgeorJ.S who actually perform thJ.S operatlOn 
in 1998 believe that an RVW of 6.45 J.S woefully inadequate. In contrast, the median survey for DD3 is less than the current 
RVW for 35876, which is 13.67. 

While a formulaic corJ.Struct using IWPUT may not be acceptable for pru-nary deterrninauon of RVWs, one may at least 
scrutinize this mathematical approach as supplementary information: 
Pre-op scrub, dress, wait (15rnin*0.8*0.9888*0.0103) = 0.12 rvu 
Pre-op evaluation and positioning (30 min*2.2*0.9888*0.0103) = 0.74 rvu 
Intra-op time (90 min.) *mid-level IWPUT (0.08) = 7.20 rvu 
Discharge mar1agement 99238 (1 *1.28) = 1.28 rvu 
Post-discharge VJ.Sits (two 15 min. [99213]vlsits) = 2"'0.65 = 1.30 rvu 
for a procedure toqU. = 10.64 rvu 

Thus, two substantially different anaiytic techniques support the median survey value for DD3. An RVW of 10.50 (the 
survey median) is.recommended for DDJ. 

FREQUENCY INFOR.J.VL<\.TION 

1. How was,this service previously reported? 

CPT 36832, 35875, and 35876. 

2. How often do physicians in your specialty perform this service? 
V Commonly 0 Sometimes 0 Rarely 

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

In 1996, Medicare payment frequency for 36832 was 41,978. DD3 and DD4 >\'ill be split out of this number. To our 
knowledge, there are no data to determine how many of these will now be coded as DD3, vs. those to be coded as DD-+ 
Likew.se, some number ofpwliously used CPT 35875 and 35876 will now be coded as DD3. Our best guess regarding 
frequency ofDD3 will be less than 20,000 annually. 

4. Is this service )Ot.rformed by many physicians across the United States? 
VYes 0 No 
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CPT Code: 3683B(DD4) Global Period: 090 Recommended RVW: 11.95 

CPT Descriptor: R . . f . fistula 'th thr b du a\ ~SIS eVIslOn o an artenovenous ; Wl om e::tomy, autogenous or nonautogenous graft 
(separate procedure) 

Vignette Used in Survey: 
A 57-year-old female, on hemodialysis for one year, developed increasi.ag venous outflow pressures in her arteno-venous 
dialysis graft. The graft failed before a diagnostic evaluation could be completed, reqwnng urgent rev1Sion. The graft is 
dissected anc opened, followed by a ballo_on catheter thrombectomy. Examination reveals venous anastomotic hyperplasia 
as cause of g7·aft failure. Outflow vein dissection is extended beyond stenosi.5. Stenotic region is opened longitudinally and 
repaired by s:tturing a patch across the stenosis. Blood flow is reestablished, hemostasis achieved, and wounds are closed. 

------------------·-----------------------------------------------------------
CLI.J.~1CAL DESCRIPTION OF SERVICE (This work description was .:\'OT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the tune of the procedure. 
This activity includes obtaining and reviewing the previous work-up, reviewing any recent angiograms in detail; and consulting 
with the referring physician, the nephrologist, the anesthesiologist, and other health care profess1onals as needed within 24 
hours prior to the operation. In addition, the surgeon illscusses operative nsks and benefits with the patient (and/or the patient's 
family) in ordc.--r to obtain informed consent. Pre-service, preoperative work also includes dressmg, scrubbmg, and waiting to 
begin the oper<Ulon; supervising the positioning, preppmg, and drapmg of the patient; and ensurmg that the necessary surgical 
instruments a.nd supplies are present and available in the operative suite. 

Description ')f Intra-Service Work: 
The most common site for these arteriovenous dialysis grafts is in the forearm or upper arm. At operation, circumferential 
exposllie of the venous outflow end of the graft is obtained by dissecnon through typically scarred tissue. Systermc 
anticoagulation is aCministered, and vascular occluding clamps are placed. An incision is made in the hood of the graft, and 
a thrombus filled lumen is encountered. Fogarty balloon thrombectomy catheters are passed repeatedly in the proximal and 
distal directlon.; unt:L. forceful arterial inflow and adequate venous back bleeding are obtamed. The graft opening is closed using 
:fine vascular suture under ocular loupe magnification. An operative angiogram is obtamed to determine the etiology of graft 
failure by mjecting c.mtrast material while making a single x-ray exposure or using digital subtractton fluoroscopy. The most 
common pathology round in this situation is severe intimal hyperplasia in the outflow vein, although arterial stenosis or failure 
of the conduit itse1f include other typical findings. If venous outflow hyperplasia is four.d, vascular occluding clamps are 
replaced, the distal-most portion of the dialysis graft is opened, and the incision carried across the vein stenosis and extended 
until nom1al caliber vein is encountered. A long synthetic patch is sev.n as a "patch angioplasty" along the length of the 
arteriotomy, using ocular loupe magnification. The graft and outflow vein are flushed with blood to remove loose debris and 
air, then blood flow is re-established, and hemostasis achieved. Blood flow through the dlalysis graft and to th~ hand beyond 
the graft is evaluated for adequacy. Once satisfactory flow is obtained, the wounds are closed m layers. If other causes of graft 
thrombosis are fo~d, they are dealt with as required. 

Description MPost-Senice Work: 
Post-service w~rk lx gms after skin closme in the operating room and includes the application of stenle dressings. Additional 
post-service work on the day of surgery includes writing postoperative orders, dictating the operative note and a letter to 
referring physician. monitoring the patient's stability in the recovery room; communicating with the family, and contacting 
other health c::re prcfessionals as needed. Post-sexvice work also incluces all subsequent hospital visits and services performed 
by the surgeon, inch:.cling close follow-up to detect and treat possible complications such as bleedmg, infectton, re-thromboslS 
of the graft, and inadequate blood flow to the hand. Routne postoperative care includes management of the incision; 
intravenous therapy, 'antiliiotic therapy, and analgesia. Discharge management includes the surgeon's final examination of the 
patient, instruction:; for continwng care, directions regarding when the graft may be used for hemodialysis, communication 
with referring physiexan and nephrologist, and preparation of discharge records. Additionally, all post-discharge office visits 
regarding this procedure that take place within 90 days of the operation are coruidered part of the postoperative work. The 
work of these visits includes wound, annbiotic, and pam management, removal of sutures, and communicatton Wlth referring 
physician and nephrologist. 
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CPT/Descnptor: 3683B(DD4) Revis10n of an artenovenou.s fistula, Wlth thrombectomy, 
autogenous or nonautogenous graft (separate procedure) (04/98) Pa~~:e 2 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

Survey n. 

Response. 

Rate%· 

The Soc1ety for Vascular Surgery 
Ra.n~om 

139 

33 

23% 
PRE 
total 

INTRA 
total 

KEY REFERENCE SERVICE(S): 

Descnrytor 

HOSP 
total 

OFF 
total 

Same 
day 
total 

ICU 

# total 

Hasp. - Other 

# total 

D1scng 
day 
total 

Office 

# total 

1998 RVW 
12.00 

Global 
090 

CPT 
36830 Creation of artenovenous fistula by other than drrect arteriovenous anastomosis (separate 

procedure); nonautogenous graft 
8.93 090 36821 Arteriovenous anastomosis, direct, any site (eg. Cimino type) (separate procedure) 

LOS and Time Estimates (Median) 

LOS 

PRE~serv~ce t1me 

INTRA-serv~ce t1me 

POST-serv~ce t1me 

Mental Effort and Judgment 

The number of possible diagnosis and/or the number of management opt1ons that must be 
considered 

The amount and/or compleXIty of medical records, d1agnost1c tests, and/or other 
Information that mu;t be obtamed reVIewed and analyzed 

Urgency of med1cal dec1s1on makmg 

Technical Skill/phys1ca: Effort 

Technical skill requ1red 

Phys1cal effort requ1red 

Psychological Stress 

The nsk of Significant complications, morb1d1ty and/or mortality 

Outcome depends on skill and JUdgment of physiCian 

Est1mated nsk of malpractice su1t With poor outcome 

Time Segments 

PRE-seMce mtens ty/compleJOty ! 
INTRA-seMce mte·1s1ty compleXIty 

POST-serv~ce mtens1ty compleXJty 

Mean 
Intensity/Complexity Measures 

36838(004) 36830 36821 

0 0 0 

45 45 45 

120 113 60 

55 65 50 

318 2 63 2 38 

2.88 2.63 2.50 

3 03 217 225 

3.64 3.29 288 

3 09 2 79 2.38 

4 03 2.79 213 

3 55 3 46 313 

2 30 2 33 1 88 

2 88 2 54 2 50 

3 48 3.00 2 75 

2 45 2.33 2 00 

ELATIONSIDP OF CODE BEli-..;G·REVIE\YED TO KEY REFERE0iCE SERVICE(S): 

As noted in th~ DD3 ~urnmary of Recommendation, DD3, DD4, and DD5 are redefined codes created to distinctly separate 
services performed on arteriovenous hemodialysis access grafts (DD3, DD4, DD5) from services performed on artenal or 
venous byp<!ss grafts (DDl, DD2). Currently, the service described by DD-t 1.$ commonly coded for by CPT 35876 
(thrombectomy of arterial or venous graft; with revision of arterial or venolli graft) and CPT 36832 (revision of an 
arteriovenous iistula, W1th or without thrombectomy, autogenous or nonautogenous graft). These two CPT codes have \v1dely 
disparate RVWs, f3.67 rvu a.."ld 6.45 rvu respectiVely. With a new and entirely clear de:fin:tion for DD4, it 1.$ hoped that a 
single, approonate RVW will be identified and that all questioru of mappropnate coding V~.ill be resolved. 
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CPT/Descnptor 3683B(DD4) Revision of an artenovenou.s fistula, wtth thrombectomy, 
' ' autogenous or nonauto~enous graft ( ~eparate procedure) (04/98) Pa~e 3 

Similar to DD3, the best comparison codes for DD4 are 36821 (arteriovenous anastomosis, direct, any site [ eg Cimino type]) 
and 36830 (crCarion of arteriovenous fistula by other than dire.:t arteriovenous anastomosis; nonautogenous graft). CPT 36821 
is the· creation of one vascular anastomosis in a ·virgin surgical field. CPT 36830 involves placement of two vascular 
anastomoses plus creation of a subcutaneous tunnel for the graft. DD-+ involves digging out a previously placed graft through 
a scorred surgical field, performing a Fogarty balloon catheter thrombectomy, then revising one or both anastomoses, or the 
conduit itself Altogether, this is very similar to the total intra-service work of placiag a totally new dialysis graft at a v-irgm 
site (i.e. 36830). ~e- and post-service work elements ofDD4 are very similar to 36821 and 36830. 

ADDITIONAL RATIONALE 

The distribution ofsurveyvabres for DD4 is also very tight with a 25th percentile of 11.00 .rvu, a median survey value of 11.95 
rvu, and a 75th percentile of 12.00 rvu. DD4 was previously coded either as 36832 (6.45) or 35876 (13.67). Once again, 
the sUIVey's smgle lowest submitted RVW (8.25 rvu) is substantially greater than the current RVW of 6.45 for CPT 36832. 
As stated previously, 36832 has not been exam.med since the Harvard studies and little is known regarding the basis on wluch 
the original R VW was ascertained. Based on the current survey, we conclude that surgeons who actually perform this 
operation in 1998 believe that an RVW of 6.45 rvu is inadequate. In addition, 36832 represents a blend of revision ~1thout 
thrombectomy and revision with thrombectomy, thereby making DD4, the service Mth thrombectomy, likely to have a higher 
RVW than the blended service. The median surv·ey RVW for DD4 is less than that of the other CPT codes currently used 
for this service, that is CPT 35876, with an RVW of 13.67. 

While a formulaic construct using I\VPUT may not be acceptable for primary determination ofRVWs, one may at least 
scrutinize this mathematical approach as supplementary information: 
Pre-op scrub, dress, wait (15min*0.8*0.9888*0 0103) = 0.12 rvu 
Pre-op evaluation 1md positioning (30 mm*2.2*0.9888"'0.0103) = 0.74 rvu 
Intra-op time (120 min.) *mid-level I\VPUT (0.08) = 9.60 rvu 
Discharge management 99238 (1"'1.28) = 1.28 rvu 
Post-discharge visits (one 15 min. [99213Jvisits) = 0.65 rvu 
for a procedtJie total = 12.39 rvu 

Thus, two substantially different analytic techniques support the median survey value for DD4. An RVW of 11.95 (the 
survey medLln) is recommended for DD4. 

FREQUENCY I.!.WOR.i\ILI\.TION 

1. How was this service previously reported? 

CPT 36832, 35875, and 35876. 

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

el' Commonly , 0 Sometimes o Rarely 

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

In 1996, .Medicare payment frequency for 36832 a,;as 41,978. DD3 and DD4 will be split out of this nwnber. To our 
knowledge,' there are no data to determine how many of these will now be coded as DD3, vs. those to be coded as DD4. 
Likewise, some number of previously used CPT 35875 and 35876 Mil now be coded as DD4. Our best guess regarding 
frequency of DD4 will be less than 20,000 wmually. 

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

1/ Yes 0 No 
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CPT Code: 3683C(DD5) Global Period: 090 Recommended RVW: 8.00 

CPT Descriptor: f · fistula ·th ·. q,ttlvsLS Thrombectomy o artenovenotL'> Wl out rev1SIOn, autogenous or nonautogenous graft l 

(separate procedure) 

Vignette Used in Survey: 
A 57-year-old female, on hemodialysis for one year, presents with thrombosis of her arterio-venous dialysis graft after 
d.Il episode of hypotension. (The patient recovered from that episode.) The graft is dissected and opened, followed by 
a balloon catheter thrombectomy. Examination reveals no venous outflow hyperplasia or other intrinsic graft problems 
that might have contributed to graft failure. Graft opening is surured, blood flow reestablished, and hemostasis achieved. 
Wounds are closed. 

CLINICAL DES,CRIPTION OF SERVICE (This work description was ~OT provided on the survey.): 

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, reviewing any recent angiograms in 
detail; and 1;onsulting with the referring physician, the nephrologist, the anesthesiologist, and other health care 
professionab as needed within 24 hours prior to the operation. In addition, the surgeon discusses operative risks and 
benefits with the patient (and/or the patient's family) in order to obtain informed consent. Pre-service, preoperative work 
also includes dressing, scrubbing, and waiting to begin the operation; supervising the positioning, prepping, and draping 
of the patient; and e:nsuring that the necessary surgical instruments and supplies are present and available in the operative 
suite. 

Description ofintra-Service Work: 
The most common site for these arteriovenous dialysis grafts is the forearm or upper arm. At operation, circumferential 
exposure of the venous outflow end of the graft is obtained by dissection through typically scarred tissue. Systemic 
anticoagulation is a:lrn.inistered, and vascular occluding clamps are placed. An incision is made in the hood of the graft, 
and a thrombus filled lumen is encountered. Fogarty balloon thrombectomy catheters are passed repeatedly in the 
proximal and distal directions until forceful arterial inflow and adequate venous backbleeding are obtained. The graft 
opening is closed using fine vascular surure under ocular loupe magnification. An operative angiogram is obtained to 
determine the. etiology of graft failure by injecting contrast material while making a single x-ray exposure or using digital 
subtraction :flnoroscopy. The most common pathology found in this situation is severe intimal hyperplasi..t in the outflow 
vein, but <XM'sionally no contributory pathology is found. This is likely to be the case if the patient has suffered a recent 
episode ofhypoteru:ion. If the angiogram reveals no identifiable problems, blood flow through the dialysis graft and to 
the hand beyond the graft is evaluated once more for adequacy. If satisfactory, the wounds are closed in layers. 

Description nfPost-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings. 
Additional post-service work on the day of surgery includes writing postoperative orders, dictating the operative note 
and a letter to referring physician, monitoring the patient's stability in the recovery room; communicating with the family, 
and contacting oth~r health care professionals as needed. Post-service work also includes all subsequent hospital visits 
and services performed by the surgeon, including close follow-up to detect and treat possible complications such as 
bleeding, infection, re-thrombosis of the graft, anJ inadequate blood flow to the hand. Routine postoperative care 
includes management of the incision; intravenous Li.erapy, antibiotic therapy, and analgesia. Discharge management 
includes t..~e surgeon's f.t.nal exarninatibn of the patient, instructions for continuing care, directions regarding when the 
graft may be used for hemodialysis, communication with referring physician and nephrologist, and preparation of 
discharge records. Additionally, all post-discharge office visits regarding this procedure that take place within 90 days 
of the 0perati'Jn are considered part of the postoperative work. The work of these visits includes wound, antibiotic, and 
pain management; removal of surures, and communication with referring physician and nephrologist. 

I 
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CPT/Dtoscnptor: 3683C(DD5) 11-.rombectomy of artenovenous fistula Wlthout reVlSlon, autogenous 
' or nonauto!:lenous ~Zraft (separate procedure) 

SURVEY DATA: 
Specia!ty(s ). 
Type of Sample: 

Survey n· 

Response. 

Rate%. 

The Soci.-1ty for Vascular Surgery 
Random 

139 

32 

23% 
PRE INTRA 
total total 

KEY REFERENCE .SERVICE(S): 

Descriptor 

HOSP 
total 

OI'F 
total 

Same 
day 
total 

ICU Hosp - Other D1schg 
day 
total 

(04198) Pag;e 2 

Offi.:e 

1998 RVW· 
9.13 

Global 
090 

CPT 
34201 Embolectomy or thrombectomy, with or w-ithout catheter; femoropopliteal, aortoiliac 

artery, by leg incis10n 
8.93 090 36821 Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 

LOS and Time Estimates (Median) 

LOS 

PRE-seNJce time 

INTRA-seNJce t1me 

POST-seNJce time 

Mental Effort and Judgment 

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

'-------·--· 
The amount and/or compleXIty of medtcal re-::crds, diagnostic tests, and/or other 
1nformat1on that mu;t be obtamed reviewed and analyzed 

Urgency of r:1ed1cal deCISion making 

Technical SkiiVphys1c al Effort 

Technical sk1ll requ,·ed 

Phys1cal effort requ1red 

Psychological Stress 

The nsk of s1gmficant complications, morb1d1ty and/or mortality 

Outcome depends <Jn skill and judgment of phys1c1an 

Estimated nsk of malpractice SUit With poor outcome 

Time Segments 

PR E-seNJce Intensity/compleXIty 

INTRA-seNlce 1ntens1ty compleXIty 

POST-seNJce 1ntens1ty compleXIty 

Mean 
Intensity/Complexity Measures 

3683C(DD5) 34201 36821 

0 3 0 

53 60 45 

60 75 75 

50 120 50 

2.56 3 10 2.50 

2.72 3.09 242 

306 3.71 2.50 

297 3 23 3 08 

250 2 91 2 58 

277 3 50 2.42 

319 3 73 3 25 

2.34 3 23 2.42 

2.69 305 2.58 

2.94 318 2 75 

2.34 2.64 2 25 

RELATIONSHIP OF CODE BEING ~VIEWED TO KEY REFERL,CE SERVICE(S): 

Currently, the only code that eXlsts for thrombectomy of any land of grJit without a concomitant reVIsion iS CPT 35S75 
(thrombectomy of ,:rtenal or venous graft). As noted in the DDl Summary of Recommendation, 35875 iS currently used for 
thrombectomy of azterial and venous bypass grafts (now DDl) and for thrombectomy of artenovenous hemodialysis grafts (now 
DDS). P-.s it turru. out, HCF A, the CNIDs, and all surveyed surgeons agree that .1 ch.stmct difference exists between the work of DD 1 
and DD5, with DD~ representmg the lesser effort. Creat10n of this new, specific code for hemodialysis graft thrombectomy tDD5) 
wtll al!ow <1ppropnate creation of .1 distmct and fa.tr R VVv 
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CPT/Descriptor. 3683C(DD5) Tilrombectomy of artenovenous fistula Wlthout reVlSlOl'., autoge:1.ous 

or nonautogenous ll!aft (separate pro.::edure'1 (04/98'1 Paoze 3 

The most commo~y cited reference servtce for DD5 was CPT 34201, embolectomy or th:ombectomy, wtth or wtthout catheter; 
femoropopliteal, aortoiliac artery, by leg l.'lCtsion. CPT 34201 has an RVW of9.13. Survey respondents ctted a three day hospttal 
1~othof stay for 34201 vs. 0 days for DDS Intra-servtce tune was shghtly longer for reference code 34201 (7S mm.) than for DDS 
(60 min.). B¥ed on these data, one would argue that the R VW for DDS. sho"uld be less than the R VW 34201 by .1 greater margtn 
than exists between the median survey of9 00 rvu and the RVW for 34201 wluch 1s 9 13 

ADDffiONAL RATIONALE 

The dtstrtbut10n of survey values for DDS is ttght wtth a 25th percenttle of 8.00 rvu, a medtan survey value of 9 00 rvu, and a 75th 
percenttle of 9 11 rvu. The medtan survey of 9 00 ts substantially less than that of the parent code, 35875, whose R VW ts 10 01 

Wlnle a formulate construct usmg IWP1JT may not be acceptable for pnrn.lfY determuut10n of RVWs, one may at least scrutuuze 
tlus mathemat1cal approach as supplementary mformatton 
Pre-op scrub, dress, watt (1Smm*O 8*0.9888*0 0103) = 0 12 rvu 
Pre-op evaluat10n and postttorung (38 mm""2.2*0 9888*0 0103) = 0 85 rvu 
Intra-op tune (60 mm) * mtd-level IWPUT (0.08) = 4 80 rvu 
Dtscharge management 99238 (1 *1 28) = 1 28 rvu 
Post-dtscharge vtstt.\. (one 15 mm. [99213]v1Slts) = 0 65 rvu 
for a procedure total = 7. 70 rvu 

Based on the shght chfference m tl.me and mtenstty between DDS and 34201 and the formulate R VW construct presented above, 
tt ts chfficult to JUSttfy the survey mechan R VW of 9 00 and, tnstead, an RV\V of 8.00 (the 25th percentile) is recommended for 
DD5. 

FREQUE.!."'lCY Il'ITORl"\-1ATION 

1. How was this service previou~Iy reported? 

CPT 35875 

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

t/ Commonly 0 Sometrmes 0 Rarely 

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

In 1996, Mechcare payment frequency for 35875 was 30,323. DD 1 and DDS Wlll be spht out of tlus number Our data analysts 
m 1996 suggested that 40% of 35875 represented the service now defmed as DDS Our best guess regardmg frequency of DDS 
ts approXll!lately 12,000 annually. 

4. Is thts service performed by many physicians across the United States? 

t/ Yes 0 No 

\ 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Arteriovenous Regional Chemotherapy Perfusion J 

\.._ 

CPT Code 36823 Insertion of arterial and venous cannula (s for isolated extracorporeal circulation and regional chemotherapy perfusion to 
an extremity, with or without hyperthermia, with removal of cannula(s) and repair of arteriotomy and venotomy sites was created to 
describe a unique combination of a highly invasive procedure with chemotherapy supported by a membrane oxygenator/profusion device. 

The specialty society chose to withdraw this issue from the May 1998 RUC agenda. The specialty society plans to present this code at the 
September 1998 RUC meeting, after adequate survey data is developed. Until that time, the RUC agrees with the specialty society that 
CPT code 36823 be "carrier priced." This service is infrequently performed with fewer than 1000 cases reported per year in all patient 
groups. 

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

•36823 D1 Insertion of arterial and venous cannula(s) for isolated 090 Carrier Price 
extracorporeal circulation and regional chemotherapy 

(Interim Recommendation) perfusion to an extremity, with or without hyperthermia, 
with removal of cannula(s) and repair of arteriotomy and 
venotomy sites 

CPT five-digit codes, two-d1git modifiers, and descriptions only are copyright by the American Med1cal Association. 

-1-



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Pelvic Exenteration 

A new CPT code, 45126, was developed to describe Pelvic exenteration for colorectal malignancy, with proctectomy (with or 
without colostomy), with removal of bladder and ureteral transplantations, and/or hysterectomy, or cervicectomy, with or 
without removal of tubes(s), with or without removal of ovary(s), or any combination thereof Currently, two CPT codes exist 
to describe pelvic exenteration procedures: CPT code 51597 Pelvic exenteration, complete, for vesical, prostatic or urethral 
malignancy, with removal of bladder and ureteral transplantations, with or without hysterectomy and/or abdominoperineal 
resection of rectum and colon colostomy or any combination thereof (work RVU =38.35), and CPT code 58240 Pelvic 
exenteration for gynecologic malignancy, with total abdominal hysterectomy or cervicectomy, with or without removal of 
tube(s), with or without removal of ovary(s), with removal of bladder and ureteral transplantations, and/or abdominoperineal 
resection of rectum of colon and colostomy or any combination thereof (work RVU = 38.39). Code 51597 is specific to 
vesicle, prostatic or urethral malignancy, and CPT code 58240 is specific to gynecologic malignancy. The exenteration 
performed for primary colorectal malignancy is not represented in these two codes. 

The new code, 45126, allows for several combinations of exenterative proctectomy with en bloc removal of other pelvic 
organs for treating colorectal cancers (i.e., proctectomy with one or more of: cystectomy and resection of the distal ureters; 
hysterectomy or cervicectomy; removal of tube(s); and/or ovary (s)). The exenteration reported under 45126 may be either 
primary (to treat de novo disease) or secondary (to treat recurrent disease). Additionally, 45126 specifies the actual purpose of 
the procedure (treatment of colorectal malignancy) and the defining combinations of organ resections added en bloc to 
exenterative proctectomy. 

The RUC agreed that codes 45126, 58240, and 51597 are equivalent in work and recommends an RVU of 38.39. The value 
is slightly less than the survey median of 38.40. The median is the result of responses collected from 47 general surgeons 
and colon and rectal surgeons, and is comparable to the work RVU's for CPT codes 58240 (RVU =38.39) and 51597 
(RVU =38.35). 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright American Medical Association. 1 



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

•45126 Fl Pelvic exenteration for colorectal malignancy, with proctectomy 090 38.39 
(with or without colostomy), with removal of bladder and 
ureteral transplantations, and/or hysterectomy, or cervicectomy, 

' with or without removal of tube(s), with or without removal of 
ovary(s), or any combination thereof 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright Amencan Medical Association 2 
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AMNSPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (April I 998) 

CPT Code: 4511X (Fl) Global Period: 090 Recommended RVW: 38.39 

CPT Descriptor: 

Vignette Used in Survey: 

Pelvic exenteration for colorectal malignancy, with proctectomy (with or without 
colostomy)! with re~oval of bl~dder ~d ureteral transplantations, and/or 
hysterectomy;or cervicectomy, With or Without removal of tube(s), with or without 
removal of ovary(s), or any combination thereof 

A 60-year-old female with hypothyroidism (euthyroid on thyroxine replacement) and well-controlled essential 
hypertension presents with episodic rectal bleeding and urinary frequency. She underwent total abdominal hysterectomy 
and left salpingo-oophorectomy at age 39 for benign disease. Colonoscopy discloses a bulky tumor beginning at 6 em 
from the anal verge, endoscopic ultrasonography suggests transmural rectal invaswn into adjacent pelvic tissues, and 
biopsies return well-differentiated adenocarcinoma. CT scan demonstrates blurring of tissue planes between rectum and 
bladder, enlarged perirectal nodes, and an inhomogeneous right ovarian mass. Cystoscopy and pelvic examination under 
anesthesia show inflammatory changes near the bladder trigone and a bulky pelvic mass that seems fixed anteriorly. 
Metastatic screening is negative although CEA is elevated. She is offered exploration and possible pelvic exenteration; 
she elects to proceed with operation. Exenterative proctectomy, with cystectomy and right salpingo-oophorectomy, is 
done en bloc. She is invasively monitored and ventilated in the ICU for 4 days. On postoperative day 7, she becomes 
febrile and tachypneic; she is found to have a ureteral anastomotic leak that is managed with percutaneous drains and 
requires ICU re-admission for 3 more days. She is discharged on postoperat1ve day 13. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work as an outpatient in such complex operations requires more than one day of preservice work. By 

prior conventions, this work was confined to the one day prior to operation. This seems to represent the past, when 
patients were hospitalized for the day prior to operation, and all the work was compressed by the convenience of the 
hospitalization. Now, prior to the operation the patient receives instructions about an antibiotic and mechanical bowel 
preparation. The patient is also evaluated and marked for two stoma sites. The patient receives a preoperative history, 
physical and review of all pertinent preoperative labs and x-ray tests. Informed consent and transfusion consents are 
obtained. Orders are written and provided to the operative receiving area for Same Day Surgery Admission patients, 
including final enema administration, and preoperative parenteral antibiotic infusion. 

On the operative day, the preoperative work-up is reviewed with particular attention to the CT scan. The adequacy 
of the bowel prep and the markings for potential stoma sites are verified. Patient and family questions are answered. 
After changing to scrub clothes, the surgeon again meets the patient in the Operating Room. After awaiting induction 
of anesthesia, the surgeon oversees patient positioning in stirrups for lithotomy positioning, paying attention that all 
pressure points are properly supported and padded. The surgeon oversees application of lower extremity intermittent 
pneumatic compression devices to avoid encroachment on the perineal operative field. The previously identified 
potential stoma sites are re-marked with indelible ink. (Cystoscopy with ureteral stent placement is performed and coded 
separately by the consulting urologist; during the procedure, the primary surgeon reviews the cystoscopic findings 
directly with the urologist and discusses potential options for management of bladder and ureter involvement by rumor.) 
The anus is oversewn, and the surgical prep of the abdominal wall, vagina, and perineufTl. are reviewed with the 
circulating nurse. The surgeon verifies with the nursing staff that all necessary surgical instruments and supplies are 
readily available in the operative suite (eg, titanium clips for marking the limits of resection for future radiotherapy 
without interfering with furure radiologic imaging studies). The surgeon puts on and adjusts a headlight then scrubs and 
gowns. The abdomen and perineum are draped to allow wide access to both operative fields and all potential stoma sites. 
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Description of Intra-Service Work: 
The abdomen is entered through a long midline incision, excising the prior hysterectomy scar. Adhesions to the 

anterior abdominal wall are lysed to gain full access to the peritoneal cavity. The abdomen is thoroughly explored 
including para-aortic node biopsy and with special attention to detect malignancy outside the confines of the· pelvis (eg, 
liver, peritoneal or omental implants). Adhesions in the pelvis are biopsied for frozen section examination. The 
obturator fossa and region lateral to t~e external iliac vessels are explored to determine whether extension beyond the 
psoas muscle has occurred. Care is taken not to separate adherent viscera from the rectosigmoid to avoid opening up 
tumor-containing tissue planes. There is a large, bulky pelvic mass in which posterior bladder, rectum, and right ovary 
are involved. The mass appears free from the sacrum posteriorly and does not appear to invade the pelvic sidewalls. 
Adhesion biopsies return negative for cancer, and there is no evidence of tumor outside of the pelvts. The tumor appears 
resectable by pelvic exenteration. The left colon is thoroughly mobilized and the left ureter is identified. The inferior 
mesenteric artery is divided at its origin. The right colon is mobilized to allow identification of the right ureter and in 
anticipation of urinary tract reconstruction. The ureters are traced towards the pelvis with care to avoid devasculanzing 
them by excessive skeletonization. The sigmoid colon is divided and the distal end traced into the pelvis. The 
rectosigmoid is sharply dissected free from the sacrum posteriorly, care being taken to avOid entering the presacral 
venous plexus. The lateral rectal vascular stalks are sequentially ligated. The iliac vessels are identified bilaterally and 
the pelvic visceral branches are divided. At any point where bnsk bleeding ensues and the patient is hypotensive, the 
dissection is halted and the area packed until the anesthesiologist restores intravascular volume and blood components 
given, if needed. The anterior attachments of the bladder to the abdominal wall are divided. The right ovarian ligaments 
are divided. The pelvic peritoneum is incised and mobilized centrally with the bladder, right adnexa, and rectosigmoid 
stump, clearing the obturator fossas and the iliac node chains. The ureters and urethra are divided. A perineal incision 
encompassing the urethra, labia minora, and anus is made and deepened upwards through the anococcygealligament 
and up through the perineal fascia overlying the ischiorectal fat. The levator ani is identified and detached from its pelvic 
insertions and then from its retropubic periosteal insertions, ultimately meeting the pelvic dissection. The specimen is 
removed through the perineum en bloc and oriented for the pathologist with marking sutures and verbally (the pathologist 
is called to the OR to receive the specimen). Any margins with suspicion of tumor are checked by frozen section. Clips 
are placed along the pelvic margins of resection to guide any future radiotherapy. 

Attention is turned to reconstruction. A segment of ileum is isolated with its blood supply. An ileostomy is then 
completed. The isolated segment of ileum is to serve as the urinary diversion. The ureters are mobilized and implanted 
in the base of the ileal conduit. The distal limb of the conduit is brought out through a separate skin incision and matured 
as an ileal conduit (stoma). Ureteral stents are placed within the ureters and brought out through the ileal stoma and 
marked appropriately as right and left. The pelvic peritoneal defect is closed with absorbable mesh. A tract through the 
abdominal wall is created at the previously marked colostomy site. The proximal sigmoid stump is cleared of tissue for 
exteriorization as a colostomy and is delivered through the tract to skin level. The sigmoid is then fixed internally with 
sutures to the peritoneum of the anterior abdominal wall to minimize paracolostomy hernia and prolapse potential. The 
small bowel is positioned to minimize adhesions and to avoid torsion. The abdominal incision is closed in layers after 
several pelvic drains are placed through separate stab incisions. The perineal wound is carefully closed in layers over 
suction drains. The colostomy is opened and matured. Sterile dressings and a colostomy and ileostomy bag are applied. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings, 

writing postoperative orders, completing the operative dictation, communicating with family and other health care 
professionals, and all hospital visits and services performed by the surgeon, including ICU care and ventilator 
management as needed, as well as ordering and reviewing postoperative radiographs and laboratory stt]:dies, wound and 
drain care, and managing antibiqtics and analgesics (including coordination of epidural analgesics with the 
anesthesiologist). The patient is returned intubated and ventilated to the !CU. The patient develops oliguria despite an 
apparently adequate central venous pressure. Swan-Ganz monitoring is initiated and additional surgeon visits to the ICU 
are made on the operative day to manage postoperative fluids and blood component therapy as well as the ventilator. 
Over the next 48 hours, further volume resuscitation followed by gentle diuresis is required and the ventilatory support 
is weaned. The patient is extubated on the third postoperative day and transferred from the ICU the morning of the 4th 
postoperative day. Enteral feedings, managed by the surgeon, are initiated on postoperative day four through a 
nasoenteral tube passed at the time of operation. On postoperative day seven, the patient is acutely febnle and 
hypotensive and is returned to the ICU, where she requires vigorous fluid resuscitation and vasopressors in addttton to 
"' ....... '- ........ : ,. 
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The surgeon and consulting urologist agree that urinary tract evaluation is indicated and aCT scan is obtained which 
shows a small leak at the ureteral anastomosis. A percutaneous drain is placed by the radiologist. She is found to be 
hypoxemic but V/Q scan is negative for pulmonary embolism, and she responds to vigorous pulmonary toilet and 
supplemental oxygen. The patient improves over the next 48 hours and is transferred out of the ICU on postoperative 
day 10. The surgeon reviews the case with the consulting medical oncologist and radiation therapist and presents the 
patient to the hospital Tumor Board. She is transitioned to an oral diet, and the drains are sequentially removed. The 
abdominal wound staples are removed on postoperative day 13 and she is discharged to home. Discharge management 
includes the surgeon's final examination of the patient, instructions for continuing care, and preparation of discharge 
records and confirming arrangements for home nursing care and enterostomal visits. Additionally, all post-discharge 
office visits for the first 90 days after the day of operation are considered part of the postoperative work for this 
procedure, including removal of sutures, ordering and evaluating periodic imaging and laboratory reports, overseeing 
stomal function, coordination of postoperative chemoradiotherapy, and antibiotic and/or analgesic adjustments. 

SURVEY DATA: Specialty(s): American College of Surgeons; American Society of Colon and Rectal 
Surgeons 

Survey n: 

Response: 

87 
Same ICU Hosp. - Other Dischg Office 

47 PRE INTRA HOSP OFF day day 
Rate%: 54% total total total total total # total # total total # total 

RVW min min min min min VISitS m1n VISitS mm mm visitS mm 

low 28.00 240 

25th% 38.35 240 '' 
: 

MED 38.40 90 300 270 100 40 4 80 9 110 40 5 100 

75th% 39.50 298 v 

high 51.19 '' 600 

Comparative Time and Visit Data for Surveyed Service and Key Reference Service(s): 
PRE INTRA HOSP OFF Exper 
total total total total 

CPT Code Resp n RVW mm mm mm min med 

4511X 47 38.39"' 90 300 270 100 1 

58240 35 38.39 90 300 229 75 0 
ref service 

51597 34 38.35 85 300 248 85 0 

120 480 387 90 n/a 
5-yr rev 

51597 75 90 300 330 90 n/a 
5- r rev AUA 

*recommended 

KEY REFERENCE SERVICE(S): 

1998 RVW Global .ciT 
38.39 090 58240 

38.35 090 51597 

Descriptor 
Pelvic- exenteration for gynecologic malignancy, with total abdominal hysterectomy or 
cervicectomy, with or without removal of tube(s), with or Without removal of ovary(s), wnh 
removal of bladder and ureteral transplantation~. and/or abdominoperineal resection of rectum 
and colon and colostomy, or any combination thereof 
Pelvic exenteration, complete, for vesical, prostatic or urethral malignancy, with removal of 
bladder and ureteral transplantations, with or without hysterectomy and/or abdommopenneal 
resection of rectum and colon and colostomy, or any combination thereof 
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Mean 
Intensity/Complexity Measures 

4511X 58240 51597 
Mental effort and judgment 4.67 4.57 4.62 
Technical skill and physical effort 4.76 4.69 4.79 
Psychological stress 4.59 4.54 4.64 

[Note. ThiS survey does not mclude other mtenslty measures because 1t was conducted pnor to the release of the new survey mstrument.] 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Compare the pre-, mtra-. 
and post-service time and the intensity (mental effort and judgment; technical sloll & phystcal effort; and psychologtcal stress) of the service you 
are ratmg to the key reference services hsted above. 

CPT codes 4511X, 58240, and 51597 describe the same procedure, pelvic exenteration. There are two language 
differences in the nomenclature for these three pelvic exenteration codes: 
1. The diagnosis; and 
2. The "with or without" designations for the primary and secondary components exenterated. 

These language differences do not effect any differences in work. Therefore, an RVW of 38.39 is recommended for CPT 
4511X. This value is slightly less than the survey median and is comparable to the RVWs for CPT codes 58240 and 
51597. 

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

None. 

FREQUENCY INFORl\'IATION 

How was this service previously reported? 
51597 or 58240 
Of six collected series of exenterations for colorectal cancers, 40% were performed m males and 60% performed in 
females. Rodriquez-Bigas collected 857 exenterations for all diseases of which 38% were done for colorectal 
malignancy. If we assume men are most likely coded with the urology (anterior pelvic exenteration) code and that 
women are most often coded using the gynecologic code, then: 0.38 x 0.6 = 0.23 colorectal exenterations in women and 
0.38 x 0.4 = 0.14 colorectal exenterations in men. Therefore, 23% now coded with gynecologic exenteration code will 
use the new colorectal code and 14% now coded with the urologic exenteration code will be coded with the new code. 

How often do physicians in your specialty perform this service? 

0 Commonly v Sometimes 0 Rarely 

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

A.· Locally advanced (at initial presentation) primary colorectal malignancies: there <.-"'e 150,000 new cases of colorectal 
cancer annually in US; 10-15% will be locally advanced but confined to the pelvis and without distant unresectable 

metastases= 15,000 to 22,500 
B. Pelvic recurrences of colorectal cancer: pelvic locoregional disease is the most common recurrence pattern of rectal 

' cancer; 4-33% of rectal cancers will have pelvic recurrences, and 40-50% are resectable; rectal cancer= 40,000 new 
cases/year so 40,000 x 15% x 50%= 3000; most recur within first two years so about 1500/year 
TOTAL A + B = !6.500 to 24.000 

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

I 
Laparoscopic Adrenalectomy 

CPT Code 56321 Laparoscopy, surgical; with adrenalectomy, partial or complete, or exploration of adrenal gland with or 
without biopsy, transabdominal, lumbar or dorsal was created to accurately describe the application of laparoscopy to 
adrenalectomy, and also allow for outcomes analysis or tracking of the laparoscopic procedure. 

The -specialty society chose to withdraw this issue from the May 1998 RUC agenda. The specialty society plans to present this 
code along with 56345 Laparoscopic surgical; splenectomy and 56347 Laparoscopic surgical; jejunostomy (eg, for 
decompression or feeding) at the September 1998 RUC meeting, when adequate survey data is developed. Until that time, the 
RUC agrees with the specialty society that CPT code 56321 be "carrier priced". This laparoscopic procedure is relatively new 
and not commonly performed at this time. 

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

•56321 El Laparoscopy, surgical; with adrenalectomy, partial 090 Carrier Price 
or complete, or exploration of adrenal gland with or (Interim Recommendation) 
without biopsy, transabdominal, lumbar or dorsal 

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

-1-



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Radical Vaginectomy with Removal of Paracolpos 

A series of new codes have been established to capture the complexity of radical colpectomy procedures as the existing 
colpectomy codes are often performed for benign conditions. Typically, gynecologic oncologists perform these procedures 
because of their complexity. Previous surgery has destroyed the usual anatomic landmarks and the absence of the uterus and 
cervix make dissection of the bladder, ureters, rectum, and urethra more difficult than a similar procedure CPT Code 58210 
Radical abdominal hysterectomy, with bilateral total pelvic lymphadenectomy and para-aortic lymph node sampling (biopsy), 
with or without removal oftube(s), with or without removal of ovary(s). 

The work described by 57107 Vaginectomy, partial removal of vaginal wall; with removal of paravaginal tissue (radical 
vaginectomy) is an abdominal procedure rather than a vaginal procedure that requires removal of all the supporting tissues in 
the upper vagina. This procedure carries a very high risk of bladder dysfunction or injury requiring extended catheter care. 
The work involved in 57107 is most similar to 58210 (work RVU =28.55) even though the survey data shows a slightly lower 
median intra-service time and lower intensity rankings. These differences result primarily from the fact that 58210 includes a 
bilateral pelvic lymphadenectomy, while 57107 does not. Therefore, the RUC recommends the survey median work value of 
23.00. 

CPT code 57109 Vaginectomy, partial removal of vaginal wall; with removal of paravaginal tissue (radical vaginectomy) with 
bilateral total pelvic lymphadenectomy and para-aortic lymph node sampling (biopsy) is also very similar to CPT 58210 in the 
amount of physician work involved. However, survey respondents estimated more intra-service time for 57109 (240 minutes 
compared to 200 minutes for 58210. Both 57109 and 58210 have almost identical amounts of post-operative care and levels of 
intensity. The RUC recommends a work RVU of 27.00 which is the 25th percentile of the survey results. 

CPT code 57111 Vaginectomy, complete removal ofvaginal wall; with removal of paravaginal tissue (radical vaginectomy) 
and 57112 Vaginectomy, complete removal ofvaginal wall; with removal of paravaginal tissue (radical vaginectomy) with 

CPT five-digit codes, two-dtgit modifiers, and descnptions only are copynght by the American Medical Association. 
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bilateral total pelvic lymphadenectomy and para-aortic lymph node sampling (biopsy) are both similar to the radical 
hysterectomy (58210). However, survey data show a higher median intra-service time 240 minutes (57111) and 200 (58210) 
and a corresponding higher intra-service intensity ranking 5(57111) and 4(58210). These differences reflect the greater 
demands on the physicians technietH- skill entailed in performing 57111. Because 58210 includes a bilaterial pelvic 
lymphadenectomy, the RUC recommends a survey median 27.00 work RVUs which seemed most appropriate. According to 
survey data, this is an extremely rare procedure performed less than fifty times a year. 

CPT 57112, is similar to 58210, but requires in total more physician work. Survey respondents estimated more intra-service 
time 270 minutes (57112) and 200 minutes (58210), higher levels of mental effort (5 compared to 4) and higher pre- and intra 
service_time (pre-4.50 compared to 4 and intra-5 compared to 4). The higher intra-service work for 57112 is more technically 
challenging because previous surgery has destroyed the usual anatomic landmarks and the absence of the uterus and cervix 
make dissection of the bladder, ureters, rectum, and urethra more difficult. Also, 57112 is a very rare procedure that is 
performed less than fifty times a year. Therefore, the RUC recommends a work RVU of 29.00 for CPT code 57112, which is 
the survey median. 

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

•57106 J7 Vaginectomy, partial removal of vaginal wall; 090 6.36 

(Renumbered code 57108) 

57108 J1 CelpGstemy, eelitGratiea gf ',•agiaa; partial 090 N/A 

{57108 has been deleted. To reQort see 57106 

•57107 J2 with removal of paravaginal tissue (radical vaginectomy) 090 23.00 

CPT five-digit codes, two-d1g1t modifiers, and descnptwns only are copyright by the Amencan Medical Association. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•57109 J3 with removal of paravaginal tissue (radical vagmectomy) with bilateral 
total pelvic lymphadenectomy and para-aortic lymph node sampling 

090 27.00 

(biopsy) 

57110 14 Vaginectomy, complete removal of vaginal wall; 090 14.29 

(No Change) 

•57i 11 15 with removal of paravaginal tissue (radical vaginectomy) 090 27.00 

•57112 16 with removal of paravaginal tissue (radical vaginectomy) With bilateral 
total pelvic lymphadenectomy and para-aortic lymph node sampling 

090 29.00 

(biopsy) 

CPT five-dcglt codes, two-digit modifiers, and descnptions only are copyright by the American Medccal Association. 
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A..V1AJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

flage 11/19 

5711Xl 

CPT Code: 5711Xl Tracking Number: Global Period: 090 Recommended RVW: 23.00 

CPT Descriptor: Vaginectomy, partial removal of vaginal wall; with removal of paravaginal tissue (radical 
vagine~tomy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 68 year old diabetic women with hypertension who had a hysterectomy 20 years ago 
for severe menorragia was found to have a super:ficially invasive cancer in the vaginal apex. Treatment options 
of surgery versus radiation therapy were discussed. Because of the patient's advanced age, medical problems, 
and low risk of nodal spread, she was advised that the surgical approach would consist of a radical partial 
vagine·ctorny without lymphadenectomy to minimize the risks of surgery. She chose the operative approach and 
is now prepared for surgery. Following the surgical procedure and recovery in the hospital, she receives follow
up care during the 90 day global pericd. 

Description of Pre-Service Work: Pre-service work includes taking a comprehensive history and performing a 
comprehensive physical examination to determine the patient's current medical status. Ind~cations and 
alternatives including risks and benefits of the procedure are carefully reviewed with the patient and family 
members. An informed consent is obtained. The physician will admit the patient to the hospital, dictate ~n 
admission history and physical, prepare the hospital records and chart in accordance with hospital policy, will 
check on the patient, and will review preoperative studies including blood work, x-rays and additional studies as 
needed. The physician then scrubs for the procedure and waits for induction of anesthesia and surgical 
preparation of the patient. 

Description of Intra-Service Work: The patient is examined under anesthesia to assess her operability. An 
abdominal skin incision is made and carried by layers until the peritoneal cavity is entered. An exploration of 
the abdomen, pelvis and retroperitoneal area is performed. The upper half of the vagina is removed by dissecting 
the bladder off the anterior vaginal wall and the rectum off the posterior vaginal wall, followed by dissection of 
the ureters from the parametria. The ligamentous supports for the vagina are incised lateral and posterior to the 
vagina. and the ureter is untunnelled from the ligamentous supports by cutting, clamping and suturing the vascular 
structUres surrounding them. The peritoneal cavity is irrigated and hemostatis is secured with hemostatic agents 
and electrocautery. Closed suction drains typically are used. The abdomen is clos~d in layers and local 
anesthetic is administered to the skin when indicated. 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 following skin closure with 
the application of :,terile dressings. Post-servic~ 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 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. Discharge 
management includes the surgeon's final examination of the patient with 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 studies, if needed, obtaining and ~eviewing all final s~gi~al 
histopathology results, further coordination of care with referring physician, antibiotic and pain medtcatton 
.,rJ;,~tm,-nt• .,nrl r~ft>rr1l tn ~neci:tlists such :ts rJdiation oncologists when required. 
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CPT Code: 5711X1 

SURVEY DATA: 

Specialty: _ The A.rnerican College of Ob-Gyn CACOG) 

Sample Size: .!1..2_ Response Rate:(%): 24% (29) Initial Median RVW: 22.75 Final Median RVW: 23.0 

Type of Sample (Circle One): random,S convenience. Explanation of sample size: rare procedure 

25th Percentile RVW: 21.00 75th Percentile RVW: 25.00 Low: 13.20 High: 28.50 

Median Pre-Service Time: 75 Median Intra-Service Time: ___ .;.._ __ 
180 

25th Percentile Intra-Svc Time: 145 75L, Percenttle Intra-Svc Time: 210 Low . ..2Q__ High: 270 

Median Post-Service Time: Total T1me Number of Visits 

Day ofProcedure: 40 

ICU: 0 0 

Other Hospital: 75 5 

Office: 45 3 

KEY REFl~RENCE SERVICE (S): 

CPT Descriptor 
1) 

2) 

CPT Code 
58210 Radical hysterectomy with lymphadenectomy 

57108 Partial colpectomy 

3) 

4) 

RVW 
28.55 

6.36 

RELATIONSHIP OF CODE BEING REVIEvVED TO :k'"EY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the mec.lian) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. :Make certain that you arr including the data 
from' the service that you are rating as well as the key reference services. 

INTENSITY /COi\IIPLEXITY l\tiEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711Xl 57108 58210 
Time E~timate~ 

J Med.ta.n Pre-TLL'11e 1175 1130 5 I leo 

I Median Intra-Tune 1180 !Jso 5 II :!oo 

J Med.ta.n Posr-Tune 140 1115 5 1145 I 



: 
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Ment:ll Effort and Judaement 
The number of posSlble diagnosis and/or the number of j4 0 112 jj4 
management cptions that must be considered '------' ~-----' '------' 

The arrount and/or compleXIty of medical records, diagnostic l~.-4_0 ___ ....~112 114 
tests, and/or other information that must be reVIewed and .__ ___ ___... '------' 
analyze:! 

~lu_~~ae_n_cy_o_f_m_e_m_cru_de_~ __ Io_n_m_~~g~---------~~~~4_0 ___ _.1 1~1_5 _____ ....~1 ~14 ___ __. 

Technical SkiiUPhysical Effort 

~.-1 T_ec_hru_cru_skill_re~q'-uir_e...;..d __________ __.l ~.-ls_o __ ____.l ~12 ___ ___.1 ._Is ___ --' 

1~.-P ..... hy:....s_lc_ru_effi_o_rt....;.re~q:..;..wr;;;..e..:.d __________ ---JI ~.-l4_.o __ ___.l ~.-/2 ___ ___.11._5 ___ --' 

Psycho~ogical Stress 

I The nsk of s1gruficant complicatlons, morb1dity and/or morWity 11~4_0 ___ _.1 ._l2 _____ _.ll~5 ___ _ 

._I Ou __ tc_o_m~·e_d...:ep_en_ds_o_n_th_e_skill ___ an_d..::.Ju_dg_,_em_e_n_t o_f..:..p .... hy:....s_lc_ian ___ _.l ,_ls_o ___ _.j ._l2 ___ ___.j ,_js ___ __. 

I,_E_stlm_a_te_d_ns_k_o_f_m_ru...:p_ra_c_nc_e_s_w_t Wl_th...:p'-o_or_o_u_tc_om..;._e ____ __.I ,_/4_0 ___ ....~1 ~.-/2 ___ ___.1 ,_/4 ___ __. 

INTENSITY /COMPLEXITY :MEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711Xl 57108 58210· 

Time Segments 

I Pre-Service intensity/compleXIty 114.0 llr 5 114 

I fntra-SeiVJ.ce intens1ty/complexity 1140 112 -=:JE 

! Post-SeiVJ.ce mtens1ty/complexity 1 [4o !lr s l/4 



r 
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ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 

Survey data for 5711Xl differ markedly from the data for 57108 (Colpectomy, obliteration of vagina; partial), 
accurately reflecting the dissimilarity of the procedures. The primary difference is that 5711X1 is an abdominal 
procedure rather than a vaginal procedure. 5711Xl requires removal of all of the supporting tissues of the upper 
vagina in comparison to removal of only the vaginal wall in 57108. In addition, 5711Xl carries a very high risk 
of bladder dysfunction or injury requiring extended catheter care, while the risk of these complications is 
minimal for 57108. Respondents estimated twice as much pre-servi~e time, more than three times as much intra
service time, a significantly longer hospital stay, and more post-operative visits for 5 711X1. The higher 
intensity rankings for 5711X1 reflect the significantly greater technical skill and physical effort required, as w_ell 
as the substantially gzeatez zisk of complicatiOns 01 associated mmbidity. 

The radical ·partial vaginectomy (5711X1) is most similar to the radical hysterectomy (58210). The survey data 
show ?. slightly lower mec!i.an intra-service time and lower intensity rankings for physical effort and risk of 
complications. These differences result primarily from the fact that 58210 includes a bilateral pelvic 
lymphadenectomy, while 5711Xl does not. However, 5711Xl is actually more technically demanding because 
previous surgery has destroyed the usual anatomic landmarks and the absence of the uterus and cervix make 
dissection of the pladder, ureters, and rectwn more difficult. Therefore, the survey median of23.00 work RVUs 
seemed appropriate for 5711Xl. · 

FREQUENCY INFORMA'fiON 

How was this service previously reported? 58999 

How often do physicians in your specialty perform this service? _Commonly ~Sometimes _Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 300 

Do many physicians perform tlUs service across the United States? Ji.. Yes _No 

December 1997 
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5711X2 

Recommended RV\V: 

CPT Descriptor: Vaginectomy, partial removal of vaginal wall; with removal of paravaginal tissue (radical 
vaginectomy) with bilateral total pelvic lymhadenectomy and para-aortic lymph node sampling (biopsy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 49 year old woman who underwent a vagmal hysterectomy for carcinoma in s1tu 3 years ago 
was found to have a 1 em lesion m the vagmal apex. A btopsy revealed an mvastve squamous cell carcmoma. She was 
counseled about treatment options of a partial radical vagmectomy with bilateral pelvic lymphadenectomy and para-aortlc 
lymph node sampling versus rad.!ation therapy. She chose the operative approach and is now prepared for surgery. Fallowing 
the surgical procedure and recovery in the hospital, she receives follow-up care during the 90 day global penod 
Description of Pre-Service Work: Pre-service work mcludes taking a comprehensive htstory and performing a 
comprehensive physical examination to determine the patient's current medical status. Indications and alternatives includJ.ng 
nsks and benefits of the procedure are carefully reviewed wtth the patlent and family Il).embers. An informed consent is 
obtamed The physician wtll admit the patient to the hospttal, dictate an admission history and phystcal, prepare preoperattve 
orders md coordmate schedulmg of surgery Wlth the destgnated asststant The physictan Wlll be responstble for preparmg the 
hospttal records and chart m accordance with hospital policy, W111 check on the patient, and will review preoperative studtes 
including blood work, x-r&ys and additional studies as needed The physictan then scrubs for the procedure and watts for 
mduction of anesthesia and surgical preparation of the patient. 

Description of Intra-Service Work: The patient is exammed under anesthesta to assess her operabthty. An abdominal skm 
incision is made and carried by layers until the peritoneal cavity is entered An exploration of the abdomen, pelvis and 
retropentoneal areas is performed The upper half of the vagm.a is removed by dissecting the bladder off the anterior vagm.al 
wall and the rectum off the posterior vaginal wall followed by dissection of the ureters from the parametria. The ligamentous 
supports for the vagina are incised lateral and posterior to the vagina and the ureter is untunnelled from the ligamentous 
supports by cuttmg, clamping and sutunng the vascular structures surroundJ.ng them. A radtcal bilateral pelvic 
lymphadenectomy is performed etther pnor to or immedtately followmg the radical exciston of the upper half of the vagm.a. 
The pelvtc lymphadenectomy skeletonizes the common tliac, external iliac, hypogastric and obturator vessels in order to 
remove all of the lymph nodes that drain the upper vagina. Hemostatts is secured with hemostatic agents and 
elec~otrocautery. Closed suction drains typically are used The abdomen is closed in layers and local anesthetic is 
admiillstered to the skm when mdicated The pat1ent is transferred to stretcher and escorted to the recovery room. 

Description of Post-Service Work: Post-service work begtns m the operating room following skin closure Wtth the 
apphcat10n of stenle dressings. Post-service work includes monitoring the patient's stability m the recovery room, 
communicatmg Wtth the family and other health care profess10nals (including written and oral reports and orders), ordering 
and reviewing post-operative ::-adiographs and laboratory studies, careful attentlon to fluid volume and electrolyte status, 
morutonng and care of the mciston, monitonng, maintaining and removmg all tubes dratns and catheters, anubiotic and pam 
medication m'anagement, and all other hospital visits and services performed by the surgeoJ{ Discharge management includes 
the surgeon's ftnal examination of the patient Wlth instructions for continuing c..:u-e and preparation of discharge records. 
Additionally all post-discharge vistts for thrs procedure for 90 days after the day of operation are considered part of the post
semce work, including removal of sutures, ordering and evaluating periodic imaging and laboratory s::Udies, 1f needed, 
obtainmg and reviewing of all fmal· surgical histopathology results, further coordmati6n of care with referrmg physic1an, 
anttbiottc and pam medication adjustments, and referral to spectalists such as radiation oncologists when required. 



~ 
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5711X2 

SURVEY DATA: 

Specialty: The American CoHere of Ob-Gyn (ACOG) 

Sample Size: .112... Response Rate: (%):25%(30) Initial Median RVW: 27.00 Final Median RVW: 27.00 

Type of Sample (Circle One): random,~ convenience. Explanation of sample size: rare procedure 

25th Percentile RVW: 27.00 75th Percentile RVW: 29.10 Low:_n_ High: 32.85 

Median Pre-Service Time: 60 Median Intra-Service Time: 240 ......;;;.."'-"-----

25th Percen:tile Intra-Svc Time: 195 75th Percentile Intra-Svc Time: 240 Low: 160 High: 360 

Median Post-Service Time: Total Time Number ofVisits 

Day of Procedure: 52.50 

' 
. ICU: 0 0 

Other Hospital: 90 5 

Office: 60 

KEY REFERENCE SERVICE (S): 

CPT Descriptor 
1) 

2) 

CPT Code 
58210 Radical hysterectomy with lymphadenectomy 

RVW 
28.85 

38770 Pelvic lymphadenectomy 13.97 

3) 

4) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rafng to the key reference services listed ab .. we. Make certain that you are including the data 
from the service that you are.,rating as well as the key reference services. 

INTENSITY/COl\tiPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711X2 582la 3877a 
Time Estimates 

I Median Pre-Tune Ilea I loa Ilea 

I Median Intra-Tune 11:!4a 112aa III2a 
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5711X2 

Mental Effort and Judgement 

The number of poss1ble <liagnosis and/or the number of L..j4 ___ ---J/14 113 
management options that must be considered .....__ ___ __..~ ...__ ___ _.. 

The amount and/or complexity of medlcal records, diagnosllc ._14 ___ ___.11 4 113 
tests, and/or other informatlon that must be reviewed and L------.J ._ ___ __. 

analyzed 

I Urgency of m~chcal dectston malong I ~.-.14 __ ......~1 ..... 14 __ ___.1 ._13 ---l 

T echnh;al Skill/Physical Effort 

._[Tecliilli_ec_hni_._cal_s_kill_· _re_..qwr_ed __________ ---..JI ~.,..ls ___ ....Jl ~..:.ls ___ ....Jl ._I3 ___ ....J 

._I P_h.._ys_tc_al_e_ffi_ort __ r_eq..l..wr_ed ___________ __.jl .... ls ___ __..~l .... ls ___ -.-J/ ._13 ___ --.J 

Psychological Stress 

I The rtsk ~f sigruficant comphcatiorts, rnorbtdlty and/or mortahty / .... ls ___ ---1/ .... Is ___ ___./ ._!3 ___ __. 

I Outcome depends on the sloll and judgement ofphystctan / .... ls ___ ---1/ ._ls ____ ...~ll._3 ___ __. 

I Esllmated rtsk of malpracllce smt Wlth poor outcome :=J L..../4 ___ --...JI L..../4 ___ -.-J/ ._j3 ___ --.J 

INTENSITY/COl\tiPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711X2 58210 38770 

I 

Time Segments 

J Pre-Service mtenstty/compleXIty 11 4 11 4 11 3 

J Intra-Service interts1ty/complexity 11 5 114 113 

I Post-Semce mtens1ty/compleX1ty _jl4 114 113 I 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final reconunendation. 

Total physician work is very similar for 5711X2 and 58210 (radical hysterectomy). Survey respondents 
estimated more intra-service time for 5711X2 and almost identical amounts of pnst-operative care and levels of 
intensity. Intra-service work for 5711X2 is actually more teclmically demanding because previous surgery has 
destroyed the usual anatomic landmarks and the absence of the uterus and cervix make dissection of the baldder, 
ureters. :md rectum more difficult. 
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5711X2 includes a bilateral pelvic lymphadenectomy (3 8770-50). Applying Medicare payment rules for 
bilateral and multiple procedures, total work RVUs for 5711X2 would be: 

23.00 (reconunended RVUs for 5771Xl) 
+9.92 RVUs [R.VUs for 38770-50-51~ (13.23 +50% x 13.23 = 19.85) x 50%] 
32.92RVUs 

The survey median of27.00 seems reasonable for 5711X2. 

FREQUENCYINFORl\1ATION 

How was this service previously reported? 38770-50 57108-22-51 

How often do physicians in your specialty perform this service? _Commonly .K._Sometirnes _Rarely 

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

Do many physicians perform this service across the United States? JL Yes _No 

December 1997 

5711X2 
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5711X3 

CPT Code: 5711X3 Tracking Number: Global Period: 090 Recommended RVW: 27.00 

CPT Descriptor: Vaginectomy, complete removal of vaginal wall; with removal of paravaginal tissue (radical 
vaginectomy) 

CLil'f!CAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70 year old woman who underwent a hysterectomy 30 years ago for a benign 
condition was found to have a verrucous vaginal cancer involving the middle and lower 1/3 of the vagina. She 
has been advised to undergo surgical removal of the cancer consisting of a total radical vaginectomy. She was 
counseled that a lymphadenectomy is not required because of the low risk of lymphatic spread for this tumor 
type. The patient is now prepared for surgery. Following the surgical procedure and recovery in the hospital, she 
receiv~s follow-up care during the 90 day global period. 

Description of Pre-Servic~ Work: Pre-service work includes taking a comprehensive history and performing a 
comprehensive physical examination to determine the patient's current medical status. Indications and 
alternatives including risks and benefits of the procedure are carefully reviewed with the patient and family 
members. An informed consent is obtained. The physician will admit the patient to the hpspital, dictate an 
admission history and physical, prepare preoperative orders and coordinate scheduling of surgery with the 
designated assistant. The physician will be responsible for preparing the hospital records and chart in accordance 
with hospital policy, will check on the patient, and will review preoperative studies including blood work, x-rays 
and additional studies as needed. The physician then scrubs for the procedure and waits for induction of 
anesthesia and surgical preparation of the patient 

Description of Intra-Service Work: The patient is examined under anesthesia to assess her operability. An 
abdominal skin incision is made and carried by layers until the peritoneal cavity is entered. An exploration of 
the ab~omen, pelvis and retroperitoneal areas is performed. The bladder is dissected off the anterior vaginal 
wall and the rectum is dissected off the posterior vaginal wall down to the level of the distal vagina. The ureters 
are dissected from their peritoneal attachments and are untunnelled from the ligamentous tissue adjacent to the 
vagina. All of the ligamentous support is cut at the level of th~ pelvic sidewall permitting mobilization of the 
vagina. All vascular pedicles must be clamped and sutured. Following complete mobility of the vaginal wall, 
the surgeon makes a separate incision at the vaginal introitus and develops a tissue plane lateral to the vaginal 
wall with great care being taken to avoid irJury to the bladder and rectum. The vaginal incision is e:ll.iended to 
meet the incision made previously through the abdominal wall. Once this is accomplished the entire vagina and 
paravaginal tissues are excised. The peritoneal cavity is then irrigated and hemostatis is secured with hemostatic 
agents and electocautery. Closed suction drains typically are used. The abdomen is closed in layers and local 
anesthetic is administered to the skin when indicated. The patient is transferred to a stretcher and escorted to the 
recovery room. 

Description of Post-Service Work: Post-service work begins in th~ operating room following skin closure with 
the applicathn of sterile dressings. Post-service work includes monitoring the patient's stability in the recovery 
room, communicatina with the family and other healtn care professionals (including written and oral reports and 

0 . 

orders), ordering and reviewing post-operative radiographs and laboratory studies, careful attention to fluid 
volume and electrolyte status, monitoring and care of the incisions, 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. Discharge management includes the surgeon's fmal examination of the patient with 
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, including 
removal of sutures, ordering and evaluating periodic imaging and laboratory studies, if needed, obtaining and 
reviewing all ftnal surgical histopathology results, further coordination of care with referring physician, antibiotic 
and oain medication adjustments, and referral to specialists such as radiation oncologist when required. 
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5711X3 

SURVEY DATA; 

Specialty: The American College of Ob-Gyn CACOG) 

Sample Size: 119 Response Rate: (%): 23o/o(28) Initial Median RVW: 26.00 Final Median RVW: 27.00 

Type of Sample (Circle One): random,g convenience. Explanation of sample size: rare procedure 

25th Percentile RVW: 23.00 75th Percentile RVW: 27.75 Low:_lQ__ High: .J1._ 

Median Pre-Service Time: 82.50 Median Intra-Service Time: 240 
--=..;~--

25th Percentile Intra-Svc Time: 185 75th Percentile Intra-Svc Time: 240 Low: 140 High: 360 

Median Post-Service Time: Total Time Number ofVisits 

Day of Procedure: 45 

ICU: 0 

, Other Hospital: 90 5 

Office: 60 3 

KEY REFERENCE SERVICE (S): 

1) 

2) 

3) 

4) 

CPT Code 
58210 

57110 

CPT Descriptor 
Radical hysterectomy with lymphadenectomy 

Colpectomy, obliteration of vagina; complete 

~ '11ft '2.- \ ~ * :!l> 

RVW 
28.85 

14.19 

)L{q ""roT~ 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including the data 
from the service that you are rating as well as the ke:v reference services. 

' \ 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference Reference! 

Sen1ce 1 Servt..:e 2 
5711X3 58:!10 57110 

Time Estimates 

I Median Pre-Time 1182.50 lloo lloo 

I Median Intra-Time 11240 11200 11150 

I Med!an Post-Tune 1145 1145 1140 
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5711X3 

Mental Effort and Judgment 

The number of possible diagnoSIS and/or t.'le number of L-14 ___ ___.1 L-14 ___ __,~113 ] 
management op1lons that must be considered L-----...J 

The amount and/or complexity of medical records, diagnostlc L...i 4 ___ ___.1 L...I4;,._ ___ ..JII3 
tests, and/or other informatlon that must be reviewed and L.-----' 

analyzed 

L...l U;,_r:.ge_n-'cy'-o;.:f..:;m;;.:e..::d.J.:..;..cal=de.;..:c..::lS;.:lo.;:.:n..:;m;.:akm=g:...._ _______ ......;! L-14 ___ ---'1 L...l4 ___ __,~1 ~...13 ___ ---' 

Technkal Skill/Physical Effort 

~...~_ec_hru __ cal--skill __ re....:q~wr;,_e_d ____________ --...JIL...Is ______ ~IIL...s ____ __.I~I3 ______ ...J 

~~ P-'hy ...... s_lcal_effi,;_o_rt_re..!.qwr~ed--------------JI L...ls _____ .-JI .__ls ___ ~l ._13 ______ .-J 

P~chologtcal Stress 

I The nsk of sigru.ficant complicatlons, morb1d.J.ty and/or mortahty lis lis 113 

I Outcome depends on the skill and Judgment ofphys1c1an l!s lis 113 

I Es1lmated nsk of malprac1lce smt Wlth poor outcome 11 4 114 114 

INTENSITY/CO"MPLEXITY J\!EASURES CPT Code Reference Reference 
Service 1 Service 2 

5711X3 58210 57110 

Time Segments 

I Pre-Service mtens1ty/complexity 114 114 113 

I Intra-Semce mtens1ty/compleX1ty lis 114 113 

I Post-Service ir.tensity/complexity 11 4 11 4 113 

ADDITIONAL RATIONALE 

Describe the process by which ypur specialty society reached your final recommendation. 

Swvey data for 5711X3 differ markedly from the data for 57110 (Colpectomy, obliteration ofvagina; 
complete), accurately reflecting the dissimilarity of the procedures. The primary difference is that 5711X3 
requires both an abdominal and a vaginal incision, but 57110 involves only a vaginal incision. 5711X3 includes 
removal of dl of the supporting tissues of the entire vagina, while 57110 requires only removal of the vaginal 
w:lll. In addition, 5711X3 carries a high risk of bladder dysfunction or injury requiring extended catheter care; 
the risk of these complications is minimal for 57110. Respondents estimated substantially more pre- and intra
service:: time. a significantly longer hospit.ll stav, and more post-operative visits for 5711X3. The higher 
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571IX3 
intensio/ rankings for 5711X3 reflect the significantly greater technical skills and physical effort required, as 
well as the substantially greater risk of complication or associated morbidity. 

The radical complete vaginectomy (5711X3) is most similar to the radical hysterectomy (58210). The survey 
data show a higher median intra-service time and a higher intra-service intensity ranking for 5711X3. These 
difference reflect the greater demands on the physician's technical skill entailed in performing 5711X3. The 
radical c.omplete vaginectomy is more technically challenging than 58210 because previous surgery has 
destroyed the usual anatomic landmarks and the absence of the uterus and cervix make dissection of the bladder, 
ureters~ rectum, and urethra more difficult. However, 5711X3 does not inciude a bilateral pelvic 
lymphadenectomy, while 58210 does. Therefore, the survey median of27.00 work RVUs seemed appropriate 
for 5711X3. 

FREQUENCYINFOlli~TION 

How was this service previously reported? ......:::...57.:...1 ..... 1...,0:...-:::.22=-----------

How often do physicians in your specialty perform this service? _Commonly _Sometimes .x_Rarely 

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

Do many physicians perform this service across the United States? _Yes _2L.No 

December 1997 , 
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AMAJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

l"age l!:l/1~ 

5711X4 

CPT Code: 5711X4 Tracking Number: Global Period: 090 Recommended RVW: 29.00 

CPT J?escriptor: Vaginectomy, complete removal of vaginal wall; with removal of p.:ravaginal tissue (radical 
vaginectom~) with baateral total pelvic lymphadenectomy and para-aortic lymph node sampling (biopsy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40 year old woman who underwent a hysterectomy 3 years earlier for carcinoma in s1tu of the 
ceiVJX was found to have an invasive cancer of the upper and middle l/3 of the vagma. There was no evidence of extens10n 
mto the paravagmal tlssues, bladder or rectum. Treatment by surgery or radiation therapy was discussed Wlth the pat1ent She 
was counseled that m order to achieve satlsfactory surgJ.cal margins a total rad.lcal vagmectomy Wlth bilateral pelVlc 
lymphadenectomy and penaortic lymph node sampling should be performed. Tne pat1ent 1S now prepared for surgery 
FolloWing the surgical procedure and recovery m the hosp1tal, she rece1ves follow-up care durmg the 90 day global penod. 

Description of Pre-Service Work: Pre-service work includes taking a compreheruive history and performing a 
compreheruive physical examination to determine the patient's current medical status. Indicatioru and 
alternatives including risks and benefits of the procedure are carefully reviewed with the patient and family 
members. An informed coruent is obtained. The physician will admit the patient to the hospital, dictate an 
admission history and physical, prepare preoperative orders and coordinate scheduling of surgery with the 
designated assistant. The physician will be resporuible for preparing the hospital records and chart in accordance 
with hospital policy, will check on the patient, and will review preoperative studies including blood work, x-rays 
and additional studies as needed. The physician then scrubs for the procedure and waits for induction of 
anesthesia and surgical preparation of the patient. 

Description of Intra-Service Work: The patient is examined under anes~esia to assess her operability. An 
abdominal skin incision is made and carried by layers until the peritoneal cavity is entered. An exploration of 
the abdomen, pelvic and retroperitoneal areas is performed. The bladder is dissected off the anterior vaginal 
wall and the rectum is dissected off the posterior vaginal wall down to the level of the distal vagina. The ureters 
are dissected from their peritoneal attachments and are untunnelled from the ligamentous tissue adjacent to the 
vagina. All of the ligamentous support is cut at the level of the pelvic sidewall permitting mobilization of the 
vagina. All vascular pedicales must be clamped and sutured. Following complete mobility of the vaginal wall, 
the surgeon mak~s a separate incision at the vaginal introitus and develops a tissue plane lateral to the vaginal 
wall with great care being taken to avoid injury to the bladder and rectum. The vaginal incision is extended to 
meet the incision made previously through the abdominal wall. Once this is accomplished the entire vagina and 
paravaginal tissues are excised. Following complete hemostasis the surgeon changes the surgical gown and 
perforrru a pelvic lymphadenectomy and selected periaortic lymph node sampling through the abdominal 
incision. The pelvic lymphadenectomy includes skeletonizing t.i.e common iliac, external iliac, hypogastric and 
obturator vessels in order to remove all of the lymph nodes that drain t.i.e vagina. The peritoneal cavity is then 
irrigated and hemostasis is secured with hemostatic agents and electrocautery. Closed suction drairu typically 
are used. The aboomen is closed in iayers and local anestretic is administered to the skin when indicated. The 
patient is traruferred to a stretcher and escorted to the recovery room. 

Description of Post-Service Work: Post-service work begins in the operating room following skin closure with 
the application of sterile dressings. Post-sexvice 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 post-operative radiographs and laboratory studies, careful attention to fluid 
volume and electrolyte status, monitoring and care of the incisioru, monitoring maintaining and removing all 
tubes, drains and catheters, antibic~c and pain medication management, and all other hospital visits and services 
performed by the surgeon. Discharge ma:ugement includes the surgeon's f.tnal examination of the patient with 
irutructioru for continuing care and preparation of discharge records. Additionally all post-discharge visits for 
thi~ nmc<:!clure for 90 d:tvs :tfter the d:tv of ooer:ttion :tre considered p:trt of the post-service work, including 
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5711X4 
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 referring physician, antibiotic 
and pain rne.dication adjustments, and referral to specialists such as radiation oncologists when required. 

SURVEY DATA: 

Specialty: The American College of Ob-Gvn CACOG) 

Sarnph.: Size: 119 Response Rate: (%): 23% (28) Initial Median RVW: 29.00 Final Median RVW: 
29.00 

Type of Sample (Circle One): randorn,e convenience. Explanation of sample size: rare procedure 

25th Percentile RVW: 27.25 75th Percentile RVW: 32.00 Low: 27.00 High: 37.00 

Median Pre·-Service Time: ..:::9;.:;:.0 __ Median Intra-Service Time: 270 

25th Percentile Intra-Svc Time: 240 75th Percentile Intra-Svc Time: ...]±L Low: ...l.aQ_ High: 420 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 60 

ICU: 0 0 

Oth·er Hospital: 90 6 

Office: 60 
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57IIX4 
CPT Code: 5711X4 

KEY REFERENCE SERVICE (S): 

1) 

2) 

3) 

4) 

CPT Code 
58210 

38770 

CPT Descriptor 
Radical hysterectomy 

Pelvic lymphadenectomy 

RVW 
28.85 

13.97 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you ·are rating to the key reference services listed above. Make certain that you are including the data 
from the service that you are rating as well as the key reference services. 

INTENSITY /COi\tiPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711X4 58210 38770 
Time Estimates 

I Median Pre-TIITie 1190 lloo lloo 

I Median Intra-Time 11270 11200 11120 

j Median Post-Time I leo 1145 1130 

Mental Effort and Jud::ment 

The number of poss1ble diagnoslS and/or the number of Is 11 4 11 3 
management optlons that must be considered 

The amount and/or complexity of medlcal records, diagnostic 14 11 4 11 3 
tests, and/or other infonnation that must be reVIewed and 
analyzed 

I Urgency of medlcal declSIOn making 114 11 4 113 

Technical Skili!Ph!sical Effort 

I Technichl skill required lis lis 113 

I Physical effort reqtured lis lis ] 13 

Pn-chological Stress 

I The nsk of significant comphcatlons, morindity and/or mortality l!._s ___ __..l~.::ls ___ ---'1 ._j3 ___ __.. 

I Outcome depends on the s~ and JUdgment ofphys1c1an ll,;..ls __ --.~ll.__s __ __..l .._13 __ __. 
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5711X4 

INTE:'i'SITY /CO~IPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

5711X4 58210 38770 

Time Segments 

I Pre-Ser.1ce mtensity/compleJaty 11450 114 113 

I Intra-Sernce mtens1ty/compleX1ty 11 5 11 4 113 

I Post-Sernce mtens1ty/compleX1ty 11 4 114 113 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 

Total physician work is greater for 5711X4 than for 58210 (radical hysterectomy). Survey respondents 
estimated more intra-service time, a longer hospital stly, and higher levels of menbl effort and pre- and intra
service intensity. Intra-service work for 5711X4 is more technically demanding because previous surgery has 
destroyed the usual anatomic landmarks and the absence of the uterus and cervix make dissection of the bladder, 
ureters, rectum, and urethra more difficult. 

5711X4 includes a bilateral pelvic lymphadenectomy (3 8770-50). Applying Medicare payment rules for 
bilateral and multiple procedures, total work RVUs for 5711X-+ would be: 

27.00 (recommended RVUs for 5771X3) 
+9.92 RVUs [RVUs for 38770-50-51 ~ (13.23 + 50% x 13.23 = 19.85) x 50%] 
36.92RVUs. 

The survey median of29.00 seems reasonable for 5711X4. 

' FREQUENCY INFOR.L\11ATipN 

How was this service previously reported? -:3:..::8"""7~70::::..·..:::.5.::::0.......::..57:....1!:..:1~0:....-'?:.:2::...·~5-=-l-----------------

How often do physicians in your special tv perfonn this service? _Commonly _Sometimes x Rarely 

Estimate th~ number of times this service might be provided nationally in a one-year period? 50 

Do nuny physicians perfonn this service across the United Stltes? _Yes _LNo 
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Add-On Codes 

In 1999, CPT will identify all add-on codes with consistent language within the code ("list separately in addition to code for 
primary procedure") and also will list all of these add-on codes in a separate appendix., The RUC reviewed the list and 
identified one family of codes to be reviewed, codes 67320, 67331-67334, 67340 for all other codes, the RUC does not 
recommend a change in the work values. The family of add-on codes in the Strabismus Surgery section of CPT were reevaluated 
as they are currently identified as stand alone codes with a global period of 90 days. Previously, the descriptors for CPT codes 
67320, 67331, 67332, 67334 and 67340 included not only the intraservice work described by the code, but also a number of 
unstated, but implied, services that are associated with pre service and post service work. These codes will now be identified as 
add-on codes with a global period of ZZZ and the work rvus should be reduced accordingly. 

The RUC recommends the following work values: 4.33 (67320); 4.06(67331); 4.49 (67332); 3.98 (66334); 4.93 (67340). The 
specialty society used an arithmetic adjustment to the work values of these procedural codes. These proposed values were 
established by reducing the current work values by 50% using rules for multiple surgical procedures performed on the same 
day. Also, the Harvard data indicates that 59% of the codes were for intra-work, further justifying these proposed work values. 

CPT five-digit codes, two-digit modifiers, and descriptwns only are copynght by the American Medtcal Association 
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CPT CPT Descriptor Global Period 
Code 
(•New) 

67320 Transposition procedure (eg, for paretic extraocular muscle), any zzz 
extraocular muscle (specify) (List separately in addition to code for 
primary procedure) 

{Use 67320 in conjunction with codes 67311-67318} 

67331 Strabismus surgery on patient with previous eye surgery or injury that zzz 
did not involve the extraocular muscles (List separately in addition to 
code for primary procedure} 

{Use 67331 in conjunction with codes 67311-67318} 

67332 Strabismus surgery on patient with scarring of extraocular muscles (eg, zzz 
prior ocular injury, strabismus or retinal detachment surgery) or restrictive 
myopathy (eg, dysthyroid ophthalmopathy) (List separately in addition to 
code for primary procedure 2 

(Use 67332 in conjunction with codes 67311-67318) 

67334 Strabismus surgery by posterior fixation suture technique, with or without zzz 
muscle recession (List separately in addition to code for primary 
procedure} 

(Use 67334 in conjuction with codes 67311-67318) 

CPT five-digtt codes, two-digit modifiers, and descnptions only are copyright by the American Medical Assocwtwn. 
11 

WorkRVU 
Recommendation 

4.33 

4.06 

4.49 

3.98 

3 



CPT Code CPT Descriptor Global Period 

(•New) 

67335 Placement of adjustable suture(s) during strabismus surgery, including zzz 
postoperative adjustments(s) of suture(s) (R.8p9rt List separately in 
addition to code for specific strabismus surgery) 

(Use 67335 only for ~code~ for conventional muscle surgery , 
67311-67334, to identify number of muscles involved) 

67340 Strabismus surgery involving exploration and/or repair of detached zzz 
extraocular muscle(s) {List separately in addition to code for primary 
procedure) 

(Use 67340 in conjunction with codes 67311- 67334) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Associatwn. 
11 

WorkRVU 
Recommendation 

2.49 

(No Change) 

4.93 

3 



® AMERICAN ACADEMY OF OPHTHALMOLOGY 

PO Box 7424 
San Francisco 
Cahfornia 94120-7424 

655 Beach Street 
San Francisco 
California 94109-1336 

April 14, 1998 

Ms. Sherry Smith 
CPT Research and Development 
American Medical Association 
515 North State Street 
Chicago, IL 60610 

RE: Add-on CPT codes 67320-67334 

Dear Ms. Smith: 

The Diagnostic Procedural Terminology and Reimbursement Committee of the American 
Academy of Ophthalmology is responding the request for re-valuation ofthe add-on 
codes in the Strabismus Surgery section of CPT We have consulted with the American 
Association for Pediatric Ophthalmology and Strabismus in the preparation of this 
response. 

These add-on codes are used very infrequently in the Medicare beneficiary population, 
though we believe more often among children, teenagers, and young adults. 1 

Part B Claims for Strabismus Add -on Surgical Services - 1995 

CPT(Q Add-on Brief definition Number of 

cod est serv1ces 

67320 Transposition surgery 212 

67331 Previous ocular surgery 207 

67332 Scarring of extraocular muscles/thyroid 930 

67334 Posterior fixation suture 46 

tAdd-on codes are reported m addition to the primary procedural code 

Further, we did not feel that we could put together a sufficiently knowledgeable panel to 
survey these procedures in .the time available for such a survey. We, therefore, propose 

1 Repka, Michael X.: Strabismus Surgery Among Aged Medicare Beneficiaries. Journal of the AAPOS 
1997;1:237-241. 

Tel. 415 561 8500 
Fax 415 561 8533 
http: / fwww eye net org 
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that an arithmetic adjustment be made to the work values of these procedural codes. The 
AMA Physicians' Guide for 1995 included the relative work values for these procedures. 
This document also includes the ratios for the preservice, intraservice, and post-service 
work for these procedures (0.1, 0.7, 0.2). 

Current physician work 

RVU's- 1998 

67320 Transposition surgery 8.66 

67331 Previous ocular surgery 8.12 

67332 Scarring of extraocular muscles/thyroid 8.99 

67334 Posterior fixation suture 7.96 

These add-on codes differ from most in CPT. Most include only the stated intraservice 
work. These include not only the intraservice work described by the code, but also a 
number ofunstated, but implied, services associated with the service including an 
extensive dissection of conjunctiva to reach the extraocular muscle and the greater 
difficulty in closure. 

67320- The add-on work of this procedure includes the unusually extensive conjunctival 
dissection, the dissection ofTenon's capsule and intermuscular membranes, and the 
rotation of a muscle far out of its normal alignment, when compared with standard 
strabismus surgery. There is also the additional need to surgically expose another 
extraocular muscle. 

67331 -The add-on pre-service work deals with the effect of the prior surgery on the 
status and potential function of the extra-ocular muscles as well as the effect of prior 
surgical implants, as might be seen after retinal detachment repairs. 

67332- The add-on pre-service work includes consideration of the effect of the prior 
surgery or disease effect on the function ofthe extraocular muscles. These effects will 
influence the effect and adversely impact the predictability of eye muscle surgery. The 
intraservice work of this service is the need to add a substantial amount of work to the 
dissection of scarred conjunctiva. The extraocular muscles will be scarred in unusual 
locations, associated with scarring, making their identification and isolation difficult. The 
conjunctival closure is more complicated because of scarring and shrinkage. 

67334- This procedure involves the placement of a permanent suture along a muscle 
posterior to the equator of the eye. This surgical site is well posterior to the normal 
location of ophthalmological surgery. Such exposure is substantially more difficult and 
more dangerous to the patients (scleral and retinal perforation). 

We propose that these add-on codes are needed to adjust for the substantially greater 
work needed for the performance of these procedures, than for standard strabismus 
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surgery. It is our opinion that values could be calculated by assuming no pre-service or 
post-service work from the published work ratios. However, we would propose that 
reasonable work values should be reduced to a greater extent. Therefore, we propose that 
these values be reduced to one-half of their current work values 

67320 Transposition surgery 

67331 Previous ocular surgery 

67332 Scarring of extraocular muscles/thyroid 

67334 Posterior fixation suture 

We thank the Committee for it consideration. 

Michael X. Repka, M. 1~. --

Chairman 

1998 work 

RVU's 

8 66 

8.12 

8.99 

7.96 

Diagnostic Procedural Terminology and Reimbursement Committee 
American Academy of Ophthalmology 

Correspondence to: 
Federal Affairs Department 
1101 Vermont Ave, NW 
Suite 700 
Washington, DC 20005-3570 

Proposed work 

RVU's 

4.33 

4.06 

4.49 

3.98 
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1101 Vermont AV~:nue NW erry m1 
washingtOn, oc zooos-357o Department Director 

TeL 202..737.6662. 
Fu: 202..737.7061 
hecp• / Jwww.eyetJJ:c.org 

Department of Physician Payment Systems 
American Medical Association 
515 North State Street 
Chicago IL 60610 

BY FAX 

Dear Ms. Smith: 

This letter Is in response to your request for comments on certain ophthalmic 
add--on codes. Previously, we submitted a letter making recommendations 
for codes 67331-334. This letter will apply to CPT codes 67340 [(Strabismus 
surgery involving exploration ·and/or repair d detached extraocular 
muscle(s)] and 67343 [{Release of extensive scar tissue without detaching 
extraocular muscle (separate procedure)}. It is our opinion that valuGs could 
be calculated by assuming no pre-service or post-service work from the 
published 'tWrk ratios. The NAA Physicians' Guide for 1995 included the 
relative work values for these procedures as well as the ratios for the 
preservice, intraservlce, and post-service work for these procedures (0.1, 
0.7, 0.2 respeetively).However, we would propose that reasonable work 
values should be reduced more. 

Therefore, we propose that these values be reduced to one-half of their 
current 'WOrk values. After careful review, the American Academy of 
Ophthalmology recommends that the work value for 67340 be reduced by 
50% from a ~ 998 work value of 9.85 to 4.93 rvws. .Jn addition, we do not 
recommend any change for 67343. This code should not be considered an 
add-on code, and therefore we advocate that the current work value for this 
servic:e be unchanged. 

We thank the Committee for accepting these recommendations. 

Sincerely, 

?le:J.J.Z ~.....--.· -----
Michael X. Repka, MD 
Chair, Diagnostic Procsdural and Terminology and Reimbursement 
Committee 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 

SUMMARY OF RECOMMENDATIONS 
May 1998 

Destruction of a Choroid Lesion 

CPT code 67210 Destruction of localized lesion of retina (eg, macular edema, tumors), one or more sessions; 
photocoagulation) was closely analyzed during the Five Year Review. There was considerable concern with CPT code 67210 
as there was a bimodal distribution of this procedure since the specific service being performed was for two distinct diagnoses. 
As a result, 67210 was referred to CPT and split into two codes, the revised 67210 and 67220 Destruction of localized lesion 

of choroid (eg, choroidal neovascularization), one or more session, photocoagulation (laser). 

In order to split the RVWs for 67210 into the two new codes each representing a distinct patient population and requiring 
different amounts of work while maintaining Medicare Budget neutrality, both survey data and Harvard methodology were 
used to calculate the recommended RVWs. The following estimates were made to examine the relationship between revised 
67210 and 67220: the ratio between 67210 to 67220 previously reported as 67210 is 2.5 to 1.0; revised 67210 will require 
multiple sessions in approximately 20% of the patients treated; 67220 will require multiple sessions in approximately 50% of 
the patients treated; and the survey median RVW ratio of 7.0 to 9.0 accurately reflects the differences in work between revised 
67210 and 67220 for ONE session 

The Harvard methodology was then used to calculate intra-service RVWs by valuing pre-service work and HCFA 
methodology to value post-service work global E/M work. For the revised 67210, one additional session and one additional 
office visit equals 4.72 rvus or .92 rvus for a 20% retreatment rate; and for 67220, one additional session and two additional 
office visits equal 5.64 rvus or 2.82 rvus for a 50% retreatment rate. Adding these calculated rvus for retreatments (0.92 and 
2.82) to each code, results in a revised proportion of7.94 to 11.82 RVWs based on the survey median RVWs of7.0 and 9.0 
for the two codes. These rvus are then multiplied by the estimated frequency for each code, and sum is divided into the 1996 
total billed rvus, to arrive at an adjustment factor of 1.11. This adjustment factor is then multiplied by 7.94 and 11.82 to 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the Amencan Medical Association. 
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arrive at a RUC recommended RVW of 8.82 for the revised 67210 and a recommended RVW of 13.13 for 67220. These 
recommended values maintain budget neutrality. 

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

.6.67208 FFl Destruction of localized lesion of retina (eg, 090 6.70 
ma,n.depatR?·, saereiaepa~·. macular edema, small 

(No change) tumors), one or more sessions; cryotherapy, diathermy 

.6.67210/ FF3 photocoagulation ~las0r er "'0MR ars) 090 8.82 

•67220 FF2 Destruction of localized lesion of choroid (eg, choroidal 090 13.13 
neovascularization), one or more session, 
photocoagulation (laser) 

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

-2-



From: HOM (J Martin) To: Jill Zanutto 

CPT Code: 67210(FF3) 

AMA/SPECIAL 1Y SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Global Period: 090 

4/15/1998 10:47 24 AM Page 2 of 11 

(Aprill998) 

Current RVW: 10.05 
Recommended RVW: 8.82 

CPT Descriptor: Destruction of localized lesion of retina ( eg, macular edema, tumors), one or more sessions; 
photocoagulation 

Vignette Used in Survey: 

A 56-year-old male with long-standing Type 2 diabetes mellitus has noted decreased vision. Clinically significant 
macular edema is present Focal photocoagulation is administered to the macula Recovery is monitored during the 
postoperative visits. Please complete the survev based on providing onlv one treatment. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work; 
The patient's vision is measured, pupils are dilated, and anesthesia (topical or retrobulbar) is applied. Fluorescein 
angiograms are reviewed with stereoscopy and placed in position to be continuously monitored during laser 
photocoagulation treatment. 

Description of Intra-Service Work: 
Laser photocoagulation is performed, using projection of fluorescein angiogram as a guide. Each leaking 
microaneurysm is treated individually, attempting to obtain complete closure with photocoagulation. Attention is 
directed to position of microaneurysm with respect to papillomacular bundle and foveal avascular zone. After closing 
each individual microaneurysm demonstrating leaking, attention is directed to areas of capillary dropout and areas 
of diffuse leakage where photoco~oulation is applied in a 11 grid fashion. 11 For each bum, surgeon assesses the response 
to patient's motion, anterior segment opacity affecting the intensity of laser reaching lesion, thickness of lesion, and 
tissue reaction to 1ieatment. Surgeon pauses frequently between burns to ensure continued steadiness of both patient 
and surgeon. 

Description ofPost-Service Work: 
Follow-up begins irmnediately following treatment. Surgeon assesses adequacy of treatment and checks for signs of 
complication such as bleeding, retinal tears, breaks in Bruch's membrane, or physician error. The patient is counseled 
regarding postoperative care of treated eye. Patient is counseled regarding the fact the treated eye will be blurred for 
a period oftime and great care should be taken in performing various tasks1 including driving. Follow-up visits are 
scheduled generally at six and 12 weeks following treatment, and additional laser therapy is administered in 
approximately 20 percent of patients during the global period. 
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CP'r/Descnptor: 67210(FF3) Destruction oflocalized leston ofretma (eg, macular edema, tumors), 
one or more sessions; photocoagulatlon 

SURVEY DATA BASED ON PROVIDING ONLl" ONE TREATMENT 
Specialty(s): American Academy of Ophthalmology 
Type of Sample: Random 

Survey n: 

Response: 

Rate%: 

100 

31 

31% 
PRE INTRA HOSP 
total total total. 

KEY REFERENCE SERVICE(S): 

Descriptor 

OFF 
total 

Same ICU 
day 
total # 

Hosp. • Other Dtschg 
day 
total 

1998 RVW 
4.30 
4.07 

11.89 

Global 
090 
090 
090 

CPT 
65855 
66761 
67036 

Trabeculoplasty by laser surgery, one or more sess10ns (defined treatment senes) 
Iridotomy/indectomy by laser surgery (eg, for glaucoma) (one or more seSSlons) 
Vitrectomy, mechanical, pars plana approach; 

(04/98) Pa11:e 2 

Office 

Mean 
Intensity/Complexity Measures 

Mental Effort and Judgment 

The number of pos;;1ble diagnoses and/or the number of management opt1ons that must be 
constdered 

The amount and/or compleXIty of medtcal records, d1agnost1c tests, and/or other mformat1on 
that must be obtained reviewed and analyzed 

Urgency of medical decision malong 

Technical Skill/physical Effort 
Technical skill required 

Physical effort required 

Psychological Stress 

The nsk of stgmflcant complications, morbidity and/or mortality 

Outcome depends .:~n skill and judgment of physician 

Estimated nsk of malpractice sutt Wllh poor outcome 

Time Segments 

PRE·sei'VIce mtens1ty/compleXIty 

INTRA-serVIce mtens1ty compleXIty 

POST-service inter:stty compleXIty 

Survey 
Code 

3.55 

3.90 

3.10 

397 

4.53 

3.43 

3.37 

3.90 

3 03 

Ref 
65855 

2.88 

2.76 

2.47 

2.24 

3.00 

2.29 

2.47 

2.88 

2.24 

Ref 
66761 

2.44 

2.30 

3 60 

2.50 

2.80 

2.70 

3.00 

3 20 

2.20 

Ref 
67036 

4.00 

3 40 

3 40 

4.20 

4.60 

400 

3 60 

420 

3.40 
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RELATIONSHIP OF CODE BE!J.~G REVIrn'ED TO KEY REFERENCE SERVICE(S): 

The most freciuenttY cited reference procedure was 6 58 S 5 ( trabeculoplasty by laser surgery), which currently receives 4.30 work 
RVUs. Other reference seMce5 included 66761 (iridotomy/iridectomy) and 67036 (vitrectomy, mechanical, pars plana), which 
currently receive 4. 07 and 11.89 work R VUs, respectively. 

This retinal laser procedure requires substantiaily more preoperative, intraoperative, and postoperative physic-ian time than 6 58 55 
or 66761. Althoiigh this service requires less physicWl time than 67036, the intensity and complexity of this service are 
comparable to the intensity and complexity of code 67036. 

Preoperative 
The survey results for this code show median preoperative time (30 minutes) approximately half-way between the median 
preoperative times for 65855 (15 minutes) and 67036 (45 minutes). The preoperative work for this code should be comparable 
to the most complex ophthalmic procedures due to both the inherently rish.-y nature of the procedure and the difficult 
circumstances which must be explained to the patient. 

I 

Rec.,arciless of the underlying diagnosis, retinal laser surgery consists of multiple laser burns near the center of the patient's vision. 
The procedure itself necessan1y creates central scotoma, causing some degree of iatrogenic visio-n loss in all patients. Moreover, 
the procedure is generally performed on patients already experiencing severe vision loss. Thus, this procedure presents 
substantial ris).<s to the fragile remaining vision of those patients. In addition, the procedure also carries a high risk of surgical 
complications, such as bleeding, inadvertent retinal burns, incomplete treatment, and anesthetic complications, all of which must 
be reviewed with the patient prior to treatment and retreatment. Physicians must explain the high probability that retreatrnents 
will be necessary following the initial procedure. Consequently, this procedure requires unusually time-consuming preoperative 
counseling with patients and their families, as compared to other ophthalmic surgical procedures. Additionally, this service may 
be performed on patients with a wide variety of complex, degenerative ophthalmological conditions. Physicians must analyze 
possible treatment strategies and potential risks in light of the specific disease suffered by a particular patient. 

Intra-Operative 
For 67210 (FF3), the survey results show that the median intraoperative time is twice the median intraoperative time for code 
66761, but one-thlrd of the intraoperative time for code 67036. For 672xx (FF2), the survey results show that the median 
intraoperative time is more than twice the median intraoperative time for 66761, but one-third of the intra-operative time for 
67036. Nonetheless, the intensity of the intraoperative work for codes 6721 0 and 672-,;x is, in fact, comparable to that of the 
most complex ophthalmic surgical procedures. 

The procedure is substantially more technically complex than 65855 or 66761, and requires at least one year of post-residency 
fellowship. ' 

As stated abqve, procedures 67210 and 672xx carry an unavoidable risk of blindness or severe vision damage in all patients. 
1bis risk generates particularly high intensity for physicians because the risk of blindness persists throughout the entire operative 
period. In many other surgical procedures, the riskiest intraoperative periods occur after considerable, somewhat less intense, 
time is spent to obtain access to the site (e.g.., craniotomy with aneurism). In contrast, retinal laser surgery subjects every patient 
to the risk of an immediate, substantial loss of vision or blindness during the entire operative period. Since the procedure 
requires tolerances of as little as one micron (0.000039 inches), the slightest movements by the patient or the physician may 
result in unintended, but irreparable blindness. Vision loss may also result from adverse tissue response, such as subretinal 
bleeding or tears o~ the retinal pigment epithelium. 

These risks create .a high level of psychological stress for physician-> much more similar to code 67036 than either 667 61 or 
65855. . . 
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Post-Operative Work and Retrelll:ment3 . 
The survey results show that the median postoperative time for codes 67210(FF3) and 672XX(FF2) is significantly more than 
for 65855 or 66761, but much less than the postoperative time for code 67036. However, this survey was for an initial laser 
treatment. The discussion in the next section calculates the additional work for retreatrnents. Furthermore, the' postoperative 
work for code 67210(FF3) and 672XX(FF2) is comparable in its complexity to the most complex ophthalmic surgical 
procedures. 

Analyses of work for this service have consistently failed to reflect that a substantial portion of patients require one or more 
surgical retreatments during the 90-day global period. These retreatrnents are usually more difficult than the original procedure 
because the area of recurrence is generally closer to the center of vision. The Harvard study failed to reflect these retreatrnents 
because many ophthalmologists historically billed each· retreatment separately. After the Medicare fee schedule was 
implemented, HCFA agreed in 1992 to remedy this problem by increasing the work value for code 67210 to account for the 
additional physician work following the initial laser treatment. 57 Fed. Reg. 55931 (N-ov. 25, 1992). Since current HCF A policy 
pro'.lides no additional reimbursement for 67210 retreatrnents, many physicians continue to identify retreatments within the global 
period as "post-service" work. However, this survey sought to promote consistency among responses by instructing the 
respondents to assume that only one laser treatment is performed. Thus, these survey results understate the actual amount of 
physician work required during the global period. 

The high probability of postoperative complications means that the postoperative work is more complex than for most other 
ophthalmic procedures. Unlike many postoperative visits for other ophthalmic procedures, retinal laser procedures require 
several visits oflong duration where high-level medical decisions are required. Patients are often seen several times during the 
90-day post-operative period, although the precise frequency of vis$ varies by condition. Follow-up examinations are 
comprehensive and must include monitoring for comphcations, persistence, recurrence, and development of similar conditions 
in the untreated eye. Physicians must precisely assess the severity of any such complications in order to determine whether 
retreatment may be necessary. 

In light of the factors described above, it is appropriate that the intensity and complexity of codes 67210(FF3) and 672XX(FF2) 
are similar to ophthalmic ser'.lices with significantly higher intraoperative times. 

ADDITIONAL RATIONALE: 

CPT 67210 was identified as an outlier during the :five-year re'.liew by an IWPti'T analysis performed by Dr. Dan Dunn, using 
Harvard data. Research regarding this claim revealed two facts: 1) The Harvard data only included time and visit information 
for one treatment, even though the code is for one or more sessions; and 2) There is a bimodal distribution of patients receiving 
treatment under this code (see CPT proposal for detailed discussion). As a result of the :five-year re'.liew process, 67210 was 
referred to CPT and split into two codes FF3 and FF2, each representing a distinct patient.population and requiring different 
amounts of work. 

This survey was conducted to determine how the current RVW of 10.05 assigned to 67210 should be split between FF3 and 
FF2 in order to maintain budget neutrality. It has been estimated that: 

1. The ratio ofFF3 to FF2 pre'.liously reported as 67210 is 2.5 to 1.0; 
2. FF3 will require multiple sessions in approximately 20 percent of the patients treated; 
3. FF2 will require multiple sessions in approximately 50 percent of the patients treated; and 
4. The survey median RVW ratio of7.00 to 9.00 accurately reflects the difference in work 

between FF3 and FF2 for ONE session. 

Given the::.e estimates and assumptions for the relationship ofFF3 to FF2, an RVW of ~.82 is recommended for revised code 
67210 (FF3) and anRVW of13.13 is'recommended for new code FF2. These reconunendations are based on the following 
calculations, which result in Medicare budget neutrality: 

The 1996 frequency for CPT 67210 was 192,000. Based on a 2.5 to 1.0 frequency split for FF3:FF2, the resultant frequency 
ratio is 137,143(FF3) to 54,857(FF2). 



From: HOM (J Mart&n) To. J&ll Zanutto 

CPT /Descriptor: 6721 O(FF3) Destruction oflocalized lesion of retina ( eg, macular edema, tumors), 
one or more sessions; photocoagulation 

4/15/1998 10:47:24 AM Page 6 of 11 

(04/98) Page 5 

The following intra-service RVWs can be calculated u.cting Hazvard methodology to value pre-sc:rvice work and HCF A 
methodology to value post-service global ElM work (which takes into account HCFA's global RVW adjustments of office visits 
at less than 100%): 

For revised 67210(FF3), one additional session and one additional office visit equals 4.72 rw's or 6.92 rvu's for a 20% 
retreatment rate; and for 672XX(FF2), one additional session and two additional office visits equal 5.64 rvu's or 2.82 rvu's 
for a 50% retreatment rate. 

Adding these calculated rvu's for retrea~ents (0.92 and 2.82) to each code, results in a revzsed proportzon of 7.94 to 11.82 
RVWs, based on the survey median RVWs of7.00 and 9.00 for the two codes. These rw's are then multiplied· by the estimated 
frequency for each code, and the sum is divided into the 1996 total billed rvu's, to arrive at an adjustment fac.tor of 1.11. This 
adjustment factor is then multiplied by 7.94 and 11.82 to arrive at a recommended RVW of 8.82 for 67210(FF3) and a 
reconunended RVW of 13.13 for 672XX(FF2). These recommended values maintain budget neutrality. 

frequency 

137,143 X, 

54,857, X 

recommended RVW 

8.82 

13.13 

= 

= 

1,209,425 

720,171 

1,209,425 + 720,171 = 1,929,596 =budget neutrality (1996 rvu's = 1,929,600) 

FREQUENCY INFOR.J.VIATION 

1. How was this service previously reported? 
CPT code 67210 

2. How often do physicians in your specialty perform this service? 
t/ Commonly 0 Sometimes 0 Rarely 

3. Estimate the number of times this service might be provided nationally in a one-year period? 
Of the total number of claims previously reported for CPT 67210, it is estimated that 70% will continue to use revised CPT 
67210(FF3) and 30% will use the new code 672XX(FF2), 1996 Medicare NCH data :files indicate a total allowed frequency 
of approximately 192,000 for CPT code 67210. 

4. Is this serVice performed by many physicians across the United States? 
t/Yes O~o 
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AMA/SPECIAL1Y SOCIE1Y RVS UPDATE PROCESS 
SUMMARY OF RECOi'vfMENDATION (Aprill998) 

CPT Code:· 672XX(FF2) Global Period: 090 Recommended RVW: 13.13 

CPT Descriptor: Destruction of localized lesion of choroid ( eg, choroidal neovascul.ari..z.ati.on ), one or more sessions, 
photocoagulation (laser) 

Vignette Used in Survey: 

A 69-year-old pa4,ent with a juxtafoveal choroidal neovascular membrane is treated with photocoagulation using a 
slit lamp biomicroscopic delivery system. The location of treatment applications are guided by reference during the 
procedure to ihe results of a preoperative fluorescein angiogram. Recovery and visual acuity are monitored. Please 
complete the survey based on providin:: onlv one treatment. 

CLL""'"ICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work.: 
Patient's vision is measured, pupils are dilated, and anesthesia (topical or retrobulbar) is applied. Fluorescein 
angiograms are reviewed with stereoscopy and the extent of the lesion to be treated is determined. 

Description of Intra-Service '\Vork.: 
Laser photocoagulation is performed, using projection of fluorescein angiogram as a guide. The lesion area is 
subjected to multiple laser burns. For each burn, surgeon assesses and responds to patient's motion, anterior segment 
opacity affecting the intensity oflaser reaching lesion, thickness oflesion, and tissue reaction to treatment. Surgeon 
pauses frequently between burns to ensure continued steadiness of both patient and surgeon. 

Description. of Post-Service '\Vork: 
Follow-up b:giru. immediately following treatment Surgeons assesses adequacy oftreatment and checks for signs 
of complicati.on such as bleeding, retinal tears, tears of retinal pigment epithelium, or physician error. Within a few 
minutes following laser photocoagulation treatment, cornea is washed of contact lens solution and Polaroid® color 
photographs are taken of treated area. Using documeter, detailed drawings are made oflesion pre-treatment and post
treatment to ensure that all of the choroidal neovascular membrane was adequately covered with treatment, including 
a 100 micron border. Iflesion is judged to be inadequately treated, patient is taken back to laser, and additional laser 
photocoagulation treatment is applied to inadequately treated area. Follow-up visits are scheduled for every two to 
three weeks for the next three months. Surgeon evaluates adequacy of treatment using photographs, drawings, and 
ocular e~atibn. Complications, persistence and recurrence are re-treated as necessary, following additional 
counseling and coJtibenefit assessment Re-treatment is required approximately 50 percent of the time and requires 
repeat of all' steps performed in initial treatment session. 
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CPT/Descnptor: 672XX(FF2) Destructlon oflocalized lesion of chorotd ( eg, chorotdal neovasculanzation), 
one or more sessions, photocoagulat:lOn (laser) 

SURVEY DATA.BASE.D ON PROVIDING ONLY ONE TREATMENT: 
Specialty(s): American Academy of Ophthalmology· 
Type of Sample: Random 

Survey n: 

Response: 

Rate%: 

100 

30 

30% 
PRE 
total 

INTRA 
total 

HOSP 
total 

OFF 
total 

Same 
day 
total 

ICU Hosp. - Other D1schg 
day 
total 

KEY REFERENCE SERVICE(S): 

1998 RVW 
4.30 
4.07 

11.89 

Global 
090 
090 
090 

CPT 
65855 
66761 
67036 

Descriptor 
Trabeculoplasty by laser surgery, one or more seSStons (defined treatment senes) 
Iridotomy/iridectomy by laser surgery (eg, for glaucoma) (one or more sessions) 
Vitrectomy, mecharucal, pars plana approach, 

(04/98) Page 2 

Office 

Mean 
Intensity/Complexity Measures 

Mental Effort and Judgment 

The number_of possible diagnoses and/or the number of management options that must be 
considered I 

The amount and/or compleXIty of medical records, diagnostic tests, and/or other mforrnatlon 
that must be-obtained reviewed and analyzed 

Urgency of medical dec1s1on making 

Technical Skill/physical Effort 
Techmcal sktll requ1red 

Physical effort required 

Psychological Stress 

The risk of sigmficant complications, morbidity and/or mortality 

Outcome depends on skill and judgment of physician 

Estimated nsk of malpractice suit with poor outcome 

Time Segments 
\ 

PRE-serv1ce 1ntens1ty/compleXJty 

INTRA-se!VIce 1ntens1ty compleXIty 

POST-se!VIce 1ntens1ty compleXIty 

Su!Vey 
Code 

4.00 

4.26 

4.61 

4.71 
4.75 

3 79 

3.93 

~ 46 
3.86 

Ref 
65855 

2.91 

2.73 

2.55 

2.27 

2 91 

2.36 

2.~ 

3.09 

2 45 

Ref 
67036 

3.75 

3.63 

3 88 

438 

4.63 

3 88 

3 88 

4.50 

J 63 

Ref 
66761 

2.25 

2.33 

2.50 

2.25 

2.25 

250 

2.00 

2 75 

2.25 
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CPT/Descnptor: 612XX(FF2) Destructlon oflocalized leston of chorotd ( eg, choroidal neovascularization), 
· one or more sessions, photocoagulation (laser) (04/98) PaQ"e 3 

RELATIOI'!SlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

The most frequently cited reference procedure was 65855 (trabeculoplasty by laser surgery), which currently. receives 4.30 work 
RVUs. Otbareference sernces.included 66761 (iridotomy/iridectomy) and 67036 (vitrectomy, mechanical, pars plana), which 
currently receive 4.07 and 11.89 work RVUs, respectively. 

T!ris retinal laser procedure requires substantially more preoperative, intraoperative, and postoperative physician time than 65855 
or 66761. Although this service requires less physician time than 67036, the intensity and complexity of this service are 
comparable to the intensity and complexity of code 67036. 

Preoperative 
The survey results for this code show median preoperative time (30 minutes) approximately half-way between the median 
preoperative tiines for 65855 (15 minutes) and 67036 ( 45 minutes). The preoperative work for this code should be comparable 
to the most complex ophthalmic procedures due to both the inherently risky nature of the procedure and the difficult 
circumstaJ:lces which must be explained to the patient. 

ReacMdless of the underlying diagnosis, retinal laser surgery consists of multiple laser burns near the center of the patient's vision. 
The procedure itself neressari1y c.reares central scotoma, causing some degree of iatrogenic vision loss in all patients. Moreover, 
the procedure is generally performed on patients already experiencing severe vision loss. Thus, this procedure presents 
substantial risks to the fragile remaining vision of those patients. In addition, the procedure also carries a high risk of surgical 
complications, such as bleeding, in.a.dvertent retinal burns, incomplete treatment, and anesthetic complications, all of which must 
be reviewed with the patient prior to treatment and retreatment. Physicians must explain the high probability that retreatments 
will be necessary following the initial procedure. Consequently, this procedure requires unusually time-consuming preoperative 
counseling with pati~ and their families, as compared to other ophthalmic surgical procedures. Additionally, this service may 
be performed on patients with a wide variety of complex, degenerative ophthalmological conditions. Physicians must analyze 
possible treatment strategies and potential risks in li.~t of the specific disease suffered by a particular patient. 

Intra-Operatj;ve 
For 67210 (FF3), the survey results show that the median intraoperative time is twice the median intraoperative time for code 
66761, but one-third of the intraoperative time for code 67036. For 672xx (FF2), the survey results show that the median 
intraoperative time is more than twice the median intraoperative time for 66761, but one-third of the intra-operative time for 
67036. Nonetheless, the intensity of the intraoperative work for codes 67210 and 672xx is, in fact, comparable to that of the 
most comple~ ophthalmic surgical procedures. 

The procedure is substantially more technically complex than 6 58 55 or 667 61, and requires at least one year of post-residency 
fellowship. 

As stated above, procedures 67210 and 672xx carry an unavoidable risk of blindness or severe vision damage in all patients. 
This risk generates particularly high intensity for physicians because the risk of blindness persists throughout the entire operative 
period. In many other surgical procedures, the riskiest intraoperative periods occur after considerable, somewhat less intense, 
time is spent to obtain access to the site (e.g., craniotomy with aneurism). In contrast, retinal laser surgery subjects every patient 
to the risk of an immediate, substantial loss of vision or blindness during the entire operative period. Since the procedure 
requires tolerances of as little as one micron (0.000039 inches), the slightest movements by the patient or the physician may 
result in unintended, but irreparable blindness. Vision loss may also result from adverse tissue response, such as subretinal 
bleeding or tears of the retinal pigment epitheliwn. 

These risks create a high level of psychological stress tor physicians much more similar to code 67036 than either 66761 or 
65855. . 
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CPT/Descnptor: 672XX(FF2) Destruction oflocalized leSlon of choroid (eg, choroidal neov:l.SCul.arization), 
one or more sessions, photocoagulation (laser) (04/98) Pag;e 4 

Post-Operative Work and Retreatm.ents 
The survey resuirs show that the median postoperative time for codes 67210(FF3) and 672XX(FF2) is significantly more than 
for 65855 or 66761, but much less than the postoperative time for code 67036. However, this survey was for an initial laser 
treatment. The discussion in the next section calculates the additional work for retreannents. Furthermore, the postoperative 
work for code 67210(FF3) and 672XX(FF2) is comparable in its complexity to the most complex ophthalmic ~urgical 
procedures. 

Analyses of work for this sen-ice have consistently failed to reflect that a substantial portion of patients require one or more 
surgical ret:reannents during the 90-day global period. These retreattnents are usually more difficult than the original procedure 
because the arf'..a ofxecurrence is generally closer to the center of vision. The Harvard study failed to reflect these retreannents 
because many ophthalmologists historically billed each retreatment separately. After the Medicare fee schedule was 
implemented, HCFA agreed in 1992 to remedy this problem by increasing the work value for code 67210 to account for the 
additional phy.:ician work following the initial laser treatment. 57 Fed. Reg 55931 (Nov. 25, 1992). Since current HCFA policy 
provides no ae.diti.onal reimbursement for 67210 retreatments, many physicians continue to identify retreatments within the global 
period as "post-service" work. However, this survey sought to promote consistency among responses by instructing the 
r~l'Ondents to. assume that only one laser treatment is performed. Thus, these survey results understate the actual amount of 
physician work reqwred during the global period. 

The high probability of postoperative complications means that the postoperative work is more complex than for most other 
ophthalmic procedures. Unlike many postoperative visits for other ophthalmic procedures, retinal laser procedures require 
several 'Visits oflong duration where high-level medical deciSions are required. Patients are often seen several times durmg the 
90-day post-operative period, although the precise frequency of visits varies by condition. Follow-up examinations are 
comprehensive and must include monitoring for complications, persistence, recurrence, and development of similar conditions 
in the untreated eye. Physicians must precisely assess the severity of any such complicanons in order to detennine whether 
retreatment may be necessary. 

In light of the factors descnbed above, it is appropriate that the intensity and complexity of codes 6721 O(FF3) and 672XX(FF2) 
are similar to ophthalmic services with significantly higher intraoperative times. 

ADDITIONAL RATIONALE: 

CPT 67210 v. JS identified as an outlier during the five-year review by an IWPlJT analysis performed by Dr. Dan Dunn, using 
Harvard data. ·Research regarding this claim revealed two facts: 1) The Harvard data only included time and visit information 
for one treatment, even though the code is for one or more sessions; and 2) There is a bimodal distribution of patients receiVing 
treatment under this code (see CPT proposal for detailed discussion). As a result of the five-year review process, 67210 was 
referred to CPT and split into two codes FF3 and FF2, each representing a distinct patient population and requiring different 
amounts of work. · 

Tiris survey was conducted to detennine how the current RVW of 10.05 assigned to 67210 should be split between FF3 and 
FF2 in order to maintain budget neutrality. It has been estimated that: 

1. The ratio ofFF3 to FF2 previously reported as 67210 is 2.5 to 1.0; 
2. FF3 will require multiple sessions in approximately 20 percent of the patients treated; 
3. FF2 will require multiple sessions in approximately 50 percent of the patients treated; and 
4. The survey median RVW ratio of7.00 to 9.00 accurately reflects the difference in work 

betwe~n FF3 and FF2 for ONE session. 

Given these estimates and assumptions for the relationship ofFF3 to FF2, an RvW of 8.82 is recommended for revised code 
67210 (FF3) and an RVW of13.13 is'recommended for new codt FF2. These recommendations are based on the following 
calculations, which result in Medicare budget neutrality: 

The 1996 ~cy for CPT 67210 was 192,000. Based on a 2.5 to 1.0 frequency split for FF3:FF2, the resultant frequency 
ratio is 137,143(FF3) to 54,857(FF2). 
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CPT/Descnptor: 612XX(FF2) Destruction oflocalized lesion of choroid ( eg, choroidal neovasculanzatlon). 
one or more sessions, photocoagulation (laser) (04/98) PaQ:e 5 

The following intra-service RVWs can be calculated using Harvard methodology to value pre-service work and HCF A 
methodology to value post-service global ElM work (which takes into account HCFA's global RVW adjustments of office visits 
at less than 100%): 

' 

For revised 67210(FF3), one additional session and one additional office visit equals 4.72 rvu's or 0.92 rvu's for a 20% 
retreatment rate; and for 672XX(FF2), one additional session and two additional office visits equal 5.64 rvu's or 2.82 I"vU's 
for a 50% retreatment rate. 

Adding these calculated rvu's for retreatments (0.92 and 2.82) to each code, results in a revrsed proportion of7.94 to 11.82 
RVWs, based on the survey median RVWs of7.00 and 9.00 for the two codes. These rvu's are then multiplied by the estimated 
frequency for each code, and the swn is divided into the 1996 total billed rvu's, to arrive at an adjustment factor of 1.11. This 
adjustment factor is then multiplied by 7.94 and 11.82 to arrive at a recommended RVW of 8.82 for 67210(FF3) and a 
recommended RVW of 13.13 for 672XX(FF2). These recommended values maintain budget neutrality. 

frequency. 

137,143 X , 

54,857 X 

recommended RVW 

8.82 

13.13 

= 

= 

1,209,425 

720,171 

1,209,425 + 720,171 = 1,929,596 =budget neutrality (1996 rvu's = 1,929,600) 

FREQUE.L~CY INFOR.t\1ATION 

1. How was this service previously reported? 
CPT code 67210 

2. How often do physicians in your specialty perform this service? 
V Commonly · 0 Sometimes c::J Rarely 

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

Of the total number of claims previously reported for CPT 67210, it is estimated that 70% will continue to use revised CPT 
67210(FF3) and 30% wiii. use the new code 672XX(FF2), 1996 Medicare NCH data files indicate a total aliowed frequency 
of approximately 192,000 for CPT code 67210. 

4. Is this service performed by many physicians across the United States? 
t!Yes ONo 

... 

\. 
\ 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Radiological Examination of the Knee 

Current CPT codes, 73560 Radiologic examination, knee; one or two views, 73562 Radiological examination, knee; three 
views and 73564 Radiologic examination, knee; complete; four or more views were revised in 1998 to reflect minor editorial 
changes,- In an effort to confirm that no changes had occurred in the physician work values for these knee X-ray procedures, 
the_ specialty society surveyed 30 radiologists. Based on comprehensive survey information, the RUC recommends that no 
changes be made to the previously determined work RVU's as detailed below. 

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

73560 G1 Radiologic examination, knee; aatsF9fl9&tsFi9F aaG latsFal XXX 
~ one or two views 

0.17 -

(No Change) 

Radiologic examination, knee; aatsF9fl9&tsFisF aaG latsFal1 XXX 73562 G2 
with sali'fYS(s), minim\liB: sf three views 

0.18 

(No Change) 

73564 G3 Radiologic examination, knee; complete, inGlYBiag sali'I:Ys(s) XXX 
aaG Rmll@l, anG/sF f!atsllar aaB/9F &taaGiag visws four or more 
views .22 --

(No Change) 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. 
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SUMMARY OF RECOMM&"'DATION 
AMERICAN COLLEGE OF RADIOLOGY 

CPT Code: 73560 Tracking Number: ..Ql_ Global Period: XXX Recommended RVW: 0.17 

CPf Descriptor: Radiologic examination, knee; one or two views 

CLlNICAL DESCRIPTION OF SERVICE: 

P.26/28 

Vignette Used in Survey: Sixty ..eight year old female with knee pain and no history of trauma. Rule out arthritis. 

Description of Pre-Service Work: *Review clinical history 

Description of Intra-Service Work: *Interpret radiograph(s) of knee 
-~'Compare with prior studies, if applicable 

Description of Post-Service Work: *Dictate and review written report 
*Communicate findings to referring physician(s) 

SURVEY DATA: 

Specialty: American Colle~e of Ra.diolo~ 

SampleSize: 1l.Q_ ResponseR.are(%): N=3025.9% InitiaiMedianRVW: 0.18 FinalMedianRYW:O.l7 

Type of Sample (Circle One): random, panel, convenience. 

Explanarjon of sample size: ACR Committees/Commissions 

25thPer.:entileRVW: 0.17 75thPercentileRVW: 0.19 Low: 0.16 High: 0.75 

Median Total·Service Time: 3 Minutes 

25th Percentile Total Time: 2 Min. 75th Percentile Total Time: 5 Min. Low: 1 M;n. High: 19 Min. 

KEY RE!4ERENCE SERVICE(S): 

l) 

2) 

3) 

CPT Code 
73510 

73560 

73600 

CPT Descriptor RYE 
Radiologic examination, hip, unilateral; complete 0.21 
minimum of two views 

.Rarliologic examination, knee; anteroposterior and 0.17 
lateral views 

Radiologic examinarion ankle; anteroposLerior and 0.16 
lareral views 
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CPT Code 73560 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including the data from the 
service that you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY l'viEASURES CPT Code Rdcraw: Be!erence Reference 

73560 Service 1 ~ Sc~ce3 

13560 73510 73600 
Time Estimates (Median} 

(Median Total Physician II 3 II 3.0 II 5.5 II 3.0 

Ment.11l Effort and 1IU~oement (Menn) 

The number of possible diagnosis and/or the 2.1 II 2.1 I l 2.2 II 1.8 
number ,of management options that ll'llJSt be 
considered 

T'ne amount and/or complexity of medical 1.9 II 2.0 II 2.0 II 1.6 
records, diagr..ostic tests, and/or other information 
that must be reviewed and analyzed 

I Urg~ncy of medical decision making II 1 9 II 2.0 II 2.3 II 2.0 

Tecbnic::tl SkiliiPhmcnl :!ilfort (Mean) 

I Technical skill required II 1.9 II 1.9 II 1.5 II 1.6 

1 Physical effort r¢quircd II 1.4 II 1.4 II 1.3 II 1.2 

~cho12~C9l Stress <Meac.} 

The risk of significant complications, morbidity 1.8 
and/or mortality 

II 1.7 II 2.3 II 1.6 

Oulcome depe:nds on the skill and judger:ncnt of I 2.4 II 2.3 II 3.0 II 2.3 
physician 

Estimar.e;J risk of malpractice suit wxth poor 2.2 II 2.6 II 2.3 II 2.1 
outcome 

Time Se'!Inents (Mean'! 

'-1 T_o_lal_P_hy._s_iCl_·an_T_im.;..;.;;..e --------JI '-1 __ 1._9 _ __.I ._I __ 2_.1 _ ___,1._1 __ 2_.0 _ __.1 ._I __ 1_.6 _ ___. 

The number of times respondents performed this procedure over the past year. 

Median 

___ M __ l _______ __.l~l -------~-0 _____________ ~ 
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CPr Code 73560 

Did the description of typical patient/service match your typical patient? 

~-----------2_8~(9_3°_~)~-------~1~1 ________ 2_n~~~o)~----------~J 

ADDffiONAL RATIONALE 

For ex~ple, if recommended RVUs are based on an alternative method instead of the survey result.~. 

The revisions to the descriptions for the knee X-ray codes (73560, 73562, 73564) were done in the belief that they 
are editorial. thus not affecting the physician work relative values currently assigned to those codes. The results of 
our SUIVey, in which the median final RVW (0.17) for code 73560 matches its existing RVW (0.17), confinn that the 
changes were editorial only. 

FREQUENCY INFORMATION 

How was thi~ service previously reported? 73560 

How often de physicians in your specialty perfonn this service? _K._Commonly _Sometimes _Rarely 

Estimate the nwnber of times this service mtght be provided nationally in a one-year period? 1.547.115 ('96 BMAQ) 

Is this service performed by many physicians across the United States? ...)£_Yes _No 
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SUMMARY OF RECOMMENDATION 
AMERICAN COLLEGE OF RADIOLOGY 

CPT Code: 73562 TradcingNumber: G2 Global Period: XXX Recommended RVW: 0.18 

CPT Descrip~or: Radiologic examination, knee; three views 

CLINICAL DESCRIPTION OF SERVICE: 

P.14/28 

Vignette Used in Survey: Twenty-seven year old male presenting with trauma to left knee from auto accident. 

Description of Pre-Service Work; *Review clinicaJ history 

Description of Intra-service Work: *Interpret radiographs of knee 
*Compare with prior studies, if applicable 

Description of Post-service Work: *Dictate and review written report 
•communicate findings to referring physician(s) 

SURVEY DATA: 

Specialty: American College of Radiology 

Sample Size: ll§_ Response Ra!e (%): N;:28 (24%) Median Initial RVW: 0.19 Median Final RVW: QJ.2_ 

Type of Sample (Circle One): random, panel, convenience 

Ex.plana:ion c.f sample size: ACR Committees/Commissions 

25th Percentile RVW: 0.18 75th Percentile RVW: 0.21 Low: _QJL High: _1Q_ 

Median Total-Service Time: 4 Minutes 

25th Total Time: 2 Min. 75th Percentile Total Time: 6 Min. Low: 1 Min. High: 12 Min. 

KEY REFERENCE SERVICE(S): 

1) 

2) 

3) 

4) 

CPT Code 
73510 

7356) 

7360t) 

CPT Descriv£or 
Radiologic examination, hip, unilateral; complete, 
minimup1 of two views 

' 
Radiologic examination, knee; anteroposterior and 
lateral vie~s 

Radiologic examination, ankle; anteroposterior and 
lateral views 

RVW 
0.21 

0.17 

0.16 
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CPT Code 73562 

' " 
RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre·. intra·, and post·service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including t.'le data from the 
service that you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference Reference Rc:f'ereuce 
73562 ~ ~ ~ 

73560 73510 73600 
TimeEmmnt~ 

I Median Toral Time II 04 II 3 II 6 II 2 

Mental Eftorl and ,Iud~:;~ment 

The nwnber of possible diagnosis and/or the 2.2 II 1.7 II 2.3 II 2 
numb¢~" of management options that must be 
considered 

The amount and/or complexity of medical 2.0 II 
reco:rdli, diagnostic rests, and/or other information 

1.4 II 2.2 II 1.7 

mar must be reviewed and analyzed 

I Urgency of medical decision makinl!" II 2.3 II 1.4 II 2.7 II 2 J 
T~nical SkiUIPhisical E!r2rt 

I Technical skill required II 1.7 II 1.6 II 1.5 II 1.0 

I Physical :effort required ]I 1.4 II 1.1 II 1.3 II 1.0 

.f'svchol•~gical Stress 

The risk of significant complications, morhidity 2.1 
and/or mortcl.ity 

II 1.3 ll 2.2 II 1.0 

Outcome dcpendc; on the skill and judgement of I 2.5 
physician 

II 1.8 II 3.7 II 2.3 

Estirruued risk of malpractice suit wilh poor 2.6 Jl 1.4 II 3.0 II 2 
outcome 

Time Segment_c; 

I Total-sc;vice inrensicy/complexity II 2.0 II 1.4 II 2.3 II 1.7 

The n~:~mber of times respondents performed the procedure over the past year. 

Mean Median 

ACR ACR 

296 II 100 
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CPT Code~ 

Did the description of typical patient/service match your typical patient? 

.m 
ACR 

NO 
ACR 

~-----------100 __ % __________ ~1~1 ------------~0~%~----------_J 

ADDffiONAL RATIONALE 

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

P.16/28 

TI1e revisions to the descriptions for the knee X-ray codes (73560, 73562, 73564) were done in the belief that they 
are editorial, thus not affecting the physician work relative values currently assigned to those codes. The results of 
our survey. in which the median fmal RVW (0.19) for code 73562 differs from its existing RVW (0.18) by only 0.01 
RVW' s, contirm that the changes were editorial only. 

FREQUENCY INFORMATION 

How was this service previously reported? 73562 

How often dq physicians in your specialty perfonn this SCrV.LCe? .X.. Commonly _Sometimes _Rarely 

Estimate the number of times this service might be provjded nationally in a one--year period? 910.694 C96 BMAD) 

l.s this S<"..rvice performed by IrulllY physicians across the Unii.OO States? ..X. Yes _No 
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AMAJ;:,.t'~t;lALTY ~U~TY RVS lJP.VATE PROCESS 

SUMMARY OF RECOMMENDATION 
Al.~CAN COLLEGE OF RADIOLOGY 

CPT Code: 73564 Tracking Number: ..QL Global Period: XXX Recommended RVW: 0.22 

CPT Descriptor: Radiologic examination, knee; four or more vWWS 

CLINICAL DESCRIPTION OF SERVICE: 

P.23/28 

Vignette Used in Survey: Thirty-two year old female presenting with trauma to right knee from auto 
accident. 

Description of Pre·Service Work: *Review clinical history 

Description of Intra-Service Work: *Interpret radiographs of knee 
*Compare with prior studies, if applicable 

Description of Post-service Work: *Dictate and review written report 
*Communicate fmdings to referring physician(s) 

SURVEY DATA: 

Specialty: American Colle&:e of Radiology 

Sample Size: ....l.lQ.. Response Rate(%): N=28 C24%) Median :Initial RVW: QdL Median Final RVW: 0.22 

Type of Sample (Circle One): random.~. convenience. 

Explanation cf sample size: ACR Commiqees!Commission~> 

25th Percentile RVW: .Jl.1L 75th Percentile RVW: 0.27 Low: 0.18 High: ...ll_ 

Median Total, Time: 5 Minutes 

25th Percentile Total Time: 2.75 Min. 75th Percentile Total Time: 7 Min. Low: 1 Min. High: 13 Min. 

KEY REFERENCE SERVICE(S): 

I) 70220 

2) 73510 

3) 73560 

4) 

CPT Descriptor 

Radiologic examination, sinuses, paranasal, corup!et:e, 0.25 
minimum of three views 

\ 

Radiologic examination, hip, unilateral; complete, 
minimum of two views 

Radiologic exammation, knee; anteroposterior and 
lateral views 

0.21 

0.17 
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CPT Code 73564 

RELATIONSHIP OF CODE; BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre--, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including the data from the 
service that you are rating as well as the key reference services. 

INTENSITY /COMPLEXITY MEASURF.S CPT Cod~ ReCereace Reference Refert!Jlce 
73564 Sto:ice 1 ~ Seey!ce 3 

70220 , 73510 73560 
Time Estimates (Medianl 

I Median Total Physician (MinuLeS) II 5.0 II 6.0 II 4.5 II 3.0 

Mental Eff2!l agd J:ud~ement (Mennl 

Tbe number of possible diagnosis and/or !.he 2.4 i I 2.8 
number of m.1ll.agement options that must be 

II 2.2 IC 1.8 

c:ons1dered 

The amount ilnd/or complexity of medlcalll I [ 2. t 2.5 _jl 2.2 II 1.7 
records, diagnostic tests, and/or other information 
that must be reviewed and analyzed 

I Urgency .of medical decision making II 2.4 II 2.8 II 2.8 II 1.8 

Technical SkiD/Pbvsical Effort ~lean) 

[Technical skill required II 1.8 II 2.0 !I 1.5 II 1.6 

I Physical effort required II 1.4 II 1.8 II 1.3 II l.l 

P~cholo~cnl .5tress !Mean) 

The risk of signiiicant complications. morbidity 2.2 
and/or monalir; 

II 2.5 11 2.2 II 1.9 

Outc~c· depends on ili'e skill and judgement ofjl 1 r 2.7 II 3.0 3.5 II 2.1 
phys1c1an · 

Estimated risk of malpractice suit with poor 11 2.6 II 2.8 II 3.0 II 1.8 
outcome 

Time S~£nt~ (Mean) 

I Total-Service intensity/complexity II 2.2 II 2.5 II 2.3 II 1.7 

The numbe,r of times respondents performed the p&ocedure over the past year. 

Mean ' Median 

237 II 106 
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Did the description of typical patient/service match your typical patient? 

P.25/28 

CPT Code 73564 

·~1 __________ 100 __ % __________ ~1~1 ___________ 0~%~--------~ 

ADDITIONAL RATIONALE 

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

The revisions to the descriptions for the knee X-ray codes (73560, 73562, 73564) were done in the belief that they 
are editorial, thus not affecting the physician work relative values currently assigned to those codes. The results of 
our survey, in which the Median Final RVW (0.22) for code 73564 ma!che.s its existing RVW (0.22), confirm that 
the changes were editoria1 only. 

FREQUENCY INFORMATION 

How was t.his service previously reported? 73564 

How often de physicians in your specialrv perform this service? .X.. Commonly _Sometiines _Rarely 

&tirnare the number of times this service might be provided nationally tn a one-year period? 608.522 

Is this service performed by many physicians across the United States? .X., Yes _No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Radiological Examination Stress Views 

A new CPT code 76006 was established to report the physician's work in performing musculoskeletal stress x-ray views. 
These views require direct physician involvement with manipulation and assessing the films (including all necessary 
measurements) to determine if they are adequate. This procedure is considered new work that is not previously in the system. 
Specialists primarily perform this procedure in the x-ray suite and therefore should not be considered an add-on to reading the 
x-ray. The !~creased surveyed time for 76006 (10-12 minutes) compared to 73600 Radiologic examination, ankle; 
anteroposterior and lateral views (2.5 minutes) is explained by the physician discussion with the patient and physician 
manipulation of the injured extremity. In addition, the intensity and complexity of 76006 is also greater than 73600. In 
comparison to CPT codes 76885 and 76886 (median time 15), the time for 76006 (median time 10), represents one-half to two 
thirds of the intra-service time. The RUC recommends a work RVW for 76006 which is both the survey median from the 
radiology survey and the approximately the 25m percentile from the orthopaedic surgeons survey. 

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

•76006 Wl Radiologic examination, stress view(s), any joint, stress XXX .41 
applied by a physician (includes comparison views) 

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

-1-



CPT/Descnptor. 79XXX (WI) (04/98) Page I 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION (Apri/1998) 

CPT Code: 79XXX(Wl) Global Period: XXX Recommended R VW: 0.41 

CPT Descriptor: Radiologic examination, stress view(s), any joint, stress applied by a physician (includes 
comparison views) 

Vignette Used in Survey: 
A 21-year-old college tennis player sprains her ankle during a game. She can hardly walk and needs to be 
helped offthe court. The next day she sees her orthopaedist who notes considerable swelling, bruising, and 
pain about her ankle and foot. She is on crutches. Ankle and subtalar range of motion are reduced due to pain 
and guarding. She isneurovascularly intact. Clinically, there is a suggestion of anterior translation of the 
talus on the tibia when pulling her foot forward. Regular x-rays show no fractures. She is treated in a cast for 
several weeks, and then starts a self-directed exercise and rehabilitation program. But every time she tries to 
go back to competitive tennis, her ankle feelsweak and unstable. Follow-up examinations continue to show 
anterior instability. Her orthopaedist does stress x-rays in order to determine if surgery will help. [Note: 
This is an "add-on" code. In responding to this survey,please consider ONLY the work related to the stress x
rays applied by the physician.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description ofPre-Service Work: 
Not applicable. 

Description of Intra-Service Work: 
The physician must explain the nature of the test and that the procedure may be painful when the joint is 
stressed tothe maximum degree. The physician puts on lead protection, including gown and gloves. The 
physician positions theaffected joint and manually applies stress to the involved joint while the x-ray 
technician takes the film exposure. Thisrequires more than one exposure to properly evaluate the suspected 
instability. With regard to the ankle as describedin the vignette, a minimum of two views must be obtained; 
AP and lateral views, both with stress applied. Followingthe processing of the film, the physician assessed 
the film to assure quality and repeats the study, if needed. Additionalwork directly related to the application of 
stress is required in this assessment. Measurements of angles and distance between bony landmarks must be 
obtained ( eg, tibio-talar tilt angle and distance from tip of lateral malleolus to talusand calcaneus on the AP 
stress view, and millimeters of anterior subluxation of the talus in relation to the tibia on the lateral stress 
view). 

Description ofPost..:Service Work: 
Not applicable. 

SURVEY DATA from American Academy of Orthopaedic Surgeons 
Type of Sample: Random 

.,--
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Survey n: 124 RVW PRE INTRA HOSP OFF 
total total total total 
min min min min 

Response: 36 

Rate%: 29% 

low 0.25 2 

25th% 0.47 6 

MED 0.83 10 

75th% 1.00 15 

high 2 00 30 '• 

Median Total Phys1c1an Ttme (thts survey) 

Medtan Total Phystctan Ttme (prevtous RUG surveys by ACR and AAP 02197) 

Mental Effort and Judgment 

The number of possible dtagnosts and/or the number of management opttons thatmust be 
constdered 

The amount and/or complex tty of medtcal records, dtagnosttc tests, and/or othennfonnatton 
that must be obtained revtewed and analyzed 

Urgency of medtca/ dectston makmg 

Techmcal Sktlllphystcal Effort 

Techmcal sktll reqwred 

Phystcal effort reqwred 

Psychologtca/ Stress 

The nsk of sigmficant compllcattons, morb1d1ty and/or mortality 

Outcome depends on sktll and JUdgment of physician 

Esttmated risk of malpracttce swt wtth poor outcome 

Time Segments 

PRE-service intenstty/complextty 

INTRA-servtce mtens1ty complexity 

POST-servtce intensity complexity 

KEY REFERENCE SERVICE(S): 

1998RVW Global CPT Descriptor 

Mean 
Intensity/Complexity Measures 

79XXX(W1) 76885 76886 

10 

nla 

79XXX(W1) 

2 77 

2 60 

2 11 

303 

2.86 

1.53 

309 

2.06 

nla 

2 65 

nla 

15 15 

76885 76886 

20 
n=58 

76885 

2 60 

2 90 

2 90 

320 

2 80 

240 

3 50 

3.40 

nla 

2.80 

nla 

15 
n=39 

76886 

2 60 

2 60 

280 

2.80 

2.60 

2.20 

2.80 

2 80 

nla 

2.40 

nla 

0.74 XXX 76885 Echography of infant hips, real time with imaging documentation; dynamic 

2 
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(eg,requiring manipulation 

0.62 XU' 76886 Echography of infant hips, real time with imaging documentation; limited, 
statzc (eg,not requiring manipulation) 

0.96 000 27648 Injection procedure for ankle arthrography 

SURVEY DATA from American College of Radiology 
Type of Sample: Panel (ACR Committees/Commissions) 

Survey n: 116 RVW PRE INTRA HOSP 
total total total 
min min min 

Response: 26 

Rate%: 22% 

low 0.11 2 

25th% 0.29 5 

MED 0.41 12 

75th% 0.50 19 --

high 1.50 30 
,. 

Med1an Total Phys1c1an Time 

Mental Effort and Judgment 

OFF 
total 
min 

The number of poss1ble diagnosis and/or the number of management opttons thatmust be 
considered 

The amount and/or complex tty of medical records, d1agnost1c tests, and/or othennformatJon 
that must be obtamed reviewed and analyzed 

Urgency of med1cal decision makmg 

Techmcal SkJI/Iphys1cal Effort 

Techmcal skill reqwred 

Phys1cal effort reqwred 

Psychological Stress 

The nsk of sigmficant complications, morbidity and/or mortaiJty 

Outcome depends on sk11/ and Judgment of phys1c1an 

Esttmated risk of malpractice swt w1th poor outcome 

Ttme Segments 

Total-serwce mtens1ty complexity 

KEY REFERENCE SERVICE(S): 

1998RVW Global CPT Descriptor 

Mean 
Intensity/Complexity Measures 

79XXX(W1) 73040 73600 

12 25 2.5 

2.3 2.8 2.0 

2.6 3.0 2.0 

23 2.4 1.8 

2.6 30 1.3 

29 2.2 10 

22 32 1 7 

2.9 34 20 

2.7 3.6 1.8 

2.8 3.2 1 5 

0.54 73040 Radiologic examination, shoulder arthrography, radiological supervision 
andinterpretation 

0.16 73600 Radiologic examination, ankle; anteroposterior and lateral views 

3 
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RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

The surveyed time for 79XXX (W1) is very similar from both specialties reviewing this code (10 and 12 
minutes).!n comparison the survey time for 73600 at 2.5 minutes is only a fraction of the time for W1. This is 
because, with73600, there is no physician discussion with the patient at the start of the study nor is there any 
physician manipulationofthe injured extremity as occurs with W1. In comparison to CPT codes 76885 and 
76886, the time for W1 representsone-haljto two-thirds of the intra-service time. Also note that the intra
service time for 76885 and 76886 for thisservice closely matches the data from a previous RUC survey for 
these codes. 

With respect to intensity and complexity, W1 is greater than 73600 for all measured variables. Again, this is 
becauseof the necessity for direct physician verbal and physical interaction with the patient. In comparison to 
76885176886, W1 requires similar technical skill and physical effort. The overall intra-service intensity for W1 
falls between 76885and 76886. 

An RVW of0.41 is recommended for 79XXX(Wl). This IS the radiology survey median and approximately 
the 25thpercentilefor the orthopaedic survey. 

I 

ADDITIONAL RATIONALE: 

An additional comparison can be made to office evaluation and management services. Given the direct 
physicianinvolvement with manipulation and assessing the films (including all necessary measurements) to 
determine iftheyare adequate, W1 most closely approximates the intra-service work for the evaluation and 
management code 99213(RVW=0.67). Although W1 is an "add-on" code, there is some additional work 
necessary before and after the manipulation and x-ray exposure that is directly related to the application of 
stress and that would not be necessary if stress were not applied. For this reason, it is fair to say that W 1 is 
worth more than 50% of99213. Although verba/communication is necessary, written documentation falls 
under the primary x-ray code. For this reason, it is fair tosay that W1 is worth less than 100% of99213. 
Using this rationale, the recommended value of0.41, whichfallsbetween 50% and 100% of99213 is justified. 

FREQUENCY INFORMATION 

1. How was this service previously reported? 
76499 

2. How often do physicians in your specialty perform this service? 
0 Commonly Clsometimes 0 Rarely 

3. Estimate the number of times this service might be provided nationally in a one-year period? 
This code will be most often used in conjunction with ankle x-rays, but it is estimated that the rate will be 

lessthan 0.2% of all ankle x-rays. This code may also be used in conjunction with other joint x-rays, but 
at amarkedly less frequent rate. 

4. Is this service performed by many physicians across the United States? 
DYes ONo 

4 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Thyroid Carcinoma Metastases Uptake 

A new code, 78020, was developed as an add-on for a thyroid carcinoma metastases uptake procedure. As indicated, code 
78020 Thyroid carcinoma metastases uptake (List separately in addition to code for primary procedure) is intended for use in 
reporting of,services with code 78018. 

Thyroid cancer therapy with 1-131 may result in pulmonary fibrosis in patients with lung metastases. Dosimetric estimates 
may be derived from the whole body 1-131 imaging that are routinely performed prior to treatment, by measurement of the 
lung uptake and calculation of the percentage of the administered dose that is resident within the lung. Code 780X1 represents 
the resources that are employed to derive that uptake measurement. Further calculation of uptake outside of the lung permits 
selective modification of doses I -131 given to patients with bone lymph node metastases, with greater therapeutic effect. 

Prior to development of 78020, there was no reporting mechanism for "uptake" with CPT 78018 Thyroid carcinoma 
metastases imaging; whole body (work RVU = .95). CPT 78016 Thyroid carcinoma metastases imaging; with additional 
studies (eg urinary recovery) (work RVU = .82) does not reflect the resources used in 78018 plus calculation of the metastases 
uptake. Again, the code 78020 was not designed for reporting in conjunction with 78015 or 78016. 

The physician involvement for the procedure is focused on the review of the calculations, including decay factors used for the 
dose measurement, and the accuracy of the regions of interest used for the areas of metastases and/or lung. Physician review 
of data may result in recalculation by the physician, which occurs 20% of the time. The report of the result is included in the 
main body of the imaging data report. 

The RUC recommends an RVW of .67. The recommendation represents the weighted average of the societies' median final 
RVW's. The RVW is appropriate given the number of sites calculated, the frequent need for recalculations, and that the data 
are instrumental in planning therapy for the patient. 

CPT five- digit codes, two-digtt modifiers and descriptions only are copyright by the American Medtcal Association. 1 



Tracking CPT Descriptor Global WorkRVU 

CPT Code Number Period Recommendation 

(•New) 

78015 Thyroid carcinoma metastases imaging; limited area (eg, neck and chest XXX 0.67 
only) 

(No Change) 

~ 
malt~lll aFilas XXX 

{78017 has been deleted. To report, see 78018) 0.87 

(No Change) 

•78020 HHl Thyroid carcinoma metastases uptake (List separately in addition to code XXX 
for primary procedure) 

0.67 
(Use 78020 in conjunction with 78018) 

CPT five- digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. 2 
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AJ.\IWSPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 
AMERICAN COLLEGE OF RADIOLOGY/AMERICAN ROENTGEN RAY SOCIETY 

SOCIETY OF NUCLEAR MEDICINE 

CPf Code: 7801 X Tracking Number: HHl Global Period: XXX Recommended RVW: 0.67 

CPT Dbscri.I,>tor: Thyroid carcmoma metastases uptake (add-on code) Ust separately in addition to code for 
primacy. procedure 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 27 year old woman with follicular carcinoma two years following initial diagnosis and 
surgery and 'i-131 ablative treannent, now has known pulffionary metastases by chest x-ray: she is referred for whole 
body metastatic thyroid cancer study and calculation of puhnonary and other metastatic uptake. 

Description cf Pre...Service Work: 

Descrip:.ion of Intra-Service Wor.k: 

Description of Post-Service Work: 

SURVEY DATA; 

*Review of the calculations and the accuracy of the regions of interest 
used for the areas of metastases and/or lung 
*Recalculation of 20% of eases 
*Dictate findings and add to report 

Specialty: American College of Radiology/American Roentgen Ray Societv 

Sample Size: I 16 Response Rate(%): N=26<22%) Initial Median RVW: ~Final Median RVW 0_75 

Type of sample (Circle One): random, panel, convenience 

Explana~ion c.f scunple size: ACR Committees/Commissions 

25th Pel·.;entile RVW: Q52 75th Percentile RVW: 0.99 Low: 0.27 High: 1.90 

Median Total·.Service Time: 15 Minutes 

25th Percentile Total-Svc Time: 10 Min. 75th Percentile Total-5vc Time: 25 Min. Low: 2 Min. High: 60 Min. 

Specialty: Society of Nuclear Medicine 

Sample Size: :n__ Response Rare(%): N=33 (35%) Median Initial RVW: 0-60 Median Final RVW: 0.60 

Type of ,,ample (Circle One): random, panel, convenience 

E~plana ion of sample size: ~!House of Deleg;J.tes. Com1nission on Health Care Policv and Practice 

25th Per ~nti.b RVW: 0.40 75th Perentile RVW: ~ Low: 0.03 High 2.20 

Media."'' Total-Service Time: 2..l_Minutes 

25th Percentil.; Total-Svc Time: 15 Min_ 75th Percentile Total·Svc Time: dQ Nlin. Low: 2 Min. High: 70 Min. 
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CPT Code: 7801X 

KEY REFERENCE SERVICE(S): 

1) 

2) 

3) 

•CPT Code CPT Descriptor 
: 78006 (ACR/SNM) Thyroid imaging, with uptake; single detenninarion 

78018 (ACR) 

78802 (SNM) 

Thyroid carcinoma metastases imaging; whole body 

Radiopharmaceutical localization of rumor; whole 

b?dy 

RVW 
0.49 

0.95 

0.86 

RELA'TlONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

P.2l/28 

Compare the pre-. intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are r.1ting to the key reference services listed above. Make certain that you are including the data from the 
service that you are rating as well as the key reference services. 

INTENSJTY'/COMPLEXITY MEASURES CPT Corle Ref~ Ret'erence Rcfcrc:ncc 

7801X Scrvke 1 ~ai~~ Scrvig ~ 

78006 78018 78802 
Time Estimates 

ACR SNM ACR SNM ACR SNM 

I Median Total Physician Time (Minutes) 1115 21 Jlta 20 1115 II 22.5 

MenmJ F,;fi'ort snd Jud~::ement !Mean) 
ACR SNM ACR SNM ACR SNM 

The nuri:lber of possible diagnosis and/or the 
n•Jmber of m':lnagemcnt options that must be 

13.08 2.91112.8 2.89 1[3 II 3.0 

consider . .d 

The am:~unt and/or complexity of medical 13.46 3.18113.2 
records, diagnostic tesiS.. ancllor other information 

3.17 113.4 II 3.5 

that must be reviewed and analyzed 

I Urgency of ~dical decision making 113.08 2.97112.5 2.44 113.4 II 2.67 

Technical Skill!Phvsis;~l Effort (Mean) 
ACR SNM ACR SNM ACR SNM 

I Technical sJall required 113.5 3.45 112.1 2.89 112.6 l I 3.0 

[ Physical.effort required ] 11.92 z.3o I ! 1.1 2.17 111.6 I [ 2.0 

Psvcho)rJgicnl St~£2!!} 

ACR SNM ACR SNM ACR SNM 

The risk of significant complications, morbidity 12.58 3.181(2.2 2.50 112.6 II 3.0 
and/or mor"'.ality 

Outcome depend'> on the skill and judgement ofll3.69 
physician 

3.79113.3 3.06 llt.6 II 3.33 

j Estimated risk of malpractice suit with poor 113.11 3.1sll2.7 2.72, ~.3 II 3.17 
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CPT Code: 7801X 

L'ITENSITY/COMPLEXITY MEASURES CPT Cod~ 
7801X 

Time Segmenrs(Mean) 

Sepiccl 

78006 

'RetereDCe 

~ 
78018 

ACR SNM ACR SNM ACR 

Ret en nee 

Sernre 3 

78802 

SNM 

L-1 ~_o_tal_-s_eTVI__;,.c.;;..e .;.i~n;.:.;te;.:.;n.:..:si::;...ty.:..:/c..;;;om.:..:p~I;.;.;cX1.;;..;;.ty ____ ....JII3.52 2.83 II.,;.I3..;...3 __ _____JIIL-_~3....;..3.;._3 --l 

The number of times the respondents performed procedure over the past year. 

Median 

ACR; SNM ACR SNM 

[ 10 . 12 J 3 3 
~---------------------~~--~------------~--~ 
Did the des·tription of typical patient/service match your typical patient? 

ACR SNM ACR SNM 

~-8_8_.s_~_o _____________ 8_3_% ____ ~1LI ~1...;;;1..;;;.5.:..:% ________________ .:..:1~7;.;.;%~--~ 

ADDIT[ONAL RATIONALE 

For cxa.rnple., if recommended RVUs are based on an alternative method instead of the s:urvey results. 

The recommended RVW (0.67) represents the weighted average of the SNM's and ACR's median final RVWs and 
the number of respondents to their respective surveys. The recommended RVW is appropriate given the number of 
siteS calculated, the frequent n~"<i for recalculations, and that the results are used to plan therapy. 

FREQUENCY INFORMATION 

How was this service previously.reported? 78099 

' 
How oft·en do physicians in your specialty perfann this service'? _Commonly ]LSometimes _Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 15 % when u.~ed with 
codes 78015, 78016. or 78018 

Is this serv1ce performed by many physicians across the United States? .X.. Yes _No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Liver Imaging (SPECT) 

A new CPT code 78206 Liver imaging (SPECT); with vascular flow was established to report a hepatic hemangioma study 
which requires two phases, the initial flow and images, and a later delayed set of images. This procedure is specifically 
performed to diagnose a hepatic hemangioma. Although there are several methods to diagnose a hepatic hemangioma, this 
particular procedure is unique from other liver imaging in that is requires multiple phases and as opposed to most tumors, a 
hepatic hemangioma peruses slowly which is seen as absent flow and uptake initially and increased uptake of intravacular 
tracer on later images. 

In the absence of a specific code, this procedure was most commonly reported as CPT 78445 Non-cardiac vascular flow 
imaging (ie, angiography, venography) (work RVU = .49) which does not reflect the prolonged planar imaging and flow 
evaluation required. The work involved in 78206 is very similar to the combination of two CPT codes, 78205 Liver imaging 
(SPECT) (work RVU=.71) and CPT Code 78455 [.71+.49 X 50%= .96]. The RUC accepted the specialty society 
recommendation of . 96 for CPT 7 8206. 

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

78205 Ill Liver imaging (SPECT)i XXX .71 

(No Change) 

•78206 112 with vascular flow XXX 0.96 

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

"' 

-1-
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AMERICAN COLLEGE OF RADIOLOGY/AMERICAN ROENTGEN RAY SOCIETY 
SOCIETY OF NUCLEAR :MEDICINE 

C?r Code: 78206 Tracking Number. D2 Global Period: ..XXX Recommended RVW: J!:2[_ 

CPT Descriptor: Liver imaging (SPECT); with vascular flow 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 59 yeax old man with recendy-diagnosed lung tumor is referred for evaluation of 
hepatic lesion found on ultrasound examination, that may be either a metastatic lesion or a hemangioma. 

Description ofPre-Service Worl<:: 

Description of Intra-Service W ark: 

Description of Post-Service Work: 

SURVEY DATA: 

*Review history and physical exam. 
*Discuss procedure with patient. 
*Review prior imaging studies. 
*Order radiopharrnaceuticals. 
*Include the work of injecting the radio pharmaceutical if you perform the 
injection. Otherwise, include the work of supervising the injection. 

*Monitor the procedure. 
*Reanalyze data if necessacy. 
*Interpret results of the study. 
•compare results in relation to current diagnosis and future trea.trnent. if 
appropriate. 

*Dictate, correct and sign report. 
*Discuss and coilllllUilicate report/findings with referring physician(s) 
and patient 

Specialty: American College of Radiology/American Roentgen Ray Society 

Sample Size: 11.L Response Rate(%): N=27 (23%) Median Initial RVW: 0.84 Median Firs.al RVW: 0.90 

Type of Sample (Circle One): random, ~. convenience. 

Explanation of sample size: ACR Committees/Commissions 

25th Percentile RVW: Q:1.Q_ 75th Percentile RVW: 1.0 Low: 0.65 High: J..2L 

Median Total-Service Time: 20 ¥inu~ 

25th Percentile Total-Svc Time: ri·Min. 75th Percentile Total-Svc Time: 27.5 Min. Low: 5 Min. High: 120 Min. 
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CPT Code 78206 

Specialty: Society of Nuclear Medicine 

Sample Size:i 2L. Response Rate(%): N=37 (40%) Median Initial RVW: 1.00 Median Final RVW: 1.00 

Type of Sample (Circle One): random,~ convenience. 

Explanation of sample size: SNM Hott<~e of Dele~tes, Commission on Health Care Policy and Practi~ 

. ) 

25th Percentile RVW: 0.86 75th Percentile RVW: 1lQ_ Low: 0.71 High: 1.50 

Median Total-Service Time: 3.0.Minutes 

25th Percentile Total-Svc Time: 20 Min. 75th Percentile Total-Svc Time: 40 Min. Low: 10 Min. High: 100 Min. 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor 
1) 

2) 

78205 (SNM/ACR) Liver imaging (SPEC!) 
RVW 
0.71 

78803 (SNM) Tomographic (SPECT): radiopharmaceutical 
localization of tumor 1.09 

3) 78202 (ACR) Liver imaging; with vascular flow 0.51 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-. intrd-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are raring to the key reference services listed above. Make certain that you are including the data from the 
service that you are rating as weD as the key reference services. 

INTENSITY /COMPLEXITY MEASURES CPT Code 
78206 

Rcrercucc 

Servia: 1 

RdcrtDCe 

~s:e~ 

78803 

Rd'creuce 

Time Estimates 
ACR 

~~M~~~·~~T~o~~P~h~~~ic~i~~(M~in~~~)--------~1120 
Mental Effort and Judgement (Measj 

' ·, ACR 

The number ~f possible diagnosis and/or !he 13.26 
nwnlxr of management options that muSt be 
considered 

The am6unt and/or complexity of medical l3.3 
records, diagnostic tests, and/or other information 
that must be re~·icwed and analyzed 

I Urgency of medical decision making 113.6 
' 

Technical Sla11LPhvsfcal Effo!j \ 

I Technic~ skill required 

ACR 
112.9 

I Physical effort required ] [ 3.3 

78205 78202 

SNM ACR SNM SNM ,......:..:A:.;::C;.;R _ ___, 
30 II,.;;.; 1:...:;.5 -~20.-........-,ll '-__ 4_0____.1 [1-l...;_O __ ,..J 

SNM 1"-'A..;;..CR....__SNM_.., r----S_NM......., ,...A:..::::::CR:;_ _ ___, 
3.3 1 ..... 12._& __ 2.9_6._.] IL..-__ 3_.9_2_.1 L.::l2.:..:...s __ -J 

3.68 I .__[2._s __ 2.9_6__.11 4.os I ~-12...;;.6 __ ~ 

3.05 112.3 

SNM ACR 
3.76 1 [2.1 

2.43 llu 

2.70 

SNM 
3.04 

2.04 

II 3.s4 I L..;;,!z.;.;..6 __ __. 

r---___;;,S.;..;.NM~ ,....:..:A::::CR=-:...... _ _, 
L...-__ 3._92---..~l ~..=12.:..:4--~ Jl 

II ~---z_.6_z~I~II_.s ____ ~ 
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CPT Code 78206 

I 
INTENSITY/COMPLEXITY MEASURES CPT Code 

78206 
J:lefenmce 

Sel"''ig; 1 

78205 

Reterena Reference 

Psycho!o¢ca.l Srress <Mean) 

~ 
78803 

Ssntg; 3 

78202 

r----------------, ,...A;..:::CR;:;;:;.;..__;;S~NM;.:;...;;....., ,....A;..;;.C;:;,;R~...:;S;.:..;NM.=..... .-----=S;;...NM~ ACR 
The risk·of significant complications. morbidity ~~ _2~.1-_2...;;.92___,11 '-1_.8 __ 2...;;.2..;.6...,~!1 ~ __ ...;;3;.;.;;.3;.;;.1.....1) :11:.8======= 
and/or mortality 

Outcome depends on the skill and judgement of I 3.7 
physician 

Estimated risk of malpr.:u:::tice suil with poor 11 3.0 
outcome 

rune Segments 
ACR 

._I T_o_ta_I-S_e_ivl_. ce_in_te_ns_;i_ty_lc-~m.-p_lexx~·Ly-._ ___ ,_jll 3.2 

t 

3.76 113.3 3.35 

3.19 112.6 2.65 

II 
II 

4.23 1 ._12_.6 __ ____. 

3.62 I ..... lz_.4 __ ____. 

SNM ,.....:A:..::CR:::.:.:..--=S::..:NM~ .-----=SNM::....:.=.;.:~ ACR 

3.38 I ~....lz_.6 _ __,;;,;,z.7..:;.s.....JI._I __ 3_.77-.....~1 :1z:.6:===== 

The n~ber of times the respondents performed the procedure over the past year. 

Median 

ACR SNM ~~A~C~R~-------------~S~N~M~--_, 
r---20-----------------~18~~1 ...... 1 __ 1_6 ________________ 1_0 ____ ...,~ 

Did the description of typical patient/service match your typical patient? 

SNM ACR SNM 

92% 1 L...l _7_% _______________ s_cro_._..j 93% . 

ADDITIONAL RATIONALE 

For exmnple, if recommended RVUs are ba.sed on an alternative method instead of the survey results. 

The recommended RVW (0.96) represents a weighted average of the SNM's and ACR's median 
final RVW s and their respective number of respondents. This value is consid~ed appropriate given the prolonged 
planar imaging and flow evaluation required. Alternatively, the recommended RVW (0.96) can be found by adding 
50% of the non-cardiac vascular flow study's RVW (Code 78445, RVW=0.49) to the base SPEer study (Code 
78205; RV\V=0.71). 

-----~:-----------------------------------------------------------------
FREQUENCY INFORMATION 

How was this service previously reponed? 78299 

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? unable to quantify 

Is this service performed by many physicians across the United States? _Yes .X...No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Cardiac Blood Pool Imaging 

CPT code 78472 Cardiac blood pool imaging, gated equilibrium; planar, single study at rest or stress (exercise and/or 
pharmacologic), wall motion study plus ejection fraction, with or without additional quantitative processing (work RVU = .98) 
was recently revised through the CPT process. However, the change was limited to an editorial addition in language, which did· 
not constitute a change in the physician work RVU. 

Newly developed codes 78494 Cardiac blood pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus ejection 
fraction, with or without quantitative processing and 78496 Cardiac blood pool imaging, gated equilibrium; single study, at 
rest, with right ventricular ejection fraction by first pass technique (List separately in addition to code for primary procedure) 
were developed to provide for the reporting of various cardiac blood pool imaging processes. For 78494, the procedure is the 
same as that for CPT 78472, (Cardiac blood pool imaging, gated equilibrium RVU = .98), except that in addition, right 
ventricular function is studied more precisely by imaging the bolus of the radionuclide as it passes through the right ventricle. 
The physician services include review of the clinical record for indication for the procedure, supervision or performance of the 
injection, quality review of the processing of the data, visual review of the reformatted cine data, analysis and interpretation of 
regional and global right ventricular function, and incorporation of the results into the final consultation. 

The RUC recommends a work RVU of 1.19 for code 78494. This recommendation is based on the work RVU for 78472 (.98) 
as a base, and the addition of the .21 as a value for the incremental physician work performed for this procedure. The 
recommended value also represents the median final value RVW weighted by the number of respondents from specialties. 

Code 78496 is very similar to code 78481 Cardiac blood pool imaging, (planar), first pass technique; single study, at rest or 
with stress (exercise and/or pharmacologic), wall motion study plus ejection fraction with or without quantification (work 
RVU = .98). The primary difference between these two codes is the technique by which the services are performed. In 
addition, physicians are required to review multiple gated flow images. In determining a value for add-on code 78496, the 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. 1 



RUC split the work RVU for 78481, and also divided the 78496 survey median (.98) for consistency. The work values for 
other add-on codes were additionally considered. It was the consensus that the work value was in between .49 and .62. 
Participants agreed that the survey median, .50, was appropriate, and accordingly, RUC recommends a work RVU of .50 for 
code 78496. The specialty has noted that this code will be rarely used as there are limited indications for this procedure (e.g. 
right ventricular dysfunction). 

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

.6.78472 Cardiac blood pool imaging, gated equilibrium; planar, single study at XXX .98 
rest or stress (exercise and/or pharmacologic), wall motion study plus 

(No Change) ejection fraction, with or without additional quantitative processing 

{For ventricular ejection fraction b~ first pass technigue 1 see 78496} 

•78494 KKl Cardiac blood pool imaging, gated eqmhbrium, SPECT, at rest, wall XXX 
motion study plus ejection fraction, with or without quantitative 
processing 1.19 

•78496 KK2 Cardiac blood pool imagmg, gated equihbnum; single study, at rest, XXX 
with right ventricular ejection fraction by first pass technique (List 
separately in addition to code for primary procedure) 0.50 

{Use 78496 in conjunction with code 78472} 

. - - . 
CPT five-dtgtt codes, two-digtt modifiers and descriptions only are copyright by the Amencan Medical Associatwn. 2 
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SUMMARY OF RECOMMENDATION 
AMERICAN COLLEGE OR RADIOLOGY/AJ.'\IIERICAN ROENTGEN RAY SOCIEIT 

SOCIETY OF NUCLEAR MEDICINE 
AMERICAN COLLEGE OF CARDIOLOGY 

CPT Code: 784XX Tracking Number: KKI Global Period: XXX Recommended RVW: 1.19 

CPT D~scriptor: Cardiac blood pool imaging, gated equilibrium; SPECT, at rest, wall motion study plus ejection 
fraction, with or without quantitative processing 

CLINICAL DESCRIPTION OF SERVICE: 

Vignett~ Used in Survey: A patient is referred for assessment of regional and global cardiac function beca.n.~e of 
dyspnea, che:;t pain, and a prior myocardial infarction. The differential diagnoses include left versus right ventricular 
dysfunc ion; .left ventricular aneurysm; left ventricular p.seudoancurysm; and extent of abnonnal regional ventricular 
function 

Description of Pre-Service Work: 

Description of Intra-service Work: 

Description ofPost-service Work: 

SURVEY DATA: 

*Review history and physical exam. 
*Review prior imaging studies. 
*Discuss procedure with patient. 
;f<Order the radiopharmaceutical. 
*Include the work of injecting the radiopharmaceutical if you perform Lhe 
injection. Otherwise, include the work of supervising the injection. 

*Supervise image acquisition. 
*Supervise processing of the data. 
"'Analyze and reprocess data as necessary. 
*Monitor and interpret results of srudy. 
*Compare results in relation to current diagnosis and furore treatment, if 
appropriate. 

*Dictate, correct and sign report. 
*Discuss and communicate report/findings with referring physician(s) 
and patient. 

Specialty: American College of Radiology/American Roentgen Ray Society 

Sample Size: .ll..Q__ Response Rate(%): N=27 (23%) V....edian Initial RVW: L.L Median Final RVW: L.L__ 

Type of .SCllllfle (Circle One): random,~. convenience. 

Explanation of sample size: ACR Committees/Commission~ 

25th Percenti~~ RVW: 0.99 75th Percentile RVW: 1.2 Low: Q.2_ High: 2.0 

Median Total Time: 20 Minutes 

25th Per(:entil! Total Time: 12 Min. 75th Percentile Total Time: 25.5 Min. Low: 3 Min. High: 45 Min. 

----·--·---------------------------------------------------
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CPT Code: 784XX 

Specialty: Scciety ofNuclearMedicine 

Sample Size: 2L_ Response Rate(%): N=33 <35%) Initial Median RYW: 1.23 Final Median RVW: 1.23 

Type of Sample (Circle One): random, panel, convenience. 

Explanation of sample size: SNM House of Delegates/Commission on Health Care Polic;y and 
Prdctice/Cardiovascular Council Board of Directors 

25th Percentile RVW: lJ.Q... 75th Percentile RVW: 1.30 Low: 0.80 High: l.73 

Median Total-Service Time: 35 Minutes 

25th Percennle Total Time: 22 Min. 75th Percentile Total Time: 60 Min. Low: 12 Min. High: 140 Min. 

Specialty: American College of Cardiology 

SampleSize: 150 ResponscRate(%): N=41C27.3%) Med.ianinitialRVW: 1.23 Median Final RVW: 1.22 

Type of Sample (Circle One): random, panel, convenience . 

.Explana.tion of sample size: Random sample of ACC memhers who perform nuclear cardiology 

25th Percenti1e RVW: 1.J.Q. 75ch Percentile RVW: 1.40 Low: 0.75 High: 2.00 

Median Pre-Service Time: 1 0 minutes Median Intra-Service Time: 15 minutes 

25th Percentil.e Intra Time: 10 min. 75th Percentile Intra Time: 23 min. Low Intra: .Q_ High Intra: 63 min. 

KEY REFERENCE SERVICE(S): 

CPT Code 
1) 78465 (ACR, SNM, ACC) 

2) 78481 (ACR/SNM) 

3) 78472 (SNM, ACC) 

CPT Descriptor 
Myocardial perfusion imaging; comograp.hic(SPECI') 
multiple studies, at rest and/or stress (exercise and/or 
phannacologic) and redistribution and/or rest injection, 
with or without quantification 

RVW 
1.46 

Cardiac blood pool imaging, (planar), first pass 0.98 
technique; single study, at rest or with stress (exercise 
and/or pharmacologic), wall motion study plus ejection 
fraction, with or without quantification 

Cardiac blood imaging, gated equilibrium; single study 0.98 
at rest or streSs (exercise and/or pharmacologic). wall 
motion study plus ejection fraction, with or without 
additional quantitative processing 
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CPT Code 784XX 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-. intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are raring to the key reference services listed above. Make certain that you are including the data from the 
service that yon arc rating as well as the key reference services. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference Re!eceace RA:fcn:ncc 

784XX ~ Scrvicc2 S~3 

78465 7848J 78472 
Time Estimates (Median) 

ACR SNM ACC ACR SNM ACC ACR SNM SNM ACC 

I Median Total Physician 1120 35 35 1125 35 41 ll1s 26 II 30 30 

Mental ~andJ:ud~ernent (Mennl 
ACR SNM ACC* ACR SJI."M ACC"" A.CR SNM SNM Ace~ 

The number of possible diagnosis an.dlor the 13.4 3.82 4 11 35 4.15 4 113.2 3.54 II 3.11 3 
number of management options that must be 
considered 

The amount and/or complexity of mcilical 13.4 3.67 3 11 3.5 4.31 35 11 3.1 3.46 113.37 3 
records, diagnostic resrs, and/or other informanon 
chat must be re·li.ewed and analyzed 

j Urgency of medical decision making 113.4 3.33 3 113.5 4 4 I (3.4 3.46 113.21 3 

Technical Skill!Physical Effort <Meanl 

ACR SNM ACC• ACR SNM ACC~ ACR SNM SNM ACC* 

I Tec!mic:-.I skill required 13.6 4.27 4 1~7 4.38 4 113.1 3.46 113.21 4 

~hysical.~ required 112.1 2.64 2 112.0 2.62 2 111.9 2.54 112.32 2 

P~cholQgical Stress <Mean) 
ACR SNM ACC* ACR SNM Ace• ACR SNM SNM AC~ 

The risk of significant complicatiuns, morbidity 
and/or mortality 

12.3 2.94 2 113.0 4 3 jj2.1 2.92 112.89 2 

Outcome depends on the skill and judgement of !3.7 4.0 4 114.2 4.38 5 113.7 3.69 113.37 4 
physician 

Estimated risk of malpractice suit with poarlj2.8 2.85 3 113.0 3.69 4 113.1 2.77 112.63 3 

outcome - -
Tune~~ 

ACR SNM ACC* ACR SNM ACC-" A CR. SNM SNM ACC* 

[1:utal-Sc.~(."C inli.-nsiLy/com~lcxity ' 113.4 3.76 4 113.5 4.23 4 113.1 3.31 1!3.26 3 

---
*ACC Values are Medians 
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CPT Code 784XX 

The nu:mbe~ of times respondents performed procedure over the past year. 

Median 

ACR SNM ACC ACR SNM ACC 

~--M __________ 9_2 ___________ 14_s ___ ~ll~ ___ 2s ____________ I_o ____________ 3_o __ ~ 

Did the des•::ription of typical patient/service match your typical patient? 

ACR SNM ACC ACR SNM ACC 

~--93_~_o _________ 9_3_% ____________ _.1~1 __ 7_~_o _________ 7_0_~--------------~ 

ADDmONAL RATIONALE 

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

The recommc:nded RVW (1.19) represents the median final RVW weighed by the number of respondents from the 
ACR, ACC, and SNM, respectively. 

FREQlfENCY OO"'ORMATION 

How w:rs thi.: service previously reported? 78499 

How often de• physicians jn your $'ecialty pcrfonn this service'? X Commonly _Sometimes _Rarely 

Estim:J.te the number of times this service might be provided nationally in a one-year period? Unable to quantify 

Is this se:IVice performed by many physiciaDs across the United St~tes? x_ Yes _No 
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SUl\L"'ARY OF RECOMMENDATION 
AMERICAN COLLEGE OF RADIOLOGY/AMERICAN ROENTGEN RAY SOCIETY 

AMERICAN COLLEGE OF CARDIOLOGY 
SOCIETY OF NUCLEAR MEDICINE 

CPT Code: 7847X Tracking Number: KK2 Global Period: XXX Recommended RVW: ~ 

L\"'t 
CPT Descriptor: Cardiac blood pool imaging, gated equilibrium; single study, rest, with right ventricular ejection 
fraction by first pass technique (List separately in addition to code for primary procedl.lre) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 55-year-old female with progressive exertional dyspnea and a history of hypertension 
i~ referred for this procedure. The resting ECG is abnormal, suggesting a possible remote myocardial infarction. 
There is peripheral edema. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Descriprion of Post-service Work: 

SURVEY DATA: 

*Quality review of processing of the data. 
*Visual review of reformatted cine data. 
*Reanalyze ejection fracrion computation if indicated. 
*Analyze and interprets (function) results of study. 
"'Compare results in relation to current diagnosis and future 
treatment, if appropriate. 
*Dicmre findings and add to report. 

Specialty: A_merican College ofRadiology/American Roentgen Ray Society 

Sample Size: 1J.L Response Rate(%): N=25 (22.%) Initial Median RVW: .Q:.22. Final Median RVW: ~ 

Type of Sample (Circle One): random, panel, convenience. 

Explana::ion of sample size: ACR Cornmittees/Commissicns 

2.5th Percentile RVW: 0.5 75th Percentile RVW: .1L Low: .Q.l_ High: .J...L 

Median 'Total-..~ervice Time: 16 Minutes 

25th Percentile Totcl1 Time: 6 Min. 75th Percentile Tocal Time: 20 Min. Low: 5 Min. High: 33 Min. 

Specialty: Society of Nuclear Medicine 

Sample Size: 2.1_ R~ponse Rate(%): N=33 (35%) Initial Median RVW: 0.50 Final Median RVW: 0.50 

Type of Sample (Circle One): random.~ convenience. 

' Explanation of samp1c size: SNM Hou~e of Delegates. Commission on Health Care Policy and Practice! 
~ardiov,L~cular Council Board of Directors 

25th Pe1 :entile RVW: 0.35 75th Percentile RVW: Q& Low: 0.09 High: ..L.U_ 

Median Total-Service Time: 16 Minute.'\ 

25th Percentile Total Time: 10 Min. 75th Percentile Total Time: 40 Mi'1. Low: 2 Min. High: 60 Min. 
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CPT Code: 7847X 

Specialty: American College of Cardiology 

Sample Size: JjQ_ Response Rate(%): N=32 C21.3%) Initial Median RVW: ..1J..L Final Median RVW: .lJQ_ 

Type of·Sample (Circle One): random. panel, convenience. 

Explanition of sample size: Random sample of ACC membership who perform nuclear cardiology 

25th Percentite RVW: Q..22_ 75th Percentile RVW: 1.30 Low: 0.45 High: 1.60 

Median Total-Service Time: 25 Minutes 

25th Percentile Total Tim:!: l 5 Min. 75th Percentile Toral Time: 43 Min. Low: 8 Min. High: 135 Min. 

KEY lt'EFERENCE SERVICE(S): 

CPT Code 
1) 78472 (ACC/SNM) 

2) 78481 (ACR/SNM) 

3) 7846.5 (ACC) 

CPT Descriptor 
Cardiac blood imaging, gated equilibrium; single study 
at rest or stress (exercise and/or phannacologic), wall 
motion study plus ejection fraction, with or without 
additior:al quantitative processing 

RVW 
0.98 

Cardiac blood pool imaging, (planar), first pass 0.98 
technique; single study, at rest or with stress (exercise 
and/or pharmacologic), wall motion study plus ejection 
fraction, with or without quantification 

Myocardial perfusion imaging; tomograpbic(SPECT) J .46 
multiple studies, at rest and/or stress (exercise and/or 
pharmacologic) and redistribution and/or rest injection, 
with or without quantification 

RELATIONSHIP OF CODE BElNG REVIEWED TO KEY REFERENCE SERVICE(S): 
Compal"'.; the pre-, intra-, and post-service time (by the median) and the intensity factors (by the rneiD) of the service 
you are rating ro the key reference services listed above. Make certain that you are including the data from the 
service that you arc rating as well as the key reference services. 

TNTRNSJTY/COMPLEXITY MEASURES CPT Code Refercoc:c Reference .Rdcrcru:e 

7847X Service l .~~ci~j Service 3 

78472 78481 78465 
TimeEs~~ 

~CR SNM ACC SNM ACC ACR SNM ACC 

I Median ·;~hysician Time (Minute..~) _] 116 16 25 11 30 231120 35 II 3o 1 
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INTENSITY/COMPLEXITY MEASURE-lit CPT Code 
7847X 

Mental .Effort and Judgement <Mea!!) 

Serv1g: 1 

78472 

CPT Code 7847X 

lletcrence 

Seriice 2 

78481 

ACR SNM ACC• 

The number of possible diagnosis and/or the 13.2 3.09 3 II 
number of mar.agcment options that must be 

S:-.IM ACC* ACR SNM 

3.24 3 113.4 3.63 

Com.;dered 

The amount and/or complexity of medical 
records, diagn.:•stic cests, and/or other information 

!3.1 3.06 3 IL 329 3 112.9 3.58 

that mus~~liewed and analyzed 

I Urgcncy:ofmedical decision making 113.1 3.03 3 I i 3.29 3ll3.4 3.42 

Techni£~1 SkiWPhi!iicaJ Effort (Mean! 
ACR SNM ACC" Sm-1 .A.CC"' ACR SNM 

I Technic~ skill required 113.5 3.76 4 ] 13.24 4 11 3.4 3.84 

I Physical ~ffort required 112.1 2.39 2 112.29 3 112.2 2.63 

Psycltologkal Stress (Mean) 

ACR SNM ACC"' SJI.'M ACC• ACR SNM 
The risk of significant complication.'>, morbidity 12.0 2.76 2 
and/or mortality 

113.06 2 112.1 2.95 

Omcomc depends o.a the skill and judgement of I3.S 3.58 4 
physiciar: 

113.65 4 113.6 3.89 

Estimate. risk~ ~practice suit with poor I j 2.6 2.58 3 113.0 3 112.9 2.84 
ou.:come ·-
Time Se:onent> (Mean) 

ARC SNM ACC SNM ACC* ACR SNM 

I Total-Service intensity/complexity 112.9 2.97 3.3113.29 3 113.2 3.68 

*ACC values are medians 

The nu:mbu. of times respondents perfonned procedure over the past year. 

Mean Median 

ACR SNM ACC ACR SNM ACC 
·. c·n-- 99 72.5 J [ 20 15 12 

P.08/28 

Reference 

Senjs;e 3 

78465 

ACC" 

I.._[ ___ 3.___.o I 

][ 4 

II 4_j 

ACC"' 

II 4 I 
II 2 

ACC* 

II 3] 

II s I 

II s I 

ACC*' 

IL 4 
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CPT Code 7847X 

Did the description of typical patient/service match your typical patient? 

ACR· SNM ACC ACR ACC 

~~87~~~0------~77~%~----------~'~' __ 1_3% _________ 2_3~-~------------~ 

ADDITIONAL RATIONALE 

For example, if remmmcnded RVUs are basec! on an alternative method instead of the survey results. 

Code 7847X was judged to be comparable to the other cardiovascular nuclear medicine add-on procedures (e.g. 
7847, 78498, RVW=0.62; 78480, RVW;::Q.62) . 

. FREQUENCY INFORMATION 

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

How often do physicians m your specialty perform this service? _Commonly _Sometimes _Rarely 

Eslimal:~ th~ number of times this sernce might be provided nationally in a one-year period? _ 

Is this serviC(! perfonned by many physicians across the United States'? _Yes _No 

\ 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Pulmonary Perfusion Imaging 

A new CPT code was established to report pulmonary perfusion imaging with ventilation. The new code 78588 Pulmonary 
peifusion imaging, particulate, with ventilation imaging, aerosol, one or multiple projections was previously reported with 
CPT codes, 78580 Pulmonary peifusion imaging, particulate (work RVU=.74) and 78587 Pulmonary ventilation imaging, 
aerosol;- multiple projections (eg, anterior, posterior, lateral views) (work RVU = .49) for a total RVU of 1.23. 78588 is most 
similar to reference code 78585 Pulmonary peifusion imaging, particulate with ventilation; rebreathing and washout, with or 
without single breath (work RVU = 1.09). The RUC accepted the specialty recommendation of 1.09 RVUs for this procedure 
which is the 25m percentile of the survey results. 

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

•78588 LLl Pulmonary perfusion imaging, particulate, with ventilation XXX 1.09 
imaging, aerosol, one or multiple projections 

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

-1-
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SUMMARY OF RECOMMENDATION 
AMERICAN COLLEGE OF RADIOLOGY/AMERICAN ROENTGEN RAY SOCIETY 

SOCIETY OF NUCLEAR MEDICINE 

CPT Code: 7858X l'racking Number: LLl Global Period: XXX Recommended RVW: 1.09 

CPT Descriptor: Pulmonary perl'usion imaging. particulate, with ventilation imaging. aerosol, one or multiple 
projections 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 55 year old woman was referred from the emergency room for a lung srudy because of 
chest pain and shortness of breath and a history of estrogen replacement and varicose veins. Doppler ultrasound of 
the legs did not identify a thrombus. The request for the study indicated that the study should be done as soon as 
possible because of the concern for a pulmonary embolus. 

Description of Pre-Service Work: 

Description of Intra-service Work: 

Description ofPost-Service Work: 

SURVEY DATA: 

*Review history and physical exam. 
*Discuss procedure with patient. 
*Review prior imaging studies. 
*Order the radiophanr..a.ceuticals. _ 
*Include the work of injecting the radiopharmaceutical if :'i.Q!! pert"onn the 
injection. Otherwise. include the work of supervising the injection. 

*Monitor and interpret results of ~1udy. 
*Compare results in relation to current diagnosis and future treatment, if 
appropriate. 

Dictate, correct and sign report. 
*Discuss and col1liDllnicate report/findings with referring physician(s) and 
and patient. · 

Specialty: American College of Radiology/American Roentgen Ray Society 

Sample Size: 11L Response Rate(%): N=28 (24%) Median Initial RVW: 0.96 Median Final RVW: 0.99 

Type of Sample (Circle One): random, panel, convenience. 

Explanation of sample size: ACR Cormnittees/Comrnissions 

25th Percentile RVW: 0.79 75th Percentile RVW: 1.12 Low: 0.49 High: 1.6 

Median Total-Service Time: 11.5 minutes 

25th Percentile Total-Svc Time: 2,75 Min. 75th Percentile Total-Svc Time: 25 Min. Low: 2 Min. High: 60 Min. 



APR-15-1998 17:24 

CPT Code 7858X 

Specialty: Society of Nuclear Medicine 

Sample Size: 21_ Response Rate(%): N=33 (35%) Median Initial RVW: 1.10 Median Fmal RVW: 1.10 

Type of Sample (Circle One) random. panel, convenience 

Explanation of sample size: SNM House of Delegates/Commission Health Care Policy and Practice 

25th Percentile RVW: 1.09 75th Percentile RVW: .L2.Q_ Low: 0.80 High: 1.50 

Median Total-Service Time: 30 minutes 

25th Percentile Total-Svc Time: 20 rrrin. 75th Percentile Total-svc Time: 45 min. Low: 6 min. High: 90 min. 

KEY REFERENCE SERVICE(S): 

1) 

2) 

3) 

4) 

CPT Code 
78585 (SNM) 

CPT Descriptor 
Rebreathing and washout. with or without single 
breath 

78587 (ACR)(SNM) Pulmonary ventilation imaging. aerosol; multiple 
(projections (e.g. anterior, posterior, lateral views) 

RVW 
1.09 

0.49 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra·, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including the data from the 
service !:hat you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY MF..A.."URES CPT Code Rcf'cn:DCC Reference 

7858X Service 1 ~I!IB;~ 

78585 78587 
Time Estimates 

ACR SNM SNM ACR SNM 

I Median Total Physician (Minutes) 1117.5 30 ]I 30 ll1s 12.5 I 
Mental Effort and lud~:;ement £Mean) 

ACR SNM SNM ACR SNM 

The number of possible diagnosis and/or the 13.7 3.ss i 1 

number of management options that mu.o;t be 
3.64 113.1 2.5 

considered ' 

113.4 The SDl!.)unt and/or ' complexity of medical [3.5 35211 3.56 2.88 
records. diagnostic Lcs~. and/or other information 
that mUSt. be _re{,iewed and analyzed 

@;;;;,of medical decision making 114.6 4.7911 4.72 113.8 4 
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CPT Code: 7858X 

FREQUENCY INFORMATION 

How was this service previously reported? 78580 + 78587 

How often do physicians in your specialO£ pc:rfonn this service? .X. Commonly _Sometimes _Rarely 

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

Is this service performed by many physicians across the United States? _Yes .X.No 
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CPT Code 7858X 

.INTENSITY/COMPLEXITY ~fEASURES CPT Code Bdcn:ncc Reecn:ua: 

7858X Service 1 Servic:e2 

78585 78587 

Technical SkilliPhisic:-.d Effgrt (Mean} 
ACR SNM SNM ACR SNM 

I Technical skill required 113.1 3.76 II 3.68 113.2 3.25 I 
I Physical effort required 112.0 2.64 II 2.64 llt.9 2.13 1 
~chologjcal Stress (Mean) 

ACR SNM SNM ACR SNM 
The risk of significant complications, morbidity 12-9 3.76 II 3.88 llz.s 2.25 I 
and/or mortality 

Outcome depends on the skill and judgement of 14.1 4.30 II 4.24 1135 3.13 
physician 

I Estimated risk of malpractice suit with poor 113.8 4.15 II 4.12 113.1 3.13 
oulcomc 

Time Segments (Mean) 
ACR SNM SNM ACR SNM 

l!otai-Service intensity/complexity jj3.6 3.88 II 3.96 112.7 2.751 

The number of times respondents performed procedure over the past year. 

Median 

ACR SNM ACR SNM 

~~11_2 ________________ 2_12 __ ~l~l _______ I5_o _____________ roo ____ __ 

Did the description of typical patient/service match your typical patient? 

YES 
ACR SNM 

NO 
ACR SNM 

93% _____________ 9_4_% ___ 11~ _______ 7_% ______________ 6_% __ ~ 

ADDITIONAL RATIONALE 

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

Code 7858X was judged to be comparable to code 78585 (RVW=1.09). 

P.04/28 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Helicobacter pYlori Breath Test 

Two new CPT codes, 83013 Helicobacter pylori, breath test analysis; and 83014, Helicobacter pylori, breath test analysis; 
drug administration and sample collection, were recently developed to reflect helicobacter breath test procedures. The RUC 
reviewed the CPT proposal and related information on the codes and decided that 83013 will be paid based on the Clinical Lab 
P~ynient Schedule. In addition, the RUC considered comments from various specialties who stated that both the drug 
administration and sample collection for the H pylori breath test are performed by nursing staff in the physician's office. 
Again, based on these remarks, the RUC concluded that no physician work was involved in these services, and therefore, does 
not recommend any Work RVU's. The specialty society did indicate that the nurse time is approximately 1 hour. 

Tracking CPT Descriptor Global Period WorkRVU 

CPT Code Number Recommendation 

(•New) 

•83013 PPl Helicobacter pylori, breath test analysis; XXX Reimbursed on Clinical Lab 
Payment Schedule 

•83014 PP2 drug administration and sample collection XXX No physician work 

CPT five- digit codes, two-digit modifiers and descriptions only are copyright by the Amencan Medical Associatwn. 1 
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Tracking CPT Descriptor Global Period WorkRVU 

CPT Code Number Recommendation 

(•New) 

83019 WslisseastG!; p:ylsFi, e!;Gata tGSt ~iashuhag Q!;Q§ aaQ B!;Gata XXX 
sampls ssUsstisa kit} 

N/A 

(lis!; Q!;Q§ asmiaist!;atisa aas B!;Gata sampls GQUGstisa 
p!;svisss ia a pl:J..ysisiaa's st:H.ss, sss livalHatisa ass 
Maaagsmsat Ssj,:visss} 

/ (83019 has been deleted. To report, see 83013,83014) 

CPT five- digit codes, two-digit modifiers and descriptions only are copynght by the American Medical Assocwtion. 2 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

February 1998 

Cytogenetic Studies 

A new CPT code 88291 was established to describe the work involved in chromosome analysis, which can be used for both 
acquired disease testing and constitutional disease testing. This procedure requires a physician to review microscopic images 
of chromosomes and use his or her expertise and to determine if the chromosomes are normal in structure and number. If an 
abnormality is identified, the physician's expertise is called into play to determine if the abnormality is pathological or a · 
benign variant. If the abnormality is pathological, the physician will determine either from his/her experience and knowledge, 
or from literature review, what the implications of the abnormality are for the patient and the genetic implications for family 
members. A report must be prepared enumerating the physician's assessment and recommendations. The work involved in 
this procedure is similar to the reference services 83912 Molecular Diagnostics; interpretation and report (work RVU = .37) 
and 88104 Cytopathology; fluids, washings or brushings, except cervical or vaginal; smears with interpretation (work RVU 
=.56). Based on a survey median of 21 physicians, the RUC recommended an RVU of .52 for this service. 

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

•88291 L1 Cytogenetics and molecular cytogenetics, interpretation and XXX 0.52 
report 

CPT five-digit codes, two-digit modifiers, and descriptions only are copynght by the Amen can Medical Association. 
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AMAJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMME~"DA TION 

CPT Code: 8829X Tracking Number: Ll Global Period: XXX Recommended RVW: .52 ---
CPT Descriptor Cytogenetics and Molecular Cytogenetics;Interpretation and Report 

CLINICAL DESCR:n»TION OF SERVICE: 

Vignette Used in Survey:Typical Patient/Service: Chromosome analysis can be used for both acquired disease testing 
and constitutional disease testing. Results can range from normal and simple to abnormal and highly complex. The 
scenario described below is for a service considered to fall into the average range of result reporting time and work. 

"A pregnant 27-year-old female in the 16th week of gestation presents with anomalies (intrauterine growth 
retardation, dysmorphism, and a heart defect ) identified by [in utero] ultrasound. Cytogenetic analysis of amniotic 
fluid cells demonstrates an abnormal chromosome 5 short arm. Parentalkaryotypes reveal a translocation between 
chromosome 5 and 7 in the father." 

Description of Work: The physician reviews microscopic images of chromosomes and uses expertise and experience 
to determine if the chromosomes are normal in structure and number. When an abnormality is identified, the 
physician's expertise is called into play in order to determine if the abnormality is pathological, or a benign variant. 
If the abnormality is pathological, the physician will determine either from her/his experience and knowledge, or 

from literature review, what the implications of the abnormality are for the patient, and the genetic implications for 
family members. A report is prepared enumerating the physician's assessment and recommendations. 

SURVEY DATA: 

Specialty: Medical Genetics- American College of Medical Genetics 

-
Sample Size: -.:2;:..;1:..__ __ _ Response Rate(%): 42 (50 sent, 21 returned) Final Median RVW.:....: :.:..·5.;;:.2 __ _ 

25th Percentile RVW: ----.43 75th Percentile RVW: .65 ---- Low: _.4 ___ High: _2:;..;·~3 __ 

Median Total Time: 20 -----'-------

25th Percentile Total Time: 18.5 75th Percentile Total Time: 30 Low: _1 0 __ High: 90 

Median Post-Service Time: N/A Total Time Number of Visits 

Day of Procedure: 

ICU: 

Other Hospital: 

Office: 



• 

CPT Code: 8829X 

KEY REFERENCE SERVICE(S): 

1) 

2) 

3) 

4) 

CPT Code 
83912 

88104 

CPT Descriptor 
Molecular Diagnostics;Interpretation and report 

Cytopathology;Fluids,washings or brushings, 
except cervical or vaginal; Smears with interpretation 

RVW 
.37 

.56 

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 Median Median Median Mental Median Technical Median 
Code Total-Time Pre-Time Post-Time Effort & Judgement Skill & Physical Effort Psychological Stress 

8829X 20 N/A N!A 4.3 4 4.6 

83912 15 N/A N/A 3.8 4 4 

88104 20 N/A N/A 4 4 4 

ADDITIONAL RATIONALE 

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

FREQUENCY INFORMATION 

How was this service pre..!iously reported? New code. 

How often do physicians in your specialty perform this service?~ Commonly _Sometimes _Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? Respondents indicated 
approximate volume of 1000 per lab performing the test. 

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Confocal Scanning Laser Polimetry 

A new CPT code, 92135, Scanning computerized ophthalmic diagnostic imaging (e.g. scanning laser) with interpretation and 
report, ~nilateral was developed to report the physician work involved in confocal scanning laser polimetry. Confocal 
scannill'g laser polimetry is an objective method for quantitatively determining the thickness of the retinal nerve fiber layer and 
analyzing change over time in the nerve fiber layer. Retinal nerve fiber layer assessment has long been known to be an early 
indicator of glaucomatous damage, with nerve~ fiber abnormalities appearing years before the visual field loss can be detected. 
Code 92135 represents an entirely new ophthalmolgical diagnostic modality not previously captured in CPT. Although similar 
to CPT 92225 (Ophthalmoscopy, extended) and code 92250 (fundus, photography), these codes fail to capture nerve fiber 
layer thickness measurement and unique nerve fiber polarimetry and its diagnostic value. 

In determining the work RVU, respondents considered many existing CPT codes. Many physicians stated that 92135 (a 
unilateral code) was very similar to 92083 Visual field examination, unilateral or bilateral with interpretation and report; 
extended examination. Code 92083, a bilateral/unilateral code, describes comprehensive field vision services (work 
RVU =.50). Physicians agreed that the work involved in 92135 for one eye was greater than the work for 92083 when it is 
performed on one eye. It was also the consensus that, in general, 92135 was greater work than 92083. Code 92083 is almost 
always performed bilaterally making the unilateral work RVU = .25. In addition, 92135 requires more physician rather than 
technician input, and is more difficult to perform and interpret due to the volume of data. 

Physicians also stated that the number of data points and physician work involved in 92135 were most closely approximated to 
that for 92235 Fluorescein angiography (includes muliframe imaging) with interpretation and report (work RVU = .81). 
However, the risk associated with 92135 is less then that of the fluorescein angiography reported under 92235. Finally, the 
physician work is less than for ophthalmic contact B scan currently valued at .66. 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. 1 



In view of these comparisons, the RUC recommends an acceptance of the specialty society proposed work RVU of .35 for 
code 92135. 

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

•92135 VVl Scanning computerized ophthalmic diagnostic imaging (eg, scanning XXX 0.35 
laser) with interpretation and report, unilateral 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. 2 



AMA/SPECJALTY SOCIETY RVS UPDATE PROCESS 
~YOFRECO~ATION 

CPT Code: 9209X Tracking Number:.JlY.L Global Period: m._ Recommended RVW: 0.35 

CPT Descri:;tor: Scanning computerized op~rhJh;'-diagnostic imaging (e.g., scanning laser) with interpretation 
and report J U..l'l• I cttu'lt \ 

CLINICAL DESClUPTION OF SERVICE: 

Vignette Used in Survey: : The patient is a 65 year old female with elevated intraocular pressure. Complete eye 
examination is performed with particular attention to evaluation ofthe optic neiVes,looking for evidence of 
glaucomatous optic neuropathy. Visual field examination reveals no evidence of visual field loss attributable to 
glaucona. Examination of the nerve fiber layer by scanning laser polarimetry is indicated to look for evidence of 
ti3sue loss consistent wit&\ glaucoma. 

Description of Pre-Service Work: the examination ia performed with a scanning laser polarimeter controlled by a 
computer system. Th.e computer must be booted-up with adequate storage capacity, occasionally requiring back
up of the exiati.ng patient database and archiving of prior scans temporarily stored in a hard disc cache to make 
room for the patient's data. Once the machine is prepared for the examination the patient's dara is entered iruo the 
database (or an existing folder opened for patients previously examined). The patient is examined to ensure the 
ability to fixate with the eye not being scanned. 

Description (lf Intra-Service Work: The scanning head is aligned with the eye to be examined and the other eye 
instructed to follow a fixation light in order tO bring the optic nerve of the eye being examined into position. 
Focus and brightness are then properly adjusted. Three scans are obtained. Once the images have been processed 
by the computer, and examined for quality by the physician, they are stored to the hard disc cache. A mean 
image is displayed and the operator uses the computer pointing device to mark the edge of the optic nerve 
allowing determination of nerve fiber layer parameters and comparison of the age-corrected normative database. 
The mean image is then stored to the di.sc. A printout is then obtained. The physician then evaluates the printouts 
for the quality of the study, interpretation of the printed data looking for areas of nerve fiber layer los.s, 
significance of differences form the normal database and the clinical correlation with the patient's other data. If 
the current study is a follow-up of a previous one, evaluation and change over time and correlation with the new 
clinical course is done. 

Description of Post-Service Work: A report is dictated. 

SURVEY DATA: 

Specialty: American Academy of Qphthalmology 

Sample Size: 2Q__ Response Rate:(%): _4....,6..__ Initial Median RVW: __ Final Median RVW: ...::0:...::.8~-

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: -----

25th Percentile RVW: .67 75th Percentile §..VW: ......w..83"--- Low: ...... ~...___ High: ........:...:1.,;;:.6;;;.8 __ 

Median Pre-Service Time: _Io ____ Median Imra-Service Time: 11 

25th Percentile lntra-Svc Time: _.1~0__ 75th Percentile In.tra-Svc Time: --2-.0 __ Low: _._o,.____ High: ... 3~0 __ 



Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 5 

ICU: 

Other Hospital: 

Office: 



KEY REFERENCE SERVICE (S): 

1) 

2) 

3) 

4) 

CPT Code 
92235 

99213 

99203 

CPT Descriptor 
Fluorescein angiography (includes multiframe imaging 
with interpretation and report 

Office or other outpatient visit for the evaluation and 
management of an established patient 

Office or other outpatient visit for the evaluation and 
management of a new patient. 

CPT Code: 9209X 

RVW 
0.81 

0.67 

1.34 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Many of the survey respondents were stymred by the few number of the diagnostic codes on the AAO reference 
list. The most common code that they felt this code should be compared to is 92083, the comprehensive 
quantitative visual field code. Most of the respondents felt that the work involved in 9209X for one eye was 
greater than the work for 92083 when it is performed in one eye. The medical decision-making and time was less 
than 99213. However, 92083 is not included in the Reference List. Most felt that the number of data points 
examined and the physician work involved most closely approximated that of the fluorescein angiogram, 92235, 
which also is a unilateral code. 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including the data 
from the service that you are rating as well as the key reference services. 

INTENSITY /COMPLEXITY MEASURES CPT Code 

Time Estimates 

Reference 
Service 1 
92235 

Reference 
Service 2 
99213 

L-1 M_e_di_an_P_re_-T_im_e ____________ ....~l L-11_0 -----~~ L--11_3 -----~~ '-16 ___ __, 

L-1 M_e_di_an_In_t_ra_-T_Im_e ___________ -.JI L-11_1 __ --11115 I L-11_5 __ _J 

IL... M_e_di_an_P_o_st_-T_im_e ____________ ......~l L-13_5 -----~1/s I '-14 ___ __, 

Mental Effort and Judgement 

The number of possible diagnosis and/or the number of ~.-13 ___ ___.11~.-3 ____ _.1 ._13 ___ __. 
management optiOns that must be considered 

The amount and/or complexity of medical records, diagnostic!~._ 3 ___ ___.11~.-3 ____ _.11~.-3 ___ __. 
tests, and/or other information that must be reviewed and analyzed 

l._u_r.:::.ge_n....:cy'-o_f_m_e_di_·ca_l_d_ec_Is_Io_n_m_a_k_in:::..g ________ ....~1~.-13 ___ ---'1 ._13 ____ ---'11._3 ___ ____. 

Technical Skill/Phvsical Effort 

~.-1 T_e_ch_n_Ica_l_sk_il_l r_eq.!..u_ir_ed ___________ _..JI L--13 ___ ---'1 ._13 ___ _,1 ._13 ___ ___. 



I Phys1cal effort required 112 113 113 

Psycholog!cal Stress 

The risk of significant complications, morbidity and/or mortality 13 11 3 11 2 

I Outcome depends on the skill and JUdgement of phys1cian 11 4 11 4 11 4 

Estimated nsk of malpractice suit w1th poor outcome 13 11 3 11 4 

INTENSITY /COMPLEXITY l\1EASURES CPT Code Reference Reference 
Service 1 Service 2 

Time Segments 

I Pre-Service mtens1ty/complexity 112 11 2 11 2 

I Intra-Service mtensity/complex1ty 11 3 11 3 11 3 

I Post-Serv1ce mtens1ty/complex1ty 11 2 11 3 11 2 

RATIONALE: 
In light of the fact that this is new technology not widely used, the AOO surveyed 50 glaucoma specialists. It was 
felt that the general membership would have no knowledge of the procedure or work involved. The AAO 
Diagnosis & Procedural Terminology and Reimbursement (DPT &R) Committee reviewed the survey results and 
had a great deal of difficulty in interpreting the vignette, which was not written by the AAO. We felt that the 
survey respondents misinterpreted the data so the DPT &R committee lowered the value for the reason explained. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
The AAO/DPT&R Committee recognized that there was confusion among the respondents as to what work was 
performed for the service. The CPT submission approved by AMA CPT, the vignettes and the description of the 
pre-, intra- and post-service work were all done by one individual and was not submitted by the AAO DPT&R 
Committee. The inclusion of the complete eye exam in the vignette was inappropriate but those surveyed who 
were asked said they only valued the work of 9209X. Again, most of the survey respondents assumed that 92083 
was a unilateral/bilateral code whereas 9209X is a unilateral code and most survey respondents assumed that 
92083 was a unilateral code like 9209X. " Many of the survey respondents assumed that 92083 was a unilateral 
code like 9209X. However, 920,83 is a unilteral or bilateral code. All felt that 9209x was more work 92083. 
92083 is almost always done bilaterally so the unilateral value would be .25wrvu. 9209x takes more physician, 
rather than technician input, is technically harder to do and interpret, and there is more data is evaluate. The risk 
is less than fluorescein angiograhy with a value of 0.81wrvu. The physician work is less than for ophthalmic 
contact B scan with a value of 0.66wrvu. For these reason the AAO DPT/RUC Committee recommends a value 
of 0.35 wrvu for the new code 9209x 



With this understanding, the AAO DPT&R Committee recommends a value of .35 WRVUs for 9209X rather than 
the median survey value of 0.8 WRVUs. 9209X is almost always done bilaterally so the estimated unilateral value 
would be .25 WRVU. 9209X however takes more physician rather than technical input, is technically harder to 
do, and there is more data to interpret. The risk is less than fluorescein angiography with a value of 0. 81 
WRVUs. The physician work is less than for ophthalmic contact B scan with a value of 0.66. 

FREQUENCY INFORMATION 

How was this service previously reported? Unspecified procedure 

How often do physicians in your specialty perform this service? _Commonly _Sometimes _K_Rarely 

Estimate the number of times this service might be provided nationally m a one-year period? Not known. This is 
new technology and its penetration into clinical practice has not been estimated. If it becomes widely accepted, it 
may replace 92083 (extended visual field examination). 

Do many physicians perform this service across the United States? _Yes __K_No 

April1998 

\ 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Intravascular Distal Blood Flow Velocity Measurements 

Two new codes were established to report intravascular doppler velocity with pharmaceutical intervention, one or more 
vessels. The codes 93571 Intravascular doppler velocity and/or pressure derived coronary flow reserve measurment (coronary 
vessel or graft) during coronary angiography including pharmacologically induced stress; initial vessel (List separately in 
addition -to code for primary procedure) and 93572 each additional vessel (List separately in addition to code for primary 
procedure). The RUC identified flaws in the survey data from the specialty society and has requested that a new survey be 
conducted for the September 1998 RUC meeting. The RUC recommends interim values based upon a building block 
methodology. 

The relative values of two CPT codes that were recently reviewed by the RUC were also examined, 92978 Intravascular 
ultrasound (coronary vessel or graft) during therapeutic intervention including imaging supervision, interpretation and report; 
initial vessel (List separately in addition to code for primary procedure) (work RVU = 1.80) and 92979 Intravascular 
ultrasound (coronary vessel or graft) during therapeutic intervention including imaging supervision, interpretation and report; 
each additional vessel (List separately in addition to code for primary procedure) (work RVU=l.44). CPT codes 93571 and 
93572 require more work than the intravascular ultrasound codes. For 93571, a catheter is placed in a normal vessel with 
baseline readings derived. The catheter is then moved to a pathological vessel. To determine the hemodynamic significance of 
the lesion, the doppler wire is passed across the lesion and baseline flow is measured. After adenosine intra-coronary injection, 
repeat flow and reserve measurements suggest that the lesion is not hemodynamically significant. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medtcal Associatwn. 
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Accordingly, the RUC recommends a work value of 2.99 for 93571 which was calculated as follows: 

92978 Intravascular ultrasound 1.80 
- - - - - . - -

(eg, internal mammary), whether native or used for bypass .40* 
Normal vessel/ baseline determinations (2.20/2= 1.1 0- 93 931 .31) . 79 

2.99 

*This va}ue includes injection ofradiopharmaceutical and added risk ofinjection of an antiarrhythmic agent (adenosine) 

The RUC recommends a work value of 1.70 for 93572 each additional vessel, which was calculated as follows: 

92978 Intravascular ultrasound 1.80 
Normal vessel/ baseline determinations (2.20/2= 1.1 0- 93 931 .31) . 79 

2.59 
x50% 
1.30 

93539 Injection procedure during cardiac catheterization; for 
selective opacification of arterial conduits ( eg, internal 
mammary), whether native or used for bypass .40* 

1.70 

CPT five-digit codes, two-dtgit modifiers, and descriptions only are copynght by the American Medical AssociatiOn. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•93571 Ul Intravascular doppler velocity and/or pressure derived coronary flow reserve zzz 2.99 
measurement (coronary vessel or graft) during coronary angiography 

(Interim) including pharmacologically induced stress; initial vessel (List separately in 
addition to code for primary procedure) 

•93572 U2 each additional vessel (List separately in addition to code for primary zzz 1.70 
procedure) 

(Interim) 
{Intravascular distal corona!1 blood flow veloci~ measurements include all 
DOQQler transducer maniQulations and reQositioning within the SQecific vessel 
being examined, during corona!1 angiograQh~ or theraQeutic intervention { eg, 
angioplasty) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the Amencan Medical Association. 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECO:MMENDATION 

-----------------------

P. 2 

CPT Code: 9357X Tracking Number: l1.l Global Period:-"Z""'Z..,Z'--- Recommended RVW: 6.35 

CPT Descriptor: 
Tntrava.Scular Doppler velocity and/or pressure derived coronary flow reserve measurement (coronary vessel 
or graft) during coronary angiography including pharmacologically induced stress; initial vessel (List 
separately in addition to code for primary procedure). 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in SUrvey: 

A 55 year old female presents with a three week history of progressive chest discomfort at rest and wilh mild exertion. 
Her physician decides that exercise testing is dangerous because of the patient's unstable symptoms, and recommends 
cardiac catheterization. At cardiac catheterization, there is 60-70% stenosis of the mid left anterior descending artery. 
lbe cardiologist suspects that this is the culprit, but can't be sure because the lesion appears less severe than would be 
expected from the pali~nt's syn1ptoms. To determine the hemodynamic significance of the lesion, the cardiologist 
passes the Doppler wire down the artery across the lesion and measures baseline flow. Afier adenosine intra-coronary 
injection, repeat flow reserve measurements suggest that the lesion is NOT hemodynamically significant. Results of 
the Doppler flow reserve study are included in the cardiac catheterization report. 

Descripcion of Pre-Service Work: 

.... Review history and physical exam. 
• Review prior imaging studies 
... Discuss procedure with patient 
... Order the radiopharmaceutical 

Description of Intra-Service Work: 

... With use of specialized guide wire, insure that signal is appropriate by inspection of waveform and comparison 
with fluoroscopic images. 

.. Position wire distally to segment in question 

.. Record baseline blood flow. 

.. Administer pharmacologic agent (either as bolus or 2·3 minute infusion). 
" Record hyperemic blood flow . 
• Calculate coronary flow reserve. 
.. Reposition wire to an uninvolved artery. 
.. RepeAt previous steps. insuring that flow measurement-; are within respected variability (repeat steps again, if 

necessary). 
.. Compare the coronary flow·resecve measurements that were made distal to the 

lesion with the measurements that were made in the uninvolved vessel. 
• Mdke clinical decision for patient's treatment 

Description of Post-Service Work: 

I 
... Dictate report 
• Discuss and communicate report/findings with referring physici.an(s) and pa.ticnL 
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CPT Code: =93~57X~---

SURVEY DATA: 
': ' 

' 
Sp~uu~: --~C~a~rd~io~!~o~aY~----------------------------------------------------

Sample Size: ] 50 Response Rate(%): _j_Q_ Initial Median RVW: 4.00 Final Median RVW: 4.50 

Type of Sample (choose one) random X , panel __ • convenience_. 

Explanation of sample size: Random selection of ACC membership who perform interventional cardiovascular 
procedures. 

25th Percentile RVW: _2::..o . .,o __ 75th Percentile RVW: 9.25 Low: 0 75 High: 14.00 

. Median Pre-Service Time: --=.:1 O~m~in!-___ _ Median Intra-Service Time: 20mio 

25th Pe~centile Intra-Svc Tirne:--=1 ...... 5 __ 75th Percentile Irura-Svc Time: _4"""0.___ Low: __.5_ High: !10 

Median Post--Service Time: Total Time Nymbec of Visits 

Day of Procedure: 15 min 

ICU: 

Other Hospital: 

Office: 

KEY REFERENCE SERVICE(S): 

1) 

2) 

3) 

4) 

CPICode 
35450 

330~0 

35474 

93015 

CPI Descriptor 
Transluminal balloon angioplasty, open; renal 
Or other visceral artery 

Pericardiocentesis; initial 

Trans luminal balloon angioplascy, percutaneous; 
Femoral-popliteal 

Cardiovascular stress test using maximum or submaximal 
treadmill or bicycle exercise. continuous electrocardiogram 
monitoring, and/or pharmacological scress; with physician 
supervision, with interpretation and report. 

10.07 

2.24 

7.36 

0.75 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICF.:(S): 
Compare the pre-, intra·, and post-service time (by the median) and the intensity facrors (by the mean) of the service 
you are rating to the key reference services lisced above. Make ccrtin that you are including the data from the 
service that you are rating as well as the key reference services. 



APR-1'5-98 WSD 4:42PM ACC. HEALTH. POLICY. DIV. FAX NO. 301 897 9745 P. 4 

CYI' Code: 9357X 

INTENSITY/COMPLEXITY TyfEASURF.S 

Time Estimates (Median.) 
Median P.re-Time 

Median Intra-Time 

Median Post-Time 

Meara! Effort & Judgement CMean) 
The n'Uffiber of possible diagnosis and/or the number of 
managemem options that must be considered 

The amount and/or complexity of medical records, diagnostic 
te.sts and/or information that must be reviewed and analyzed 

Urgency of medical deci~ion making 

Iechnical Skill/Physjca! Effort (Mean) 
Technic.:al. skill required 

Physicai effort required 

Psycholg&ical Stress (Mean) 

~PT~Qge 

9357X 

10 

20 

15 

4 

3 

4 

4 

3 

The risk of significant complications, morbidity and/or mortality 4 

Outcomes de~nds on the skill and judgement of physician 5 

Estimate4 risk .of malpractice suic wi!h poor outcome 4 

~TENSITX/COMPLEXITY MEASURES 

I,jme Segmenc.'LQ/(ean) (total for pre-,intra-. and post-) 

Pre-Service Intensicy/comple.lCity 

Irura-Service Iru:enlscy/complexity 

Post-Service Intensity/complexity ,, 

ADDITIONAL RATIONALE 

CPT Code 
9357X 

4 

B~f~I~D~~ 
Service l 
35450 

30 

37.5 

12.5 

4 

4 

5 

4 

4 

3 

4 

4 

Refer~~~ 
Servi~~ 1 
35450 

Describ·: the process by which your specialty society reached final recommendation. 

B~ference 
S~rYit;~ 2 
33010 

15 

30 

15 

3 

3 

4 

4 

4 

4 

4 

4 

R!::ference 
Sei:Yice 2 
33010 

Survey results were ,discussed and final RVU recommendation.~ reached via consensus of a technical advisory panel. 
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CPT Code 9357X 

FREQu'ENCY INFORMATION 

How was this:service previously reported? ___ ---JN~/u;;A~w.._.NO:J.eli<.Jw::r......llooC~od~e......_ ____ _ 

How oft~n doi physicians in your specialty perform this service? _Commonly _X __ Sometimes _Rarely 
\ 

Estimate the number of times this service might be provided nationally in a one-year period? _2=5=00""----

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

March 1998 

120301 
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MWSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARYOFRECO~ThffiNDATION ---------------- ---------------

P. 6 

CPT Code: 9357X2 Tracking Number: Jll Global Period:-=Z=Z...,Z..___ Recommended RVW: 2.50 

CPT Descriptor: 
Each additio~al vessel (List separately in addition to code for primary procedure). 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey; 

. A 55 year old female presents with a three week history of progressive chest discomfort at rest and with mild exertion. 
Her physician decides that exercise testing is dangerous because of the patient's unstable symptoms., and recommends 
cardiac catheterization. At cardiac catheterization, there is 60-70% stenosis of the mid left anterior descending artery. 
The cardiologist suspects that this is the culprit, but can't be sure because the lesion appears less severe than would be 
expected from the patient's symptoms. To determine the hemodynamic significance of the lesion, the cardiologist 
passes t!1e Doppler wire down the artery across the lesion and measures baseline flow. After adenosine intra-coronary 
injection, repeat flow reserve measurements suggest that the lesion is NOT hemodynamically significant. Results of 
lhe Doppler flow reserve study are included in the cardiac catheterization report. · 

Description of Pre-Service Work: 

None 

Description of Intra-Service Work; 
.. With use of specialized guide wire, insure that signal is appropriate by inspection of waveform and 

c;ompuison with fluoroscopic images. 
• Position wire distally to segment in question 
.. Record baseline blood flow . 
.,. \dminister pharmacologic agent (either as bolus or 2-3 minute infusion). 
.. ~~ecord hyperemic blood flow . 
,. Calculate coronary flow reserve. 
.. Reposition wire proximal to lesion in question or to an uninvolved artery. 
.. Repeat previous steps, insuring lhat flow measurements are within respected variability (repeat steps again, if 

necessary). 
Compare the coronary flow reserve measurements that were made distal to the lesion with the measurements 
that were made proximal to the lesion (or the uninvolved vesseL) 

.. · Make clinical decision for patient's treatment. 

Description of Post-service Work: 
I 

None 
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CPT Code: 9357X 2 

SURVEY DATA: . ' 

Specialty: Cardjoloiy 

Sample Si7..e:~1,.,.50...__Respon.'ie Rate(%): 10.7 Initial Median RVW: l.QQ Final Median RVW: ~ 

Type of Sample (choose one) random X • panel_, convenience_. 

Explanation of sample size: Random selection of ACC membership who perform i.nterventional cardiovascular 
procedures 

25th Per ;entile RVW: 1.10 75th Percentile RVW: 10.0 Low: 0.05 High: 10.00 

Median Pre-Service Time: ------ Med.Wl Intra-Service Time: 15 min 

25th Percentile Tntra-Svc Time:_t_s __ 75th Percentile lntra-Svc Time:_.2...::5 __ Low: 10 High: .......:.;30....__ 

Median Post-Service Tirne: Iora1 Time Number of Yisits 

Day of Procedure: 

ICU: . 

Other Hospit2.1: 

Office: · 
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. C~_Cod_,_e_:. -. ""'23.c...5u...7X~2~---

. KEY REFERENCE SERVICE(S): 

~:ei ~ode CPT Descriptor RVW 
1) 35450 Transtuminal balloon angioplru;ty. open; renal· 

Or other visceral artery 10.07 

2) 35474 Transluminal balloon angioplasty. percutaneous; 
Femoral-popliteal 7.36 

3) 93015 Cardiovascular stress test using maximum or submaximal 0.75 
treadmill or bicycle exercise, continuous electrocardiogram 
monitoring, and/or pharma.cological stress; with physician 
supervision. with interpretation and report. 

4) 33010 Pericardiocemesis; initial 2.24 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERE.'lCE SERVICE(S): 
Compare che pre-, intra-. and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. l\1ake certin that you are including the data from the 
service that you are rating as well as the key reference sen-ices. 

INTENSITY/COMPLEXITY IyJEASJJRES 

Time Estimates <Median) 
Median Pre-Time 

Median Intra-Time 

Median Post· Time 

Mental Effort & Judgcw~n£ <Mean) 
l'he number of possible diagnosis and/or the lllUllber of 
management options that: must be collSidered 

The amount and/or comple~ity of medical records, diagnosllc 
tests and/or information thar must be reviewed and analyzed 

Urgency of medical decision making 

Technical Skill/Physical Effort CMean) 
Technical skill required 

Physical effort required 

Pzycho!o~ical Stress <Mean) 

The risk of significant complications. morbidity SJ:J.d/or mortality 

Outcomes depends on the skill and judgement of physician 

E.irimated risk of malpraccice suit with poor outcome 

CPT Code 
9357X2-U2 

15 

4 

3 

4 

4 

3 

4 

5 

4 

Reference 
Sendee 1 
35450 

30 

4 

4 

5 

4 

4 

3 

3 

Reference 
Seryke 2 
35474 

30 

4 

4 

5 

4 

4 

3 

3 

3 
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JI:iTENSITY/COMPLEXIIY MEASURES 

Iime Se~·penr, (Mean) (Total for pre-,imra-, aDd post-) 

Pre-Service Intensity/complexity 

Intra-Service Intenisty/complexlty 

Post-SerVice Intensity/complexity 

ADDITIONAL RATIONALE 

:; .•. , NO 
• r.l. • 301 897 9745 

CPT Code 
9357X 

3 

Reference 
Seryjce 1 
35450 

Describe the process by which your specialty society reached fl.na.l recommendation. 

P. 9 
Reference 
Serv.ice 2 
33474 

Survey results were discussed and final RVU recommendations reached via consensus of a technical advisory panel. 

FREQU&'lCY INFORMATION 

How was this service previously reported? ____ .... N:.:..I A~_.N~e:!..!w~C~o~de.,_ _____ _ 

How often do physicians in your specialtj: perform this service? __ Commonly -X_Sometimes _Rarely 

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

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

March 1998 

120330 

\ 
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SUMMARY OF RECOMMENDATIONS 
May 1998 

Pulmonary Function Procedures 

Code 94060 Bronchospasm evaluation: spirometry as in 94010, before and after bronchodilator (aerosol or parenteral)(work 
RVU = . 31) was revised for CPT 1999. The deletion of language in the later part of the description was editorial and did not 
result in a modified work RVU. As such, the RVU for 94060 should remain at .31. 

CPT code 94620 Pulmonary stress testing; simple eg, prolonged exercise test for bronchospasm with pre- and post spirometry) 
(work RVU= .88) was also revised during this year's CPT process. After a comprehensive review, the RUC concluded that 
additional information was needed prior to establishing a valid work value for the modified procedure. The code will be 
resurveyed in upcoming months. The RUC will provide a recommendation after consideration at the September 1998 RUC 
meeting. 

Newly developed code 94621 Pulmonary stress testing; complex (including measurement of C02 production, 02 uptake, and 
electrocardiographic recordings) will also be resurveyed along with 94620. Again, it was the RUC's opinion that further data 
should be collected prior to the development of a valid physician work value. As such, the code is withdrawn from 
reconsideration during this cycle and will be presented at the September 1998 RUC meeting. 

CPT code 94015 Patient initiated spirometric recording per 30 day period of time; recording (includes hook- up reinforced 
education, data transmission, data capture, trend analysis, and periodic recalibration) was developed this year. The RUC 
analyzed the procedure description and corresponding information and concluded that no physician work was included in this 
service. 

For newly created CPT codes numbered 94014 and 94016, the RUC developed interim values of .52 for both procedures. 
These codes describe patient initiated spirometric recordings per a 30-day period of time and the subsequent physician review 
and interpretation of the recordings. In determining the physician work values for 94014 Patient initiated spirometric 
recording per 30 day period of time; includes reinforced education, transmission of spirometric tracing, data capture, analysis 

CPT five-digit codes, two-digit modtfiers and descriptions only are copyright by the American Medical Association. -1-
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• 
of transmitted data, periodic recalibration and physician review and interpretation and for code 94016 Patient initiated 
spirometric recording per 30 day period of time; physician review and interpretation only, CPT code 93272 Patient demand 
single or multiple event recording with presymptom memory loop, per 30 day period of time; physician review and 
interpretation only (work RVU =.52) was closely reviewed and considered to be an appropriate reference service. Although 
the survey median was .54 for both newly created codes 94014 and 94016, the RUC supports an interim value 
recommendation of .52 for both procedures. The recommended interim value represents the comparison to code 93272. 

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

..&.94060 WW6 Bronchospasm evaluation: spirometry as in 94010, before XXX .31 
and after bronchodilator (aerosol or parenteral) 9£ ~;*~;rsis~; 

(No Change) 
{For Qrolonged exercise test for bronchosaQsm with Qre and 
QOSt SQirometry z see 94620} 

..&.94070 WW7 Prolonged postexposure evaluation of bronchospasm with XXX .60 
multiple spirometric determinations after tll&t G9&1l 9f 
9r9asla9ailater (a~£9&91 eRJ~r) antigen, ll*llr:sis~;, cold air, (No Change) 
methacholine or other chemical agent, with &~ir:9a~~;try as ia 
94Q.W subseguent SQirometrics 

..&.94620 WWl Pulmonary stress testing.i. simple {eg, Qrolonged exercise test XXX No recommendation 
bronchosQasm with Qre- and QOSt SQirometrv} 9r: s9a~~l~;* at this time. 

•94621 WW2 complex (including measurements of C02 XXX No recommendation 
production, 0 2 uptake, and electrocardiographic at this time. 
recordings) 

•94014 WW3 Patient initiated spirometric recordmg per 30 day period of 
time; includes reinforced education, transmission of 

XXX .52 

spirometric tracing, data capture, analysis of transmitted (Interim Value) 
data, periodic recalibration and physician review and 
interpretation 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. -2-
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

•94015 WW4 recording (includes hook-up, reinforced XXX No physician work. 
education, data transmission, data capture, trend 
analysis, and periodic recalibration) 

•94016 wws physician review and interpretation only XXX .52 

(Interim Value) 

CPT five-digit codes, two-digit modifiers and descriptions only are copyright by the American Medical Association. -3-



• 

~ 0021010 

O'I'Code: 9462x4 Tm::3CcgNumb:: wws_ GJobalPeriod: xxx RealmrendedRVW: .54 

OlNICALDESCRlPIION OF SERVICE; 

Vlgild!e Us;:d in &lney: A 50 year ~.ld man is dB:hargo:i iiom the hospt:U. fallo~g a SJcx:essful hmg ~L10tation. Shortly 
befoie &dlarge,he is sho\\11 d~e !piirornete:r 1bzt bas a COITipllla' alla:h:d ned gi\en demilro ~s as to bow 10 paform 1he tt!S5. 
QPtWe the tsre.9.11ls,aod tl:t.IDSIIit the tesrres11t c:xxrect!y. A1k::r .m:essful.repe:at~ the patient peri'onns re procedure daily 
in his horne. The teS:re:siltsare trended and analyzaL In OOditioo, the physician analy2::!s1tedataat kas: onre a v.erlc (and more ofm if 
n~) and :makes an itaaprefmion s:> tbat::omplic:arionslprobms are rex::ogo.i2J::d 2l am earli::l:' S<Jge. The ~ is re:::ahbx:::nrl at 
lals. once ew::ry three months in the first yezr, ~ g;c monfus in lbc s=cond ye:ar:, and thaJ. yea:fy lhereafler. N:>te that this axle can only 
be reported once in a30 dey p;:riod.. 

.Denipionof'Pre..Sa:vr.e Woxk; 

Insrua pati:ntand aoS'>'er que:tiacs abour the de-..n: and how to !md da:ta. 

.Denipionoflmra~ Work:: 

Analyzing,c:cibilaring1hedalaandtmkicgupaxq=at 

:ne.o-;p:ionofP~ Wo:rl!;;: 

!ti:; ••~g the pati:nt about 1he dam. findings , ~ quesions <IDd makDg changes i1 thmlpy v.hen ~ or iniziaring new 
osx:res:s . 

SURVEY DATA: 

Spe.ciilty: Am:ri::al Coi.bre of O:!es:BlySdans ( ACXP) and .A.maican Thora:i: S:ci1y ( ATS) 

~Size: 190 ~~(%): 91190 .047% Initial!vfedlanRVW. 52 FmalMl:dianRVW. .54 - -
1YI:e of Sampk (~One): r.mdom,paocl.con~ Explanation of snnp!eSz:: Very lowreponserate 

25th~RVW.__L 75thJ?e:.wltll:.RVw.__1?_Low:.-..:2.High: J 3 

Merlian ~'Time: 2 MedimlnJm.Ser.'C! T~ _lQ 

251h Pett::entiJe ~ Ttme: 15 75th Perc:emi!e !nJr<t.SI.C TIITle: 20 Low. 1 Hgh: 25 -- - .. -----
~~TlCJe: Tot!lT:n:ne !'.iJ:r:nt'e:'ofV:Gs 

Day of~ 0 0 -
IOJ: 0 0 

Oher fupitll: 0 0 -
Otlic= 0 __Q 
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CPI'Code: 9462x4 

KEY~CE&mVICE(S): 

CPI'Code 

1) 93272 

2) 99231 

RVW -

Subg;quent hospilal care, per day, far tb.eewkulrion .64 
md mana,germn:of a pati:nt, v.hdl z:equiresat"bs:tv.o of~ 
three key c:ompooo:lts: a probhn focum inlerval1risczy-
a prohl:m ft:oJs:d examination- IIJedr31deci;ion mals:ing 
thatis~ocoflowromp~. Q)Jm<ding 
andbr c.oord:ioation of care v.ifu otbel'providex:s or~ 
are provided consislentv.i!h the n:mne of 1he prohl::rn(s) 
and brfurrrily' s ne::rls. USJally, !he pa!ientis sabk;re:::o"tering 
or.impro\Ulg. Fhysiciaos~ ~ 15 minule;atthe bedsi:ie 
and on the patient's hospital floor or unit 

RElATIONSHIP OF OODEBEil\G REVIEWED TO KEYRFl"F.m.NCESERVICE(S): 
Compatr..fu.e pre-,iJJit:a,.,snd poS:-s::rv.ice time (by the rnediao) and the inte:nSty ~ (by !he ~) of the s;:N::e )"OU are raring to tb.e 
key~~ listed abo\e. Make ca1ain bU. you an: indrxJing fE da1aD:um h S?r'Vi:e1batyou are rating as l'l'cll as tJe key 
Ieirence~ 

INJENSDY/COMPI.EXITY MEASURES ~ Refexence Reference 
Sctvicel Service 2 

Code 
~ 93272 illJl 

Dxw: l::Qi:illli'l~'i 
l~'lirre I 12 I Is I Is 
jMrlanfutza-~ jzo I Eo I !15 I 
[ Me::ia!Fbsr-Thn:: I [10 I [10 I 110 ] 

Ment;!l Wort:md!tgemem 

]12 I 13 

I 12 I 13 

1 12 I 13 ~.;:lilga1cy~=-=-afm::l-;:;:;::;;fd~d:ri==·si;;,:on~rmkmg.=;:=;=------------~1 ...,13 __ _. 

J'l:chpjql Skii1/Physical Flfort 

l~::-:~~~2till:d.---~------~l ~ I ti I g :I 
~ychological Stress 

INTENSIIYL a:MPLEXITY MEASURES CPT Co¢ Ref~re~ 

Sen'~ 

.2An~~ .2111.1 

Reference 
Service.l. 
99231 
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~OOVOlO 

ADDIDONALRADONAIE 

~1heproce$by~your~ ~lt'2dledywrfioalJOOJmmendarion · 

Usingtbe'sme;idalaavaililbk:. Thisnew~is'O)' si!:nilartcthe v.otk in'.O}.ed in !he ~and~ of 93272,ho~ it 
does.in'\Ohe a .little l'IlOI:e v.ork than the RVW of .52 and dms the teCOJ'l'ltl"le11li of en RVW of. 54 foc the new a:x!e 9462x4. 

FREQtmNCY.lNFORMA'IION 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Neurostimulator Analysis and Programming 

A series of CPT codes, 95970 through 95975, was developed for neurostimulator analysis and programming. 

Code 95970 

'1, 

Code 95940 Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, 
configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance and patient 
compliance measurements); simple or complex neurostimulator pulse generator, without reprogramming will replace deleted 
code 63690 Electronic analysis of implanted neurostimulator pulse generator system (may include rate, pulse amplitude and 
duration, configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance and patient 
compliance measurements); without reprogramming ofpulse genrator. The work value should remain the same at .45. 

Code 95971 

Newly developed 95971 was developed to report Electronic analysis of implanted neurostimulator pulse generator system (eg, 
rate, pulse amplitude and duration, configuration ofwaveform, battery status, electrode selectability, ouput modulation, 
cycling, impedance and patient compliance measurements); simple neurostimulator pulse generator, with intraoperative or 
subsequent programming. This code was previously reported under CPT code 63691 Electronic analysis of implanted 
neurostimulator pulse generator system (may include rate, pulse amplitude and duration, configuration of wave form, battery 
status, electrode selectability, output modulation, cycling, impedance and patient compliance measurements); with 
reprogramming of pulse generator (work RVU = .65). CPT code 63691 is a programming and analysis code for 
neurostimulation that dates back to 1990. Code 63691 was designed to refer to the programming of existing implanted 
generators clinically available at that time. The generators used during this time allowed for the programming of only two 
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electrode contacts. Thus, there were only two possible combinations of electrode polarity; one of them positive and one of 
them negative. Consequently, the generators allowed for only very limited changes in pulse width and and frequency. 

Today the most simple generator or receiver system for neurostimulation allows for the programming of a minimum of four 
electrode contacts. This results in approximately 64 possible electrode combinations. In addition, the available range for pulse 
width and frequency has increased significantly since the early 1990's. 

Based on this information, it was evident that code 63691 did not adequately describe the work being performed, and as such, 
new codes were recently established through the CPT process. (Code 63961 was subsequently deleted.) In developing the 
work RVU, the survey median was .78 .. The survey median time for 95971 (20 minutes) is greater than that for 63691 
(15 minutes). In general, the survey median of . 78 is 20% greater than 63691, a difference that is clearly explained by the 
increased time and complexity of the generators that are available today. The RUC supports this data and recommends . 78 as 
the work RVU for 95971. 

Codes 95972 and 95973 

Code 95972 Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, 
configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance and patient 
compliance measurements); complex brain or spinal cord neurostimulator pulse generator/transmitter, with intraoperative 
subsequent programming, first hour and 95973 Electronic analysis of implanted neurostimulator pulse generator system (eg, 
rate, pulse amplitude and duration, configuration of wave form, battery status, electrode selectability, output modulation, 
cycling, impedance and patient compliance measurements); complex brain or spinal cord neurostimulator pulse 
generator/transmitter, with intraoperative subsequent programming, each additional 30 minutes after first hour (List separately 
in addition to code for primary procedure) fall within the same family of codes. However 95972 and 95973 are very different 
from both deleted code 63691 and the new code 95971. 

Newly created 95972 and 95973 are used for programming with a "complex" spinal/brain nuerostimulation system. In 
essence, such a system consists of: two "four-contact" leads (thus, eight total electrical contacts); or a single "eight-contact" 
lead; or two "eight contact" leads (thus 16 total electrical contacts). The number of possible electrode combinations for 
polarity and use ranges from over 100,000 to about 60 million, depending upon which of these three systems are used. 
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Furthermore, many of the FDA approved "complex" systems allow three to four different combinations to be used at the same 
time thus increasing the possible stimulation settings by a factor of three to 10 times. 

It was the consensus that a stepwise progression of RVW's based on their relationship to each other and 63691 was important. 
The stepwise progression consisted of reviewing the value for deleted code 69631 (for limited 1-lead, 2 contact systems), then 
95971 (for limited 1-lead, 4 contact systems), then 95973 (for thirty minutes of additional work with complex 2-lead, 4 contact 
or 1 -2 lead, 8-contact systems), and finally, 95972 (for the first 60 minutes of work with complex 2-lead, 4 contact or 1- or 2 
lead, 8-contact systems). 

Code 95972 refers to the initial 60 minutes of programming for a complex neurostimulation system. The relationship of 
95972 and 95973, however, is not a straightforward time difference. As more programming ensues, the difficulty and complexity 
increases. It was agreed that the work RVU for 95972 should be less than twice the work RVU for 95973. The survey median for 
95972 was 1.50 and is supported by the RUC. This work RVU recommendation is only 1.6 times the value for 95973 (even 
though the time is 2.0 times greater) and takes into account the increased time and complexity for each additional 30 minutes after 
the first hour. Again, the RUC supports a work RVU of 1.50 for code 95972. 

Code 95973 refers to an additional 30 minutes of programming for a complex neurostimulation system. The intra-service 
intensity for 95972 and 95973 is 4.6, as compared to 2.9 for code 95971. Considering the time difference and considerably 
higher intensity, the survey median of .92 for code 95973 is recommended. The recommendation is conservative as an 18% 
increase over the recommendation of. 78 for 95971. 

Codes 95974 and 95975 

Codes 95974 Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, 
configuration of waveform, battery status, electrode selectability, output modulation, cycling, impedance and patient 
compliance measurements); complex cranial nerve neurostimulator pulse generator/transmitter, with intraoperative or 
subsequent programming, with or without nerve inteiface testing, first hour and 95975 Electronic analysis of implanted 
neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, configuration ofwaveform, battery status, 
electrode selectability, output modulation, cycling, impedance and patient compliance measurements); complex cranial nerve 
neruostimulator pulse generator/transmitter, with intraoperative or subsequent programming, each additional 30 minutes after 

3 

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



first hour (List separately in addition to code for primary procedure) are similar to codes 95971 through 95973, but differ 
greatly in their difficulty and complexity. Whereas 95971 through 95973 deal primarily with modulation of sensory function as 
an endpoint, the activities associated with 95974 and 95975 have multiple endpoints, including anticipated seizure outcome and a 
wide variety of clinically significant adverse events. The latter result from the many functions of vagus nerve, which has intimate 
interactions with brain, heart, gastrointestinal system and laryngeal musculature. Since antiepileptic efficacy and adverse effects 
are directly associated with increases in vagal stimulation, the clinician must repeatedly balance the effects against each other to 
optimize therapy. 

Code 95974 broadly describes the vagus nerve stimulator programming and is used primarily for both: 1) Intra-operative 
programming; and 2) Outpatient programming, which by nature utilizes interative sessions with the patient on a single clinical 
visit.- The intra-operative programming covers pre-operative planning, intra-operative manipulation, and post-operative 
management. During interative programming, the physician must repeatedly "ramp-up" the stimulation parameters to push the 
patient to the limits of tolerance. When tolerance to the induced pain occurs, usually over 1-2 hours, the current is increased 
further until no further increases may be performed. At each step, the physician must clinically monitor the patient for pain, 
repository compromise (due to laryngeal constriction), cardiac and gatroinetesinal symptoms. In summary, code 95974 covers 
60 minutes of intra-operative work, and subsequent to outpatient work, the later involving the programming and "ramping up" 
with the patient and device. The RUC recommends an RVU of 3.00 for code 95974. 

Code 95975 is an extension of 95974 for an additional 30 minutes of complex prog-ramming with the neurostimulator as 
outlined above, the programming is complex because it involves titirating the therapy both against anticipated clinical response 
and acute adverse events. The RUC supports a work RVU of 1.7 for code 95975. 
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CPT Code Tracking CPT DescriptorCodes Global Period WorkRVU 
(•New) Number Recommenda-

tion 

~ ~ll\lGt~eaiG aaal;,tsis et: i~Bfllaatl\la 91\lY~estiamlate~ pYlS€1 §1\191\l~ate~ s;,tstl\lm XXX N/A 
(ma:,~ i9GlYal\l ~at0, pYls€1 a~aFlimal\l aaa QQratiea, Ge9tigY~atie9 et: wan 
JQ~IB, eaUG~,~ StatQS, 0lGGt~9QG S0l0Gta9ilit:,t, 9YtpYt IB9QQlati99, G;,tGliag, 
iiBflGGaDGG :ma pati09t G91BflliaDGG IBI\la&Y~GmGats); witaeHt ~€lp~eg~ammi9g 
et: pYlSG §1\laG~ate~ 

~-
'.vit:h ~€lp~egrammiag et: pHl&€1 gl\lal\lrater XXX N/A 

/ 

(63690, 63691 have been deleted. To report, see 95970, 95971) 

95920 Intraoperative neurophysiology testing, per hour XXX 2.11 
(Use code 95920 in aaaitiea te conjunction with the evoked potential study 
performed, 92585, 95925, 95926, 95927, 95930, motor study performed (No Change) 
95933! 95934, 95936, 95937 

Neurostimulators, Analysis-Programming 

A simple neurostimulator pulse generator/transmitter {959701 95971} is one capable of affecting 3 or less of the following: pulse amplitude, pulse 
duration, pulse freguenc:y 1 8 or more electrode contacts 1 c:ycling1 stimulation train duration1 train spacing1 number of programs, number of 
channels1 phase angle 1 alternating electrode polarities, configuration of wave form 1 more than 1 clinical feature {eg1 rigidit:y 1 d:yskinesia1 tremor}. 
A complex neurostimulator pulse generator/transmitter {95970, 959721 95973, 95974, 95975) is one capable of affecting more than 3 of the above. 

(For insertion of neurostimulator pulse generator, see 61885, 63685, 63688,64590) 

(For revision or removal of neurostimulator pulse generator or receiver 1 see 61888, 63688, 64595) 

{For implantation of neurostimulator electrodes, see 61850-?1875, 63650-63655, 64553-64580. For revision or removal of neurostimulator 
electrodes1 see 618801 63660, 64585} 
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CPT Code Tracking CPT DescriptorCodes Global Period WorkRVU 
(•New) Number Recommenda-

tion 

•95970 XXl Electronic analysis of implanted neurostimulator pulse generator system (eg, XXX 
rate, pulse amplitude and duration, configuration of wave form, battery 
status, electrode selectability, output modulation, cycling, impedance and .45 
patient compliance measurements); simple or complex neurostimulator pulse 

(Replaces deleted generator, without reprogramming 
code 63690) 

•95971 XX2 simple neurostimulator pulse generator, with intraoperative or XXX 0.78 
subsequent programming 

•95972 XX3 complex bram or spinal cord neurostimulator pulse XXX 1.50 
generator /transmitter, with intraoperative subsequent programming, 
first hour 

•95973 XX4 complex brain or spinal cord neurostimulator pulse XXX 
generator/transmitter, with intraoperative subsequent programming, each 
additional 30 minutes after first hour (List separately in addition to code 0.92 
for primary procedure) 

{Use 95973 in conjunction with code 95972} 

•95974 XX5 complex cranial nerve neurostimulator pulse generator/transmitter, XXX 3.0 
with intraoperative or subsequent programming, with or without nerve 
interface testing, first hour 

•95975 XX6 complex cranial nerve neurostimulator pulse generator/transmitter, XXX 
with intraoperative or subsequent programming, each additional 30 
minutes after first hour (List separately in addition to code for primary 1.7 
procedure) 

{Use 95975 in conjunction with code 95974} 

6 
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CPT Code Tracking CPT DescriptorCodes Global Period WorkRVU 
(•New) Number Recommenda-

tion 

61850 Twist drill or burr hole(s) for implantation of neurosttmulator electrodes; 090 12.39 
cortical 

(No Change) 

61855 Subcortica 090 13.39 

(No Change) 

63650' Percutaneous implantation of neurostimulator electrodes; epidural 090 6.74 

(No Change) 

64550 Application of surface (transcutaneous neurostimulator 000 .18 

(No Change) 

64553 Percutaneous implantation of neurostimulator electrodes; cranial 010 2.31 

(No Change) 
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From: HOM (J Martin) To. J1ll Zanutto 

AMA/SPECIAL1Y SOCIETYRVS UPDATE PROCESS 
SUMMARY OF REC'O:MMENDA TION 

4/15/1998 3:45.44 PM Page 2 of 13 

(Apnll998) 

CPT Code: 9594X2(XX2) q~~1l Global Period: XXX Recommended RVW: 0. 78 

CPT Descriptor: Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, pulse 
amplitude and duration, configuration of wave form, battery status, electrode selectability, output modulation, cycling, 
impedance and patient compliance measurements); simple neurostimulator pulse generator, with intraoperative or 
subsequentprogranurring 

Vignette Used in Survey: 
A 53-year-old male requires intraoperative electronic analysis and programming of an implanted neurostimulator pulse 
generator/transmitter. His history includes intractable right leg pain (rated 8/10) in an L5 distribution despite a lumbar 
diskectomy and a laminectomy, oral narcotic and non-narcotic medications, physical therapy, back brace trial, and various 
injection blo~..ks. At operation, electronic analysis and progranurring of an implanted permanent single array electrode 
system and s·.1bcutaneous generator/transmitter is performed. The programming system is checked to insure proper 
fimctiuning, the physician tests limited combinations of the implant parameters, while assessing the degree of symptom 
and side effe<::t improvement or worsening after each progranurring change. After the patient's device is programmed to 
achieve maximal comfortable stimulation, the physician provides the patient and family members with detailed instru.;tions 
regarding stimulator operations and precautions." [In respondmg to the questions on thzs survey, please conszder only the 
work you perform with respect to the limited electromc analysis and programmmg of the neurostimulator that take LESS 
THAN ONE HOUR. The operative work to implant the electrode is separately billable by surgeon.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description ofPre-Service Work: 
Intraoperative or Subsequent: Review of patient medical chart. Check progranurring system to ensure proper 
functioning. 

Description oflntra-Service Work: 
Intraoperatn:e or Subsequent: Electronic analysis and programming of an implanted permanent single array electrode 
system and s1 .bcut<meous generator/transmitter is performed. With this system, there is one lead and four contacts. The 
physician tests limited combinations of the implant parameters, while assessing the degree of symptom and side effect 
improvement or worsening after each programming change. 

Description ofPo:>t-Service Work: 
Intraoperative or Subsequent: Communication with the patient, family, and other health care professionals (including 
written and telephone reports and orders) on the day of the analysis are considered part of the postoperative work for this 
procedure. It is important to carefully document in patient's medical record all adjustments made to the stimulation 
parameters and ongoing device operation. 
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CPT/Descnpto1: 9594X2(XX2) Electroruc analysis of implanted neurostnnulator pulse generator system 
(e.g., rate, pulse amphtude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cycling, u:npedance and patient compliance measureri1ents ); simple neurostimulator pulse 
generator, With intraoperative or subsequent prograrnnung 
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(04/98) Page 2 

SURVEY DATA 
Specialty(s): American Association ofNeurological Surgeons; American Academy of Pain Medicine; American 

Society of Anesthesiologists 
Type of Survey: Convenience and Random 

Survey n· 

Response: 
Rate%: 

57 
41 PRE 

total 
INTRA 
total 

KEY REFERENCE SERVICE(S): 
1998 RVW Global CPT Descriptor 

HOSP 
total 

OFF 
total 

Same 
day 
total 

ICU Hosp. - Other Dischg 
day 
total 

Office 

0.65 XXX 63691 Electroruc analySIS of u:nplanted neurostimulator pulse generator system (may include rate, pulse 
amplitude and duration, configuration of wave form, battery status, electrode selectability, output 
modulation, cycling, u:npedance and patient compliance measurements); With reprogramnung of 
pulse generator 

0.74 XXX 93735 Electroruc analySIS of single chamber pacemaker system (includes evaluation of programmable 
parameters at rest and during actiVIty where applicable, usmg electrocardiographic recording and 
mterpreta.tion of recordings at rest and during exerciSe, analySIS of event markers and deVIce 
response )j with reprogramming 

Mean 
Intensity/Complexity Measures 

Time Estimates (Median) 954X2(XX2) 63691 93735 

PRE-serv~ce 3 3 3 
INTRA-serv~ce 20 15 15 
POST-serv~ce 3 3 3 

Mental Effort and Judgment 

The number of pos!.iible diagnosis and/or the number of management options that must be 3.20 2.14 2.39 considered 

The amount and/or complexJty of medical records, d1agnost1c tests, and/or other 1.78 1.34 1.39 Information that must be obtamed reVIewed and analyzed 

Urgency of med1cal dec1s1on making 1.54 1.11 1 26 

Technical SkiiUphysical Effort 

Techn1cal skill reqUired 1 90 1.40 1.35 

Phys1cal effort required 1 34 1.14 1 22 

Psychological Stress 

The nsk of s1gn1ficant complications, morb1d1ty and/or mortality 1.61 1.20 2.04 

Outcome depends on skill and JUdgment of phys1c1an 3.61 2.43 2.35 

Estimated risk of malpractice suit With poor outcome 2.95 2.69 317 

Time Segments 

PRE-service intensity/complexity 1.27 1.06 1.13 
INTRA-serv~ce intensity comple>aty 2.90 1 66 1.39 

POST-service mtens1ty complexity 1.54 1.14 1.17 
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CPT/Descnptor: 9594X2(XX2) Electroruc analysis of implanted neurostimulator pulse generator system 
(e.g., rate, pulse amphtude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cycling, impedance and patl.ent compliance measuretnents); simple neurostimulator pulse 
generator, with intraoperatl.ve or subsequent programming 

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

(04/98) Page 3 

A briefbackgroWld of the reference service 63691 is important before comparisons can be discussed. CPT 63691 is a 
programming and analysis code for neurostimulation that dates to 1990. The AJ.\1A Nomenclature Staff researched 
information about this code and foWld the proposal very limited. The code was meant to refer to the programming of 
existing implanted generators, clinically available at that time. The only neurostimulation generator available in 1990 was 
the Itrel I from Medtronic, Inc. This generator allowed programming of only two electrode contacts. Thus there were 
only two possible combinations of electrode polarity; one of them positive, and one of them negative. It also allowed only 
very limited changes in pulse width and pulse frequency. The present RVW for 63691 could only be based upon 
Harvard data for this type of system. 

Today, however, the most simple generator or receiver system for neurostirnulation allows programming of a minimum of 
four electrode contacts . This results in about 64 possible electrode combinations. Also, the available range for pulse 
width and frequency has increased significantly from 1990. 

Based on this background, it is very clear that the code 63691 does NOT adequately describe the present work involved in 
programming of the most simple neurostimulator system. Additionally, the survey data for XX2 and 63691 bear out this 
difference in work. The survey median time for XX2 (20 min) is greater that for 63691 at 15 minutes. TILe intensity and 
complexity measures were all higher for XX2 compared with 63691. 

The survey mediari. RVW of 0. 78 is recommended for XX2. This value is 20% greater than 63691, a difference that is 
clearly explained ?Y the increased time and complexity of the generators that are available today. 

ADDITIONAL RATIONALE 

None 

FREQUENCY INFORMATION 

1. How was this service previously reported? 

63691 

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

0 Commonly II Sometimes 0 Rarely 

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

The rate ofsimpl~ SCS system unplants should remam relatively stable at about 3,000 per year through these same tlme periods. 
ProgrammuJ.g of these systems should average three per patient per year. Therefore, the estlmated frequency for XX2 IS 9,000 to 
10,000 annually · · 

4. Is this service performed by many physicians across the Umted States? 

ti'Yes 0 No 
\ 

\ 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUNlMAR.Y OF RECOMJviENDATION (Apri11998) 

CPT Code: 9594X3(XX3) Global Period: XXX Recommended RVW: 1.50 

CPT Descriptor: Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, pulse 
amplitude and duration, configuration of wave fonn, battezy status, electrode selectability, output modulation, cycling, 
impedance and patient compliance measurements); complex brain or spinal cord neurostimulator pulse 
generator/transmitter, with intraoperative or subsequent programming, first hour 

Vignette Used in Survey: 
Intraoperatn•e: A 45-year-old male requires intra-operative electronic analysis of an implanted neurostimulator pulse 
generator. His histozy includes intractable chronic low back pain and right leg pain (rated 8/10) despite a laminectomy and 
a lumbar spine fusion, oral narcotic and non-narcotic medications, physical therapy, back brace trial, and various injection 
blocks. At operation, electronic analysis and programming of an implanted permanent multiple array electrode system and 
subcutaneous generator/transmitter is performed. After the patient's device is programmed to achieve maximal comfortable 
stimulation, the physician provides the patient and family members with detailed instructions regarding stimulator 
operations and precaut:J.ons. [In respondmg to the questzons on this survey, please consider only the work you peiform 
with respect to the electromc analysis and programmzng of the neurostzmulator FOR THE FIRST HOUR. The operatrve 
work to Implant the electrode IS separately billable by surgeon.] Subsequenr. A 45-year-old male presents for follow
up programming of an implanted permanent spinal cord multiple array electrode system and subcutaneous 
generator/transmitter. At the visit, the programming system is checked to insure proper functioning, the physician tests 
multiple combinations of the implant parameters, while assessing the degree of symptom and side effect improvement or 
worsening after each programming change. After the patient's device is programmed to achieve maximal comfortable 
stimulation, the physician provides the patient and family members with detailed instructions regarding stimulator 
operations and precautions. [In respondmg to the questzons on this survey, please consider only the work you peiform 
with respect to the electronic analysis and programming ofthe neurostimulator FOR THE FIRST HOUR ofthe visit.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Intraoperative or Subsequent: Review of patient medical chart. Check programming system to ensure proper 
functioning. ' 

Description of Intra-Service Work: 
Intraoperative: The actual programming is a cognitive type of service: high levels of analytic and interpretation skills are 
used in addition to ,the physical work of making each programming change. Of the 60 million or more combinations of the 
different parameters for an individual patient, the physician tests 30-60 of these combinations in a typical session. Much 
of the complexity of the programming comes from deciding which 30-60 combinations to test. Extensive patient feedback 
is utilized by the physician for this progranuning. Assessing the degree of symptom improvement or worsening after a 
single programming change can be complex. The physician will interact with the patient to determine whether the most 
recent change has reduced the patient's pain rating from a value of 8 (where 10 is the worst pain imaginable and 0 is no 
pain), for eximple, to perhaps a 6. This would be only a modest reduction but suggestive that the parameter change is on 
the "right track." In addition to pain, the physician also evaluates the stimulation pattern and stimulation side effects such 
as motor changes (spasm, weakness) with each change and works to program the patient's device to achieve adequate, 
comfortable stim~tion. During this time, the physician adjusts the electrode combinations, amplitude, pulse width, rate, 
one or multiple stiffiulation channels, multiple programs, phase angle, and pattern of alternating polarities. 
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output modulation, cycling, unpedance and patient comphance measure.-nents); complex brain 

4/15/1998 3.45:44 PM Page 6 of 13 

or spinal cord neurostimulator pulse generator/transmitter, with mtraoperatlve or subsequent programming, first hour (04/98) Page 2 

The physician will typically begin the programming session by making changes, one at a time, in four to five of the 
parameters. This is done to discover which one or two parameters are the key, at least for that patient at that time. This 
discovezy process can it can typically take 30-40 minutes of programming and much complexity to begin to :find the right 
parameters to pursue fwther for the best programming result. The physician assesses symptom (e.g., degree of pain) 
modification, based on experience with the type of patient and all the different parameters (e.g., phase angle). For 
example, based upon 12 vezy similar previous patients where multiple programs seemed to provide the most powerful 
improvements in s)mptom relief, the physician would pursue in more detail changes in phase angle in this specific patient. 
After each change in any parameter, it will typically take 30-60 seconds to see symptom (e.g., pain) relief or worsening. 
Thus, it typically will take one to two minutes per change. There may be 50 or more changes per session when 
progr~mming a co:r,nplex neurostimulator. The process typically requires one programming session for about 60-90 
minutes. Tite physician also provides the patient and family members with detailed instructions regarding stimulator 
operatio~ and lixmted modifications of stimulation parameters (pulse width and amplitude) at home. 

Subsequent: Re-program patient's device to achieve adequate, comfortable stimulation. During this time, the physician 
adjusts the electrode combinations, amplitude, pulse width, rate, one or multiple stimulation channels, multiple programs, 

· phase angle, and pattern of alternating polarities. The physician will typically begin the programming session by making 
changes, one at a time, in four to five of the parameters. This is done to discover which one or two parameters are the 
key, at least for that patient at that time. This discovezy process can it can typically take 30-40 minutes of programming 
and much complexity to begin to find the right parameters to pursue further for the best programming result. The 
physician assesses symptom (e.g., degree of pain) modification, based on experience with the type of patient and all the 
different parameters (e.g., phase angle). For example, based upon 12 vezy similar previous patients where multiple 
programs seemed to provide the most powerful improvements in symptom relief, the physician would pursue in more 
detail changes in phase angle in this specific patient. After each change in any parameter, it will typically take 30-60 
seconds to see symptom (e.g., pain) relief or worsening. Thus, it typically will take one to two minutes per change. There 
may bt: 50 or more changes per session when programming a complex neurostimulator. The process typically requires 
one programming session for about 60-90 minutes. The physician also provides the patient and family members with 
detailed instructio~ regarding stimulator operations and limited modifications of stimulation parameters (pulse width and 
amplitude) at home. 

Description of Post-Service Work: 
Intraoperative or Subsequent: Communication the patient, family, and other health care professionals (including written 
and telephone reports and orders) on the day of the analysis are considered part of the postoperative work for this 
procedure. It is important to carefully document in patient's medical record all adjustments made to the stimulation 
parameters and ongoing device operation. 
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(e.g., rate, pulse amplitude and duration, configuration of wave foxm, battery status, electrode selectability, 
output modulatlon, cycling, 1II1pedance and patient compliance measurements); complex brain 

4/15/1998 3:45.44 PM Page 7 of 13 

or spinal cord neurostlmulator pulse generator/transmitter, with intraoperatlve or subseguent programming, first hour (04/98) Page 3 

SURVEY DATA: 
Specialty(s): American Association of Neurological Surgeons; American Academy of Pain Medicine; American 

Society of Anesthesiologists 
Type of Survey: Convenience and Random 

Survey n: 
Response: 
Rate%: 

57 
41 

72% 

PRE 
total 

INTRA 
total 

KEY REFERENCE SERVICE(S): 
Descriptor 

HOSP 
total 
Min 

OFF 
total 
min 

l998RVW 
0.65 

CPT 
63691 Electroruc analysis of 1II1planted neurosti.mulator pulse generator system (may include rate, pulse 

amplitude and duratlon, configuration of wave form, battery status, electrode selectability, output 
modulation, cycling, impedance and pallent comphance measurements); Wlth reprogramming of pulse 
generator 

0.92 XXX 93738 Electroruc analyS1S of cardioverter/defi.bnllator only (interrogallon, evaluatlon of pulse generator 
status); Wtth reprogramnuna 

Time Estimates (Median) 

PRE-seMce 

INTRA-seMc!l 

POST-seMce 

Mental Effort and Jurlgment 

The number of pOS$1ble d1agnos1s and/or the number of management options that must be 
considered 

The amount and/or compleXIty of med1cal records, d1agnost1c tests, and/or other mformat1on that 
must be obtamed reviewed and analyzed 

Urgency of medical dec1s1on making 

Technical Skill/physical Effort 

Technical sklll requ1red 

Physical effort requ:red 

Psychological Stress 

The nsk of stgn1ficant complications, morb1d1ty and/or mortality 

Outcome depends on skill and JUdgment of physic1an 

Est1mated nsk of malpractice su1t WJth poor outcome 

Time Segments 
' 

PRE-seMce mtens1ty/compleX1ty 

INTRA-service mteps1ty compleXIty 

POST-service inter.s1ty compleXIty 

Mean 
Intensity/Complexity Measures 

9594X3 63691 93738 

3 3 3 

60 15 30 

5 5 5 

4 51 4.70 3 83 

1.85 1.78 1 21 

1 64 1 44 1 29 

1 83 1 58 2.75 

4.67 4 81 3.21 

3.17 3.22 3.38 

1.35 1.22 1 13 

4.65 4.78 3.63 

1 73 1.50 1.13 
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CPT /Descriptor: 9594X3(XX3) Electronic analysis of implanted neurostimulator pulse generator system 
(e.g., rate, pulse amphtude and duratlon, configurauon of wave form, battery status, electrode selectability, 
output modulation, cycling, unpedance and pauent compliance measurements); complex bram . 
or spinal cord neurostimulator pulse generator/transmitter, with mtraoperative or subsequent programming, first hour (04/98) Page 4 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): Comp~e the pre-, intra-, 
and post-seiVice time and the intensity (mental effort and judgment; tecluucal skill &. physical effort; and psychological stress) of the service you 
are rating to the. key re_ference services h.sted above. 

XX3 and xX4 are• very different than 63691 and new code 9594X2 (XX2). 

XX3 and :XX4 are used for programming with a .. complex" spinal/brain neurostimulation system. In essence, such a 
system consists of two "four-contact" leads (thus eight total electrical contacts) OR a single .. eight-contact" lead OR two 
"eight-contact" leads (thus 16 total electrical contacts). The number of possible electrode combinations for polarity and 
use ranges from over 100,000 to about 60 million, depending upon which of these three systems are used. Furthermore, 
many of the FDA-approved .. complex" systems allow three to four different combinations to be used at the same time 
thus increasing the possible stimulation settings by a factor of three to 10 times. 

ADDITIONAL RATIONALE 

The codes XX2, XX3, and XX4 fall within the same family. The advisory committee feels that a stepwise progression of 
RVWs based on there relationship to each other and to the old code 63691 is important this stepwise progression would 
look at the value for the old code 69631 (for limited 1-lead, 2-contact systems), then XX2 (for limited 1-lead, 4-contact 
systems), then XX4 (for 30 minutes of additional work with complex 2-lead, 4-contact or 1- or 2-lead, 8-contact systems), 
and finally XX3 (for the first 60 minutes of work with complex 2-lead, 4-contact or 1- or 2-lead, 8-contact systems). 

In presenting recommendations based on this stepwise methodology, the recommended RVW of 0. 78 for XX2 is 
discussed elsewhere. 

Code XX4 refers to an additional30 minutes of programming for a complex neurostimulation system. The intra-service 
intensity for XX3 and XX4 is 4.6 as compared to 2.9 for code XX2. Considering the time difference and considerably 
higher intensity, the survey median RVW for XX4 of 0.92 is recommended. This recommendation is conservative as 
an 18% increase over the recommendation of 0. 78 rvu's for XX2. 

Code XX3 refers to the initial 60 minutes of programming for a complex neurostimulation system. The relationship of 
XX3 and XX4, however, is not a straightforward time difference. As more programming ensues, the difficulty and 
complexity increas\!s. Therefore the RVW for XX3 should be less than twice the RVW for XX4. The survey median 
RVW of 1.50 is r.ecommended for XX3. This recommendation is only 1.6 times the value for XX4 (even though the 
time is 2.0 times greater) and takes into account the increased intensity and complexity for each additional30 minutes after 
the first hour. 

FREQUENCY Ir&ORMATION 

1. How was this service previously reported? 

E & M Evaluation and Management AND 63690 OR 63691 wrrn or wrniOUT 
99090 AnalysiS bf information data stored in computers (e.g., ECGs, blood pressures, hematologic data) 

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

0 Commonly II' Sometimes 0 Rarely 
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CPT /Descriptor: 9594X3(XX3) Electronic analysis of implanted neurostunulator pulse generator system 
(e.g., rate, pulse amplitude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cycling, unpedance and patient compliance measurements); complex brain 

or spmal cord neurostimulator pulse generator/transrmtter, with mtraoperative or subseouent programming, first hour 

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

(04/98) Page 5 

Currently, it is estimated that 40% of present SCS implants involve complex SCS systems. Based upon the above 
numbers, it is estimated that the yearly rate of complex system implants in the U.S. will increase from 1,500 now to 
2,000 in 1999 and then to about 3,000 complex implants by 2002. This will be a result of continued complex SCS 
technology improvements with better efficacy in new indications. Programming of these systems should average three per 
patient per year Therefore, the estimated frequency for XX3 ts 4,500 to 6,000 annually. 

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

!/Yes D No 

\ 

\ 



From: HOM (J Martm) To: Jill Zanutto 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SmvtMARY OF RECOM:MENDATION 
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(Aprill998) 

CPT Code: ?S94X4(XX4) Global Period: XXX Recommended RVW: 0.92 

CPT Descriptor: Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, pulse 
amplitude and duration, configuration of wave form, battery status, electrode selectability, output modulation, cycling, 

. impedance and patient compliance measurements); complex brain or spinal cord neurostimulator pulse 
generator/transmitter, with intraoperative or subsequent programming, each additional 30 minutes after first hour (List 
separately in addition to code for primary procedure) (use X4 in conjunction with code X3) 

Vignette Used in Survey: 

Intraoperati. e: A 45-year-old male requires intraoperative electronic analysis of an implanted neurostimulator pulse 
generator. Hts history includes intractable chronic low back pain and right leg pain (rated 8/10) despite a laminectomy and 
a lumbar spine fusion, oral narcotic and non-narcotic medications, physical therapy, back brace trial, and various injection 
blocks. At operatum, electronic analysis and programming of an implanted permanent multiple array electrode system and 
subcutaneous generator/transmitter is performed. After the patient's device is programmed to achieve maximal comfortable 
stimulation, the physician provides the patient and family members with detailed instructions regarding stimulator 
operations and precautions. [In respondzng to the questions on thzs survey, please consider only the work you perform 
with respect to the electronic analysis and programming of the neurostimulator FOR AN ADDITIONAL 30 MINUTES 
AFTER THE FIRST HOUR. The operative work to zmplant the electrode is separately billable by surgeon.] 
Subseque.nr. A 45-year-old male presents for follbw-up programming and monitoring of an implanted permanent spinal 
cord multiple array electrode system and subcutaneous generator/transmitter. At the visit, the programming system is 
checked to insure proper functioning, the physician tests multiple combinations of the implant parameters, while .assessing 
the degree of symptom and side effect improvement or worsening after each programming change. After the patient's 
device is programmed to achieve maximal comfortable stimulation, the physician provides the patient and family members 
with detailed instructions regarding stimulator operations and precautions. [In responding to the questions on this survey, 
please conszder only the work you perform with respect to the electromc analyszs and programming of the 
neurostzmulator FOR AN ADDITIONAL 30MINUTES AFTER THE FIRST HOUR of the viszt.] 

CLINICAL DES•~RlPTION OF SERVICE (fhis work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Please see description for primary code 9594X3(XX3) 

Description oflntra-Service Work: 
Please see description for primary code 9594X3(XX3) 

Description ufPo~t-Service Work: 
Please see de!>cription for primary code 9594X3(XX3) 



From: HOM (J Martm) ro: J11l Zanutto 

CPT /Descriptor: 9594X4(XX4) Electroruc analysis of implanted neurostimulator pulse generator system 
(e.g., rate, pulse amphtude and duratJ.on, configuration of wave form, batteiy status, electrode selectability, 

output modulatJ.on, cycling, unpedance and patient compliance measurerr.ents); complex brain 
or spinal cord neurostimulator pulse generator/transrrutter, with intraoperative or subsequent programming, 
each additional30 minutes after first hour (List separately m additJ.on to code for primary procedure) 

SURVEY DATA~ 
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(04/98) Page 2 

Specialty(s):. American Association of Neurological Surgeons; American Academy of Pain Medicine; American 
Society of Anesthesiologists 

Type of Survey: Convenience and Random 

Survey n: 
Response· 
Rate%: 

57 
41 

72% 

PRE 
total 

INTRA 
total 

KEY REFERENCE SERVICE(S): 
Descriptor 

HOSP 
total 

OFF 
total 

1998 RVW 
0.65 

CPT 
63691 Electronic analySJS of implanted neurostimul.ator pulse generator system (may mclude rate, pulse 

amphtude and duranon, confi.guratlon of wave form, battery status, electrode selectability, output 
modulatJ.on, cychng, rmpedance and patlent compliance measurements); Wlth reprogramnung of pulse 
generator 

0.92 XXX 93738 Electroruc analySJS of card10verter/defi.bnllator only (interrogatlon, evaluatJ.on of pulse generator 
status); Wlth reprosrarnrnma 

Time Estimates (Median) 

PRE-serv1ce 

I NTRA-servicu 

POST-serv1ce 

Mental Effort and Judgment 

The number of poss1ble diagnos1s and/or the number of management options that must be 
considered 

The amount and/or compleXIty of medical records, diagnostic tests, and/or other mformat1on 
that must be obtamed reVIewed and analyzed 

Urgency of medical decision making 

Technical Skill/physical Effort 

Technical skill requ1red 

Physical effort required 

Psychological Stress' 

The nsk of s1gmficant complications, morb1d1ty and/or mortality 

Outcome depends on skill and JUdgment of physician 

Estimated risk of malpractice SUit With poor outcome 

Time Segments 

PRE-service lntens~ty/complexlty 

INTRA-service mtens1ty complexity \ 

POST-service interis1ty compleXIty \ 

Mean 
Intensity/Complexity Measures 

9594X4 63691 93738 

0 3 3 

30 15 30 

0 5 5 

4.39 4 70 3 83 

1.82 1.78 1.21 

1 60 1 44 1.29 

2.26 2.22 

1.41 1.39 

1.74 1.58 2.75 

4.58 4 81 3 21 

3.18 322 338 

1.35 1.22 1.13 

4.59 4.78 3.63 

1.81 1 50 1.13 
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CPT /Descriptor: 9594X4(XX4) Electroruc analysis of implanted neurostlmulator pulse generator system 
(e.g., rate, pulse amplitude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cycling, UIIpedance and patient compliance measurements); complex brain 
or spinal cord neurostimulator pulse generator/transmitter, with intraoperative or subsequent programming, 
each additlonal30 minutes after first hour (List separately in additlon to code for primary procedure) 

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

~ 0 

XX3 and XX4 are very different than 63691 and new code 9594X2(XX2). 

(04/98) Page 3 

XX3 and xX4 are used for progranuning with a "complex" spinal/brain neurostimulation system. In essence, such a 
system consiSts of two "four-contact" leads (thus eight total electrical contacts) OR a single "eight-contact" lead OR two 
"eight-contact" leads (thus 16 total electrical contacts). The number of possible electrode combinations for polarity and 
use ranges from over 100,000 to about 60 million, depending upon which of these three systems are used. Furthermore, 
many of the FDA-approved "complex" systems allow three to four different combinations to be used at the same time 
thus increasing the possible stimulation settings by a factor of three to 10 times. 

ADDITIONAL RATIONALE 

The codes XX2, XX3, and XX4 fall within the same fanuly. The advisory committee feels that a stepwise progression of 
RVWs based on there relationship to each other and to the old code 63691 is important this stepwise progression would 
look at the value for the old code 69631 (for limited 1-lead, 2-contact systems), then XX2 (for limited 1-lead, 4-contact 
systems), thep. XX4 (for 30 minutes of additional work with complex 2-lead, 4-contact or 1- or 2-lead, 8-contact systems), 
and :finally XX3 (for the first 60 minutes of work with complex 2-lead, 4-contact or 1- or 2-lead, 8-contact systems). 

In presenting,recommendations based on this stepwise methodology, the recommended R VW of 0. 78 for XX2 is 
discussed elsewhere. 

Code XX4 refers to an additional 30 minutes of programming for a complex neurostimulation system. The intra-service 
intensity for XX3 and XX4 is 4.6 as compared to 2.9 for code XX2. Considering the time difference and considerably 
higher intensity, the survey median RVW for XX4 of 0.92 is recommended. This recommendation is conservative as 
an 18% increase over the recommendation of 0. 78 rvu's for XX2. 

Code XX3 refers to the initial 60 minutes of programming for a complex neurostimulation system. The relationship of 
XX3 and :XX4, however, is not a straightforward time difference. As more programming ensues, the difficulty and 
complexity increases. Therefore the RVW for XX3 should be less than twice the RVW for XX4. The survey median 
RVW of 1.50 is recommended for XX3. This recommendation is only 1.6 times the value for XX4 (even though the 
time is 2.0 times greater) and takes into account the increased intensity and complexity for each additional30 minutes after 
the first hour. 

FREQUENCY INFORMATION 

1. How was this s~rvice previously reported? 

E & M Evaluation and :tvfanagement AND 63690 OR 63691 WITH or WITHOUT 
99090 Analysis of information data stored in computers (e.g., ECGs, blood pressures, hematologic data) 

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

0 Commonly V"Sometimes \ 0 Rarely 



From: HOM (J Martm) To: J1ll Zanutto 
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CPT/Descnptoi: 9594X4(XX4) Electronic analySlS of lt!lplanted neurostirnulator pulse generator system 
(e.g., rate, pulse amphtude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cychng, impedance and patient comphance measur~ents); complex bram 
or spinal cord neurostimulator pulse generator/transmitter, wtth intraoperative or subsequent programming, 
each additional30 minutes after first hour (LJ.St separately in adchtion to code for primary procedure) 

4/15/1998 3.45.44 PM Page 13 of 13 

(04/98) Pa~e 4 

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

The estimated frequency for XX4 JS approximately 20% ofXX3 or 900 to 1,200 annually. 

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

VYes 0 No 

\ 
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,CPT/Descriptor: ?594XS(:XXS) J::lectrnnio: al'Ull;rlllll of implanted nNruatimulator pul.e :encrator $)''0(tJIL. cumplex 
c:raalial Aerve neuro~timulllcor pulBe ~:taentorftrAtuinitt.cr, w!th:mtraop~Uve or JUII$e<}uent prouamminl!, 

~ - ' . . 
with or withnQt nerve inf.,rf~&o:c: testlnj!, ftnt hour 

Ai'\L\/SPECIAL TY SOCIETYRVS UP.DATE PROCESS 
SUMMARY OF RECOl\'IM:ENDATION 

(04/98) Page 1 

(April1998) 

CPT Code: 9594X5(XX5) Global Per.iod: XXX Recommended R VW: 3.00 

CPT Dcscnptor: Electronic analyllis ofimplantedneurostimulator r>ulse generator :~y~'tem (e.g., rate, pu1sl! amplitude 
and duration, confiJ.,ouration of wave form, battery status, el~trodiclectability, output mollulation, cycling, impellam::e 
and patient compliance mea.~rements); complex cranial nervacuro.11timulator pulse gcnerator/tran.smitte1·, with 
intraO(>erative or subsequent programming, wjth or without nerve interface testing, ti.-st hour 

V1gncru; Us~d in Survey: A 27-year-old male with complex partial seizures since age 13 that have been resistant 
to multiple anti epileptic drugs who has been video EEG monitored and found to not be a candidate for a straight 
tempor<&llobectomy, but oif)pean to bavemulti-focal onset in both fl·ontal lobes, is being implanted with th.vdgal nerve 
lo'timuhttor. An initial hour of complex programming is performed and coded using 9594X.."\. He continue.; to have 7-12 
sei7..ures per month and appears to be an aJ)Jlropriate candidate fo•· cranial nervcv4gu~ m:rve stimulation). During 
impl4ntation, a physician performliclcctrophysiologic procedures, including the interrogation of the device before the 
packag'! is op ~ned, performing pre-implant diagnoroc.s, including a.s~:~:~ing the integrity of the device before 
implantation. This includes poling and diagnostic testing of the device against a known load prio.r to implantation, testing 
of nerve electr-ode impedance following electrode placement and providing feedback when placement needs to be changed. 
The proper stimulation parameter:~, once the device and leads arc in place ju:it prior to closure, are verified and an initial 
therapeutic stimulation settin~ is programmed. This involves staying in the operating room during the procedure while 
the liur~eon implanu the device, the Jetting of the initial therapeutic ~timulation including multiple parameter 
lldjustments includin~: current puue and frequency train duration, interval between train.!l, mo1gnetic activation of 

_./ current, pul~e width modulation, frequency and train duration as well. After the dcvi~c is turned on, the }H,tient iii 
observed for chang~ in vital sign.~ durin~ stimulation, bot~ in tbe operating room ana in the post~ancsth~ia recovery 
room. Additional hour¥ are coded a.~ appropriate for physiciWl time. 

CLINICAL DESCRIPTION OF SERVICE (Tins work description was NOT providl!d on the survey.) 

Dcscnption of Pre-Service Work: 
Review of patient medical chart. Check programming sy~1em to ensure proper functioning. 

·Description of.lntra-ScMce Work: 
During the opt:rating room procedure, the neurologist begins the following sequence of services: Performs 

initial device diagnostic testin~ and electronically code$ the device with the patient's identifiers~ Tests device 
perfonnance against a known impedance (resistor); Tests nerve-electrode interface after lead attadunent but 
prior to device implantation; Retests nerve-electrode interface and device function after implantation; and set 
initial stimulation parameters for treating epilepsy. 

Approximately 7 to 10 days after undergoing device and lead implantation, the patient sees the 
physician for the initial ramp-up and setting of device parameters. In order for tl.e patient to achieve optimal 
therapeutic stimulation of the vagus nerve, the current, frequency, pulse width, and train durations must be 
increased in small .increments to the maximal tolerated amount, as limited by pajn, .respiratory or swallowing 
problems. Tr.is usually consists oifour programminglclinicnl monitoring sessions conducted over one day. 
Each progranunin~ and monitoring session includes the followin~ services: Jnterrogate device; Perform device 
and lead diagnostic testing, as needed; 'Increase output. cur1·ent (in 0.25 to 0.5rnA increments), frequency, pulse 

•
, width, or trai:n duration; Monitor patient for adverse events for typi~ally 30 min; and Modify parameters if 

- ·stimulation is not tolerated. The physician repeats these steps every 2-3 hours until maximally tolerated 
lo'timulation current is attained for the day (usually about 1.0 mA). 

Durm.g subsequent patient visits, the physicirut ·performs a limited set of device a.nd lead evaluations. 
This may i:~volve adjusting the output current, the stimulation signal frequency, the pulse duration and the 



221 P03 

CPT/l><~u:riptor: 95~4X5(XX5) El("clroni\: Mlllyw ofimpl;mtod 1~\llator pullk! ~:mentor S)'lltGI"I\; ··umplu 
cnmiaJ neJ""'e uc:uru~timulutur pulse gen•l-..t<lr/tnll1amitt.:r, With lutr:aoporllUVc ur subll«quent prucl'lUUD\inz. 

with or wtthout nerve interface te~nl!, tlt~r hour (04/98) Page 2 

ON/OFF ~me duty cycle for the programmed stimulation parameters. The on-demand or magnet 
activated itirnulation parameters are independently adju5ted for output current, pube duration and on time 
usociated with the extra stimulation. f'ollowin~: any adjustment, the patient remains in the office under the 
physician's care and receives three to five programmed stimulation cycles. 

Description of Post-S1.-rvice Work: 
Communication with the patient, family, and other health care professionals (including written and telephone 
reports and orders) on the day of the analysis are considered part of the postoperative work for L1is procedure. 
It is important to carefully document in patient's medical record all adjustments made to the stimulation 

parameters and ongoing device operation. 
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CPT/Dw:.scriptor: 95~:1-tXS(XXS) Ekctrunic llllll~ u! impl:.onc .. d ncuru:stim.W.tur pula.., J:cnu-.ato~: .syrtem; complex 
cnuUul nc:.rvc: .DCurU>otim.ulutur pulac: jl"W:l"lotur/tl..u:ouU.uc:r, with ~upca,.Jive u:r allDie:qUA:At pru:rununUlj::, 

wrth or "'ithout nc:rve intc:nllcc: tntin~:, fiot huur 

SURVEY DATA 
Specialty(s): 
Type of Survey: 

Survey n: 41 

Response: 26 
Rate%: 63% 

low 

25th% 

American Academy ofNeurology 
Random 

RWJ PRE INTRA HOSP OFF Same 
total total total total day 
m1n m1n mm min total 

min 

2.50 ~ ' ·~ 30 

3.00 53 
~ ~.-~~·.. ~ -... ._,.. .. ..... .. .. 

">'~~·~ .. ~·~· • .. ~~~~·~ .. 
'' : It .:• , 1 .. _. ~ o<o-1 t _.1 I~ 

(04/98) Page 3 . 

ICU Hosp .• Other Clschg 
day 
total 
min 

# total # toral 
visits min visit m.n 

~ •:- ~ .. ' , • > 
.. ,:. ~ :: .. ~ 

Otrlce 

# total 
visits min 

MED 3.21 30 60 20 n/a 20 n/a nla n/a n/a n/a n/a n/a 
75th% 6.00 '" 90 

'' 
' ~~ 

high 10.00 ~ .. .. ,~( ::: 120 
...... ~ .. 1..... .. ·~ ~!+ ... ~ .. > ~ .~ .. .... .;, .......................... .. .......... .. __. .... .. ' . '• ~ ~ ~ .. 

KEY REFERENCE SERVICE(S): 
1998 RVW Global CPT Dcss:rivtor 

. 3.21 XXX 95962 FWlctional cortical mapping by stimulation of electrodes on brain surface, 
or of depth electrodes, to pl"'ovoke se~urei oa- identify vital con:~x; ea~h 
additional hour of physician attendanu 

6.2l XXX 95829 Electrocorticogr-am at surgery (separate procedure) 

Time Estimates (Median) 

PRE-service 
INTRJ\..service 

POST ·.service 

Mental Effort and Judgment 

Thi n1.1mb•r of poaalble diagnoui& ind/or trte number of m•nagemen: I 
option!J thm must be considered I 

' 

The amount and/or comph~xity of medical records, diagnoatlc te•ta, 
and/or other information that must be obtained rev1ewea and analyzed 

Urgency of medical decision making 

Technical Skill/physical Effort 

Mean 
Intensity/Complexity Measures 

XX5 95962 95829 

30 I 30 60 

60 60 60 

20 15 15 

4.04 4.53 4.45 

4.23 4.53 ... .;$ 

4.04 4.47 4.55 

Technical skill r:.:e::::q~u:.:.:ir~e=d-------------------i---4.:..:·..:.19:__+-_4.:..:·..:..S2=--I--4~.5...:5_--I 
Physical effort required 2.92 3.1B 2.82 

Psychological Stress 

The risk of slgr1lflcant complications, morbidity and/or mortality 3.6?. 4.35 3.82 

Outcome depends on skill and judgment of physician 3.85 4.71 4.64 

Estimated risk of malpra~;tice suit with poor outcome 3.61 4.12 3.73 

PRE-service intensity/complexity 3.72 3.8-:" 3.73 

INTRA.service intensity complexity 4.00 4.71 4.27 

POST·service intensity complexity 3.52 2.93 2.80 
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CPTJDescripto,r: 95!>-'XS(X"'XS) ~:lact•·onlc a•.aly•b (J( .ilnplauced neuru:rtimulu.tor pW.C generato'l" J)'l't4m; complu 
crunia.l nc:rvo> n<:U,rostimubtor pu.lu z;:omaratD•·JtraniJ'IJitteJ:", '1¥Jth inll"aOp¢1tclV<~ or aub:ocqucnt prc;nmunmg, 

with or Without nerve interlace re~n!, t1J'St hour (04/98) Page 4 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)·. 
XXS nnd XX6 are for progranuning thmeurostimulator for the cranial nerve. The new ge.neratiomeurostimulator is 
more complt.-x, with a minimum of si."t fearures that require a Wide amplitude of sctungs. Combinations of settings and 
pcrmjssable progr:unmings under cum.-nt FDA guidelines further multiplies the posstble scttingp'rogrammings. 
The reference service most often used by survey respondents was 95829ylectrocoJticogram at surgery, or 95962, 
functional corttcal mapping by stimulating the brain surfa~. 

RA. TION.A..LE 
XX5 code is for 60 minutes of programming with both intra-operative and interative responsibility in 
programming a C·;:)mplex neurostimulator. It is evident from survey responses that physicians do not find 
easily find a frame of reference for this procedure, and that certain series of codes do not related well to 
each other. There is also an element of polarity in the responses, indicating that respondents were not 
comfortable with a frame' of reference services. 

The median RVW from this survey was 3.21 for XXS. We understand that this is anew procedure and 
that a select number of physicians were able to participate, based on their experience and familiarity. 
Tn light of the limited number survey responses, a realistic RVW would be set at the 25th percentile of 
responses. An RVW of 3.00 is recommended for XXS. 

ADDITIONAL RATIONALE 
Codes XX 5 and XX6- These codes are familial wrth codes XX2-XX4 surv·cyed by the Amcncan Academy of 
Neurosurgeons, but differ greatly in their difficulty and complexity. Whaeas XX2-XX4 deal primarily with 
modulation of sensory funct)on as an endpoint, the activities associated with XX5 and XX6 have multiple cndpomts, 
including anticipatecl seizure outcome and a wide variety of clinically significant adverse events. The latter result from 
the many functions ofvagus n~rv~. which has intimat~ int~a.ction.s with brain, he~. gn.n.roint~~tina.l sy:~tmt and 
laryngeal musculature. Sinc~ticpilcptic efficacy and adverse eff~cts are ctirectly associated with increases uzagcl 
stimulation, the clinician must repeatedly balance the effects aga.1nst each other to optimiZ~: therapy. 

Code XX5 in11olves two former proposed codes that werr; collapsed appropriately into this ont: new cod~;;, XXS, b~::causc 
of the same o•1erall work t:ffort. TI1us, the :X:XS, which broadly dcscnbeiagus nerve stimulator programming, is used 
primarily for both l)intra-opcrativc programming and 2) outpatient programming, which by nature utilizes iterative 
sessions with-the patient on a single clinic visit. The intra-operative progranuning covers pre-operative planning, intra
operative manipulation, and post-operative management as dcscribo;Xi by the vigru.'ttc submitted. During iterative 
programming, the physici~n must repeatedly "ramp-up'' the stimulation parameters to push the patient vJ the limits of 
tolerance. When tolerance to the induced pain occurs, usually over 1 - 2 hours, the current is increased further untll no 
furth~r increases may be performed. At each step, the physician must clinically monitor th~ patient for pain, respiratory 
compromisr; (due to laryngeal constriction), cardiac and gastrointestinal symptoms. In suml'tlary, this code covers 60 
minutes of intra-operative work. and subsequent outpatient work, the latter involving the progranuning and:r'ttmpi.ng
up" with the patient and device. The RVW recommended for XXS is 3.00. 

FREQUENCY INFOIUvlATION 

1. How was this service previouslyJeported? 
\ 

959211 Intraoperative Clinic:.INearophysiology testing along with 
63691 (~lectronic te~tiDi of implanteweuntimulatol' pube generator). 
95999- Otherneurulo~ric: procedure. 
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CPT /Descriptor: 9594XS(X.~'9 Ek\.-trwlic :mAlyslll oflmpJmu.l neuru•tinnl.lator pulse ;:t-JWt~atur !l)'~tnn; compU.x 
mUiil&l nct\'t' atW'nftdmula\or p1LIH &CW:l'lltutltriUUmitter, with 1nn·.lUpt:rativc or ~ubuqutllt prur,riiiUIIUnl!, 

WJth or wtthollt nt:rvt: interface tcstine, fir~t hour 

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

0 Commonly X Sometimes 0 Rarely 

(04/98) Page 5 

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

2,500 

4. Is this sef'lice perlonned by many physicians across the "Cnited States? 

X_ Yes 0 No 

\ 



., 
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AMAJSPECIAL TY SOCIETYRVS UPDATE PROCESS 
SUMJ\'1ARY OF RECOMMENDATION (April1998) 

CPT Code: 9594X6(XX6) - Global Period: XXX Recorruncndcd RVW: 1.7 

CPT Descriptor: Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, 
pulse amplitude and duration, configuration of wave form, battery status, electrode selectability, 
output modulation, cycling, impedance and patient compliance measurements); complex cranial 
nerve neurostimulator pulse generator/transmitter, with intraoperative or subsequent 
programming, each additional 30 minutes after first hour (List separately in addition to code for 
primary pr.:>~edul'e)(use XX6 in conjunction with code XX5) 

---------------------------------------------------------------------------------
Vignette Usee~ in S'JIVIOy: 
A 26-year-olrl female with medically refractory complex partial and secondarily generalized tonic-donie 
sei6Ures with frequency of six per month who has a hypothalamic hematoma returns after implantation of 
crania] nerve stimulator for her first outpatient visit. One-half hour of complex. programming is performed and 
coded using 9594X6 involvjng interrogation of the devjce, recording generator-type, serial number, lead type, 
total implantation time, total on-time for the device. A lead diagnostic test is then performed. The device is 
then placed in program mode. Parameters including current, pulse width, frequency, train duration and train 
interval are reviewed and modified, chan~in~: one variable at a time while observing the patient for acute side
effects associated with the increase in stimulation, including hoarseness, swallowing difficulties, dyspnea, 
bradycardia, pain 1md coughing. Multiple sessions are utilized within one day in order totitrate the stimulation 
parameters t•l ma;t:imum. These parameters are detennined by the physician afte•· review of data from 
previous clinical evaluation, which included efficacy and side-effects. The patient is maintained in the clinic 
area during this entire time, so the physician can immediately adjust the parameters as needed if adverse effects 
are observed. Additional 30-minute 1.4nits are used as appropriate. 

-----------·-------------------------------------------------------------------------
CLINICAL ·r:ESCR.TPTJON OF SE:tvtCE (This wodc description was NOT provided on the survey.) 

Description ofPrc"S~rvicc Work; 
Please see descripttion for primary code 9594X5(XX5) 

Description oflntra-Service Work: 
Please see description for primary code 9594XS(XXS) 

Description of Post-Service Work: 
Please see description for primary code 9594X5(XX5) 
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CPT/De,Cl"iptor: 9594X6 (XX6):Jectrnmc :maly•111 or In> planted neumstlm~latO~ plll$e genet~ tor \y<!f.:m; 

complex cnuWal no:~c no:uro6timulntur pl~U<- 2•mcrl&tor/tn&nsmittcr. with intr.wperatkoa or sub•aqu'"'t prn!p-amn>tne, 
o:tch additlorual 311 minute• after fir!lt huur (04/98) P~tgl! 2 

SURVEY DATA 
Specialty(s); American Academy of Neurology 
Type of Survey: Random 

Survey n: 41 RVW PRE INTRA 
tolal total 
m•n min 

Response: 25 
Rate%: 61'% 

low 0.45 ". ., 
10 

25th% 1.50 

MEO 2.10 

75th% 3.00 

high 8.00 

KEY REFERENCE SERVICE(S). 
1998 RVW Global CPT 

:30 

10 30 

45 

180 

Descriptor 

HOSP OFF 
total total 
min min 

~ ·~ ,;., '~·; ~~·· ..... ~<~>- >~· > ....... :·· ......... ·:·~ ~ \ .... ~ ~ .. ,,. 
-' ""''">< ::::. ~ ~ ':. . ' -.. ~ ·~... ~· ,,!. .... > ·-· 
10" n/a 

~~~~j~~~ .... ~ .. > . ' 
'' .. ' v ~. ~ .. v 

•'' .. ,, < ,, 

Same ICU Hosp. • Other Disc::hg Office 
day day 
total total 
min min 

, total ,; to till , total 
visits mln visit rr:in visits min 

s 
,..,.!-=t>.> .... :.~ -.......... -~ -· ~)~ .. , >N , ~~ •» > .. > .. ..... , .... ---', >"t ~ ... .r~· '"' >' • ~ > i'. ' ~-: i' • ~> .... 

~ ~~;~~: ~:· '" ...... ,. .... ... "' .. ' ~ ... . . ........ --· --- --- > • ' .. ~ ... ,_ .. 
10 n/a I n/a 

n/:.:1 
n/a n/a n/a nJa 

.: ~ ~ ~ 
,, ·-- ' '• 

,, , " ,. 
" ~ .. ~ :- ·~ ; ', 

' -~>.- .. : " .... 0:<' 
'~~ ... ) .. 

1.54 XXX 95861 
3.21 XXX 95962 

Needle electromyography, two extremities and related paras pinal areas 
Functional cortical mapping by stimulation of electrodes on brain surface, 
or of depth electrodes, to provoke seizures or identify vital ccrtex; each 
additional hour ofphysician attendance 

Time Estimataa (Medtarn) 

PRE-service 

INTRA-service 

POST -service 

Mental Effort and Judgment 

The number of possib'e diagnosis and/or the number 
of management options that must be considered 
The amoun1 and/or complexity of medrcal records, diagnostic tasts, and/or otl'ler 
Information that must be obtained reviewed and analy4ed 

Urgancy of medic.'11 decision making 

Technt.-:al Sl<llllphystcal Effort 

Technical skill required 
Phy5ic:al effort r"'1ulred 

Psyehologteal Stress 

The risk of significant cor:nplications, morbidity 
and/or mortality \ 

Outcom• dlilpands on skill and judgment of physician 

Estlm~tad r~sk of malpractic~J suit wstn poor outcome 

Time Segmento 

PRE-selJ'Vice intensity/complexity 
INTRA-servJce intensrty c:omple:llty 

POST -service lnteonsity comple.xity 

I 
I 
I 

I 
I 

l 

l 
l 

Mean 
lntana.ty/ComplctXJty Measure$ 

XX6 95962 95861 

10 I 30 l 10 

30 ·-SO 30 

10 15 3 

3.64 4.53 3.60 

3.80 4.53 3.20 

3.56 4.47 3.00 

4.00 4.82 4.20 

2.76 3.18 2.80 

3.48 I 4.35 I 2.20 

I 
3.96 ! 4.71 4.00 

3.48 I 4.12 2.20 

3.17 I 3.87 3.20 

3.96 4.71 3.80 

3.29 2.93 2.75 
'---·-- l 
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CPTJD~cnptor: 9594X6 (XX6);1ectr,l11ic :mal~ls oflmpl•n~l ne\.rv&cim\llato.r pube e;enn":ltor ~em; 
cumplc-x c.n&Aial nc~c neurostimu.i.ator pul•e !Cnerator/tT:m.mdtter, wltb tntraopel'l&ti.Vc ur aubs.,..w:nt pru2r.uwnin2, 
each additional 3fl minute~ at'lel' 11r~ llnUI' 

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

(04/98) Pngc:3 

Those respondtng to the survey were not comfortable with th~ rcfc=r~ce services provided. There was polarity in the1r 
responses, wt:jch also underscores that this is a service which docs not relate well to many other cod~s with which these 
physicians af;! familiar. · 

RATIONALE 
Code XXo is for 30 minutes of programming codmg. The physician's role is ttrtrate the stimulation patterns for the 
ma:«imum eftect Wlth the patient and tbcir comfort. The mcdJ.an RVW from thls survey was 2.10. Key :reference 
services of respondents were 95962, functional cort1cal mapping b;)6tl'umlating the br.un surface. This nas an RVW of 
3 .21. The other frame of reference w~s needle electromyography. 95 86 l, testing two cxtrcrmbcs and rclatq:hraspmal 
areas. TI1e RVW for this serv1ce is 1.54.The recommended RVW for .XX6 is 1.7. 

ADO!TlONAL RATIONALE 

Code XX6 is :m c~tcnsion ofXX5 for :m add1t1onal 30 m:inutes of complex programm1ng with thccurostunulator. As 
outlined abo-...:, the programmins is complex because it involves:itratins the therapy both ~ainst anticipated clinical 
responst: and acute adverse events. The recommended RV\V for XX6 iJ> 1. 7. 

The number (:f survey responses for codes XXS and XX6 was 26. While this was a disappoim:ing result, those who 
respon'd~d to ~.he survey clearly understood th~ complexity and difficulty of~e codes in their respon.s~s This 
und~rstanding was further evidenced m their frequent identificatlon or .. cross-walk" ofXX5 with code 95829, 
electrocorticogram at surgery (which involves mapping the brain tor epilepsy surgery), with an RVW of 6.21. XX6 was 
"cross-walk~d" wirh 95962, with an RVW of3.21, wh1ch is cortical mappins of the brain with surface electrode 
stimulation. We pr.op·:>se to use the 21' percentile value to reconunend the above:: RVW amounts. T'ncse proposed 
values are very conservative recommendations, bas~ both on the compleXlty ofth~s~;; procedures a..1d ou the cross-walk 
codes of highest fa:niliaritv and exuerience 

FREQVENC'r INFORMATION 

l. How was t..ris service previously reported? 

95999 -Unlisted procedure 
95920 (intraoperative evoked potential) with 63691 ~euro~1imuJator) 

2. How often 'do physicians in your specialty perform this servic~::? 

0 Commonly X_Sometimes C! Rarely 

3. Estirnat~ the nurnbcr of times thiS service might be provided nationally in a on~;-ycar pcnod? 

7,500 

4. Is this service perfonned by many phy:;icians across the United States? 

X_ Yes 0 No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Fourth Level Neonatal Intensive Care 

A new CPT code, 99298, Subsequent neonatal intensive care, per day, for the evaluation and management of the recovering 
very low birth weight infant (less than 1500 grams) was developed to describe the physician work involved in Fourth Level 
neonatal. intensive care. CPT 99298 is an Evaluation and Management service provided by pediatricians, neonatologists, 
pediatric surgeons, and pediatric critical care physicians in a newborn or pediatric intensive care unit. This service is similar 
to the key reference services in that it represents E/M work "per day." The service is global (24 hours) and bundled. Unlike 
99232 Subsequent hospital care, Level II Visit (work RVU = 1.06), 99233 Subsequent hospital care (work RVU = 1.51) and 
99222 Initial hospital care (work RVU = 2.14), this service is provided to a seriously ill neonate requiring intensive 
monitoring, observations, and therapeutic interventions which exceed the capacity of standard medical surgical units and 
requires specialized medical training. Also, while very similar to the 99297 Subsequent neonatal critical care (work 
RVU =4.00) code, 99297 is reserved for critically ill neonates. The 99233 code is utilized for stable children on medical 
surgical pediatric floors. The services performed and reported under 99298 would be appropriate for the premature infant 
(weighing less than 1500 grams) who is recovering from the critical phase of their illness. 

Code 99298 bridges the gap between 99297 and 99233. In valuing the physician work, over 145 physicians responded with 
survey information. The survey median was 2.75 and is recommended by the RUC. The value, which falls midway between 
the RVWs for CPT 99297 (4.00) and CPT 99233 (1.51), reflects the differences in intensity and complexity of a very low 
birth weight neonate, who is not critically ill, but also who is not stable and requires intensive care. 

The RUC supports this rationale and recommends a work RVU of 2.75. 

CPT five-digzt numeric codes, two- digit modifiers and descriptions only are copyright by the American Medical Association. 1 



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

•99298 ZZl Subsequent neonatal intensive care, per day, for the evaluation and 
management of.the recovering very low birth weight infant (less than 

XXX 2.75 1500 grams) 

Very low birth weight neonates who are no longer criticall:y ill continue 
to reguire intensive cardiac and respiratory monitoring, continuous 
and/or freguent vital sign monitoring 1 heat maintenance 1 enteral and/or 
parenteral nutritional adjustments 1 laborator:y and ox:ygen monitoring 
and constant observation b:y the health care team under direct ph:ysician 
SUQervision. Neonates of this level of care would be expected to reguire 
infreguent changes in respiratory, cardiovascular and/or fluid and 
electrolyte therapy as those induced under 99296 or 99297. 

This code encompasses intensive care provided on days subseguent to 
the admission date 

CPT five-digit numeric codes, two- digit modifiers and descriptions only are copyright by the American Medical Association. 2 
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AJ.V!A/SPECIALTY SOCIETY RVS lJPDATE PROCESS 
SUVfMA.RY OF RECOMME~TIA TION 

4/15/1998 2.57 08 PM Page 2 of 5 

(Apnl1998) 

CPT Code: 9929X(ZZ1) Global Period: XXX Recommended RVW: 2.75 

CPT Descriptor: Subsequent neonatal intensive care, per day, for the evaluation and management of the recovenng 
very low birth weight infant Oess than 1500 grams) Very low birth weight neonates who are no longer critically ill contmue 
to require intensive cardiac and respiratory monitoring, continuous and/or frequent vital sign monitoring, heat maintenance 
enteral and/or parenteral nuttitional adjustments, laboratory and oxygen monitoring and constant observation by the health car~ 
team under direct physician supervision. Neonates of this level of care would be expected to require infrequent changes in 
respiratory, cardiovascular and/or fluid and electrolyte therapy as those induced under 99296 or 99297. This cod.:: 
encompasses inte.ruive care provided on days subsequent to the admission date. 

Vignette Used in Survey: 
A 1100 gram, 30-week preterm infant is now three weeks of age and weighs 1200 grams. The child was ventilated from buth 
and receiVed two doses of surfactant By seven days of age, the neonate was extubated and is now on a nasal cannula of one
fourth liter of oxygen. His umbilical venous and arterial catheter were removed at 10 days of age. A percutaneous central 
venous line was then placed for total parenteral nutrition. F eedmgs were began at 1 0 days of age and he is now receiving 7 5% 
ofhis total caloric requirement by the enteral route. He has been moved from a radiant warmer to an isolette for continued 
heat maintenance. H.:: was started and maintained on antibiotics for the first seven days. All cultures were subsequently 
negative. His initial ultrasound examination on day three detected a grade one subepend:ymal bleed; a repeat study on day 
seven showed progression into the ventricles with dilation on the right side. His most rece.nt chest radiograph is compatible 
with mild chronic lung disease. He has completed a smgle short course of steroids. His :first eye examination demonstrated 
Grade I ROP. Th<.: infant continues with recurrent episodes of apnea and was placed on caffeine therapy. His family lives 
60 miles from the :N1CU and visits two to three times weekly. A reVIew of the child's flow sheet, discussion with the nursing 
st.aff; a complete ph) "Sica! e~on, review of laboratory and medical im.a9ng data and conversations with the family occur 
daily. The referring physician is updated by telephone twice a week. 

CLINICAL DESCRIPTION OF SERVICE (This work description was .:-;oT provided on the survey.): 

Description 9fPre-Service Work: 
Preparing to see the patient includes: obtaining and reviewing the results of any lab work and/or radiologic studies; reVIeW!Ilg 
the intensive. care 'flow sheet and discussing the patient's status with the bedside nurse; and communicating with other 
professionals, as appropriate. 

Description of Intra-Service Work: 
A complete exmrination of the head, eyes, nose, mouth, chest, lungs, heart, abdomen, genitals, rectum, joints, spme, 
eA1remities, and a neurologic appraisal of movement, reflexes, cranial nerves, and degree of arousal and reactivity. All attached 
monitors and tubes are checked for secure placement and proper function. 

Description of Post-Service Work: 
Post-service work includes all coordination of care, documentanon, and telephone calls with the patient, family members or 
other health professionals including; writing the daily TPN orders after recovery and or writing new feeding orders; ordenng 
daily laboratory and imaging srudies, as necessary; documenting care changes in the patient's chart and verbally with the nursmg 
staff; speaking \Y1th the family in person or by telephone; and updating the referring physician. 
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CPT/Descnptor: 9929X(ZZ1) Subsequent neonatal intellSlve care, per day, for the evaluat:on and management 
ot the recovenng very low birth weight infant (less than 1500 rnuns) (04/98) Page 2 

SURVEY DATA: 

Survey n: 

Response: 

Rate%: 

425 
145 

34% 

Specialty(s): American Academy of Pediatrics; American Pediatric Surgical Association 

PRE INTRA POST 
total total total 

RWI min 

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

PRE INTRA POST ::X per 
total totai total 

CPT Code Resp n RVVI/ mrn min mrn med 

9929X 145 2.75 10 30 20 250 
99222 36 2.14 15 30 15 60 
99232 50 1.06 5 15 15 201 
99254 27 2.64 10 40 33 89 
99297 77 4.00 15 30 30 300 

KEY REFERENCE SERVICE(S): 

1998RVW 
2.14 

1.06 

1 51 

2.64 

4.00 

XXX 

XXX 

XXX 

XXX 

CPT 
99222 

99232 

99233 

99254 

99297 

Descriptor 
Initlal ho:spllal care. pet day, for the evaluwon and management of a patient, which requtrcs these three key components. 
a comprehensive lustory •• a comprehensive exarrur.atlon - and medical deCiSion ma.kmg of moderate complexity 
Cwnscl:ng and/or coordmat!on of care with other provtders or agencieS arc provided consiStent With the nature of the 
problern(s) and the patlcrt's and/or fanuly's needs. Usually, the problcm(s) requirmg admission are of moderate seventy 
PhysiCians typically spend 50 mmutes at the bedside and on the patient's hosprtal t1oor or urut. 
Subseq.Jcm hospital care, per day, for the evalua.tJon and management of a pwcnt, w!uch requires at least two of these 
three key components: an expJ.nded problem fccused ll1tervallustory •• an expanded problem focused exarrunation •• 
medical decisron ma.kmg of moderate complexJty. Counselmg and/or coordinauon of care with other providers or 
agencies arc provrded consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the 
pauent is respondmg rnadequately to therapy or has developed a mmor comphcauon. Physrcrans typically spend ~5 
minutes at the beds1de and on the pauent's hosprtal t1oor or urut. 

Subsecperthosprtal care, per day, for the evaluauon and management of a patrent, w!uch requ1res at least two of these 
three key components. a deta.rled mterval lustory - a deta.rled exarrunation •• medical decision ma.kmg of !ugh 
complClClty. Counseling and/or coordination of care With other providers or agencres are provrded consrstent wrth the 
nature of the problem(s) and the pauent's and/or fa.rruly's needs. Usually, the pwent rs unstable or has developed a 
Slgmjcant complicauon or a srgniticant new probiem. Physicians typrcally spend 35 mmutes at the bedside and on the 
pauent's hospital floor or urut 
Irutial inpatrent consultation for a new or e~tablished pwent, wluch requrres three key components a comprehensrve 
history - a comprehensive exammauon - and medical dccisron ma.kJng of moderate complcxtty. Counsclrng and/or 
coordtnat.ton of care wrth other provrders or agencies are provrded consrstent with the nature of the problem(s) and the 
pallc:X's andlort2nuly's needs. Usually, the presenting problcm(s) are of moderate to !ugh seventy. Physrcians typ1cally 
spend 80 mrnutes at the bedsrde and on the patrent's hosprtal t1oor or unrt. 
Subsecpert neonatal mtensrve care, per day, for the eva!uaucn J.nd management of a .:nttcally rll though stable neonate 
or infant 
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CPT /Descriptor: 9929X(ZZ1) Subsequent neonatalmtens1ve care, per day, for the evaluatton and management 

of the recoverin!l verv low birth weight infant (less than 1500 QI'ams) (04/98) Page 3 

9929X 9929X 

Mental Effort and Judgment total AAP 

The number of poss1ble d1agnos:1s and/or the number of 
3 80 3.71 management opt1ons that must be cons1dered 

The amount and/or compleXIty of medical records, 
diagnostic tests, and/or other information that must be 3.74 3 64 
obtamed rev1ewed and analyzed 

Urgency of med1cal dec1s1on making 3 42 3 38 

Technical Skill/physical Effort 

Techmcal skill requ1red 3 40 3 49 

Physical effort required 3 12 3 18 

Psychological Stress 

The nsk at significant comp11cat1ons, morbidity 
3 83 3 86 

and/or mortality 

Outcome depends on skill and JUdgment of 
3 94 3.90 

phys1c1an 

Estimated nsk of malpractice su1t with poor 
3.93 3 91 outcome 

Time Segments 

PRE-serv1ce mtens1ty/complex1ty 3 19 3 10 

INTRA-serv1ce 1ntens1ty complexity 3.76 3 72 

POST-serv1ce intensity complexity 3 19 3 12 

Mean 
Intensity/Complexity Measures 

9929X 
99297 99232 99222 APSA 

3.70 4 25 2.87 3 63 

3.64 4.20 2.67 3.60 

3 39 4 01 240 3 57 

348 390 J 250 I 3 20 

3 19 3 71 I 2.35 I 3 20 

3 84 424 2.59 3 51 

3.87 4.40 298 3.65 ° 

3 89 4 06 2.85 3 60 

3 13 3.64 2 41 334 

3.72 4.10 262 3.74 

3.12 3 45 2 41 3 11 

99254 

3 65 

3 65 

3 38 

3 28 

I 312 

3 32 

372 

3 35 

2 82 

3 85 

3 04 

RELATIONSHIP OF CODE BEll'l'G REVIEWED TO KEY REFEREI\"CE SERv"ICE(S): Compare the pre-, mtra-, and 
post-service time and the intensJ.ty (mental effort and judgment, techrucal slall & phySlcal effort; and psycholog~.cal stress) of the serv~ce you are rating 
to the key reference services !Jsted above. 

CPT 9929X(ZZ1) i:: an evaluation and management sei"\Iice provided by pediatricians, neonatologists, pediatric surgeons, and 
pediatric critical care physicians in a newborn or pediatric intensive care unit. This sei"\Iice is similar to the key reference 
:>el\lices in that it represents .EJM work "per day." However, in contrast to 99232, 99233, and 99222, this sei"\Iice is provided 
to a seriously ill neonate requiring intensive monitonng, observation and therapeutic interventions, which exceed the capacity 
of stand.arq medical surgical units and requires specialized medical training. 

The intensive monitoring, observation, and therapeutic interventions required of CPT 9929X(ZZ1) is most similar to CPT 
99297, however the neonate is not "cntically" ill by accepted medical terminology. The critical care codes are, as stated, 
reserv-ed for critically ill patients. The most difficult group of infants to classify into critical care or subsequent routine hospital 
care groupings haw been the small premature infant recovering from the critical phase of their illness. Though not meeting 
commoru'y held definitions of "critically ill," they are snll not healthy "feeding and growing" mfants. It is this group of patients 
that wocld appropri.:u:ely be included under new code 9929X(ZZ1), a code which bridges the gap between 99297 and 99233. 

The survey medi~n RVW of 2. 75 is recommended. This value, which falls midway between the RVWs for CPT 99297 
(4.00) and CPT 99233 (1.51), reflects the differences in intensity and complexity of the very low birth weight neonate, who 
is not critically ill, but also who is not 'stable and requires intensrv·e care. 

ADDITIONAL R~TIONALE (eo;, If recommended R VUs are based on an altemattve method ~rutead of the survey results): 
None. : -

I 
I 
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CPT/Des.:nptor: 9929X(ZZ1) Subsequent neonatal mtensive care, per day, for the evaluallon and management 

of the recovenn!l verv low birth weight infant (less than 1500 ~arns) (04/98) Pal!e -1-

FREQUENCY LWORJ.'\IIA TION 

1. How was this service pt"eviousiy reported? 

99297 or 99233 

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

t/ Commonly Sometimes Rarely 

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

There are 4 million deliveries in the United States each year. Of this total, an estunated 10% 'W1ll require some level of 
intensive care, with 0.8% classified as very low birth weight (less than 1500 gra.m.s). The neonatal critical care/seriously ill 
codes (99295-99297) are commonly applicable until the newborn reaches 34 weeks of gestation. LOS for this population 
is dependent upon gestational age at birth. Therefore, the number of days new code 9929X may be applicable is difficult 
to determine. This code will replace some percentage of frequency for both 99297 and 99233. 

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

t/ Yes No 

\ 
\ 



RUC/HCPAC Review Board 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Physical Medicine and Rehabilitation 

A CPT code was established to describe Manual Therapy Techniques, including mobilization and manipulation. The primary 
users of the new code are expected to be physical and occupational therapists who are often restricted in the use of Osteopathic 
and Chiropractic Manipulative Technique codes (989XX series of codes). Additionally, the code is a better way to describe the 
services that cover a spectrum of manual techniques used by physical and occupational therapists. The new code is 97140 
Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manual traction), or one or more 
regions, each 15 minutes. The use of each 15 minutes allows the service to remain consistent with other therapeutic procedure 
codes in the Physical Medicine and Rehabilitation section of CPT 1998 [97110 Therapeutic procedure, one or more areas, 
each 15 minutes; therapeutic exercises to develop strength and endurance, ranger of motion and flexibility, and 97116 
Therapeutic procedure, one or more areas, each 15 minutes; gait training (includes stair climbing). The new code 97140, 
which will replace five codes currently in use [ 97122,97250,97260,97261,97265] was developed after two years of discussion 
of the Manual Manipulative Techniques Workgroup who recommended distinct coding nomenclature for OMT, CMT and 
manual therapy techniques performed by physical therapists and occupational therapists. 

The HCPAC Review Board questioned the cross specialty relativity of the proposed RVU of 0.50 compared to the 
Chiropractic Manipulative Techniques and Osteopathic Manipulative Technique codes, although they understood the 
recommendation was related to the family of Physical Medicine and Rehabilitation CPT codes. It was noted that the primary 
reference codes CPT 97110, 97250 Myojascial release/soft tissue mobilization, one or more regions, and 97265 Joint 
mobilization, one or more areas (peripheral or spinal) have work values of 0.45. This was also the 25m percentile of the 
survey, which had a sample size of 97 physical and occupational therapists. The HCPAC Review Board agreed that a work 
value of 0.45 was an appropriate recommendation for 97140 as it allowed appropriate rank order to be maintained in the 97000 
series of codes. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT CPT Descriptor Global WorkRVU 
Code Period Recommen-
(•New) dation 

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength XXX .45 
and endurance, range of motion and flexibility 

(no change) 

97122 traction, maRYal XXX N/A 
(97122 has been deleted. To report, see 97140) 

97250 Myofaruial r~lease/soft tissy~ mobili~ation, one or more regioRs XXX N/A 
(972550 has been deleted. To report, see 97140) 

97260 MaRi~wlatioR (r;;~n,ical, thoraciru, lwmbosacral, sacroiliac, ha1~d, wrist) (se~arat~ ~rocedwre ), p~rf9rmed by XXX N/A 
~R~'sician; on~ ar~a 

97261 ~ach additioRal ar~a XXX N/A 
(97260, 97261 have been deleted. To report, see 97140) 

97265 JoiRt mobilizatioR, oRe or mor~ ar~as (p~riph~ral or spiRal) XXX N/A 
(97265 have been deleted. To report, see 97140) 

•97140 Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manual traction), XXX .45 
one or more regions, each 15 minutes 

CPT five-dtgit codes, two-digit modifiers, and descnptions only are copyright by the American Medical Associatton. 
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CPT Code: 97XX1 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOI\1IYIENDATION 

Tracking Number: YYl Global Period: XXX Recommended RVW": 0.50 

CPT Descriptor: Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, 
manual traction), one or more regions, each 15 minutes 

CLlNICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 36 year old male presents with neck, shoulder, and upper back p.:.in, severe muscle 
guarding with limited range of motion which has developed grsdually over the past 2 months, but became more 
severe recently after lifting his child. Testing identified ~eg:menta.l hypornobilities at the facet joints of C4-5, 
CS-6 and C7-Tl, and anterior glenohumeral joint with hypomobility of inferior glide of the glenohumeral joint, 
along with myofascial trigger points palpated along the left cervical paraspinal region, upper trapezius, levator 
scapula and infraspinatus muscles 

Description of Pre~Service Work: Review medical records for prior treatment, preparation of treatment area and 
patient, communication with other health care professional team members, discussion with family, contact with 
physician for an exchahge of infonnation. 

Description of Intra-Service Work: Therapist places patient in a supine position, followed b;r passive testing of 
soft tissue extensibility, gross and segmental range of motion, capsular restrictions, level of muscle guarding and 
level of pain in the lower cervical, upper thoracic and glenohumeral regions. Level and type of restrictions are 
identified. Therapist initiates treatment incorporating isolated spinal and peripheral manual j•)int and soft tissue 
techniques to the cervical, scapular and shoulder areas. This includes myofascial release, ..nuscle energy and 
passive stretch; manual traction, passive intervetebral mobilization/manipulation, glenohwneral inferior glide, as 
well as capsular oscillations and stretch. The goal of this intervention is to active pain free lower ·:ervicallupper 
thoracic range of motion, increase extensibility of the myofascial tissue of the cervical and upper quarter region 
and facilitate the return to functional activities . 

.. 

Description of Post-service Work: Documentttion of treatment including the components of the care provided, 
any changes in the patient's status and future plan of care, contact with physicians on patient's progress, contact 
with other health care professionals and family. 

--------



SURVEY DATA: 

-'( .. Organization: American Physical Therapy Association and American Qcgmational Therapy Association 

Sample Size: 574 Response Rate:(%): 97 (17%) Initial Median RVW: 0.45 Final Median RVW: 0.50 

Type of Sample (Circle One): r.mdom&enience. Explanation of sample size: _...:..:nlr..=a,_ __ _ 

25th Percentile RVW: 0.45 75th Percentile RVW: 0.60 Low: 0.30 High: ...;.:4;.:...72:..::--__ 

Median Pre-Service Time: 5 minutes Median Intra-Service Time: 19 minutes 

25th Percentile Intra-Svc Time: 15 min 75th Percentile Ino:a-Svc Time: 30 min Low: 0. 3 rnin High: 65 mjn 

Median Rost-Service Time: Total Time Number of Visits 

Day of Procedure: 5 min 

ICU: 

Other Hospital: 

Office: 



CPT Code: -97XX~. u..=~l._ __ 

_,/:" KEY REFERENCE SERVICE (S}: 
{(~. 

CPT~ode CPT Descriptor RVW 
1) 97250 Myofascial release/soft tissue mobilization, one or 0.45 

more regions 
2) 97265 Joint mobil.ization, one or more areas (peripheral or 0.45 

spinal) 
3) 97110 Therapeutic procedure, one or more areas, each 15 0.45 

minutes; therapeutic exercise to develop Stteiicatb. 
and endurance, range of motion and flexibility 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including the data 
from the service that you are rating as well as the key reference services. 

INTENSITY/CO:MPLEXITY :M:EASURES CPT Code IW'enmce Reference 
Service 1 Servic:e2 

97XX1 97250 97265 
Time Estim.at~ (Median} 

I Median Pre-Time I I 5 IC 5 ! I 5 

I I Median Intra· Time II 19 II 15 II 15 

' 
I Median Post-Time I I 5 II 5 II 5 

Mental Effort snd Jud2!1ment lM.eanl 

The number of possible diagnosis and/or the number of I 5 II 4 ! I 4.5 
management options that must be consider~ 

The amoum and/or comple~ty of medical records, diagnostic 4 II 
teStS, and/or ocher information that must be revi¢Wed and analyzed 

3 II 4 

I Urgency of medical decision making II 3 II 3 II 3 

Technical Skl11/Phv~ Effort {Me!l1l) 

I Technical skill required II 5 ! I 5 I [ 5 

I Physical effort required II 4 II 4 II 4 

!2Ichol021011 Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4 II 3 II 4 
\ 

I OUtcome depends on the skill and judgement of provider II 5 ]I 5 IC 5 



~...I Estimated__;..; . .;___ns;;...;· ·Jc;...of:....mal---:p~racu:......::..;.'ce:....:su;,;;.;i;...t w:....ith::...:;..;poor~ourx:.==.;;ome~-----Jj._[ _4 __ _,~! ( 3 -:J .... I _4 __ _,~' I 

·c·. 
INTENSITY/CQMPLEXITY MEASURES CPT Code Reference Reference 

~nice 1 ~nice2 

Ttme Sel!!!ents (Mean} 

I Pre-Service intensity/complexity II 4 I [ 3 ][ 3 J 

! Intra-Service intensity/complexity ! [ 5 ! I 4 ![ 5 ] 

I Post-Service intensity/complexity I I 3 II 3 I [ 3 

ADDmONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 

FREQUENCY INFORMATION 

How was this service previously reported? Using CPT codes 97122, 97250, 97260, 97261. and 97265 

How often do providers in your organization perform this service? .X. Commonly _sometimes _Rarely 

Estimate che number of rimes this servke might be provjded nationally in a one-year period? 536.000 (1995 Bessl 

Do many providers perform this service across the United States? .X. Yes _No 

March 1998 

,( 
I' 



American Medical Association 
Physicians dedicated to the health of Amenca 

James G. Hoehn, MD 
Chairman 
AMA/Specialty Society RVS 
Update Committee 

February 23, 1998 

Barbara Wynn 

515 North State Street 
Chicago, Illinois 60610 

Health Care Financing Administration 
C-50223 
7500 Security Boulevard 
Baltimore, MD 21244 

Dear Ms. Wynn: 

312 464-5604 
312 464-5849 Fax 

The RUC has recently completed its February meeting where, among other issues, it considered 
work relative values for psychotherapy services. As you recall, the RUC's comments on the October 
31, 1997 Final Rule stated that the new HCF A psychotherapy codes would be reviewed by the RUC 
in February of 1998, and that we would like to reserve the ability to comment on these services at 
that time. We are now pleased to submit recommendations for the 24 psychotherapy codes. These 
recommendations are based on the cooperative efforts ofthe American Academy of Child and 
Adolescent Psychiatry (AACAP), The American Nurses Association (ANA), the American 
Psychiatric Association (APA), the American Psychological Association (ApA), and the National 
Association of Social Workers (NASW). 

Codes 90804 - 90829 have replaced HCPCS codes G0071 - G0094 for CPT 1998 and the 1998 
Medicare Fee Schedule. The HCPCS codes had work RVUs assigned to them by HCF A. In April of 
1997 the RUC expressed concern that survey data were not available for all providers and 
subsequently recommended, in May of 1997, that the HCF A assigned relative values for the 24 
HCPCS codes be crosswalked over to the new CPT codes, and that they remain interim until a 
survey had been conducted by each of the professions that provide the service. The five 
organizations named above presented to the RUC a joint proposal based on survey data from all 
providers and a work neutral regression technique to eliminate inconsistencies among practice 
patterns. The RUC's recommendation on the 24 psychotherapy services represents an acceptance of 
a base value of 1.30 for 90804 and a method of adding the additional work of the other codes, 
derived from the regression analysis, to this code. The methodology and rational are described 
below. 

Four key relationships distinguish the psychotherapy codes: time; the provision of medical 
evaluation and management; the type of psychotherapy; and the setting. AACAP, ANA, and APA 
surveyed all24 services, while the 12 psychotherapy codes without medical evaluation and 
management were surveyed by ApA and NASW. The organizations contracted with The Lewin 
Group for assistance on the data collection and statistical analysis. The Lewin Group found that 
estimates of the four key relationships were not consistent across the surveyed codes. Differentials 
for the key relationships were in some instances negative, which is counterintuitive. The Lewin 
Group and the organizations hypothesized that some survey respondents may not have understood 
the logical relationship between the codes. It is also possible, given the number of different medical 

J5 0 Yean ,f Caringfi" thr c'""''Y 
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and non-medical specialties involved in the survey, that the respondents have different practice patterns, 
standards of care, and patient populations. A regression technique was applied to correct for inconsistencies in 
the survey results across the codes. 

Since regression methods have been rarely used at the RUC, the Chair directed the Research Subcommittee to 
examine the methodology prior to deliberation of the full RUC. The subcommittee found that the regression 
method was useful in situations where the survey data was inconsistent and where the work neutral approach 
had been used in the past. The goal of the regression analysis was to estimate the average incremental effect of 
ElM, time, type, and setting on a code's work RVU across all codes and all specialty groups. The estimated 
work effect for each relationship could then be applied to a base code to arrive at the work relative value for 
each service. The estimated work effects for each type of effect are as follows: 

Type of Effect Estimated Work Effect 
ElM 0.17 
Time ( 45-50) 0.69 
Time (75-80) 1.00 
Inpatient 0.04 
Interactive 0.12 

Work neutrality was used as a guideline for setting the base work RVU in two different ways. First, work 
neutrality was employed to ensure that the total work RVUs recommended for the 24 codes did not exceed the 
total median work RVUs from the survey. Second, work neutrality was used to keep the recommended total 
work RVUs in line with the total pool of work RVUs from the old codes (90842, 90843, 90844, and 90855) 
based on 1996 Medicare frequency data. To do this, frequency assumptions were required to crosswalk the new 
codes to the old. The recommended work relative values are also work neutral to the total pool of work RVUs 
projected from the HCPCS psychotherapy codes used during the first three-quarters of 1997. 

The base code is 90804, 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 90804 is currently valued 
by HCF A at 1.11 RVUs. The survey found a median work RVU of 1.25 and the regression analysis indicated a 
work RUV of 1.40. The work neutrality analysis comparing the total pool of survey RVUs to the pool of regression 
derived RVUs showed that the base RVU from the regression should be reduced by 0.10 work RVUs to 1.30. 
Therefore, the organizations recommended and the RUC has accepted 1.30 work RVUs for 90804. This 
recommendation is further supported by the current HCFA RVU for 90805 of 1.47. The only difference between 
90804 and 90805 is the provision of ElM. If the estimated work effect for ElM (0.17) is removed from 90805 the 
result is 1.30: the recommended work RVU for 90804. 

The RUC's recommendation is for an acceptance of 1.30 work RVUs for 90804 as the base and the additive 
methodology derived from the regression analysis. The addition of the estimated work effect to the base code 
allows the creation of a consistent work scale across all 24 psychotherapy codes. The RUC recommendations for 
each of the psychotherapy codes are as follows: 

CPT Descriptor Base E/M Time (45- Time (75- Inpatient Interactive Recommended 
Code Effect 50) Effect 80) Effect Effect Effect WorkRVU 

90804 Psytx, office (20-30) 1.30 1.30 
90805 Psytx, office (20-30) 1.30 0.17 1.47 

w/e&m 
90806 Psytx, office (45-50) 1.30 0.69 1.99 
90807 Psytx, office (45-50) 1.30 0.17 0.69 2.16 
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CPT Descriptor Base ElM Time (45- Time (75- Inpatient Interactive Recommended 
Code Effect 50) Effect 80) Effect Effect Effect Work RVU 

w/e&m 
90808 Psytx, office (75-80) 1.30 0.69 1.00 2.99 
90809 Psytx, office (75-80) 1.30 0.17 0.69 1.00 3.16 

w/e&m 
90810 lntac psytx, office (20- 1.30 0.12 1.42 

30) 
90811 lntac psytx, off 20-30 1.30 0.17 0.12 1.59 

w/e&m 
90812 lntac psytx, office (45- 1.30 0.69 0.12 2.11 

50) 
90813 lntac psytx, off 45-50 1.30 0.17 0.69 0.12 2.28 

w/e&m 
90814 lntac psytx, office (75- 1.30 0.69 1.00 0.12 3.11 

80) 
90815 lntac psytx, off 75-80 1.30 0.17 0.69 1.00 0.12 3.28 

w/e&m 
90816 Psytx, hosp (20-30) 1.30 0.04 1.34 
90817 Psytx, hosp (20-30) 1.30 0.17 0.04 1.51 

w/e&m 
90818 Psytx, hosp (45-50) 1.30 0.69 0.04 2.03 
90819 Psytx, hosp (45-50) 1.30 0.17 0.69 0.04 2.20 

w/e&m 
90821 Psytx, hosp (75-80) 1.30 0.69 1.00 0.04 3.03 
90822 Psytx, hosp (75-80) 1.30 0.17 0.69 1.00 0.04 3.20 

w/e&m 
90823 lntac psytx, hosp (20- 1.30 0.04 0.12 1.46 

30) 
90824 lntac psytx, hsp 20-30 1.30 0.17 0.04 0.12 1.63 

w/e&m 
90826 lntac psytx, hosp (45- 1.30 0.69 0.04 0.12 2.15 

50) ,; 

90827 I ntac psytx, hsp 45-50 1.30 0.17 0.69 0.04 0.12 2.32 
w/e&m 

90828 lntac psytx, hosp (75- 1.30 0.69 1.00 0.04 0.12 3.15 
80) 

90829 lntac psytx, hsp 75-80 1.30 0.17 0.69 1.00 0.04 0.12 3.32 
w/e&m 

Thank you for the opportunity to comment on these services. If requested, we would be willing to meet with 
you during the refinement process this summer to further discuss this issue. 

Sincerely, 

~7~~.C) 
James G. Hoehn, MD 

cc: Bart McCann, MD 
Terry Kay 



January 13, 1998 

James Hoehn, MD 
Chairman, AMA/Specialty Society RVS Update Committee 
American Medical Association 
515 North State Street 
Chicago, Illinois 60610 

Dear Dr. Hoehn: 

On behalf of the five organizations that are signatories to this letter, we are pleased to present the 
consolidated results of our surveys related to the work values of the 24 psychotherapy codes. As 
requested by the RUC in April1997, the five organizations-- the American Academy of Child and 
Adolescent Psychiatry (AACAP), American Nurses Association (ANA), American Psychiatric 
Association (APA), American Psychological Association (ApA), and National Association of Social 
Workers (NASW) --conducted a survey of the 24 psychotherapy codes which were newly issued by 
HCFA for use in 1997. 

The process has been conciliatory and cooperative from the beginning. All24 codes were surveyed by 
AACAP, ANA, APA, while the 12 "pure" psychotherapy codes that do not include medical evaluation 
and management (E&M) were surveyed by the ApA and NASW. Each code (except for the six 
interactive codes) had two vignettes from which to choose-- an adult and child patient-- and each 
organization used the same list of reference services. It is important to note that the reference services 
did not include any of the previous CPT codes for psychotherapy (ie; CPT 90842, 90843, 90844, and 
90855) since that would have potentially skewed the results. 

In combining data from the survey responses, we have unanimously decided to use a budget neutral 
regression analysis for all of the elements of the survey. While we realize this has been rarely used by 
the RUC, we believe this is the best approach to take given the straight survey results. 

The Lewin Group, who was our consultant through the process, found that the estimates of the four key 
relationships were not consistent across the surveyed codes. As you may recall, the four relationships for 
the psychotherapy codes are: whether medical E&M services are provided with psychotherapy, the 
approximate length of the psychotherapy session (20-30 minutes, 45-50 minutes, or 75-80 minutes), the 
type of psychotherapy used (insight-oriented vs. interactive), and the setting in which the psychotherapy 
is performed (office/outpatient vs. inpatient/partial hospitalization/residential care). 



Lewin found that the differentials between these four factors varied greatly in the returned surveys, even 
sometimes showing negative relationships, which is counterintuitive. For example, the relationship 
between codes with E&M and without E&M ranged from a low of 0.00 to a high of 0.52. These 
inconsistencies led us to the use of budget neutral regression analysis so we could make full use of the 
survey information to build a coherent relative value scale for psychotherapy. This is certainly a goal of 
our organizations, which we hope is shared by the RUC. 

We look forward to discussing our survey results with you and the RUC members at the February 
meeting. 

S;;,ly~-
Ronald Shellow, MD 
RUC Advisor 
American Psychiatric Association 

la:t ~ . .;}MPCL ;t;fl) tFkS 

Sherry Barron-Seabrook, MD 
RUC Advisor 
American Academy of Child and Adolescent Psychiatry 

Eileen Sullivan-Marx, RN, PhD, SAAN 
RUC-HCPAC Advisor 
American Nurses Association 

N~c~dcoc~~~~ /hO ~ 
RUC Advisor 
American Psychological Association 

Mirean Coleman, ACSW, LICSW 
RUC Advisor 
National Association of Social Workers 

Enclosures 
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Overview 

• Background 

• Survey Findings 

• Regression Analysis: Purpose 

• Regression Analysis: Findings 

• Final Recommended Work RVUs for New 
Psychotherapy Codes 

• Discussion 
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Background 

• Before 1997: 4 codes for psychotherapy 

• For 1997: 24 codes to describe same services 

• Five groups- worked together to survey these new 
codes: 
~ American Academy of Child and Adolescent Psychiatry 

(AACAP) 

~American Nurses Association (ANA) 

~ American Psychiatric Association (AP A) 

~ American Psychological Association (APA) 

~ National Association of Social Workers (NASW) 

3 



Survey Purpose 

• The purpose of the survey was to derive estimates of work 
relative value units for the new psychotherapy codes: 

Office or Outpatient Inpatient, Partial Hospitalization, or Residential 
CPT Code Descriptor CPT Code Descriptor 

90804 20-30 minutes, no E&M 90816 20-30 minutes, no E&M 
90805 20-30 minutes, with E&M 90817 20-30 minutes, with E&M 
90806 45-50 minutes, no E&M 90818 45-50 minutes, no E&M 
90807 45-50 minutes, with E&M 90819 45-50 minutes, with E&M 
90808 75-80 minutes, no E&M 90821 75-80 minutes, no E&M 
90809 75-80 minutes, with E&M 90822 75-80 minutes, with E&M 

INTERACTIVE 
CPT Code Descriptor CPT Code Descriptor 

90810 20-30 minutes, no E&M 90823 20-30 minutes, no E&M 
90811 20-30 minutes, with E&M 90824 20-30 minutes, with E&M 
90812 45-50 minutes, no E&M 90826 45-50 minutes, no E&M 
90813 45-50 minutes, with E&M 90827 45-50 minutes, with E&M 
90814 75-80 minutes, no E&M 90828 75-80 minutes, no E&M 
90815 75-80 minutes, with E&M 90829 75-80 minutes, with E&M 

4 



Four Factors Defining New Psychotherapy 
Codes 

• Codes are distinguished by four factors: 
);;> Whether medical evaluation and management (E&M) 

services are provided with the psychotherapy 

);;> Length of the psychotherapy session 
- 20-30 minutes, 45-50 minutes, or 75-80 minutes 

);;> Type of psychotherapy 
- insight-oriented vs. interactive 

);;> Setting 
- office/outpatient vs. inpatient/partial hospitalization/residential care 

5 



Number of Final Responses 
by CPT Code and Organization 

At least 30 
responses per 
code 

CPT ANA NASW AACAP APA1 

#Sent 500 508 350 
90804 18 36 38 
90805 13 36 
90806 23 56 39 
90807 23 37 
90808 21 44 33 
90809 19 35 
90810 3 16 33 
90811 5 36 
90812 7 22 35 
90813 3 34 
90814 5 17 32 
90815 5 30 
90816 5 10 17 
90817 8 18 
90818 10 I 1 16 
90819 9 18 
90821 3 10 13 
90822 2 13 
90823 0 4 16 
90824 0 15 
90826 2 5 17 
90827 2 15 
90828 1 5 1 1 
90829 1 1 1 

Note APA I= Amencan Psychological Association 
APA2 = Amencan Psychmtnc Association 

400 
35 

43 

29 

29 

29 

22 

24 

26 

23 

20 

20 

20 

APA2 Total 

281 2039 
61 188 
61 110 
61 222 
61 I 2 I 
54 I 8 I 
50 104 
24 105 
25 66 
22 1 I 5 
22 59 
21 97 
22 57 
46 102 
52 78 
39 102 
44 71 
34 83 
35 50 
15 55 
15 30 
14 58 
15 32 
22 59 
23 35 
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Resp~nse Rates 
by CPT Code and Organization 

CPT ANA NASW AACAP APA1 

#Sent 500 508 350 400 

90804 3.60% 7.09% 10.86% 8.75% 
90805 2.60% 10.29% 
90806 4.60% 11.02% 11.14% 10.75% 
90807 4.60% 10.57% 
90808 4.20% 8.66% 9.43% 7.25% 
90809 3.80% 10.00% 
90810 0.60% 3.15% 9.43% 7.25% 
90811 1.00% 10.29% 
90812 1.40% 4.33% 10.00% 7.25% 
90813 0.60% 9.71% 
90814 1.00% 3.35% 9.14% 5.50% 
90815 1.00% 8.57% 
90816 1.00% 1.97% 4.86% 6.00% 
90817 1.60% 5.14% 
90818 2.00% 2.17% 4.57% 6.50% 
90819 1.80% 5.14% 
90821 0.60% 1.97% 3.71% 5.75% 
90822 0.40% 3.71% 
90823 0.00% 0.79% 4.57% 5.00% 
90824 0.00% 4.29% 
90826 0.40% 0.98% 4.86% 5.00% 
90827 0.40% 4.29% 
90828 0.20% 0.98% 3.14% 5.00% 
90829 0.20% 3.14% 

Note APA I= Amencan Psychological Association 
APA2 = Amencan Psych1atnc Association 

APA2 Total 

281 2039 
21.71% 9.22% 
21.71% 9.73% 
21.71% 10.89% 
21.71% 10.70% 
19.22% 8.88% 
17.79% 9.20% 
8.54% 5.15% 
8.90% 5.84% 
7.83% 5.64% 
7.83% 5.22% 
7.47% 4.76% 
7.83% 5.04% 
16.37% 5.00% 
18.51% 6.90% 
13.88% 5.00% 
15.66% 6.28% 
12.10% 4.07% 
12.46% 4.42% 
5.34% 2.70% 
5.34% 2.65% 
4.98% 2.84% 
5.34% 2.83% 
7.83% 2.89% 
8.19% 3.09% 

Response rates were 
highest for the most 
frequently provided 
codes. 
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Findings: Median Work RVUs by CPT Code 
All 

CPT Groups ANA NASW AACAP 

90804 1.25 1.33 1.88 

90805 1.40 1.40 

90806 2.00 2.00 2.24 

90807 2.12 2.10 

90808 3.43 3.43 3.62 

90809 3.50 3.60 

90810 1.35 1.30 2.05 

90811 1.40 1 77 

90812 2.00 1.50 2.30 

90813 2.50 3.00 

90814 3.40 2.70 4.00 

90815 3.43 2.90 

90816 1.40 1.40 1.63 

90817 1.50 1.35 

90818 2.05 2.12 2.50 

90819 2.30 2.60 

90821 3.15 2.70 3.50 

90822 3.40 2.35 

90823 1.50 2.07 

90824 1.50 

90826 2.28 2.32 3.50 

90827 2.80 2.75 

90828 3.20 2.14 3.50 

90829 3.50 3.65 

Notes APA 1 = Amcncan Psychologacal Assocaataon 
APA2 = Aanencun Psych1atnc Assoc1at10n 

1.28 

1.50 

1.95 

2.20 

3.43 

3.50 

1.35 

1.45 

2.00 

2.38 

3.38 

3.47 

1.30 

1.50 

2.07 

2.40 

3.15 

3.45 

1.70 

1.50 

2.50 

2.99 

3.20 

3.45 

APA1 APA2 

1.20 1.24 

1.40 

2.00 1.90 

2.10 

3.40 3.20 

3 43 

1.30 1.25 

1.40 

2.00 2.00 

2.55 

3.41 3.20 

3.43 

1.50 1.26 

1.50 

2.17 1.85 

2.30 

3.20 3.10 

3.40 

1.48 1.40 

1.51 

2.18 2.20 

2.75 

3.25 3.15 

3.50 
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Findings: Differentials {Over All Groups) 
T1me E&M 

CPT Differential Differential 
90804 
90805 0.15 
90806 0.75 
90807 0.72 0.12 
90808 1.43 
90809 1.38 0.07 
90810 
90811 0.05 
90812 0.65 
90813 1.10 0.50 
90814 1.40 
90815 0.9~ 0.03 
90816 
90817 0.10 
90818 0.65 
90819 0.80 0.25 
90821 1.10 
90822 1.10 0.25 
90823 
90824 0.00 
90826 0.78 
90827 1.30 0.52 
90828 0.92 
90829 0.70 0.30 

Interactive 
Differential 

0.10 
0.00 
0.00 
0.38 
-0.03 
-0.07 

0.10 
0.00 
0.23 
0.50 
0.05 
0.10 

Inpatient 
Differential 

0.15 
0.10 
0.05 
0.18 
-0.28 
-0.10 
0.15 
0.10 
0.28 
0.30 
-0.20 
0.07 

• Time differentials were 
relatively well reported, 
with generally higher work 
for more time. 

• However, the differentials 
for the other three 
characteristics were 
inconsistent across codes 
and at times even 
counterintuitive. 
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Regression Analysis: Purpose 

• The purpose of the regression analysis was·to 
estimate the average, incremental effects of E&M, 
session time, type of psychotherapy and setting on a 
code's work RVU. 

~ Across specialty groups 

~ Across codes · 

• This enables one to create a consistent work RVU 
scale by adding the average incremental effects of the 
above four factors to a base ·code value. 

10 



Regression Analysis: Findings 

Base Code 

90804 

Type of Effect 

E&M 
Time1 
Time2 

Inpatient 
Interactive 

Estimated Work Effect 

1.30 

0.17 
0.69 
1.00 
0.04 
0.12 
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How Analysis- Results Were Used to 
Develop Recommended Work RVUs 

Recommended Recommended 
CPT Calculations to Derive Scale Work RVU Scale CPT Calculations to Derive Scale Work RVU Scale 

90804 Base Code (1.30) 1.30 90816 90804 + Inpat~nt Increment (0.04) 1.34 
90805 90804 + E&M Increment (0. 17) 1.47 90817 90816+ E&Mlncrement(0.17) 1.51 
90806 90804 +Time I Increment (0.69) 1.99 90818 90816 + Time1 Increment (0.69) 2.03 
90807 90806 + E&M Increment (0. 17) 2.16 90819 90818 + E&M Increment (0. 17) 2.20 
90808 90806 + Time2 Increment (1.00) 2.99 90821 90818 + Time2 Increment (1.00) 3.03 
90809 90808 + E&M Increment (0. 17) 3.16 90822 90821 + E&M Increment (0. 17) 3.20 
90810 90804 +Interactive Increment (0.12) 1.42 90823 90816 +Interactive Increment (0. 12) 1.46 
90811 90810 + E&M Increment (0. 17) 1.59 90824 90823 + E&M Increment(O. 17) 1.63 
90812 · 90810 +Time I Increment (0.69) 2.11 90826 90823 +Time I Increment (0.69) 2.15 . 
90813 90812 + E&M Increment (0.17) 2.28 90827 90826 + E&M Increment (0. 17) 2.32 
90814 90812 + Time2 Increment (1.00) 3.11 90828 90826 + Time2 Increment (1.00) 3.15 
90815 90814+ E&Mincrement(O.J7) 3.28 90829 90828 + E&M Increment (0. 17) 3.32 

The scale for new psychotherapy codes is built up by adding the 
appropriate regression~estimated increment(s) to the base code. 
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Final Recommended Work RVUs for New 
Psychotherapy Codes 

' Office or Outpatient Inpatient, Partial Hospitalization, or Re~idential 
CPT Code Descriptor RVU CPT Code Descriptor 

90804 20-30 minutes, no E&M 1.30 90816 20-30 minutes, no E&M 
90805 20-30 minutes, with E&M 1.47 90817 20-30 minutes, with E&M 
90806 45-50 minutes, no E&M 1.99 90818 45-50 minutes, no E&M 
90807 45-50 minutes, with E&M 2.16 90819 45-50 minutes, with E&M 
90808 75-80 minutes, no E&M 2.99 90821 75-80 minutes, no E&M 
90809 75-80 minutes, with E&M 3.16 90822 75-80 minutes, with E&M 

INTERACTIVE 
CPT Code Descriptor RVU CPT Code Descriptor 

90810 20-30 minutes, no E&M 1.42 90823 20-30 minutes, no E&M 
90811 20-30 minutes, with E&M 1.59 90824 20-30 minutes, with E&M 
90812 45-50 minutes, no E&M 2.11 90826 45-50 minutes, no E&M 
90813 45-50 minutes, with E&M 2.28 90827 45-50 minutes, with E&M 
90814 75-80 minutes, no E&M 3.11 90828 75-80 minutes, no E&M 
90815 7q-80 minutes, with E&M 3.28 90829 75-80 minutes, with E&M 

Note: Results tested for budget neutrality and found to have no effect on aggregate 
Medicare spending for psychotherapy. 

RVU 
1.34 
1.51 
2.03 
2.20 
3.03 
3.20 

RVU 
1.46 
1.63 
2.15 
2.32 
3.15 
3.32 
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Discussion of Proposed RVUs 

• Regression analysis was chosen for the following reasons: 
~ It allows estimation of the average incremental effects 

across specialty groups and codes. 

~ It aggregates all the survey responses to derive the average 
etiects and create the scale. It thus yields greater statistical 
precision in estimating the average incremental effects of 
the four, defining psychotherapy characteristics. 

• The proposed scale is reasonable, with consistent 
relationships across codes. 

• Formal consensus across all five specialty groups was 
achieved on the proposed scale. 
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Tile Lewm Group 
9302 Lae Highway 
Swte 500 
Fa1rfax, VA 22031-1214 
703 218 5500/Fax 703 218 5501 

MEMORANDUM 

To: 

From: 

Elizabeth Sloan, AACAP 
Katherine Bradley, ANA 
Shelley Stewart, AP A 
Laurie Badanes Prather, AP A 
Mirean F. Coleman, NASW 

Al Dobson 
Margaret Harrison 
Laura Meyer 

January 5, 1998 

Subject: Explanation of analytic methods used to develop psychotherapy 
work relative value unit (RVU) scale 

The new, more-detailed set of psychotherapy codes was created by HCF A to 
better differentiate among various modalities for providing psychotherapy. These 
new psychotherapy codes are distinguished by four factors: whether medical 
evaluation and management (E&M) services are provided with psychotherapy; 
the approximate length of the psychotherapy session (20-30 minutes, 45-50 
minutes, or 75-80 minutes); the type of psychotherapy (insight-oriented vs. 
interactive), and finally, the setting in which the psychotherapy is performed 
(office/outpatient vs. inpatient/partial hospitalization/residential care). In order to 
assign relative work values to the new codes, it is necessary to determine the 
incremental work values of these four factors. If an incremental value for each 
factor is established, then it is possible to create the entire psychotherapy relative 
value scale by adding the increments in a logical sequence to a base value. 

When The Lewin Group analyzed the AMA/Specialty Society RVS Update 
Process Survey results, we found that the estimates of the four key relationships 
were not consistent across the surveyed codes. Exhibit 1 shows the differentials 
between codes for the four factors. Each differential is the difference between the 
given code's median RVU and the median RVU of the equivalent code without 
the factor (e.g., of a smaller time period, without E&M, insight-oriented rather 
than interactive, and office/outpatient rather than inpatient). 

Each set of differentials observed in the data showed high variability across 
codes-- sometimes even negative. For example, the relationship between codes 
with E&M and without E&M ranges from a low ofO.OO to a high of0.52. This 
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finding of inconsistent variability led us to explore potential methods to estimate 
the average incremental effects of the four factors so that we could make full use 
of the survey information to build a coherent relative value scale for 
psychotherapy. 

The technique we decided to use was regression analysis. Regression analysis is a 
standard analytic technique to determine the relationship between a dependent 
variable and a series of independent (explanatory) variables. In this case, the 
dependent variable was the final work RVU reported by survey participants. The 
independent variables were the differences in the four factors defining the codes: 
whether E&M is provided; whether interactive psychotherapy is provided, 
whether therapy is provided in an inpatient setting, and two time variables 
intended to capture the impact of the 45-50 minute time period and the 75-80 
minute time period relative to the base 20-30 minute time period. 

Through regression analysis the Lewin Group estimated the average effects of 
differences in E&M, time, type of therapy, and setting on psychotherapy work 
values. Although the regression model does not explicitly include mental effort, 
technical skill, and psychological stress, it is important to note that the model 
implicitly accounts for these effects because survey participants used these factors 
to derive their final work RVU estimates for each individual code. In addition, 
the regression model's intercept yielded an estimate of the base code's (90804) 
work RVU. CPT 90804 is defined as a 20-30 minute psychotherapy session, 
using insight-oriented therapy, performed in an office or outpatient setting, with 

. no medical evaluation and management services provided. We used standard 
statistical procedures to remove statistical outliers (extreme values) prior to 
running the regression analysis. Exhibit 2 contains a table presenting the 
estimated average effects and the estimated base-code work value. 

We then created the proposed RVU scale by adding the relevant increments for 
E&M, time, interactive therapy, and performance in an inpatient setting to the 
base code's work RVU estimate. For example, we began with code 90804 and 
added the estimated E&M increment to derive the value for 90805, then added the 
45-50 minute work increment ("Timel" increment) to 90804 to get a value for 
90805, and so forth. This process is displayed in Exhibit 3. The proposed scale 
itself is then presented in Exhibit 4. 

After creating the scale we explored the possibility of making the proposed scaie 
budget neutral with respect to the old psychotherapy codes using the 1997 RVUs 
and 1996 BMAD frequency estimates (the latest data available). We found that 
the impact of making the model budget neutral was negligible; the ratio needed to 
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enforce budget neutrality was 0.9996. This would have reduced our proposed 
scale by less than five-tenths of a percent (0.04%), which had no substantive 
impact on the proposed RVUs. 

There are many reasons why the Lewin Group chose regression analysis. First, 
regression analysis, as mentioned, provides a way to estimate average effects and 
create a consistent scale based upon the survey data. Second, the regression pools 
all the data together, both across specialties and across codes. This controls for 
differences in specialty response and also increases the sample size used to 
estimate the different effects. Regression analysis aggregates all the survey 
responses to derive the average effects and create the scale, rather than just using 
the survey responses for each code to estimate the RVU for a particular code. 
Thus, regression analysis yields greater statistical precision in estimating the 
impact of those factors underlying the construction of the new psychotherapy 
code set. 

The Lewin Group 97lm0030 



Exhibit 1 
Differentials in the Survey Medians for Psychotherapy CPT Codes 

Time E&M Interactive Inpatient 
CPT Differential Differential Differential Differential 

90804 
90805 0.15 
90806 0.75 
90807 0.72 0.12 
90808 1.43 
90809 1.38 0.07 
90810 0.10 
90811 0.05 0.00 
90812 0.65 0.00 
90813 1.10 0.50 0.38 
90814 1.40 -0.03 
90815 0.93 0.03 -0.07 
90816 0.15 
90817 0.10 0.10 
90818 0.65 0.05 
90819 0.80 0.25 0.18 
90821 1.10 -0.28 
90822 1.10 0.25 -0.10 
90823 0.10 0.15 
90824 0.00 0.00 0.10 
90826 0.78 0.23 0.28 
90827 1.30 0.52 0.50 0.30 
90828 0.92 0.05 -0.20 
90829 0.70 0.30 0.10 0.07 

The Lewin Group 



Notes: 

The Lewin Group 

Exhibit 2 

Regression-Estimated Work Effects 

Base Code Estimated Work Effect 

90804 1.30 

Type of Effect 

E&M 0.17 

Time1 0.69 

Time2 1.00 

Inpatient 0.04 

Interactive 0.12 

E&M = the RVU differential between a non-E&M code and 
the equivalent code with E&M. 

T1me1 = the RVU differential between a 45-50 minute 
code and a relevant 20-30 minute code 

Time2 = the RVU differential between a 75-80 minute 
code and a revelant 45-50 minute code 

Inpatient= the RVU differential between an inpatient code 
and the equ1valent outpatient code 

Interactive= the RVU differential between an interactive 
code and the equivalent insight-onented 
code. 



Exhibit 3 

Process Used to Calculate Recommended RVU Scale 

OUTPATIENT INPATIENT 
Recommended Recommended 

CPT Calculations to Derive Seide Work RVU Scale CPT Calculations to Derive Scale Work RVU Scale 
90804 Base, Code (1.30) 1.30 90816 90804 +Inpatient Increment (0.04) 1.34 
90805 90804 + E&M Increment (0.17) 1.47 90817 90816 + E&M Increment (0.17) 1.51 
90806 90804 + Time 1 Increment (0.69) 1.99 90818 90816 + Time1 Increment (0.69) 2.03 
90807 90806 + E&M Increment (0.17) 2.16 90819 90818 + E&M Increment (0.17) 2.20 
90808 90806 + Time2 Increment (1.00) 2.99 90821 90818 + Time2 Increment (1.00) 3.03 
90809 90808 + E&M Increment (0.17) 3.16 90822 90821 + E&M Increment (0.17) 3.20 
90810 90804 +Interactive Increment (0.12) 1.42 90823 90816 + Interactive Increment (0.12) 1.46 
90811 90810 + E&M Increment (0.17) 1.59 90824 90823 + E&M Increment (0.17) 1.63 
90812 90810 + Time1 Increment (0.69) 2.11 90826 90823 + Time1 Increment (0.69) 2.15 
90813 90812 + E&M Increment (0.17) 2.28 90827 90826 + E&M Increment (0.17) 2.32 
90814 90812 + Time2 Increment (1.00) 3.11 90828 90826 + Time2 Increment (1.00) 3.15 
90815 90814 + E&M Increment (0.17) 3.28 90829 90828 + E&M Increment (0.17) 3.32 

The Lewin Group 



Exhibit 4 

Final Recommended Work RVU Scale for New Psychotherapy Codes 

INSIGHT-ORIENTED 

Office or Outpatient Inpatient, Partial Hospitalization, or Residential 

CPT Survey Code Code Descriptor RVU CPT Survey Code Code Descriptor RVU 
90804 908:>..2 20-30 minutes, no E&M 1.30 90816 908x14 20-30 minutes, no E&M 1.34 

90805 908x3 20-30 minutes, with E&M 1.47 90817 908x15 20-30 minutes, with E&M 1.51 

90806 908x4 45-50 minutes, no E&M 1.99 90818 908x16 45-50 minutes, no E&M 2.03 

90807 908x5 45-50 minutes, with E&M 2.16 90819 908x17 45-50 minutes, with E&M 2.20 

90808 908x6 75-80 minutes, no E&M 2.99 90821 908x18 75-80 minutes, no E&M 3.03 

90809 908x7 75-80 minutes, with E&M 3.16 90822 908x19 75-80 minutes, with E&M 3.20 

INTERACTIVE 

CPT Survey Code _ Code Descriptor RVU CPT Survey Code Code Descriptor RVU 
90810 908x8 20-30 minutes, no E&M 1.42 90823 908x20 20-30 minutes, no E&M 1.46 

90811 908x9 20-30 minutes, with E&M 1.59 90824 908x21 20-30 minutes, with E&M 1.63 
90812 908x10 45-50 minutes, no E&M 2.11 90826 908x22 45-50 minutes, no E&M 2.15 

90813 908x11 45-50 minutes, with E&M 2.28 90827 908x23 45-50 minutes, with E&M 2.32 

90814 908x12 75-80 minutes, no E&M 3.11 90828 908x24 75-80 minutes, no E&M 3.15 

90815 908x13 75-80 minutes, with E&M 3.28 90829 908x25 75-80 minutes, with E&M 3.32 

The Lewin Group 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90804 Global Period: XXX Recommended RVW: 1.30 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 20-30 minute psychotherapy visit with an obsessive compulsive 29-year-old female 
on chlomipramine, last seen 6 weeks ago, who begins to uncontrollably pull her hair out after she is 
fired from her job. 

Vignette 2 Approximately 20-30 minute psychotherapy visit with a 12-year-old boy, major depr~ssion, single 
episode, who has been seen in outpatient psychotherapy for nine months, and is stable. Improvement 
on antidepressants. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 9.22% (188) Median RVW: 1.25 

25th Percentile RVW: 1.10 75th Percentile RVW: 1.60 Low: 0.71 High: 2.60 

Median Pre-Seryice Time: lQ Median Intra-Service Time: 30 

25th Percentile Intra-Svc Time: 25 75th Percentile lntra-Svc Time: 30 Low:~ High: 40 

Median Post-Service Time: 12. 



CPT Code: 90804 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 90862 Pharmacologic management, with no more than minimal medical psychotherapy. 0.95 
2) 99203 Office or other outpatient visit for the evaluation and management of a new 1.34 

patient, which requires these three key components: a detailed history; a detailed 
examination; and medical decision making of low complexity. Usually, the 
presenting problem(s) are of moderate severity. Physicians typically spend 30 
minutes face-to-face with the patient and/or family. 

3) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient and/or 

family. 
4) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

RELATIONSHIP OF CODE BEING RE'liEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-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. 

CPT Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90804 10 30 15 3 3 3 
90862 10 25 10 3 3 3 
90203 10 30 15 3 3 - 3 
99214 10 25 10 

..., 
3 3 .) 

99215 5 40 10 4 4 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90843 

How often do physicians in your specialtv perform this service? _1LCommonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 1.2 million (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90805 Global Period: XXX Recommended RVW: 1.47 

CPT Descriptor: 
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; with medical evaluation and management 
services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 20-30 minute psychotherapy visit with an obsessive compulsive 29-year-old female 
on chlomipramine, last seen 6 weeks ago, who begins to uncontrollably pull her hair out after she is 
fired from her job. Consider strategy for augmenting medication regimen. 

Vignette 2 Approximately 20-30 minute psychotherapy visit with a 12-year-old boy, major depression, single 
episode, who has been seen in outpatien-t psychotherapy for nine months, and is stable. Improvement 
on antidepressants. Patient beginning to ask about stopping medications. Consider altering 
medication and evaluating compliance. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to. Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation of laboratory or other 
medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatrv, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 9.73% (110) Median RVW: 1.40 

25th Percentile RVW: 1.25 75th Percentile RVW: 1.75 Low: 0.95 High: 2.50 

Median Pre-Service Time: .2. Median Intra-Service Time: 30 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Syc Time: 30 High: 40 

Median Post-Service Time: 15 



CPT Code: 90805 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 90862 Pharmacologic management, with no more than minimal medical psychotherapy. 0.95 
2) 90203 Office or other outpatient visit for the evaluation and management of a new 1.34 

patient, which requires these three key components: a detailed history; a detailed 
examination; and medical decision making of low complexity. Usually, the 
presenting problem(s) are of moderate severity. Physicians typically spend 30 
minutes face-to-face with the patient and/or family. 

3) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient and/or 

family. 
4) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90805 5 30 15 4 4 3 
90862 5 20 10 3 3 3 
90203 5 30 10 3 3 3 
99214 5 25 10 3 3 3 
99215 5 40 10 4 4 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90843 

How often do physicians in your sgecialty perform this service? .JL Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 1.4 million (Medicare) 

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: 90806 Global Period: XXX Recommended RVW: 1.99 

CPT Descriptor: 
Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office ~r outpatient 
facility, approximately 45 to 50 minutes face-to-face with the patient. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 45-50 minutes individual psychotherapy in office for 72-year-old woman with 
dysthymic disorder and dependent personality disorder, with COPD and congestive heart failure, on 
antidepressant medication, who made an overdose attempt four months ago but has been stable since. 

Vignette 2 Approximately 45-50 minutes individual psychotherapy in office for 16-year-old girl with panic 
disorder treated with cognitive behavioral therapy. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psvchiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 , Response Rate(%): 10.89% (222) Median RVW: 2.00 

25th Percentile RVW: 1.80 75th Percentile RVW: 2.50 Low: 1.08 High: 4.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 50 

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Svc Time: 50 Low: 35 High: 70 

Median Post-Service Time: .12 



CPT Code: 90806 

KEY REFERENCE SERVICE(S): 

CPT Code CPT OescriQtor RVW 
1) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

2) 99204 Office or other outpatient visit for the evaluation and management of a new 2.00 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 45 minutes face-to-face with the patient 
and/or family. 

3) 99205 - Offic'e or other outpatient visit for the evaluation and management of a new 2.67 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with the patient and/or family. 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, mtra-, 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 Code Median Median Median Median Median Median 
Pre-Time Intra-Time Post-Time Mental Effort Technical Psychological 

and Judgment Skill and Stress 
Physical 
Effort 

90806 10 50 15 4 4 3 

99215 10 40 10 3 3 3 
99204 10 45 17.5 4 4 3 
99205 10 50 20 4 4 3 

-

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

SEE ATIACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90844 

How often do physicians in vour SQecialty perfonn this service? _x_commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 3.4 million (Medicare) 

Is this service perfonned by many physicians across the United States? _X_Yes __ No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90807 Global Period: XXX Recommended RVW: f-.16 

CPT Descriptor: 
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; with medical evaluation ~nd management 
services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette I Approximately 45-50 minutes individual psychotherapy in office for 72-year-old woman with 
dysthymic disorder and dependent personality disorder, with COPD and congestive heart failure, on 
antidepressant medication, who made an overdose attempt four months ago but has been stable since. 
Consideration of co-morbid medical diagnoses, interaction of medication, and laboratory screening 

and interpretation. 

Vignette 2 Approximately 45-50 minutes individual psychotherapy in office for 16-year-old girl with panic 
disorder. Treated with cognitive behavioral therapy. Consider medication adjustment with tricyclic 
and alprazolam. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; perfonning an evaluation; counseling 
the patient; writing notes. 

Description ofPost-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 

- services provided; providing written or telephone reports to Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation of laboratory or other 
medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 

25th Percentile RVW: 1.99 

Median Pre-Service Time: lQ 

25th Percentile Intra-Svc Time: 45 

Median Post-Service Time: U 

Response Rate(%): 10.70% (121) 

75th Percentile RVW: 2.60 

Median Intra-Service Time: 50 

75th Percentile Intra-Svc Time: 50 

Median RVW: 2.12 

Low: 1.35 High: 3.68 

Low: 40 High: 65 



CPT Code: 90807 

KEY REFERENCE SERVICE(S): 

CPT Code CPT DescriQtor RVW 
l) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are ofmoderat~ to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

2) 99204 Office or other outpatient visit for the evaluation and management of a new 2.00 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 45 minutes face-to-face with the patient and/or family. 

3) 99205 Office or other outpatient visit for the evaluation and management of a new 2.67 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with the patient and/or family. 

4) 90847 Family medical psychotherapy (conjoint psychotherapy) by physician, with 2.21 
continuing medical diagnostic evaluation, and drug management when indicated. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90807 10 50 15 4 4 4 
99215 10 40 10 4 3.5 3 
99204 5.5 45 11 4 4 4 
99205 5 60 12.5 4 4 3 
90847 5 45 10 3.5 3.5 3.5 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90844 

How often do physicians in your SQecialtv perform this service? __K_Commonly __ Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 1.7 million (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90808 Global Period: XXX Recommended RVW: 2.99 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 75-80 minutes individual psychotherapy with established patient, a 41-year-old male 
with post-traumatic stress disorder. He has chronic complaints of insomnia, anxiety attacks with 
uncontrolled shaking, anger outbursts, and flashbacks to the events surrounding the death of his ~ife, 
killed" in a head-on collision while the patient was following in a separate vehicle. He feels 
overwhelmed and unable to meet the needs of either his children or his job. 

Vignette 2 Approximately 75-80 minutes individual psychotherapy in office for 17-year-old boy who discloses 
for the first time his worries that he is homosexual and expresses suicidal ideation. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description ofPost-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association. American Academy of Child 
and Adolescent Psychiatry. American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 8.88% (181) Median RVW: 3.43 

25th Percentile RVW: 3.00 75th Percentile RVW: 3.55 Low: 1.85 High: 5.50 

Median Pre-Service Time: lQ Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75, 75th Percentile Intra-Svc Time: 80 Low: 55 High: 120 

Median Post-Service Time: 20 



CPT Code: 90808 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
l) 99245 Office consultation for a new or established patient, which requires these three 3.43 

key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. 

2) 99205 Office or other outpatient visit for the evaluation and management of a new 2.67 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making ofhigh complexity. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with the patient and/or family. 

3) 90801 Psychiatric diagnostic interview examination including history, mental status, or 2.80 
disposition (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.) 

4) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a compre-
hensive examination; and medical decision making of high complexity. Usually, 
the problem(s) requiring admission are of high severity. Physicians typically 
spend 70 minutes at the bedside and on the patient's hospital floor or unit. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90808 10 80 20 4 4 4 

99245 10 80 20 4 4 4 
99205 12.5 60 20 4 4 3.5 

90801 10 60 15 4 4 3 
99223 10 70 10 5 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90842 

How often do physicians in your sgecialty perform this service? _x_commonly __ Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 136,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90809 Global Period: XXX Recommended RVW: 3.16 

CPT Descriptor: 
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; with medical evaluation and management 
services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 75-80 minutes individual psychotherapy with established patient, a 41-year-old male 
with post-traumatic stress disorder. He has chronic complaints of insomnia, anxiety attacks with 
uncontrolled shaking, anger outbursts, and flashbacks to the events surrounding the death of his wife, 
killed in a head-on collision while the patient was following in a separate vehicle. He feels 
overwhelmed and unable to meet the needs of either his children or his job. Consideration of 
comorbid diagnosis such as hyperthyroidism, laboratory screening and interpretation. Medication 
evaluation for anti-anxiety, antidepressant and/or sleep medications. 

Vignette 2 Approximately 75-80 minutes in individual psychotherapy in office for 17-year-old girl recently 
diagnosed with schizophrenia. She has stopped taking her medication, has become increasingly 
paranoid and has verbally threatened her family. Evaluate for co-morbid medical illness, laboratory 
screening and interpretation; consider change in medication. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Qbtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or -telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation of laboratory or other 
medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 9.20% (104) Median RVW: 3.50 

25th Percentile RVW: 3.28 75th Percentile RVW: 3.65 Low: 2.20 High: 5.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75 75th Percentile Intra-Svc Time: 80 Low: 60 High: 100 

Median Post-Service Time: 20 



CPT Code: 90809 

KEY REFERENCE SERVICE(S): 

CPT Code CPT DescriQtor RVW 
1) 99245 Office consultation for a new or established patient, which requires these three 3.43 

key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. 

2) 99255 Initial inpatient consultation for a new or established patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making of high complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend II 0 minutes at the bedside and on the patient's hospital floor or unit. 

3) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor/unit. 

4) 90801 Psychiatric diagnostic interview examination including history, mental status, or 2.80 
disposition (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.) 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90809 10 80 20 5 4 4 

99245 10 80 15 4 4 4 

99255 10 80 10 4 4 4 

99223 15 75 20 4.5 4 4 

90801 10 60 20 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90842 

How often do physicians in your SQecialtv perform this service? ....K_Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 56,000 (Medicare) 

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: 90810 Global Period: XXX Recommended RVW: 1.42 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical devices, a language interpreter, or other 
mechanisms of non-verbal communication, in an office or outpatient facility, approximately 20 to 30 minutes 
face-to-face with the patient. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 20-30 minutes of interactive psychotherapy with a 6-year-old boy who has oppositional
defiant disorder and whose tantrums and stubborn refusal. to follow instructions began after his mother's 
remarriage. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description ofPost-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 5.15% (105) Median RVW: 1.35 

25th Percentile RVW: 1.20 75th Percentile RVW: 1.80 Low: 0.65 High: 3.50 

Median Pre-Service Time: lQ Median Intra-Service Time: 30 

25th Percentile lntra-Svc Time: 25 75th Percentile lntra-Svc Time: 30 Low: 12. High: 40 

Median Post-Service Time: 12. 



CPT Code: 9081 0 

KEY REFERENCE SERVICE(S): 

~ 

CPT Code CPT Descriptor RVW 
1) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 

established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 25 minutes face-to-face with the patient 
and/or family. 

2) 99203 Office or other outpatient visit for the evaluation and management of a new 1.34 
patient, which requires these three key components: a detailed history; a detailed 
examination; and medical decision making of low complexity. Usually, the 
presenting problem(s) are of moderate severity. Physicians typically spend 30 
minutes face-to-face with the patient and/or family. 

3) 90820 Interactive medical psychiatric diagnostic interview examination. 3.01 
4) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90810 10 30 15 4 4 3 

99214 5 25 10 3 3 3 
99203 10 30 10 3 3 3 
90820 40 37.5 30 4.5 5 4 

99215 5 35 7.5 4 4 3.5 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your specialty perfonn this service? _x_ Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 23,000 (Medicare) 

Is this service perfonned by many physicians across the United States? _X_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90811 Global Period: XXX Recommended RVW: 1.59 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical devices, language interpreter, or other 
mechanisms of non-verbal communication, in an office or outpatient facility, approximately 20 to 30 minutes 
face-to-face with the patient; with medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 20-30 minutes of interactive psychotherapy for 9-year-old boy with attention-deficit 
hyperactivity disorder who, at times, refuses to take his stimulant medication and whose teachers have 
not reported a robust response to medication. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation' of laboratory or other 
medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 5.84% (66) Median RVW: 1.40 

25th Percentile RVW: 1.30 75th Percentile RVW: 1.80 Low: 1.05 High: 3.50 

Median Pre-Service Time: .2. Median Intra-Service Time: 30 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: 30 Low: lQ High: 40 
\ 

Median Post-Service Time: .11 



CPT Code: 9081 1 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 

1) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 25 minutes face-to-face with the patient 
and/or family. 

2) 99203 Office or other outpatient visit for the evaluation and management of a new 1.34 
patient, which requires these three key components: a detailed history; a detailed 
examination; and medical decision making of low complexity. Usually, the 
presenting problem(s) are of moderate severity. Physicians typically spend 30 
minutes face-to-face with the patient and/or family. 

3) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90811 5 30 15 4 4 3 

99214 5 25 10 3 3 3 
99203 10 30 15 3 3.5 3 
99215 10 40 10 4 4 3 

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

SEE ATIACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in vour specialtv perfonn this service? .Jl.Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 39,000 (Medicare) 

Is this service perfonned by many physicians across the United States? _X_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90812 Global Period: XXX Recommended RVW: 2.11 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 45-50 minutes of interactive psychotherapy with a 6-year-old girl with a history of 
separation anxiety disorder. Although she is sleeping better, she is still frightened at school and other 
locations away from her parents. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining '(or updating) a history; performing an evaluation; counseling 
the patient; writing notes. _ 

Description ofPost-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psychiatric Association. American Psvchological Association. American Academv of Child 
ana Adolescent Psvchiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 5.64% (115) Median RVW: 2.00 

25th Percentile RVW: 1.80 75th Percentile RVW: 2.45 Low: 1.20 High: 3.65 

Median Pre-Service Time: J.Q Median Intra-Service Time: 50 

25th Percentile Intra-Svc Time: 45 75th Percen~ile Intra-Svc Time: 50 Low: 40 High: 60 

Median Post-Service Time: 17.5 



CPT Code: 908 I 2 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 
l) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
ofhigh complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient" 
and/or family. 

2) 99204 Office or other outpatient visit for the evaluation and management of a new 2.00 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 45 minutes face-to-face with the patient 
and/or family. 

3) 99205 Office or other outpatient visit for the evaluation and management of a new 2.67 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 

\""! typically spend 60 minutes face-to-face with the patient and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90812 10 50 17.5 4 4 3 

99215 5 45 10 3 3 3 
99204 9.5 45 12.5 4 3 3 
99205 10 50 10 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your special tv perform this service? _x_ Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 46,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90813 Global Period: XXX Recommended RVW: 2.28 

CPT Descriptor: 
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; with medical evaluation and management_ services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 45-50 minutes interactive psychotherapy with 8-year-old girl with history of separation 
anxiety disorder and generalized anxiety disorder, seen for monthly medication management and short 
term psychotherapy, presents for assistance planning for a scheduled surgical procedure requiring 
general anesthesia .. She requires face-to-face time using clay materials to enact the hospital admission 
and surgical procedure. Also requires evaluation of potential interaction between psychotropic 
medications and anesthesia. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation of laboratory or other 
medical diagnostic studies and observations. -

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academv of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: llll Response Rate(%): 5.22% (59) Median RVW: 2.50 

25th Percentile RVW: 2.15 75th Percentile RVW: 2.75 Low: 1.85 High: 3.75 

Median Pre-Service Time: lQ Median Intra-Service Time: 50 

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Svc Time: 50 Low: 40 High: 60 

Median Post-Service Time: .li 



CPT Code: 90813 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 

established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
of high complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spe11d 40 minutes face-to-face with the patient 
and/or family. 

2) 99205 Office or other outpatient visit for the evaluation and management of a new 2.67 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with the patient and/or family. 

3) 99204 Office or other outpatient visit for the evaluation and management of a new 2.00 
patient, which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 45 minutes face-to-face with the patient 
and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90813 10 50 15 4 4 4 

99215 5 40 10 3 3 3 
99205 10 60 10 4 4 4 
99204 8 45 15 4 3.5 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in vour specialty perfonn this service? _K_Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 42.000 (Medicare) 

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



AMAJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90814 , Global Period~ XXX Recommended RVW: 3.11 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 75-80 minutes of interactive psychotherapy for an 8-year-old boy with a history of sexual 
abuse, and persistent problems with sleeping, eating and sustaining relationships. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 4.76% (97) Median RVW: 3.40 

25th Percentile RVW: 2.90 75th Percentile RVW: 3.55 Low: 1.77 High: 5.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75 75th Percentile lntra-Svc Time: 80 Low: 60 High: 90 

Median Post-Service Time: 20 



CPT Code: 90814 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 
1) 99245 Office consultation for a new or established patient, which requires these three 3.43 

key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting 
problem(s) are of moderate to high severity. Physiciaps typically spend 80 
minutes face-to-face with the patient and/or family. 

2) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examimtion; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor or 
unit. 

3) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
ofhigh complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90814 10 80 20 4 4 4 

99245 10 80 20 4 4 4 
99223 7.5 70 7.5 4 3.5 4 
99215 15 52.5 17.5 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your specialty perfonn this service? __ Commonly ..X.. Sometimes __ Rarely 

Estimate the number of times this service·might be provided nationaliy in a one-year period. 2,000 (Medicare) 

Is this service perfonned by many physicians across the United States? _X_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90815 Global Period: XXX Recommended RVW: 3.28 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical devices, language interpreter, or other 
mechanisms of non-verbal comrr:unication, in an office or outpatient facility, approximately 75 to 80 minutes 
face-to-face with the patient; with medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 75-80 minutes of interactive psychotherapy for an 8-year-old boy with history of sexual 
abuse, and persistent problems with sleeping, eating, and sustaining relationships. Medication to manage 
anxiety, distractibility, and mood disturbance has been only modestly helpful. 

Description of Pre-Service Work: Preparing to see patient; reviewing records; communicating with other 
professionals and the patient's family. 

Description of Intra-Service Work: Obtaining (or updating) a history; performing an evaluation; counseling 
the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; reviewing results of studies; communicating 
further with patient, family, and other professionals, including written or telephone reports; documenting the 
services provided; providing written or telephone reports to Medicare or other third party payers; medical 
diagnostic evaluation (e.g., evaluation of comorbid medical conditions, drug interactions, and physical 
examinations), drug management when indicated, physician orders, and interpretation of laboratory or other 
medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 5.04% (57) Median RVW: 3.43 

25th Percentile RVW: 3.20 75th Percentile RVW: 3.55 Low: 2.40 High: 4.50 

Median Pre-Service Time: .lQ Median Intra-Service Time: ~Q 

25th Percentile Intra-Svc Time: 75 75th Percentile Intra-Svc Time: 80 Low: ~.2 High: 90 

Median Post-Service Time: 20 



CPT Code: 90815 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99245 Office consultation for a new or established patient, which requires these three 3.43 

key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting 
probler.1(s) are of moderate to high severity. Physicians typically spend 80 
minutes face-to-face with the patient and/or family. 

2) 99255 Initial inpatient consultation for a new or established patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making of high complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend 110 minutes at the bedside and on the patient's hospital floor or unit. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90815 10 80 20 5 5 4 

99245 10 80 15 4 4 4 
99255 15 95 25 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your sgecialty perform this service? __ Commonly _K_Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 1,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90816 Global Period: XXX Recommended RVW: 1.34-

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey:· 

Vignette 1 Approximately 20-30 minute psychotherapy in hospital on third day of detoxification admission for 
24-year-old male with yearlong history of cocaine dependence and alcohol. 

Vignette 2 Approximately 20-30 minute individual psychotherapy in residential treatment center for 14-year-old 
boy with conduct disorder who periodically requires seclusion for aggression. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and o_ther studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 5.00% (102) Median RVW: 1.40 

25th Percentile RVW: 1.15 75th Percentile RVW: 1.51 Low: 0.70 High: 2.80 

Median Pre-Service Time: .lQ Median Intra-Service Time: 28.5 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: 30 Low: .12 High: 40 

Median Post-Service Time: .lQ 



CPT Code: 90816 

KEY REFERENCE SERVICE(S): 

CPT Code CPT DescriQtor RVW 
l) ' 99232 Subsequent hospital care, per day, for the evaluat~on and management of a 1.06 

patient, which requires at least two of these three key components: an expanded 
problem focused interval history; an expanded problem focused examination; 
medical decision making of moderate complexity. Usually, the patient is 
responding inadequately to therapy or has developed a minor complication. 
Physicians typically spend 25 minutes at the bedside and ·on the patient's hospital 
floor or unit. 

2) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 
patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

3) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient or family. 

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) ofthe 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 and Physical Psychological 

and Judgment Effort Stress 

90816 10 28.5 10 3 
., 

3 ..) 

99232 10 25 10 3 3 3 
99233 10 30 10 4 3 4 
99214 5 25 10 3 3 3 

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

SEE A IT ACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90843 

How often do physicians in your specialty perform this service? _K_Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 625,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 908 I 7 GlobalPeriod: XXX Recommended RVW: .l2l 

CPT Descriptor: 
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; with 
medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette I Approximately 20-30 minute individual psychotherapy in nursing home for 85-year-old female with 
carcinoma metastatic to lung and adjustment disorder with anxiety. Consider prescribing medication. 

Vignette 2 Approximately 20-30 minute individual psychotherapy in residential treatment center for 14-year-old 
boy with schizophrenia on atypical neuroleptic requiring laboratory monitoring who periodically 
requires seclusion for aggression. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Size: 1131 Response Rate(%): 6.90% (78) Median RVW: 1.50 

25th Percentile RVW: 1.20 75th Percentile RVW: 1.75 Low: 0.80 High: 3.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 25 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: 30 Low: .ll High: 40 

Median Post-Service Time: lQ 



CPT Code: 9081 7 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99232 Subsequent hospital care, per day, for the evaluation and management of a ·1.06 

patient, which requires at least two of these three key components: an expanded 
problem focused interval history; an expanded problem focused examination; 
medical decision making of moderate complexity. Usually, the patient is 
responding inadequately to therapy or has developed a minor complication. 
Physicians typically spend 25 minutes at the bedside ~nd on the patient's hospital 
floor or unit. 

2) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 
patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

3) 90862 Pharmacologic management, including prescription, use, and review of 0.95 
medication with no more than minimal medical psychotherapy. 

4) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90817 10 25 10 4 4 3 
99732 5 25 10 3 3 3 
99233 10 35 10 4 4 4 
90862 5 20 10 3 3 3 
99214 5 25 5 

.., 
3.5 3 .) 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously ~eported? 90843 

How often do physicians in your sgecialty perform this service? _K_Commonly __ Sometimes __ Rarely 

Estimate the number of times this service might be provided nationally in a one-year period. 752,000 (Medicare) 

Is this service performed by many physicians across the United States? _X_Y es __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90818 Global Period: XXX Recommended RVW: 2.03 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 45-50 minutes individual psychotherapy in hospital for 35-year-old female with 
postpartum depression responding to medication, who is about to be discharged. 

Vignette 2 Approximately 45-50 minutes individual psychotherapy in hospital for 15-year-old boy hospitalized 
for detoxification, preparing for transfer to partial hospitalization program. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description _oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psxchiatric Association, American Psvcholo2:ical Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 5.00% (102) Median RVW: 2.05 

25th Percentile RVW: 1.77 75th Percentile RVW: 2.40 Low: 1.20 High: 3.75 

Median Pre-Service Time: lQ Median Intra-Service Time: 47 

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Svc Time: 50 Low: 35 High: 60 

Median Post-Service Time: 12 



CPT Code: 90818 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 

patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

2) 99222 Initial hospital care, per day, for the evaluation and management of a patient, 2.14 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the problem(s) requiring admission are of moderate 
severity. Physicians typically spend 50 minutes at the bedside and on the 
patient's hospital floor/unit. 

3) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive exam; medical decision making of high 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 40 minutes face-to-face with the patient or family. 

4) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor/unit. 

5) 99238 Hospital discharge day management; 30 minutes or less. 1.28 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90818 10 47 15 4 4 3 
·99233 10 35 10 4 4 3 
99222 10 50 15 .. 3 3 :> 

99215 5 40 10 4 3 3 
99223 12.5 50 20 4 4 4 
99238 10 20 10 3 3 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90844 

How often do physicians in your specialty perform this service? _K_Commonly __ Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 644,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90819 Global Period: XXX Recommended RVW: 2.20 

CPT Descriptor: 
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; with 
medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 45-50 minutes individual psychotherapy in hospital for 65-year-old female with major 
depression unresponsive to antidepressant medication, under consideration for ECT. Laboratory 
screening and interpretation, and consider underlying co-morbid medical diagnosis. 

Vignette 2 Approximately 45-50 minutes individual psychotherapy in hospital for 16-year-old girl hospitalized 
for acute psychosis who reveals a history of abuse of diet pills. Consider laboratory screening and 
interpretation and medication evaluation. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association. American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 6.28% (71) Median RVW: 2.30 

25th Percentile RVW: 2.00 75th Percentile RVW: 2.80 Low; 1.41 High: 4.20 

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

25th Percentile Intra-Svc Time: ,45 75th Percentile Intra-Svc Time: 50 Low: 40 High: 60 

Median Post-Service Time: 1.2. 



CPT Code: 90819 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 

patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

2) 99222 Initial hospital care, per day, for the evaluation and management of a patient, 2.14 
which requires these three key components: a comprehensive history; a 
comprehensive exam; and medical decision making ofr.noderate complexity. 
Usually, the problem(s) requiring admission are of moderate severity. Physicians 
typically spend 50 minutes at the bedside and on the patient's hospital floor/unit. 

3) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor/unit. 

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 Ql. 
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 and Physical Psychological 

and Judgment Effort Stress 

90819 10 45 15 4 4 4 
99233 10 35 10 4 3 3 
99222 10 50 10 4 4 3 
99223 10 50 20 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90844 

How often do physicians in your sgecialty perform this service? _K_Commonly __ Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 578,000 (Medicare) 

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: 90821 Global Period: XXX Recommended RVW: 3.03 

CPT Descriptor: 
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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette I Approximately 75-80 minute psychotherapy in hospital for 68-year-old woman with bipolar disorder, 
post suicide attempt who will be placed in congregate living facility upon discharge. Patient has 
responded well to antidepressant medication. 

Vignette 2 Approximately 75-80 minutes psychotherapy in partial hospitalization setting with 15-year-old girl 
with anorexia nervosa who struggles with continued relapses. She has had a four-pound weight loss 
in the past week. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academv of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 4.07% (83) Median RVW: 3:15 

25th Percentile RVW: 2.82 75th Percentile RVW: 3.50 Low: 1.70 High: 5.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75 75th Percentile Intra-Svc Time: 80 Low: 60 High: 95 

Median Post-Service Time: 12. 



CPT Code: 90821 

KEY REFERENCE SERVICE(S): 

" 
'.CPT Code CPT DescriQtor RVW 

1) 99255 initial inpatient consultation for a new or e5tablished patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making of high complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend 11 0 minutes at the bedside and on the patient's hospital floor or unit. 

2) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spe'nd 70 minutes at the bedside and on the patient's hospital floor or 
unit. 

3) 99245 Office consultation for a new or established patient, which requires these three 3.43 
key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90821 10 80 15 4 4 4 
99255 25 80 30 4 4 4 
99223 10 75 15 4 4 4 
99245 10 80 15 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90842 

How.often do physicians in vour specialty perform this service? __ Commonly _K_Sometimes --~arely 

Estimate the number of times this service might be provided nationally in a one-year period. 23,000 (Medicare) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90822 GlobalPeriod: XXX Recommended RVW: 3.20 

CPT Descriptor: 
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; with 
medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Vignette 1 Approximately 75-80 minute psychotherapy in hospital for 68-year-old woman with bipolar disorder, 
post suicide attempt who will be placed in congregate living facility upon discharge. Patient has 
many questions about her medication and its management. Consideration of laboratory screening and 
interpretation. Medication evaluation for potential side effects and drug interactions. 

Vignette 2 Approximately 75-80 minutes of psychotherapy in partial hospitalization setting with IS-year-old girl 
with anorexia nervosa who struggles with continued relapses and has begun abusing diuretics and 
laxatives. Laboratory screening and interpretation, and medication evaluation. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling ~he patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Associatio~ and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 4.42% (50) Median RVW: 3.40 

25th Percentile RVW: 3.00 75th Percentile RVW: 3.60 Low: 1.80 High: 6.10 

Median Pre-Service Time: lQ Median Intra-Service Time: 78.5 

25th Percentile Intra-Svc Time: '75 75th Percentile Intra-Svc Time: 80 Low: 60 High: 90 

Median Post-Service Time: 17.5 



CPT Code: 90822 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descriptor RVW 
l) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 

which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity, 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor or 
unit. 

2) 99245 Office consultation for a new or established patient, which requires these three 3.43 
key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. 

3) 99255 Initial inpatient consultation for a new or established patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making of high complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend ll 0 minutes at the bedside and on the patient's hospital floor or unit. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 
90822 10 78.5 17.5 4 4 4 
99223 10 70 15 4 4 3.5 
99245 10 80 15 4 4 4 
99255 10 90 15 4 4 4 

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

SEE ATIACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90842 

How often do physicians in your specialty perform this sen"ice? __ Commonly .JLSometimes __ Rarely 

Estimate the number·oftimes this service might be provided nationally in a one-year period.ll.OOO (Medicare) 

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



AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90823 GlobalPeriod: XXX Recommended RVW: 1.46 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical 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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 20-30 minutes of interactive psychotherapy with 8-year-old girl with mild mental 
retardation who was hospitalized because of violent outbursts. Her parents state they are no longer able to 
control her. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psychiatric Association. American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 2.70% (55) Median RVW: 1.50 

25th Percentile RVW: 1.28 75th Percentile RVW: 2.00 Low: 1.06 High: 3.50 

Median Pre-Service Time: ll. Median Intra-Service Time: 30 

25th Percentile lntra-Svc Time: 25 75th Percentile Intra-Svc Time: 30 Low: 20 High: 40 

Median Post-Service Time: li 



CPT Code: 90823 

KEY REFERENCE SERVICE(S): · 

' 
CPT Code CPT DescriQtor RVW 

1) 99232 Subsequent hospital care, per day, for the evaluation and management of a 1.06 
patient, which requires at least two of these three key components: an expanded 
problem focused interval history; an expanded problem focused examination; 
medical decision making of moderate complexity. Usually, the patient is 
responding inadequately to therapy or has developed a minor complication. 
Physicians typically spend 25 minutes at the bedside and on the patient's hospital 
floor or unit. 

2) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 
patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination, medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

3) 99214 Office or other outpatient visit for the eyaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient and/or 
family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90823 11 30 15 4 4 4 
99232 10 25 12.5 3 4 3 
99233 10 30 10 4 4 4 
99214 5 25 8 

.., 
3 3 .) 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your specialty perform this service? __ Commonly _K_Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 15,000 (Medicare) 

Is this service performed by many physicians across the United States? _X_Y es __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90824 GlobalPeriod: XJ<X Recommended RVW: 1.63 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical 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; with medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 20-30 minutes of interactive psychotherapy with 8-year-old girl with mild mental 
retardation and a seizure disorder who was hospitalized because of violent outbursts. Her parents state 
they are no longer able to control her. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psvchiatry, American Nursing Association and National Association of Social Workers 

Sample Size: llll Response Rate(%): 2.65% (30) Median RVW: 1.51 

25th Percentile RVW: 1.40 75th Percentile RVW: 1.90 Low: 1.15 High: 4.00 

Median Pre-Service Time: lQ Median Intra-Service Time: 25 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: 30 Low: 12 High: 30 

Median Post-Service Time: 12 



CPT Code: 90824 

KEY REFERENCE SERVICE(S): 

CPT Code CPT DescriQtor RVW 
1) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 

patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

2) 99232 Subsequent hospital care, per day, for the evaluation and management of a 1.06 
patient, which requires at least two of these three key components: an expanded 
problem focused interval history; an expanded problem focused exam; medical 
decision making of moderate complexity. Usually, the patient is responding 
inadequately to therapy or has developed a minor complication. Physicians 
typically spend 25 minutes at the bedside and on the patient's hospital floor/unit. 

3) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive exam; medical decision making of high 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 40 minutes face-to-face with the patient or family. 

4) 99214 Office or other outpatient visit for the evaluation and management of an 1.10 
established patient, which requires at least two of these three key components: a 
detailed history; a detailed examination; medical decision making of moderate 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 25 minutes face-to-face with the patient or family. 

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 ~e 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 and Physical Psychological 

and Judgment Effort Stress 

90824 10 25 15 4 4 4 

99233 10 32.5 10 4 4 4 

99232 6.5 22.5 10 3 3 3 

99215 10 35 10 4 4 4 

99214 5 25 10 3 3.5 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your specialtv perform this service? __ Commonly _K_Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 44,000 (Medicare) 

Is o:his service performed by many physicians across the United States? _X_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 90826 Global Period: XXX Recommended RVW: 2.15 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical devices, language interpreter, 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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 45-50 minutes of interactive psychotherapy with an 8-year-old girl who is combative and 
making multiple superficial cuts on her arm. She is hospitalized for self-destructive behavior. With a 
history of physical and sexual abuse, she has been removed from her home and placed in the custody of 
child protective services. · 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewfng the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American-Nursing Association and National Association of Social Workers 

Sample Size: 2039 . Response Rate(%): 2.84% (58) Median RVW: 2.28 

25th Percentile RVW: 2.00 75th Percentile RVW: 2.99 Low: 1.50 High: 4.00 

Median Pre-Service Time: 11 Median Intra-Service Time: 50 

25th Percentile Intra-Svc Time: 45 75th Percentile Intra-Svc Time: 50 Low: 40 High: 70 

Median Post-Service Time: .12 



CPT Code: 9-0826 

KEY REFERENCE SERVICE(S): 

CPT Code CPT DescriQtor RVW 
i) 99222 Initial hospital care, per day, for the evaluation and management of a patient, 2.14 

which requires these three key components: a comprehensive history; a 
comprehensive exam; and medical decision making of moderate complexity. 
Usually, the problem(s) requiring admission are of moderate severity. Physicians 
typically spend 50 minutes at the bedside and on the patient's hospital floor/unit. 

2) 99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 
patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a significant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

3) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high c-omplexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor/unit. 

4) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive exam; medical decision making of high 
complexity. Usually, the presenting problem(s) are of moderate to high severity. 
Physicians typically spend 40 minutes face-to-face with the patient or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90826 11 50 15 4 4 4 

99222 10 50 20 4 4 3 
99233 12.5 40 15 4 4 4 
99223 15 70 30 4 4 4 
99215 5 40 10 3 3 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your specialtv perform this service? __ Commonly _x_sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 24,000 (Medicare) 

Is this service performed by many physicians across tht: United States? _X_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 9082 7 Global Period: XXX Recommended RVW: 2.32 

CPT Descriptor: 
Individual psychotherapy, -interactive, using play equipment, physical devices, language interpreter, or oth~r 
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; with medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 45-50 minutes interactive psychotherapy with 8-year-old boy who is self-destructive and 
aggressive, has bipolar disorder, and who could no longer be managed in a partial hospital program and 
requires residential treatment. His predominant mood is anger and he refuses to discuss the traumas and 
losses he has endured. He has not yet responded to a combination of mood stabilizer and antidepressant 
medication. Laboratory screening and interpretation and medication management. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone. 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating. further with otqer 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation _of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psvchological Association, American Academy of Child 
and Adolescent PsychiatrY, American Nursing Association and National Association of Social Workers 

Sample Size: .l.lll Response Rate(%): 2.83% (32) Median RVW: 2.80 

25th Percentile RVW: 2.58 75th Percentile RVW: 3.00 Low: 1.88 High: 4.50 

Median Pre-Service Time: lQ Median Intra-Service Time: 50 

25th Percentile lntra-Svc Time: 45 75th Percentile Intra-Svc Time: 50 Low: l~ High: 70 

Median Post-Service Time: 17.5 



CPT Code: 90827 

KEY REFERENCE SERVICE(S): 

-
CPT Code CPT DescriQtor RVW 

1) 99222 Initial hospital care, per day~ for the evaluation and management of a patient, 2.14 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate 
complexity. Usually, the problem(s) requiring admission are of moderate 
severity. Physicians typically spend 50 minutes at the bedside and on the 
patient's hospital floor or unit. 

2) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admission are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor or 
unit. 

3) 99215 Office or other outpatient visit for the evaluation and management of an 1.77 
established patient, which requires at least two of these three key components: a 
comprehensive history; a comprehensive examination; medical decision making 
ofhigh complexity. Usually, the presenting problem(s) are of moderate to high 
severity. Physicians typically spend 40 minutes face-to-face with the patient 
and/or family. 

4) 90847 Family medical psychotherapy (conjoint psychotherapy) by physician, with 2.21 
continuing medical diagnostic evaluation, and drug management when indicated. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 
90827 10 50 17.5 4 4.5 4 
99222 10 50 15 4 4 4 
99223 20' 57.5 20 4 4.5 4 
99215 7.5 42.5 10 3.5 3 3 
90847 10 45 10 3 3 3 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your SQeciai!Y pedorm this service? __ Commonly ...X... Sometimes __ Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 47,000 (Medicare) 

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: 90828 Global Period: XXX ·. Recommended RVW: 3.15 

CPT Descriptor: 
Indi':'idual psychotherapy, interactive, using play equipment, physical 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. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 75-80 minutes of interactive psychotherapy for a 70-year-old male in hospital with major 
depressive disorder who has suffered cerebral vascular accident with expressive aphasia and right 
hemiplegia. 

Description ofPre-Service Work: Communicating with other professionals and the patient's family; obtaining 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining (or updating) a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's family; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports. 

SURVEY DATA: 

Specialty: American Psychiatric Association, American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 2039 Response Rate(%): 2.89% (59) Median RVW: 3.20 

25th Percentile RVW: 2.61 75th Percentile RVW: 3.65 Low: 1.77 High: 5.00 

Median Pre-Service Time: 12 Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75 75th Percentile Intra-Svc Time: 80 Low: 55 High: 110 

Median Post-Service Time: li 



,. ' 

CPT Code: 90828 

KEY REFERENCE SERVICE(S): 

~) 
CPi' Code: CPT Descrigtor RVW 
99233 Subsequent hospital care, per day, for the evaluation and management of a 1.51 

patient, which requires at least two of these three key components: a detailed 
interval history; a detailed examination; medical decision making of high 
complexity. Usually, the patient is unstable or has developed a signifil:ant 
complication or a significant new problem. Physicians typically spend 35 
minutes at the bedside and on the patient's hospital floor or unit. 

2) 99255 Initial inpatient consultation for a new or established patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making of high complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend 110 minutes at the bedside and on the patient's hospital floor or unit. 

3) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admissions are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor/unit. 

4) 99245 Office consultation for a new or established patient, which requires these three 3.43 
key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90828 15 80 15 4 4 4 

99233 17.5 57.5 10 4 4 4 
99255 15 100 20 4 4 4 
99223 10 70 15 4 4 3 
99245 10 80 20 4 4 4 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

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

Estimate the number of times this service might be provided nationally in a one-year period. 1,000 (Medicare) 

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: 90829. Global Period: XXX Recommended RVW: 3.32 

CPT Descriptor: 
Individual psychotherapy, interactive, using play equipment, physical 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; with medical evaluation and management services. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

Approximately 75-80 minutes of interactive psychotherapy for 70-year-old male in hospital, with major 
depression who has suffered cerebral vascular accident with expressive aphasia and right hemiplegia. He 
has also developed unstable blood pressure while on antidepressants. Consider comorbid medical 
diagnosis, medication evaluation, and antidepressant medications. 

Description of Pre-Service Work: Communicating with other professionals and the patient's family; obtaining. 
and/or reviewing the results of diagnostic and other studies; reviewing the patient's chart; written and telephone 
reports. 

Description oflntra-Service Work: Obtaining a history; counseling the patient; writing notes. 

Description of Post-Service Work: Arranging for further services; communicating further with other 
professionals and the patient's fan1ily; obtaining and/or reviewing the results of diagnostic and other studies; 
documenting the services provided; written and telephone reports; medical diagnostic evaluation (e.g., evaluation 
of comorbid medical conditions, drug interactions, and physical examinations), drug management when indicated, 
physician orders, and interpretation of laboratory or other medical diagnostic studies and observations. 

SURVEY DATA: 

Specialty: American Psychiatric Association. American Psychological Association, American Academy of Child 
and Adolescent Psychiatry, American Nursing Association and National Association of Social Workers 

Sample Size: 1131 Response Rate(%): 3.09% (35) Median RVW: 3.50 

25th Percentile RVW: 3.40 75th Percentile RVW: 3.65 Low: 2.40 High: 6.00 

Median Pre-Service Time: 12 Median Intra-Service Time: 80 

25th Percentile Intra-Svc Time: 75 75th Percentile lntra-Svc Time: 80 Low: 70 High: 90 

Median Post-Service Time: 20 



CPT Code: 90829 

KEY REFERENCE SERVICE(S): 

CPT Code CPT Descrigtor RVW 
1) 99245 Office consultation for a new or established patient, which requires these three 3.43 

key components: a comprehensive history; a comprehensive examination; and 
medical decision making of high complexity. Usually, the presenting problem(s) 
are of moderate to high severity. Physicians typically spend 80 minutes face-to-
face with the patient and/or family. ·-2) 99255 Initial inpatient consultation for a new or established patient, which requires 3.65 
these three key components: a comprehensive history; a comprehensive 
examination; and medical decision making ofhigh complexity. Usually, the 
presenting problem(s) are of moderate to high severity. Physicians typically 
spend 110 minutes at the bedside and on the patient's hospital floor or unit. 

3) 99223 Initial hospital care, per day, for the evaluation and management of a patient, 2.99 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of high complexity. 
Usually, the problem(s) requiring admissions are of high severity. Physicians 
typically spend 70 minutes at the bedside and on the patient's hospital floor or 
unit. 

4) 99291 Critical care, evaluation and management of the unstable critically ill or unstable 4.00 
critically injured patient, requiring the constant attendance of the physician; first 
hour. 

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 Code Median Median Median Median Median Technical Median 
Pre-Time Intra-Time Post-Time Mental Effort Skill and Physical Psychological 

and Judgment Effort Stress 

90829 12 80 20 4.5 5 4 
99245 10 80 15 4 4 4 
99255 15 100 15 4.5 4.5 4 
99223 20 70 20 4 4 3.5 
99291 7.5 60 20 5 5 5 

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

SEE ATTACHED DOCUMENTATION. 

FREQUENCY INFORMATION 

How was this service previously reported? 90855 

How often do physicians in your sgecialty perform this service? __ Commonly __ Sometimes _K_Rarely 

Estimate the number oftimes this service might be provided nationally in a one-year period. 1,000 (Medicare) 

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



Psychotherapy Work Survey Reference Services 

1997 
CPT Work 
Code 1997 Descriptor RVU 

97770 Development of cognitive skills, to improve attention, memory, problem solving, 0.44 
includes compensatory training and/or sensory integrative activities, direct (one on 
one) patient contact by provider, each 15 minutes. 

99231 Subsequent hospital care, per day, for the evaluation and managerr..ent of a patient, 0.64 
which requires at least two of these three key components: a problem focused interval 
history; a problem focused examination; medical decision making that is 
straightforward or 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 patient is stable, recovering or 
improving. Physicians typically spend 15 minutes at the bedside and on the patient's 
hospital floor or unit. 

90862 Pharmacologic management, including prescription, use, and review of medication 0.95 
with no more than minimal medical psychotherapy. 

99232 Subsequent hospital care, per day, for the evaluation and management of a patient,. 1.06 
which requires at least two of these three key components: an expanded problem 
focused interval history; an expanded problem focused examination; medical decision 
making of moderate complexitY. Counseling and/or coordination of care with other 
providers or agencies are provided consistent with the nature of the problem(s) and 
the patient's and/or family's needs. Usually, the patient is responding inadequately to 
therapy or has developed a minor complication. Physicians typically spend 25 
minutes at the bedside and on the patient's hospital floor or unit. 

99214 Office or other outpatient visit for the evaluation and management of an established 1.10 
patient, which requires at least two of these three key components: a detailed history; 
a detailed examination; medical decision making of moderate complexity. 
Counseling and/or coordination of care with other providers or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 25 minutes face-to-face with the patient and/or family. 

99238 Hospital discharge day management; 30 minutes or less. 1.28 

99203 Office or other outpatient visit for the evaluation and management of a new patient, 1.34 
which requires these three key componets: a detailed history; a detailed examination; 
and medical decision making of low complexity. Counseling and/or coordination of 
care with other providers or agencies are provided consistent with .the nature of the 
problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are of moderate severity. Physician5 typically spend 30 minutes face-to-
face with the patient and/or family. 

99383 Initial preventive medicine evaluation and management of an individual including a 1.36 
comprehensive history, a comprehensive examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of appropriate 
laboratory/diagnostic procedures, new patient; late childhood (age 5 through 11 
years). 

Reference Codes Page 1 of4 



Psychotherapy Work Survey Reference Services 

1997 
CPT Work 
Code 1997 Descriptor RVU 

99233 Subsequent hospital care, per day, for the evaluation and management of a patient, 1.51 
which requires at least two of these three key components: a detailed interval history; 
a detailed examination; medical decision making of high complexity. Counseling 
and/or coordination of care with other providers or agencies are provided consistent 
with the nature ofthe problem(s) and the patient's and/or family's needs. Usually, 
the patient is unstable or has developed a significant complication or a significant 
new problem. Physicians typically spend 35 minutes at the bedside and on the 
patient's hospital floor or unit. 

99384 Initial preventive medicine evaluation and management of an individual including a 1.53 
comprehensive history, a comprehensive examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of appropriate 
laboratory/diagnostic procedures, new patient; adolescent (age 12 through 17 years). 

99385 Initial preventive medicine evaluation and management of an individual including a 1.53 
comprehensive history, a comprehensive examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of appropriate 
laboratory/diagnostic procedures, new patient; 18-39 years. 

99215 Office or other outpatient visit for the evaluation and management of an established 1.77 
patient, which requires at least two of these three key components: a comprehensive 
history; a comprehensive examination; medical decision making of high complexity. 
Counseling and/or coordination of care with other providers or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 40 minutes face-to-face with the patient and/or family. 

99386 Initial preventive medicine evaluation and management of an individual including a 1.88 
comprehensive history, a comprehensive examination, counseling/anticipatory 
guidance/risk factor reduction interventions, and the ordering of appropriate 
laboratory/diagnostic procedures, new patient; 40-64 years. 

99204 Office or other outpatient visit for the evaluation and management of a new patient, 2.00 
which requires these three key components: a comprehensive history; a 
comprehensive examination; and medical decision making of moderate complexity. 
Counseling and/or coordination of care with other providers or agencies are provided 
consistent with the nature of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate to high severity. Physicians 
typically spend 45 minutes f~ce-to-face with the patient and/or family . 

99387 
. 

Initial preventive medicine evaluation and management of an individual including a 2.06 . 
comprehensive history, a comprehensive examination, counseling/anticipatory 
guidance/risk factor redu~tion interventions, and the ordering of appropriate 

( 
laboratory/diagnostic procedures, new patient; 65 years and over. 
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Psychotherapy Work Survey Reference Services 

1997 
CPT Work 
Code 1997 Descriptor RVU 

99222 Initial hospital care, per day, for the evaluation and management of a patient, which 2.14 
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 problem(s) requiring admission are of moderate severity. Physicians typically 
spend 50 minutes at the bedside and on the patient's hospital floor or u_nit. 

90880 Medical hypnotherapy. 2.19 

90847 Family medical psychotherapy (conjoint psychotherapy) by a physician, with 2.21 
continuing medical diagnostic evaluation, and drug management when indicated. 

99205 Office or other outpatient visit for the evaluation and management of a new patient, 2.67 
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) are of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face with the patient and/or family. 

90801 Psychiatric diagnostic interview examination including history, mental status, or 2.80 
disposition (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.) 

99223 Initial hospital care, per day, for the evaluation and management of a patient, which 2.99 
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 
problem(s) requiring admission are of high severity. Physicians typically spend 70 
minutes at the bedside and on the patient's hospital floor or unit. 

90820 Interactive medical psychiatric diagnostic interview examination. 3.01 

99285 Emergency department visit for the evaluation and management of a patient, which 3.06 
requires these three key components within the constraints imposed by the urgency of 
the patient's clinical condition and mental status: 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 nat_ure of the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of high severity and pose an immediate 
significant threat to life or physiologic function. 
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Psychotherapy Work Survey Reference Services 

1997 
CPT Work 
Code 1997 Descriptor RVU 

99245 Office consultation for a new or established patient, which requires these three key 3.43 
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) are of 
moderate to high severity. Physicians typically spend 80 minutes face-to-face with 
the patient and/or family. 

99255 Initial inpatient consultation for a new or established patient, whicl:t requires these 3.65 
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) are of moderate to high severity. Physicians typically spend 110 minutes 
at the bedside and on the patient's hospital floor or unit. 

92950 Cardiopulmonary resuscitation (eg, in cardiac arrest). 3.80 

99291 Critical care, evaluation and management of the unstable critically ill or unstable 4.00 
critically injured patient, requiring the constant attendance of the physician; first 
hour. 

CPT five-digit codes, two-digit number modifiers, and descriptions only are copyrighted by the American 
Medical Association. No payment schedules, fee schedules, relative value units, scales, conversion factors, 
or components thereof are included in CPT. The AMA is not recommending that any specific relative 
values, fees, payment schedules, or related listings be attached to CPT. Any relative value scales assigned 
to CPT codes are not those of the AMA, and the AMA is not recommending use of these relative values . 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Arteriovenous Regional Chemotherapy Perfusion 

A new code, CPT 36823, was developed to reflect Insertion of arterial and venous cannula(s) for isolated extracorporeal 
circulation and regional chemotherapy perfusion to an extremity, with or without hyperthermia, with removal of cannula(s) 
and repair of arteriotomy venotomy sites. The procedure represents a complex operative procedure frequently performed on 
patients with extremity lesions. 

The procedure involves isolation of the main vascular supply to the arm or leg with cannulation of the artery and vein with this 
cannulas being used to establish a circuit with a membrane oxygenerator perfusion pump (heart-lung machine). A tourniquet 
is then applied distal to the cannulation sites and the limb perfused with high doses of chemotherapy for a prescribed period 
(usually one or to hours). After completion of this perfusion period, both the tourniquet and the cannulas are removed and 
vascular repairs of the vessels are undertaken. The wounds are closed and the patient is taken to the recovery area. This 
procedure represents a unique combination of a highly invasive surgical procedure with chemotherapy supported by a 
membrane oxygenator/profusion device. The procedure was initially described in 1954 but has only become more commonly 
used since oxygenator/profusion pumps became available in the 1960's. 

The. procedure is similar in terms of intensity and work to CPT 35081 Direct repair of aneurysm, false aneurysm, or excision 
( partiai_or total) and graft insertion, with or without patch graft; for aneurysm, false aneurysm and associated occlusive 
disease, abdominal aorta (work RVU = 28.00). The intraoperative exposure of vessels and cannulation and repair is also 
similar to the dissection of major vessels in the groin. 

The RUC reviewed the original survey results with particular emphasis on the post-operative care and the number of follow-up 
visits required after the procedure. It was the consensus that the intra-service time should be slightly decreased. The work 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the Amen can Medical Assocwtion. 
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RVU of 21.00 represented the 25th percentile of the survey. The RUC agreed that this number appropriately valued the new 
procedure. The_RUC, therefore, recommends acceptance of 21.00 as the work relative value unit for this new CPT code. 

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

•36823 Dl Insertion of arterial and venous cannula(s) for isolated 090 
extracorporeal circulation and regional chemotherapy 

21.00 perfusion to an extremity, with or without hyperthermia, 
with removal of cannula(s) and repair of arteriotomy and 
venotomy sites 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medtcal Association. 
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AMNSPECIAL TY SOCIETY RVS l.JPDA TE PROCESS 

SUMMARY OF RECOMMENDATION (September 1998) 

CPT Code: 3S82X (IH) Global Period: 090 Recommended RVW: 28.00 

CPT Descriptor: Insertion of arterial and venous cannula(s) for isolated extracorporeal circulation and 
regional chemotherapy perfusion to an extremity, with or without hyperthenrua, with removal of cannulas) and repmr 
of arteriotomy and venotomy Sites 

Vignette Used in Survey: 
A 55-year-old male, two years status post-resection of an intermediate thickness mallgnant melanoma, returns wiw.1 
multiple in-transit metastases on his nght, lower extrenuty. The patient is medically fit and there is no evidence of 
other metastatic disease. He is subsequently taken to the OR, where an isolated hyperthenruc hmb perfusion is 
performed. The patient is discharged on postoperative day 5. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

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 reviewmg the previous work-up, including 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 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, including selection of appropriate vascular cannulas, preparation and supervision of the extra-corporeal circuit, 
and associated chemotherapeutic medications. Assessment of patient size IS required for optimal chemotherapeutic 
dose into the perfusion circuit. Measurements and positiOns of in-transit metastases are documented to facilitate 
evaluation of response to therapy. 

Description of Intra-Service Work: 
Under general anesthesia, incisions are made for the exposure of the perfusion vessels, (such as external iliac, 
femoral or popliteal then the vessels are encircled with appropriate vascular instrumentation. Cannulas are then 
placed in position and manipulated beyond the proposed tourniquet site. The cannulas are connected to the 
perfusion circuit and management of intraoperative anticoagulation is initiated. The tourniquet is applied and 
perfusion begun. Cannulas frequently require manipulation to insure optimal flow rates. Once this stable perfusion 
circuit is established, the limb may be warmed to facilitate the chemotherapeutic effect which must be coordinated 
using sterile tissue warmers.,and invasive extremity temperature probes are routinely placed. Appropriate 
chemotherapeutic drugs are then administered. Evaluation of leakage rates from the perfusion circuit must be 
assessed. Following completion of the prescribed perfusion dose and time, the tourniquet is removed, as are the 
cannulas. The arteriotomy and venotomy are repaired. (Note that if nodal dissection is necessary, it is billed 
separately.) The anticoagulation is then managed with or without reversal, and the wounds are closed in layers over 
drams. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings, 
writing postoperative orders, completing the operative dictation, communicating with family and other health care 
professionals, and all hospital visits and services performed by the surgeon, wound and drain care, and managing 
antibiotics and analgesics. Discharge management mcludes the surgeon's final examination of the patient, education 
of patient and family regarding drain care and output measurements as well as activity limitations, instructions for 
continuing care, and preparation of discharge records. Addit.10nally, all post-discharge office visits for 90 days after 
the day of operation are considered part of the postoperative work for this procedure including removal of sutures 
and drains, surveillance for complications and perfusion, and antibiotic and/or analgesic adjustments. Assessments 
of response are mandatory to this procedure. 

c 



CPT/Descnptor- 3682X (Dl) Chemo perfusiOn 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

American College of Surgeons 
Random 

Survey n: 24 
Response: 17 PRE 

Rate%: 71% total 
RVW min 

I MED I 28.00 I 75 

low 15.00 

25th% 21 00 

75th% 32.44 

high 48.00 

KEY REFERENCE SERVICE($): 

Global CPT Descriptor 

INTRA 
total 
min 

I 230 

120 

180 

300 

480 

(09/98) Page 2 

Same ICU Hasp.- Other D1schg Office 
day day 
total v1~ts I total # [ total total # I total 
m1n m1n VISitS mm mm VISitS min 

I 30 I 1 I 20 I 4 I 80 I 25 I 4 I 80 I 

1998 RVW 
28.01 090 35081 Direct repatr of aneurysm, false aneurysm, or excision (partial or total) and graft insemon, 

with or Without patch graft, for aneurysm, false aneurysm, and associated occlusive 
disease, abdorrunal aorta 

34.25 090 47130 Hepatectomy, resection of hver; total nght lobectomy 

LOS and Time Estimates (Median) 

LOS 

PRE-service tJme 

INTRA-service t1me 

POST-serv1ce time 

Mental Effort and Judgment 

The number of possible diagnos1s and/or the number of management options that must 
be cons1dered 

The amount and/or compleXIty of med1cal records, diagnostic tests, and/or other 
mformatJon that must be obtained rev1ewed and analyzed 

Urgency of medical dec1s1on makmg 

Technical SkiiVphysical Effort 

Techmcal skill required _s 

Phys1cal effort required 

Psychological Stress 

The nsk of s1gmf1cant complicattons, morbidity and/or mortality 

Outcome depends on skill and judgment of phys1c1an 

EstJmated risk of malpractice SUit wrth poor outcome 

Time Segments 

PRE-service intensity/compleXIty 

INTRA-serv1ce 1ntens1ty complexity 

POST-service Intensity complexity 

Mean 
Intensity/Complexity Measures 

3682X (01) 35081 47130 
7 7- 8 

75 45 75 

230 240 240 

235 220 248 

3.35 4.25 4.40 

4.12 4.33 4.20 

3.13 3.67 3.75 

4.65 5.00 5.00 

3.76 4.25 4.80 

4.53 4.50 4.80 

4.53 4.75 4.80 

3.24 4.00 3.60 

3.41 3.75 4.00 

4.41 4.25 4.80 

3.41 3.25 3.60 
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CPT /Descriptor: 3682X (D 1) Cherne oerfusiOn (09/98) Page 3 

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

3682X (D1) 1s similar in terms of intensity and work to CPT 35081 (RVW 28.01). The intraoperative exposure of 
vessels and cannulation and repair is also similar to the dissection of major vessels in the groin. The median RVW 
of 28.00 is recommended. 

ADDITIONAL RATIONALE: 

1. Reasonability of low response rate: Regwnal chemoperfusion was developed in the late 1950's to treat 
regionally metastatic melanoma. Today, the treatment options for this stage of the disease have changed very little. 
Pattents requinng D 1 are referred to one of the half dozen mst1tutions in the United States familiar with the 
procedure. Although the procedure may have an estimated annual frequency of 1000, only a few surgeons in the 

.1~#'~i country acavely perform Dl. Consequently, the response rate for D1 is less than 30. 
"':' 
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2. IWPUT: Based on the survey median times, the recommended RVW of 28 00 results in an IWPUT of 0.076, 
which is a reasonable average intensity for the 230 minutes of intraoperative work. 

IWPUT calculation: 
Pre-op R VW calc* Global RVWs for Post-operative Work** 

eva!, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 
pOSit, dress, 

@4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 
etc etc 

min I VIS 50 25 0 I 2 3 I 0 0 4 0 

RVWs 1.12 0.02 0 LSI 2.12 1.92 1.28 0 0 2.60 0 
*Pre-op standards per Harvard Study· [scrub,dress rvw = ume x 0.8 x 0.0103 x 0.988] [eval,pom,etc rvw =erne x 2.2 x 0.0103 x 0 988] 
**Note, per recent HCFA global RVW adjusanents, office v1sits are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 28.00- 1.14-9.43 = 17.43 
IWPUT = Intra-RVW I Intra-minutes= 17.43 I 230 = 0.076 

FREQUENCY INFORMATION 

1. How was this service previously reported? 

37799 
96549 

Unlisted procedure, vascular surgery 
Unlisted chemotherapy procedure 

_s 

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

DCommonly 0 Sometimes v' Rarely 

99211 
@0.17 

0 

0 

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

Approximately 1,000 cases annually. 

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

\ , __ DYes v' No 
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Relative Value Systems-

Memo to: 

From: 

Date: 

515 North State Street 
Chicago, Ilhnms 60610 

RUC Members 

Sherry SmithM 

December 3, 1998 

312 464-5604 
312 464-5849 Fax 
sherry_smith@ama-assn org 

Subject: RUC Comment Letter and RUC Recommendations 

Attached for your review are the draft RUC letter to HCF A on the 1999 Medicare Physician 
Payment Schedule and the RUC recommendations from the September 1998 RUC meeting. 
Please review both documents and fax any changes to (312) 464-5849 by December 16, 1998. If 
you have any questions or comments you would like to discuss regarding the HCF A comment 
letter, please call Patrick Gallagher at (312) 464-4738. To discuss the RUC recommendations 
please call Jill Zanutto at (312) 464-4820. 
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Chairman 
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515 North State Street 
Chicago, Illinois 60610 

Nancy Ann Min-DeParle, JD 
Administrator 
Health Care Financing Administration 
Department of Health and Human Services 
Room 309-G 
Hubert H. Hwnphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 

Attn: HCFA-1006-P 

312 464-5604 
312 464-5849 Fax 

Subject: Medicare Program; Revisions to Payment Policies Under the Physician Fee 
Schedule for Calendar Year 1999 

Dear Ms. DeParle: 

The American Medical Association/Specialty Society RVS Update Committee (RUC) is 
pleased to provide comments on the Final Rule for revisions to payment policies under the 
physician payment schedule for calendar year 1998, published in the Federal Register on 
November 2, 1999. This Rule establishes policy changes affecting Medicare payments for 
physicians' services as a result ofresource.-based practice expense relative value units 
(RVUs), in addition to several other payment policy changes. 

The RUC appreciates HCFA including the RUC as one of the organizations to provide 
recommendations during the practice expense refinement period and beyond. We understand 
that most comments on the November 2, 1998 Final Rule' supported using the RUC process 
to refine practice expense RVUs. The RUC has followed closely the development of 
resource-based practice expenses over the past several years and has had extensive 
discussions since September 1997 on a potential role. The RUC now believes that it is the 
organization that should assume responsibility for developing recommendations to the Health 
Care Financing Administration (HCFA) on refining and updating practice expense relative 
values. Specifically, the RUC has agreed to provide recommendations on refining the 
Clinical Practice Expert Panel ( CPEP) data, the practice expense per hour data, and the 
physician time data. The RUC will also examine other refinement issues involving the 
general methodology utilized to calculate practice expense RVUs. Additionally, the RUC 
has established a process for collecting direct input d~ta for new and revised codes which 
HCFA can use in its calculations of practice expense RVUs. 
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General Methodology 

HCFA's use of the "top-down" methodology relies heavily on the specialty practice cost data 
derived from the AMA Socioeconomic Monitoring Survey (SMS) to calculate practice 
expense pools and also on CPEP data to assign practice expenses among individual codes. 
We understand that many aspects of the "top-down" methodology will be examined during 
the refinement period and the RUC is committed to developing recommendations that will 
enhance this methodology so that practice expense RVUs are based on reliable cost data. 

We are pleased that HCFA has chosen to maintain practice expense RVUs interim 
throughout the refinement process. Given the large number of unresolved issues that HCF A 
has deferred to the refinement process, -it is imperative that specialty societies and the RUC 
have sufficient time to correct data errors and refine the methodology. As the RUC begins 
the refinement process, it is also imperative that the RUC have full access to the data HCF A 
used in generating the new practice expense values. Currently, HCF A has utilized complex 
programming involving very large data files, where some of the critical details of the 
methodology utilized is still unknown. Additionally, any delays in fee schedule updates due 
to the year 2000 computer problem will slow down the refinement process and therefore may 
require practice expense RVUs to remain interim for a longer period oftime. 

Creation of Technical Component Cost Pool 

HCF A created a separate technical services cost pool for codes without a work relative value, 
such as many radiology and pathology services. HCF A transferred the costs for this 
technical pool from specialty costs pools which contain codes without a work RVU. HCFA 
then allocated costs according to the current charge based relative value units. The RUC is 
concerned about the use of this methodology which had not been previously proposed or 
subject to public comment by the affected specialties. The RUC will make it a priority to 
review the CPEP data associated with these procedures so that the practice expenses for these 
codes can be resource based just like all other codes. 

Refinement of the CPEP Data 

On November 21, 1998' the RUC established the Practice Expense Advisory Committee 
(PEAC), a subcommittee of the RUC to be directly charged with refining the CPEP data. All 
of_the issues identified by HCF A in the Final Rule relating to the CPEP data will be 
addressed by the PEAC. The PEAC will report to the RUC, which will make final 
recommendations to HCF A. The PEAC composition will mirror the RUC and include 
additional representation from the American Nurses Association, the American Academy of 
Physician Assistants, and the Medical Group Management Association. Other seats will be 
added as necessary to bring in the expertise of office managers and accountants. The PEAC 
will include one representative from each of the following organizations: 



Nancy Ann Min-DeParle, JD 
December 21, 1998 
Page 3 

Chair, Eugene Ogrod, MD 
American Medical Association 
American Osteopathic Association 
CPT Editorial Panel 
Health Care Professionals Advisory Committee 
Two Rotating Seats for the RUC Advisory Committee 
American Academy of Dermatology 
American Academy of Family Physicians 
American Academy ofNeurology 
American Academy of Ophthalmology 
American Academy of Orthopaedic Surgeons 
American Academy of Otolaryngology::- Head and Neck Surgery, Inc. 
American Academy of Pediatrics 
the American Academy of Physician Assistants 
American Association of Neurological Surgeons 
American College of Cardiology 
American College ofEmergency Physicians 
American College of Obstetricians and Gynecologists 
American College of Physicians 
American College ofRadiology 
American College of Surgeons 
American Nurses Association 
American Psychiatric Association 
American Society of Anesthesiologists 
American Society of Internal Medicine 
American Society of Plastic and Reconstructive Surgeons 
American Urological Association 
College of American Pathologists 
Medical Group Management Association 
Society ofThoracic Surgeons · 

Also contributing to this refinement process will be 80 members of the RUC Advisory 
Committee, representing those specialty societies with a seat in the AMA House of Delegates 
that have elected to participate in the RUC process. Our process will also include input from 
the Health Care Professionals Advisory Committee, which represents audiologists, 
chiropractors, nurses, occupational therapists, optometrists, physical therapists, physician 
assistants, podiatrists, psychologists, social workers, and speech pathologists. 

The RUC requests that HCF A share all comments it wishes to have reviewed regarding 
changes to the CPEP data with the RUC as soon as possible. The PEAC will convene on 
February 4, 1999 for an organizational meeting and is expected to begin its work soon 
thereafter. ·The RUC will hear a report with the PEAC's first set of recommendations in late 
April. With the RUC's approval, these recommendations will be submitted to HCFA in 
May. 
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Refinement of Practice Expense/Hour Data 

The practice expense/hour data are based on the AMA SMS survey. The AMA has stated 
that these data were never collected for the purpose of developing relative values and has 
identified three potential problems with the use of these data for this purpose: 

• The sample sizes for some specialties are too small to permit separate calculation of 
expense data from SMS. Even among the larger specialties, the inherent variability of the 
expense data will mean that the average expense figures provided will be subject to 
significant sampling error. 

• The response rates for the expense items tend to be low relative to other questions on the 
survey leading to potential non-response bias. 

I 

• The SMS is a physician-level survey and physicians in group practices are asked for their 
share of expenses rather than the practice's expenses. Practice-level data may provide a 
better basis for constructing practice expense RyVs. 

Although the· SMS survey was not originally designed for the purpose of constructing 
practice expense RVUs, HCF A has made it clear that it intends to use the SMS and will look 
for improvements during the refinement process. The AMA is already planning 
modifications to the SMS over the next few years including the development of a practice-based 
survey to collect data on expenses and other items. The RUC believes that questions should be 
added to collect data on uncompensated care and non-billable hours, as well as questions 
pertaining to separately billable supplies and services. The RUC is very interested in 
providing input to any changes made to the SMS survey and believes that it can provide 
valuable input to AMA/SMS staff designing these questions. AMA staff responsible for the 
SMS have met with the RUC several times and will continue to do so during the refinement 
process. 

Some specialties that are currently underrepresented in the SMS data may wish to increase 
their sample size by participating in an over-sample in a future SMS survey. While this 
approach is an attempt to overcome one of the identified limitations with the current survey, 
HCFA has not yet indicated that it will accept the data from oversamples ofthe SMS survey. 
Specifically, the RUC is very concerned that HCF A did not incorporate in the Final Rule the 
results of an oversample conducted for the Society of Thoracic Surgeons according to the 
SMS survey protocol. The RUC urges HCF A to consider these data and d~velop a clear 
policy regarding acceptable aggregate practice expense data for calculating practice expense 

· RVUs. Such a policy is needed before additional specialties attempt to fund oversamples of 
the SMS survey. 



Nancy Ann Min-DeParle, JD 
December 21, 1998 
Page 5 

Refinement of Physician Time Data 

The number of practice expense RVUs assigned to the services performed by a particular 
specialty are determined by the practice/hour data from the SMS and the physician time data 
for each of the codes. HCF A utilized the RUC survey data on physician time and the 
Harvard data for all codes for which the RUC has not evaluated. However, HCF A made 
several adjustments to the Harvard and RUC data that were not fully explained in either the 
proposed or final rule. First, since the time data resulting from the refinement of the work 
relative value units have been on average 25% greater than the time data obtained by the 
Harvard study for the same services, HCF A has increased the Harvard time data to obtain 
consistency between the two data sources. Second, HCF A increased the total physician 
service times of E&M codes to reflect the increases in E&M relative values which occurred 
during the five-year review. Once HCFA increased the pre and post service times of the 
E&M codes by 25%, HCF A also increased the time associated with the E&M portion of 
global surgery codes. 

The RUC acknowledges that the RUC physician time data may not be absolutely precise, 
however the RUC is concerned about the assumptions HCF A used to make these 
adjustments. The RUC will review HCFA's methodology during the refinement process and 
pr:ovide specific recommendations on the appropriateness ofthe adjustments. Additionally, 
the RUC will review comments from specialty societies that have already informed HCF A 
that ~eir time data might be incorrect. 

Development of Practice Expense RVUs for New/Revised Codes 

The RUC has discussed at length its desire to provide HCF A with recommendations on 
practice expenses for new/revised codes. The RUC has agreed that, as the RUC reviews new 
or revised codes for the work component, it will also consider the direct practice expense 
inputs for these services. The RUC will begin this review in February and has designed a 
new survey instrument to collect this data. Since many aspects of the methodology for 
assigning indirect costs to individual codes will undergo changes during refinement, it is 
impractical at this time for the RUC to make recommendations on practice expense RVUs. 
Until the overall methodology becomes more definitive, the RUC will limit its 
recommendations for new and revised codes to the direct inputs required to perform a service 
which HCFA can then use to calculate practice expense RVUs. Additionally, due to possible 
alterations to the practice expense allocation methodology, the RUC recommends that all 
new/revised codes that receive practice expense RVUs during the refinement process be 
considered interim and that specialties be afforded an opportunity to refine their code level 
cost data during the refinement process. 
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Multiple Proced~re Reduction 

HCFA stated in the Final Rule that "Although we have not made a specific proposal with 
respect to multiple procedures thus far, we may do so in the future. We continue to believe 

there are efficiencies when more than one service is performed during a single encounter." 
The RUC strongly opposes HCFA's assumption that lower practice costs are realized wheri 
more than one service is performed during a patient encounter. Until resource cost data are 
provided showing that physician practice expenses are reduced when multiple procedures are 
performed during a patient visit, there is no basis for applying a multiple procedure 
reduction. Currently, there is no practice expense cost data which demonstrates such practice 
costs savings resulting from providing_·r~mltiple procedures. 

Safety Issues 

Several specialty societies have commented to HCF A that some codes were assigned 
nonfacility practice expense RVUs even though it is generally perceived that it is not safe to 
perform these services in the office. HCF A stated in response that it "would need more data 
to demonstrate that performing these service in the office is not appropriate before we would 
eliminate the non facility RVUs." The RUC urges HCFA to accept any information it 
receives from specialty societies about the appropriate clinical setting for procedures.· 
Specialty societies are in an excellent position to provide HCF A with recommendations on 
which procedures should only be performed in an inpatient setting. 

For example, the American Urological Association (AUA) has identified several codes for 
which HCFA has assigned nonfacility practice expense RVUs, yet in the AUA's opinion 
these procedures should not be performed in an office setting. A procedure such as a code 
52240, cystourethroscopy with fulguration and or resection oflarge bladder tumor(s) should 
not be performed in the office because it requires the resources available in a major hospital, 
such as anesthesia machines, anesthesiologists, registered nurses, recovery rooms and access 
to the supporting facilities of all major medical specialties. 

Uncompensated Care 

As mentioned earlier, the AMA is examining adding questions to the SMS survey to collect 
data on uncompensated care since uncompensated is recognized as a legitimate practice 
expense category. Such data, applicable to all specialties, are especially pertinent to 
emergency physicians, who provide significant amounts of uncompensated services. The 
RUC urges HCF A to recognize the practice expenses involved in providing uncompensated 
care and include these practice expenses in HCFA's practice expense methodology. 
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RUC Recommendations for 1999 

The RUC appreciates HCFA's acceptance of93% ofthe RUC's recomm,endations on work 
relative values. Several codes for CPT 1999 were examined at the September 1998 RUC 
meeting and the RUC's recommendations for these codes are attached to this letter for 
HCFA's consideration. 

Thank you for the opportun.lty to participate in the RBRVS update process and to comment 
on this important issue. We look forward to further discussions' with you on the RUC's 
involvement in the numerous issues related to refining and updating the practice expense 
relative value units. 

Sincerely, 

~~~~.a 
James G. Hoehn, MD 

cc: RUC Participants 
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James G. Hoehn, MD 
Chairman 
AMA/Specialty Society RVS 
Update Committee 

December 18, 1998 

515 North State Street 
Chicago, Illinois 60610 

Nancy Ann Min-DeParle, JD 
Administrator 
Health Care Financing Administration 
Department of Heal~ and Human Services 
Room309-G 
Hubert H. Humphrey Buildmg 
200 Independence Avenue, SW 
Washington, DC 20201 

Attn: HCFA-1006-P 

312 464-5604 
312 464-5849 Fax 

Subject: Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule 
for Calendar Year 1999 

Dear Ms. DeParle: 

~ The American Medical Association/Specialty Society RVS Update Committee (RUC) is pleased to 
provide comments on the Final Rule for revisions to payment policies under the physician payment 
schedule for calendar year 1999, published in the Federal Register on November 2, 1999 This Rule 
establishes policy changes affectmg Medicare payments for physicians' services as a result of resource
based practice expense relative value units (RVUs), in addition to several other payment policy 
changes. 

The RUC appreciates HCF A including the RUC as one of the organizations to provide 
recommendations during the refinement period and beyond. We understand that most comments on the 
November 2, 1998 Final Rule supported using the RUC process to refine practice expense RVUs. The 
RUC has followed closely the development of resource-based practice expenses over the past several 
years and has had extensive discussions since September 1997 on a potential role. The RUC now 
believes that it is the organization that should assume responsibility for developing recommendations to 
the Health Care Financing Administration (HCF A) on refining and updating practice expense relative 
values. Specifically, the RUC has agreed to provide recommendations on refining the Clinical Practice 
Expert Panel (CPEP) data, the practice expense per hour data, and the physician time data. The RUC 
will also examine other refinement issues involving the general methodology utilized to calculate 
practice expense RVUs. Additionally, the RUC has established a process for collecting direct input 
data for new and revised codes which HCFA can use in its calculations of practice expense RVUs. 

General Methodology 

HCFA's use of the "top-down" methodology relies heavily on the specialty practice cost data derived 
from the AMA Socioeconomic Monitoring Survey (SMS) to calculate practice expense pools and also 
on CPEP data to assign practice expenses among individual codes. We understand that many aspects 
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of the "top-down" methodology will be examined during the refmement period and the RUC iS 
committed to developing recommendations which will enhance this methodology so that practice 
expense RVUs are based on reliable cost data. 

We are pleased that HCFA has chosen to keep practice expense RVUs interim throughout the 
refinement .process. Given the large number of unresolved issues which HCF A has deferred until the 
refinement process, it is imperative that specialties and the RUC have sufficient time to correct data 
errors and refine the methodology. Additionally, any delays in fee schedule updates due to the Y2K 
problem will slow down the refinement process and therefore require practice expense R VUs to remain 
interim for a longer period oftime. 

Refinement of the CPEP Data 

On November 21, 1998 the RUC established the Practice Expense Advisory Committee (PEAC), a 
subcommittee of the RUC to be directly charged with refmmg the CPEP data. All of the issues 
identified by HCF A in the Final rule relating to the CPEPE data will be addressed by the PEAC. The 
PEAC will report to the RUC, which will make final recommendatiOns to HCF A. The PEAC 
composition would mirror the RUC and include additional representation from the American Nurses 
Association, the American Academy of Physician Assistants, the Medical Group Management 
Association. Other seats will be added as necessary to bring in the expertise of office managers and 
accountants. The PEAC would include one representative from the following organizations: 

Chair, Eugene Ogrod, MD 
American Medical Association 
American Osteopathic Association 
CPT Editorial Panel 
Health Care Professionals Advisory Committee 
Two Rotating Seats for the RUC Advisory Committee 
American Academy of Dermatology 
American Academy of Family Physicians 
American Academy of Neurology 
American Academy of Ophthalmology 
American Academy of Orthopaedic Surgeons 
American Academy of Otolaryngology- Head and Neck Surgery, Inc. 
American Academy of Pediatrics 
the American Academy of Physician Assistants 
American Association of Neurological Surgeons 
American College of Cardiology 
American College of Emergency Physicians 
American College of Obstetricians and Gynecologists 
American College of Physicians 
American College of Radiology 
American College of Surgeons 
American Nurses Association 
American Psychiatric Association 
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American Society of Anesthesiologists 
American Society of Internal Medicine 
American Society of Plastic and Reconstructive Surgeons 
American Urological Association 
College of American Pathologists, 
Medical Group Management Association 
Society of Thoracic Surgeons 

Also contributing to this refinement process will be 80 members of the RUC Advisory Committee, 
representing those specialty societies with a seat in the AMA House of Delegates who have elected to 
participate in the RUC process, Our process will also include input from the Health Care Professionals 
Advisory Committee, which represents audiologists, chiropractors, nurses, occupational therapists, 
optometrists, physical therapists, physician assistants, podiatrists, psychologists, social workers, and 
speech pathologists. 

The RUC requests that HCF A share all comments it wishes to have reviewed regarding changes to the 
CPEP data with the RUC as soon as possible. The PEAC will convene on February 4, 1999 for an 
organizational meeting and is expected to begin its work in late March or early April. The RUC will 
hear a report with the PEAC's first set of recommendations in late April. With the RUC's approval, 
these recommendations will be submitted to HCFA in May. 

Refinement of Practice Expense/Hour Data 

The practice expense/hour data are based on the AMA SMS survey. The AMA has stated that these 
data were never collected for the purpose of developing relative values and has identified three potential 
problems with the use of these data for this purpose: 

• The sample sizes for some specialties will be too small to permit separate calculation of expense 
data from SMS. Even among the larger specialties, the inherent variability of the expense data will 
mean that the average expense figures provided will be subject to significant sampling error. 

• The response rates for the expense items tend to be low relative to other questions on the survey 
leading to potential non-response bias. 

• The SMS is a physician-level survey and physicians in group practices are asked for their share of 
expenses rather than the practice's expenses. Practice-level data may provide a better basis for 
constructing practice expense RVUs. 

Although the SMS survey was not originally designed for the purpose of constructing practice expense 
RVUs, HCF A has made it clear that it intends to use the SMS and will look for improvements dunng 
the refinement process. The AMA is already planning modifications to the SMS over the next few 
years that will improve its appropriateness for this methodology and the RUC is very interested in 
providing input to any changes made to the SMS survey. For example, questions may be added to 
collect data on uncompensated care and non-billable hours, as well as questions pertaining to 
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separately billable supplies and services The RUC believes that it can provide valuable input to AMA 
staff designing these questions. AMA staff responsible for the SMS have met with the RUC several 
times and will continue to do so during the refinement process. 

Some specialties that are currently underrepresented in the SMS data may wish to increase their sample 
size by participating in an over-sample in a future SMS survey. While this approach is an attempt to 
overcome one ofthe -identified limitations with the current survey, HCFA has not yet indicated that it 
will accept the data from oversamples of the SMS survey Specifically, the RUC is concerned that 
HCF A did not incorporate in the Final Rule the results of an oversample conducted for the Society of 
Thoracic Surgeons. Before additional specialties attempt to fund oversamples of the SMS survey, 
HCF A needs to develop a clear policy regardmg what aggregate practice expense data is acceptable for 
calculating practice expense RVUs. 

Refinement of Physician Time Data 

The number of practice expense RVUs assigned to the services performed by a given specialty is 
determined by the practice/hour data from the SMS and the physician time data for each of the codes. 
HCF A utilized the RUC survey data on physician time and the Harvard data for all codes for which the 
RUC has not evaluated. However, HCF A made several adjustments to the Harvard and RUC data 
which were not fully explained in either the proposed or final rule. First, since the time data resulting 
from the refinement of the work relative value units have been on average 25% greater than the time 
data obtained by the Harvard study for the same services, HCF A has mcreased the Harvard time data 
to obtain consistency between the two data sources. Second, HCF A increased the total physician 
service times of E&M codes to reflect the increases in E&M relative values which occurred during the 
five-year review. Once HCF A increased the pre and post service times of the E&M codes by 25%, 
HCF A also increased the time associated with the E&M portion of global surgery codes. 

The RUC acknowledges that the RUC physician time data may not be absolutely precise, however the 
RUC is concerned about the assumptions HCF A used to make these adjustments. The RUC will 
review HCFA's methodology during the refmement process and provide specific recommendations on 
the appropriateness of the adjustments. Additionally, the RUC will review comments from specialty 
societies that have already informed HCF A that their time data might be incorrect. 

Development of Practice Expense RVUs for New/Revised Codes 

The RUC has discussed at length its desire to provide HCF A with recommendations on practice 
expenses for new/revised codes. The RUC has agreed that as the RUC reviews new or revised codes 
for the work component, the committee will also consider the direct practice expense inputs for these 
services. The RUC will begin this review in February and has designed a new survey instrument to 
collect this data. Since many aspects of the methodology for assigning indirect costs to individual 
codes will undergo changes during refinement, it is impractical at this time for the RUC to make 
recommendations on practice expense RVUs. Until the overall methodology becomes more definitive, 
the RUC will limit its recommendations for new and revised codes to the direct inputs required to 
perform a service which HCF A can then use to calculate practice expense RVUs. Additionally, due to 
possible alterations to the practice expense allocation methodology, the RUC recommends that all 



~'\ !· 

Nancy Ann Min-DeParle, JD 
December 18, 1998 
Page5 

new/revised codes which receive practice expense RVUs during the refinement process be considered 
interim and that spec1alties be afforded an opportumty to refine their code level cost data during the 
refinement process. 

Multiple Procedure Reduction 

HCF A stated in the Final Rule that "Although we have not made a specific proposal with respect to 
multiple procedures thus far, we may do so in the future. We continue to believe there are efficiencies 
when more than one service is performed during a single encounter." The RUC strongly opposes 
HCFA's assumption that lower practice costs are realized when more than one service is performed 
during a patient encounter. Until resource cost data are provided showing that physician practice 
expenses are reduced when multiple procedures are performed during a patient visit, there is no basis 
for applying a multiple procedure reduction. Currently, there is no practice expense cost data which 
demonstrates such practice costs savings resulting from providing multiple procedures. 

Safety Issues 

Specialty Societies have commented to HCF A that some codes were assigned nonfacility practice 
expense RVUs even though it is not safe to perform these services in the office. HCF A stated in 
response that it "would need more data to demonstrate that performing these sefVlce in the office is not 
appropriate before we would eliminate the non facility RVUs." The RUC urges HCFA to accept any 
information it receives form specialty societies about the appropriate clmical setting for procedures 
Specialty societies are in the best position to provide HCF A with recommendatio.ns on which 
procedures should only be perfonned in an inpatient setting. 

For example, the American Urological Association (AUA) has identified several codes which HCF A 
has assigned nonfacility practice expense RVUs, yet in the AUA's opinion these procedures should not 
be performed in an office setting. A procedure such as a cystoscopy should not be performed in the 
office because it requires the resources available in a major hospital, such as anesthesia machines, 
anesthesiologists, registered nurses, recovery rooms and access to the supporting facilities of all major 
medical specialties. Maintaining non-facility PE RVUs for codes such as this- which are 
appropriately performed in licensed surgical facilities - does not accurately reflect urological practice 
patterns, and could possibly lead to inappropriate patient care. 

RUC Recommendations for 1999 

The RUC appreciates HCFA's acceptance of93% ofthe RUC's recommendations on work relative 
values. Several codes for CPT 1999 were examined at the September 1998 RUC meetmg and the 
RUC's recommendations for these codes are attached to this letter for HCFA's consideration. 
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Thank you for the opportunity to participate in the RBRVS update process and to comment on tlus 
important issue. We look forward to further discussions with you on the RUC's involvement in the 
numerous issues related to refining and updating the practice expense relative value units 

Sincerely, 

James G. Hoehn, MD 

cc: RUC Participants 



Adrenalectomy 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Laparoscopic Procedures (Adrenalectomy, Splenectomy, Jejunostomy) 

CPT code 56321 was established to describe the procedure: Laparoscopy, surgical: with adrenalectomy, partial or complete, 
or exploration of adrenal gland with or without biopsy, transabdominal, lumbar or dorsal. Laparoscopy is not a new 
technology, but the application of this methodology to adrenalectomy is relatively new and was first reported in 1992. 

CPT code 60540 Adrenalectomy, partial or complete, or exploration of adrenal gland with or without biopsy, transabdominal, 
_lumbar or dorsal (separate procedure) (work RVU = 17. 03) was used as a comparison code when evaluating the potential 
work relative value for the new code. CPT 56321 is more technically complex than an open adrenalectomy (CPT 60540). 
The laparoscopic suturing is made more difficult because of the lack of two-dimensional vision. With an open procedure, the 
surgeon has both the advantages of tactile information, as well as the ability to view the operative field from more than one 
restricted view. Similarly, the work need to repair bleeding and suturing of structures is increased due to the more complex 
and time consuming methods required of laparoscopic suturing. 

The RUC evaluated the intensity and complexity measures for the laparoscopic and open adrenalectomy procedures and the 
differences in intra-operative times. It was the consensus that the work of a laparoscopic adrenalectomy was greater than that 
for an open procedure. In addition, the RUC reviewed the time intensity/complexity measures and agreed that the work of a 
laparoscopic adrenalectomy was more closely related to CPT code 43631 Gastrectomy, partial, distal; with 
gastroduodenostomy (work RVU = 19.66). This value is similar to the RVU for a gastrectomy and also represents the 
additional intra-operative time for a laparoscopic adrenalectomy versus the open adrenalectomy. 

The RUC recommends a work relative value of 20.0 for CPT 56321. 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medtcal Associatwn. 
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Splenectomy 

A CPT code (56345) Laparoscopy, surgical; splenectomy was developed in 1997 and has since that time been carrier priced. 
In 1998, the RUC reviewed survey data for this procedure code and was able to establish an appropriate work relative unit. 
CPT code 56345 was developed to adequately reflect new technology and equipment. These components are utilized to reduce 
postoperative pain and length of hospitalization. 

As part of its analysis, the RUC considered existing CPT code 38100 Splenectomy; total (separate procedure)(work RVU = 

13.01). CPT code 38100 describes an "open" procedure. For CPT code 56345, the intraoperative intra time is longer than 
that for CPT 38100 due to the maceration and tedious removal process of the spleen through laparoscopic equipment. 
Laparoscopic suturing is made more difficult due to the lack of two-dimensional vision and visualization of intra-abdominal 
structures in the left upper quadrant. With an open procedure, surgeons have both the advantage of tactile information, and 
the ability to view the operative field from more than one restricted view. Similarly, the work performed to stop bleeding and 
suturing of structures is increased due to the more complex and time consuming methods required for laparoscopic suturing. 

The RUC recommends a work relative value unit of 17.00. This value represents the 7Sh percentile of the survey data. This 
value takes into count 90 minutes if additional intraoperative time and one less hospital day for the laparoscopic procedures 
versus the open procedure (CPT 31800). 

Jejunostomy 

Similar to CPT code 56345, Laparoscopy, surgical: jejunostomy (eg for decompression or feeding) (CPT 56347) was 
developed in 1997 and has been valued independently by individual carriers since its inception in 1998. This code also 
incorporates new equipment and technology which reduce patient pain and length of hospital stay. 

CPT code 44300 Enterostomy or cecostomy, tube (eg for decompression or feeding) (separate procedure)( work RVU = 8.88) 
was used as a comparison code in the RUC process. The RUC reviewed survey information and agreed that new CPT code 
56347 required more work, technical skill and effort introducing and manipulating the equipment within multiple, separate 

CPT five-digit codes, two-digit modifiers, and descnptions only are copyright by the American Medical Association. 
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trocar sites. As with the other two laparoscopic procedures previously detailed, the suturing for the surgical jejunostomy is 
more difficult due to the lack of two dimensional vision. 

The RUC recommends a work relative value unit of 9.78 for CPT code 56347. This value represents the median survey result 
by physicians. 

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

•56321 El Laparoscopy, surgical; with adrenalectomy, partial or 090 20.00 
complete, or exploration of adrenal gland with or without 
biopsy, transabdominal, lumbar or dorsal 

56345 P7 Laparoscopy, surgical; splenectomy 090 17.00 

56347 P4 Laparoscopy, surgical; jejunostomy (eg, for decompression or 090 9.78 
feeding) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyrtght by the American Medical Association. 
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AMNSPECIALTY SOCIETY RVS UPDATE PROCESS 
SillvfMARY OF RECOMMENDATION (September 1998) 

CPT Code: 
')w-'7?1 
:>633X (El) Global Period: 090 Recommended RVW: 20.00 

CPT Descriptor: Laparoscopy, surgical; with adrenalectomy, partial or complete, or exploration of adrenal 
gland w1th or Without biopsy, transabdorrunal, lumbar or dorsal 

Vignette Used in Survey: 
A 45-year-old male has poorly-controlled hypertension despite multi-drug therapy. Biochemical and imagmg 
evaluations reveal a 3.5 em pheochromocytoma of the right adrenal gland, and he is referred for consideration of 
adrenalectomy. Work-up has also disclosed mild hypertensive cardiomyopathy. After a discussion of the risks and 
benefits of adrenalectomy through both laparoscopic and open techmques, he desires to proceed w1th operation, 
preferably laparoscopically: Outpatient preparation with phenoxybenzamine is begun, and beta-blockade is later 
added for persistent ectopy. He is admitted the evening before operanon for conversion to intravenous 
antihypertensive and beta-blocking agents and for hemodynamic monitoring during mechanical bowel preparation. 
Under general endotracheal anesthesia, using multiple laparoscopic ports and a lateral transperitoneal approach, the 
tumor-bearing nght adrenal gland is identified. The gland is mobillzed intact from surrounding tissues, w1th 
particular attention to avoid avulsion of the adrenal vem from the inferior vena cava, while coordinating operative 
activities with the anesthesiologist to mimmize blood pressure lability. Adrenalectomy is completed 
laparoscopically. Final histopathology returns pheochromocytoma confined to the adrenal gland. He requires two 
ICU days for management of vasoactive and anti-arrhythmic medications. He is transferred to the floor on 
postoperative day two and is discharged to home on postoperative day four. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the initial 
incision. The day prior to operation, the patient is admitted for conversion from oral antihypertensive and beta
blockmg agents to intravenous infusions. Because of the risk of catecholamine crisis, mechanical bowel preparation 
IS also accomplished in a monitored setting. Appropriate orders are written and the immediate potassium 
supplementation for patients with primary hyperaldosteronism or preoperative steroid supplementation for patients 
With Cushing's syndrome and those undergoing bilateral adrenalectomy.) The IJreoperative work-up is reviewed '"':ith 
particular attention to CT, MlBG, and other localizing studies. Patient and family questions are answered. On the 
day of operation, after changing to scrub clothes, the surgeon meets the patient in the Operating Room. After 
observing the induction of anesthesia, which my be lengthy to place invasive monitoring devices and to avoid 
hypertensive crisis, the surgeon supervises insertion of a nasogastric sump tube and Foley bladder catheter. The 
surgeon oversees lateral decubitus positioning of the patient, ensuring that all pressure points are properly padded to 
avoid neuropraxia. (Particular care in positioning is required with Cushing's syndrome patients because of disease
related skin friability.) The surgeon oversees application of lower extremity intermittent pneumatic compression 
devices. The surgeon verifies with the nursing staff that all necessary surgical instruments and supplies are readily 
available in the operative suite (eg, trans-laparoscopic and transcutaneous sonography equipment for the posterior 
retroperitoneal approach, ultrasonic scissors and aspirator for Cushing's syndrome patients). The surgeon scrubs and 
gowns. The abdomen is draped for both laparoscopic and potential open access. 
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Description of Intra-Service Work: 
A short transverse incision is made lateral to the edge of the right rectus muscle below the costal margin and earned 
down to the peritoneum, which is then opened under direct vision. A 10-12 mm port is secured through a purse
string suture at this site. Low flow carbon dioxide insufflation is started and converted to high flow when peritoneal 
insufflation is confirmed; a pressure of about 15 torr is reached and maintained. The videolaparoscope is then 
inserted through the port. A second port 1s inserted in the anterior axtllary line, under observatwn through the 
videolaparoscope, followed by a third port in the midaxillary lme. Diagnostic (surgical) laparoscopic evaluation of 
the pentoneal cavity IS performed. The operatmg table is hyperextended at the patient's wrust to aid exposure The 
right colon and nght lobe of the liver are mobilized by dividing peritoneal ligaments as needed. Instruments are 
placed for liver retraction. The anesthesiologist is informed that peri-adrenal dissection is about to begin, so that 
prompt mtervention for catecholamine crisis can be mstituted as needed. The retroperitoneal space IS opened 
overlying the supenor aspect of the kidney and the adrenal gland, and an additional port ts inserted m the posterior 
axillary lme. After identification by inspection, the adrenal gland is mobilized by a combination of sharp and blunt 
dissection. (Adrenal gland visualization may be difficult in obese patients, particularly with Cushing's syndrome, 
and may require transcutaneous or laparoscopic ultrasonography in addition to considerable dissection). Hemostatic 
clips are placed and vessels divtded as needed, with particular care being taken not to avulse the adrenal veins from 
the infenor vena cava. All adrenal attachments except the main adrenal vein are dtvided, and the anesthesiologist is 
notified that adrenalectomy is nearly complete so that preparatwns may be made to treat any post-tumor-removal 
hypotension. The adrenal vein IS multiply clipped on either side of the proposed pomt of transection or is divided 
with a laparoscopic stapler, again with great care not to injure the infenor vena cava. A specimen bag is introduced 
through a port and the adrenal Is placed within it. The bag is then withdrawn through a port if the specimen size 
permits. (If the specimen is large, one of the port sttes can be enlarged just prior to the conclusion of the procedure 
and the bag extracted through that site.) The operative field is irrigated with care to avoid dislodging clips by 
irrigation or suction. Adequate hemostasis is confirmed, mcluding specific visualization of the residual 
clipped/stapled end of the adrenal vein. The port sheaths are sequentially removed under observation through the 
videolaparoscope, then the final port is removed; fascia is closed at the port sites as needed. All skin sites are closed 
with subcuticular sutures. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings, 
writing postoperative orders, completing the operative dictation, communicating with family and other health care 
professionals, and all hospital vis1ts and services performed by the surgeon, including ICU care and ventilator 
management as needed (particularly for pheochromocytoma patients and for cases of advanced Cushing's syndrome), 
as well as ordering and reviewing postoperative radiographs and laboratory studies, wound and drain care, and 
managing analgesics. Discharge day management includes the surgeon's final examination of the patient, 
instructions for outpatient follow-up including coordination with referring physicians, preparation of discharge 
records, confirming arrangements for outpatient testing following removal of hormone secreting tumors, and 
finalizing the program for outpatient weaning of antihypertensives, potassium supplements, aldosterone antagonists, 
or steroids. Additionally, all post-discharge office visits for the first 90 days after the day of operation are considered 
part of the postoperative work for this procedure including removal of sutures, ordering and evaluating periodic 
imaging and laboratory reports, and/or analgesic adjustments. 
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CPT/Descnptor: 5633X (El) Laparoscoptc adrenalectomy 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

American C0llege of Surgeons 
Random 

Survey n: 

Response: 

45 

32 
Same 

PRE INTRA day 
Rate%: 71% total total total 

RVW min min mtn 

I MED I 20.00 I 70 I 180 I 30 

low 17.03 90 
25th% 18.50 150 
75th% 22.25 210 
high 37.00 270 

KEY REFERENCE SERVICE(S): 

Descriptor 

(09/98) Page 3 

ICU Hasp. -Other Dtschg Offtce 
day 

;t I total ;t l total total # I total 
v1sits m1n VISitS mtn m1n VISitS mtn 

I 1 I 30 I 2 I 40 I 25 I 2 I 30 I 

\ 

1998 RVW 
19.66 
17.03 

Global 
090 
090 

CPT 
43631 
60540 

Gastrectomy, partial, d1stal; with gastroduodenostomy 
Adrenalectomy, partial or complete, or exploration of adrenal gland with or 
without biopsy, transabdominal, lumbar or dorsal (separate procedure); 

LOS and Time Estimates (Median) 

LOS 

PRE-serv1ce t1me 

INTRA-service tJme 

POST -service time 

Mental Effort and Judgment 

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

The amount and/or compleXIty of medical records, diagnostic tests, and/or other 
infonnation that must be obtained reviewed and analyzed 

Urgency of medical decision making 

Technical SkiiVphysical Effort 

Technical skill reqUJffo!d 

Physical effort required 

Psychological Stress 

The nsk of Significant complications, morbidity and/or mortality 

Outcome depends on sk1ll and judgment of physician 

Estimated nsk of malpractice sUit with poor outcome 

Time Segments 

PRE-service Intensity/compleXIty 

INTRA-seMce Intensity complexity 

POST-serv1ce mtensrty compleXIty 

Mean 
Intensity/Complexity Measures 

5633X(E1) 60540 43631 

4 5 5 
70 60 45 

180 130 180 
155 173 160 

4.33 3.83 3.29 

4.40 3.89 3.40 

3.70 3.56 3.40 

4.73 3.79 3.43 

4.00 3.50 3.50 

4.43 3.63 3.57 

4.60 4.00 3.80 
3.60 3.44 3.40 

4.00 3.67 3.20 

4.70 4.00 3.00 

3.50 3.33 3.20 
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RELATIONSHIP OF CODE BElNG REVIEWED TO KEY REFERENCE SERVICE(S): 

5633X (El) is more technically complex than an open adrenalectomy (CPT 60540). Laparoscopic 
suturing is made more difficult because of the lack of two dimensional vision. 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 bleedmg and suturing of 
structures is increased due to the more complex and time consuming methods required for laparoscopic 
suturing. 

The survey intensity and complexity average measures for the laparoscopic and open adrenalectomy 
procedures and the difference in intraoperative time indicate that the survey respondents believed that the 
work of a laparoscopic adrenalectomy is greater than the open procedure. In addition, the time and 
intensity/complexity measures indicate that the work of a laparoscopic adrenalectomy is more closely 
related to a gastrectomy (CPT 43631). The median RVW of20.00 is recommended. This value is similar 
to the RVW for a gastrectomy and takes into account the additional intraoperative time for a laparoscopic 
adrenalectomy versus the open adrenalectomy. 

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

IWPUT 1 . f 1 bal ca cu at10n or g,o d proce ure: 
Pre-op RVW calc" Global RVWs for Post-operative Work .. 

eva!, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 
posit, dress, @4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 @0.17 

etc etc 

[ mm I v1s 45 25 0 1 1 1 1 0 0 2 0 0 

l RVWs 1.01 0.02 0 1.51 1.06 0.64 1.28 0 0 1.30 0 0 
"Pre-op standards per Harvard Study: [scrub,dress rvw = ttme x 0.8 x 0.0103 x 0.0988] [eval,postt,etc rvw = tJme x 2.2 x 0.0103 x 0.988] 
""Note, per recent HCFA global RV'N adjustments, office vts1ts are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 20.00-6.82 = 13.18 
IWPUT = Intra-RVW I Intra-minutes= 13.18/180 = 0.073 

FREQUENCY INFORMATION 

1. How was this service previously reported? 
Most are being reported as: 
60540 Adrenalectomy, ·partial or complete, or exploration of adrenal gland with or without biopsy, transabdominal, 
lumbar or dorsal 

The remainder are reported as: 
60699 Unlisted procedure, endocrine system 
56399 Unlisted procedure, laparoscopy, hysteroscopy 

Current code 60540 will be reported by the new code about 30% of the time. 
[20% (Mayo Clinic, JA vanHeerden, personal communication) to 100% (Cleveland Clinic, M Gagner, personal 
communication) of calendar year 1995 adrenalectomies were completed laparoscopically. Using an average value 
for these and other large series of cases yields a maximum of about 60% of adrenalectomies being done 
laparoscopically. Variations in patient referral patterns and in access to laparoscopic adrenalectomy technology and 
expertise will result in subrnaxirnal current utilization. This percentage should rise toward 60% as experience with 
this procedure accumulates.] 
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-...,_ How often do physicians in your specialty perform this service? 
0 Commonly V' Sometimes 0 Rarely 

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

1994 Medicare Part B data indicate about 1000 patients undergomg adrenalectomy annually. Because 
hormonally active adrenal tumors are more common in younger patients, about twice as many cases are 
found in patients <65 years. Thus, after allowing for unresectable cases and for pheochromocytomas 
discovered only at autopsy, the total volume of adrenalectomies is about 2500-3000/yr. (Overall in USA, 
pheochromocytoma incidence about 0.8/100,000 person-years annually, Cushing's disease due to primary 
adrenal causes 0.141100,000, and adrenocortical carcmoma 111-2 milliOn/year) 

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

c: 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

CPT Code: 56345 (P7) Global Period: 090 Recommended RVW: 17.00 

CPT Descriptor: Laparoscopy, surgical; splenectomy 

Vignette Used in Survey: 
A 45-year-old female presented with easy brmsabllity and a platelet count of 20,000; the diagnosis of idiOpathic 
thrombocytopenic purpura has been made. She IS refractory to all forms of med1cal therapy and is referred for 
surgical evaluation. The surgical options are discussed and laparoscopic splenectomy performed. The patient is 
observed closely for bleeding and potential hematologic problems. She is discharged four days postoperatively. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

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: 
Diagnostic laparoscopy is performed. The splenic flexure and gastrocolic omentum are mobilized. The spleen is 
mobilized from the peritoneal attachments, and the hilar vessels and short gastric vessels are ligated and divided. The 
spleen is placed in a bag, morcellated, and removed. Hemostasis is obtained, and the operative site is observed for 
bleeding. The trocar sites are inspected after removal of the trocars, and the wounds are closed. 

Description of Post-Service Work: 
P~st-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, maintenance, and removal of 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. 



CPT/Descriptor: 56345 (P7) Laparoscopy, surgical; splenectomy 

SURVEY DATA 
""'\Specialty(s): American College of Surgeons 

Type of Sample: Random 

Survey n: 

Response. 

Rate%: 

42 

40 

95% 

I MED I 
low 

25th% 

IZ5tl:i0LQ I 
high 

PRE 
total 

RVW min 

15.55 I 60 

13.21 
14.27 

:lZ.QQ I 
26.02 

KEY REFERENCE SERVICE(S): 

Global CPT Descriptor 

INTRA 
total 
min 

I 180 

75 
150 

I :lBQ 
300 

Same ICU 
day 
total # I total 
mm VISitS m1n 

I 30 I 0 I 0 

I 

090 38100 Splenectomy; total (separate procedure) 

(09/98) Page 2 

Hosp. - Other D1schg Office 
day 

# I total total # I total 
visitS mm m1n VISitS m1n 

I 3 I 45 I 15 I 2 I 3o 1 

1998 RVW 
13.01 
14.19 090 38115 Repair of ruptured spleen (splenorrhaphy) with or without partial splenectomy 

LOS and Time Estimates (Median) 

LOS 

PRE-service time 

INTRA-service time 

POST -serv1ce t1me 

Mental Effort and Judgment 

T echmcal Sk1ll/phys1cal Effort 

Psychological Stress 

Mean 
Intensity/Complexity Measures 

56345 (P7) 38100 38115 

4 5 6 

60 60 60 

180 90 120 

120 125 180 

4.18 3.44 3.78 

4.75 3.12 4.00 

4.50 3.06 4.22 

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

CPT 56345 (P7) intraoperative intra time is longer than the comparable open procedure (CPT 38100) due 
to the maceration and tedious removal process of the spleen through the laparoscopic equipment. The 
search for accessory spleens is more difficult and tedious laparoscopically. Laparoscopic suturing is made 
more difficult because of the lack of two dimensional vision and visualization of intra-abdominal 
structures in the left upper quadrant. 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. 

The 75th percentile RVW of 17.00 is recommended. This value takes into account 90 minutes of 
addtional intraoperative time and one less hospital day for the laparoscopic procedure (CPT 56345) versus 
the open procedure (CPT 38100). The additional rationale below presents the two approaches utilized to 

'validate this recommendation. 

• 

c : -
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ADDITIONAL RATIONALE 

"""' 
_) Rationales for RVW recommendation of 17.00: 

'"""' 

1. IWPUT comparison: 
Based on the survey median times, the recommended RVW of 17.00 results in an IWPUT of0.061, which is a 
somewhat low, but reasonable "average" intensity for the 180 minutes of intraoperative work. 

Pre-op RVW calc* "Global Package" RVWs for Post-operative Work 

eva!, scrub, 
99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 

posit, dress, 
@4.00 @1 51 @1.06 @064 @1.28 @1.73 @1.08 @0.65 @0.43 @0.17 

~tc etc 

min/vis 35 25 0 0 0 4 1 0 0 2. 0 0 

RVWs 0.78 0.02 0 0 0 2.56 1.28 0 0 1.30 0 0 
·Pre-op standards per Harvard Study: [scrub,dress rvw = t1me x 0.8 x 0 0103 x 0 988] [eval,pos1t,etc rvw = t1me x 2.2 x 0 0103 x 0.988] 
.. Note, per recent HCFA global RVW adJustments, off1ce v1s1ts are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 17.00- 5.94 = 11.06 
IWPUT = Intra-RVW I Intra-minutes= 11 06 I 180 = 0 061 

2. RVW & time comparison: 
The addit10n of 4.00-6.00 rvu's for 90 minutes of additional intra-operative time (similar to 90 minutes for 
ICU codes 99291+99292), minus one hospital visit @0.64, compares well with the difference between the 
recommended RVW for CPT 56345 and the RVW for the open procedure (CPT 38100). 
RVU range= 16.37-18.37 = [13.01 + (4.00 to 6.00)- 0.64] 

FREQUENCY INFORMATION 

How was this service previously reported? 

CPT 38100 Splenectomy; total (separate procedure) 

How often do physicians in your specialty perform this service? 

0 Commonly V Sometimes 0 Rarely 

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

1996 Medicare utilization data indicate a frequency of approximately 2,000. 

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

DYes t/ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOM1v1ENDATION (September 1998) 

CPT Code: 56347 (P4) Global Period: 090 Recommended RVW: 9.78 

CPT Descriptor: Laparoscopy, surgical; jejunostomy (eg, for decompression or feeding) 

Vignette Used in Survey: 
A 70-year-old male who has had a previous CV A presented with esophagogastric dysmotility and repeated episodes 
of pulmonary aspirations. The patient reqmres enteral feedings for long-term nutntional support. The operation is 
performed, and the patient is discharged two days postoperatively with mstructions on wound care and enteral 
feedmg procedures. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work begins after the decision to operate is made, from the day before the operatwn until the time of the 
procedure. This activity includes obtaming and reviewing the previous work-up, with special attention to 
cardiOpulmonary, gastroin~estinal, and hematologic statU.s; 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 explam the operative risks and ~enefits and to obtain 
informed consent. Other preoperative services include dressmg, scrubbmg, 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, diagnostic laparoscopy is performed, and the proximal jejunum is identified at the base of 
the transverse mesocolon. Fifty em distal to the ligament of Treitz, the antimesenteric wall of the jejunum is grasped, 
and a purse-string suture is placed. An opening is made in the bowel, and a percutaneously placed small feeding tube 
is inserted into the bowel, advanced and secured. The jejunum is then sutured to the anterior abdominal wall. 
Meticulous hemostasis is maintained, trocar sites are observed, and the wounds are closed. 

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, maintenance. and removal of all tubes and 
drains; obtaining a nutritional assessment and initiating early postoperative enteral feedings; 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; ordenng and evaluating periodic imaging and laboratory reports, if needed; and 
antibiotic and pain medication adjustments. 

• 
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CPT/Descnptor 56347 (P4) Laparoscopy, surg1cal, Jejunostomy (eg, for decompressiOn or feeding) (09/98) Page 2 

SURVEY DATA 
Spec1alty(s): 
Type of Sample: 

American College of Surgeons 
Random 

Survey n: 42 

Response: 30 PRE 

Rate%: 71% total 
RVW mm 

I MED I 9.78 I 60 

low 5.50 

25th% 8.89 

75th% 11 11 

high 15.00 

KEY REFERENCE SERVICE(S): 

Global CPT Descnptor 

INTRA 
total 
min 

I 75 

30 

60 

90 

120 

Same ICU Hosp. - Other Dischg Office 
day day 
total 

v1:tsl 
total # ; I total total # I total 

mm mm VISitS mm mm vis1ts m1n 

I 15 I 0 I 0 I 2 I 30 I 20 I 2 I 30 I 

1998 RVW 
8.88 
7.28 

090 44300 
090 43830 

Enterostomy or cecostomy, tube (eg, for decompression or feedmg) (separate procedure) 
Gastrostomy, temporary (tube, rubber or plastic) (separate procedure); 

LOS and Time Estimates (Median) 

LOS 

PRE-service t1me 

INTRA-service time 

POST -serv1ce time 

Mental Effort and Judgment 

Technical Skill/physical Effort 

Psychological Stress 

Mean 
Intensity/Complexity Measures 

56347 (P4) 44300 43830 

4 4 4 

60 40 30 
75 60 60 
100 85 70 

2.96 2.58 2.33 

3.58 2.58 2.33 

3.00 2.26 2.08 

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

The overall work of CPT 56347(P4) is most comparable to CPT 44300. CPT 56347 requires more 
technical skill an~ effort for introducing and manipulatmg the equipment within multiple, separate trocar 
sites. Laparoscopic suturing is made more difficult because of the lack of two dimensional vision. [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. The median RVW of 9.78 is recommended. 
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CPT/Descnptor: 56347 (P4) Laparoscopy. surgical; JeJunostomy (eg, for decompression or feeding) (09/98) Page 3 

ADDITIONAL RATIONALE: 

IWPUT calculation· 

Pre-op RVW calc* Global RVWs for Post-operative Work** 
eva!, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 
pos!l, dress, 

@4.00 @1.51 @1.06 @064 @1.28 @1.73 @1 08 @0.65 @0.43 @0.17 etc etc 

nun I vis 35 25 0 0 0 3 1 0 0 2 0 0 

RVWs 0.78 0.02 0 0 0 1.92 1 28 0 0 1.30 0 0 
·Pre-op standards per Harvard Study: [scrub,dress rvw = t1me x 0 8 x 0.0103 x 0 988] [eval.pos1t.etc rvw = t1me x 2.2 x 0 0103 x 0 988] 
.. Note, per recent HCFA global RVW adjustments, office v1s1ts are not at 100% of face rvu values 

Intra-R'\lW =Recommended RVW- (Pre+Post-op RVW) = 9.78- 5.30 = 4.48 
IWPUT = Intra-RVW I Intra-minutes = 4.48 I 75 = 0.060 

FREQUENCY INFOR1\1ATION 

How was this service previously reported? 
44300 Enterostomy or cecostomy, tube (eg, for decompression or feeding) (separate procedure) global=090 
44015 Tube or needle catheter jejunostomy for enteral alimentation, intraoperative, any method (list separately in 
addition to primary procedure) global=zzz 

How often do physicians in your specialty perform this service? 

0 Commonly v Sometimes 0 Rarely 

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

1996 Medicare utilization data indicate a frequency of approXlmately 500. 

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

DYes V" No 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Sentinel Node Biopsy 

The RUC evaluated proposed work values for new CPT code 38792 Injection procedure; for identification of sentinel node. 
Increased awareness and better understanding of the natural history of various malignancies and results of treatment have led to 
new concepts about lymph nodes sampling and staging of malignancies, i.e., breast and melanoma. New procedures, such as 
sentinel node biopsy, are outgrowths of that enhanced understanding. Current CPT terminology did not effectively describe 
sentinel node biopsy procedures. The addition of code 38792, along with several editorial changes to other related codes, will 
allow for an accurate description of the service and will provide for additional outcomes tracking. 

The RUC considered CPT code 11900 Injection, intralesional; up to and including seven lesions (work RVU =. 52) when 
determining an appropriate work value for the new code. It was the consensus that the time and complexity measurements for 
CPT 38792 were very similar to CPT 11900, and as such, should be valued at a similar rate. 

The RUC, therefore, recommends acceptance of .52 as the work relative value unit for CPT code 38792. 

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

.A38747 EE2 Abdominal lymphadenectomy, regional, including 
celiac, gastric, portal, peripancreatic, with or 

zzz 4.89 

without para-aortic and vena caval nodes (~ (No Change) 
List separately in addition to code for primary 
procedure) 

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

-1-
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

.6.38790 Injection procedurei ful: lymphangiography 000 1.29 

(No Change) 

•38792 EE3 for identification of sentinel node 000 

{For excision of sentinel node 2 see 38500-38542} .52 

{For nuclear medicine l~m12hatics and l~mJ2h gland 
imaging 2 use 78195} 

78195 Lymphatics and lymph glands imaging XXX 1.20 

{For sentinel node injection2 see 38792} (No Change) 

(For sentinel node excision, see 38500 - 38542) 

CPT five-digit codes, two-digit modifiers, atul descriptions only are copyright by the American Medical Associatwn. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

CPT Code: 3879X (EE3) Global Period: 000 Recommended RVW: 1.40 

CPT Descriptor: Injection procedure; for identification of sentinel node 

CLINICAL DESCRfi>TION OF SERVICE: 

Vignette Used in Survey: 
A 55-year-old female swimming coach recently underwent wide local excision of a pigmented skm lesion of the 
upper arm Final pathology has returned a 1.0 mm thick superficial spreading malignant melanoma. There IS no 
palpable axillary adenopathy or evidence for distant metastasis. Sentinel node biopsy is recommended and she elects 
to proceed. General anesthesia is induced. Approximately 3 cc of isosulfan is injected intradermally at several Sites 
around the wide excision Site. A separately billable sentinel node biopsy IS then performed. During observauon 
after InJection, her hemodynamics remain stable and there IS no physical evidence of local histamine release or other 
anaphylactiC manifestation. [In responding to this survey, please consider ONLY the work for the inJeCtiOn 
procedure (balded text above), including any associated pre- and post-procedure work. The work for the node 
bwpsy is separately billable usmg a different CPT code and should not be consLderedfor this survey.] 

CLINICAL DESCRfi>TION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
A history of prior allergic reactions to vital dyes, food colonng, or radioisotopes is sought. Based upon the site of 

,r.· '· the primary rumor (or its excision site) and the location of the anticipated draining nodal basin, the site(s) for dye or 
tracer injection is chosen. 

Description of Intra-Service Work: 
The dye or tracer is injected intradermally and (for extremity pnmary lesions) the extremity is elevated. Care is 
taken to inject around the scar tissue to achieve adequate tracer concentration m the local lymphatic spaces. 

Description of Post-Service Work: 
The pauent is observed for evidence of local histamine release and other allergic or anaphylactic manifestations. 
Dosimetry and/or radioactivity measurements are made if needed after radionuclide tracer use . 

. I 
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CPT/Descnptor· 3879X (EE3) Injection pr?cedure; for Jdentificauon of sentinel node 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

Amencan College of Surgeons 
Random 

Survey n: 46 
Response: 22 PRE 

Rate%: 48% total L 

RVW min 

I MED I 1.40 I 15 

low 1.10 

25th% 1.29 

75th% 1.52 

high 2.10 

KEY REFERENCE SERVICE($): 

Descnptor 

Same ICU 
INTRA day 
total total 

Vl!ts I total 
mm mm m1n 

I 10 I 10 I 0 I 0 

2 

5 

15 

45 

InJection procedure for lymphangiography 

(09/98) Page 2 

Hasp. - Other 01SChg Office 
day 

# .I total total # I total 
vis1ts mm mm v1sits mm 

I 0 I 0 I 0 I 0 I 0 I 

1998 RVW 
1.29 
1.53 

Global 

000 
000 

CPT 
38790 
19030 InJection procedure only for mammary ductogram or galactogram 

LOS and Time Estimates (Median) 

LOS 

PRE-serv1ce time 

INTRA-serv1ce time 

POST-serv1ce time 

Mental Effort and Judgment 

The number of possible diagnos1s and/or the number of management options that must 
be considered 

The amount and/or complexity of medical records, d1agnostc tests, and/or other 
information that must be obtamed rev1ewed and analyzed 

Urgency of medical deCISIOn makmg 

Technical Skill/physical Effort 

Techmcal skill required 

Phys1cal effort required 

Psychological Stress ..J 

The risk of sigmficant complications, morb1d1ty and/or mortality 

Outcome depends on skill and judgment of phys1c1an 

Esnmated nsk of malpractice su1t With poor outcome 

Time' Segments 

PRE-service mtens1ty/complexrty 

INTRA-service 1ntens1ty compleXIty 

POST-serv1ce mtensity compleXIty 

Mean 
Intensity/Complexity Measures 

3879X 38790 19030 

0 0 0 

15 10 15 

10 10 13 

10 5 5 

2.27 2.10 2.25 

2.50 2.20 2.50 

1.95 1.90 2.00 

2.14 2.40 2.38 

1.55 1.80 1.88 

1.64 1.80 1.50 

2.45 2.30 2.75 

2.41 2.00 2.38 

2.36 1.90 2.38 

2.18 2.20 2.38 

1.77 1.30 1.88 



CPT/Descnptor: 3879X (EE3) Injection procedure; for IdentificatiOn of sentmel node (09/98) Page 3 

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

3879X (EE3) is slightly more intense than injection for lymphangiography (CPT 38790) because EE3 generally 
follows a positive local pathology report and requires precise inJection in and around the biopsy or excised area for 
accurate placement of the tracer material in the lymphatic spaces. 

3879X (EE3) is slightly less work than injection for mammary ductograrn or galactogram (CPT 19030) because EE3 
mjection is not as deep/diffuse and does not require cannulatiOn of a specific duct. 

The median RVW of 1.40 is recommended. This value is midway between the relative work values for CPT codes 
38790 and 19030 and is consistent with the discussiOn presented above. 

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

N!A 

FREQUENCY INFORMATION 

How was this service previously reported? 

38790 Injection procedure for lymphangiography (RVW = 1.29; global= 000) 
38999 Unlisted procedure, hemic or lymphatic system (by report) 
78195 Lymphatics and lymph glands imaging (RVW = 1.20; global= XXX) 

How often do physicians in your specialty perfonn this service? 

V Commonly 0 Sometimes 0 Rarely 

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

Frequency will be nearly equal to that for sentinel node biopsies (approximately 108,000 potential candidates). 
There will be occasional technical failures and some patients will have complete regional lymphadenectomy rather 
than sentinel node biopsy based upon clinical or operative findings, so that the two numbers will not be exactly the 
same. 

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

VYes o No 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Ultrasound Bone Densitometry 

) 

A new CPT code was established to reflect innovative changes in bone densitometry procedures. CPT code 76977 was created 
to report Ultrasound bone density measurement and interpretation, peripheral site(s), any method 

In general, bone densitometry is used in conjunction with evaluation and management services to determine whether a patient 
is at risk for osteoporosis. The services include obtaining a patient history to identify the presence of known risk factors for 
osteoporosis as well as all medications currently being taken by the patient. Unlike most methods of bone densitometry 
current in clinical use, ultrasound bone densitometry does not use ionizing radiation. Specifically, the intended use of 
ultrasound bone densitometry is to perform a quantitative ultrasound measurement of the calcaneus. This measurement can be 
used in conjunction with other clinical risk factors as an aid to the physicians in the diagnosis of osteoporosis and medical 
conditions leading to reduced bone density. 

For comparison purposes, the RUC referred to CPT code 78890 Generation of automated data; interactive process involving 
nuclear physician and or allied health professional personnel; simple manipulations and interpretation not to exceed 30 
minutes. (work RVU = .05). Given the similarity in the areas of time and complexity for physician work, the RUC agreed 
that the same work relative value unit was appropriate for the new code. 

The RUC recommends a work relative value unit of .05 for new CPT code 76977. 

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

•76977 AAI Ultrasound bone density measurement and XXX .05 
interpretation, peripheral site(s), any method 

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

-1-
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09/02/98 09:23 FAX 703 391 1757 ACR ECONOMICS DEPT. 

~E~TYSOCUITYRVSUPDATEPROC~ 
~YOFRECO~ATION 

CPT Code: 7697X Tracking Number: AAAl Global Period:~ Recommended RVW: 0.22 

14Joo2 

CPT Descriptor: Ultrasound bone density measurement and interpretation, peripheral sites(s), any method 

CLINICAL DESCRIPTION OF SERVICE; 

Vignette Used in Survey: 

A thirty-five· year-old woman with kidney stones secondary to hyperpa.ral:h:yroid1sm.. Family history is positive 
for her father having osteoporosis.. · 

A fifty-eight yeC~r-old male with corticosteroid dependent Rheumatoid .Arthritis and rib fractures from playing 
golf. 

A sevenry y~-o1d woman, who is considering estrogen replacement therapy for osteoporosis, is referred for 
therapy progress/disease--monitoring purposes. 

A sixty-two year-old woman with a height loss and a family history of osteoporosis. 

Description ofPhyoician Work: 

Pre-Service Work: • 

Intra-service Work: • 
• 

Post-Service Work: • 
• 

SURVEY DATA: 

Review patient history 

Interprets results of study 
Compares results in relation to current diagnosis and futllre treatment, if 
appropriate 

Dict.a!f; correct, and sign report 

Discuss and communicate report/findings with referring 
physician(s) 

Specialty: American College of Radiology 

Sample Size: lli_ Response Rate(%): N=17 C14%) Median Initial RVW: 0.21 Median FinalRVW: Q.21 

Type of Sample (Circle One):. tandom. ~. convenien~. 

Explanation of sample size: ACR Committee.'\/COIIllilissions 

25th Percentile Fmal RVW:..Q.l§_ 75th Percentile Final RVW: 0.24 Low Final RVW: 0.05 High Final RWV:0.36 

Median Total..Service Time: 5 min 

25th Percentile Total-Svc Ttme: 4.6 tn'iJ1 75th Percentile Total-Svc Time: i .8 min Low: 2 min High: 30 nrin 
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09/02/'98 09:23 FAX 703 391 1757 ACR ECONO~ICS DEPT. 

-: KEY REFERENCE SERVICE(S): 

1) 

2) 

CPT Code 
76075 

76076 

CPT Descriptor 
Dual energy x-ray absorptiometry (DEXA), bone 
density study, one or more sites; axial skelemn 
(eg, hips, pelvis, spine) 

Dual energy x-ray absorptiometry (IYJ.._XA). bone 
density study. one or more sites; appendicular 
skeleton (peripheral) (eg, radius, wrist, heel) 

RVW 
030 

0.22 

RELATIONSHIP OF CODE BEING RE'VIEW'ED TO KEY REFERENCE SERVICE(S): 

!41 003 

Code: 7697X 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the serv1ce 
you are nuing to the key reference services listed above. Make certain that you are including the data from the 
service that you are rating as well as the key reference services. 

ThlENS! 1 'Y /COl\1PLEXITY 1\1EASURES CPT Code Rder=c.e li.e:!.e=e 

7697X Se.-Vic:cl ~ 
76076 76075 

Time EstimatSI 

I Median ToL.al Physician (Minutes) Jl 5.0 II 5.0 II 7.5 

Mental Effort and .Tnd!rcm.ent (Mean) 

The mu:nber of possible diagnosis and/or the 2.1 II 2.1 II 2.5 
numbec of management options that must be 
considered 

The amoWlt and/or complexity of medical 2.2 
records, diagnostic tests, and/or other information 

II 2.1 II 2.3 

that must be reviewed and llmllyz.ed 

I Urgency of medical decision making J [ L1 II 1.0 II 1.1 

Technical Skill!Ph!sical Eff2rt (Mean) 

I Technical skill required II 2.2 II 2.3 II 2.1 

l Physical effort requir~ II 1.7 II 1.75 II 1.4 
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09/02/'98 09:24 FAX 70:3 391 175', ACR ECONOMICS DEPT. @004 

-
Code:7697X. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference R.:f= 

7697X Scrvical ~ 
76076 76075 

Psrchol~cal Stress (Mean)· 

The risk of significant complications, morbi<lity 1.6 I! 1.25 !I 1.5 
and/or mortality 

Outcome depends on the skill and judgement of I 2.2 II 2.1 II 2.0 
phy!!ician 

IEstimaiGd risk of malpracoce swt with poor! I 1.7 II 1.4 II 1.8 
outcome 

Time Segments(Mcan) 

I Total-Service inlensity/comple::city Jl 2.1 II 1.9 I i 2.1 

The number of times the respondents performed the procedure over the past year. 

Median 

28 0 

Did the description of typical patient/service match your typical patient? 

L---------~N~=~t~2~(9~2~3~~~o)~--------'~I ___________ N __ =_l~U~-6~%~)----------~ 

ADDmONAL RATIONALE 

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

The RVWs and the Intensity/Complexity measures from the survey both rate code 7697X and 76076 to be 
comparable. Therefore, our recommended RVW for code 7697X is the same as that for code 76076 (022). 

·' 

FREQUENCY INFORMATION 

How was this service previously reported? 76999 (new technology) 

How often do physicians in yom specialty perform this service? _Commonly ..X.Sornetimes _Rarely 

Estimate the number of times this service might be provided nationally in a onE?year period? Le-:s than thai 
frequency for 76076 

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



Revised Code 94620 

) 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Pulmonary Function Procedures 

-· 

CPT code 94620 was revised to read: Pulmonary stress testing; simple (eg, prolonged exercise test bronchospasm with pre
and post spirometry). The code descriptor for this procedure was modified by deleting the reference to "complex testing" and 
placing that procedure in a new code (see below, new code 94621). The change was instituted to ensure that the code would 
only be used to report "simple" stress testing. Simple and complex stress tests are vastly different in the amount of resources 
needed to perform them. One code cannot accurately describe two such disparate procedures. 

The RUC used CPT code 93015 as a comparison code. CPT code 93015 describes: Cardiovascular stress testing using 
maximal or submaximal treadmill or bicycle exercise, continuos electrocardiographic monitoring, and/or pharmacological 
stress; with physician supervision, with interpretation and report (work RVU = .75). The RUC agreed that the physician 
work involved in 93015 was greater than that of 94620. It was the consensus that .67, representing 25% percentile, was an 
appropriate for the physician work being described under the new code. 

New Code 94621 

In conjunction with the revision to CPT code 94620, a new CPT code was created: 94621, Pulmonary stress testing; complex 
(including measurements of C02 production, 02 uptake, and electrocardiographic recordings). 

Complex stress testing measures the integration of cardiac and pulmonary function and the status of physician fitness and 
includes measuring of C02 production, 02 uptake, and electrocardiographoc recordings of the patient's response to the stress. 
The outputs of this panel of complex metabolic tests are then analyzed and interpreted by the physicians, and a report is 
generated. 

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

) 
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As with revised code, the RUC reviewed CPT codes 93015 and in addition 99215 Of or other outpatient visits for the 
evaluation and management of an established patient which requires at least two of these key comments: a comprehensive exam 
medical decision making of high complexity. Counseling and/or coordination of care with other providers or agencies are 
provided constant with the nature of the problems(s) ad the present and or family needs. Usually the representing problem are 
eofmoderate it high severity (work RVU). 

When developing a work relative value, The RUC evaluated the survey median of 1.48, and agreed that the physician work 
was substantially greater that that for CPT code 93015. The RUC accepted the survey median as an appropriate value, and 
recommends that a work relative of unit of 1.48 be accepted for the new CPT code. 

CPT Track- CPT Descriptor Global Period WorkRVU 
Code ing Recommendation 
(•New) Number 

-
.A94060 WW6 Bronchospasm evaluation: spirometry as in 94010, before and after 

bronchodilator (aerosol or parenteral) 9£ cxcrsisc 
XXX .31 

{For Qrolonged exercise test for bronchosaQsm with Qre and QOSt SQirometry 2 (No Change) see 94620} 

.A94070 WW7 Prolonged postexposure evaluation of bronchospasm with multiple spirometric 
determinations after test S9SG 9f \;Jr9BSA9silat9r (aGr9s9l 9Bly) antigen, 
GXG£SiSG, cold air, methacholine or Other chemical agent, with Sfll£9BlGtry as iB XXX .60 
~ subseguent S(!irometrics 

(No Change) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the Amen can Medtcal Association. 
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CPT Track- CPT Descriptor Global Period WorkRVU 
Code ing Recommendation 
(•New) Number 

.6.94620 WW1 Pulmonary stress testing~ simple {eg, Qrolonged exercise test bronchosQasm 
with Qre- and QOSt SQirometry2 QF SQHif!ls;~~, 

XXX .67 

•94621 WW2 complex (including measurements of C02 production, 0 2 uptake, and 
electrocardiographic recordings) 

XXX 1.48 

•94014 WW3 Patient initiated spirometric recording per 30 day period of time; includes XXX .52 
reinforced education, transmission of spirometric tracing, data capture, analysis 
of transmitted data, periodic recalibration and physician review and (Approved at May 
interpretation 1998 RUC Meeting) 

•94015 WW4 recording (includes hook-up, reinforced education, data transmission, 
data capture, trend analysis, and periodic recalibration) 

XXX No physician work. 

•94016 WW5 physician review and interpretation only XXX .52 
(Approved at May 

1998 RUC Meeting) 

CPT five-digit codes, two-digit modifiers, and descnptions only are copyright by the American Med1cal Association. 
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~PE~TYSOCUITYRVSUPDATEPRO~S 
SUMMARY OF RECOMMENDATION 

CPT Code: 94620 Tracking Number: WWl Global Period: ~XX~X=-_Recomm.endedRVW:.67 

CPT Descriptor: Pulmonary str-ess testing; simple (eg, prolonged exercise test for 
bronchospasm with pre- and post spirometry) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

or 

A 65 year-old woman is seen because of dyspnea and cough after walkino
several cicy blocks. She has a normal physical examination and spirogra;; 
is normal. 

A 65 year-old woman with documented COPD is evaluated for enh-ance 
into a pulmonmy rehabilitation program. 

Description of Pre-Service Work: A simple e:r;:ercise test is performed with baseline spiro gram. The 
physician performs a brief history and phys1cal to determine if patient is fit to do test. Time answerincr 
questions about test is taken. A simple exercise test is performed with a baseline spirogram. She walks on~ 
treadmill Uiltil dyspnea occurs- and a repeat spirogram is obtained to evaluate for exercise induced 
bronchospasm. 
or 
A six minute walk is performed to evaluate distance, dyspnea, oxyhemoglobin desaturation and heart 
rate. The test is usually repeated after a rest period to eliminate learning bias (but billed as one 
test). NOTE: Brief exercise with pulse oximetry to document desaturarion or to determine oxygen flow 
to prevent desaturation should be coded as 94761. 

:'~ Description of Intra-Service W orls: The physician .aruu:yzes the data and prepares a written jnterpretation 
of the test results. 

t1 
, ... , 

Description of Post-Service Work: The physiciaJJ discusses :findings with the patient and devises 
plans for therapy and further resting, then communicates with the results referring physician . 

SURVEY DATA: 

Specialty: American College of Chest Phvsjcians CACCP) and American Thoracic Societv CATS) 

Sample Size: 184 Response Rate: 44/184 24% InitialMedi:mRVW: 0 . 75 
FmalMedianRVW: 0.75 

Type of Sample (G:ircle One): random panel, convenience.Explanation of sample size: Good Response 

25th Percentile RVW: 0. 6 7 75th Percentile RVW: 1. 0 5 Low: 0. 3 High: -=2...:;.•...:.4 __ 

Median Pre-Service Time: _ ___,1'-=5,___ Median Intra-Service Time: 15 _ 

25th Percentile Intra-Svc Time:lJL_ 75th Percentile Intra-Svc Time: 2 0 Low: _s_ High: 6 o __ 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 10 

ICU: 

Other Hospital: 

Office: 
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09/04/98 09:12 FAX 84i 4981400 CHEST PHYSICI~~S 

CPT Code: 

KEY REFERENCE SERVICE (S): 

1) 

CPT Code 

93015 

CYf Descriptor 

Cardiovascular Stress tesr usidng maximal or submaximal 
treadmill or bicycle exercise, continous 

~012 

9466.Q 

0.75 

2) 99214 Office or other outpatient visir for the evaluation and management 1.1 0 
of an established patient, which requires at least two of r:hese 

three key components a deta.ilied history, a detailed exam, medical decision 
malcing of moderate comple:oty. Counseling and/or coordination of care with 
other providers or agencies are provided consistent with the narure of the 
problem(s) and the patient's and/or family's needs. Usually the presenting 
problems are of moderare to high severity. Physicians typically sp~nd 25 
minutes face-ro-face with rhe patient _ 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERE>l"CE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of 
service you are rating to the key reference services listed above. Make certain that you are including the c 
from the service that you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY ME6.~URES CPT Code Reference Reference 
Service 1 Service 2 

9A.620 93015 22214 
Time E'>timates 
!Median Pre-Time II 15 l ! 13 II 5 

!Median Intra-Time I [ 15 I I 20 I I 25 

!Median Post-Time II 10 I r 15 II 5 

Men 
The number of possible diagnosis and/or the 2.95 II 2.33 II 3.22 
number of management options that must be 
considered 
The amount and/or complexiry of medical 2.98 I ! 325 II 3.22 
records, diagnostic tests, and/or other infoiiil.lltion 
that must be reviewed and anal 

1Dr2'ency of medical decision making .. I[ 2.84 I I 3.33 II 2.78 
Technical Skill/Phvsical Effort: 

8181 3.37 II ;~~ I 2.03 7 
Technical skill required 
Physical effort required 
Psvcholo!rical Stress 
The risk of significant complications, morbidity 
and/or mortality 

I 2.&4 II 3.26 II 2.44 

Outcome depends on the skill and judgement of 2.98 II 3.23 II 3.33 
physician 
Estimated risk of malpractice suit with poor 2.77 II 3.31 I I 3.22 J 
outcome 
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JNIENSITY /CO"M:PLEXITY 1vfE..~\SURES 

Time Se~ents 
Pre-Service inten.siry/complexity 
Intra-Service intensity/complexity 
Post-Service intens!!xfcomplexity 

ADDIDONAL RATIONALE 

CPT Code Reference 
Servi.:e 1 

94620 93015 

2 .. 88 
3 .. 11 

3 .. 05 

Reference 
Serxice 2 
99214 

@013 

Descnoe the proces5 by which your spec:ialrv society reached vour final recommendation .. 
The recco:m.-nended RVW was pegged at the 25% because the work appeared IO be slightly less than the 
93015. 

FREQUENCY 1NFORJ.'\1ATION 

How was this service previously reported? Using 946220 . It inclued the simple and/or the complex 
pulmonary stress test. 

How often do physicians in vour specialtv perform this service? _:x_Commonly _Sometimes _Rarely 

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

In 1997 the code 94620 was reported as being used 51,471 times. 

Do many physicians perform this service across the United States? _x_Yes _No 

Decemberl997 

·' 
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AMAISPECIALTY SOCJETYRVS UPDATE PROCESS 
Sillv!MARY OF RECO:MME!\"DATION . 

CPT Code :9462xl Tracking Nu.'"!lber: WW2 Global Period: XXX Recommended RVW: 1.48 

CPT Descriptor: Pulmonary stress resting; complex ( including measurements of 
C02 production, 02 uptake, and electrocardiographic recordings) 

CLIN"ICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66 year-old male has unexplained dyspnea which interferes with his 
ability to work and exercise. A complex pulmonary stress test is ordered 

~~ a.J.-=ter other studies fail to identify the cause of dyspnea. 

Description of Pre-Service Work: The physician performs a brief history and a brief 
physical to &termine if patient is fir ro do the test. Time answering questions about the test is 
1aken. 

Desqiption of Intra-Service Work The physician supervises the entire procedure. The patient is hooked 
up to equipmenr, and complex stress test records the integration of cardiac and pulmonary function and the 
status of the patient's physical fitness. There is a measurement of C02 production , 02 uptake , and 
electrocardiagraphic monitoring with recordings using a graded exercise protocoL The physician analyzes 
data collected, and is able to calculate such items as dyspnea index, an anaerobic threshold as a percentage 
of maximum uptake , and 02 consumption as it relates to cardiac output. The physician prepares a written 
interpretation of the test results. 

""'" Description of Post-Service Work: The physician discusses findings with the patient.. devises plans 
for therapy and/ or further resting and then communicates with referring physician. 

' 1 SURVEYDATA: 

Specialty:American College of Chest Phvsicians CACCP) and American Thoracic Society (A TS) 

--~ Sample Size:l84 Response Rate:(%):431184 23% InitiaL."\fedian RV\V: 1.43 
Fmal Median R"V\V: 1 . 4 8 

Type of Sample (Circle One): Random panel, convenience. Explanation of sample size: Good Re.::ponse 

25th Percentile RVW: 1 .1 5 75th Percentile RVW: L Low: 0 . 7 High: 4 __ 

Median Pre-Service Time: 15 Median Intra-Service Time:J.Q 

25th Percentile Intra-Svc Time: 20 75th Percentile Intra-Svc Time: ...4:Q_ Low: _lQ_ High: £Q __ _ 
~ 
-:;~t.~ Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 20 

ICU: 

,r(' ,) 

Other Hospital: 

Office: 

• ;~.: 
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CPT Code: 9462x1 

KEY REFERENCE SERVICE (S): 

Cfl'Code 

1 93015 

2) 99215 

CPT Descriptor 

Cardiovascular Stress test using maximal or 0.75 
subrnax.imal treadmill or bicycle exercise, continous. 

Office or other ourparient visit for the evaluation and 1.77 
management of an established patient, which requires 
at least two or rbese three key components: a comprehensive 
exam- medical decision making of high complexity. 
Counseling and/or coordination of care with other providers 
or agencies· are provided consistent with the nature of 

the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate ro 
high severity. Physicians typically spend 40 minutes 
face-to-face with the patient and/or family. 

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

f4I 015 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (oy the mean) of the servicf 
you are rating to the key reference services listed above. Make certain that you are including the da.ta from the .servicf 
that you are raring as well as the key reference services. 

TNTENSITY!CO:MPLEXITY MEASURES CPT Code Reference Reference 
Service 1 Service 2 

9462:::::1 2:2015 99215 
Time Estimate~ 
!Median Pre-Time I ! 15 II 15 II 7 

jMedian Inrra-Time I [ 30 II 20 ll 35 

!Median Post-Time II 20 1 ! 15 II 2 

Mental Effort and Judaement 
The number of possible diagnosis and/or the 4.07 II 3.37 II 3.22 
number of man.agement options tha1 must be 
considered 
The amount and/or complexity of medical 4.14 II 2.03 II 322 
records, di~onostic tests, and/or other infor.mati.on 
that musT be reviewed and analyzed 

'=IU=-'rg:.:,.en___,...cy.:...-,of,....m~e-=-:di=-cal:---.,....de--:o-=·s,.,io~n_makin __ - ~g ___ ---.JII 3.26 I ~...I __ ___. 
I echnical Skill/Phvsical Effort 

~IT~~-b~n-ic~~~s~~-~re~~u~~-ed~--------------~1 F 
2
3 •• 

6
8
7
1 I ~~~~~ 

!Physical effort required . 

3.26 II 2.78 

3.31 IBE 2.03 2.22 
Psvcholo£ical Stress 

I 3.26 II 2.44 The risk of significant complications, morbidity 
and/or mortality 

r3.51 II 
3.23 .,, 3.33 OutcOme depends on the skill and judgement of 

physician 
3.83 II 

Esrimaied. risk of malpractice suit with poor 3.58 II 3.31 II 3.22 
outcome 



( ' 
· .. 

09!04/98 09:13 FAX 847 4981400 

INTENSITY/COMPLEXITY MEASURES 

Time Se£m.ent~ 
Pre-Service intensity/complexity 
Intra-Service .intensity/complexity 
Post-Service intensicy/complexity 

ADDITIONAL RATIONALE 

CHEST PHYSICI~~S 

CPTCcx!~ 

2462xl 

3.58 
3.81 
3.66 

Reference 
Service 1 
93015 

Reference 
Service 2 
99215 

Descnbe the L'rocess bv which vour specialty societv reached yQur final recommendation. 

~016 

1be recommended R VW was pegged at the Median value of 1.48. The work for this code is substantially gre 
than the work for the reference service code 93015. 

FREQUENCY INFO&.YfATION 

How was this service previously reported? It was reported as 94620. 

How often do physicians in vour specialr:y performthis service? _x_Commonly _Sometimes _Rarely 

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

In 1997 the code 94620 was reported as being used 51,471 times. 

Do many physicians perform this service across the United States? x; Yes _No 

December 1997 



CPT Code 31622 

) 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Bronchoscopic Procedures 

~¥/9P 

CPT code 31622 was revised to describe: Bronchoscopy: diagnostic, (flexible or rigid), with or without cell washing. 
The code revision included the deletion of the "or brushing" component and was implemented to specifically indicate that 
"brushing" required more time (e.g. using fluoroscopic guidance) to perform than a bronchoscopy with washings. 

The original code (31622, work RVU = 2.80) has not been surveyed since the Hsiao values were established in the early 
1980's. Since that time, the work for that procedure has been increased significantly due to the fact that physicians are using 
conscious sedation with the bronchoscopy. The recommended work RVU was established at the 25% percentile in order to 
allow for a range between the diagnostic fiberoptic bronchoscopy (31622) and other bronchoscopy codes. 

Given the modifications to the description and the physician work involved, the RUC recommended a slightly discounted value 
of 2. 78. It was the consensus that 2. 78 captured 80% of the work involved in the original code. 

CPT Code 31623 

As a subset to revised code 31622, a new code was created (CPT 31623) to report Bronchoscopy: with brushing or protected 
brushings. This procedure is performed using a brush that is sealed in a catheter. The catheter is then passed through the 
bronchoscope once it is in place and inserted into an area of a diseased lung, often using fluoroscopic guidance. The brush is 
then advanced beyond the catheter to obtain uncontaminated material for study and culture. 

It was agreed that a physician work rvu of 2.88 was appropriate for this new code. 

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

-1-
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CPT Code 31624 

Newly created code 31624 Bronchoscopy; With bronchial alveolar lavage describes when a bronchoscope is introduced to 
perform bronchial alveolar lavage (BAL). Using BAL allows the recovery of cells as well as noncellular components from the 
epithelial surface of the lower respiratory tract. This differs tremendously from "washings" which refer only to the aspiration 
of secretions or small amounts of instilled saline from larger airways. This form of therapy affords an effective means to 
diagnose unusual infections as in patients with immune deficiency diseases and may be used to help guide therapy of chronic 
inflammatory or fibrotic disorders. 

The RUC recommends a work relative unit of 2.88 for 31624. 

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

~31622 BB1 Bronchoscopy; diagnostic, (flexible or rigid), with 000 2.78 
or without cell washing QF 9H~shiag 

•31623 BB2 with brushing or protected brushings 000 2.88 

•31624 BB3 with bronchial alveolar lavage 000 2.88 

•32001 BB4 Total lung lavage (unilateral) 000 6.00 

{For bronchosco~ic bronchial alveolar lavage1 use (Approved at May 1998 RUC) 
31624) 

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

-2-
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AJ.Y1AJSPECIALTY SOCIETY RVS ·uPDATE PROCESS 
SUM1\1ARY OF RECO:M::MENDATION 

14Joo5 

CPT Code: 31622 Tracking Number: B B 1 Global Perioci 000 Recommended RVW: 3.1 

CPT Descriptor: Bronchoscopy; diagnostic , (fle.;u"ble or rigid) , with or without cell washing 

CLLNICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 72 year-old man undergoes a d!agnostic fiberopl 
bronchoscopy for evaluation of hemoptysis. His chest x-ray is normal .. 

Description of Pre-Service Work: The physician exa....-nlnes the patient to verify that he can under ~ 
the procedure. He is then pl.aced on supplemental oxygen in the endoscopy sui.re which h 
resuscitative equipment in place. An IV is started and the physician supemses the administrati< 
of conscious sedation while rhe patient receives inhaled topical anesthesia as he 
is properly monitored for pulse, blood pressure, SP02, and ECG. 

Description of Intra-Service Work: The physician inserts the bronchoscope rhrough the upp 
airways noting ::my abnonnalities. The vocal cords are visualized and the structure and functic 
are noted. The bronchoscope is advanced imo the tracheobronchial tree . The _patient has mi 
erythema throughout the tracheobronchial tree. ln the right lower lobe blood is seen comir 
from the right posterior basilar segment.. Sterile saline washings of this bronchus are obtain<: 
and sent for culture and cytologic examination. 

Description of Post-Service Wod;;: : The physician examines the patient post-endoscopy and pn 
discharge from the facility to asc..."'Ttain tharn no compJications such as bleeding, plugging, c 
shortness of breath have occurred. The .findings from the bronchoscopy are explained to tl: 
patient and their significant other. The results are communicated to the referring physician. 

SURVEY DATA: 

Specialry :American College of Chest Phvsicians (ACCP) and American Thoracic Society CATS) 

Sample Size: 184 _Response Rate: (%): :46/184 25% Initial Median R\TV/: 3. 1 6 

Fmal Median RVW: 3. 2 3 

Type of Sample (Circle One): Random 
Resvonse 

panel, convenience. Explanation of sample si.ze:Q:QQ 

25th Percentile RVW: _ _,3:::..:.·.....:!1,___ 75th Percentile RV\V: -~'i...:..·~'i __ Low: 2.8 High: ..1 

Median Pre-Service Time: 20 Median Intra-Service Time: 25 

25th Percentile Intra-Svc Time: ---=2=0 __ 75th Percentile Intra-Svc Time: ~ Low:.lQ_ Hi gh: 70 _ 

Median Post-Service Time: Total Time Number of Visit s 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 31622 _ 

KEY REFERENCE SERVICE (S): 

CPT Code CPT Descriptor 

1) 31645 Bronchoscopy; with therapeutic aspiration 3.16 
of tracheobronchial tree, initial (eg, drainage of lung abcess) 

2) 31625 Bronchoscopy ; with biopsy 3. 3 7 

RELATIONSHJP OF CODE BEING RE\TIEW""ED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and !be intensity factors (by the mean) of 
the service you are rating to the key reference services listed above. Make certain tha:t you are including 
the data from the service tbar you are raring as well as the key reference services. 

J:NIENSTIY/COMPLEXITY "NffiASURES 

Time Estimate~ 

CPT Code Reference 
Service 1 

31622 31645 

Reference 
Service 2 
3 16 2 5 

jMedian Pre-Time ]I 2o 1 ~...I __ 2o_.....~l ~..-L __ 2o____. 

~.-lM_e_dJ_· an_In_rra_-_Tim=-e-------------~1 I 25 I I 30 I ~.-I __ 3_0 __. 

L..IM_e_ch_an __ P_os_r-_T_:im_e _________ ---.JI ! 20 I .._[ __ 2_0---JI ~.-I __ 2_0-J 

Mental Effort and Judgement 
The number of possible ~anosis and/ or the ~..;;;13..:...7;....;6~-....il !;,_ _ __;;_3.;..;..6.;...9,_~ll 4 
number of management options that must be 
considered 
The amount and/or complexity of medical j3.66 I I 
records, diagnostic tests. and/or other infonnation '-----___.~ 
that must be reviewed and analyzed 

3. 73 1 _I 3_.7_9 _ _. 

~~~~~;;;;;...,;...~~::;;..;;;;,;~----J '--@:_.7..;_6 ---~'' 1-_3_.7_1__.113.82 

~~--=-~-~o:--:-----------lll~:~7 
II 

33~6 11 4·2~.741 
Psvcholo~cal Stress 

~....13_.67 _ ___.11 3.78 J L 4.Is I The risk of sig:cificant complications, morbidity 
and/or mortality 

L-rr_.9 __ 11~.-__ 3_.8_9.....~1 _I4_.3_2 __ J Outcome depends on the skill and judgement of 
IE_l:!Ysician 
Estimated risk of malpractice suir 
outcome 

with poor L-13_.6_5 _-.~I [ 3.76 I i 3.8s J 

INTEN~ITY/COMPLEXITY ME.6~1JRES CPT CgQ.e Refel:£!!c;: Reference 
SeiVic~ 1 Service 2 

31622 ~1645 31625 
Time Se1ro1ents 
Pre-Service intensity/complexity 3.45 3.30 3.75 
.Intra-Service intensitv/complexity 3.98 3.93 4.29 
Post-Service intensity/complexity 3.32 331 3.62 
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ADDITIONAL RATIONALE 

Describe the process bv which your specialty society re@ed vour final recommendation. 

This code has not been surveyed since the Hsiao values were established in the early 1980's. Since tha 
time, the work for this procedure has increased significantly due to the fact the physician is usin• 
conscious sedation with the bronchoscopy. The recommended RVW was pegged at the 25% in order r: 
allow a spread between the diagnostic fiberoptic bronchoscopy (31622) and the other bronchoscop: 
codes. 

FREQUENCY INFORJ.\1ATION 

How was this service previously reported? This code has been reported with code 31622. 

How often do physicians in vour specialty perform this service? _K_Conunonly _Sometimes _Rarel 

Estimate the number of times this service might be provided nationally in a one-year period? Jn 1997 tbi 
code was reponed 122,491 times. __ 

Do many physicians perform this service across the United States? _x_Yes _No 

.I 
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A..7v1A/SPECIALTY SOOEIY RVS UPDATE PROCESS 
Su1v:1MA.RY OF RECO.M:MENDA TION 

~008 

CPT Code: 3162x:l Tracking Number: BB2 Global Period: 000 Recommended RVW: 3.2 

CPT Descriptor: Bronchoscopy; with brushing or protected brushings 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70 year-old female has a persistent infiltrate in her right lower 
lobe which does not resolve despite several rounds of antibiotic therapy. 

Description of Pre-Service Work: The physician ex.amlnes the patient to verify that she can under go 
the procedure. She i...<; then placed on supplemental oxygen in the endoscopy suite which has 
resuscitative equipment in place. An IV is staned. and the physician supervises the administration 
of conscious sedation while the patient receives inhaled topical anesthesia as he is properly 
monitored for pulse, blood pressure, SP02, and ECG. 

Description of Intra-Service Work: The physician inserts the bronchoscope through the upper airway, 
noting any abnormalities. The vocal cords are visualized and the structure and function are noted. 
The bronchoscope is advanced. into rhe tracheobronchial tree and all airways are visualized. A 
catheter is passed through the bronchoscope. Once there is assurance t:bal: the catheter is in the 
infiltrated area, the catheter's seal is broken and an rmcontaminated brush is used to collect 
specimens for culture and sensitivity; or an unprotected brush is used to take samples for cytology 
and microscopic examinations. Several passes of the unprotected brush are made into rhe area of 
infiltrate. 

Description of Post-Service Work: The physician examines the patient post-endoscopy and 
pre-discharge from the facility to ascertain that no complications such as bleeding, plugging, or 
shortness of breath have occun:ed.. The findings from the bronchoscopy are explained to the patient 
and their significant other. The results are communicated to the referring physician .. 

SURVEY DATA: 

Specialty:American College of Chest Phvsicians CACCP) and American Thoracic Societv CATS) 

Sample Size: 184 Response Rate:(%): 471184 26% Initial Median RVW:~Final Median RVW:__ld_ 

Type of Sample (Circle One): 
Response · 

RANQOM panel, convenience. Explanation of sample si7..e: Good 

25th Percentile RVW: 3.2 75th Percentile RVW: 3.37 Low: 2 7 High; 5 __ 

Median Pre-Service Time: -.=.2:;:..0 ___ Median Ino:a-Service Time: 30 _ 

25th Percentile Intra-Svc Time: _2=-1...__ __ 75th Percentile Inrra-Svc Time: 43.75 Low: 15 High: 90_ 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 3162xl 

KEY REFERENCE SERVICE (S): 

CPT Descripwr 

1) 

~PT Code 

31645 Bronchoscopy; with therapeutic aspiration of 
tracheobronchlal tree, initial 

RVW 

3.16 

(eg, drainage of lung abcess) 

2) 31625 Bronchoscopy; with biopsy 3.37 

RELATIO~SHIP OF CODE BEJN'G REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post:-seMce time (by the median) and the intensity factors (by the mean) of the 
service you arc rating to the key reference services listed. above. Make certain !hat you <rre including the data 
from the service thai you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY NlEt:SURES CPTCQge Reference Reference 
Service l Service 2 

3162xl ~1645 31625 
Iime Estimates 
[Median Pre-Time II 20 II 20 I I 20 

I M-edian Intra-Time I [ 30 I I 30 II 30 

jMedian Post-Time I [ 20 IC 20 II 20 

Met~tal Efforr and Jud2'emen! 
The number of possible d.i~onosis and/or !he 1 3.8 II 3.69 II 4 
number of management options that must be 
considered 
The amount and/or complexity 1 of medical 
records, diagnostic tests, and/or other :information 

!3.83 I I 3.73 113.79 

that must be reviewed and analyzed 

!Urgency of medical decision making 11 3.63 
Technical Skill!Phvsical Effort 

I [ 3.71 J 13.82 

BEE 3.893 tBEj 
9 3.46 3.74 

T echnicai skill required 
Physical effort required 
Psvcholoqical Stress 

I 3.78 I [ 3.78 1 8--ls The risk of significant complications, morbidity 
and/or mortality 

3.78 II 3.89 1 [4.32 Outcome depends on the skill and judgement Of 
1£~sician 
Estimated nsk of malpractice suit with poor 3.78 !I 3.76 1 l3.ss 
outcome 

{' 
"-<.;-· 
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INTENSITY/COMPLEXITY N!EASTJR:ES CPT Code B~erence Refe~nce 
Q!:;rvice 1 Servjce 2 
31645 ""' l , J Time Segments ity 

"'~"'~ Pre-Service intensity/complexi 3.48 3.36 3.75 
Intra-Service intensity/complexitr 3.91 3.93 4.29 
Post-Service intensitv/comple.xitv 3.53 3.31 3.62 

ADDmONAL RATIONALE 

Desgibe the process bv which your svecia}tv societv reached vour final recommendation. 

The recommended RVW was pegged at the 25% in order to allow a spread between this code and the other 
bronchoscopy codes. -

FREQUE~CY INFORMATION 

How was this service previously reported? Reported with the 31622 

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? In 1997 the 
code 31622 was reported 1 '?2.491 

Do many physicians perform this service across the United States? _x_Yes __;.~o 

December 1997 
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AMNSPECIALTY SOCIETYRVS lJPDA1EPROCESS 
SUM1vlARY OF RECOlvfMENDATION 

CPT Code: 3162x2 Tracking Number: BB3 Global Period: 000 Recommended RVW:3.2 

CPT Descriptor: Bronchoscopy; with bronchial alveolar lavage 

CLINICAL DESCRIPTION OF SERVICE: 
. 

l4J002 

Vignette Used in Survey: A 50 year-old male with acquired immuno-deficiency syndrome bas 
persistent pneumonia requiring a definitive etiologic diagnosis . 

Description of Pre-Service Work: The physician examines the patient to verify that he can t.mder g 
the procedure. He is then pJaced on supplemental oxygen in the endoscopy suite which ha 
resuscitative equipment in place. An IV is started and the physician supervises the administration c 
conscious sedation while the patient receives inhaled topical anesthesia 
as he is properly monitored for pulse, blood pressure, SPO 2, and ECG. 

Description of Inn-a-Service Work: The physician inserts the bronchoscope through the upper-airway 
noting any abnormalities. The vocal cords are visualized and the structure and function are noted. Th 
bronchoscope is advanced to the tracheobronchial tree. The bronchoscope is then wedged into the are 
under study, and saline is inserted through the bronchoscope into the ar12 and then aspirated into 
sterile syringe or trap. The saline is instilled in 20 ml aliquors . After each aliquot is infused, it i 
aspirated into one or more containers. Usually, the total volume infused by site is 100 m1 to 150 ml 
Each aliquot may be kept separate and numbered in sequence. At the conclusion of the procedure th 
bronchoscope is removed. 

Description of Post-Service Work: The physician examines the patient· post-endoscopy and 
pre-discharge from rhe facility to ascertain that no complications such as bleeding. plugging, or 
shortness of breath have occurred. The findings from the bronchoscopy are explained to ro the 
referring physician .. 

SURVEY DATA: 

Specialty:~rican College of Chest Pbvsicians CACCP) and American Thoracic Society CATS) 

Sample Size: 184 Response Rate: (%): 45/184 24% Initial Median RVW: 3.29 Final Median RVW:3 .3 _ 

Type of Sample (Circle One): Random panel, convenience. Explanation of sample size:Good Response 

25th Percentile RVW: -~3-,=.2 __ 75th Percentile RVW: --=-3=.5 __ Low: .d High:4.8 __ 

Median Pre-Service Time: _ ___,2=0,___ Median Intra-Serv.ice Time: 30 

25th Percentile Intra-Svc Time .li 75th Percentile Intra-Svc Time: 45 Low: _iQ_ High: ___l1Q __ 

Median Post-Service Time: Jotal Tune Number of Visits 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 3162x2 

- ... 
\ 

"""_,i) 
~~· KEY REFERENCE SERVICE (S): 

/"'. 

\ ,_ .. _ _,. 

CPT Code 

1) 31645 

2) 31625 

CPT Descriptor 

Bronchoscopy; with therapeutic aspiration of 
tracheobronchial tree. initial 
(eg, drainage oflung abcess) 

Bronchoscopy; with biopsy 

RVW 

3.16 

3.37 

RELATIONSHIP OF CODE BEING R.EVIE\VED TO KEY REFERENCE SERVICE (S): _ 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed. above. Make certain that you are including the data from 
the service that you are rating as well as the key reference services. 

1NTENSITY/CON1FLEXITY i\1EASURES CPT Code Reference Reference 
Service 1 Service 2 
31645 31625 

Time Estimate~ 
!Median Pre-Time II 20 I I 20 II 20 

jMeclian Intra-Time II 30 I [ 30 I ! 30 

jMedian Post-Time II 20 II 20 II 20 

Mental Effort and Judtrement 
The number of possible diagnosis and/or the 3.7 I I 3.69 II 4 
nwnber of management options that must be 
considered 
The amount and/or complexity of medical 3.66 II 3.73 I ! 3.79 
records, diagnostic tests, and/or other information 
that must be reviewed and analyzed 

";:;IU=-.... r""';gen~cy~o~f:-:m~edi-=·~cal--.-de_:c ...... i=si=on,---m_akin_. __ e.._a ___ __.II 3. 7 I ~...I _..::.3..:.... 7..:.1---ll I 3.82 I 
Technical Skill/Phvsical Effort 

~T~ec_hn~ical~skill::o:-. -~---'-!'ir_ed~--------ill 4
3 

.. 0
4
2
9 
j I 3.89 II 

3
4_.

7
2
4
4 I 

Physical effort required , _ 3.46 . 
Psvcholo!tical Stress 

..__--l ~......-.....;;..:..;,.,;_-JI ! 4 .1s 1 The risk of significant complications. morbidity 
and/or monalicy 

3.64 II 3.78 

Outcome depends on rhe skill and judgement ot 
!physician 

..._ __ __, L...___;;;~___..,jl 1 4.32 3.98 II 3.89 

'---...;;._;;,_:___.j .~---..::..:.:....:,__-JI 1 3. ss Estimated risk of malpractice suit with poor 
outcome 

3.53 l I 3.76 
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~~ lNTENSTIY/COMPLEXITX :MEASURES 
} 

Time Segments · 
Pre-Service inteD.Slty/compleXl_ty 
Intra-Service intenslty/complexJ.ty 
Post-Service intensity/complexiry 

ADDIDON..AL R.A..TIONALE 

CHEST PHYSICI&~S 

CPT CQd!i: R~f~rence B~fcrence 
Servi~e l Service 2 

3162x2 31645 31625 

3.53 3.36 3.75 
3.55 3.93 4.29 
3.89 3.31 3.62 

Descn'be the process by which your specialtv ~ociety reached vour final recommendation 

[4)oo4 

• 
. The recommended RVW was pegged .at the 25% in order to allow a spread between this code and the other 

bronchoscopy codes. 

.---~ 
•' ..., 

FREQUENCY il'.TFORMATION 

How was this service previously reported? Using code 31622. 

How often do physicians in your specialtv perform this service? _x_Commonly _Sometimes __Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? _Tbc code 31622 was 
reported 122,491 times in 1997. 

Do many physicians perform this service across the United States? X Yes _No 

c· 
December 1997 

.. I 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

~Pi' 

Ventricular Assist Devices (V AD) 

CPT codes 33975 Implantation of ventricular assist device; single ventricular support and 33976 Implantation of ventricular 
assist; hi ventricular support have both undergone significant changes in the amount of physician work required since they were 
last surveyed in 1993. The technology of V AD implementation has dramatically changed the level of work intensity during 
intraservice implantation and has also increased the post-operative time since patients are now being managed for months and 
even years with the device in place. The RUC initially brought the issue to the Health Care Financing Administration in its 
submission of Recommendations for CPT 1999. At that time, interim values were requested until additional data could be 
collected. In September 1998, the RUC reexamined survey data regarding proposed changes in work relative value units for 
these particular codes. 

The survey responses and data both confirmed very significant changes in the physician time and work performed for V AD 
procedures as identified in CPT codes 33975 and 33976. The survey information supports the observations that physicians 
implanting these devices are spending significantly more time that involves greater work intensity in the operating room 
completing the intraservice implantation. In addition, they are also performing a tremendous amount of postoperative work 
that is currently not reflected in the work relative value units. Furthermore, the technology of VAD implantation has greatly 
changed and patients are being kept alive longer with newer devices in place. 

To reflect these changes, the RUC reviewed again the work relative values for both CPT 33975 and CPT 33976. For CPT 
code 33975, the RUC accepted the survey median presented and agreed with survey respondents that a new work value of 
39.00 accurately reflected the physician work involved in this procedure. 

For CPT code 33976, it was the consensus of the RUC that because of the demonstrated increased risk and intra-and 
postoperative time spent with the patient, an RVU proportional to the relationship of the existing codes, i.e., a 10% increase in 
work for the biventricular implantation, was appropriate. This calculation results in a proposed work RVU of 43.00. 

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

-1-



AMAJSPEOALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMEND A TJON 

CPT Code: 33975 TrackLrlg Nu..'Tibcr·_GlobaJ Period.. OJ D Ret:c:nmcnded RYW: 39 
--=-~--

CPT Descnptor· lmplant.a.z:ion of vent.ricular assist dcv1~; single venuricle n1ppo.n: 

CLINICAL DESCRIPTION OF SERVICE: 

Vig!late Use:.! in Survey. A 59-year-old woman is evaluated for increasing dyspnea on e.xertiun, which re.,.ea.ls 
coronary artery disease, seYcrc mitral regurgitation, and a severely depressed ejection fraction of 18%. The 
patient deteriorates progressively and is evaluated for cardiac transplantation, Status I. Two weeks later, it 
is necessary to perform high-risk coronary artery byp11ss and mitral valve repll..ir on her._ After a rocky 
postop~rative recovery and a 2 month inpatient rehabilitation program, her condition deteriorates once more 
with a low can..liac _inde:x :!Uld mixed venous oxygen :saturxtion. She is now reassessed for placement of a left 
ventricular assist device (LV AD). Her crestininc: is rising, :she is intubated with poor o.xyge.aatioo lUld PT 

and PTT increasing. 
The patient is taken urgently to the: operating room after her coagulation profile, oxygenation, and 

hemodynamic st.atu:s a.re optimu~d. In the operaLing room a reopel!l.tivc: median sternotomy is performed 
Sild a proJ.H!ritoneai pocket is created. A reo~ra-twe mediRn sternotomy is p<:l"fonned and .a pro-peritoneal 
pocket is cre.ated. A subcutaneous tunnel is crated for the dr·ivelinc: t~nd then the dense pericardia! adhesions 
are divided. The LV AD is placed and the: patient weaned from cardiopulmonzry bypas!!l on multiple drips to 
assist the right ventricular function. The patient is transferred to t_he intensive care unit after careful 

hemostasis and aggre:ssive correction of Lhe patient's col!gulopathy. 
Over the next few days the patient is lUsessed fn:quc:~tly for management of coagulop.a.thjes snd 

ongoing blood loss with lhe negative c:ffect3 of infusion of blood products on right ventricular and pulmon:~ry 
function. After 5 to 7 dsys in the ICU the patient i:s transferred to the :step-down unit and the::1 to the surgical 
floor to a wail transplantation. Because of her debilitated condition she rcqui~s nutritional and physical 
rehabilitation .and frequent n-alWitions for pump function infections at the drive line. After sufficient 
rehabilitation, the patient is dischar:;:ed with dose and frequent monitoring of the pump and drivcline by the 

surgical team. 

Dl.""Scription of Pre-Service Work: The surgical conuct with the p::~tient s<.aru with a pn..-operativc history <l.Tld 
physical and immediate past history within 24 hours of the oper.1tion to rc:<lSscss the pa11cnr's condition (tbc: 
majority of them are in Ch"tmnis) prior to taking him/her to the operating room. Medical decision-making involves 
whether the pat1cnt has a chance of surviving the operation and thus t::'ltails a htgh level of judgment, intensity and 

risk on the part of the surg-...on. 

Description of Intra-Service Work: Since these patients arc so unsub'le, induction of anesili~sia _requires tht: 
presence of the surgeon m the operating room. Th~ p:!tient is positioned, prepped. and draped. He lS placed on 
cardiopulmonary bypass. In the majority of thc:sc patient.<; reoper.ll.ive medi:m sternotomy lS pcrfo~a:i, as most of 
th'-m have had a prcv1ous cardiac surgi~ prcx:cdun::. The midline jncision is extended to the umbthcus and a p~
pcritoneal pocket is created. The d.rivdinc 1s tu.oncld through the subcutaneous tiss~c and then the .heart 1s 

diss...--ctcd out, clividing the dense adhesions. At e3ch st."-p, care is ukt::n to maintain mcticulolls hemos"..asts, smc: 
these sHes will not be visible after the device is placed. The pa!ienfs act"t<1. a.nd right atrium arc C<'..nnub.ted and 
cardiopulmonary bypass initmte:d. The :1pc:o;. of the left ventricle is cored out and a Silas~c ~uff s~ to the edges 
of the cored ventricle. The inflow cannula of rhe L VAD is brought through an opl.'TIIng 1n the _d1aphrngm and 

coupled with t.hc Silasti.c cuff. Next tlte outflow graft is mc:J.Surcd., a partial occ~usion clam~ _app~ 1cd to r.thc aoi..a 
and the CTr.:l.ft anastomosed to the: <10rta. The d~ice is de-aired and confirmatJ.on of dc-amn£, \~ c.c~nw.ecl. by 
transcso;hagcal cardiac ultraSound. The patient is then Wt:ancd from C<i.rdiopulmon::try byp::Ss. Thts rcqulr:~, 

· · · 1 f" th i otropcs while asscssml! the heart, both 
together w1th the anesthesia tc3Jil. sunu tancous m<lllagcrncnt o c n . -
visual!; and by tr.l11..~sop~gc:!l cchocardiography. Following successful scp:u<I.t!On from byp:lSS a."ld 

dccannul:ltion, the incision is closed in layers. 



Description of Pose-Service Work: With the surgical team in acr.:ndanoe, the patient is transported to the intensrve 
care uml. Aggressive mana.gemc:nr of bleeding and coasulopathy is balanced with judicial usc of bl<>O<i products, 
since they mll sensitize rhc p3.Iicnt to allotransplant donors and can acurdy cause right venrricular and pulmonary 
:fui1ure. The next few days rcqt:!rc repeated daily a.sses:.mcnt (minimum 4 visits) of the patient to plan the gradual 

weaning of inotropic and ventilatory support Timiug of chest tub<: and drain removal must be detem1ined. The 
pattent is then transferred to the :slcp~own unit wht.-n: d:l!ly monitoring of drains and drips is required. Once off all 
inotropcs and all drains have been removed, a rehabilitation program is planned and ov~r:scc:n. The surgeon :md hi::; 
team follow the parienr several times a week and thr.;n weekly Lo monitor Lhl.: drivdinl.: silr.; for inf~.---cLion: monitor the 
device for mechanical function, :md all major or6an functions, wCl.!ching particularly for problems With 

coaguloparhics and infection. 

SURVEY DATA: 

S pccialty: --=S,_,oc=ict~v...:o::.!f_T1;..:.:;ho:::;ra:..:::.::c~ic::....:::S::::.u.:..;rg::..:e:.::o:..:.:n:.=s/~A..:.;m=cr:...:.i~ca:!.!n.!..!..A:.:s.:.:soc='!::.lt!:.!.io~n~fo~r:...._.:.Th.!.!::::o:..:.:ra~c:::.:i..::.c...::S::.!u:..:r..::g..::.c:...rv:._ ________ _ 

Sample Size: 20 Response Rate: (%): 55% Inrrial Mcdi:ln RVW: ..... 3~9~- Final Median RVW: 39 

Type of Sample (Circle: One): random, panel, convenience. Explanation of S3.mple size: Only a few cc:nt:rs in U.S. 
insert and monitor left ventricular assist devices on a long-tenn basis and the sample: had to be dra-wn from thes¢ 

centers. 

25th Percentile RVW: _.....:3::.::6::.__ 75th Pcrccn6lc RVW: 60 L<:lw: 35 High: ---!7...:;!.0 __ 

Median Pre-Service Time: 120 min Median Intra-Servicc·Time: 330 min 

25th Percentile lntra-Svc Time: 295 mm 75th Percentile Intra.-Svc Time. 405 min Low: 240 min High: 5 I 7 min 

M~an Post-Service Time: Toral Time Number cf VisiTs 

Day of Procedure: lXO 

ICU: 435 10 

Other Hospital: 105 IS 

Offio:: NIA 

.I 



CPT Code:: _3"-'3::...:9:....:.7.:..:.5 __ _ 

KEY REFERENCE SERVICE (S): 

I) 

2) 

3) 

4) 

CPT Code 

33860 

33412 

CPT Descriptor 

Ascending aorta graft; with cardiopulmonary 
bypass, with or without v:1lvc suspension 

Replacement, aortic valve:; with trnnsvcnrricular 

aortic annulus t."'llarganent (Konno procedure) 

33.96 

34.79 

RELATIONSIDP OF CODE BEING REVfEWEO TO KEY REFERENCE SERVJC£ (S): 
Compare the pre:-, intra-, and post-service time (by the mc::dian) :tnd the:: intensity factors (by the mec'1!1) of the 

service you are rating to the key reference services lisred above. Make certain that you :tre including the data 
from the service that you are rating as well as the: key reference senices. 

INTENSITY/COMPLEXITY MEASURES CPT Code 

33975 
Time Estimlltcs 

~....[ M_ed.t_&_l..;;P_r_e-_T...;.im_e _____________ __...Jj [ 120 rrun 

!~...M_~_Um_h_l~_T_i_m_e ____________________ ~ll 330mm 

~..:l M..;;cd.:.:..:..ian=-.:P:....:o..::..st:....:-T::..:in::..:l..::..e _____________ ~l [ 780 min 

Mentl'l! Effort and .Judgement 

Reference 
Service 1 
33&60' 

I ( 83 min 

Reference 
Scl"'ll'icc 2 
33412 

II 120 min 

II 360 min II 360 min 

II 200 mm j I 240 min 

The nwnber of pos:nblc dll'lgJIOSJ~ and/or the number of IL.._4_ . ...;.9<_l _ __.\ [L..-...;.5_.0_1) __ ]_. ( 4.00 
msnagement optlon:s lhat mu:tt he considered 

The amount and/or complcxlty of tnaiicZtl record.~. dtagnosuc 
tcst.s, and/or other information th<~t mu:;t be reviewed and 
analyzed 

..___4_.9_0 _ __.lll-_4._75 _ __.11 4.00 J 

L.:lt:::lr.,s::gen=:cy~of~m:.::oi=.:ical=..::d::cc=:is=.:i:.:OI'I:.:...;.:.m:;;&lk:.:.:ci:.:.:.ng~----------'~1 4. 91 
1 [ 4.so 1~.-1 ~3_.so _ __. 

Tcchniclll SkiJI/PhvsicHI ErT'ort 

fL.:'l:.:·ec=h:.::n:::lca:::..;b::;:·i:::.:il.:..;l req:.=!:t::ur~;:.:·=d ___________ __.ll 4.64 
][ L.,_ _4.;_.80 _ __.! [ 5.00 

t.:l P..:..:hz.:.Y'S::.:'ca=l:..:c~{li~ort..:..:.:req::tUli'C=· :.:.::.d __________ __.] I 5.00 1 [ s.oo 1 [ 4.oo J 

PwchoJogic-al Stres.s 

,..Th_c_ri_si:-of_s_ig11-_ -i (-lC:U-lt_co_m--:pl-:-ic::I~tio_ru_,_m_o_rh:-:i-;di::ty-an:-.-tJJ;:nr::-:t::no::rt::u~li l:ly ~...-...;.5...;.. oo __ _.ll s.oo J I 4.00 J 

1 [ 4.so ...._ ___ ..... 464 1 [ s.oo 



., 
\ \ 
~~ 

E~t1matc:d n:sk of malpr.u:tlce suit Wlth poor oulccmc 3.91 I! 4 00 I r 3.50 

JNTENSITY/~OMPLEXITY MEASURES CPT Code Reference Reference 
~rvice I Service 2 

Tim~ ScgmcnC:S 

[ Prc-Scrvic.e int~lsity/compl~xllY If 4 82 II 4.80 II 3.50 

j.lntrn-Sc!iY!CC !.Ill~:rully/complexity II 4.82 I I 4 80 II s.oo 

I PO:!t-ScrvJCc intc:nsity/complexny II 4.91 II 41!0 I I 3.50 

ADDITIONAL RA TTONALE 

Describe the process by which your specialty society rc:ach~d your final recommendation: A consensus eommJCrcc 
m'-"t and discussed the survey results. Wr:. fdt they had f:lc¢. validity ill rdanon to the service performed il!ld 
therefore we recommended the survey median of39 RVWs. 

FREQUENCYINFO&~TION 

How was chis service previously reported? __ Wi~Jth~C..:..:PT~.:.3.::..3~'97.:..:5~un!..!.:d:o::c::.!.·r~a._9~0~d:::.av~gl..,o~bal=-pc=n..:.:· od~--

How often do physicians in vour spccialcv perfonn this scrvic,;c? _Commonly _Sometimes X R..:u-ely 

Estimate the numlxr of times this service might be provided n<Ltiona!ly in a one-year period? There were 255 
procedures reported under CPT 33975 in the 1996 Medicare Nanonal Claims Historv 

Do many physicians perform this service across the United States? _Yes _No This service is performed in 
institutions across the United States. It is not a rc:E:ionalized service. However, there are a small number of 
institutions and cardiothoracic surgeons pcrfonning the service. Cardiothoracic surgeons are the only physicians 

~rforming this service. 

September 199& 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUM:viARY OF RECOMMENDATION 

CPT Code: 33976 Tracking Number._ Global Period: 010 Recommended RV\V: 48 

CPT Descriptor: Implantation of ventricular assist device; b1ventricular support 

O..INICAL DESCRIPTION OF SERVJCE: 

Vignette Used in Survey: An 18-year-old male present.' with incn:zsinc dypsnea and fatioue foliowina a v"ral 
illn E . 1:> .. .. I 

es~. valuatJo_n _reveals ~ila_ted _c.ardiomyopathy with an ejection fraction of 15n/o. The patient's condilion 
detenorate:s requ1rmg hospitalization and the initiation of inotrOpe3'- He i.s li:~ted as Status I for heart 
tr~nsplantati~n. _Despite _vigorous medical management, the patient develops signs of biventricular failure, 
w1th ll pul:atl1e hvc:r,_ asc1tes, pu!monRry edema, jugular venous distention and lower extremity and sacral 
edema. Hts_ c~agulat1on p~ofile IS abr1ormai, and his urine output less than 20 cc/hr, with a rising creatinine 
of .3.0. He IS mtubated wtth a p02 of 80 on Fi02 of 100%, and hss a mixed venous saturation of 37"/c 

~he patient is taken u:gently to the operating room after optimization of the coagulation profil:: 
oxy_genatlon, and hemodyna~mc status. In the operating room a median sternotomy is performed and the 
patient CJUJnulated and cardiopulmonary bypass initiated. A pr~peJ;tone.al pocket is cre.<tted for a left 
ventricular _assist device (LV AD), _a11d a subcutaneous tunnel made for the driveline. The LV AD is placed 
and the patlent we~ned from cardiopulmonary bypas~. Right ventricular distention and faflina LV AD flow 
prevents separation from bypass. Cardiopulmonary flows are reduced to less than 1 liter. Af~er combined 
drug in~ervention and "resting" the native heart, it is clear th.at right ventricular function will not permit 
separal•on from by pass. A rig.ht ventricular assist device (R Y A D) is placed and the lines brouvht out 
through the skin. The patient is weaned successfully, albeit on high dose inotropes. The skin i; closed, the 
sternum left open, and the patient transported to the !CU. 

Over the next few days, judicious management corrects the con~uloplltby and balances the ongoi.ag 
blood loss with the negative effects of blood product infusion on right ventricular and pulmonary function. 
The open sternal wound requires frequent dre!!sing changes. The patient is assessed frequently with gradual 
weaning from inol.ropes and the ventillltor. He is !tnbilized but remains in the hospital swniting tnnsphmt. 

Eventua1ly the RV AD is removed thanks to aggressive postoperative man.agement. 

Description of Pre-Service Work: The surgic:1l contact with the patient sttrts with a preoperative history and 
physic:al and icrunc:diatc past history within 24 hours of the operaLion, often on an urgent basis, to reassess the 
pa.ti1..-nt's condition (the majority of them are in extremis) prior to taking him/her to the operating room. Medical 
decision-making in_yolvcs whether the patient has a chance of surv1v1ng the operation and thus entails a high level of 
judgment, intensity and risk on the part of the surgeon. 

Description of Tntra-Servicc Work Since these p<1ticncs are so unstable, induction of anesthesia requires the 
presence of the surgeon in the opcraung room. The patient ts posittoncd, prepped, and draped. In the majority of 
these pali~ts reopcmtive median sternotomy is performed.. as most of them h:we h:u:l a previous cardiac surgical 
procedure. Patic:nts with biventricular failure with resultant rcight ventricular enlargement may require exposure of 

the femoral vessels before the sternotomy is made. After the incisions, the patient is placed on cardiopulmonary 
bypass. The midline incision is e>.."tendcd co the umbilicus and a pre-peritoneal pocket is created. The drivelinc is 
turmclcd through the subcut.c1.llCOUS tissue and then the he<1rl is dissected out. dividing the dense adhesions. At each 
step, can: is taken to maintain meticulous hemo5Lasis. since lhcse sites will not be visible after the device is placed. 
The patient, s aorta and right atrium ar~ cannulated ;md cardiopulmon.:uy bypass initi:J.Icd. The apex of the left 
ventricle is cored out and a Sila.stic cuff sewn to the edges of Lhc cored ventricle. The inflow cat".n\l\a. of \he LV AD 
is brought through an opening in the diaphragm and coupled with the Sil:lstic cuff. Next the outflo~ ~ is 
mC3.SUred. a partial occlusion cl3.tnp applied Lo the aortil and the graf"c :mastomosed. lO the aorta.. The devtce IS de
aired and confirmation of dc-,."t.iring is confirmed by rmn:;csop~?Cll c:u-diac u!trnsound. Attempts to wean the 
patient from cardiopulmonary bypass that arc unsuccessful due to inadcqu:nc: right ventriCtJiar function di~c the 
need for bivcntricubr :l.Ssist. The R V AD is placed and the lines brought out through the skin. The p:l!!~t ts 
successfully woned from cardiopulmonary bypass, albeit on high dos~ inotropc:s. This requires. together WJth the 

- ·-- • '·~"'\j. 



anesthesia team, ~imulcancou::~ ma.n:tgcmcnt of the inotropt.:!i while ~sc:ssing th~ hea.n:, both vtsually and by 
transc:sophagcal cchocardiography. Following !ittcccs::.ful :scpara~.iou [tom bypass and dcC<lnnulatJon, the mci:sion 1s 
closed in layers, bur the sternum is left open, and the panent transported to the intcn.sivc care umL 

Description of Pust-Scrvicc Work. W1lh the ::.urgit;<ll l=m in attcnUa.rtc¢, tht: pat1t:ut is transported tO the intensive 
care umt. Aggressive management of bleeding and CO:l_£uloparhy is balanced With judicial use of blood products, 

since they will sensirizo: the: pazieut to allotransplam Jonors and can acutely cause right ventricul:u and pulmonary 
failurt:. Because of the: open wound, fr..:quent dressing changes are necessary, which iu essence requires ~bri.agi.IJ.g 
the operating room lu the patient's bcili>Jdc .. Medical dcctston-making rcgardmg whcthc:r the patient is sufficiently 
stable LO undergo RVAD rt:movaJ occurs at each cont<J.ct. This will require rauming to the operating room and 
rep12ting the weaning process dcscnbcd above. If the patient docs not stabilize adequately, hdshc will be man~'"Cd 
i.n a prccario~ condition by the surgeon ami hi:s team until a donor heart becomes available. 'Ibis win requ.lr~ 
repeated daily assessment (minimum 2 visits) of the sur>0ical team who must also monitor the drivd.i.ne for 
infections, the mechanical fW1ctioning ofth~ device, and the functioning of the patient's major organ systems, all of _ 
wh1ch are affected by rhc presence of the biventricular assist device. 

SURVEY DATA: 

S pccialry: ___ S=oc::::i:..::t."1Y~~o::..f...:Thw..:..::o:.!.r.=.ac:.;i:..::c~S"-!u::.:.O?:..:.::co~n.!.:s/~A!...!!.:m.:::e:.:..n:..::· ca::..:.ln.:..A..:.:s:!.=s~oc=ia!:.:.!:..::io::..:..n:....fi:..::o~r_T!....h:..:.:o~r..::a~c.:..:ic::..S~u~rg:.:e::.:.rv.:.. 

Sample Size: 20 Response Rare:(%)· 55% Initial Median R VW. 39 Final Mcdi::m RV\V: ~ 

Type of Sample (Circle One): random, panel, convenience. Explnnation of sample size: Only a few center in the 
U.S msert and monitor ventricular assist devices on a long-reim basis. The sample had to be dravm from this 

lumtcd number of centers. 

25th Percentile RVW: 36 75th Pcrccnrilc RVW: ....;6:.:..:0=----- Low: 35 High: _.!:8=0 __ 

Median Pre-Service Time: _ _..!..12::0~m.:.:.in:..:._ __ Median Intra-Service Time: 360 min 

25th Percentile Intra-Svc Tim(;: 34.5 min 75th Percentile Incra-Svc Time: 468min Low: 240 min High: 

Median Post-Service Time: Total Time Number of Vi~ 

Day of Procedure: 200 min 

ICV: 
..J 

725 min )0 

Other Hospital: 225 min 20 

Office: N/A 



KEY REFRRF:NCF. SF.RVTCF.: (S): 

CPT Code 

I) 33860 

2) 33412 

CPT Descriptor 

Ascending aort<l graft; wirh cardLopuhnonary 
bypass, with or without valve suspension 

Replacement, aornc valve, wnh transvemricular 

aortic aJmulus enlargement (Konno procedure) 

CPT Code: ---=!.3-"'-3~97.:...:6"-----

RVW 

33.96 

34.79 

RELATIONSHIP OF CODE BEI:'i'G REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service t1mc (by the median) and the intensity factors {by the mca11) of r:he 
service you are raring ro th~ key ref.::r~nce servicc:s liste:d above. Mak~ certain lhal you are including the data 
from "the service that you are rating .as well .as the key reference services. 

INTENSITY/COMPLEXITY ~EASURES CPT Cn<.Jc 

3J<J7o 

Reference 
Service 1 
3JR60 

Rcrcrcncc 
S.,rvicl! 2 
33412 

'-IM_c_d_ian_P_re.._T_in_'IC _____________ ---.JII IZOmm ll 83min II 120mm 

._I M_crl_ian_In_tra_-T_Im_c ____________ ~ll 360 mm ]I J60 min l ( 360 min 

._) M_c:l_i~~n_P_o_~l_· T_l_m_-=-------------~11 1150 min II 200 mm II 240 mm 

1\ofcntsl EfTort and Judg,cmcnt 

The m1mba of pos:.>ble di.agnos1s and/or the number of ~4_'Xl __ ...... l ._[ _s_.u_o __ -'11 4.00 
management options that mll3l be.: consid£..-n..-d 

The amount and/or complexity of meti1cal record.~. d1:1gnostic: 
tests, and/or other infurmation that must be rt:Vicwetl nlld 

analyzed 

]I 4 75 ......._ ___ .... 11 4.oo 4.90 

IL.:u:.:r.:.gen=cy~of::..:m:.::::cd:::ic:.:al::...:dc:.:·c;:.:;is:::ri01:.:l:..;l:.:;n.:.alc_in...lg0!...-_______ __,l ( 4.90 I[ L... _4_:&_o _ ____.] ~....I _J._so _ _. 

Technical Skill/Phv•iC1ll Effort 

t..:l T:,.:ec:::hn.:::::ica=l:...::slc::.J:.:.:·ll~r::eq:!.::u:::lr:,:o.:d::.._ __________ __.ll~..._....;4._70;______.1 [ 4 .80 J 1~..-_s_.o_o _. 

ll.!.P;.::hJ"Sl:.:::=·cs.:::..l.:.:et::.::fo:.:.:rt..:..;req:::::L::uirc:.::U:::..... _________ ___,II ~..-_s_.uo_~j [ 5.00 11\..--_4_. u_u ____.] 

Psvchnlogical Stn:•~ 

The n:sk of sigmficanl ccnrrplicaticru, mcrhidiry Mdlur 1nnrtality 1 [ 5.00 
~-----

I ~.....! _4_.o_o _. 500 

---------.-:-----.-::-:-~-..., '--4_7o_ ..... l L_4_.&_o _j[, _;;.._5 o;..;..o_]~ OUtcome lk.--p:nds on tho.: '3klll osnd .hldgcrnent of phY:.;ci<Jtl . . __ 

.-E-:..~-li_ma_· -l1 .. 'ti-n-. s-l.: -o-f l_n_ul_p_rn_c_ncc-sw-.t-Wl-:-.-:-th-poo-r-o-u-tco-,-n-c ----, f._ __ J._w _ __.l ~...1 __ 3_.2_9 _ __.] IL----3-·00---' 
~~~~~==~~~~----~ 

_,... _____ ..._,_. 4 ·~· ~·-·· f 



• "' 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference RL-fcrenn: 

Service 1 Service 2 

Time Sc;:mcnu 

I Pre-Service imensiry/compl~iry I [ -4.90 II 4.80 II 3.50 

!lntra-Service intensJty/conlpl~XJty I [ 500 II 4.80 I [ 500 

[ Post-Scrvtcc mtcnsity/complexity l [ 4 'J() II 4 :.!0 I r 3.50 

ADDITIONAL RATIONALE 

Describe the procc::ss by which your .specialLy :mcicty reached your finl:.ll rccummc:ndarion. A conse!lsus cocnmitr.ec= 
met and discus~d the survey results. Bec.•use of the small number of institutions involv~d, it -was necessary to 
arbirr:ue the results of the surveys of chc two codc.s. Rather chan gom g wt ch the recommended median of 3 9 for this 
code, becau~ of rhe democJ.Strared increas~ nsk and inrra- and postopuarive rime s~nt with the pauent, the 
committee recommended an RVVI proportional to the relanonship of the existing codes, i.e., a 25% increase in 
work for the biventricular implant.:"ltion. 

FREQUENCY INFORMATION 

How was this service previously reported? With CPT 33976 ru1d a 90 dav glob~f pcnod 

How often do phys•cians in vour specialrv perform this service? _Commonly _Sometimes X Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? There were 85 

procedures reported under CPT 33976 in the 1996 Medicare National Claims Historv 

Do many physicians perform this service across the United States? _Yes _No. This service is performed in 
institutions across the United States. It is not a regionalized servi~. However, there are a small num~e: of 
institutions and cardiothoracic surgeons pcrfonning the service. Cardiothon.cic surgeons arc chc only ph~tCia.OS 
performing this service. 

Septrn1bcr 1998 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1998 

Bypass Grafts 

New CPT codes were added to reflect the extra work involved in harvesting and anastomosing vein segments for use as arterial 
bypass grafts from locations other than the actual bypass site. In developing the work value recommendation for all three add
on codes, the specialty society realized that a problem existed between the three codes because of their inter relationship and 
and the,CPT definition. CPT code 35500 is defined by anatomic site, whereas CPT codes 35682 and 35683 are defined in 
terms of numbers of segments. Therefore, the specialty society will request reconsideration by CPT for CPT code 35500. 

The RUC also recommends that CPT code 35681 Bypass graft; composite, prosthetic and vein (List separately in addition to 
code for primary procedure) be assigned a work value of 3.93, which was the RUC recommended work RVU during the Five 
Year review. This recommended value was based on a survey of general and vascular surgeons. This procedure is listed 
separately in addition to the code for the primary procedure, which could be any graft procedures. This reduction will 
eliminate the possibility of a rank order anomaly within this family of add-on codes. 

The RUC recommends that CPT code 35682 Bypass graft; autogenous composite, two segments of veins from two locations 
(List separately in addition to code for primary procedure) be assigned a work value of 7.20 based on a survey of 37 vascular 
surgeons. The recommendation of 7.20 is based on the 251

h percentile of the survey results. 

The RUC recommends that CPT code 35683 Bypass graft; autogenous composite, three or more segments of vein from two or 
more locations (List separately in addition to code for primary procedure) be assigned a work RVU of 8.50 which is also the 
25th percentile of the survey respondents. CPT code 35683 was valued slightly higher than CPT code 35682. Code 35683 
involves harvesting more separate pieces of vein in which each additional segments add at least one more microvascular 
anastomosis to the physician work. 

CPT jive-dtgit codes, two-dtgit modifiers, and descnptions only are copynght by the Amencan Medical Associatwn. 

-1-



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

•35500 CCl Harvest of upper extremity vein, one segment, for lower zzz Will request reconsideration by 
extremity bypass procedure (List separately in addition to code for CPT 
primary procedure) 

(For harvest of more than one vein segment, see 35682,35683) 

ComEosite Grafts 

Codes 35682-35683 are used to reEort harvest and anastomosis of multiQle vein segments from distant sites for use as arterial b~2ass graft conduits. 
These codes are intended for use when two or more vem segments are harvested from a limb other than that undergoing b~2ass. Add-on codes 
35682 and 35683 are re2orted in addition to b~Eass graft codes 35501-35587. 

.... 35681 Bypass graft,i composite, Erostheuc and vein {List se2aratel~ m 
addition to code for 2nmary 2rocedure} 

zzz 3.93 

~bist E!;QGiilBY!;Iil ;i~ijefn SlilEa!;atlill~' ia allllitiQa tQ GQG~il ~!; E!;ima13' (Interim) 
E!;QG@GY!;Iil) 

(Do not report 35681 in addition to 35682,35683) 

•35682 CC2 autogenous composite, two segments of veins from two zzz 7.20 
locations (List separately in addition to code for primary 
procedure) 
(Do not report 35682 in addition to 35681,35683) 

•35683 CC3 autogenous composite, three or more segments of vein from zzz 8.50 
two or more locations (List separately in addition to code for 
primary procedure) 
(Do not report 35683 m addition to 35681, 35682) 

CPT five-digit codes, two-d1git modifiers, and descnptions only are copynght by the Amen can Med1cal Assocwtion. 

-2-



From: J MARTIN To: J1il Zanutto 

Ai'vfAISPECIALTY SOCIETYRVS UPDATE PROCESS 
S~YOFRECOMN.ffiNDATION 

CPT Code: 3568Xl(CC2) Global Period: ZZZ 

4116/1998 9:38:34 AM Page 2 of 8 

(April 1998) 

Recommended RVW: 7.20 

CPT Descriptor:, Bypass graft; autogenous composite, two segments ofveins from two locations (List separately 
in addition to code for primzry procedure) 

Vignette Used in Survey: 
A 74-)'T-old man with gangrene of the left great toe requires a fernoral~anterior tibial bypass graft for limb salvage. 
He has previously undergone two coronary bypass operations and most of his greater saphenous vein has already 
been harvested. Preoperative duplex ultrasound reveals lesser saphenous veins in both calves, a short remaining 
segment of greater saphenous on the right, and a short segment of adequate arm vein. At operation, two segments 
are harvested and anastomosed to form a single long conduit. The bypass graft is completed. [IlvfPORTANT 
NOTE: 3568XJ 1s an "add-on" code. In responding to th1s survey, please cons1der ONLY the ADDITIONAL 
work for hdrvestlng and anastomosis of the two segments o[ve1n. The preoperative and postoperative work, 
along With the preparation and closzng of the bypass graft area, is separately b1llable using a different CPT 
code With a 90 day global and should not be cons1dered[or this survey.) 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Descripti01i of Total Add-on Work: 
Prior to this operation a review of duplex ultrasound or other studies is necessary to determine the best suitable 
segments of vein to use for the bypass graft. Also, additional supervision of the positioning, prepping, and draping 
of the ad.ditionalliinb or limbs to be used for vein harvest is directly related to this add-on work. At each additional 
vein harvest site, the skin and soft tissu~ are dissected to expose the vein. Side branches are identified, ligated, and 
divided. T o'pical papaverine is often administered to prevent venospasm Once adequate length is obtained, the 
veins are ligated at both ends and excised. The venous conduits are flushed with heparinized saline, gently 
distended, and tested for leaks. Very fine polypropylene suture is used to repair these as found, and the surgeon 
typically employs oculaz: loupe magnification to avoid reduction of the lumen by these sutures. In order to form 
a single long conduit, the ends of the two segments are beveled then sutured together, again using very fme suture 
and loupe magnification. The anastomosis is tested for leakS, and these are repaired as needed. This conduit is then 
employed for completion ofthe bypass graft (a separately billable CPT procedure). Directly related to this 
procedure is the achievement of hemostasis in the di.~tant vein harvest sites, plus subcutaneous and skin closure of 
these sites, and application of sterile dressings. Wound care and analgesia required for the additional vein harvest 
sites also adds to the postoperative work. 
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CPT/Descnptor: 3568Xl(CC2) Bypass graft; autogenous compoSlte, two segments of veins 
' from two locatlOns (List s~arately in addition to code (or primary procedure) (04/98) Pa2e 2 

SURVEY DATA: 
Specialty(s)" . 
Type of Samp~e: 

Survey n: 
Response: 

Rate%. 

The Society for Vascular Surgery 
Random 

127 
36 

PRE INTRA HOSP 
total total total 

KEY REFERENCE SERVICE(S): 

Descriptor 

OFF 
total 

1998 RVW 
8.93 
9.13 

Global 
090 
090 

CPT 
36821 
34201 

Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 
Embolectomy or thrombectomy, 'With or 'Without catheter; femoropopliteal, aortoiliac 
artery, by leg incision 

LOS and Time Estimates (Median) 

LOS 

PRE-se!VIce t1me 

INTRA-seiVIce t1me 

POST-seiVIce t1me 

Mental Effort and Judgment 

The number of poss1ble d1agnos1s and/or the number of management options that must be 
considered 

The amount and/or complexJty of medical records, diagnostic tests, and/or other 
mformation that must be obtamed reVIewed and analyZed 

Urgency of med1cal deciSion making 

T echmcal SkiiVphysical Effort 

Technical skill required 

?hysical effort requ1red 

Psychological Stress 

The nsk of s:gmficant complications, morbidity and/or mortality 

Outcome depends on skill and JUdgment of physician 

Estimated nsk of malpractice sUit With poor outcome 

Time Segments 

PRE-seiVIce intensity/compleXIty 

INTRA-seiVIce mtGnsJty compleXIty 

POST-seiVIce :ntens1ty compleXIty 

Mean 
Intensity/Complexity Measures 

3568X1 (CC2) 36821 34201 

n/a 0 3 

nla 38 60 

78 60 75 

n/a 55 120 

3.68 2.43 3.15 

3 26 2.61 3.15 

3.37 2.22 4.07 

4.08 3 39 3.41 

3.97 2.48 319 

4 08 2.48 3 78 

4.39 3 50 3.74 

3.05 2.22 3.38 

n/a 2.50 337 

397 2.96 3 37 

n/a 2.20 2.81 

RELATIONSHIP OF CODE BEING REVIEWED TO IG::Y REFERE..'iCE SERVICE(S): 

Overview: 
As the surgical science of arteriaJ. bypass gr3fting matures, the supply of autogenous superficial vein, used as conduit for these 
grafts, has become a limiting factor. Thus far, no S)nthetic tubing has been developed that equals the long-term patency of 
autogenous~ in the setting where a bypass must extend from the groin to well below the knee. In fact, vascular surgeons 
now commonly extend these reconstructions well onto the foot, meaning that sometimes as much as 36" of continuous venous 
conduit is required. The routine autogenous conduit, greater saphenous vein, has never been in such demand. Patients 
undergo coronary bypass operations, re-do coronary bypass, lower extremity bypass, and re-do lower extremity bypass, all 
of which typically employ the greater saphenous, if available. At the time of the Harvard study, it was extremely rare for a 
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CPT/Descnpto~ 3568Xl(CC2) Bypass graft; autogenous composite, two segments ofvem.s 
from two locatio11!1 (List separately in addition to code/or primary procedure) (04/98) Pa2e 3 

patient not to have a normal greater saphenous vein available for conversion to a bypass graft. Now. it is quite common 
(especially in. tertiary referral centers) to be searching the entire body for alternative source vein. 

1bis is an add-on code for which the major portion of physician work is intra-service, that is, harvest of the veins from distant 
sites, performance of a microvascular anastomosis thai is not hemodynamically restrictive, and subsequent closure of the distant 
incisions. The' alternative vein is typically far more difficult to work with. In the case of arm vein, there are many more tiny 
branches that must be ligated, and the vein itself is vastly thinner and more friable than greater saphenous vein. Any miss-step 
in harvest or pr~·ation can render arm vein unusable. Lesser saphenous vein, another typ1cal alternative source conduit, is 
also very difficult to harvest due in this case due to its location directly on the posterior -'!Spect of the calf. 

The comparison service cited by 60% of respondents was CPT 36821, a procedure that carries a 90-day global. CPT 36821 
has anRVW of8.93. Respondents argued that CC2 has 18 more minutes of intra-service time than 36821 (78 vs. 60 min.) 
Counterbalancing that, 36821 carries more pre-service time than CC2, includes a discharge day management service, and also 
one office visit. 

ADDITIONAL RATIONALE 

The median survey RVW for this service is 9. 00 with a median intra-service time of 78 minutes. For this service, there is 
actually small component of pre-service work that was not surveyed. The typical patient would require an additional 10 
minutes for evaluation and positioning directly related to the harvesting operation (10 min*2.2*0.9888*0.0103) = 0.22 rvu. 
While the occasion

1
al patient will have significant extra post-service work related to poorly-healing distant vein harvest sites, 

the typical patient 1.vi.l.l go on to heal the extra harvest sites without incident. Subtracting 0.22 rvu for additional evaluation 
and positioning work from the median survey RVW of 9.00 leaves 8. 78 rvu to be exclusively accounted for by intra-service 
work. 

RVW extrapolation from 36821: As stated earlier, the comparison service cited by 60% of respondents was CPT 36821, a 
procedure that carries a 90-<lay global. Based on time differences and the RVW of 36821, an RVW for CC2 can be calculated 
as follows: 

Begin with RVW for CPT 36821: 8.93 rvu 
add 18 min. intra-service time at IWPUT of0.08 (18*0.08) = +1.44 rvu 
subtract pre-op scrub, dress, wait (15 min*0.8*0.9888*0.0103) = -0.12 rvu 
subtract difference in pre-op eval and positioning (13*2.2*0.9888*0.0103) = -0.29 rvu 
subtract discharge management 99238 (1 *1.28) = -1.28 rvu 
subU"act one office visit (99213 at discounted rate of0.65) = -0.65 rvu 
Extrapolated RV~ for CC2 = 8.03 

IWPUT extrapolation: Intra-service work may be calculated as the median survey value (9.00) minus 0.22 rvu for a small 
amount of pre-service work, thus 8. 78 rvu. Intra-operative intensity (IWPUT) would be 8. 78 rvu I 78 intra-service minutes, 
for an IWPUT of 0.113. While the work is painstaking and requires great precision. this level of IWPUT seems slightly high. 
Using the 25ti: percentile RVW of 7.20, and subtracting 0.22 for pre-service work, the calculated IWPUT is (7.20-0.22) I 78 
min. = 0.089 rvu/min, a value that may be more reasoruble for this service. 

Based on the rationale presented herein, an RVW of 7.20 is recommended for CC2. This value is the 25th percentile survey 
value. 

FREQUENCY L.'JFORl\IIA TION .. 

. ' 
1. How was this service previously r ~ported? 

37799, unlisted vascular procedure. 

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

0 Commonly V'Sometimes o Rarely 
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CPT/Descriptor: 3568Xl(CC2) Bypass graft; autogenous compoSlte, two segments ofvems 
· from two locatlons (List separately in addition to cotk {or primary procedure) (04/98) Page 4 

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

In 1996, approximately 36,000 lower extremity revascularizations using venous conduit were performed. We estimate that 
a total of 10%, or 3,600 operations would require vein harvest from a distant site. Of these, the majority, perhaps 70% 
would use a single segment of vein harvested from a distant site. For the current service mvolving 2 vein segment harvest, 
we estimate that 20% of the 3,600, or 720 of these services might be performed annually. 

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

t/Yes DNo 
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(Aprill998) 

CPT Code: 3568X2(CC3) Global Period: ZZZ Recommended RVW: 8.50 

CPT Descriptor:·. Bypass graft; autogenous composite, three or more segments of veins from two locations (List 
separately in addition to code for prima.ry procedure) 

Vignette Used in Survey: 
A 7 4-year-old man with gangrene of the left great toe requires a femoral-anterior tibial bypass graft for limb . 
salvage. He has previously undergone two coronary bypass operations and most of his greater saphenous vein has 
already been harvested. Preoperative duplex ultrasound reveals lesser saphenous veins in both calves, a short 
remaining 5egment of greater saphenous on the right, and a short segment of adequate ann vein. At operation, three 
segments are harvested and anastomosed to form a single long conduit. The bypass graft is completed. [NOTE: 
356&¥2 IS an "ad¢-on" code. In respondmg to this survey, please consider ONLY the ADDITIONAL work for 
harvesting dnd anastomosis ofthe three segments ofvem. The preoperative and postoperative work, along wrth 
the preparatron and closing of the bypass graft area, IS separately billable usmg a different CPT code with a 
90 day global and should not be conszderedfor this survey.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description ofT otal Add-on Work: 
Prior to this operation a review of duplex ultrasound or oth~:r studies is necessary to determine the best suitable 
segments of vein to use for the bypass graft. Also, additional supervision of the positioning, prepping, and draping 
of the additional limb or limbs to be used for vein harvest is directly related to this add-on work. At each additional 
vein harvest site, the skin and soft tissue are dissected to e"'-"Pose the vein. Side branches are identified, ligated, and 
divided. Topical fapaverine is typically administered to prevent venospasm. Once adequate length is obtained, the 
veins are ligated at both ends and excised. The venous conduits are flushed with heparinized saline, gently 
distended, and te~ied for leaks. Very fme polypropylene suture is used to repair these as found, and the surgeon 
typically employs ocular loupe magnification to avoid reduction of the lumen by these sutures. In order to form 
a single long .:onduit, the ends of each segment are beveled then sutured together, again using very fine suture and 
Ioupe magnification. The anastomoses are tested for leaks, and these are repaired as needed. This conduit is then 
employed for completion of the bypass graft (a separate CPT procedure). Directly related to this procedure is the 
achievement ofhemostasis in the distant vein harvest sites, plus subcutaneous and skin closure of these sites, and 
application of sterile dressings. Wound care and analgesia required for the additional vein harvest sites also adds 
to the postoperative work. 
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SURVEY DATA: 
Specialty(s): The Soc1ety for Vascular Surgery 
Type of Sample. Random 

Survey n: 

Response: 

Rate%: 

127 
31 

PRE INTRA HOSP 
total total total 

KEY REFERENCE SERVICE(S): 

Descriptor 

OFF 
total 

1998 RVW 
8.93 
9.13 

Global 
090 
090 

CPT 
36821 
34201 

Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 
Embolectomy or thrombectomy, ?.lith or ?.'ithout catheter; femoropopliteal, aortoiliac 
artery, by leg incision 

LOS and Time Estimates (Median) 

LOS 

PRE-serv1ce t1me 

INTRA-serv1ce time 

POST-serv1ce t1me ' 

Mental Effort and Judgment 

The number of possible d1agnos1s and/or the number of management opt1ons that must be 
cons1dered 

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

Urgency of medical dec1s1on making 

Technical Skill/physical Effort 

Technical, skill reqUired 

Phys1cal effort requ1red 

Psychological Stress 

The nsk of s1gn1ficant complications, morbidity and/or mortality 

Outcome depends on skill and JUdgment of physician 

Estimated nsk of malpractice su1t With poor outcome 

Time Segments 

PRE-setvlce Intensity/compleXIty 

INTRA-serv:ce 1ntens1ty compleXIty 

POST-serw::e mtens1ty compleXIty 

Mean 
Intensity/Complexity Measures 

3568X2(CC3) 36821 34201 
n/a 0 3 
n/a 38 60 
90 60 75 
n/a 55 120 

3.94 2.43 3.15 

3.36 2.61 3.15 

3 39 2.22 4 07 

4.27 3.39 3.41 

4.30 2 48 319 

4 21 2.48 3 78 

448 3 50 3.74 

2.97 2 22 3.38 

n/a 2.50 3 37 

4.30 2.96 3.37 

n/a 2 20 2.81 

RELATIONSHll> OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
0 ' 

Overview: \ 
1bis is add-on code for which the major portion of physician work is intra-service, that is, harvest of veins from distant sites, 
pexfonnance of additional microvascular' anastomoses that are not hemodynamically restrictive, and subsequent closure of 
several distant incisions. The single distinction between CC2 and CC3 is u1at CC3 involves harvesting more separate pieces 
of vein than CC2. CC2 is defined as two distant-site venous segments, while CC3 involves harvest of three or more segments. 
Each additional segment adds at least one more microvascular anastomosis to the physician's work, in addition to 
time-consuming opening and closing of the skin and soft tissue overlying the donor 'v-ein. tying the branches, etc. 

As with CC2, the most frequently cited reference service for CC3 was CPT 36821, a procedure that carries a 90-day global. 
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CPT 36821 hfs an RVW of 8.93. Respondents argued that CC3 has 30 more minutes of intra-service time than 36821 (90 
vs.· 60 min.) • Counterbalancing that, 36821 canies more pre-service time than CC3, includes a discharge day management 
~ervice, and also one office visit. 

ADDITIONAL R<\.TIONALE 

Median survey R V:W is 10. 50 rw With a median intra-service time of 90 minutes. 

As with CC2, "CC3 car.ries an additionallO minutes of pre-service preoperative evaluanon and positioning worth approximately 
0.22 rw (=10 min*2.2*0.9888*0.0103). While the occasional patient will ha.ve significant extra post-service work related to 
poorly-healing distant vein harvest sites, the typical patient will go on to heal the extra harvest sites without mcident. 
Subtracting 0.22 rwforpre-service and 0 rw for post-service work from the median survey RVW of 10.50 leaves 10.28 rw 
to be exclusively accounted for by intra-service work. 

Extrapolation ofRVW for CC3 from 36821: Based on time differences and the RVW of36821, an RVW for CC3 can be 
calculated as follows: 

Begin with RVW for CPT 36821: 8.93 rvu 
add 30 min. intra-service time at IWPUT of 0.08 (30*0.08) = +2.40 rw 
subtract pre-op scrub, dress, wait (15 min*0.8*0.9888*0.0103) = -0.12 rw 
subtract difference in pre-op eval and positioning (13*2.2*0.9888*0.0103) = -0.29 rw 
subtract discharge management 99238 (I *1.28) = -1.28 rw 
subtract one office visit (99213 at discounted rate of0.65) = -0.65 rw 
Extrapolated RVW for CC3 = 8. 99 

Extrapolation ofCC3 using IWPUT analys:is: Intra-service work may be calculated as the median survey RVW (10.50) minus 
0.22 rw for a small amount of pre-service work. thus 10.28 rvu. Intra-operative intensity (IWPUT) would be 10.28 rw I 90 
intra-service mutes, for an IWPUT of0.114. While the work is painstaking and requires great precision, this level ofiWPl.JT 
seems slightly high. Using the 25th percentile RVW of 8. 50, and subtracting 0.22 for pre-service work, the calculated IWPl.JT 
is (8.50-0.22) I 90 min.= 0.092 rvulmin, a value that may be more reasonable for this service. 

Based on the rationale presented herein, an RVW of 8.50 is recommended for CC3. This value is the 25th percentile survey 
value. 

FREQUEN<;Y INFORLV1ATION 

' 
1. How was this service previously reported? 

37799, unlisted vascular procedure. 

2. How often do physicians in your specialty perform this service? 
0 Commonly .,Sometimes 0 Rarely 

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

In 1996, approxim.ately 36,000 lower e:\.1:remity revascularizations using venous conduit were performed. We estimate that 
a total of 10%, or 3,600 operations would require vein harvest from a distant site. Of these, the majority, perhaps 70% 
would use a single segment of vein harvested from a distant site, and 20% would require two segments. For the current 
service invOlving a 3 vein segment harvest, we estimate that 10% of the 3,600, or 360 ofthes:: services might be performed 
annually. 

-'· Is this service performed by many physicians across the United States? 
.,Yes ONo 
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RE: No survey data for CPT 3557X(CC1) 

Dear Ms. Smith, 

Aprill5, 1998 

As you know, the CPT Editorial Panel recenlly defined three bypass 
graft codes, 3557X(CC1), 3568Xl(CC2), and 3568X2(CC3), and these are 
slated for evaluation at the upcoming April meeting of the RUC. The 
Joint Council of the Society for Vascular Surgery I North American 
Chapter of the International Society for Cardiovascular Surgery ind~cared 
the intention to develop primary data for all three codes on the RUC's 
Level of Interest forms. Unfortunately, we have subsequently identified a 
problem related to the application of CC 1. W c believe the best solution is 
to refer CC 1 back to CPT rather than to collect physician work survey 
information on a code that may need to be redefmed. 

The difficulty we encour..tered lies in the inter-relationship of CCI 
with CC2 and CC3. All three are add-on codes designed to reflect the 
extra work involved in harvesting and anastomosing vein segments for use 
as arterial bypass grafts from locations other than the actual bypass site. 
While CC2 and CC3 are defined in terms of numbers of segments (two 
veins for CC2, three or more for CC3), CCl is defined by anatomic site, 
that is, harvest of vein from the upper extremity. As we began to develop 
clinical vignettes for the RUC survey, several unanswerable questions 
arose. For instance, if a surgeo:1 harvesrs two distant-site veins and one is 
an arm vein, would this be coded as CC2 alone, or CC2 plus CC 1? 
Likewise, if one vein segment were harvested from each of two arms to 
then be used in a lower extremity bypass, would rhis be two CCls or one 
CC2? 

Our Government Relations Commirree needs to convene and 
formulate a. recommendation for the CPT Panel. One potential solution 
would be to redefine CCl in terms of number of veins (e.g. one vein from 
a distant site) rather than having a site-specific definition, but the reasons 
for creating the cWTent definition must fl!st be reviewed. In the meantime, 
CC2 and CC3 compr..se excellent and badly needed codes that deserve the 
RUC's work evaluation and subsequent implementation. I apologize to 
the RUC and to the CPT Editorial Panel for whatever inconvenience and 
unnec~s~ary effon this problem has caused. 

For the Govemrnenr Relations Committee, SVSIJSC¥S-NA, 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Microsurgery Add-On Codes 

A new code was established, CPT 69990, to report Use of operating microscope (List separately in addition to code for 
primary procedure). The code was created to reflect circumstances where a surgical microscope is employed for the 
microsurgical procedure. In addition to the creation of CPT 69990, there were two deletions of existing codes that were 
previously used to report these surgical circumstances. CPT deleted code 61712 Skull or spine microsurgery (work RVU 
3.49) along with Code 64830 Microrepair of nerve (work rvu = 3.10) were omitted from CPT 1999. 

The RUC used a weighted average approach in determining a work relative value for CPT code 69990. The RUC agreed that 
the weighted average of CPT codes 61712 and 64830 was an appropriate value (3.4670). 

The RUC, therefore, recommends a work relative of 3.4670 for CPT code 69990. 

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

~ MisFsdiss0stisa1 iRtFasFaaial SF spiaal pFss0d1u0 ~list s0paFat0l~' ia 
additiSR ts SSQ0 f9F pFimaFy pFSSjlQ\,lF0) 

zzz N/A 
~Us0 e~:nl W90R t9G S\,!Fgisal miSFSSSSpG is GmplS~IGQ tQF t9G 
misFsdissestisa aad tae aaatsmisal stFI,lSt\,lFGs SF pat9slsg~' pFGS0Rt aFG 
tss small feF adG'fl,late ~~is\,lalil!.atisa ~,~,,ita magaify~ag ls1,1pes SF 
RSFmal/SSHGStGQ ViSiSR) 

~Use e~:.I~J s~y ~J,cita SSQGS e~JQ4, e~:.IU, eJQ~Q, eJ~QQ, eJQIH, 
eJJQg, eJ:.IG4, aad eJ:.IHl) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyr~ght by the American Medtcal Association. 
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

{61712 has been deleted. Use 69990 when the surgical microscoQe is 
emQloted for the microsurgical Qrocedure. Do not use 69990 for 
visualization with magnifying Joupes or corrected vision) 

~ MiiH=eaiss~:stiQa aaate~; mii'GI'QI'il~ai~; et: Bili'J,Iil ~list Sil~a~;at~:l¥ ia 
aaaitiea te GQQil HU Bili'Vil l'il~ail') zzz N/A 

(64830 has been deleted. Use 69990 when the surgical microscoQe is 
emQloyed for the microsurgical Qrocedure. Do not use 69990 for 
visualization with magnifying loupes or corrected vision) 

•69990 Use of an OQerating microscoQe {List seQarately in addition to code for 
Qrimary Qrocedure} zzz 3.47 

CPT five-digtt codes, two-digit modifiers, and descriptions only are copynght by the American Medtcal Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Arteriovenous Regional Chemotherapy Perfusion 

A new code, CPT 36823, was developed to reflect Insertion of arterial and venous cannula(s) for isolated extracorporeal 
circulation and regional chemotherapy perfusion to an extremity, with or without hyperthermia, with removal of cannula(s) 
and repair of arteriotomy venotomy sites. The procedure represents a complex operative procedure frequently performed on 
patients with extremity lesions. 

The procedure involves isolation of the main vascular supply to the arm or leg with cannulation of the artery and vein with this 
cannulas being used to establish a circuit with a membrane oxygenerator perfusion p4mp (heart-lung machine). A tourniquet 
is then applied distal to the cannulation sites and the limb perfused with high doses of chemotherapy for a prescribed period 
(usually one or to hours). After completion of this perfusion period, both the tourniquet and the cannulas are removed and 
vascular repairs of the vessels are undertaken. The wounds are closed and the patient is taken to the recovery area. This 
procedure represents a unique combination of a highly invasive surgical procedure with chemotherapy supported by a 
membrane oxygenator/profusion device. The procedure was initially described in 1954 but has only become more commonly 
used since oxygenator/profusion pumps became available in the 1960's. 

The procedure is similar in terms of intensity and work to CPT 35081 Direct repair of aneurysm, false aneurysm, or excision 
(partial or total) and graft insertion, with or without patch graft,· for aneurysm, false aneurysm and associated occlusive 
disease, abdominal aorta (work RVU = 28.00). The intraoperative exposure of vessels and cannulation and repair is also 
similar to the dissection of major vessels in the groin. 

The RUC reviewed the original survey results with particular emphasis on the post-operative care and the number of follow-up 
visits required after the procedure. It was the consensus that the intra-service time should be slightly decreased. The work 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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RVU of 21.00 represented the 25'h percentile of the survey. The RUC agreed that this number appropriately valued the new 
procedure. The RUC, therefore, recommends acceptance of 21.00 as the work relative value unit for this new CPT code. 

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

•36823 Dl Insertion of arterial and venous cannula(s) for isolated 090 
extracorporeal circulation and regional chemotherapy 

21.00 perfusion to an extremity, with or without hyperthermia, 
with removal of cannula(s) and repair of arteriotomy and 
venotomy sites 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMAJSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

CPT Code: 3682X (Dl) Global Period: 090 Recommended RVW: 28.00 

CPT Descriptor: Insertion of arterial and venous cannula(s) for isolated extracorporeal circulation and 
regional chemotherapy perfusion to an extremity, with or without hyperthermia, with removal of cannulas) and repair 
of arteriotomy and venotomy sites 

Vignette Used in Survey: 
A 55-year-old male, two years status post-resection of an intermediate thickness malignant melanoma, returns with 
multiple in-transit metastases on his right. lower extremity. The patient is medically fit and there is no evidence of 
other metastatic disease. He is subsequently taken to the OR, where an isolated hyperthermic limb perfusion is 
performed. The patient is diseharged on postoperative day 5. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

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; 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, including selection of appropriate vascular cannulas, preparation and supervision of the extra-corporeal circuit. 
and associated chemotherapeutic medications. Assessment of patient size is required for pptimal chemotherapeutic 
dose into the perfusion circuit Measurements and positions of in-transit metastases are documented to facilitate 
evaluation of response to therapy. 

Description of Intra-Service Work: 
Under general anesthesia, incisions are made for the exposure of the perfusion vessels, (such as external iliac, 
femoral or popliteal then the vessels are encircled with appropriate vascular instrumentation. Cannulas are then 
placed in position and manipulated beyond the proposed tourniquet site. The cannulas are connected to the 
perfusion circuit and management of intraoperative anticoagulatJ.op is initiated. The tourniquet is applied and 
perfusion begun. Cannulas frequently require manipulation to insure optimal flow rates. Once this stable perfusion 
circuit is established, the limb may be warmed to facilitate the chemotherapeutic effect which must be coordinated 
using sterile tissue warmers and invasive extremity temperature probes are routinely placed. Appropriate 
chemotherapeutic drugs are then administered. Evaluation of leakage rates from the perfusion circuit must be 
assessed. Following completion of the prescribed perfusion dose and time, the tourniquet is removed, as are the 
cannulas. The arteriotomy and venotomy are repaired. (Note that if nodal dissection is necessary, it is billed 
separately.) The anticoagulation is then managed with or without reversal, and the wounds are closed in layers over 
drains. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings, 
writing postoperative orders, completing the operative dictation, communicating with family and other health care 
professionals, and all hospital visits and services performed by the surgeon, wound and drain care, and managing 
antibiotics and analgesics. Discharge management includes the surgeon's final examination of the patient, education 
of patient and family regarding drain care and output measurements as well as activity limitations, instructions for 
continuing care, and preparation of discharge records. Additionally, all post-discharge office visits for 90 days afte. 
the day of operation are considered part of the postoperative work for this procedure Including removal of sutures 
and drains, surveillance for complications and perfusion, and antibiotic and/or analgesic adjustments. Assessments 
of response are mandatory to this procedure. · 



CPT/Descriptor: 3682X (D!) Cherne perfusion 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

American College of Surgeons 
Random 

Survey n: 24 
Response: 17 PRE 

Rate%: 71% total 
RVW min 

I MED I 28.00 I 75 

low 15.00 

25th% 21.00 

75th% 32.44 

high 48.00 

KEY REFERENCE SERVIC~(S): 

Descriptor 

INTRA 
total 
min 

I 230 

120 

180 

300 

480 

(09/98) Pa11;e 2 

Same ICU Hasp. - Other Dischg Office 
day day 
total # I total # :I total total # l total 
min visits min visits min min visits · min 

I 30 I 1 I 20 I 4 I 80 I 25 I 4 I 80 I 

1998 RVW 
28.01 
~ 

090 
o:r 
35081 Direct repair of aneurysm, false aneurysm, or excision (partial or total) and graft insertion, 

with or without patch graft; for aneurysm, false aneurysm, and associated occlusive 
disease, abdominal aorta 

34.25 090 47130 Hepatectomy, resection of liver; total right lobectomy 

LOS and Tlme Estimates (Median) 

LOS 

PRE-service time 

INTRA-service time 

POST-service time 

Mental Effort and Judgment 

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

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

Urgency of medical decision making . . 
Technical SkiiUphyslcal Effort 

Technical skill required 

Physical effort required 

Psychological Stress 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

Tlme Segments 

PRE-service intensity/complexity 

INTRA-service Intensity complexity 

POST -service Intensity complexity 

Mean 
Intensity/Complexity Measures · 

3682X (01) 35081 47130 
7 7 8 

75 45 75 
230 240 240 
235 220 248 

3.35 4.25 4.40 

4.12 4.33 4.20 

3.13 3.67 3.75 

4.65 5.00 I 5.00 

3.76 4.25 I 4.80 

4.53 4.50 4.80 

4.53 4.75 4.80 

3.24 4.00 3.60 

3.41 3.75 4.00 

4.41 4.25 4.80 

3.41 3.25 3.60 

I 
I 



CPT !Descriptor: 3682X (D I) Chemo perfus1on (09/98) Paee 3 

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

3682X (D1) is similar in terms of intensity and work to CPT 35081 (R.VW 28.01). The intraoperative exposure of 
vessels and cannulation and repair is also similar to the dissection of major vessels in the groin. The median RVW 
of 28.00 is recommended. 

ADDITIONAL RATIONALE: 

1. Reasonability of low response rate: Regional chemoperfusion was developed in the late 1950's to treat 
regionally metastatic melanoma. Today, the treatment options for this stage of the disease have changed very little. 
Patients requiring D1 are referred to one of the half dozen institutions in the United States familiar with the 
procedure. Although the procedure may have an estimated annual frequency of 1000, only a few surgeons in the 
country actively perform Dl. Consequently, the response rate for D1 is less than 30. 

2. IWPUT: Based on the survey median times, the recommended RVW of 28.00 results in an IWPUT of 0.076, 
which is a reasonable average intensity for the 230 minutes of intraoperative work. 

I\VPUT calculation: 
Pre-op RVW calc* Global RVWs for Post-operative Work** 

eval, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 
posit, dress, 

@4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 
etc etc 

min/ vis so 25 0 1 2 3 1 0 0 4 0 

RVWs 1.12 0.02 0 151 2.12 1.92 1.28 0 0 2.60 0 
*Pre-op standards per H:II'Vard Study: [scrub,dress rvw =arne x 0.8 x 0.0103 x 0.988] [ewl,pos1t,etc rvw = nme x 2.2 x 0.0103 x 0.988] 
**Note, per =nt HCFA glob:U RVW :uijustments, office visits..llll: not Dt100% off:~ee .IW wlues 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 28.00-1.14- 9.43 = 17.43 
IWPUT = Intra-RVW I Intra-minutes = 17.43 /230 = 0.076 

FREQUENCY INFORMATION 

1. How was this service previously reported? 

37799 
96549 

Unlisted procedure, vascular surgery 
Unlisted chemotherapy procedure 

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

D Commonly 0 Sometimes V Rarely 

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

Approximately 1,000 cases annually. 

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

DYes V No 

99211 
@0.17 

0 

0 



Adrenalectomy 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Laparoscopic Procedures (Adrenalectomy, Splenectomy, Jejunostomy) 

CPT code 56321 was established to describe the procedure: Laparoscopy, surgical: with adrenalectomy, partial or complete, . 
or exploration of adrenal gland with or without biopsy, transabdominal, lumbar or dorsal. Laparoscopy is not a new 
technology, but the application of this methodology to adrenalectomy is relatively new and was first reported in 1992. 

CPT code 60540 Adrenalectomy, partial or complete, or exploration of adrenal gland with or without biopsy, transabdominal, 
lumbar or dorsal (separate procedure) (work RVU = 17.03) was used as a comparison code when evaluating the potential 
work relative value for the new code. CPT 56321 is more technically complex than,an open adrenalectomy (CPT 60540). 
The laparoscopic suturing is made more difficult because of the lack of two-dimensional vision. With an open procedure, the 
surgeon has both the advantages of tactile information, as well as the ability to view the operative field from more than one 
restricted view. Similarly, the work need to repair bleeding and suturing of structures is increased due to the more complex 
and time consuming methods required, of laparoscopic suturing. 

The RUC evaluated the intensity and complexity measures for the laparoscopic and open adrenalectomy procedures and the 
differences in intra-operative times. It was the consensus that the work of a laparoscopic adrenalectomy was greater than that 
for an open procedure. In addition, the RUC reviewed the time intensity/complexity measures and agreed that the work of a 
laparoscopic adrenalectomy was more closely related to CPT code 43631 Gastrectomy, partial, distal,· with 
gastroduodenostomy (work RVU =:= 19.66). This value is similar to the RVU for a gastrectomy and also represents the 
additional intra-operative time for a laparoscopic adrenalectomy versus the open adrenalectomy. 

The RUC recommends a work relative value of 20.0 for CPT 56321. 

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

A CPT code (56345) Laparoscopy, surgical; splenectomy was developed in 1997 and has since that time been carrier priced. 
In 1998, the RUC reviewed survey data for this procedure code and was able to establish an appropriate work relative unit. 
CPT code 56345 was developed to adequately reflect new technology and equipment. These components are utilized to reduce 
postoperative pain and length of hospitalization. 

As part of its analysis, the RUC considered existing CPT code 38100 Splenectomy,· total (separate procedure)(work RVU = 
13.01). CPT code 38100 describes an "open" procedure. For CPT code 56345, the intraoperative intra time is longer than 
that for CPT 38100 due to the maceration and tedious removal process of the spleen through laparoscopic equipment. 
Laparoscopic suturing is made more difficult due to the lack of two-dimensional vision and visualization of intra-abdominal 
structures in the left upper quadrant. With an open procedure, surgeons have both the advantage of tactile information, and 
the ability to view the operative field from more than one restricted view. Similarly, the work performed to stop bleeding and 
suturing of structures is increased due to the more complex and time consuming methods required for laparoscopic suturing. 

The RUC recommends a work relative value unit of 17 .00. Th is value represents the 75 1
h percentile of the survey data. This 

value takes into count 90 minutes if additional intraoperative time and one less hospital day for the laparoscopic procedures 
versus the open procedure (CPT 3180Q). 

Jejunostomy 

Similar to CPT code 56345, Laparoscopy, surgical: jejunostomy (eg for decompression or feeding) (CPT 56347) was 
developed in 1997 and has been valued independently by individual carriers since its inception in 1998. This code also 
incorporates new equipment and technology which reduce patient pain and length of hospital stay. 

CPT code 44300 Enterostomy or cecostomy, tube (eg for decompression or feeding) (separate procedure)(work RVU = 8.88) 
was used as a comparison code in the RUC process. The RUC reviewed survey information and agreed that new CPT code 
56347 required more work, technical skill and effort introducing and manipulating the equipment within multiple, separate 

CPT jive-digit codes, two-digit modifiers, and clescriptions only are copyright by the American Medical Association. 
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trocar sites. As with the other two laparoscopic procedures previously detailed, the suturing for the surgical jejunostomy is 
more difficult due to the lack of two dimensional vision. 

The RUC recommends a work relative value unit of 9.78 for CPT code 56347. This value represents the median survey result· 
by physicians. 

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

•56321 El Laparoscopy, surgical; with adrenalectomy, partial or 090 20.00 
complete, or exploration of adrenal gland with or without 
biopsy, transabdominal, lumbar or dorsal 

56345 P7 Laparoscopy, surgical; splenectomy 090 17.00 . 
56347 P4 Laparoscopy, surgical; jejunostomy (eg, for decompression or 090 9.78 

feeding) 

CPT five-digit codes, two-digit modifiers, aiUI descriptions only are copyright by the American Medical Association. 
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AMNSPECIALTY SOCIETYRVS UPDATE PROCESS 
SUMMARY OF RECOMMEN"DATION (September 1998) 

'PT Code: 5633X (El) Global Period: 090 Recommended RVW: 20.00 

CPT Descriptor: Laparoscopy, surgical; with adrenalectomy, partial or complete, or exploration of adrenal 
gland with or without biopsy, transabdominal, lumbar or dorsal 

Vignette Used in Survey: 
A 45-year-old male has poorly-controlled hypertension despite multi-drug therapy. Biochemical and imaging 
evaluations reveal a 3.5 em pheochromocytoma of the right adrenal gland, and he is referred for consideration of 
adrenalectomy. Work-up has also disc~osed mild hypertensive_ cardiomyopathy. After a discussion of the risks and 
benefits of adrenalectomy through both laparoscopic and open techniques, he desires to proceed with operation, 
preferably laparoscopically. Outpatient preparation with phenoxybenzamine is begun, and beta-blockade is later 
added for persistent ectopy. He is admitted the evening before operation for conversion to intravenous 
antihypertensive and beta-blocking agents and for hemodynamic monitoring during mechanical bowel preparation. 
Under general endotracheal anesthesia, using multiple laparoscopic ports and a lateral transperitoneal approach, the 
tumor-bearing right adrenal gland is identified. The gland is mobilized intact from surrounding tissues, with 
particular attention to avoid avulsion of the adrenal vein from the inferior vena cava, while coordinating operative 
activities with the anesthesiologist to minimize blood pressure lability. Adrenalectomy is completed 
laparoscopically. Fmal histopathology returns pheochromocytoma confined to the adrenal gland. He requires two 
ICU days for management of vasoactive and anti-arrhythmic medications. He is transferred to the floor on 
postoperative day two and is discharged to home on postoperative day four. 

CLINICAL DESCRIPTION OF SERVICE {This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the initial 
incision. The day prior to operation, the patient is admitted for conversion from oral antihypertensive and beta
blocking agents to intravenous infusions. Because of the risk of catecholamine crisis, mechanical bowel preparation 
is also accomplished in a monitored setting. Appropriate orders are written and the immediate potassium 
supplementati~n for patients with primary hyperaldosteronism or preoperative steroid supplementation for patients 
with Cushing's syndrome and those undergoing bilateral adrenalectomy.) The preoperative work-up is reviewed with 
particular attention to CT, MIBG, and other localizing studies. Patient and family questions are answered. On the 
day of operation, after changing to scrub clothes, the surgeon meets the patient in the Operating Room. After 
observing the induction of anesthesia, which my be lengthy to place invasive monitoring devices and to avoid 
hypertensive crisis, the surgeon supervises insertion of a nasogastric sump tube and Foley bladder catheter. The 
surgeon oversees lateral decubitus positioning of the patient, ensuring that all pressure points are properly padded to 
avoid neuropraxia. (Particular care in positioning is required with Cushing's syndrome patients because of disease
related skin friability.) The surgeon oversees application of lower extremity intermittent pneumatic compression 
devices. The surgeon verifies with the nursing staff that all necessary surgical instruments and supplies are readily 
available in the operative suite (eg, trans-laparoscopic and transcutaneous sonography equipll}ent for the posterior 
retroperitoneal approach, ultrasonic scissors and aspirator for Cushing's syndrome patients). The surgeon scrubs and 
gowns. The abdomen is draped for both laparoscopic and potential open access. 

r 
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Description of Intra-Service Work: 
\ short transverse incision is made lateral to.lfrie edge of the right rectus muscle below the costal margin and carried 
Jown to the peritoneum, which is then opened under direct vision. A 10-12 mm port is secured through a purse
string suture at this site. Low flow carbon dioxide insufflation is started and converted to high flow when peritoneal 
insufflation is confirmed; a pressure of about 15 torr is reached and maintained. The videolaparoscope is then 
inserted through the port. A second port is inserted in the anterior axillary line, under observation through the 
videolaparoscope, followed by a third port in the rnidaxillary line. Diagnostic (surgical) laparoscopic evaluation of 
the peritoneal cavity is performed. The operating table is hyperextended at the patient's waist to aid exposure. The 
right colon and right lobe of the liver are mobilized by dividing peritoneal ligaments as needed. Instruments are 
placed for liver retraction. The anesthesiologist is informed that peri-adrenal dissection is about to begin, so that 
prompt intervention for catecholamine crisis can be instituted as needed. The retroperitoneal space is opened 
overlying the superior aspect of the kidney and the adrenal gland, and an additional port is inserted in the posterior 
axillary line. After identification by inspection, the adrenal gland is mobilized by a combination of sharp and blunt 
dissection. (Adrenal gland visualization may be difficult in obese patients, particularly with Cushing's syndrome, 
and may require transcutaneous or laparoscopic ultrasonography in addition to considerable dissection). Hemostatic 
clips are placed and vessels divided as needed, with particular care being taken not to avulse the adrenal veins from 
the inferior vena cava. All adrenal attachments except the main adrenal vein are divided, and the anesthesiologist is 
notified that adrenalectomy is nearly complete so that preparations may be made to treat any post-tumor-removal 
hypotension: The adrenal vein is multiply clipped on either side of the proposed point of transection or is divided 
with a laparoscopic stapler, again with great care not to injure the inferior vena cava. A specimen bag is introduced 
through a port and the adrenal is placed within it The bag is then withdrawn through a port if the specimen size 
permits. (If the specimen is large, one of the port sites can be enlarged just prior to the conclusion of the procedure 
and the bag extracted through that site.) The operative field is irrigated with care to avoid dislodging clips by 
irrigation or suction. Adequate hemostasis is confirmed, including specific visualization of the residual 
clipped/stapled end of the adrenal vein. The port sheaths are sequentially removed under observation through the 
videolaparoscope, then the final port is removed; fascia is closed at the port sites as needed. All skin sites are closed 
with subcuticular sutures. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating room and includes the application of sterile dressings, 
writing postoperative orders, completing the operative dictation, communicating with family and other health care 
professionals, .and all hospital visits and services performed by the surgeon, including ICU care and ventilator 
management as needed (particularly for pheochromocytoma patients and for cases of advanced Cushing's syndrome), 
as well as ordering and reviewing postoperative radiographs and laboratory studies, wound and drain care, and 
managing analgesics. Discharge day management includes the surgeon's final examination of the patient, 
instructions for outpatient follow-up including coordination with referring physicians, preparation of discharge 
records, confirming arrangements for outpatient testing following removal of hormone secreting tumors, and 
finalizing the program for outpatient weaning of antihypertensives, potassium supplements, aldosterone antagonists, 
or steroids. Additionally, all post-discharge office visits for the first 90 days after the day of operation are considered 
part of the postoperative work for this procedure including removal of sutures, ordering and evaluating periodic 
imaging and laboratory reports, and/or analgesic adjustments. 
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CPT/Descriptor: 5633X (El) Laparoscopic adrenalectomy 

SURVEY DATA:: 
"'.,ecialty(s): 
-fPe of Sample: 

Amencan College of Surgeons 
Random 

Surveyn: 45 

Response: 32 
Same 

PRE INTRA day 
Rate%: 71% total total total 

RVW min min min 

I MED ! 20.00 I 70 I 180 I 30 

low 17.03 90 
25th% 18.50 150 
75th% 22.25 210 
high 37.00 270 

KEY REFERENCE SERVICE(S): 

Descriptor 

(09198) Page 3 

ICU Hosp. - Other Oischg Office 
day 

# I total # ,I total total # I total 
visits min visits min min visits min 

I 1 I 30 I 2 I 40 I 25 I 2 I 30 I 

1998 RVW 
19.66 
17.03 

Global 
090 
090 

~ 
43631 Gastrectomy, partial, distal; with gastroduodenostomy 
60540 Adrenalectomy, partial or complete, or exploration of adrenal gland with or 

without biopsy, transabdominal, lumbar or dorsal (separate procedure); 

LOS and Time Estimates (Median) 

LOS 

PRE-service time 

INTRA-service time 

POST-service time 

Mental Effort and Judgment 

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

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

Urgency of medical decision making 

Technical SkiJUphysical Effort 

Technical skill required 

Physical effort required 

Psychological Stress 

The risk of significant complications, morbidity and/or mortality 

Outcome depe,nds on skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

Time Segments 

PRE-service intensity/complexity 

INTRA-service intensity complexity 

POST-service Intensity complexity 

Mean 
Intensity/Complexity Measures 

5633X (E1) 60540 43631 

4 5 5 
70 60 45 
180 130 180 
155 173 160 

4.33 3.83 3.29 

4.40 3.89 3.40 

3.70 3.56 3.40 

4.73 3.79 I 3.43 
4.00 3.50 I 3.50 

4.43 3.63 3.57 
4.60 4.00 3.80 
3.60 3.44 3.40 

4.00 3.67 3.20 
4.70 4.00 3.00 
3.50 3.33 3.20 
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RELATIONSHIP OF CODE.BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
(. r 

J633X (El) is more technically complex than an open adrenalectomy (CPT 60540). Laparoscopic 
suturing is made more difficult because of the lack of two dimensional vision. 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. 

The survey intensity and complexity average measures for the laparoscopic and open adrenalectomy 
procedures and the difference in intraoperative time indicate that the survey respondents believed that the 
work of a laparoscopic adrenalectomy is greater than the open procedure. In addition, the time and 
intensity/complexity measures indicate that the work of a laparoscopic adrenalectomy is more closely 
related to a gastrectomy (CPT 43631). The median RVW of 20.00 is recommended. This value is similar 
to the RVW for a gastrectomy and takes into account the additional intraoperative time for a laparoscopic 
adrenalectomy versus the open adrenalectomy.·-

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

IWPUT al 1 . ~ 1 bal d c cu at10n or g: o proce ure: 
Pre-op RVW calc• Global RVWs for Post-operative Work•• 

eval, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 posit, dress, @4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 @0.17 
etc etc 

I min /vis 45 25 0 1 1 1 1 0 0 2 0 0 
I RVWs 1.01 0.02 0 1.51 1.06 0.64 1.28 0 0 1.30 0 0 

•Pre-op standards· per Harvard Study: (scrub,dress rvw =timex 0.8 x 0.0103 x 0.0988) [eval,pos1t,etc rvw =timex 2.2 x 0.0103 x 0.988] 
••Note, per recent HCFA global RVW adjustments, office visits are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 20.00-6.82 = 13.18 
IWPUT = Intra-RVW I Intra-minutes= 13.18/180 = 0.073 

FREQUENCY INFORMATION 

1. How was this service previously reported? 
Most are being reported as: 
60540 Adrenalectomy, partial or complete, or exploration of adrenal gland with or without biopsy, transabdominal, 
lumbar or dorsal 

The remainder are· reported as: 
60699 Unlisted procedure, endocrine system 
56399 Unlisted procedure, laparoscopy, hysteroscopy 

Current code 60540 will be reported by the new code about 30% of the time. 
[20% (Mayo Clinic, JA vanHeerden, personal communication) to 100% (Cleveland Clinic, M Gagner, personal 
communication) of calendar year 1995 adrenalectomies were completed laparoscopically. Using an average value 
for these and ,other large series of cases yields a maximum of about 60% of adrenalectomies being done , 
laparoscopically. Variations in patient referral patterns and in access to laparoscopic adrenalectomy technology and 
expertise will result in submaximal current utilization. This percentage should rise toward 60% as experience with 
this procedure accumulates.] 
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How often do physicians in your specialty perform this service? 
0 Commonly r- V Sometimes 0 Rarely 

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

1994 Medicare Part B data indicate about 1000 patients undergoing adrenalectomy annually. Because 
hormonally'active adrenal tumors are more common in younger patients, about twice as many cases are 
found in patients <65 years. Thus, after allowing for unresectable cases and for pheochromocytomas 
discovered only at autopsy, the total volume of adrenalectomies is about 2500-3000/yr. (Overall in USA, 
pheochromocytoma incidence about 0.81100,000 person-years annually, Cushing's disease due to primary 
adrenal causes 0.14/100,000, and adrenocortical carcinoma 111-2 million/year) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECO~!MENDATION (September 1998) 

l'f Code: <56345 (P7) Global Period: 090 Recommended RVW: 17.00 

CPT Descriptor: Laparoscopy, surgical; splenectomy 

Vignette Used i~ Survey: 
A 45-year-old female presented with easy bruisability and a platelet count of 20,000; the diagnosis of idiopathic 
thrombocytopenic purpura has been made. She is refractory to all forms of medical therapy and is referred for 
surgical evaluation. The surgical options are discussed and laparoscopic splenectomy performed. The patient is 
observed closely for bleeding and potential hematologic problems. She is discharged four days postoperatively. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

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 
;nstruments and supplies are present and available in the operative suite. 

Description of Intra-Service Work: 
Diagnostic laparoscopy is performed. The splenic flexure and gastrocolic omentum are mobilized. The spleen is 
mobilized from the peritoneal attachments, and the hilar vessels and short gastric vessels are ligated and divided. The 
spleen is placed in a bag, morcellated, and removed. Hemostasis is obtained, and the operative site is observed for 
bleeding. The trocar sites are inspected after removal of the trocars, and the wounds are closed. 

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 i}l 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, maintenance, and removal of 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. 
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SURVEY DATA 
'ecialty(s): American College of Surgeons 

• ype of Sample: Random 

SuNey n: 

Response: 

Rate%: 

42 

40 
Same ICU Hosp. - Other Oischg Office 

PRE INTRA day day 
95% total total total # I total # r total total # I total 

RVW min min min visits min visits min mJn visits min 

I MED I 15.55 I 60 ! 180 I 30 I 0 I 0 I 3 I 45 I 15 I 2 I 30 1 

low 13.21 75 
25th% 14.27 150 

IZ5tb0{Q I 1Z.QQ I I 180 I 
high 26.02 300 

KEY REFERENCE SERVICE(S): 

Descriptor 
Splenectomy; total (separate procedure). 

1998RVW 
13.01 
14.19 

Global 
090 
090 

!:£I 
38100 
38115 Repair of ruptured spleen (splenorrhaphy) with or without partial splenectomy 

LOS and Time Estimates (Median) 

LOS 

PRE-service time 

l INTRA-service time 

t POST -service time 

Mental Effort and Judgment 

Technical SkiiVphysical Effort 

P~chological Stress 

Mean 
Intensity/Complexity Measures 

56345 (P7) 38100 38115 
4 5 6 

60 60 60 
180 90 120 
120 125 180 

4.18 3.44 3.78 
4.75 3.12 4.00 
4.50 3.06 4.22 

RELATIONSHIP OF CODE BEING REV1EWED TO KEY REFERENCE SERVICE(S): 

CPT 56345 (P7) intraoperative intra time is longer than the comparable open procedure (CPT 38100) due 
to the macera~on and tedious removal process of the spleen through the laparoscopic equipment. The 
search for accessory spleens is more difficult and tedious laparoscopically. Laparoscopic suturing is made 
more difficult because of the lack of two dimensional vision and visualization of intra-abdominal 
structures in the left upper quadrant. 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. 

The 75th percentile RVW of 17.00 is recommended. This value takes into account 90 minutes of 
addtional intraoperative time and one less hospital day for the laparoscopic procedure (CPT 56345) versus 
the open procedure (CPT 38100). The additional rationale below presents the two approaches utilized to 
validate this recommendation. 
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CP'r!Oescriptor: 56345 (P7) Laparoscopv. sur!Zlcal: solenectomy 

ADQmONAL RATIONALE r 
.. <.ationales for R VW recommendation of 17.00: 

1. IWPUT comparison: 

(09/98) Pa~e 3 

Based on the survey median times, the recommended RVW of 17.00 results in an IWPUT of0.061, which is a 
somewhat low, but reasonable "average" intensity for the 180 minutes of intraoperative work. 

Pre-op R VW calc* "Global Package" RVWs for Post-operative Work 

eval, scrub, 
99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 posit, dress, @4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 @0.17 

etc P.t~ 

min/vis 35 25 0 0 0 4 1 0 0 2 0 0 

RVWs 0.78 0.02 0 0 0 2.56 1.28 0 0 1.30 0 0 
"Pre-op standards per Harvard Study: [scrub,dress rvw =timex 0.8 x 0.0103 x 0.988] [eval,poslt,etc rvw =timex 2.2 x 0.0103 x 0.988] 
""Note, per recent HCFA global RVW adjustments, office visits are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 17.00-5.94 = 11.06 
IWPUT ~ Intra-RVW I Intra-minutes = 11.06/180 = 0.061 

2. RVW & time comparison: 
The addition of 4.00-6.00 rvu's for 90 minutes of additional intra-operative time (similar to 90 minutes for 
ICU codes 99291+99292), minus one hospital visit @0.64, compares well with the difference between the 
recommended RVW for CPT 56345 and the RVW for the open procedure (CPT 38100). 
RVU range= 16.37-18.37 = [13.01 + (4.00 to 6.00)- 0.64] 

FREQUENCY INFORMATION 

How was this service previously reported? 

CPT 38100 Splenectomy; total (separate procedure) 

How often do physicians i~ your specialty perform this service? 

0 Commonly v Sometimes 0 Rarely 

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

1996 Medicare utilization data indicate a frequency of approximately 2,000. 

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

DYes V·No 



AMNSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

,'PT Code: 56347 (P4) Global Period: 090 Recommended RVW: 9.78 

CPT Descriptor: Laparoscopy, surgical; jejunostomy ( eg, for decompression or feeding) 

Vignette Used in Survey: 
A 70-year-old male who has had a previous CV A presented with esophagogastric dysmotility and repeated episodes 
of pulmonary aspirations. The patient requires enteral feedings for long-term nutritional support The operation is 
performed, and the patient is discharged two days postoperatively with instructions on wound care and enteral 
feeding procedures. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
Pre-service work begins after the decision to openite 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 cr 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, diagnostic laparoscopy is performed, and the proximal jejunum is identified at the base of 
the transverse mesocolon. Fifty em distal to the ligament of Treitz, the antimesenteric wall of the jejunum is grasped, 
and a purse-string suture is placed. An opening is made in the bowel, and a percutaneously placed small feeding tube 
is inserted into the bowel, advanced and secured. The jejunum is then sutured to the anterior abdominal wall. 
Meticulous hemostasis is maintained, trocar sites are observed, and the wounds are closed. 

Description of Post-Service Work: 
Post-service work begins after skin closure in the operating roo~. 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, maintenance, and removal of all tubes and 
drains; obtaining a nutritional assessment and initiating early postoperative enteral feedings; 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 adjusonents. 
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CPT!Oescriptor: 56347 (P4) Laparoscopy, surgical: jejunostomy (ell, for decomoression or feeding) (09198) Pag~ 

SURVEY DATA 
'Jecialty(s): American College of Surgeons r 

J.'ype of Sample: Random 

Survey n: 

Response: 
Rate%: 

42 
30 

Same ICU Hosp. - Other Oischg Office 
PRE INTRA day day 

71% total total total # l total # :I total total # I total 
RVW min min min visits min visits min min visits min 

I MED I 9.78 I 60 I 75 I 15 I 0 I 0 I 2 I 30 I 20 I 2 I 3o 1 

low 5.50 30 

25th% 8.89 60 

75th% 11.11 90 

high 15.00 120 

KEY REFERENCE SERVICE(S): 

Descriptor 1998 RVW 
8.88 
7.28 

.QlQ.bgl 
090 
090 

!Z[ 
44300 
43830 

Enterostomy or cecostomy, tube (eg, for decompressiC!n or feeding) (separate procedure) 
Gastrostomy, temporary (tube, rubber or plastic) (separate procedure); 

LOS and Time Estimates (Median) 

I LOS 
! PRE-service time 

I INTRA-service time 

I POST -service time 

Mental Effort and Judgment 

Technical SkiiVphysical Effort 

Psychological Stress 

Mean 
Intensity/Complexity Measures 

56347 (P4) 44300 43830 

4 4 4 
60 40 30 
75 60 60 
100 85 70 

2.96 2.58 2.33 
3.58 2.58 2.33 
3.00 2.26 2.08 

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

The overall work of CPT 56347(P4) is most comparable to CPT 44300. CPT 56347 requires more 
technical skill and effort for introducing and manipulating the equipment within multiple, separate trocar 
sites. Laparoscopic suturing is made more difficult because of the lack of two dimensional vision. [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. The median RVW of 9.78 is recommended. 
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ADDITIONAL .RATIONALE: 

1 WPUT calculation: 
Pre-op R VW calc* Global RVWs for Post-operative Work** 

eval, scrub, 99291 99233 99232 99231 99238 99215 99214 99213 99212 99211 posit, dress, 
@4.00 @1.51 @1.06 @0.64 @1.28 @1.73 @1.08 @0.65 @0.43 @0.17 etc etc 

min I vis 35 25 0 0 0 3 l 0 0 2 0 0 
RVWs 0.78 0.02 0 0 0 1.92 1.28 0 0 1.30 0 0 

-"Pre-op standards per Harvard Study: [scrub,dress rvw- timex 0.8 x 0.0103 x 0.988] (eval,postt,etc rvw =time x 2.2 x 0.0103 x 0.988] 
.. Note, per recent HCFA global AVW adjustments, office vtstts are not at 100% of face rvu values 

Intra-RVW =Recommended RVW- (Pre+Post-op RVW) = 9.78 - 5.30 = 4.48 
IWPUT = Intra-RVW I Intra-minutes= 4.48/75 = 0.060 

FREQUENCY INFORMATION 

How was this service previously reported? 
44300 Enterostomy or cecostomy. tube (eg. for decompression or feeding) (separate procedure) global=090 
44015 Tube or needle catheter jejunostomy for enteral alimentation. intraoperative. any method (list separately in 
addition to primary procedure) global=zzz 

How often do physicians in your specialty perform this service? 

0 Commonly v Sometimes 0 Rarely 

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

1996 Medicare utilization data indicate a frequency of approximately 500. 

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

DYes V" No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Sentinel Node Biopsy 

The RUC evaluated proposed work values for new CPT code 38792 Injection procedure; for identification of sentinel node. 
Increased awareness and better understanding of the natural history of various malignancies and results of treatment have led tq 
new concepts about lymph nodes sampling and staging of malignancies, i.e., breast and melanoma. New procedures, such as · 
sentinel node biopsy, are outgrowths of that enhanced understanding. Current CPT terminology did not effectively describe 
sentinel node biopsy procedures. The addition of code 38792, along with several editorial changes to other related codes, will 
allow for an accurate description of the service and will provide for additional outcomes tracking. 

The RUC considered CPT code 11900 Injection, intralesional,· up to and including seven lesions (work RVU =. 52) when 
determining an appropriate work value for the new code. It was the consensus that tije time and complexity measurements for 
CPT 38792 were very similar to CPT 11900, and as such, should be valued at a similar rate. 

The RUC, therefore, recommends acceptance of .52 as the work relative value unit for CPT code 38792. 

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

"' 
A-38747 EE2 Abdominal lymphadenectomy, regional, including 

celiac, gastric, portal, peripancreatic, with or 
zzz 4.89 

without para-aortic and vena caval nodes (~ (No Change) 
List separately in addition to code for primary 
procedure) 

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

-1-



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

.6.38790 Injection procedure.i. fut: lymphangiography 000 1.29 

(No Change) 

•38792 EE3 for identification of sentinel node 000 

(For excision of sentinel node 1 see 38500-38542} .52 
--

(For nuclear medicine l;tmQhatics and l;tmQh gland 
imaging1 use 78195} 

78195 Lymphatics and lymph glands imaging XXX 1.20 . 
(For sentinel node injection1 see 38792) (No Change) 

(For sentinel node excision see 38500 - 38542) 

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

-2-



AMNSPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

iT Code: 3879X(EE3) Global Period: 000 Recommended RVW: 1.40 

CPT Descriptor: Injection procedure; for identification of sentinel node 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 55-year-old female swimming coach recently underwent wide local excision of a pigmented skin lesion of the 
upper arm. Final pathology has returned a 1.0 mm thick superficial spreading malignant melanoma. There is no 
palpable axillary adenopathy or evidence for distant metastasis. Sentinel node biopsy is recommended and she elects 
to proceed. General anesthesia is induced. Approximately 3 cc of isosulfan is injected intradermally at several sites 
around the wide excision site. A separately billable sentinel node biopsy is then performed. During observation 
after injection, her hemodynamics remain stable and there is no physical evidence of local histamine release or other 
anaphylactic manifestation. [In responding to this survey, please consider ONLY the work for the injection 
procedure (bold,ed text above), including any associated pre- and post-procedure work., The work for the node 
biopsy is separately billable using a different CPT code and should !!Q1. be considered for this survey.] 

CLINICAL DESCR.lYTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Pre-Service Work: 
'\history of prior allergic reactions to vital dyes, food coloring, or radioisotopes is sought. Based upon the site of 
.ne primary tum:or (or its excision site) and the location of the anticipated draining nodal basin, the site(s) for dye or 
tracer injection is chosen. 

Description of Intra-Service Work: 
The dye or tracer is injected intradermally and (for extremity primary lesions) the extremity is elevated. Care is 
taken to inject around the scar tissue to achieve adequate tracer concentration in the local lymphatic spaces. 

Description of Post-Service Work: 
The patient is observed for evidence of local histamine release and other allergic or anaphylactic manifestations. 
Dosimetry and/or radioactivity measurements are made if needed .after radionuclide tracer use. 
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CPT /Descriptor: 3879X (EE3) Injection procedure: for identification of sentinel node (09/98) Page 2 

SURVEY DATA: 
'ecialty(s): . American College of Surgeons 

-fPC of Sample: . Random 

Survey n: 
Response: 
Rate%: 

46 
22 

Same ICU Hasp. - Other Dischg Office 
PRE INTRA day day 

48% total total total 
vi:ts I total # I total total # I total RVW min min mm min visits min min visits min 

I MED ! 1.40 I 15 I 10 I 10 I 0 I 0 I 0 I 0 I 0 I 0 I 0 I 
low 1.10 2 

25th% 1.29 5 
75th% 1.52 15 

high 2.10 45 

KEY REFERENCE SERVICE(S): 

Descriptor 
Injection procedure for lymphangiography 

1998 RVW 
1.29 
1.53 

.QJ..Q!ml 
000 
000 

crx: 
38790 
19030 Injection procedure only for mammary ductogram or galactogram 

LOS and Time Estimates (Median) 

I LOS 

PRE-service time 

I INTRA-service time 

l POST-service time 

Mental Effort and Judgment 

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

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

Urgency of medical decision making 

Technical SkiiUphyslcal Effort 

Technical skill required . -
Physical effort required 

Psychological Stress 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

Time Segments 

PRE-service intensity/complexity 

INTRA-service intensity complexity 

POST-service intensity complexity 

Mean 
Intensity/Complexity Measures 

3879X 38790 19030 
0 0 0 
15 10 15 
10 10 13 
10 5 5 

2.27 2.10 2.25 

2.50 2.20 2.50 

1.95 1.90 2.00 

2.14 2.40 2.38 
1.55 1.80 1.88 

1.64 1.80 1.50 

2.45 2.30 2.75 
2.41 2.00 2.38 

2.36 1.90 2.38 
2.18 2.20 2.38 
1.77 1.30 1.88 

I 
I 



CPT/Descriptor. 3879X (EE3) Injection procedure: for identification of sentinel node (09/98) Page 3 

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

/ - . 

( .J<S79X (EE3) is slightly more intense than injection for lymphangiography (CPT 38790) because EE3 generally 
follows a positive local pathology report and requires precise injection in and around the biopsy or excised area for 
accurate placement of the tracer material in the lymphatic spaces. 

3879X (EE3) is slightly less work than injection for mammary ductogram or galactogram (CPT 19030) because EE3 
injection is not as deep/diffuse and does not require cannulation of a specific duct. 

The median RVW of 1.40 is recommended. This value is midway between the relative work values for CPT codes 
38790 and 19030 and is consistent with the discussion presented above. 

ADDm9NAL RATIONALE (eg, if recommended RVUs are based on an alternative method instead of the survey results): 

N/A 

FREQUENCY INFORl\1A TION 

How was this service previously reported? 

38790 Injection procedure for lymphangiography (RVW = 1.29; global= 000) 
38999 Unlisted procedure, hemic or lymphatic system (by report) 
78195 Lymphatics and lymph glands imaging (RVW = 1.20; global= XXX) 

How often do physicians in your specialty perform this service? 

t/ Commonly 0 Sometimes o Rarely 

Estimate the number of times this serv.ice might be provided , nationally in a one-year period? 

Frequency will be nearly equal to that for sentinel node biopsies (approximately 108,000 potential candidates). 
There will be occasional technical failures and some patients will have complete regional lymphadenectomy rather 
than sentinel node biopsy based upon clinical or operative findings, so that the two numbers will not be exactly the 
same. 

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

t/ Yes o No 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Ultrasound Bone Densitometry 

A new CPT code was established to reflect innovative changes in bone densitometry procedures. CPT code 76977 was created 
to report Ultrasound bone density measurement and interpretation, peripheral site(s), any method 

' . 
"" ' In general, bone densitometry is used in conjunction with evaluation and management services to determine whether a patient ., 

is at risk for osteoporosis. The services include obtaining a patient history to identify the presence of known risk factors for 
osteoporosis as well as all medications currently being taken by the patient. Unlike most methods of bone densitometry 
current in clinical use, ultrasound bone densitometry does not use ionizing radiation. Specifically, the intended use of 
ultrasound bone densitometry is to perform a quantitative ultrasound measurement of the calcaneus. This measurement can be 
used in conjunction with other clinical risk factors as an aid to the physicians in the diagnosis of osteoporosis and medical 
conditions leading to reduced bone density. 

For comparison purposes, the RUC referred to CPT code 78890 Generation of automated data; interactive process involving 
nuclear physician and or allied health professional personnel; simple manipulations and interpretation not to exceed 30 
minutes. (work RVU = .05). Given the similarity in the areas of time and complexity for physician work, the RUC agreed 
that the, same work relative value unit was appropriate for the new code. 

The RUC recommends a work relative value unit of .05 for new CPT code 76977. 

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

•76977 AAI Ultrasound bone density measurement and XXX .05 
interpretation, peripheral site{s), any method 

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

-1-
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AMAJSPEOALTY SOCIETY RVS UPDATE PROCESS 
SUMl\1ARY OF RECOMMENDATION 

CPT Code! 7697X TraclcingNumber. AAAl GlobalPe.riod:m RecommendedRVW: 0.22 

CPT Descriptor: mtrasound bone density measurement and interpretation, peripheral sites(s), any method 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey; 

A thirty-five year-old woman with kidney stones secondary to hyperparathyroidism. Family history is positive 
for her father having osteoporosis-

A flfty-eight year-old male with corticosteroid dependent Rheumatoid Arthritis and n'b fracrures from playing 
golf. 

A seventy year-old woman, who is consid.eriiig.estrogen replacement therapy for osteopcn:osis., is referred for 
therapy progressldiseaso-monitoring purposes. 

A sixty-two year-old woman with a height loss and a family history of osteoporosis. 

Description of Physician Work: 

Pre-Service Work: • 

Intra-Service W orlc • 
• 

Post-Service Werle • 
• 

SURVEY DATA: 

Review patient history 

Interprets results of stndy 
Compares resclts in relation to current diagnosis and futnre treatment, if 
appropriate 

Dictate, correct, and sign report 
Discuss and coiJliDllilicate report/findings with referring 
physician(s) 

Specialty: American College of Radiology 

Sample Size: ill_ Response Rate(%): N=l7 C14%) Median Initial RVW: 0.21 Median Final RVW: 021 

Type of Sample (Circle One):. random, pcmel, convenien~. 

Explanation of sample size: ACR Cornmittee.~Commissions 

2:Sch Percentilermal RVW:Jl.l.§_ 75th PercentileFinalRVW: 0.24 Low Fmal RVW: 0.05 High Final RWV:036 

Median Total-Service Time: 2..miD 

25th Percentile Total-Svc T'IJI)e: 4.6 min 75th Percentile Tot:al-Svc Time: 7.8 min Low: 2 min High: 30 miD, 
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: KEY REFERENCE SERVlCE(S): 

1) 

2) 

CPT Code 
76075 

76076 

CPT Descriptor 
Dual energy x-ray absorpti.ometry (DEXA). bone 
density study, one or more sites; axial skeletOn 
(eg, hips. pelvis, spine) 

Dual energy x-ray ahsorptiometry (DEXA). bone 
density study. one or more sites; appendicular 
skeleton (periphetal) (eg, radius, wrist, heel) 

EYYL 
030 

0.22 

RELATIO:NSEJP OF CODE BEING REVIEWED TO KEY .REFERENCE SERVICE(S): 

Code: 7697X 

Compare the pre-, intra-. and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including the data from the 
service that you a:re rating as weii .as the key reference services.. 

INTENSI'l'Y/COMPLEXITY MEASURES CPT Code Ret~ B.e!eretlec 

- .7697X. Ser-vice 1 Scrvicel 

76076 76075 
' 

Time Estimat~ 

I Median Total Physician (MinuteS) II 5.0 II 5.0 II 1.5 

Mental Effort and .Tud!rcment (Mean) 
The mrmbe:r of pomble diagnosis and/or tb~ I 2.1 II 2.1 II 2.5 
number of management options that DlllSt be 
considered . 

The amount aiJdlor c:o.mplcxicy of medical II 2.1 II 2.3 
records, diagnostic: tests. and/or other infoo:nation 
that must be reviewed and &Dlllyzed 

I Urgency of medical decision making Jl 1.1 II 1.0 II 1.1 

Iecb.nic:ai S1a11lfhysical Eff2rt CMean) 

I Technical skill required II 2.2 ·H 2.3 II 2.1 J 
I Physical effort required II 1.7 II 1.75 II 1.4 
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• .. 
Code: 7697X. 

:. 1N'fENSITY/COMPLEX1TY l\1EASURES CPT Code Re!en:nc:e Rd"cn:acc 

7697X. Scrricn 1 Smlce2 

76(JJ6 76075 

PSTchol~csl Stress (Mean) 

The risk of significant complications, mmbidity 1.6 II 1.25 ! I 1.5 

and/or mortality 

I~ ~ on 1he skill aDd judgoment or! I 2.2 I l 2.1 II 2.0 
phy!ll.Clan 

I Est:im.ared risk of malpractice suit with poor II 1.7 II 1.4 II 1.8 
outcome 

Time Segments(Mcan) 

I Toml-Sc:.:rvice inLensity/complex:ity II 2.1 II 1.9 II 2.1 

The number of times the respondents performed the procedure over the past year. 

Median 

28 0 

Did the description of typical patient/service match your typical patient? 

~--------~N-_-~12~(~92.3~~~o) ____________ ~l~l ----------~N-=~l~a~.6~%~)------------~ 

ADDmONAL RATIONALE 
h 

For example. if recommended R VUs are based on an altemativc method instead of the survey dts. 
The RVWs and the Intensity/Complexity measures from ·the survey both -rate code 7697X and 76a76 to be 
comparable. Th.erefore, our recommended RVW for code 7697X is the same as that for code 76076 (0.22). 

FREQUENCY INFORMATION 

How was this service previously reported? 76999 (new technology) 

How often do physic:ians in your soecialty perform this service? _Commonly _x_sometimes _Rarely 

Estimate the number of times this service might be provided nationally m a one-year period? Le-;s than that 
frequency for 76076 

Is this service perfonkci by ID2nY physicians across the United States?_ Yes X No 



Revised Code 94620 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE) 
SUMMARY OF RECOMMENDATIONS 

Pulmpnary Function Procedures \ 

CPT code 94620 was revised to read: Pulmonary stress testing,· simple (eg, prolonged exercise test bronchospasm with pre-. 
and post spirometry). The code descriptor for this procedure was modified by deleting the reference to "complex testing" and 
placing that procedure in a new code (see below, new code 94621). The change was instituted to ensure that the code would 
only be used to report "simple'? stress testing. Simple and complex stress tests are vastly different in the amount of resources 
needed to perform them. One code cannot accurately describe two such disparate. procedures. 

The RUC used CPT code 93015 as a comparison code. CPT code 93015 describ~s: Cardiovascular stress testing using 
maximal or submaximal treadmill or bicycle exercise, continuos electrocardiographic monitoring, and/or pharmacological 
stress; with physician supervision, with interpretation and report (work RVU = .75). The RUC agreed that the physiciarl"\ 
work involved in 93015 was greater than that of 94620. It was the consensus that .67, representing 25% percentile, was an 
appropriate for the physician work ~eing described under the new code. 

New Code 94621 

In conjunction with the revision to CPT code 94620, a new CPT code was created: 94621, Pulmonary stress testing,· complex 
(including measurements of C02 production, 02 uptake, and electrocardiographic recordings). 

Complex stress testing measures the integration of cardiac and pulmonary function and the status of physician fitness and 
includes measuring of C02 production, 02 uptake, and electrocardiographoc recordings of the patient's response to the stress. 
The outputs of this panel of complex metabolic tests are then analyzed and interpreted by the physicians, and a report is 
generated. 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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As with revised code, the RUC reviewed CPT codes 93015 an~ in addition 99215 Of or other outpatient visits for the 
evaluation and management of an established patient which requires at least tWo· of these key comments: a comprehensive e~am 
medical decision making of high complexity. Counseling and/or coordination of care with other providers or agencies are 
provided constant with the nature of the problems(s) ad the present and or family needs. Usually the representing problem are 
eof moderate it high severity (work RVU). 

When developing a work relative value, The RUC evaluated the survey median of 1.48, and agreed that the physician work' 
was substantially greater that that for CPT code 93015. The RUC accepted the survey median as an appropriate value, and 
recommends that a work relative of unit of 1.48 be accepted for the new CPT code . 

. 
CPT Track- CPT Descriptor Global Period WorkRVU 
Code ing Recommendation 
(•New) Number 

... 94060 WW6 Bronchospasm evaluation: spirometry as in 94010, before and after 
bronchodilator'(aerosol or parenteral) ar excm:i&e 

XXX .31 
{For Qrolonged exercise test for bronchosaQsm with Qre and QOSt SQirometry1 (No Change) see 94620} 

... 94070 WW7 Prolonged postexposure evaluation of bronchospasm with multiple spirometric 
determinations after test da&9 9f bmnclwdilatar (aswsal anly) antigen, 
exercise, cold air, methacholine or other chemical agent, with spiwmctry as in XXX .60 
94Q.l.O subseguent SQirometrics 

(No Change) 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Track- CPT Descriptor Global Period Work RVU 
Code ing Recommendation 
(•New) Number 

-

..6..94620 WW1 Pulmonary stress testing.i. simple {eg1 Qrolonged exercise test bronchosQasm XXX .67 
with Qre- and QOSt SQirometry) OF Gomplo~ 

/ 

complex (including measurements of C02 production, 0 2 uptake, and ' •94621 WW2 XXX 1.48 
electrocardiographic recordings) . 

•94014 WW3 Patient initiated spirometric recording per 30 day period of time; includes 
reinforced education, transmission of spirometric tracing, data capture, analysis 

XXX .52 

of transmitted data, periodic recalibration and physician review and (Approved at May 
interpretation 1998 RUC Meeting) 

•94015 WW4 recording (includes hook-up, reinforced education, data transmission, 
data capture, trend analysis, and periodic recalibration) 

XXX No physician work. 

•94016 WW5 physician review and interpretation only XXX .52 
(Approved at May 

' 
1998 RUC Meeting) 

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

AMAJSPEOALTY SOCIETYRVS UPDATE PROCESS 
- SUMMARYOFRECO~ATION 

r 

CPT Code: 94620 Tracking Number: WWl Global Period: XXX Recommended RVW:.67 

CPT Descriptor: Pulmonary stress testing; simple (eg, prolonged exercise test for 
bronchospasm with pre- and post spirometry) 

CLlNlCAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65 yea::-old woman is seen because of d~spnea an~ co~gh after walking 
several c1ty blocks. She has a normal phySical exammanon and spiro~am 
is normal. :. 

or 
A 65 year-old woman with documented COPD is evaluated for entrance 
into a pulmonary rehabilitation program. 

Description ofPre-Service Work: A ~le exercise test is performed with baseline spirogram. The 
physician perform.c; a brief history and phystcal. to detc.t:mine if patient is fit to do test. T.l.IDe answerina 
questions about test is taken. A simple exercise test is perfOIID.ed with a bascline spiragra:m.. She walks on~ 
treadmill Ulltil dyspnea occurs and a repeat spirogram is obtained to evaluate for exercise induced 
bronchosp~ · 
or 
A six minute walk is performed to evaluate distance, dyspnea, oxyhemoglobin desaturation and heart 
rate. The test is usually repeated after a rest period to eliminate leaming bias (but billed as one 
test). N01E: Brief exercise with pulse oximetry to document desaturarion or to determine oxygen flow 
to prevent desaturation should be coded as 94761. 

Description of Intra-Service W orls: The physi~ analyzes the data and prepares a written interpretation 
of the test results. 

Description ofPost-SerYice Werle The physician discusses findings with the patient and devises 
plans for therapy and :furcb.er testing, then commurucates with the results refening physician . 

SURVEY DATA: 

Specialty: American College of Chest Physicians CACCP) and American Thoracic Society CATS) 

Sample Size: 184 Response Rate: 44/184 24% Initial· Median RVW: 0 . 7 5 
Final Median RVW: 0. 7 5 

Type of Sample (Circle One): random panel, convenience.Explanation of sample size: Good Response 

25th Percentile RVW: 0. 6 7 75th Percentile RVW: 1. 0 5 Low: 0. 3 High: _2=-=-. 4...___ 

Median Pre-service Time: _ ___.l~!l~-__ Median Intra-Service Time: 15 

25th Percentile Intra-Svc Time:l.Q._ 75th Percentile Intra-Svc Time: 2 0 Low: _L High: 6 0 __ 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 10 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 

KEY REFERENCE SERVICE (S): 

1) 

en: Code 

93015 

CPT Descriptor 

Cardiovascular Stress test usidng maximal or submax.imal 
treadrnm or bicycle exercise, continous 

141012 

0.75 

2) 99214 Office or other outpatient visit for the evaluation and management 1.10 
of an established patient, which requires at least two of these 

three key components a deca.ilied history. a detailed exam. medical decision 
making of moderate complexity. Counseling and/or coordination of care with 
other providers or agencies are provi~ consistent with the nature of the 
problem(s) and the patient's and/or family•s needs. Usually the presentina 
problems are of moderate to high severity. Physicians typically spend 25 "" 
mmutes face-to-face with the patient . 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFEREN'CE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
scmce you are rating to the key reference sernces listed above. Make certain that you are including the data 
from the service that you are raring as well as the key reference services. 

INTENSITY/COMPLEXITY MEASURES 

Tnne E.mmates 

CPT Code Reference 
Service 1 

94620 93015 

Reference 
Service 2 
99214 

~IM~eru~·an~P~~~-~T~lin~e~----------------------~11 15 

~IM~e~ru~·m~fu~tta~-T~hn~e------------------------------------------~11 15 

II...._ _1_5 _ __.I t s 

II 25 

L-IMe_di_.an..;;;;...;;;P....;.o.:..st_-T_jm_e ____________ ..--~11 10 

II 20 

I I 15 II 5 

The number of possible diagnosis and/or the 
number of management options that must be 
considered 
The amount and/or complexity of medical 
ecords, diagnostic tests, and/or other information 

that must 9e reviewed and anal 

2.95 II 

2.98 ] I 

2.33 I r 3.22 

3.25 II 3.22 

3.33 II 2.78 

3.37 II ;~; I 2.03 

= 
3.26 II 2.44 I 
3.23 II 3.33 

3.31 I I 3.22 

The Iis.k of significant complications, morbidity 
and/or mortality 
Outcome depends on the skill and judgement of 
!E_hysician 
Estimated risk of malpractice suit with poor 
outcome 
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TNTENSITYfCOMPLEXlTY :MEASURES CPT !::2de R~ference Refe~ce 
Service l r· Semce2 

9462Q 2J012 2221~ 
Time Se!rments 

8!3 Pre-Service intensity/complexity 2.88 2.75 
Intra-Service intensity/complexity 3.11 3.75 
Post-Service inrensity/complexity 3.05 9 

1 
2.89 

ADDIDONAL RATIONALE 

Describe the process by which your specialrv society reached your final recomm.endation. 
The reccomme.nded RVW was pegged at the 25% because the work appeared to be slightly less than the 
93015. 

FREQUENCY INFORMATION 

How was this service previously reported? Using 946220 . It inclued the simple and/or the complex 
pulmonary srress test. 

How often do physicians in vour specialtv perform this service? _x_Commonly _Sometimes _Rarely 

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

In 1997 the code 94620 was reported as being used 51,471 times . 

Do many physicians perform this service across the United States? x Yes _No 

December 1997 
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AL't!AJ'SPECIALTY SOCIETY RVS UPDATE PROCESS 
.SUM:M.ARY OFRECOMMa"DATION 

CPT Code :9462xl Tradcing Number: WW2 Global Period: XXX Recommended RVW: 1.48 

CPT Descriptor: Pulmonary stress resting; complex (including measurements of 
C02 production. 02 uptake, and electrocardiographic recordings) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66 year-old male has unexplained dyspnea which interferes with his 
ability to work and exercise. A complex pulmonary stress test is ordered 
after other studies fail to identitY the cause of dyspnea. 

Description of Pre-Service Work: The physician performs a brief history and a brief 
physical to determine if patient is fit to do the test. Time answering questions about the test is 
taken.. 

Description of Intra-Service Work: The physician supervises the entire procedure. The patient is hooked 
up to equipment, and complex stress test records the integration of cardiac and pulmonary function and the 
status of the patient's physical fitness. There ·is a measurement of C02 production , 02 uptake , and 
electrocardiagraphic monitoring wirh recorwngs using a gra.ded exercise protocol. The physician analyzes 
data collected, and is able to calculate such items as dyspnea index. an anaerobic threshold as a percentage 
of maximum uptake , and 02 consumption as it relates to cardiac output. The physician prepares a written 
.inrerpreration of the test results . 

.:~cription of Post-Service Work: The physician discusses finclings with the patient., devises plans 
--~ therapy and/ or further resting and then communicates with referring physician. 

SURVEY DATA: 

Specialty:Ain.erican College of Chest Physicians CACCP) and American Thoracic Society CATS) 

Sample Size:184 Response Rate:(%):431184 23% Initiallv!edian RVW: 1.43 
Fmal Median RVVI: 1. 4 8 

Type of Sample (Circle One): Random panel, convenience. EXplanation of sample size: Good Re~ponse 

25th Percentile RVW: 1 .1 5 75th Percentile RVW: LLow: 0 • 7 High: 4 __ 

Median Pre-Service Time: 15 Median Intra~e.rvice Time: 30 

25th Percentile Intra-Svc Time: 20 75th Percentile Intra-Svc Time: .AQ_ Low: _jQ___ High: QQ __ _ 

Median Post-Service Time: Totli Time Number of Visits 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 9462x1 

, _y ~,REFERENCE SERVICE (S): 
( 

1 

2) 

CPT Code 

93015 

99215 

CPT Descriptor 

Cardiovascular Stress test using maximal or 0.75 
submaxim.al treadmill or bicycle exercise, continous. 

Office or other outpatient visit for the evaluation and 1.77 
management of an established patient, which requires 
at least two or these three key components: a comprehensive 
exam- medical decision makjng of high complexity. 
Counseling and/or coo•ilination of care with other providers 
or agencies arc provided con::iistent with the natt:rre of 

the problem(s) and the patient's and/or family's needs. 
Usually, the presenting problem(s) are of moderate to 
high severity. Physicians typically spend 40 minutes 
face-to-f.ace with the patient and/or family. 

141 015 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-. and post-service time (by the median) and the intensity factors (by the mean) of the service 
you a.:re rating to the key reference services listed above. Make certain thar. you are includiD.g the data from the service 
that you are raring as well as the key reference services. 

lNIENSITY/COMPLEXI'TY MEASURES 

-· --ne Estimates · 

CPT Code Reference 
Service 1 

9462x1 93015 

Reference 
Service2 
99215 

__ ..:di_-_an_Pre_-_T_im_e _________ __..l [ 15 I 1'---_15 __ ..... 11 7 

..... IM_ed_i_an_Inrra __ -T_;_me _________ ___.ll 30 ] I 20 I I 35 

..... IM_e_CU_an_Po_s_t-T_i_m_e _________ _..ll 20 ] I 15 II 2 

Mental Effort and JudO'ement 
The number of possible diagnosis and/or the 4.07 II 3.37 I I 3.22 
number of ma::Jagement options that must be 
considered 
The amoUD! and/or complexity of medical 4.14 - ·1 I 2.03 I I 3.22 
records, diagnostic tests, and/or other m.for.mation 
that must be reviewed and analyzed 

('::;:U;-:-r:.=,ge_n"""cy~of:;.;.m~e-;-:di;:::o;. cal~de.,;..-:e;:;.:is~io~n_m_akin_· -loigr.-___ ..,~11 3.26 I ~...I _3_.2_6 _ _.1 1~..._2_. 7_8--..~ 
Technical Skill/Physical effort 

I~T"~-hci~·~cru~s~~~ll~r~~~u~rr~ed~-----------------~1 E 23 .. 6871 I ~--~3~.3~1---~1 r--~2-~2~2~ 
Physical effort required _ _ 2.03 _ _ 2.22 
Psychological Stress 
The risk of significant complications, morbidity 
and/or mortality 

~3_.5_1 __.I ~....1 _3._26 _ _..1 ~...I _2_._44_....~ 

I I 3.23 II L.... _3_.3_3~ 

I I 3.31 I ~....1 _3_.22___. 

Outcame depends on the skill and judgement of 3.83 
[physician 
~.stimated. risk of mil.practice suit with poor ( 3.58 

utcome 
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INTENsiTY/COJMPT FXITY MEASURES 

ADDffiONAL RATIONALE 

CPT CQcl~ Refer;nce 
Service 1 

9462xl_ r' 93015 

Reference 
Service 2 
99215 

Descn'be the Jlrocess by which your specialty societv reached your final recommendation. 

The recoiilille'Qded RVW was pegged at the Median value of 1_48. The work for this code is substantially greater 
than the work for the reference service code 93015. 

FREQUENCY ll'lFO&"\fATION 

How was this service previously reported'? It was reported as 94620. 

How often do physicians in vour ~cialry performtbis service? _LConnonly _Sometimes _Rarely 

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

In 1997 the code 94620 was reported as being used 51,471 times • 

.J many physicians perform this service across the United States? ; Yes _No 

December 1997 
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CPT Code 31622 

AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Bronchoscopic Procedures 

CPT code 31622 was revised to describe: Bronchoscopy: diagnostic, (flexible. or rigid), with or without cell washing. "", 
The code revision included the deletion of the "or brushing" component and was implemented to specifically indicate that 
"brushing" required more time (e.g. using fluoroscopic guidance) to perform than a bronchoscopy with washings. 

The original code (31622, work RVU = 2.80) has not been surveyed since the Hsiao values were established in the early 
1980's. Since that time, the work for that procedure has been increased significa,ntly due to the fact that physicians are using 
conscious sedation with the bronchoscopy. The recommended work RVU was established at the 25% percentile in order to 
allow for a range between the diagnostic fiberoptic bronchoscopy (31622) and other bronchoscopy codes. 

Given the modifications to the des~ription and the physician work involved, the RUC recommended a slightly discounted value 
of 2.78. It was the consensus that:2.78 captured 80% of the work involved in the original code. 

CPT Code 31623 

As a subset to revised code 31622, a new code was created (CPT 31623) to report Bronchoscopy: with brushing or protected 
brushings. This procedure is performed using a brush that is sealed in a catheter. The catheter is then passed through the 
bronchoscope once it is in place and inserted into an area of a diseased lung, often using fluoroscopic guidance. The brush is 
then advanced beyond the catheter to obtain uncontaminated material for study and culture. 

It was agreed that a physician work rvu of 2.88 was appropriate for this new code. 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code 31624 

Newly created code 31624 Bronchoscopy,· With bronchial alveolar lavage describes when a bronchoscope is introduced to 
perform bronchial alveolar lavage (BAL). Using BAL allows the recovery of cells as well as noncellular components from ·the 
epithelial surface of the lower respiratory tract. This differs tremendously from "washings" which refer only to the aspiration 
of secretions or small amounts of instilled saline from larger airways. This form of therapy affords an effective means to 
diagnose unusual infections as in patients with immune deficiency diseases and may be used to help guide therapy of chronic 
inflammatory or fibrotic disorders. 

The RUC recommends a work relative unit of2.88 for 31624. 

-
CPT Code Tracking CPT Descriptor Global Period Work RVU 
(•New) Number Recommendation 

A31622 BBl Bronchoscopy; diagnostic, (flexible or rigid), with 000 2.78 
or without cell washing g,: lm,J&Riag 

•31623 BB2 with brushing or protected brushings 000 2.88 

•31624 BB3 with bronchial alveolar lavage 000 2.88 

•32001 BB4 Total lung lavage (unilateral} 000 6.00 

{For bronchoscoQic bronchial alveolar lavage1 use (Approved at May 1998 RUC) 
31624} '-

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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A.'\1A/SPECIALTY SOCIETY RVS u""PDATE PROCESS 
SUMl't!ARY OF RECOMl\IIENDATION r 

~005 

CPT Code: 31622 Tracking Number: B B 1 Global Period: 000 Recommended RVW: 3.1 

CPT Descriptor. Bronchoscopy ; ~onostic , (fle.:u"ble or rigid) , with or without cell washing 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 72 year-old man undergoes a diagnostic fiberoptic 
bronchoscopy for evaluation of hemoptysis. His chest x-ray is normal .. 

Description of Pre-Service Work: The physician examines the patient to verify that he can under go 
the procedure. He is then placed on supplemental o:x.ygen in the endoscopy suite which has 
resuscitative equipment in pla.ce. An IV is ~d and the physician supervises the administration 
of conscious sedation while the patient receives inhaled topical anesthesia as he 
is properly monitored for pulse, blood pressure, SP02, and ECG. 

Description of Intra-Service Work: ~ _ physician in.serts the bronchoscope through the upper 
aiiways noting any abnonnalities. The vocal cords are visu.alized and the structure and function 
are noted. The bronchoscope is advanced into the tr'd.Cheobronchial tree . The patient has mild 
erythema throughout the tracheobroncbial. tree. ln the right lower lobe blood is seen comina 
from rbe right posterior basilar segment.. Sterile saline washings of this bronchus are obtained 
and sent for culture and cytologic examination. 

Description of Post-Service Work: : The physician examines the patient post-endoscopy and pre
disch3xge from the facility to ascertain tbar.n no complications such as bleeding, plugging, or 
shortness of breath have ocCUII'ed. The findings from the bronchoscopy are explained to the 
patient and their significant other. The results are communicated to the referring physician. 

SURVEY DATA: 

Specialty :Americap College of Chest Physicians CACCP) and American Thoracic Society CATS) 

Sample Size: 184 _Response Rate:(%): 46/184 25% Initi.alMedianRVW: 3.16_ 

FmalMedianRVW: 3. 2 3 

Type of Sample (Circle One): Random 
Resoonse 

panel,- convenience. Explanation of sample .size;Q:QQ.g 

25th Percentile R VW: __ 3:::.:.'-'1:.-_ 75th Percentile RVW: -, -, Low: 2. 8 H i g h: ..1 

Median Pre-Se.tVice Time: 20 Medi:m Intra-Service Time: 25 

25th Percentile Intra-Svc Time: _ _...,2:.:.::0 __ 75th Percentile Intra.-Svc Time:_& Low:.JQ_ High: 70 _ 

Median Post-Service T.llllC: T oral Time:: Number of Visit s 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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CPT Code: 3! 622 _ 
r 

KEY REFERENCE SERVICE (S): 

CPT Code CPT Desc:riptor 

1) 31645 Bronchoscopy; with therapeutic aspiration 
of tracheobronchial rree, initial ( eg, drainage of lung abce.ss ) 

2) 31625 Bronchoscopy ; with biopsy 

RVW 

3. 16 

3. 3 7 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of 
the service you are rating to the key reference services listed above. Make certain that you are including 
the data. from the service that you are rating as well as the key reference services. 

lNIENSlTY/COMPLEXITY MEASURES-

Time Estimates 
lMedian Pre-Time II 
!Median Intra-Time II 
[Median Post-Time II 
Mental Effort and Judgement 

CPT Code Reference 
Service 1 

31622: 31645 

20 II 20 

25 II 30 

20 II 20 

Reference 
Service 2 
3 162 5 

I [ 20 

II 30 

II 20 

3.69 II The nuinbe.r of possible diagnosis and/ or the j3.76 II L.... -~~..J 4 
number of management options that must be 
considered 

113.79 3.73 The amount and/or complexity of medical (3.66 I [ 
records. diagnostic tests. and/or other inforxnarion L--___;___.___. 

that must be reviewed and analyzed 

113.7.6 I [ 3.71 113.82 

11~:~7 II 3.89 

I~ 3.46 3.74 
'Technical skill t'§i'i§d 

PsvcholosncaJ Stress 
The risk of significant complications, morbidity 
and/or mortality 
Outcome depends _on the skill and judgement of 
lphysic;ian 
Es~ted risk of malpractice suit with poor 
outcome 

INIENSITY/COl'tfi:?LEXITY MEASURES 

j3.67 II 3.78 

j3.9 II 3.89 

j3.63 II 3.76 

CPT Code Reference 
Service 1 

31622 31645 

3.45 
3.98 
3.32 

II 4.18 

114.32 
II 3.85 

Reference 
Sernce 2 
31625 

I 
J 
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ADDmONAL RATIONALE 

De.c;cribe the process by which your specialcy society reached vour final recommendation. 

This code has not been surveyed since the Hsiao values were established in fue early 1980's. Since that 
time. the work for this procedure has increased significantly due to the fact the physician is usina
conscious sedation with the bronchoscopy. The recoiillileilded RVW was pegged at the 25% in order t~ 
allow a spread between the diagnostic :fiberoptic bronchoscopy (31622) and the other bronchoscopy 
codes. 

FREQUENCY INFORMATION 

How was this service previously reported? This code has been reported with code 31622. 

How often do physicians in your specialty perform. this service? __K_Commooly _Sometime~ __Rarely 

Estimate the number of times this service might be provided nationally .in a one-year period? Jn 1997 this 
code was reponed 122,491 times __ _ 

Do many physicians perform this service across the United States? x. Yes _No 



_09/04198 09:10 FAI 847 4981400 CHEST PHYSICI~~S 

. k"WSPECIAL1Y SOCIETY RVS UPDATE PROCESS 
SIDJ!MARY OF REGO.MJMENDA110~ 

141008 

CPT Code: 3162xl Tracking Number. BB2 Global Period: 0 0 0 Recommended RVW: 3.2 

CPT Descriptor: Bronchoscopy; with brushing or protected brushings 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70 year-old female has a persistent infiltrate .in her right lower 
lobe which does not resolve despite several rounds of antibiotic therapy. 

Description of Pre-Service Work: The physician _examines the patient to verify that she can under a 0 
the procedure. She is then placed on supplem.e:o.tal oxygen in the endoscopy suite which h~ 
resuscitative equipment in place. An "N is started and the physician supervises the admi.nistrati.on 
of conscious sedation while the patient receives inhaled topical anesthesia as he is properly 
monitored for pul'ie, blood pressure, SP.02, and ECG. 

Description of Intra-Service Work: The physician inserts the bronchoscope through the upper airway, 
noting any abnormalities. The vocal cords are visualized and the structure and function are noted. 
The bronchoscope is advanced into the tracheobronchial tree and all airways are visualized. A 
catheter is passed through the bronchoscope. Once there is assurance rhat the catheter is ln. the 
infiltrated area, the catb.ecer' s seal is broken and an uncontaminated brush · is used to collect 
specimens for culture and sensitivity; or an unprotected brush is used to take samples for cytology 
and microscopic examinations. Several passes of the unprotected brush are made into the area of 
infiltrate. 

Description ofPosc-Seryice Work: The physician examines the patient post-endoscopy and 
pre-c:liscb¥ge from the facility to ascertain that no complications such as bleeding, plugging. or 
shortness of breath have occmred. The :findings from the bronchoscopy are explained to the patient 
and tb.ejr signific3Ilt other. The results are comm1micated to the referring physician. . 

SURVEY DATA: 

Specialty:American College of Chest Physicians CACCP) and American Thoracic Societv CATS) 

Sample Size: 184 Response Rate:(%): 47/184 26% fuitialMedian RVW:~Fmal Median RVW:__ld_ 

Type of Sample (Circle One): 
Re15I'onse 

RANPOM panel, convenience. Explanation of sample si7..e: Good 

25th Percentile RVW: 3.2 75th Percentile RVW: 3.37 Low: 2.7 High: 5 __ 

Median Pre-Service TJ.ID.e: -=20....._ __ Median Ino:a-Service Time: 30 _ 

25th Percentile Intra-Svc Time: _2==-1,__ __ 75th Percentile Inrra-Svc Time: 43.75 Low: I 5 High: 90_ 

Median .Post-Service Time: 

Day of Procedure: 

ICU: 

Other Hospital: 

~'Office: 

Total Time Number of Visits 
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CPT Code: 3162xl 

KEY REFERENCE SERVICE (S): 

1) 

2) 

CPT Code 

31645 

31625 

CPT DesCiiocor -
Bronchoscopy; with therapeutic aspiration of 
tracheobronchial tree, .initial 
(eg, drainage of lung abcess) 

Bronchoscopy; with biopsy 

RVW 

3.16 

3.37 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-, intra-, and post-service time (by the IO.Cd.ian) and the intensity factors (by the mean) of the 
se.:rvice you are rating to the key reference services listed above. Make certain that you are including the dara 
from the service that you are rating as well ~-the key reference services. 

lNTENSII YICO:MPLEXITY ME~SURES CPTCoge Reference Reference 
Service l Service 2 

3162x1 Jl645 31625 
Time Esti.rnates_ 

I Median Pre-Time II 20 II 20 1 I 20 

jMed.ian Intra-Time II 30 II 30 I I 30 

!Median Post-Time I [ 20 II 20 I I 20 

Mental Effort andJudaemem 
The number of possible diagnosis and/or the I 3.8 ] I 
number of management options that must be .__ __ __. 

3.69 I I...__4 _ ___.,.J 

considered 
The amount and/or comple:Cty of medical!._ 3_.8_3 _ ___.1 I 
records, diagnostic tests, and/or other info.rmation 

3.73 I 1..__3_.7_9 -~ 

that must be reviewed and analyzed 

!Urgency of medical decision malting 
Technical Skil.llehvsl.cal Effort 

II 3.63 1.._1 __ __. 3.71 ]!3.82 

3.89 

I~ 3.46 3.74 
T ecbnical skill required 
Physical effort required 
Psvcholo~cal Stress 

~~E :-:-.-t 
114.18 3.78 I The risk of significant complications, morbidity 

and/or m~utality 
3.78 1 ~-..r __ ___. 

3.89 114.32 Outcome depends on the skill and judgement of 
[physician 

3.78 I ~-..1 __ _... 

Estimated risk of malpractice suit with poor 3.76 1!3.85 3.78 I ..... r __ ___. 
outcome 
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WfENSITY/COMPLEX!TY MEASIJRES 

ADDffiONAL RATIONALE 

CPT Code Reference 
Service 1 
~1645 

3.48 3.36 
3.91 3.93 
3.53 3.31 

Reference 
Service 2 

3.75 
4.29 
3.62 

De~cnoe the process by which your ~pecialty society reached your final recommendation. 

Ia! 010 

The recommended RVW was pegged at the 25% in order to allow a spread between this code and the other 
bronchoscopy codc:s. 

FREQUE.'lCY INFORMATION 

How was this service previously reported? Reported with the 31622 

How often do physicians in your ~altv perform this service? _z_Commonly _Sometimes _Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? In 1997 the 
code 3162'? was rnported 122.491 

Do many physicians perform this service across the United States? x Yes __,).~ o 

December 1997 
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AMA/SPECIALTY SOCIE1Y RVS 'UPDATE PROCESS 
- -S~YOFRECO~ATION 

-('' 

CPT Code: 3162x2 Tracking Number: BB3 Global Period; 000 RecoiDID.eJJded RVW:3.2 

CPT Descriptor: Bronchoscopy; with bronchial alveolar lavage 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used . in Survey: A 50 year-old male with acquired immuno-deficiency syndrome has a 
persistent pneumonia requiring a definitive etiologic diagnosis . 

Description of Pre-Sendee Work: The physician examines the patient to verify that he can tm.der go 
the procedure. He is then placed on supplemental oxygen in the endoscopy suite which has 
resuscitative equipment in place. An IV is started and the physician supervises the administration of 
conscious sedation while the patient receives inhaled topical anesthesia 
as he is properly monitored for pulse, blood pressure, SPO 2, and ECG. 

Description of Intra-Service Work: The physician inserts the bronchoscope through the upper-airways 
noting any abnormalities. The vocal cords are visualized and the strUCture and function are noted. The 
bronchoscope is advanced to the tracheobronchial tree. The bronchoscope is then wedged into the area 
under srudy. and saline is inserted through the bronchoscope into the area and then aspirated into a 
sterile syringe or trap. The saline is instilled in 20 ml aliquors . After each aliquot is infused, it is 
aspirated into one or more containers. Usually, the total volume infused by site is 100 ml to 150 m1 . 
Each aliquot may be kept separate and numbered in sequence. AI. the conclusion of the procedure the 
- 'nchoscope is removed . 

.Jescription oF Post-.Senice Work The physician examines the patient post-endoscopy and 
pre-discharge from the facility to ascenam that no complications such as bleeding~ plugging. or 
shortness of breath have OCCUired. The :findings from the bronchoscoPY are explained to to the 
referring physician .. 

SURVEY DATA: 

Specia!ty:American College of Chest Phvsicians CACCP) and American Thoracic Society CATS) 

Sample Size: 1 RA. Response Rate:(%): 45/184 24% Initial Median RVW': 3-29 Fmal :Median RV\V:3.3 _ 

Type of Sample (Circle One): Random panel, convenience. Explanation of sample size:Good Response 

25th Percentile RVW: ---""-'3.=2 __ 75th Percentile RVW: -~3=.5 __ Low: l High:4.8 __ 

Median Pre-Service Time: _ __,2=..!:0~-· Median Intra-Service Time: 30 _ 

25th Percentile Intra-Svc Time ll 75th Percentile Intra-Svc Time: 45 Low: _l§_ High: 1 "0 __ 

Median Post-Service Time: Total TJ.IDe Nurp.ber of Visits 

Day of Procedure: 20 

ICU: 

Other Hospital: 

Office: 
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KEY REFERENCE SERVICE (S): 

CPT Code 

1) 31645 

2) 31625 

CPT Descriptor 

Bronchoscopy; with therapeutic aspiration of 
tracheobronchial tree, initial 
(eg, drainage oflung abcess) 

Bronchoscopy; with biopsy 

CPT Code: 3162x2 

RVW 

3.16 

3.37 

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

laJ 003 

Compare the pre-, inrra-, and post-service time (by the median) and the -intensity factors (by the mean) of the 
service you are rating to the key reference services l.isted. above. Make certain. that you are including the data from 
the service that you are rating as well as the key reference services. 

INTENSITY/COMPI EXITY :MEASURES .. CPTCode Reference Reference 
Service 1 Service 2 
3164~ Jl625 

Tune Estimates 
jMedian Pre-Time II 20 II 20 II 20 

(Median Intra-Time II 30 I l 30 II 30 

-~dian Post-Time II 20 II 20 II 20 

.LY!_ental Effort and Jude:ement 
The number of possible diagnosis and/or the 3.7 II 3.69 II 4 
number of management options that must be 
considered 
The amount and/or complexity of medical 3.66 II 3.73 II 3.79 I 
records, diagnostic tests, andlor other infonmtion 
that must be reviewed and analged 

I ~U::-'rgen"";-cy~o-=f':'""medi:-:':"":·~cal--.-decisi......,....· .....,· o=n_m_akin_· ..:.:.g ___ ---.~11 3. 7 I .__I __ ____. 
Technical Skill/Physical Effort 

3.71 II 3.82 1 

3.89 I~ 3.46 3.74 I~T~~~hn~icU~~~-~~w-~~---------------411 4
3

._
4
oz

9
j ~--~~~ 

Physical effort re%jired . 
Psvcholo!tical Stress 
The risk of significant complications, morbidity 
and/ or monalicy 

3.64 II 3.78 II 4.18 I 
3.89 I I 4.32 Outcome depends on the skill and judge:ccent of 

lE_~sician 
3.98 II 

Estimated risk of malpractice suit with poor 3.53 II 3.76 II 3.85 
outcome 
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INTENSTIY/COMPLEXITY:MEASURES cnccd~ R~f~!:Il~!: Bc:f~tence 
Servi~e l Service-2 

3162x2 31645 31625 
Time Segments · 
Pre-Service intensity/complexity 3.53 3.36 3.75 
Intra..Service intensity/complexity 3.55 3.93 4.29 
Post -Service intensity I CO:o:tt'_lexity 3.89 3.31 3.62 

ADDmONAL RATIONALE 

Descn""be the process by which your mecialtv society reached your final recomrnenda.ti.on 
The recommended RVW was pegged at the 25% .in order to allow a spread between this code and the other 
bronchoscopy codes. 

FREQUENCY INFORMATION 

How was this service previously reported? Using ~de 31622. 

How often do physicians in your specialtv perform this service? _z_CommoDly _Sometimes ___Rarely 

Estimate the nwnber of times this se.xvice might be provided nationally in a one-year period? _The code 31622 was 
reported 122,491 times in 1997. 

Do many physicians petform this service across the United States? X Yes _No 

December 1997 
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AMA/SPECIALTY SOCIETY RVS UPDATp COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Ventricular Assist Devices (V AD) 

------. 

CPT codes 33975 Implantation of ventricular assist device,· single ventricular support and 33976 Implantation of ventricular· 
assist; biventricular support have both undergone significant changes in the amount of physician work required sin~e they were 
last surveyed in 1993. The technology of V AD implementation has dramatically changed the level of work intensity during 
intraservice implantation and has also increased the post-operative time since patients are now being managed for months and 
even years with the device in place. The RUC initially brought the issue to the Health Care Financing Administration in its 
submission of Recommendations for CPT 1999. At that time, interim values were requested until additional data could be 
collected. In September 1998, the RUC reexamined survey data regarding propo~ed changes in work relative value units for 
these particular codes. 

The survey responses and data both confirmed very significant changes in the physician time and work performed for V AD 
procedures as identified in CPT codes 33975 and 33976. The survey information supports the observations that physicians 
implanting these devices are spending significantly more time that involves greater work intensity in the operating room 
completing the intraservice implantation. In addition, they are also performing a tremendous amount of postoperative work 
that is currently not reflected in the work relative value units. Furthermore, the technology of V AD implantation has greatly 
changed and patients are being kept alive longer with newer devices in place. 

To reflect these changes, the RUC reviewed again the work relative values for both CPT 33975 and CPT 33976. For CPT 
code 33975, the RUC accepted the survey median presented and agreed with survey respondents that a new work value of 
39.00 accurately reflected the physician work involved in this procedure. 

For CPT code 33976, it was the consensus of the RUC that because of the demonstrated increased risk and intra-and 
postoperative time spent with the patient, an RVU proportional to the relationship of the existing codes, i.e., a 10% increase in 
work for the biventricular implantation, was appropriate. This calculation results in a proposed work RVU of 43.00. 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by tile American Medical Association. 
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The RUC recommends acceptance of a revised work RVU of 39.00 for CPT code 33975, and a new work relative value unit 
of 49.00 for the CPT code 33976. 

CPT Code CPT Descriptor Global Period WorkRVU 
(•New) Recommendation 

33975 Implantation of ventricular assist device; single 010 39.00 
ventricle support 

33976 biventricular support 010 43.00 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOivWENDA TION 

CPT Code: 33975 TrackingNumber:_Global Period: 010 Reco:nmcndedRVW: 39 
_.::;~--

CPT Descriptor: Implantation of ventric:alar assist device; single vent.-icle support 

CLINICAL DESCRIPTION OF SERVICE: 

Vign-ette Used in Survey: A 59-year-old woman is ev.aluatt!d for increasing dyspnea on exertion, which reveals 
coronary artery disease, severe mit..ral regurgitation, and a severely depressed ejection fraction of 18%. The 
patient deteriorates progressively and is evaluated for cardiac transplantation, Status I. Two weeks later, it 
is necessary to perform high-risk coronary artery bypas~ and mitral valve repair on her. After a rocky 
postoperative recovery and a 2 month inpatient rehabilitation program. her condition deteriorates once more 
with a low cardiac _i.i:u.l.ex and ma~ venous oxygen :saturation. She is uow reassessed for placement of a left 
ventricular assist device: (LV AD). Her creatinine is rising, she is intubated with poor oxygenation and PT 

and PTT increasing. 
The patient is taken urgently to t_!1~ operating room after her coagulation profile, oxygenation, and 

hemodynamic status are optimized. In the operating room a reopen\tive medisn sternotomy is performed 
aJld a properitoneal pocket is created. A reo~rative median· sternotomy is performed and a pro-peritoneal. 
pocket is created. A subcutaneous tunnel is created for the driveline and then the dense: pcricardial adhesions 
are divided. The LV AD is placed and the patient weaned from cardiopulmonary bypass on multiple drips to 
assist the right ventricular function. The paliCllt is transferred to the intensive care unit aft!=r careful 

hemostasis and aggre::ssive correction or lhe p!dieat's coagulopathy. 
Over the n·ext few days the patient is assessed frequ~tly for rn.s.nagcment of coagulopathies and 

ongoing blood loss with the negative effects of infusion of blood products on right ventricular and pulmon!\1")' 
function. After 5 to 7 days in the: ICU the patient i3 tra.o5rerred to the step-down unit and then to the surgical 
floor to await transplantation. Because of her debilitated condition she requires nutritional and physic:al 
rehabilitation and frequent evaluations for pump function inrections a.t the drive line. After sufficient 
rehabilitation, the patient is discharged with close and frequent monitoring or the pump :a:nd driveline by the 

surgical te11m. 

Description of Pre-Service Work: The surgical contact with the p;J.:ient s1.arts with a preo?e~tive hi~t~ry and 
physical and immediate past history within 24 hours of the oper.1~on to reassess. the p~~t s co~dt~on (the 
majority of them are in eh"trcmis) prior to taking him/her to-the opcratmg _room .. Medical d~clSton-rn~g ~valves 
whether the patient has a chance of survivfug the operation and thus o;;nta.ils a htgh level of Judgment, mtensrty and 

risk on the part of the surgeon. 

Description of lntra-Scrvice Work: Since these patients arc so uns~ble, induction of anesthesia _requires tht: 

P
resence of the sur2:con in the operating room. The patient is positioned., prepped, and draped. He lS placed on 

- • · · · ed" st ot y ·lS perform_.~ as most of 
cardiopulmonary bypass. In the rna1onty ofthc.::sc patients r¢eper.ll.lvc ru t<J.n ern om .. ......., 
tht..m have had a previous cardiac ~rgicl procedure. The midline incision is c.xten.dro. to the urnbtltcus and a p~-
pcritoneal pocket is created. The drivdinc is tunnel~ through the subctrtcu:co~s nss~e :md th~ the ~ear: 1~ 
dissected out, dividino the dense adhesions. At each step, care is t:akl!tl to m<UI'ltal~ rnctiC:~J.tous hemostasiS, smc ... 
these sites win not b; visible after the ckvicc is plact..-d. The patient's ao1ta and n~t ar:turn are cannu!::Lted ~d 
cardiopulmonary bypCJ..Ss initiated. The apc:t of the left ventricle is cor=d out and a Stlas~c ~uff s~ to the ed~es 
of the cored ventricle. The inflow <::l.Ilnula of t.i.e L VAD is brought thr~1.1gh an ~pt..-nmg m the _dtaphrngm and 
coupled with the Silastic cuff. Nc~t the outflow graft is mc:I.Sured. a partta.l occ~ustonf c~am~ .app~ted to ~me=~~ 
and the rrr.:~.ft anastomosed to th~ aorta. The device is de-aired and confir~tlon ° c-a\~ '~ Thc.c.:- \rn\ . : 

~ Th · · .1.. d from ~-udtopulmon:uy bypass. ts rcquLrwS, 
trcmscsophagcal cardiac ultraSound. e pattcnt ts \.ucn wt:anc . · th h b ch 

· · 1 t of the inotropcs wh1le asscssmg e cart, o 
together with the am:sthcsta tc::un. sl!Tiu tancous tn."U1agcmcn . 

1 
· fi r:n byp::Lss and 

visually and by tr.lnsc:sopbagc:ll cchocardiography. Fotlowmg succe;ssfu scparatton ro 

d~cannubtion, the incision is dosed in layers. 



( 

Dc.scrlption of Post·ScrviCQ Work: With the surgical tA:am in attendano:. the patient is tr<U'Isported to the int~ive 
care uniL A~PTCS.sivc management of blccdins and coagulopathy is balanced with judicial usc of blood products 
since they will scnsiti;e ~e paric:nt to allotransplant donors and Cc"Ul. acucely cause righc ventricular and pulmonar; 
fuilure. The next few days require r~ed daily asses.-smc:nt (minimum 4 visits) of the patient to plan thctiraciual 
weaning of inotropic and ventilatory suppoct.. Tuuiug of chest tub-e a.ud dtaia removal must be detemuned. The 
patient i3 then transferred to the :slcp-down unit when: c:Wly monitoring of drains and drips is required. Onc:c off :Ul 
inotropcs and all drains have beet1 removed, a rehabilitation program is pi3.Clnt:d and oversc:c:n. The surgc:oa :md. his 
team follow the patient several times a week. and thr.:n weekly to monitor Lhr.: drivr.:linr.: silr.: for inf1..""Clion, monitor the: 
device for mechanical function, <U'Id all major organ functions. ,.-a.tching particularly for problems with 
coaguloparhies and infection. 

SURVEY DATA: 

Sample Size: 20 Response Rate: (%): 55% Initial M~i:m RVW: _.3w9~- Final Median RVW: 39 

Type of Sample (Circle One): rnndon\ panel; convenience. Explanation of S3.Illple size: Only a few ce:nters in U.S. 
insert and monitor left ventricular assist devices on a long-term bruis <md the sample: had to be drawn from these . 

. ' centers. 

25th Percentile RVW: _ _.3~6:.._. 15th PcrCCTJtilc RVW: 60 Low: 35 High: _7.;..;0..__ 

Median Pre-Service Ti.trle: 120 min Median Intra-Savi~·Time: 330 min 

25th Percentile Intr:1-Svc Time: 295 min 75th Percentile £ntra-Svc 1ime: 405 min Low: 240 min High: 517 min 

M<=dian Post-Service Time: Toral Time Number qfVisits 

Day of Procedure: 180 

ICU: 435 10 

Other Hospital: 105 15 

Office: N/A 



" ( KEY REFERENCE SERVICE (S): 

CPT Code 

1) 33860 

2) 33412 

3} 

4) 

CPT Descriptor 

Ascending aorta graft; with c:trdiopulmonary 
bypass. with or wichouc v:Uvc suspension 

Replacement, aortic valvt::; with transvaitricular 
aortic annulus enlargement (Konno procedure) 

CPT Code: __,3~3:...!;9.!.:75~--

33.96 

34.79 

RELATIONSITIP OF CODE BEING REVlEWE'O TO KEY REFERENCE SERVICE (S): 
Compare the pre·. intra·, aud post-service-t~e (by the mc:dian) ;md the int~ity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make cc:rt:lln that you are including the data 
from the service that you are rating as welt as the key reference services. 

INTENSITY/COMPL'E:XlTY MEASURES CPT Code Reference Reference 
Service 1 SQrvicc2 . 

33975 33860" 3J4l:Z 
Time E.stim21tcs 

(Mediall Pre-Tilne II 120 min I f 83 tnin II 120 min 

I Median Inlnl-Time II 330 min II 360 lUin II 360 min 

I Mcdi8I1 Po51:-1"ime II 780 min II 200min II 240min 

Menhll Effort nnd ,Judgement 

Th~ number of pos::.-i.blc: diagl\osis and/or the number or [ 4.90 I [ 5.00 I! 4.00 

management option:s that mu.ctt be con:ritk:red 

II II 4.00 The amount and/or complexity of medical records, dia~ostic 4.90 4.75 

test:>, and/or other information that mu:sl be reviewr.."<l and 
analyz.c:d 

I Urgency of mc:dical do:i.siQII mak"ing II 4.9\ I [ 4.80 I l 3.50 

Tcchnic:tl SK\11/PhvsiOll EtT'ort 

[Technical skill reqtlii\:d II 4.64 J ( 4.80 I[ 5.00 

j Physical ciT<)I"t requirt::d. Jl 5.00 IC 5.00 I C: 4.00 

Pwc:'t\ul~iC'lll Stn:3s 

The risk o( signiliC:~.nt complic::1tions, morbidity mU/or tnortu!ily [ 5.00 II 5.00 Jl 4.00 ] 

Out.::~mc Uq'l<:nW Ot\ th~ skill and jud~ ... .,n~nl or phy:ltClall 
4.64 ][ 4 80 I[ 5.00 J 



( 

I F~um.a.rc:d risk of malpr.u:ticc suit 'Wltll ..,.,.,.. oulccrnc jf 3 <'1 
~----~~~~~~~·--~--~~--~ :7 I .._[ __ 4_.oo_-..J·I.._I _J_.so_...J 

INTENSTTYICO"MPLEXlTY MEASURES CPT Code Rdcrence Reference 
~rvice I Service 2 

Time ~m.:nu 

I Pre-Service int.ensicy/complc;o:ily II 4.l!2 II 4.KO II 3.50 

I Intrn-S~cc inl~ily/complexity II 4.81 II 4.80 II 5.00 

, 

I Po:sl-Scrvicc intc:nsity/comple'Xity II 4.9t l ( 4.80 II 3.50 

ADDITIONAL RA TTONALE 

Describe the process by which your spc:cialty society reached your final recommendation: A consensus committee 
mt."t and discussed the survey rcsulls. We full they had fa.c~. validity in relation to the service performed and 
therefore we recommended the survey median of39 RVWs. 

FREQUENCYINFO&~TlON 

How was this service previously reported? __ Wi.:..:....>.tth~C~PT:.....:....::.3:-3 9 .... 7:..::5'-t""'m""d:.::c;~r-=a'-'9:...:0'-da=y"""g,..l.::::.o;:::.;bal~pcn~·:.;:od:.!::...-__ 

How often do physicians in vour spc~ perform this service? _Commonly _Sometimes X R.:u-ely 

Estimate the number of times this service might be provided nationally in a. one-year period? Thcr~ were 255 
procedures reported under CPT 33975 in the 1996 Medicare National Cla1ms Historv 

Do many physicians perform this scrvie<: across the United States? _Yes _No This service is performed in 
institutions across the United States. It is not a regionalized service. However, there: arc a small number of 
institutions and cardiothoracic surgeons performing the service. Card.iothoracic surgeons are the only physicians 

p-;;rfonning this sa-vice. 

September 1998 



A.'\i'A/SPECIALTY S.QCIETY RVS UPDATE PROCESS 
SUMMARY OF R.ECOM!'YtENDA TION 

CPT Code:: ~3976 Tracking Numbcr._Global Period: 010 Recommended RVW: 48 

CPT Descriptor. Implantation of ventricular assist device; biventric:ular support 

CLINICAL DESCl:UPTlON OF SERVICE: 

Vignat:e: Used in Survey: An 18-year-old male pre.:senb with increasina dypsnea and fatiaue foUowina · a1 illn E a] • o .,. ., a v1r 
es:. v u.atio.n _reveals ~ila.ted .Olrdiomyu~a~~y ~ith a~ ejection fraction of 15%. The patient's condition 

detenorate:s requxnng hospttahzatxon and the xmtlabon ofmotropes. He i:sli:sted as Status I for heart 
transplantation. Despite vigorous medical utanagemeut, the patient develops si~s of bi:ventricular " ·1 "th I il . . . ... 1a1 ure, 
wx a pu ~at1 e hver,_ asc1tes, pulmonary edema, jugular venous distention and lower extremity and sacral 
edema. Hxs coagulation profile is abnormal, and his urine output less lha.r1 20 cdhr with a risina cre"'titt" 
f 3 0 H - • b . ' "' ... lne o • • e 1s m:U a~ed wtth a p02 of 80 on Fi02 of 100%, .and has a mixed venous saturation of 37%. 

~e patient 1S taken u:gently to the..operatiJ1g room after optimization of the coagulation profile, 
oxy.genanon, and he~odyn.annc status. 1n the operating room a median sternotomy is performed and the 
patient cannulated and cardiopulmonary bypass initiated. A prepc:riton.e3l pocket is created for a left 
ventricular _assist d~ce (LV AD), and a subcutaneous tunnel made for the dmdine. The LV AD is placed 
and the patle~t weaned from cardiopulmonary bypas:s. Right ventricular distention and falling L VAD flow 
prevents separation from bypass. Cardiopulmonary flows are reduced to less than 1 liter. After combined 
drug in~ervention and."resting" the native heart. it is clear th.at right ventricular function will not permit 
separation from bypass. A right ventricular assist device (RVAD) is placed and the lines brouo-ht out 
through the skin. The patient is weaned succes:,-fully, albeit on high dose inotropes. The: skin~ closed, the 
sternum left open, and the patient transported to the !CU. 

Over the next few days, judicious management corrects the co01gulopathy and balances the ongoi.ag 
blood loss with the negative effects of blood product infusion on right ventricular and pulmonary function. 
The open sternal wound requires frequent dressing clunges. The patient is assessed frequently with gradual 
weaning from inotropes and the ventilator. He is stabilized but remains in the hospital awaiting tnnsplsnt. 
Eventually the RV AD is removed thanks to aggressive postoperati-ve management. 

Description of Pre-Service: Work The sur;ic:1l conl:lct with the patient stJ.rts with a preoperative history and 
physica.I and immediate past history within 24 hours of the operation, often on an urgent basis, to reassess the 

pati~.--nt's condition (the majority of them are in extremis) prior to ukiag himlhcr to the operating room. Medical 
decision-making involves whether the patient has a. chance of S\trviving the operation and thus entails a high level of 

judgment, intensity and risk on the part of th~: SUf5COn. 

Description of Tnt:ra-Servicc \.Vo!k Since these patients are so un.<;obl~. induction of ancsilic:sia. requires the 
presence of the surgeon in the operating room. The patient is positioned, prepped, and draped. T~ the majority of 
1hese pali~:nts reopcmtive median sternotomy is performed,. ctS most of them h:l.ve h<Ld a previous cardiac surgical 
procedure. Patients with biventricular failure with resultant rcight ventricular enlargement may require exposure of 
the femoral vessels before the sternotomy is made. After the incisions, the patient is placed on cardiopulmonary 
bypass. The midline incision is e"-raxdcd to the umbilicus and a pre-pe-ritoneal pocket is created. The drivdine is 
tunnck-d. rhrouah the subcutaneous tissue and then the heart is dissected out. dividing the dense adhesions. At each 
step, care is taken to maintain meticulous hemosl.:l..'>is, since Lhcse sites will not be visible after the device is placed. 
The patient's aorta and right atrium are cannulated :md cardiopulmonuy bypass initiated. The apex of the left 
ventricle is cored out and a Silastic cuff sewn to the edges of the cored ventricle. The inflow cat'.n\l\a of \hoe. LV~ 
is brought through an opening in the di::r.phragrn and coupled with the SilJ.stic cuff. Next the outflo~ ~ft 15 

mCJSUrcd.. a partial occlusion el3ll1p applied to the aorta and the: graft ::ma.stomosed Lo the aorta. The devtce IS de
aired and confinnatlon of dc ..... 'liring is confirmed by tra.n:=:csophagc:J.l c..L..rdia.c ultrasound. Attempts_ to ";ean the 

· · ti t d · - ..1 • he ,,_ tn· u lar fi.mct\OO dtc.al.c the 
pat1cnt from cardtopulmonarv bypass rhat arc unsucccss u uc to tn<.l.U.cquatc ng y~;n c . . 

~ · · b 1 thr ,.J.. ..... ki The: p::~.u~nt ts 
n(.-cd for bivcntricub.r assist. The RV AD I:S placed and th~ tmcs roug 1.t out au~· u1C: s n. . th 

· ' ---· t..~.,_·,· ,!he-;, nn hil!h dos~ inotropc:s. This r'quircs. together w1th e 



a.ne3dle3ia to=.rn, .simulc~cou:s man::1.gcmc:'t of the inocropc:s ':'hilc a.:ss~sing the hea.a. both_ vi3Ually and by 
transc:sophagcal cchoe<u::d•ography. Followtn~ :lu~::;ful :scparauon ffom bypass and dcc::r.nnulatJon, the incision u 
closed in ~crs, but the sternum is left open. and the patient transported to the intensive care unit. 

Description of Post-Service: Work: Wilh the: ::;urgica.llcam in attenclancc, the patient is tr.l.(lSportcd to the intc:nsive 
c:arc: unit. Aggressive nlal'\.ascmcnt of ble:cdins and CO;LSuloparhy is balanco:f ~th judicial usc of blood products, 
since they will sensitize the pa.Iiettt co allocra.nsplant donors and can a.cucdy cause right vencricula..r and pulmonary 
failul"':. Because ofthe open wound, fr'.!C!uent dressing changes are necessary, which iu essence requires .. bri.agiug 
the operating room lu lhc palicnl•s bcd.sidc:." Medical dc:cision-ma.king rcg:miing whcthct" the: patic:nt is sufficic:ntly 
stable: to undergo RVAD removal occurs at each contact. This will require rroxming to the operating room and 
rep~ting the weaning process described above. Tf the patient docs not stabilize: a.ckquately, hdshc will be managed 
in a. precarious condition by the sur~eon and his learn unlil a donor heart becomes available. This will require 
repeated daily assessment (minimum 2 visits) of the surgical team who must also monitor the driveline for 
infections, the mechanical functioning ofthe device, 3Ild the functioning ofthe patient's major organ systems, all of 
which are :Ufcctcd by the presence of the biventricular assist device. 

SURVEY DATA: 

Specialty: Socit:tv of Thoracic Surgeons/ American Association for Thoracic Surgerv 

Sample Size: 20 Response Rate: (%): 55% Initial McdiM R VW: 39 Final Median RVW: ~ 

Type of s~mple (Circle One): random, pa.nel, convenience. E~planation of sample size: Only a few center in the 
U.S. insert and monitor ventricular assist devices on a long-term basis. The sample had to be drawn from this 

limited number of centers. 

25th Percentile RVW: 36 75th P~rccntile RVW: 60 Low: 35 ....;;...;;...--
High: ___,.8...,_0 __ 

Median Pre-Service Time: 120 min Median Intra-Service Tune: _ __._.=..:..:.;.~---
360 min 

25th Percentile Intra-Svc Time:: 345 min 75th Percentile Tncra-Svc Time: 468min Low: 240 min High: 

Median Post-Service Time: Total Time Number of Visits 

Day of Procedure: 200 min 

ICV: 725 rnin 10 

Other Hospital: 225 min 20 

Office: N/A 
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KEY "REFERF.NCirSERVTCF. (S): 

CPT Code 

1) 33860 

2) 33412 

CPT Descriptor 

Ascending aorta graft; with cardiopulmonary 
bypass, with or without valve suspension 

Rc:placanem., aortic valve; with transvenrricular 
aortic annulus enlargement (Konno procedure) 

CPT Code: ---"J.:t-39'-1.7~6~--

33.96 

34.79 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE (S): 
Compare the pre-.• intra-, and post-service time (by the median) and the intensity factors (by the rnc::an) of the 
service you are rating to the key refc::rence sc:rvicc::s listal above::. Mak~ certain lh.at you are including the data 
from "the service that you are rating as well as the key reference services. 

INTENSITY/COMPLEXITY MEASURES CPT Code R~rcn:nc."C Rc:rcrcncc 
Service 1 S<ervic~e 2 

33976 33&60 33412 
Time '£.~tlm4[~ 

I Median 11"~ Time I I 120 min II 83 min II 120 min 

I Mc::lian Intra-Time I I 360 min II 360 min I r 360 min 
: 

I Mcr.lian Post-Tun~ II 1150 min II 200 min 11 240 min 

.Mental 'E1Tort nnd Judgement 

The IIUmbcr o( po$)ible dillptosi$ audlot 
~erncnt options that mu.sl be:: con:.-id£.-rcd 

the number or 4.~ II 5.00 II 4.00 

The amount and/or comple:city of mcdic.i.l record.~. di:l,.nnoslic 4.90 II 4.75 II 4.00 

testS, mdlor other informnlion th.1t must be: n:vi~:Wecl mtd 
analyzed 

I U~ency ofmeiial d1.."Cision tnaking I[ 4.90 II 4.&0 II J.SO 

Technical Skill/Phy .. ic:al Effort 

IT cchnical skill t"eq\til'\.."<l I I 4.70 II 4.80 II 5.00 

I Phyncsl o:tTort requirt.-d II 5.00 l [ 5.00 II 4.00 

Psvcholos:ical Stn:.:c:o~ 

The ri:sk of significant COlnplicatioru, morhidiry antllor tnortalily 5.00 1 [ 5.00 II 4.00 

Outcome ckpcnds on th~.: skill 3ndj\\dgctll~llt ofphy:ri<.;iln 4.i0 II 4.~0 J[ 5.00 

I i [ J.l!O I ( 3.29 3.00 
E.~limat~..-d risk of mnlproc:ricc suil with poor outco•n.:: 

-- . ',,.,~ 



INTENSITY/COMPLEXITY MEASURES CPT Code Reference Rt..-fcrcncc 
Service 1 ~rvice 2 

r-
Tlme Ses!mcnu 

I Prc:~ce int.e:nsity/complc:xity I ( 4.90 II 4.80 II 3.50 

!tntra-.service inte:nsicy/compl~ity II s.oo II 4.80 II 5.00 

I Post-Service intcn.sity/comple:xity II 4.90 II 4.&0 II 3.50 

ADDITIONAL RA TTONALE 

Describe the proc::ess by which your specially :$O<:ic1.y reached your final n:commcnd.ation. A consensus comrni~ 
met and discussed the: survey res)ults. Because of d1c small number of institutions involvcl, it was necessary to 
arbiir.lte the results of the surv~s of the two codes. Ralhcr chan going with the recommended median of39 for this 
code:, because of the demonstrated increased risk and intra- and postoperative time sp.::nt with the patient, the: 
committee: recommended an RVW proportional to the relationship of the existing codes, i.e., a 25% increase in 
work for the biventricular implantc1.tion. 

·: .. 

FREQU~NCY INFORMATION 

How was this service previously reported? With CPT 33976 nnd n 90 dav u:tobal p<--l-iod. 

How often do physicians in vour specialrv perform this scrvicc? _Commonly _Sometimes ..X,Ra.rdy 

Estimate the number of times this service might be provided nationally in a one-year period? There were &5 

procedures reported under CPT 33976 in the 1996 Medicare National Claims Historv 

Do many physicians perform this service across the Unit&f States? _ Y cs _No. This service is performed in 
institutions across the United States. It is not :1 regionalized servic:. However. there are a Sinall num~C: af 
institutions and cardiothoracic surgeons p~rfonning the service. Cardiotho!"3.cic surgeons arc the only phystcta.OS 

performing this service. 

September 1998 
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AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

~Do 
~ S Bypass Grafts 

) 

CPT code 3'53$/was established to reflect Harvest of upper ext:;,"!,~· one segment, for lower extremity bypass procedure 
(List separately in addition to code for primary procedure). CP~On~as created as part of a series of codes that included 
35682 and 35683. Values for these codes were proposed as part of the RUC's recommendations for CPT 1999. 

In determining an appropriate work relative value for CPT 3ss(the RUC referenced CPT codes 36821 Arteriovenous 
/ 

anastomosis, direct, any site (eg Cimino type) (separate procedure) (work RVU = 8.93) and CPT 34201 Embolectomy or 
thrombectomy, with or without catheter; femoropopliteal, aortoiliac artery, by a leg incision (work RVU = 9.13) for reference 
services. However, in surveying for CPT code 355 ·, respondents noted many differences. CPT 36821 has an equal 
intraservice time of 60 minutes, but it is a 90 da global service with)O minutes of pre-service and 48 minutes of post-service 
time. All intensity comparisons between these two codes listed 3}8SO as being substantially more intense and complex. Thus, 
the RVW for CPT 3~ was adjusted downward from the 8.9-Yrvus assigned to CPT 36821 (based on time), but then 
increased slightly based on greater intensity. Less urgency of decision making occurs when performing 355501is compared 
with that of CPT 34201, but greater skill is required to harvest the vein safely. / 

The RUC agreed with the following analysis: 

Building Block Analysis 

Begin with RVW for CPT 36821 of 8.93. 
Subtract pre-service work of scrub, dress, wait (15 min*0.8*0.989*0.0103 = -0.12 rvu 
Subtract pre-service eval and positioning (15 min*2.2*0.9898*0.0103) = -0.34 rvu 
Subtract discharge management (9923 8) -1.28 rvu 
Subtract one office visit (99213) at discounted rate of 0.65) = -0.65 
Final extrapolated RVW for 35550 = 8.93-0.12-0.34-1.28-.065 = 6.54 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Th RUC accepted the rank order analysis compared to CPT codes 35682 and 35683, which were evaluated at the April 1999 
RUC meeting. The rationale and comparisons resulted in a relative value unit based on the 251

h survey percentile. This value 
was 6.45 

The RUC recommends an acceptance of a work rvu of 6.45 for CPT code 35550. 

CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 

•355~0 CCI Harvest of upper extremity vein, one segment, for zzz 
lower extremity bypass procedure (List separately in 

\) addition to code for primary procedure) 6.45 

(For harvest of more than one vein segment, see 
35682! 35683} 

ComQosite Grafts 

Codes 35682 and 35683 are used to reQort harvest and anastomosis of multiQle vein segments from distant sites for use as arterial b_yQass graft conduits. 
These codes are intended for use when two or more vein segments are harvested from a limb other than that undergoing b.YQass. Add-on codes 35682 and 
35683 are reQorted in addition to b_yQass graft codes 35501-35587. 

A35681 Bypass graftT.i. composite, Qrosthetic and vein (List zzz 8.05 
seQaratel_y in addition to code for Qrimary Qrocedure} 

(No Change) 
~bis' ~FQSt:Ehm; J~(:ig I St:~aFa,t:l~ iR aGGi,ieR 'Q SQQ@ HlF 
~Fimary ~rest:GYrt:~ 

(Do not report 35681 in addition to 35682, 35683) 

CPT five-digit cod_es, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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•35682 CC2 autogenous composite, two segments of veins zzz 
from two locations (List separately in addition to 7.20 
code for primary procedure) 

(Submitted in May 1998) 

{Do not reQort 35682 in addition to 35681 1 35683} 

•35683 CC3 autogenous composite, three or more segments zzz 
of vein from two or more locations (List 8.50 
separately in addition to code for primary 

(Submitted in May 1998) procedure) 

{Do not reQort 35683 in addition to 35681 1 35682} 

CPT five-digit co[fes, two-digit modifiers, and descriptions only are copyright by the American Medical Assocwtion. 

-3-



/ '11. 
•' "\ 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (September 1998) 

CPT Code: 35500 (CCI) Global Period: ZZZ Recommended RVW: 6.45 

CPT Descriptor: Harvest of upper extremity vein, one segment, for lower extremity bypass procedure 
(List separately in addition to code for primary procedure) 
(For harvest of more than one vem segment, see 35682, 35683) 

Vignette Used in Survey: A 74-year-old man with gangrene of the left great toe requires a femoral-antenor tibial 
bypass graft for limb salvage. He has previously undergone two coronary bypass operations and most of his greater 
saphenous vem has already been harvested. Preoperative duplex ultrasound reveals a long segment of adequate arm vem. 
At surgery the arm vein IS dissected, harvested, branches tied, tested for leaks, and leaks repaired. The bypass graft is 
completed using the arm vein conduit. [Important note: 35500 is an "add-on" code. In responding to this survey, please 
consider ONLY THE ADDITIONAL work for harvesting and preparing the arm vein. The performance of the actual 
bypass graft IS separately billable using a different CPT code and should not be considered for this survey.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Total Add-on Work: 

Intra-service work involved in harvest of upper extremity vein includes dissection of the overlying skin and soft tissue 
for the length of conduit required. There is no "typical" length. Often the incision extends from shoulder to wrist. 
Alternatively a long conduit may be obtained With an incision extending down the arm over the basilic vem, medial to 
lateral over the antecubital vein, then back up the arm over the cephalic vein. Vein side branches are identified, ligated, 
and divided. Topical papaverine is administered to prevent venospasm. Once adequate length is obtained, the vein is 
ligated at both ends and excised. The vein is flushed with heparinized saline, gently distended, and tested for leaks. #7-
0 polypropylene sutures are used to repair leaks, and the surgeon wears ocular loupe magnification to perform these 
maneuvers. The vein is transferred to the bypass site on the leg, and the bypass surgery is completed. Thereafter 
attention returns to the arm vein harvest site. Closure entails irrigation, routine hemostasis maneuvers, suture of the 
subcutaneous tissue, skin closure with sutures or staples, and application of a dressing. Although the arm wounds are 
occasionally problematic, the typical patient has no postoperative wound problems related to arm vein harvest. 

SURVEY DATA: 
Specialty(s): 
Type of Sample: .1 

Survey n: 69 

Response: 36 

Rate%: 52% 
low 

25th% 
MED 

75th% 
hiqh 

The Society for Vascular Surgery 
Random 

PRE INTRA HOSP OFF 
total total total total 

RVW min min min min 
2.20 .:.,:_:""f;: > 30 i:;t,;;',:;'.I~~- 1;::·· . .-_: .-;·~ 

6.45 '"• :;.:~~-.-1"'·· 60 ,}; )~~-::.;~:,:;;:; 1',:~;} ':.: :y' 
~ ,,_ ' 

8.45 nla 60 n/a n/a 
10.00 ' 83 ~~~:}:··~';.~~:~ "' 

,. 

·. ,.,_ ~ 
> 

12.00 ' " ..,!/ ,': 120 :;::~:;_~~ : ~Td- :.:,..;...:.. ... 



,. ' 

CPT !Descriptor: 35500 (CCI) Harvest of upper extremity vein (09/98) Page 2 

KEY REFERENCE SERVICE(S): 

Descriptor 1998 RVW 
8.93 
9.13 

Global 
090 
090 

CPT 
36821 
34201 

Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 
'Embolectomy or thrombectomy, with or without catheter; femoropopliteal, aortoiliac 
artery, by leg mc1sion 

LOS and Time Estimates (Median) 

PRE-servrce trme 

INTRA-servrce trme 

POST-servrce trme 

Mental Effort and Judgment 

The number of possrble dragnosrs and/or the number of management optrons that 
must be consrdered 

The amount and/or complexrty of medrcal records, dragnostrc tests, and/or other 
mformatron that must be obtamed reviewed and analyzed 

Urgency of medrcal decrsron makrng 

Technical SkiiVphysical Effort 

Technrcal skrll requrred 

Physical effort required 

Psychological Stress 

The nsk of srgnrfrcant complicatrons, morbrdrty and/or mortality 

Outcome depends on skill and JUdgment of physrcran 

Estrmated nsk of malpractrce surt wrth poor outcome 

Time Segments 

PRE-servrce mtensrty/complexrty 

INTRA-servrce mtensrty complexrty 

POST-servrce rntensrty complexrty 

Mean 
Intensity/Complexity Measures 

35500 (CC1) 34201 36821 
n/a 60 30 

60 83 60 
n/a 115 48 

3.58 3.35 2.93 

3.28 3.25 2_47 

3.31 4.30 2.60 

4.14 3.45 3.53 

3.75 3.25 2.73 

3.78 3.90 2.93 

4.33 3.70 3.53 

3.22 3.30 2.60 

nla 3.82 2.73 

3.94 3.45 2.93 

n/a 3.18 2.45 

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

Overview: As the surgical science of arterial bypass grafting matures, the supply of autogenous superficial vein, used 
as conduit for these grafts, has become a limiting factor. Thus far, no synthetic tubing has been developed that equals 

.I 

the long-term patency of autogenous vein in the setting where a bypass must extend from the groin to well below the 
knee. In fact, vascular surgeons now commonly extend these reconstructions. onto the foot, meaning that as much as 36" 
of continuous venous condmt is required. The greater saphenous vein is the conduit of choice for these bypasses, but 
it is also used for coronary bypass operations, and re-do coronary bypass. At the time of the Harvard studies, it was 
extremely rare for a patient not to have adequate greater saphenous vein for use in bypass grafting. Now it is quite 
common to undertake a "whole-body" search for suitable alternative venous conduit. Arm vein is far more difficult to 
work with than greater saphenous. Many tiny branches must be ligated, and the vein has the consistency of wet tissue 
paper. Any miss-step during the harvest can render arm vein unusable. 

Relationship to key references: Unfortunately there are no good clinic~ly relevant CPT codes to serve as comparable 
references. Harvest of multiple distant site vein segments for bypass graft (CC2 and CC3) would be the best choice, but 
these two codes were evaluated at the April, 1998 RUC and are yet to be valued by HCFA. Respondents to this survey, 
chose CPT 36821 (creation of an arteriovenous anastomosis for dialysis) and CPT 34201 (embolectomy or thrombectomy 
of arteries through a leg incision) most often as reference services. 
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CPT /Descriptor: 35500 (CC 1) Harvest of upper extrerruty vein (09/98) Page 3 

Relationship to key references: (cont.) 
CPT 3682I bears little clinical relationship to CCI. CPT 36821 has an equal intraservice time of 60 minutes, but is a 
90 day global service with 30 minutes of pre-service and 48 minutes of post-service time. All intensity comparisons 
between these two codes listed CCI as being substantially more intense/complex. Thus, the RVW for CCI must be 
adjusted downward from the 8.93 rvus assigned to CPT 36821 based on time, but then adjusted back up somewhat based 
on greater intensity. 

CPT 34201 bears no clinical relationship to CCL Respondents most likely chose It for the similarity of intra-service time 
(83 min for 34201 and 60 minutes for CCI). CPT 34201 is a 90 day global service, carrying 60 minutes of pre-service 
time and 115 minutes of post-service time. Based on time alone, the RVW of CCI must be adjusted downwards from 
the 9.13 rvus of CPT 34201 to account for 23 nunutes less intra-trme as well as the pre and post service time. 
Comparison of intensity between CPT 34201 and CCI is nuxed. Less urgency of decisron making occurs with CCI, 
but greater skill is required to harvest the vein safely. 

ADDITIONAL RATIONALE 

Building block from 36821: 
Begin with RVW for CPT 3682I of 8.93 
Subtract pre-service work of scrub, dress, wait (15 min*0.8"'0 989*0.01 03) = -O.I2 rvu 
Subtract pre-service eval and positioning (I5 min*2.2*0.989*0.0I03) =- 0.34 rvu 
Subtract discharge management (99238) -1.28 rvu 
Subtract one office visit (99213 at discounted rate of 0.65) = -0.65 
Final extrapolated RVW for CCI = 8.93-0.12-0.34-1.28-0.65= 6.54 

IWPUT analysis: 
Median RVW and median intra-time= 8.45 I 60 = 0.140 
25th percentile RVW and 25th percentile time= 6.45 I 60 = O.I07 

Rank order analysis compared to CC2 and CC3 evaluated at April RUC: 

CPT Median Intra Time 
CCI Harvest of upper extremity vem, one segment, 60 

for lower extremity bypass procedure 
CC2 B YJ>ass graft; autogenous composite, 78 

two segments of veins from two locations 
CC3 Bypass graft; autogenous composite, 90 

three or more segments of vems from two locations 

Global 
zzz 
zz:z 

zz:z 

RVW 
6.45 (recommended) 

7.20 

8.50 

Conclusion: Base'd on the rationale and comparisons, we recommend an RVW at the 25th survey percentile: 6.45 rvus. 

FREQUENCY INFORMATION 

1. How was this service previously reported? 
CPT 37799 Unlisted vascular procedure 

2. How often do physicians in your specialty perfonn this service? 
o Commonly V' Sometimes o Rarely 

3. Estimate the number of times this service might be provided nationally in a one-year period? 
Less than 2,000. 

4. Is this service performed by many physicians across the United States? 
V'Yes ONo 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Bypass Grafts 

CPT code 35550 was established to reflect Harvest of upper extremity vein, one segment, for lower extremity bypass procedure 
(List separately in addition to code for primary procedure). CPT 35550 was created as part of a series of codes that included 
35682 and 35683. Values for these codes were proposed as part of the RUC's recommendations for CPT 1999. 

In determining an appropriate work relative value for CPT 35550, the RUC referenced CPT codes 36821 Arteriovenous 
anastomosis, direct, any site (eg Cimino type) (separate procedure) (work RVU = 8.93) and CPT 34201 Embolectomy or 
thrombectomy, with or without catheter,· jemoropopliteal, aortoiliac artery, by a leg incision (work RVU = 9.13) for reference 
services. However, in surveying for CPT code 35550, respondents noted many differences. CPT 36821 has an equal ·"" 
intraservice time of 60 minutes, but it is a 90 day global service with 30 minute's of pre-service and 48 minutes of post-service 
time. All intensity comparisons between these two codes listed 35550 as being substantially more intense and complex. Thus, 
the RVW for CPT 35550 was adjusted downward from the 8.93 rvus assigned to CPT 36821 (based on time), but then 
increased slightly based on greater intensity. Less urgency of decision making occurs when performing 35550 as compared 
with that of CPT 34201, but greater skill is required to harvest the vein safely. 

The RUC agreed with the following analysis: 

Building Block Analysis 

Begin with RVW for CPT 36821 of 8.93. 
Subtract pre-service work of scrub~ dress, wait (15 min*0.8*0.989*0.0103 = -0.12 rvu 
Subtract pre-service eval and positioning (15 min*2.2*0.9898*0.0103) = -0.34 rvu 
Subtract discharge management (99238) -1.28 rvu 
Subtract one office visit (99213) at discounted rate of 0.65) = -0.65 
Final extrapolated RVW for 35550 = 8.93-0.12-0.34-1.28-.065= 6.54 

CPT five-digit codes, IIVo-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Th RUC accepted the rank order analysis compared to CPT codes 35682 and 35683, which were evaluated at the April 1999 
RUC meeting. The rationale and comparisons resulted in a relative value unit based on the 25111 survey percentile. This value 
was 6.45 

The RUC recommends an acceptance of a work rvu of 6.45 for CPT code 35550. 

CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 

•35550 CCl Harvest of upper extremity vein, one segment, for zzz 
lower extremity bypass procedure (List separately in 

6.45 addition to code for primary procedure) 

(For harvest of more than one vein segment1 see 
356821 35683} 

ComQosite Grafts 

Codes 35682 and 35683 are used to reQort harvest and anastomosis of multiQle vein segments from distant sites for use as arterial byQass graft conduits. 

. 

These codes are intended for use when two or more vein segments are harvested from a limb other than that undergoing b;tQass. Add-on codes 35682 and 
35683 are reQorted in addition to byQass graft codes 35501-35587. 

A35681 Bypass graftT.i. composite, prosthetic and vein (List zzz 8.05 
separately in addition to code for primarY procedure} 

(No Change) 
~bist pfQGc::c:hu:c:: J~tJlU sc::pai=alc::l¥ ia addiliea 1e Gedt: fu~:= 

pFimary pfQGodurc::) 

(Do not report 35681 in addition to 35682, 35683) 

CPT jive-digit codes, tiVo-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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•35682 CC2 autogenous composite, two segments of veins zzz 
from two locations (List separately in addition to 7.20 
code for primary procedure) 

(Submitted in May 1998) 

(Do not reQort 35682 in addition to 35681 1 35683l 

autogenous composite, three or more segments ' 
•35683 CC3 zzz 

of vein from two or more locations (List 8.50 . 
separately in addition to code for primary 

(Submitted in May 1998) procedure) 

(Do not reQort 35683 in addition' to 35681 1 35682~ 

CPT jive-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 RECOM!\1ENDA TION (September 1998) 

'"?I Code: 35SO(((CC1) Global Period: ZZZ Recommended RVW: 6.45 

CPT Descriptor: Harvest of upper extremity vein, one segment, for lower extremity bypass procedure 
(List separately in addition to code for primary procedure) 
(For harvest of more than one vein segment, see 35682, 35683) 

Vignette Used in Survey: A 74-year-old man with gangrene of the left great toe requires a femoral-anterior tibial 
bypass graft for limb salvage. He has previously undergone two coronary bypass operations and most of his greater 
saphenous vein has already been harvested. Preoperative duplex ultrasound reveals a long segment of adequate arm vein. 
At surgery the arm vein is dissected, harvested, branches tied, tested for leaks, and leaks repaired. The bypass graft is 
completed using the arm vein conduit [Important note: 35500 is an "add-on" code. In responding to this survey, please 
consider ONLY THE ADDITIONAL work for harvesting and preparing the arm vein. The performance of the actual 
bypass graft is separately billable using a different CPT code and should not be considered for this survey.] 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 

Description of Total Add-on Work: 

Intra-service work involved in harvest of upper extremity vein includes dissection of the overlying skin and soft tissue 
for the length of conduit required. There is no "typical" length. Often the incision extends from shoulder to wrist 
Alternatively a long conduit may be obtained with an incision extending down the arm over the basilic vein, medial to 
·-ueral over the antecubital vein, then back up the arm over the cephalic vein. Vein side branches are identified, ligated, 
.md divided. Topical papaverine is administered to prevent venospasm. Once adequate length is obtained, the vein is 
ligated at both ends and excised. The vein is flushed with heparinized saline, gently distended, and tested for leaks. #7-
0 polypropylene sutures are used to repair leaks, and the surgeon wears ocular Ioupe magnification to perform these 
maneuvers. The vein is transferred to the bypass site on the leg, and the bypass surgery is completed. Thereafter 
attention returns to the arm vein harvest site. Closure entails irrigation, routine hemostasis maneuvers, suture of the 
subcutaneous tissue, skin closure with sutures or staples, and application of a dressing. Although the arm wounds are 
occasionally problematic, the typical patient has no postoperative wound problems related to arm vein harvest 

SURVEY DATA: 
Specialty(s): 
Type of Sample: 

Survey n: 69 
Response: 36 
Rate%: 52% 

low 
25th% 
MED 

75th% 
high 

The Society for Vascular Surgery 
Random 

PRE INTRA HOSP OFF 
total total total total 

RVW min min min min 
2.20 ~~~,.: 30 ~~ ..;it. • .. 

-~~ .. _ .... , 
6.45 ~;;,~ 60 ~~~ ~):~,· 

8.45 n/a 60 n/a n/a 
10.00 ~-:-..::.: 83 r-~~1.\~~ 

~~··~·~..,. 
~>:"'.:,,_,,.._ 

--~--= 

12.00 '?~~.:: 120 l:t'~~ :~.....:.--~ 
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KEY REFERENCE SERVICE(S): 

l 
l 

Descriptor 1998 RVW 
8.93 
9.13 

Global 
090 
090 

~ 
36821 
34201 

Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 
Embolectomy or thrombectomy, with or without catheter; femoropopliteal, aortoiliac 
artery, by leg incision 

LOS and Time Estimates (Median) 

PRE-service time 

INTRA-service time 

POST-service time 

Mental Effort and Judgment 

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

The amount '!:ld/or complexity of medical records, diagnostic tests, and/or other 
Information that must be obtained reviewed and analyzed 

Urgency of medical decision making 

Technical SkiiVphyslcal Effort 

Technical skill required 

Physical effort required 

Psychological Stress 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

' Time Segments 

PRE-service intensity/complexity 

INTRA-service intensity complexity 

POST-service intensity complexity 

Mean 
Intensity/Complexity Measures 

35500 (CC1) 34201 36821 
n/a 60 30 
60 83 60 
n/a 115 48 

3.58 3.35 2.93 

3.28 3.25 2.47 

3.31 4.30 2.60 

4.14 I 3.45 3.53 
3.75 I 3.25 2.73 

3.78 3.90 2.93 
4.33 3.70 3.53 
3.22 3.30 2.60 

n/a 3.82 2.73 
3.94 3.45 2.93 
n/a 3.18 2.45 

I 
I 

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

Overview: As the surgical science of arterial bypass grafting matures, the supply of autogenous superficial vein, used 
as conduit for these grafts, has become a limiting factor. Thus far, no synthetic tubing has been developed that equals 
the long-term patency of autogenous vein in the setting where a bypass must extend from the groin to well below the 
knee. In fact, vascular surgeons now commonly extend these reconstructions onto the foot, meaning that as much as 36" 
of continuous venous conduit is required. The greater saphenous vein is the conduit of choice for these bypasses, but 
it is also used for coronary bypass operations, and re-do coronary bypass. At the time of the Harvard studies, it was 
extremely rare for a patient not to have adequate greater saphenous vein for use in bypass grafting. Now it is quite 
common to undertake a "whole-body" search for suitable alternative venous conduit. Arm vein is far more difficult to 
work with than greater saphenous. Many tiny branches must be ligated, and the vein has the consistency of wet tissue 
paper. Any miss-step during the harvest can render arm vein unusable. 

Relationship to key references: Unfortunately there are no good clinically relevant CPT codes to serve as comparable 
references. Harvest of multiple distant site vein segments for bypass graft (CC2 and CC3) would be the best choice, but 
these two codes were evaluated at the April, 1998 RUC and are yet to be valued by HCFA. Respondents to this survey, 
chose CPT 36821 (creation of an arteriovenous anastomosis for dialysis) and CPT 34201 (embolectomy or thrombectomy 
of arteries through a leg incision) most often as reference services. 



CPT /Descriptor: 35500 (CC 1) Harvest of upper extremity vein (09/98) Page 3 

Relationship to key references: (cont.) r 

CPT 36821 bears little clinical relationship to CCl. CPT 36821 has an equal intraservice time of 60 minutes, but is a 
90 day global service with 30 minutes of pre-service and 48 minutes of post-service time. All intensity comparisons 
between these two codes listed CC1 as being substantially more intense/complex. Thus, the RVW for CCl must be 
adjusted downward from the 8.93 rvus assigned to CPT 36821 based on time, but then adjusted back up somewhat based 
on greater intensity . 

CPT 34201 bears no clinical relationship to CCL Respondents most likely chose it for the similarity of intra-service time 
(83 min for 34201 and 60 minutes for CCl). CPT 34201 is a 90 day global service, carrying 60 minutes of pre-service 
time and 115 minutes of post-service time. Based on time alone, the RVW of CC1 must be adjusted downwards from 
the 9.13 rvus of CPT 34201 to account for 23 minutes less intra-time as well as the pre and post service time. 
Comparison of intensity between CPT 34201 and CCI is mixed. Less urgency of decision making occurs with CCI, 
but greater skill is required to harvest the vein safely. 

ADDITIONAL RATIONALE 

Building block from 36821: 
Begin with RVW for CPT 36821 of 8.93 
Subtract pre-service work of scrub, dress, wait (15 min*0.8*0.989*0.0103) = -0.12 rvu 
Subtract pre-service eval and positioning (15 min*2.2*0.989*0.0103) =- 0.34 rvu 
Subtract discharge management (99238) -1.28 rvu 
Subtract one office visit (99213 at discounted rate of 0.65) = -0.65 
Final extrapolated RVW for CC1 = 8.93-0.12-0.34-1.28-0.65= 6.54 

IWPUT analysis: 
Median RVW and median intra-time= 8.45/60 = 0.140 
25111 percentile RVW and 25th percentile time= 6.45/60 = 0.107 

Rank order analysis compared to CC2 and CC3 evaluated at April RUC: 

CPT Median Intra Time 
CCI Harvest of upper extremity vein, one segment, 60 

for lower extremity bypass procedure 
CC2 Bypass graft; autogenous composite, 78 

two segments of veins from two locations 
CC3 Bypass graft; autogenous composite, 90 

three or more segments of veins from two locations 

Global 
zzz 

zzz 

zzz 

RVW 
6.45 (recommended) 

7.20 

8.50 

Conclusion: Based on the rationale and comparisons, we recommend an RVW at the 25th survey percentile: 6.45 rvus. 

FREQUENCY INFORMATION 

1. How was this service previously reported? 
CPT 37799 Unlisted vascular procedure 

2. How often do physicians in your specialty perform this service? 
D Commonly v Sometimes 0 Rarely 

3. Estimate the number of times this service might be provided nationally in a one-year period? 
Less than 2,000. 

4. Is this service performed by many physicians across the United States? 
VYes DNa 



CPT 

93880 

36625 

35700 

35390 

37206 

33572 

35474 

37205 

36821 

15100 

34201 

27880 

TABLE! 
Reference Service List 

Vascular Surgery 
The Society for Vascular Surgery 

1998 Descriptor 

Duplex scan of extracranial arteries; complete bilateral study 
Arterial catheterization or cannulation for sampling, monitoring or transfusion 
(separate procedure); cutdown 
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) 
Reoperation, carotid, thromboendarterectomy, more than one month after original 
operation (List separately in addition to code for primary procedure) (Use 35390 only 
with 35301) 
Transcatheter placement of an intravascular stent(s), (non-coronary vessel), 
percutaneous; each additional vessel 
Coronary endarterectomy, open, any method, of left anterior descending, circumflex, 
or rigpt coronary artery performed in conjunction with coronary artery bypass graft 
procedure, each vessel (list separately in addition to primary procedure) 

Transluminal balloon angioplasty, percutaneous; femoral-popliteal 
Transcatheter placement of an intravascular stent(s), (non-coronary vessel), 
percutaneous; initial vessel 

Arteriovenous anastomosis, direct, any site (eg, Cimino type) (separate procedure) 
Split graft, trunk, scalp, arms, legs, hands, and/or feet (except multiple digits); 100 sq 
em or less, or each one percent of body area of infants and children (except 15050) 
Embolectomy or thrombectomy, with or without catheter; femoropopliteal, aortoiliac 
artery, by leg incision 

Amputation, leg, through tibia and fibula; 

Work-RVU* 

0.60 

2.11 

3.08 

3.19 

4.13 

4.45 

7.36 

8.28 

8.93 

9.05 

9.13 

11.85 

'These 1998 Work-RVUs are taken from the Medicare Payment Schedule published in the Federal Register on October 31, 1997. 

Global 

XXX 
000 

zzz 

zzz 

zzz 

zzz 

000 

000 

090 

090 

090 

090 

CPT five-digit codes, two-digit number modifiers, and descriptions only are copyright by the American Medical Association. No payment 
schedules, fee' schedules, relative value units, scales, conversion factors, or components thereof are included in CPT. The AMA IS not 
recommending that any specific relative values, fees, payment schedules, or relat1ve listings be attached to CPT. Any relative value scales or 
relative listings ass1gned to CPT codes are not those of the AMA, and the AMA IS not recommending use of these relative values. 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

Microsurgery Add-On Codes 

A new code was established, CPT 69990, to report Use of operating microscope (List separately in addition to code for 
primary procedure). The code was created to reflect circumstances where a surgical microscope is employed for the 
microsurgical procedure. In addition to the creation of CPT 69990, there were two deletions of existing codes that were 
previously used to report these surgical circumstances. CPT deleted code 61712 Skull or spine microsurgery (work RVU 
3 .49) along with Code 64830 Microrepair of nerve (work rvu = 3 .10) were omitted from CPT 1999. 

The RUC used a weighted average approach in determining a work relative value for CPT code 69990. The RUC agreed that 
the weighted average of CPT codes 61712 and 64830 was an appropriate value (3.4670). 

The RUC, therefore, recommends a work relative of 3.4670 for CPT code 69990. 

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

' 

~ MiG!=9disseeli9a1 iat!=aGFaaial 9F spinal proGeduFe ~li&l sepa&:atoly ia 
addhioa &9 eodo fuF pFimal?' pF9Goduro~ zzz N/A 

(t,Jse ti I+ 1:1. whea llle sm:gi~;al miGfQGG9pG is Gmplo~'Gd for lho 
miGF9di&&GGli9R aad ll\0 aaatgmiGal &IFUGIUFG& QF palhglogy pFO&GRt aFO 
tgg small fur adequato visualizatioa •Nilh magaifyiag leupes or 
R9!=mai/GQFFGGtGd Vi&i9a) 

(Use til71:lomy wita G9d9& 61JQ4 1 61+11, tilQW, 9JWQ, 9JOR1 1 

9JJQg, 9J+04 1 aad 93710} 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

{61712 has been deleted. Use 69990 when the surgical microscoQe is 
em~loyed for the microsurgical Erocedure. Do not use 69990 for 
visualization with magnifying loupes or corrected vision) 

~ Mi~~:FgdissG~~:tiga aadJgF mii=II:FQI=GpaiF gt Rilfl~il ~list sGpaFatGI¥ ia 
additiQR tg II:Qdil fuF Riii=Vil FGpaiF) zzz N/A 

(64830 has been deleted. Use 69990 when the surgical microscoQe is 
emQloyed for the microsurgical Erocedure. Do not use 69990 for 
visualization with magnifying loupes or corrected vision} 

•69990 Use of an OQerating microscoQe {List Se(!arately in addition to code for 
primary Qrocedure) zzz 3.47 

. 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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14SOS Lodoa. Cr. 
Whmiol. CA 90605 

Sherry L Smith 
Director, Physician Payment Systems 
515 N. S~te St. 
Clricago,rL 60610 

July 23, 1998 

DearSheny: 

Robert E. Florin, MD 

Tol~hon.e (S82l 693-6935 
Fax (5(32) 907·7852 

~: ~AOLc:orn 

I am writing to advise you of a consensus recamm.endation for the Microsurgery Add-on codes ta 
be discussed at the September 1998 meeting o1 the RUC We have reviewed this issue: with 
Orthopedics, Plastic Surgery, Hand Surgery and Neurosurgery and all are agreed that a weighted 
average of the work values for the two current codes (61712 and 64830) would be an acceptable 
new woTk RVU to use for the new microdissection code (69990). 

The calculation o£ the weighted average for the codes follows: 

CPT Frequency Worx RVU Weighted Average 
HCFA 6/98 MFS 19S6 

61712 17509 3.49 3.4670 
64830 1093 . 3.10 

Since there is so little change in the work value for the combined code, it appears that it would 
have very little impact on budget neutrality, and since it does not threaten the pool of potential 
re~ouro:es in ot:J:ter specialties, should be approved with little argument. 

We re<:ommend a new woTk RVU for the Microdissection Add-an code of 3.47. 

Sincerdy, 

e1~· 
Robert E. Florin, M.D., AANS and CNS 
Alan ~ferris, M.D., AAOS 
Stephen Hahler, MD., ASrRS 
Dan Nagle, Hand Surgery 
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