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May29, 2003 

Terry Kay 
Center for Health Plans and Providers 
Health Care Financing Administration 
7500 Security Boulevard, C4-01-15 
Baltimore, Maryland 21244 

Dear Mr. Kay: 

It IS with pleasure that I submit to the Centers for Medicare and Medicaid Services (CMS), on 
behalf of the American Medical Association (AMA)/Specialty Society RVS Update 
Committee (RUC), work relative value and direct practice expense inputs for new and 
revised codes for CPT 2004. Also included in this submission are the practice expense 
refinement recommendations for existing CPT 2003 codes; work relative value practice 
expense recommendations for a few remaining interim values for CPT 2003; and work 
relative value recommendations for codes that you had specifically requested the RUC to 

/-\ review. The RUC Health Care Professionals Advisory Committee (HCPAC) Review Board 
are separately forwarding their recommendations to you, as well. 

( 

CPT 2004 New and Revised Codes 

Enclosed is one binder ofRUC recommendations for new and revised codes. The total 
number of coding changes for CPT 2004 is 272, including 135 additions, 91 revisions, and 46 
deletions. Sixty-two of these coding changes are not payable on the RBRVS ( eg, laboratory 
services, vaccines, and services paid through the home health agency payment system), and 
accordingly, the RUC does not submit any information on these codes. In addition, two of 
the new and revised codes were reviewed by the RUC HCP AC Review Board as they 
describe services provided by non-MD/DO health professionals. Of the remaining 162 new 
and revised codes, the RUC submits 159 recommendations at this time. 

The RUC is recommending that five codes, describing hyoid myomectomy (21685) and 
intrauterine fetal surgical procedures (59070-59076) be carrier-priced in 2004, until the RUC 
has further opportunity to review data for these services. The RUC will not be submitting 
relative value recommendations for three services recently revised at the May 2003 CPT 
Editorial Panel meeting, including: percutaneous radio frequency ablation ofbone tumor 
lesions (20982) and computer aided detection for mammography (76082 and 76083). The 
summary table in the attached binder, and in the enclosed diskette, specifically identifies the 
services to be reviewed at the September 2003 RUC meeting. We will send any new 
information to CMS immediately following the meeting. 
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Also included in this binder, and on the enclosed diskette, is physician time data for each of 
the CPT codes reviewed at the September 2002, February 2003, and April 2003 RUC 
meetings. We will be sending you a comprehensive revision to the entire RUC database for 
physician time by June 30. The RUC also recorrulJ.ends that CMS revise its database of 
physician time prior to the 2004 Physician Payment Schedule publication to consistently 
reflect discharge day visits and time for services typically performed in the facility setting. 
The RUC continues to review the physician time data to ensure that the most accurate data is 
utilized in the CMS practice expense methodology. 

Practice Expense Refinements 

Also enclosed in this submission is one binder and CD-ROM of practice expense refinement 
recommendations to existing codes resulting from the tremendous efforts of the RUC's 
Practice Expense Advisory Committee (PEAC) over the past year. The RUC is submitting 
recommendations on the direct practice expense inputs for nearly 1 ,200 existing CPT codes. 
Included in these recommendations are the PEAC refinements for the remaining EvaluatiOn 
and Management Services. CMS had requested that we conduct this review in time for the 
2004 Physician Payment Schedule. The PEAC will continue its efforts in the next year with 

- , review of all of the radiology services and other remaining refinement issues. 

CPT 2003 Interim Values 

Immediately following our September 2002 and February 2003 meetings, we submitted 
further recommendations on codes that were new and revised for CPT 2003. We have 
included this material again in this submission and ask that you consider this information as 
you review the 2003 interim values over this summer. These recommendations include 
comment on the following issues: 

• Mohs Surgery 
• Bone Marrow Procedures 
• Excision of Mandible Facial Bone Tumor 
• Laparoscopic Hysterectomy Myomectomy 
• Minimally Invasive Repair of Pectus Exacvetum 
• Refilling of Implantable Pumps 
• Therapeutic Apheresis 

Special CMS Requests 

Finally, we are also submitting our response to issues that CMS had asked the RUC to 
rev1ew. During the second, Five-Year Review of the RBRVS, CMS had requested that the 
RUC 
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review the family of codes related to Central Nervous System Assessment/Tests (CPT codes 
961 00-96117). Two of these services (developmental testing, codes 96110 and 96111) have 
been surveyed by specialty societies representing MDs and have been reviewed by the RUC. 
The RUC has completed its review of both the work and direct practice expense for 
developmental testing and these recommendations are included in our submission. The RUC 
HCP AC Review Board continues to review the remaining services in this family (CPT codes 
96100, 96105, 96115, and 96117) and will submit recommendations for these codes in the 
future. 

On a personal note, I would like to thank you for the quality staff that you have assigned to 
participate in our meetings. I have enjoyed working with Paul, Ken, Rick, Marc, Carolyn, 
and Pam during my tenure as Chairman of the RUC. We also appreciated the visit by Tom 
Scully, Doctor Hambrick and Doctor Bowman at our last meeting and welcome them, and 
any other CMS staff, back at anytime. Doctor William Rich has been appointed as the new 
Chairman of the RUC. His term begins on June 1, immediately following this submission of 
these recommendations. I'm sure that he will enjoy the collegial relationships with CMS 
representatives as much as I have. 

" We appreciate your consideration ofthe RUC's recommendations. You may contact Sherry 
Smith with any questions regarding this submission 

~ -'~:k.~, 
/ JamesG.£,MD . 

cc: William Rich, MD 
Paul Rudolf, MD 
Ken Simon, MD 
Rick Ensor 
Marc Hartstein 
Carolyn Mullen 
Pam West, PT 
Sherry Smith 
Patrick Gallagher 



CPT 2004 RUC Recommendations 

CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 

···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
00528 XXX R Nov02 J Anesthesia Serv1ces G1 Feb03 7 ASA 8.00 8.00 Yes Yes 

Med1ast1noscopy and D1agnost1c 
Thorascopy 

00529 XXX N Nov02 J Anesthesia Serv1ces G2 Feb03 7 ASA 11.00 11.00 Yes 
Med1ast1noscopy and D1agnost1c 
Thorascopy 

00544 XXX D Nov02 Anesthesia Procedures for Deleted Yes 
Pleurectomy 

01173 XXX N Feb03 E Anesthesia for Acetabular Fracture S1 Apr03 6 ASA 12.00 12.00 Yes 

01958 XXX N Nov02 L Anesthesia for External Cephalic H1 Feb03 8 ASA 5.00 5.00 Yes 
Vers1on Procedure 

11100 000 R Aug02 K Sk1n B1opsy Editorial 0.81 0.81 Yes Yes 

11101 zzz R Aug02 K Skin B1opsy Editorial 0.41 0.41 Yes Yes 

20240 010 R May03 Q Musculoskeletal Section Ed1tonal Editorial 3.23 3.23 Yes Yes 
Rev1s1on 

20550 000 R Nov02 N Plantar Fasc1a Injection/Injection of Editorial 0.75 0.75 Yes Yes 
Tngger Po1nts 

20551 000 R Nov02 N Plantar Fasc1a Injection/Injection of Editorial 0.75 0.75 Yes Yes 
Tngger Po1nts 

20552 000 R Nov02 N Plantar Fasc1a Injection/Injection of Editorial 0.66 0.66 Yes Yes 
Tngger Po1nts 

20982 N May03 E C 19 Percutaneous RF Ablation of Bone Sept03 Yes To be 
Tumor Les1ons submitted 

after Sept 
2003 RUC 
Meebng 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
21685 090 N Nov02 0 Hyo1d Myomectomy and 11 Apr03 7 AAO- Yes Carrier 

Suspens1on HNS Price RUC 
to review m 
Sept 2003. 

22532 090 N Nov02 T Lateral Extracavitary Approach J1 Feb03 11 AANS- 24.00 24.00 Yes 
TechmqueNertebral Carpectomy CNS, 
and Arthrodesis 

NASS 

22533 090 N Nov02 T Lateral Extracav1tary Approach J2 Feb03 11 AANS- 23.12 23.12 Yes 
TechmqueNertebral Carpectomy CNS, 
and ArthrodeSIS 

NASS 

22534 zzz N Nov02 T Lateral Extracav1tary Approach J3 Feb03 11 AANS- 6.00 6.00 Yes 
TechmqueNertebral Carpectomy CNS, 
and Arthrodesis 

NASS 

26356 090 R Aug02 22 Secondary Hand Surgery Editorial 8.07 8.07 Yes Yes 

26357 090 R Aug02 22 Secondary Hand Surgery Editorial 8.58 8.58 Yes Yes 

31622 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 2.78 2.78 Yes Yes 
ATS 

31623 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 2.88 2.88 Yes Yes 
ATS 

31624 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 2.88 2.88 Yes Yes 
ATS 

31625 000 R Nov02 D Transbronch1al B1opsy Procedures K1 Apr03 8 ACCP/ 3.37 3.37 Yes Yes 
ATS 

31628 000 R Nov02 D Transbronch1al B1opsy Procedures K2 Apr03 8 ACCP/ 3.81 3.81 Yes Yes 
ATS 

31629 000 R Nov02 D Transbronch1al B1opsy Procedures K3 Apr03 8 ACCP/ 4.10 4.10 Yes 
ATS 

........................ lilllllll.llllll.ll·ll············································································ .. ········································· Wednesday, May 28, 2003 Page 2 of 20 



CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
31630 000 R Nov02 D TrijnsbronchJal Biopsy Procedures Apr03 8 ACCP/ 3.82 3.82 Yes Yes 

ATS 

31631 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 4.37 4.37 Yes Yes 
ATS 

31632 zzz N Nov02 D Transbronch1al B1opsy Procedures K4 Apr03 8 ACCP/ 1.03 1.03 Yes 
ATS 

31633 zzz N Nov02 D Transbronch1al Biopsy Procedures K5 Apr03 8 ACCP/ 1.32 1.32 Yes 
ATS 

31635 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 3.68 3.68 Yes Yes 
ATS 

31640 000 R Nov02 D Transbronch1al B1opsy Procedures Apr03 8 ACCP/ 4.94 4.94 Yes Yes 
ATS 

33310 090 R Feb03 9 Exploratory Cardiotomy Codes U1 Apr03 9 STS 18.51 18.51 Yes Yes 

33315 090 R Feb03 9 Exploratory Cardiotomy Codes U2 Apr03 9 STS 22.37 22.37 Yes Yes 

34805 090 N Feb03 1A Endovascular Repair of Abdommal V1 Apr03 10 AAVS/ 21.88 21.88 Yes 
Aort1c Aneurysm SVS, 

ACR 

35510 090 N Feb03 Q Upper Extremity Bypass Graft W1 Apr03 11 AAVS/ 23.00 23.00 Yes 
svs 

35512 090 N Feb03 Q Upper Extremity Bypass Graft W2 Apr03 11 AAVS/ 22.50 22.50 Yes 
svs 

35522 090 N Feb03 Q Upper Extremity Bypass Graft W3 Apr03 11 AAVS/ 21.76 21.76 Yes 
svs 

35525 090 N Feb03 Q Upper Extremity Bypass Graft W4 Apr03 11 AAVS/ 20.63 20.63 Yes 
svs 

••••••••••••••••••••••••m••••••••••••••••••n•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
35697 zzz N Feb03 R Re-implantat1on of V1sceral Artery M1 Apr03 12 AAVS/ 4.25 3.00 Yes 

svs 
36400 XXX R Aug02 L Ped1atnc Venipuncture Editorial 0.38 0.38 Yes Yes 

36405 XXX R Aug02 L Pediatric Venipuncture Editorial 0.31 0.31 Yes Yes 

36406 XXX R Aug02 L Ped1atnc Venipuncture Editorial 0.18 0.18 Yes Yes 

36410 XXX R Aug02 L Ped1atnc Venipuncture Editorial 0.18 0.18 Yes Yes 

36488 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36489 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36490 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36491 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36493 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36530 010 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36531 010 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36532 010 D Feb03 IJ Central Venous Access Device Deleted Yes 

36533 010 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36534 010 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36535 010 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36536 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

36537 000 D Feb03 IJ Central Venous Access Dev1ce Deleted Yes 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
36555 000 N Feb03 IJ Central Venous Access Dev1ce L1 Apr03 13 ACR, 2.68 2.68 Yes 

ASA, 
SIR 

36556 000 N Feb03 IJ Central Venous Access Dev1ce L2 Apr03 13 ACR, 2.50 2.50 Yes 
ASA, 
SIR 

36557 010 N Feb03 IJ Central Venous Access Device L3 Apr03 13 ACR, 5.10 5.10 Yes 
ACS, 
APSA, 
SIR 

36558 010 N Feb03 IJ Central Venous Access Device L4 Apr03 13 ACR, 4.80 4.80 Yes 
ACS, 
APSA, 
SIR 

36560 010 N Feb03 IJ Central Venous Access Dev1ce L5 Apr03 13 ACR, 6.25 6.25 Yes 
ACS, 
APSA, 
SIR 

36561 010 N Feb03 IJ Central Venous Access Device L6 Apr03 13 ACR, 6.00 6.00 Yes 
ACS, 
APSA, 
SIR 

36563 010 N Feb03 IJ Central Venous Access Device L7 Apr03 13 ACR, 6.20 6.20 Yes 
ACS, 
APSA, 
SIR 

36565 010 N Feb03 IJ Central Venous Access Device L8 Apr03 13 ACR, 6.00 6.00 Yes 
ACS, 
APSA, 
SIR 

.................................................................................................................................................................. 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
36566 010 N Feb03 IJ Central Venous Access Dev1ce L9 Apr03 13 ACR, 6.50 6.50 Yes 

ACS, 
APSA, 
SIR 

36568 000 N Feb03 IJ Central Venous Access Dev1ce L10 Apr03 13 ACR, 1.92 1.92 Yes 
ACS, 
APSA, 
SIR 

36569 000 N Feb03 IJ Central Venous Access Dev1ce L11 Apr03 13 ACR, 1.82 1.82 Yes 
ACS, 
APSA, 
SIR 

36570 010 N Feb03 IJ Central Venous Access Device L12 Apr03 13 ACR, 5.32 5.32 Yes 
ACS, 
APSA, 
SIR 

36571 010 N Feb03 IJ Central Venous Access Dev1ce L13 Apr03 13 ACR, 5.30 5.30 Yes 
ACS, 
APSA, 
SIR 

36575 000 N Feb03 IJ Central Venous Access Dev1ce L14 Apr03 13 ACR, 0.67 0.67 Yes 
SIR 

36576 010 N Feb03 IJ Central Venous Access Dev1ce L15 Apr03 13 ACR, 3.19 3.19 Yes 
SIR 

36578 010 N Feb03 IJ Central Venous Access Dev1ce L16 Apr03 13 ACR, 3.50 3.50 Yes 
SIR 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
36580 000 N Feb03 IJ Central Venous Access Dev1ce L17 Apr03 13 ACR, 1.31 1.31 Yes 

ACS, 
APSA, 
SIR 

36581 010 N Feb03 IJ Central Venous Access Dev1ce L18 Apr03 13 ACR, 3.44 3.44 Yes 
SIR 

36582 010 N Feb03 IJ Central Venous Access Dev1ce L19 Apr03 13 ACR, 5.20 5.20 Yes 
SIR 

36583 010 N Feb03 IJ Central Venous Access Dev1ce L20 Apr03 13 ACR, 5.25 5.25 Yes 
SIR 

36584 000 N Feb03 IJ Central Venous Access Dev1ce L21 Apr03 13 ACR, 1.20 1.20 Yes 
SIR 

36585 010 N Feb03 IJ Central Venous Access Dev1ce L22 Apr03 13 ACR, 4.80 4.80 Yes 
SIR 

36589 010 N Feb03 IJ Central Venous Access Device L23 Apr03 13 ACR, 2.27 2.27 Yes 
ACS, 
APSA, 
SIR 

36590 010 N Feb03 IJ Central Venous Access Dev1ce L24 Apr03 13 ACR, 3.30 3.30 Yes 
ACS, 
APSA, 
SIR 

36595 010 N Feb03 IJ Central Venous Access Dev1ce L25 Apr03 13 3.60 3.60 Yes Renumbered 
Code from 
36536 

36596 010 N Feb03 IJ Central Venous Access Dev1ce L26 Apr03 13 0.75 0.75 Yes Renumbered 
Code from 
36537 

................................................................................................................................................................. 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-••11111!11••-··-··-··-··-··-··-··-··-··-··-··-· 
36597 000 N May03 EC28 Central Venous Access Dev1ce L29 Apr03 13 ACR, 1.21 1.21 Yes Renumbered 

SIR Code from 
36493 

36838 090 N Feb03 p D1stal Revasculanzatlon and Y1 Apr03 14 AAVS/ 20.63 20.63 Yes 
Interval L1gat1on svs 

37765 090 N Feb03 s Vancose Vein Stab Phlebectomy Z1 Apr03 15 AAVS/ 7.35 7.35 Yes 
svs 

37766 090 N Feb03 s Vancose Vem Stab Phlebectomy Z2 Apr03 15 AAVS/ 9.30 9.30 Yes 
svs 

37785 090 R Feb03 s Vancose Ve1n Stab Phlebectomy Z3 Apr03 15 AAVS/ 3.84 3.84 yes Yes 
svs 

38208 XXX R Nov02 EC24 Bone Marrow Procedures X4 Apr03 16 ASH 0.56 0.56 Yes lntenm 

38209 XXX R Nov02 EC24 Bone Marrow Procedures X5 Apr03 16 ASH 0.24 0.24 Yes lntenm. Will 
need to be 
re-exam1ned 
due to code 
reVISIOn 

43235 000 R Feb03 v Esophagogastroduodenoscopy Apr03 17 AGA, 2.39 2.39 Yes Yes 
w1th Ultrasound Exam1nat1on ASGE 

43237 000 N Feb03 v Esophagogastroduodenoscopy AA1 Apr03 17 AGA, 3.99 3.99 Yes 
w1th Ultrasound Exam1nat1on ASGE 

43238 000 N Feb03 v Esophagogastroduodenoscopy AA2 Apr03 17 AGA, 5.03 5.03 Yes 
w1th Ultrasound Exam1nat1on ASGE 

43242 000 R Feb03 v Esophagogastroduodenoscopy AA3 Apr03 17 AGA, 7.31 7.31 yes Yes 
w1th Ultrasound Exam1nat1on ASGE 

43259 000 R Feb03 v Esophagogastroduodenoscopy AA4 Apr03 17 AGA, 5.20 5.20 Yes 
w1th Ultrasound Exam1nat1on ASGE 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• iillllll.lllilllll 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
lll-11-ll-ll-tl-ll-ll-ll-ll-ll-ll-ll-11-ll-ll-ll-ll-ll-ll-ll-11-ll-11-ll-ll-ll-ll-ll-ll-11-ll-ll-ll-11-lt-11-II-11-II-II-II-II-II-11-II-II-II-II-II-IIICIIII-II-II-I 

43752 XXX R Feb03 EC-X Naso- or Oro-gastric Tube 01 Feb03 13 ACR, 0.82 0.82 Yes 
Placement ACS 

47133 XXX R Feb03 w L1v1ng Donor Hepatectomies 881 Apr03 18 ACS Yes Carner Pnce 

47134 XXX D Feb03 w L1v1ng Donor Hepatectomies Deleted 18 ACS Yes 

47140 090 N Feb03 w L1v1ng Donor Hepatectomies 882 Apr03 18 ACS 55.00 55.00 Yes 

47141 090 N Feb03 w L1v1ng Donor Hepatectomies 883 Apr03 18 ACS 67.50 67.50 Yes 

47142 090 N Feb03 w L1v1ng Donor Hepatectomies 884 Apr02 18 ACS 75.00 75.00 Yes 

53500 090 N May02 J Urethrolys1s A1 Sept02 12 AUA 12.21 12.21 Yes 

57425 090 N Feb03 y Laproscopic Colpopexy CC1 Apr03 19 ACOG 15.75 15.75 Yes 

58340 XXX R Nov02 v Radiology Ed1tonal Rev1s1ons Editorial 0.88 0.88 Yes Yes 

59070 000 N Feb03 z lntrautenne Fetal Surgical 004 Apr03 20 ACOG, Yes Carrier Price 
Procedures ASPS RUCto 

rev1ew 1n 

September 
2003 

59072 000 N Feb03 z lntrautenne Fetal Surgical 002 Apr03 20 ACOG, Yes Carrier Pnce 
Procedures APSA RUCto 

review 1n 
September 
2003 

59074 000 N Feb03 z lntrautenne Fetal Surg1cal 003 Apr03 20 ACOG, Yes Carrier Pnce. 
Procedures ASPS RUCto 

review 1n 

September 
2003 

59076 000 N Feb03 z lntrautenne Fetal Surg1cal 001 Apr03 20 ACOG, Yes Carner Pnce 
Procedures APSA RUCto 

review 1n 

September 
2003 

lllllllllllllllllllllllllllllllllllllllllllllllllllillllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll!llllliillllllllllllllllllllllllllllllll 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 

···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
59897 yyy N Feb03 z lntrautenne Fetal Surg1cal DD5 Apr03 20 ACOG, Yes Carner Pnce 

Procedures ASPS RUCto 
rev1ew 1n 
September 
2003. 

61537 090 N Nov02 s Limited Temporal Lobe Resection N1 Apr03 21 AANS/ 25.00 25.00 Yes 
and Lobectomy Without CNS 
Corticography 

61538 090 R Nov02 s L1m1ted Temporal Lobe Resect1on Apr03 21 AANS/ 26.81 26.81 Yes Yes 
and Lobectomy w1thout CNS 
Cort1cography 

61539 090 R Nov02 s Llm1ted Temporal Lobe Resection Apr03 21 AANS/ 32.08 32.08 Yes Yes 
and Lobectomy w1thout CNS 
Cort1cography 

61540 090 N Nov02 s L1m1ted Temporal Lobe Resection N2 Apr03 21 AANS/ 30.00 30.00 Yes 
and Lobectomy Without CNS 
Cort1cography 

61543 090 R Nov02 s L1m1ted Temporal Lobe Resect1on Apr03 21 AANS/ 29.22 29.22 Yes Yes 
and Lobectomy Without CNS 
Cort1cography 

61566 090 N Nov02 s L1m1ted Temporal Lobe Resection N3 Apr03 21 AANS/ 31.00 31.00 Yes 
and Lobectomy Without CNS 
Cort1cography 

61567 090 N Nov02 s L1m1ted Temporal Lobe Resection N4 Apr03 21 AANS/ 35.50 35.50 Yes 
and Lobectomy w1thout CNS 
Cort1cography 

61862 090 D Feb03 1 Deep Bra1n Stimulation Apr03 22 AANS/ Yes 
CNS 

61863 090 N Feb03 1 Deep Brain St1mulat1on EE1 Apr03 22 AANS/ 19.00 19.00 Yes 
CNS 

61864 zzz N Feb03 1 Deep Bra1n St1mulat1on EE2 Apr03 22 AANS/ 4.50 4.50 Yes 
CNS 

111.11.11.11.11.11.111111.11.11·11·111111.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.11.111111.111111111111111.111111111111111111.11.1 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
61867 090 N Feb03 1 Deep Bra1n Stimulation EE3 Apr03 22 AANS/ 33.00 31.34 Yes 

CNS 

61868 zzz N Feb03 1 Deep Bra1n Stimulation EE4 Apr03 22 AANS/ 8.00 7.92 Yes 
CNS 

63101 090 N Nov02 T Lateral Extracav1tary Techmque J4 Feb03 11 AANS/ 32.00 32.00 Yes 
Vertebral Carpectomy and CNS 
Arthrodesis 

63102 090 N Nov02 T Lateral Extracavitary Technique J5 Feb03 11 AANS/ 32.00 32.00 Yes 
Vertebral Carpectomy and CNS 
Arthrodesis 

63103 zzz N Nov02 T Lateral Extracav1tary Techmque J6 Feb03 11 AANS/ 5.00 5.00 Yes 
Vertebral Carpectomy and CNS 
Arthrodesis 

63173 090 R Aug02 0 Laminectomy Dra1nage to Pleural Editorial 21.99 21.99 Yes Yes 
Space (Rev1s1on to 63173) 

64449 010 N Feb03 2 Lumbar and Supenor Hypogastric FF1 Apr03 23 AAPM, 3.15 3.00 Yes 
Plexus Injection and Destruction ASA 

64517 000 N Feb03 2 Lumbar and Supenor Hypogastnc FF2 Apr03 23 AAPM, 2.20 2.20 Yes 
Plexus Injection and Destruction ASA 

64680 010 R Feb03 2 Lumbar and Supenor Hypogastnc Apr03 23 AAPM, 2.62 2.62 Yes Yes 
Plexus Injection and Destruction ASA 

64681 010 N Feb03 2 Lumbar and Supenor Hypogastnc FF3 Apr03 23 AAPM, 3.55 3.55 Yes 
Plexus Injection and Destruction ASA 

65780 090 N Nov02 u Ammot1c Membrane Transplant 01 Feb03 15 AAO, 10.25 10.25 Yes 
CLSA 

65781 090 N Nov02 u AmniOtiC Membrane Transplant 02 Feb03 15 AAO, 17.67 17.67 Yes 
CLSA 

65782 090 N Nov02 u Ammot1c Membrane Transplant 03 Feb03 15 AAO, 15.00 15.00 Yes 
CLSA 

........................ Iiiii··························································································· .. ········································· Wednesday, May 28, 2003 Page 11 of 20 



CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··--··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··11111··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
67912 090 N Feb03 3 Upper Eyelid Load Implantation GG1 Apr03 24 AAO 6.75 5.68 Yes 

67916 090 R Aug02 p Blelpharosplasty Editorial 5.31 5.31 Yes Yes 

67917 090 R Aug02 p Blelpharosplasty Editorial 6.02 6.02 Yes Yes 

67923 090 R Aug02 p Blelpharosplasty Editorial 5.88 5.88 Yes Yes 

67924 090 R Aug02 p Blelpharosplasty Editorial 5.79 5.79 Yes Yes 

68371 010 N Nov02 u Ammot1c Membrane Transplant 04 Feb03 15 AAO,C 4.90 4.90 Yes 
LSA 

70250 XXX R Nov02 v Radiology Ed1tonal Rev1s1ons Editorial 0.24 0.24 Yes Yes 

70260 XXX R Nov02 v Radiology Ed1tonal Rev1s1ons Editorial 0.34 0.34 Yes Yes 

70557 XXX N Nov02 6 Intraoperative MRI P1 Apr03 26 AANS/ 3.20 2.90 Yes 
CNS, 
ACR, 
ASNR 

70558 XXX N Nov02 6 Intraoperative MRI P2 Apr03 26 AANS/ 3.20 3.20 Yes 
CNS, 
ACR, 
ASNR 

70559 XXX N Nov02 6 Intraoperative MRI P3 Apr03 26 AANS/ 3.20 3.20 Yes 
CNS, 
ACR, 
ASNR 

72270 XXX R Nov02 V Radiology Ed1tonal Rev1s1ons Editorial 1.33 1.33 Yes Yes 

75860 XXX R May03 EC20 Venography Editorial 1.14 1.14 Yes Yes 

75901 XXX R Feb03 IJ Central Venous Access Dev1ce Apr03 13 ACR, 0.49 0.49 Yes Yes 
SIR 

III.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II.II·II·II.II.II.II.II.II.II.II.II.II.II.II.IICIIIBII.II.II.II.II.II.I 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
75902 XXX R Feb03 IJ Central Venous Access Device Apr03 13 ACR, 0.39 0.39 Yes Yes 

SIR 

75998 zzz N Feb03 IJ Central Venous Access Dev1ce L27 Apr03 13 ACR, 0.38 0.38 Yes 
SIR 

76082 XXX N May03 EC29 Computer Aided Detection 001 Sept03 Yes To be 
D1agnost1c Mammography submitted 

after Sept 
2003 RUC 
Meet1ng 

76083 XXX N May03 EC29 Computer Aided Detection 002 Sept03 Yes To be 
D1agnost1c Mammography submitted 

after Sept 
2003 RUC 
Meet1ng 

76085 XXX D May03 EC29 Computer A1ded Detection Deleted Yes 
Diagnostic Mammography 

76362 XXX R Feb03 L Radiology Ed1tonal Rev1s1ons Editorial 4.00 4.00 Yes Yes 

76375 XXX R Feb03 L Radiology Ed1tonal Rev1s1ons Editorial 0.16 0.16 Yes Yes 

76394 XXX R Feb03 L Radiology Ed1tonal Rev1s1ons Editorial 4.25 4.25 Yes Yes 

76490 XXX D May03 EC29 Computer Aided Detect1on Deleted Yes 
D1agnost1c Mammography 

76514 XXX N Feb02 1C Corneal Pachymetry Echograpy HH1 Apr03 25 AAO 0.17 0.17 Yes 

76831 XXX R Nov02 v Radiology Ed1tonal Rev1s1ons Editorial 0.72 0.72 Yes Yes 

76872 XXX R Nov02 v Radiology Ed1tonal Rev1s1ons Editorial 0.69 0.69 Yes Yes 

76937 zzz N Feb03 IJ Central Venous Access Dev1ce L28 Apr03 13 ACR, 0.30 0.30 Yes 
SIR 

76940 XXX N Nov02 v Radiology Ed1tonal Revisions Editorial 2.00 2.00 Yes Renumbered 
code from 
76490 

Jll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.ll.II.II.II.IJ.Il.ll.ll.ll.ll.ll.ll.ll.l 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
78800 XXX R Feb03 10 Multiple Day Nuclear Medicine Apr03 27 ACR, 0.66 0.66 Yes Yes 

Whole Body Spect lmag1ng SNM 

78801 XXX R Feb03 10 Multiple Day Nuclear MediCine Apr03 27 ACR, 0.79 0.79 Yes Yes 
Whole Body Spect lmag1ng SNM 

78802 XXX R Feb03 10 Multiple Day Nuclear Med1c1ne 111 Apr03 27 ACR, 0.86 0.86 Yes Yes 
Whole Body Spect lmag1ng SNM 

~ -~8603 XXX ·R-- FebG@-1-G-.• -~Ie D'dyr;Jijclear MedJcJne Apr03 27 ACB t.Da.....=::J.:09 Y.:es=::::::::::::_-Y..es~ _ £ ltAtJ ~ 
Whole Body Specflmagmg--

I ~r.J 
SNM 

r,....._~.~ 

78804 XXX N Feb03 10 Multiple Day Nuclear MediCine 112 Apr03 27 ACR, 1.07 1.07 Yes 
Whole Body Spect lmagmg SNM 

79100 XXX R Feb03 7 Rad1olabled Monoclonal Antibody JJ1 Apr03 28 ACR, 1.32 1.32 Yes Yes 
lnfus1on SNM 

79400 XXX R Feb03 7 Rad1olabled Monoclonal Antibody JJ2 Apr03 28 ACR, 1.96 1.96 Yes Yes 
lnfus1on SNM 

79403 XXX N Feb03 7 Rad1olabled Monoclonal Antibody JJ3 Apr03 28 ACR, 2.25 2.25 Yes 
lnfustion SNM 

83716 XXX R Feb03 12 Lipoprotein Chlolesterol Subclass CLFS No 

84155 XXX R Aug02 R Unne Protem Test CLFS No 

84156 XXX N Aug02 R Unne Protem Test CLFS No 

84157 XXX N Aug02 R Unne Protem Test CLFS No 

84160 XXX R Aug02 R Unne Protem Test CLFS No 

84165 XXX R Aug02 R Unne Protein Test CLFS No 

85055 XXX N Nov02 w Reticulated Platelet Assay CLFS No 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• lillllllllllllilll··········· 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
85396 XXX N Nov02 z Comprehensive Coagulation Q1 Feb03 18 CAP 0.47 0.37 Yes 

Assessment 

87040 XXX R Feb03 14 Bactenal Cultures CLFS No 

87045 XXX R Feb03 14 Bactenal Cultures CLFS No 

87046 XXX R Feb03 14 Bactenal Cultures CLFS No 
\ 

87070 XXX R Feb03 14 Bactenal Cultures CLFS No 

87075 XXX R Feb03 14 Bactenal Cultures CLFS No 

87269 XXX N Feb03 15 Cryptospond1um-G1ard1a Detection CLFS No 

87272 XXX R Feb03 15 Cryptospond1um-G1ard1a Detection CLFS No 

87328 XXX R Feb03 15 Cryptospond1um-G1ard1a Detection CLFS No 

87329 XXX N Feb03 15 Cryptospond1um-G1ard1a Detection CLFS No 

87660 XXX N Feb03 16 Tnchomas Dectect1on by Nucle1c CLFS No 
Ac1d Detection 

88112 XXX N Feb03 18 Cytopathology, Selective Cellular KK1 Apr03 18 CAP 1.18 1.18 Yes 
Enhancement Technique 

88312 XXX R Feb03 19 Spec1al Sta1ns CLFS No 

88313 XXX R Feb03 19 Spec1al Sta1ns CLFS No 

88314 XXX R Feb03 19 Spec1al Stains CLFS No 

88342 XXX R Feb02 EC-T Tumor Morphometry Apr03 30 0.85 0.85 Yes Yes 

88358 XXX R Feb03 EC-T Tumor Morphometry Apr03 30 CAP 1.20 0.95 Yes 

88361 XXX N Feb03 EC-T Tumor Morphometry Apr03 30 CAP 1.35 0.94 Yes 

89055 XXX R Feb03 20 Fecal Leukocytes CLFS No 

.................................................................................................................................................................. 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
89220 XXX N Feb03 20 Reproductive Medicine Laboratory CLFS No Renumbered 

Procedures Code from 
89350 

89225 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 
Procedures Code from 

89355 

89230 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 
Procedures Code from 

89360 

89235 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 
Procedures Code from 

89365 

89240 XXX N Feb03 20 Reproductive Medicine Laboratory CLFS No Renumbered 
Procedures Code from 

89399 

89250 XXX R Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89251 XXX R Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89252 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89256 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89258 XXX R Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89268 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89272 XXX N Feb03 20 Reproductive MediCine Laboratory CLFS No 
Procedures 

89280 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 
Procedures Code from 

89252 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec aslastyear? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
89281 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 

Procedures Code from 
89252 

89290 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89291 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89335 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89342 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89343 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89344 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89346 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89350 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89352 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No Renumbered 
Procedures Code from 

89256 

89353 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89354 XXX N Feb03 20 Reproductive Med1cine Laboratory CLFS No 
Procedures 

89355 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89356 XXX N Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

89360 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

................................................................................................................................................................. 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
89365 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 

Procedures 

89399 XXX D Feb03 20 Reproductive Med1c1ne Laboratory CLFS No 
Procedures 

90655 XXX N Feb03 28 Influenza Vaccine Vaccine No 

90657 XXX R Feb03 28 Influenza Vacc1ne Vaccine No 

90658 XXX R Feb03 28 Influenza Vacc1ne Vaccine No 

90659 XXX D Feb03 2 Influenza Vacc1ne Vaccine No 

90693 XXX N May03 EC25 Vaccines Vaccine No 

90698 XXX N Nov02 3 Tetanus, D1pthena Toxo1d, and Vaccine No 
Acellular Pertussis Vacc1ne 

90703 XXX N May03 EC25 Vaccmes Vaccine No 

90704 XXX N May03 EC25 Vaccines Vaccine No 

90705 XXX N May03 EC25 Vaccines Vaccine No 

90706 XXX N May03 EC25 Vaccmes Vaccine No 

90707 XXX N May03 EC25 Vacc1nes Vaccine No 

90708 XXX N May03 EC25 Vaccmes Vaccine No 

90718 XXX N May03 EC25 Vaccmes Vaccine No 

90727 XXX N May03 EC25 Vaccmes Vaccine No 

90733 XXX N May03 EC35 Vacc1nes Vaccine No 

90734 XXX N Aug02 s Menmgococcal Vaccine Vaccine No 

111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 

···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
91110 XXX N Feb03 23 Capsule Tract lmag1ng MM1 Apr03 31 ASGE, 5.00 3.65 Yes 

AGA 

95990 XXX R Nov02 EC24 Refilling of Implantable Pumps R1 Feb03 19 ASA, 0.00 0.00 Yes Yes 
AAPM 

95991 XXX N Nov02 EC24 Refillmg of Implantable Pumps R2 Feb03 19 ASA, 0.77 0.77 Yes 
AAPM 

99024 XXX R Feb03 EC-0 Spec1al Serv1ces, Procedures, and Editorial Yes 
Reports 

99025 XXX D Feb03 EC-0 Spec1al Serv1ces, Procedures, and Deleted Yes 
Reports 

99050 XXX R Aug02 HIW Special Services After Hours Editorial Yes 

99293 XXX R May03 E Pediatric Cnt1cal Care/Neonatal Editorial 16.00 16.00 Yes Yes 
Cnt1cal Care 

99294 XXX R May03 E Ped1atnc Cntlcal Care/Neonatal Editorial 8.00 8.00 Yes Yes 
Cntlcal Care 

99295 XXX R May03 E Pediatric Cnt1cal Care/Neonatal Editorial 16.00 16.00 Yes Yes 
Cntical Care 

99296 XXX R May03 E Ped1atnc Cntlcal Care/Neonatal Editorial 8.00 8.00 Yes Yes 
Cnt1cal Care 

99512 XXX R Aug02 HIW Home V1s1t Serv1ces HHA No 

99551 XXX D Aug02 HIW Home Infusion Codes HHA No 

99552 XXX D Aug02 HIW Home Infusion Codes HHA No 

99553 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99554 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99555 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99556 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

................................................................................................................................................................. 
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CPT Global Coding CPT CPT Issue Tracking RUC RUCS.S. Specialty RUC Same RVU MFS Comments 
Code Period Change Date Tab Number Date Tab Rec Rec as last year? 
···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
99557 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99558 XXX D Aug02 HIW Home Infusion Codes HHA No 

99559 XXX D Aug02 HIW Home Infusion Codes HHA No 

99560 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99561 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99562 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99563 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99564 XXX D Aug02 HIW Home Infusion Codes HHA No 

99565 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99566 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99567 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99568 XXX D Aug02 HIW Home Infusion Codes HHA No 

99569 XXX D Aug02 HIW Home lnfus1on Codes HHA No 

99601 XXX N Aug02 HIW Home Infusion Codes HHA No 

99602 zzz N Aug02 HIW Home lnfus1on Codes HHA No 

..................................................................................................................................................... ,.,, ..... ,., 
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AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

February 2003 

Anesthesia Services: Mediastinoscopy and Diagnostic Thoracoscopy 

CPT revised existing code 00528 and created a new CPT code 00529 to differentiate between utilizing one lung ventilation and not 
utilizing one lung ventilation for anesthesia for closed chest procedures; mediastinoscopy and diagnostic thoraacopy. When single 
lung ventilation is used for diagnostic thoracoscopy and surgical thoracoscopy the anesthesia procedure is more complex, therefore, a 
new code was created to describe the procedure using one lung ventilation. Technical advances have allowed for an increasing use of 
one-lung ventilation, therefore a new code was needed. 

00528 
Because the anesthesia codes are valued using a different system utilizing base units and time, the RUC concluded that the best way to 
determine the proper base units for these codes is to compare the recommended values to other anesthesia codes to determine if the 
relativity. The RUC could not value the code in any other manner such as a comparison to non-anesthesia codes since the base units 
contain physician work, practice expense and PLI and are used with time units as well. For CPT code 00528 mediastinoscopy and 
diagnostic thoracoscopy not utilizing one lung ventilation, the specialty recommended that the base unit remain at a value of 8 base units. 
In comparison to the reference code 00540 Anesthesia for thoracoscopy procedures involving lungs, pleura, diaphragm, and 
mediastinum (including surgical thoracoscopy); not otherwise specified (base unit 12), the RUC felt that the recommended value of base 
units was appropriate given the differences in work between the two codes and also in comparison to the recommended value of 11 base 
units for the new code 00529 mediastinoscopy and diagnostic thoracoscopy utilizing one lung ventilation. The RUC also reviewed 
other anesthesia codes with base units of 8 to ensure that the recommended value for CPT code 00528 is appropriate. In addition, ASA 
stated that the vast majority of the coding for 00528 are for mediastinoscopy and not the more difficult diagnostic thoracoscopy. 
Therefore the base units should not change due to the coding revisions that specify the diagnostic thoracoscopy not utilizing one lung 
ventilation. 

The RUC recommends a base unit of 8 for code 00528. 

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



00529 
The recommended base units for the new code 00529 Anesthesia for closed chest procedures; mediastinoscopy and diagnostic 
thoracoscopy utilizing one lung ventilation was reviewed primarily in comparison to code 00528. The RUC also compared the 
recommended value to the reference service CPT code 00541 Anesthesia for thoracotomy procedures involving lungs, pleura, 
diaphragm, and mediastinum (including surgical thoracoscopy); utilizing one lung ventilation (base unit 15). Also the code was 
compared to CPT code 00210 Anesthesia for intracranial procedures;not otherwise specified (base unit 11). The RUC concluded that 
the recommended value was appropriate as it reflected the additional work of utilizing one lung ventilation in comparison to CPT code 
00528. 

The RUC recommends a base unit of 11 for code 00529. 

CPT Code Track CPT Descriptor Global Base Unit 
(•New) ing Period Recommendation 

Num-
ber 

00520 Anesthesia for closed chest procedures; (including bronchoscopy) not 
otherwise specified 

00522 needle biopsy of pleura 

00524 pneumocentesis 

~00528 G1 mediastinoscopy and diagnostic XXX 8 
thoracoscopy not utilizing one lung 
ventilation 

•00529 G2 mediastinoscopy and diagnostic XXX 11 
thoracoscopy utilizing one lung 
ventilation 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:_. 00528 

CPT Code: _.00528 Tracking Number: Gl Global Period: XXX Recommended Base Unit Value: 8 

CPT Descriptor: Anesthesia for closed chest procedures; mediastinoscopy and diagnostic thoracoscopy not 
utilizing one lung ventilation 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year old male with a 30-year history of smoking, coronary artery disease and mild 
COPD presents with large perihilar masses on chest radiograph and CT. No distinct masses are present in the 
lungs. Lung washings are non-diagnostic. The patient has well-controlled hypertension and no recent angina. 
Current medications include an antihypertensive agent and a bronchodilator. ECG shows evidence of an old 
infarction but no acute changes. Hemoglobin is slightly elevated and electrolytes are within normal limits. He is 
scheduled for a diagnostic mediastinoscopy with biopsy under general anesthesia. 

Description of Pre-Service Work: 
• Pre-operative visit and evaluation of cardiovascular, neurological and pulmonary systems 
• Review surgeon's history and physical and any notes from consultants 
• Review of pulmonary function tests, ECG, laboratory tests, medications, allergies and past medical and 

surgical history 
• Explain anesthetic options and risks to patient, answer questions and obtain consent 
• Prepare anesthetic drugs 
• Check anesthesia machine is operating per manufacturer's guidelines 

Description of Intra-Service Work: 
• Obtain intravenous access 
• Transport patient to OR, apply routine monitors and confirm placement after patient is positioned on OR 

table 
• Preoxygenation by mask 
• Induction of anesthesia with intravenous lidocaine, fentanyl, propofol and a neuromuscular blocking agent 
• Insertion of endotracheal tube -- confirm position and secure with tape 
• Protection of eyes, extremities, and pressure points 
• Delivery of inhalational and intravenous anesthetics 

o constant attention to vital signs 
o constant monitoring of oxygenation and respiratory status and degree of neuromuscular block 
o intervention to maintain normothermia, regulation of depth of anesthesia and control of BP and 

cardiac output. IV fluids given to maintain hydration and treat hypotension 
• Prepare for emergence 

o inhalation agents withdrawn and residual neuromuscular blockage reversed using 
anticholinesterase and anticholinergic drugs 

o extubate trachea after determining adequacy of spontaneous ventilation 
• Patient moved to stretch and transferred with supplemental oxygen by facemask to PACU 

Description of Post-Service Work: 
• Vital signs checked and level of consciousness is determined 
• Assessment of airway maintenance; patient's ability to handle secretions and adequacy of ventilation 
• Additional analgesics ordered as needed 
• History of procedure and patient's history provided to PACU nurse 
• Determine when patient is fit to be turned over to PACU care 



CPT Code:•00528 

SURVEY DATA 

Presenter(s): Karl E. Becker, M.D., James D. Grant, M.D. 

Specialty(s): American Society of Anesthesiologists 

CPT Code: 
• 00528 Anesthesia for closed chest procedures; mediastinoscopy and diagnostic 
thoracoscopy not utilizina one lun ventilation 

Sample Size: 130 Resp no: 41 Resp %: 31% 

Sample Type: Panel 

Low 25th octl Median 75th octl Hj_g_h 

Survey Base Unit Value: 5 8 10 12 

Pre-Service Evaluation Time: 30 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 20 60 80 90 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 15 Included 

Critical Care time/visit(s): 

Other Hospital time/visit(s): Included 

Discharge Day Mgmt: 

Office time/visit(s): 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

18 

130 

2 



KEY REFERENCE SERVICE: 

CPT Code 
00540 

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

Global 
XXX 

CPT Code:.00528 

Base Unit Value 
12 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key 
CPT Code: Reference 

CPT Code: 
• 00528 00540 

I Median Pre-Service Time II 30 II 30 

I Median Intra-Service Time II 80 II 120 

Median Immediate Post-service Time 15 30 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 125 180 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean} 

The number of possible diagnosis and/or the number of 3.59 II 3.74 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.66 II 3.83 
tests, and/or other information that must be reviewed and 
analyzed 

I Urgency of medical decision making II 3.63 II 3.83 

Technical Skill/Physical Effort (Mean} 

I Technical skill required II 3.34 II 3.70 

I Physical effort required II 3.24 II 3.52 

3 



CPT Code: A. 00528 

Psychological Stress (Mean} 

The risk of significant complications, morb1d1ty and/or mortality 3.95 II 4.00 

I Outcome depends on the skill and judgement of physician II 3.76 II 3.83 

Estimated risk of malpractice suit with poor outcome 3.56 II 3.61 

Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.46 II 3.52 

I Intra-Service intensity/complexity II 3.61 II 3.83 

I Post-Service intensity/complexity II 3.12 II 3.43 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The ASA reached its final conclusion after evaluation of this procedure by the ASA RVS committee and 
consideration of the similarities and dis-similarities of this procedure with the key reference service. 

We are recommending 8 base units for this code. This code had not been subject of a RUC survey prior to this 
revision. The recommended value is equal to the 25m percentile and lower than the survey mean of 9.88. Most of 
the respondents agreed that the vignette described their typical patient however several noted that their typical 
patient would be sicker with more co-morbid conditions. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

4 



CPT Code: A-00528 
2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 

codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? __ __,0"""0'-"'5.!:::02""-8 ______ (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology _x_ Commonly Sometimes ___ Rarely 

Specialty __________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology Frequency_25,000 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 12,500 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? ~Yes No 

5 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:•00529 

CPT Code: •00529 Tracking Number: G2 Global Period: XXX Recommended lBase Unit Value: 11 

CPT Descriptor: Anesthesia for closed chest procedures; mediastinoscopy and diagnostic thoracoscopy 
utilizing one lung ventilation 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year old man presents with six-month history of lower lateral chest wall pain and 
shortness of breath. Chest X-ray shows pleural thickening of the entire lateral chest wall. He is taken to the 
operating room for diagnostic thoracoscopy under general anesthesia, which reveals mesiothelioma. 

Description of Pre-Service Work: 
• Pre-operative visit and evaluation of cardiovascular, neurological, and pulmonary systems 
• Review of surgeon's history and physical and any notes from consultants 
• Review of pulmonary function tests, ECG, laboratory tests, medications, allergies and past medical and 

surgical history 
• Explain anesthetic options and risks to patient, answer questions and obtain consent 
• Prepare anesthetic drugs 
• Check anesthesia machine is operating per manufacturer's guidelines 
• Prepare equipment and supplies for endobronchial intubation including fiberoptic bronchoscope 

Description of Intra-Service Work: 
• Obtain intravenous access 
• Administer pre-medication (sedation, anti-aspiration, anti-asthmatic drugs, etc) 
• Transport patient to OR, apply routine monitors and confirm placement after patient is positioned on or 

table 
• Preoxygenation by mask 
• Induction of anesthesia with intravenous lidocaine, fentanyl, propofol and a neuromuscular blocking agent 
• Insertion of endobronchial tube -- confmn position with fiberoptic bronchoscope and auscultation and 

secure with tape 
• Protection of eyes, extremities and pressure points 
• Position in lateral decubitus position 
• Reconfirm endobronchial tube placement with fiberoptic bronchoscopy and auscultation. Adjust 

ventilation parameters as required by change in patient position 
• Delivery of inhalational and intravenous anesthetics 

o constant attention to vital signs 
o constant monitoring of oxygenation and respiratory status and degree of neuromuscular block 
o initiate single lung ventilation, adjust ventilator settings, assure normoxia and normocarbia. 

Application of CPAP and/or PEEP as needed 
o intervention to maintain normothermia, regulation of depth of anesthesia and control of BP and 

cardiac output. IV fluids given to maintain hydration and treat hypotension 
• Prepare for emergence 

o resume two-lung ventilation, manage atelectasis 
o inhalation agents withdrawn and residual neuromuscular blockage reversed using 

anticholinesterase and anticholinergic drugs 
o extubate trachea after determining adequacy of spontaneous ventilation 

• Patient moved to stretcher and transferred with supplemental oxygen by facemask to PACU 



CPT Code:•00529 

Description of Post-Service Work: 
• Vital signs checked and level of consciousness is determined 
• Assessment of airway maintenance; patient's ability to handle secretions and adequacy of ventilation 
• Additional analgesics ordered as needed 
• History of procedure and patient's history provided to P ACU nurse 
• Determine when patient is fit to be turned over to PACU care 

SURVEY DATA 

Presenter(s): Karl E. Becker, M.D., James D. Grant, M.D. 

Specialty(s): American Society of Anesthesiologists 

CPT Code: 
•00529 Anesthesia for closed chest procedures; mediastinoscopy and diagnostic 
thoracoscopy utilizing one lung ventilation 

Sample Size: 130 Resp no: 41 Resp %: 31% 

Sample Type: Panel 

Low 25th pctl Median 75th pctl H!g_h 

Survey Base Unit Value: 6 12 14 15 

Pre-Service Evaluation Time: 30 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 25 80 90 120 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 20 Included 

Critical Care time/visit(s): 

Other Hospital time/visit(s): Included 

Discharge Day Mgmt: 

Office time/visit(s): 
.. 

*Phys1c1an standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

20 

240 

2 



KEY REFERENCE SERVICE: 

CPT Code 
00541 

CPT Descriptor 
Anesthesia for thoracotomy procedures involving 
lungs, pleura, diaphragm, and mediastinum (including 
surgical thoracoscopy); utilizing one lung ventilation 

Global 
XXX 

CPT Code: •00529 

Base Unit Value 
15 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

• 00529 00541 

I Median Pre-Service Time II 30 II * 30 

I Median Intra-Service Time II 90 II * 150 

Median Immediate Post-service Time 20 * 22.5 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 140 202.5 

* Code 00541 is not included in version 4.02 of the RUC database. Times for this reference 
service have been taken from the work summary presented to the RUC in April 2002 for code 00541. 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 reviewed and 
analyzed 

.___3_.9_3 _ _.11.___4_.1_9 _ _, 

~....,__4_.0_5 _ _.11~---_4_._19_-' 

Ll u_r..:::g_en_c:_y_of_m_ed_ic_a_l d_ec_i_si_on_m_ak_i....:ng::..,_ _______ --JII L __ 4_.0_2 _ _.1 .... 1 __ 4_.3_4 _ ___. 

Technical Skill/Physical Effort (Mean} 

I Technical skill required II 4.46 II 4.59 

I Physical effort required II 4.05 II 4.22 

3 



CPT Code: •00529 

Psychological Stress (Mean} 

The risk of significant complications, morbidity and/or mortality 4 29 II 4.56 

I Outcome depends on the skill and Judgement of physician II 4.32 II 4.53 

I Estimated risk of maJpractice smt with poor outcome II 3.85 II 3.97 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
• 00529 Service 

00541 
Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.83 II 4.13 

I Intra-Service intensity/complexity II 4 17 II 4.53 

I Post-Service intensity/complexity II 3.59 II 3.81 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. Ifyour society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The ASA reached its final conclusion after evaluation of this procedure by the ASA RVS committee and 
consideration of the similarities and dis-similarities of this procedure with the key reference service. 

After review of the survey results and comparing the relationship of 00528 and 00529 with that of 00540 and 
00541, ASA is recommending 11 base units for code 00529. While this value is slightly less than the 25m 
percentile, it preserves an appropriate rank order of the base units assigned to these codes. Some of the 
respondents felt that the typical patient would have co-morbidities such as COPD and CAD. 

4 



CPT Code:•00529 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? __ ...o::00=52,8~ __________ (if unlisted code, please ensure 
that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology __L Commonly Sometimes __ Rarely 

Specialty __________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the nwnber of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology Frequency _7 ,000 __ 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 3,500 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? _X_ Yes No 

5 



01173 

AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Anesthesia for Pelvic Acetabular Fracture 

The CPT Editorial Panel approved a new code to describe the provision of anesthesia for patients who have sustained an injury that 
disrupts the pelvic circle. These patients are typically multiple trauma victims with multiple and significant injuries and acute co
morbidities that directly influence their anesthetic care and a new code is needed to accurately describe the anesthesia work. The RUC 
suggested changes to the CPT descriptor to reflect that the anesthesia is for acetabular fractures and the CPT Editorial panel 
subsequently agreed to the following descriptor for code 01173: Anesthesia for open repair of fracture disruption of pelvis or column 
fracture involving acetabulum. The RUC felt that such a descriptor more closely matched the vignette used to value the code since 
the base unit value should reflect the anesthesia work involved with a trauma victim that requires complex anesthetic management. 

The RUC focused on placing the new code 01173 in proper rank order with other ASA codes since the Anesthesia codes are valued on 
a different scale than all other codes in the RBRVS. The new code intensity measures were examined in comparison to the reference 
code 01215 Anesthesia for open procedures involving hip joint; revision of total hip arthroplasty, (base unit = 1 0) and determined that 
the higher intensity values for the new code supported a higher base unit. In addition, the new code was also compared to other 
anesthesia codes with base units of 15, such as code 00500 Anesthesia for procedures on esophagus. Other codes with base units of 10 
were also examined, such as 01212 Anesthesia for open procedures involving hip joint; hip disarticulation. The RUC concluded that the 
best way it could value the new code was to compare it to the existing base units of other anesthesia codes and determining the proper 
rank order. The RUC concluded that a base unit of 12 placed this code in proper rank order with other anesthesia codes. 

The RUC recommends 12 base units for code 01173. 

CPT Code Track CPT Descriptor Global Base Unit 
(•New) ing Period Recommenda-

Num- tion 
ber 

•01173 S1 Anesthesia for open repair of fracture disruption of XXX 12 
pelvis or column fracture involving acetabulum 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 01173 

CPT Code: 01173 Tracking Number: Sl Global Period: XXX Recommended Base Unit Value: 12 

CPT Descriptor: Aoosthesia for open repair of fracture disruption of pel'lis Anesthesia for open repair 
of fracture disruption of pelvis or column fracture involving acetabulum 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 29-year-old male involved in a motor vehicle accident 36 hours previously presents 
to the operating room for open repair of an acetabular wall dislocation fracture. Such patients are typically 
multiply injured; thoracic and abdominal injuries add to the complexity of the anesthetic management. 
Associated injuries include a recently repaired ipsilateral tib/fib fracture, recently sutured facial lacerations, a 
pulmonary contusion and a ruptured spleen. He has already received four units of packed red blood cells, 20 
units of platelets and 2 units of fresh frozen plasma for stabilization of continually dropping hemoglobin and 
correction of coagulopathy. He is currently in a neck collar as cervical spine stability is still uncertain. He is 
receiving oxygen by facemask, is oriented to person, and is receiving intravenous morphine sulfate for 
analgesia. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 
Comments received from respondents who found the vignette atypical: 
• These patients present in extremis with blood in abdomen and possible associated urologic or vascular injuries. 

They arrive in the OR in an extremely unstable state. 
• Usually due to MV A -- multiple system trauma 

Description of Pre-Service Work: The patient is transferred to the pre-op holding area from the intensive care 
unit where the RN gives a report to the Anesthesiologist. The patient's recent clinical course and vital signs are 
reviewed. The Anesthesiologist reviews the medical record and the anesthetic record and progress notes from 
the previous evening. Neither neurosurgery or orthopedic surgery is able to adequately determine cervical 
spine stability. In addition, the recent notes by the trauma surgeon as well as the consulting orthopedic, plastic 
and general surgeons are reviewed. Current laboratory data and imaging studies are noted. A directed physical 
exam is performed with special attention to pulmonary, cardiac and mental status. Plans, risks, and 
expectations are reviewed with the patient and his family and all questions are answered as consent is obtained 
for the planned anesthetic care. 

Description of Intra-Service Work: Venous access sites are examined and a new 14 gauge peripheral 
intravenous line is placed. A radial artery is cannulated (separately reported). In addition, a central venous 
pressure monitor (separately reported) is placed into the jugular or subclavian veins to assess volume status 
during the periods of rapid blood loss. At this time, topicalization for the patient's airway has begun, both by 
local anesthetic spray and a translaryngeal injection. The patient is transferred to the operating room with 
oxygen being continued by face mask. Additional intravenous analgesics are administered prior to carefully 
moving the patient to the operating table. ECG, non-invasive blood pressure, and pulse oximetry monitoring 
are established. Prior to inducing general anesthesia, further topical anesthesia and intravenous sedation are 
provided and gas analysis including end tidal C02 monitoring is initiated. An endotracheal tube is placed and 
after confirming correct positioning with auscultation and end tidal C02 analysis, the endotracheal tube is 
secured and mechanical ventilation commenced. Mild hypotension post induction is corrected 
pharmacologically with agents that had been prepared in advance. Inhalational anesthetics are added to 
maintain anesthesia. A high flow fluid warmer with IV fluids is attached to the recently placed 14 gauge IV. A 
forced- air warming blanket is placed and an esophageal stethoscope/temperature probe is inserted orally in 
order to attempt to maintain normothermia. Careful attention is given to positioning and padding, as the 
potential for a prolonged surgery exists. Inhalational anesthetics and intravenous narcotics are carefully titrated 
to maintain anesthesia and hemodynamic stability. Neuromuscular blockade is regularly monitored using 



CPT Code: 01173 
peripheral nerve stimulation and additional paralytic agents administered to maintain adequate surgical 
relaxation. Intravenous fluids are administered at a rapid rate to replace substantial insensible losses and 

surgical blood loss. Urinary output and temperature are monitored. Throughout the duration of the procedure, 
assessment and treatment of surgical blood loss and maintenance of stable hemodynamics are undertaken. This 
assessment and treatment is generally quite complex as there is often massive bleeding. Retroperitoneal 
hematoma is often present. Shock is always a concern. Intermittent analysis of arterial blood gases and 
continual evaluation of the central venous pressure are evaluated and any abnormalities are addressed. As the 
surgical procedure nears completion, adequacy of neuromuscular function is determined, inhalational 
anesthetics are gradually reduced and the patient is attempted to be weaned from mechanical ventilation. 
Depending of the various intraoperative conditions, the patient may begin to breathe spontaneously and 
morphine is titrated intravenously to provide for analgesia yet allow for planned extubation at the conclusion of 
the procedure. The patient's level of consciousness, ventilatory efforts, capnogram and oximetry are assessed 
to determine the adequacy of spontaneous respiration. If these parameters appear satisfactory, the patient is 
extubated and mask oxygen administered. Otherwise the patient will remain on full ventilatory support and 
taken directly to the ICU. The patient is then transported to the PACU with continuous oxygen by mask or 
transported directly to the Intensive Care Unit on full ventilatory support. 

Description of Post-Service Work: In either the ICU or PACU, a patient history and synopsis of intraoperative 
events, including fluids administered, blood loss, urinary output, drugs administered, and vital sign trends is 
provided to the nursing staff. The anesthesiologist continues to participate in the management of postoperative 
analgesia, fluid balance and respiratory care while the patient is cared for in the PACU. When the patient is 
stable, the anesthesiologist discharges the patient from the post anesthesia care unit. The patient is seen again 
the next day to evaluate the patient's recovery from anesthesia and determine if any anesthesia related 
complications occurred. 

SURVEY DATA 

Presenter(s): James D. Grant, M.D. 

Specialty(s): American Society of Anesthesiologists 

CPT Code: 01173 

Sample Size: 198 Resp n: 31 · Resp%: 15% 

Sample Type: Panel 

Low 25th octl Median 75th octl Hj_g_h 

Survey RVW: 8 11 12 15 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: ·f5 26 35 59 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 40 210 300 360 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 30 Included 

Critical Care time/visit(s): 

Other Hospital time/visit(s): Included 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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CPT Code: 01173 

KEY REFERENCE SERVICE: 

CPT Code 
01215 

CPT Descriptor 
Anesthesia for open procedures involving hip joint; revision 
of total hip arthroplasty 

Base Unit Value 
10 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): . 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

0117X 

Key Reference 
CPT Code: 

01215 

I~M_oo __ im __ lli_e-_S_e~_i_ce_T_~ __ e ____________________ ~ll~ ___ 3_5 __ ~11~ ___ 15 __ ~ 

I~M_oo_im_In_tr_a-_S_e~_ice_Ti_m_e ___________ _.ll 300 11~ __ 12_0_~ 

I Mooim Immooiate Post-se~ice Time 

I Mooim Critical Care Time 

Mooim Other Hospital Visit Time 

Mooim Discharge Day Mmagement Time 

Moo1m Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis md/or the number of 
mmagement options that must be consideroo 

The amount md/or complexity of mooical records, diagnostic 
tests, md/or other information that must be reviewoo md 
malyzoo 

30 15 

365 150 

.___4_.2_9 _ _.IIL-_2_.s_6 _ _, 

.___4_.0_7 _ _.11._ __ 3.00 _ __.. 

~lu_r~ge_n~cy~o_f_m_oo_ical_d_ec_is_io_n_m_~_i~ng~---------'11~ ___ 3_.9_3 __ _.1~1 __ 2_._80_~ 

Technical Skill/Physical Effort (Mean) 

~~ T_ec_hni_._cal __ sk_ill_r_eq:....u_iroo ______________ __.l ._I _4_. _13 _ _.11._ ___ 3_.2_0 __ _. 

~IP_h:....ys_k_al_e_ffi_ort_r_e~~-ir_oo ______________________ ___.l~l ___ 3_.9_3 __ _,11._ ___ 3_.2_0 __ _. 

Psychological Stress (Mean) 

I The risk of significmt complications, morbidity md/or mortality I ~~ ___ 4_.3_3 __ _.IIL--_3_.4_0_~ 



CPT Code: 01173 
I Outcome depends on the skill and judgement of physician II 4.27 II 3.40 

I Estimated risk of malpractice suit with poor outcome II 4.07 II 3.53 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
0117X Service,, 

01215 

Time S~ents (Mean} 

I Pre-Service intensity/complexity II 4.20 II 3.13 

I Intra-Service intensity/complexity II 4.13 II 3.33 

I Post-Service intensity/complexity II 3.80 II 2.93 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The complexity/intensity measurements for the new code were higher than those for the reference service selected. 
None of the other references services were selected by more than 4 respondents so we have confidence in the 

comparisons. The vast majority of the respondents agreed that the vignette represented their typical patient; the 
few who did not indicated that their typical patient would have significant co morbidities. The survey median of 
12 base units is an appropriate value for this service. 



CPT Code: 01173 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: NO 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain). __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 01210, 01170, 01120 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology __ Commonly _X_ Sometimes Rarely 

Specialty _________ _ Commonly __ Sometimes Rarely 

For yorir specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology Frequency 2,500-4,000 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 800 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes No 



AMNSpecialty Society RVS Update Committee 
Summary ofRecommendations 

February 2003 

Anesthesia for External Cephalic Version Procedure 

CPT created new code 01958 Anesthesia for external cephalic version procedure due to an increase over the past few years in the 
demand for anesthesia services for pregnant women with babies presenting in a breech position. Recent studies have shown that the 
success rate is enhanced by the woman having adequate analgesia. Typically, unsuccessful external cephalic versions go on to a 
planned cesarean delivery. If the external cephalic version procedure is successful, a vaginal delivery occurs at a later date. 

The RUC compared the new code primarily to the reference code 01960 Anesthesia for vaginal delivery only (base unit= 5) and 
concluded that the anesthesia work was similar with these two codes. The RUC also examined other anesthesia codes to determine 
proper rank order codes such as 00635 Anesthesia for procedures in lumbar region; diagnostic or therapeutic lumbar puncture (base unit 
= 4), which involves less work than code 01958. Primarily the intensity and risk ofthe new code 01958 is greater due to increase risk of 
fetal compromise as a result of the moving of the baby. Also code 01916 Anesthesia for diagnostic arteriorgraphy/venography (base 
unit = 5) was compared and determined to have similar physician work. 

The RUC recommends a base unit of 5 for code 01958 

CPT Code Track CPT Descriptor Global Base Unit 
(•New) ing Period Recommendation 

Num-
ber 

•01958 H1 Anesthesia for external cephalic XXX 5 
version procedure 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:•01958 

CPT Code: • 01958 Tracking Number: H1 Global Period: XXX Recommended Base Unit Value: 5 

CPT Descriptor: Anesthesia for external cephalic version procedure 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 31-year old woman, Gravida 2 Para 1, is 38 weeks and 5 days pregnant. Her first 
pregnancy was uncomplicated and she delivered vaginally on her estimated due date. She received a neuraxial 
analgesic (a continuous epidural, CPT code 01967) for relief of pain during labor and delivery. With this 
pregnancy, her clinical examination at 32 weeks suggested a breech presentation, which was confirmed by 
transabdominal ultrasound examination. Subsequent sonographic examinations continued to show a frank breech 
presentation. After considering the options, the patient and her obstetrician, both desiring a vaginal delivery, 
elected to attempt an external cephalic version (ECV). For the attempt at ECV, the patient and obstetrician 
requested pain relief. A neuraxial analgesic consisting of epidural catheter and local anesthesia combined with 
narcotic supplementation was recommended. 

Description of Pre-Service Work: The next day, the patient was admitted to the labor and delivery floor at 0630 
hrs, having had no oral intake for nine hours. The anesthesiologist reviewed the admission history and physical 
and the pre-anesthesia questionnaire. An anesthetic history and physical was obtained, focusing on allergies, 
medications, previous anesthetic experiences, family history of anesthetic complications as well as a systems 
review emphasizing the airway, cardiac, respiratory, neurological, hepatic and renal systems. The anesthesiologist 
examined the airway, performed cardiac and pulmonary auscultation and examined the spine. An 18 gauge 
intravenous catheter was inserted in a dorsal had vein, blood was sent to the laboratory for a complete blood count 
and a "type and screen" was sent to the hospital blood bank. Prior to initiating the attempt at ECV, the 
obstetrician and anesthesiologist reviewed the analgesic/anesthetic and delivery options with the patient and her 
husband, and informed consent was obtained. The delivery options discussed included: 1) if the ECV is successful 
and the fetus showed no untoward effects, she would be sent home to await the onset of spontaneous labor; 2) if 
unsuccessful, and the fetus remained stable, an elective cesarean delivery would be performed later that day; and 
3) if unsuccessful and the fetus showed signs of distress, a cesarean delivery would be performed immediately. In 
the event of a cesarean section, the options of utilizing the indwelling epidural with more potent anesthetic agents 
or proceeding to general anesthesia were discussed. The risks of the planned anesthetic were discussed with the 
patient and her questions were answered. 

Description of Intra-Service Work: In order to minimize the likelihood of labor resulting from the version 
manipulations, a tocolytic, terbutaline, was administered on the order of the obstetrician and the patient was given 
30cc of sodium citrate orally. With the mother being monitored with electrocardiogram, pulse oximetry and non
invasive blood pressure cuff and external fetal monitors in place, the patient was placed in the sitting position. 
After sterile preparation of the lumbar spine region and under local anesthesia, an epidural needle was advanced 
into the lumbar epidural space and a catheter was advanced approximately 4 em into the epidural space. The 
epidural needle was removed; 3 cc of 2% lidocaine with 1:200.000 epinephrine as a "test-dose" was injected via 
the catheter. After one minute there was no change in the mother's pulse or blood pressure and no evidence of a 
subarachnoid injection, so 12 ml of .25% bupivicaine and 100 meg. of fentanyl were injected in divided doses. 
The patient was repositioned in the supine position and a roll place under the patient's right hip to create left 
uterine displacement. Vital signs were carefully monitored with particular attention to blood pressure. With 
adequate analgesia, and under ultrasound guidance, the obstetrician began the ECV attempt. The external rotation 
was successful as demonstrated by physical assessment and by ultrasound examination. 

Description of Post-Service Work: The epidural infusion was discontinued and the catheter was removed. On 
examination, the catheter was noted to be intact. The patient was monitored in the birthing room for vital signs 
and neurologic function. An external monitor for the fetus was continued. Two hours after the procedure, once 
the patient was able to ambulate without assistance and able to urinate, she was discharged home. The 
anesthesiologist evaluated the patient before discharge and recorded a note in the medical record. 



CPT Code:•Ol958 

SURVEY DATA 

Presenter(s): Karl E. Becker, M.D., James D. Grant, M.D. 

Specialty{s): American Society of Anesthesiologists 

CPT Code: • 01958 Anesthesia for external cephalic version procedure 

Sample Size: 140 Resp no: 41 Resp %: 29% 

Sample Type: Panel 

Low 25th octl Median 75th octl Hj_g_h 

Survey Base Unit Value: 4 5 5 6 7 

Pre-Service Evaluation Time: 15 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 15 30 40 45 75 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 15 Included 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
0 0 0 0 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE: 

CPT Code 
01960 

CPT Descriptor 
Anesthesia for vaginal delivery only 

Global 
XXX 

CPT Code:-Dl958 

Base Unit Value 
5 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

• 01958 

Key Reference 
CPT Code: 

01960 

LIM_oo __ iw __ Pr_e_-s_eN_I_·ce_T_i_m_e ____________________ ~ILI ____ 15 __ ~11~ ____ 10 __ ~ 

Ll M_oo_iw_In_tr_a_-S_eN_ic_e _TI_·m_e ___________ _.ll 40 I ._I __ 4_5 _ __. 

15 15 I Mooiw Immooiate Post-seNice Time I 
F. ============================~F=====9F======9 
I Moo1w Critical Care Time I 
F=· ==============91====9 :=====9 
I Mooiw Other Hospital VIsit Time I 
F. ============================~F=====9F======9 
I Mooiw Discharge Day Mwagement Time I 
F. ============================~F=====9F======9 
I Mooiw Office V 1sit Time I 
F=· ============================9 F=======P=====l 
I Median Total Time I 70 70 
~-----------------------------------'~----~~----~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis wd/or the number of L-. __ 2_.6_8 __ --JI Ll __ 2_4_7_---l 
mwagement options that must be consideroo 

The amount wd/or complexity of mooical records, diagnostic 
tests, wd/or other information that must be reviewed wd 
walyzoo 

~-2_.5_6 __ _.1 ._I ___ 2_.3_7 __ _. 

._I u_r-=-ge_n-=cy;...o_f_m_oo_i_cal_dec_is_io_n_m_ak_in-=g:::..._ _______ ___.ll ._ ___ 4_.o_7 __ _.1 ._I __ 2_.9_5 _ __. 

Technical Skill/Physical Effort (Mean) 

LIT_ec_h_m_cal __ sk_il_lr_e~qu_ir_ed ______________________ ~IIL ___ 3_.2_7 __ _.1~1 ___ 3_.2_1 __ _.J 

LIP_h~ys_ic_al_e_ffi_ort_r_e~qu_Ir_ed ______________________ ~ILI ___ 3_.00 __ ~1~1 ___ 2_.8_9 __ ~ 
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CPT Code:•Ol958 

Psychological Stress (Mean} 

The nsk of significant complicatiOns, morbidity and/or mortality 3.46 II 3.05 

I Outcome depends on the skill and judgement of physician II 3.27 II 311 

I Estimated nsk of malpractice suit with poor outcome II 4.37 II 4.00 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
• 01958 Service 

01960 
Time Sewents (Mean} 

I Pre-Service intensity/complexity II 2.66 II 2.47 

I Intra-Service intensity/complexity II 3.24 II 3.00 

I Post-Service intensity/complexity II 2.37 II 2.00 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The ASA reached its final conclusion after evaluation of this procedure by the ASA RVS committee and 
consideration of the similarities and dis-similarities of this procedure with the key reference service. 

We reviewed the data and recommend a base unit value of 5 for this code. This is equal to both the 25m percentile 
and the survey median. The new code's Intensity/Complexity Measures consistently ranked higher than the 
reference service of 01960 (5 base units) but we feel that 5 base units is an accurate value for the service. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 
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CPT Code:•Ol958 
2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 

codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? Most frequently with code 00800 Anesthesia for procedures on lower 
anterior abdominal wall; NOS. There may be instances in which code 01960 or 01961 was used. (if unlisted 
code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology X Commonly Sometimes ___ Rarely 

Specialty _________ _ Commonly __ Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology Frequency __ 40,000 _________ _ 

According to the National Center for Health Statistics, there were approximately 4 million births in the US in 
2000. It is estimated that malpresentation is present in 4% of all pregnancies. ECV would be attempted in 25% of 
these cases. 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency < 30 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X= Yes No 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Hyoid Myotomy and Suspension 

The CPT Editorial Panel created one new code 21685, Hyoid myotomy and suspension, to describe a surgical procedure to help correct 
sleep-disordered breathing (obstructive sleep apnea syndrome) by functionally enlarging the retrolingual hypopharyngeal airway. 
There is no current code that adequately describes this procedure. The specialty society originally presented the code at the February 
2003 RUC meeting. The RUC requested that the specialty society revise the code's vignette and re-survey the code. 

Due to conflicts in scheduling the specialty society determined that it should hold off on its re-presentation of recommendations until 
September 2003. Given the relatively low volume of cases, the RUC and the specialty society agreed that CPT code 21685 should be 
carrier priced for 2004. A recommendation from the RUC will be submitted to CMS immediately following the September 2003 RUC 
meeting. 

The RUC recommends the carrier price for CPT code 21685. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•21685 II Hyoid myotomy and suspension 090 Carrier Price 

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



AMNSpecialty Society RVS Update Committee 
Summary ofRecommendations 

February 2003 

Lateral Extracavitary Technique Vertebral Corpectomy and Arthrodesis 

The CPT Editorial Panel created six new codes: 22532, 22533, 22534, 63101, 63102 and 63103 to describe the lateral 
extracavitary approach when performing vertebral corpectomy and arthrodesis. The current codes do not capture the operative 
technique and work involved with performing these procedures with a lateral extracavitary approach. 

The RUC examined code 22532 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); thoracic. It was determined by the RUC after reviewing the reference code 22556 Arthrodesis, 
anterior interbody technique, including minimal diskectomy to prepare interspace (other than for decompression); thoracic; (RVU 
23.46) that the intra-service time of the new code (intra-service time=170 minutes) is similar to the intra- and post-service time of 
the reference code (intra-service time=180 minutes). However, the new code had a higher pre-service time. The RUC agreed that a 
significant amount of pre-time is necessary as the patient positioning is more extensive, and the pre-service evaluation time is longer 
as these are typically older patients with more medical co-morbidities. In addition, the intra-service period of the new code was 
deemed more intense than the reference code. Therefore, the RUC agreed with the specialty society that the 251

h percentile RVW for 
22532, as it reflects the appropriate comparison to 22556. The RUC recommends a work relative value of 24.00 for 22532. 

22533 

The RUC examined code 22533 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); lumbar. It was determined by the RUC after reviewing the reference code 22558 Arthrodesis, 
anterior interhody technique, including minimal diskectomy to prepare interspace (other than for decompression); lumbar; 
(RVU=22.28) that the new code and the reference code both had 180 minutes of intra-service time and similar post-service time. 
However, the new code has higher pre-service time. The RUC agreed that a significant amount of pre-time is necessary as the patient 
positioning is more extensive, and the pre-service evaluation time is longer as these are typically older patients with more medical co
morbidities. In addition, the intra-service period of the new code was deemed more intense than the reference code. Therefore, the 

CPT five-d1git codes, two-digit mod1fiers, and descriptions only are copyright by the American Medical Association. 



RUC agreed with the specialty society that the 25th percentile RVW for 22533, as it reflects the appropriate comparison to 22558. 
The RUC recommends a work relative value of 23.12 for 22533. 

22534 

The RUC examined code 22534 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); thoracic or lumbar, each additional interspace (List separately in addition to code for primary 
procedure). It was determined by the RUC after reviewing the reference code 22585 Arthrodesis, anterior interbody technique, 
including minimal diskectomy to prepare interspace (other than for decompression); each additional interspace (List separately in 
addition to code for primary procedure) (RVU=5.53) that the intra-service time of the new code (60 minutes) was higher than the 
intra-service time ofthe reference code (45 minutes). In addition, the new code was deemed more intense and required additional 
technical skill and effort when compared to the reference code. Therefore, the RUC agreed with the specialty society that the 
increased time and intensity required to perform this procedure support the specialty society's median value of their survey (work 
RVU = 6.00), which was minimally higher than the relative work value associated with the reference code (RVU = 5.53). The 
RUC recommends a work relative value of 6.00 for 22534. 

63101 and 63102 

The RUC examined codes 63101 Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary 
approach with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments); thoracic, single 
segment and 63102 Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary approach with 
decompression of spinal cord and/or nerve root(s) (eg,for tumor or retropulsed bone fragments); lumbar, single segment. The 
majority of the respondents who perform this procedure indicated that the key reference service code should be CPT code 63087 
Vertebral carpectomy (vertebral body resection), partial or complete, combined thoracolumbar approach with decompression of 
spinal cord, cauda equina or nerve root(s), lower thoracic or lumbar; single; (RVU=35.57). It was determined by the RUC after 
reviewing the reference code that the intra-service time of the new code (215 minutes) was less than the intra-service time of the 
reference code (265 minutes). However, the new code was deemed more intense than the reference code. Therefore, the RUC 
agreed with the specialty society that the median survey RVW (32.00) is recommended for 63101 and 63102. This recommendation 
is less than the work value of the reference code and fairly balances the slightly higher intensity intra-service component with lower 
intra-service time. The RUC recommends a work relative value of 32.00 for 63101 and 63102. 

2 
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63103 

The RUC examined code 63103 Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary 
approach with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments); thoracic or 
lumbar, each additional/eve! (List separately in addition to code for primary procedure). The majority ofthe respondents who 
perform this procedure indicated that the key reference service code should be CPT code 63088 Vertebral carpectomy (vertebral 
body resection), partial or complete, combined thoracolumbar approach with decompression of spinal cord, cauda equina or 
nerve root(s), lower thoracic or lumbar; each additional segment (List separately in addition to code for primary procedure). 
(RVU=4.33). It was determined by the RUC that the intra-service time of the new code (60 minutes) was less than the intra-service 
time of the reference code (67 minutes). However, the new code was consistently identified as being more intense and requiring 
additional technical skill/effort when compared to the reference code. This rationale supports the higher work value reflected in the 
median survey result compared with the reference service. The RUC recommends the survey median RVW of 5.00 for 63103. 

Practice Expense 

The practice expense for 22532, 22533, 63101 and 63102 follows the PEAC accepted neurosurgery complex spine procedures 
packages. There are no practice expense inputs requested for 22534 and 63103, as these are add-on codes. The practice expense 
recommendations presented by the specialty society were accepted by the RUC. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•22532 J1 Arthrodesis, lateral extracavitary technique, including 090 24.00 
minimal diskectomy to prepare interspace (other than for 
decompression); thoracic 

•22533 12 lumbar 090 23.12 

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

Num-
ber 

+•22534 J3 thoracic or lumbar, each additional vertebral zzz 6.00 

segment 

(List separately in addition to code for primary 
procedure) 

(Use 22534 in conjunction with codes 22532 and 22533) 

•63101 J4 Vertebral carpectomy (vertebral body resection), partial 090 32.00 

or complete, lateral extracavitary approach with 
decompression of spinal cord and/or nerve root(s) (eg, 
for tumor or retropulsed bone fragments); thoracic single 
segment 

•63102 J5 lumbar, single segment 090 32.00 

+•63103 J6 thoracic or lumbar, each additional segment zzz 5.00 

(List separately in addition to code for primary 
procedure) 

(Use 63103 in conjunction with codes 63101 and 63102) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb.2003) 

CPT Code: 22532 Tracking No: Jl Global: 090 Recommended RVW: 24.00 

Descriptor: Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); thoracic 

SURVEY Vignette (Typical Patient) 
A 63-year-old man presents with progressive thoracic spine pain and normal lower extremity strength and 
sensation. Plain X-rays showed a TlO-Tll degenerated disk space, anterior translation of the vertebral body, 
and collapse of the disk space height. An MRI scan showed a broad disk protrusion at T1 0-Tll without 
significant compression of the spinal cord and advanced degenerative changes of the end plates and ligaments. 
At operation, an arthrodesis is performed using a lateral extracavitary approach. Postoperative hospital care and 
office visits are conducted as necessary through the 90-day global. 

Clinical Description Of Service: 

Pre service work: 
The medical record is reviewed to ensure that the patient IS stable for the planned surgical procedure. The radwgraphic 
studies are rev1ewed showing the bone injury and the compression of the spinal cord. Radiographic findings are correlated 
with the clinical exam and the surgical plan is confirmed. The surgical decompression of the spinal cord with lateral 
extracav1tary discectomy will require placement mterbody bone graft for anterior arthrodesis and reconstruction of the 
spine. The surgeon confers with the patient and family; explaining the current condition and the need for surgical 
intervention. Questions are answered, consent obtained and a note written in the record. He confers with the 
Anesthesiologist and the Operating Room to review positioning, the intraoperative plan and equipment needs. After the 
pattent is anesthetized, he is log-rolled and positioned on the operative table. The surgical site is prepped and draped into a 
sterile field. 

Intraservice work: 
A midline incision ts made with an inferior curve out laterally to allow exposure of the paraspinous muscle bundle, centered 
over the fractured segment. The paraspinous muscles are elevated from the spinous processes and laminae with the 
electrocautery umt. The nght side paraspinous muscle bundle is then divided laterally and elevated off the nbs allowing for 
retraction towards the midline. Intraoperative imaging is used to correctly identify the Tl 0-11 interspace and the associated 
rib is dissected from the intercostal muscles and underlymg pleura bluntly to avoid pneumothorax. The Til nb is resected 
from the posterior bend to the costovertebral junctiOn m a smgle piece. The intercostal nerve is tdentified and traced back 
to the neural foramen. The associated transverse process, lateral portion of the facet and pedicle are removed with the htgh
speed drill exposing the lateral aspect of the dural sac and the dorsolateral aspect of the vertebral body. The parietal pleura 
is gently depressed with a dampened sponge and retracted, exposing the lateral surface of the vertebral body. The nerve 
root may be divided or gently retracted superiorly to allow visualizatiOn of the posterior cortical margin of the vertebral 
body. A variety of curettes and pttuitary rongeurs are used to remove the degenerated T I 0-11 disc material from the space. 
The cartilage is scraped from the vertebral endplates and the bone is then decorticated wtth the high-speed drill. Structural 
bone graft (graft harvest reported separately) is tapped into position between the endplates under direct viswn for interbody 
arthrodesis. Extreme care is used to avoid compression of the spinal cord. If chnically indicated, spinal instrumentation is 
inserted (reported separately). A drain is placed in the deep space and a multilayer closure is undertaken 

Post-service work: 
Dressings are apphed. The patient is rolled onto a recovery bed and examination shows him to be movmg his legs 
equivalent to preop. A chest radwgraph is obtamed to evaluate for a pneumothorax. Orders are written and a note IS 

d1cated. The surgeon mamtains contact with ICU staff with respect to neuro checks. Orders are given for IV fluids and 
narcotic analgesics. During the hospitalization, the patient is examined for neurologic function and to determine the 
presence of bowel sounds. The dressmg is mspected and changed as needed. Drain output, fluid balance, postoperative 
laboratory values are reviewed and blood transfusion is ordered if needed. Postoperative X-rays are reviewed showmg the 
alignment of the spme and position of the bone graft. Transfer orders are written and a physiotherapy consultatiOn request. 
A note is wntten and the family is met m the waiting room and questions answered. The referrmg physician IS contacted 
and informed about the results of surgery. 

Dmly visits are made while on the hospital floor; notes are wntten to document the patient's progress. The dramage tube 
and the Foley catheter are removed when appropnate, and the wound is inspected and the dressmg changed. Activity 
parameters are modified to advance the patient's ambulation and mob1hty. The patients diet IS advanced as tolerated. 
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Questions from the physiOtherapy staff are answered. The hospital orthotist is consulted for fabilcation of a thoracolumbar 
orthosis. Appropriate pain medications are ordered as PO intake advances. Orders are written for outpatient physiOtherapy 
visits after discharge. Discharge plannmg and coordinatiOn occurs with the physician, home health agencies and the patient 
and family. 

After discharge, the patient returns to the office for suture removal and wound check. QuestiOns regarding physiotherapy 
and activity levels are answered. Phone calls are answered concerning pam levels and activity restrictions. .Subsequent 
follow-up office visits are scheduled to review activity levels and physiotherapy Neurologic examinations confirm 
improvement in leg strength and sensation. X-rays of the spine are ordered and reviewed showing the alignment of the 
spine. Prescription medication refills are reviewed and written. An exercise program is recommended and printed material 
regarding therapy is provided to the patient. 

SURVEY DATA 

Presenter(s): John Wilson, MD (AANS); Charles Mick, MD (NASS) 

Specialty(s): 
American Association ofNeurological Surgeons; Congress ofNeurological Surgeons; 
North American Spine Society 

CPT Code: 22532 

Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spine surgeons most likely familiar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25th nctl Median 75th nctl Hig_h 

SurveyRVW: 23.00 24.00 25.00 28.75 36.00 

Pre-Service Evaluation Time: 60 

Pre-Service Positioning Time: 30 

Pre-Service Scrub, Dress, Wait Time: 30 

Intra-Service Time: 120 150 170 180 240 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 117 99232x2 99231x3 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 84 99213x3 99212xl 
. . .. 

*Physician standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30), 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT 22532 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

22556 
Arthrodesis, anterior interbody techmque, mcluding minimal diskectomy to 
prepare interspace (other than for decompressiOn); thoracic 

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

TIME ESTIMATES <MEDIAN) 
Pre-servtce 

Intra-service 
Same Day Immedtate Post-service 

Cntical care 

Other hospital vistt 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 

Pre-service 

Intra-servtce 

Post-service 

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 , 
reviewed and analyzed 

Urgency of medical decision making 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on the skill and judgment of phystcian 

Estimated risk of malpractice smt with poor outcome 

ADDITIONAL RATIONALE 

(Feb. 2003) Page 3 

'03RVW Glob 

23.46 90 

SvyCPT Ref CPT 
22532 22556 
120 85 
170 180 
30 
0 

168 
117 
36 
84 92 
557 525 

3.91 3.90 
4.14 3.95 
3.59 3.62 

3.86 3.86 

3.86 3.81 

3.36 3.38 

4.14 4.00 
4.45 4.38 
4.36 4.29 

CPT 22556 describes an anterolateral thoracic interbody fusion using a thoracotomy approach. The lateral 
extracavitary approach (new code 22532) requires significantly more muscle dissection of spinal/paraspinal tissues 
as well as rib removal, but has a more limited visual exposure of the anterolateral spine and spinal cord. Patients 
undergoing the lateral extracavitary approach often have pulmonary disease that precludes open thoracotomy, and 
are typically older patients with more medical co-morbidities. Survey respondents report a higher level of acuity in 
the first two postoperative hospital visits. Although the intraservice time by the respondents is less, the survey 
respondents reported slightly higher intensity measures and they represent a subspecialty group with specific 
training in this unusual procedure compared with the larger random-survey respondents that provided comparative 
data for 22556. Moreover, neurosurgeons more commonly perform this procedure and reported longer intraservice 
times than the overall median time. The 251

h percentile RVW of24.00 is recommended for 22532, since this fairly 
balances the higher intensity intraservice component with lower intraservice time but higher pre and postservice 
times. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? Yes 

630xl Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary approach with 
decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments); thoracic, single segment 
22532 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression); thoracic 
225X3 Arthrodesis, lateral extracavitary techmque, including minimal diskectomy to prepare interspace (other than for 
decompression); thoracic or lumbar, each additional interspace 
22845 Anterior instrumentation; 2 to 3 vertebral segments 
20936 Autograft for spine surgery only (includes harvestmg the graft); local (eg, ribs, spinous process, or lammar fragments) 
obtained from same incision 
or 
20938 Autograft for spme surgery only (includes harvesting the graft); structural, bicortical or tricortical (through separate 
skin or fascial mcision) 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table listmg the typical scenario where this new/revised code is reported with multiple codes. 

CPT 
I. 630Xl 

2. 22532 

3. 225X3 

4. 22845 

5a. 20936 

OR 
5b. 20938 

FREQUENCY INFORMATION 

How was this service previously reported? 
22899 Unlisted procedure, spine 

global 

90 

90 

zzz 
zzz 
XX¥ 

zzz 

T!(!icalll: One Level 
multi RVW Pre 
100% 32.00 130 

50% 24.00 120 

100% 6.00 0 

100% 11.96 0 

100% 0.00 0 

61.96 

100% 3.02 0 

64.98 

Or -rarely- (although not accurate for the procedures): 

Intra Post Total 
215 299 644 

170 267 557 

60 0 60 

90 0 90 

0 0 0 

1,073 

45 0 45 

1,118 

22556 Arthrodesis, anterior interbody technique, mcluding minimal diskectomy to prepare the interspace (other than for 
decompression): thoracic 

How often do physicians in your specialty perform this service? 
Specialty: Neurosurgery/Orthopaedic Surgery \::C,eeHHl.lflmFMe'lfnwl)'l-' --.:8~emmFMe*'timmflte~s 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 150 (primarily NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 100 (primarily NS) 

Do many physicians perform this service across the United States? No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb. 2003) 

CPT Code: 22533 Tracking No: J2 Global: 090 Recommended RVW: 23.12 

Descriptor: Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); lumbar 

SURVEY Vignette (Typical Patient) 
A 57-year-old woman presents with progressive thoracolumbar spine pain and normal lower extremity strength 
and sensation. Plain X-rays showed an Ll-L2 severely degenerated disk space with anterior translation of the 
vertebral body, kyphosis, and collapse of the disk space height. An MRI scan showed a broad disk protrusion at 
Ll-L2 without significant compression of the spinal cord and advanced degenerative changes ofthe end plates 
and ligaments. At operation, an arthrodesis is performed using a lateral extracavitary approach. Postoperative 
hospital care and office visits are conducted as necessary through the 90-day global. 

Clinical Description Of Service: 

Pre service work: 
The medical record is reviewed to ensure that the patient is stable for the planned surgical procedure. The radiographic 
studies are reviewed showing the bone injury and the compression of the spinal cord. Radiographic findings are correlated 
with the clinical exam and the surgical plan is confirmed. The surgical decompressiOn of the spinal cord with lateral 
extracavitary d1scectomy will require placement mterbody bone graft for anterior arthrodesis and reconstruction of the 
spine. The surgeon confers with the patient and family; explaining the current condition and the need for surgical 
intervention. Questions are answered, consent obtamed and a note written m the record. He confers with the 
Anesthesiologist and the Operating Room to review positioning, the intraoperative plan and equipment needs. After the 
patient is anesthetized, she is log-rolled and positioned on the operative table. The surgical site is prepped and draped into a 
sterile field. 

lntraservice work: 
A midlme incision is made with an inferior curve out laterally to allow exposure of the paraspinous muscle bundle, centered 
over the fractured segment. The paraspinous muscles are elevated from the spinous processes and laminae with the 
electrocautery unit. The right side paraspinous muscle bundle is then divided laterally and elevated off the ribs allowing for 
retraction towards the midline. Intraoperative imaging is used to correctly IdentifY the Ll-L2 interspace and the Tl2 rib IS 
dissected from the intercostal muscles and underlying pleura bluntly to avoid pneumothorax. The Tl2 rib is resected from 
the posterior bend to the costovertebral junction in a single piece. The mtercostal nerve is Identified and traced back to the 
neural foramen. The associated transverse process, lateral portion of the facet and pedicle of L2 are removed with the high
speed drill exposing the lateral aspect of the dural sac and the dorsolateral aspect of the vertebral body. The peritoneal sac 
is gently depressed with a dampened sponge and retracted, exposing the lateral surface of the vertebral body. The nerve 
root is gently retracted superiorly to allow visualization of the posterior cortical margin of the vertebral body. A variety of 
curettes and pituitary rongeurs are used to remove the degenerated Ll-L2 disc material from the space. The cartilage is 
scraped from the vertebral endplates and the bone is then decorticated with the high-speed dnll. Structural bone graft (graft 
harvest reported separately) is tapped mto position between the endplates under direct·vision for mterbody arthrodesis. 
Extreme care is used to avoid compression of the spinal cord. If clinically md1cated, spinal instrumentation is inserted 
(reported separately). A drain is placed m the deep space and a multilayer closure is undertaken 

Post-service work: 
Dressings are applied. The patient IS rolled onto a recovery bed and examination shows him to be moving h1s legs 
equivalent to preop. A chest radiograph is obtained to evaluate for a pneumothorax. Orders are written and a note is 
dictated. The surgeon maintains contact with ICU staff with respect to neuro checks. Orders are given for IV fluids and 
narcotic analgesics. Dunng the hospitalization, the patient IS examined for neurologic function and to determine the 
presence of bowel sounds. The dressing is inspected and changed as needed. Drain output, fluid balance, postoperative 
laboratory values are reviewed and blood transfusion is ordered If needed. Postoperative X-rays are reviewed showing the 
alignment of the spme and position of the bone graft. Transfer orders are wntten and a physiotherapy consultation request. 
A note IS wntten and the family is met in the wmtmg room and questions answered. The referring physician IS contacted 
and informed about the results of surgery. 
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Daily visits are made while on the hospital floor; notes are wntten to document the patient's progress. The drainage tube 
and the Foley catheter are removed when appropriate, and the wound is inspected and the dressmg changed. ActiVIty 
parameters are modified to advance the patient's ambulation and mobility. The patients diet IS advanced as tolerated. 
Questions from the physiotherapy staff are answered. The hospital orthotist is consulted for fabncatJon of a thoracolumbar 
orthosis. Appropnate pain medications are ordered as PO intake advances. Orders are wntten for outpatient physiotherapy 
visits after discharge. Discharge planning and coordination occurs with the physician, home health agencies and the patient 
and family. 

After discharge, the patient returns to the office for suture removal and wound check. Questions regarding physiotherapy and 
activity levels are answered. Phone calls are answered concernmg pam levels and activity restrictions. Subsequent follow-up 
office visits are scheduled to review activity levels and physiotherapy Neurologic examinations confirm improvement m leg 
strength and sensation. X-rays of the spine are ordered and reviewed showing the alignment of the spme. Prescription 
medication refills are reviewed and written. An exercise program is recommended and printed material regarding therapy IS 

provided to the patient. 

SURVEY DATA 

Presenter(s): John Wilson, MD (AANS); Charles Mick, MD (NASS) 

Specialty(s ): 
American Association of Neurological Surgeons; Congress of Neurological Surgeons; 
North American Spine Society 

CPT Code: 22533 

Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spine surgeons most likely familiar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25thvctl Median 75th octl Hb!h 

SurveyRVW: 20.00 23.12 25.00 26.75 35.00 

Pre-Service Evaluation Time: 58 

Pre-Service Positioning Time: 28 

Pre-Service Scrub, Dress, Wait Time: 30 

Intra-Service Time: 120 150 180 180 300 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 87 99232xl 99231x3 

.Discharge Day Mgmt: 36 99238 

Office time/visit(s): 84 99213x3 99212xl 
. . .. *Physician standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 

99215 (59); 99214 (38); 99213 (23), 99212 (15); 99211 (7). 



CPT: 22533 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

22558 
Arthrodesis, anterior interbody technique, including m1mmal diskectomy to 
prepare mterspace (other than for decompression); lumbar 

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

TIME ESTIMATES (MEDIAN) 
Pre-serv1ce 
Intra-service 
Same Day Immediate Post-service 
Critical care 
Other hospital visit 
Discharge day management 
Office VISit 
TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 
Pre-service 
Intra-service 
Post-service 
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 
reviewed and analyzed 

Urgency of med1cal decision making 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 
Physical effort required 
PSYCHOLOGICAL STRESS 
The nsk of significant complications, morbidity and/or mortality 
Outcome depends on the skill and judgment of physician 
Estimated risk of malpractice suit w1th poor outcome 

ADDITIONAL RATIONALE 

(Feb 2003) Page 3 

'03RVW Glob 

22.28 90 

Svy CPT Ref CPT 
22533 22558 
115 80 
180 180 
30 
0 

150 
87 
36 
84 92 
532 502 

3.64 3.60 
3.93 3.67 
3.29 3.27 

3.67 3.60 

3.73 3.60 

3.20 3.20 

4.00 4.07 
4.33 4.27 
4.13 4.07 

CPT 22558 describes an anterolateral interbody fusion using an approach through the abdomen or retroperitoneum. 
The lateral extracavitary approach (new code 22533) requires significantly more muscle dissection of 
spinal/paraspinal tissues as well as rib removal, but has a more limited visual exposure of the anterolateral spine 
and spinal cord. Patients undergoing the lateral extracavitary approach often have abdominal disease that precludes 
open laparotomy, and are typically older patients with more medical co-morbidities. Survey respondents report a 
higher level of acuity in the first two postoperative hospital visits. Although the intraservice time by the 
respondents is slightly less, the survey respondents reported slightly higher intensity measures and they represent a 
subspecialty group with specific training in this unusual procedure compared with the larger random-survey 
respondents that provided comparative data for 22558. Moreover, neurosurgeons more commonly perform this 
procedure and reported longer intraservice times than the overall median time. The 251

h percentile RVW of23.12 is 
recommended for 22533, since this fairly balances the higher intensity intraservice component with lower 
intraservice time but higher pre and postservice times. 
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Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? Yes 

630X2 Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary approach with 
decompressiOn of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments), lumbar, single segment 
22533 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression); lumbar 
225X3 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression); thoracic or lumbar, each additional interspace 
22845 Anterior instrumentation, 2 to 3 vertebral segments 
20936 Autograft for spine surgery only (includes harvesting the graft), local (eg, ribs, spinous process, or lammar fragments) 
obtained from same mcision 
or 
20938 Autograft for spine surgery only (includes harvesting the graft); structural, bicortical or tricortical (through separate 
skin or fascial incisiOn) 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 

CPT 
I. 630X2 

2. 22533 

3. 225X3 

4. 22845 

5a 20936 

OR 

5b. 20938 

FREQUENCY INFORMATION 

How was this service previously reported? 
22899 Unlisted procedure, spme 

global 
90 

90 

zzz 
zzz 
XXX 

zzz 

Txgicallx One Level 
multi RVW Pre 
100% 32.00 130 

50% 23.12 115 

100% 6.00 0 

100% 11.96 0 

100% 0 00 0 

61.52 

100% 3.02 0 

64.54 

Or -rarely - (although not accurate for the procedures): 

Intra Post Total 
205 296 631 

180 237 532 

60 0 60 

90 0 90 

0 0 0 

1,047 

45 0 45 

1,092 

22558 Arthrodesis, anterior interbody technique, includmg m1mmal diskectomy to prepare the interspace (other than for 
decompression): lumbar 

How often do physicians in your specialty perform this service? 
Specialty: Neurosurgery /Orthopaedic Surgery ~C*OiflffiFHJH'Rf¥OR(ljl~->.~y'------1>1SOf!o>Rm*e~tilflm'*e!!'is 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 400 (primanly NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 250 (primanly NS) 

Do many physicians perform this service across the United States? No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb. 2003) 

CPT Code: 22534 Tracking No: J3 Global: ZZZ Recommended RVW: 6.00 

Descriptor: Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace 
(other than for decompression); thoracic or lumbar, each additional interspace (List separately in 
addition to code for primary procedure) 

SURVEY Vignette (Typical Patient) 
A 63-year-old man presents with progressive thoracic spine pam and normal lower extremity strength and sensation. Plain 
X -rays showed T1 0-Tll and T9-1 0 degenerated disk spaces, anterior translation of the vertebral bodies, and collapse of the 
disk space height. An MRI scan showed a broad disk protrusion at T1 0-Tll and T9-T1 0 without significant compression of 
the spmal cord and advanced degenerative changes of the end plates and ligaments. At operation, an arthrodesis is 
performed using a lateral extracavitary approach. lliOTE- THIS IS AN ADD-ON CODE: For this survey only consider 
the additional physician work for the additional level arthrodesis. The exposure, arthrodesis. and followup visits related to 
the TlO-Tll interspace will be reported using the pnmary procedure code 225Xl which has a 90-day global period.] 

Clinical Description Of Service: 
Intraservice work: Utilizing the existing midline curvilinear incision, the elevation of the paraspinous muscle bundle IS 

extended and addition segment supenorly to expose the T9-1 0 segment m addition to the T1 0-11 segment. The associated 
T1 Orib is dissected from the intercostal muscles and underlymg pleura bluntly to avoid pneumothorax. The T1 0 rib is 
resected from the posterior bend to the costovertebral junction in a smgle piece. The intercostal nerve is identified and 
traced back to the neural foramina. The associated transverse process, lateral portion of the facet and pedicle are removed 
with the high-speed drill exposing the lateral aspect of the dural sac and the dorsolateral aspect of the vertebral body. The 
parietal pleura is gently depressed with a dampened sponge and retracted, exposing the lateral surface of the vertebral body. 
The nerve root may be divided orgently retracted superiorly to allow visualization of the posterior cortical margin of the 

vertebral body. A variety of curettes and pituitary rongeurs are used to remove the degenerated T9-l 0 disc material from 
the space. The cartilage is scraped from the vertebral endplates and the bone is then decorticated with the high-speed drill. 
A structural bone graft(harvest reported separately) is tapped into position between the endplates of the additional space 
under direct vision for interbody arthrodesis. Extreme care is used to avoid compression of the spinal cord. If clinically 
indicated, spmal instrumentation is inserted and reported separately. 

SURVEY DATA 

Presenter(s): John Wilson, MD (AANS); Charles Mick, MD (NASS) 

Specialty(s): AANS/CNS; NASS 

CPT Code: 22534 
Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spine surgeons most hkely familiar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25th pctl Median 75th pctl Hig_h 

SurveyRVW: 3.50 5.53 6.00 8.00 20.00 

Pre-Service Evaluation Time: 0 
Pre-Service Positioning Time: 0 
Pre-Service Scrub, Dress, Wait Time: 0 

Intra-Service Time: 45 49 60 60 120 

Post-Service Total Min CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 
Other Hospital time/visit(s): 0 
Discharge Day Mgmt: 0 
Office time/visit(s): 0 



CPT 22534 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

Arthrodesis, antenor interbody technique, including minimal diskectomy to 
22585 prepare mterspace (other than for decompression); each additional interspace 

(List separately in addition to code for primary procedure) 

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

TIME ESTIMATES (MEDIAN) 
Pre-service 

Intra-service 

Same Day Immediate Post-service 

Cntlcal care 

Other hospital visit 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 

Pre-service 

Intra-service 

Post-service 

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, d1agnostic tests, and/or other mformation that must be 
reviewed and analyzed 

Urgency of medical decision making 

TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on the skill and JUdgment of physician 

Estimated risk of malpractice smt with poor outcome 

ADDITIONAL RATIONALE 

(Feb 2003) Page 2 

'03RVW Glob 

5.53 zzz 

Svy CPT Ref CPT 
22534 22585 

0 0 
60 45 
0 0 
0 0 
0 0 
0 0 
0 0 

60 45 

n/a n/a 
4.05 3.70 
n/a n/a 

3.55 3.50 

3.55 3.40 

3.23 3.25 

4.27 4.10 
4.41 4.30 
4.23 4.10 

CPT 22585 describes an additional thoracic or lumbar anterolateral interbody fusion. The lateral extracavitary 
approach (new code 22534) requires significantly more muscle dissection of spinaVparaspinal tissues as well as rib 
removal, but has a more limited visual exposure of the anterolateral spine and spinal cord. Once a thoracotomy or 
laparotomy is performed, the exposure of an additional level requires mobilizing an additional segmental vessel 
within the same opening and closure. In comparison, exposure of an additional level in the lateral extracavitary 
approach requires another rib resection and larger closure in addition to mobilizing an additional segmental 
vessel. The respondents describe a third more intraservice time, supporting the higher work value reflected in 
the median survey result compared with the reference service. The median RVW of6.00 is recommended for 
22534. 
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Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? Yes 

Vanable- See Summary Forms for 630xl 630x2 225xl 225x2 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table hsting the typical scenano where this new/revised code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and accounting for relevant 
multiple procedure reduction policies. If more than one physician is involved in the provision of the total service, please 
indicate which physician is performing and reporting each CPT code in your scenano. 

Variable- See Summary Forms for 630xi 630x2 225xl 22534 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted code 
is reviewed) 
22899 Unlisted procedure, spine 

Or -rarely- (although not accurate for the procedures): 
22585 Arthrodesis, antenor interbody technique, including minimal d1skectomy to prepare the interspace (other than for 

decompressiOn): each additional interspace (hst separately in additiOn to code for primary procedure) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery CommoRly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If the 
recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 350 (primanly NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? If this is a recommendation from multiple specialties please estimate frequency for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 250 (primarily NS) 

Do many physicians perform this service across the United States? No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb. 2003) 

CPT Code: 63101 Tracking No: J4 Global: 090 Recommended RVW: 32.00 

Descriptor: Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary 
approach with decompression of spinal cord and/ or nerve root( s) ( eg, for tumor or retropulsed 
bone fragments); thoracic, single segment 

SURVEY Vignette (Typical Patient) 
A 58-year-old man presents with a past history of prostate of cancer, a six- week history of progressive 
thoracolumbar spine pain, a moderate kyphotic deformity over the thoracolumbar junction with tenderness to 
palpation, and recent bilateral leg weakness and numbness requiring a cane for ambulation. He has proximal 
lower extremity weakness and a relative sensory loss is below the Til level. Plain X-rays showed a Til 
destructive lesion with pathologic compression fracture with kyphotic angulation of the spine and 60% loss of 
vertebral body height. MRI scan showed retropulsion of bone fragments and soft tissue mass in the spinal canal 
consistent with tumor. There is also tumor extending into the posterior elements. At operation, a thoracic 
vertebral corpectomy is performed using a lateral extracavitary approach. Postoperative hospital care and office 
visits are conducted as necessary through the 90-day global. [NOTE: When completing this survey, do not 
consider your time/work to perform arthrodesis/instrumentation, which would be reported/billed separately.] 

Clinical Description Of Service: 

Pre service work: 
The medical record is reviewed to ensure that the patient is stable for the planned surgical procedure. The radiOgraphic 
studies are reviewed showing the tumor and the compression of the spinal cord. Radiographic findings are correlated with 
the clinical exam and the surgical plan IS confirmed. The surgeon confers with the patient and family; explaimng the 
current condition and the need for surgical intervention. Phone conference With the medical oncologist confirms the 
patient's stable condition medically and hfe expectancy. Questions are answered, consent obtained and a note written in the 
record. He confers with the anesthesiologist and the operating room to review positioning, the mtraoperative plan and 
equipment needs. After the patient is anesthetized, he is log-rolled and positioned with great care to avoid further loss of 
spinal alignment. The surgical site is prepped and draped into a sterile field. 

Intraservice work: 
A midline incision is made with an inferior curve out laterally to allow exposure of the paraspinous muscle bundle, centered 
over the fractured segment. The paraspinous muscles are elevated from the spinous processes and laminae with the 
electrocautery unit. The right side paraspinous muscle bundle is then divided laterally and elevated off the ribs allowing for 
retraction towards the midline. Intraoperative imaging IS used to correctly identify the tumor at Til vertebral body and the 
associated Til and Tl2 ribs are dissected from the intercostal muscles and underlying pleura bluntly to avoid 
pneumothorax. The ribs are resected from the posterior bend to the costovertebral junction in a single pieces. The 
intercostal nerves are identified and traced back to the neural foramina. The associated transverse process( es ), lateral 
portion of the facet(s) and pedicle(s) are removed with the high-speed drill exposing the lateral aspect of the dural sac and 
the lateral aspect of the vertebral body. The parietal pleura Is gently depressed with a dampened sponge and retracted, 
exposing the lateral surface of the T 11 vertebral body. The Til nerve root may be divided or gently retracted superiorly to 
allow visualization of the posterior cortical margin. A high-speed drill is then used to remove the central portion of the 
vertebral body and exposing the superior, inferior, and posterior cortical margins. A curette IS used to deliver the 
retropulsed bone fragments and tumor mass away form the spinal cord. The Tll-12 and Tl2-Ll discs are removed with 
curettes and pituitary rongeurs exposing the endplates ofT 11 and L 1. The exposed surfaces of the thecal sac are carefully 
examined for dural tears. Hemostasis m the epidural space IS obtained. (As clinically md1cated, an intervertebral fusion or 
intervertebral body reconstruction is performed and reported separately.) A drain is placed m the deep space and a 
multilayer closure is undertaken. 

Post-service work: 
Dressings are applied and the patient is rolled onto a recovery bed and examination shows him to be moving his legs 
equivalent to preop. Orders are written and a note is dictated. A chest radiograph is obtamed and reviewed to determine if 
a pneumothorax is present. The surgeon maintains contact with ICU staff with respect to neuro checks. Orders are given 
for IV flmds and narcotic analgesics. Dunng the postoperative hospitalization, the patient IS examined for neurologic 
function and to determine the presence of bowel sounds. The dressing IS inspected and changed as needed. Dram output, 
fluid balance, postoperative laboratory values are reviewed and blood transfusion IS ordered if needed. Postoperative X-
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rays are reviewed showing the alignment of the spme. Transfer orders are written and a physiotherapy consultatiOn request. 
A note IS written and the family IS met in the waitmg room and questions answered. The referrmg physician IS contacted 
and informed about the results of surgery. Datly visits are made while on the hospital floor. The dram tube and the Foley 
catheter are removed when appropriate, and the wound IS mspected and the dressmg changed. Activity parameters are 
modified to advance the patient's ambulatwn and mobility. The patients diet is advanced as tolerated. Questions from the 
physiOtherapy staff are answered. Daily notes are wntten documenting the in-hospital progress. Orders are written for 
outpatient physiotherapy visits after discharge. 

After discharge, the patient returns to the office for suture removal and wound check. Questions regarding physiotherapy 
and activity levels are answered. Phone calls are answered concerning pam levels and activity restrictions. Subsequent 
follow-up office visits are scheduled to review activity levels and physiotherapy. Neurologic examinatiOns confirn:t 
improvement in leg strength and sensation. X-rays of the spine are ordered and reviewed showing the alignment of the 
spme. Prescription medication refills are reviewed and written. An exercise program is recommended and printed matenal 
regarding therapy is provided to the patient. 

SURVEY DATA 

Presenter(s): John Wilson, MD (AANS); Charles Mick, MD (NASS) 

Specialty(s): 
American Association of Neurological Surgeons; Congress of Neurological Surgeons; 
North Amencan Spine Society 

CPT Code: 63101 

Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spine surgeons most likely familiar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25th pctl Median 75thpctl H!g_h 

SurveyRVW: 24.00 29.10 32.00 40.00 45.00 

Pre-Service Evaluation Time: 70 

Pre-Service Positioning Time: 30 

Pre-Service Scrub, Dress, Wait Time: 30 

Intra-Service Time: 120 180 215 245 360 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 43 

Critical Care time/visit(s): 30 99232*xl 

Other Hospital time/visit(s): 106 99232x1 99231x4 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 84 99213x3 99212x1 
0 0 0 0 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41), 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT 63101 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

Vertebral corpectomy (vertebral body resection), partial or complete, combmed 
63087 thoracolumbar approach with decompression of spmal cord, cauda equina or 

nerve root(s), lower thoracic or lumbar; single segment 

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

TIME ESTIMATES (MEDIAN) 
Pre-service 

Intra-servtce 

Same Day Immediate Post-service 

Critical care 

Other hospital visit 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 

Pre-service 

Intra-service 

Post-service 

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 
reviewed and analyzed 

Urgency of medical dectsion making 

TECHNICAL SKILL/PHYSICAL EFFORT 

Techmcal sktll required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on the skill and judgment of physician 

Estimated nsk of malpractice smt with poor outcome 

ADDITIONAL RATIONALE 

(Feb 2003) Page 3 

'03RVW Glob 

35.57 90 

SvyCPT Ref CPT 
63101 63087 

130 105 
215 265 
43 45 
30 0 

106 144 
36 36 
84 69 

644 664 

4.33 4.17 
4.67 4.50 
3.92 3.83 

4.36 4.36 

4.33 4.33 

4.42 4.42 

4.83 4.58 
4.92 4 58 
4.75 4.67 

CPT 63087 describes an anterolateral thoracolumbar approach for a vertebrectomy. The lateral extracavitary 
approach ( 63101) requires significantly more muscle dissection of spinal/paraspinal tissues as well as rib removal, 
but has a more limited visual exposure of the anterolateral spine and spinal cord. Patients undergoing the lateral 
extracavitary approach often have pulmonary disease that precludes open thoracotomy, and are typically older 
patients with more medical co-morbidities. Survey respondents report a higher level of acuity in the first two 
postoperative hospital visits. However, the intraservice time by the respondents is less, likely reflecting the absence 
of diaphragm take-down and closure reflected in 63087. The median survey RVW of 32.00 is recommended for 
63101. This is less than the reference service physician work value and fairly balances the slightly higher intensity 
intraservice component with lower intraservice time. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typiCally reported on the same date w1th other CPT codes? Yes 

63101 Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary approach with 
decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments); thoracic, single 
segment 
225XI Arthrodesis, lateral extracavitary techmque, mcludmg minimal diskectomy to prepare interspace (other than for 
decompression); thoracic 
225X3 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression), thoracic or lumbar, each additional interspace 
22845 Anterior instrumentation; 2 to 3 vertebral segments 
20936 Autograft for spine surgery only (includes harvesting the graft); local (eg, ribs, spinous process, or laminar fragments) 
obtained from same incision 
or 
20938 Autograft for spme surgery only (includes harvesting the graft); structural, bicortical or tricortical (through separate 
skin or fascial mcision) 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 

CPT 
1. 63101 

2. 225X1 

3. 225X3 

4. 22845 

5a. 20936 

OR 

5b 20938 

FREQUENCY INFORMATION 

How was this service previously reported? 
64999 Unlisted procedure, nervous system 

global 
90 

90 

zzz 
zzz 
XIT 

zzz 

TxJ2icallx Single Level 
multi RVW Pre 
100% 32.00 130 

50% 24.00 120 

100% 6.00 0 

100% I 1.96 0 

100% 000 0 

61.96 

100% 3 02 0 

64.98 

Or -rarely- (although not accurate for the procedures): 

Intra Post Total 
215 299 644 

170 267 557 

60 0 60 

90 0 90 

0 0 0 

1,073 

45 0 45 

1,118 

63064-22 Costovertebral approach with decompression of spinal cord or nerve root(s) (eg, herniated mtervertebral disc), 
thoracic, single segment 

How often do physicians in your specialty perform this service? 
Specialty: Neurosurgery/Orthopaedic Surgery tC;tJo>Hmwm~o*Rlfl)lf-' ---iS~oHlm~e:!ttllfl. m~e~s 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 35 (primarily NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 20 (primarily NS) 

Do many physicians perform this service across the United States? No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb. 2003) 

CPT Code: 63102 Tracking No: J5 Global: 090 Recommended RVW: 32.00 

Descriptor: Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary 
approach with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed 
bone fragments); lumbar, single segment 

SURVEY Vignette (Typical Patient) 
A 58-year-old man presents with a past history of prostate of cancer, a six-week history of progressive lumbar 
spine pain, with tenderness to palpation, and recent bilateral leg weakness and numbness requiring a cane for 
ambulation. He has proximal lower extremity weakness and a relative sensory loss is below the L3 level. Plain 
X-rays showed an L3 destructive lesion with pathologic compression fracture with kyphotic angulation of the 
spine and 60% loss of vertebral body height. MRI scan showed retropulsion of bone fragments and soft tissue 
mass in the spinal canal consistent with tumor. There is also tumor extending into the posterior elements. At 
operation, a lumbar vertebral corpectomy is performed using a lateral extracavitary approach. Postoperative 
hospital care and office visits are conducted as necessary through the 90-day global. [NOTE: When completing 
this survey, do not consider your time/work to perform arthrodesis/instrumentation, which would be 
reported/billed separately.] 

Clinical Description Of Service: 

Pre service work: 
The medical record IS reviewed to ensure that the patient is stable for the planned surgical procedure. The radiographic 
studies are reviewed showing the bone injury and the compression of the spmal cord. Radiographic findmgs are correlated 
with the clinical exam and the surgical plan is confirmed. The surgeon confers with the patient and family; explaining the 
current condition and the need for surgical mtervention. QuestiOns are answered, consent obtamed and a note written m the 
record. The surgeon confers with the anesthesiologist and the operating room to review positioning, the intraoperative plan 
and eqUipment needs. After the patient is anesthetized, he is log-rolled and positioned with great care to avoid further loss 
of spinal alignment. The surgical site is prepped and draped into a sterile field. 

Intraservice work: 
A midline incision is made with an inferior curve out laterally to allow exposure of the paraspinous muscle bundle, centered 
over the fractured segment. The paraspinous muscles are elevated from the spinous processes and laminae w1th the 
electrocautery unit. The right side paraspinous muscle bundle is then divided laterally and elevated off the nbs allowing for 
retraction towards the midline. Intraoperative imaging is used to correctly identify the tumor at L1 vertebral body and the 
associated nb Tl2 IS dissected from the mtercostal muscles and underlying pleura and diaphragm bluntly to avoid 
pneumothorax. The rib is resected from the postenor bend to the costovertebral junction m a single piece. The intercostal 
nerve is Identified and traced back to the neural foramen. The associated transverse process, lateral portiOn of the facet and 
pedicle are removed with the high-speed drill exposing the lateral aspect of the dural sac and the dorsolateral aspect of the 
vertebral body. The parietal pleura is gently depressed with a dampened sponge and retracted, exposing the lateral surface 
of the L1 vertebral body. The nerve root may be divided or gently retracted superiorly to allow visualizatiOn of the 
posterior cortical margin. A high-speed drill Is then used to remove the central portion of the vertebral body and exposing 
the supenor, inferior, and postenor cortical margms. A curette is used to deliver the retropulsed bone fragments and tumor 
mass away form the spmal cord. The Tl2-Ll and Ll-L2 discs are removed with curettes and pitmtary rongeurs exposing 
the endplates ofT12 and L2. The exposed surfaces of the thecal sac are carefully examined for dural tears. Hemostasis in 
the epidural space is obtained. (As clinically indicated, mtervertebral fusiOn, spinal instrumentation or vertebral body 
reconstruction is performed and reported separately.) A drain is placed in the deep space and a multilayer closure is 
undertaken. 

Post-service work: 
Dressings are applied and the patient is rolled onto a recovery bed and exammat10n shows h1m to be moving his legs 
equivalent to preop. A chest radiOgraph is obtained to determine 1f a pneumothorax IS present. Orders are written and a 
note IS dictated. The surgeon maintains contact with ICU staff with respect to neuro checks. Orders are given for IV flmds 
and narcotic analgesics. During the hospitalization, the patient is examined for neurologic function and to determine the 
presence of bowel sounds. The dressing is inspected and changed as needed. Drain output, fluid balance, postoperative 
laboratory values are reviewed and blood transfusion IS ordered if needed. Postoperative X-rays are reviewed showmg the 
alignment of the spine. Transfer orders are wntten and a physiotherapy consultation request. A note is wntten and the 
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family IS met m the waiting room and questions answered. The refernng physician is contacted and mformed about the 
results of surgery. 

Dmly visits are made while on the hospital floor. The drain tube and the Foley catheter are removed when appropriate, and 
the wound is mspected and the dressing changed. ActlVlty parameters are modified to advance the patient's ambulation and 
mobility. The patients diet is advanced as tolerated. Questions from the physwtherapy staff are answered. Daily notes are 
written documenting the in-hospital progress. Orders are written for outpatient physwtherapy visits after discharge. 

After discharge, the patient returns to the office for suture removal and wound check. Questions regardmg physiotherapy 
and activity levels are answered. Phone calls are answered concemmg pain levels and activity restnctions. Subsequent 
follow-up office visits are scheduled to review activity levels and physiotherapy. Neurologic examinations confirm 
improvement in leg strength and sensation. X-rays of the spine are ordered and reviewed showing the alignment of the 
spine. PrescriptiOn medication refills are reviewed and written. An exercise program is recommended and printed material 
regarding therapy is provided to the patient. 

SURVEY DATA 

Presenter(s ): John Wtlson, MD (AANS); Charles Mick, MD (NASS) 

Specialty(s): 
American Association ofNeurological Surgeons; Congress of Neurological Surgeons; 
North American Spine Society 

CPT Code: 63102 

Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spme surgeons most likely familiar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25thpctl Median 75th pctl H!g_h 

SurveyRVW: 26.50 30.00 32.00 36.00 46.00 

Pre-Service Evaluation Time: 70 

Pre-Service Positioning Time: 30 

Pre-Service Scrub, Dress, Wait Time: 30 

Intra-Service Time: 130 180 205 250 360 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 40 

Critical Care time/visit(s): 30 99232*x1 

Other Hospital time/visit(s): 106 99232xl 99231x4 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 84 99213x3 99212x1 
.. .. 

*Phys1c1an standard total mmutes per ElM v1s1t· 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT 63102 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

Vertebral corpectomy (vertebral body resectiOn), partial or complete, combined 
63087 thoracolumbar approach with decompression of spmal cord, cauda equma or 

nerve root(s), lower thoracic or lumbar; single segment 

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

TIME ESTIMATES <MEDIAN) 
Pre-service 
Intra-service 

Same Day Immediate Post-service 
Critical care 
Other hospital visit 

Discharge day management 
Office visit 
TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 
Pre-service 

Intra-service 
Post-service 

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 
reviewed and analyzed 

Urgency of medical decision making 

TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 
Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 

Outcome depends on the skill and judgment of physician 

Estimated nsk of malpractice suit with poor outcome 

ADDITIONAL RATIONALE 

(Feb 2003) Page 3 

'03RVW Glob 

35.57 90 

SvyCPT Ref CPT 
63102 63087 
130 105 
205 265 
40 45 
30 0 
106 144 
36 36 
84 69 

631 664 

4.00 4.17 
4.67 4.50 
3.75 3.83 

4.00 4.36 

4.31 4.33 

3.92 4.42 

4.62 4.58 
4.77 4.58 
4.38 4.67 

CPT 63087 describes an anterolateral thoracolumbar approach for a vertebrectomy. The lateral extracavitary 
approach ( 631 02) requires significantly more muscle dissection of spinaVparaspinal tissues as well as rib removal, 
but has a more limited visual exposure of the anterolateral spine and spinal cord. Patients undergoing the lateral 
extracavitary approach often have abdominal and pulmonary disease that precludes open thoracotomy or 
laparotomy, and are typically older patients with more medical co-morbidities. Survey respondents report a higher 
level of acuity in the first two postoperative hospital visits. However, the intraservice time by the respondents is 
less, likely reflecting the absence of diaphragm take-down and closure reflected in 63087. The median survey 
RVW of 32.00 is recommended for 63102. This is less than the reference service work value and fairly balances 
the slightly higher intensity intraservice component with lower intraservice time. 
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Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? Yes 

63102 Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary approach with 
decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone fragments); lumbar, single 
segment 
225X2 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression); lumbar 
225X3 Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare interspace (other than for 
decompression); thoracic or lumbar, each additional interspace 
22845 Anterior instrumentation; 2 to 3 vertebral segments 
20936 Autograft for spine surgery only (includes harvesting the graft); local (eg, ribs, spmous process, or laminar fragments) 
obtained from same inc1sion 
or 
20938 Autograft for spine surgery only (includes harvesting the graft); structural, bicortical or tricortical (through separate 
skin or fascial incision) 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 

CPT 
I. 63102 

2. 225X2 

3. 225X3 

4. 22845 

5a. 20936 

OR 

5b 20938 

FREQUENCY INFORMATION 

How was this service previously reported? 
64999 Unlisted procedure, nervous system 

global 
90 

90 

zzz 
zzz 
XXX 

zzz 

T~]2ically One Level 
multi RVW Pre 
100% 32.00 130 

50% 23.12 115 

100% 6.00 0 

100% 11.96 0 

100% 0 00 0 

61.52 

100% 3 02 0 

64.54 

Or -rarely- (although not accurate for the procedures): 

Intra Post Total 
205 296 631 

180 237 532 

60 0 60 

90 0 90 

0 0 0 

1,047 

45 0 45 

1,092 

63064-22 Costovertebral approach with decompression of spinal cord or nerve root(s) (eg, herniated intervertebral d1sc), 
thoracic, single segment 

How often do physicians in your specialty perform this service? 
Specialty: Neurosurgery/Orthopaedic Surgery bC.eomH~Iflmflio*'nlf'l)'l-' ---iS~ommllteltltilflmllte~s 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 35 (pnmarily NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? 
Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 20 (primarily NS) 

Do many physicians perform this service across the United States? No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Feb. 2003) 

CPT Code: 63103 Tracking No: J6 Global: ZZZ Recommended RVW: 5.00 

Descriptor: Vertebral corpectomy (vertebral body resection), partial or complete, lateral extracavitary 
approach with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed 
bone fragments); thoracic or lumbar, each additional level (List separately in addition to code for 
primary procedure) 

SURVEY Vignette (Typical Patient) 
A 58-year-old man presents with a past history of prostate of cancer, a six- week history of progressive 
thoracolumbar spine pain, a moderate kyphotic deformity over the thoracolumbar junction with tenderness to 
palpation, and recent bilateral leg weakness and numbness requiring a cane for ambulation. He has proximal 
lower extremity weakness and a relative sensory loss is below the Tll level. Plain X-rays showed a Tl 0 and 
Tll destructive lesion with pathologic compression fracture at these levels with kyphotic angulation of the spine 
and loss of vertebral body height. MRI scan showed retropulsion of bone fragments and soft tissue mass in the 
spinal canal consistent with tumor extending over the two involved segments. There is also tumor extending 
into the posterior elements. At operation, a thoracic vertebral corpectomy of two vertebral segments is 
performed using a lateral extracavitary approach. [NOTE- THIS IS AN ADD-ON CODE: For this survey only 
consider the additional physician work for the additional level vertebrectomy. The exposure, resection, and 
followup visits related to the Tll vertebral body will be reported using the primary procedure code 630Xl 
which has a 90-day global period.] 

Clinical Description Of Service: 

Intraservice work: 
Utilizing the existmg midline curvilinear incision, the elevation of the paraspmous muscle bundle is extended rostrally to 
expose the Tl 0 segment in addition to the Tll segment. The Tl 0 rib is dissected free from the intercostals muscles and 
resected from the posterior bend to the costovertebral junction in a single piece. The intercostal nerve is identified and 
traced back to the neural foramen. The associated transverse process, lateral portion of the facet and pedicle are removed 
with the high-speed drill exposing the lateral aspect of the dural sac and the dorsolateral aspect of the vertebral bodies. The 
pan eta! pleura is gently depressed with a dampened sponge and retracted, exposing the lateral surface of the Tl 0 vertebral 
body. The 10 nerve root may be divided or gently retracted superiorly to allow visualizatiOn of the posterior cortical 
margm. A high-speed drill is then used to remove the central portion of the vertebral body and exposing the supenor, 
inferior, and posterior cortical margins. A curette is used to deliver the retropulsed bone fragments and tumor mass away 
form the spinal cord. The T9-Tl 0, Tl 0-Tll discs are removed with curettes and pituitary rongeurs exposmg the endplate 
ofT9. The exposed surfaces of the thecal sac are carefully exammed for dural tears. (As clinically indicated, intervertebral 
fusion or vertebral body reconstruction is performed and reported separately.) 
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SURVEY DATA 

Presenter(s): John Wilson, MD (AANS); Charles Mtck, MD (NASS) 

Specialty(s): 
American Assoctatwn of Neurological Surgeons; Congress of Neurological Surgeons; 
North American Spme Society 

CPT Code: 63103 

Sample Size: 70 I Resp n: 27 I Resp %: 39% 

Sample Type: 
Panel - spine surgeons most likely famthar with procedure. 
Less than 30 response- new technique/low frequency. 

Low 25th octl Median 75th octl Hig_h 

SurveyRVW: 3.00 4.00 5.00 5.52 18.00 

Pre-Service Evaluation Time: 0 

Pre-Service Positioning Time: 0 

Pre-Service Scrub, Dress, Wait Time: 0 

Intra-Service Time: 45 60 60 90 120 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 0 

Office time/visit(s): 0 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT 63103 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

Vertebral corpectomy (vertebral body resection), partial or complete, combined 

63088 
thoracolumbar approach with decompressiOn of spinal cord, cauda equina or 
nerve root(s), lower thoracic or lumbar; each additional segment (List separately 
m addition to code for primary procedure) 

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

TIME ESTIMATES (MEDIAN) 
Pre-service 

Intra-service 

Same Day Immediate Post-service 

Cntical care 

Other hospital visit 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
TIME SEGMENTS 
Pre-service 

Intra-service 

Post-service 

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 
reviewed and analyzed 

Urgency of medical decision makmg 

TECHNICAL SKILL/PHYSICAL EFFORT 

Techmcal skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complicatiOns, morbidity and/or mortality 

Outcome depends on the skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

ADDITIONAL RATIONALE 

(Feb 2003) Page 3 

'03RVW Glob 

4.33 zzz 

Svy CPT Ref CPT 
63103 63088 

0 0 
60 67 

0 0 
0 0 

0 0 

0 0 
0 0 

60 67 

n/a n/a 
4.60 4.33 
n/a n/a 

4.36 4.29 

4.14 4.14 

4.43 4.43 

4.79 4.50 
4.71 4.43 
4.50 4.36 

CPT 63088 describes an additional thoracic or lumbar anterolateral interbody fusion. The lateral extracavitary 
approach ( 631 03) requires significantly more muscle dissection of spinal/paraspinal tissues as well as rib removal, 
but has a more limited visual exposure of the anterolateral spine and spinal cord. Once a thoracotomy or 
laparotomy is performed, the exposure of an additional level requires mobilizing an additional segmental vessel 
within the same opening and closure. In comparison, exposure of an additional level in the lateral extracavitary 
approach requires another rib resection and larger closure in addition to mobilizing an additional segmental 
vessel. The respondents describe similar intraservice time. Moreover, neurosurgeons more commonly perform 
this procedure and reported longer intraservice times than the overall median time. This supports the higher work 
value reflected in the median survey result compared with the reference service. The survey median RVW of 
5.00 is recommended for 63103. 
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Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? Yes 

Thoracic: 630x1 + 63103 + 225x1 +2 25x3(x2) + 22846 + 20936or20938 
OR 
Lumbar· 630x2 + 63103 + 225x2 +2 25x3(x2) + 22846 + 20936or20938 

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

X Multiple codes are used to maintain consistency with similar codes. 
X Historical precedents. 

3. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 

Typically Two Levels if 63103 is Reported 
CPT global multi RVW Pre Intra Post Total 

I. 630X1 90 100% 32.00 130 215 299 644 

2. 225X1 90 50% 24.00 120 170 267 557 

3. 22846 zzz 100% 12.42 0 120 0 120 

4. 225X3x2 zzz 100% 6.00x2 0 60 0 60x2 

5. 63103 zzz 100% 5.00 0 60 0 60 

6a. 20936 XXX 100% 0.00 0 0 0 0 

73.42 1,223 

OR 

6b. 20938 zzz 100% 3 02 0 45 0 45 

76.44 1,268 

OR 
CPT global multi RVW Pre Intra Post Total 

I. 630X2 90 100% 32.00 130 205 296 631 

2. , 225X2 90 50% 23.12 115 180 237 532 

3. 22846 zzz 100% 12.42 0 120 0 120 

4. 225X3x2 zzz 100% 6.00x2 0 60 0 60x2 

5. 63103 zzz 100% 5.00 0 60 0 60 

6a. 20936 XXX 100% 000 0 0 0 0 

72.98 1,197 

OR 

6b 20938 zzz 100% 3.02 0 45 0 45 

76.00 1,242 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted code 
is reviewed) 
64999 Unlisted procedure, nervous system 

Or -rarely- (although not accurate for the procedures): 
63066 Costovertebral approach with decompression of spinal cord or nerve root(s) (eg herniated intervertebral disc), 

thoracic, each additiOnal segment 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery Commonly 8ometimes 
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For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If the 
recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 35 (primarily NS) 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? If this is a recommendation from multiple specialties please estimate frequency for each specialty. 

Specialty: Neurosurgery/Orthopaedic Surgery Frequency: 20 (primarily NS) 

Do many physicians perform this service across the United States? No 



CPT 
22532 

22533 

22534 

63101 

63102 

63103 

DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

Arthrodesis, lateral extracavitary technique, including mimmal diskectomy to prepare interspace 
'other than for decompression); thoracic 
Arthrodesis, lateral extracavitary technique, including minimal diskectomy to prepare Interspace 
!(other than for decompression); lumbar 
Arthrodesis, lateral extracavitary technique, Including minimal d1skectomy to prepare interspace 
!(other than for decompression); thoracic or lumbar, each additional interspace 
Vertebral carpectomy (vertebral body resect1on), partial or complete, lateral extracavitary approach 
with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone 
fragments); thoracic, single segment 
Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary approach 
with decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone 
fragments); lumbar, single segment 
Vertebral carpectomy (vertebral body resection), partial or complete, lateral extracavitary approach 
w1th decompression of spinal cord and/or nerve root(s) (eg, for tumor or retropulsed bone 
fragments); thoracic or lumbar, each additional level 

GLOBAL 
90 

90 

zzz 

90 

90 

zzz 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense details 
were jointly developed by surgeons from the American Association of Neurological Surgeons, the 
Congress ofNeurological Surgeons, and the North American Spine Society. The details are based on 
previously submitted and (PEAC) approved data for 22532 and 63101 family codes. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): The PEAC-approved time of75 minutes has 
been applied to the four 90-day global codes. This time includes an additional 15 minutes of time for 
"complex spine" multidisciplinary coordination of care. 

Service period clinical staff time (admission to discharge): Discharge management time of 12 minutes (1 
X 99238) has been applied to the four 90-day global codes. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staffhas been applied as 
appropriate for each code. 

SUPPLIES AND EQUIPMENT: 
A basic post-operative incision care kit is needed at one of the post surgical office visits. A standard 
multispecialty minimum visit supply package is needed for each office visit. A power table and surgical 
exam light is needed for each office visit. 



A 

22532-34 and 63101-03 Feb03 RUC 

2 

3 
4 

5 TOTAL RN/LPN/MTA CLINICAL LABOR TIME 

6 PRE-SERV CLINICAL LABOR TIME 

7 SERVICE PERIOD CLINICAL LABOR TIME 

8 POST-SERV CLINICAL LABOR TIME 

11 Coordonate pre-surgery serv1ces 
12 Schedule space and equ1pment 1n fac1hty 
13 Prov1de pre-service educat1on/obtaon consent 
14 Phone calls & prescnp!lons 
15 Other Mult1spec Coord1nat1on of Care 

...!§. SER\l]C~ P,!=~IQD , .• : · ., , , -, 
17 Pre-service services 

18 Intra-service 

19 Post-Service 

20 D1schg day mgmt (99238 12 mon) (99239 1Sm1n) 

21 Other Chnocal Act1v1ty (p_lease spec1fv) 

~ POST:~§.ERYI~E Period.: . ·: 
23 List Number and Level of Office V1s1ts 
24 99211 16 m1nutes 
25 99212 27 m1nutes 
26 99213 36 monutes 
27 99214 53 m1nutes 
28 99215 63 m1nutes 
29 Other 
30 Total Office V1s1t T1me 
31 Other Act1v1tv (please spec1fv) 

.B. MEDI£~L -~·UJ:'P,LIE~ 
33 M1n Supply Pack for Vis1ts 

.1.! .. rl_~~~9~'·!~91ca~ post-op 1nc1s~on care ~1t 

.12. Ffl!JifNJ.EN!, , ' 
36 surg1callamp 
37 Power exam table 

B I c 

CMSSTAFF 
TYPE,MED 

SUPPLY, OR 
EQUIP CODE 

Global-·> 
Location --> 

RNILPN/MTA 

RN/LPN/MTA 

RN/LPN/MTA 

RN/LPN/MTA 

• ~t.;>' '' 
RN/LPN/MTA 

RN/LPN/MTA 

RN/LPN/MTA 

RNILPN/MTA 

RN/LPN/MTA 
RN/LPN/MTA 

v _: .... ""'-= 

D E F 

!1 ' J, ' 22533 22534 
lateral 1 :;Artliro.desos{,l~er~l Artlirodesos, lateral'" 
chnlque, i'~xtfacavotary ~~-hnogue, extraca~,Y:~echnoquei 
nlmal p '' oncludong mimJIIal 'lncl,udong'mommal ' ' 

- diskectclmy to prepare '- diskectclmy to prep'are doskectclmy to prepare 
onterspace {other than fo fnierspaee (other'than to onterspace (other than to 
dtcompiessoon); thoraco -deeompmsoon);,lumbar decompresioon); thclf.C.' 

" 
' 

' 
,, ,, 

' 
90 

Facility 

184 

75 

12 

97 
,_; '' '~~&lj'<' $, :·j ~ 

5 
25 
10 
25 
10 
0 

::::·;,, 
' : 

.·S .. ~. 
90 

Facility 

184 

75 

12 

97 

5 
25 
10 
25 
10 
0 

~ ~~~~ 

~ :::; 

__ or lumbar, each · 
addrtlonallnterspace 

'' 

' :;z· 
z:z:z. 

Facility 

0 

·; :.} ' 

' 

f 

RNILPN/MTA 12 12 

1 1 
3 3 

RN/LPN/MTA 97 97 

E11003 1 1 0 
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2 

3 
4 

5 TOTAL RN/LPN/MTA CLINICAL LABOR TIME 

6 PRE-SERV CLINICAL LABOR TIME 

7 SERVICE PERIOD CLINICAL LABOR TIME 

8 POST-SERV CLINICAL LABOR TIME 

8 I c 

CMS STAFF 
TYPE,MED 

SUPPLY, OR 
EQUIP CODE 

Global--> 
Location-> 

RN/LPN/MTA 

RN/LPN/MTA 

RN/LPN/MTA 

RNILPN/MTA 

~ PRE~~J:RVIC~";.'9'::·1 ·: ,, .-·. :~"' ·• ;·· , ~ .. , , 

10 Complete pre-serv1ce d1agnos!lc & referral forms RN/LPN/MTA 

11 Coordmate pre-surgery serv1ces RN/LPN/MTA 

12 Schedule space and eqUipment 1n facll1ty RN/LPN/MTA 

13 Prov1de pre-serv1ce educat1on/obta1n consent RN/LPN/MTA 

14 Phone calls & prescnp!lons RN/LPN/MTA 

15 Other Mul!lspec Coord1nat1on of Care RN/LPN/MTA 

',·, ''" r-!§. SJ:~,V!CE PERIQD : :. '> , 

17 Pre-service services 
18 Intra-service 
19 Post-Service 
20 D1schg day mgmt (99238 12 m1n) (99239 1Sm1n) RNILPN/MTA 

21 Other Climcal Act1v1ty (please spec1fy) 

.E. POST:;,SE;R'(I£1:,}',er~od ' ,;,:-· ·_:: '' 
'·,, ,,., 

_;;;,,~ 

23 Ltst Number and Level of Office Visits 

24 99211 16 m1nutes 
25 99212 27 mmutes 
26 99213 36 mmutes 
27 99214 53 mmutes 
28 99215 63 mmutes 
29 Other 

G 
63101' '':' 

'·Vertebral corpectorny 
' , , (vertebral body 
.''reseCtion), partial or 
, . coniplete, lateral 
extraclvrtary approach 

; Wrtt. decompression of 
'spinal cord and/or nerve 
"IOot(s!'<es. !Oftumor"or 
· retiopulsed bone~ 
-fr~gments); tl)~rae~c, 
· : snigle segment 

90 
Facility 

222 

75 

12 

H 

,;63103 
~ ,V~ebr~l ~ip~rny Vertebral corJ)ectorny , 
if• '(v~bral body. ',(vertebral body , 
(' resectJon), partial or resectJon). parbat or 
' cOn;plete, lateral 'complete, lateral 
, extracavitary approach , extracavrtary ap'proach, 
;wrth-decolnpresSlon of ·'Wrth decompiesslon of 
spinal cord and/or nerve spinal cO'rd and/or nerve 
root(s) jeg:lor tu[nor oi ,root(s)(eg, !otiumor or 

,' ~pjllsed bone r ref!'Opulse!l'bOne 
: fnigments); lum~ar: ,' :fragments); thoraCic or, 
'' , s1ngle segment lumbar, each'adcflllonal 

· :;<~level 

90 zzz 
Facility Facility 

222 0 

75 

12 

135 135 

25 25 
10 10 
25 25 
10 10 
0 0 

'· J+''' ::r- , ' 

12 12 

',' 'q', : :' 
'''•,?<'b~ --,,';: / ,, 

1 1 
3 3 

30 Total Office ViSit T1me RN/LPN/MTA 135 135 
31 Other ActiVIty (please spec1fy) 

·_;_'F r;;: .. '' ~' ~~ ', ':· 
'' ' ' 

4 0 
rB fJIEQI~~:.li,U?RklES, ~-- ·. 
33 M1n Supply Pack for Vis1ts 

"' ' 1 0 e-,,-

' ' 

~ _ll_':.~·!E~S~!g~cal po_s~p _!,nCISIOil_ ~r~ _kit 
22. FQ.Ul~MfFNT' ' '\ 
36 surg1callamp 1 0 
37 Power exam table E11003 1 1 0 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Transbronchial Biopsy Procedures 

The CPT Editorial Panel created a number of editorial revisions and added two new add-on codes to the family oftransbronchial 
biopsy procedures to provide specific guidance on the reporting ofbiopsy(s) for single versus multiple lobes. 

The RUC considered survey data from more than 30 physicians and agreed that the nomenclature changes to CPT codes 31622-
31628; 31630-31631; and 31635-31640 are editorial in nature and do not change the work of the service. In reviewing these changes, 
the specialty argued that there is currently a rank order anomaly between the work relative value for 31629 Bronchoscopy .. frigid or 
flexible} .. with or without fluoroscopic guidance; with transbronchial needle aspiration biopsy{s). trachea, main stem and/or lobar 
bronchus(i) (work rvu = 3.37) and 31625 Bronchoscopy .. frigid or flexible} .. wzth or without fluoroscopic guidance; with bronchial or 
endobronchial biopsy (s). single or multiple sites (work rvu = 3.37). The specialty argued, and the RUC agreed, that the physician 
work for 31629 should be greater than 31625 as it is a more complex and riskier as the physician is placing the needle through either 
the trachea or bronchial wall. CPT code 31629 typically requires fluoroscopy, while 31625 rarely requires fluoroscopy. Fluoroscopic 
guidance is included in these services and not reported separately. The specialty informed the RUC that this code had not been 
surveyed in the past. The specialty presented the 25th percentile of 4.10 as the recommendation. The RUC agreed and recommends 
a work relative value of 4.10 for CPT code 31629. 

CPT Codes 31632 Bronchoscopy, rigid or flexible with or without fluoroscopic guidance; with trans bronchial lung biopsy(s), each 
additional lobe (List separately in addition to code for primary procedure) and 31633 Bronchoscopy, rigid or flexible with or without 
fluoroscopic guidance; with trans bronchial needle aspiration biopsy(s), each additional lobe (List separately in addition to code for 
primary procedure) are new CPT add-on codes. The survey respondents indicated that these services typically require 18-20 minutes 
of additional time for each additional lobe. The specialty was concerned that the survey respondents did not fully understand add-on 
codes and may have over-estimated the physician work involved in the service. The specialty, therefore, recommends that the values 
for these services be derived as follows: 

CPT code 31632 should be valued at the increment between CPT Code 31628 Bronchosocpy with transbronchiallung biopsy(s)(work 
rvu = 3.81) and CPT Code 31622 Bronchoscopy base code (work rvu = 2.78), which is 1.03. The RUC agrees and recommends a 
work relative value of 1.03 for CPT code 31632. 

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



CPT code 31633 should be valued at the increment between CPT Code 31629 Bronchoscopy with transbronchial needle aspiration 
biopsy(s), trachea, main stem and/or lobar bronchus(i) (work rvu = 4.10) and CPT Code 31622 Bronchoscopy base code (work rvu = 

2.78), which is 1.32. The RUC agrees and recommends a work relative value of 1.32 for CPT code 31633. 

Practice Expense Inputs 

The RUC reviewed the specialty society's presentation of practice expense inputs, which included data recently approved by the 
PEAC. The RUC modified the intra-service time for the existing codes to mirror the physician time from the new survey. The RUC 
clarified that a separate transbrochial needle is required for each biopsy and each lobe typically requires three biopsies. The 
recommended direct practice expense inputs are attached to the recommendations. 

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

A.31622 Bronchoscopy.2. frigid or flexiblej.2. with or without fluoroscopic 000 2.78 
guidance; diagnostic,_with or without cell washing (separate 
procedure) (no change) 

A.31623 with brushing or protected brushings 000 2.88 

(no change) 

A.31624 with bronchial alveolar lavage 000 2.88 

(no change) 

A.31625 K1 with bronchial or endobronchial biopsy (s), single or multiple 000 3.37 
sites 

(31626 has been deleted. To report, use 31625) (no change) 

(31627 has been deleted. To report, use 31622) 
A.31628 K2 with transbronchiallung biopsy(s), single lobe, 'Nith or 000 3.81 

without fluoroscopic gMidance 
(no change) 

(31628 should be reported only once regardless of how many 
transbronchiallung biopsies are performed in a lobe) 

(To report transbronchiallung biopsies performed on additionallobel 
use 31632) 

CPT five-dtgit codes, two-digit modifiers, and descriptions only are copyrtght by the American Medtcal Assoctatwn. 2 



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

.31629 K3 with transbronchial needle aspiration biopsy(s), trachea, main 000 4.10 
stem and/or lobar bronchus(i) 

(31629 should be reQorted only once for UQQer airway bioQsies 
regardless of how many trans bronchial needle asQiration bioQsies are 
Qerformed in the UQQer airway or in a lobe) 

(To reQOrt transbronchial needle asQiration bioQsies Qerformed in 
additionallobes2 use 31633} 

.31630 with tracheal or bronchial dilation or closed reduction of 000 3.82 
fracture 

(no change) 

.31631 with tracheal dilation and placement of tracheal stent 000 4.37 

(no change) 

+•31632 K4 with transbronchiallung biopsy(s), each additional lobe (List zzz 1.03 
separately in addition to code for primary procedure) 

(Use 31632 in conjunction with code 31628} 

(31632 should be reQorted only once regardless of how many 
transbronchiallung bioQsies are Qerformed in a lobe} 

+~31633 KS with transbronchial needle aspiration biopsy(s), each zzz 1.32 
additional lobe (List separately in addition to code for primary 
procedure) 

(Use 31633 in conjunction with code 31629} 

(31633 should be reQorted only once regardless of how many 
transbronchial needle asQiration bioQsies are Qerformed in the trachea 
or the additional lobe} 

CPT five-digit codes, two-dtgit modtfiers, and descnpttons only are copynght by the American Medtcal AssociatiOn. 3 



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

~31635 with removal of foreign body 000 3.68 

(no change) 

~31640 with excision of tumor 000 4.94 

(no change) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: ----

CPT Code: 31625_ Tracking Number: Kl_ Global Period: _0=0"-"0=------ Recommended RVW: -=3:....:.;.3=-7'-----

CPT Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with bronchial or 
endobronchial biopsy(s), single or multiple sites. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A patient with bilateral hilar adenopathy is thought to have possible sarcoidosis and 
bronchoscopy is performed for diagnosis. Multiple bronchial mucosal biopsies are obtamed by direct vision at 
multiple sites from the trachea and proximal lobar bronchi. 

Percentage of Survey Respondents who found Vignette to be Typical: 76% 

Description of Pre-Service Work: The patient is brought into the bronchoscopy suite and is placed in a special chair or 
table for bronchoscopy. The details of the procedure are reviewed with the patient, including possible complications, and 
the patient signs a consent form. Leads for monitoring blood pressure, pulse, ECG, and Sp02 are applied to the patient, 
and these are monitored continuously throughout the procedure. Oxygen 2 LPM via nasal cannula is begun. The patient 
breathes 4% xylocaine through a hand-held nebulizer until a weight-based dosage IS delivered. An IV is started and saline 
is run at 50cc/hour. Conscious sedation is begun after 0.6mg of atropine is given subcutaneously. Versed and Alfentnil 
are given intravenously until the patient is well sedated. When the patient is well sedated and aerolized xylocaine has been 
delivered, 2% xylocaine is delivered directly into the nostrils and mouth with an atomizer. 

Description of Intra-Service Work: Once the patient has been properly sedated and locally anesthetized, the oxygen is 
turned up to 5 LPM. A fiberoptic bronchoscope is inserted through the nostril, visualizing the upper airways to the vocal 
cords. The vocal cords are visualized and observed for function. The bronchoscope is advanced into the trachea. All of the 
airways are mspected and the site or sites for the bronchial biopsies are determined. The biopsy forceps is advanced through 
the suction channel of the bronchoscope into the airways. Bronchial biopsies are obtained from one or more sites and placed 
in formalin. The bronchoscope is gradually withdrawn from the airways, carefully inspecting the trachea and the subglottic 
area, and removed from the patient. The biopsy specimens are placed in formalin and sent to Pathology. 

Description of Post-Service Work: The patient's blood pressure, pulse, ECG, and Sp02 are monitored. Oxygen is 
continued to maintain an Sp02 of 92% or above. The bronchoscopy report form is filled out. The pathology slip is filled 
out for the biopsies. A conscious sedation form is filled out. The family is visited, and the procedure results are explained 
to them, as well as how the patient did during the procedure and the patient's current condition. Once the patient is awake, 
the bronchoscopy fmdings are discussed with the patient. Orders for when the patient can drink or eat are given to the 
patient and family. Once the patient has awakened, has stable vital signs, and feels well enough to leave, the patient is 
discharged from the bronchoscopy suite. Once the results from the bronchoscopy have been finalized, the patient is called, 
the results delivered, and plans for therapy and future studies are discussed with the patient and finalized. A letter is 
written to the referring physician. 

SURVEY DATA 

Presenter(s): Alan Plummer, MD, FCCP & Scott Manaker, MD, PhD, FCCP 

Specialty( s): Pulmonary Medicine/Critical Cate 

CPT Code: 31625 



CPT Code: 

pie Size: 230 Resp n: 45 Resp %: 21% 

pie Type: Random Augmented by Panel 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 

*Physician total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global WorkRVU 

31622 Bronchoscopy, rigid or flexible, with 000 2.78 
or without fluoroscopic guidance; diagnostic, 
with or without cell washing 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: __ 34 _____ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

31625 31622 
I Median Pre-Service Ttme II 45 II 20 

I Median Intra-Service Ttme II 30 II 25 

Medtan Immediate Post-servtce Time 15 20 

Medtan Crittcal Care Time 

Median Other Hospital Vtsit Time 

Medtan Discharge Day Management Ttme 

I Medtan Office Vtstt Ttme 

I Median Total Time 90 65 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 reviewed and analyzed 

.____3._5 _ __.I ._I _3_.1 _ ____. 

L--_3_.5 _ _.11 3.0 

Ll U:...:r.!::ge:...:n::.cy::...:..of:...:m::.ed.:....:...:...Ica:..;.;_l d:...:ec.:..i.:..si.:..on_m.:..ak_I...!ng::.._ _______ ____JI._I __ 3_.5 _ ____,1._1 __ 3._2 __ __. 

Technical Skill/Physical Effort (Mean) 

L..l T_ec_hm_ca_l·_ski_.I_l_re....!.qu_ir_ed ___________ ___,l .... l_4_._o _ ____,l ._I _3_.3 __ _, 

L..IP_h::....ys_ic_al_e_ffi_ort_req...,!.u_ir_ed ___________ ___.l .... 1 __ 3._6_---'11 3.0 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .___3_.9 _ ___.1 ._I _2_.9 _ ____. 

.... 1 o_u_tco_m_e_d"""'ep~e_n_ds_o_n_th_e_s_k_Ill_a_n_d.::..ju_d.:::.ge_m_e_nt_o_f..!.p-'hy:....s_ic_ia_n __ ____,l .... 1 __ 4_.o_---'l ._I __ 3_.1 __ __. 

LE_s_ti_m_at_ed_ri_sk_o_f_m_a.,.!lp_ra_c_tice_s_u_it_w_ith......:...po_o_r_o_ut_co_m_e ___ ___, L-_3_. 7_---'1 .... 1 __ 3_.0 __ -' 

INTENSITY/COMPLEXITY MEASURES CPT Code 

31625 

Time Segments (Mean) 

L.:l P:...:r.:..e-..:.S.:..:er.:..v::.ic.:..e .::.in:...:te.:..ns.:..ity,;,;:_;/c.:..o_m.:;..pl.:..ex_i~ty _________ ---JII 2.9 

Reference 
Service 1 
31622 

II 2.6 

.... 1 I_nt_ra_-S.:....e_rv_I.:....ce_i_nt_ens_ity::..../_co_m...!p'-le_x_it::....y _________ ___,~l._l _3_.9 __ _.11 3.4 

.... IP.:..o.:..st:...:-S.:..erv_;__;_ice~in_te_ns_Ity~/c_om~p~le_x_Ity::.__ _____________ ---'IL..I _3_.2 __ ~1 ..... 1 _2_._8 __ ~ 

ADDITIONAL RATIONALE 

CPT Code: ----

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A random survey was performed. To achieve consistency and ascertain the accuracy of the data, the collated 
survey data was reviewed by the RUC, PEAC, and CPT advisers for the two societies. Their recommendations 
were then reviewed and considered by members of the practice management committees of the two societies who 
agreed to the recommendations. The representatives from the committees were 10 in number, 3 of whom 
practiced in group practices in suburban settings. Additionally, there were 2 Practice Administrators and 1 RN. 



CPT Code: ----

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revtsed code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code ts an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes tts part of 
the physician work using dtfferent codes. 
Multtple codes allow flextbthty to describe exactly what components the procedure mcluded. 
Multiple codes are used to maintain consistency with stmilar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported wtth multiple 
codes. Include the CPT codes, global period, work RVUs, pre, mtra, and post-ttme for each, summing all 
of these data and accounting for relevant multiple procedure reductiOn policies. If more than one 
physician is involved in the provision of the total servtce, please indicate whtch physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? Using the same CPT code, 31625 
unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_ Pulmonology _________ X_ Commonly Sometimes ___ Rarely 

Specialty_ Thoracic Surgery ______ _ Commonly _X_ Sometimes ___ Rarely 

(if 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pulmonology ________ Frequency_96,550 __ _ 

Specialty_ Thoracic Surgery _______ Frequency __ 5,976 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_ Pulmonology ________ Frequency_28,965 ____ _ 

Specialty_ Thoracic Surgery ______ Frequency __ !, 793 ___ _ 

Do many physicians perform this service across the United States? _X_Yes No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: ----

CPT Code: 31628_ Tracking Number: K2_ Global Period: 000 Recommended RVW: 3.81 

CPT D~scriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with trans bronchial lung 
biopsy(s), single lobe 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 68-year-old woman has peripheral alveolar infiltrates in the right lower lobes that 
have been unchanged for six weeks. Bronchoscopy is performed and no bronchial mucosal lesions are 
visualized. Under fluoroscopic guidance a biopsy forceps is inserted into the area of infiltrate in the peripheral 
right lower lobe. Three-to-six lung biopsies are obtained, each with fluoroscopic guidance of the biopsy 
forceps: Specimens are submitted in a container. A postprocedure chest x-ray is obtained to evaluate for 
possible pneumothorax. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Description of Pre-Service Work: The patient is brought into the bronchoscopy suite and is placed in a special chair or 
table for bronchoscopy. The details of the procedure are reviewed with the patient, including possible complications, and 
the patient signs a consent form. Leads for monitoring blood pressure, pulse, ECG, and Sp02 are applied to the patient, 
and these are monitored continuously throughout the procedure. Oxygen 2 LPM via nasal cannula is begun. The patient 
breathes :4% xylocaine through a hand-held nebulizer until a weight-based dosage is delivered. An IV is started and saline 
is run at 50cc/hour. Conscious sedation is begun after 0.6mg of atropine is given subcutaneously. Versed and Alfentnil 
are given intravenously until the patient is well sedated. When the patient is well sedated and aerolized xylocaine has been 
delivered, 2% xylocaine is delivered directly into the nostrils and mouth with an atomizer. 

Description of Intra-Service Work: Once the patient has been properly sedated and locally anesthetized, the oxygen is 
turned up to 5 LPM. A fiberoptic bronchoscope is inserted through the nostril, visualizing the upper airways to the vocal 
cords. The vocal cords are visualized and observed for function. The bronchoscope is advanced into the trachea. All of 
the airways are inspected. Forceps are advanced through the suction channel of the bronchoscope into the right lower lobe 
bronchus leading to the infiltrate. A fluoroscope is activated and the biopsy forceps are advanced into the infiltrate, then 
backed off by 1-2cm. Under fluoroscopic guidance the forceps are opened, a transbronchial biopsy is obtained on 
expiration, the forceps are removed. Three to six biopsies are obtained in one lobe with fluoroscopic guidance. The 
bronchoscope is withdrawn from the airways carefully visualizing the trachea and then withdrawn from the patient. 
Inspection of the chest for a pneumothorax is performed with the fluoroscope. The biopsies are placed in formalin and 
sent to Pathology. 

Description of Post-Service Work: The patient's blood pressure, pulse, ECG, Sp02 are monitored. Oxygen is 
continued to maintain an Sp02 of 92% or above. The bronchoscopy report form is filled out. The pathology slip is filled 
out for the biopsies. A conscious sedation form is filled out. The family is visited, and the procedure results are explained 
to them, as well as how the patient did during the procedure and the patient's current condition. Once the patient is awake, 
the bronchoscopy fmdings are discussed with the patient. Orders for when the patient can drink or eat are given to the 
patient and family. Once the patient has awakened, has stable vital signs, and feels well enough to leave, the patient is 
discharged from the bronchoscopy suite. Once the results from the bronchoscopy have been finalized, the patient is called, 
the results delivered, and plans for therapy and future studies are discussed with the patient and finalized. A letter is 
written to the referring physician. 



CPT Code: 
SURVEY DATA 

an Plummer, MD, FCCP & Scott Manaker, MD, PhD, FCCP 

Pulmonary Medicine/Critical Care 

31628 

Sample Size: 230 Resp n: 34 Resp %: 15% 

Sample Type: Random Augmented by Panel Review 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Seniice Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 40 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 

*Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 

31622 

CPT Descriptor 

Bronchoscopy, rigid or flexible, 
with or without fluoroscopic 
guidance; diagnostic, with or 
without cell washing 

WorkRVU 

000 2.78 

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

----

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: __ 32 _____ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

31628 31622 
L..l M_ed_ia_n_Pr_e_-S_er_v_ice_T_nn_e __________ ____.l L-1 _5_3 __ ....~1 :1 ::1:8====== 

IL..M_e_d_tan_I_n_tra_-_se_rv_tc_e_T_im_e __________ ___.l L-1 _40 __ ---ll L..l _4_2 __ ___, 

I Medtan lmmedtate Post-service Time II 20 II 35 
II=M=ed=ta=n =Cr=it=ic=al=C=a=re=T=tm=e============ll L..l -------~' =~ ::::::::: 



IFM=oo==ia=n=O=th=er=H=o=s=pi=m=l=V=is=it=T=im=e==================91~1 ======~IFI ========~ 
~~M~oo~Ia~n~D~i~sc~h=ar=ge==D=ay=M==am==ge=m=e=n=tT=I=m=e==============911 IFI========9 
IFM=oo==Ian==O=ffi=ce=V=i=si=tT=i=m=e======================911 IFI ========~ 
L..l M_e_di_'an_To_tal_T_im_e ___________ ___.ll 113 1 .... 1 __ 95 __ _, 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be rev1ewoo and analyzoo 

II 3.3 .___ ___ __, 4.4 

L...-_4_.2 _ ___.1 ._I _3._2 _ _.. 

Ll U:..:r:.=:g::..:en::..:c::...y..:.of:...;m:::.;;.::..:..ooica:..:.;.:_l d.:..:ec...:.....:..ISI...:..o_n_m_ak_I....:ng"------------...JI._I _3_._8 _ ____.I ._1 __ 2._9 __ __. 

Technical Skill/Physical Effort (Mean) 

L..l T_ec_hni_._ca_l_sk_il_l r_eq..:...u_iroo ___________ ____,l ._I _4_.5 _ ___.11 3.0 

Ll P_h::...ys...:..ica...:..l_;e_ffi...:..ort_req....:.u_ir_e_d ___________ __.I L..l __ 3_.8 _ ____.1 L..l _2_.9 __ .....J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or moruhty I ._1 __ 4_.6 __ _.1 ._I __ 2._7 __ __. 

Ll O_u_tc_o_m_e_d_:ep:....e_nd_s_o_n_th_e_s_k_ilJ_a_n_d .::....ju_d:;:..ge_m_e_nt_o_f_,_p...:hy'-S-IC_Ia_n __ ___.l ._1 __ 4_.5 __ _.1 ._I __ 2_.9 __ __. 

LE_s_ti_m_ru_ed_ns_k_o_f_m_a~lp_ra_c_tire_s_ui_t_w_ith_..:...po_o_r_ou_t_co_m_e ___ ---...JL---4_.1_~1LI __ 2_.9 __ .....J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

31628 31622 

Time Se!m!ents (Mean} 

I Pre-Service intensity/complexity II 3.8 II 2.8 

I Intra-Service intensity/complexity II 4.5 II 3.1 

I Post-Servire mtensity/complexity II 3.5 II 2.5 

ADDITIONAL RATIONALE 

CPT Code: __ _ 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 



CPT Code: ----
A random survey was performed. To achieve consistency and ascertain the accuracy of the data, the collated 
survey data was reviewed by the RUC, PEAC, and CPT advisers for the two societies. Their recommendations 
were then reviewed and considered by members of the practice management committees of the two societies who 
agreed to the recommendations. The representatives from the committees were 10 in number, 3 of whom 
practiced in group practices in suburban settings. Additionally, there were 2 Practice Administrators and 1 RN. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the followmg questions: 

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

The surveyed code IS an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes 1ts part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to mamtain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code IS reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summmg all 
of these data and accountmg for relevant multiple procedure reduction policies. If more than one 
physician IS mvolved m the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? Using the same CPT code, 31628 (if unlisted code, 
please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_ Pulmonology _________ X_Commonly Sometimes ___ Rarely 
Specialty_ Thoracic Surgery __ Commonly _ X_Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _ Pulmonology_______ Frequency _115, 733 __ _ 
Specialty _Thoracic Surgery ______ Frequency __ 1643 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_ Pulmonology ________ Frequency _34, 720 ____ _ 
Specialty _Thoracic Surgery Frequency_ 493 ____ _ 

Do many physicians perform this service across the United States? Yes X No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: ----

CPT Code: 31629 _ Tracking Number: 1Q_ Global Period: 000 Recommended RVW: _±,_1_ 

CPT Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with trans bronchial 

needle aspiration biopsy(s), trachea, main stem and/or lobar bronchus(i) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70-year-old man has a 3.5 em subcarinallymph node on chest CT scan. One year 
previously he undeiWent surgery for a renal cell carcinoma. Bronchoscopy is performed and a transbronchial 
biopsy needle (e.g., Wang Needle) is passed through the carina and aspiration biopsies are obtained from the 
subcarinallymph node. Biopsy specimens are submitted in a container. 

Percentage of Survey Respondents who found Vignette to be Typical: 81% 

Description of Pre-Service Work: The patient is brought into the bronchoscopy suite and is placed in a special chair or 
table for bronchoocopy. The details of the procedure are reviewed with the patient, including possible complications, and 
the patient signs a consent form. Leads for monitoring blood pressure, pulse, ECG, and Sp02 are applied to the patient, 
and these are monitored continuously throughout the procedure. Oxygen 2 LPM via nasal cannula is begun. The patient 
breathes 4% xylocaine through a hand-held nebulizer until a weight-based dosage is delivered. An IV is started and saline 
is run at 50cc/hour. Conscious sedation is regun after 0.6mg of atropine is given subcutaneously. Versed and Alfentnil 
are given intravenously until the patient is well sedated. When the patient is well sedated and aerolized xylocaine has been 
delivered, 2% xylocaine is delivered directly into the nostrils and mouth with an atomizer. 

Description of Intra-Service Work: Once the patient has been properly sedated and locally anesthetized, the oxygen Is turned up to 5 
LPM. A fiberoptic bronchoscope is mserted through the nostril, visualizing the upper airways to the vocal cords. The vocal cords are 
visualized and observed for function. The bronchoscope IS advanced into the trachea. All of the airways are inspected. A transbronchial 
biopsy needle is passed through the bronchoscope mto the trachea above the carina, where the bronchoscope has been positiOned. The needle 
IS positioned and the bronchoscope and needle are jammed through the mucosa mto the subcarinal area. Manual suction is apphed through a 
syringe to aspirate the biopsy into the needle, and the transbronchial biopsy needle IS removed and the specimen is delivered into an alcohol 
solution. Several biopsies are obtamed at the one site, and the bronchoscope IS removed carefully, while inspecting the trachea and subglottic 
area, before removing it from the patient. 

Description of Post-Service Work: The patient's blood pressure, pulse, ECG, Sp02 are monitored. Oxygen is 
continued to maintain an Sp02 of 92% or above. The bronchoscopy report form is filled out. The pathology slip is filled 
out for the biopsies. A conscious sedation form is filled out. The family is visited, and the procedure results are explained 
to them, as well as how the patient did during the procedure and the patient's current condition. Once the patient isawake, 
the bronchoscopy findings are discussed with the patient. Orders for when the patient can drink or eat are given to the 
patient and family. Once the patient has awakened, has stable vital signs, and feels well enough to leave, the patient is 
discharged from the bronchoscopy suite. Once the results from the bronchoscopy have been finalized, the patient is called, 
the results delivered, and plans for therapy and future studies are discussed with the patient and finalized. A letter is 
written to the referring physician. 

SURVEY DATA 

Presenter(s): Alan Plummer, MD, FCCP & Scott Manaker, MD, PhD, FCCP 

Specialty(s): Pulmonary Medicine/Critical Care 

CPT Code: 31629 



CPT Code: 

leSize: 230 Resp n: 31 Resp %: 13.5% 

Sample Type: Random Augmented by Panel 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service b, Dress, Wait Time: 

Intra-Service Time: 

Post-Servi Total Min* 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 

*Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global WorkRVU 

31622 Bronchoscopy, rigid or flexible, with 000 2.78 
or without fluoroscopic guidance; diagnostic, 
with or without cell washing 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: __ 31622 _____ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

31629 r-"3""'16""'22......_ _ _, 
~IM_e_d_ia_n_Pr_~_s_e~_~_·re_T_~_e __________ ~l~l_s_s __ ~ILI _1_8 __ ~ 

~IM_ro_ia_n_In_tr_a-_Se_~_I_re_T_im_e ____________ ~ll 30 ILl __ 4_2 ____ ~ 

Median lmmro1ate Post-service Time 20 35 

Mroian Critical Care Tlffie 

Mro1an Other Hospital VIsit Time 

Median Discharge Day Management Time 

Mroian Office Visit Time 

Median Total Time 105 95 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of .___4_._0 _ ___.II 2.8 
management options that must be considered .___ ___ ____. 

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

.___4_.1 _ ___.1 ..... 1 _2_.9 _ ____, 

~..I u_r..:::g_en_cy::..._of_m_ed_ic_a_l d_ec_I_si_on_m_ak_i...::ng::..._ _______ ____.l ~..I _3_._5 _ ___.I ._I __ 2._6 __ __. 

Technical Skill/Physical Effort (Mean) 

L..l T_e_chni_·ca_l_sk_Il_l_req~u-Ir_ed ___________ ____.l ~..I _4_._6 _ ___.1 ._I _2_.9 __ .....~ 

~.:I P...:.:h.::...:ys:..:..:ic...:.:al;....:e.:.:ffi.:.:ort_req~u-ir_ed ___________ ____.l ~..I _3_._8 _----JI ._I _2_.6 __ __. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .___4_.3 _ ___.1 ._I _2_.6 _ _. 

L..l O:..:u:..:.tco:.:..:.:.m:..:.e..:d.;:.!ep:..:e_nd_s_o_n_th_e_s_k_ill_a_nd_J::...·u_dg~e_m_e_nt __ o __ f.!..ph-=y--s_Ic_ia_n __ __.l ._I _4_._7 _ ___.I ._I __ 2._9 __ __. 

~..E_s_tim_at_ed_r_is_k_o_f_m_a...:.lp_ra_c_tic_e_s_ui_t _w_Ith.....:....po_o_r _ou_t_co_m_e ___ _. L..-_3._7 _----JI ~..I __ 2._7 __ __. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

31629 31622 

Time Se1m1ents (Mean} 

I Pre-Service mtensity/complexity II 3.7 II 2.7 

I Intra-Service mtensity/complexity II 4.4 II 2.8 

I Post-Service intensity/complexity II 3.5 II 2.6 

ADDITIONAL RATIONALE 

CPT Code: ----

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A random survey was performed. To achieve consistency and ascertain the accuracy of the data, the collated 
survey data was reviewed by the RUC, PEAC, and CPT advisers for the two societies. Their recommendations 
were then reviewed and considered by members of the practice management committees of the two societies who 



CPT Code: ----
agreed to the recommendations. The representatives from the committees were 10 in number, 3 of whom 
practiced in group practices in suburban settings. Additionally, there were 2 Practice Administrators and 1 RN. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes Its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain). ___________________ _ 

2. Please proVIde a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summmg all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 
How was this service previously reported? Using the same CPT code, 31629 (if unlisted code, 
please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_ Pulmonology ___________ Commonly _ X_Sometimes ___ Rarely 
Specialty_Thoracic Surgery Commonly _ X_Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty_ Pulmonology ________ Frequency _17 ,517 ____ _ 
Specialty _Thoracic Surgery Frequency __ 192 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_ Pulmonology ________ Frequency_5,255 ____ _ 
Specialty _Thoracic Surgery Frequency__ 58 ___ _ 

Do many physicians perform this service across the United States? __ Yes X No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 

CPT Code: 31632 Tracking Number: K4 Global Period: ZZZ_ Recommended RVW: 1.03 

----

CPT Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with transbronchiallung 
biopsy(s), each additional lobe 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 68-year-old woman has peripheral alveolar infiltrates in the right upper 
and right lower lobes that have been unchanged for six weeks. Bronchoscopy is performed and no bronchial 
mucosal lesions are visualized. Under fluoroscopic guidance a biopsy forceps is inserted into the area of 
infiltrate in the peripheral right lower lobe. Three-to-six lung biopsies are obtained, each with fluoroscopic 
guidance of the biopsy forceps. The procedure is then repeated in the right upper lobe using fluoroscopic 
guidance of the biopsy forceps into the area of peripheral infiltrate, and three-to-six lung biopsy samples are 
obtained from this second lesion. Specimens are submitted in separate containers for each anatomic site 
biopsied. A postprocedure chest x-ray is obtained to evaluate for possible pneumothorax. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Description of Pre-Service Work: N/ A 

Description of Intra-Service Work: The bronchoscope is positioned in the right upper lobe and the biopsy forceps are 
introduced into the area peripheral infiltrate under the fluoroscopic guidance. 3-6 lung biopsy samples are obtained from the 
area. Specimens are submitted in separate containers for each anatomic site biopsied. The patient is fluoroscoped after the 
bronchoscope has been removed to evaluate for a pneumothorax. 

Description of Post-Service Work: N/A 

SURVEY DATA 

Plummer, MD, FCCP & Scott Manaker, MD, PhD, FCCP 

31632 

230 Resp n: 41 Resp %: 18% 

Random Augmented by Panel 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 



CPT Code: 
Intra-Service Time: 0 I 10 I 18 I 40 I 
Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 

31628 

CPT Descriptor 

Bronchoscopy, rigid or flexible, with or 
without fluoroscopic guidance; with 
transbronchiallung biopsy(s), single lobe 

WorkRVU 

000 3.81 

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

115 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _36 ______ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

31632 31628 

~IM_e_d_ia_n_P_re_-s_e_rv_i~_T_im_e ________________ ~l~l N_I_A ____ ~I~I ___ 18 ___ ~ 

~~ M_e_d_ia_n_In_tr_a-_Se_rv_i_~_T_Im_e __________ __.l ~~ _1_8 __ -.~l ~~ _4_2 __ __. 

Median Immediate Post-service Time 

Medmn Cntical Care T1me 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Offi~ Vis1t T1me 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 rev1ewed and analyzed 

N/A 30 

N/A 

N/A 5 

N/A 

N/A 

18 95 

....__4_.1_~1 L-1 _3_.9_---J 

....__3_.9 _ ____.1 ..... 1 _3_.9 _ _.. 



CPT Code: 
I Urgency of medical decision making II 4.1 II 3.9 

Technical Skill/Physical Effort (Mean} 

I Technical skill reqmred II 4.6 II 4.4 

I Physical effort required II 3.9 II 3.9 

Psychological Stress (Mean} 

I The risk of Significant complications, morbidity and/or mortality II 4.3 II 3.8 

I Outcome depends on the skill and judgement of physician II 4.5 II 4.2 

Estimated risk of malpractice smt with poor outcome 3.9 II 3.6 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se1m1ents (Mean} 

I Pre-Service mtensity/complexity II 3.1 II 3.2 

I Intra-Service mtensity/complexity II 4.6 II 4.3 

I Post-Service intensity/complexity II 3.2 II 3.1 

II 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and fonnat. 

A random survey was performed. To achieve consistency and ascertain the accuracy of the data, the collated 
survey data was reviewed by the RUC, PEAC, and CPT advisers for the two societies. Their recommendations 
were then reviewed and considered by members of the practice management committees of the two societies who 
agreed to the recommendations. The representatives from the committees were 10 in number, 3 of whom 
practiced in group practices in suburban settings. Additionally, there were 2 Practice Administrators and 1 RN. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/reVIsed code typtcally reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 



CPT Code: ----
Why is the procedure reported usmg multiple codes mstead of JUSt one code? (Check all that apply.) 

X The surveyed code IS an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to mamtain consistency with similar codes. 
Histoncal precedents. 
Other reason (please explam) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code IS reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, mtra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the proVIsion of the total service, please mdicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? _U=si=n=-g-=c-"'-od.:ce=--=.3.:..16::::.:2~8"-------------- (if unlisted code, 
please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_ Pulmonology ___________ Commonly Sometimes _X_Rarely 

Specialty_Thoracic Surgery __________ Commonly Sometimes _X_Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty_ Pulmonology _________ _ Frequency_5, 787 ____ _ 

Specialty _Thoracic Surgery _________ Frequency_ 82 ------

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_ Pulmonology _________ _ Frequency_ 1, 736 _____ _ 

Specialty _Thoracic Surgery __________ Frequency __ 25 ___ _ 

Do many physicians perform this service across the United States? Yes X No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 
----

CPT Code: 31633 Tracking Number:~ Global Period: ZZZ Recommended RVW: 1.32 

CPT Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance with transbronchial 
needle aspiration biopsy(s), each additional lobe. 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70-year-old man has a perihilar 2.5cm nodule in the right lower lobe and a 
1.5 em subcarinal lymph node on chest CT scan. One year previously he underwent surgery for a renal cell 
carcinoma. Bronchoscopy is performed and a transbronchial biopsy needle (e.g., Wang Needle) is passed 
through the carina and aspiration biopsies are obtained from the subcarinal lymph node. Standard biopsy 
forceps cannot be used to reach the perihilar nodule in the right lower lobe and under fluoroscopic guidance 
two transbronchial needle aspiration biopsies are obtained. Biopsy specimens are submitted separately from the 
two anatomic sites. A postprocedure chest x-ray is obtained to evaluate for a possible pneumothorax. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Description of Pre-Service Work: N I A 

Description of Intra-Service Work: The bronchoscope is repositioned into the nght lower lobe under fluoroscopic guidance. Two 
transbronchial needle aspiratiOn biopsies are obtained. Biopsy specimens are submitted separately from the two anatomic sites. Fluoroscopy 
is performed after the bronchoscope has been removed to evaluate for a pneumothorax. 

Description of Post-Service Work: N/A 

SURVEY DATA 

Presenter(s): Alan Plummer, MD, FCCP & Scott Manaker, MD, PhD, FCCP 

pecialty(s): Pulmonary Medicine/Critical Care 

31633 

pie Size: 230 Resp n: 24 Resp%: 10% 

Sample Type: Random Augmented by Panel 

SurveyRVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 



CPT Code: 
Intra-Service Time: 8 I 15 I 20 I 35 I 
Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
. . .. 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 

31629 

CPT Descriptor 

Bronchoscopy, rigid or flexible, with or 
without fluoroscopic guidance; with 
transbronchial needle aspiration biopsy(s), 
trachea, main stem and/or lobar bronchus(i) 

WorkRVU 

000 3.37 

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

115 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _15 _____ _ 

TIME ESTIMATES (Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office VIsit T1me 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 reviewed and analyzed 

New/Revis. Key Reference 
CPT Code: CPT Code: 

31633 31629 

II N/A II 18 

II 20 II 42 

N/A 30 

5 

20 95 

..___3_.9 _ ___.11.___3_.8 _ ___, 

..___4_.1 _ ___.11.___3_.8 _ ___. 



CPT Code: 
I Urgency of medical deciSion making II 3.8 II 3.6 

Technical Skill/Physical Effort (Mean} 

I Technical skill required II 4.7 II 4.3 

I Physical effort required II 4.2 II 3.8 

Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.0 II 3.6 

I Outcome depends on the skill and judgement of physician II 4.6 II 4.2 

Estllllated risk of malpractice smt with poor outcome 3.6 II 3.2 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.2 II 3.2 

I Intra-Service intensity/complexity II 4.5 II 4.3 

I Post-Service intensity/complexity II 3.2 II 3.1 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and fonnat. 

A random survey was performed. To achieve consistency and ascertain the accuracy of the data, the collated 
survey data was reviewed by the RUC, PEAC, and CPT advisers for the two societies. Their recommendations 
were then reviewed and considered by members of the practice management committees of the two societies who 
agreed to the recommendations. The representatives from the committees were 10 in number, 3 of whom 
practiced in group practices in suburban settings. Additionally, there were 2 Practice Administrators and 1 RN. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 



CPT Code: ----
Why is the procedure reported usmg multiple codes instead of just one code? (Check all that apply.) 

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to descnbe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenano where this new/revised code is reported with multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reductiOn policies. If more than one 
physician IS mvolved in the provlSlon of the total semce, please mdicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? Using code 31629 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_ Pulmonology _____ _ __ Commonly Sometimes _ X __ Rarely 

Specialty_Thoracic Surgery __________ Commonly Sometimes _X_Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _ Pulmonology ________ Frequency __ 177 __ _ 

Specialty_ Thoracic Surgery _______ Frequency ___ 2 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _Pulmonology ________ Frequency __ 53 ___ _ 

Specialty __ Thoracic Surgery ______ Frequency __ ! ___ _ 

Do many physicians perform this service across the United States? __ Yes X No 



American College of Chest Physicians Page 1 



CPT Code:31632 ___ _ 
Specialty Society('s)_ACCP & ATS __ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

ZZZ Global Period 
In Office Direct Inputs 

Global Period: ZZZ Sample Size:_230_ Response Rate: (%):_18% __ - --

Tracking Number:_K-4 __ Reference Code 1 31628 Reference Code 2 ----

Geographic Practice Setting %: Rural_1 0%_ Suburban 20% Urban 70% 

Type ofPractice %: 7% Solo Practice 
_32%_Single Specialty Group 
_27%_Multispecialty Group 
_34%_Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

In addition to the random sample, the data were analyzed and validated by a subcommittee of the 
American College of Chest Physicians' Practice Management Committee and the American 
Thoracic Society's Clinical Practice Committee. There were nine physicians, seven of whom 
practice ih urban areas and two of whom practice in suburban areas. Additionally, there were two 
practice administrators and a registered nurse. 

Please describe the clinical activities of your staff: 
Intra-Service Clinical Labor Activities: 

A Registered Nurse assists the physician with the conscious sedatiOn. A respiratory therapist assists the 
physiCian dunng the procedure(s); and completes the diagnostic forms, including labeling the additional 
specimen(s). 

HCFA's StaffType Clinical Labor Service Period Cost Estimate and 

Code* Source (if applicable) 

1033 RN-Conscious sedation 18 min 

Unlisted R T-Assists physician 12min 
during procedure-2/3 of 
physician time, allows for 
multitasking 

Unlisted RT-Completes additional 2min 
diagnostic forms and labels 
additional specimen( s) 



CPT Code:31632 ___ _ 
Specialty Society('s)_ACCP & ATS __ 

HCFA's Medical Medical Supplies Quantity of Units Used for Cost Estimate 

Supply Code* Supplies Purchase and Source (if 
applicable) 

NONE 

*From HCFA's Labor, Medical Supply, and Equipment List. If not hsted provide full descnptwn, estimated cost, and cost source. 

HCFA Medical Equipment Cost Estimate and 

Equipment Source (if 

Code* 
applicable) 

NONE 

*From HCFA's Labor, Medical Supply, and Equipment List. If not hsted provide full descnption, estimated cost, and cost source. 

2 



CPT Code:31632 ___ _ 
Specialty Society('s)_ACCP & ATS __ 

TYPE OF SERVICE: ZZZ Global Period 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Intra-service 

Assist physician in performing procedure 

Other Clinical Activity (please specify) 

Assist phys1cian with conscious sedation 

Complete additional diagnostic forms and label additional 
specimen(s) 

Minutes Staff Type- Circle 

12 __ ~1, LP~I, MTA, Other 
RT _____ _ 

18 RN, LP~I, MTA, Other 

2 RT 

3 



CPT Code:31633 ___ _ 
Specialty Society('s)_ACCP & ATS __ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

ZZZ Global Period 
In Office Direct Inputs 

Sample Size:_230_ Response Rate: (%):_10% __ Global Period: ZZZ 

Tracking Number:_K-5 __ Reference Code 1 31629 Reference Code 2 - -- -------

Geographic Practice Setting%: Rural_ 4%_ Suburban 21% Urban 75% 

Type of Practice%: 8% Solo Practice 
_21 %_Single Specialty Group 
_33%_Multispecialty Group 
_38%_Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

In addition to the random sample, the data were analyzed and validated by a subcommittee of the 
American College of Chest Physicians' Practice Management Committee and the American 
Thoracic Society's Clinical Practice Committee. There were nine physicians, seven of whom 
practice in urban areas and two of whom practice in suburban areas. Additionally, there were two 
practice administrators and a registered nurse. 

Please describe the clinical activities of your staff: 
Intra-Service Climcal Labor Activities: 

A Registered Nurse assists the physician with the conscious sedation. A respiratory therapist assists the 
physician during the procedure and completes the diagnostic forms, including labeling the additional 
specimen(s). 

HCFA's Staff Type Clinical Labor Service Period Cost Estimate and 

Code* Source (if applicable) 

1033 RN-Conscious sedation 20min 

Unlisted RT-Assists physician 13min 
during procedure-2/3 of 
physician time, allowing for 
multitasking 

Unlisted RT -Completes additional 2min 
diagnostic forms and labels 
additional specimen( s) 

*FromHCFA's Labor, Medical Supply, and Eqmpment List If not listed provide full descnptwn, estimated cost, and cost source. 



CPT Code:31633 ___ _ 
Specialty Society('s)_ACCP & ATS __ 

HCFA's Medical Medical Supplies Quantity of Units Used for Cost Estimate 

Supply Code* Supplies Purchase and Source (if 
applicable) 

Unlisted Transbronchia1 3 1 $174.15 
Need1e--$58.05 each 

*From HCF A's Labor, Medical Supply, and Equipment List. If not hsted provide full descnpt10n, estimated cost, and cost source. 

HCFA Medical Equipment Cost Estimate and 

Equipment Source (if 

Code* 
applicable) 

NONE 

*From HCFA's Labor, Medical Supply, and Equipment List If not hsted provide full descnpt10n, estimated cost, and cost source. 

2 
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CPT Code:31633 ___ _ 

Specialty Society('s)_ACCP & ATS __ 

TYPE OF SERVICE: ZZZ Global Period 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Intra-service 

Assist physician in performing procedure 

Other Clinical Activity (please specify) 

Assist physician with conscious sedation 

Complete additional diagnostic forms and labels for additional 
specimen(s) 

Minutes Staff Type - Circle 

13 __ RT _____ _ 

20 RN 

2 RT 

3 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Exploratory Cardiotomy Codes 

The CPT Editorial Panel has modified the two existing exploratory cardiotomy codes to describe the work of a patient where the removal 
of an atrial or ventricular thrombus is required. Currently, it is becoming more common for the intracardiac thrombus to be removed rather 
than removal of a foreign body, particularly with the advent of percuataneous pacing lead laser-extraction systems. By adding this 
terminology into the exploratory cardiotomy codes, it is clear which code should be reported for the service. These changes to the CPT 
descriptors, however, were deemed by the specialty society to be editorial in nature and thus do not affect the work values associated with 
these codes. Therefore the RUC recommends to maintain the work relative values of CPT code 33310 Cardiotomy, exploratory 
(includes removal of foreign body, atrial, or ventricular thrombus); without bypass (RVU = 18.51) and 33315 Cardiotomy, exploratory 
(includes removal of foreign body, atrial, or ventricular thrombus); with cardiopulmonary bypass (RVU = 22.37). 

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

.&33310 U1 Cardiotomy, exploratory (includes removal of 090 18.51 
foreign body, atrial. or ventricular thrombus); 
without bypass (no change) 

£33315 U2 with cardiopulmonary bypass 090 22.37 

(Do not re,gort removal of thrombus (3331 0-33315) in (no change) 

addition to other cardiac ,grocedures unless a se,garate 
incision in the heart is reguired to remove the atrial or 
ventricular thrombus.) 

(If removal of thrombus with coronary by,gass (33315) is 
re,gorted in conjunction with code 33120, 33130, 33420-
33430,33460-33468,33496,33542,33545,33641-33647, 
33670, 33681, 33975-33980 which reguires a se,garate heart 
incision report 33315 with modifier '-59.') 

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



THE SOCIETY OF THORACIC SURGEONS 

401 N. MICHIGAN AVENUE 
CHICAGO, IL 60611 
PHONE. 312-644-6610 
FAX: 312-527-6635 

March 27, 2003 

James E. Hoehn, M.D. 
Chairman 
AMA/Specialty Society RVS Update Committee (RUC) 
515 North State Street 
Chicago Illinois 60610 

Dear Dr. Hoehn: 

The Society of Thoracic Surgeons (STS) would like to reiterate to the RUC that the proposed descriptor 
changes to the cardiotomy codes (3331 0 and 33315) are informational only and do not affect the work values 
associated with the codes. 

The STS requested the terminology change to these codes to help clarify this coding issue for cardiothoracic 
surgeons. In the past atrial and/or ventricular thrombus removal have been coded using the foreign body 
extraction codes, or when this procedure is done in addition to another cardiac procedure, the 22 modifier has 
been added to the base code. The final alternative has been to use the unlisted procedure code (33999). The 
physician work involved in the procedure is the same because the surgeon has to make an incision into the 
heart to remove either a foreign body or a thrombus. It is becoming more common for intracardiac 
thrombus to be removed rather than removal of a foreign body, particularly with the advent of percutaneous 
pacing lead laser-extraction systems. By adding the terminology into the cardiotomy codes, it is clear which 
code should be reported for the service. While the thrombus removal will be considered incidental if the 
surgeon is already doing another procedure within the affected heart chamber, there are times when a 
separate incision into another heart chamber is required to remove the thrombus. In this case, it would be 
appropriate to report the thrombus removal using the multiple procedure (51) modifier. There are other 
situations in which thrombus removal is an isolated and independent procedure, such as when an infected 
thrombus is present in association with an indwelling catheter. 

In order to ensure that the code is used properly, the STS provided the CPT Editorial Panel with vignettes 
and additional guidelines instructing surgeons when it would be appropriate to report the thrombus removal 
in addition to other procedures being performed in the heart. 

We will be happy to answer any questions that you have regarding this issue at the upcoming RUC meeting 
April 22-25, 2003 in Chicago. 

Sincerely, 

tL~~ 
Keith S. Naunheim, M.D. 
STS RUC Advisor 

cc: John Mayer, M.D 
Peter Smith, M.D. 
Jim Levett, M.D. 



AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Repair of lnfrarenal Abdominal Aortic Aneurysm; Prosthesis 

Based on new information regarding FDA approval and efficacy and safety, the CPT Editorial Panel determined that the request to 
transition Category III code 0002T to a new code Category I code 34805, Endovascular repair ofinfrarenal abdominal aortic 
aneurysm or dissection; using aortouniiliac or aortounifemoral prosthesis, was appropriate. 

A coalition of several specialties, including vascular surgery, interventional radiology, and radiology, reviewed and surveyed the new 
CPT code 34805. A survey median of21.88 was collected from 44 physicians, who indicated a pre-service time of 105 minutes, an 
intra-service time of 150 minutes, and a post service time of 161 minutes. The RUC agreed that in comparison to the reference service 
code, 34800, Endovascular repair of infra-renal abdominal aortic aneurysm or dissection; using aorta-aortic tube prosthesis 
(RVU=20.75), the new service has 30 minutes more intra-service time. In addition, the RUC considered the intensity and complexity 
measures for the reference code, which were slightly higher for the new service, reasonable because both require precise attention to 
accurate deployment at renal artery origins. The extra intra-service time of the new service is due to the work required at the iliac drop 
zone. However, the RUC questioned the post-service time and determined that one 99212 and one 99213 office visit should be used 
instead of two 99213 visits. Therefore, the post service time was reduced by 8 minutes to a total of 153 minutes. The physician time and 
number of visits was also supported by building block analysis comparing the new code to the reference service code. The RUC 
recommends a work relative value for CPT code 34805 of 21.88. 

Practice Expense 
The RUC accepted the practice expense inputs after revising the post-op visits, which are based on the standard 090-day global practice 
expense inputs. 

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



CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•34805 Vl Endovascular repair of infrarenal abdominal aortic 090 21.88 
aneurysm or dissection; using aortouniiliac or 
aortounifemoral prosthesis 

0002T (D) BHae•t'aSetilaf fepaif e:f iHffaFeHal aeaemiHal N/A 
aeftie aHetl~'Sffi 8f aisseetieH; meatllaf aiH:lfeatea 
pf8Stftesis (Wt'8 aeekiHg limes); aefte tiHi iliae Sf 
aefte uHifememl pmsthesis 

(Fef faaielegieal s~eFt'isieH aaa iHteFpfetatieH, 
t1se +§9§2 iH eeHjtlHetieH Vt'ith OOOIT QQQ2T) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION April2003 

CPT Code: 34805 Tracking No: VI Global: 090 Recommended RVW: 21.88 

Descriptor: Endovascular repair of infrarenal abdominal aortic aneurysm or dissection; using aortouniiliac or 
aortounifemoral prosthesis 

SURVEY Vignette - Typical Patient. 

(This is the vignette and "important note" provided for survey respondents) 

A 67-year-old male with coronary artery disease s/p MI and chronic obstructive pulmonary disease was found 
to have a 5.8-cm diameter abdominal aortic aneurysm (AAA) by abdominal exam and subsequent ultrasound. 
Risks and benefits of open surgical repair, endovascular repair, and watchful waiting are discussed with the 
patient, and he opts for repair. History, physical examination, and perioperative risk evaluation including 
cardiac workup are performed to determine the patient's suitability for surgery. Imaging studies (typically a 
combination ofCT scan, MRI, and/or angiography) indicate that the aneurysm is infrarenal in nature with an 
adequate neck of normal diameter aorta below the renal artery origins to allow successful deployment of 
endovascular prosthesis. Distally the aneurysm extends to the very end of the aorta. One of the patient's 
common iliac arteries is completely occluded, and an aortouniiliac (AUI) endograft is the appropriate choice of 
prosthesis. 

Important Note: As you estimate the time, intensity, and work RVUs for 34805 in the following survey, do not 
include the time, intensity or work of open femoral or iliac artery exposure, arterial catheterization, or Radiological 
supervision and interpretation because these services are reported separately during endovascular aortic aneurysm 
repair. 

Clinical Description of Service (this information was NOT seen by survey respondents): 

Pre-service work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the skin 
incision of the operation. This activity includes obtaining and reviewing the previous work-up, with special 
attention to potential cardiovascular risks. In addition, an extensive and detailed review of the preoperative 
imaging studies (some combination ofCT scan, CT angiogram, CT with 3-D reconstructions, MRI, angiograms) 
is required to determine the exact measurements of the aneurysm. This is necessary because an accurate 
preoperative choice of component diameters and lengths is one of the primary determinants of whether the 
endovascular procedure will be successful. In this regard endovascular repair differs substantially from open 
surgical AAA repair. Although imaging studies are carefully reviewed prior to open repair, the painstaking 
diameter and length measurements are uniquely important for the endovascular procedure. Informed consent is 
obtained from the patient following a discussion of surgical risks and benefits with the patient and the family. 
Other preservice work includes scrubbing, donning lead apparel, supervising patient positioning, waiting for the 
anesthetic to become effective, prepping and draping the patient. Unique to endovascular AAA repair is the 
preservice work of selection of equipment including guidewires, catheters, sheaths, balloons and stents. 

The x-rays and measurements are re-reviewedjust before the case begins to be sure the appropriate grafts 
are selected and available, and that appropriate extensions are available if needed. 

Anesthesia for endovascular AAA repair may be general or epidural. The procedure is performed in a specially 
equipped suite, either an interventional radiology room suitably equipped for open surgery, or an operating 
room equipped with high quality fluoroscopy with angiographic capability. 
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Intra-service work: 
Reporting the deployment of an AUI endovascular prosthesis will follow the detailed coding guidelines in the 
CPT introductory notes for Endovascular Repair of Abdominal Aortic Aneurysm. The intraservice work of 
34805 typically involves: 
• Perform road-mapping arteriogram with specific attention to renal artery origins 
• Final examination of endovascular device for correct model, diameter, length etc 
• Change to new set of sterile gloves 
• Prepare Carrier and contained Endograft by flushing ports & ensuring flow valves in correct position 
• Move Carrier/Endograft into place adjacent to arterial introduction site 
• Anticoagulate patient with IV heparin 
• Backload Carrier/Endograft on superstiff wire 
• Introduce tip of Carrier/Endograft into arteriotomy 
• Open proximal vascular clamp and advance front of Carrier/Endograft into artery 
• Manipulate and adjust rubber constrictors to limit blood loss 
• Under fluoroscopic guidance carefully direct through external iliac 
• Advance Carrier/Endograft into common iliac and subsequently into aorta 
• Advance Carrier/Endograft through aneurysm carefully such that tip lies above renal artery origins 
• Repeat arteriography as needed to absolutely confirm renal origin location 
• Begin deployment by slowly backing Carrier away from Endograft 
• Make final precise adjustments to align top edge of Endograft just below renal origins 
• Gently deploy remainder ofEndograft with constant attention to exact positioning 
• Make final position adjustments as needed 
• Wiggle Carrier free of En do graft to ensure Carrier removal without malpositioning Endograft 
• Remove Carrier from patient 
• Balloon angioplasty proximal end of Endograft complete expansion and seating 
• Use smaller balloon to complete expansion and seating of iliac end of Endograft 
• (Note: All angioplasty within target zone is included in 34805, NOT separately reportable) 
• Deploy stents, if needed, within body of Endograft to maintain expansion 
• (Note: Stent placement in body of endograft is included in 34805, NOT separately reportable) 
• Perform completion arteriogram to ensure proper position, major branch patency, r/o endoleaks 
• Perform completion pressure measurement 

Post-service work: 
Post-service work begins when the patient is transferred to a post-procedure recovery unit. This includes 
writing orders, reviewing the hardcopy films, dictating the operative note, communicating with the patient's 
family, communicating with referring and consulting physicians, and participating with the anesthesiologist to 
ensure smooth emergence from anesthesia. Depending on the preexisting comorbidities and operative course the 
patient may require admission to the intensive care unit. Results of the procedure are discussed with the patient 
once he or she is fully awake. When stable, the patient is transferred to the floor. The physician makes daily 
visits to provide postoperative care. Discharge day management includes communicating with all support 
services such as visiting nurse, meals on wheels, etc., communicating with referring physician, providing 
activity advice and warnings to patient and family, and arranging office follow-up for wound checks, 
suture/staple removal, etc. This is a 90-day global service, so office visits within the time period are included in 
theRVW. 

Not included in this procedure (Separately reportable using component coding and multiple procedure 
payment reduction rules). This is all currently described in introductory CPT manual notes. 

• Open femoral, iliac, or brachial artery exposure as needed (CPT 34812, 34820, 34833, 34834) 
• Catheter placement as needed (CPT 36200, 36245-36248) 
• Fluoroscopic guidance (S&I) for carrier, endoprosthesis and catheters (CPT 75952) 
• Intravascular ultrasound, if required, (CPT 37250, 3 7251) 
• Placement of extension prosthesis, if required (CPT 34825, 34826, 75953) 
• Angioplasty or stenting outside target zone of endoprosthesis, if required 
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SURVEY DATA 

Gary Seabrook, M.D. 

Presenter(s): 
Robert Zwolak, M.D. 
Robert Vogelzang, M.D. 
Bibb Allen, M.D. 
American Association for Vascular Surgery 

Specialty(s): Society oflnterventional Radiology 
American College of Radiology 

CPT Code: 34805 

Sample Size: 200 I Resp n: 44 I Resp %: 22% 

Sample Type: Random 

Low 25th llCtl Median 75th_llctl Hi~th 

SurveyRVW: 18.00 21.00 21.88 23.00 34.00 

Pre-Service Evaluation Time: 65 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 25 

Intra-Service Time: 75 120 150 180 300 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 49 99232,99231 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 4938 99UJ lli ~ 99212, 99213 
. . .. 

*Physician standard total mmutes per ElM v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE: 

'03 
CPT Descriptor RVW Glob 

34800 
Endovascular repair of infrarenal abdominal aortic aneurysm or 

20.75 090 
dissection; using aorto-aortic tube prosthesis 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref CPT 
34805 34800 

TIME ESTIMATES (MEDIAN) RUC '04-00 

Pre-service 105 130 
Intra-service 150 120 
Same Day Immediate Post-service 30 40 
Critical care 0 0 
Other hospital visit 49 49 
Discharge day management 36 36 
Office visit 4638 38 
TOTAL TIME 4-M 408 413 
INTENSITY /COMPLEXITY MEASURES (mean) 
!survey Count 21 21 
TIME SEGMENTS 
Pre-service 4.40 4.29 
Intra-service 4.40 4.33 
Post-service 3.25 3.29 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that 

4.40 4.14 
must be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

4.55 4.43 
information that must be reviewed and analyzed 
Urgency of medical decision making_ 3.37 3.30 
TECHNICAL SKILL/PHYSICAL EFFORT 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.40 4.33 
Outcome depends on the skill and judgment of physician 4.60 4.52 
Estimated risk of malpractice suit with poor outcome 3.90 3.90 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

We recommend the median survey RVW of21.88 for this service based on the time and intensity 
comparisons noted above, plus multiple points of supplemental rationale provided in subsequent sections. 

Intra-service time and intensity are the major drivers ofRVW for these services. Respondents indicated that the 
new service has 30 minutes more intra-time than the reference service. Intensity and complexity measures are 
high across the board, slightly more for the new service. These two procedures are closely related on a clinical 
basis. Both require precise attention to accurate deployment at renal artery origins. Extra intra-time of new service 
is due to work required at iliac drop zone. Our recommended RVW of21.88 is 1.13 RVUs more than the 34800 
reference, and we believe that is justified by the longer intra-time plus greater intensity/complexity. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT Analysis: 

The following building block analysis compares the time and visit pattern of the new code to the reference service 
34800. Time and visits for these two procedures are similar. The calculated IWPUT ofO.IOl turns out to be slightly 
less than the reference, and this differs from the subjective intensity/complexity responses. Nevertheless, as a 
supplemental analysis to assess the various components of a new service we believe the IWPUT, in comparison to the 
reference, serves only to support the recommended RVW. 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

34805 vs 
34800 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
lmmediate~>_ost 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
34805 

Svy Data 
Time 

65 
40 

Time 
30 

Visitn 

1 
1 
1 

2 

Time 
150 

B c 
SvyRVW: 21.88 
RUC Std. RVW 
Intensity (=time x ints'yJ 
0.0224 1.46 
0.0081 0.32 

1.78 
Intensity (=time x ints'y) 
0.0224 0.67 

E/M RVW _(=n x RVWl 
4.00 
1.51 
1.06 1.06 
0.64 0.64 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 1.30 
0.43 
0.17 

4.95 

! IWPUT II INTRA-RVW 

II 0.101 Jl 15.15 

D E F 
34800 MFS RVW: 20.75 

Svy Data RUC Std. RVW 
Time lntensi!Y_ (=time x ints'y) 

85 0.0224 1.90 
45 0.0081 0.36 

2.27 
Time Intensity_ (=time x ints'y) 

40 0.0224 0.90 
Visitn E/M RVW (=n x RVW) 

4.00 
1.51 

1 1.06 1.06 
1 0.64 0.64 
1 1.28 1.28 

1.75 
1.73 
1.08 

1 0.65 0.65 
1 0.43 0.43 

0.17 
4.96 

Time i IWPUT II INTRA-RVW 
120 II 0.113 II 13.53 
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2. Comparison within family of Endovascular Aneurysm repair indicates appropriate "relative" value 

With the addition of 34805 there will be five endovascular aneurysm repairs in the CPT manual. Based on our 
recommended RVW the new code fits appropriately in this family without creating a rank order anomaly. The 5 
codes are listed in order of descending RVWs: 

CPT Year 
Code Shortened Descriptor Approved RVW 
34802 Endo repair aortic aneurysm using modular bifurcated prosthesis (one 2001 23.00 

docking limb) 
34804 Endo repair aortic aneurysm using unibody bifurcated prosthesis 2001 23.00 
34805 Endo repair aortic aneurysm using aortouniiliac or 2004 21.88 

aortounifemoral prosthesis proposed recommended 
34800 Endo repair aortic aneurysm with tube prosthesis 2001 20.75 
34900 Endo repair iliac artery aneurysm 2003 16.38 

The same appropriate relationship holds if one considers intra-service time, which is a primary driver of these 
codes: 

CPT Year Intra-service 
Code Shortened Descriptor Approved Time 
34802 Endo repair aortic aneurysm using modular bifurcated prosthesis (one 2001 150 

docking limb) 
34804 Endo repair aortic aneurysm using unibody bifurcated m-osthesis 2001 150 
34805 Endo repair aortic aneurysm using aortouniiliac or 2004 150 

aortounifemoral prosthesis proposed 
34800 Endo repair aortic aneurysm with tube prosthesis 2001 120 
34900 Endo repair iliac artery aneurysm 2003 120 

3. Discussion of Pre-service Time 

This new code has a pre-service time of 105 minutes. This is longer than the corresponding pre-times for some 
open aneurysm repair codes for good reason. Multiple diameter and length measurements must be determined 
beforehand to exact millimeter tolerances because if the wrong size endoprosthesis is inserted the result will be 
catastrophic. If the inserted device is too large it may buckle at the edges and result in an endoleak. On the other 
hand, if the inserted device is too small in diameter, it may slide down the aorta like an old loose sock. 

Length measurements are also crucial. The bottom end of the device must land in a relatively normal segment 
of iliac or femoral artery where there will be a complete hemostatic seal, otherwise an en do leak will develop. In 
many cases the endograft must deploy above the origin of the internal iliac artery to preserve perfusion of the 
pelvis. In other cases the internal iliac origin is to be covered by intent, and the endoprosthesis must be long 
enough to reach the external iliac. 

The measurements taken include aortic diameter just below renal origins, length of normal caliber aorta below 
renals (proximal device drop zone), maximal diameter of aneurysm, diameter of aorta at bifurcation (must 
be large enough to accommodate graft limbs), diameter of common iliacs, length of common iliacs, 
diameter and length of external iliacs, diameter of internal iliacs, and others. Multiple diagnostic 
modalities including CT, MRI, pre-op angiogram and others must be reviewed to make these 
measurements. All this work is time intensive, and 105 minutes is easily justified. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes 1ts part of the 
physician work using different codes. 

X Multiple codes allow flexibility to descnbe exactly what components the procedure included. 
Multiple codes are used to mamtam consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Coding Example: The endovascular repair is the primary procedure. Balloon angioplasty and stenting within 
the target zone of the prosthesis are included in 34805 and are not separately reportable. Open femoral 
artery exposure (if performed) is reported separately, as is introduction of catheter in aorta. All routine 
radiological supervision and interpretation is reported with 75952. Payment reduction rules for multiple 
procedures apply (indicated by "xl/2"). RVW for 34805 is proposed survey median value. 

CPT Glob '03RVW vs RAD 
34805: Endovascular repair of infrarenal abdominal aortic 
aneurysm or dissection; using aortouniiliac prosthesis 

90 21.88 13.68 13.68 
Surgeon and radiologist as co-surgeons for primary code 
Both report 34805-62, each is paid lh of 1.25 x RVW 
34812: Open femoral artery exposure for delivery of aortic 

0 6.75 X lf2 3.88 
endovascular prosthesis 
75952: Radiological S&I for endovascular AAA repair XXX 4.50 4.50 
36200: Introduce catheter in aorta XXX 3.02 X l/2 1.51 
TOTAL RVW by Specialty 17.56 19.69 

Pre-Service Time 

CPT Pre-service Pre-service time with multiple service payment reduction rules 
Time A portion of this will be done by each of two physicians 

34805 105 105 
34812 75 0 
75952 20 20 
36200 0 0 
Total 125 split between 2 physicians 
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Intra-Service Time 

CPT Intra-service Intra-service time with multiple service payment reduction rules. 
Time A portion of this will be done by each of two physicians 

34805 150 150 
34812 45 45 
75952 60 60 
36200 39 39 
Total 294 split between 2 physicians 

Post-Service Time 

CPT Post-service Post-service time with multiple service payment reduction rules. 
Time A portion of this will be done by each of two physicians 

34805 161 161 
34812 30 0 
75952 15 15 
36200 0 0 
Total 176 split between two physicians 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

0002T Endovascular repair of infrarenal abdominal aortic aneurysm or dissection; aorto-uni-iliac or aorto-unifemoral 
prosthesis. This T-code has been in place since 2001, but now there is now an FDA-approved aorto-uni-iliac 
device. 0002T Category III code is being converted to a Category I code, and 0002T will be deleted. 

How often do physicians in your specialtv perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, Interventional Radiology, Cardiology Commoaly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: 
Frequency: 

Vascular Surgery, Interventional Radiology, Cardiology 
We do not have national frequency data for 0002T. The current means to report this procedure is CPT 
0002T. 100% ofthe FDA-approved 0002Tservices will be reported with 34805. This is estimated to 
be less than 1 ,000. 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: 
Frequency: 

Vascular Surgery, Interventional Radiology, Cardiology 
We estimate 80% of the <1,000 per year will be performed in Medicare beneficiaries. [Note: 0002T 
was added to the MFS 1/1/02. Medicare allowed services for 2002 claims submitted as of March 12, 2003 is 
27.] 

Do many physicians perform this service across the United States? Yes 



CPT Code: See Below 
Specialty Society('s) AAVS, SIR 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

CPT DESCRIPTION GLOBAL 
34805 Endovascular repair of infrarenal abdominal aortic aneurysm or dissection; using 90 

aortouniiliac or aortoun1femoral prosthesis 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from AA VS and Sl R representing a broad mix of categories of type of 
practice and geographic areas. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Minimal supplies and equipment necessary to perform the procedures and for post op visit supplies are 
presented. 



34805 ., ,) 

Endovascular repaor Of 
nifrarenal abdomonal 

34805 PE Details (April 2003 RUC) aortoc aneurysm or 
CMSSTAFF dossectoon, usnig' 
TYPE,MED aortounnloac or'" >' 

SUPPLY, OR aortounofemoral 
EQUIP CODE proslhesos 

GLOBAL PERIOD , ~.· '> 90 ·,, ·>' 
LOCATION ,. ",' <,' ' ' NonFac I Fac··• 

TOTAL CLINICAL LABOR TIME 1130 N/A 135 

PRE-SERVICE PERIOD TOTAL TIME 1130 60 

SERVICE PERIOD TOTAL TIME 1130 12 

POST -SERVICE PERIOD TIME 1130 63 

pRE-:5ERVI(;E PERIOD/ ~ .• ~--:·: ' / ; ~' 
~~ :;~.,.-

-:;.. < 

Complete pre-servoce doagnostoc & referral forms 1130 5 
Coordonate pre-surgery servoces 1130 20 
Schedule space and equopment on facoloty 1130 8 
Provode pre-servoce educatoon/obta1n consent 1130 20 
Follow-up phone calls & prescnpllons 1130 7 
Other Clonocal Actovrty (please specofy) 

SERVICE PE~IOD ··":•'.;; :.~.): •'"C" 
' "' ·c:::· ~ l ~ 

Pre-service 0 
Intra-service 0 
Post-Service 

Doscharge day management 99238-12 monutes 
99239-15 monutes 1130 12 
Other Chnocal Achvrty (please specofy) 

POST:SERV!CE P.E~IOD ' ···.,f'J' ' .. 
•.q( ~·: J~' .<·:~; 

" ""' ,. 

Conduct phone calls/calion prescnpt1ons 

LJst Number and Level of Office ViSits 

99211 16 m1nutes 

99212 27 m1nutes 1 
99213 36 m1nutes 1 
99214 53 m1nutes 

99215 63 monutes 

Total Office Visit Time 1130 0 63 
Other Achvrty (please specofy) 

MEDICAL SUpPLIES' .. 
.,. : .. ,.,' ~- -~<. .,;- ··~ .. ;c; 

., 
. ... . ~-- ~ 

monomum vosrt package (multospecoalty) PEAC pack 2 
post-op 1ncos1on care krt PEAC kit 1 

Equijimlmt ·""¥'"; ., .'•''', ;.c ' 
._ .. 1's 

' 

exam table E11001 1 
exam lamp E30006 1 

AAVS PE Detaols Aprol 2003 RUC 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Upper Extremity Bypass Graft 

The CPT Editorial Panel created four new codes (35510, 35512, 35522, and 35525) to describe bypass graft of four anatomical sites of 
the upper extremities, and while these procedures are so rare that they have been previously coded using the unlisted procedure code, 
these procedures are established and new codes are warranted. The new codes involve bypass procedures that are long and complex 
that extend from the common carotid, subclavian, axillary or the proximal brachial arteries to the more distal brachial artery. All new 
codes use vein conduit. 

For all four codes, the specialty society received survey data from 32 vascular surgeons. 

CPT Code 35510 and 35512 
The survey respondents determined a median relative value for new CPT code 35510, Bypass graft, with vein; carotid-brachial, to be 
23.00 RVWs based on time and intensity comparisons. Respondents selected CPT code 35511, Bypass graft, with vein; subclavian
subclavian (RVU=21.20), as a reference service to the procedure. Based on the results ofthis comparison, CPT code 35510 has 28 
more minutes of pre-service time, 30 more minutes of intra-service time, and 15 more minutes of post-service time. In comparing 
other bypass codes, the RUC questioned the inconsistency between existing bypass codes and the new code for hospital and post
operative care visits. The specialty agreed with the RUC that the hospital visits for new code 35510 should also include one 99231 
service, and the post service visits for codes 3 5 510 are appropriate a suggested, as the incision is large. The additional hospital visit 
will create consistency among all of the new bypass graft codes. The accepted time for code 35510 were 103 minutes of pre-service 
time, 180 minutes of intra-service times, and 191 minutes post service time. Intra-service intensity, technical skill required, and risk 
of complications, morbidity and/or mortality are substantially higher for the new service than the reference service. Clinically, the 
new and reference service codes are similar, however, with dissection of the carotid artery the incremental intensity increases because 
of the risk of stroke. The RUC agreed that the intra-service intensity is reasonable when compared to range of intensities (0.077 -
0.1 00) for the family of bypass codes that are performed with vein conduit. Based on the survey results for time, and intensity 
comparisons, the RUC accepted the specialty society's recommendation. 

The RUC recommends a work relative value of 23.00 units for CPT code 35510. 

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



The survey respondents determined a median relative value for new CPT code 35512, Bypass graft, with vein; subclavian-brachial, to 
be 22.50 based on time and intensity comparisons. Respondents selected CPT code 35511, Bypass graft, with vein; subclavian
subclavian (RVU=21.20), as a reference service to the procedure. Based on the results ofthis comparison, CPT code 35512 has 28 
more minutes of pre-service time, 30 more minutes of intra-service time, and 32 more minutes of post-service time. The specialty 
agreed with the RUC that the hospital visits should also include one 99231 service, and the post service visits for code 35512 are 
appropriate a suggested, as the incision is large. The intensity and complexity for new code 35512 is nearly identical to the intensity 
of the reference service code. The most complex portion of the procedure involves dissection of the subclavian artery above the 
clavicle in the midst of multiple nerves and veins. In addition, the location is closer to the pleura, and pneumothorax is a potential 
risk. The RUC agreed with the specialty that the recommended RVU of 22.50 is justified based on the substantial extra time with 
essentially equal intensity. 

The RUC recommends a work relative value of 22.50 for CPT code 35512. 

CPT code 35522 

The specialty society agreed with survey respondents that the median RVW of21.76 appropriately reflected the time and intensity of 
the new service described by code 35522, Bypass graft, with vein; axillary-brachial, based on comparisons to the reference service 
code and building block analysis. The respondents selected CPT code 35518, Bypass graft, with vein; axillary-axillary, (RVU= 
21.20), as the reference service to this procedure. The survey respondents found that the new service has 28 minutes more pre
service time, 40 minutes more intra-service time, and 15 minutes more post-service time than the reference service. The intensity and 
complexity of the reference service code was nearly identical to the new code. The most complex and intense portion of the operation 
involves dissection of the axillary artery under the clavicle in the midst of multiple important nerves and large veins. This area is also 
adjacent to the pleura, and pneumothorax is an additional potential risk. Based on the extractive and the nearly equal intensity, the 
RUC agreed with the specialty societies recommendation of21.76 RVWs. 

The RUC recommends a work relative value of21.76 for CPT code 35522. 

CPT code 35525 

The specialty society agreed with the survey respondents that the median RVW of20.63 reflected the time and intensity of the service 
described by new code 35525, Bypass graft, with vein; brachial-brachial. Respondents selected reference service code 35518, Bypass 
graft, with vein; axillary-axillary, (RVU= 21.20), as the reference service to the procedures. The respondents indicated that the new 
service has 25 minutes more pre-service time, 10 minutes more intra-service time, but 4 7 minutes less post-service time than the 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



reference service. The intensity and complexity values in comparison to the new code are nearly identical. The recommended RVW 
of20.63 is less than the work RVU for CPT code 35518 (work RVU=21.21). With more intra-service time, and nearly identical total 
time and intensity, the RUC questioned how the new code was less than the reference code recommended work RVU. After 
discussion, the RUC understood that the possibility of nerve damage may be more likely in the case of the axillary-axillary bypass 
procedure, therefore a lower RVU may be justified. Therefore, the RUC agreed with the specialty society recommendation. The 
RUC recommends a work relative value of 20.63 for CPT code 35525. 

The RUC clarified that venous duplex mapping is separately reported, as it is typically performed one week in advance. 

Practice Expense 

The RUC accepted the practice expense inputs after revising the post-operative visits, which are based on the standard 090-day global 
practice expense inputs. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Nom-
ber 

•35510 WI Bypass graft, with vein; carotid-brachial 090 23.00 

•35512 W2 subclavian-brachial 090 22.50 

•35522 W3 axillary-brachial 090 21.76 

•35525 W4 brachial-brachial 090 20.63 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION Apri12003 

CPT Code: 35510 Tracking No: Wl Global: 090 Recommended RVW: 23.00 

Descriptor: Bypass graft, with vein; carotid-brachial 

SURVEY Vignette (Typical Patient- this vignette was provided to survey respondents) 

A left-handed 70-year-old female smoker presents with disabling left upper extremity pain when she tries to 
perform routine activities. She also has extreme cold intolerance of the hand. Noninvasive studies confirm 
diminished blood pressure and flow to the hand and digits. Arteriogram reveals occlusion of the axillary artery 
with reconstitution ofthe brachial artery. Carotid-brachial bypass is performed using autogenous vein conduit. 

Clinical Description of Service (this information was not provided to survey respondents) 

Pre-service work: 
Pre-service work begins after the decision to operate, from the day before the operation until the skin incision. 
This activity includes obtaining and reviewing the previous work-up, with special attention to potential 
cardiovascular risk factors. The peripheral vascular exam and the preoperative noninvasive and arteriographic 
studies are reviewed. Informed consent is obtained from the patient following a review of surgical risks and 
benefits. Discussion is held with the anesthesiologist to determine the anesthetic of choice. Duplex vein 
mapping studies are reviewed to ensure patient has adequate length and caliber conduit, and discussions are held 
with OR nurses regarding appropriate draping to expose vein donor site. Other preoperative work includes 
dressing, scrubbing, supervising patient positioning, waiting for the anesthetic to become effective, prepping, 
and draping the patient. 

Intra-service work: 
• Proximal Dissection: Incise skin of neck overlying common carotid artery 
• Dissect soft tissue to expose carotid artery, avoid injury to multiple nearby nerves & veins 
• Clear soft tissue from carotid artery for 6 em length 
• Pass soft rubber loops around artery for control 
• Distal Dissection: Incise skin overlying brachial artery 
• Dissect soft tissue from around brachial artery, avoid nerve/vein injury 
• Pass soft rubber loops around artery for control 
• Create a tunnel from exposed carotid artery through axilla, down arm, to brachial target site 
• Harvest Vein Conduit: Incise skin of thigh/calf over saphenous vein 
• Dissect soft tissue to identify saphenous vein 
• Clear soft tissue from around saphenous vein for adequate length 
• Ligate and divide all saphenous vein branches 
• Ligate and divide ends of saphenous vein and remove from lower extremity 
• Test saphenous vein conduit for leaks & repair same with 7-0 vascular suture 
• Proximal Anastomosis: Anticoagulate patient with IV heparin 
• Apply vascular clamps to proximal anastomosis site on carotid artery 
• Perform arteriotomy 
• Perform most of vein conduit to carotid artery anastomosis with fine vascular suture 
• Open clamps transiently to flush system, remove air & debris 
• Complete anastomosis, remove arterial clamps 
• Apply additional sutures as needed to control hemorrhage 
• Pass vein conduit through tunnel to brachial artery with care to avoid twists/kinks 
• Distal Anastomosis: Stretch vein to full length 
• Perform brachial arteriotomy 
• Cut vein conduit to match length and size of arteriotomy 
• Perform most of vein conduit to brachial artery anastomosis with fine vascular suture 
• Open clamps briefly to flush out air & debris 
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• Complete anastomosis 
• Remove vascular clamps 
• Apply additional sutures as required to achieve hemostasis 
• Listen with Doppler and palpate distal pulses to assure bypass patency 
• Irrigate all three incisions 
• Achieve wound hemostasis 
• Close all three incisions in multiple layers 
• Recheck pulses to assure patency prior to application of sterile dressings 

Post-service work 
Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Depending on the preexisting comorbidities and operative 
course the patient may require admission to the intensive care unit. Results ofthe procedure are discussed with 
the patient once he or she is fully awake. The patient is transferred to the acute care ward when criteria are met. 
The physician makes daily visits, takes interval history, performs physical exam, makes assessment and plan, 

writes orders & notes, communicates with patient, family, nurses, and other care givers. Discharge day 
management includes communicating with all support services including visiting nurses, meals on wheels, 
physical therapy, etc., communicating with referring physician, providing activity advice and warnings to 
patient and family, and arranging office follow-up for wound checks, suture/staple removal, etc. All related 
post-discharge care for 90-days is included in this service. 

SURVEY DATA 

Presenters: Gary Seabrook M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 35510 

Sample Size: 200 I Resp n: 32 I Resp %: 16% 

Sample Type: Random 

Low 25thJ!ctl Median 75th_i!_ctl Hi!lh 

SurveyRVW: 18.00 21.80 23.00 26.23 31.80 

Pre-Service Evaluation Time: 65 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 28 

Intra-Service Time: 180 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 6079 99232 X 2, 99231 X 1 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 99213 X 2 
. . .. 

*PhysiCian standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICES: 

'03 
CPT Descriptor RVW 

35511 Bypass graft, with vein, subclavian-subclavian 21.20 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES: 

SvyCPT Ref CPT 
35510 35511 

TIME ESTIMATES (MEDIAN) RUC 2nd 5yr 
Pre-service 103 75 

Intra-service 180 150 

Same Day Immediate Post-service 30 25 

Critical care 0 0 

Other hospital visit @79 60 

Discharge day management 36 36 

Office visit 46 36 

TOTAL TIME 474 384 

INTENSITY/COMPLEXITY MEASURES {mean} 

Reference Survey Response Count 8 8 

TIME SEGMENTS 
Pre-service 3.25 3.29 

Intra-service 4.25 3.86 

Post-service 2.75 3.00 

MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management 

3.38 3.14 options that must be considered 

The amount and/or complexity of medical records, diagnostic tests, 
3.38 3.14 and/or other information that must be reviewed and analyzed 

Urgency of medical decision making 2.75 3.00 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 4.25 3.57 

Physical effort required 3.63 3.29 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 4.38 3.71 

Outcome depends on the skill and judgment of physician 4.38 3.86 

Estimated risk of malpractice suit with poor outcome 4.25 4.00 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

We recommend the median survey RVW of23.00 for this service based on the time and intensity 
comparisons noted above, plus the additional rationale presented in subsequent sections. 

Glob 

090 

The new service has 28 minutes more pre-time, 30 minutes more intra-time, and 15 minutes more post-time 
than the reference service. Intra-service intensity, technical skill required, and risk of complications, morbidity 
and/or mortality are substantially higher for the new service than the reference. Both services are upper body/upper 
extremity bypass operations that use autogenous vein as the conduit, so they are clinically similar. Dissection of 
the carotid artery brings incremental intensity to the new service because risk of stroke is added to the mix. That 
drives the intensity of the new code. Our recommended RVW of23.00 is 1.80 RVUs more than 35511, and we 
believe this is well justified based on the time and intensity comparison. 



April 2003 Page 4 

ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT 

The following building block analysis compares the time and visit pattern of the new code to the reference service 
35511. The time and visit pattern for these two procedures is similar. The calculated IWPUT of0.087 for the new 
service is typical (if not a little low) for this family of procedures (see next page for family analysis). 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
35510 

~vy Data 
Time 

75 
28 

Time 
30 

Visitn 

2 

1 

2 

Time II 
180 ~ 

B c 
MFSRVW: 23.00 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.68 
0.0081 0.23 

1.91 
Intensity (=time x ints'y) 
0.0224 0.67 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 2.12 
0.64 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 1.30 
0.43 
0.17 

5.37 
IWPUT II INTRA-RVW 
0.087 ~ 15.72 

D E F 
35511 MFS RVW: 21.20 

S_'!'Y Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

50 0.0224 1.12 
25 0.0081 0.20 

Time Intensity (=time x ints'y) 
25 0.0224 0.56 

Visit n E/M RVW (=n x RVW) 
4.00 
1.51 

2 1.06 2.12 
0.64 

1 1.28 1.28 
1.75 
1.73 
1.08 

1 0.65 0.65 
1 0.43 0.43 

0.17 
5.04 

Time Jl IWPUT II INTRA-RVW 
150 l 0.099 ~ 14.84 
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2. Comparison within family of bypass codes indicates appropriate "relative" value 

The following table demonstrates the RVWs, intra-time, and IWPUT for a large group of bypass grafts performed 
with vein conduit. The procedures are sorted by RVW from low to high. The new service is bolded. We believe 
the recommended RVW for the new procedure is appropriately placed within this family relative to overall clinical 
magnitude, intra-time and IWPUT. We believe review of this table provides reassurance that an RVW of23.00 will 
provide appropriate relative placement of the new code within the family of bypass grafts performed with vein 
conduit. 

RVWs in this family when intra-time= 180 minute: Operations in this family with 180 minutes of intraservice 
time have RVWs ranging from 21.20 to 24.06. The current recommendation of23.00 falls in the middle of that 
range. 

Family IWPUT Range: Operations in this family involving the upper body/upper extremity have IWPUTs 
ranging from 0.077 to 0.100. The current proposal for 35510 has an IWPUT of0.087, placing it at the middle of 
the family range. 

CPT Short Descriptor RVW Source Intra- IWPUT 
Time 

3553X Bypass graft with vein, 20.63 Current 150 0.092 
brachial-brachial proposed Proposal 

35511 Bypass graft with vein, 21.20 Second 150 0.099 
subclavian-subclavian 5-Yrreview 

35518 Bypass graft with vein, 21.20 Second 140 0.094 
Axillary -axillary 5-Yr review 

35558 Bypass graft with vein, 21.20 Second 180 0.067 
Femoral-femoral 5-Yrreview 

35556 Bypass graft with vein, 21.76 First 200 0.048 
Femoral-popliteal 5-Yrreview 

3552X Bypass graft with vein, 21.76 Current 180 0.077 
Axillary-brachial proposed Proposal 

35521 Bypass graft with vein, 22.20 Second 155 0.082 
Axillary-femoral 5-Yr review 

3551X Bypass graft with vein, 22.50 Current 180 0.081 
Subclavian-brachial proposed Proposal 

35510 Bypass graft with vein, 23.00 Current 180 0.087 
Carotid-brachial proposed Proposal 

35565 Bypass graft with vein, 23.20 Second 180 0.078 
Ilio-femoral 5-Yrreview 

35571 Bypass graft with vein, 24.06 Second 180 0.086 
Popliteal-tibial 5-Yr review 

35533 Bypass graft with vein, 28.00 Second 240 0.077 
Axillary-bifemoral 5-Yr review 

35526 Bypass graft with vein, 29.95 Second 210 0.100 
Aorto-subclavian 5-Yrreview 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code IS an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Mult~e codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): In high% of cases only the primary procedure is performed and 

X coded. Many surgeons do not perform any reportable additional maneuvers to evaluate technical 
adequacy of a bypass graft. 

In many or most cases this procedure will not be reported with other CPT codes. The issue surrounds 
how a vascular surgeon evaluates the technical adequacy of a bypass graft before leaving the OR. Some 
surgeons simply palpate the graft pulse and distal pulses in the limb, and if present, they are satisfied. 
Other surgeons will listen to the bypass graft with a handheld Doppler, and that is not reportable with 
any additional codes. Smaller subsets will undertake completion studies using a duplex scan, a 
completion angiogram, or an angioscopy examination. These latter three procedures are separately 
reportable. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Methods to assess technical adequacy of a new bypass graft in the OR, from low to hi tech: 

Method CPT Code Global RVW Intra-time 
Palpate pulses None None None <5 minutes 
Handheld Doppler None None None <5 minutes 
Intra-op Duplex scan 93931-26 XXX 0.31 13 minutes 
Completion arteriogram 75710-26 XXX 1.14 22 minutes 
Angioscopy 35400 zzz 3.00 45 minutes 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 
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Specialty: vascular surgery Commonly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

Do many physicians perform this service across the United States? Yes 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION Apri12003 

CPT Code: 35512 Tracking No: W2 Global: 090 Recommended RVW: 22.50 

Descriptor: Bypass graft, with vein; subclavian-brachial 

SURVEY Vignette (Typical Patient- this vignette given to survey respondents) 

A left-handed 70-year-old female smoker presents with disabling left upper extremity pain when she tries to 
perform routine activities. She also has extreme cold intolerance of the hand. Noninvasive studies confirm 
diminished blood pressure and flow to the hand and digits. Arteriogram reveals occlusion of the axillary and 
proximal brachial artery with reconstitution of the distal brachial just proximal to the elbow. Subclavian
brachial bypass is performed using autogenous vein conduit. 

Clinical Description of Service (this information not seen by survey respondents): 

Pre-service work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the skin 
incision. This activity includes obtaining and reviewing the previous work-up, with special attention to 
potential cardiovascular risk factors. The peripheral vascular exam and the preoperative noninvasive and 
arteriographic studies are reviewed. Informed consent is obtained from the patient following a review of 
surgical risks and benefits. Discussion is held with the anesthesiologist to determine the anesthetic of choice. 
Duplex vein mapping studies are reviewed to ensure patient has adequate length and caliber conduit, and 
discussions are held with OR nurses regarding appropriate draping to expose vein donor site. Other 
preoperative work includes dressing, scrubbing, supervising patient positioning, waiting for the anesthetic to 
become effective, prepping, and draping the patient. 

Intra-service work: 
• Proximal Dissection: Incise skin above clavicle overlying subclavian artery 
• Dissect soft tissue to expose subclavian artery, avoid injury to multiple nearby nerves 
• Clear soft tissue from subclavian for 4 em length 
• Pass soft rubber loops around artery for control 
• Distal Dissection: Incise skin overlying distal brachial artery just proximal to elbow 
• Dissect soft tissue from around artery, avoid nerve/vein injury 
• Pass soft rubber loops around artery for control 
• Create a tunnel under clavicle, through axilla, down arm, to exposed brachial artery 
• Harvest Vein Conduit: Incise skin of thigh/calf over saphenous vein 
• Dissect soft tissue to identify saphenous vein 
• Clear soft tissue from around saphenous vein for adequate length 
• Ligate and divide all saphenous vein branches 
• Ligate and divide ends of saphenous vein and remove from lower extremity 
• Test saphenous vein conduit for leaks & repair same with 7-0 vascular suture 
• Proximal Anastomosis: Anticoagulate patient with IV heparin 
• Apply vascular clamps to site of proximal anastomosis on subclavian artery 
• Perform subclavian arteriotomy 
• Suture vein conduit to subclavian artery with fine vascular suture 
• Flush system to remove air and debris & remove clamps to test anastomosis 
• Apply additional sutures as needed to control hemorrhage 
• Pass vein conduit through tunnel to brachial artery with care to avoid twists/kinks 
• Distal Anastomosis: Stretch vein to full length 
• Apply vascular occluding clamps to brachial artery anastomosis site 
• Perform brachial arteriotomy 
• Cut vein conduit to match length and size of arteriotomy 
• Perform most of the vein to brachial artery anastomosis with fine vascular suture 
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• Open clamps briefly to flush out air & debris 
• Complete anastomosis 
• Remove vascular clamps 
• Apply additional sutures to anastomosis as needed to achieve hemostasis 
• Listen with Doppler and palpate distal pulses to assure bypass patency 
• Irrigate subclavian, brachial, and vein donor site incisions 
• Close all three incisions in multiple layers 
• Recheck pulses to assure patency prior to application of sterile dressings. 

Post-service work: 
Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Depending on the preexisting comorbidities and operative 
course the patient may require admission to the intensive care unit. Results of the procedure are discussed with 
the patient once he or she is fully awake. The patient is transferred to the acute care ward when criteria are met. 
The physician makes daily visits, takes interval history, performs physical exam, makes assessment and plan, 

writes orders & notes, communicates with patient, family, nurses, and other care givers. Discharge day 
management includes communicating with all support services such as visiting nurse, meals on wheels, etc., 
communicating with referring physician, providing activity advice and warnings to patient and family, and 
arranging office follow-up for wound checks, suture/staple removal, etc. All related post-discharge care for 90-
days is included in this service. 

SURVEY DATA 

Presenter(s): Gary Seabrook, M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 35512 

Sample Size: 200 I Resp n: 32 I Resp %: 16% 

Sample Type: Random 

Low 25th octl Median 75th octl High 

SurveyRVW: 18.00 21.62 22.50 26.92 31.80 

Pre-Service Evaluation Time: 30 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 28 

Intra-Service Time: 120 150 180 240 300 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 79 99232 X 2, 99231 X 1 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 99213 X 2 
.. . . 

*PhysiCian standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
'03 

CPT Descriptor RVW Glob 

35511 Bypass graft with vein, subclavian-subclavian 21.20 090 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· . 
SvyCPT Ref CPT 

35512 35511 
TIME ESTIMATES (MEDIAN) RUC 08-00 

Pre-service 103 75 

Intra-service 180 150 
Same Day Immediate Post-service 30 25 

Critical care 0 0 

Other hospital visit 79 60 

Discharge day management 36 36 

Office visit 46 38 

TOTAL TIME 474 384 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Survey Response Count 11 11 

TIME SEGMENTS 
' 

Pre-service 3.36 3.40 

Intra-service 4.09 4.10 

Post-service 3.00 3.20 

MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.27 3.20 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 
3.45 3.40 reviewed and analyzed 

Urgency of medical decision making 2.80 2.80 

TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 
Physical effort required 
PSYCHOLOGICAL STRESS 
The risk of sigmficant complications, morbidity and/or mortality 4.09 4.00 

Outcome depends on the skill and judgment of physician 4.09 4.10 

Estimated risk of malpractice suit with poor outcome 3.64 3.70 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

We recommend the median survey RVW of22.50 for this service based on the time and intensity 
comparisons above plus the additional rationale presented in subsequent sections. 

The new service has 28 minutes more pre-service time, 30 minutes more intra-service time, and 32 minutes 
more post-service time than the reference service. The intensity and complexity values are nearly identical. The 
most complex and intense portion of this operation involves dissection of the subclavian artery above the clavicle in 
the midst of multiple nerves and veins. This is also adjacent to the pleura, and pneumothorax is additional potential 
risk. Our recommended RVW of22.50 is 1.30 RVUs more than 35522, and we believe this is well justified based 
on the substantial extra time with essentially equal intensity. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing 
Work Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT analysis 

The following building block analysis demonstrates a similar time and visit pattern between the new service and 
reference procedure 35511. The calculated IWPUT of0.081 for the new service actually turns out on the lower end 
of the range for this family of procedures (see next page for family table). 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
35512 

Svy Data 
Time 

75 
28 

Time 
30 

Visit n 

2 
1 
1 

2 

Time 
180 

B c 
MFSRVW: 22.50 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.68 
0.0081 0.23 

1.91 
Intensity (=timex ints'y) 
0.0224 0.67 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 2.12 
0.64 0.64 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 1.30 
0.43 
0.17 

6.01 

II IWPUT II INTRA-RVW 

II 0.081 II 14.58 

D E F 
35511 MFS RVW: 21.20 

Svy Data RUC Std. RVW 
Time lntensi!}f_ (=time x ints'y) 

50 0.0224 1.12 
25 0.0081 0.20 

Time lntensi!Y_ (=time x ints'y) 
25 0.0224 0.56 

Visit n E/M RVW (=n X RVW) 
4.00 
1.51 

2 1.06 2.12 
0.64 

1 1.28 1.28 
1.75 
1.73 
1.08 

1 0.65 0.65 
1 0.43 0.43 

0.17 
5.04 

Time II IWPUT II INTRA-RVW 
150 II 0.099 II 14.84 
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2. Comparison within family of bypass codes indicates appropriate "relative" value 

The following table demonstrates the RVWs, intra-time, and IWPUT for a large group of bypass grafts performed 
with vein conduit. The procedures are sorted by RVW from low to high, and the new service is bolded. We 
believe the recommended RVW for the new procedure is appropriately placed within this family relative to overall 
clinical magnitude, intra-time and IWPUT. We believe review of this table provides reassurance that an RVW of 
22.50 will provide appropriate relative placement of the new code within the family of bypass grafts performed 
with vein conduit. 

RVWs in this family when intra-time= 180 minute: Operations in this family with 180 minutes of intraservice 
time have RVWs ranging from 21.20 to 24.06. The current recommendation of22.50 falls in the low to middle 
third of that range. 

Family IWPUT Range: Operations in this family involving the upper body/upper extremity have IWPUTs 
ranging from 0.077 to 0.100. The current proposal for 35512 has an IWPUT of0.081, placing it in the lower third 
of the family range. 

CPT Short Descriptor RVW Source Intra- IWPUT 
Time 

3553X Bypass graft with vein, 20.63 Current 150 0.092 
brachial-brachial proposed Proposal 

35511 Bypass graft with vein, 21.20 Second 150 0.099 
subclavian-subclavian 5-Yrreview 

35518 Bypass graft with vein, 21.20 Second 140 0.094 
Axillary-axillary 5-Yrreview 

35558 Bypass graft with vein, 21.20 Second 180 0.067 
Femoral-femoral 5-Yrreview 

35556 Bypass graft with vein, 21.76 First 200 0.048 
Femoral-popliteal 5-Yrreview 

3552X Bypass graft with vein, 21.76 Current 180 0.077 
Axillary-brachial proposed Proposal 

35521 Bypass graft with vein, 22.20 Second 155 0.082 
Axillary-femoral 5-Yrreview 

35512 Bypass graft with vein, 22.50 Current 180 0.081 
Subclavian-brachial proposed Proposal 

3550X Bypass graft with vein, 23.00 Current 180 0.087 
Carotid-brachial proposed Proposal 

35565 Bypass graft with vein, 23.20 Second 180 0.078 
Ilio-femoral 5-Yrreview 

35571 Bypass graft with vein, 24.06 Second 180 0.086 
Popliteal-tibial 5-Yr review 

35533 Bypass graft with vein, 28.00 Second 240 0.077 
Axillary-bifemoral 5-Yr review 

35526 Bypass graft with vein, 29.95 Second 210 0.100 
Aorto-subclavian 5-Yr review 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintam consistency with similar codes. 
Historical precedents. 
Other reason (please explain): In high % of cases only the pnmary procedure is performed and 

X coded. Many surgeons do not perform any reportable additional maneuvers to evaluate technical 
adequacy of a bypass graft. 

In many or most cases this procedure will not be reported with other CPT codes. The issue surrounds 
how a vascular surgeon evaluates the technical adequacy of a bypass graft before leaving the OR. Some 
surgeons simply palpate the graft pulse and distal pulses in the limb, and if present, they are satisfied. 
Other surgeons will listen to the bypass graft with a handheld Doppler, and that is not reportable with 
any additional codes. Smaller subsets will undertake completion studies using a duplex scan, a 
completion angiogram, or an angioscopy examination. These latter three procedures are separately 
reportable. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Methods to assess technical adequacy of a new bypass graft in the OR, from low to hi tech: 

Method CPT Code Global RVW Intra-time 
Palpate pulses None None None <5 minutes 
Handheld Doppler None None None <5 minutes 
Intra-op Duplex scan 93931-26 XXX 0.31 13 minutes 
Completion arterio~am 75710-26 XXX 1.14 22 minutes 
Angioscopy 35400 zzz 3.00 45 minutes 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: vascular surgery Commonly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

Do many physicians perform this service across the United States? Yes 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION Apri12003 

CPT Code: 35522 Tracking No: W3 Global: 090 Recommended RVW: 21.76 

Descriptor: Bypass graft, with vein; axillary-brachial 

SURVEY Vignette (Typical Patient- this vignette given to survey respondents) 

A left-handed 70-year-old female smoker presents with disabling left upper extremity pain when she tries to 
perform routine activities. She also has extreme cold intolerance of the hand. Noninvasive studies confirm 
diminished blood pressure and flow to the hand and digits. Arteriogram reveals occlusion of the distal axillary 
and proximal brachial arteries with reconstitution of the brachial artery proximal to elbow. Axillary-brachial 
bypass is performed using autogenous vein conduit. 

Clinical Description of Service (this information not seen by survey respondents): 

Pre-service work: 
Pre-service work begins after the decision to operate, from the day before the operation until the skin incision. 
This activity includes obtaining and reviewing the previous work-up, with special attention to potential 
cardiovascular risk factors. The peripheral vascular exam and the preoperative noninvasive and arteriographic 
studies are reviewed. Informed consent is obtained from the patient following a review of surgical risks and 
benefits. Discussion is held with the anesthesiologist to determine the anesthetic of choice. Duplex vein 
mapping studies are reviewed to ensure patient has adequate length and caliber conduit, and discussions are held 
with OR nurses regarding appropriate draping to expose vein donor site. Other preoperative work includes 
dressing, scrubbing, supervising patient positioning, waiting for the anesthetic to become effective, prepping, 
and draping the patient. 

Intra-service work: 
• Proximal Dissection: Incise skin of chest wall just below clavicle, overlying axillary artery 
• Dissect soft tissue to expose axillary artery, avoid injury to multiple nearby nerves & veins 
• Clear soft tissue from axillary artery for 4 em length 
• Pass soft rubber loops around artery for control 
• Distal Dissection: Incise skin overlying distal brachial artery just proximal to elbow 
• Dissect soft tissue from around brachial artery, avoid nerve/vein injury 
• Pass soft rubber loops around artery for control 
• Create a tunnel from exposed axillary artery through axilla, down arm, to brachial target site 
• Harvest Vein Conduit: Incise skin of thigh/calf over saphenous vein 
• Dissect soft tissue to identify saphenous vein 
• Clear soft tissue from around saphenous vein for adequate length 
• Ligate and divide all saphenous vein branches 
• Ligate and divide ends of saphenous vein and remove from lower extremity 
• Test saphenous vein conduit for leaks & repair same with 7-0 vascular suture 
• Proximal Anastomosis: Anticoagulate patient with IV heparin 
• Apply vascular clamps to proximal anastomosis site on axillary artery 
• Perform arteriotomy 
• Perform most of vein conduit to axillary artery anastomosis with fine vascular suture 
• Open clamps transiently to flush system, remove air & debris 
• Complete anastomosis, remove arterial clamps 
• Apply additional sutures as needed to control hemorrhage 
• Pass vein conduit through tunnel to brachial artery with care to avoid twists/kinks 
• Distal Anastomosis: Stretch vein to full length 
• Perform brachial arteriotomy 
• Cut vein conduit to match length and size of arteriotomy 
• Perform most of vein conduit to brachial artery anastomosis with fine vascular sutures 
• Open clamps briefly to flush out air & debris 
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• Complete anastomosis 
• Remove vascular clamps 
• Apply additional sutures as required to achieve hemostasis 
• Listen with Doppler and palpate distal pulses to assure bypass patency 
• Irrigate all three incisions 
• Achieve wound hemostasis 
• Close all three incisions in multiple layers 
• Recheck pulses to assure patency prior to application of sterile dressings 

Post-service work 
Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Depending on the preexisting comorbidities and operative 
course the patient may require admission to the intensive care unit. Results of the procedure are discussed with 
the patient once he or she is fully awake. The patient is transferred to the acute care ward when criteria are met. 
The physician makes daily visits, takes interval history, performs physical exam, makes assessment and plan, 

writes orders & notes, communicates with patient, family, nurses, and other care givers. Discharge day 
management includes communicating with all support services including visiting nurses, meals on wheels, 
physical therapy, etc., communicating with referring physician, providing activity advice and warnings to 
patient and family, and arranging office follow-up for wound checks, suture/staple removal, etc. All related 
post-discharge care for 90-days is included in this service. 

SURVEY DATA 

Presenters: Gary Seabrook, M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 35522 

Sample Size: 200 I Resp n: 32 I Resp %: 16% 

Sample Type: 

Low 25th pctl Median 75th pctl Hig_h 

SurveyRVW: 17.00 21.00 21.76 22.00 27.00 

Pre-Service Evaluation Time: 65 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 28 

Intra-Service Time: 180 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 79 99232 X 2, 99231 X 1 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 99213 X 2 
*Phystctan standard total mmutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICES: 

CPT Descriptor '03RVW 

35518 Bypass graft with vein, axillary-axillary 21.20 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICES: 

SvyCPT Ref CPT 
35522 35518 

TIME ESTIMATES (MEDIAN) RUC 2"d Syr 

Pre-service 103 75 
Intra-service 180 140 
Same Day Immediate Post-service 30 25 
Critical care 0 0 
Other hospital visit 79 109 
Discharge day management 36 36 
Office visit 46 38 
TOTAL TIME 474 423 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Survey Response Count 10 10 

TIME SEGMENTS 
Pre-service 3.15 3.25 
Intra-service 3.62 3.58 
Post-service 2.77 2.92 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options 

3.38 3.33 that must be considered 

The amount and/or complexity of medical records, diagnostic tests, and/or 
3.38 3.42 other information that must be reviewed and analyzed 

Urgency of medical decision making 2.62 2.75 
TECHNICAL SKILL/PHYSICAL EFFORT 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or 

3.77 3.67 
mortality 
Outcome deQ_ends on the skill and judgment of physician 4.00 4.00 
Estimated risk of malpractice suit with poor outcome 3.46 3.58 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

We recommend the median survey RVW of21.76 for this service based on the time and intensity 
comparisons above plus the additional rationale provided in subsequent sections. 

Glob 

090 

The new service has 28 minutes more pre-service time, 40 minutes more intra-service time, and 15 minutes 
more post-service time than the reference service. The intensity and complexity values are nearly identical. The 
most complex and intense portion of this operation involves dissection of the axillary artery under the clavicle in 
the midst of multiple important nerves and large veins. This area is also adjacent to the pleura, and pneumothorax 
is an additional potential risk. Our recommended RVW of21.76 is only 0.56 RVUs more than 35518, and we 
believe this is well justified based on the substantial extra time with essentially equal intensity/complexity. 



Apnl 2003 Page 4 

ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT analysis: 

The following building block analysis demonstrates a similar time and visit pattern between the new service and 
reference procedure 3 5518. The calculated IWPUT of0.077 for the new service actually turns out on the lower end 
of the range for this family of procedures (see next page for family table). 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
35522 

Svy Data 
Time 

75 
28 

Time 
30 

Visitn 

2 
1 
1 

2 

Time 
180 

B 
MFS RVW: 
RUC Std. 
Intensity 
0.0224 
0.0081 

Intensity 
0.0224 

ElM RVW 
4.00 
1.51 
1.06 
0.64 
1.28 
1.75 
1.73 
1.08 
0.65 
0.43 
0.17 

II IWPUT ll 
II 0.077 II 

c D E F 
21.76 35518 MFS RVW: 21.20 
RVW Svy Data RUC Std. RVW 

(=time x ints'y) Time Intensity (=time x ints'y) 
1.68 50 0.0224 1.12 
0.23 25 0.0081 0.20 
1.91 

(=time x ints'y) Time Intensity (=time x ints'y) 
0.67 25 0.0224 0.56 

(=n x RVW) Visitn ElM RVW (=n x RVW) 
4.00 
1.51 

2.12 3 1.06 3.18 
0.64 1 0.64 0.64 
1.28 1 1.28 1.28 

1.75 
1.73 
1.08 

1.60 1 0.65 0.65 
1 0.43 0.43 

0.17 
6.01 

INTRA-RVW Time J IWPUT ll INTRA-RVW 
13.84 140 II 0.094 II 13.14 
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2. Comparison within family of bypass codes indicates appropriate "relative" value 

The following table demonstrates the RVWs, intra-time, and IWPUT for a large group ofbypass grafts performed 
with vein conduit. The procedures are sorted by RVW from low to high, and the new service is balded. We 
believe the recommended RVW for the new procedure is appropriately placed within this family relative to overall 
clinical magnitude, intra-time and IWPUT. We believe review of this table provides reassurance that an R VW of 
21.76 will provide appropriate relative placement of the new code within the family ofbypass grafts performed 
with vein conduit. 

RVWs in this family when intra-time= 180 minute: Operations in this family with 180 minutes of intraservice 
time have RVWs ranging from 21.20 to 24.06. The current recommendation of21.76 falls in the lower third of that 
range. 

Family li.WPUT Range: Operations in this family involving the upper body/upper extremity have IWPUTs 
ranging from 0.077 to 0.100. The current proposal for 35522 has an IWPUT of0.077, placing it at the bottom of 
the family range. 

CPT Short Descriptor RVW Source Intra- IWPUT 
Time 

3553X Bypass graft with vein, 20.63 Current 150 0.092 
brachial-brachial proposed Proposal 

35511 Bypass graft with vein, 21.20 Second 150 0.097 
subclavian-subclavian 5-Yrreview 

35518 Bypass graft with vein, 21.20 Second 140 0.094 
Axillary-axillary_ 5-Yrreview 

35558 Bypass graft with vein, 21.20 Second 180 0.067 
Femoral-femoral 5-Yrreview 

35556 Bypass graft with vein, 21.76 First 200 0.048 
Femoral-popliteal 5-Yrreview 

35522 Bypass graft with vein, 21.76 Current 180 0.077 
Axillary-brachial proposed Proposal 

35521 Bypass graft with vein, 22.20 Second 155 0.082 
Axillary-femoral 5-Yrreview 

3551X Bypass graft with vein, 22.50 Current 180 0.081 
Subclavian-brachial proposed Proposal 

3550X Bypass graft with vein, 23.00 Current 180 0.087 
Carotid-brachial proposed Proposal 

35565 Bypass graft with vein, 23.20 Second 180 0.078 
Ilio-femoral 5-Yrreview 

35571 Bypass graft with vein, 24.06 Second 180 0.086 
Popliteal-tibial 5-Yrreview 

35533 Bypass graft with vein, 28.00 Second 240 0.077 
Axillary-bifemoral 5-Yrreview 

35526 Bypass graft with vein, 29.95 Second 210 0.100 
Aorta-subclavian 5-Yrreview 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be re_Qorted with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes Its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Histoncal precedents. 
Other reason (please explain): In high% of cases only the primary procedure is performed and 

X coded. Many surgeons do not perform any reportable additional maneuvers to evaluate technical 
adequacy of a bypass graft. 

In many or most cases this procedure will not be reported with other CPT codes. The issue surrounds 
how a vascular surgeon evaluates the technical adequacy of a bypass graft before leaving the OR. Some 
surgeons simply palpate the graft pulse and distal pulses in the limb, and if present, they are satisfied. 
Other surgeons will listen to the bypass graft with a handheld Doppler, and that is not reportable with 
any additional codes. Smaller subsets will undertake completion studies using a duplex scan, a 
completion angiogram, or an angioscopy examination. These latter three procedures are separately 
reportable. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Methods to assess technical adequacy of a new bypass graft in the OR, from low to hi tech: 

Method CPT Code Global RVW Intra-time 
Palpate pulses None None None <5 minutes 
Handheld Doppler None None None <5 minutes 
Intra-op Duplex scan 93931-26 XXX 0.31 13 minutes 
Completion arteriogram 75710-26 XXX 1.14 22 minutes 
Angioscopy 35400 zzz 3.00 45 minutes 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: vascular surgery Commonly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationanly in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

Do many physicians perform this service across the United States? Yes 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION April2003 

CPT Code: 35525 Tracking No: W4 Global: 090 Recommended RVW: 20.63 

Descriptor: Bypass graft, with vein; brachial-brachial 

SURVEY Vignette (Typical Patient- this vignette given to survey respondents) 

A left-handed 70-year-old female smoker presents with disabling left upper extremity pain when she tries to 
perform routine activities. She also has extreme cold intolerance of the hand. Noninvasive studies confirm 
diminished blood pressure and flow to the hand and digits. Arteriogram reveals occlusion of the brachial artery 
with reconstitution ofthe distal brachial just beyond the elbow. Brachial-brachial bypass is performed using 
autogenous vein conduit. 

Clinical Description Of Service (this information not seen by survey respondents): 

Pre-service work: 
Pre-service work begins after the decision to operate, from the day before the operation until the skin incision. This 
activity includes obtaining and reviewing the previous work-up, with special attention to potential cardiovascular 
risk factors. The peripheral vascular exam and the preoperative noninvasive and arteriographic studies are 
reviewed. Informed consent is obtained from the patient following a review of surgical risks and benefits. 
Discussion is held with the anesthesiologist to determine the anesthetic of choice. Duplex vein mapping studies are 
reviewed to ensure patient has adequate length and caliber conduit, and discussions are held with OR nurses 
regarding appropriate draping to expose vein donor site. Other preoperative work includes dressing, scrubbing, 
supervising patient positioning, waiting for the anesthetic to become effective, prepping, and draping the patient. 

Intra-service work: 
• Proximal Dissection: Incise skin of upper arm overlying proximal brachial artery 
• Dissect soft tissue to expose brachial artery, avoid injury to multiple nearby nerves & veins 
• Clear soft tissue from brachial artery for 6 em length 
• Pass soft rubber loops around artery for control 
• Distal Dissection: Incise skin overlying distal brachial artery 
• Dissect soft tissue from around brachial artery, avoid nerve/vein injury 
• Pass soft rubber loops around artery for control 
• Create a tunnel from proximal to distal brachial dissection sites 
• Harvest Vein Conduit: Incise skin of thigh/calf over saphenous vein 
• Dissect soft tissue to identify saphenous vein 
• Clear soft tissue from around saphenous vein for adequate length 
• Ligate and divide all saphenous vein branches 
• Ligate and divide ends of saphenous vein and remove from lower extremity 
• Test saphenous vein conduit for leaks & repair same with 7-0 vascular suture 
• Proximal Anastomosis: Anticoagulate patient with IV heparin 
• Apply vascular clamps to proximal anastomosis site on brachial artery 
• Perform arteriotomy 
• Perform most of vein conduit to brachial artery anastomosis with fine vascular suture 
• Open clamps transiently to flush system, remove air & debris 
• Complete anastomosis, remove arterial clamps 
• Apply additional sutures as needed to control hemorrhage 
• Pass vein conduit through tunnel to brachial artery with care to avoid twists/kinks 
• Distal Anastomosis: Stretch vein to full length 
• Perform brachial arteriotomy 
• Cut vein conduit to match length and size of arteriotomy 
• Perform most of vein conduit to brachial artery anastomosis with fine vascular suture 
• Open clamps briefly to flush out air & debris 



-
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• 
• 
• 
• 
• 
• 
• 
• 

Complete anastomosis 
Remove vascular clamps 
Apply additional sutures as required to achieve hemostasis 
Listen with Doppler and palpate distal pulses to assure bypass patency 
Irrigate all three incisions 
Achieve wound hemostasis 
Close all three incisions in multiple layers 
Recheck pulses to assure patency prior to application of sterile dressings 

Post-service work 
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Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Depending on the preexisting comorbidities and operative 
course the patient may require admission to the intensive care unit. Results of the procedure are discussed with 
the patient once he or she is fully awake. The patient is transferred to the acute care ward when criteria are met. 
The physician makes daily visits, takes interval history, performs physical exam, makes assessment and plan, 
writes orders & notes, communicates with patient, family, nurses, and other care givers. Discharge day 
management includes communicating with all support services including visiting nurses, meals on wheels, 
physical therapy, etc., communicating with referring physician, providing activity advice and warnings to 
patient and family, and arranging office follow-up for wound checks, suture/staple removal, etc. All related 
post-discharge care for 90-days is included in this service. 

SURVEY DATA 

Presenters: Gary Seabrook, M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 35525 

Sample Size: 200 I Resp n: 32 I Resp %: 16% 

Sample Type: Random 

Low 25th pctl Median 75th pctl Hig_h 

SurveyRVW: 14.03 19.00 20.63 21.49 27.00 

Pre-Service Evaluation Time: 53 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 28 

Intra-Service Time: 150 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 49 99232 X 1, 99231 X 1 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 99213 X 2 
*Physician standard total mmutes per ElM v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
'03 

CPT Descriptor RVW Glob 

35518 Bypass graft with vein, axillary-axillary 21.20 090 

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

TIME ESTIMATES {MEDIAN) 3552Y 35518 
RUC 2"d 5yr 

Pre-service 100 75 

Intra-service 150 140 
Same Day Immediate Post-service 30 25 

Critical care 0 0 

Other hospital visit 49 109 

Discharge day management 36 36 

Office visit 46 38 

TOTAL TIME 411 423 

INTENSITY/COMPLEXITY MEASURES (mean) 
!Reference Survey Response Count 9 9 

TIME SEGMENTS 
Pre-service 3.33 3.33 

Intra-service 3.44 3.44 

Post-service 2.89 2.89 

MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management 

3.33 3.33 options that must be considered 

The amount and/or complexity of medical records, diagnostic tests, 
3.56 3.56 and/or other information that must be reviewed and analyzed 

Urgency of medical decision making 3.11 3.11 

TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 3.89 3.89 

Physical effort required 3.56 3.56 

PSYCHOLOGICAL STRESS 
The risk of sigmficant complications, morbidity and/or mortality 3.56 3.56 

Outcome depends on the skill and judgment of physician 4.00 3.89 

Estimated risk of malpractice suit with poor outcome 3.56 3.56 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

We recommend the median survey RVW of20.63 for this service based on the time and intensity comparisons 
noted above, plus multiple points of supplemental rationale provided in subsequent sections. 

The new service has 25 minutes more pre-service time, 10 minutes more intra-service time, but 47 minutes less 
post-service time than the reference service. The intensity and complexity values are nearly identical. Our 
recommended RVW of20.63 is 0.57 RVUs less than 35518. With more intra-time, nearly identical total time, and 
nearly identical complexity/intensity measures, it's a little difficult to understand why this should be less than the 
reference. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT analysis 

The following building block analysis demonstrates a similar time and visit pattern between the new service and 
reference procedure 35518. The calculated IWPUT of0.092 falls within the range for this family of procedures 
(see next page for family table). 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
35525 

Svy Data 
Time 

73 
28 

Time 
30 

Visitn 

1 
1 
1 

2 

Time 
150 

B c 
MFS RVW: 20.63 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.64 
0.0081 0.23 

1.86 
Intensity (=time x ints'y) 
0.0224 0.67 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 1.06 
0.64 0.64 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 1.30 
0.43 
0.17 

4.95 

~ IWPUT ~ INTRA-RVW 

II 0.092 II 13.82 

D E F 
35518 MFSRVW: 21.20 

Svy Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

50 0.0224 1.12 
25 0.0081 0.20 

Time Intensity (=time x ints'y) 
25 0.0224 0.56 

Visitn E/M RVW (=n X RVW) 
4.00 
1.51 

3 1.06 3.18 
1 0.64 0.64 
1 1.28 1.28 

1.75 
1.73 
1.08 

1 0.65 0.65 
1 0.43 0.43 

0.17 
6.74 

Time ~ IWPUT II INTRA-RVW 
140 II 0.094 II 13.14 
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2. Comparison within family of bypass codes indicates appropriate "relative" value 

The following table demonstrates the RVWs, intra-time, and IWPUT for a large group of bypass grafts performed 
with vein conduit. The procedures are sorted by RVW from low to high, and the new service is bolded. We 
believe the recommended RVW for the new procedure is appropriately placed within this family relative to overall 
clinical magnitude, intra-time andiWPUT. We believe review of this table provides reassurance that an RVW of 
20.63 will provide appropriate relative placement of the new code within the family of bypass grafts performed 
with vein conduit. 

RVWs in this family: Operations listed here have established RVWs ranging from 21.20 to 29.95. The current 
recommendation of20.63 will create a new floor for that range. 

Family IWPUT Range: Operations in this family involving the upper body/upper extremity have IWPUTs 
ranging from 0.077 to 0.100. The current proposal for 35525 has an IWPUT of0.092, placing it within the family 
range. 

CPT Short Descriptor RVW Source Intra- IWPUT 
Time 

35525 Bypass graft with vein, 20.63 Current ][50 0.092 
brachial-brachial proposed Proposal 

35511 Bypass graft with vein, 21.20 Second 150 0.097 
subclavian-subclavian 5-Yrreview 

35518 Bypass graft with vein, 21.20 Second 140 0.094 
Axillary-axillary 5-Yrreview 

35558 Bypass graft with vein, 21.20 Second 180 0.067 
Femoral-femoral 5-Yrreview 

35556 Bypass graft with vein, 21.76 First 200 0.048 
Femoral-popliteal 5-Yrreview 

3552X Bypass graft with vein, 21.76 Current 180 0.077 
Axillary-brachial proposed Proposal 

35521 Bypass graft with vein, 22.20 Second 155 0.082 
Axillary-femoral 5-Yrreview 

3551X Bypass graft with vein, 22.50 Current 180 0.081 
Subclavian-brachial proposed Proposal 

3550X Bypass graft with vein, 23.00 Current 180 0.087 
Carotid-brachial proposed Proposal 

35565 Bypass graft with vein, 23.20 Second 180 0.078 
Ilio-femoral 5-Yrreview 

35571 Bypass graft with vein, 24.06 Second 180 0.086 
Popliteal-tibial 5-Yrreview 

35533 Bypass graft with vein, 28.00 Second 240 0.077 
Axillary-bifemoral 5-Yrreview 

35526 Bypass graft with vein, 29.95 Second 210 0.100 
Aorta-subclavian 5-Yrreview 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): In high% of cases only the primary procedure IS performed and 

X coded. Many surgeons do not perform any reportable additional maneuvers to evaluate technical 
adequacy of a bypass graft. 

In many or most cases this procedure will not be reported with other CPT codes. The issue surrounds 
how a vascular surgeon evaluates the technical adequacy of a bypass graft before leaving the OR. Some 
surgeons simply palpate the graft pulse and distal pulses in the limb, and if present, they are satisfied. 
Other surgeons will listen to the bypass graft with a handheld Doppler, and that is not reportable with 
any additional codes. Smaller subsets will undertake completion studies using a duplex scan, a 
completion angiogram, or an angioscopy examination. These latter three procedures are separately 
reportable. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Methods to assess technical adequacy of a new bypass graft in the OR, from low to hi tech: 

Method CPT Code Global RVW Intra-time 
Palpate pulses None None None <5 minutes 
Handheld Doppler None None None <5 minutes 
Intra-op Duplex scan 93931-26 XXX 0.31 13 minutes 
Completion arteriogram 75710-26 XXX 1.14 22 minutes 
Angioscopy 35400 zzz 3.00 45 minutes 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: vascular surgery CommoRly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: vascular surgery Frequency: less than 50 

Do many physicians perform this service across the United States? Yes 



CPT 
35510 
35512 
35522 
35525 

DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

Bypass graft, with vein; carotid-brachial 
Bypass graft, with vein; subclavian-brachial 
Bypass graft, w1th vein; axillary-brachial 
Bypass graft, w1th vein; brachial-brachial 

CPT Code: See Below 
Specialty Society('s) AAVS 

GLOBAL 
90 
90 
90 
90 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from the American Association of Vascular Surgeons representing a 
broad mix of categories of type of practice and geographic areas. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Mimmal supplies and equipment necessary to perform the procedures and for post op visit supplies are 
presented. 



," ·35510 ... , 35512 '35522 35525 
CMS STAFF Bypass graft, Wllh vern, Bypass graft, Wllh ,vern, Bypass graft;.Wlth vern, Bypass graft, wrth vern, 

35510-35525 PE Details (April2003 RUC) TYPE,MED . caio~(j-brachral ·, ., subClavran-brachral . axlllary:bnichiak;i bf'ach1al-brach1al 
SUPPLY, OR - ;:~~E::L , , ' 

.: ! ' ; I ~ ~ ' ~ ~ ~~ -:: v 

EQUIP CODE ; '' J, ,.. ~ .~. ' 

GLOBAL PERIOD' . ~ ' ' 90 ; ;•,i '90 -go. 90 " 
LOCATION v ,·I.· 

' ·' ·NonFac · Fac NonFac Fac NonFac :·'Fac: .. ,NonFac Fac·· .. 

TOTAL CLINICAL LABOR TIME 1130 N/A 144.0 N/A 144.0 N/A 144.0 N/A 144.0 
PRE-SERVICE PERIOD TOTAL TIME 1130 60.0 60.0 60.0 60.0 
SERVICE PERIOD TOTAL TIME 1130 12.0 12.0 12.0 12.0 
POST-SERVICE PERIOD TIME 1130 72.0 72.0 72.0 72.0 

PRE-SERVICE PERIOD ~ ' ~ ':: :· :·;·"'' 
\, "''• ~ 1":' ' 

" '·-~ !'li" ; ,! / ' ,., 

Complete pre-serv1ce d1agnost1c & referral forms 1130 5 5 5 5 
Coordinate pre-surgery serv1ces 1130 20 20 20 20 
Schedule space and equ1pment 1n facdrty 1130 8 8 8 8 
Provtde pre-service educatron/obta1n consent 1130 20 20 20 20 
Follow-up phone calls & prescnptrons 1130 7 7 7 7 
Other Chnrcal Actrvrty (please speCify) 

SERVICE PERIOD .... : ~' ,• y '· e-"' 
,!'~ 

~' ~' 
3( ',,; '"" 

''"" ~ ..... t' ~~ :::- ' ;,, ' , ,, ,, 

Pre-service 0 0 0 0 
Intra-service 0 0 0 0 
Post-Service 

01scharge day management 99238-12 mrnutes 
99239 15 m1nutes 1130 12 12 12 12 
Other Chnrcal Ad1vrty (please speCify) 

POST-SERVICE PERIOD ·s::;·:: . .> .;, ': ,.,i', 
> ;,;., 

li;:C!i!("':'; ·;r " :\ k:,,,; '..~ T -·~' 
I 

Condud phone calls/callln prescnptrons 

List Number and Level of Office Visits 

99211 16 m1nutes 

99212 27 m1nutes 

99213 36 m1nutes 2 2 2 2 
99214 53 m1nutes 

99215 63 m1nutes 

Total Office VIsit Time 1130 0 72 0 72 0 72 0 72 
Other Actrvrty (please speCify) 

MEDICAL SUPPLIESI~·~·:f::··,'• ,:·% :\5± ' , -; ,:'' , ' ·-,;!~ r~";;·-:, k··.! :.: 
~ ~~ ~ 

"'"~q:,.,~,: 1:-::k '' ,, -' 

m1nrmum v1srt package (mutt1spectalty) PEAC pack 2 2 2 2 
post-op InCISIOn care krt PEAC kit 1 1 1 1 

Equipment :• 
•'' : .~·-, ~.:s~ :· ~ ~ J ~ ·;: :.z;JJ!> . 1·~·,: ' '~'11!.'' ', '-~ , 

'· .., '·' '· 

exam table E11001 1 1 1 1 
exam lamp E30006 1 1 1 1 

AAVS PE Deta1ls Aprrl 2003 RUC 



AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Re-Implantation of Visceral Artery 

The CPT Editorial Panel created one new code, 35697 Reimplantation, visceral artery to infrarenal aortic prosthesis, each artery(List separately 
in addition to code for primary procedure), to describe a rare number of procedures, e.g. re-implantation of the inferior mesenteric artery to 
prevent ischemic gangrene of the left colon during open aortic reconstruction. 

A relative work value survey median of 4.25 was collected from 33 vascular surgeons, who indicated an intra-service time for the add-one code of 
30 minutes. After review of the survey data, the RUC questioned the varied response from survey respondents, and also the fact that the IWPUT 
did not match with the recommended work RVU. In an attempt to provide stronger rationale for the recommended RVU, two competing 
methodologies emerged from the discussion, one based on IWPUT and the other based on selecting the 25th percentile RVU. The RUC discussed 
in detail these two alternatives, and determined that the appropriate R VU should be based on survey data, which takes precedence over the 
IWPUT. After reviewing the procedure with the specialty, the committee agreed that the 25th percentile value of3.00 better reflected the actual 
work related to the procedure. As the utilization for these codes is only one percent of the total volume of six base codes (35102, 35081, 35646, 
35647, 35082, 351 03), the RUC recommends that CMS determine the work neutrality based on the percentage of utilization for these six 
base codes. The RUC understands that this will have minimal or no effect of these six existing codes. 

The RUC recommends a relative work value of3.00 for CPT code 35697. 

Practice Expense 
This is an add-on code and no additional practice expense inputs are necessary. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

+Q35697 Ml Reimplantation, visceral artery to infrarenal aortic 
zzz 3.00 

prosthesis, each artery 

(List separately in addition to code for primary 
procedure) 

(Do not report 35697 in addition to 33877) 

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



CPT Code: 35697 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION 

Tracking No: MlGlobal: ZZZ RUC Recommended RVW: 3.00 ~ 

Descriptor: Reimplantation, visceral artery to infrarenal aortic prosthesis, each artery 
(List separately in addition to code for primary procedure) 
(Do not report 35697 in addition to 33877) 

SURVEY Vignette (Typical Patient- this vignette and "Please note" were supplied to survey 
respondents) 

Apri12003 

A 75-year old male undergoes open aortic aneurysm surgery (separately reported as CPT 35081 with physician 
work RVU=28.01). When the aneurysm is entered there is only a weak dribble of back-bleeding from the 
inferior mesenteric artery (IMA) origin. The surgeon completes insertion of the aortic prosthesis and restores 
blood flow, but the descending colon appears very dusky. The surgeon waits several minutes, but the colon does 
not "pink up". A sterile hand-held Doppler is brought onto the surgical field, and no Doppler signals can be 
obtained at the surface of the colon. Back-bleeding from the origin of the IMA remains minimal. Gangrene of 
the colon will ensue if the inferior mesenteric artery is not reimplanted. IMA reimplantation is performed. 

Please Note: This survey asks you to estimate only the additional physician time, intensity, and work required to 
reimplant the visceral artery. This is the extra or incremental work over and above that of the primary operation. 

Clinical Description of Service: (this information was not supplied to survey respondents) 

Pre-service work: 
There is no preservice work. The decision to perform IMA reimplantation is almost always made during the 
course of the operation. 

Intra-service work: 
• Re-anticoagulate the patient with IV heparin 
• Dissect soft tissue from around the origin of IMA where it exits the aorta 
• Cut a 2 em button of aortic tissue from around the origin of IMA to use as "Carrel patch" 
• Examine the button to ensure that the IMA origin is smooth and patent 
• Place a side-biting clamp on the aortic prosthesis at proposed site of reimplantation 
• Cut hole in aortic prosthesis to match size of aorta/IMA button 
• Perform anastomosis ofiMA "Carrel patch" to hole in aortic prosthesis with fine vascular suture 
• Flush system to remove air and debris & remove clamps to test anastomosis 
• Apply additional sutures as needed to control hemorrhage 
• Reverse anticoagulation with protamine, platelets, plasma, as required to achieve hemostasis 

Post-service work: 
There is no specific post-service work associated with visceral artery reimplantation. 
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SURVEY DATA 

Presenters: Gary Seabrook, M.D., and Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 35697 

Sample Size: 200 I Resp n: 33 I Resp %: % 

Sample Type: Random 

Low 25th pctl Median 75th pctl Hi.g_h 

SurveyRVW: 1.00 3.00 4.25 5.51 11.00 

Pre-Service Evaluation Time: 0 

Pre-Service Positioning Time: 0 

Pre-Service Scrub, Dress, Wait Time: 0 

Intra-Service Time: 30 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 0 

Office time/visit(s): 0 
. . .. 

*PhysiCian standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT 35697, Visceral artery reimplantat1on during aort1c reconstruction 

KEY REFERENCE SERVICE(S): 
CPT Descriptor 

34813 
Placement of femoral-femoral prosthetic graft during endovascular aortic 
aneurysm repair 

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

TIME ESTIMATES (MEDIAN) 
Pre-service 

Intra-service 

Same Day Immediate Post-service 

Critical care 

Other hospital visit 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 

Reference survey response count 
TIME SEGMENTS 

Pre-service 

Intra-service 

Post-service 

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 
reviewed and analyzed 

Urgency of medical decisiOn making 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complicatiOns, morbidity and/or mortality 

Outcome depends on the skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

April 2003 Page 3 

'03RVW Glob 

4.80 zzz 

SvyCPT Ref CPT 
35697 34813 

0 0 

30 60 

0 0 

0 0 

0 0 

0 0 

0 0 

30 60 

7 7 

3.14 3.00 

3.14 2.71 

2.43 2.14 

4.33 3.17 

4.29 2.86 

4.29 3.00 

4.43 3.86 

We recommend the median survey RVW of 4.25 for this procedure based on the time and intensity comparison 
to the reference code, plus the additional rationale information regarding relative rank in family of vascular 
surgery ZZZ codes presented on subsequent pages. 

Note regarding budget neutrality: The RUC is likely to question whether implementation of this new code represents 
an effort to create additional RVUs for an established service for work that has always been considered an inherent part 
of open aortic surgery. We believe the answer to that question is "no". As stated on our CPT application: 
"Reimplantation of the inferior mesenteric artery is performed to prevent ischemic gangrene of the left colon in 
approximately 1% of open aortic reconstructions. This procedure represents a very significant amount of surgical work 
that cannot be considered a routine part of any established aortic operation .... This is not a new procedure, but a specific 
code was never requested in the past because of its extreme rarity. Nevertheless, each year a small number of surgeons 



CPT 35697, Visceral artery re1mplantation during aortic reconstruction April 2003 Page 4 

request that the AA VS apply for this code since the work is real, yet not reportable by any established means." 

We realize that CMS will ultimately make a decision regarding whether the RVUs to fund this code must be carved out 
of the open aortic reconstructions in a budget neutral manner, and of course we will abide by their decision. Putting this 
issue on the table, however, will hopefully obviate unnecessary concern by the RUC. We wish to obtain a fair work 
valuation for the new code by the RUC, and that should really not be influenced by whatever decision CMS makes 
regarding budget neutrality. This is a very low volume service. We'll be happy with fair consideration and decisions, 
whatever they tum out to be. 

Clinical Scenario: Reimplantation of a visceral artery during open aortic aneurysm surgery represents one of the most 
anxiety-producing situations one might imagine. An aortic aneurysm has just been replaced successfully with a 
synthetic graft, and the surgeon is about to close the abdomen. Hemostasis has been achieved by reversal of heparin 
anticoagulation and administration of plasma & platelets, but now the surgeon is dismayed to find the descending colon 
looking pretty dead. Ordinarily (approximately 99% of cases) the inferior mesenteric artery is ligated during open AAA 
repair because it originates from the surface of the aneurysm and because it can be sacrificed without jeopardizing colon 
viability. 

In very rare situations, however, survival of the descending colon does depend on blood flow from the inferior 
mesenteric, and it must be reimplanted to prevent bowel death. The alert (albeit dismayed) surgeon re-anticoagulates 
the patient with IV heparin, applies proximal and distal vascular occluding clamps across the newly implanted 
prosthesis, cuts a hole in the new prosthesis, trims and cleans the edges of inferior mesenteric artery, then sews the 
artery onto the hole in the aortic graft. Clamps are removed, anastomotic bleeders are sutured, and the anticoagulation 
is reversed once again. The good news about all this is that patient mortality can be prevented by the procedure. It 
should be apparent from this short description, however, that this service carries very high urgency of decision making, 
technical skill, and psychological stress with respect to possibility of morbidity, mortality, etc. 

Comparison to reference code: There were no clinically similar reference services on the survey reference service list. 
CPT 34813 is femoral-femoral bypass performed with a synthetic graft during elective endovascular aneurysm repair. 
The new service has only half the intra-time of the reference (30 vs. 60 minutes), but all intensity and complexity 
measures (especially urgency of decision making, technical skill, risk ofbad outcome) are very much higher in the new 
service. The reference service has an RVW of 4.80. The new service has half the time, but much more 
intensity/complexity. We believe this justifies the recommended median survey value of 4.25 for the new service. 
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IWPUT analysis: A building block approach for ZZZ services adds minimal value to the analysis because the work is 
all intra-service and really depends on the instant intensity level for the small segment of time the add-on is happening. 
Having said that, the IWPUT analysis here simply tends to demonstrate that the intensity of reimplanting an inferior 
mesenteric artery during the middle of an open aortic aneurysm repair is much higher than the intensity of planned 
femoral-femoral bypass performed during endovascular AAA repair. 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

ROW I COLUMN 

I 
Pre-service: 

Pre: eval & posit 
Pre: scrub,dress,wait 

Pre-service total 
Post-service: 

Immediate post 
Subsequent visits: 

ICU 99291 
99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
35697 

Svy Data 
Time 

0 
0 

Time 
0 

Visitn 

0 
0 
0 

0 

Time 
30 

B c 
MFS RVW: 4.25 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 0 
0.0081 0 

0 
Intensity (=time x ints'y) 
0.0224 0 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 0 
0.64 0 
1.28 0 
1.75 
1.73 
1.08 
0.65 0 
0.43 
0.17 

0 

II IWPUT II INTRA-RVW 

~ 0.141 ~ 4.25 

D E F 
34813 MFSRVW: 4.80 

Svy Data RUC Std. RVW 
Time Intensity (=time x ints'fl 

0 0.0224 0 
0 0.0081 0 

0 
Time lntens~ {=time x ints'y) 

40 0.0224 0 
Visit n E/M RVW (=n x RVW) 

4.00 
1.51 

0 1.06 0 
0 0.64 0 
0 1.28 0 

1.75 
1.73 
1.08 

0 0.65 0 
0 0.43 0 

0.17 

0 
Time I IWPUT II INTRA-RVW 

60 1 0.080 ~ 4.80 
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Comparison within the closest clinical family of codes indicates appropriate "relative" value 

Thus far none of the additional rationale helps much in deciding if 4.25 is an appropriate RVW for this service. 
The next step we took was consideration of all vascular surgery ZZZ add-on codes. The following table includes 
the codes, their descriptors, the RVW and the intra-service time. They are all intra-service add-ons, so the total 
physician work equals the intra-work. All of the services in this table have undergone the RUC evaluation process. 
The new code with proposed value is bolded. The services are arranged sorted by RVW, from lowest to highest. 

We reviewed this entire table in detail, and we believe that the best reference service probably turns out to 
be 34826 placement of a proximal or distal extension cuff during endovascular aortic aneurysm repair 
(unfortunately this was not on the survey reference service list). The new service and 34826 both have intra
times of 30 minutes. Both services involve extremely high intensity aspects of treating aortic aneurysms. 
34826 has an RVW of 4.13. We believe this is the best justification for an RVW of 4.25 for the new service. 

2003 Intra-
CPT 2003 Descriptor Work service 
Code RVU time 
35400 Angioscopy during therapeutic intervention (list separately in addition to 3.00 45 

code for primary procedure) 

35700 Reoperat1on, femoral-popliteal or femoral-anterior tibial, posterior tibial, 3.08 300** 
peroneal artery or other distal vessels, more than one month after original 
operation (List separately in addition to code for primary procedure.) 

35390 Reoperation add-on for re-do carotid endarterectomy (List separately in 3.19 180** 
addition to code for primary procedure.) 

35686 Creation of distal arteriovenous fistula during lower extrem1ty bypass surgery 3.35 35 
(non-hemodialysis) 

35685 Placement of vein patch or cuff at distal anastomosis of bypass graft, 4.05 45 
synthetic conduit 

34808 Endovascular placement of iliac artery occlusion device (List separately 4.13 60 
in addition to code for primary procedure.) 

34826 Placement of proximal or distal extension prosthesis during endovascular 4.13 30 
AAA repair; each additional vessel (List separately in addition to code 

for primary procedure.) 
35697 Reimplantation, visceral artery to infrarenal aortic prosthesis, ea. artery 4.25 30 

34813 Placement of femoral-femoral prosthetic graft during endovascular AAA 4.80 60 
repair (List separately in addition to code for primary procedure.) 

35500 Harvest upper extremity vein, one segment, for lower extremity bypass 6.45 60 
(List separately in addition to code for primary procedure) 

35572 Harvest of femoropopliteal vein, one segment, for vascular reconstruction 6.82 60 
procedure (eg, aortic, vena Cava, coronary, peripheral artery) 

35682 Bypass graft, autogenous composite, two segments of vein from two 7.20 78 
locations (hst separately in addition to code for primary procedure) 

35683 Bypass graft; composite, three or more segments of vein from two or more 8.50 90 
locations (List separately in addition to code for primary procedure.) 

** These time values are from RUC database. We suspect they represent time of original service, not the 
time exclusively related to the add-on. Todd may wish to check this out. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

CPT Code Descriptor Global RVW Intra-time 
35081 Open AAA repair, tube 090 28.01 203 
35697 Reimplant visceral artery zzz 4.25 30 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 
37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: vascular surgery Commonly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: vascular surgery, general surgery Frequency:300-500 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: vascular surgery, general surgery Frequency:300-500 

Do many physicians perform this service across the United States? Yes 



DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

ZZZ Global Period 
Facility Direct Inputs 

Reimplantation, visceral artery to infrarenal aortic prosthesis, each artery 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from the American Association of Vascular Surgeons representing a 
broad mix of categories of type of practice and geographic areas. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): N/A 

Service period clinical staff time (admission to discharge): N/A 

Post-service period clinical staff time: N/A 

SUPPLIES AND EQUIPMENT: N/A 



35697 
Rel!"plarytaliO':', 

' 35697 PE Details (April 2003 RUC) CMSSTAFF v1si:eral artery to 

TYPE,MED ~nfrarenal ·aortiC. 

SUPPLY, OR 
~rtisthes1s, each artery 
"" '·' 

EQUIP CODE 
GLOBAL PERIOD ., ' zzz 
LOCATION ·-~~·. ;: ,) ' ' ' 

' NoilFac Fac 

TOTAL CLINICAL LABOR TIME 1130 0 0 

PRE-SERVICE PERIOD TOTAL TIME 1130 

SERVICE PERIOD TOTAL TIME 1130 

POST -SERVICE PERIOD TIME 1130 
PRE-SERVICE PERIOD ·. '" ·"' .;':,~.>- ' 

" 

Complete pre-seMce d1agnosllc & referral forms 1130 
Coordinate pre-surgery services 1130 
Schedule space and equ1pment 1n facllrty 1130 
Prov1de pre-service educallon/obta1n consent 1130 
Follow-up phone calls & prescnpt1ons 1130 
Other Cl1mcal Act1vrty (please specify) 

SERVICE PERIOD ·~~ 1: .. -,£ 
~ , r 

Pre-service 

Intra-service 

Post-Service 
D1scharge day management 99238-12 m1nutes 
99239 -15 m1nutes 1130 
Other Chmcal Acllvdy (please specify) 

POST -SERVICE PERIOD 
" 

lv:.:· .. ., 

Conduct phone calls/call 1n prescnpt1ons 

List Number and Level of Office ViS/Is 

99211 16 m1nutes 

99212 27 m1nutes 

99213 36 m1nutes 

99214 53 m1nutes 

99215 63 m1nutes 

Total Office Visit Time 1130 
Other Act1vrty (please specify) 

ME.oi~AL si;!P,PLJEs· ~r~;··</r · ~~' ,.,:•:, <·'. ::: . £-:8". !· 

m1mmum v1sd package (mulllspeetaHy) PEAC pack 

posl-op InCISIOn care kd PEAC kit 

Equipment .:v '·4$::.·.-s•,• •• .:. f• \'; ,, ''· ' 
·~·.-+, •' 

~ ' ,~ ' 

exam table E11001 

exam lamp E30006 

AAVS PE Details April 2003 RUC 



History 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Central Venous Access Procedures 

In the second, Five-Year Review of the RBRVS, CPT code 36489 Placement of central venous catheter (subclavian, jugular, or other 
vein) (eg, for central venous pressure, hyperalimentation, hemodialysis, or chemotherapy); percutaneous over age 2 was increased 
from 1.22 to 2.50 work relative value units, as a rank order anomaly existed between this service and CPT code 36010 Introduction of 
catheter, superior or inferior vena cava (work RVU = 2.43). In addition, a number of other services in the family were identified as 
potentially mis-valued. CPT codes 36533, 36534, and 36535, which described the insertion, revision, and removal of implantable 
venous access device, and/or subcutaneous reservoir were considered by the RUC, but the RUC noted that the descriptor stated 
"and/or subcutaneous reservoir." The RUC stated that there are multiple venous access capabilities for varying disease processes 
which require varying degrees of work for different venous access devices. Therefore, the RUC agreed to refer this issue to CPT to 
create specific codes that are more descriptive of the actual service being performed. 

The CPT Editorial Panel created a Central Venous Access Procedures Workgroup, who worked on this issue for nearly two years. 
The results of their efforts is a new section in CPT for Central Venous Access Procedures that describes these services in five 
categories: 

1. Insertion (placement of catheter through a newly established venous access) 
2. Repair (fixing device without replacement of either catheter or port/pump, other than pharmacologic or mechanical correction 

of intracatheter or pericatheter occlusion (see 36535 or 36536 for those procedures) 
3. Partial replacement of only the catheter component associated with a port/pump device, but not entire device. 
4. Complete replacement of entire device via same venous access site (complete exchange). 
5. Removal of entire device. 

Work Relative Value Recommendations 

Five specialties participated in a survey of the physician work involved in this family of services, including general surgery, radiology, 
interventional radiology, pediatric surgery, and anesthesiology. The specialties then met to review the survey results and develop 
consensus recommendations. At the April RUC meeting, these specialties met with a pre-facilitation committee on several occasions 
to further refine their recommendations to the RUC. The specialties did note that the surveys were problematic. For example, there 
was not a difference in work indicated for pediatric patients. The specialty believes this is due to few pediatric surgeons participating 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



in the survey. The RUC agreed that a difference should be reflected in the final RUC recommendations. The RUC reviewed 
alternative ways to value codes, such as the use of IWPUT, and steps to ensure appropriate rank order and relativity within the family 
of services. 

In developing the recommendations, the specialties arranged the CPT codes into families of similar services, based upon the original 
code which was replaced. An anchor code was selected based upon frequency, or the base code, or upon a direct cross-walk. The 
specialties reviewed the IWPUT of the survey results and used this IWPUT as a general guide to each family of codes. The IWPUT 
was used as a check of the value determined by the survey and of the relationships within a family and between types of codes ( eg, 
pediatric versus adult codes). 

The RUC agreed with the specialties' presentation, as the pre-facilitation committee had significant input into the final work relative 
value recommendations. A rationale for the work relative value for each individual CPT code is attached. The following attachments 
are appended to this recommendation: 

Attachment A: 

Attachment B: 

Attachment C: 

Attachment D: 

Practice Expense Inputs 

Survey sample and response distribution for each of the procedure codes 

Comparison data for reference and surveyed procedure codes 

Rationale for work relative value recommendations for individual CPT codes 

Medicare utilization and new frequency estimated percentages. The RUC reviewed this document and 
understands that the relative value recommendations for this new family of services are work neutral to 
the old family of services. 

The RUC reviewed the practice expense inputs and had numerous questions regarding the pre-service time. The specialties then 
prepared the attached spreadsheet labeled "pre-time rationale.xls" that identifies for each code the following: whether or not the 
service requires conscious sedation; whether it is performed on the same date as an ElM service; and a description of the typical 
patient scenario. The specialty also provided the specific break down of pre-service clinical stafftime. The RUC reviewed this 
allocation of time and understands that it is consistent with the gastrointestinal endoscopic and colon and rectal surgery services that 
have been refined through the PEAC. The PEAC/RUC have granted time closer to 30 minutes pre-time for services that involve 
stents, etc. The CV A codes that are assigned 26 minutes pre-time for the facility setting involve services that require lines, ports, and 
pumps. 

The RUC also revised staff, supplies, and equipment for the radiology add-on codes, 75998 (L27) and 76937 (L28). These codes, 
however, will be included in the zero work pool. A letter is attached that explains that CPT code 76003 should be utilized as a 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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crosswalk for code 75998 (L27) and CPT code 76942 should be utilized as a cross-walk for code 76937 (L28). However, it should be 
noted that the clinical staff time for new code 76937 is only 25% of the staff time required for code 76942. The RUC recommends 
that CMS adjust the cross-walked practice expense relative value accordingly. 

The revised practice expense recommendations and supporting materials are attached to the recommendations. 

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

~ Plaeemem ef eeHtfal ¥eHeHs eathetef Es'lffiel;p,•iaH, jHgHlaF, ef etheF 1reiH~ Eeg, feF 000 N/A 
eeHtFal ¥eHeHs pFessHFe, hyperahmeHtatieH, hemedialysis, ef ehemethempy~; 
peFeffiaHeeHs, age 2 )'eaFs ef HHdeF 

~ peFeHtaB:eeHs, e¥ef age 2 000 N/A 
ElfimagiHg gHidaHee is peFfefffied, see +9QQQ, =79QQ~, +9942~ 

~ age 2 yeaFs ef HE:deF 000 N/A 
Je49+ eHtdevfH, e¥ef age 2 000 N/A 

EFeF e~eamiHatieH efpatiem aHd iHstffietieH te patient, Fe1rie1,t,' efpFesefiptiea ef 
tlHids fef leag tefffi ef pefffiaHeB:t hyperalimeatatiea, Hse :g"'•alHati:eH aHd 
Managemeat eedes feF effiee ef hespital iB:patiem eategeFy eF fellev; Hp iB:patieat 
eeasHltatieH eedes as appmpfiate~ 

(36488-36491 have been deleted. To reQOrt2 see 36555-365562 365562 36568-
365692 365802 36584)) 

~ RepesitieHiHg efpFevieHsly plaeed eemral veaeHs eathetef HE:deF tlHemseepie 000 N/A 
gHidanee 

EFeF tlHeFeseepie g11idanee Hse =79QQQ~ 

(36493 has been deleted. To reQort2 use 36597) 

(36495-36497 have been deleted. To report, see 36560-3656L 36565-365662 
36570-36571236589-36590236576-36578236582-36583236585) 

CPT five-digit codes, two-digit modtfiers, and descnptwns only are copynght by the Amencan Medical Association. 
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~ InsertioH of implantable intraveNous iHfusioH pump 010 N/A 
(IfimagiHg guidaHee is performed, see 76000, 76003, 76942) 

(36530 has been deleted. To reQort, use 36563) 

~ RevisioH of implaNtable iHtraYeHous iHfusioH pump 010 N/A 

(36531 has been deleted. To reQort, see 36575-36578, 36581-36582, 36585-
36585) 

~ Removal of implantable iHtraveHous iHfusioH pump 010 N/A 
(If imagiHg guidaHee is performed, see 76000) 

(36532 has been deleted. To reQort, use 36590) 
~ InsertioH of implantable YeHous aeeess deYiee, 'i'lith or without subeutaneous 010 N/A 

reservoir 
(For removal, use 36535) 

(IfimagiHg guidanee is performed, see 76000, 76003, 76942) 

(For re!illiHg aHd maiHteHaHee of aH implaNtable pump or reseP.•oir for 
iHtraveHous or iHtra arterial drug delivery, use 96530) 

(36533 has been deleted. To reQort, see 36557-36558, 36560-36561, 36565-
36566, 36570-36571) 

~ RevisioH of implantable veHous aeeess deviee aHd/or subeutaHeous reservoir 010 N/A 
(For removal, use 36535) 

(36534 has been deleted. To reQort, see 36575-36578,36581-36583,36585) 
~ Removal of implaHtable veHous aeeess de'liee and)or subeutaneous reservoir 010 N/A 

(Use 36535 iH eonjUHetioH v/ith eodes 36533, 36534, as appropriate) 

(Do Hot ase 36535 iH eonjUHetioH with eodes 364gg 364g9 36490 36491) 

(If imagiHg guidanee is performed, ase 76000) 

(36535 has been deleted. To reQort, use 36589) 

CPT five-digtt codes, two-digit modifiers, and descriptions only are copyright by the Amencan Medical Association. 
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36536 MeehaE:ieal femalfal af-pefieathetef aastmeti1re matefial Eeg, HaRft sheathj ffam 
eeffifallfeftaus d91riee Yia se-paFate Yeftaus aeeess 

010 N/A 

(De Hat Fe-part 36550 in additiaft ta 36536j 

(Faf lfeftaus eathetefizatiaH, see 36010 36012j 

(Faf fadialagieal su-peFYisiaft and iffief'Pfetatiaft, use 75901j 

(36536 has been deleted. To renort, use 36595) 

36537 Meehaffieal feffi81ral af ifttfalumiftal Eiffifaeathetefj aastfuetilfe matefial ffam 010 N/A 
eefttfal Yeftaus de:viee thraugh deviee lumeft 

EDa Hat Fe-part 36550 iH additiaft ta 36537) 

EFaf Yeftaus eafuetefizatiaft, see 36010 36012) 

EFaf fadialagieal su-peFYisiaft and iffief'Pfetatiaft, use 75902) 

(36537 has been deleted. To renort, use 36596) 

Central Venous Access Procedures 

To qualify as a central venous access catheter or device, the tin of the catheter/device must terminate in the subclavian, 
brachiocenhalic (innominate) or iliac veins, the sunerior or inferior vena cava, or the right atrium. The venous access device may be 
either centrally inserted (jugular, subclavian, femoral vein or inferior vena cava catheter entry site) or nerinherally inserted (eg, basilic 
or cenhalic vein). The device may be accessed for use either via exnosed catheter (external to the skin). via a subcutaneous nort or via 
a subcutaneous nump. 

The procedures involving these types of devices fall into five categories: 

1) Insertion Cnlacement of catheter through a newly established venous access) 

2) Renair (fixing device without renlacement of either catheter or nort/numn. other than nharmacologic or mechanical 
correction of intracatheter or nericatheter occlusion (see 35695 or 365696 for those procedures) 

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

-5-



3) Partial replacement of only the catheter component associated with a port/pump device, but not entire device. 

4) Complete replacement of entire device via same venous access site (complete exchange). 

5) Removal of entire device. 

There is no coding distinction between venous access achieved percutaneously versus by cutdown or based on catheter size. 

For the repair, partial (catheter only) replacement, complete replacement, or removal ofboth catheters (placed from separate venous 
access sites) of a multi-catheter device, with or without subcutaneous ports/pumps, use the appropriate code describing the service 
with a frequency of two. 

If an existing central venous access device is removed and a new one placed via a separate venous access site, appropriate codes for 
both procedures (removal of old, if code exists, and insertion of new device) should be used. 

When imaging is used for these procedures, either for gaining access to the venous entry site or for manipulating the catheter into final 
central position, use 75998, 76937). 

Insertion of Central Venous Access Device 

•36555 L1 Insertion of non-tunneled centrally inserted central venous catheter; under 5 years of age 000 2.68 
(For peripherally inserted non-tunneled central venous catheter, under 5 years of age, use 
36568) 

•36556 L2 age 5 years or older 000 2.50 
(For peripherally inserted non-tunneled central venous catheter, age 5 years or older, use 
36569) 

•36557 L3 Insertion of tunneled centrally inserted central venous catheter, without subcutaneous 010 5.10 
port or pump; under 5 years of age 

•36558 L4 age 5 years or older 010 4.80 
(For peripherally inserted central venous catheter with port, 5 years or older, use 36571) 

•36560 L5 Insertion of tunneled centrally inserted central venous access device with subcutaneous 010 6.25 
port; under 5 years of age 
(For peripherally inserted central venous access device with subcutaneous port, under 5 
years of age, use 36570) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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•36561 L6 age 5 years or older 010 6.00 
(For peripherally inserted central venous catheter with port, 5 years or older, use 36571) 

•36563 L7 Insertion of tunneled centrally inserted central venous access device with subcutaneous 010 6.20 
pump 

•36565 L8 Insertion of tunneled centrally inserted central venous access device, requiring two 010 6.00 
catheters via two separate venous access sites; without subcutaneous port or pump, ( eg, 
Tesio type catheter); 

•36566 L9 with subcutaneous port(s) 010 6.50 

•36568 L10 Insertion of peripherally inserted central venous catheter (PICC), without subcutaneous 000 1.92 
port or pump, under 5 years of age 

(For Qlacement of centrally inserted non-tunneled central venous catheter2 without 
subcutaneous QOrt or QUmQ2 under 5 years of age2 use 36555} 

•36569 Lll age 5 years or older 000 1.82 
(For Qlacement of centrally inserted non-tunneled central venous catheter2 without 
subcutaneous QOrt or QUmQ2 age 5 years or older2 use 36556} 

•36570 L12 Insertion of peripherally inserted central venous access device with subcutaneous port; 010 5.32 
under 5 years of age 
(For insertion oftunneled centrally inserted central venous access device with 
subcutaneous QOrt2 under 5 years of age2 use 36560) 

•36571 L13 age 5 years or older 010 5.30 

(For insertion of tunneled centrally inserted central venous access device with 
subcutaneous QOrt2 age 5 years or older2 use 36561} 

CPT five-dtgtt codes, two-digit modifiers, and descnptlons only are copynght by the Amencan Medtcal Association. 
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Repair of Central Venous Access Device 

(For mechanical removal ofpericatheter obstructive material, use 36595) 

(For mechanical removal of intracatheter obstructive material, use 36596) 
•36575 L14 Repair of tunneled or non-tunneled central venous access catheter, without subcutaneous 000 0.67 

port or pump, central or peripheral insertion site 
•36576 L15 Repair of central venous access device with subcutaneous port or pump, central or 010 3.19 

peripheral insertion site 

Partial Replacement of Central Venous Access Device (Catheter Onlv) 

•36578 L16 Replacement, catheter only, of central venous access device, with subcutaneous port or 010 3.50 
pump, central or peripheral insertion site 

(For complete replacement of entire device through same venous access, use 36582 or 
36583) 

Complete Replacement of Central Venous Access Device Through Same Venous Access Site 

•36580 L17 Replacement, complete, of a non-tunneled centrally inserted central venous catheter, 000 1.31 
without subcutaneous port or pump, through same venous access 

•36581 L18 Replacement, complete, of a tunneled centrally inserted central venous catheter, without 010 3.44 
subcutaneous port or pump, through same venous access 

•36582 L19 Replacement, complete, of a tunneled centrally inserted central venous access device 010 5.20 
with subcutaneous port, through same venous access 

•36583 L20 Replacement, complete, of a tunneled centrally inserted central venous access device 010 5.25 
with subcutaneous pump, through same venous access 

•36584 L21 Replacement, complete, of a peripherally inserted central venous catheter (PICC), 000 1.20 
without subcutaneous port or pump, through same venous access 

•36585 L22 Replacement, complete, of a peripherally inserted central venous access device, with 010 4.80 
subcutaneous port, through same venous access 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the Amencan Medical Association. 
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Removal of Central Venous Access Device 

•36589 L23 Removal of tunneled central venous catheter, without subcutaneous port or pump 010 2.27 

•36590 L24 Removal of tunneled central venous access device with subcutaneous port or pump, 010 3.30 
central or peripheral insertion 

(Do not regort codes 36589 or 36590 for removal of non-tunneled central venous 
catheters). 

Mechanical Removal of Obstructed Material 

•36595 L25 Mechanical removal ofpericatheter obstructive material (eg, fibrin sheath) from central 010 3.60 
venous device via separate venous access (renumbered 

(Do not report 36550 in addition to 36595) code 36536) 

(For venous catheterization, see 36010-36012) 

(For radiological supervision and interpretation, use 75901) 
•36596 L26 Mechanical removal of intraluminal (intracatheter) obstructive material from central 010 0.75 

venous device through device lumen (renumbered 

(Do not report 36550 in addition to 36596) code 36537) 

(For venous catheterization, see 36010-36012) 

(For radiological supervision and interpretation, use 75902) 

Other Central Venous Access Procedures 

•36597 L29 Repositioning of previously placed central venous catheter under fluoroscopic guidance 000 1.21 

(For fluoroscopic guidance use 76000) (renumbered 
code- 36493) 

CPT five-digit codes, two-digit modifiers, and descnptlons only are copyright by the Amencan Med1cal Assocmtlon. 
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Radiology 

75901 Mechanical removal of peri catheter obstructive material ( eg, fibrin sheath) from XXX 0.49 
central venous device via separate venous access, radiologic supervision and (no change) 
interpretation 

(For procedure, use 36536 36595) 

(For venous catheterization, see 36010-36012} 
75902 Mechanical removal of intraluminal (intracatheter) obstructive material from central XXX 0.39 

venous device through device lumen, radiologic supervision and interpretation (no change) 

(For procedure, use 36537 36596} 

(For venous catheterization, see 36010-36012} 
+•75998 L27 Fluoroscopic guidance for central venous access device placement, replacement zzz 0.38 

(catheter only or complete), or removal (includes fluoroscopic guidance for vascular 
access and catheter manipulation, any necessary contrast injections through access site 
or catheter with related venography radiologic supervision and interpretation, and 
radiographic documentation of final catheter position) (List in addition to code for 
primary procedure) 

(Do not use 76003 with 75998} 

(If formal extremity venograQhy Qerformed from seQarate venous access and seQarately 
intemreted, use 36005 and 75820, 75822, 75825 or 75827} 

+•76937 L28 Ultrasound guidance for vascular access requiring ultrasound evaluation of potential zzz 0.30 
access sites, documentation of selected vessel patency, concurrent realtime ultrasound 
visualization of vascular needle entry, with permanent recording and reporting (List 
separately in addition to code for primary procedure) 

(Do not reQort 76937 in conjunction with 76942) 

(If extremity venous non-invasive vascular diagnostic study is Qerformed seQarate from 
venous access ggidance, use 93965, 93970 or 93971} 
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{CVA)- Attachment A 

Survey N and Reponse Distribution: Total and by Specialty 

TOTAL Total ASA ASA SIR SIR ACR ACR ACS Surg 
Track CPT resp N resp N resp N resp N APSA N 

L1 36555 41 270 20 80 11 70 10 120 
L2 36556 56 280 32 90 14 70 10 120 
L3 36557 29 250 12 70 5 120 12 60 
L4 36558 35 250 14 70 5 120 16 60 
L5 36560 30 250 12 70 5 120 13 60 
L6 36561 34 250 13 70 5 120 16 60 
L7 36563 24 250 11 70 3 120 10 60 
L8 36565 30 250 12 70 5 120 13 60 
L9 36566 28 250 12 70 5 120 11 60 
L10 36568 32 250 13 70 10 120 9 60 
L11 36569 33 250 15 70 10 120 8 60 
L12 36570 23 250 10 70 5 120 8 60 
L13 36571 27 250 12 70 5 120 10 60 
L14 36575 23 190 13 70 10 120 
L15 36576 16 190 11 70 5 120 
L16 36578 14 190 9 70 5 120 
L17 36580 40 250 14 70 10 120 16 60 
L18 36581 17 190 12 70 5 120 
L19 36582 14 190 9 70 5 120 
L20 36583 13 190 8 70 5 120 
L21 36584 24 190 14 70 10 120 
L22 36585 14 190 9 70 5 120 
L23 36589 34 250 12 70 4 120 18 60 
L24 36590 33 250 11 70 5 120 17 60 



(CVA) - Attachment B 
Comparison Data for Reference and Surveyed Codes 

Spec 
included in post 

New CPT Codes and References SURVEYRVW TIME SUMMARY time 
Rec'd RVW RVW RVW RVW RVW PRE TIME TIME TIME DD ov ov ov 

track CPT Description glob RVW min 25th med 75th max min intra post total 38 13 12 11 
ref 36488 Placement of central venous catheter (subclavian, JUgular, or other vem), 0 1.35 9 24 9 42 

(eg, for central venous pressure, hyperahmentatiOn, hemod~alysts, or 
chemotheraov). oercutaneous age 2 vears or under 

ref 36489 Placement of central venous catheter (subclavtan, JUgular, or other vem), 0 2.50 15 20 15 60 
(eg, for central venous pressure, hyperahmentatlon, hemodtalysts, or 
chemotheraov). oercutaneous over a!!:e 2 

ref 36533 InsertiOn of Implantable venous access devtce, wtth or Without 10 5.32 30 5 61 136 0.5 1.0 
subcutaneous reservOir 

ref 36534 ReviSion oftmplantable venous access devtce, and/or subcutaneous 10 2.80 16 52 30 98 
reservOir 

ref 36535 Removal oftmplantable venous access devtce, and/or subcutaneous 10 2.27 16 27 30 73 
reservOir 

L1 InsertiOn of non-tunneled centrally mserted central venous catheter, under 5 0 2.68 1.35 2.00 2.50 3.00 10 00 30 20 10 60 
36555 years of age 

L2 InsertiOn of non-tunneled centrally mserted central venous catheter,age 5 0 2.50 1 35 2.48 2.50 2.50 3 50 25 15 10 50 
36556 vears or older 

L3 InsertiOn of tunneled centrally mserted central venous catheter, wtthout 10 5.10 2 00 5.00 5.32 5 50 7.50 47 30 48 125 0.5 1 
36557 subcutaneous port or pump, under 5 years of age 

L4 InsertiOn of tunneled centrally mserted central venous catheter, wtthout 10 4.80 1.80 4.50 5.32 5.32 6.00 36 30 48 114 0.5 1 
36558 subcutaneous port or pump,age 5 years or older 

L5 InsertiOn of tunneled centrally mserted central venous access devtce wtth 10 6.25 3 20 5.55 6.00 6.50 9.00 49 45 48 142 0.5 1 
36560 subcutaneous port; under 5 years of age 

L6 InsertiOn of tunneled centrally mserted central venous access devtce wtth 10 6.00 3.00 5 32 6.00 6.23 8.00 35 45 48 128 0.5 1 
36561 subcutaneous port, age 5 years or older 

L7 InsertiOn of tunneled centrally mserted central venous access devtce wtth 10 6.20 5.00 5 50 6.20 7.00 8 20 40 60 48 148 0.5 1 
36563 subcutaneous pump 

L8 InsertiOn of tunneled centrally mserted central venous access devtce, 10 6.00 4.00 5 50 5.78 6.88 8 05 35 45 48 128 05 1 

36565 
requmng two catheters vta two separate venous access sttes, Without 
subcutaneous port or pump, (eg, Tes10 type catheter), 

L9 InsertiOn of tunneled centrally mserted central venous access devtce, 10 6.50 3 00 6.03 6.50 7.58 9 00 35 60 48 143 0.5 1 

36566 
requmng two catheters vta two separate venous access sttes,With 
subcutaneous port(s) 

L10 InsertiOn of penpherally mserted central venous catheter (PICC), wtthout 0 1.92 064 2.00 2.54 3 08 6 25 30 20 10 60 
36568 subcutaneous port or pump, under 5 years of age 

L11 InsertiOn of penpherally mserted central venous catheter (PICC), wtthout 0 1.82 0 50 2.00 2.50 2 50 3.50 25 20 10 55 
36569 subcutaneous port or pump, age 5 years or older 

L12 Insertion of penpherally mserted central venous access devtce wtth 10 5.32 2 50 5.32 5.50 6 32 9.00 50 45 48 143 05 1 
36570 subcutaneous port, under 5 years of age 

L13 Insertton of penpherally mserted central venous access devtce wtth 10 5.30 2 50 5.30 5.50 6 26 8.00 40 50 48 138 05 1 
36571 subcutaneous port, age 5 years or older 

L14 Repatr of tunneled or non-tunneled central venous access catheter, wtthout 0 0.67 0 30 1.10 1.75 2 20 3.50 15 15 9 39 

36575 
subcutaneous port or pump, central or penpheral msertJon stte 
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(CVA) -Attachment B 
Comparison Data for Reference and Surveyed Codes 

Spec 
included in post 

New CPT Codes and References SURVEYRVW TIME SUMMARY time 
Rec'd RVW RVW RVW RVW RVW PRE TIME TIME TIME DO ov ov ov 

track CPT Description glob RVW min 25th med 75th max min intra post total 38 13 12 11 
ref 36488 Placement of central venous catheter (subclav1an, JUgular, or other vem), 0 1.35 9 24 9 42 

(eg, for central venous pressure, hyperahmentat10n, hemod1alys1s, or 
chemotheraov). oercutaneous age 2 vears or under 

ref 36489 Placement of central venous catheter (subclavian, JUgular, or other vem), 0 2.50 15 20 15 60 
(eg, for central venous pressure, hyperahmentat10n, hemod1alys1s, or 
chemotheraov)_ oercutaneous over age 2 

ref 36533 InsertiOn of Implantable venous access dev1ce, With or Without 10 5.32 30 5 61 136 0.5 1.0 
subcutaneous reservOir 

ref 36534 Rev1s1on of1mplantable venous access dev1ce, and/or subcutaneous 10 2.80 16 52 30 98 
reservmr 

ref 36535 Removal of1mplantable venous access dev1ce, and/or subcutaneous 10 2.27 16 27 30 73 
reservOir 

L15 Repau of central venous access dev1ce with subcutaneous port or pump, 10 3.19 2 80 2.95 3.35 5.55 7.00 40 33 43 116 05 1 
36576 central or penpheral msert10n s1te 

L16 Replacement, catheter only, of central venous access dev1ce, w1th 10 3.50 2 75 3.09 4.50 5.50 7.00 36 30 45 111 05 1 
36578 subcutaneous port or pump, central or penpheral msert10n s1te 

L17 Replacement, complete, of a non-tunneled centrally mserted central venous 0 1.31 1.00 1.50 2.00 2.50 4.00 25 15 10 50 

36580 
catheter, w1thout subcutaneous port or pump, through same venous access 

L18 Replacement, complete, of a tunneled centrally mserted central venous 10 3.44 1.50 2.80 3.00 3.50 5.50 35 30 43 108 0.5 1 

36581 
catheter, Without subcutaneous port or pump, through same venous access 

L19 Replacement, complete, of a tunneled centrally mserted central venous 10 5.20 3.38 4 25 5.73 6.24 8.00 46 60 45 151 0.5 1 

36582 
access dev1ce w1th subcutaneous port, through same venous access 

L20 Replacement, complete, of a tunneled centrally mserted central venous 10 5.25 3 38 4.00 6.00 6 50 7.00 47 60 46 153 05 1 

36583 
access dev1ce w1th subcutaneous pump, through same venous access 

L21 Replacement, complete, of a penpherally mserted central venous catheter 0 1.20 1.00 1.50 2.00 2.03 2 80 20 15 10 45 

36584 
(PICC), w1thout subcutaneous port or pump, through same venous access 

L22 Replacement, complete, of a penpherally mserted central venous access 10 4.80 3 38 4 00 5.75 6.32 8.00 26 60 46 132 0.5 1 
36585 dev1ce, With subcutaneous port, through same venous access 

L23 Removal of tunneled central venous catheter, Without subcutaneous port or 10 2.27 1 00 1.63 2.27 2.30 5.50 25 13 35 73 0.5 1 
36589 loump 

L24 Removal of tunneled central venous access dev1ce w1th subcutaneous port 10 3.30 1.50 2.27 2.80 3.75 5.70 29 30 48 107 0.5 1 
36590 or pump, central or oenoheral msert10n 
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(CVA) -Attachment C 

Rationales for Work Relative Value Recommendations 

RUC Svy 
Rec'd Med 

track CPT Description glob RVW RVW RVW Recommendation Rationale 

L1 Insert10n of non-tunneled centrally 0 2.68 2.50 This servtce is similar to the existing code 36488, which was not 
inserted central venous catheter; surveyed at the znd 5 YR revtew. This created a rank order 
under 5 years of age anomaly with 36489. The current survey shows that the RVW 

36555 should be increased at least equal to L2. The RUC agreed that this 
pediatric service should be valued higher than the corresponding 
adult service. The intensity was determmed to be slightly higher 
in performing this service on a child younger than five years of 
age. 

L2 Insertion of non-tunneled centrally 0 2.50 2.50 This service was previously described as 36489. Code 36489 was 
inserted central venous catheter; surveyed at the 2nd Five-Year review and the RUC recommended a 

36556 age 5 years or older work value increase to 2.50. This survey re-confirms this previous 
RUC recommendatwn, which was lmked to CPT code 36010 
Introduction of catheter, superior or inferior vena cava (work 
RVU= 2.43). 

L3 Insertion of tunneled centrally 10 5.10 5.32 The RUC recotnntends that this pediatric service be valued slightly 

36557 mserted central venous catheter, higher than Its adult counterpart (L4) and utihzed the intensity 
without subcutaneous port or from CPT code L 1 to derive the work relative value, which is 
pump; under 5 years of age slightly lower than the survey median. 

L4 Insertwn of tunneled centrally 10 4.80 5.32 The RUC recotnntends a work RVU less than the survey median. 

36558 inserted central venous catheter, The intensity of 36489 was utilized to calculate the work 
without subcutaneous port or recotnntendations for this service. This service was prevtously 
pump; age 5 years or older reported using CPT code 36533 (work RVU = 5.32). 

L5 Insertion of tunneled centrally 10 6.25 6.00 L5 and L6 mclude the work of "wtth port" compared wtth L3 and 

36560 inserted central venous access L4. The RUC agreed that the work for the pediatric patient should 
device with subcutaneous port; be greater and recotnntends a shghtly higher work RVU, based on 
under 5 years of age a greater intensity. 

L6 Insertion of tunneled centrally 10 6.00 6.00 L5 and L6 mclude the work of "with port" compared wtth L3 and 

36561 inserted central venous access L4. The survey median of 6.00 appeared appropnate. This 
device With subcutaneous port; age reasonably accounts for the additional intra-ttme and overall 
5 years or older intensity/complexity. 

1 



RUC Svy 
Rec'd Med 

track CPT Description I glob RVW RVW RVW Recommendation Rationale 

L7 Insertion of tunneled centrally 10 6.20 6.20 The specialty recommended the survey medtan for L 7. Thts code 
36563 inserted central venous access essentially replaces the existing CPT code 36533 (work RVU = 

device wtth subcutaneous pump 6.20), therefore, the RUC agreed that 1t should be valued the same. 

L8 Insertion of tunneled centrally 10 6.00 5.78 L8 includes the work of "insertion of an additional catheter" 
inserted central venous access compared with L3 and L4. The specialty noted that this service 

36565 devtce, requiring two catheters via was prevtously reported with CPT 36533, potentially with two 
two separate venous access sites; umts of service as this new code describes two access sites. The 
without subcutaneous port or RUC agreed that a work relative value of 6.00 was appropriate to 
pump, (eg, Tes10 type catheter); account for the increased work over L3/L4. 

L9 Insertion of tunneled centrally 10 6.50 6.50 L9 includes the work of "wtth port" compared with L8. The 
inserted central venous access survey median of 6.50 was felt to be appropnate. An mcrement of 

36566 devtce, requiring two catheters via 0.50 is a modest increment for the increased work of adding the 
two separate venous access sites; port, however, the spectalty indicated that there is a lower intensity 
with subcutaneous port(s) m port placement. 

L10 Insertwn of peripherally inserted 0 1.92 2.54 LlO is comparable toLl, however, mvolves less 
central venous catheter (PICC), complextty/intensity. The consensus comrmttee beheves LIO 

36568 without subcutaneous port or (PICC) which may be performed by a nurse should be valued less 
pump, under 5 years of age than L1 and recommends a value slightly less than the 25th 

percentile of2.00. The RUC agreed that the work for the ped1atr1c 
patient should be slightly higher than for the adult patient. 

L11 Insertion of peripherally inserted 0 1.82 2.50 Lll is comparable to L2, however, involves less 
central venous catheter (PICC), complexity/intensity. The consensus committee believes Lll 
without subcutaneous port or (PICC) which may be performed by a nurse should be valued less 
pump; age 5 years or older than L2 and recommends a value less than the 25th percentile of 

36569 2.00. The RUC revtewed the work value for this service and 
compared it to CPT code 93503 Insertion and placement of flow 
dzrected catheter (eg, Swan-Ganz) for monitoring purposes (work 
RVU = 2.91, 30 minutes intra-service time) and determined that 
this msertwn of a PICC lme was valued appropriately relative to 
this servtce. 

L12 Insertion of peripherally inserted 10 5.32 5.50 L12 (peripherally inserted) 1s less complex/intense than L5 

36570 central venous access devtce with (centrally inserted). The 25% of the survey reasonably reflects 
subcutaneous port; under 5 years this difference. The work ofth1s service is the same as ex1stmg 
of age code 36533 (5.32). 

2 



RUC Svy 
Rec'd Med 

track CPT Description glob RVW RVW RVW Recommendation Rationale 

L13 Insertion of peripherally inserted 10 5.30 5.50 Ll3 (penpherally inserted) is less complex/intense than L6 

36571 central venous access device with (centrally inserted). The 25% of the survey reasonably reflects th1s 
subcutaneous port; age 5 years or dtfference. The 25% of the survey results reflects a slight decrease 
older m work from the pediatric service. 

L14 Repair of tunneled or non-tunneled 0 0.67 1.75 The specialty presented that L14 is most comparable wtth the work 
central venous access catheter, of36537 (workRVU =0.75) or 99213 (work RVU = 0.67), and as 
without subcutaneous port or such, the survey median of 1.75 is too high. The specialty also 

36575 pump, central or peripheral believed that the 25th percentile would be too high. Code 99213 
msertion site was considered the best companson and a "new" value of0.67 1s 

recommended for L14. Thts code describes a non-invasive, "hub 
repatr." The mtens1ty of this service 1s very low, however, the 
time is high as the physician must watt for the epoxy to cure. 

L15 Repair of central venous access 10 3.19 3.35 Ll5 is the repair ofL6. All of the work 1s the same, except for the 
device with subcutaneous port or imtial needle stick and tunneling (Ll/L2). The recommended 

36576 pump, central or peripheral RVW of 3.19 is approximately 55% ofL6 (6.00) and reasonably 
insertion site accounts for this difference. Thts relationship also resembles the 

old relationship for 36533 and 36534 (5.32 vs. 2.80). 

L16 Replacement, catheter only, of 10 3.50 4.50 The RUC noted that the survey response for th1s code is very low 
central venous access device, wtth (14) and the experience of those respondmg is also low (5). 
subcutaneous port or pump, central Because the median appears htgh, the RUC recommends using the 

36578 or penpheral insertion site logic presented for Ll5 to calculate a new RVW of 3.50 for L16. 
Thts value is approximately 55% of the "base" code L6 (0.55 x 
6.00). The RUC also agreed with the specialties check of IWPUT 
at 0.050. 

L17 Replacement, complete, of a non- 0 1.31 2.00 Usmg the logtc presented for L15, L17.approximates 55% of the 
tunneled centrally inserted central "base" code L2 (0.55 x 2.50). The IWPUT for this service was 

36580 venous catheter, Without detenmned to be approximately 0.040. 
subcutaneous port or pump, 
through same venous access 

L18 Replacement, complete, of a 10 3.44 3.00 L18 is the replacement ofL4. All of the work is the same, except 
tunneled centrally inserted central for the mitial needle stick and tunneling (Ll/L2). The IWPUT of 

36581 venous catheter, without th1s serv1ce was constdered to be stmtlar to the other replacement 
subcutaneous port or pump, codes at 0.050. This relationship also resembles the old code pair 
through same venous access 36533 and 36534 (5.32 vs. 2.80). 

3 



RUC Svy 
Rec'd Med 

track CPT Description glob RVW RVW RVW Recommendation Rationale 

L19 Replacement, complete, of a 10 5.20 5.73 The IWPUT of this service was considered to be similar to the 
tunneled centrally inserted central other replacement codes at 0.050 and a work relative value was 

36582 venous access device with derived from this estimate. 
subcutaneous port, through same 
venous access 

L20 Replacement, complete, of a 10 5.25 6.00 The IWPUT of this service was considered to be similar to the 
tunneled centrally inserted central other replacement codes at 0.050 and a work relative value was 

36583 venous access device with derived from this estimate. 
subcutaneous pump, through same 
venous access 

L21 Replacement, complete, of a 0 1.20 2.00 L21 should be slightly less work than to L17. Although "initial" 
peripherally mserted central insertion L 1 OIL 11 may be performed by a nurse and may be less 
venous catheter (PICC), without complex/intense than Lll L2, the "replacement" of a PICC would 

36584 subcutaneous port or pump, more hkely be preformed by a physician and have an 
through same venous access intensity/complexity compared with L17. The RUC also 

considered that the replacement of PICC should be valued less 
than a 99203, mid-level new patient office visit (work RVU 
=1.34). 

L22 Replacement, complete, of a 10 4.80 5.75 The IWPUT of this service was considered to be similar to the 
penpherally inserted central other replacement codes at 0.050 and a work relative value was 

36585 venous access device, with derived from this estimate. 
subcutaneous port, through same 
venous access 

L23 Removal of tunneled central 10 2.27 2.27 At an RVW of 2.27, L23 is approximately half as much work as 

36589 venous catheter, without L4. This service is the same service as the previous code 36535 
subcutaneous port or pump (work RVU = 2.27). The RUC recommends the survey median of 

2.27. 

L24 Removal of tunneled central 10 3.30 2.80 At an RVW of 3.30, L24 is approximately half as much work as 

36590 venous access device with L5/L6. This service is the same service as the previous code 
subcutaneous port or pump, central 36532 (work RVU = 3.30). 
or peripheral insertion 
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RUC Svy 
Rec'd Med 

track CPT Description I glob RVW RVW RVW Recommendation Rationale 

L25 36595 
Mechanical removal of 

10 3.60 N/A This new CPT code has simply been renumbered code 

pericatheter obstructive material 36536, which had been recently surveyed by the RUC. The 

( eg, fibrin sheath) from central RUC recommends no change in the work relative value. 

venous device via separate 
venous access 

L26 36596 Mechanical removal of 10 0.75 N/A This new CPT code has simply been renumbered code 
intraluminal ( intracatheter) 36537, which had been recently surveyed by the RUC. The 
obstructive material from central RUC recommends no change in the work relative value. 
venous device through device 
lumen 

L29 36597 Repositioning of previously 000 1.21 2.00 This new CPT code has simply been renumbered code 
placed central venous catheter 36493. The code was also surveyed as part of this overall 
under fluoroscopic guidance issue. Although the survey median reflects a higher value, 

the RUC recommends no change in the work relative value. 
L27 75998 Fluoroscopic guidance for central zzz 0.38 0.70 The specialty determined the survey median and the 25% of the 

venous access device placement, survey were too high. The spectalty compared the work of th1s 
replacement (catheter only or service to codes 76000 Fluoroscopy (separate procedure) (work 
complete), or removal (includes RVU =0.17, 5 minutes ofmtra-sefVlce, IWPUT = .034) and 
fluoroscopic guidance for 76003 Fluoroscopic guidance for needle placement (eg, biopsy, 

vascular access and catheter aspiration, injection, localization device) (work RVU = 0.54, 12 

manipulation, any necessary mmutes of mtra-service time, IWPUT = 0.045). Thts service has a 
intra-service time of9 minutes, m comparison to both of these 

contrast injections through access codes, the RUC agreed that a work relative value of0.38 was 
site or catheter with related reasonable. The specialty did indicate that 76:XXX w11l be 
venography radiologic reported in addition to CPT code 7694X when ultrasound is 
supervision and interpretation, required to find the vem and fluoroscopic guidance is required for 
and radiographic documentation placement of the catheter. 
of final catheter position) (List in 
addition to code for primary 
procedure) 
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RUC Svy 
Rec'd Med 

track CPT Description I glob RVW RVW RVW Recommendation Rationale 

L28 76937 Ultrasound guidance for vascular zzz 0.30 0.70 The specialty determined that the survey median and the 25% of 

access requiring ultrasound the survey were too high. The specialty used the IWPUT of CPT 

evaluation of potential access code 76945 Ultrasound guidance for chorionic villus sample, 

sites, documentation of selected imaging supervision and interpretation (work RVU = .67, intra-

vessel patency, concurrent service 20 minutes, IWPUT = .033) and compared it to the 10 

realtime ultrasound visualization 
minutes of intra-service time for L28 to approximate a work 

of vascular needle entry, with 
relative value recommendation of0.30. 

permanent recording and 
reporting (List separately in 
addition to code for primary 
procedure) 
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2003 CODES 

JUgular, or other ve1n) (eg, for CV 
pressure, hyperal, hemod1alys1s, or 
chemo), percut, age 2 yrs or under 

Placement of CV catheter (subclavian, 
JUgular, or other ve1n) (eg, for central 
venous pressure, hyperallmentat1on, 
hemod1alys1s, or chemotherapy), 
cutdown, age 2 years or under 

Jugular, or other ve1n) (eg, for CV 
pressure, hyperal, hemod1alys1s, or 
chemo), percut, over age 2 

Placement of CV catheter (subclavian, 
Jugular, or other vein) (eg, for central 
venous pressure, hyperallmentat1on, 
hemod1alys1s, or chemotherapy), 
cutdown, over age 2 

reservOir 

2003 
RVW GLOB 

0 

1.67 0 

1.43 0 

CVA- A .. ~hment D 

Estimated Medicare Utilization - Work Neutrality Calculation 

2001 
IMPACT 

UTIL 
EST. NEW FREQ 

SPLIT 

41% 354,060 

13% 112,263 

REC 
RVW 

644,390 1.82 

134,716 1.20 

NEW 
CODE 
IWPUT 

0.093 

0.055 

0.055 

0.040 

0.093 

L1 

L10 36568 

L11 36569 

L21 36584 

L3 

2004 CODES 

Insertion of 
Inserted central venous catheter, under 5 
years of age 

Insertion of penpherally 1nserted central 
venous catheter (PICC), w1thout 
subcutaneous port or pump, under 5 years 
of age 

Replacement, complete, of a non
tunneled centrally 1nserted central venous 
catheter, without subcutaneous port or 
pump, through same venous access 

Insertion of peripherally Inserted central 
venous catheter (PICC), without 
subcutaneous port or pump, age 5 years 
or older 
Replacement, complete, of a penpherally 
Inserted central venous catheter (PICC), 
without subcutaneous port or pump, 
through same venous access 

Insertion of tunneled centrally 
central venous access dev1ce with 

Insertion of tunneled Inserted 
central venous catheter, without 
subcutaneous port or pump, under 5 
years of age 



CVA ·A'"' ~hment D 

Estimated Medicare Utilization -Work Neutrality Calculation 

A 1 B I c I D G H I I J K L M N I 0 I p 

2001 NEW 
2003 IMPACT EST. NEW FREQ 2003WORK· 2004WORK· REC CODE 

1 2003 CODES RVW GLOB UTIL SPLIT RVUs RVUs RVW IWPUT 2004CODES 
47% 99,849 479,274 4.80 0.091 L4 36558 Insertion of tunneled centrally mserted 

- central venous catheter, without 
subcutaneous port or pump, age 5 years 

~ or older 
3% 6,373 39,833 6.25 0.087 L5 36560 Insertion of tunneled centrally mserted 

central venous access dev1ce with 
subcutaneous port, under 5 years of age 

..1.!L 
33% 70,107 420,640 6.00 0.088 L6 36561 Insertion of tunneled centrally 1nserted 

central venous access dev1ce with 
subcutaneous port, age 5 years or older 

22. 
3% 6,373 38,240 6.00 0.088 L8 36565 Insertion of tunneled centrally Inserted 

central venous access dev1ce, reqUinng two 
catheters v1a two separate venous access 
s1tes, without subcutaneous port or 
pump (eg, Tes1o type catheter), 

_g!_ 
1% 2,124 13,809 6.50 0.074 L9 36566 Insertion of tunneled centrally mserted 

central venous access dev1ce, requinng two 
catheters v1a two separate venous access 
Sites, with subcutaneous port(s) 

~ 
1% 2,124 11,302 5.32 0.065 L12 36570 Insertion of peripherally Inserted central 

venous access dev1ce with subcutaneous 
port; under 5 years of age 

~ 9% 19,120 101,336 5.30 0.063 L13 36571 Insertion of peripherally mserted central 
venous access dev1ce with subcutaneous 
port, age 5 years or older 

24 

~ 
REPAIR I REPLACE DEVICE W/WO PORT OR PUMP 17,341 17,341 48,622 55,508 26 

36531 Rev1s1on of Implantable mtravenous 4.87 10 33 16% 2,774 161 1,859 0.67 0.014 L14 36575 Repair of tunneled or non-tunneled 
InfUSIOn pump central venous access catheter, without 

subcutaneous port or pump, central or 
penpheral msert1on s1te 

.E... 
36534 Revis1on of Implantable venous 2.80 10 17,308 12% 2,081 48,461 6,638 3.19 0.035 L15 36576 Repair of central venous access device 

access dev1ce, and/or subcutaneous with subcutaneous port or pump, central 
reservoir 

~ 
or penpheral msert1on s1te 

12% 2,081 7,283 3.50 0.050 L16 36578 Replacement, catheter only, of central 
venous access dev1ce, with subcutaneous 
port or pump, central or penpheral 

29 oMertoonsote 



CVA ·A~ 'llment D 

Estimated Medicare Utilization -Work Neutrality Calculation 

A I B I c I D G H I I J K L M N I 0 I p 

2001 NEW 
2003 IMPACT EST. NEW FREQ 2003WORK· 2004WORK· REC CODE 

1 2003 CODES RVW GLOB UTIL SPLIT RVUs RVUs RVW IWPUT 2004 CODES 
47% 8,150 28,036 3.44 0.050 L18 36581 Replacement, complete, of a tunneled 

- centrally Inserted central venous catheter, 
without subcutaneous port or pump, 
through same venous access 

22.. 
12% 2,081 10,820 5.20 0.050 L19 36582 Replacement, complete, of a tunneled 

centrally inserted central venous access 
device with subcutaneous port, through 
same venous access 

~ 1% 87 455 5.25 0.050 L20 36583 Replacement, complete, of a tunneled 
centrally mserted central venous access 
device with subcutaneous pump, through 
same venous access 

~ 1% 87 416 4.80 0.050 L22 36585 Replacement, complete, of a peripherally 
Inserted central venous access device, 
with subcutaneous port, through same 

33 venous access 

~ 
35 REMOVE CATHETER WITHOUT PORT I PUMP 95,725 95,725 217,295 217,295 

36535 Removal of Implantable venous 2.27 10 95,725 100% 95,725 217,295 217,295 2.27 0.061 L23 36589 Removal of tunneled central venous 
access dev1ce, and/or subcutaneous catheter, without subcutaneous port or 

36 reservOir pump 

~ 
REMOVE DEVICE WITH PORT I PUMP 787 787 2,595 2,595 38 

36532 Removal of Implantable Intravenous 3.30 10 787 100% 787 2,595 2,595 3.30 0.046 L24 36590 Removal of tunneled central venous 
InfUSIOn pump access device with subcutaneous port or 

pump, central or penpheralmsert1on 
39 

~ 
41 MISCELLANEOUS 

36493 Repos1t1omng of prev1ously placed 1.21 0 10,559 100% 10,559 12,776 12,776 1.21 0.033 36597 Repos1!Jomng of previously placed central 
central venous catheter under venous catheter under fluoroscopic 

42 fluoroscopic QUJdance gwdance 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36555 Tracking No: L1 Global: 000 Recommended RVW: 2.68 

(Apr. 2003) 

Descriptor: Insertion of non-tunneled centrally inserted central venous catheter; under 5 years of age 

SURVEY Vignette (Typical Patient) 
A 2 year-old male needs a central venous catheter. A percutaneous non-tunneled centrally inserted central 

venous catheter is inserted. 

Clinical Description Of Service: 
Pre-service: The procedure is explained to the patient's parents and consent obtained. Prior medical records, 
including any history of prior CV catheter placements/attempts, are reviewed. Arrangements are made with 
OR/angio suite and anesthesia. Physician assists wtth patient positioning and scrubs in standard fashion. After 
gowning, access site is prepped and draped in usual fashion. 

Intra-service: Locallidocame anesthesia is administered. The subclavian/jugular vein is punctured and a 
guidewire passed centrally. The CV catheter is then placed. The catheter is sutured in position and dressed in 
standard fashion, and attached to IV infusion flmds. 

Post semce: Orders are written for catheter care as well as for portable CXR. Catheter position is confirmed and 
no pneumothorax is detected. Catheter and msert10n site wound care IS prescnbed. A note is placed in the 
patient chart and report dictated. 

SURVEY DATA 

College of Radiology; Bibb Allen, Jr, MD 
Society of Anesthesiologists; Karl Becker, MD 

of Intervent10nal Robert V 

*Phystcian standard total mmutes per ElM vistt: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19), 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT: 36555 (Apr. 2003) Page 2 

KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavian, Jugular, or other vem), (eg, for central 
36488 venous pressure, hyperahmentat10n, hemodialysis, or chemotherapy), percutaneous, age 2 1.35 0 

years or under 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36555 36488 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 41 -
Pre-service 30 9 

Intra-service 20 24 
Same Day Immediate Post-service 10 9 

Critical care 0 0 

Other hospital visit 0 0 
Discharge day management 0 0 

Office visit 0 0 
TOTAL TIME 60 42 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 22 22 

TIME SEGMENTS 

Pre-service 2.38 2.40 
Intra-service 3.38 2.55 
Post-service 2.30 2.81 
MENTALEFFORTANDJUDGMENT 

Thenumberofpossiblediagnosisandlorthenumberofmanagementoptionsthatrnustbeconsidered 3.57 2.37 

Theamountandlorcomplexityofmedicalrecords,diagnostictests,andlorothennformationthatmustbereviewed 2.67 2.42 and analyzed 

Urgencyofmedicaldecisionmaking 3.43 2.70 
TECHNICALSKILL/PHYSICALEFFORT 

Technicalskillrequired 

Physicaleffortrequired 

PSYCHOLOGICALSTRESS 

Theriskofsignificantcomplications,morbidityand/ormortahty 2.24 3.50 
Outcomedependsontheskillandjudgmentofphysician 3.24 3.65 
Estirnatedriskofmalpracticesuitwithpooroutcome 2.20 3.50 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36556 Tracking No: L2 Global: 000 Recommended RVW: 2.50 

Descriptor: Insertion of non-tunneled centrally mserted central venous catheter; age 5 years or older 

SURVEY Vignette (Typical Patient) 

A 40 year-old female needs a central venous catheter. A centrally inserted, non-tunneled, central venous catheter 
1s mserted. 

Clinical Description Of Service: 

Pre service: The procedure is explamed to the patient and consent obtained. Prior medical records, including any 
htstory of prior CV catheter placements/attempts, are revtewed. Physician assists with patient positioning and 
scrubs in standard fashion. The access site is prepped and draped in standard fashion. 

Intra service: Local hdocaine anesthesia is administered. The subclavtan/mternal jugular vem is punctured and a 
guidewire passed centrally. The venotomy site is dllated to the appropriate size and the CV catheter is then 
placed. The catheter 1s sutured in position and dressed in standard fashion, and flushed or attached to N infusion 
flmds. 

Post service: Orders are written for catheter care as well as for portable CXR. Catheter position is confirmed and 
no pneumothorax is detected. A note is placed m the patient's chart and report dictated. 

SURVEY DATA 

~=-=-===!:..:..---!American College of Radiology; Bibb Allen, Jr, MD 
American Society of AnesthesiOlogists; Karl Becker, MD 

· of Interventional Robert V MD 

*Phys1c1an standard total mmutes per ElM v1sit: 99291 (60), 99292 (30); 99233 (41), 99232 (30); 99231 (19); 99238 (36); 
99215 (59), 99214 (38); 99213 (23), 99212 (15), 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavian, jugular, or other vem) ( eg, for central 
36489 venous pressure, hyperalimentation, hemodialysis, or chemotherapy); percutaneous, over age 2 50 0 

2 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36556 36489 
T~EEST~ATES~EDIAN) 2"d 5-YR 

Survey Response count 56 --
Pre-service 25 15 

Intra-service 15 20 
Same Day Immediate Post-service 10 15 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 50 50 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 43 43 
T~E SEGMENTS 

Pre-service 2.05 2.05 
Intra-service 2.66 2.23 
Post-service 1.83 2.34 
MENTAL EFFORT AND JUDGMENT 

The number of possible dmgnosis and/or the number of management optiOns that must be considered 2.59 2.08 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformation that must be 2.22 2.21 reviewed and analyzed 

Urgency of medical decision makmg 2.23 2.35 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical sklll required 

Physical effort requrred 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.14 2.88 
Outcome depends on the skill and judgment of physician 2.65 3.10 
Estimated risk of malpractice suit with poor outcome 1.92 2.60 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36557 Tracking No: L3 Global: 010 RecommendedRVW: 5.10 

Descriptor: Insertion of tunneled centrally inserted central venous catheter, without subcutaneous port or 
pump; under 5 years of age 

SURVEY Vignette (Typical Patient) 
A 12-month-old girl requires long term central venous access. A centrally inserted tunneled central venous 
catheter is inserted. 

Clinical Description Of Service: 
Pre-service: The procedure is explained to the patient's parents and consent obtained. Prior medical records, 
mcluding any history of prior CV catheter placements/attempts, are reviewed. Arrangements are made with 
OR/angio suite and anesthesia. Physician assists with patient positiOning and scrubs m standard fashion. After 
gownmg, access site is prepped and draped m usual fash10n 

Intra service: Locallidocame anesthesia is administered. A percutaneous or cut down approach is used m the 
neck and venous access achieved. A subcutaneous tunnel is then created from the anterior chest wall to the 
venotomy site and catheter passed though the tunnel. The CV catheter IS then placed. The catheter IS sutured m 
position and the skm mcisions are sutured as needed. The wounds are dressed m standard fashion, and catheter 
ports attached to IV infusion fluids. 

Post service: Orders are written for IV fluids and catheter care as well as for portable CXR. Catheter position is 
confirmed and no pneumothorax IS seen. A note is placed m the patient's chart and report dictated. The patient 
is seen in the office for wound check. 

SURVEY DATA 

American College of Radiology; Bibb Allen, Jr, MD 
1------"-'----t 

Amencan College of Surgeons; Charles Mabry, MD, FACS 
American Pediatric Surg1cal Associahon; Samuel Sm1th, MD, F ACS 
:-.n'-'"'"' of Intervenhonal Robert V MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob 

36533 InsertiOn of implantable venous access device, with or without subcutaneous reservoir 1 s.32 1 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36557 36533 
TIME ESTIMATES (MEDIAN) 151 5-YR 

Survey Response count 29 36 
Pre-service 47 30 

Intra-service 30 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 125 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 26 26 
TIME SEGMENTS 
Pre-service 2.43 2.61 
Intra-serv1ce 2.91 2.52 
Post-service 2.13 2.17 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 2.70 2.39 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformation that must be 2.39 2.26 reviewed and analyzed 

Urgency of medical decision making 2.48 2.22 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.57 2.70 
Outcome depends on the skill and judgment of physician 3.04 2.96 
Estimated risk of malpractice smt with poor outcome 2.39 2.87 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36558 Tracking No: IA Global: 010 Recommended RVW: 4.80 

Descriptor: Insertion of tunneled centrally inserted central venous catheter, without subcutaneous port or 
pump; age 5 years or older 

SURVEY Vignette (Typical Patient) 

A 55 year-old male needs long tern central venous access. A tunneled centrally inserted central venous dialysis 
catheter is placed. 

Clinical Description Of Service: 

Pre service: The procedure IS explained to the patient and consent obtained. Prior medical records, mcludmg labs 
and any history of pnor CV catheter placements/attempts, are reviewed. Physician assists with patient positioning 
and scrubs m standard fashion. After gowning, access site is prepped and draped m usual fashion. 

Intra service: Local lidocaine anesthesia is administered. The subclavian/internal jugular vein is punctured and a 
guidewire passed centrally. A subcutaneous tunnel is then created from the anterior chest wall to the venotomy 
site and catheter passed though the tunnel. The venotomy site IS dilated to the appropnate size and the CV 
catheter is then placed. The catheter is sutured in position and the skin incisions are sutured as needed. The 
wounds are dressed in standard fashiOn, and catheter ports flushed or attached to IV infusion fluids. 

Post semce: Orders are written for IV fluids, catheter care as well as for portable CXR. Catheter position IS 

confirmed and no pneumothorax is seen. A note IS placed m the patient chart and report dictated. The patient is 
seen in the office for wound check. 

College of RadiOlogy; Bibb Allen, Jr, MD 
College of Surgeons; Charles Mabry, MD, FACS 
Pediatric Surgical Association; Samuel Snuth, MD, FACS 

oflnterventional Robert V MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 Insertion of Implantable venous access device, with or Without subcutaneous reservoir 1 s.32 1 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

TIME ESTIMATES (MEDIAN) 36558 36533 
Survey Response count 35 36 

Pre-service 36 30 
Intra-service 30 45 

Same Day Immediate Post-service 15 20 
Critical care 0 0 

Other hospital vis1t 0 0 
Discharge day management 18 18 

Office visit 15 23 
TOTAL TIME 114 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 32 32 
TIME SEGMENTS 
Pre-service 2.29 2.39 
Intra-service 2.75 2.61 
Post-service 1.93 2.07 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management optiOns that must be considered 2.55 2.38 

The amount and/or complexity of medical records, dmgnostic tests, and/or other mformat10n that must be 2.34 2.28 reviewed and analyzed 

Urgency of medical declSlon rnakmg 2.34 2.14 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.41 2.52 
Outcome depends on the skill and judgment of physician 2.86 2.90 
Estimated risk of malpractice smt with poor outcome 2.24 2.55 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36560 Tracking No: L5 Global: 010 Recommended RVW: 6.25 

Descriptor: Insertion of tunneled centrally inserted central venous access device with subcutaneous port; under 
5 years of age 

SURVEY Vignette (Typical Patient) 
A 3 year-old male IS admitted and requires long term central venous catheter. A tunneled centrally mserted central venous 
catheter with a subcutaneous port IS inserted. 

Clinical Description Of Service: 
Pre service: The procedure IS explained to the patient's parents and consent obtamed. Prior medical records, including any 
history ofpnor CV catheter placements/attempts, are reviewed. Arrangements are made with OR/angio suite and with 
anesthesia. Physician asststs wtth patient positioning and scrubs in standard fashion. After goWlling, access stte is prepped 
and draped in usual fashion. 

Intra service: Local lidocaine anesthesia IS adrnmistered. The subclavtan/intemal jugular vein is punctured and a guidewire 
passed centrally. A subcutaneous pocket and tunnel are then created from the anterior chest wall to the venotomy site and 
catheter passed though the tunnel. The CV catheter ts then placed. The catheter is connected to the port device and 
connection checked with injection. The port IS secured in the chest wall pocket. The skin inctstons are sutured. The wounds 
are dressed in standard fashion. 

Post service: Orders are written for port flushing and portable CXR. Wound care is prescribed. Catheter posttlon is 
confirmed and no pneumothorax is detected. A note is placed in the patient chart and report dictated. The patient IS seen in 
the office to check the wounds. 

College of Radiology; Bibb Allen, Jr, MD 
College of Surgeons; Charles Mabry, MD, FACS 

1 ....... .., •• ..,u.uPedtatric Surgical Association; Samuel South, MD, FACS 
'"""'p'"' oflnterventional Robert V 

standard total mmutes per ElM vistt. 99291 (60), 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23), 99212 (15), 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 InsertiOn of Implantable venous access dev1ce, With or Without subcutaneous reservoir 1 s.32 1 10 1 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Svy CPT Ref CPT 

36560 36533 
TIME ESTIMATES (MEDIAN) 151 5-YR 

Survey Response count 30 36 
Pre-service 49 30 

Intra-service 45 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hosp1tal visit 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 142 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 26 26 
TIME SEGMENTS 

Pre-service 2.55 2.50 
Intra-service 3.41 2.64 
Post-service 2.32 2.23 
MENTAL EFFORT AND JUDGMENT 

The number of possible d1agnosis and/or the number of management options that must be considered 2.87 2.35 

The amount and/or complexity ofmed1cal records, d1agnost1c tests, and/or other mformat10n that must be 2.43 2.22 reviewed and analyzed 

Urgency of medical decision making 2.52 2.09 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.61 2.74 
Outcome depends on the skill and judgment of phys1c1an 3.13 3.00 
Estimated risk of malpractice suit with poor outcome 2.41 2.70 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36561 Tracking No: L6 Global: 010 Recommended RVW: 6.00 

Descriptor: InsertiOn of tunneled centrally mserted central venous access device with subcutaneous port; age 5 
years or older 

SURVEY Vignette (Typical Patient) 
A 45 year-old female reqmres long term central venous access. A tunneled centrally inserted central venous 
catheter with subcutaneous port is inserted. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient and consent obtained. Prior medical records, including any 
history of prior CV catheter placements/attempts, are reVIewed. Arrangements are made with OR/angio suite. 
Physictan assists with patient positioning and scrubs in standard fashion. After gowning, access site 1s prepped 
and draped in usual fashton 

Intra servtce: Local hdocaine anesthesia 1s administered. The internal Jugular/subclaVIan vein is punctured and a 
guidewtre passed centrally. A subcutaneous pocket and tunnel are then created from the anterior chest wall to the 
venotomy stte and catheter passed though the tunnel. The CV catheter 1s then placed. The catheter is connected to 
the port device and connection checked with injection. The port is secured in the chest wall pocket. The skin 
inctsions are sutured. The wounds are dressed in standard fashion. 

Post semce: Orders are written for port flushmg and portable CXR. Wound care is prescnbed. Catheter posttion 
is confirmed and no pneumothorax is detected. A note is placed in the patient chart and report dictated. The 
patient is seen in the office to check the wounds. 

SURVEY DATA 

College of Radiology; Bibb Allen, Jr, MD 
College of Surgeons; Charles Mabry, MD, FACS 
Pediatric Surgical Association; Samuel Smith, MD, F ACS 

of Interventional Robert V 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 InsertiOn of implantable venous access device, with or without subcutaneous reservOir 1 s 32 1 10 J 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· 
SvyCPT Ref CPT 

TIME ESTIMATES (MEDIAN) 36561 36533 
Survey Response count 34 36 

Pre-service 35 30 
Intra-service 45 45 

Same Day Immedtate Post-service 15 20 
Critical care 0 0 

Other hospital visit 0 0 
Discharge day management 18 18 

Office visit 15 23 
TOTAL TIME 128 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 30 30 
TIME SEGMENTS 

Pre-service 2.37 2.41 
Intra-service 3.07 2.52 
Post-service 2.19 2.00 
MENTAL EFFORT AND JUDGMENT 

The number of possible dmgnos1s and/or the number of management optiOns that must be considered 2.79 2.34 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformation that must be 
2.45 2.17 reviewed and analyzed 

Urgency of medical decision making 2.41 1.97 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbtdity and/or mortality 2.48 2.59 
Outcome depends on the skill and judgment of physician 3.03 2.93 
Estimated risk of malpractice suit with poor outcome 2.14 2.48 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36563 Tracking No: L7 Global: 010 Recommended RVW: 6.20 

Descriptor: Insertion of tunneled centrally inserted central venous access device with subcutaneous pump 

SURVEY Vignette (Typical Patient) 

A 57 year old male requires long term central venous therapy. A central venous catheter with subcutaneous pump is placed. 

Clinical Description Of Service: 

Pre service: The procedure IS explained to the patient and consent obtamed. Pnor medical records, including any history of 
pnor CV catheter placements/attempts, are reviewed. Arrangements are made with OR/angio suite. Physician assists with 
patient positioning and scrubs m standard fashion. After gowning, access site is prepped and draped in usual fashion. 

Intra service: Local lidocaine anesthesia is adrnmistered. The subclavian/mtemal jugular vein is punctured and a guidewire 
passed centrally. A subcutaneous pocket and tunnel are then created from the antenor chest wall to the venotomy Site and 
catheter passed though the tunnel. The CV catheter is then placed. The catheter is connected to the pump device and 
connection checked With inJection. The pump is secured in the chest wall pocket. The skin incisions are sutured. The 
wounds are dressed in standard fashion. 

Post service: Orders are written for pump care and portable CXR. Wound care is prescnbed. Catheter position is confirmed 
and no pneumothorax IS detected. A note is placed in the patient chart and report dictated. The patient IS seen in the office 
to check the wounds. 

SURVEY DATA 

~~~!!!L~IAilaertcan College ofRadwlogy; Bibb Allen, Jr, MD 
IAlneiJcan College of Surgeons; Charles Mabry, MD, F ACS 
IAlneiican Pediatric Surgical Association; Samuel Smith, MD, FACS 

of Interventional Robert V 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 Insertion of Implantable venous access devtce, wtth or wtthout subcutaneous reservOir 1 s.32 1 10 1 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36563 36533 
TIME ESTIMATES (MEDIAN) 1"1 5-YR 

Survey Response count 24 36 
Pre-service 40 30 

Intra-service 60 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 148 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 17 17 
TIME SEGMENTS 
Pre-service 2.40 2.73 
Intra-service 3.27 2.47 
Post-service 2.27 2.13 
MENTAL EFFORT AND JUDGMENT 

The number ofposstble dtagnosis and/or the number of management options that must be considered 3.27 2.47 

The amount and/or complexity ofmedtcal records, dtagnosttc tests, and/or other mformation that must be 
2.53 2.13 revtewed and analyzed 

Urgency of medical decision making 2.73 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of sigruficant complications, morbidity and/or mortality 2.33 2.53 
Outcome depends on the skill and judgment of physician 3.13 3.07 
Estimated risk of malpractice suit with poor outcome 1.93 2.60 

ADDffiONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36565 Tracking No: L8 Global: 010 Recommended RVW: 6.00 

Descriptor: Insertion of tunneled centrally inserted central venous access device, requiring two catheters via 
two separate venous access sites; without subcutaneous port or pump, (e.g. Tesio type catheter); 

SURVEY Vignette (Typical Patient) 
A 55 year old male with end stage renal disease is referred for a tunneled CV access device. Decision IS made to 
place a two-catheter system via separate venous access sites. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient and consent obtained. Prior medical records, including any 
history of prior CV catheter placements/attempts, are reviewed. Arrangements are made with OR/angio suite. 
Physician assists With patient positioning and scrubs in standard fashion. After gowning, access site is prepped 
and draped m usual fashion. 

Intra service: Local lidocaine anesthesia is administered. For each catheter and access site, the internal Jugular 
vein is punctured and a guidewire passed centrally. Two subcutaneous tunnels are created from the anterior chest 
wall to the venotomy sites and catheters passed though the tunnels. Both venotomy sites are dilated to 
appropriate size. The CV catheters are then placed. The catheters are sutured in position. The skm mciswns are 
sutured. The wounds are dressed in standard fashion and catheters flushed. 

Post service: Orders are written for catheter flushing and portable CXR. Wound care IS prescribed. Catheter 
positions are confirmed and no pneumothorax is detected. A note is placed in the patient chart and report 
dictated. The patient is seen m the office to check the wounds. 

SURVEY DATA 

College of Radiology; Bibb Allen, Jr, MD 
College of Surgeons; Charles Mabry, MD, FACS 
Pediatric Surgical Association; Samuel Smith, MD, FACS 

oflnterventwnal Robert V MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

36533 Insertion of Implantable venous access device, with or without subcutaneous reservOir 5 32 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36565 36533 
TIME ESTIMATES (MEDIAN) t•'5-YR 

Survey Response count 30 36 
Pre-service 35 30 

Intra-service 45 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hospital v1s1t 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 128 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 25 25 
TIME SEGMENTS 

Pre-service 2.61 2.57 
Intra-service 3.22 2.52 
Post-service 2.22 2.13 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 2.96 2.46 

The amount and/or complexity of medical records, dmgnostic tests, and/or other mformation that must be 2.83 2.29 reviewed and analyzed 

Urgency of medical dec1sion making 2.67 2.13 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbidity and/or mortality 2.71 2.67 
Outcome depends on the skill and judgment of physician 3.08 2.79 
Estimated risk of malpractice suit with poor outcome 2.42 2.63 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36566 Tracking No: L9 Global: 010 Recommended RVW: 6.50 

Descriptor: Insertion of tunneled centrally inserted central venous access deVIce, requinng two catheters via 
two separate venous access sites; with subcutaneous port(s) 

SURVEY Vignette (Typical Patient) 
61 year-old female chronic renal failure pahent reqmres long term catheter access for dialysis. She is referred for 
placement of a mulhcatheter multiport central venous dialysis system for anticipated long-term use. 

Clinical Description Of Service: 
Pre service: The procedure is explamed to the patient and consent obtained. Prior medical records, including any 
history of prior CV catheter placements/attempts, are reviewed. Arrangements are made with OR/angio suite. 
Physician assists with patient positioning and scrubs m standard fashion. After gowning, access site IS prepped 
and draped in usual fash10n. 

Intra service: Local lidocaine anesthesia IS administered. For each catheter and access site, the mternal jugular 
vein IS punctured and a guideWlre passed centrally. Two subcutaneous pockets and tunnels from the antenor 
chest wall to the venotomy sites are created and catheters passed though the tunnels. Both venotomy sites are 
dilated to appropnate size. The CV catheters are then placed. The catheters are attached to their respective port 
devices and the connections checked by injection. The ports are secured in the chest wall pockets. The skin 
incisions are sutured. The wounds are dressed in standard fashion. 

Post service: Orders are written for port flushing and portable CXR. Wound care is prescribed. Catheter 
positions are confirmed and no pneumothorax is detected. A note is placed in the patient chart and report 
dictated. The patient is seen in the office to check the wounds. 

F==.::..=l..:....---lAmerican College of Radiology; Bibb Allen, Jr, MD 
American College of Surgeons; Charles Mabry, MD, FACS 
American Pediatric Surgical AssociatiOn; Samuel Sm1th, MD, FACS 

of Interventional Robert V MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 InsertiOn of implantable venous access dev1ce, with or without subcutaneous reservOir 1 s.32 1 10 1 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36566 36533 
TIME ESTIMATES (MEDIAN) t•1 5-YR 

Survey Response count 28 36 
Pre-service 35 30 

Intra-service 60 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 143 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 21 21 
TIME SEGMENTS 
Pre-service 2.37 2.37 
Intra-service 3.21 2.42 
Post-service 2.16 1.95 
MENTAL EFFORT AND JUDGMENT 

The number ofposs1ble diagnosis and/or the number of management optwns that must be considered 2.95 2.26 

The amount and/or complexity ofmed1cal records, dmgnostic tests, and/or other mformatwn that must be 2.68 2.05 reviewed and analyzed 

Urgency of medical declSlon making 2.63 1.89 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.40 2.37 
Outcome depends on the skill and judgment of physician 3.00 2.63 
Estimated risk of malpractice suit with poor outcome 2.15 2.37 

AADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36568 Tracking No: LlO Global: 000 Recommended RVW: 1.92 

Descriptor: Insertion of peripherally inserted central venous catheter (PICC), without subcutaneous port or 
pump; under 5 years of age 

SURVEY Vignette (Typical Patient) 
A 3 year-old male requires long-term antimicrobial therapy. A peripherally inserted central venous catheter 
(PICC) is placed. 

Clinical Description Of Service: 
Pre-service: The procedure is explained to the patient's parents and consent obtamed. Pnor medical records, 
including any history of pnor CV catheter placements/attempts, are reviewed. Arrangements are made with 
OR/anglO sutte and anesthesia. Physician assists with patient positioning and scrubs in standard fashion. After 
gowning, antecubital access site is prepped and draped in usual fashion. 

Intra-service: Local lidocaine anesthesia is administered. The basilic vein IS punctured. The peripherally inserted 
central venous catheter is cut to length and then placed. The catheter IS fastened in position and dressed in 
standard fashion, and flushed or attached to IV infusion fluids. 

Post service: Orders are written for IV fluids. Catheter and insertion site wound care is prescribed. A note is 
placed in the patient chart and report dictated. 

SURVEY DATA 

College of Radiology; Bibb Allen, Jr, MD 
Arropn,r<~n College of Surgeons; Charles Mabry, MD, FACS 

Pediatric Surgical Association; Samuel Smith, MD, FACS 
of Interventional Robert V MD 

*Physician standard total minutes per ElM visit. 99291 (60); 99292 (30); 99233 (41), 99232 (30); 99231 (19); 99238 (36); 
99215 (59), 99214 (38); 99213 (23), 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavmn, Jugular, or other vem), (eg, for central 
36488 venous pressure, hyperahmentatwn, hemodialysis, or chemotherapy); percutaneous, age 2 1.35 0 

years or under 

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

36568 36488 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 32 --
Pre-service 30 9 

Intra-service 20 24 
Same Day Immediate Post-service 10 9 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 60 42 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 9 9 
TIME SEGMENTS 

Pre-service 2.25 1.88 
Intra-service 3.50 2.13 
Post-service 1.88 2.00 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.00 1.57 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformat10n that must be 
2.14 1.57 reviewed and analyzed 

Urgency of medical decision making 1.50 1.57 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 2.25 2.29 
Outcome depends on the skill and judgment of physician 3.00 2.86 
Estimated risk of malpractice suit with poor outcome 1.88 3.00 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36569 Tracking No: Lll Global: 000 Recommended RVW: 1.82 

Descriptor: InsertiOn of peripherally inserted central venous catheter (PICC), without subcutaneous port or 
pump; age 5 years or older 

SURVEY Vignette (Typical Patient) 

A 62 year-old male requires long term antimicrobial therapy. A peripherally inserted central venous catheter 
(PICC) is inserted. 

Clinical Description Of Service: 

Pre service: The procedure is explained to the patient and consent obtained. Prior medical records, mcluding any 
history of pnor CV catheter placements/attempts, are reviewed. The physician gowns and gloves. The access site 
is prepped and draped in standard fashion. 

Intra service: Locallidocame anesthesia is admmtstered. The basthc vein is punctured and a guidewire passed 
centrally. The peripherally inserted central venous catheter ts cut to appropriate length and then placed. The 
catheter is sutured m position and dressed in standard fashion, and flushed or attached to IV infusion flutds. 

Post servtce: Orders are written for IV fluids. Wound site care and catheter management is prescribed. A note is 
placed in the patient chart and report dictated. 

SURVEY DATA 

College of Radiology; Btbb Allen, Jr, MD 
!An1encanCollege of Surgeons; Charles Mabry, MD, FACS 
unt:n~:<m Pediatric Surgical Association; Samuel Smith, MD, FACS 

oflnterventtonal Robert V 

*Physician standard total mmutes per ElM visit: 99291 (60), 99292 (30), 99233 (41 ); 99232 (30); 99231 (19); 99238 (36); 
99215 (59), 99214 (38); 99213 (23), 99212 (15); 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavian, Jugular, or other vem) (eg, for central 
36489 venous pressure, hyperahmentatwn, hemodtalysis, or chemotherapy); percutaneous, over age 2.50 0 

2 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36569 36489 
TIME ESTIMATES lMEDIANl 2nd 5-YR 

Survey Response count 33 --
Pre-service 25 15 

Intra-service 20 20 
Same Day Immediate Post-service 10 15 

Cntlcal care 0 0 
Other hospital visit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 55 50 

INTENSITY/COMPLEXITY MEASURES (mean) 

I Reference Response count 22 22 
TIME SEGMENTS 
Pre-service 1.58 1.68 
Intra-service 2.26 1.74 
Post-service 1.63 1.78 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management optiOns that must be constdered 2.35 1.68 

The amount and/or complextty ofmedtcal records, dtagnost!C tests, and/or other mformation that must be 1.95 1.74 reviewed and analyzed 

Urgency of medical decision makmg 1.55 1.72 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 1.70 2.00 
Outcome depends on the skill and judgment of physician 2.30 2.37 
Estimated risk of malpractice suit with poor outcome 1.65 2.00 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36570 Tracking No: L12 Global: 010 RecommendedRVW: 5.32 

Descriptor: Insertion of peripherally inserted central venous access device with subcutaneous port; under 5 
years of age 

SURVEY Vignette (Typical Patient) 

A 4-year-old girl needs long term intravenous therapy. A peripherally inserted central venous access catheter 
with subcutaneous port is placed. 

Clinical Description Of Service: 

Pre service: The procedure is explained to the patient's parents and consent obtamed. Prior medtcal records, 
including any history of prior CV catheter placements/attempts, are reviewed. Arrangements are made with 
OR/angio suite and anesthesia. Physician assists with patient positioning and arm immobilization, and scrubs in 
standard fashion. After gowning, arm access and pocket site is prepped and draped in usual fashion 

Intra service: Local lidocaine anesthesia is admtmstered. The basilic vein is punctured. Peripherally inserted 
central catheter is measured and cut to length and then placed. A subcutaneous pocket is created. The catheter is 
attached to the port and connection tested by mJection. The port is secured m the pocket. The pocket is sutured 
and dressed in standard fashion. 

Post service: Orders are written for IV fluids, catheter care and port flushing. A note is placed m the patient chart 
and report dtctated. The patient 1s seen in the office to check the wounds. 

SURVEY DATA 

*Physician standard total mmutes per E/M VISit. 99291 (60), 99292 (30), 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38), 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 Insertion of Implantable venous access device, w1th or without subcutaneous reservmr 1 s.32 1 10 1 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36570 36533 
TIME ESTIMATES (MEDIAN) 1st 5-YR 

Survey Response count 23 36 
Pre-service 50 30 

Intra-service 45 45 
Same Day Immediate Post-service 15 20 

Critical care 0 0 
Other hospital vis1t 0 0 

Discharge day management 18 18 
Office visit 15 23 

TOTAL TIME 143 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 16 16 
TIME SEGMENTS 

Pre-service 2.53 2.53 
Intra-service 3.40 2.53 
Post-service 2.07 2.13 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.20 2.40 

The amount and/or complexity of medical records, dmgnost1c tests, and/or other mformation that must be 2.53 2.27 reviewed and analyzed 

Urgency of medical decision makmg 2.67 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbidity and/or mortality 2.53 2.73 
Outcome depends on the skill and judgment of physician 3.27 3.07 
Estimated risk of malpractice suit with poor outcome 2.20 2.87 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36571 Tracking No: L13 Global: 010 Recommended RVW: 5.30 

Descriptor: Insertion of peripherally inserted central venous access devtce wtth subcutaneous port; age 5 years 
or older 

SURVEY Vignette (Typical Patient) 

A 30 year-old male reqmres long term intravenous therapy. A peripherally inserted central venous access device 
with a subcutaneous port is inserted. 

Clinical Description Of Service: 

Pre service: The procedure is explained to the patient and consent obtained. Prior medical records, including any 
htstory of prior CV catheter placements/attempts, are reviewed. Physictan assists wtth patient posttiomng and 
scrubs in standard fashion. After gownmg, access and pocket site is prepped and draped in usual fashion. 

Intra servtce: Local lidocaine anesthesta ts administered. The basilic vein is punctured and a guidewtre passed 
centrally. A subcutaneous pocket is then created. The catheter 1s measured to length and then placed. The catheter 
is connected to the port device and connection checked With inJection. The port is secured into the pocket. The 
skin incisions are sutured. The wounds are dressed in standard fashion. 

Post service: Orders are wntten for port flushing. Once the catheter posit10n is confirmed, wound care 1s 
prescribed. A note 1s placed in the patient chart and report dictated. The patient is seen in the office to check the 
wounds. 

SURVEY DATA 

~~~:ill_:_~Jum:nc:an College ofRad10logy; B1bb Allen, Jr, MD 
IAnaerican College of Surgeons; Charles Mabry, MD, F ACS 
llUnei"lca.n Pediatric Surgical Association; Samuel Smith, MD, FACS 

of Interventional Robert V Rattner MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36533 InsertiOn of implantable venous access dev1ce, w1th or without subcutaneous reservoir 1 s.32 1 10 1 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 
36571b 36533 

TIME ESTIMATES (MEDIAN) t•'s-YR 
Survey Response count 27 36 

Pre-service 40 30 
Intra-service 50 45 

Same Day Immediate Post-service 15 20 
Critical care 0 0 

Other hospital VIsit 0 0 
Discharge day management 18 18 

Office visit 15 23 
TOTAL TIME 138 136 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 18 18 
TIME SEGMENTS 

Pre-service 2.47 2.53 
Intra-service 3.29 2.47 
Post-service 2.06 2.00 
MENTAL EFFORT AND JUDGMENT 

The number ofposs1ble diagnosis and/or the number of management optiOns that must be considered 3.18 2.47 

The amount and/or complexity ofmed1cal records, dmgnostic tests, and/or other mformatwn that must be 2.53 2.24 rev1ewed and analyzed 

Urgency of medical decisiOn rnakmg 2.65 2.06 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbidity and/or mortality 2.59 2.71 
Outcome depends on the skill and judgment of physician 3.24 3.12 
Estimated risk of malpractice suit with poor outcome 2.12 2.59 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36575 Tracking No: L14 Global: 000 Recommended RVW: 0.67 

Descriptor: Repair of tunneled or non-tunneled central venous access catheter, without subcutaneous port or 
pump, central or peripheral insertion site 

SURVEY Vignette (Typical Patient) 
A patient has a previously placed, single lumen central venous catheter without port/pump. In the process of 
cutting tape for a home dressing change, the patient accidentally cuts the catheter six inches from the skm. He 
has clamped the cut catheter and presents for catheter repair. 

Clinical Description Of Service: 
Pre service: Physician scrubs in standard fashion. Exposed catheter 1s prepped in standard fashwn. 

Intra service: Under usual stenle conditions, the remaining catheter is trimmed perpendicular to the catheter ax1s. 
A new catheter hub segment 1s sphced onto the existing catheter and the sphce tested with mjectwn. The catheter 
is then redressed and flushed in standard fashwn. 

Post service work: Note is made in the patient chart and report dictated. 

SURVEY DATA 

Specialty(s): 

CPT Code: 36575 

Sample Size: 190 Resp n: 23 Resp %: 12% 

Sample Type: random 

SurveyRVW: 

Time: 

Immed. Post-time: 9 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 0 

Office time/visit(s): 0 
*Physician standard total mmutes per ElM VISit: 99291 (60); 99292 (30); 99233 (41), 99232 (30); 99231 (19), 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15), 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob .I 
36534 Revision of implantable venous access device, and/or subcutaneous reservoir 1 2.so 1 10 1 

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

36575 36534 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 23 .. 
Pre-service 15 16 

Intra-service 15 52 
Same Day Immedtate Post-service 9 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 39 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 7 7 
TIME SEGMENTS 

Pre-service 1.71 1.57 
Intra-servtce 2.14 1.14 
Post-service 1.57 1.71 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 2.14 1.83 

The amount and/or complexity of medical records, diagnostic tests, and/or other mforrnation that must be 1.43 1.33 reviewed and analyzed 

Urgency of medical decision making 1.57 1.83 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill requrred 

Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbtdity and/or mortality 2.14 2.00 
Outcome depends on the skill and judgment of physician 2.71 2.00 
Estimated risk of malpractice suit with poor outcome 1.86 1.33 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36576 Tracking No: L15 Global: 010 Recommended RVW: 3.19 

Descriptor: Repair of central venous access device with subcutaneous port or pump, central or peripheral 
insertion site 

SURVEY Vignette (Typical Patient) 

A patient presents with a radiologically confirmed leak in a previously placed central venous catheter with 
subcutaneous port or pump immediately adjacent to the catheter connection to the subcutaneous port/pump. 

Clinical Description Of Service: 

Pre service work: Arrangements are made with OR/angio suite. The replacement procedure is explained to the 
patient or parents and consent obtained. Physician assists with patient positioning, and scrubs in standard fashion. 
After gowmng, the pocket site IS prepped and draped in usual fash10n 

Intra service work: Locallidocame anesthesia is administered at the site of the existing subcutaneous pocket. 
Under usual sterile conditions, the port pocket opened. The catheter is disconnected, trimmed proximal to the 
damaged section, and reconnected to the port/pump. The connection is tested by injection. The port/pump is 
resecured in the pocket and the pocket is sutured closed. The wound is dressed in standard fashion. 

Post service: Wound care is prescribed. Orders are written for port flushmg. Note is made in the patient chart and 
report dictated. The patient is seen m the office to check the wound. 

SURVEY DATA 

1-'h>~'0'"'"n standard total minutes per ElM VISit: 99291 (60); 99292 (30), 99233 (41); 99232 (30), 99231 (19), 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03RVW Glob 

36534 Reviston of tmplantable venous access devtce, and/or subcutaneous reservoir J 2 80 10 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· . 
SvyCPT Ref CPT 

36576 35634 
TIME ESTIMATES_LMEDIAN_l hvd 

Survey Response count 16 --
Pre-service 40 16 

Intra-service 33 52 
Same Day Immedtate Post-service 10 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 116 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 13 13 
TIME SEGMENTS 
Pre-service 2.00 2.25 
Intra-service 2.67 2.00 
Post-service 1.50 1.92 
MENTAL EFFORT AND JUDGMENT 

The number of possible dtagnosis and/or the number of management optwns that must be considered 3.17 2.17 

The amount and/or complextty ofmedtcal records, diagnostic tests, and/or other mformatwn that must be 
2.25 2.00 reviewed and analyzed 

Urgency of medical decisiOn rnakmg 2.42 1.92 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 
The nsk of significant complications, morbidity and/or mortality 2.08 2.33 
Outcome depends on the skill and judgment of physician 2.75 2.75 
Estimated risk of malpractice suit with poor outcome 1.83 2.33 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meetmg) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36578 Tracking No: L16 Global: 010 Recommended RVW: 3.50 

Descriptor: Replacement catheter only, of central venous access deVIce, with subcutaneous port or pump, 
central or peripheral insertion site 

SURVEY Vignette (Typical Patient) 

A patient presents with a double lumen tunneled central venous catheter (one catheter with two lumens through 
one venous entry site) with subcutaneous port. The port cannot be aspirated but recent CXR demonstrated the 
catheter tip to be in good position. Only the catheter reqmres replacement. 

Clinical Description Of Service: 

Pre-service: The procedure is explamed to the patient or parents and consent obtained. Arrangements are made 
with OR/angio suite. Physician assists with patient positioning and scrubs in standard fashion. After gowning, 
port site is prepped and draped in usual fashion. 

Intra semce: Local lidocaine anesthesia is administered at the site ofthe existing subcutaneous pocket. The 
pocket is mcised and the port dissected free. The port is examined and found to be functioning. The catheter 
channels are found to be occluded. A gmdewtre IS able to be advanced through one of the channels and the old 
catheter withdrawn. A new dual channel catheter is cut to length and advanced over the guidewire into central 
venous position. The catheter is connected to the port deVIce and connectiOns checked With mject10n. The port is 
secured m the chest wall pocket. The skin mcision IS sutured and the wound dressed in standard fashion. 

Post service: Orders are wntten for port flushing and portable CXR. Catheter position is confirmed and no 
pneumothorax is detected. Wound care is prescribed. A note is placed in the patient chart and report dictated. 
The patient is seen in the office to check the wound. 

SURVEY DATA 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

36534 RevisiOn of Implantable venous access device, and/or subcutaneous reservoir 2.80 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Svy CPT Ref CPT 

36578 36534 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 14 --
Pre-service 36 16 

Intra-service 30 52 
Same Day Immediate Post-service 12 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 111 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 10 10 
TIME SEGMENTS 
Pre-service 1.75 2.44 
Intra-service 2.25 2.11 
Post-service 1.50 1.78 
MENTAL EFFORT AND JUDGMENT 

The number of possible dmgnosis and/or the number of management optiOns that must be considered 2.78 2.33 

The amount and/or complexity of medical records, diagnostic tests, and/or other informatiOn that must be 
2.00 2.00 reviewed and analyzed 

Urgency of medical decision making 2.11 1.89 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbidity and/or mortahty 1.88 2.22 
Outcome depends on the skill and judgment of physician 2.13 2.56 
Estimated risk of malpractice suit with poor outcome 1.63 2.33 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meetmg) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36580 Tracking No: L17 Global: 000 RecommendedRVW: 1.31 

Descriptor: Replacement, complete, of a non-tunneled centrally inserted central venous catheter, wtthout 
subcutaneous port or pump, through same venous access 

SURVEY Vignette (Typical Patient) 
A patient with a non-tunneled central venous catheter is referred due to poor flow rates despite pnor attempts at 
removal of peri catheter and intracatheter material. Decision is made to replace the existing catheter through the 
same venous entry site. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient or parents and consent obtained. Pnor medical records, 
including radiographs of the current catheter position, are reviewed. Arrangements made with the nursing staff, 
OR or angio smte. The physician gowns and gloves. The existmg catheter and access site are prepped and draped 
m standard fashion. 

Intra service: Local hdocaine anesthesia is administered. A gmdewire is passed centrally through the existing 
catheter. The existing catheter is removed and a new CV catheter IS then placed. The catheter IS sutured m 
positwn and dressed in standard fashion, and flushed or attached to N mfusion fluids. 

Post service: Orders are written for N flmds or catheter and entry site care as well as for portable CXR. Catheter 
position IS confirmed and no pneumothorax is detected. A note is placed in the patient chart and report dictated. 

SURVEY DATA 

~~~~L~I':'"''""'·~""" College of RadiOlogy; Bibb Allen, Jr, MD 
lruu"'''""·"College ofSurgeons; Charles Mabry, MD, FACS 
IAinei1Can Pediatric Surgical Association; Samuel Snuth, MD, F ACS 

RobertV 

*Physician standard total mmutes per ElM visit· 99291 (60), 99292 (30), 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59), 99214 (38); 99213 (23); 99212 (15); 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavian, jugular, or other vem) (eg, for central 
36489 venous pressure, hyperahmentation, hemodialysis, or chemotherapy), percutaneous, over age 2.50 0 

2 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Svy CPT Ref CPT 

36580 36489 
TIME ESTIMATES (MEDIAN) 2"d 5-YR 

Survey Response count 40 --
Pre-service 25 15 

Intra-service 15 20 
Same Day Immediate Post-service 10 15 

Critical care 0 0 
Other hospital VISit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 50 50 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 24 24 
TIME SEGMENTS 

Pre-serv1ce 1.65 2.00 
Intra-service 1.95 2.10 
Post-service 1.60 2.15 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management optiOns that must be considered 1.68 1.91 

The amount and/or complexity of medical records, diagnostic tests, and/or other informatiOn that must be 1.77 2.00 reviewed and analyzed 

Urgency of medical dec1sion making 1.64 2.14 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort reqmred 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 1.91 2.23 
Outcome depends on the skill and judgment of physician 2.14 2.45 
Estimated risk of malpractice suit with poor outcome 1.73 2.05 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36581 Tracking No: L18 Global: 010 Recommended RVW: 3.44 

Descriptor: Replacement, complete, of a tunneled centrally inserted central venous catheter, wtthout 
subcutaneous port or pump, through same venous access 

SURVEY Vignette (Typical Patient) 
A patient with a tunneled central venous catheter without port/pump 1s referred due to poor flow rates despite 
prior attempts at removal of peri catheter and intracatheter material. Decision 1s made to replace the existing 
catheter through the same venous entry stte. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient or parents and consent obtamed. Pnor medtcal records, 
includmg radiographs of the current catheter position, are reviewed. Arrangements made with the nursing staff, 
OR or angio smte. The physician gowns and gloves. The extstmg catheter and access site are prepped and draped 
in standard fashion. 

Intra service: Local lidocaine anesthesia is administered. The cuff of the indwelling tunneled catheter is dissected 
free from the subcutaneous tissue. A guidewire is passed centrally through the existing catheter. The existing 
catheter 1s removed and a new CV catheter is then placed. The catheter 1s sutured m positwn and dressed in 
standard fashion, and flushed or attached to IV infusion fluids. 

Post service: Orders are written for catheter care and wound care. Catheter positwn 1s confirmed and no 
pneumothorax is detected. A note is placed in the patient chart and report dictated. The patient is seen in the 
office to check the wound. 

SURVEY DATA 

*PhysiCian mmutes per E/M VlSlt: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36534 RevisiOn of implantable venous access devtce, and/or subcutaneous reservOir 1 2.so 1 10 1 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36581 36534 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 17 --
Pre-service 35 16 

Intra-service 30 52 
Same Day Immediate Post-service 10 30 

Cntical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 108 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 13 13 
TIME SEGMENTS 
Pre-service 1.78 2.36 
Intra-service 2.33 2.18 
Post-service 1.67 2.09 
MENTAL EFFORT AND JUDGMENT 

The number ofposstble diagnosis and/or the number of management optiOns that must be considered 2.91 2.27 

The amount and/or complexity of mediCal records, dtagnosttc tests, and/or other mformation that must be 2.18 2.09 revtewed and analyzed 

Urgency of medical decision making 2.36 2.09 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 1.89 2.45 
Outcome depends on the skill and judgment of physician 2.22 2.73 
Eshrnated risk of malpractice suit with poor outcome 1.78 2.55 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36582 Tracking No: L19 Global: 010 Recommended RVW: 5.20 

Descriptor: Replacement, complete, of a tunneled centrally inserted central venous access deVIce with 
subcutaneous port, through same venous access 

SURVEY Vignette (Typical Patient) 
A patient presents with a double lumen tunneled central venous catheter (one catheter With two lumens through 
one venous entry site) With subcutaneous ports. The ports cannot be aspirated but recent CXR demonstrated the 
catheter tip to be in good positton. 

Clinical Description Of Service: 
Pre sefVlce: The procedure 1s explained to the patient or parents and consent obtained. Prior medical records, 
mcluding radiographs of the current catheter position, are reviewed. Arrangements made with the nursing staff, 
OR or angio suite. The physician gowns and gloves. The existmg port site is prepped and draped in standard 
fashton. 

Intra service: Local lidocaine anesthesia is admmistered. The subcutaneous pocket IS surgically incised and the 
port dissected free. The catheter is disconnected from the port and the port removed. A guidewire is passed 
centrally through the existing catheter. The existmg catheter is removed and a new CV catheter IS measured to 
correct length and then placed. The catheter is connected to the new port device and connectiOns checked with 
mjection. The port is secured mto the chest wall pocket. The skin inciSion is sutured. The wound is dressed in 
standard fashion. 

Post service: Orders are written for port flushing, wound care and portable CXR. Catheter position IS confirmed 
and no pneumothorax is detected. A note is placed m the patient chart and report dictated. The patient is seen m 
the office to check the wound. 

SURVEY DATA 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor 1 '03 RVW I Glob I 
36534 Revision of implantable venous access dev1ce, and/or subcutaneous reservmr 1 2 so 1 10 1 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· . 
SvyCPT Ref CPT 

36582 36534 
TIME ESTIMATES lMEDIANl hvd 

Survey Response count 14 --
Pre-service 46 16 

Intra-service 60 52 
Same Day Immediate Post-service 12 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 151 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 8 8 
TIME SEGMENTS 

Pre-service 1.71 2.57 
Intra-service 2.71 2.14 
Post-service 1.71 1.86 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management optiOns that must be considered 2.71 2.29 

The amount and/or complexity of mediCal records, dmgnostic tests, and/or other informatiOn that must be 2.14 2.00 reviewed and analyzed 

Urgency of medical decision making 2.14 1.86 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 1.86 2.29 
Outcome depends on the skill and judgment of physician 2.14 2.71 
Estimated risk of malpractice suit with poor outcome 1.71 2.57 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36583 Tracking No: L20 Global: 010 RecommendedRVW: 5.25 

Descriptor: Replacement, complete, of a tunneled centrally inserted central venous access device with 
subcutaneous pump, through same venous access 

SURVEY Vignette (Typical Patient) 
A 50-year-old male with an existmg central venous catheter with subcutaneous pump is referred due to pump 
malfunction. DecisiOn is made to replace the pump and central venous catheter through the same venous access 
site. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient and consent obtained. Pnor medical records, including 
radiographs of the current catheter position, are reviewed. Arrangements made with the OR or angio suite. The 
physician gowns and gloves. The existmg subcutaneous pump site is prepped and draped in standard fashion. 

Intra service: Locallidocame anesthesia is administered. The subcutaneous pocket is surgically incised and the 
pump dissected free. The pump IS tested and found to be non-functional. The catheter is disconnected from the 
pump and the pump removed. A guidewire is passed centrally through the existmg catheter. The existing catheter 
IS removed and a new CV catheter IS measured to correct length and then placed. The catheter is connected to a 
new pump device and connection checked With injectiOn. The pump is secured in the chest wall pocket. The skin 
incision IS sutured. The wound IS dressed in standard fashion. 

Post service: Orders are wntten for wound care and portable CXR. Catheter position is confirmed and no 
pneumothorax is detected. A note IS placed in the patient chart and report dictated. The patient is seen in the 
office to check the wound. 

SURVEY DATA 

*PhysiCian standard total minutes per ElM v1s1t. 99291 (60), 99292 (30), 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7) 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor 1 '03RVW Glob 

36534 Reviswn of Implantable venous access device, and/or subcutaneous reservOir I 2 80 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· 
SvyCPT Ref CPT 

TIME ESTIMATES <MEDIAN) 36583 36534 
Survey Response count 13 --

Pre-service 47 16 
Intra-service 60 52 

Same Day Immediate Post-service 13 30 
Critical care 0 0 

Other hospital VISit 0 0 
Discharge day management 18 0 

Office visit 15 0 
TOTAL TIME 153 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 7 7 
TIME SEGMENTS 

Pre-service 1.83 2.83 
Intra-service 2.83 2.17 
Post-service 1.83 2.00 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.00 2.50 

The amount and/or complexity of medical records, diagnostic tests, and/or other mforrnatwn that must be 2.17 2.17 reviewed and analyzed 

Urgency of medical decision makmg 2.33 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill requrred 

Physical effort requrred 

PSYCHOLOGICAL STRESS 
The risk of sigmficant complicatiOns, morbidity and/or mortality 1.83 2.33 
Outcome depends on the skill and judgment of physician 2.17 2.83 
Estimated risk of malpractice smt with poor outcome 1.67 2.67 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36584 Tracking No: L21 Global: 000 Recommended RVW: 1.20 

Descriptor: Replacement, complete, of a peripherally inserted central venous catheter (PICC), without 
subcutaneous port or pump, through same venous access 

SURVEY Vignette (Typical Patient) 

A patient IS referred due to occlusion of the previously placed PICC line. 

Clinical Description Of Service: 

Pre-service: The procedure is explained to the patient or parents and consent obtamed. Prior medical records, 
including radiographs documenting current catheter position and any history of prior CV catheter 
placements/attempts, are reVIewed. Arrangements are made with nursing staff, OR or angio smte. Physician 
assists With patient positioning and scrubs in standard fashion. After gowmng, the existmg catheter access Site IS 
prepped and draped in usual fashton. 

Intra-service: Local lidocaine anesthesia IS administered. The existmg catheter is cut and partially withdrawn. A 
vascular sheath is placed over the occluded catheter into the access vein and the old catheter removed. A 
gmdewire is advanced through the new sheath centrally. The new catheter is then cut to appropnate length and 
advanced over the guidewtre through the sheath. The sheath IS removed. The catheter is fastened m position and 
dressed and flushed in standard fashion. 

Post servtce: Orders are written for entry site care and catheter flushing. A note IS placed in the patient chart and 
report dictated. 

SURVEY DATA 

*Physician standard total minutes per ElM VISit· 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19), 99238 (36); 
99215 (59), 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Placement of central venous catheter (subclavian, Jugular, or other vein) (eg, for central 
36489 venous pressure, hyperalimentation, hemodialysis, or chemotherapy); percutaneous, over age 2.50 0 

2 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· . 
SvyCPT Ref CPT 

36584 36489 
TIME ESTIMATES (MEDIAN) 2"d 5YR 

Survey Response count 24 --
Pre-service 20 15 

Intra-service 15 20 
Same Day Immediate Post-service 10 15 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 0 0 
Office visit 0 0 

TOTAL TIME 45 50 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 12 12 
TIME SEGMENTS 

Pre-service 1.50 1.58 
Intra-service 1.92 1.42 
Post-service 1.50 1.92 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 1.67 1.83 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformatwn that must be 1.75 1.83 reviewed and analyzed 

Urgency of medical decision making 1.58 2.17 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortahty 1.75 2.00 
Outcome depends on the skill and judgment of physician 2.33 2.25 
Estimated risk of malpractice suit with poor outcome 1.75 1.75 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be proVIded under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meeting) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION {Apr. 2003) 

CPT Code: 36585 Tracking No: L22 Global: 010 Recommended RVW: 4.80 

Descriptor: Replacement, complete, of a peripherally mserted central venous access device, with subcutaneous 
port, through same venous access 

SURVEY Vignette (Typical Patient) 
A patient presents With a previously placed penpherally inserted central venous access device with a 
subcutaneous port that is occluded and not functional. Decision IS made to replace the port and catheter from the 
same venous access site. 

Clinical Description Of Service: 
Pre service: The procedure is explained to the patient or parents and consent obtained. Prior medical records, 
including radiographs documenting current catheter position and any history of prior CV catheter 
placements/attempts, are reviewed. Physician assists With pahent positioning and scrubs m standard fashwn. 
After gowning, port site is prepped and draped m usual fashion. 

Intra service: Local lidocaine anesthesia is administered. The skm IS surgically incised and the existing port 
dissected free. The port is disconnected from the catheter and found to be non-functional. A guideWire is 
advanced centrally through the existing catheter. The new catheter is then cut to length and advanced over the 
guidewire. The new catheter is connected to the new port device and connection checked with mjection. The port 
ts placed into the pocket and secured. The skm incision is sutured. The wounds are dressed in standard fashwn. 

Post service: Orders are written for port flushing and CXR if mdicated. The catheter position is confirmed. 
Wound care is prescnbed. A note is placed in the pahent chart and report dictated. The patient is seen in the 
office to check the wound. 

SURVEY DATA 

total mmutes oer ElM VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 99231 (19); 99238 (36), 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(Sl: 
CPT Descriptor '03RVW I Glob I 
36534 Revision of implantable venous access device, and/or subcutaneous reservoir 2.80 I 10 I 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36585 36534 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 14 --
Pre-service 26 16 

Intra-service 60 52 
Same Day Immediate Post-service 13 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 132 98 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 8 8 
TIME SEGMENTS 

Pre-service 1.71 2.57 
Intra-service 2.43 2.14 
Post-service 1.71 1.86 
MENTAL EFFORT AND JUDGMENT 

The number of possible dmgnos1s and/or the number of management optiOns that must be considered 2.71 2.29 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformatwn that must be 2.00 2.00 reviewed and analyzed 

Urgency of medical decision making 2.29 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 1.86 2.29 
Outcome depends on the skill and judgment of physician 2.14 2.71 
Estimated risk of malpractice suit with poor outcome 1.71 2.57 

ADDITIONAL RATIONALE - See Attachments Band C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meetmg) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36589 Tracking No: L23 Global: 010 Recommended RVW: 2.27 

Descriptor: Removal of tunneled central venous catheter, without subcutaneous port or pump 

SURVEY Vignette (Typical Patient) 

A patient with a previously placed tunneled central venous dialysis catheter no longer needs central venous 
access. DiscussiOn with the patient and physician confirms the decision to remove the previously placed catheter. 

Clinical Description Of Service: 

Pre-service: The procedure is explained to the patient or parents and consent obtamed. The catheter site is 
prepped and draped. 

Intra-service: Local lidocaine anesthesia is injected. The tunneled central venous catheter IS surgically removed 
by cut-down and blunt dissection. Hemostasis is established with manual pressure. The wound is closed and 
dressed in standard fashion. 

Post service: Wound care is prescribed. The patient is seen m the office for post catheter removal for wound 
check. 

SURVEY DATA 

F.;:.::..:..::..:..:.:....>::.'-'----lAmerican College of Radiology; Bibb Allen, Jr, MD 
Amencan College of Surgeons; Charles Mabry, MD, FACS 
American Pediatric Surgical Association; Samuel Snnth, MD, FACS 

oflnterventional Robert V MD 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor I '03 RVW I Glob I 
36535 Removal of Implantable venous access device, and/or subcutaneous reservoir 1 2.21 1 10 1 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· 
SvyCPT Ref CPT 

36589 36535 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 34 --
Pre-service 25 16 

Intra-service 13 27 
Same Day Immediate Post-service 10 30 

Cntical care 0 0 
Other hospital vlSlt 0 0 

Discharge day management 18 0 
Office visit 7 0 

TOTAL TIME 73 73 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 27 27 
TIME SEGMENTS 

Pre-service 1.50 1.67 
Intra-service 1.96 1.71 
Post-service 1.46 1.67 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 1.80 1.72 

The amount and/or complexity of medical records, dmgnostic tests, and/or other mformat10n that must be 1.72 1.72 reviewed and analyzed 

Urgency of medical decision rnakmg 1.72 1.72 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill requrred 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complicatwns, morbidity and/or mortality 1.56 2.00 
Outcome depends on the skill and judgment of physician 2.08 2.12 
Estimated risk of malpractice suit with poor outcome 1.56 2.00 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meetmg) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 36590 Tracking No: L24 Global: 010 Recommended RVW: 3.30 

Descriptor: Removal of tunneled central venous access deVIce with subcutaneous port or pump, central or 
peripheral insertiOn 

SURVEY Vignette (Typical Patient) 

A patient has completed treatment and no longer needs the previously placed central venous access deVIce with 
port/pump. Discussion with the patient and their primary physician confirms the decision to remove the 
previously placed tunneled central venous catheter and port/pump device. 

Clinical Description Of Service: 

Pre-service: The procedure is explamed to the patient or parents and consent obtamed. The port site is prepped 
and draped in usual fashion. 

Intra-semce work: Locallidocame anesthesia is administered. The skin IS surgically incised and the existmg port 
dissected free. The port and catheter are removed. Hemostasis IS established wtth manual pressure. The port 
pocket is closed and dressed m standard fashion. 

Post semce: Wound care IS prescribed and post-operative care is provided. The patient is seen in the office for a 
wound check and suture removal. 

SURVEY DATA 

College of Radiology; Bibb Allen, Jr, MD 
College of Surgeons; Charles Mabry, MD, FACS 
Pediatric Surgical Association; Samuel Smith, MD, FACS 

oflnterventional Robert V 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

36535 Removal of Implantable venous access device, and/or subcutaneous reservOir 2 27 10 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
SvyCPT Ref CPT 

36590 36535 
TIME ESTIMATES (MEDIAN) hvd 

Survey Response count 33 --
Pre-service 29 16 

Intra-service 30 27 
Same Day Immedmte Post-service 15 30 

Critical care 0 0 
Other hospital visit 0 0 

Discharge day management 18 0 
Office visit 15 0 

TOTAL TIME 107 73 

INTENSITY/COMPLEXITY MEASURES (mean) 

!Reference Response count 26 26 
TIME SEGMENTS 

Pre-service 1.61 1.74 
Intra-service 2.30 1.87 
Post-service 1.65 1.78 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 2.21 1.79 

The amount and/or complexity of medical records, diagnostic tests, and/or other mformatiOn that must be 1.88 1.79 
reviewed and analyzed 

Urgency of medical decisiOn rnakmg 1.96 1.79 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The nsk of significant complications, morbidity and/or mortality 1.63 2.04 
Outcome depends on the skill and judgment of physician 2.21 2.21 
Estimated risk of malpractice suit with poor outcome 1.63 1.96 

ADDITIONAL RATIONALE - See Attachments B and C 

SERVICES REPORTED WITH MULTIPLE CPT CODES - To be provided under separate cover. 

FREQUENCY INFORMATION_- See Attachment D (Worksheet to be completed at RUC meetmg) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION April2003 

CPT Code: 36597 Tracking No: L29 Global: 000 Recommended RVW: 1.21 

Descriptor: Repositioning of previously placed central venous catheter under fluoroscopic guidance 
(For fluoroscopic guidance use 76000) 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 
The patient is a 60 year old male with congestive heart failure who had a single lumen left subclavian 
central venous catheter placed for central pressure monitoring. Chest radiograph following insertion of 
the catheter showed the misposition of the catheter tip in the right internal jugular vein. Repositioning 
of the central venous catheter to the superior vena cava with fluoroscopic guidance was requested. 
Note: Do not include the work of imaging in the valuation of this code. The imaging guidance, 
supervision and interpretation for this procedure is reported separately using 76000. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Description of Pre-Service Work: 
• Confirm order and discuss with referring physician or clinical staff 
• Review chart and prior imaging studies 
• Discuss procedure with patient and obtain consent 

Description of Intra-Service Work: 
• Evaluate position of catheter 
• Manipulate and reposition catheter to desired location 
• Secure catheter to the skin 
• Dictate report for medical record 

Description of Post-Service Work: 
• Review and sign report 
• Discuss outcome with patient, family and referring physician 
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SURVEY DATA 

Allen, Jr., M.D. (ACR) and Zachary Rattner, M.D. (alternate, SIR) 

College of Radiology (ACR), Society oflnterventional Radiology (SIR) 

190 Resp n: 21 Resp %: 11% 

Random 

Scrub, Dress, Wait Time: 

Immed. Post-time: 10.00 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
*PhysiCian standard total mmutes per E/M visit 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19), 99238 
99215 (59); 99214 (38), 99213 (23); 99212 (15), 99211 (7) 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Global 

Placement of central venous catheter (subclav1an, jugular, or other vein) 
36489 ( eg, for central venous pressure, hyperalimentation, hemodialysis, or 2.50 000 

chemotherapy); percutaneous, over age 2 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref 
TIME ESTIMATES (MEDIAN) 36597 36489 
Pre-serv1ce 15.00 15.00 
Intra-service 20.00 20.00 
Same Day Immediate Post-service 10.00 15.00 
Critical care 
Other hospttal VlSlt 
Discharge day management 
Office vis1t 
TOTAL TIME 45.00 50.00 (RUC) 
INTENSITY/COMPLEXITY MEASURES (mean) 
Survey Count 9 
TIME SEGMENTS 
Pre-service 1.25 1.88 
Intra-service 1.88 1.75 
Post-service 1.50 1.88 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that must 

2.25 1.88 
be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

1.88 1.88 
information that must be reviewed and analyzed 
Urgency of medical decision making 1.63 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 1.57 
PhysiCal effort required 1.88 
PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 1.63 2.00 
Outcome depends on the skill and Judgment of physician 2.25 2.13 
Estimated nsk of malpractice smt with poor outcome 1.63 1.88 

ADDffiONAL RATIONALE 
Describe the process by which your specialty society reached your fmal recommendation If your specialty has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel of the American College ofRadwlogy (ACR) and Society oflnterventional Radiology (SIR) 
consisted of physicians who reviewed the survey results. This code is currently valued at 1.21 R VW was 
surveyed at the request of CMS to establish appropriate rank order Within the new CV A family of codes. The 
25%tile value from the survey is supported by the survey data and fits in the rank order of the new codes. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

Why is the procedure reported usmg multiple codes mstead of JUSt one code? (Check all that apply.) 

The surveyed code ts an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes tts part of the 
physician work using different codes. 

X Multiple codes allow flextbtlity to describe exactly what components the procedure included. 
X Multiple codes are used to rnaintam consistency with similar codes. 

Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code IS reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reductiOn policies. If more than one 
physician IS involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code m your scenano. 

CPT Descriptor Global Pre- Intra- Post- Total RVW 
Code Period Service Service Service Time 

Time Time Time 
36597 Repositioning of previously 000 15.00 20.00 10.00 45.00 1.50 

placed central venous 
catheter under fluoroscopic 
guidance 

76000 Fluoroscopy (separate 5.00 0.17 
procedure), up to one hour (Harvard) 
physician time, other than 
71 023 or 71034 ( eg, cardiac 
fluoroscopy) 



April 2003 Page 5 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

36493: Reposttloning of previously placed central venous catheter under fluoroscopic gut dance 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Spectalty 
Specialty 

Radiology 
Interventional 
Radiology 

X 
X 

Commonly 
Commonly 

Sometimes 
Sometlmes 

___ Rarely 
Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology, Interventional Radiology 
Specialty 

Frequency 
Frequency 

15,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Spectalty Radiology, Interventlonal Radiology 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 

8,400 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION April2003 

CPT Code: 75998 Tracking No: L27 Global: ZZZ Recommended RVW: 0.38 

Descriptor: Fluoroscopic guidance for central venous access device placement, replacement (catheter 
only or complete), or removal (includes fluoroscopic guidance for vascular access and catheter 
manipulation, any necessary contrast injections through access site or catheter with related venography 
radiologic supervision and interpretation, and radiographic documentation of final catheter position) 
(Do not use 76003 with 75998) 
(If formal extremity venography performed from separate venous access and separately interpreted, use 
36005 and 75820, 75822, 75825 or 75827) 
(List separately in addition to code for primary procedure) 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 
Patient is referred for placement of a tunneled central venous catheter. To facilitate advancement of 
catheter and ensure accurate placement, fluoroscopy is used. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: 

Description of Intra-Service Work: 
Following achievement of venous access (if fluoroscopic guidance is used for venous access, this is 
included), fluoroscopy is used to guide the guidewire and subsequently catheter into central venous 
position. Any contrast injection through access site (via needle, catheter or sheath) for venographic 
evaluation and mapping of appropriate path is included. Spot film or other radiographic confirmation 
of final catheter position is performed. Description of all aspects of fluoroscopic guidance are reported 
with procedure. 

Description of Post-Service Work 
• Review and sign report 
• Communicate results to referring physician when appropriate 
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SURVEY DATA 

CPT Code: 75998 

Sample Size: 190 Resp n: 20 Resp %: 11% 

Sample Type: Random 

SurveyRVW: 

Pre-Service Time: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Time: 

Post-Service 
Immed. Post-time: 4.00 

Critical Care time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
*Physician standard total mmutes per ElM visit: 99291 (60); 99292 (30); 99233 (41), 99232 (30); 99231 (19); 99238 (36), 
99215 (59); 99214 (38); 99213 (23); 99212 (15), 99211 (7). 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Glob 

76942 
Ultrasomc guidance for needle placement (eg, biopsy, aspiratiOn, 

XXX 0.67 
injection, localization device), imagmg supervtsion and interpretation 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref CPT 
TIME ESTIMATES (MEDIAN} 75998 76942 
Pre-servtce 
Intra-servtce 9.00 
Same Day Immedtate Post-servtce 4.00 
Critical care 
Other hospttal visit 
Discharge day management 
Office VIsit 

TOTAL TIME 13.00 
23.00 

(Harvard) 
INTENSITY/COMPLEXITY MEASURES (mean) 
Survey Count 4 
TIME SEGMENTS 
Pre-service 1.67 2.67 
Intra-servtce 2.00 1.67 
Post-servtce 2.00 1.00 
MENTALEFFORTANDJUDGMENT 
The number of possible diagnosis and/or the number of management options that must 

2.33 3.00 
be constdered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

2.00 2.00 
information that must be reviewed and analyzed 
Urgency of medical dectsion making 2.33 1.33 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical sktll required 2.33 
Physical effort required 2.00 
PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 2.00 2.33 
Outcome depends on the skill and judgment of physictan 2.00 3.33 
Estimated risk of malpractice suit with poor outcome 2.00 2.33 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your fmal recommendation. If your specialty has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel of the American College ofRadiology (ACR) and Society oflnterventional Radiology (SIR) 
consisted of physicians who reviewed the survey results and believe that the median value overestimates 
physician work for fluoroscopic guidance. We believe that the guidance for percutaneous nephrostomy, 74475 
(introduction of intracatheter or catheter into renal pelvis for drainage and/or mjectton, percutaneous, radwlogical 
supervision and interpretation), is an analogous fluoroscopic guidance code. The value of this code is 0.54 RVW 
and has more time and mtenstty than gut dance for CVL insertion. We believe that 70% of the work value of thts 
code accurately reflects the physician work for 75998 and is the basis of our recommendation of0.38 RVW. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date With other CPT codes? If yes, please 
respond to the following questions: 

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

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomphsh the procedure; each specmlty codes its part of the 
physicmn work using d1fferent codes. 
Multiple codes allow flexibility to describe exactly what components the procedure mcluded. 
Multiple codes are used to maintain consistency With slmilar codes. 
Histoncal precedents. 
Other reason (please explam): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician Is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 
76000: Fluoroscopy (separate procedure), up to one hour physician time, other than 71023 or 71034 (eg, cardiac 
fluoroscopy) 
76003: Fluoroscopic guidance for needle placement (eg, biopsy, aspiration, injection, locahzation device) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty 
Specialty 

Radiology 
Interventional 
Radiology 

_x ____ Commonly 

X Commonly 
Sometimes ----
Sometimes 

___ Rarely 
Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty 
Specialty 

Frequency 
Frequency 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION April2003 

CPT Code: 76937 Tracking No: L28 Global: ZZZ Recommended RVW: 0.30 

Descriptor: Ultrasound guidance for vascular access requiring ultrasound evaluation of 
potential access sites, documentation of selected vessel patency, concurrent real-time ultrasound 
visualization of vascular needle entry, with permanent recording and reporting 
(If extremity venous non-invasive vascular diagnostic study is performed separate from venous access 
guidance, use 93965, 93970 or 93971) 
(List separately in addition to code for primary procedure) 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 
A patient requires internal jugular central venous catheter placement. The physician decides that 
ultrasound guidance is necessary for safe IJ venous access. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Description of Pre-Service Work: 

Description of Intra-Service Work: 
Potential access sites are examined with ultrasound and an acceptable patent access site selected. 
Permanent documentation of sites examined is recorded. After sterile field has been established, the 
ultrasound probe is covered with sterile sleeve. Aquasonic gel is applied and real-time ultrasound is 
performed monitoring the advancement of the access needle into the lumen of the selected vessel. This 
position is also recorded. Description of the guidance process is included in the final procedure report. 

Description of Post-Service Work 
• Review and sign report of guidance 
• Communicate results to referring physician when appropriate 
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SURVEY DATA 

Allen, Jr., M.D. (ACR) and Zachary Rattner, M.D. (alternate, SIR) 

CPT Code: 76937 

Sample Size: 190 Resp n: 19 Resp %: 10% 

Sample Type: Random 

SurveyRVW: 

Pre-Service Time: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 

Immed. Post-time: 4.00 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
*Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30), 99231 (19), 99238 (36); 
99215 (59); 99214 (38), 99213 (23); 99212 (15), 99211 (7). 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Glob 

76942 
Ultrasonic guidance for needle placement (eg, biopsy, aspiration, 

XXX 0.67 
injection, localization device), 1maging supervision and interpretatiOn 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref CPT 
TIME ESTIMATES (MEDIAN} 76937 76942 
Pre-semce 
Intra-service 10.00 30.00 
Same Day Immed1ate Post-service 4.00 
Critical care 
Other hospital VIsit 
Discharge day management 
Office visit 
TOTAL TIME 14.00 30.00 (RUC) 

15 

Pre-service 1.36 1.93 
Intra-service 2.29 1.64 
Post-service 1.36 1.93 
MENTAL EFFORT AND JUDGMENT 
The number of possible dtagnosis and/or the number of management opt10ns that must 

2.57 1.93 
be considered 
The amount and/or complexity of medical records, dtagnostic tests, and/or other 

1.86 1.64 
mformation that must be reviewed and analyzed 
Urgency of medical decis10n makmg 2.00 1.93 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill re uired 2.57 
Physical effort required 1.86 
PSYCHOLOGICAL STRESS 
The nsk of s1gnlficant complications, morbidity and/or mortality 1.57 2.14 
Outcome depends on the skill and judgment of physician 2.36 2.86 
Estimated risk of malpractice suit With poor outcome 1.50 1.86 

ADDITIONAL RATIONALE 
Descnbe the process by which your specialty soc1ety reached your final recommendation. If your specialty has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel of the American College ofRad10logy (ACR) and Society oflnterventional Rad10logy (SIR) 
consisted of physicians who reviewed the survey results and believe that the median value overestimates 
phys1cian work for ultrasound localizatiOn for venous access. Ultrasound 1s typically used for localization of a 
suitable access point and for confirming entry into the selected vein. A comparable ultrasound code has not been 
preVIously valued, and the respondents had difficulty finding a representative reference service. We believe that 
this service typically involves a survey of possible venous access s1tes, determining wh1ch s1te 1s best and 
confirming guidance of the needle mto the vein. Our consensus recommendation 1s 0.30 RVW. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes Its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to mamtam consistency wtth similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table hsting the typical scenario where this new/revised code IS reported with multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is mvolved in the provision of the total service, please mdicate which physician Is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

76942: Ultrasonic guidance for needle placement (eg, biopsy, aspiration, injection, localization device), imaging 
supervtsion and mterpretation 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty 
Specialty 

Radiology 
Interventional 
Radiology 

_X=-=-._ Commonly 
X Commonly 

Sometimes ----
Sometimes 

___ Rarely 
Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty 
Specialty 

Frequency 
Frequency 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 
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CVA PE details (RUC April 2003) 

Prepare and pos1t1on patient/ monitor pat1ent/ set up IV 

CMS STAFF ,: , 
TYPE, MED 

SUPPLY, OR 
EQUIP CODE 

1130 
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Tab 13 (CVA)- Attachment B 
Comparison Data for Reference and Surveyed Codes 

track 

L1 CS/GA 0 

L2 NO NO D-6 cs 0 

to begm chemotherapy seen m office and scheduled 
L3 NO cs C-9 on another day admttted on day of procedure NO CS/GA A-26 

poss•bly overn1ght 1f deblhtated 

of tunneled centrally mserted central venous to begm chemotherapy seen tn office and scheduled 
L4 without subcutaneous port or pump,age 5 years or NO cs C-9 on another day admttted on day of procedure NO cs A-26 

or possibly overn1ght 1f debilitated 

of tunneled centrally mserted central venous 
chemotherapy seen m office and scheduled 

L5 
deVIce wtth subcutaneous port, under 5 years of age 

NO cs C-9 another day admttted on day of procedure NO CS/GA A-26 
possibly overnight 1f deb1htated 

of tunneled centrally mserted central venous 
to begm chemotherapy seen m office and scheduled 

L6 NO cs C-9 on another day admttted on day of procedure NO cs A-26 
device w1th subcutaneous port, age 5 years or older 

or possibly overn1ght 1f debilitated 

to begm chemotherapy seen m office and scheduled 
L7 NO cs C-9 on another day admttted on day of procedure NO cs A-26 

or poss•bly overnight 1f debilitated 

L8 NO cs C-9 
YES/ cs 0 

MAYBE 

to begm chemotherapy of two drugs Simultaneously 

L9 NO cs C-9 
office and scheduled for procedure on another day NO cs A-26 

day pa1Ient comes to office on day of procedure as outpatient or possibly 
1f debilitated 

L10 NO cs C-9 
YES/ NO 0 

MAYBE 

L11 NO NO D-6 
YES/ NO 0 

MAYBE 

ofpenpherally mserted central venous access 
to begm chemotherapy seen m office and scheduled 

L12 NO cs C-9 on another day admitted on day of procedure NO CS/GA A-26 
w1th subcutaneous port, under 5 years of age 

or possibly overn1ght 1f debilitated 

chemotherapy seen m office and scheduled 
L13 NO cs C-9 another day admitted on day of procedure NO cs A-26 

posSibly overn1ght 1f debilitated 

central venous access 
L14 port or pump, central or YES NO 0 YES NO 0 

leak m a previously placed central venous catheter 
Repatr of central venous access devtce w1th subcutaneous 

L15 10 w1th subcutaneous port or pump Immediately NO cs C-9 
adJacent to the catheter connectiOn to the 

port or pump, central or penpheral msertlon s1te 

seen m 
on chemotherapy seen m office and 1f problem With catheter 

L16 10 
for replacement on another day 

NO cs C-9 NO cs A-26 
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track 

complete, of a non-tunneled centrally 
L17 venous catheter, wtthout subcutaneous port 

through same venous access 

complete, of a tunneled centrally mserted 
L18 

L19 

l20 

L21 

L22 

L23 

L24 
central venous access deVIce w1th 
pump, central or penpheral msertton 

36597 
Repostbomng of prevtously placed central venous 
catheter under fluoroscopic guidance 

Tab 13 (CVA)- Attachment B 

Comparison Data for Reference and Surveyed Codes 

NO NO 

NO cs 

NO cs 

for replacement on another day 
NO cs 

NO NO 

NO cs 

NO NO 

Page 2 of2 

D-6 catheter wtth poor flow rate TP A fatled 

C-9 

C-9 NO cs A-26 

C-9 NO cs A-26 

D-6 NO NO B-15 

C-9 NO cs A-26 

NO NO B-15 

NO cs B-15 



Complete pre-service diagnostic & referral forms 3 One phone call for referral forms 
~----~~~------~~--------------------~--~~ 

Coordinate pre-surgery services 3 One phone call to Medical Oncologist 
~----------~--~~~--------------------------~----~ 

Schedule space and equipment in facility 0 No cathether/pump/port 
~--------~--------~~--------~--------------~----~ 

Provide pre-service education/obtain consent 0 Provided on day of procedure. 
~------~--------------------------------~--~~ 

Follow-up phone calls & prescriptions 3 One phone call: to patient (no food, medicine adjustments, etc prior to admission) 

Complete pre-service diagnostic & referral forms phone call for referral forms 

Coordinate pre-surgery services phone call to Medical Oncologist 

Schedule space and equipment in faci No cathether/pump/port 
~--------~------~~------~------------~--~~ 

Provide pre-service education/obtain consent Provided on day of procedure. 
~------~--------------------------------------~----~ 

Follow-up phone calls & prescriptions No special instructions 
~--------~--------~----~--------------------~----~ 



All standard forms that are ALWAYS necessary to put a patient 1n a fac1hty for a 
5 procedure under IV or general anethes1a (seNeral calls) 

1-------------------------+-....:;;...--ITwo phone calls PCP and Medical Oncolog1st (need to d1scuss type of 
1----C_o_o_rd_i_n_a_te_p_r_e_-s_u_r_g_e_ry_se_rv_ic_e_s _________ -+_...:6:......-thne/port/pump and coord1nate 1nsert1on 1 replacement w1th dnug delivery schedule) 

Schedule space and equipment in facility At least 2 phone calls to s1te (because of need to coordmate w1th other chmc1ans -
1-------------------------+-...:5:......-tsee coord pre-surgery seNices) 

Complete pre-service d1agnost1c & referral forms 

Provide pre-serv1ce educat1on/obtam consent 7 After dec1s1on to perform procedure, RN rev1ews procedure and consent matenal 

Follow-up phone calls & prescriptions 3 One phone call to patient (no food, med1c1ne adjustments, etc pnor to admiSSIOn) 

Complete pre-service d1agnost1c & referral forms 3 One phone call for referral forms 

Coordinate pre-surgery services 3 One phone calls Confer w1th med1cal oncologist 

Schedule space and equ1pment in fac1hty 3 One phone call 

Prov1de pre-service education/obtain consent 3 After dec1S1on to perform procedure, RN reviews procedure and consent matenal 

Follow-up phone calls & prescnpt1ons 3 One phone call to pat1ent (no food, med1c1ne adjustments, etc pnor to admiSSion) 
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American College of Radiology Enhanceu care through auvanceu technology"' 

Memorandum 

DATE: April 21, 2003 

TO: Sherry Smith 

FROM: Bibb Allen, Jr., MD, ACR RUC Advisor 
Zachary Rattner, MD, SIR RUC Alternate Advisor 

SUBJECT: Cross-Walks to the Non-Physician Work Pool for Codes 75998 and 76937 

The American College of Radiology (ACR) and the Society oflnterventional Radiology (SIR) 
recommend that the following codes be added to the non-physician work pool: 

75998 

76937 

Fluoroscopic guidance for central venous access device placement, replacement (catheter only or 
complete), or removal (mcludes fluoroscopic guidance for vascular access and catheter rnampulation, 
any necessary contrast injections through access site or catheter with related venography radiologic 
supervision and interpretation, and radiographic documentation of final catheter position) (List 
separately in addition to code for primary procedure); and 

Ultrasound guidance for vascular access requiring ultrasound evaluation of potential access sites, 
documentation of selected vessel patency, concurrent realtime ultrasound visualization of vascular 
needle entry, with permanent recordmg and reporting (List separately in addition to code for primary 
procedure). 

In addition, for purposes of cross-walking the new codes to current codes with existing practice 
expense relative values, we recommend the following: 

New Code 
Number 

75998 

76937 

Cross-Walk 
Code Number 

76003 

76942 

Cross-Walk Code Descriptor 

Fluoroscopic guidance for needle placement ( eg, bwpsy, aspiratiOn, 
mJechon, localization device), 
Ultrasonic guidance for needle placement ( eg, biopsy, aspiration, 
inJection, localization device), Imaging supervision and interpretation 

Our cross-walk recommendations reflect the fact that codes 76003 and 76942 were those most 
likely used to describe fluoroscopic and ultrasonic guidance for central venous devices prior to 
the advent of codes 75998 and 76937. 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Distal Revascularization and Interval Ligation 

After the review of sufficient supportive clinical data, demonstrating both efficacy and safety, the CPT Editorial Panel added one new 
code to describe the open surgical procedure distal revascularization and interval ligation for the treatment of steal syndrome that 
occurs in a small proportion of patients who undergo upper extremity hemodialysis access operations. 

The new CPT code 36838, Distal revascularization and interval ligation (DRIL) upper extremity hemodialysis access (steal 
syndrome), (Do not report 36832 in conjunction with 35512, 35522, 36832, 37607, 37618), is a unique operation that is performed on 
the arm to treat heamodynamic steal syndrome. The specialty society surveyed 31 vascular surgeons, who indicated that the median 
work value should be 20.00 RVUs. For the new code, respondents indicated a pre-service time of 100 minutes, and intra-service time 
of 150 minutes, and a post-service time of 161 minutes. The survey respondents selected CPT code 35556, Bypass graft with vein, 
femoral-popliteal, (RVU= 21. 76), as a reference service to the new code. However, the selected reference service has a longer intra
service time (200 minutes) and longer post-service times (330 minutes), and is performed on the lower extremity, while the new 
service with lower intra-service and post-service times, has much higher intensity/complexity values in mental effort and judgment, as 
well as psychological stress factors, since the patient's hand is at risk. Therefore, the specialty society recommends a work relative 
value of20.63, which is equal to the work for new CPT code 35525, Bypass graft, with vein; brachial-brachial. The RUC questioned 
whether the procedure was more difficult than that for a bypass procedure of the vein, brachial-brachial, and the specialty indicated 
that using a building block analysis the two codes were compared and the time and visits for CPT code 35525 and 36838, were similar 
in that they both had intensities in the upper range. Given the time and intensity comparisons to and alternate reference code 35525, 
the RUC determined that specialty societies recommendation was reasonable and accepted the value. ' 

The RUC recommends a work relative value of 20.63 for CPT code 36838. 

Practice Expense 
The RUC accepted the standard 60 minutes for these 90-day facility only procedures. For work related to facility discharge, 12 minutes 
of clinical staff time was accepted. Standard ElM post-op visit time for clinical staffhas been applied for each office visit. Standard 
supplies and equipment necessary to perform the procedures and for the post-op visit were requested. The practice expense input 
recommendations are attached. 

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



CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Nom-
ber 

•36838 Y1 Distal revascularization and interval ligation 090 20.63 
(DRIL) upper extremity hemodialysis access (steal 
syndrome) 

(Do not report 36832 in conjunction with 35512, 
35522,36832,37607,37618) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION Apri12003 

CPT Code: 36838 Tracking No: Yl Global: 090 Recommended RVW: 20.63 

Descriptor: Distal Revascularization and Interval Ligation (DRIL), upper extremity hemodialysis access (steal 
syndrome) 
(Do not report 36832 in conjunction with 35512, 35522, 36832, 37607, 37618) 

SURVEY Vignette (Typical Patient- this information was provided to survey respondents) 

A 65-year-old diabetic with renal failure underwent creation of a brachio-cephalic hemodialysis fistula (CPT 
36821) one month ago. She returns with complaint of increasingly severe hand and finger pain. Noninvasive 
vascular studies confirm hand ischemia with finger pressures <20 mm Hg. The brachio-cephalic fistula is patent 
and maturing nicely with an excellent palpable thrill in the outflow vein. Further noninvasive and/or 
arteriographic studies indicate the arterial inflow to the extremity is normal. The diagnosis of hemodialysis 
access steal syndrome is confirmed. DRIL is recommended. 

Clinical Description of Service: (this information was not provided to survey respondents) 

Pre-service work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the skin 
incision. This activity includes obtaining and reviewing the previous work-up, with special attention to 
potential cardiovascular risk factors. The peripheral vascular exam and preoperative noninvasive and 
arteriographic studies are reviewed. Informed consent is obtained from the patient following a review of 
surgical risks and benefits. Discussion is held with the anesthesiologist to determine the anesthetic of choice. 
Duplex vein mapping studies are reviewed to ensure patient has adequate length and caliber of donor vein 
conduit for the distal revascularization bypass, and discussions are held with OR nurses regarding appropriate 
draping to expose all required surgical sites. Other preoperative work includes dressing, scrubbing, supervising 
patient positioning, waiting for the anesthetic to become effective, prepping, and draping the patient. 

Intra-service work: 
• Incise skin in upper arm overlying proximal portion of brachial artery 
• Dissect soft tissue to expose brachial artery, avoid injury to multiple nearby nerves 
• Clear soft tissue from brachial for 4 em length 
• Pass soft rubber loops around artery for control 
• Incise skin overlying distal brachial artery just beyond elbow 
• Dissect soft tissue from around artery, avoid nerve/vein injury 
• Pass soft rubber loops around artery for control 
• Create a subcutaneous tunnel from proximal to distal incisions 
• Prepare vein conduit: Incise skin of thigh/calf over saphenous vein 
• Dissect soft tissue to identify saphenous vein 
• Clear soft tissue from around saphenous vein for adequate length 
• Ligate and divide all saphenous vein branches 
• Ligate and divide ends of saphenous vein and remove from lower extremity 
• Test saphenous vein conduit for leaks & repair same with 7-0 vascular suture 
• Anticoagulate patient with IV heparin 
• Apply vascular clamps to site of proximal anastomosis on brachial artery in upper arm 
• Perform brachial arteriotomy 
• Suture vein conduit to brachial artery with fine vascular suture 
• Flush system to remove air and debris & remove clamps to test anastomosis 
• Apply additional sutures as needed to control hemorrhage 
• Pass vein conduit through tunnel to distal brachial artery site with care to avoid twists/kinks 
• Stretch vein to full length 
• Apply vascular occluding clamps to distal brachial artery anastomosis site 
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• Perform arteriotomy 
• Cut vein conduit to match length and size of arteriotomy 
• Perform most of vein to brachial artery anastomosis with fine vascular suture 
• Open clamps briefly to flush out air & debris 
• Complete anastomosis 
• Remove vascular clamps 
• Apply additional sutures to anastomosis as needed to achieve hemostasis 
• Listen with Doppler and palpate distal pulses to assure bypass patency 
• Isolate a short segment of brachial artery proximal to just-completed distal anastomosis 
• Use multiple vascular sutures to ligate brachial artery at this site(= interval ligation) 
• Irrigate both brachial artery exposure sites, and the vein donor site 
• Close all three incisions in multiple layers 
• Recheck pulses to assure patency and hand perfusion prior to application of dressings. 

Post-service work: 
Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Results of the procedure are discussed with the patient once 
he or she is fully awake. The patient is transferred to the acute care ward when criteria for discharge from 
recovery area are met. 

The physician makes daily hospital inpatient visits and takes interval history. Physical exam includes 
examining bypass graft for patency, examining hand for adequate perfusion/function, and examining all surgical 
incisions. Physician makes assessment and plan, writes orders & notes, communicates with patient, family, 
nurses, and other caregivers. Discharge day management includes communicating with all support services such 
as visiting nurse, meals on wheels, etc., communicating with referring physician, providing activity advice and 
warnings to patient and family, and arranging office follow-up for wound checks, suture/staple removal, etc. All 
related post-discharge care for 90-days is included in this service. 
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SURVEY DATA 

Presenters: Gary Seabrook, M.D., and Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 36838 

Sample Size: 200 I Resp n: 31 I Resp %: 16% 

Sample Type: Random 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 15.00 18.00 20.00 23.25 28.00 

Pre-Service Evaluation Time: 65 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 20 

Intra-Service Time: 100 120 150 169 200 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 49 99232 x1, 99231 x1 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 99213 X 2 
. . .. 

*Physician standard total mmutes per ElM VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



KEY REFERENCE SERVICE: 

CPT Descriptor 

35556 Bypass graft with vein, femoral-popliteal 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

TIME ESTIMATES (MEDIAN) 
Pre-service 
Intra-service 
Same Day Immediate Post-service 
Critical care 
Other hospital visit 
Discharge day management 
Office visit 
TOTAL TIME 
INTENSITY/COMPLEXITY MEASURES (mean) 
Reference survey response count 
TIME SEGMENTS 
Pre-service 
Intra-service 
Post-service 
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 reviewed and analyzed 
Urgency of medical decision making 
TECHNICAL SKILL/PHYSICAL EFFORT 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 
Outcome depends on the skill and judgment of physician 
Estimated risk of malpractice suit with poor outcome 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 
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'03 
RVW Glob 

21.76 090 

SvyCPT Ref CPT 
36838 35556 

100 90 
150 200 
30 40 
0 0 

49 201 
36 36 
46 53 
411 620 

10 10 

3.70 3.30 
4.00 4.10 
3.10 3.10 

3.80 3.33 

3.80 3.56 

4.50 3.56 

4.00 4.11 
4.30 4.11 
4.50 4.22 

We recommend an RVW of20.63 for this service based primarily on data from sections 2 & 3 on page 6. 

DRIL is a unique operation, and there was no clinically similar service on the reference list. The most frequency 
chosen reference was a bypass graft performed with vein conduit, CPT 35556. 35556 is performed on the lower 
extremity for arterial occlusive disease, while DRIL is performed on the arm for hemodynamic steal syndrome. 
35556 has a longer intra-time and a longer hospital stay, while the new service has much higher 
intensity/complexity values in mental effort and judgment as well as psychological stress factors. Urgency of 
decision making is extremely high for the new service because viability of the patient's hand is at risk. We believe 
this comparison indicates that the new service should have a lower RVW than the reference 35556, but the two 
services are so different it is difficult to be more exact. We believe the IWPUT on next page helps show why 
35556 is not a solid reference service, while items 2 and 3 on page 6 & 7 really help nail down 20.63 as a fair RVW 
for this service. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT analysis 

The following building block analysis compares the time and visit pattern of the new code to the reference service 
35556. Time and visits are not similar. The calculated IWPUT of0.092 for the new service puts it in the range of upper 
extremity bypass grafts, as noted in the table on next page. This IWPUT for the new service is exactly that of35525, 
brachial-brachial bypass, with vein, and that is appropriate since 35525 is an extremely similar clinical service. 

IWPUT calculation for the reference (0.048) is an extremely low value for a bypass graft constructed with vein conduit, 
and it helps explain why survey respondents felt the RVW for the new service should be only a small amount less than 
35556 rather than substantially less. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
36838 

Svy Data 
Time 

80 
20 

Time 
30 

Visitn 

1 
1 
1 

2 

Time 
150 

B c 
MFS RVW: 20.63 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.79 
0.0081 0.16 

1.95 
Intensity (=time x ints'y) 
0.0224 0.67 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 1.06 
0.64 0.64 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 1.30 
0.43 
0.17 

4.95 

II IWPUT II INTRA-RVW 

Jl 0.092 II 13.72 

D E F 
35556 MFS RVW: 21.76 

Svy Data RUC Std. RVW 
Time lntensi!Y_ (=time x ints'y) 

60 0.0224 1.34 
30 0.0081 0.24 

Time Intensity (=time x ints'y) 
40 0.0224 0.90 

Visitn E/M RVW (=n x RVW) 
4.00 
1.51 

1 1.06 1.06 
9 0.64 5.76 
1 1.28 1.28 

1.75 
1.73 
1.08 

1 0.65 0.65 
2 0.43 0.86 

0.17 
10.51 

Time II IWPUT II INTRA-RVW 
200 II 0.048 II 9.67 
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2. What in the world is a "DRIL"? 

Although physiologic considerations behind the DRIL are complex, the operation is simple to think of in terms of 
surgical procedure based on CPT codes. In essence, the typical DRIL is a short brachial-brachial bypass performed 
with vein conduit (eg CPT 35525: Brachial-brachial bypass with vein), plus ligation of the native brachial artery (eg 
CPT 37618: Ligation, major artery; extremity). 

If we had not requested a specific CPT code for DRIL it would have been coded and valued as the combination of these 
two codes: 

CPT code Shortened Descriptor RVW Global Intra- Payment Rules 
time 

35525 Brachial-brachial bypass 20.63 090 150 20.63, full payment 
with vein conduit proposed 

37618 Ligation, major artery 4.84 090 73 2.42, mult. procedure reduction 
extremity 2"d 5 yr 

Total 2 Codes 223 23.05 

The typical patient undergoing DRIL has a bypass graft that is slightly shorter in length than the typical35525. The 
time required to ligate and divide the brachial artery is shorter during DRIL than the 73 minutes of intra-time for the 
typical3 7618. Considered overall, respondents felt the total intra-time for DRIL (150 minutes) was exactly the same as 
the total intra-time for 35525. 
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3. Comparison within the closest clinical family of procedures indicates appropriate "relative" value. 

The main component of the typical DRIL operation is performance of a brachial-brachial bypass graft with vein 
conduit. Thus, CPT 35525 and the family table used earlier in this April2003 RUC meeting (for Tab 12, 35510-
35525) constitutes suitable reference data. 

We believe that 36838 should not have a lower RVW than 35525 because the former contains the latter as one of 
its two components. In order to prevent a rank order anomaly we recommend an RVW of 20.63 for 36838. 

CPT Short Descriptor RVW Source Intra- IWPUT 
1'ime 

36838 Distal Revascularization 20.63 Current 150 0.092 
Interval Ligation DRIL proposed Proposal 

35525 Bypass graft with vein, 20.63 Current 150 0.092 
brachial-brachial proposed Proposal 

35511 Bypass graft with vein, 21.20 Second 150 0.097 
subclavian-subclavian 5-Yrreview 

35518 Bypass graft with vein, 21.20 Second 140 0.094 
Axillary-axillary 5-Yrreview 

35558 Bypass graft with vein, 21.20 Second 180 0.067 
Femoral-femoral 5-Yrreview 

35556 Bypass graft with vein, 21.76 First 200 0.048 
Femoral-popliteal 5-Yrreview 

35522 Bypass graft with vein, 21.76 Current 180 0.077 
Axillary-brachial proposed Proposal 

35521 Bypass graft with vein, 22.20 Second 155 0.082 
Axillary-femoral 5-Yrreview 

35512 Bypass graft with vein, 22.50 Current 180 0.081 
Subclavian-brachial proposed Proposal 

35510 Bypass graft with vein, 23.00 Current 180 0.087 
Carotid-brachial proposed Proposal 

35565 Bypass graft with vein, 23.20 Second 180 0.078 
Ilio-femoral 5-Yrreview 

35571 Bypass graft with vein, 24.06 Second 180 0.086 
Popliteal-tibial 5-Yrreview 

35533 Bypass graft with vein, 28.00 Second 240 0.077 
Axillary-bifemoral 5-Yrreview 

35526 Bypass graft with vein, 29.95 Second 210 0.100 
Aorto-subclavian 5-Yr review 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multij>le codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explam): In high % of cases only the primary procedure is performed and 

X coded. Many surgeons do not perform any reportable additiOnal maneuvers to evaluate technical 
adequacy of a bypass graft. 

In many or most cases this procedure will not be reported with other CPT codes. The issue surrounds 
how a vascular surgeon evaluates the technical adequacy of a bypass graft before leaving the OR. Some 
surgeons simply palpate the graft pulse and distal pulses in the limb, and if present, they are satisfied. 
Other surgeons will listen to the bypass graft with a handheld Doppler, and that is not reportable with 
any additional codes. Smaller subsets will undertake completion studies using a duplex scan, a 
completion angiogram, or an angioscopy examination. These latter three procedures are separately 
reportable. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Methods to assess technical adequacy of a new bypass graft in the OR, from low to high tech: 

Method CPT Code Global RVW Intra-time 
Palpate pulses None None None <5 minutes 
Handheld Doppler None None None <5 minutes 
Intra-op Duplex scan 93931-26 XXX 0.31 13 minutes 
Completion arteriogram 75710-26 XXX 1.14 22 minutes 
An_giosc<mY_ 35400 zzz 3.00 45 minutes 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799, Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, General Surgery, Transplant Surgery Cemmealy Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, General Surgery, Transplant Surgery Frequency: less than I ,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Vascular Surgery, General Surgery, Transplant Surgery Frequency: Since virtually all hemodialysis 
patients in U.S. are covered by Medicare, the total frequency of this operation will equal the Medicare frequency. We estimate 
<1,000 per year. 

Do many physicians perform this service across the United States? Yes 



CPT Code: See Below 
Specialty Society('s) AAVS 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

CPT DESCRIPTION GLOBAL 
36838 Distal Revascularization and Interval Ligation (DRIL), upper extremity 90 

hemodialysis access (steal syndrome) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from the American Association of Vascular Surgeons representing a 
broad mix of categories of type of practice and geographic areas. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Minimal supplies and equipment necessary to perform the procedures and for post op visit supplies are 
presented. 



36838 
·D1stal. 

Revasculanzallon and 

36838 PE Details (April 2003 RUC) CMSSTAFF "lnf.inial L1gat1on' ;· 

TYPE,MED 
(DRIL), upper ~Xtremity 
• hemod1alys1s access 

SUPPLY, OR ·<(steal syndrome) · 
EQUIP CODE '·~ '~- ' 

GLOBAL PERIOD ''" '_·' 90 ' 
LOCATION ~ ·.~· ·• ',· ,,,, ,, '' NonFac ''e;Fac 

TOTAL CLINICAL LABOR TIME 1130 N/A 144 

PRE-SERVICE PERIOD TOTAL TIME 1130 60 

SERVICE PERIOD TOTAL TIME 1130 12 

POST -SERVICE PERIOD TIME 1130 72 
PRE-S.ERVI~E PERIOD~U , . '~-'.' 

', ·· •. 1:: .·, '. ;;-··g,r, '. ' :, 
Complete pre-serv1ce diagnostic & referral fonms 1130 5 
Coordinate pre-surgery serv1ces 1130 20 
Schedule space and equipment 1n faCIIrty 1130 8 
Prov1de pre-serv1ce educat1onlobta1n consent 1130 20 
Follow-up phone calls & prescnptlons 1130 7 
Other Chmcal Act1vrty (please speCify) 

SERViCE PERIOD· 2 '·' ' <"' . I~, .... '• ,, 
Pre-service 0 
Intra-service 0 
Post-Service 

01scharge day management 99238-12 m1nutes 
99239 -15 m1nutes 1130 12 
Other Chmcal Act1vrty (please speCify) 

f»OST -SERVICE: ~ERIOD ' ' 
' ' ' ' 

Conduct phone calls/call m prescnpt1ons 

Ltst Number and Level of Office Vtstts 

99211 16 m1nutes 

99212 27 mmutes 

99213 36 m1nutes 2 
99214 53 m1nutes 

99215 63 m1nutes 

Total Office V'ISit Time 1130 0 72 
Other Actlvrty (please speCify) 

MEDICAL SUPPLIES. 1 -: ',' > 

m1mmum v1srt package (mu~ISpeCialty) PEAC pack 2 
post-op 1nC1s1on care krt PEAC kit 1 

l:quipment ::;gc.;,;:;;::: · .• . ,'i~;:}>;le<iL' ~ , ' 
' ' : . ·~ .:• 

exam table E11001 1 
exam lamp E30006 1 

AAVS PE Details Apnl 2003 RUC 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Varicose Vein Stab Phlebectomy 

The CPT Editorial Panel created two new codes and revised one existing code to describe new open surgical procedures to treat 
symptomatic varicose veins. 

CPT code 37765 and 37766 
The specialty society surveyed 41 vascular surgeons for new CPT code 37765 with the following description, Stab phlebectomy of 
varicose veins, one extremity; up to 20 stab incisions, and determined a median RVW of 11.00. During the review of the new codes, 
the specialty society became aware that the recommended work RVUs may be too high. Therefore, the specialty society provided a 
new recommendation based on IWPUT and the building block approach. Survey respondents indicated an intra-service time of 60 
minutes, a pre-service time of 58 minutes, and a post-service time of 81 minutes. The presenters analyzed intensity of the vein 
excision codes 37700, 37720, 37730, 37780, and 37785 which yielded a range of intensities between 0.063 to 0.070, and determined 
that the midpoint of 0.066 could be used as an accurate comparison to the new code. This intensity of 0.66 was multiplied by the 
surveyed intra-service time of 60 minutes. The standard building block method was then used to revised the recommended RVU to 
7.35, which placed the code in proper rank order to the vein excision codes. The typical patient is 10-15 incisions, the original CPT 
proposal recommended a code for up to 15 incision, a code for 16-30 incisions, and more than 30 incisions. The RUC asked the 
specialty society to work with the CPT Editorial Panel to clarify the wording for these codes by modifying the description to indicate 
10-20 incisions. The RUC also requested the addition of a parenthetical note to state for less than 10 incisions, use the unlisted code 
37799. The CPT Editorial Panel has modified the nomenclature for CPT 2004 to read, Stab phlebectomy of varicose veins, one 
extremity; 10-20 stab incisions (For less than 10 use 37999) (For more than 20 incisions, use 37766). 

Similarly, for CPT code 37766, Stab phlebectomy of varicose veins, one extremity; more than 20 incisions, the presenters used the 
0.066 midpoint intensity and building block approach to revise the work relative value determined by the survey respondents. The 
survey respondents indicated a pre-service time of 58 minutes, an intra-service time of 90 minutes, and a post-service time of 81 
minutes. The intra-service time of90 minutes was multiplied by the midpoint intensity for vein excision codes of0.066. A building 
block method was then used to include the pre- and post-service times. This process resulted in a final RVU of9.30, a decrease from 
the originally proposed RVU of 11.00. The RUC agreed that the new values better reflected work for the typical patient, requiring 
between 10-15 incisions and also placed the code in proper rank order, in comparison to the vein excision codes. 

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



The RUC recommends a relative work value of 7.35 for CPT code 37765 and a relative work value of 9.30 for CPT code 37766. 

CPT code 37785 

The specialty society is in the process of submitting a code change proposal request to CPT for existing code 37785 that will address 
various issues, including the "recurrent" issue and will survey the code after the nomenclature has been revised. 

Practice Expense 

h T e practice expense mputs were accepte d b . d d as su m1tte , an h d h" d . are attac e to t IS recommen at10n. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•37765 Zl Stab phlebectomy of varicose veins, one 090 7.35 
extremity; 10 - 20 stab incisions 

(For less than 10 use 37999) 

(For more than 20 incisions, use 37766) 
•37766 Z2 more than 20 incisions 090 9.30 

£37785 Z3 Ligation, division, and/or excision of recurrent or 090 3.84 

secondary varicose veins fcluster{s}~, one leg (no change) 

(37787 has been deleted. To report, use 37785 
with modifier '-50') 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION Apri12003 

CPT Code: 37765 Tracking No: ZlGlobal: 090 RUC Recommended RVW: 7.35 

Descriptor: Stab phlebectomy ofvaricose veins, one extremity; 10-20 stab incisions, (For less than 
10 use 37999) (For more than 20 incisions, use 37766) 

SURVEY Vignette (Typical Patient- this information supplied to survey respondents) 

A 70-year-old man with a lifelong history of slowly enlarging left lower extremity varicose veins complains of 
pain and heaviness in the leg when trying to participate in the daily exercise routine recommended by his PCP. 
He has failed a trial of medical-grade graduated compression stockings. Stab phlebectomy is performed. 

Clinical Description of Service: (this information was not provided to survey respondents) 

Pre-service work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the skin 
incision. This activity includes obtaining and reviewing the previous work-up, with special attention to 
potential cardiovascular risk factors. The peripheral vascular exam and the preoperative noninvasive studies are 
reviewed. Informed consent, citing potential risks, is reviewed for the final time with patient and family. 
Discussion is held with the anesthesiologist to determine the anesthetic of choice. A discussion is held with OR 
nurses regarding appropriate draping to expose all symptomatic veins. Unique to stab phlebectomy is the vein 
marking that must be performed immediately before the operation. Since even very large varicosities collapse 
when a patient is supine, the target veins must be marked with the patient erect. This is typically performed with 
the patient on a small pedestal in the pre-operative holding area. The surgeon uses a large magic marker, or 
"Sharpie," placing a mark over each varicosity that will be excised. Each vein is marked individually in what 
oftentimes looks like a topographical map when completed. Other routine preoperative work includes dressing, 
scrubbing, supervising patient positioning, waiting for the anesthetic to become effective, prepping, and draping 
the patient. 

Intra-service work: 
• Incise skin over one of the marked veins using a very small scalpel blade 
• This is oftentimes performed by surgeon wearing optical magnifying "loupes" 
• Gently dissect subcutaneous tissue to find vein 
• Pass instrument or "crochet hook" around vein 
• Using gentle traction and twisting motion, extract vein through skin incision 
• Use Kitner or other soft pad instrument to bluntly dissect soft tissue from vein 
• Evert as much vein as possible through incision 
• Perform final phlebectomy of everted vein with a snapping motion 
• Hold pressure over phlebectomy site 
• When hemostasis is achieYed move to next site. 
• Close incisions with a si~gle subcuticular dissolving suture or a steri-strip 
• Repeat up to 20 x individmil skin incisions 

Post-service work: 

Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Results of the procedure are discussed with the patient once 
he or she is fully awake. This service is most often performed as a "same-day" surgery. Discharge management 
takes place once the anesthetic has resolved completely, and includes providing activity advice and warnings to 
patient and family, and arranging office follow-up for wound checks, etc. All related post-discharge care for 
remainder of the global period (90 days) is included in this service. 
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SURVEY DATA 

Presenters: Gary Seabrook, M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 37765 

Sample Size: 200 I Resp n: 41 I Resp %: 21% 

Sample Type: Random 

Low 25th pctl Median 75th pctl Hig_h 

SurveyRVW: 7.80 9.00 11.00 12.00 19.00 

Pre-Service Evaluation Time: 33 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 60 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 25 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 18 99238 X Yz 

Office time/visit(s): 38 99213 x1, 99212 x1 
. . .. 

*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

Note: 9 survey respondents noted that their typical patient is younger than the vignette patient, and female. 



KEY REFERENCE SERVICE: 

CPT Descriptor 

37500 
Vascular endoscopy, surgical, with ligation of perforator veins, 
subfascial (SEPS) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

TIME ESTIMATES (MEDIAN) 
Pre-service 

Intra-servtce 

Same Day Immediate Post-service 

Critical care 

Other hospital visit 

Discharge day management 

Office visit 

TOTAL TIME 

INTENSITY/COMPLEXITY MEASURES (mean) 
Intensity comparison survey count 
TIME SEGMENTS 

Pre-service 
Intra-service 

Post-service 

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 
reviewed and analyzed 

Urgency of medical decision making 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 

Outcome depends on the skill and judgment of physician 

Estimated risk of malpractice suit with poor outcome 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 
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'03RVW Glob 

11.00 090 

SvyCPT Ref CPT 
37765 37500 

58 90 

60 90 

25 30 

0 0 

0 0 

18 18 

38 61 

199 289 

13 13 

1.92 2.31 

2.31 2.62 

1.77 2.08 

2.08 2.46 

2.08 2.38 

1.31 1.38 

1.69 2.08 

2.08 2.54 

2.08 2.23 

We recommend the 25th percentile survey response, an RVW of 9.0, based on a comparison to the reference 
service plus additional rationale data presented on page 5. 

Stab phlebectomy of varicose veins is a unique new service, and there were no similar services, from a clinical 
perspective, on the vascular surgery reference list. A laparoscopic operation to treat incompetent perforator veins 
was chosen for comparison (CPT 37500, RVW 11.00). The new service has 32 minutes less pre-time, 30 minutes 
less intra-time, and 28 minutes less post-time than the reference. Most intensity and complexity measures for the 
new service were less than corresponding values for the reference service. Review of these data suggests that the 
new service RVW should be less than the median survey value of 11.00. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT Analysis: 

The following building block analysis compares the time and visit pattern of the new code to the reference service 
37500. Time and visits are reasonably similar. Using the 25th percentile RVW of9.00, the new service calculated 
IWPUT is 0.094. The reference has an IWPUT of 0.068. Conclusion from this exercise is that new service RVW 
should not be more than 25th percentile. 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
37765 

Svy Data 
Time 

43 
15 

Time 
25 

Visitn 

0.5 

1 
1 

Time 
60 

B c 
MFSRVW: 9.00 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 0.96 
0.0081 0.12 

1.08 
Intensity (=time x ints'y) 
0.0224 0.56 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 
0.64 
1.28 0.64 
1.75 
1.73 
1.08 
0.65 0.65 
0.43 0.43 
0.17 

2.28 
II IWPUT II INTRA-RVW 

II 0.094 II 5.64 

D E F 
37500 MFS RVW: 11.00 

Svy Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

80 0.0224 1.79 
10 0.0081 0.08 

1.87 
Time Intensity (=time x ints'y) 

30 0.0224 0.67 
Visitn E/M RVW (=n x RVW) 

4.00 
1.51 
1.06 
0.64 

0.5 1.28 0.64 
1.75 
1.73 
1.08 

2 0.65 1.30 
1 0.43 0.43 

0.17 
3.04 

Time Jl IWPUT II INTRA-RVW 
90 II 0.068 II 6.09 
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2. Comparison with services with similar RVW, intra-time and total-time 

Since there are no clinically similar vascular surgery services for comparison we searched the RUC database for 
procedures with time values that match our survey data and RVWs that match our recommendation. Specifically, 
the search parameters were RVW ~ 9.00 and intra-time of :S60 minutes, and total time of :S199 minutes. These 
search criteria provided a list of all services that are valued at or higher than our recommendation, with intra and 
total times the same or less than our new service. There are 26 such services across a wide variety of specialties, 
including two procedures that provide grounds for a clinical comparison (see table below). 

The two closest services on this table from a clinical perspective are CPT 17107 and 17108, Destruction of 
cutaneous vascular proliferative lesions. These two services underwent RUC analysis in 1995. Both are 90-day 
globals with RVWs greater than our new service recommendation of9.0. Both comparison services have intra
times less than the 60 minutes of our new service (171 07 has 30 min intra, 17108 has 45 min intra). In addition, 
both services have total time significantly less than the 199 minutes of our new service ( 17107 has 80 min intra, 
17108 has 95 min intra). Thus, these two vascular ablation procedures have higher RVWs for less time than we are 
recommending for 37765 

Based on this comparison with clinical services that also deal with vascular lesions, and in light of fact that 
these services have higher RVWs but less intra and total time, we believe the 251

h percentile RVW of 9.0 is 
appropriate for the new service 37765. 

RUC Database Services with RVW >9.0, Intra time <60, and Total time <199 minutes 
Sorted in order of increasing RVW 

Proposed service and best clinical comparisons are in Bold 

RUC 
CPT Descriptor RVW Global Time Intra Total meeting 

source time time date 

37765 Stab phlebectomy of varicose veins, one extremity; up to 9.00 090 RUC 60 199 RUC 
and including 20 incisions proposed survey April 

2003 
66850 Removal of lens material; phacofragmentation technique 9.11 090 Harvard 44 189 Aug95 

(mechanical or ultrasonic) (eg, phacoemulslfication), with 
aspirat1on 

17107 Destruction of cutaneous vascular proliferative lesions 9.16 090 RUC 30 80 Aug95 
(eg, laser technique); 10.0- 50.0 sq em 

15839 Exc1s1on, excessive skin and subcutaneous tissue (including 9.38 090 Harvard 43 199 
lipectomy); other area 

22850 Removal of posterior nonsegmental1nstrumentation (eg, 9 52 090 Harvard 60 199 
Harnngton rod) 

69676 Tympanic neurectomy 9.52 090 Harvard 58 171 

49520 Repa1r recurrent inguinal hernia, any age; reducible 9.63 090 RUG 60 183.5 August 
2000 

69650 Tympanoplasty with mastoidectomy (Including canalplasty, 9.66 090 Harvard 51 160 
middle ear surgery, tympanic membrane repair), Stapes 
mob1hzation 

45190 Destruction of rectal tumor (eg, electrodess1cat1on, 9.74 090 Harvard 0 167 May94 
electrosurgery, laser ablat1on, laser resection, cryosurgery) 
transanal approach 

69666 Repa1r oval w1ndow fistula 9.75 090 Harvard 57 174 

69667 Repa1r round window fistula 9.76 090 Harvard 57 169 

61609 Transection or ligation, carotid artery 1n cavernous sinus; 9.89 zzz Harvard 0 157 Jan93 
without repair (L1st separately in add1t1on to code for primary 
procedure) 

61609 Transection or ligation, carotid artery 1n cavernous sinus; 9.89 zzz Harvard 0 157 Jan93 
without repair (List separately in addition to code for pnmary 
procedure) 

66852 Removal of lens material; pars plana approach, w1th or 9.97 090 Harvard 48 193 Aug95 
without vitrectomy 
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23430 T enodes1s of long tendon of bleeps 998 090 Harvard 60 199 Editorial 

44950 Appendectomy; 10 090 Harvard 37 175 Aug95 

66930 Removal of lens material, intracapsular, for dislocated lens 10.18 090 Harvard 47 192 Aug95 

66984 Extracapsular cataract removal with 1nsert1on of intraocular 10.23 090 RUC 50 190 Aug95 
lens prosthesis (one stage procedure), manual or mechanical 
technique (eg, irrigation and aspiration or 
phacoemulsification) 

65850 Trabeculotomy ab externo 10.52 090 Harvard 44 160 

37565 L1gat1on, internal jugular vein 10.88 090 Harvard 42 177 Editorial 

58920 Wedge resection or b1sect1on of ovary, umlateral or bilateral 11.36 090 Harvard 53 178 August 
2000 

54650 Orchiopexy, abdominal approach, for mtra-abdominal test1s 11.45 090 Harvard 0 199 Apr93 
(eg~ Fowler-Stephens) 

45170 Excis1on of rectal tumor, transanal approach 11.49 090 Harvard 57 198 

59150 Laparoscop1c treatment of ectopic pregnancy; w1thout 11.67 090 Harvard 58 199 August 
salpingectomy and/or oophorectomy 2000 

22840 Postenor non-segmental instrumentation (eg, Harrington rod 12.54 zzz RUC 60 60 Apr95 
technique, pedicle fixat1on across one interspace, atlantoaxial 
transarticular screw fixation, sublammar wiring at C1, facet 
screw fixation) 

67220 Destruction of localized lesion of choro1d (eg, choroidal 13.13 090 RUC 25 152 May98 
neovascularizabon), photocoagulation (eg, laser), one or 
more sessions 

17108 Destruction of cutaneous vascular proliferative lesions 13.2 090 RUC 45 95 Aug95 
(eg, laser technique); over 50.0 sq em 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

As noted in our CPT application, this service will be reported by itself in a substantial proportion 
of cases. At other times it will be reported with services that treat incompetent greater or lessor 
saphenous vein, such as 37700, 37720, 37730, or 37735. 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibthty to describe exactly what components the procedure included. 
Multiple codes are used to mamtain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

The following table presents the new code along with the procedure that is most likely to be reported 
simultaneously in situations when the new procedure is reported with multiple codes 

CPT Shortened Global RVW Mult Pre Time Intra Post 
Descriptor Procedure Time time 

Reduction 
37765 Stab 090 9.00 9.00 58 60 81 

phlebectomy 
37720 Ligation and 090 5.66 2.83 27Hvd 83Hvd 102 Hvd 

division and 
complete 
stripping of 
long or short 
saphenous vein 

Total 11.83 143 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

37799 Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Commonly Sometimes 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Frequency: 4,500 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Frequency: 2,500 

Do many physicians perform this service across the United States? Yes 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY RECOMMENDATION April2003 

CPT Code: 37766 Tracking No: Z2 Global: 090 RUC Recommended RVW: 9.30 

Descriptor: Stab phlebectomy of varicose veins, one extremity; more than 20 incisions 

SURVEY Vignette (Typical Patient- this information supplied to survey respondents) 

A 70-year-old man with a lifelong history of slowly enlarging left lower extremity varicose veins complains of 
pain and heaviness in the leg when trying to participate in the daily exercise routine recommended by his PCP. 
He has failed a trial of medical-grade graduated compression stockings. Stab phlebectomy is performed 

Note: This is same patient as 37765 except that he has more veins requiring treatment. 

Clinical Description of Service: (this information was not provided to survey respondents) 

Pre-service work: 
Pre-service work begins after the decision to operate is made, from the day before the operation until the skin 
incision. This activity includes obtaining and reviewing the previous work-up, with special attention to 
potential cardiovascular risk factors. The peripheral vascular exam and the preoperative noninvasive studies are 
reviewed. Informed consent, citing potential risks, is reviewed for the final time with patient and family. 
Discussion is held with the anesthesiologist to determine the anesthetic of choice. Discussions are held with OR 
nurses regarding appropriate draping to expose all symptomatic veins. Unique to stab phlebectomy is the vein 
marking that must be performed immediately before the operation. Since even very large varicosities collapse 
when a patient is supine, the target veins must be marked with the patient erect. This is typically performed with 
the patient on a small pedestal in the pre-operative holding area. The surgeon uses a large magic marker, or 
"Sharpie," placing a mark over each varicosity that will be excised. Each vein is marked individually in what 
oftentimes looks like a topographical map when completed. Other routine preoperative work includes dressing, 
scrubbing, supervising patient positioning, waiting for the anesthetic to become effective, prepping, and draping 
the patient. 

Intra-service work: 
• Incise skin over one of the marked veins using a very small scalpel blade 
• This is oftentimes performed by surgeon wearing optical magnifying "loupes" 
• Gently dissect subcutaneous tissue to find vein 
• Pass instrument or "crochet hook" around vein 
• Using gentle traction and twisting motion, extract vein through skin incision 
• Use Kitner or other soft pad instrument to bluntly dissect soft tissue from vein 
• Evert as much vein as possible through incision 
• Perform final phlebectomy of everted vein with a snapping motion 
• Hold pressure over phlebectomy site 
• When hemostasis is achieved move to next site. 
• Close incisions with a single subcuticular dissolving suture or a steri-strip 
• Repeat 21 + individual skin incisions 

Post-service work: 

Post-service work begins after skin closure. Tasks include apply dressings, transfer patient to stretcher, 
accompany patient to recovery area, write orders, dictate operative note, communicate with the patient's family, 
communicate with referring and consulting physicians, and participate with the anesthesiologist in the recovery 
area to ensure smooth emergence from anesthesia. Results of the procedure are discussed with the patient once 
he or she is fully awake. This service is most often performed as a "same-day" surgery. Discharge management 
takes place once the anesthetic has resolved completely, and includes providing activity advice and warnings to 
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patient and family, and arranging office follow-up for wound checks, etc. All related post-discharge care for 
remainder of the global period (90 days) is included in this service. 

SURVEY DATA 

Presenters: Gary Seabrook, M.D., Robert Zwolak, M.D. 

Specialty: American Association for Vascular Surgery 

CPT Code: 37766 

Sample Size: 200 I Resp n: 41 I Resp %: 21% 

Sample Type: Random 

Low 25th octl Median 75th octl Hieh 

SurveyRVW: 8.00 11.00 13.00 14.00 20.00 

Pre-Service Evaluation Time: 33 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 70 90 90 120 210 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 25 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 18 99238 X 0.5 

Office time/visit(s): 38 99213 X 1, 99212 X 1 
.. .. 

*Phys1c1an standard total mmutes per ElM viSit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
Note: 9 survey respondents noted that their typical patient is younger than the vignette patient. 



KEY REFERENCE SERVICE· 

CPT Descriptor 

37500 
Vascular endoscopy, surgical, with ligation of perforator veins, subfascial 
(SEPS) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE· . 

TIME ESTIMATES (MEDIAN) 
Pre-service 
Intra-service 
Same Day Immediate Post-service 
Critical care 
Other hospital visit 
Discharge day management 
Office visit 
TOTAL TIME 
INTENSITY/COMPLEXITY MEASURES (mean) 
Intensity comparison survey count 
TIME SEGMENTS 
Pre-service 
Intra-service 
Post-service 
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 reviewed and analyzed 
Urgency of medical decision making 
TECHNICAL SKILL/PHYSICAL EFFORT 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 
Outcome depends on the skill and judgment of physician 
Estimated risk of malpractice suit with _poor outcome 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 
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'03 
RVW Glob 

11.00 090 

SvyCPT Ref CPT 
37766 37500 

58 90 
90 90 
25 30 
0 0 
0 0 
18 18 
38 61 

229 289 

13 13 

2.14 2.57 
2.43 2.79 
1.93 2.21 

2.00 2.50 

2.14 2.50 

1.50 1.57 

1.86 2.29 
2.29 2.79 
2.29 2.50 

We recommend the 251
h percentile survey response, an RVW of 11.0, based on a comparison to the reference 

service ]plus additional rationale data presented on pages 5 & 6. 

Stab phlebectomy of varicose veins is a unique new service, and there were no similar services, from a clinical 
perspective, on the vascular surgery reference list. A laparoscopic operation to treat incompetent perforator veins 
was chosen for comparison (CPT 37500, RVW 11.00). The new service has 32 minutes less pre-time, exactly the 
same intra-time, and 28 minutes less post-time than the reference. Most intensity and complexity measures for the 
new service were slightly less than corresponding values for the reference. Review of these data suggests that the 
new service RVW should be less than the median survey value of 13.00. 
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ADDITIONAL RATIONALE 

If your society has used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work 
Relative Value Recommendations for the appropriate formula and format. 

1. IWPUT Analysis: 

The following building block analysis compares the time and visit pattern of the new code to the reference service 
3 7500. Time and visits are reasonably similar. Using our recommended 25th percentile RVW of 11.00, the new service 
calculated IWPUT is 0.085. The reference has an IWPUT of0.068. Conclusion from this exercise is that new service 
RVW should not be more than 25th percentile. 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
37766 

Svv Data 
Time 

43 
15 

Time 
25 

Visitn 

0.5 

1 
1 

Time 
90 

B c 
MFSRVW: 9.00 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 0.96 
0.0081 0.12 

1.08 
Intensity (=time x ints'y) 
0.0224 0.56 

E/M RVW (=n X RVW) 
4.00 
1.51 
1.06 
0.64 
1.28 0.64 
1.75 
1.73 
1.08 
0.65 0.65 
0.43 0.43 
0.17 

2.28 

II IWPUT II INTRA-RVW 

II 0.085 II 7.64 

D E F 
37500 MFSRVW: 11.00 

Svv Data RUC Std. RVW 
Time IntensitY (=time x ints'y) 

80 0.0224 1.79 
10 0.0081 0.08 

1.87 
Time Intensity (=time x ints'y) 

30 0.0224 0.67 
Visitn E/M RVW (=n x RVW) 

4.00 
1.51 
1.06 
0.64 

0.5 1.28 0.64 
1.75 
1.73 
1.08 

2 0.65 1.30 
1 0.43 0.43 

0.17 
3.04 

Time II IWPUT II INTRA-RVW 
90 II 0.068 I 6.09 
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2. Comparison with services with similar RVW, intra-time and total-time 

Since there are no clinically similar vascular surgery services for comparison we searched the RUC database for 
procedures with time and RVWs that match our survey data and recommended new service RVW. Specifically, 
the search parameters were RVW ~ 11.00 and intra time ::S90 minutes, and total time ::S229 minutes. These search 
criteria provided a list of all services that are valued at or higher than our recommendation, with intra and total 
times the same or less than our new service. There are 26 such services across a wide variety of specialties, 
including one service provides grounds for clinical comparison (see table below). 

The closest service on this table from a clinical perspective is CPT 17108 Destruction of cutaneous vascular 
proliferative lesions (bolded in table, next page). Both 17108 and the new service treat vascular lesions involving 
the skin and subcutaneous structure. 17108 underwent RUC analysis in 1995. It is a 90-day global with RVW of 
13.20, significantly greater than our new service recommendation of 11.0. 17108 has intra time of 45 minutes, 
significantly less than the 90-minute intra time of our new service. In addition, 17108 has total time of 95 minutes, 
significantly less than the 223-minute total time of our new service. Thus, the comparison vascular ablation 
procedure has a higher RVW for significantly less time than we are requesting for 37766. 

Based on this comparison with a clinical service that also treats vascular lesions, and! in light of fact that the 
comparison service has an RVW of 13.20 but less intra and total time than the new service, we believe an 
RVW of 11.0 (25tb percentile value) is appropriate for the new service. 

RUC Database Services with RVW ~11.0, Intra time ~90 and Total time ~223 minutes 
Sorted in order of increasing RVW 

Proposed service and best clinical reference (next page) are in Bold 

CPT Descriptor RVW Global Time Intra Total RUC 
Source time time meeting 

37766 Stab phlebectomy of varicose veins, one 11.00 090 RUC 90 223 April2003 
extremity, >20 incisions proposed 

69905 Labynnthectomy; transcanal 11.1 090 Harvard 73 197 

77778 Interstitial radiation source application; 11.19 090 Harvard 0 200 
complex 

58920 Wedge resection or bisection of ovary, 11.36 090 Harvard 53 178 August 
unilateral or bilateral 2000 

54650 Orchiopexy, abdominal approach, for mtra- 11.45 090 Harvard 0 199 Apr93 
abdominal testis (eg, Fowler-Stephens) 

21248 Reconstruction of mandible or maxilla, 11.48 090 Harvard 76 220 
endosteal1mplant (eg, blade, cylinder); partial 

45170 Excision of rectal tumor, transanal approach 11.49 090 Harvard 57 198 

49560 Repair initial incision a I or ventral hernia; 11.57 090 Harvard 73 212 Editorial 
reducible 

49560 Repair initial InCISion a I or ventral herma; 11.57 090 RUC Time 90 221 August 
reducible 2000 

49560 Repa1r in1t1al mc1s1onal or ventral herma; 11.57 090 RUC- T1me 90 221 Apr93 
reducible 

47100 Biopsy of liver, wedge 11 67 090 Harvard 51 213 Feb94 

59150 Laparoscop1c treatment of ectopic pregnancy; 11 67 090 Harvard 58 199 August 
without salpingectomy and/or oophorectomy 2000 

58662 Laparoscopy, surg1cal; w1th fulguration or 11.79 090 RUCTime 80 185 5 Apr97 
excision of lesions of the ovary, pelvic v1scera, 
or pentoneal surface by any method 

27880 Amputation, leg, through t1b1a and fibula; 11.85 090 Harvard 68 143 

69660 Stapedectomy or stapedotomy with 11 9 090 Harvard 72 188 Aug95 
reestablishment of ossicular continuity, with or 
without use of foreign matenal; 

22845 Anterior instrumentation; 2 to 3 vertebral 11.96 zzz. Harvard 62 62 Ed1tonal 
segments 

22845 Antenor instrumentation; 2 to 3 vertebral 11.96 zzz. Harvard 62 62 Aug95 
segments 

22845 Anterior instrumentation; 2 to 3 vertebral 11.96 zzz. RUCTime 90 90 Apr95 
segments 
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CPT Descriptor RVW Global Source Intra Total RUC 
time time meeting 

22840 Posterior non-segmental instrumentation (eg, 12.54 llZ RUC Time 60 60 Apr95 
Harnngton rod technique, pedicle fixat1on 
across one interspace, atlantoaxial 
transarticular screw fixation, sublaminar w1rmg 
at C 1 , facet screw fixation) 

67228 Destruction of extens1ve or progressive 12.74 090 Harvard 69 192 
retinopathy (eg, diabetic retinopathy), one or 
more sessions; photocoagulation (laser or 
xenon arc) 

66605 lndectomy, with corneoscleral or corneal 12.79 090 Harvard 59 208 
sect1on; w1th cyclectomy 

57288 Sling operat1on for stress incontinence (eg, 13 02 090 Harvard 64 220 
fasc1a or synthetic) 

67220 Destruction of localized lesion of choro1d (eg, 13.13 090 RUCTime 25 152 May98 
choroidal neovascularization ); 
photocoagulation (eg, laser), one or more 
sessions 

17108 Destruction of cutaneous vascular 13.2 090 RUCTime 45 95 Aug95 
proliferative lesions (eg, laser technique); 
over 50.0 sq em 

47600 Cholecystectomy, 13.58 090 Harvard 64 223 Aug95 

59410 Vag1nal delivery only (with or without 14.78 MMM Harvard 42 222 Jun93 
ep1s1otomy and/or forceps); including 
[postpartum care 

69662 Rev1sion of stapedectomy or stapedotomy 15.44 090 Harvard 83 211 Aug95 



Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 
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Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

As noted in our CPT application, this service will be reported by itself in a substantial proportion 
of cases. At other times it will be reported with services that treat incompetent greater or lesser 
saphenous vein, such as 37700, 37720, 37730, or 37735. 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure mcluded. 
Multiple codes are used to maintain consistency with similar codes. 
Histoncal precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

The following table presents the new code along with the procedure that is most likely to be reported 
simultaneously in situations when the new procedure is reported with multiple codes 

CPT Shortened Global RVW Mult Pre Intra Post 
Descriptor Procedure Time Time time 

Reduction 
37766 Stab 090 11.00 11.00 58 90 81 

phlebectomy 
37720 Ligation and 090 5.66 2.83 27Hvd 83Hvd 102 Hvd 

division and 
complete 
stripping of 
long or short 
saphenous 
vein 

Total 13.83 173 
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FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

3 7799 Unlisted procedure, vascular surgery 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Commonly Sometimes 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Frequency: 500 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Vascular Surgery, Plastic Surgery, General Surgery Frequency: 250 

Do many physicians perform this service across the United States? Yes 



CPT Code: See Below 
Specialty Society('s) AAVS 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

CPT DESCRIPTION GLOBAL 
37765 Stab phlebectomy of varicose veins, one extremity; up to and including 20 90 

incisions 
37766 Stab phlebectomy of varicose veins, one extremity; more than 20 incisions 90 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from the American Association of Vascular Surgeons representing a 
broad mix of categories of type of practice and geographic areas. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 6 minutes of clinical staff time for work related to outpatient discharge. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Minimal supplies and equipment necessary to perform the procedures and for post op visit supplies are 
presented. 



37765-66 PE Details (April 2003 RUC) 

GLOBAL PERIOD· :• · ·, . 

TOTAL CLINICAL LABOR TIME 

PRE-SERVICE PERIOD TOTAL TIME 

SERVICE PERIOD TOTAL TIME 

POST-SERVICE PERIOD TIME 

Complete pre-servtce dtagnosltc & referral forms 

Coordtnate pre-surgery servtces 

Schedule space and equtpment tn faalrty 

Provtde pre-servtce educatton/obtatn consent 

Follow-up phone caDs & prescnpltons 

Other Chntcal Acltvrty (please speCify) 

Pre-service 

Intra-service 

Post-Service 
Dtscharge day management 99238-12 mtnutes 
99239 -15 mtnutes 

Other Chntcal Acltvrty (please speCify) 

POST-SERVICE PERIOD , 

Conduct phone calls/calltn prescnpltons 

List Number and Level of Office Visits 

99211 16 mtnutes 

99212 27 mtnutes 

99213 36 mtnutes 

99214 53 mtnutes 

99215 63 mtnutes 

Total Office VIsit Time 

Other Acltvrty (please speCify) 

MEDICAL S.UPPLIES 

mtntmum vtsrt package (muHtspectalty) 

post-op tnetston care krt 

Equipmeni'iv ·.:.~ ... ' 
exam table 

exam lamp 

AAVS PE DetailS 

'0"'7·' ' " 

CMSSTAFF 
TYPE,MED 

SUPPLY, OR 
EQUIP CODE 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

PEAC oack 

PEAC kit 

,.:r: 

E11001 

E30006 

37765 " '37766 
Stab phlebectomy of Stab phlebectomy of • 

__ yan~_v_~ms~ one vafu:~se ve1n_s, ~ne 
;: extrem1ty; up to and. .·extremity, more than 
lnChJdlnQ 20.irlCISIOrlS lrL' 20 InCISIOns ' 

C ;. ~ : ,, "": . .:;:1: f.z~~· .; " 

.. NonFac ' Fac" · NonFac 

N/A 129.0 N/A 129.0 

60.0 60.0 

6.0 6.0 

63.0 63.0 

5 5 
20 20 
8 8 

20 20 
7 7 

0 0 
0 0 

6 6 

1 1 
1 1 

63 63 

,, ' ' 'i'):) lii;;t~:.;' 
2 2 
1 1 

''<•~. " <i<,.~?l,;,,~ ~~y\;i • .,j ' 

1 1 
1 1 

Apnl 2003 RUC 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Bone Marrow Procedures 

CPT codes 38207-38215, which describe a series ofbone marrow and stem cell harvesting services, were created for CPT 2003 and 
will be slightly modified in CPT 2004. The RUC had previously reviewed this series of services and had developed interim work 
relative value recommendations. The RUC had requested that the specialty re-survey these codes after the CPT Editorial revised the 
nomenclature for the codes. In the December 31, 2002 Final Rule, CMS announced that it had decided that relative values should not 
be assigned to these services. 

At the April 2003 RUC meeting, the specialty informed the RUC that they were currently discussing this issue with CMS and hoped 
to resolve the issue regarding the assignment ofwork relative values to these services in the near future. Upon resolution of this issue 
with CMS, the specialty will conduct a survey and present relative value recommendations to the RUC. The specialty requested that 
the RUC's earlier "interim" recommendations remain in effect until the specialty has the opportunity to re-survey these codes. The 
RUC accepted this request and AMA RUC staff will monitor the specialties discussions with CMS to determine an appropriate time to 
re-schedule this issue on the RUC' s agenda. 

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

Codes 38207 - 38215 descnbe vanous steQS used to Qreserve, QreQare and Qunfv bone marrow/stem cells Qnor to transQlantatton or 
reinfuswn. Each code may be reQorted only once Qer day regardless of the guantttv ofbone marrow/stem cells mamQulated. 

38207 X3 Transplant preparation of hematopoietic progenitor cells; XXX 0.47 
cryopreservation and storage 

(mterim) 

(For diagnostic cryopreservation and storage, see 88240) 

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



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

38208 X4 thawing of previously frozen harvest, without washing XXX 0.56 

(For diagnostic thawing and expansion of frozen cells, (mtenm) 

see 88241) 

38209 X5 thawing of :Qreviously frozen harvest, with washing ef XXX 0.24 
harvest 

(interim- based on 
old language, will 

need to be adjusted) 

38210 X6 specific cell depletion within harvest, T -cell depletion XXX 0.94 

(mtenm) 

38211 X7 tumor cell depletion XXX 0.71 

(mtenm) 

38212 X8 red blood cell removal XXX 0.47 

(interim) 

38213 X9 platelet depletion XXX 0.24 

(interim) 

38214 X10 plasma (volume) depletion XXX 0.24 

(mterim) 

38215 Xll cell concentration in plasma, mononuclear, or huffy XXX 0.55 
coat layer 

(mterim) 

(Do not re12ort 88180, 88182 in conJunction w1th 38207-38215} 

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



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Esophagogastroduodenoscopy (EGD) with Ultrasound Examination (EUS) 

The CPT Editorial Panel created two new codes and revised two existing codes to clarify the differences in endoscopic ultrasound 
examinations. Code 43237 Upper gastrointestinal endoscopy including esophagus, stomach and either the duodenum and/or jejunum 
as appropriate; with endoscopic ultrasound examination limited to the esophagus represents esophagogastroduodenoscopy with the 
endoscopic ultrasound examination limited to the esophagus. Code 43238 Upper gastrointestinal endoscopy including esophagus, 
stomach and either the duodenum and/or jejunum as appropriate; with transendoscopic ultrasound-guided intramural or transmural 
fine needle aspiration/biopsy(s), esophagus (includes endoscopic ultrasound examination limited to the esophagus) represents 
esophagogastroduodenoscopy (EGD) with the endoscopic ultrasound examination (EUS) and a fine needle aspiration/biopsy limited to 
the esophagus. The existing codes 43242 and 43259 were revised to clarify that they involve an EUS examination of the complete 
upper GI tract, not just one confined solely to the esophagus or solely to the stomach. The specialty societies presented a family of 
esophagogastroduodenoscopy codes, however the initial recommendation omitted code 43259. During the presentation it appeared 
that the value for this code may change since CMS would revisit the valuation of code 43259 after the review of the two new EGD 
codes (43237 and 43238) at the April2003 RUC meeting. The RUC felt that all the EGD codes needed to be examined at the same 
time and asked the specialty to revise its presentation. The following RUC recommendations are based on the revised presentation. 

43237 
This code represents a diagnostic EGD with the ultrasound examination limited to the esophagus. Although the survey data supported 
a higher value, the RUC felt that a value based on the survey data would not place the code in a proper rank order, and the following 
building block approach was used. The value assigned to a diagnostic EGD, code 43235 Upper gastrointestinal endoscopy including 
esophagus, stomach, and either the duodenum and/or jejunum as appropriate; diagnostic, with or without collection of specimen(s) by 
brushing or washing (separate procedure) (work RVU = 2.39) was used a starting point for valuation. The RUC added the 
incremental work assigned to code 43231 Esophagoscopy, rigid or flexible; with endoscopic ultrasound examination (work RVU = 

3.19) and then subtracted the work RVU of code 43000 Esophagoscopy, rigid or flexible; diagnostic, with or without collection of 
specimen(s) by brushing or washing (separate procedure) (work RVU = 1.59), which results in a value of 1.60. This incremental 
work value represents the intra-service work only ofEUS. Adding 1.60 and 2.39 results in a recommendation of3.99 for code 43237. 

The RUC recommends a work RVU of 3.99 for code 43237. 

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



43238 
This code represents diagnostic EGD with the ultrasound examination and fine needle aspiration/ biopsy limited to the esophagus. 
The RUC did not use a building block approach for this code since it would have produced a rank order anomaly. Therefore this code 
was cross walked to other codes outside of the GI endoscopy procedures that involved similar time and complexity. In particular code 
31641 Bronchoscopy, (rigid or flexible); with destruction of tumor or relief of stenosis by any method other than excision (eg, laser 
therapy, cryotherapy) (work RVU = 5.03) had the same intra-service time of70 minutes as 43238. Therefore the RUC agreed to 
crosswalk to value of 5.03 since this was reasonable comparison of physician work and placed the code in proper rank order. 

The RUC recommends a work RVU of 5.03 for code 43238. 

43242 
This code represents EGD with endoscopic ultrasound and fine needle aspiration (FNA)/biopsy. The editorial changes do not reflect 
any change in physician work. This code has been previously valued by the RUC at 7.31 work RVUs. The RUC verified the value of 
this service by comparing it to 52343 Cystourethroscopy; with treatment of intra-renal stricture (eg, balloon dilation, laser, 
electrocautery, and incision) (work RVU = 7.20) 

The RUC recommends a work RVU of7.31 for code 43242. 

43259 
This code represents EGD with endoscopic ultrasound. This code was assigned a value by CMS of 4.89 RVUs after the second five
year review although the RUC recommendation was for 8.59 work RVUs. The current valuation of 4.89 work RVUs presents rank 
order anomalies with other GI endoscopic procedures, including GI endoscopic ultrasound procedures. This codes was compared to 
other GI endoscopy codes with similar complexity such as code 43260 Endoscopic retrograde cholangiopancreatography (ERCP); 
diagnostic, with or without collection ofspecimen(s) by brushing or washing (separate procedure) (work RVU = 5.96 and code 45385 
Colonoscopy,flexible, proximal to splenic flexure; with removal oftumor(s), polyp(s), or other lesion(s) by snare technique (work 
RVU = 5.31). The RUC agreed that the complexity is similar to 45385, but slightly less and recommend an RVU of 5.20. It is 
anticipated that approximately 20% of procedures currently reported with 43259 will now be reported using 43237. The final work 
RVU recommendations take this into account so that the recommended values for the new codes are work neutral recommendations. 

The RUC recommends a work RVU of 5.20 for code 43259. 

Practice Expense 
The RUC approved the practice expense recommendations for 43237 and 43238 that were based on previously approved practice 
expense inputs for GI codes. 

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

Nom-
ber 

43235 Upper gastrointestinal endoscopy including 000 2.39 

esophagus, stomach, and either the duodenum (no change) 
and/or jejunum as appropriate; diagnostic, with or 
without collection of specimen( s) by brushing or 
washing (separate procedure) 

•43237 AAl Upper gastrointestinal endoscopy including 000 3.99 

esophagus, stomach and either the duodenum 
and/or jejunum as appropriate; with endoscopic 
ultrasound examination limited to the esophagus 

(Do not report code 43227 in conjunction with 
76975) 

e43238 AA2 with transendoscopic ultrasound-guided 000 5.03 

intramural or transmural fine needle 
aspirationlbiopsy(s), esophagus (includes 
endoscopic ultrasound examination 
limited to the esophagus) 

(Do not report code 43238 in conjunction 
with 76942 or 76975) 

.A43242 AA3 with transendoscopic ultrasound-guided 000 7.31 

intramural or transmural fine needle (no change) 
aspirationlbiop~y_(sJ (includes endoscopic 

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

Nom-
ber 

ultrasound examination of the esonhagus, 
stomach, and either the duodenum and/or 
jejunum as annronriate) 

.6.43259 AA4 with endoscopic ultrasound examination~ 000 5.20 
including the esonhagus, stomach, and 
either the duodenum and/or jejunum as 
annronriate 

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:43237 

CPT Code: 43237 Tracking Number: AAl Global Period: 000 Recommended RVW: 3.99 

CPT Descriptor: Upper gastrointestinal endoscopy including esophagus, stomach and either the duodenum 
and/or jejunum as appropriate; with endoscopic ultrasound examination limited to the esophagus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62 year old male with progressive dysphagia has been identified to have an 
exophytic mass lesion in the mid and distal esophagus that on prior biopsy is proven to be an adenocarcinoma. A 
CT examination of the chest and abdomen demonstrates thickening of the mid and distal esophagus without 
evidence of distant metastases. The physician is requested to further stage the tumor with endoscopic ultrasound. 
A small caliber gastroscope is inserted per ora into the esophagus and, with some difficulty, is negotiated past the 
tumor into the stomach and duodenum. An esophagogastroduodenoscope (EGD) examination is performed which 
identifies an esophageal tumor that extends into the proximal stomach. The gastroscope is removed and the radial 
scanning echoendoscope is advanced per ora into the esophagus. As the echoendoscope is able to traverse 
approximately 1/3 of the length of the tumor but, due to tumor stenosis (and the larger caliber of the 
echoendoscope compared to the standard EGD), further advancement of the echoendoscope is precluded. On 
imaging, transmural infiltration of the tumor is appreciated and abutment versus invasion of the posterior trachea 
is identified. Several malignant appearing peritumorallymph nodes are identified. No suspicious 
lymphadenopathy is seen in the peri esophageal space proximal to the tumor. The echoendoscope is withdrawn. 
The patient is taken to the recovery suite where postprocedure vital signs are monitored. The physician records a 
postprocedure note, prepares postprocedure orders, dictates a note to the referring physician, and discusses the 
findings with the family and patient. The patient is discharged when vital signs are stable. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Description of Pre-Service Work: 
Review with the patient any symptoms and ascertain if dysphagia has been a problem to identify if technical 
problems may arise when using the larger caliber echoendoscope to traverse the esophagus. A review of the 
patient's allergies and medications is done specifically noting usage of antiplatelet or anticoagulation 
medications. A pre-anesthetic exam with airway assessment and cardiopulmonary evaluation is performed. 
The patient's laboratory studies as they relate to coagulation status and the platelet count are reviewed. The 
patient's x-rays are reviewed. The CT technique and level of resolution are reviewed to determine the 
adequacy of the examination for identifying a neoplastic process. Indicate to the patient that these risks are 
higher with an endoscopic ultrasound examination than standard endoscopy due to the longer exam duration, the 
increased caliber of the instruments as well as the possibility that the lesion may require a transmural biopsy. 
Explain that if the lesion appears to be cystic and undergoes a fine-needle aspiration biopsy that intravenous 
antibiotics will be administered during the exam and oral antibiotics will need to be continued for 48 hours after 
the exam. 

Description of Intra-Service Work: 
An esophagogastroduodenoscope (EGD) examination is performed which identifies an esophageal tumor that 
extends into the proximal stomach. The gastroscope is removed and the radial scanning echoendoscope is 
advanced per ora into the esophagus. As the echoendoscope is able to traverse approximately 1/3 of the length of 
the tumor but, due to tumor stenosis (and the larger caliber of the echoendoscope compared to the standard EGD), 
further advancement of the echoendoscope is precluded. On imaging, transmural infiltration of the tumor is 
appreciated and abutment versus invasion of the posterior trachea is identified. Several malignant appearing 
peritumorallymph nodes are identified. No suspicious lymphadenopathy is seen in the peri esophageal space 
proximal to the tumor. The echoendoscope is withdrawn. 

Description of Post-Service Work: 



CPT Code:43237 
The patient is taken to the recovery suite where postprocedure vital signs are monitored. The physician records a 
postprocedure note, prepares postprocedure orders, dictates a note to the referring physician, and discusses the 
findings with the family and patient. The patient is discharged when vital signs are stable. 

SURVEY DATA 

Presenter(s): 
Maunts Wiersema, MD 
Joel Brill, MD 

Specialty(s): 
American Society of Gastrointestinal Endoscopy 
American Gastroenterological Association 

CPT Code: 43237 

Sample Size: 90 Resp n: 27 Resp%: 30% 

Sample Type: Panel Sample 

Low 25th pctl Median 75th pctl H!g_h 

Survey RVW: 2.39 4.615 4.89 5.865 

Pre-Service Evaluation Time: 21 26 31 31 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 35 40 45 55 

lmmed. Post-time 31.5 36.5 36.5 44 

Post-Service Total Min* CPT code I# of visits 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

9.39 

36 

85 

66.5 



CPT Code:43237 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global 

43235 Upper gastrointestinal endoscopy including esophagus, stomach, 3.58 
and either the duodenum and/or jejunum as appropriate; 
diagnostic, with or without collection of specimen(s) by brushing 
or washing (separate procedure) 

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

Work 
RVU 
2.39 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: All comparisons were to base code 43235 

TIME ESTIMATES (Median} New/Revis. Base Code: 
CPT Code: 43235 
43237 

I Median Pre-Service Ttme 1131 1116 

I Median Intra-Service Time 1145 1125 

Median Immediate Post-service Time 36.5 26.5 
Median Critical Care Time N/A 

Median Other Hospttal Visit Time N/A 

Median Discharge Day Management Time N/A 

Median Office Visit Time N/A 

Median Total Time 112.5 67.5 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.11 I ._12_.6_3 ___ _, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 14 112.33 
tests, and/or other information that must be reviewed and L----__. 
analyzed 

._I u_r-=-ge_n....;cy=--of_m_ed_tc_al_d_ec_ts_io_n_m_ak_i_ng"'----------'~ ._13_. 7_8 __ __.1 ._12_.44 ___ __. 

Technical Skill/Physical Effort (Mean) 

._I T_ec_h_n_ic_al_sk_il_l_req...!.u_ir_ed ___________ ____.l ._14_.3_3 __ __.1 LI2_.3_7 __ __J 

L...l P_hy::....s_ic_al_e_ff_ort_r_eq...!,.u_ir_ed ___________ ____.l ._13_.6_3 __ __.1 L...I2_.1_5 __ __J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 113.69 I ._12_.1_9 ___ _, 



CPT Code:43237 
~lo_u_~_o_m_e_d~~en_d_s_on __ ili_e_sk_il_loo __ d~ju_d~ge_m_e_nt_o_f~ph~y_si_ci_oo ____ ~l~l4_.3 ______ ~1~12_.4_8 ______ ~ 

~...E_s_tim_a_ted __ r_is_k_of_m_a__;lp~r_ac_ti_ce_s_ui_t _w_iili--'poo~_r o_u_tc_o_m_e ______ ___. .... I3_.6_3 ____ ___JII .... 2_5_6 ______ ....J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Ses!ments (Mean} 

I Pre-Service intensity/complexity 113.59 112.04 

I Intra-Service intensity/complexity 11 4 112.41 

I Post-Service intensity/complexity 113.74 112.33 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

This procedure consists of a diagnostic EGD and a transendoscopic ultrasound procedure limited to the 
esophagus. We compared the incremental time, complexity and work value for this code to the diagnostic upper 
GI endoscopy procedure (EGD), code 43235, which has an RVW of2.39. The median incremental RVW 
recommended by the survey respondents over and above the base code was 2.5 RVUs, or a total of 4.89. The 
median incremental intra time over the base code was 20 minutes. The median incremental pre time was 15 
minutes and the median post incremental time was 10 minutes. It is clear that the complexity of this procedure is 
considerably greater than the base code. However, considering the amount of incremental time involved, we 
concluded that the median RVW recommended might be excessive considering the lWPUT that would result. We 
therefore are recommending an RVW of 4.5, which is slightly less than the 25th percentile. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain). ___________________________________ _ 



CPT Code:43237 
2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 

codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



CPT Code:43237 

FREQUENCY INFORMATION 

How was this service previously reported? 43242, 43259 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perfonn this service? If the recommendation is from multiple 
specialties, please provide infonnation for each specialty. 

Specialty Gastroenterology __ Commonly __ Sometimes ---'X=--Rarely 

Specialty _________ _ __Commonly __ Sometimes __ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide infonnation for each specialty. 

Specialty Gastroenterology Frequency __ 4.:.::5~0_,-l~OOO""-"'---

Specialty _________ _ Frequency ______ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Gastroenterology Frequency_-----'5"-'0"--'%"'-o _ 

Specialty _________ _ Frequency ____ _ 

Do many physicians perfonn this service across the United States? Yes _K_No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:43238 

CPT Code: 43238 Tracking Number: AA2 Global Period: 000 Recommended RVW: 5.03 

CPT Descriptor: Upper gastrointestinal endoscopy including esophagus, stomach and either the duodenum 
and/or jejunum as appropriate; with transendoscopic ultrasound-guided intramural or transmural fine needle 
aspirationlbiopsy(s), esophagus (includes endoscopic ultrasound examination limited to the esophagus) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62 year old male with progressive dysphagia has been identified to have an 
exophytic mass lesion in the mid and distal esophagus that on prior biopsy is proven to be a squamous cell 
carcinoma. ACT examination of the chest and abdomen demonstrates thickening of the mid and distal esophagus 
without distant metastases. The physician is requested to further stage the tumor with endoscopic ultrasound. A 
small caliber gastroscope is inserted per ora into the esophagus and, with some difficulty, is negotiated past the 
tumor into the stomach and duodenum. An esophagogastroduodenoscope (EGD) examination is performed which 
identifies a distal esophageal tumor that is partially obstructing and extends into the proximal stomach. The 
gastroscope is removed and the radial scanning echoendoscope is advanced per ora into the esophagus. As the 
echoendoscope is advanced into the esophagus, the physician performs ultrasound evaluation of the esophagus 
and mediastinal structures. The echoendoscope is able to traverse the proximal 1/3 the length of the tumor but, 
due to tumor stenosis (and the larger caliber of the echoendoscope compared to the standard EGD), further 
advancement of the echoendoscope is precluded. On imaging, transmural infiltration of the tumor is appreciated 
but no extension into adjacent structures is seen. Proximal to the beginning of the tumor, a 10-mm lymph node is 
identified into the aortopulmonic window. As this impacts on the operability of the patient, you proceed to 
perform an endoscopic ultrasound-guided biopsy of the lymph node. In order to do so, the radial scanning 
echoendoscope is removed and the linear scanning echoendoscope is advanced per ora into the esophagus to the 
level of the previously identified lymph node at the aortopulmonic window. Using real time ultrasound guidance, 
a 22-gauge needle is advanced through the linear scanning endoscope into the lymph node. With each pass of the 
needle, tissue is obtained and evaluated by the cytotechnologist. After 3 passes, the attendant cytotechnologist 
indicates an adequate specimen has been procured. The endoscope is withdrawn. The patient is taken to the 
recovery suite where postprocedure vital signs are monitored. The physician records a postprocedure note 
describing the endoscopic examination, and dictates a second node describing the ultrasound examination and 
interpretation. The physician prepares postprocedure orders, dictates a note to the referring physician, and 
discusses the findings with the family and patient. The referring physician is called and apprised of the findings. 
The patient is discharged when vital signs are stable. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Description of Pre-Service Work: 
Review with the patient any symptoms and ascertain if dysphagia has been a problem to identify if technical 
problems may arise when using the larger caliber echoendoscope to traverse the esophagus. A review of the 
patient's allergies and medications is done specifically noting usage of antiplatelet or anticoagulation 
medications. A pre-anesthetic exam with airway assessment and cardiopulmonary evaluation is performed. 
The patient's laboratory studies as they relate to coagulation status and the platelet count are reviewed. The 
patient's x-rays are reviewed. The CT technique and level of resolution are reviewed to determine the 
adequacy of the examination for identifying a neoplastic process. Indicate to the patient that these risks are 
higher with an endoscopic ultrasound examination than standard endoscopy due to the longer exam duration, the 
increased caliber of the instruments as well as the possibility that the lesion may require a transmural biopsy. 
Explain that if the lesion appears to be cystic and undergoes a fine-needle aspiration biopsy that intravenous 
antibiotics will be administered during the exam and oral antibiotics will need to be continued for 48 hours after 
the exam. 



CPT Code:43238 
Description of Intra-Service Work: 
An esophagogastroduodenoscope (EGD) examination is performed which identifies a distal esophageal tumor that 
is partially obstructing and extends into the proximal stomach. The gastroscope is removed and the radial 
scanning echoendoscope is advanced per ora into the esophagus. As the echoendoscope is advanced into the 
esophagus, the physician performs ultrasound evaluation of the esophagus and mediastinal structures. The 
echoendoscope is able to traverse the proximal 1/3 the length of the tumor but, due to tumor stenosis (and the 
larger caliber of the echoendoscope compared to the standard EGD), further advancement of the echoendoscope is 
precluded. On imaging, transmural infiltration of the tumor is appreciated but no extension into adjacent 
structures is seen. Proximal to the beginning of the tumor, a 10-mm lymph node is identified into the 
aortopulmonic window. As this impacts on the operability of the patient, you proceed to perform an endoscopic 
ultrasound-guided biopsy of the lymph node. In order to do so, the radial scanning echoendoscope is removed 
and the linear scanning echoendoscope is advanced per ora into the esophagus to the level of the previously 
identified lymph node at the aortopulmonic window. Using real time ultrasound guidance, a 22-gauge needle is 
advanced through the linear scanning endoscope into the lymph node. With each pass of the needle, tissue is 
obtained and evaluated by the cytotechnologist. After 3 passes, the attendant cytotechnologist indicates an 
adequate specimen has been procured. The endoscope is withdrawn. 

Description of Post-Service Work: 
The patient is taken to the recovery suite where postprocedure vital signs are monitored. The physician records a 
postprocedure note describing the endoscopic examination, and dictates a second node describing the ultrasound 
examination and interpretation. The physician prepares postprocedure orders, dictates a note to the referring 
physician, and discusses the findings with the family and patient. The referring physician is called and apprised 
of the findings. The patient is discharged when vital signs are stable. 

SURVEY DATA 

Presenter(s): 
Maurits Wiersema, MD 
Joel Bnll, MD 

Specialty(s): 
American Society of Gastrointestinal Endoscopy 
American Gastroenterological Association 

CPT Code: 43238 

Sample Size: 90 Resp n: 26 Resp%: 29% 

Sample Type: Panel Sample 

Low 25th pctl Median 75th pctl Hjg_h 

Survey RVW: 4.39 6.39 6.89 7.31 10.39 

Pre-Service Evaluation Time: 211 

~~ 31 ~~ 
I -, 
~g 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 45 56.25 70 75 100 

lmmed. Post-time: 31.5 36.5 41.5 46.5 56.5 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. . . 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 44232 



CPT Code CPT Descriptor Global 

43235 Upper gastrointestinal endoscopy including esophagus, stomach, 3.58 
and either the duodenum and/or jejunum as appropriate; 
diagnostic, with or without collection of specimen(s) by brushing 
or washing (separate procedure) 

CPT Code:43238 

Work 
RVU 
2.39 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SEIRVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: All respondents compared procedure to base code 
43235 

TIME ESTIMATES (Median} New/Revis. Base Code: 
CPT Code: 43235 
43238 

I Median Pre-Service Time 1131 1116 
I Median Intra-Service Time 1170 1125 
Median Immediate Post-service Time 41.5 26.5 
Median Critical Care Time N/A 

Median Other Hospital Visit Time N/A 

Median Discharge Day Management Time N/A 

Median Office Visit Time N/A 

Median Total Time 142.5 67.5 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.15 112.54 
management options that must be considered '--------' 

The amount and/or complexity of medical records, diagnostic 14.27 112.31 
tests, and/or other information that must be reviewed and ,__ ___ ___. 

analyzed 

I Urgency of medical decision making 114 04 112.46 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 114.65 112.35 

I Physical effort required 114.38 112.12 
Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 114.31 112.23 



CPT Code:43238 
._I Ou_tc_o_m_e _depe-=--n_d_s _on_th_e_s_k_ill_an_d J=-·u-'dg:;...e_m_en_t_o-'f p,_h-=-ys_ic_ian __ ___.l ._14_.6_9 __ __.1 ._12_.4_6 ___ _, 

._I E_s_tim_a_ted_r_isk_of_m_al....:p_ra_c_tic_e_s_ui_t w_I_·th--'poo'--r_o_u_tc_om_e ___ ___.l LI4_.1_9 __ ___JI L-12_.5_8 ___ ....~ 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time S~ents (Mean} 

I Pre-Service intensity/complexity 113.73 112.08 

I Intra-Service intensity/complexity 114.69 112.5 

I Post-Service intensity/complexity 114.08 112.23 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

This procedure consists of a diagnostic EGD with transendoscopic ultrasound examination limited to the 
esophagus and an ultrasound guided fine needle aspiration/biopsy(s) also limited to the esophagus. We compared 
the incremental time, complexity and work value for this code to the diagnostic upper GI endoscopy procedure 
(EGD), code 43235, which has an RVW of2.39. The median incremental RVW recommended by the survey 
respondents over and above the base code was 4.5 RVUs or a total of 6.89. The median incremental intra time for 
the procedure was 45 minutes and the pre and post incremental time were both 15 minutes each. It is clear that 
the complexity of this procedure is considerably greater than the base code. However, considering the amount of 
incremental time involved, we concluded that the median RVW would be excessive considering the IWPUT that 
would result. It also appears to us that the median time estimates to perform this procedure over and above the 
base code might be excessive. This is particularly true with pre and post time. Currently, esophagoscopy with 
EUS (code 43231) is assigned 3.19 RVWs and the same procedure with fine needle aspiration/biopsy(s) (code 
43232) is assigned an RVW of 4.48. We think the 1.29 increment (4.48 minus 3.19) is an appropriate increment 
for the FNA/biopsy portion of the service over and above the RVW being recommended for code 43237. This 
will avoid the introduction of any rank order anomaly. Thus, we recommend an RVW of 5.79 for code 43238--
4.5 plus 1.29. This recommendation is substantially less than the 25th percentile of the survey data. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 



CPT Code:43238 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 43242, 43259 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Gastroenterology __ Commonly __ Sometimes _X _Rarely 

Specialty _________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Gastroenterology Frequency _____ _ 

Specialty _________ _ Frequency 500-1000 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Gastroenterology Frequency _____ _ 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? Yes _X_No 



CPT Code: 43259 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Global Period: 000 Recommended RVW: 5.20 

CPT Code: 43259 

CPT Descriptor: Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum and/or 
jejunum as appropriate; with endoscopic ultrasound examination 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67-year-old woman who develops painless jaundice is identified to have dilation of 
her bile duct and pancreatic duct on CT scan. A discrete mass lesion is not identified. The patient is referred for 
an endoscopic ultrasound to identify if a mass lesion is present and if so then stage the tumor and determine 
operability. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Joel Brill, MD; Thomas Browning, MD; Maurits Wiersema, MD 

Specialty(s): American Gastroenterological Association (AGA); American Society for Gastrointestinal Endoscopy 

Sample Size: 62 Response Rate: (%):21_ Median RVW: 10.76 

Type of Sample (Circle One): random, !Pane~, convenience. Explanation of sample size: Physician representatives 
from RUC Advisory Committee met to consider revisions to the recommendations from the Five Year Review. 

25th Percentile RVW: 9.56 75th Percentile RVW: 13.74 Low: 4.78 High: 16.73 
Median Pre-Service Time: ___,2=8'------

25th Percentile Intra-Svc Time: 64 
Low: 29 High: 114 

Median Post-Service Time: 

Immediate Post Service Time: 

Median Intra-Service Time: _Q2 

75th Percentile lntra-Svc Time: 74 

Total Time 

36 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 

CONSENSUS PANEL RECOMMENDATIONS 

Pre-Service Time: 28 (Base code pre-time is 16 min.) 

Intra-Service Time.: 69 (Base code intra-time is 25 min.) 

Post-Service Time: 36 (Base code post-time is 26.5 min.) 



KEY REFERENCE SERVICE: 

CPT Code: 43259 
CPT Code: 43259 

CPT Code 
43235 

CPT Descriptor Global Work RVU 
Upper gastrointestinal endoscopy including 
esophagus, stomach, and either the duodenum 
and/or jejunum as appropriate; diagnostic, 
with or without collection of specimen(s) by 
brushing or washing (separate procedure) 

000 2.39 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

._IR_~_o_mm __ e_nd_oo __ Pr_e_-T_w_e ____________________ ~ll28 1._11_6 ______ ~ 

._IR_~_o_mm __ e_nd_oo __ In_tr_~_T~_· _e ____________________ ~ll69 1._12_5 ______ ~ 

R~ommendoo I~ediate Post-service Time 36 26.5 
i======l 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospital Visit Times 

Median Discharge Day Management Time 

Median of Aggregate Office Visit Twes 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.50 112.58 
management options that must be considered L-------' 

The amount and/or complexity of medical records, diagnostic 14.56 112.29 
tests, and/or other information that must be reviewed and ...._ ___ __, 
analyzed 

._I U_r.::::.ge_n_,cy'-o_f_m_ed_i_cal_dec_is_io_n_m_ak_in_,g"------------'1 ._14_.0_3 ____ --'1 ._12_.2_3 ___ _. 

T~hnical Skill/Physical Effort (Mean) 

I ._T_ec_h_n_ic_al_sk_ii_J_re~qu_ir_ed _____________________ ~l._l4_.8_8 ____ __.1~12_.2_6 ____ ~ 

._IP_h~ys_ic_al_e_ffi_ort __ r~~u_ir_ed ______________________ ~ll._4_.2_5 ____ __.1~11_.9_7 ____ ~ 
Psychological Stress (Mean) 

I The risk of Significant complications, morbidity and/or mortality 113.71 I ._12_.2_3 ___ _. 

._I Ou_tc_o_m_e_depe_,__n_d_s _on_th_e _sk_il_l an_d.::_ju_d.:::.ge_m_e_nt_o_f.!...ph....::y_si_ci_an __ --..JI ._14_. 8_4 ____ __.1 ._12_.4_8 ___ _. 



CPT Code: 43259 

._I E_st_im_a_ted_ri_sk_o_f_mal___!,.pr_ac_ti_·ce_s_u_it_w_ith--'poo:..__r_o_u_tc_om_e ___ --JII4.03 I ._13_.00 ___ _, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I Pre-Service intensity/complexity 113.94 112.32 

I Intra-Service intensity/complexity ,,4.76 112.44 

I Post-Service intensity/complexity 113.94 112.18 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 
RUC Advisory Committee members representing ASGE and AGA met to address concerns raised by CMS in the 
November 1, 2001 Final Rule regarding the proposed update in the Five Year Review for CPT code 43259 (EGO 
with EUS). CMS stated concerns about the inconsistency between 43259 and the RUC's reevaluation of CPT 
code 43231. Representatives from Gastroenterology have therefore revised their recommendation for 43259 to 
bring it in line with existing Gl endoscopic codes which include ultrasound examination. The recommended RVWs 
for the EUS codes were all, save one code, below the median survey response and were derived through a 
consensus process that took into account the specific components of the service. 

FREQUENCY INFORMATION 

How was this service previously reported? 43259, RVW 4.59 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Gastroenterology Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Gastroenterology Frequency: 13,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty: Gastroenterology Frequency: 7,500 

Do many physicians perform this service across the United States? NO 



CPT Code: 43237/43238 
Specialty Society('s) ASGE/AGA 

Sample Size: __ _ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

000 Day Global Period 
Out-Of-Office Direct Inputs 

Response Rate: (% ):___ Global Period: 000 

Tracking Number: AAll AA2 Reference Code 1 __ _ Reference Code 2 

Geographic Practice Setting %: Rural Suburban. __ _ 

Type of Practice%: Solo Practice 
~~Single Specialty Group 
~-Multispecialty Group 
~~Medical School Faculty Practice Plan 

----

Urban ·---

Please provide a brief description of the process used to develop your recommendation and the composition 
of your Specialty Society Practice Expense Committee: 

Since most Gastroenterologists do not perform these procedures, input on practice expenses was obtained from 
physicians who are familiar with these services. A consensus committee including representatives of the AGA 
md American Society of Gastrointestinal Endoscopy reviewed the data for codes 43237 and 43238, upper GI 
endoscopy ultrasound (EUS) confined to the esophagus. Analysis of the data revealed that EUS procedures are 
rarely performed outside of the hospital setting; thus the recommendation was made to price the service only in 
the facility setting. The staff time of 19 minutes that is recommended for the pre service activities of office staff is 
consistent with other EUS procedures that have been reviewed by the Practice Expense Advisory Committee 
(PEAC) during 2002 and 2003. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: See spreadsheet attached. 

Intra-Service Clinical Labor Activities: 

HCFA's Clinical Labor Pre- Service Coordination Cost Estimate and 

Staff Type Service Period of Care* Source (if 

Code** Time applicable) 

1130 RNILPNIMTA 19 3 

.. 
*By statim the physician's office dunng the service penod. 
**From HCFA's Labor, Medical Supply, and Equipment List. If not listed, please provide full description, estimated cost, and cost source. 



I 

ACFA's Medical Supplies 
Medical 
Supply 
Code* 

CPT Code: 43237/43238 
Specialty Society('s) ASGE/AGA 

Quantity of Units Used Cost Estimate and Source (if 
Supplies for Purchase applicable) 

*From HCFA's Labor, Medical Supply, and EqUipment List. If not listed, please provide full description, estimated cost, and cost source. 

HCFA's Medical Cost Estimate and 

Equipment Equipment Source (if applicable) 

Code* 

*From HCFA's Labor, Medical Supply, and Equipment List. If not hsted, please provide full description, estimated cost, and cost source. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2003 

Naso- or ORO-Gastric Tube Placement 

A new code for CPT 2001, 43 752, Nasa- or oro-gastric tube placement, requiring physician's skill and fluoroscopic guidance (includes 
fluoroscopy, image documentation and report) was added to CPT for naso- or oro-gastric tube placement by a physician (e.g. requiring 
additional skill or involving additional risk). The cross-reference regarding imaging guidance was deleted, as fluoroscopic guidance is 
now incorporated in the code descriptor. The cross-reference regarding critical care and neonatal intensive care services was revised to 
instruct the user in the appropriate use of this code with these services. 

CMS then reviewed the code and believed that the code should include fluoroscopic guidance. In August 2002, the CPT Editorial Panel 
revised code 43752 for its 2003 cycle to include fluoroscopic guidance, and image documentation and report. For the 2003 Medicare 
Fee Schedule, CMS created code 00272 Nasa/oro gastric tube placement, requiring physician's skill and fluoroscopic guidance 
(includes fluoroscopy, image documentation and report) (Work RVU = 0.32) for one year until an identical CPT code becomes effective. 

In February 2003, the RUC reviewed the specialty society's survey results for CPT Code 43752 carefully in conjunction with relative 
physician work of the following procedures: 

44500 Introduction of long gastrointestinal tube (eg, Miller-Abbott) (separate procedure) (Work R VU = 0.49) 
7 4340 Introduction of long gastrointestinal tube (eg, Miller-Abbott), including multiple fluoroscopies and films, radiological supervision and 
interpretation (Work RVU = 0.54) 
76000 Fluoroscopy (separate procedure), up to one hour physician time, other than 71023 or 71034 (eg, cardiac fluoroscopy) (Work RVU = 0.17) 
91105 Gastric intubation, and aspiration or lavage for treatment (eg,for ingested poisons) (Work RVU = 0.37) 

The RUC understood that the typical patient for CPT code 43752 was one for which there had been multiple failed attempts by hospital 
staff to establish the tube placement. The RUC compared CPT code 43752 to CPT code 44500 and 74340 as fluoroscopy is separately 
reported when performing 44500. A combined work value of 1.03 is computed for this service, as compared to the recommended work 
RVU of0.82 for 43752. The RUC also agreed that CPT code 43752 compared favorably with common complex E&M services. The 
RUC disagreed with CMS's current valuation of the physician work for the code, and believed the specialty society's survey results 
reflected the true physician work involved. The RUC recommends a relative work value for code 43752 of 0.82. 



Practice Expense: 
This service is only provided in a facility setting, therefore, the RUC has not recommended any practice expense inputs for this code. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

.6.43752 Dl Naso- or oro-gastric tube placement, necessitating requiring physician's XXX 0.82 

skill and fluoroscoQic guidance (includes fluoroscom::, image 
documentation and reQort) 

(If imaging guidance is )3erformed, use 76000) 

(For enteric tube placement, see 44500, 74340) 

(Do not report 43752 in conjunction with critical care codes 99291-
99292, er neonatal intensive critical care codes, 99295-99296 ~ .. 
Qediatric critical care codes 99293-99294 or low birth weight intensive 
care service codes 99298-99299) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:43752 

CPT Code: 43752 Tracking Number: Dl Global Period: XXX Recommended RVW: 0.82 

CPT Descriptor: Naso- or oro- gastric tube placement, requiring physician's skill and fluoroscopic guidance 
(includes fluoroscopy, image documentation and report) 

(If imaging guidance is performed, 1:1se 76000) 

(For enteric tube placement, see 44500, 74340) 

(Do not report 43752 in conjunction with critical care codes 99291-99292, er neonatal iHtensive critical care 
codes, 99295-99296 9W&, pediatric critical care codes 99293-99294 or low birth weight intensive care service 
codes 99298-99299) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 74 year old patient with a known hiatal hernia recently suffered a stroke and requires placement of a nasogastric 
tube for feeding. Attempts at nasogastric tube placement were made by the nursing staff, and each time the tube 
was mispositioned in the distal esophagus. The patient's physician ordered fluoroscopically guided nasogastric 
tube placement to assure proper placement of the tube in the stomach. 

Description of Pre-Service Work: 
• The patient's chart is reviewed and the order confirmed 
• Discussion with staff about difficulties encountered with previous attempts 
• Pertinent previous radiographs are reviewed 
• The procedure is discussed with the patient 

Description of Intra-Service Work: 
• Preliminary fluoroscopic evaluation of the thorax is performed 
• The patient's swallowing function if checked with water 
• The nasogastric tube is placed into the proximal esophagus in the usual manner 
• Fluoroscopy is used to aid manipulation of the tube through the hiatal hernia and across the 

gastroesophageal junction 
• Fluoroscopy and spot radiographs are used to confirm placement of the tube in the stomach 
• The tube is secured at the nose in the usual manner 
• The procedure is documented in the patient's chart 

Description of Post-Service Work: 
• The referring physician and nursing staff are notified of the result of the procedure 
• The report of the procedure is dictated for the medical record 
• The report of the procedure is reviewed and signed 



CPT Code:43752 

SURVEY DATA 

Presenter(s): Bibb Allen, Jr., M.D. 

Specialty(s): American College of Radiology 

CPT Code: 43752 

Sample Size: 78 Resp n: 32 Resp %: 41% 

Sample Type: Random 

Low 25th pctl Median 75th octl Hj_g_h 

Survey RVW: 0.40 0.54 1.00 2.50 3.00 

Pre-Service Time: 1.00 5.00 5.00 10.00 15.00 

Intra-Service Time: 10.00 15.00 20.00 25.00 30.00 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 5.00 
(median) 

Critical Care timelvisit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



KEY REFERENCE SERVICE: 
CPT Code 

44500 

CPT Descriptor 

Introduction of long gastrointestinal tube 
(eg, Miller-Abbott) (separate procedure) 

CPT Code:43752 

WorkRVU 

000 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 existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference CPT 
CPT Code: Code: 

44500 

~IM_oo __ im __ P_re_-S_e_~_ic_e_T_tm_e ______________________ ~ll~5_.oo ______ ~l~l6_.oo __________ ~ 

~IM_oo __ im __ In_tr_a_-S_e~ __ k_e_Tt_·m_e ______________________ ~I~I2_0_.oo ____ ~ll~2_5_.oo ________ ~ 

Mooim Immooiate Post-se~ice Time 5.00 5.00 

Mooim Critical Care Time 

Mooim Other Hospital Visit Time 

Mooim Discharge Day Mmagement Time 

Mooim Office Visit Time 

Median Total Time 30.00 36.00 (RUC Data) 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis md/or the number of 11.83 112.15 
mmagement options that must be consideroo ~------------~ 

The amount md/or complexity of mooical records, diagnostic 11.60 111.94 
tests, md/or other information that must be reviewoo md ,___ __________ __, 
malyzoo 

I ~U_r=ge_n~cy~o_f_m_oo __ tcal __ d_ec_is_io_n_m_~_in~g~--------------~~~~1_.6_9 ____ ~11~1_.9_4 ________ ~ 

Technical Skill/Physical Effort (Mean) 

I ~T_ec_hni_._cal __ sk_tll_r_eq~u_iroo ______________________ ~l~l3_.2_3 ____ ~1~12_.7_6 ________ ~ 

~~ P_hy::....s_ic_al_effi_o_rt_r_eq~u_iroo ______________________ ~ll .__ 3_.00 ____ __.1 ._!2_.4_7 ____ __. 

Psychological Stress (Mean) 

I The risk of significmt complicattons, morbidity md/or mortality 112.29 I ~11_.97 __________ ~ 

l~o_u_tc_o_m_e _de..:..p_en_d_s _on_th_e __ sk_il_l m __ d =-ju_dg:::..e_m_e_nt_o_f "-ph..:..y_si_ci_m ____ __.l ~13_.06 ______ _.1 ~12_.6_2 ________ ~ 



CPT Code:43752 
._I E_st_im_a_ted_ri_sk_o_f_m_al..:...pr_ac_tt_'ce_s_u_it _w_ith_,poo,_r_o_u_tc_om_e ___ ____.l '--12_.4_9 __ __.11._2_.44 _____ __. 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se21t1ents (Mean} 

I Pre-Service intensity/complexity 111.57 111.89 

I Intra-Service intensity/complexity 113 23 112.77 

I Post-Service intensity/complexity 111.46 111.71 

ADDITIONAL RATIONALE 

Since the RUC rules allow only one reference service code, the ACR chose CPT code 44500 as it was sited most 
frequently in our survey. However, CPT code 44500 is typically performed with fluoroscopic guidance and, CPT 
code 74340 is also reported. This makes the value of the combined procedure 1.03 RVW as shown in the table 
below. Since 43752 includes the fluoroscopic guidance, no additional guidance or fluoroscopy codes can be 
reported. Therefore, the RUC should consider the true value of the reference service code to be 1.03 RVW 
instead of 0.49 RVW. The ACR's recommendation of 0.82 RVW preserves rank order and supports our median 
survey time of 30 minutes. The recommended value of 0.82 RVW for CPT code 43752 compares favorably with 
E&M services such as 99232 at 1.06 RVW with 30 minutes total time and 25 minutes face to face time and 99213 
at 0.67 RVW with 23 minutes total time and 15 minutes face to face time. 

While the time and intensity in the survey data support the median value of 1.00 RVW, in order to preserve rank 
order with our reference service code, the ACR recommends a value of 0.82 RVW as the work value for code 
43752. 

Comparison of 43572 to Codes 44500 and 74340 

CPT code RVW Pre-Time Intra-Time Post-Time Total Time 
Reference Service code 

44500 0.49 6 25 5 36 
74340 0.54 2 30 2 34 
Total 1.03 8 55 7 70 

New Code 
43752 0.82 5 20 5 30 



CPT Code:43752 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? CPT code 49999 (Unlisted procedure, abdomen, peritoneum and 
omentum). There is an interim G code (G0272) for CY 2003. (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_Radiology _____ _ __Commonly X Sometimes ___ .Rarely 

Specialty _________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _Radiology _____ _ Frequency Not available 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ Radiology _____ _ Frequency Not available 

Specialty---------- Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes No 



AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Living Donor Hepatectomies 

During the second five-year review, the RUC referred the donor hepatectomy issue to CPT for further consideration. As a result, the 
CPT Editorial Panel created three new codes to differentiate the live donor hepatectomy procedures. The live donor codes differ from 
the cadaver donor code in that only part of the liver is removed and this is significantly more difficult requiring additional skill. This 
procedure also has additional risks to a healthy volunteer donor, and is more comparable to the family of liver resection codes which 
are used as reference services (47120 -47136). The three new codes differ according to the amount ofliver that is removed. Codes 
47141 and 47142 share the same parenchymal transaction through Cantlie's line, the major fissure of the liver and, therefore, are both 
associated with greater effort on the part of the surgeon with greater risk to the donor. Also, these two codes require a closer 
dissection to the bifurcation of the portal structures associated with greater risk of complications as this dissection is more difficult due 
to the anatomy of both the hepatic vein and biliary tree. The liver resection codes are anatomically similar but both pieces of the liver 
need to be preserved. This does not allow for hilar vascular control, which is typically performed in standard resections. Therefore, 
this predisposes the parenchymal transection to bleeding. The need to meticulously identify and preserve vascular and biliary 
structures that cross the interlobar fissure mandates the use of advanced technologies for the parenchymal transaction, to minimize 
both bleeding and injury to the biliary and vascular structures that may need to be reconstructed. 

These considerations increase the time and complexity for the procedure as compared to standard liver resections and support a higher 
work RVU. The RUC reviewed these three codes as a group and agreed that in comparison the liver resection codes, the new codes 
require more work due to the differences in dissection and the need to preserve the liver for transplantation and also to minimize blood 
loss of the donor and to preserve the donor's liver. Also for 47141and 47142 repeated fluoroscopic cholangiography is always used. 

The RUC compared code 4 7140 Donor hepatectomy, with preparation and maintenance of allograft, from living donor; left lateral 
segment only (segments II and III), to code 47125 Hepatectomy, resection of liver; total/eft lobectomy (work RVU = 49.19) and 47122 
Hepatectomy, resection of liver; trisegmentectomy (work RVU = 55.13) and agreed that based on the survey results and description ofthe 
additional work required for a living donor resection, the 251

h percentile work RVU of 55.00 placed the code in proper rank order. 
The RUC recommends a work RVU of 55.00 for code 47140. 

The RUC compared code 4 7141 Donor hepatectomy, with preparation and maintenance of allograft, from living donor; total/eft 
lobectomy (segments IL III and IV) to code 47125 Hepatectomy, resection of liver; total/eft lobectomy (work RVU = 49.19) and 47122 
Hepatectomy, resection of liver; trisegmentectomy (work RVU = 55.13) and code 47135 Liver allotransplantation; orthotopic, partial or 

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



whole, from cadaver or living donor, any age (work R VU = 81.51) and agreed that the median R VU of 67.50 was supported by the survey 
data. Given the differences in time and intensity, the recommended median RVU placed the codes in proper rank order among the reference 
codes. 
The RUC recommends a work RVU of 67.50 for code 47141. 

The RUC compared code 471X3 Donor hepatectomy, with preparation and maintenance of allograft, from living donor total right 
lobectomy (segments V, VL VII and VIII) to two reference codes, 47130 Hepatectomy, resection of liver; total right lobectomy (work RVU = 
55.35) and code 47135 Liver allotransplantation; orthotopic, partial or whole, from cadaver or living donor, any age (work RVU = 81.51). 
The RUC compared the physician time and intensity ratings of the new code to the reference codes and based on the thorough explanation 
of the procedure, the RUC agreed that the median recommended RVU was supported by the survey data and placed the code in proper rank 
order. 
The RUC recommends a work RVU of 75.00 for code 47142. 

Practice Expense 
The RUC examined the practice expense recommendations in great detail especially the pre-service time. The presenters described 
four educational sessions, each requiring two hours of clinical staff time. The RUC discussed each of the four phases that occur prior 
to surgery and was unable to specifically identify which phase equates to a decision for surgery. Since clinical labor activities for 
practice expense purposes begin after the decision for surgery is made it is important to determine when the decision is made during 
the donor search period. The presenters stated that during the four phases preceding the operation, they are not able to separately bill 
for any of the visits that relate to the donor search and meeting with the potential donors. 

The presenters initially explained that they interpreted the decision for surgery to begin once the call for donors is issued and therefore 
the clinical labor required for all four phases should be included as a practice expense. The recommendation was revised to include 
four hours of clinical staff time to include phases III and IV. The RUC disagreed and as an interim measure the RUC concluded that 
the decision for surgery occurs after the completion of phase III. The pre-service times were reduced to only include time that would 
begin after phase III. Therefore, the pre-service time should include the one hour of standard pre-service time plus the two hours of 
pre-service education during the phase IV information session. An additional 15 minutes for significant additional atypical 
coordination with multiple physicians, surgeons and two patients was assigned. Also, 30 minutes for additional atypical pre-service 
diagnostic and referral form completion was allocated for a total pre-service time of 285 minutes. The presenters described this phase 
IV session as consisting of the donor and their family and the recipient and their family meeting with the physician and staff for a 
thorough review of the operation and risks to the donor. Every effort is made to be certain that there is no coercion from anyone and 
that the donor completely understands the operation, postoperative recovery, and the risks they are taking. This session is generally 
scheduled for two hours. Given the uncertainty of when the decision for surgery is made during the four phases that occur before 

CPT five-digit codes, two-digit mod1fiers, and descriptions only are copyright by the American Medical Association. 



surgery, the RUC deferred to CMS and the presenters to make a final determination and adjust the pre-service times accordingly. The 
specialty society has provided the New York state guidelines used in donor searches and this information in attached to the 
recommendation. 

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



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

£47133 BB1 Donor hepatectomy, with preparation and XXX Carrier Pnced 
maintenance of allograft;.._ from cadaver donor 

... 47134 partial, from liYiHg doHor XXX N/A 

(47134 has been deleted. To reoort see 47140) 
•47140 BB2 

Donor hepatectomy, with preparation and 
090 55.00 

maintenance of allograft, from living donor; left 
lateral segment only (segments II and III) 

•47141 BB3 total left lobectomy (segments II, III and 
090 67.50 

IV) 

•47142 BB4 total right lobectomy (segments V, VI, VII 090 75.00 
and VIII) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 47140 Tracking No: BB2 Global: 090 Recommended RVW: 55.00 
2s'h percentile 

Descriptor: Donor hepatectomy, with preparation and maintenance of allograft, from living donor; left lateral 
segment only (segments II and III) 

Organ graft recipient background in(ormation: An 18-month old, 10 kg, infant with biliary atresia, who underwent a Kasai 
procedure at three months of age, presents with significant cholestasis and signs of portal hypertension including 
splenomegaly, ascites, and variceal bleeding. The infant is not thriving and is below the tenth percentile in growth and 
weight. He requires supplemental enteral feeding. Given the infant's size, complications of the liver disease, and the 
infant's growth failure, it is anticipated that the waiting time that he will require on the list of potential cadaveric recipients 
will severely compromise the outcome of transplantatiOn. It is the opinion of the transplant team that, given the infant's 
PELD score, a cadaveric organ will not be available for the infant in the near future. 

Typical Patient Vignette - Organ graft donor: A willing volunteer living-donor has been identified for this 
infant. In this particular case, it is a parent whose blood type is compatible, who has been evaluated and been 
found not to have any medical or psychosocial conditions that would contraindicate living donation, is free from 
coercion, and has been given every opportunity to decline the procedure. The anatomical data on the donor liver 
reveals no vascular or biliary anatomical variance that would preclude the use of the left lateral segment 
(Couinaud segments II and III). The volume of the left lateral segment is measured radiologically as 120 cc3

, 

equivalent roughly to 120 gm ofliver tissue [graft to body weight ratio (GBWR) is 1.2%-must exceed 0.8%]. 
Therefore, the left lateral segment is considered to be the graft of choice for the recipient. No hepatic steatosis is 
identified. To the best of the transplant team's knowledge, there is no financial compensation planned and the 
risks of the procedure have been thoroughly covered by the transplant team. 

Once a decision has been made to proceed, the surgeon reviews laboratory and x-ray/imaging studies to plan the 
operative approach, discusses the procedure with the patient and his/her family, and obtains informed consent. 
At operation, the liver is mobilized appropriately and a careful examination is made of the entire abdomen and 
liver to rule out any pathology that might contraindicate living donation. A donor hepatectomy, with 
preparation and maintenance of allograft, left lateral segment only (segments II and III) is performed. 
Postoperative care of the donor includes all necessary hospital and office visits through the 90-day global 
period. 

Note: When completing this survey, note that preparation and maintenance of the graft would include flushing 
and perfusion with cold preservation solution of vascular and biliary structures on the backbench, immediately 
upon removal from donor, and maintenance of graft in cold preservation solution. It does not include any 
vascular or biliary reconstructions that may be necessary for implantation. 

Clinical Description Of Service: 

Note: The service includes an extensive evaluation of both donor and recipient circumstances. The decision to 
proceed with living donor transplantation is based on recipient characteristics in the context of existing 
cadaveric organ allocation policies, the lack of medical and psychosocial contraindications to transplantation, 
and the identification of a suitable donor. 

Pre-service work- Day before surgery 
• Write pre-operative orders for perioperative medications; Review preoperative labs, with particular attention 

to serologies and liver chemistries; Review preoperative films, with particular attention to radiologic 
imaging of vascular and biliary anatomy, as well as volume parameters; Review planned incisions and 
procedure; Coordinate donor procedure with recipient procedure 



CPT: 471Xl (Donor hepatectomy, left lateral segment only- segments II and III) (Apr. 2003) Page 2 

Pre-service work - Day of surgery 
• Change into scrub clothes; Review the surgical procedure, postoperative recovery in and out of the hospital, 

and expected outcome(s) with patient and family; Answer patient and family questions and obtain informed 
consent; Review length and type of anesthesia with anesthesiologist; Review planned procedure and 
positioning and draping of patient; Verify that all necessary surgical instruments and supplies are readily 
available in the operative suite; Monitor patient positioning and draping, and assist with positioning as 
needed; Scrub and gown; The patient is positioned with the arms abducted and every effort is made to 
prevent brachial plexus nerve injuries; The chest and upper thighs are prepped, as well as the abdomen; The 
legs may need to be prepared for possible saphenous vein graft 

Intra-Service work- Skin to skin 
• A skin incision is made consisting of bilateral subcostal incisions extended to the xiphoid in the midline; 
• The anterior abdominal wall is carefully divided 
• The peritoneum is entered 
• The round and falciform ligaments are divided 
• The self-retaining mechanical retractor is secured to the operating room table and the various attachments are 

utilized and exposure obtained for the hepatic mobilization and resection 
• A thorough exploration of the area around the liver is undertaken, including palpation and visualization of the 

left lateral segment 
• The abdominal contents are examined for any evidence of pathology 
• The left triangular ligament is taken down, exposing the left hepatic vein 
• Any adhesions present are taken down by sharp and blunt dissection 
• The porta hepatis is isolated and encircled with a Penrose drain 
• The left hepatic artery is identified within the porta hepatis and is dissected free of the surrounding tissues and 

looped with a vessel loop 
• The gastrohepatic ligament is taken down and great care is taken to identify any potential aberrant left hepatic 

arteries within the ligament 
• If an artery is found, the aberrant left hepatic artery is meticulously dissected back to the junction with the left 

gastric artery 
• The left lateral segment is reflected anteriorly and the ligamentum venosum is transected 
• The round ligament is carefully dissected away from segment IV of the liver in the recess of Rex and all 

comeback vessels and bile ducts are transected in this plane 
• Dissection is carried down to the left portal vein as the falciform remnant enters the portal vein 
• The left portal vein is dissected and encircled and great care is taken not to injure the portal bifurcation 
• Short caudate branches of the left portal vein are divided 
• The left bile duct is identified within the liver parenchyma, preferably after the segment IV duct has entered 
• The left hepatic duct is transected sharply within the liver parenchyma 
• There are often multiple bile ducts and these need to be carefully identified and transected within the liver 

parenchyma aiming to preserve vascular supply to the bile duct and great care is taken not to injure the 
remaining bile duct 

• The left hepatic vein is carefully dissected and, if possible, encircled within the liver parenchyma 
• Intraoperative ultrasound is undertaken to locate the junction of the left and middle hepatic veins 
• The ultrasound dissector is then grasped and the presumed area for resection is marked with a cautery 
• The ultrasound dissector is then used to outline the area for dissection 
• Individual vessels and bile ducts are identified in the depths of the ultrasonic dissection and ligated carefully 

with suture and divided 
• Hemostasis within the liver is secured, and suture is used as necessary to repair vessels which one wishes to 

preserve 
• The harmonic scalpel may be used in thin areas of the liver 
• Hemostasis is secured in both raw surfaces making certain that there are no bile leaks 
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Intra-Service work- Skin to skin (continued) 
• The argon beam coagulator may be utilized continuously on the raw surface of the liver to stop minimal 

oozing in an effort to prevent blood transfusion in an otherwise healthy donor thus achieving meticulous 
hemostasis while taking care not to coagulate bile ducts 

• Once the parenchymal transection is completed and in coordination with the recipient's procedure, 
appropriate vascular clamps are applied to the left portal vein, left hepatic artery, and left hepatic vein and 
the left lateral segment is removed 

• This previous step requires two additional assistants who will prepare and preserve the left lateral segment 
organ donation, including perfusion with cold preservation solution while the vascular and biliary stumps 
are carefully oversewn by the primary surgeon in the donor 

• The left portal vein, left hepatic artery and left hepatic veins, and left bile duct(s) is( are) are oversewn with 
suture in tum 

• The artery is doubly ligated with suture 
• A careful check of the raw surface is carried out, assuring hemostasis and the absence of new bile leaks 
• The abdominal cavity is copiously irrigated with antibiotic-laden solution 
• One closed-suction drain is placed in the immediate vicinity of the resection towards the cut edge of the liver 
• The position of the nasogastric tube is checked 
• Perioperative antibiotics are given preoperatively, and are repeated as necessary, 
• Wound towels and the retractor are removed 
• The abdominal wall is closed in layered fashion 
• The skin is closed in the usual fashion 

Post-op same day work through discharge from recovery 
• Apply dressings; Drainage from the drain is checked and their volume recorded; Abdominal girth is measured 

every six hours to make certain that bile and/or ascites is not accumulating; Check position and function of 
nasogastric tube; Write orders for post-op labs, films, medications, diet, and patient activity; Review 
recovery room care and medications with staff; Discuss procedure outcome with family; Discuss procedure 
outcome with patient after emergence from anesthesia; Dictate post-op report; Discuss procedure outcome 
with referring physician; Dictate procedure outcome and expected recovery letter for referring physician 
and/or insurance company 

Post-op same day work after discharge from recovery 
• Examine patient, check wounds and patient progress; Review nursing/other staff patient chart notes; Answer 

patient family questions; Answer nursing/other staff questions; Write orders for following day's labs, films, 
medications, diet, and patient activity; Chart patient progress notes; Inform donor of recipient progress 

Post-op other hospital work- Beginning on post-op day 1, until discharge day 
• Check the drainage from right upper quadrant and record; Record abdominal girth; Continue antibiotics as 

indicated; Check liver chemistries every other day; Check urine output and measure urine sodium, 
potassium, and osmolality; Treat ascites and hypoalbumenemia as indicated; Remove nasogastric tube at 
appropriate time; Examine and talk with patient; Check wounds and patient progress; Discuss patient 
progress with referring physician (verbal and written); Review nursing/other staff patient chart notes; 
Answer patient/family questions; Answer nursing/other staff questions (verbal and written); Answer 
insurance staff questions; Write orders for post-op labs, films, medications, diet, and patient activity; Chart 
patient progress notes; Remove Foley catheter, check for voiding 

Discharge day work 
• Examine and talk with patient; Check wounds and patient progress; Review nursing/other staff patient chart 

notes; Review post-discharge wound care and activity limitations with patient; Answer patient/family 
questions; Answer insurance staff questions; Write orders for post-discharge labs, films, and medications; 
Chart patient discharge notes 
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Post-op office work- After discharge from hospital 
• Examine and talk with patient; Check wounds and patient progress; Answer patient/family questions; Answer 

insurance staff questions; Discuss patient progress with referring physician (verbal and written); Write 
orders for medications; Review post-discharge labs/films (the patient's liver function is assessed to make 
sure that there is no evidence of hepatic insufficiency); Discuss progress with patient/family; Remove 
sutures/drains; Dictate patient progress notes for medical chart 

SURVEY DATA 

Presenter(s): Michael Abecassis, MD, FACS; Charles Mabry, MD, FACS 

Specialty(s): American Society ofTransplant Surgeons; American College of Surgeons 

CPT Code: 471X1 (BB2) 

Sample Size: 130 I Resp n: 37 I Resp %: 28% 

Sample Type: Random 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 45.00 55.00 60.00 70.00 90.00 

Pre-Service Evaluation Time: 90 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 270 300 355 360 420 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 60 

Critical Care time/visit(s): 82 99233* X 2 

Other Hospital time/visit(s): 128 99233 X 1; 99232 X 1; 99231 X 3 LOS=8 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 84 99213 X 3; 99212 X 1 
1Physician standard total minutes per ElM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Donor hepatectomy, with preparation and maintenance of allograft, from REC 
471Xl 90 

living donor; left lateral segment only (segments II and Ill) 55.00 

47125 Hepatectomy, resection of liver; total left lobectomy 49.19 90 

47122 Hepatectomy, resection of liver; trisegmentectomy 55.13 90 

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

Survey 
Primary 

Survey 
Secondary 

Ref Ref 
CPT 47125 CPT 47122 

TIME ESTIMATES (MEDIAN) 471Xl RUC 2"d Syr 471Xl RUC 2"d Syr 

Pre-service 120 75 120 75 
Intra-service 355 225 355 300 
Same Day Immediate Post-service 60 45 60 45 
Critical care 82 126 82 189 
Other hospital visit 128 210 128 210 
Discharge day management 36 36 36 36 
Office visit 84 61 84 61 
TOTAL TIME 865 778 865 916 

INTENSITY/COMPLEXITY MEASURES (mean) 
Survey response count 13 13 9 9 
TIME SEGMENTS 
Pre-service 4.67 3.50 4.63 4.13 
Intra-service 4.83 3.83 4.75 3.88 
Post-service 4.00 3.17 4.13 4.38 

MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options 

4.00 3.58 4.22 3.89 that must be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or 

4.92 3.42 4.78 4.11 other information that must be reviewed and analyzed 

Urgency of medical decision making 4.42 3.25 4.56 4.00 

TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 4.92 3.75 4.78 4.33 

Physical effort required 4.67 3.58 4.67 4.22 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.83 3.58 4.78 3.89 

Outcome depends on the skill and judgment of physician 5.00 3.83 4.78 3.89 

Estimated risk of malpractice smt with poor outcome 4.92 3.17 4.89 3.67 

ADDITIONAL RATIONALE 
The survey 25th percentile RVW of 55.00 is recommended for 471Xl. The consensus committee reviewing the 
data chose the survey 25th percentile RVW instead of the median RVW to correctly place this service between 
47125 and 47122. Compared with 47125, an RVW of55.00 for 471Xl reflects: 1) increased intensity and 
complexity; 2) additional pre-operative time for team surgery and multiple patient coordination; and 3) additional 
intra-operative time/work for the donor procedure and for preparation and maintenance of the graft. Compared 
with 47122, this value reflects: 1) increased pre-op and intra-op intensity and complexity and decreased post-op 
intensity and complexity; 2) additional pre-operative time for team surgery and multiple patient coordination; 3) 
additional intra-operative time/work for the donor procedure and for preparation and maintenance of the graft; and 
4) less hospital post-op time/intensity. 



CPT: 471X1 (Donor hepatectomy, left lateral segment only- segments II and Ill) (Apr. 2003) Page 6 

1. Discussion of time and complexity/intensity comparison 

Following is a detailed discussion of the similarities and differences between new code 471Xl and the primary 
reference code (47125) relative to the complexity/intensity values shown in the table above. 

Pre-service comparison: Preoperative work for 471X1 differs markedly from that of a patient undergoing 47125. Not 
only must the potential donor be free of any medical or psychosocial contraindications to livmg donation (an essential 
condition required to minimize donor risk), but the status of the donor liver requires maximum attention. A preoperative 
knowledge and pre-operative review of the vascular and biliary anatomy is essential since often these anatomical variants 
will require additional efforts by the surgical team to produce a viable transplant organ. 

Intra-service technical comparison: In the majority of cases, the biliary anatomy is not as relevant for 47125 since the 
bile ducts are divided in the parenchyma as they are encountered in the place of transection. In contrast, the biliary duct(s) 
has (have) to be identified and preserved in 471X1 and the blood supply to these ducts also must be equally preserved. This 
requires increased work to make sure that the transection of the duct occurs exactly at a point where it will be usable and to 
ensure that the duct of the donor will not be injured. 

With 47125, the blood supply to the left lobe is taken early (hilar control), before parenchymal transection, so that a line of 
demarcation between the ischemic left lobe and the remaining viable liver guides the surgeon as to the plane of transection. 
One advantage of this is that typically surgeons will err slightly on the ischemic side and the parenchymal transection will 

be relatively bloodless given the lack of blood supply (with the exception of comeback vessels and some hepatic venous 
bleeding). In contrast, vascular inflow cannot be controlled in 471Xl in light of the need for a viable graft. Therefore, the 
parenchymal transection is performed without any type of inflow control. This results in a potentially bloody parenchymal 
transection and, given the important need for donor safety, including the need to avoid blood transfusion and hemodynamic 
instability, this requires a parenchymal transection. In order to avoid exsanguinating hemorrhage, this technique of 
parenchymal transection is much slower. 

Graft comparison: Bilary complications are the Achilles' heel ofliving donor transplants. Therefore, attention must be 
pmd to the preservation of a vascularized biliary tree. In 47125, the vascular supply to the biliary tree is not of concern. In 
471X1, dissection is necessary to preserve the blood supply of the biliary system. This dissection is time consuming and is 
typically performed with high magnification loupes. Also, since the remaining stump on the donor's bile duct is typically 
short, careful oversewing of this stump is essential in ensuring donor safety and preventing biliary leakage in the donor. 
This is in contrast to ligation and division of whatever biliary structures are encountered during 47125. 

Technical skill comparison: The performance of livmg donor liver transplantation requires significant knowledge and 
training. When performed in children, the procedure is typically performed either by a pediatric surgeon who has received 
additional training in transplant surgery or by a transplant surgeon who has received additional training in pediatric surgery. 
Both groups undergo training in ASTS-accredited programs. When performed in adults, this procedure is performed by a 
transplant surgeon who likewise has undergone training in an ASTS-accredited program. The ASTS accreditation standards for 
transplant surgery fellowship programs require that each fellow must perform at least 45 liver transplants over the course of 
his or her fellowship. 

Stress comparison: The level of stress involved in operating on an otherwise healthy individual compounds the usual level 
of stress associated with major surgical procedures. Although the recipients derive direct benefit from the transplant, it IS 

difficult to assign any physical benefit to the donor. This fact adds tremendously to the process of informed consent for 
471X1 and makes a benefit-to-risk analysis impossible from the donor's perspective. These concepts must be continuously 
communicated to the donor and his or her family and to those clinical professionals involved in the provision of healthcare 
to the donor. 

2. IWPUT Analysis 

The followmg IWPUT analysis using the Building Block Methodology is provided to show that the 25th pctl IWPUT for new 
code 471X1 is reasonably similar to the reference services. This analysis is another way to compare procedures in the same 
family with different time and visit patterns for pre- and post-service work. This analysis also allows for differences in 
intraoperative time. It is another way to show that the 25th percentile survey RVW of55.00 for 471X1 is reasonable compared 
with 47125 and 47122. 
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ROW I COLUMN I 471X1(25th pctl) 
and 47125 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

ROW I COLUMN I 471X1 (25th pctl) 
and 47122 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
471X1 

Svy Data 
Time 
105 
15 

Time 
60 

Visitn 

3 
1 
3 
1 

3 
1 

Time 
355 

A 
471X1 

Svy Data 
Time 
105 
15 

Time 
60 

Visit n 

3 
1 
3 
1 

3 
1 

Time 
355 

IWPUT Analysis 

8 c D 
SvyRVW: 55.00 47125 
RUC Std. RVW Svy Data 
Intensity (=time x ints'y) Time 
0.0224 2.35 50 
0.0081 0.12 25 

2.47 
Intensity (=time x ints'y) Time 
0.0224 1.34 45 

ElM RVW (=n x RVW) Visitn 
4.00 2 
1.51 4.53 2 
1.06 1.06 3 
0.64 1.92 2 
1.28 1.28 1 
1.75 
1.08 
0.65 1.95 2 
0.43 0.43 1 
0.17 

12.51 

.~ IWPUT II INTRA-RVW Time 
II 0.113 II 40.01 225 

8 c D 
SvyRVW: 55.00 47122 
RUC Std. RVW Svy Data 
Intensity (=time x ints'y) Time 
0.0224 2.35 50 
0.0081 0.12 25 

2.47 
Intensity (=time x ints'y) Time 
0.0224 1.34 45 

ElM RVW (=n x RVW) Visit n 
4.00 3 
1.51 4.53 2 
1.06 1.06 3 
0.64 1.92 2 
1.28 1.28 1 
1.75 
1.08 
0.65 1.95 2 
0.43 0.43 1 
0.17 

12.51 
n .... .-·u • 11 INTRA-RVW Time 

II o.113 II 40.01 300 
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E F 
MFS RVW: 49.19 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.12 
0.0081 0.20 

1.32 
Intensity {=time x ints'y) 
0.0224 1.01 

E/M RVW {=n x RVW) 
4.00 8.00 
1.51 3.02 
1.06 3.18 
0.64 1.28 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.43 
0.17 

19.50 
Jl IWPUT II INTRA-RVW 
II 0.126 I 28.37 

E F 
MFS RVW: 55.13 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.12 
0.0081 0.20 

1.32 
Intensity (=time x ints'y) 
0.0224 1.01 

ElM RVW (=n x RVW) 
4.00 12.00 
1.51 3.02 
1.06 3.18 
0.64 1.28 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.43 
0.17 

23.50 
II IWPUT II INTRA-RVW 

II 0.101 II 30.31 
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3. Additional NOTE about work prior to the day before surgery 

As noted in the cover letter accompanying this Summary Form, multiple potential donors are evaluated prior to 
selecting a donor for a liver transplantation. The services provided to potential donors include information 
sessions and face-to-face explanations of risks and benefits. The level of work that goes into the identification 
of a suitable donor is quite extensive and is not compensated, since no service is rendered to the individuals who 
do not donate. The time and work associated with these services is NOT included in the recommended RVW 
for 471Xl. 

Services Reported with Multiple CPT Codes 

To be provided under separate cover. 

FREQUENCY INFORMATION 

How was this service previously reported? 
47134- This (to be deleted) code has an XXX global period with a value based on 1994 RUC facilitation of a number 
of new transplant procedures. Additionally, this code was not included with the family ofhepatectomy codes ( 4 7XXX) 
that were reviewed and increased during the second five-year review because the codes were undergoing the CPT 
process. 

How often do physicians in your specialty perform this service? 
Specialty: transplant surgery Commonly Sometimes Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: transplant surgery 

Frequency: Utilization data available from the United Network for Organ Sharing (UNOS) indicate that, for the 
years 1996-2000, there were 374 pediatric living donor transplants (average= 75 each year). 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: transplant surgery Frequency: N/A 

Do many physicians perform this service across the United States? No 



CPT Code: 47141 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

Tracking No: BB3 Global: 090 Recommended RVW: 67.50 

Descriptor: Donor hepatectomy, with preparation and maintenance of allograft, from living donor; total left 
lobectomy (segments II, III and IV) 

Organ graft recipient background information: A 7 y.o., 35 kg, child presents with acute onset liver failure of unclear 
etiOlogy, although autoimmune hepatitis IS suspected from the transjugular biopsy. The patient has been receiving steroid 
therapy without improvement. This child has now met both King's College and Chchy criteria for transplantation. The child has 
grade III encephalopathy, a marked prolonged INR, with a non-A, non-B etiology, and a high bilirubin. In addition, factor V has 
been decreasing and there are three measurements below 25 percent. The child Is beginning to exhibit evidence of type I 
hepatorenal syndrome, although it is expected that the kidneys will recover following liver transplantation. The child has been 
listed on the cadaver waiting list for 24 hours and there have been no liver offers. Her condition is rapidly deteriorating and 
there is concern about impending cerebral edema. The arterial ammoma level is 200. The child is intubated and ventilated 

Typical Patient Vignette- Organ graft donor: One of the child's parents is available as a potential living 
donor. The parent's blood type is compatible. The parent has been evaluated and been found to not have any 
medical or psychosocial conditions that would contraindicate living donation, is free from coercion, and has 
been given every opportunity to decline the procedure. The anatomical data on the donor liver reveals no 
vascular or biliary anatomical variance that would preclude the use of the left lobe (Couinaud segments II, III, 
and IV). The volume of the left lateral segment is measured radiologically as 350 cc3

, equivalent roughly to 350 
gm of liver tissue [graft to body weight ratio (GBWR) is 1.0%-must exceed 0.8%]. The left lateral segment 
(segments II and III) measure 170 cc3 (0.5%), which does not provide adequate liver mass for the child. 
Therefore, the left lobe is considered to be the graft of choice for this particular recipient. No hepatic steatosis 
was identified. To the best of the transplant team's knowledge, there is no financial compensation planned and 
the risks of the procedure have been thoroughly explained by the transplant team to the parent. Although the 
patient is listed as a status 1 and despite mandatory regional sharing, there is concern by the transplant team and 
the child's parents that a suitable organ will not be identified and procured before the onset of irreversible brain 
damage secondary to cerebral edema. Since the potential donor has been preemptively evaluated and approved, 
the decision is made to proceed urgently with living donor liver transplantation. It is assumed that if, in the 
process of preparing the donor for hepatectomy, a suitable cadaveric donor is in fact identified and the time 
interval required to procure the organ is reasonable, the living donor procedure will be abandoned in favor of a 
cadaveric transplant. 

Once a decision has been made to proceed, the surgeon reviews laboratory and x-ray/imaging studies to plan the 
operative approach, discusses the procedure with the patient and his/her family, and obtains informed consent. 
At operation, the liver is mobilized appropriately and a careful examination is made of the entire abdomen and 
liver to rule out any pathology that might contraindicate living donation. A donor hepatectomy, with 
preparation and maintenance of allograft, total left lobectomy (segments II, III and IV) is performed. 
Postoperative care of the donor includes all necessary hospital and office visits through the 90-day global 
period. 

When completing this survey, note that preparation and maintenance of the graft would include flushing and 
perfusion with cold preservation solution of vascular and biliary structures on the backbench, immediately upon 
removal from donor, and maintenance of graft in cold preservation solution. It does not include any vascular or 
biliary reconstructions that may be necessary for implantation. 
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Clinical Description Of Service: 

Note: The service includes an extensive evaluation of both donor and recipient circumstances. The decision to 
proceed with living donor transplantation is based on recipient characteristics in the context of existing 
cadaveric organ allocation policies, the lack of medical and psychosocial contraindications to transplantation, 
and the identification of a suitable donor. 

Pre-service work - Day before surgery 
• Write pre-operative orders for perioperative medications; Review preoperative labs, with particular attention 

to serologies and liver chemistries; Review preoperative films, with particular attention to radiologic 
imaging of vascular and biliary anatomy, as well as volume parameters; Review planned incisions and 
procedure; Coordinate donor procedure with recipient procedure 

Pre-service work- Day of surgery 
• Change into scrub clothes; Review the surgical procedure, postoperative recovery in and out of the hospital, 

and expected outcome(s) with patient and family; Answer patient and family questions and obtain informed 
consent; Review length and type of anesthesia with anesthesiologist; Review planned procedure and 
positioning and draping of patient; Verify that all necessary surgical instruments and supplies are readily 
available in the operative suite; Monitor patient positioning and draping, and assist with positioning as 
needed; Scrub and gown; The patient is positioned with the arms abducted and every effort is made to 
prevent brachial plexus nerve injuries; The chest and upper thighs are prepped, as well as the abdomen; The 
legs may need to be prepared for possible saphenous vein graft 

• Intra-Service work- Skin to skin 
• A skin incision is made consisting of bilateral subcostal incisions extended to the xiphoid in the midline 
• The anterior abdominal wall is carefully divided 
• The peritoneum is entered 
• The round and falciform ligaments are divided 
• The self-retaining mechanical retractor is secured to the operating room table and the various attachments are 

utilized and exposure obtained for the hepatic mobilization and resection 
• A thorough exploration of the area around the liver is undertaken, including palpation and visualization of the left 

lobe 
• The abdominal contents are examined for any evidence of pathology 
• The left triangular ligament is taken down, exposing the left and middle hepatic veins 
• Any adhesions present are taken down by sharp and blunt dissection 
• The porta hepatis is isolated and encircled with a Penrose drain 
• The left hepatic artery is identified within the porta hepatis and is dissected free of the surrounding tissues and 

looped with a vessel loop 
• The gastrohepatic ligament is taken down and great care is taken to identify any potential aberrant left hepatic 

arteries within the ligament 
• If an artery is found, the aberrant left hepatic artery is meticulously dissected back to the junction with the left 

gastric artery 
• Dissection is carried down to the left portal vein 
• The left portal vein is meticulously dissected and encircled and great care is taken not to injure the portal 

bifurcation 
• Short caudate branches of the left portal vein are divided 
• If the caudate lobe is included with the left lobe, the caudate veins are identified and the major ones spared for 

reimplantation 
• The left bile duct is identified at the base of segment IV 
• A cholecystectomy is preformed and a cystic duct cholangiogram catheter inserted into the cystic duct for 

fluoroscopic cholangiography 
• The biliary anatomy is confirmed with cholangiography 
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Intra-Service work- Skin to skin (continued) 
• The left hepatic duct is transected sharply away from the main confluence 
• There are often multiple bile ducts and these need to be carefully identified and transected within the liver 

parenchyma aiming to preserve vascular supply to the bile duct and great care is taken not to injure the 
remaining bile duct 

• The left and middle hepatic veins are carefully dissected and, if possible, encircled within the liver 
parenchyma 

• Intraoperative ultrasound is undertaken to locate the junction of the left and middle hepatic veins 
• The ultrasound dissector is then grasped and the presumed area for resection is marked with a cautery 
• The ultrasound dissector is then used to outline the area for dissection (Cantlie's line- major hepatic fissure) 
• Individual vessels and bile ducts are identified in the depths of the ultrasonic dissection and ligated carefully 

with suture and divided 
• Hemostasis within the liver is secured and prolene is used as necessary to repair vessels which one wishes to 

preserve 
• The harmonic scalpel is used in thin areas of the liver 
• Hemostasis is secured in both raw surfaces making certain that there are no bile leaks 
• The argon beam coagulator is utilized continuously on the raw surface of the liver to stop minimal oozing in 

an effort to prevent blood transfusion in an otherwise healthy donor thus achieving meticulous hemostasis 
while taking care not to coagulate bile ducts 

• Once the parenchymal transection is completed and in coordination with the recipient's procedure, 
appropriate vascular clamps are applied to the left portal vein, left hepatic artery, and left hepatic vein and 
the left lobe is removed 

• This requires two additional assistants who will prepare and preserve the left lobe including perfusion with 
cold preservation solution while the vascular and biliary stumps are carefully oversewn in the donor 

• The left portal vein, left hepatic artery and left and middle hepatic veins are oversewn with Prolene 
• The artery is doubly ligated with suture and the left bile duct(s) is (are) oversewn with Prolene 
• A careful check of the raw surface is carried out, looking for meticulous hemostasis and the absence of new 

bile leaks 
• A completion cholangiogram is performed to document the integrity of the remaining bile duct system and to 

check for leaks. The catheter is removed and the cystic duct is doubly ligated 
• The abdominal cavity is copiously irrigated with antibiotic-laden solution 
• One closed-suction drain is placed in the immediate vicinity of the resection towards the cut edge of the liver 
• The position of the nasogastric tube is checked 
• Perioperative antibiotics are given preoperatively, but are repeated as necessary, depending on time 

intraoperatively; thus if a first-generation cephalosporin is used, a redosing occurs at two hours following 
the initial dose 

• Wound towels and the retractor are removed; The abdominal wall is closed in layered fashion with meticulous 
attention to hemostasis; The skin is closed in the usual fashion 

Post-op same day work through discharge from recovery 
• Apply dressings; Drainage from the drain is checked and their volume recorded; Abdominal girth is measured 

every six hours to make certain that bile and/or ascites is not accumulating; Check position and function of 
nasogastric tube; Write orders for post-op labs, films, medications, diet, and patient activity; Review 
recovery room care and medications with staff; Discuss procedure outcome with family; Discuss procedure 
outcome with patient after emergence from anesthesia; Dictate post-op report; Discuss procedure outcome 
with referring physician; Dictate procedure outcome and expected recovery letter for referring physician 
and/or insurance company 

Post-op same day work after discharge from recovery 
• Examine patient, check wounds and patient progress; Review nursing/other staff patient chart notes; Answer 

patient family questions; Answer nursing/other staff questions; Write orders for following day's labs, films, 
medications, diet, and patient activity; Chart patient progress notes; Inform donor of recipient progress 

Post-op other hospital work- Beginning on post-op day 1, until discharge day 
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• Check the drainage from right upper quadrant and record; Record abdominal girth; Continue antibiotics as 
indicated; Check liver chemistries every other day; Check urine output and measure urine sodium, 
potassium, and osmolality; Treat ascites and hypoalbumenemia as indicated; Remove nasogastric tube at 
appropriate time; Examine and talk with patient; Check wounds and patient progress; Discuss patient 
progress with referring physician (verbal and written); Review nursing/other staff patient chart notes; 
Answer patient/family questions; Answer nursing/other staff questions (verbal and written); Answer 
insurance staff questions; Write orders for post-op labs, films, medications, diet, and patient activity; Chart 
patient progress notes; Remove Foley catheter, check for voiding 

Discharge day work 
• Examine and talk with patient; Check wounds and patient progress; Review nursing/other staff patient chart 

notes; Review post-discharge wound care and activity limitations with patient; Answer patient/family 
questions; Answer insurance staff questions; Write orders for post-discharge labs, films, and medications; 
Chart patient discharge notes 

Post-op office work- After discharge from hospital 
• Examine and talk with patient; Check wounds and patient progress; Answer patient/family questions; Answer 

insurance staff questions; Discuss patient progress with referring physician (verbal and written); Write 
orders for medications; Review post-discharge labs/films (the patient's liver function is assessed to make 
sure that there is no evidence of hepatic insufficiency); Discuss progress with patient/family; Remove 
s~tures/drains; Dictate patient progress notes for medical chart 

'-

SURVEY DATA 

Presenter(s): Michael Abecassis, MD, F ACS; Charles Mabry, MD, F ACS 

Specialty(s): American Society of Transplant Surgeons; American College of Surgeons 

CPT Code: 47IX2 (BB3) 

Sample Size: 130 I Resp n: 37 I Resp %: 28% 

Sample Type: Random 

Low 25th octl Median 75th octl H!g_h 

SurveyRVW: 55.00 60.00 67.50 80.38 90.00 

Pre-Service Evaluation Time: 105 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 300 360 420 480 600 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 60 

Critical Care time/visit(s): 82 99233* X 2 

Other Hospital time/visit(s): 188 99233 X 2; 99232 X I; 99231 X 4 LOS== 10 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 107 99213 X 4; 99212 X 1 

!Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Donor hepatectomy, with preparation and maintenance of allograft, from REC 
471X2 90 

living donor; total/eft lobectomy (segments II, III and IV) 67.50 

47125 Hepatectomy, resection ofliver; total left lobectomy 49.19 90 

47135 
Liver allotransplantation; orthotopic, partial or whole, from cadaver or living donor, 

81.51 90 
any age 

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

Primary Secondary 
Ref Ref 

SvyCPT 47125 SvyCPT 47135 
TIME ESTIMATES (MEDIAN) 471X2 RUC 2"d Syr 471X2 RUCFeb94 

Pre-service 135 75 135 120 

Intra-service 420 225 420 520 
Same Day Immediate Post-service 60 45 60 
Critical care 82 126 82 

700 
Other hospital visit 188 210 188 
Discharge day management 36 36 36 
Office visit 107 61 107 161 

TOTAL TIME 1,028 778 1,028 1,501 

INTENSITY/COMPLEXITY MEASURES {mean} 

Survey response count 10 10 12 12 

TIME SEGMENTS 

Pre-service 4.88 3.38 4.91 4.36 
Intra-service 5.00 3.63 5.00 4.45 
Post-service 4.50 3.25 4.50 4.36 

MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options 

3.78 3.33 4.58 4.00 that must be considered 

The amount and/or complexity of medical records, diagnostic tests, and/or 
4.89 3.22 4.92 4.00 other information that must be reviewed and analyzed 

Urgency of medical decision making 4.33 3.11 4.58 4.08 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 5.00 3.67 5.00 4.58 

Physical effort required 4.89 3.56 4.92 4.50 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 4.89 3.44 5.00 4.25 

Outcome depends on the skill and judgment of physician 4.89 3.67 5.00 4.17 

Estimated risk of malpractice suit with poor outcome 4.78 2.89 4.83 4.08 

ADDITIONAL RATIONALE 

The survey median RVW of67.50 is being recommended for 471X2. Compared with 47125, an RVW of67.50 
for 471X2 reflects: 1) increased intensity and complexity; 2) additional pre-operative time for team surgery and 
multiple patient coordination; and 3) additional intra-operative time/work for the donor procedure and for 
preparation and maintenance of the graft. Relative to 47135, the median RVW is well below 81.51 which reflects 
less intra-operative and post-operative time. The pre-, intra-, and post-op intensities for 471X2 and 47135 are very 
similar. 
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1. Discussion of time and complexity/intensity comparison 

Following is a detailed discussion of the similarities and differences between new code 471X2 and the primary 
reference code (47125) relative to the complexity/intensity values shown in the table above. 

Pre-service comparison: Preoperative work for 471X2 differs markedly from that of a patient undergoing 
47125. Not only must the potential donor be free of any medical or psychosocial contraindications to living 
donation (an essential condition required to minimize donor risk), but the status of the donor liver requires 
maximum attention. A preoperative knowledge and pre-operative review of the vascular and biliary anatomy is 
essential since often these anatomical variants will require additional efforts by the surgical team to produce a 
viable transplant organ. 

Intra-service technical comparison: In the majority of cases, the biliary anatomy is not as relevant for 47125 
since the bile ducts are divided in the parenchyma as they are encountered in the place of transection. In 
contrast, the biliary duct(s) has (have) to be identified and preserved in 471X2 and the blood supply to these 
ducts also must be equally preserved. This requires increased work to make sure that the transection of the duct 
occurs exactly at a point where it will be usable and to ensure that the duct of the donor will not be injured. 

With 47125, the blood supply to the left lobe is taken early (hilar control), before parenchymal transection, so 
that a line of demarcation between the ischemic left lobe and the remaining viable liver guides the surgeon as to 
the plane of transection. One advantage of this is that typically surgeons will err slightly on the ischemic side 
and the parenchymal transection will be relatively bloodless given the lack of blood supply (with the exception 
of comeback vessels and some hepatic venous bleeding). In contrast, vascular inflow cannot be controlled in 
471X2 in light of the need for a viable graft. Therefore, the parenchymal transection is performed without any 
type of inflow control. This results in a potentially bloody parenchymal transection and, given the important 
need for donor safety, including the need to avoid blood transfusion and hemodynamic instability, this requires a 
parenchymal transection. In order to avoid exsanguinating hemorrhage, this technique of parenchymal 
transection is much slower. 

Graft comparison: Bilary complications are the Achilles' heel of living donor transplants. Therefore, attention 
must be paid to the preservation of a vascularized biliary tree. In 4 7125, the vascular supply to the biliary tree is 
not of concern. In 471X2, dissection is necessary to preserve the blood supply of the biliary system. This 
dissection is time consuming and is typically performed with high magnification loupes. Also, since the 
remaining stump on the donor's bile duct is typically short, careful oversewing of this stump is essential in 
ensuring donor safety and preventing biliary leakage in the donor. This is in contrast to ligation and division of 
whatever biliary structures are encountered during 47125. 

Technical skill comparison: The performance ofliving donor liver transplantation requires significant knowledge 
and training. When performed in children, the procedure is typically performed either by a pediatric surgeon who 
has received additional training in transplant surgery or by a transplant surgeon who has received additional 
training in pediatric surgery. Both groups undergo training in ASTS-accredited programs. When performed in 
adults, this procedure is performed by a transplant surgeon who likewise has undergone training in an ASTS
accredited program. The ASTS accreditation standards for transplant surgery fellowship programs require that 
each fellow must perform at least 45 liver transplants over the course of his or her fellowship. 

Stress comparison: The level of stress involved in operating on an otherwise healthy individual compounds 
the usual level of stress associated with major surgical procedures. Although the recipients derive direct benefit 
from the transplant, it is difficult to assign any physical benefit to the donor. This fact adds tremendously to the 
process of informed consent for 471X2 and makes a benefit-to-risk analysis impossible from the donor's 
perspective. These concepts must be continuously communicated to the donor and his or her family and to those 
clinical professionals involved in the provision ofhealthcare to the donor. 
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2. IWPUT Analysis 

The following IWPUT analysis using the Building Block Methodology is provided to show that the IWPUT for 
new code 471X2 is reasonably similar to 47125. [It is also similar to 471X1, which has an IWPUT of0.113 based 
on the recommended RVW of55.00.] This analysis is another way to compare procedures in the same family with 
different time and visit patterns for pre- and post-service work. This analysis also allows for differences in 
intraoperative time. It is another way to show that the median survey RVW of67.50 for 471X2 is reasonable when 
compared with 47125 and 471Xl. Note: An IWPUT comparison with 47135 cannot be performed. This code was 
surveyed in 1993, using a previous version of the RUC survey that did not include details for postoperative visits. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

I 
ROW I COLUMN 

471X2 and 
47125 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99215 
99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
471X2 

Svy Data 
Time 
120 
15 

Time 
60 

Visitn 

4 
1 
4 
1 

4 
1 

Time 
420 

IWPUT ANALYSIS 

B c 
SvyRVW: 67.50 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 2.69 
0.0081 0.12 

2.81 
Intensity (=time x ints'y) 
0.0224 1.34 

E/M RVW (=n x RVW} 
4.00 
1.51 6.04 
1.06 1.06 
0.64 2.56 
1.28 1.28 
1.75 
1.73 
1.08 
0.65 2.60 
0.43 0.43 
0.17 

15.31 

~ IWPUT II INTRA-RVW 

II 0.118 II 49.38 

3. Additional NOTE about work prior to the day before surgery 

D E F 

47125 MFS RVW: 49.19 
Svy Data RUC Std. RVW 

Time Intensity_ (=time x ints'y) 
50 0.0224 1.12 
25 0.0081 0.20 

1.32 
Time Intensity (=time x ints'y) 

45 0.0224 1.01 
Visitn E/M RVW (=n x RVW) 

2 4.00 8.00 
2 1.51 3.02 
3 1.06 3.18 
2 0.64 1.28 
1 1.28 1.28 

1.75 
1.73 
1.08 

2 0.65 1.30 
1 0.43 0.43 

0.17 
19.50 

Time ~ IWPUT II INTRA-RVW 
225 II 0.126 II 28.37 

As noted in the cover letter accompanying this Summary Form, multiple potential donors are evaluated prior to 
selecting a donor for a liver transplantation. The services provided to potential donors include information 
sessions and face-to-face explanations of risks and benefits. The level of work that goes into the identification 
of a suitable donor is quite extensive and is not compensated, since no service is rendered to the individuals who 
do not donate. The time and work associated with these services is NOT included in the recommended RVW 
for 471X2. 
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Services Reported with Multiple CPT Codes 

To be provided under separate cover. 

FREQUENCY INFORMATION 

How was this service previously reported? 
47399 Unlisted procedure, liver 
The following two codes may also have been used, but are not accurate for this new procedure: 
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4 7134 Donor hepatectomy, with preparation and maintenance of allograft; partial, from living donor 
4 7125 Hepatectomy, resection of liver; total left lobectomy 

How often do physicians in your specialty perform this service? 

Specialty: transplant surgery CommoRly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: transplant surgery 

Frequency: The precise utilization of this procedure is not known. The recipients of this type of living donor transplant are 
typically older children (i.e. at least five years of age) and small adults. Utilization data available from the 
United Network for Organ Sharing (UNOS) indicates that between 1990 and 2001, there were 52,022 liver 
transplants in the United States of which approximately 1.547 (about 3%) involved living donors. There is no 
reported data, however, on what percentage of living donor transplants involve transplantation ofthe entire 
left lobe. As discussed above, the recipients of left lobe transplants include both larger children and small 
adults. ASTS estimates that these procedures account for approximately 30% of all pediatric living donor 
transplants. (Pediatric patients represent about 10% of total liver transplant recipients but a somewhat higher 
percentage of living donor transplant recipients). The number of adults for whom a left lobe transplant is 
appropriate is not known; however, adults generally require right lobe transplants, and left lobe transplants 
involving adult recipients are relatively uncommon. 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: transplant surgery Frequency: unable to estimate 

Do many physicians perform this service across the United States? No 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

Tracking No: BB4 Global: 090 Recommended RVW: 75.00 

Descriptor: Donor hepatectomy, with preparation and maintenance of allograft, from living donor; total right 
lobectomy (segments V, VI, VII and VIII) 

Organ graft recipient background information: A 37-year-old, 70 kg male with primary sclerosing cholangitis presents 
with recurrent episodes of cholangitis, a dominant stncture in the common hepatic duct (CHD), as well as significant 
stricture in both right and left ducts. These strictures have failed repeated endoscopic therapy. Brushings from the 
dominant CHD stricture reveal severe dysplasia. The patient has failed long-term antibiotic prophylaxis. A liver biopsy 
reveals Cirrhosis and the patient has evidence of mild to moderate portal hypertension includmg splenomegaly and grade I to 
II esophageal varices. The patient's CA19-9 is slightly elevated with a value of 58, but repeated imaging studies of the liver 
do not reveal radiologic evidence of cholangiocarcinoma. The patient has intact renal function and his synthetic functiOn is 
mildly disrupted (albumin 3.0, INR 1.1). The patient's MELD score places him at a significant disadvantage on the 
cadaveric waiting list. A request for consideration as a "special case" has been turned down by the RegiOnal Review Board. 
There is no reason to believe that his MELD score will mcrease over the next 12 to 18 months and there is a reasonable 

likelihood that the patient will continue to detenorate. Given the severity of his recurrent episodes of cholangitis, there is 
serious concern about life-threatening infection in the setting of cirrhosis with portal hypertension and synthetic 
dysfunction. There are no other surgical alternatives to this patient's management. Specifically, surgical biliary bypass is 
not possible given both the location of the strictures and the presence of portal hypertension. Furthermore, the patient has 
failed dilatation and stenting on repeated occasions and worsening of his portal hypertensiOn is anticipated. Finally, given 
the severe dysplastic nature of his brushings, the risk of development of cholangiocarcinoma is considered, as is the fact that 
cholangiocarcinoma, if detected, may contraindicate liver transplantation. 

Typical Patient Vignette- Organ graft donor: The patient's brother has volunteered to be a living donor. 
This is a healthy 35-year-old male with no significant past medical history. His blood type is compatible. He 
has been evaluated and been found not to have any medical or psychosocial conditions that would contraindicate 
living donation, is free from coercion, and has been given every opportunity to decline the procedure. The 
anatomical data on the donor liver reveals a few vascular and biliary anatomical variances, including a 
trifurcation of the portal vein, as well as a trifurcation of the bile duct. {Two other potential donors have been 
evaluated and ruled out for medical and anatomical reasons.) The volume of the right lobe is measured 
radiologically as 860 cc3

, equivalent roughly to 860 gm of liver tissue (graft to body weight ratio (GBWR) is 
1.2%-must exceed 0.8%). The left lobe (segments II, III, and IV) measures 420 cc3 (0.6%) and, therefore, the 
left lobe does not provide adequate liver mass for the patient. Therefore, the right lobe is considered to be the 
graft of choice for this particular recipient. No hepatic steatosis was identified. To the best of the transplant 
team's knowledge, there is no financial compensation planned and the risks of the procedure have been 
thoroughly covered by the transplant team. 

Once a decision has been made to proceed, the surgeon reviews laboratory and x-ray/imaging studies to plan the 
operative approach, discusses the procedure with the patient and his/her family, and obtains informed consent. 
At operation, the liver is mobilized appropriately and a careful examination is made of the entire abdomen and 
liver to rule out any pathology that might contraindicate living donation. A donor hepatectomy, with 
preparation and maintenance of allograft, total right lobectomy (segments V, VI, VII and VIII) is performed. 
Postoperative care of the donor includes all necessary hospital and office visits through the 90-day global 
period. 

When completing this survey, note that preparation and maintenance of the graft would include flushing and 
perfusion with cold preservation solution of vascular and biliary structures on the backbench, immediately upon 
removal from donor, and maintenance of graft in cold preservation solution. It does not include any vascular or 
biliary reconstructions that may be necessary for implantation. 
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Clinical ][)escription Of Service: 

Note: The service includes an extensive evaluation of both donor and recipient circumstances. The decision to 
proceed with living donor transplantation is based on recipient characteristics in the context of existing 
cadaveric organ allocation policies, the lack of medical and psychosocial contraindications to transplantation, 
and the identification of a suitable donor. 

Pre-service work - Day before surgery 
• Write pre-operative orders for peri operative medications; Review preoperative labs, with particular attention 

to serologies and liver chemistries; Review preoperative films, with particular attention to radiologic 
imaging of vascular and biliary anatomy, as well as volume parameters; Review planned incisions and 
procedure; Coordinate donor procedure with recipient procedure 

Pre-service work - Day of surgery 
• Change into scrub clothes; Review the surgical procedure, postoperative recovery in and out of the hospital, 

and expected outcome(s) with patient and family; Answer patient and family questions and obtain informed 
consent; Review length and type of anesthesia with anesthesiologist; Review planned procedure and 
positioning and draping of patient; Verify that all necessary surgical instruments and supplies are readily 
available in the operative suite; Monitor patient positioning and draping, and assist with positioning as 
needed; Scrub and gown; The patient is positioned with the arms abducted and every effort is made to 
prevent brachial plexus nerve injuries; The chest and upper thighs are prepped, as well as the abdomen; The 
legs may need to be prepared for possible saphenous vein graft 

• Intra-Service work- Skin to skin 
• A skin incision is made consisting of bilateral subcostal incisions extended to the xiphoid in the midline 
• The anterior abdominal wall is carefully divided 
• The peritoneum is entered 
• The round and falciform ligaments are divided 
• The self-retaining mechanical retractor is secured to the operating room table and the various attachments are 

utilized and exposure obtained for the hepatic mobilization and resection 
• A thorough exploration of the area around the liver is undertaken, including palpation and visualization of the 

right lobe 
• The abdominal contents are examined for any evidence of pathology 
• The right triangular, right coronary, and right hepatorenalligaments are taken down, exposing the "bare area" 

which is then dissected to the inferior vena cava 
• Any adhesions present are taken down by sharp and blunt dissection 
• The porta hepatis is isolated and encircled with a Penrose drain 
• The right hepatic artery is identified within the porta hepatis and is dissected free of the surrounding tissues and 

looped with a vessel loop 
• A cholecystectomy is performed and a cystic duct cholangiogram catheter inserted into the cystic duct for 

fluoroscopic cholangiography 
• The biliary anatomy is confirmed with cholangiography 
• Dissection is carried down to the right portal vein 
• The right portal vein is dissected and encircled and great care is taken not to injure the portal bifurcation 
• Short caudate branches of the right portal vein are divided 
• The right bile duct(s) is( are) identified by lowering the hilar plate 
• The right hepatic duct is transected sharply within the liver parenchyma 
• There are often multiple bile ducts and these need to be carefully identified and transected within the liver 

parenchyma aiming to preserve vascular supply to the bile duct and great care is taken not to injure the 
remaining bile duct 
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Intra-Service work- Skin to skin (continued) 
• The caudate lobe is mobilized from the inferior vena cava by dividing all caudate and accessory hepatic veins. 

These are individually ligated 
• The right hepatic vein is carefully dissected and, if possible, encircled within the liver parenchyma 
• Intraoperative ultrasound is undertaken to locate the junction of the right and middle hepatic veins 
• The ultrasound dissector is then grasped and the presumed area for resection is marked with a cautery 
• The ultrasound dissector is then used to outline the area for dissection along Cantlie's line (major hepatic fissure) 
• Individual vessels and bile ducts are identified in the depths of the ultrasonic dissection and ligated carefully with 

suture and divided 
• Hemostasis within the liver is secured and Prolene is used as necessary to repair vessels which one wishes to 

preserve 
• Hepatic veins draining segments V and VIII are spared for future reimplantation 
• Hemostasis is secured in both raw surfaces making certain that there are no bile leaks 
• The argon beam coagulator is utilized continuously on the raw surface of the liver to stop minimal oozing in an 

effort to prevent blood transfusion in an otherwise healthy donor thus achieving hemostasis while taking care 
not to coagulate bile ducts 

• Once the parenchymal transection is completed and in coordination with the recipient's procedure, appropriate 
vascular clamps are applied to the right portal vein, right hepatic artery, and right hepatic vein and the right lobe 
is removed 

• This requires two additional assistants who will prepare and preserve the right lobe including perfusion with cold 
preservation solution while the vascular and biliary stumps are carefully oversewn in the donor 

• The right portal vein, right hepatic artery, and right hepatic vein are oversewn with Prolene in tum 
• The artery is doubly ligated with suture 
• The right bile duct(s) is (are) oversewn with Prolene 
• A careful check of the raw surface is carried out, looking for hemostasis and the absence of new bile leaks 
• A completion cholangiogram is performed to document the integrity of the remaining bile duct system and to 

check for leaks. The catheter is removed and the cystic duct is doubly ligated 
• The abdominal cavity is copiously irrigated with antibiotic-laden solution 
• One closed-suction drain is placed in the immediate vicinity of the resection towards the cut edge of the liver 
• The position of the nasogastric tube is checked 
• Perioperative antibiotics are given preoperatively, but are repeated as necessary, depending on time 

intraoperatively; thus if a first-generation cephalosporin is used, a redosing occurs at two hours following the 
initial dose 

• Wound towels and the retractor are removed 
• The abdominal wall is closed in layered fashion with attention to hemostasis 
• The skin is closed in the usual fashion 

Post-op same day work through discharge from recovery 
• Apply dressings; Drainage from the drain is checked and their volume recorded; Abdominal girth is measured 

every six hours to make certain that bile and/or ascites is not accumulating; Check position and function of 
nasogastric tube; Write orders for post-op labs, films, medications, diet, and patient activity; Review 
recovery room care and medications with staff; Discuss procedure outcome with family; Discuss procedure 
outcome with patient after emergence from anesthesia; Dictate post-op report; Discuss procedure outcome 
with referring physician; Dictate procedure outcome and expected recovery letter for referring physician 
and/or insurance company 

Post-op same day work after discharge from recovery 
• Examine patient, check wounds and patient progress; Review nursing/other staff patient chart notes; Answer 

patient family questions; Answer nursing/other staff questions; Write orders for following day's labs, films, 
medications, diet, and patient activity; Chart patient progress notes; Inform donor of recipient progress 
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Post-op other hospital work- Beginning on post-op day 1, until discharge day 
• Check the drainage from right upper quadrant and record; Record abdominal girth; Continue antibiotics as 

indicated; Check liver chemistries every other day; Check urine output and measure urine sodium, 
potassium, and osmolality; Treat ascites and hypoalbumenemia as indicated; Remove nasogastric tube at 
appropriate time; Examine and talk with patient; Check wounds and patient progress; Discuss patient 
progress with referring physician (verbal and written); Review nursing/other staff patient chart notes; 
Answer patient/family questions; Answer nursing/other staff questions (verbal and written); Answer 
insurance staff questions; Write orders for post-op labs, films, medications, diet, and patient activity; Chart 
patient progress notes; Remove Foley catheter, check for voiding 

Discharge day work 
• Examine and talk with patient; Check wounds and patient progress; Review nursing/other staff patient chart 

notes; Review post-discharge wound care and activity limitations with patient; Answer patient/family 
questions; Answer insurance staff questions; Write orders for post-discharge labs, films, and medications; 
Chart patient discharge notes 

Post-op office work- After discharge from hospital 
• Examine and talk with patient; Check wounds and patient progress; Answer patient/family questions; Answer 

insurance staff questions; Discuss patient progress with referring physician (verbal and written); Write 
orders for medications; Review post-discharge labs/films (the patient's liver function is assessed to make 
sure that there is no evidence of hepatic insufficiency); Discuss progress with patient/family; Remove 
sutures/drains; Dictate patient progress notes for medical chart 

SURVEY DATA 

Presenter(s): Michael Abecassis, MD, FACS; Charles Mabry, MD, FACS 

Specialty(s): American Society ofTransplant Surgeons; American College of Surgeons 

CPT Code: 471X3 (BB4) 

Sample Size: 130 I Resp n: 36 I Resp %: 28% 

Sample Type: Random 

Low 25th octl Median 75th octl Hie_h 

SurveyRVW: 60.00 65.00 75.00 90.00 110.00 

Pre-Service Evaluation Time: 105 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 380 420 480 600 630 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 60 

Critical Care time/visit(s): 82 99233* X 2 

Other Hospital time/visit(s): 237 99233 X 2; 99232 X 2; 99231 X 5 LOS= 12 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 107 99213 X 4; 99212 X 1 
1Physician standard total minutes per ElM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICElS): 
CPT Descriptor '03RVW Glob 

Donor hepatectomy, with preparation and maintenance of allograft, from REC 
471X3 90 

living donor; total right lobectomy (segments V, VI, VII and VIII) 75.00 

47130 Hepatectomy, resection of liver; total right lobectomy 55.35 90 

47135 
Liver allotransplantation; orthotopic, partial or whole, from cadaver or living donor, 

81.51 90 
any age 

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

Ref Ref 
Svy CPT 47130 SvyCPT 47135 

TIME ESTIMATES (MEDIAN) 471X3 RUC z•• Syr 471X3 RUCFeb94 

Pre-service 135 75 135 120 

Intra-service 480 240 480 520 

Same Day Immediate Post-service 60 45 60 

Critical care 82 126 82 
700 

Other hospital visit 237 210 237 

Discharge day management 36 36 36 

Office visit 107 61 107 161 

TOTAL TIME 1,137 793 1,137 1,501 

INTENSITY/COMPLEXITY MEASURES {mean} 

Survey response count 12 12 13 13 

TIME SEGMENTS 

Pre-service 4.80 3.40 4.92 4.33 

Intra-service 4.80 3.70 5.00 4.50 

Post-service 4.60 3.30 4.50 4.33 

MENTAL EFFORT AND JUDGMENT 
The number of posstble diagnosis and/or the number of management options 

3.91 3.73 4.77 4.08 that must be considered 

The amount and/or complexity of medical records, diagnostic tests, and/or 
4.82 3.36 4.92 4.08 other information that must be reviewed and analyzed 

Urgency of medical decision making 4.27 3.45 4.69 4.08 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 4.82 3.73 5.00 4.54 

Physical effort required 4.73 3.64 5.00 4.46 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.90 3.70 5.00 4.23 

Outcome depends on the skill and judgment of physician 4.90 3.80 5.00 4.15 

Estimated risk of malpractice suit with poor outcome 4.80 3.10 4.77 3.85 

ADDITIONAL RATIONALE 

The survey median RVW of 75.00 is being recommended for 471X3. Compared with 47130, an RVW 
of75.00 for 471X3 reflects: 1) increased intensity and complexity; 2) additional pre-operative time for team 
surgery and multiple patient coordination; and 3) additional intra-operative time/work for the donor procedure and 
for preparation and maintenance ofthe graft. Relative to 47135, the median RVW is below 81.51 which reflects 
slightly less intra-operative time and less post-operative time. The pre-, intra-, and post-op intensities for 471X3 
and 47135 are very similar. 
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1. Discussion oftime and complexity/intensity comparison 
Following is a detailed discussion of the similarities and differences between new code 471X3 and the primary 
reference code (47130) relative to the complexity/intensity values shown in the table above. 

Pre-service comparison: Preoperative work for 471X3 differs markedly from that of a patient undergoing 47130. Not 
only must the potential donor be free of any medical or psychosocial contraindications to living donation (an essential 
condition required to minimize donor risk), but the status of the donor liver requires maximum attention. A preoperative 
knowledge and pre-operative review of the vascular and biliary anatomy is essential since often these anatomical variants 
will require additional efforts by the surgical team to produce a viable transplant organ. 

Intra-service technical comparison: In contrast to 47130, the presence of large essential tributaries of the middle hepatic 
vein draining segments V and VIII (the anterior segments of the right lobe) require preservation for potential implantation 
when performing 471X3. 47130 requires the preservation of the sectoral and segmental arterial branches of the right 
hepatic artery, wh1ch are ligated and divided as they are encountered, whereas in 471X3, these must be carefully dissected 
and preserved in order to ensure viability of the right lobe graft. Likewise, in 47130, the right portal vein is typically ligated 
in continuity past the bifurcation w1th the left portal vein or alternatively divided in the parenchyma of the liver. Agam, 
little attention is paid to preservation of the structure. In contrast, in 471X3, the right portal vein must be dissected and 
preserved. In cases of early branching of the right portal vein, the right anterior and right posterior portal veins must be 
individually dissected and preserved. The major difference in the dissection and mobilization of the portal vein between the 
two procedures is that in 47130, the right lobe structures are div1ded as they are encountered. This allows for easy 
visualization of the right portal vein. In contrast, in 471X3, the structures cannot be divided and, therefore, visualization of 
the portal vein requires careful mobilization of these anterior structures. 

With 47130, it is not usually necessary to dissect the plane between the IVC and the caudate lobe. The parenchymal 
transection plane can be carried down to the right of the IVC in the vast majority of cases unless a trisegmentectomy is 
contemplated. In contrast, in 471X3, it is essential to divide the large number of caudate and accessory veins draining the 
caudate lobe and the right posterior lobe directly into the IVC. This dissection is essential because the right hepatic vein will 
need to be taken at its origin with the IVC and the surgeon must be able to place a finger directly beneath the caudate lobe 
so that the plane of parenchymal transection will be in line with the eventual division of the right portal vem(s). In addition, 
this may require division of caudate branches from the right portal vein to the caudate lobe which requires dissection not 
needed in a right hepatic lobectomy. The presence of accessory right hepatic veins, also known as "short veins," makes this 
dissection more difficult, since the right lobe cannot be reflected from the IVC with these veins tethering it down. 

With 47130, the blood supply to the right lobe is taken early (hilar control), before parenchymal transection, so that a line of 
demarcation between the ischemic right lobe and the remaming viable liver guides the surgeon as to the plane of 
transection. One advantage of this is that typically surgeons will err slightly on the ischemic side and the parenchymal 
transection will be relatively bloodless given the lack of blood supply (with the exception of comeback vessels and some 
hepatic venous bleeding). In contrast, vascular inflow cannot be controlled in 471X3 in light of the need for a viable graft. 
Therefore, the parenchymal transection is performed without any type of inflow control. This results in a potentially bloody 
parenchymal transection and, given the important need for donor safety (including the need to avoid blood transfusion and 
hemodynamic instability), this requires a parenchymal transaction. In order to avoid exsanguinating hemorrhage, this 
technique of parenchymal transection is much slower. In addition, the hepatic vein anomalies may require preservation of 
veins draining segments V and VIII for a possible reconstruction. Dissection of these veins within the hepatic parenchyma 
slow down the process of parenchymal transection. 

Graft comparison: In contrast to a liver specimen in 47130, attention must be paid to the raw surface of the right lobe graft 
for bleeding points and biliary leaks in 471X3. This not only reqmres suture ligation of all vascular and biliary structures 
during the parenchymal transection, but a very careful examination of the raw surface of both sides once th1s parenchymal 
transection is completed. Bilary complications are the Achilles' heel ofliving donor transplants. Therefore, attention must 
be paid to the preservation of a vascularized b1liary tree. In 4 7130, the vascular supply to the biliary tree is not of concern. 
In 471X3, dissection is necessary to preserve the blood supply of the biliary system. This dissection is time consuming and 
is typically performed with high magnification loupes. Also, since the remaining stump on the donor's bile duct is typically 
short, careful oversewing of this stump is essential in ensuring donor safety and preventing biliary leakage in the donor. 
This is in contrast to ligation and division of whatever biliary structures are encountered during 47130. 
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Technical skill comparison: The performance ofliving donor liver transplantation requires significant knowledge and 
training. When performed in children, the procedure is typically performed either by a pediatric surgeon who has received 
additional training in transplant surgery or by a transplant surgeon who has received additional training in pediatric surgery. 
Both groups undergo traming in ASTS-accredited programs. When performed in adults, this procedure is performed by a 
transplant surgeon who likewise has undergone training in an ASTS-accredited program. The ASTS accreditation standards for 
transplant surgery fellowship programs require that each fellow must perform at least 45 liver transplants over the course of 
his or her fellowship. 

Stress comparison: The level of stress involved in operating on an otherwise healthy individual compounds the usual level of 
stress associated with major surgical procedures. Although the recipients derive direct benefit from the transplant, it is difficult 
to assign any physical benefit to the donor. This fact adds tremendously to the process of informed consent for 471X3 and 
makes a benefit-to-risk analysis impossible from the donor's perspective. These concepts must be continuously communicated 
to the donor and h1s or her family and to those clinical professionals involved in the provision ofhealthcare to the donor. 

2. IWPUT Analysis 

The following IWPUT analysis using the Building Block Methodology is provided to show that the IWPUT for 
new code 471X3 is reasonably similar to 47130. [It is also similar to 471Xl, which has an IWPUT of0.113 based 
on the recommended RVW of55.00 and to 471X2, which has an IWPUT of0.118 based on the recommended 
RVW of67.50.] This analysis is another way to compare procedures in the same family with different time and 
visit patterns for pre- and post-service work. This analysis also allows for differences in intraoperative time. It is 
another way to show that the median survey RVW of75.00 for 471X3 is reasonable when compared with 47130, 
471Xl, and 471X2. Note: An IWPUT comparison with 47135 cannot be performed. This code was surveyed in 
1993, using a previous version of the RUC survey that did not include details for postoperative visits. 

IWPUT ANALYSIS 
ROW I COLUMN A B C D E F 

1 I 471X3 and 471X3 SvyRVW: 75.00 47130 MFSRVW: 55.35 
2 47130 Svy Data RUC Std. RVW Svy Data RUC Std. RVW 
3 Pre-service: Time Intensity (=time x ints'y) Time Intensity (=time x ints'y) 
4 Pre: eval & posit 120 0.0224 2.69 50 0.0224 1.12 
5 Pre: scrub,dress,wait 15 0.0081 0.12 25 0.0081 0.20 
6 Pre-service total 2.81 1.32 
7 Post-service: Time Intensity (=time x ints'y) Time Intensity (=time x ints'}'} 
8 Immediate post 60 0.0224 1.34 45 0.0224 1.01 
9 Subsequent visits: Visit n E/M RVW (=n x RVW) Visitn E/M RVW (=n x RVW) 
10 ICU 99291 4.00 2 4.00 8.00 
11 99233 4 1.51 6.04 2 1.51 3.02 
12 99232 2 1.06 2.12 3 1.06 3.18 
13 99231 5 0.64 3.20 2 0.64 1.28 
14 Discharge 99238 1 1.28 1.28 1 1.28 1.28 
15 Discharge 99239 1.75 1.75 
16 99215 1.73 1.73 
17 99214 1.08 1.08 
18 99213 4 0.65 2.60 2 0.65 1.30 
19 99212 1 0.43 0.43 1 0.43 0.43 

20 Post-service total 17.01 19.5 
21 Intra-service: Time IWPUT INTRA-RVW Time IWPUT INTRA-RVW 
22 Intra total 480 0.115 55.18 240 0.144 34.53 



CPT: 471X3 (Apr. 2003) Page 8 

3. Additional NOTE about work prior to the day before surgery 

As noted in the cover letter accompanying this Summary Form, multiple potential donors are evaluated prior to 
selecting a donor for a liver transplantation. The services provided to potential donors include information 
sessions and face-to-face explanations of risks and benefits. The level of work that goes into the identification 
of a suitable donor is quite extensive and is not compensated, since no service is rendered to the individuals who 
do not donate. The time and work associated with these services is NOT included in the recommended RVW 
for471X2. 

Services Reported with Multiple CPT Codes 

To be provided under separate cover. 

FREQUENCY INFORMATION 

How was this service previously reported? 
47399 Unlisted procedure, liver 
The following two codes may also have been used, but are not accurate for this new procedure: 

4 7134 Donor hepatectomy, with preparation and maintenance of allograft; partial, from living donor 
47130 Hepatectomy, resection ofliver; total right lobectomy. 

How often do physicians in your specialty perform this service? 
Specialty: transplant surgery CommoRly 8ometimes Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? 
Specialty: transplant surgery 

Frequency: The precise utilization of this procedure is not known. The first series of adult-to-adult living donor liver 
transplants in the United States was presented in 1998. Data from the United Network for Organ Sharing 
(UNOS) indicate that there were 25 adult-to-adult LDLTs in 1998. 133 in 1999, and 250 in 2000. While UNOS 
data does not separately report right and left lobe procedures, ASTS believes that the vast majority of these 
procedures involved right lobe transplants. UNOS data on the number of adult-to-adult transplants for 200 I is 
not yet available. 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 
Specialty: transplant surgery Frequency: unable to estimate 

Do many physicians perform this service across the United States? No 



Description of the four preoperative phases prepared by ASTS 

Preoperative evaluation of potential living donor: 

Phase 1: 
The patient in need ofliver transplantation has been told to bring any "potential donors" 
and their families to an information session regarding living donor liver transplantation. 
The surgeon or physician introduces the session. At that point, a nurse that is part of the 
"donor advocate team" as outlined in the NY State Guidelines provides a full overview of 
the medical, surgical, financial, ethical and logistical issues involved in the process of 
living donation. The risks to the donor are explained in detail, as are the technical and 
logistical details of both the donor and recipient procedures. In addition, the risks and 
potential benefits to the recipient are discussed, including the added risks of living donor 
transplantation as compared to cadaver donor transplantation. All known complications 
to both donors and recipients are discussed in terms of published data, rumored data, and 
center-specific data. A plan is outlined regarding "next steps" that include blood typing 
of any potential donors (must be compatible), filling out of a health questionnaire by all 
potential donors, and the ranking process by the center if more than one potential donor 
exists. Finally, the confidential nature of the process is stressed, emphasizing that from 
this moment on, no details about any interaction between the potential donor and the 
transplant center will be shared with anyone other than the potential donor. 

Phase 2: 
Potential donors with compatible blood type are ranked and contacted by the nurse 
(donor advocate team) in order, one at a time. The potential donor is told that both their 
blood type and medical questionnaire reveal no contraindications to proceeding with a 
"work up". The donor is told to contact the designated nurse, once they have discussed 
this development with their immediate family if they wish to proceed. The potential 
donor is told in no uncertain terms that a "medical excuse" will be provided in case they 
do not wish to proceed, and that the recipient, or anyone else for that matter will not be 
told anything other than there were medical reasons not to proceed. If the potential donor 
contacts the nurse and wishes to proceed, consent is obtained from the potential donor to 
proceed with a "work up". An appointment is made with a "donor advocate team" 
physician for a complete history and physical examination to rule out potential medical 
contraindications to donation. If no contraindications are discovered during the history 
and physical examination, blood work is ordered consisting of standard hematology and 
chemistries, including liver function tests and serologies for various viral infections. A 
psychosocial evaluation is included to rule out psychosocial contraindications to 
donation. An effort is made to rule out coercion and any possibility of financial gain by 
the potential donor. If the blood work reveals no contraindications, the potential donor is 
contacted by the nurse and informed of the results. Again, at this point, the nurse informs 
the potential donor of the possibility of a "medical excuse". The potential donor is 
instructed to contact the nurse after a discussion with his immediate family regarding the 
results of the testing if he wishes to proceed. If the potential donor contacts the nurse, an 
appointment is made for further investigations now directed specifically at the liver. 
These may include imaging (CT or MR depending on the preference of the center), liver 



biopsy if indicated, and angiography if indicated. Of course, the appropriate consent is 
obtained prior to each procedure, particularly for invasive procedures. 

If the potential donor opts out of the process at any point, a "medical excuse" is provided, 
and the nurse contacts the next ranked potential donor, and phase 2 is initiated for the 
new potential donor. If no other donor is identified, the recipient is informed that living 
donor transplantation will not possible, and they are encouraged to broaden their search 
for a potential donor. 

If the potential donor accepts to proceed to the next step, the transplant surgeon becomes 
involved by reviewing all medical and psychosocial information and making a 
determination that indeed this is an appropriate donor. Also, the potential donor is 
offered the opportunity to call other donors who have volunteered to discuss their 
experiences with potential donors. The nurse arranges these calls. 

Phase 3: 
The potential donor and their immediate family are invited to a discussion with the 
transplant team regarding the procedure and its inherent risks. The surgeon spends a 
considerable amount of time discussing complications, alternatives, uncertainties and 
technical aspects of the surgery. The nurse presents information regarding the personal, 
financial and psychological implications of the procedure. Once again, the donor and 
their immediate family are offered a "medical excuse". Also, they are told that if a single 
member of the immediate family is not fully engaged and agreeable with proceeding, the 
procedure will not take place. The surgeon and the nurse together establish that there are 
no immediate family members or significant others who may not be present during this 
session. If this is found to be the case, every effort is made to engage these individuals. 
At the end of this session, consent is obtained for the donor procedure from the donor and 
their immediate family. 

At this point, the recipient and his immediate family is invited to join the discussion. The 
surgeon and the nurse point out the details of the recipient procedure, its inherent risks, 
how the living donor transplant procedure differs from a cadaver donor procedure, and 
the added risks to the recipient with living donor transplants. Every effort is made to 
achieve consensus amongst the members of both families that the process should 
continue. 

The procedure is scheduled and a return appointment is made for the donor and his 
immediate family in 30 days, coinciding with 24 hours prior to the procedure. This is a 
"cooling" off period recommended by the NY State guidelines. 

Consent process for surgery: 

Phase 4: 
The donor and his immediate family is interviewed for the purposes of informed choice. 
They have presumably had an opportunity to discuss all issues related to the procedure 
and have elected to proceed. At this time, both the surgeon and the nurse spend a 



considerable amount of time reviewing all the technical details of the surgery including a 
thorough explanation of the preoperative details, including the option of epidural 
anesthesia, the need for invasive monitoring catheters, the incision, the details of the liver 
anatomy necessary to understand the risks (pictures are used to review the anatomy of the 
liver), the volume ofliver that will be removed, the anatomy of the vascular and biliary 
structures, the need for drains, the postoperative details leading to discharge from the 
hospital, the restrictions involved, the follow up regimen, and any potential 
complications, both short term and long term. 

After the nurse has fully "informed" the patient and his immediate family, the surgeon 
attempts to talk the donor out of donating. He emphasizes the serious complications, 
including death, liver failure in the donor and the need for transplantation, biliary leaks 
and strictures that may require re-operation, bleeding and infections. 

At the end of the session, the donor and his immediate family are asked to sign an 
"informed choice" form indicating that the process has taken place. The nurse then goes 
over the details of the admission to hospital the following day, when they must be at the 
hospital, where to go, what to expect upon arrival, when they need to be NPO, what to 
bring or not to bring to the hospital etc. She answers whatever questions the donor and 
his family may still have that have not been answered. 

Phase 5: 
On the day of surgery, the patient signs the standard hospital informed consent. The 
actual signing of this consent may take place in the surgeons office on the day prior to 
surgery. However, on the day of surgery, the surgeon spends the necessary time to make 
sure that the donor understands all pertinent issues relating to the surgery, and that he 
understands that he can still back out of this with a "medical excuse". If the donor wishes 
to proceed, he is taken to the operating room. 



CPT Code: See Below 
Specialty Society('s) ASTS 

CPT 
47140 

47141 

47142 

DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

Donor hepatectomy, with preparation and maintenance of allograft, from living 
donor; left lateral seQment only (segments II and Ill) 
Donor hepatectomy, with preparation and maintenance of allograft, from living 
donor; total left lobectomy (segments II, Ill and IV) 
Donor hepatectomy, with preparation and maintenance of allograft, from living 
donor; total right lobectomy (segments V, VI, VII and VIII) 

GLOBAL 
90 

90 

90 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were developed by physicians from the American Society of Transplant Surgeons. 

CLINICAL STAFF TYPE: 
Because of the complex nature of procedures that are performed by transplant surgeons, a registered 
nurse in the minimum clinical staff level hired. We are requesting that the staff type for these service be 
identified as RN (CMS code 1 033). 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. Additional minutes are being 
recommended for coordination of care, pre-service education, and pre-service diagnostic and referral forms. 
A discussion of the necessary preservice work is discussed in the cover letter to our recommendations. We 
submit that presentation as a rationale/justification for requesting the following additional minutes of clinical 
staff time: 

Other Clinical Activity: 15 minutes for significant additional atypical coordination 
because of multiple physicians, surgeons, and two patients. 
Other Clinical Activity: 480 miAutes for sigAificaAt additioAal atypical pre service 
educatioA. Four iAformatioA sessioAs with doAor aAd family at apprm<imately 2 
hours each. 
Other Clinical Activity: 30 minutes for significant additional "atypical" pre-service 
diagnostic & referral forms. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge (99238 level}. 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Supplies and equipment necessary at each post-op visit are presented. 



AMAISpeCialty SoCiety R S Update Comm1 47140'~";1> 47141 ,,{···' •' 47142 
Donqr hepateCtomy, Donor hepateCtomy, · Donofhepatee:tomy, 
With· preparation and with p'reparation.and Wlttfpreparatir:iri'ahd 

mamtenance of " • : '!"ainte.rlance:?r _ " '' ".rn~inten,ance or·' 
471X1-471X3 PE Details (April 2003 RUC) 

CMSSTAFF 
allograft, frOm hving,:c ·Ea116graf!;<from living allograft," from living., 

donor; left;lateral · .. : 'dorioi; totaneft ·"""· . . ~donor; total right : · 
TYPE,MED segment qnly . ~ ·lobectomy (segments lobeetomy;(!!l!9men!ll' 

SUPPLY, OR '"(segments lllfnd Ill) .: : · II, Ill and JV) V; VI, vu::~n<hYIIIY,'; 
EQUIP CODE ·:'~'·'''" ' ' ' ' .! ~ ,, 

' ' ' 
GI:.OBAL PERIOD' , ": ;;£;;';&];;. ;:2:£s, ' 'C::/(>;'. "·" -'2: ·' ~~~~:_;,+ 90 90d:£. ~0 
LOCATION ' 0 ""f.: p#,Y,:,C ;cc,,, :·';A:~·. ··:~·£~>::5-t;y ?NonFat:,;, Fac,. Nonfac ·, .• Fac . NonFac. Fac 

TOTAL CLINICAL LABOR TIME 1033 RN N/A 458 N/A 494 N/A 494 

PRE-SERVICE PERIOD TOTAL TIME 1033 RN 285 285 285 

SERVICE PERIOD TOTAL TIME 1033 RN 12 12 12 

POST -SERVICE PERIOD TIME 1033 RN 161 197 197 
PRE-SERVICE PERIQD, ~:l::;.. 

,, 
' :~ ' 1<. :;:·~ §-~-"" '! ' 

' 

Complete pre-serv1ce diagnostic & referral forms 1033 RN 5 5 5 
Coordinate pre-surgery serv1ces 1033 RN 20 20 20 
Schedule space and equipment in facility 1033 RN 8 8 8 
Provide pre-serv1ce educat1on/obta1n consent 1033 RN 20 20 20 
Follow-up phone calls & prescriptions 1033 RN 7 7 7 
Other Climcal Activ1ty: Significant add1t1onal "atypical" 
coordmat1on because of multiple·physicians, surgeons. 1033 RN 15 15 15 
and two patients 

Other Clinical Act1v1tv: Sigmficant additional atypical 
pre-serv1ce educat1on Four Information sessions with 1033 RN 180 180 180 
donor and family at approximately 2 hours each. 

Other Climcal Activity· Significant additional "atypical" 
1033 RN 30 30 30 pre-serv1ce diagnostic & referral forms. 

S:ER\l!~E PERIOD·· '' 
• ' >' rr: '·: < ;·,:c..~ ~. I,,., , .. ,. ·" , 

' 

•' ,,.:, ·•' :,:;.:, :•.'"':: 

Pre-service 0 0 0 
Intra-service 0 0 0 
Post-Service 

Discharge day management 99238-12 minutes 
1033 RN 12 12 12 99239-15 mmutes 

Other Climcal Activity (please specify) 

POST -SERVI€EfPERIOD ':;;~1<:::.<.2. ,;~ ' '?. :C) i ·: ," 1:·.~.:. 
~· ~ "~ 

,,,, 
'' 

Conduct phone calls/call in prescriptions 

List Number and Level of Office V1s1ts 

99211 16 m1nutes 

99212 27 m1nutes 

99213 36 mmutes 3 4 4 
99214 53 m1nutes 1 1 1 
99215 63 minutes 

Total Office Visit Time 1033 RN 161 197 197 
Other Act1v1ty (please speCify) 

MEDic~~::s.l!PPiiies·,. "::"::.;,:-. ~,:~ · . .t.,;~~~ .,'."":;;c. · .• +Y)G~.; ., " .,:::~ q;: n 
' 

:l:: ,• 
', "· '> <; " ~ ' 

m1mmum visit package (multispecialty) PEAC pack 3 5 5 
post-op InCISIOn care kit PEAC kit 1 1 1 

" 

EQlliprfi:~nt . · :£:"·7·7··~r:Y. :r,,.;r, {";·' ·'f"'~;;/'i '::t" i '~]:J,y,,>','' '' ·'""'"' :·':'<~"?.~ '· 
"' C/'1 ·£.-

exam table E11001 1 1 1 
exam lamp E30006 1 1 1 

ASTS PE Deta1ls Apnl 2003 RUC 
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1 I. INTRODUCTION 
2 

3 

4 Commissioner of Health Antonia C. Novello, M.D., M.P.H., Dr. P.H., created the New 

5 York State Committee on Quality Improvement in Living Liver Donation in June 2002 to review 

6 living-related liver donation in New York State. The Committee operates under the auspices of 

7 the New York State Transplant Council, New York's 21-member advisory body appointed by the 

8 Governor and the State Legislature to advise the Commissioner of Health on issues related to 

9 organ and tissue donation and transplant. 

10 

11 The Committee met in June, August, October, and November 2002 to review existing 

12 requirements and protocols and develop guidelines and protocols concerning donor and recipient 

13 selection, informed consent, preoperative evaluation, intraoperative and postoperative care of 

14 living liver donors. 

15 

16 Members of the Committee include transplant physicians, an organ procurement 

17 organization representative, transplant recipient and donor, a nurse, social worker, and 

18 psychiatrist with transplant experience, an ethicist and representatives from the five liver 

19 transplant programs in New York State. 

20 

21 Three subcommittees were formed at the first meeting of the Committee: Subcommittee 

22 on Informed Consent, Donor/Recipient Selection and Evaluation (Francis L. Delmonico, M.D., 

23 chair), Subcommittee on Donor Peri-Operative Care and Facility Support (Lewis Teperman, 

24 M.D., chair) and Subcommittee on Donor Discharge Planning, Support and Long-Term Follow-

25 up (Jean Emond, M.D., chair). Commissioner Novello asked the Committee members to 

26 formulate recommendations and draft guidelines before the end of the year. 

27 

28 This report represents the diligent work of the Committee and contains guidelines to help 

29 reduce morbidity and mortality associated with live adult liver donation in New York State. 
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II. BACKGROUND 

The availability and quality of an organ obtained from a live donor and the continuing 

shortage of organs recoverable from deceased donors has propelled an extensive effort in live 

organ transplantation that places more live organ donors at medical risk. The wellbeing of the 

donor should be the primary consideration of any live donor organ transplantation. Although the 

possibility of injury to a live donor has been acknowledged since the inception of organ 

transplantation as a viable medical field, a basic tenet of medicine is to do no harm. The 

transplantation of an organ from a live donor stands in ethical contrast to every other care that a 

physician provides. If a seriously ill patient does not completely understand a plan of treatment, 

the physician may still act in his or her best interest. However, if a living donor does not 

understand the process and risks of donation, the consequences of their not assimilating the 

important information are profound. 

Competing interests arise in live organ donation that are unique. These include the 

interests of the donor, the needs of the recipient as well as society for tissues or organs for 

transplantation, the interests of the next ofkin ofboth the donor and recipient, and the interests of 

the transplant center. 

A. The Donor 

Some potential donors donate selflessly for the good of either a family member, loved 

one, or society. The potential donor must understand the following points: 

1. In contrast to the consent for donation at the time of death, the living donor is confronted with 

either immediate risk or unknown future medical problems related to his or her organ system. 

These risks may not be entirely known at the time a living donor procedure is undertaken 

(such as a right lobe liver transplantation or laparoscopic nephrectomy). 

2. The financial and emotional consequences of the donation must be understood. At a 

minimum, the donation process can cause stress in the family and limit the functionality of the 

donor for weeks or months following the operation. A quantifiable financial impact of this 

8 
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3. loss of functionality must be addressed before the transplant is performed. Complications of 

2 the donation procedure may have limited consequences or may evolve into a state of chronic 

3 illness and lead to loss of employment and loss of medical insurability. The donor's family 

4 must consider the possibility of such an outcome, even though it may be unlikely. 

5 

6 4. Emotional consequences that are much harder to quantify may have a variable impact upon 

7 certain members of the donor family and be dependent upon the ultimate decision to donate or 

8 not. For example, the decision to donate could have a positive emotional bearing upon 

9 siblings when a parent is in need of a transplant, while at the same time, having a negative 

10 effect on the donor's primary family (spouse, children). 

11 

12 

13 B. The Recipient 

14 In most situations, the recipient would seem to have every reason to encourage living 

15 donation. The wait for a life-saving or life-enhancing organ is shortened, the transition to a more 

16 functional life is accelerated, and the emotional strain of"the wait" for a deceased donor's organ 

17 is eliminated. However, some potential recipients do not opt to pursue the living donor option for 

18 a variety of reasons. The recipient may acknowledge that a social behavior is the source of organ 

19 failure and illness and may not want to ask a family member to undertake risk in this clinical 

20 setting. The recipient should understand: 

21 

22 1. Transplantation, whether via a deceased donor or living donor source, is not a process that can 

23 be successfully accomplished alone. The recipient must understand that his or her outcome 

24 will be dependent on someone's desire to help and to provide a gift individually or to society. 

25 In addition, the family is critically important to the success of the endeavor. Even a transplant 

26 from a deceased donor will require the sacrifice of time, effort, emotion, and functionality of 

27 at least one if not more family members. 

28 

29 2. The recipient should understand that there are risks for a live donor, but that the selection 

30 process and the medical, surgical, and associated health care providers attempt to minimize 

31 these risks and ensure that the donor is proceeding voluntarily and safely with the decision to 

32 donate. 

9 
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3. The recipient should understand that there may be additional risks associated with receiving a 

2 living donor graft versus a graft from a deceased donor. These negative factors may be 

3 countered by fewer complications in the pretransplant period. 

4 

5 4. The recipient should understand that he or she should be placed on the transplant waiting list 

6 and that the team will pursue a deceased donor source of organs so that the recipient does not 

7 feel the need to apply pressure on the potential donor and create a coercive environment. The 

8 recipient must not feel that living donation is the only option to successful transplantation. 

9 

IO 

II C. The Family 

I2 The family of either the donor or recipient can be either supportive or coercive in the 

13 decision-making process. The family members have a stake in the decision, as they will be 

I4 affected regardless of whether the decision is to donate or not. The decision not to donate could 

I5 impact another family member's fate while the decision to donate could directly impact the donor 

I6 or his or her immediate family. 

I7 

I8 The family should understand that living donation may not be the only option. This concept 

I9 will assist in engendering a noncoercive environment for the potential donor to make an 

20 independent decision. Both the potential donor's and recipient's family should make their desires 

2I known to the potential donor in a noncoercive fashion. 

22 

23 

24 D. Transplant Center 

25 The professional staff of the liver transplant center is committed to helping patients with 

26 liver disease. However, as the demand for organs continues to increase and the pool of organs 

27 recovered from deceased donors remains insufficient, there is a compelling incentive for the 

28 transplant center to identify a living donor source of organs. The forces influencing the transplant 

29 center to solicit live donors include economic concerns, prestige/professional satisfaction, and the 

30 paramount desire to help the patients who entrust their future to transplant professionals. 

3I 

32 1. The recipient is the liver transplant program's first and foremost concern. With the acceptance 

33 of care for the potential recipient, the entire liver transplant service becomes ethically bound 
10 
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to consider either a deceased or living organ source to save the recipient's life. However, only 

2 when a potential donor is determined to be suitable and becomes a possible surgical candidate 

3 does the surgical component of the transplant team have an additional ethical/professional 

4 relationship with the potential donor. 

5 

6 2. Liver transplantation is a highly visible program of a medical center that conveys 

7 sophistication and technical expertise associated with an excellent institution. This uniqueness 

8 of medical care is the realm of living donor liver transplantation for the transplant physician. 

9 It fosters professional recognition, scientific publications, academic reward, and personal 

1 o satisfaction. 

11 

12 3. Liver transplantation generates significant revenue for a medical center. The need to maintain 

13 the skills of clinical service may propel the leaders of the program to consider living donation 

14 as an alternative source of the transplant. 

11 
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III. INDEPENDENT DONOR ADVOCATE TEAM 

2 

3 

4 An independent donor advocate team should be established for any live donor adult liver 

5 transplantation program. The team's interests must be exclusively the wellbeing of the live donor, 

6 to help donors make informed decisions, while balancing external/family pressures to donate. The 

7 team may not be totally independent of the recipient events, as there must be interaction with the 

8 transplant surgeon of the recipient team. 

9 

10 

11 A. Team Characteristics 

12 1. The independent advocate team should have no financial or personal interest in the decision to 

13 donate or transplant. The salary or compensation of the donor advocate team should not be 

14 dependent upon whether a particular live donor transplant is performed or how many 

15 transplants are performed by the center. 

16 

17 2. The independent advocate team's status at the center should not be affected by decisions made 

18 on behalf of the donor. 

19 

20 3. The independent advocate team must be medically sophisticated in transplantation and aware 

21 of center volume, outcome data, and other relevant statistics. 

22 

23 4. The independent advocate team should consist of, at a minimum, a physician, a transplant 

24 coordinator, and a psychiatrist, psychologist or social worker. The Committee recommends 

25 the following: 

26 a) All team members should have a solid working knowledge of liver disease and 

27 transplantation. 

28 b) The psychiatrist, psychologist, or social worker (who should have a master's degree or higher) 

29 should be skilled in individual and family counseling should understand the entire donation 

30 process, and have knowledge of and be able to provide information on community programs 

31 for social support including temporary housing and transportation to the surgical center. 

32 

12 
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5. Once an individual is designated by the center to serve as a member of the independent donor 

2 advocate team, they should: 

3 a. Attend a continuing education course on living donation yearly; 

4 b. Participate in at least one donor evaluation process per year. 

5 

6 

1 B. Team Responsibilities 

8 The independent donor advocate team's role begins with the donor evaluation process and 

9 continues through donation, the postoperative period, discharge and post-discharge. The team 

10 should provide appropriate recognition, report adequacy of pain control, and facilitate additional 

11 postoperative contact with the appropriate hospital staff. Team members should ensure that all 

12 the needs of the donor are fulfilled in a prompt manner and in accordance with best medical 

13 practice. An attempt should be made to make donors feel special and to recognize the importance 

14 of their donation. 

15 

16 The team should: 

17 1. structure the process of informed choice (specifically stating informed "choice") and 

18 emphasize that the decision to donate is not a foregone conclusion; 

19 

20 2. protect the interests and wellbeing of the donor; 

21 

22 3. provide information regarding the medical, psychosocial, and financial implications of the live 

23 donation for the potential donor; 

24 

25 4. explain the evaluation process, what to expect and what it means to be a donor. 

26 

27 5. discuss with the donor the formal conclusion regarding his or her medical and psychosocial 

28 suitability for the surgery; 

29 

30 6. assure there is continuity of care. 

31 

32 

33 C. Education 
13 
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The independent donor advocate team should be instrumental in educating the potential donor 

2 about the donation process. The team should begin with facts known about the donation process, 

3 move through a discussion of these facts, and then end with helping the patient to reference his or 

4 her personal values to the facts known about donation. This should be a long and complex 

5 discussion, recognizing that only certain persons should be permitted to donate. 

6 

7 The team should: 

8 1. Evaluate the intellectual and emotional capacity of the prospective donor to exercise 

9 legally and ethically adequate informed choice. This process is far more complex than the 

1 o evaluation of the decisional capacity of a patient to provide informed consent to a 

11 treatment that is offered in his or her best interest. 

12 

13 2. Devise an individually appropriate process for informing the potential donor about the 

14 risks of the medical interventions, which makes clear that the benefits are speculative and 

15 the risks are serious and measurable. 

16 

17 3. Balance the hopes of donors, recipients' gratitude, and expectations of the potential 

18 donor's sense of wellbeing from the altruistic behavior of donation against the real 

19 medical risks. 

20 

21 4. Assure understanding of the elements of the decision. When the risks are great, the team 

22 should interact with the potential donor to be certain that all of the intellectual and 

23 emotional avenues have been traversed and that the patient has understood the risks and 

24 benefits and applied them to his or her personal situation and core values. 

25 

26 5. Determine that the potential donor's decision is voluntary. The donor should feel free to 

27 choose each option. Others should not try to influence the donor toward a particular 

28 decision. 

14 
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IV. INFORMED CHOICE 

4 The forces that influence a donor are numerous and complex. The donor must be free to make 

5 an informed independent choice. The informed choice process is that part of the donation decision 

6 that helps to focus on the technical elements of the donation, surgery, recovery, and on the 

7 unknown and unforeseeable consequences that might in the short- or long-run change the 

8 patient's life, health, employment, or emotional situation. The person who gives consent to be a 

9 live organ donor should be: 

IO 

II 

I2 

13 

14 

I5 

I6 

17 

• competent; 

• willing to donate; 

• free from coercion; 

• medically and psychosocially suitable; 

• fully informed of the risks and benefits as a donor; 

• fully informed of the risks, benefits, and alternative treatment available to the 

recipient; and 

• likely to benefit in a specific, non-monetary way. 

I8 The benefits to both the donor and the recipient must outweigh the risks associated with the 

19 donation and transplantation of the living donor organ. 

20 

2I 

22 A. Informed Understanding 

23 1. Written and verbal presentations should be in lay language and in accordance with the 

24 person's educational level. 

25 

26 2. The donor should be able to demonstrate that he or she understands the essential elements of 

27 the donation process, especially the risks associated with the procedure. 

28 

29 3. Adequate time should be allowed for the potential donor to absorb the information provided, 

30 ask questions, and have questions answered. This may require several consultations for the 

3I donor to absorb the information and formulate questions. 

15 
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4. Written material provided to the potential donor should not only serve as a basis for consent 

2 but also as future reference for the donor. 

3 

4 5. The donor's family/loved ones should be given the opportunity to discuss their concerns. 

5 

6 

1 B. Disclosure 

8 1. The transplant team and the donor advocacy team should disclose their institutional 

9 affiliations to the potential donors. 

10 

11 2. The relationship of the donor and the recipient should not alter the level of acceptable risk. 

12 

13 3. There should be a cooling-off period between consent and the actual donation procedure. 

14 

15 4. Non-English speaking candidates and hearing-impaired candidates should be provided with a 

16 non-family interpreter. 

17 

18 5. A member of the donor advocate team should witness the potential donor's signing of a 

19 consent document. 

20 

21 The overall donation experience should be explained to the potential donor and should 

22 include: 

23 1. donor evaluation procedure; 

24 2. surgical procedure; 

25 3. recuperative period; 

26 4. short- and long-term follow-up care; 

27 5. alternative donation and transplant procedures; 

28 6. potential benefits to donor ( psychological); 

29 7. transplant center and surgeon-specific statistics of donor and recipient outcomes; 

30 8. confidentiality of the donor's information and decision; 

31 9. donor's ability to opt out at any point in the process. 

16 
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2 C. Risks 

3 Risks should be fully explained to the potential donor. 

4 1. Physical 

5 a. potential for surgical complications including risk of donor death; 

6 b. potential for liver failure and the need for liver transplant; 

7 c. possible medical complications including potential for long-term complications; 

8 d. scars; 

9 e. pam; 

10 f. fatigue; 

11 g. abdominal and/or bowel symptoms such as bloating and nausea. 

12 

13 2. Psychological 

14 a. potential for problems with body image; 

15 b. possibility of recipient death; 

16 c. possibility of recipient rejection and need for retransplantation; 

17 d. possibility of recurrent disease in recipient such as hepatitis C or hepatocellular 

18 carcinoma; 

19 e. possibility of adjustment disorder postsurgery; 

20 f. impact on donor's family; 

21 g. impact on recipient's family. 

22 

23 3. Social 

24 a. potential impact of donation on lifestyle; 

25 b. potential impact on ability to obtain future employment. 

26 

27 4. Financial 

28 a. out-of-pocket expenses for insurance; 

29 b. child care costs; 

30 c. possible loss of employment costs 

31 d. potential for disability benefit needs and need for assistance completing relevant 

32 paperwork; 

17 
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e. impact on ability to obtain health and life insurance (may be denied or have high 

2 

3 

4 

future premiums). 

5 D. Choice 

6 1. Determine that there is no monetary compensation for the donor. 

7 2. Determine that there is no coercion to donate by family or others. 

8 3. Assist donor with medical excuse or general statement of unsuitability for donation if 

9 requested by donor. 

10 4. Medical information on donor should not be falsified to provide the donor with an excuse 

11 declining donation. 

12 5. Donor should be able to balance risk and benefit. 

13 6. Recipient should be aware of and accept the risks to the donor. 

14 7. Donor should understand that he or she may decline to donate at any time. 

15 

16 

11 E. Documentation 

18 1. Disclosure and consent process should be documented. 

19 2. Donor should have a medical record separate from the recipient's to protect donor 

20 confidentiality. 

21 

22 

23 F. Decision to Donate 

24 Once the independent donor advocate team determines the suitability of the donor, then, 

25 further evaluative processes may proceed: medical assessment, psychological assessment, 

26 assessing the family dynamics, and assessing the level of social support. 

27 

28 1. If the potential donor wishes to donate, but the independent advocate team does not agree, the 

29 donation should not occur. 

30 

31 2. If the independent advocate team and the potential donor agree to donate, final review rests 

32 with the transplant team. 

18 
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V. EVALUATION 

4 A. Primary Medical Evaluation 

5 A medical evaluation of the potential donor should be made by a senior member of the 

6 medical staff to diminish the susceptibility to covert pressure. The following are recommended 

7 minimal initial criteria before proceeding with further evaluation: 

8 

9 1. absence of systemic disease or its likely occurrence (for example, consider genetic and 

10 environmental vulnerability); 

11 

12 2. absence of current or past impairment to any vital organ (for example, mild chronic 

13 obstructive pulmonary disease or history of coronary artery disease); when appropriate a liver 

14 biopsy should be performed to determine the presence ofnonseropositive hepatitis and 

15 steatohepatitis; 

16 

17 3. absence of special vulnerability to infection, blood loss, or delayed wound healing; because of 

18 the risk of peptic ulcer disease in the donor, a significant documented history of peptic ulcer 

19 disease should be considered a contraindication. 

20 

21 

22 B. Psychiatric and Social Requirements 

23 The transplant center should have a designated psychiatrist or psychologist or a general 

24 hospital psychiatric group. These individuals should be skilled as liaisons for the donation process 

25 and be familiar with the relevant literature on psychiatric aspects of consultation and knowledge 

26 of where to tum for additional information or guidance. 

27 

28 1. Good samaritan donation is not recommended. Although this may change in the future, the 

29 risks and benefits of right lobe donation are not sufficiently determined to justify good 

30 samaritan donation. Live donor adult liver donation is distinct from living donor kidney and 

31 left lateral segmentectomy donation. 

32 

19 



DRAFT -October 18, 2002 
2. There should be no coercion by those close to the donor or recipient. 

2 

3 3. The donor should be oflegal age and financially and emotionally independent from his or her 

4 family and the recipient. 

5 

6 4. The donor should be free of current psychiatric disorders. In situations where a past history of 

7 psychiatric illness exists, the illness should be in full remission as documented by a 

8 psychiatric evaluation. 

9 

IO 5. There should be no evident profit motive in the donor's participation 

II 

I2 6. The donor should not have a history of physical or sexual abuse unless the recipient's survival 

13 is essential to donor welfare (for example, a twin brother and sister have experienced 

I4 childhood abuse and suffer from stress disorders, but depend on each other for emotional 

I5 sustenance). 

I6 

I7 7. The donor should be able to acknowledge and understand the attendant risks of live donor 

I8 adult liver transplantation and there should be appropriate documentation of that 

I9 acknowledgement. 

20 

2I 8. If the donor has a history of alcohol addiction, there should be evidence oflong-term stable 

22 abstinence with low risk of exacerbation. 

23 

24 9. The donor should have the right and the capacity to withdraw participation at any time prior to 

25 the surgery. 

20 
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VI. LIVER TRANSPLANT RECIPIENTS 

2 

3 

4 A patient being considered as a recipient of a live adult liver donation should meet the 

5 eligibility criteria to be listed on the cadaveric transplant waiting list. The standard United 

6 Network for Organ Sharing (UNOS) recipient criteria for transplantation should be supplemented 

7 by the following exclusions for living liver transplantation (These exclusions may change as more 

8 data become available.): 

9 

10 A. a model for end-stage liver disease (MELD) score of greater than 25; 

11 B. adult fulminate failure; 

12 C. cholangio carcinoma; 

13 D. hepatocellular carcinoma if: 

14 1. the tumor is a nonresponder after treatment; 

15 2. there is evidence of metastatic disease; 

16 3. comorbities exist; 

17 4. the recipient can expect less than a one-year disease-free outcome. 

18 E. retransplantation for hepatitis C; 

19 F. need for renal dialysis; 

20 G. someone who needs a combined liver/kidney transplant; 

21 H. acute alcoholic hepatitis. 

22 

23 Information that should be provided for the recipient includes: 

24 A. specific risks and benefits; 

25 B. alternative treatments available; 

26 C. expected outcome of transplantation. 

21 
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VII. PERIOPERATIVE CARE AND FACILITY SUPPORT 

2 

3 

4 The donor surgeon should have primary concern and responsibility for the donor's (not the 

5 recipient's) welfare throughout the entire hospital stay. 

6 

7 

8 A. Preoperative Preparation 

9 1. All donors should bank a minimum of one unit of blood before surgery. Facilities should have 

10 the ability to handle autologous blood donations. 

11 

12 2. Surgeries should be scheduled only when sufficient staffing will be available for the 

13 postoperative period (preferably the early part ofthe week). If surgery is scheduled during the 

14 latter part of the week, the hospital should ensure that there is adequate attending physician 

15 and nursing coverage during the weekend. 

16 

17 

18 B. Operative Teams 

19 1. There should be two liver transplant attending surgeons with live donor adult liver 

20 transplantation experience attending the live donor procedure. One such surgeon should be 

21 present for the entire procedure and both of these surgeons should be scrubbed and present for 

22 the critical portions of the procedure. 

23 

24 2. A third liver transplant attending surgeon should be present in the recipient operating room. 

25 This surgeon should have experience in cadaveric liver transplantation but does not 

26 necessarily need expertise in live donor resectional surgery. 

27 

28 

29 C. Qualifications of Surgical Team 

30 Surgeons 

22 
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1. All three surgeons should be board certified in general surgery or an equivalent foreign 

2 certification acceptable to the New York State Department ofHealth. 

3 
4 2. All three surgeons should have demonstrated experience in liver transplant surgery. 

5 
6 3. All three surgeons should have demonstrated experience in living donor hepatectomy (15 

7 procedures) or demonstrated experience in major hepatobiliary resectional surgery (20 

8 procedures) or surgical fellowship at an American Society of Transplant Surgeons (ASTS) 

9 approved liver transplant fellowship program with demonstrated experience ( 15 procedures) 

I o with the live donor hepatectomy procedure. This should include written verification by the 

II fellowship program director or by the director of the supervising transplant program ofhands-

I2 on training at an institution performing live donor hepatectomy. 

I3 
I4 4. For a new program with no experience in live donor adult liver transplantation, surgeons 

I5 should have demonstrated experience in major hepatobilary resectional surgery (20 

I6 procedures). Surgeons should also visit an established program and observe a minimum of 

I7 five cases. Written verification should be obtained from the director of the hosting program. 

I8 
I9 5. Two liver transplant-attending surgeons with live donor liver resectional experience should 

20 operate on the donor. These two surgeons should be present for the critical parts of the surgery 

2I including the liver parenchymal transection. They should be available and scrubbed if needed 

22 for complications, however, only one surgeon need be present for the remainder of the donor 

23 operation. One experienced surgeon and a resident or a fellow operating on the donor during 

24 the critical parts of the surgery would not be acceptable. 

25 

26 Anesthesia 

27 1. There should be two separate anesthesia-attending physicians for the live donor adult liver 

28 transplantation. These anesthesia attendings should be present for the critical anesthetic and 

29 surgical portions of the procedures and immediately available at all other times. As one case is 

30 completed, either anesthesia attending can take responsibility for the ongoing case. The 

3I anesthesia attendings should have experience in liver transplant anesthesia and/or major 

32 hepatic resection surgery and/or cardiac surgery anesthesia. 

33 

34 2. There should be two separate anesthesia teams in two operating rooms (one for the donor, one 

35 for the recipient). 

23 
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2 3. These teams should be directed by a separate anesthesia attending for the live donor and the 

3 recipient procedure. They should have ongoing education and training in liver/cardiac surgery 

4 and have had anesthesia responsibility for major liver resections. The attendings do not have 

5 to be in the room at all times, but should be present for critical times and for all other times, 

6 be immediately available if needed. Fellows and or chief residents (postgraduate year 4 or 5) 

7 and qualified certified registered nurse anesthetists (CRNAs) may also fulfill these roles. 

8 

9 

10 D. Postoperative Care 

11 1. Day 0-1: Living adult liver donors should receive intensive care (ICU or P ACU). 

12 

13 2. Day 2: If stable and cleared for transfer by the transplant team, donors should be cared for in a 

14 hospital unit that is dedicated to the care of transplant recipients or a hospital unit in which 

15 patients who undergo major hepatobiliary resectional surgery are cared for. Liver donors 

16 should not at any time be cared for on any other unit unless a specific medical condition of the 

17 donor warrants such a transfer. 

18 

19 3. The donor should be evaluated at least daily by one of the qualified liver transplant attendings 

20 with documentation in the medical record. 

21 

22 4. The transplant team should be responsible for the pain management of the donor. In 

23 institutions where a pain management team is available, the transplant team may delegate its 

24 responsibility to this team. However, there should be a written protocol in place for 

25 assessment and management of donor pain. 

26 

27 5. There should be an identified member of the anesthesia care team, with specific education and 

28 training in pain management of liver donors, who is available for consultation with the 

29 transplant team regarding the pain control of the donor. 

30 

31 6. Since Day 3 and 4 are generally the time complications might occur (for example, gastric 

32 ilatation, wound infections, severe hypophosphatemia), the patient care staff should be 
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familiar with the common complications associated with the donor and recipient operations 

2 and have appropriate monitoring in place to detect these problems should they arise. 

3 

4 7. If there is an emergent complication requiring re-operation, these patients should be 

5 prioritized for access to the operating room. 

6 

7 

8 E. Medical Staffing 

9 1. There should be 24 hour/seven day-a-week continuous coverage of the transplant service by 

1 o general surgery residents at the postgraduate year 2 level or higher, transplant fellows, or 

11 physician extenders (nurse practitioners or physician assistants). Between the hours of 6 p.m. 

12 and 7 am and at all times on weekends and holidays, the covering residents, fellows, nurse 

13 practitioners, or physician assistants should be dedicated to the liver transplant service and not 

14 covering other surgical and non-surgical patients. An attending transplant surgeon should be 

15 available as a resource for the residents, fellows, or physician extenders at all times. 

16 

17 2. Any patient with abnormal vital signs or unusual symptoms as identified by the registered 

18 nurse should be evaluated immediately. Notification to the appropriate senior medical staff 

19 (fellow, chief resident, attending) should be made within 30 minutes. Facilities should have 

20 policies in place to assure this process occurs in an expedient manner. 

21 

22 

23 F. Nursing Staffing 

24 1. Nursing staff should have ongoing education and training in living liver transplantation 

25 nursing care (donor and recipient). This should include education on the pain management 

26 issues particular to the donor. The registered nursing ratio should be 1:2 in the ICU/P ACU 

27 level setting, adjusted as appropriate for the acuity level of the patients. 

28 

29 2. The registered nursing ratio should be 1 :4 in the floor transplant unit on all shifts, adjusted as 

30 appropriate for the acuity level of the patients. 

31 
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3. The same registered nurse should not take care ofboth the donor and the recipient. This will 

2 minimize confusion if the surnames of the two are the same and will allow the nurse to focus 

3 solely on the needs of either the donor or the recipient. 

4 

5 4. The nursing service should provide the potential donor with presurgical information including 

6 a tour of the unit before surgery, if possible. 

7 

8 5. The names and beeper numbers of the transplant team should be posted on all units receiving 

9 transplant donors. 

10 

11 

12 G. Radiology 

13 1. The radiologist should have demonstrated training in evaluating preoperative imaging studies 

14 of a potential liver donor computerized tomography [CT scan] and/or magnetic resonance 

15 imaging [MRI]) with respect to liver volume estimates (right and left lobe) and detailed 

16 vascular anatomy. 

17 

18 2. The radiologist should have expertise in reviewing imaging studies in liver transplant 

19 recipients. 

26 
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VIII. DISCHARGE PLANNING 
2 

3 

4 The Committee recommended a comprehensive survey of all donors in New York State to 

5 more fully understand issues surrounding donation and particularly to identify ways to improve 

6 the discharge planning process and the posthospital experience. The surveys were mailed by each 

7 transplant center in October 2002. Donors were provided with business reply envelopes addressed 

8 to the New York State Department ofHealth where a confidential analysis is underway. (See 

9 Appendix 2 for a copy of the survey.) 

10 

11 A. Predonation 

12 1. Discharge planning should be viewed as a comprehensive process beginning with the decision 

13 to donate. 

14 

15 2. The independent donor advocacy team should be available to provide support to the donor 

16 from preadmission to postdischarge as outlined in this report. 

17 

18 3. The potential donor should be referred to others who have donated in the past. 

19 

20 

21 B. Discharge Plan 

22 1. A written discharge protocol should be developed and made available to all health care 

23 professionals involved in the care of the patient as well as given to the patient. 

24 

25 2. This plan should be reviewed with the patient by a health care professional designated by the 

26 program, such as the primary care nurse, social worker, or transplant coordinator. 

27 

28 3. Instructions should include: 

29 a. restrictions on activities (no heavy lifting for one month, no driving for four weeks, etc.); 

30 b. activities permitted (showering, walking, other activities as tolerated); 

31 c. diet (in most cases will be regular); 

32 d. medication for pain; 
27 
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e. wound care; 

2 f. a 24-hour contact number that patients can call with questions, concerns, and/or problems; 

3 this contact person should be available when needed and be knowledgeable about live 

4 adult liver donation; 

5 g. name, address, and telephone number of the surgeon and instructions for the follow-up 

6 visit; and 

7 h. instructions for family members or caregivers. 

8 

9 

10 C. Postdischarge 

11 1. Medical follow-up should be appropriate for someone who has undergone a major liver 

12 resection procedure. This follow-up should include: 

13 a. postoperative visits with the transplant surgeon; 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

b. follow-up coordinated with the patient's primary care physician to assess wound 

healing, monitor for signs/symptoms of infections, and monitor liver function; 

c. standardized assessment of liver function and morphology over time (while this is 

important, a standard of care has not yet emerged and practice will be developed 

within the centers); 

d. written summary of the patient's condition which should be provided to the patient and 

his or her primary care physician upon the patient's discharge from the hospital; this 

will ensure continued appropriate medical care of the patient. 

26 2. Follow-up social/psychological supports which may include measures such as: 

27 a. visits with a social worker; 

28 b. visits with a psychologist or psychiatrist; 

29 c. participation in a professionally run support group, similar to support groups for 

30 cadaveric donor families; 

31 d. participation in a center-sponsored computer donor listserve or bulletin board to share 

32 patient concerns; 

28 
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e. invitation to a donor recognition event, such as an annual recognition ceremony or 

2 presentation of a donor medal. 

3 

4 3. Follow-up on financial/insurance concerns, possibly by the transplant center's financial 

5 coordinator. 

6 

7 Establishment of a data collection system to track and analyze the long-term outcomes of 

8 live adult liver donation in New York State. Adult liver donors should be followed for at least two 

9 years postdonation to determine if there are any long-term health issues associated with the 

10 donation. This data system should be available to the New York State Department of Health at all 

11 times. (See Appendix 1 for the data collection instrument in use by the New York Center for 

12 Liver Transplant.) 
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APPENDIX 1: NYCLT ONLINE DATA COLLECTION INSTRUMENT 

New York Center for Liver Transplantation, Inc. (NYCLT) 
Live Liver Donor Tracking Form. 
7.8.2002 

Provider Information 
,..--::--::-::--...u~-1 -- "'-" --- --- -- - """"'--"- ---:--- - ----- -:.-_-= -----.:-_~-:-:::-,-::-:-:....;:::;:..,-:;-~-;:_-:-----

1: Provider Information. 

i·:r NYCU r NYWC r NYCP r NYFL r NYMS 
r: 
i'r 

3 Month Report ,' 
t·r 
1, 1 Year Report 

j'Date of check up. 

1\mm/dd/yyyy) I 
i 

LOGOUT 

I 
I. 
I 

I ---=.--,__,---,:-- --- -o------~-,---_ , --..--::-~_j" 

Donor Information 
/oonor.soclai security-N·umber. 

:I_IG 
!H 

I UNOS Identifier. 

;I 
I' 

I;'Date of Birth. 

i ;(mm/dd/yyyy) r-1 ---

' I' 
I 

I Donor Gender. 
I' rr. r 
•\ Male Female 
,,, ,, 
:~,Is Donor related to recipient? 
:·r r 

1:, Yes No ,. 

!'Does Donor have health insurance? 
1:r Yes r No 

Surgery Information 
=--,._ -=;,-_.;;-- --=--~-=--- -;-;o-. 

:_Date of hepatectomy. 

: (mm/dd/yyyy) I 
·.~Type of resection. 
~r 
:\ Left Lateral Segments 
(;--:;-----. -~ " --- -_,---,- -,-,,-- -

I:· 

~~ 
I 
I 

-- r 

. --
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DRAFT -October 18, 2002 F -_.-, .. , ---• --- .._ .. ~-=--=-~:-o----=-ca=-.-.,--.=,;-~-
l
i;r Left Lobe 

··n 
i' Right Lobe 
;· ________________________________ _ 

i Length of Donor hospitalization stay. ~(1n days) 

i---------------------------------
1 

I 
1 Was donor readmitted to hospital after initial discharge? 
tr· r 
; Yes No 

If yes, indicate reason and date of readmission: 

!":"' Wound Infection 

Date: (mm/dd/yyyy) r-1 ---

' !· 
;; I Fever 

I'' I !: Date: (mm/dd/yyyy) 
I. 

lr 
I 

r Bowel obstruction 

Date: (mmldd/yyyy) r-1 ---

I' r 
r· Pleural Effusion 

:t Date: (mm/dd/yyyy) 1,...;----
1· 
r· r 
I: Dehydration 

~~ Date: (mm/dd/yyyy) ,.-----
·J 

i ~ 

I' r Ileus 

~ Date: (mm/dd/yyyy) I 
r: 
;~ r 
1

• Dehiscence 
:~ r-----

1

.: Date: (mm/dd/yyyy) I 
II 

i .. r 
:' Portal vein thrombosis 

, Date: (mm/dd/yyyy) I 
; r lntrabdominal abcess 

it Date: (mm/dd/yyyy) I 
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! Was procedure aborted after Donor received anesthesia? 
l:r. r 
1:. Yes No 
I' 

I' 
!.· If yes, please indicate reason? 
r.: r 
!·· Cardiac Issues 
I 
I, I I ,_ 
II 

1~ r 

!: r 

Anesthesia Issues 

Donor anatomy Issues 

Recipient Issues 

I Other 

'Non-autologous blood administration intra-operative: 
~ ,,r r 
~ Yes No 
,; 
!i If yes, please indicate number of PRBC units donor received. ,,., 
'" '-------------------------------------------------------------------

, D~~or ~O'!JP1i~C!_tiO_I!~7 -----.---- _ __ _ ___ ,-~_-
I. Did Donor have any biliary complications? 
~n r· 
~ · Yes - No 

,~ If yes, please indicate type of biliary complication. 
:~ r: 

l
r;i -· Grade 1 - Prolonged JP drainage 
~ (more than ?days) 
~ r . 
~~~ Grade 2 -lnterventtonal procedure 
,II (ERCP, PTC} 

1:1 r Grade 3 - Surgical intervention 

~~~: ------------------------------------------------------------------
1 Did Donor have a biliary stricture? 
:·r r 

Yes No 

Did Donor experience post operative bleeding? 
~'r r 

Yes No 

:· If yes, please indicate number of PRBC units Donor received. 

:.I 

I~ 

(: 
I 

I· ,• 

1 
- -:;;....::~-:-~---- -...;:-~-... - -~~ 
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~ -~ ---- ·~~- ~ - ~ - -~~~ 

p ' (· 
1
: Yes No 

I If yes, please indicate type(s) of vascular complication: 

I Portal Vein 

r· 

r 
Hepatic Vein 

r I Hepatic Artery J. 

! r Pulmonary Embolus 

r Deep Vein Thrombosis 

~· r Other: I 
I 
I 

i ·Did the patient experience any other complications? 
J'r r 

1

11 
Yes No 

,; If yes, please indicate type of complication. 
1,, r 

Anesthesia related 

r 
Line or IV Complication 

r 
Pulmonary 

!" (pneumonia/reintubation/pleural effusion) 

:.: I Wound complication 
~~ (infection, hernia, chronic abd pain) 
I' 
[; I Brachial nerve injury 
,:: r I 

,,, 

" l·l Other: _ -- - . -- . 
,·1,... -------------------------------- 1

.:~ 

r: 
' ' 

''1 
I Did Donor have to have a re-operation? 
::·r r 
!~ Yes No 
,, , .. 
:.: If yes, please indicate type of operation and associated date. 

'· r 
'" Liver Failure req. transplant 

!![ Date:l ' 
i:; 

'r Bleeding 

' Date: I 
1 B·1· ,'-'a_,ry,___ 

Date:l . 

) H . R . erma epa1r 

Date: I 
I Bowel obstruction 
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If 
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-- ---: r- --~.:, ~.; :.__ ;;,-~-..;::J 
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r Oat~~~- . 
,, 

I! r Vascular 

;· Date: I 
I, 

I 
1: r Other: I 
~~--------------------------------------------------------------,· 

'Did Donor have any other interventional procedures? 
:.r r 
·: Yes No 
; 

i' If yes, please indicate type and date(s) of intervention procedure. 

li 
1

'1 
~ 

1. 

2. 

Date: (mm/dd/yyyy)l 

"Date: (mm/dd/yyyy)j 

'r 

j·! 

' '---------------------------------------------------------------

I 
I-------=--;-_ 

Mortality 

1 ,~ Mortality'? - -
0 

::r. r 
1~ Yes No 

rll If yes, indicate cause and date of Donor death. 
:· .130 
If - - . 0 - - - • • • - 1 L -- (chars left) 

~~ 

-- - .-

I 
" 
i 

-_, -- -.--'· 

---- ~-~--~, -1. 

1

1:: 

•t 
t ,. 
I 

if 
I~ ii 

I' 
1-~--~ .. -=-~--.= .. --·-·---·-- -- -- .,. ----~:--;;-;-;;-=:--.-:--:-.::: .c,-- 7..-:?T..,;cc;:-;- - .• --~.:;;-,;;-;-;:,-£:;·,_~- i.' 
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AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

September 2002 

Urethrolysis 

The CPT Editorial Panel created one new code 53500, Urethrolysis, transvaginal, secondary, open (e.g. postsurgical obstruction 
scarring), to describe urethrolysis. Urethrolysis is a distinct operative procedure reserved for women who have undergone a prior 
urethral suspension procedure and have subsequently developed excessive periurethral scarring and obstructive voiding symptoms. 
Current codes do not capture the operative technique and work involved in dissecting and mobilizing the urethra away from the dense 
surrounding fibrous tissue. 

The specialty society surveyed 79 physicians who perform the procedure and a majority of the respondents indicated that the key 
reference service code should be CPT code 57287, Removal or revision ofslingfor stress incontinence (eg,fascia or synthetic) 
(RVU=10.71). The survey median for urethrolysis was 14.06, substantially higher than the RVU for the reference service code. 
However, physician work for the new code was consistently identified as being more intense and more complex that that of sling 
removal or revision, also reflected by the longer intra-services time for urethrolysis (90 minutes) when compared to the reference 
service code intra-service time (70 minutes). After review of the data, the RUC and the specialty society determined that the 25th 
percentile RVW (12.21) accurately reflected the actual work performed in comparison to the key reference service. The RUC 
recommends a relative work value of 12.21 for CPT code 53500. 

CMS recommended that the specialty society provide a letter to Administar regarding the use of cystourethroscopy. The Correct 
Coding Initiative may require that an edit to appropriately indicate that cystourethroscopy should not be reported in addition to Code 
53500. The RUC requests that specialty society work with CPT to editorially revise the description of the code to include that the 
procedure cystourethroscopy is included in this services and should not be reported separately. Staff Note: Editorial changes to the 
descriptor were accepted by the CPT Editorial Panel at the November 2002 CPT Meeting. 

Practice Expense 
The RUC accepted the practice expense inputs as submitted, which are based on the standard 090-day global practice expense inputs. 

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



CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•53500 Al Urethrolysis, transvaginal, secondary, open, 090 12.21 
including cystourethroscopy (e.g. postsurgical 
obstruction scarring) 

(For urethrolysis by retropubic approach, use 
53899) 

(Do not report 53500 in conjunction with 52000) 

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



AMAISPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 53500 Tracking Number: A1 Global Period: 090 Recommended RVW: 12.21 

CPT Descriptor: Urethrolysis, transvaginal, secondary, open, including cystourethroscopy (e.g. 
postsurgical obstruction scarring) (For urethrolysis by retropubic approach, use 53899) 

(Do not report 53500 in conjunction with 52000) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A 62 year old female is 1 year following a bladder neck suspension. She has developed 
progressive urinary obstructive symptoms including decreased force of stream, straining to void 
and double voiding. Work up demonstrates significant bladder outlet obstruction secondary to 
urethral scarring and fibrosis. After discussion and counseling with her surgeon, the patient 
elects to have an open transvaginal urethrolysis performed. 

Description of Pre-Service Work: 

Pre-service Work- Day before surgery: 
• Review pre-op lab results 
• Review medical record 
• Write pre-op orders (to be faxed to hospital) 

Pre-service work- Day of surgery: 
• Change into scrub cloths 
• Review surgical procedure, post-op recovery in and out of hospital with patient and 

family 
• Answer patient and family questions, be sure informed consent is in record 
• Speak to anesthesiologist about expected length of procedure and any special concerns 

about this particular patient (teeth, positioning, unusual medical problems) 
• Position patient on operating table 
• Verify that all necessary instruments are available 

Description of Intra-Service Work: 
• The patient is placed in the lithotomy position, a 16 F Foley catheter placed in the 

bladder 
• A vaginal incision is made 
• The periurethral and vesicovaginal space is dissected special care being taken to avoid 

injury to the urethra and bladder neck 
• Dissection is carried anterior and posterior to the urethra until the urethra has been freed 

from the surrounding structures 
• Dissection, lysis, or removal of associated fibrosis is performed 
• Meticulous hemostasis is done to prevent refibrosis of the urethra 
• The incision is closed in multiple layers depending on the integrity of the urethra following 

release of the fibrosis 
• A vaginal pack is gently positioned, the Foley catheter is left in place, drains may be placed 



Description of Post-Service Work: 
Post-op Same day work through discharge from recovery 

• Apply dressings 
• Assist in transfer of patient from operating table to post-op stretcher 
• Accompany anesthesiologist with patient to recovery area 
• Assist in transfer of patient to recovery area bed 
• Write post-op orders 
• Review recovery area care and medications with staff 
• Meet with family and discuss the procedure, expected outcome, planned post operative 

care in hospital and out of hospital 
• Discuss procedure with patient as necessary in recovery area when awake 
• Call referring physician regarding outcome of procedure and any unusual aspects of 

post operative care (cardiac disease, diabetic management) 
• Dictate detailed operative report 
• Check dressings, drain and surgical site 

Post-op Same day work after discharge from recovery 
• Examine patient, check wound and patient progress 
• Review patient hospital medical record notes (nursing, pharmacy, dietary, discharge 

planner) 
• Answer patient and family questions 
• Answer nursing and other staff questions 
• Write any further necessary orders 
• Write note in progress note section of medical record 
• Research and identify appropriate ICD-9 and CPT codes for billing 
• The patient may be admitted to the hospital or discharged home depending on the 

particular requirements of each patient 

Post-op Other Hospital Work- Beginning on post op-day 1, until discharge day 
• Examine and talk to patient 
• Check wounds and dressings 
• Check drain, decide when to remove 
• Discuss patient progress with patient and family 
• Review all patient hospital medical record notes 
• Discuss post operative care of wound at home 
• Answer nursing and other staff questions 
• Answer patient and family questions 
• Write orders in medical record 
• Write progress notes 

Discharge day work: 
• Examine and talk with patient and family 
• Check wounds and patient progress 
• Review all patient hospital medical records 
• Answer patient and family questions 
• Write orders for post-discharge care 
• Write prescriptions for post-op medications 
• Discuss post-op care of wound with patient and family 
• Dictate detailed hospital discharge summary 

Post-op Office work- After discharge from hospital: 

• Examine patient, check vital signs 
• Talk with patient and family 

2 



• Answer questions from patient and family 
• Write necessary prescriptions 
• Remove sutures/drains/catheter as may be indicated 
• Schedule next office visit 
• Mark appropriate diagnosis and CPT code on Superbill 
• Dictate patient progress notes for office medical record 
• Dictate letter to referring physician 

3 



SURVEY DATA: 

Presenter(s) James B. Regan. M.D. 

Specialty(s): Urology 

Sample Size: 79 Response Rate:(%): 39% Median RVW: 14.06 

Type of Sample: Panel Explanation of sample size: The AUA sent an email to urologists in its 
member database who had identified incontinence as one of their urological subspecialties asking 
them if they performed urethrolysis and would be willing to fill out a survey. Based on responses 
from this email, we sent out 79 surveys and received 31 usable surveys. 

Low 25th% Median 75% 
Survey RVW 6.80 12.21 14.06 15.00 
Pre-Service Time 10 30 50 90 
Intra-Service Time 30 60 90 120 

KEY REFERENCE SERVICES: 

High 
22.00 
180 
180 

CPT Descriptor 2002 RVW % GLOBE 
RESP 

57287 Removal or revision of sling for stress incontinence (eg, fascia 10.71 39 
or synthetic) 

57288 Sling operation for stress incontinence (eg, fascia or synthetic) 13.02 26 
53445 Insertion of inflatable urethral/bladder neck sphincter, including 14.06 13 

placement of pump, reservoir, and cuff 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the 
mean) of the service you are rating to the key reference services listed above. Make certain that 
you are including existing time data (RUC if available, Harvard if no RUC time available) for 
the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

Key 
Reference 
CPT Code: 
57287 

._I M_e_d_ia_n_P_re_-T_im_e _________ ____.l ._ls_o __ ____.ll ~,_ 4_5 __ ---..J 

~,_I M_e_d_ia_n_ln_tr_a-_T_im_e _________ -lll9o I .__17_0 __ __. 

._IM_e_d_ia_n_l_m_m_e_d_ia_te_P_o_s_t-_se_rv __ ic_e_T_im_e ______ ~ll3o 11._3_0 __ ~ 

4 
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090 
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Median of Aggregate Critical Care Times 0 0 
Median of Aggregate Other Hospital Visit Times 19 38 
Median Discharge Day Management Time 36 36 
Median of Aggregate Office Visit Times 61 61 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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

14.06 11.__3._38 _ ___, 

considered 

The amount and/or complexity of medical 14.23 I L-13._31 _ ____. 
records, diagnostic tests, and/or other information 
that must be reviewed and analyzed 

L..l U_r.:::.ge_n_c~y_o_f m_ed_i_ca_l_d_ec_is_io_n_m_ak_i_,ng::....._ ___ __.l L-12_.8_7 __ ____,1 ._12_.6_2 __ __, 

Technical Skill/Physical Effort (Mean) 

L..l T_e_ch_n_ic_a_l s_k_ill_r_eq..!..u_ir_ed ________ __.l ..._14_.3_2 __ --'1 ._13_.6_9 __ __, 

._I P_h..:....ys_ica_l e_ffi_o_rt_re_q'--u_ire_d--:--______ ____.11 .__ 3_.6_5 __ __.11..._3_.3_1 __ _. 
Psychological Stress (Mean) 

The risk of significant complications, morbidity j3.97 I ._13_.1_9 __ __, 
and/or mortality 

Outcome depends on the skill and judgement of j4.29 113.77 
physician .____ __ ____, 

Estimated risk of malpractice suit with poor 13.94 113.50 
outcome .____ __ __, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments {Mean} 

I Pre-Service intensity/complexity 113.84 113.32 

!Intra-Service intensity/complexity 114.00 113.75 

I Post-Service intensity/complexity 113.32 113.18 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 

5 



AUA surveyed 79 members who performed the procedure and indicated they would be willing to 
complete a survey. A slight majority of the survey respondents chose CPT code 57287, sling 
reversal, as the key reference service. The survey median RVWs for urethrolysis (14.06) came 
out to be substantially higher than those for the reference code (10.71). However, they 
consistently identified the physician work for urethrolysis as being more intense and more complex 
than that of the sling reversal; this is also reflected in the longer intraservice time for the new code 
when compared to the reference code. After review and discussion of the survey data, AUA's 
Physician Payment Review workgroup decided to recommend the 251

h percentile RVWs (12.21). 
The workgroup believes that this number more accurately reflected the actual work performed in 
comparison to the key reference service. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

Is this new/revised code typically reported on the same date with other CPT codes? NO 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

53899- Unlisted procedure. urinary system 

57287- Removal or revision of sling for stress incontinence (eg. fascia or synthetic) 

How often do physicians in your specialty perform this service? If the recommendation is from 
multiple specialties, please provide information for each specialty. 

Specialty Urology ___ Commonly X Sometimes __ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one
year period? If the recommendation is from multiple specialties, please provide information for 
each specialty. 

Specialty Urology Frequency 5,000 

For your specialty, estimate the number of times this service might be provided to Medicare 
patients nationally in a one-year period? If this is a recommendation from multiple specialties 
please estimate frequency for each specialty. 

Specialty Urology Frequency 1,200 

Do many physicians perform this service across the United States? __!__Yes __ No 

6 
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Laparoscopic Colpopexy 

CPT created a new code to specifically describe the laparoscopic approach to correct female pelvic support defects. This laparoscopic 
method is becoming more widespread due to the increasing laparoscopic surgical skills of physicians. The RUC compared the new 
code 57425 Laparoscopy, surgical, colpopexy (suspension of vaginal apex) to code 57280 Colpopexy, abdominal approach (work RVU 
= 15.04). The RUC agreed with the presenters that the new code is very similar to the reference code. The surveyed code requires 
more physical effort than the reference code but the reference code has an easier post-op management period. The presenters stated 
that these two factors balance each other out and result in the two codes being essentially the same procedure. The survey respondents 
ranked the laparoscopic code higher in each of the intensity/complexity measures. While it is generally the same procedure, there are 
elements of laparoscopic surgery that justify a slightly higher RVW value for the surveyed code in comparison to the reference code. 

• Laparoscopic surgery does not have the reduced intensity during opening and closing, as do abdominal surgeries. 
• Laparoscopic surgery requires the development of specialized skills . 
• Laparoscopic surgery requires the physician to view their surgical environment using cameras and other technology 

To ensure proper rank order, the RUC accepted the 25th percentile RVU of 15.75. In addition, the RUC agreed with the presenters 
proposal to reduce the pre-service time from the surveyed time of85minutes to 60 minutes. Using this reduced pre-service time, which 
matched the reference service pre-service time, produced an IWPUT consistent with the reference service. 

The RUC recommends a work RVU of 15.75 for code 57425. 

Practice Expense 
The RUC accepted the standard packages for 90 day global procedures. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•57425 CCI Laparoscopy, surgical, colpopexy (suspension of 090 15.75 
vaginal l:!Q_ex) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 57425 

CPT Code: 57425 Tracking Number: CC1 Global Period: 090 Recommended RVW: 15.75 

CPT Descriptor: Laparoscopy, surgical, colpopexy (suspension of vaginal apex) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 63-year-old sexually active G5P5 underwent abdominal hysterectomy twenty years ago for leiomyomata. She 
developed a symptomatic cystocele and rectocele and was treated with anterior and posterior repair 3 years ago. 
Now she is being evaluated for pelvic and vaginal pressure-like discomfort and tissue prolapsing through the 
introitus. Examination documents prolapse of the vaginal vault through the introitus and good anterior and 
posterior support. A colpopexy is required. The physician is trained in operative laparoscopy and a 
laparoscopic approach is planned. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% (25/25) 

Description of Pre-Service Work: 
• Paperwork for hospital admission 

• Perform interval history and physical examination 

• Review records 

• Review and obtain operative consent 

• Check instrumentation and materials 

• Position patient after induction of anesthesia 

• Scrub, gown and glove 

Description of Intra-Service Work: 
• "Y-" Graft is prepared by suturing two pieces of mesh. 

• Standard laparoscopic entry into peritoneal cavity. 

• Inspection and exploration of abdominal cavity. 

• Placement of vaginal probe for manipulation of vault. 

• Adhesiolysis to gain access to the vaginal apex. 

• Peritoneum incised over vaginal apex. 

• Vesicovaginal space is developed and bladder is mobilized inferiorly exposing pubocervical 

fascia anteriorly. 

• Rectovaginal space is developed and rectum is mobilized inferiorly exposing rectovaginal 

fascia posteriorly. 



CPT Code: 57425 
• Culdeplasty (Halban or McCall) is performed to obliterate cui de sac preventing future bowel 

entrapment. 

• Graft is secured anteriorly and posteriorly to pubocervical and rectovaginal fascia respectively. 

• Peritoneum overlying sacral promontory opened and extended down to superior margin of 

culdeplasty. 

• Presacral dissection to expose anterior longitudinal ligament of the sacrum. 

• Presacral vessels are carefully ligated. 

• Graft is "sized" and secured to anterior longitudinal ligament of the sacrum. 

• Peritoneum is closed over entire graft to prevent internal hernia and mesh adhesion to bowel. 

• Trocar sites closed at fascia. 

• Skin incisions closed. 

Description of Post -Service Work: 
• Accompany patient to recovery room 

• Write orders 

• Speak with family 

• Dictate operative note 

• Observe patient in recovery until stable 

• See and evaluate patient in the hospital for two visits +discharge 

• Office evaluation and management for two post-op visits 

SURVEY DATA 

Presenter(s): George Hill, MD, FACOGNincente Lucente, MD, FACOG/Sandra Reed, MD, FACOG 

Specialty{s): American College of Obstetricians and Gynecologists (ACOG) 
American Association of Gynecologic Laparosco_pists _(_AAGLl 

CPT Code: 57425 

Sample Size: 58 Resp n: 25 Resp%: 43% 

Sample Type: 

Low 25th__D_ctl Median 75th pctl H!Q.h 
Survey RVW: 14.00 15.75 17.04 18 38.08 

Pre-Service Evaluation Time: 10 50 60 §5 J~Q 
Pre-Service Positioning Time: 5 ,1:0 10 :15 '3'0 

Pre-Service Scrub, Dress, Wait Time: ,10 :fs 
'-" 20 ~Q ~9. 

Intra-Service Time: 60 90 120 150 280 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 30 



CPT Code: 57425 
Critical Care time/visit(s): N/A 

Other Hospital time/visit(s): 60 2-99232 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 46 2-99213 
. . .. 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor WorkRVU 

57280 Colpopexy, abdominal approach 090 15.04 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 20/25 

TIME ESTIMATES (Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

j Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean} 

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 reviewed and 
analyzed 

I Urgency of medical decision making 

II 

II 

New/Revis. 
CPT Code 
SURVEY: 

5742X 

85*see 
rationale 

120 

30 

0 

60 

36 

46 

377 

4.25 

4.00 

2.85 

II 

II 

II 

II 

ACOG 
RECOMMEN 
DATION: 

5742X 

60* see 
rationale 

120 

30 

0 

60 

36 

46 

352 

4.11 

3.79 

2.74 

II 

Key Reference 
CPT Code: 

57280 

60 

115 

45 

0 

109 

36 

46 

411 



CPT Code: 57425 
Technical Skill/Physical Effort (Mean} 

I Technical skill required II 4.95 II 4.16 

I Physical effort required II 4.60 II 4.16 

Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.45 II 4.21 

I Outcome depends on the skill and judgement of physician II 4.90 II 4.21 

I Estimated risk of malpractice suit with poor outcome II 4.16 II 3.83 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

5742X 57280 

Time SeiDnents (Mean} 

I Pre-Service intensity/complexity II 4.17 II 4.06 

I Intra-Service intensity/complextty II 4.94 II 4.12 

I Post-Service intensity/complexity II 3.39 II 3.53 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

SURVEY METHOD 
ACOG in collaboration with the American Association of Gynecological Laparoscopists (AAGL) 
disseminated the RUC survey to a targeted mailing list of 58 members of AAGL and ACOG. Twenty-five 
surveys were returned to ACOG via mail and fax. ACOG staff summarized the data. A panel of 
physicians from ACOG and AAGL reviewed the results and drafted final recommendations. 

PANEL RECOMMENDATION 
The Panel makes the following recommendations to the RUC: 

1. Physician Work Recommendation - 15.75 - the 251
h percentile 

2. Pre-Service Time - reduce from the surveyed time of 85 minutes to 60 minutes 

PANEL DISCUSSION 
The panel developed the recommendation in the following manner: 

1. Comparing the surveyed code (57 42X) to the reference code (57280) 
2. Evaluating the recommendation using IWPUT analysis 



CPT Code: 57425 

COMPARING THE SURVEYED CODE (5742X) TO THE REFERENCE CODE (57280) 
The Panel compared the surveyed code (5742X) to the reference code (57280). There was agreement 
that the two codes were essentially the same procedure. The surveyed code required more physical 
effort than the reference code but the reference code has an easier post-op management time. The 
Panel concluded that these two factors balance each other out and result in the two codes being 
essentially the same procedure. 

While it is generally the same procedure the Panel identified elements of laparoscopic surgery that justify 
a slightly higher RVW value for the surveyed code in comparison to the reference code. 

• Laparoscopic surgery does not have the reduced intensity times during opening and closing, as do 
abdominal surgeries. 

• Laparoscopic surgery requires the development of specialized skills 
• Laparoscopic surgery requires the physician to view their surgical environment using cameras and 

other technology 

EVALUATING THE RECOMMENDATION USING IWPUTANALYSIS 
The Panel then used IWPUT analysis to compare the two codes. 

Pre-Service Time 
Before conducting IWPUT analysis there was discussion on the issue of pre-service time. The panel 
agreed that laparoscopic surgery takes additional pre-service time because the equipment needs to be 
prepared and the patient has to be positioned. While the survey resulted in a median of 85 minutes of 
pre-service time, the Panel agreed to reduce this time to 60 minutes in order to make the data fit more 
appropriately with other data in the RUC database. 

After agreeing to reduce the pre-service time to 60 minutes, the Panel conducted IWPUT analysis. 

Surveyed Code - 57 42X 
The panel tested the validity of 15.75 using the IWPUT analysis. Applying the formula to the surveyed 
code resulted in an IWPUT of .06. (CPT code values: 99231 = .64; 99232= 1.06; 99233= 1.51; 
99238=1.28; 99213= .67) 

15.75- {.0224(60min) + .0224(30 min)+ 1.06 + 1.06 + 1.28 + .67 + .67} /120 min= .061WPUT 

Reference Code - 57280 
The Panel then tested the IWPUT of the reference code and compared it to the surveyed code. 

15.04- {.0224(60min) + .0224(45 min)+ .64 + .64 1.06 + 1.51 + 1.28 + .67 + .67} /115 min= .051WPUT 

The panel concluded that .06 IWPUT for the surveyed code, slightly higher than the reference 
code, was an appropriate value for this level of service. 

The panel unanimously supported the recommendation of 15.75 RVW for CPT code 57 42X. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 



CPT Code: 57425 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 
N/A 

FREQUENCY INFORMATION 

How was this service previously reported? 49329, Unlisted Laparoscopy procedure, abdomen, peritoneum and 
omentum (if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Gynecologic Laparoscopists __ Commonly X Sometimes ___ .Rarely 

Specialty: Gynecologists __ Commonly __ Sometimes _X_ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Gynecologic Laparoscopists Frequency __ 600-700 __ _ 

Specialty Gynecologists Frequency __ rarely performed ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Gynecologic Laparoscopists Frequency _____ _ 

Specialty Gynecologists Frequency _____ _ 

Do many physicians perform this service across the United States? Yes X No 
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April2003 

Intrauterine Fetal Surgical Procedures 

The RUC considered a request that this family of codes be carrier priced for 2004 since the presenters were unable to obtain sufficient 
survey data. The presenters will make recommendations to the RUC at the September, 2003 RUC meeting. 

The RUC recommends that codes 59070, 59072, 59074, 59076, and 59897 be carrier priced for 2004. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•59070 DD4 Transabdominal amnioinfusion, including 000 Carrier Price 
ultrasound guidance 

•59072 DD2 Fetal umbilical cord occlusion, including 000 Carrier Price 
ultrasound guidance 

•59074 DD3 Fetal fluid drainage (eg, vesicocentesis, 000 Carrier Price 

thoracocentesis, paracentesis), including 
ultrasound guidance 

•59076 DDl Fetal shunt placement, including ultrasound 000 Carrier Price 
guidance 
(For unlisted fetal invasive procedure, use 59897) 

•59897 DDS Unlisted fetal invasive procedure, including yyy Carrier Price 
ultrasound guidance 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Limited Temporal Lobe Resection and Lobectomy without Corticography 

The CPT Editorial Panel created the limited temporal resection and lobectomy without corticography codes to describe the recent 
developments which have allowed lobectomies to not involve electrocorticography. In addition, new codes and revisions to existing 
codes were developed to describe the latest techniques which have been developed for limited temporal lobe resection, functional 
hemispherectomy, and multiple subpial transactions. 

61537 
The RUC examined code 6153 7 Craniotomy with elevation of bone flap; for subdural implantation of an electrode array, for long 
term seizure monitoring; for lobectomy, temporal/abe, without electrocorticography during surgery. It was determined by the RUC 
after reviewing reference code 61538 Craniotomy with elevation of bone flap; for lobectomy, with electrocorticography during surgery, 
temporal/abe (RVU = 26.81) that the intra-service time ofthe new code (intra-service time= 240 minutes) is higher than the intra
service time of the reference code (intra-service time 210 minutes). In addition, the intra-service period of the new code was deemed 
more intense than the reference code. This time and intensity difference between these two codes was reflected within the specialty 
society's survey which had a median RVW of27.66. However, the RUC agreed with the specialty society that the 251

h percentile RVW 
for 61537 is appropriate as it maintains the relativity to the reference code 61538. Therefore, the RUC recommends a work relative 
value of 25.00 for 61537. 

61540 
The RUC examined code 61540 Craniotomy with elevation of bone flap; for subdural implantation of an electrode array, for long 
term seizure monitoring; for lobectomy, other than temporal/abe, partial or total, without electrocorticography during surgery. It was 
determined by the RUC after reviewing reference code 61539 Craniotomy with elevation ofboneflap;for lobectomy with 
electrocorticography during surgery, other than temporal/abe, partial or total (RVU = 32.08) that the intra-service time of the new code 
(intra-service time= 300 minutes) is similar to the intra-service time of the reference code (intra-service time= 297 minutes). , the RUC 
agreed with the specialty society's survey median, 30.00 RVW as it correctly places the work value for 61540 between 61537 and 61539. 
The RUC noted that the IWPUT for 61537 and 61540 is also similar. The RUC recommends a work relative value of30.00 for 
61540. 

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



61566 
The RUC examined code 61566 Craniotomy with elevation of bone flap; for selective amygdalohippocampectomy. 
Amygdalohippocampectomy is a fairly new procedure which is very low volume and is only performed at certain epilepsy centers. 
Although the procedure is performed through a similar craniotomy, amygdalohippocampectomy involves a microsurgical approach and 
dissection of these tissues without injuring the lateral temporal lobe. Amygdalohippocampectomy is a painstaking procedure which takes 
roughly two more hours than an amputation. Amygdalohippocampectomy is generally performed without electrocorticography since it is 
an anatomical resection. It was determined by the RUC after reviewing the intra-service time of the surveyed code (intra-service time= 
240 minutes) that it is significantly more when compared to the intra-service time ofthe reference code 61538 Craniotomy with elevation 
ofboneflap;for lobectomy with electrocorticography during surgery, temporal lobe (intra-service time= 210) (work RVU = 26.81). In 
addition, 61566 is deemed more intense and requires more mental effort and judgment than the reference code. Therefore, the RUC 
agrees with the specialty society that the increased time and intensity required to perform this procedure support the specialty society's 
median value oftheir survey (RVU = 31.00). The RUC recommends a work relative value of31.00 for 61566. 

61567 
The RUC examined code 61567 Craniotomy with elevation ofboneflap;for multiple subpial transections, with electrocorticography 
during surgery. This procedure involves a large hemispheral craniotomy and extensive intraoperative electrocorticography. In 
comparison, the reference code 61536 Craniotomy with elevation of bone flap; for excision of cerebral epileptogenic focus, with 
electrocorticography during surgery (includes removal of electrode array) (RVU = 35.52) involves a similar craniotomy and resection 
of an epileptogenic focus defined by electrocorticography. 61567 involves dissection to disconnect the horizontal cortical connections 
and to preserve the vertical axons, thus limiting seizure spread without removing this "eloquent" brain. This must be performed 
without interrupting the blood supply to that cortex. As such, this is a more intense procedure which carries a higher risk of serious 
complications as compared to the reference code. Although the intra-service time of 61567 (intra-service time = 280 minutes) is less 
than the reference service code (intra-service time= 298), the intensity, as reflected also in its IWPUT of0.091, is in keeping with the 
intensity of other high risk intracranial procedures. Therefore the RUC agreed with the specialty society that the median survey RVW 
of35.50 is recommended for 61567. This recommendation is similar to the work value of the reference code and fairly balances the 
higher intensity intra-service component with the lower intra-service time. The RUC recommends a work relative value of 35.50 
for 61567. 

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



Practice Expense: 
The practice expense inputs for 61537-61567 follow the PEAC accepted neurosurgery craniotomy procedure packages and the RUC 
approved "standard" neurosurgery post-operative incision care kit. The practice expense recommendations presented by the 
specialty society were accepted by the RUC. 

CPT Code Tracking Nom- CPT Descriptor Global Period WorkRVU 
(•New) ber Recommendation 

•61537 N1 Craniotomy with elevation of bone flap; for 090 25.00 
subdural implantation of an electrode array, 
for long term seizure monitoring; for 
lobectomy, temporal lobe, without 
electrocorticography during surgery 

.61538 for lobectomy, temporallobet. with 090 26.81 
electrocorticography during surgery, 

(No Change) .1 1 .l 

.61539 for lobectomy, other than temporal 090 32.08 
lobe, partial or totah, with 
electrocorticography during surgery, (No Change) 

other thaH: temporal lobe, partial or 
total 

•61540 N2 for lobectomy, other than temporal 090 30.00 
lobe, partial or total, without 
electrocorticography during surgery 

.61543 for partial or subtotal (functional) 29.22 
hemispherectomy 

(No Change) 

•61566 N3 Craniotomy with elevation of bone flap; for 090 31.00 
selective amygdalohippocampectomy 

•61567 N4 for multiple subpial transections, with 090 35.50 
electrocorticography during surgery 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 61537 Tracking No: Nl Global: 090 Recommended RVW: 25.00 
25'h percentile 

Descriptor: Craniotomy with elevation ofbone flap; for lobectomy, temporal lobe, without electrocorticography 
during surgery 

SURVEY Vignette (Typical Patient) 
A 24-year-old woman presents with chronic, intractable complex partial seizures. She previously had 
undergone an extensive evaluation with long-term video EEG analysis of her seizures that had clearly identified 
the seizure focus in the right temporal lobe. At operation, her right temporal lobe, including the amygdala and 
anterior hippocampus, are removed (without intraoperative electrocorticography). Postoperative hospital care 
and office visits are conducted as necessary through the 90-day global. 

Description of Service 

Pre-service. after decision to operate and prior to the day of surgery 
Plan and review the surgical approach which will allow entrance to the skull to remove the portion of temporal lobe, 
hippocampus and amygdala responsible for the patient's seizure; Review the surgical procedure, post-op recovery in and out 
of the hospital, and expected outcome(s) with patient and family; Obtain mformed consent; Confirm that all specialized 
equipment will be available in the operating room; Dictate a letter to the referring physician and call the referring physician 
to discuss the proposed surgery 

Pre-service, day of surgery 
Greet the patient in the pre-operative holding area and answers any final questions from the family; Review pre-operative 
lab work-up; Write pre-operative orders for peri-operative medications; Review planned incisions and procedure; Locate, 
review, and place MRI and films on the view box in the operatmg room; Verify that all necessary surgical instruments, 
supplies, and devices are available in the operative suite; Accompany patient to operating room; Change into scrub clothes; 
Review length and type of anesthesia with anesthesiologist; Monitor Initial patient positioning for induction of general 
anesthesia; After general anesthesia is induced, the patient's scalp is shaved at the site of the incision.; Apply a Mayfield 
pin head holder to the patient's head; Position the patient with the right shoulder elevated and the patient's head turned to 
the left -positioning of the patient is completed so that there is not any unusual pressure on neurovascular structures; Prep 
the patient; Scrub and gown; Mark the incisions and supervise draping of the patient 

Intra-service 
An incision is made and hemostasis achieved with retraction and electrocautery. Burr holes are made at the periphery of the 
exposure and connected using the craniotome. The bone flap is elevated and the dura is exposed. The dura is opened with 
sharp dissection and the dural edges are retracted. The neurosurgeon measures the temporal lobe from its anterior extent 
and determines where the cortical incisions will be made. After cortical incisions are made, a dissection is made deep to the 
cortex with the ultrasonic aspirator. This dissection is made in the coronal plane approximately 4 em from the anterior tip 
of the temporal lobe until the temporal hom of the lateral ventricle and the hippocampus are identified. The dissection then 
spares these medial structures for the time being. When the pia of the medial cortex is encountered, a sub-pial dissection is 
made. The pia is then coagulated with bipolar coagulation and opened with sharp dissection. The anterior and lateral 
portion of the temporal lobe IS then removed, leaving the mesial temporal structures. A very careful and delicate dissection 
is then made of the hippocampus, amygdala and uncus. Great care is taken to identify, coagulate and divide perforating 
arteries from the posterior cerebral artery to the hippocampus without damaging the posterior cerebral artery. Great care is 
also taken to preserve the anterior choroidal artery and the pia-arachnoid overlying the ambient cistern which contains the 
internal carotid artery, the posterior cerebral artery, the third, fourth, fifth and sixth cranial nerves, the basilar vein of 
Rosenthal, the optic tract, the lateral geniculate, and the brainstem. Hemostasis is achieved. The dura is sutured so that it is 
watertight. The bone flap is replaced and secured to the surrounding bone with titanium plates and screws. The temporalis 
muscle is sutured together and then the galea and skin are closed. 
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Post-service, day of surgery 
The patient's head is removed from three-point fixation and sterile dressings are applied; Write an OP note in the patient's 
record; Monitor for abnormal neurological findings ; Sign OR forms, including pre- and postoperative diagnosis, operations 
performed; Discuss procedure outcome with family; Dictate postop report; Discuss procedure outcome with referrmg 
physician; Dictate procedure outcome and expected recovery letter for referring physician and/or msurance company; Call 
referring physician to discuss the surgery; Order and review films and aCT of the head to ensure that there is no 
postoperative hemorrhage and that there are no new, unexpected findings; Order and review blood and serum analysis and 
adjust anti-seizure medication as necessary; Consult with epilepsy team in intensive care unit 

Post-service, hospital, after day of surgery, through discharge 
Wnte orders to transfer patient to acute care floor, when appropriate; Write orders for post-op labs, films, medications, diet, 
and patient activity; Examine patient daily, check wounds and patient progress; Review nursing/other staff patient chart 

, notes; Chart patient progress notes; Discuss patient progress with referring physician (verbal and written); Answer 
patient/family questions, nursing/other staff questions (verbal and written), insurance staff questions; At discharge, review 
post-discharge wound care and activity limitations with patient/family; Answer patient/family questions, nursing/other staff 
questions; Wnte orders for post-discharge labs, films, and medications; Chart patient discharge notes 

Post-service, office 
Take telephone calls from patient/family regarding questions about persistent headache; Write orders for medications and 
follow-up CT; Review post-discharge CT; Examine patient, check patient progress; Remove sutures, when appropriate; 
Dictate patient progress notes for medical chart; Answer mother/family questions, insurance staff questions; Discuss patient 
progress with referring physician and epileptologist (verbal and written) 

SURVEY DATA 

Presenter(s): Jeffrey Cozzens, MD 

Specialty(s ): American Association ofNeurological Surgeons/Congress ofNeurological Surgeons 

CPT Code: 61537 

Sample Size: 40 I Resp n: 20 I Resp %: 50% 

Sample Type: Random (response rate is low because this is a rarely performed procedure) 

Low 25th octl Median 75th octl Hll!_h 

SurveyRVW: 24.00 25.00 27.66 30.00 35.00 

Pre-Service Evaluation Time: 60 

Pre-Service Positioning Time: 20 

Pre-Service Scrub, Dress, Wait Time: 20 

Intra-Service Time: 200 240 240 300 375 

Post-Service Total Min* CPT code I# of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 87 99232 X 1 99231 X 3 LOS= 5 

Discharge Day Mgmt: 36 99236 

Office time/visit(s): 61 99213 X 2 99212 X 1 
0 0 0 0 

*Physician standard total mmutes per E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

61537 
Craniotomy with elevation of bone flap; for lobectomy, temporal lobe, without Recom'd 

90 
electrocorticography durmg surgery 25.00 

61538 
Craniotomy with elevation of bone flap; for lobectomy with 

26.81 90 
electrocortlcography during surgery, temporal lobe 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S)· 
Svy CPT Ref CPT 

61537 61538 
TIME ESTIMATES (MEDIAN) 1"5YR 

Survey Response Count 20 3 
Pre-service 100 135 
Intra-service 240 210 
Same Day Immediate Post-service 30 35 
Critical care 0 0 
Other hospital visit 87 106 
Discharge day management 36 36 
Office visit 61 76 
TOTAL TIME 554 598 
INTENSITY/COMPLEXITY MEASURES (mean) 
I survey Response Count 11 11 
TIME SEGMENTS 
Pre-service 4.71 4.29 
Intra-service 4.86 4.29 
Post-service 3.94 3.71 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.50 4.29 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 5.00 4.57 reviewed and analyzed 

Urgency of medical decision making 3.75 3.43 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.86 4.29 
Outcome depends on the skill and judgment of physician 4.57 4.29 
Estimated risk of malpractice suit with poor outcome 4.29 3.86 

ADDITIONAL RATIONALE 

The consensus committee reviewing the survey data are concerned that the time data for 61537 from 20 "specialty" 
neurosurgeons is compared to the time data for 61538 which is based on a response rate of"3." We also note, 
based on the advice of surgeons who perform both 61537 and 61538, that the intra-operative time of210 min. for 
61538 from 3 "general" neurosurgeons (out of275 surveys sent) is understated, and that the previous intraoperative 
time from the Harvard study for 61538 of285 minutes is probably more accurate. Although the AANS/CNS 
consensus committee believes that the median RVW is an accurate representation for the physician work of61537, 
we are recommending the survey 25th percentile RVW of 25.00 to maintain relativity to the reference code 
61538. 

IWPUT Analysis 

ROW I COLUMN A B c D E F 
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1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

I 61537 (25th pctl) 
and 61538 

Pre-service: 
Pre: eval & pos1t 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

61537 
Svy Data 

Time 
80 
20 

Time 
30 

Visitn 

1 
3 
1 

2 
1 

Time 
240 

SvyRVW: 25.00 
RUC Std. RVW 
Intensity (=time x ints'y) 

0.0224 1.79 
0.0081 0.16 

1.95 
Intensity (=time x ints'y) 

0.0224 0.67 
E/M RVW (=n x RVW) 

4.00 
1.51 
1.06 1.06 
0.64 1.92 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.43 
0.17 

6.66 

II IWPUT I INTRA-RVW 

II 0.068 II 16.38 

Services Reported with Multiple CPT Codes 
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61538 MFS RVW: 26.81 
Svy Data RUC Std. RVW 

Time Intensity (=time x ints'y) 
115 0.0224 2.58 
20 0.0081 0.16 

2.74 
Time Intensity (=time x ints'y) 

35 0.0224 0.78 
Visit n E/M RVW (=n x RVW) 

4.00 
1.51 

1 1.06 1.06 
4 0.64 2.56 
1 1.28 1.28 

1.75 
2 1.08 2.16 

0.65 
0.43 
0.17 

7.84 
Time II IWPUT I INTRA-RVW 
210 II 0.077 ! 16.23 

1. Is this new/revised code typically reported on the same date with other CPT codes? Why is the 
procedure reported using multiple codes instead of just one code? (Check all that apply.) 

The surveyed code is an aee oa eoee or a base code expeetee to that may be reported with an add
on code. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. I 

When microdissection utilizing the operating microscope is necessary, code 69990 would be reported as an add-on 
code. 

CPT Glob '03RVW total time 
61537 090 25.00 554 
69990 zzz 3.47 n/a* 

Total 28.47 
*69990 Microsurgical techniques, requiring use of operating microscope (List separately in addition to code for primary 
procedure) A specific intra-operative time is not associated with this code. Use of the operating microscope will add time 
and intensity to any operation, when employed. 
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FREQUENCY INFORMATION 

How was this service previously reported? 
The service may have been coded using: 
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61538-52 Craniotomy with elevation of bone flap; for lobectomy with electrocorticography during surgery, temporal lobe 
64999 Unlisted procedure, nervous system 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery Commonly Sometimes Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery Frequency: Less than 200 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Neurosurgery Frequency: Less than 50 

Do many physicians perform this service across the United States? No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 61540 Tracking No:N2 Global: 090 Recommended RVW: 30.00 

Descriptor: Craniotomy with elevation of bone flap; for lobectomy, other than temporal lobe, partial or total; 
without electrocorticography during surgery 

SURVEY Vignette (Typical Patient) 
A 30-year-old woman presents with chronic, intractable complex partial seizures. A preoperative MRI 
demonstrated a glial scar in the frontal lobe. Prolonged videomonitoring confirmed that the seizures arise from that 
lobe. At operation, her right frontal lobe is removed (without intraoperative electrocorticography). Postoperative 
hospital care and office visits are conducted as necessary through the 90-day global. 

Description of Service 

Pre-serv1ce. after decision to operate and prior to the day of surgery 
Plan and review the surgical approach which will allow entrance to the skull to remove the remove the portion of frontal 
lobe responsible for the patient's seizure; Review the surgical procedure, post-op recovery in and out of the hospital, and 
expected outcome(s) with patient and family; Obtain informed consent; Confirm that all specialized equipment will be 
available in the operating room; Dictate a letter to the referring physician and call the referring physician to discuss the 
proposed surgery 

Pre-service, day of surgery 
Greet the pat1ent in the pre-operative holding area and answers any final questions from the family; Review pre-operative 
lab work-up; Write pre-operative orders for peri-operative medications; Review planned incisions and procedure; Locate, 
review, and place MRI and films on the view box in the operating room; Verify that all necessary surgical instruments, 
supplies, and devices are available in the operative suite; Accompany patient to operating room; Change into scrub clothes; 
Review length and type of anesthesia with anesthesiologist; Monitor initial patient positioning for induction of general 
anesthesia; After general anesthesia is induced, the patient's scalp is shaved at the site of the incision; Apply a Mayfield pin 
head holder to the patient's head; Position the patient with the right shoulder elevated and the patient's head turned to the 
left -positioning of the pat1ent is completed so that there is not any unusual pressure on neurovascular structures; Prep the 
patient; Scrub and gown; Mark the inc1sions and supervise draping of the patient 

Intra-service 
The neurosurgeon then makes an incision and achieves hemostasis with retraction and electrocautery. Burr holes are made 
at the periphery of the exposure and connected using the craniotome. The bone flap is elevated and the dura is exposed. 
The dura is opened with sharp dissection and the dural edges are retracted. The neurosurgeon measures the frontal lobe 
from its anterior extent and determines where he will make the cortical incisions. Cortical incisions are then made. A 
dissection is made deep to the cortex with the ultrasonic aspirator. This dissection is made in the coronal plane 
approximately 3 em from the anterior tip of the frontal lobe. When the pia of the med1al cortex is encountered, a sub-p1al 
dissection is made. The pia is then coagulated with bipolar coagulation and opened with sharp dissection. The anterior 
cerebral artenes are identified and protected during the dissection. The anterior portion of the frontal lobe is then removed. 
Hemostasis is achieved. The dura is sutured so that it is watertight. The bone flap is replaced and secured to the 
surrounding bone with titanium plates and screws. The galea and skin are closed. 

Post -serv1ce. day of surgery 
The patient's head is removed from three-point fixation and sterile dressings are applied; Write an OP note in the patient's 
record; Momtor for abnormal neurological findings ; Sign OR forms, including pre- and postoperative diagnosis, operations 
performed; Discuss procedure outcome with family; Dictate postop report; Discuss procedure outcome with referring 
physician; Dictate procedure outcome and expected recovery letter for referring physician and/or insurance company; Call 
referring physician to discuss the surgery; Order and review films and aCT of the head to ensure that there is no 
postoperative hemorrhage and that there are no new, unexpected findings; Order and review blood and serum analysis and 
adjust anti-seizure medication as necessary; Consult with epilepsy team in intensive care unit 
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Post-service, hospital, after day of surgery, through discharge 
Write orders to transfer patient to acute care floor, when appropriate; Write orders for post-op labs, films, medications, diet, 
and patient activity; Examine patient dmly, check wounds and patient progress ; Review nursing/other staff patient chart 
notes; Chart patient progress notes; Discuss patient progress with referring physician (verbal and written); Answer 
patient/family questions, nursing/other staff questions (verbal and written), insurance staff questions; At discharge, review 
post-discharge wound care and activity limitations with patient/family; Answer patient/family questions, nursing/other staff 
questions; Wnte orders for post-discharge labs, films, and medications; Chart patient discharge notes 

Post-service. office 
Take telephone calls from patient/family regarding questions about persistent headache; Write orders for medications and 
follow-up CT; Review post-discharge CT; Examine patient, check patient progress ;Remove sutures, when appropriate; 
Dictate patient progress notes for medical chart; Answer mother/family questions, insurance staff questions; Discuss patient 
progress with referring physician and epileptologist (verbal and written) 

SURVEY DATA 

Presenter(s): Jeffrey Cozzens, MD 

Specialty(s ): American Association ofNeurological Surgeons/Congress of Neurological Surgeons 

CPT Code: 61540 

Sample Size: 40 I Resp n: 20 I Resp %: 50% 

Sample Type: Random (response rate is low because this is a rarely performed procedure) 

Low 25th octl Median 75th octl H.ig_h 

SurveyRVW: 24.00 28.50 30.00 31.00 40.00 

Pre-Service Evaluation Time: 75 

Pre-Service Positioning Time: 20 

Pre-Service Scrub, Dress, Wait Time: 20 

Intra-Service Time: 210 240 300 300 435 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 40 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 87 99232 X 1 99231 X 3 LOS=5 

Discharge Day Mgmt: 36 99236 

Office time/visit(s): 61 99213 X 2 99212 X 1 
. . .. 

*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Craniotomy with elevation of bone flap, for lobectomy, other than temporal Recom'd 
61540 90 lobe, partial or total, without e/ectrocorticography during surgery 3000 

61539 
Cramotomy with elevation of bone flap; for lobectomy with 

32.08 90 
electrocorticography during surgery, other than temporal lobe, partial or total 

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

61540 61539 
TIME ESTIMATES (MEDIAN) HVD 

Survey Response Count 20 --
Pre-service 115 48 
Intra-service 300 297 
Same Day Immediate Post-service 40 65 
Critical care 0 0 
Other hospital visit 87 

165.8 
Discharge day management 36 
Office visit 61 52.5 
TOTAL TIME 639 628 
INTENSITY/COMPLEXITY MEASURES (mean) 

!survey Response Count 9 9 
TIME SEGMENTS 

Pre-service 4.43 4.29 
Intra-service 4.57 4.00 
Post-service 3.14 3.00 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.00 4.00 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 4.86 4.71 reviewed and analyzed 

Urgency of medical decision making 2.29 2.29 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 3.57 3.57 
Outcome depends on the skill and judgment of physician 4.57 4.57 
Estimated risk of malpractice suit with poor outcome 4.43 4.43 

ADDITIONAL RATIONALE 

The survey median RVW of30.00 for 61540 is recommended. This value correctly places X2 between Xl 
and 61539. The time, intensity/complexity measures, and iwput analysis support this recommendation. 
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IWPUT Analysis 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

ROW I COLUMN 

61540 and 61539 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 

61540 
Svy Data 

Time 
95 
20 

Time 
40 

Visitn 

1 
3 
1 

2 
1 

Time 
300 

B c 
SvyRVW: 30.00 

RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 2.13 
0.0081 0.16 

2.29 
Intensity (=time x ints'y) 
0.0224 0.90 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 1.06 
0.64 1.92 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.43 
0.17 

6.89 

II IWPUT II INTRA-RVW 

II 0.069 II 20.82 

D E F 

61539 MFS RVW: 32.08 
Svy Data RUC Std. RVW 

Time Intensity {=time x ints'y) 
28 0.0224 0.63 
20 0.0081 0.16 

0.79 
Time Intensity (=time x ints'y) 

65 0.0224 1.46 
Visit n E/M RVW (=n x RVW) 

4.00 
1.51 
1.06 

12 0.64 7.68 
1 1.28 1.28 

1.75 
1.08 

2.5 0.65 1.63 
0.43 
0.17 

12.04 
Time II IWPUT II INTRA-RVW 
297 II 0.065 II 19.25 

Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add on eode or a base code e~£peeted to that may be reported with an add-
X 

on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
HistoricaliJfecedents. 
Other reason (please explain): 
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2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

When microdissection utilizing the operating microscope is necessary, code 69990 would be reported as an add-on 
code. 

CPT Glob '03RVW total time 
61540 090 25.00 554 
69990 zzz 3.47 n/a* 

Total 28.47 
*69990 Microsurgical techniques, requiring use of operating microscope (List separately in addition to code for pnmary 
procedure) A specific intra-operative time is not associated with this code. Use of the operating microscope will add time 
and intensity to any operation, when employed. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 
The service may have been coded using: 
61539-52 Craniotomy with elevation of bone flap; for lobectomy with electrocorticography during surgery, other than temporal 

lobe, partial or total 
64999 Unlisted procedure, nervous system 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery Comm.only Sometimes Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery Frequency: Less than 200 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Neurosurgery Frequency: Less than 50 

Do many physicians perform this service across the United States? No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 61566 Tracking No: N3 Global: 090 Recommended RVW: 31.00 

Descriptor: Craniotomy with elevation of bone flap; for selective amygdalohippocampectomy 

SURVEY Vignette (Typical Patient) 
A 30-year-old woman presents with chronic, intractable complex partial seizures. She previously had undergone 
an extensive evaluation with long-term video EEG analysis of her seizures that had clearly identified the seizure 
focus in the right mesial temporal structures including the amygdala and hippocampus. A preoperative MRI 
demonstrated hippocampal volume loss consistent with mesial temporal sclerosis. At operation, she undergoes 
surgery for removal of her right amygdala and anterior hippocampus. Postoperative hospital care and office visits 
are conducted as necessary through the 90-day global. 

Description of Service 

Pre-service, after decision to operate and prior to the day of surgery 
Plan and review the surgtcal approach which will allow entrance to the skull to remove the portion of temporal lobe, 
hippocampus and amygdala responsible for the patient's seizure; Review the surgical procedure, post-op recovery in and out 
of the hospital, and expected outcome(s) with patient and family; Obtain informed consent; Confirm that all specialized 
equipment will be available in the operating room; Dictate a letter to the referring physician and call the referrmg physician 
to discuss the proposed surgery 

Pre-service. day of surgery 
Greet the patient in the pre-operative holding area and answers any final questions from the family; Review pre-operative 
Jab work-up; Write pre-operative orders for peri-operative medications; Review planned incisions and procedure; Locate, 
review, and place MRI and films on the view box in the operating room; Verify that all necessary surgical mstruments, 
supplies, and devices are available in the operative suite; Accompany patient to operating room; Change into scrub clothes; 
Review length and type of anesthesia wtth anesthesiologist; Monitor initial patient positionmg for induction of general 
anesthesia; After general anesthesia is induced, the patient's scalp is shaved at the site of the incision.; Apply a Mayfield 
pin head holder to the patient's head; Position the patient with the right shoulder elevated and the patient's head turned to 
the left -positioning of the patient is completed so that there is not any unusual pressure on neurovascular structures; Prep 
the patient; Scrub and gown; Mark the incisions and supervise draping of the patient 

Intra-service 
The neurosurgeon then makes an incision and achieves hemostasis with retraction and electrocautery. Burr holes are made 
at the periphery of the exposure and connected usmg the craniotome. The bone flap is elevated and the dura is exposed. 
The dura is opened with sharp dissectiOn and the dural edges are retracted. The neurosurgeon measures the temporal lobe 
from its anterior extent and determines where he wtll make the cortical incisions. Cortical incisions are then made. A 
dissection is made deep to the cortex with the ultrasonic aspirator. This dissection is made until the temporal hom of the 
lateral ventricle and the hippocampus are identtfied. A very careful and delicate dissection is then made of the hippocampus 
and amygdala. Great care is taken to identify, coagulate and divide perforatmg arteries from the posterior cerebral artery to 
the hippocampus without damaging the posterior cerebral artery. Great care is also taken to preserve the anterior choroidal 
artery and the pia-arachnoid overlying the ambient cistern whtch contains the internal carotid artery, the posterior cerebral 
artery, the third, fourth, fifth and sixth cranial nerves, the basilar vein of Rosenthal, the optic tract, the lateral geniculate, 
and the brainstem. Hemostasis is achieved. The dura is sutured so that it is waterttght. The bone flap is replaced and 
secured to the surrounding bone with titanium plates and screws. The temporalis muscle is sutured together and then the 
galea and skin are closed. 
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Post-service, day of surgery 
The patient's head is removed from three-point fixation and sterile dressings are applied; Write an OP note in the patient's 
record; Monitor for abnormal neurological findings; Sign OR forms, including pre- and postoperative diagnosis, operations 
performed; Discuss procedure outcome with family; Dictate postop report; Discuss procedure outcome with referring 
physician; Dictate procedure outcome and expected recovery letter for referring physician and/or insurance company; Call 
referring physician to discuss the surgery; Order and review films and aCT of the head to ensure that there IS no 
postoperative hemorrhage and that there are no new, unexpected findings; Order and review blood and serum analysis and 
adjust anti-seizure medication as necessary; Consult with epilepsy team in intensive care unit 

Post-service, hospital, after day of surgery, through discharge 
Write orders to transfer patient to acute care floor, when appropnate; Write orders for post-op labs, films, medications, diet, 
and patient activity; Examine patient daily, check wounds and patient progress; Review nursmg/other staff patient chart 
notes; Chart patient progress notes; Discuss patient progress with referring physician (verbal and written); Answer 
patient/family questions, nursing/other staff questions (verbal and written), insurance staff questions; At discharge, review 
post-discharge wound care and activity limitations with patient/family; Answer patient/family questions, nursing/other staff 
questions; Write orders for post-discharge labs, films, and medications; Chart patient discharge notes 

Post-service, office 
Take telephone calls from patient/family regarding questions about persistent headache; Write orders for medications and 
follow-up CT; Review post-discharge CT; Examine patient, check patient progress; Remove sutures, when appropriate; 
Dictate patient progress notes for medical chart; Answer mother/family questions, insurance statT questions; Discuss patient 
progress with referring physician and epileptologist (verbal and written) 

SURVEY DATA 

Presenter(s): Jeffrey Cozzens, MD 

Specialty(s ): American Association of Neurological Surgeons/Congress of Neurological Surgeons 

CPT Code: 61566 

Sample Size: 40 I Resp n: 20 I Resp%: 50% 

Sample Type: Random (response rate is low because this is a rarely performed procedure) 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 23.50 28.00 31.00 36.50 45.00 

Pre-Service Evaluation Time: 75 

Pre-Service Positioning Time: 20 

Pre-Service Scrub, Dress, Wait Time: 20 

Intra-Service Time: 210 240 240 285 375 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 35 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 106 99232 X 1 99231 X 4 LOS= 6 

Discharge Day Mgmt: 36 99236 

Office time/visit(s): 61 99213 X 2 99212 X 1 
.. 

*Physician standard total minutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

61566 
Craniotomy with elevation of bone flap; for selective Recom'd 

90 
amygdalohippocampectomy 31.00 

61538 
Craniotomy with elevation of bone flap; for lobectomy with 26.81 90 
electrocorticography during surgery, temporal lobe 

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

61566 61538 
TIME ESTIMATES (MEDIAN) 1"5YR 

Survey Response Count 20 3 
Pre-service 115 135 
Intra-service 240 210 
Same Day Immediate Post-service 35 35 
Critical care 0 0 
Other hospital visit 106 106 
Discharge day management 36 36 
Office visit 61 76 
TOTAL TIME 593 598 
INTENSITY/COMPLEXITY MEASURES (mean) 
I Survey Response Count 7 7 
TIME SEGMENTS 
Pre-service 4.20 4.00 
Intra-service 4.50 4.00 
Post-service 3.00 2.80 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.00 3.80 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 4.80 4.50 
reviewed and analyzed 

Urgency of medical decision making 2.50 2.00 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 
Physical effort required 
PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.00 4.00 
Outcome depends on the skill and judgment of physician 4.50 4.60 
Estimated risk of malpractice suit with poor outcome 4.00 4.00 

ADDITIONAL RATIONALE 

1. Discussion of time and complexity/intensity comparison 

The survey median RVW of31.00 for 61566 is recommended. 

New code 61566 is a performed in individuals who have intractable seizures coming from either the amygdala, 
hippocampus or both. amygdalohippocampectomy is performed when the individual has significant function in 
the lateral temporal neocortex and one wishes to spare that functional tissue, rather than perform a temporal 
amputation. Amygdalohippocampectomy is a fairly new procedure which is very low volume and is only 
performed at certain epilepsy centers. Although the procedure is performed through a similar craniotomy, 
amygdalohippocampectomy involves a microsurgical approach and dissection of these tissues without injuring 
the lateral temporal lobe. Amygdalohippocampectomy is a painstaking procedure which takes roughly two 



CPT: 61566 (Apr. 2003) Page 4 

more hours than an amputation. Amygdalohippocampectomy is generally performed without 
electrocorticography since it is an anatomical resection. The procedure requires more time (240 vs 210 minutes) 
than the reference code and is more intense. 

We would like to note that in this survey, 13 of20 respondents chose more difficult reference codes than 61538 
(response = 7), indicating that this procedure was more difficult and should be of greater value. These other 
reference codes included 61510,61514,61534,61539, and 61536. Thus the intensity reflected in this survey, 
based on 7 of20 respondents who used 61538 as a reference code, does not reflect the intensity ofthe majority 
of respondents. However, the intensity/complexity means could not be calculated for 6-7 other codes with a 
response rate of 1 or 2. 

2. IWPUT Analysis 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

ROW I COLUMN 

I 61566 and 61538 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
61566 

Svy Data 
Time 

95 
20 

Time 
35 

Visit n 

1 
4 
1 

2 
1 

Time 
240 

B c 
Svy RVW: 31.00 
RUC Std. RVW 
Intensity (=time x ints'yJ 
0.0224 2.13 
0.0081 0.16 

2.29 
Intensity (=time x ints'y) 
0.0224 0.78 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 1.06 
0.64 2.56 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.43 
0.17 

7.41 

II IWPUT II INTRA-RVW 

II 0.089 II 21.30 

D E F 
61538 MFSRVW: 26.81 

Svy Data RUC Std. RVW 
Time Intensity (=time x ints'Yl_ 
115 0.0224 2.58 
20 0.0081 0.16 

2.74 
Time Intensity (=time x ints'y) 

35 0.0224 0.78 
Visitn E/M RVW (=n x RVW) 

4.00 
1.51 

1 1.06 1.06 
4 0.64 2.56 
1 1.28 1.28 

1.75 
2 1.08 2.16 

0.65 
0.43 
0.17 

7.84 
Time II IWPUT II INTRA-RVW 
210 II 0.077 ~ 16.23 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add on eode or a base code expeeted to that may be reported with an add
on code. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. 

When microdissection utilizing the operating microscope is necessary, code 69990 would be reported as an add-on 
code. 

CPT Glob '03RVW total time 
61566 090 25.00 554 
69990 zzz 3.47 n/a* 

Total 28.47 
*69990 Microsurgical techniques, requiring use of operating microscope (List separately in addition to code for primary 
procedure) A specific intra-operative time is not associated with this code. Use of the operating microscope will add time 
and intensity to any operation, when employed. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 
The service may have been coded using: 
61538-52 Craniotomy with elevation ofbone flap; for lobectomy with electrocorticography during surgery, temporal lobe 
64999 Unlisted procedure, nervous system 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery Commonly Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery Frequency: Less than 100 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty: Neurosurgery Frequency: Less than 25 

Do many physicians perform this service across the United States? No 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 61567 Tracking No: N4 Global: 090 Recommended RVW: 35.50 

Descriptor: Craniotomy with elevation of bone flap; for multiple subpial transections; with electrocorticography 
during surgery 

SURVEY Vignette (Typical Patient) 
A 12 year-old boy presents with chronic, intractable complex partial seizures. He previously has undergone an 
extensive evaluation with long-term video EEG analysis of his seizures. The seizure focus is suspected to be in the 
right frontal-central region including the motor cortex but further characterization of the seizure focus is indicated. 
At operation, he undergoes surgery for exposure of his right frontal-central cortex. Intra-operative 
electrocorticography is performed and a seizure focus is clearly identified. The patient undergoes multiple subpial 
transections of his motor cortex. Postoperative hospital care and office visits are conducted as necessary through 
the 90-day global. 

Description of Service 
Pre-service. after decision to operate and prior to the day of surgery 
Plan and review the surgical approach which will allow entrance to the skull, to record the electrical activity of the brain, 
and to carefully remove the frontal lobe that is responsible for the patient's seizures; Review the surgical procedure, post-op 
recovery in and out of the hospital, and expected outcome(s) with patient and family; Obtain informed consent; Confirm 
that all specialized equipment will be available in the operating room, including the need for the electrocorticography 
electrodes and apparatus; Dictate a letter to the referring physician and call the referring physician to discuss the proposed 
surgery 

Pre-service, day of surgery 
Greet the patient in the pre-operative holding area and answers any final questions from the family; Review pre-operative 
lab work-up; Write pre-operative orders for peri-operative medications; Review planned incisions and procedure; Locate, 
review, and place MRI and films on the view box in the operating room; Verity that all necessary surgical instruments, 
supplies, and devices are available m the operative sutte; Accompany patient to operating room; Change into scrub clothes; 
Review length and type of anesthesia with anesthesiologist; Monitor initial patient positioning for induction of general 
anesthesia; After general anesthesia is induced, the patient's scalp is shaved at the site of the incision; Apply a Mayfield pin 
head holder to the patient's head; Position the patient with the right shoulder elevated and the patient's head turned to the 
left -positioning of the patient is completed so that there is not any unusual pressure on neurovascular structures; Prep the 
patient; Scrub and gown; Mark the incisions and supervise draping of the patient . 

Intra-service 
The neurosurgeon then makes an incision and achieves hemostasis with retraction and electrocautery. Burr holes are made 
at the periphery of the exposure and connected using the craniotome. The bone flap is elevated and the dura is exposed. 
The dura is opened with sharp dissection and the dural edges are retracted. The neurosurgeon selects the electrodes and 
prepares the electrode contacts so that they will not harm the cortex of the brain. The neurosurgeon then places the 
electrodes on the brain in a pattern that the neurosurgeon in consultation with the epileptologist (neurologist) has 
determined will derive the best information about the electrical activity of the brain. The neurosurgeon makes several 
careful measurements of the position of the electrodes in reference to the cortical anatomy. The neurosurgeon then takes a 
sterile pen and draws the position of each electrode on a line drawing of the right cerebral hemisphere. The neurosurgeon 
then hands the sterile electrical cable from the electrode holder to the EEG technician. While the electrical activity of the 
brain is being recorded, the neurosurgeon gently irrigates the cortex and electrode contacts. The neurologist tells the 
neurosurgeon that one electrode is not makmg good contact with the brain. The neurosurgeon repositions the electrode and 
the neurologist tells the neurosurgeon that the problem has been solved. The neurosurgeon waits while the neurologist 
collects sufficient recordings. He keeps the exposed cortex wet and weights down the recording grid to make better 
electrical contact with the cortex. The recording strips and grids are moved several times to check various sites. The 
neurosurgeon then confers with the neurologist about the results and thetr tmplications for tailoring the resection. After the 
electrocorticography has been completed, the neurologist and neurosurgeon confer and decide that multiple pial transections 
in a limited area of the motor cortex will be required to ensure that the seizure focus has isolated from the rest of the brain. 
Each electrode is then carefully removed from the brain and replaced with a small numbered sterile "ticket." The 
neurosurgeon pierces the cortex with a curved probe at a sulcus adjacent to the gyrus identified as the seizure focus, and 
then in a linear motion disconnects the grey matter under the pia of the gyrus. The probe is removed and the procedure is 
repeated at one centimeter intervals along the gyrus for the extent of the seizure focus. Hemostasis is achieved. The dura is 
sutured so that it is watertight. The bone flap is replaced and secured to the surrounding bone with titanium plates and 
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screws. The temporalis muscle is sutured together and then the galea and skin are closed. 

Post-service, day of surgery 
The patient's head is removed from three-point fixatiOn and sterile dressings are applied; Write an OP note in the patient's 
record; Monitor for abnormal neurological findings; Sign OR forms, mcluding pre- and postoperative diagnosis, operatiOns 
performed; Discuss procedure outcome with family; Dictate postop report; Discuss procedure outcome with referring 
physician; Dictate procedure outcome and expected recovery letter for referring physician and/or insurance company; Call 
referring physician to dtscuss the surgery; Order and review films and aCT of the head to ensure that there is no 
postoperative hemorrhage and that there are no new, unexpected findings; Order and review blood and serum analysis and 
adjust anti-seizure medication as necessary; Consult with epilepsy team in intensive care umt 

Post-service, hospital. after day of surgery, through discharge 
Write orders to transfer patient to acute care floor, when appropnate; Write orders for post-op labs, films, medications, diet, 
and patient activity; Examine patient daily, check wounds and patient progress; Review nursing/other staff patient chart 
notes; Chart patient progress notes; Discuss patient progress with referring physician (verbal and written); Answer 
patient/family questions, nursing/other staff questions (verbal and written), insurance staff questions; At discharge, review 
post-discharge wound care and activity limitations with patient/family; Answer patient/family questions, nursing/other staff 
questions; Write orders for post-discharge labs, films, and medications; Chart patient discharge notes 

Post-service, office 
Take telephone calls from patient/family regardmg questions about persistent headache; Write orders for medications and 
follow-up CT; Review post-discharge CT; Examine patient, check patient progress; Remove sutures, when appropriate; 
Dictate patient progress notes for medical chart; Answer mother/family questions, insurance staff questions; Discuss patient 
progress with referring physician and epileptologist (verbal and written) 

SURVEY DATA 

Presenter(s): Jeffrey Cozzens, MD 

Specialty(s): American Association ofNeurological Surgeons/Congress ofNeurological Surgeons 

CPT Code: 61567 

Sample Size: 40 I Resp n: 20 I Resp %: 50% 

Sample Type: Random (response rate IS low because this is a rarely performed procedure) 

Low 25th octl Median 75th octl Hig_h 

SurveyRVW: 24.00 35.00 35.50 35.52 38.00 

Pre-Service Evaluation Time: 80 

Pre-Service Positioning Time: 20 

Pre-Service Scrub, Dress, Wait Time: 20 

Intra-Service Time: 240 270 280 300 420 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 45 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 106 99232 X 1 99231 X 4 LOS=6 

Discharge Day Mgmt: 36 99236 

Office time/visit(s): 76 99213 X 2 99212 X 2 
. . .. 

*Phys1c1an standard total minutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Craniotomy with elevation of bone flap; for multiple subpial Recom'd 
61567 90 

transections; with electrocorticography during surgery 35.50 

Cramotomy with elevation of bone flap; for excision of cerebral epileptogenic 
61536 focus, w1th electrocorticography during surgery (includes removal of 35.52 90 

electrode array) 

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

61567 61536 
TIME ESTIMATES (MEDIAN) HVD 

Survey Response Count 20 --
Pre-service 120 48 
Intra-service 280 298 
Same Day Immediate Post-service 45 65 
Critical care 0 0 
Other hospital visit 106 

165.8 
Discharge day management 36 
Office visit 76 52.5 
TOTAL TIME 663 629 
INTENSITY/COMPLEXITY MEASURES (mean) 
I survey Response Count 10 10 
TIME SEGMENTS 
Pre-service 4.71 4.29 
Intra-service 4.86 4.57 
Post-service 3.86 3.71 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.29 4.29 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 5.00 4.57 reviewed and analyzed 

Urgency of medical deciswn making 3.43 3.43 
TECHNICAL SKILL/PHYSICAL EFFORT 
Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.86 4.29 
Outcome depends on the skill and judgment of physician 4.57 4.29 
Estimated risk of malpractice suit with poor outcome 4.29 3.86 
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ADDITIONAL RATIONALE 

1. Discussion of time and complexity/intensity comparison 

The survey median RVW of 35.50 for 61567 is recommended. 

This is a fairly new epilepsy surgery, performed over the last 10 years in highly selected epilepsy centers. The 
procedure involves a large hemispheral craniotomy and extensive intraoperative electrocorticography. In 
comparison, the reference code involves a similar craniotomy and resection of an epileptogenic focus defined by 
electrocorticography. 61567 is performed in regions of the brain that give rise to seizures, but cannot be 
resected without harm (typically language cortex or motor cortex). The procedure involves dissection to 
disconnect the horizontal cortical connections and to preserve the vertical axons, thus limiting seizure spread 
without removing this "eloquent" brain. This must be performed without interrupting the blood supply to that 
cortex. As such, this is a more intense procedure which carries a higher risk of serious complications. Although 
the time is less, the intensity, as reflected also in the IWPUT of0.091, is in keeping with the intensity of other 
high risk intracranial procedures. We are recommending the survey median RVW of 35.50 for 61567. 

2. IWPUT Analysis 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

ROW I COLUMN 

I 61567 and 31536 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
61567 

Svy Data 
Time 
100 
20 

Time 
45 

Visitn 

1 
4 
1 

2 
2 

Time 
275 

B c 
Svy RVW: 35.50 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 2.24 
0.0081 0.16 

2.40 
Intensity (=time x ints'y) 
0.0224 1.01 

ElM RVW (=n x RVW) 
4.00 
1.51 
1.06 1.06 
0.64 2.56 
1.28 1.28 
1.75 
1.08 
0.65 1.30 
0.43 0.86 
0.17 

8.07 

II IWPUT II INTRA-RVW 

II 0.091 II 25.03 

D E F 
61536 MFSRVW: 35.52 

Svy Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

28 0.0224 0.63 
20 0.0081 0.16 

0.79 
Time Intensity (=time x ints'y) 

65 0.0224 1.46 
Visit n ElM RVW (=n x RVW) 

4.00 
1.51 
1.06 

12 0.64 7.68 
1 1.28 1.28 

1.75 
1.08 

2.5 0.65 1.63 
0.43 
0.17 

12.04 
Time II IWPUT II INTRA-RVW 
298 II 0.076 II 22.69 
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Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? 
Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

X The surveyed code IS aA ada sA esae sF a base code that mav be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to descnbe exactly what components the procedure included. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. 

work 
CPT Glob RVW NS Neurology 

61567 090 35.50 35.50 

69990 zzz 3.47 3.47 

95829 XXX 6.21 6.21 

TOTAL RVW by Specialty 38.97 6.21 

time 
CPT NS Neurology 

61567 663 

69990 n/a* 
95829 87 

TOTAL RVW by Specialty 663* 87 

*69990 Microsurgical techniques, requiring use of operating microscope (List separately in additwn to code for primary 
procedure) A specific intra-operative time is not associated with this code. Use of the operating microscope will add time 
and intensity to any operation, when employed. 
**95829 Electrocorticogram at surgery (separate procedure) 

FREQUENCY INFORMATION 

How was this service previously reported? 
The service may have been coded using: 64999 Unlisted procedure, nervous system 

How often do physicians in your specialty perform this service? 
Specialty: Neurosurgery CommoAly Sometimes Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery Frequency: Less than 100 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: Neurosurgery Frequency: Less than 25 

Do many physicians perform this service across the United States? No 



CPT 
61537 

61540 

61566 

61567 

DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

Craniotomy with elevation of bone flap; for lobectomy, temporal lobe, without 
electrocorticography during surgery 
Craniotomy with elevation of bone flap; for lobectomy, other than temporal lobe, 
partial or total; without electrocorticography during surgery 
Craniotomy with elevation of bone flap; for selective 
amygdalohippocampectomy 
Craniotomy w1th elevation of bone flap; for multiple subpial transections; with 
electrocorticography during surgery 

GLOBAL 
90 

90 

90 

90 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense 
details were crosswalked from previously PEAC approved details for the neurosurgery craniotomy family 
codes. For additional supply items, see attached RUC approved "standard" neurosurgery post-oprative 
incision care kit. 

CLINICAL STAFF TYPE: 
RN/LPN/MA 1130 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge (99238 level). 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit. 

SUPPLIES AND EQUIPMENT: 
Minimum visit package (multispecialty) for each post-op visit. 
Post-op incision care kit at first post-op visit. 
Suture removal kit; tincture benzoin swab; gauze,sterile 4 x 4; kling roller bandage 2 x 131; and tape at 
first post-op visit. 
Patient education booklet on day of discharge. 

SUPPLIES AND EQUIPMENT: 
Power table and exam lamp for post-op visits. 



RUC APPROVED STANDARD SUPPLY PACKAGE (2002): 

PEAC Pack compared with the NS Post-Op Incision Care Kit for Craniotomy 

PEAC 
post-op 

Code Description Unit pack Standard Craniotomy Spine Periph Nerv 
14005 Gloves, sterile pair 1 1 1 1 1 
11302 Swab, alcohol item 2 2 2 2 2 
31505 Gauze,Sterile 4 x 4 item 2 2 4-2* 4 2 

31513 Steri-strips stnp 12 12 12 12 12 
31514 Tape inch 12 12 60-12* 36 18 

31702 Staple removal kit item 1 1 1 1 1 
52301 Betadine ml 20 20 20 20 20 
52308 Tincture benzoin swab item 1 1 2-1* 2 1 
31703 Suture removal k1t item 0 1 1 1 0 
31509 Kling roller bandage 2 x 131 item 0 
11115 Patient education booklet item 0 

0 8E 0 1 

1 1 1 * 

*Additional Quantities or Items not included in PEAC post-op incision care kit have been added on the 
attached worksheet. 

2 



61537-61567 PE Details (April 2003 RUC) 

TOTAL CLINICAL LABOR TIME 

PRE-SERVICE PERIOD TOTAL TIME 

SERVICE PERIOD TOTAL TIME 

POST-SERVICE PERIOD TIME 

PRE-SERVICE P_ERIOD ' , · ( 

Complete pre-serv1ce diagnostic & referral forms 

Coordinate pre-surgery serv1ces 

Schedule space and equipment 10 facility 

Prov1de pre-service education/obtain consent 

Follow-up phone calls & prescriptions 

Other Chmcal Act1v1ty (please specify) 

Pre-service 

Intra-service 

Post-Service 
Discharge day management 99238-12 minutes 
99239-15 minutes 
Other Climcal Act1v1ty (please speCify) 

Conduct phone calls/call 10 prescriptions 

List Number and Level of Office Vtstts 

99211 16 m10utes 

99212 27 m10utes 

99213 36 m10utes 

99214 53 m10utes 

99215 63 minutes 

Total Office Visit Time 

Other ActiVIty (please specify) 

MEDICAL SUPPLIES. · , L. ·,, .,·.- '·;, '' 

minimum vis1t package (multispec1alty) 

post-op inc1s1on care k1t 

Add1t1onalmc1Sion care supplies 

suture removal kit 

tincture benzo1n swab 

Gauze,Stenle 4 x 4 

kling roller bandage 2 x 131 

tape 

Equipment. 
) ' ~ ~~ ~ 
'v,' 

),_' ·' 

power table 

exam lamp 

·' ' 

- " 61537 ·~ ',;, ' "• 61540 ' ' 
.· .. Cramotomy With elevabon of ·- Craniotomy With elevation of _ 
' bone'riap; for: lobeCtomy, " ~bone ~ap:.ier lobectomy, other' 

CMS STAFF ::·=, temporallol:!e •• Wittfout . .i!l~!lJ~i'T\jlOrall~l;>e •• Paftl~lcjr: 
TYPE, MED -.· electfocortu::ography dunng · .. , r; .. total, Without' : •·""' 

SUPPLY,OR .. ··.'.-·'--sl.!rgery ·,, '.,~·-· ,_electfocortlcOgiaphy,dunng 
EQUIP CODE I--~-- , . , ' ' ',~, .,_ s~~g~~ry / 

1130 N/A 171.0 N/A 171.0 

1130 60.0 60.0 

1130 12.0 12.0 

1130 99.0 99.0 
::l- ' : ~ i!!,, i ";'!''> ·,.·• 

' --~~"' " '., '•, ' ' 

1130 5 5 
1130 20 20 
1130 8 8 
1130 20 20 
1130 7 7 

0 0 
0 0 

1130 12 12 

1 1 
2 2 

1130 0 99 0 99 

"' '""{ :'· ' '~~ .. '; !5 " : :"~ i~; ' :'<~ '·, •' ,. 

PEAC pack 3 3 

PEAC kit 1 1 

31703 1 1 
52308 1 1 
31505 2 2 
31509 1 1 
31514 48 48 

h ~v ~ i" '>. < 
. ' 

:;,;:;.:~:: r: :·h.: ,.,, ~~~- ' ' 
,, .,.,_ z.:· _, :., <,,, ' ' ' 

., .,, ,,, 
' ''' ' 

E11003 1 1 
E30006 1 1 



61537-61567 PE Details (Apri12003 RUC) 

GLOBAL PERIOD 
LOCATION.: 

TOTAL CLINICAL LABOR TIME 

PRE-SERVICE PERIOD TOTAL TIME 

SERVICE PERIOD TOTAL TIME 

POST -SERVICE PERIOD TIME 

F'RE::.SERVICE'pERIOD 

Complete pre-serv1ce diagnostiC & referral forms 

Coordinate pre-surgery services 

Schedule space and equipment m fac1hty 

CMSSTAFF 
TYPE, MED 

SUPPLY, OR 
EQUIP CODE 

1130 

1130 

1130 

1130 

1130 

1130 

1130 

Prov1de pre-service educat1on/obtam consent 1130 

Follow-up phone calls & prescriptions 1130 

Other Climcal Activity (please specify) 

Pre-service 

Intra-service 

Post-Service 
Discharge day management 99238-12 minutes 
99239 -15 m1nutes 

Other Clinical Activity (please specify) 

Conduct phone calls/call m prescriptions 

List Number and Level of Office Vtstts 

99211 16 mmutes 

99212 27 mmutes 

99213 36 mmutes 

99214 53 mmutes 

99215 63 mmutes 

Total Office Visit Time 

Other Act1v1ty (please specify) 

MEDICAl.: SUPPLIES . 

m1mmum visit package (mult1spec1alty) 

post-op 1ncision care k1t 

Add1t1onal incision care supplies 

suture removal k1t 

tincture benzoin swab 

Gauze,Stenle 4 x 4 

kling roller bandage 2 x 131 

tape 

~-quipm~nt -:~-' ' 
'• ,. , 

',', 

power table 

exam lamp 

1130 

1130 

-; ' ..··-'·"C<f. 

PEAC pack 

PEAC kit 

31703 

52308 

31505 

31509 

31514 

., 
.L·.v- '//.'?: 

*' E11003 

E30006 

.. 61566''~ 
-"Cramotomy With elevat1on of. 

· bOne flap, for.s'elect1ve · 
arrygdaiOhiPPoCafllPeC!Omyr 

• ' ,. : t ·: ' 

90 .. 

N/A 171.0 

60.0 

12.0 

99.0 

5 
20 
8 

20 
7 

' ---~ ' ?· , .c;j: . ,. 
0 
0 

12 

l•f?,. ' 

1 
2 

0 99 

61567 
Cramotomy With elevation of, . .; 
bon'!! flap, for multiple subp1al · 
· · z'transect1ons· With 

electro&iitic:Ograptiy dunng 
· --~urgery· • · · 

~ '' ~ 
., 

. '90 •'• 

NonFac Fac, •' .. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Deep Brain Stimulation 

The CPT Editorial Panel has created the following four codes to accurately describe the work associated with deep brain stimulation 
(DBS) with and without the use of intra-operative microelectrode recording (MER). 

61863 
Code 61862 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one neurostimulator electrode array in 
subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray); with use of intraoperative 
microelectrode recording (2003 MFS RVU = 19.34, 27.34 was a previous RUC recommendation) includes a mixture of cases that 
included MER along with cases that did not use MER. This code is being deleted and replaced by 61863 Twist drill, burr hole, 
craniotomy, or craniectomy with stereotactic implantation of neurostimulator electrode array in subcortical site (eg, thalamus, globus 
pallidus, subthalamic nucleus, periventricular, periaqueductal gray), without use of intraoperative microelectrode recording; first 
array and 61867 Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation ofneurostimulator electrode array 
in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray), with use of 
intraoperative microelectrode recording; first array. The specialty society convened a consensus committee to review the results of 
the surveys and to determine the appropriate work RVU recommendation. The consensus committee reviewing these codes estimated 
that the split between 61863 and 61867 will be approximately 40:60. Recommendations for 61863 and 61867 were created in tandem 
in an effort to: 1) maintain work neutrality; 2) approximate the survey data; and 3) allow for a work RVU spread between 61863 and 
61867 to account for 160 minutes of additional intra-operative time. 

To accomplish the first task, the specialty society's consensus panel reviewed the 2001 CMS utilization information on 61862. In the 
2001 CMS utilization file there was 951 allowed claims for 61862. This number multiplied by 27.34 RVWs equals 26,000 RVUs 
(27.34 is the RUC approved RVW for 61862 and after reviewing the time/motion analysis, CMS also accepts that this value more 
closely approximated the work of 61862). After looking at the utilization information and the surveys, the consensus panel estimated 
that the split between 61863 and 61867 will be 40:60. Therefore, by using the 2001 CMS utilization information on 61862 (951 
allowed claims), they approximated the utilization of61863 to be 380 claims and estimated the utilization of61867 to be 571 claims. 
Then, the consensus panel, took the utilization data for 61862,951 allowed claims, and multiplied this number by the 27.34 RVWs, 
the RUC accepted work RVU for this code, which resulted in a total of26,000 RVUs. The specialty society determined that the total 
recommended RVUs for 61863 and 61867 should not exceed this total RVUs amount in order to maintain work neutrality. 



To accomplish the second and third task, the consensus panel reviewed the survey results and wanted to approximate the 25th 
percentile of the recommended work RVU (25th percentile recommended work RVU = 18.50). However, the consensus panel felt that 
the 25th percentile recommended work RVU was slightly conservative and felt that a recommendation of 19.00 work RVU was a more 
appropriate value for 61863. Therefore, when the consensus panel multiplied the 19.00 recommended work RVU for 61863 by the 
estimated utilization of this code, 380 claims, it resulted in 7,220 total RVUs. This same process was done for 61867 with a 
recommended work R VU of 31.34, slightly less than the 75th percentile recommended work R VU. This process resulted in 17,895 
total RVUs for 61867. When the total RVUs for both 61863 and 61867 were added it closely approximated the total RVUs for 61862; 
25,115 and 26,000 respectively. These calculations are shown in the table below. 

Code Split '01 Util. RVUs RVW 
61863 40% 380 7,220 19.00 
61867 60% 571 17,895 31.34 
61862 100% 951 26,000 27.34 

The RUC agreed with the specialty society's rationale behind their work RVU recommendation for 61863. Therefore, the RUC 
recommends a work relative value of 19.00 61863. 

61864 
The RUC examined code 61864 Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of neurostimulator 
electrode array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray), without 
use of intraoperative microelectrode recording; each additional array. It was determined by the RUC after reviewing the reference 
code 63076 Diskectomy, anterior, with decompression of spinal cord and/or nerve root(s), including osteophytectomy; cervical, each 
additional interspace (List separately in addition to code for primary procedure) (Work RVU = 4.05) that the intra-service time of the 
surveyed code (intra-service time = 68 minutes) is more than the intra-service time of the reference code (intra-service time = 63 
minutes). In addition, the RUC agreed that the intensity of the surveyed code exceeded the intensity of the reference code. Therefore, 
the RUC agreed with the specialty society that the increased time and intensity required to perform this procedure support the 
specialty society's median value of their survey (work RVU = 4.50) which is minimally higher than the relative work associated with 
the reference code (Work RVU = 4.05). The RUC recommends a work relative value of 4.50 for 61864. 

61867 
The RUC examined code 61867 Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of neurostimulator 
electrode array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray), with use 
of intraoperative microelectrode recording; first array. The specialty society initially had requested the 75th percentile (33.00 RVUs) 



surveyed results for this long intense surgical procedure. The presenters provided an extensive description of the service, as well as a 
more detailed explanation oftheir survey results. The RUC understood that this procedure is quite lengthy with the use of intra 
operative microelectrode recording. In addition, the physician work intensity was comparable to new CPT code 61863 Twist drill, 
burr hole, craniotomy, or craniectomy with stereotactic implantation ofneurostimulator electrode array in subcortical site (eg, 
thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray), without use of intraoperative microelectrode 
recording; first array (Recommended work R VU = 19 .00) which was adopted by the RUC. The RUC believed that the survey 
respondents may have been underestimating the true time and work involved in the procedure, as the median survey results were 
lower given the direct correlation between time and intensity of 61863 to 61867. 

The RUC reasoned that since the intra service work of 61863 is quite similar to 61867 within the new family of codes, the intensity of 
61863 multiplied by the total median time for 6816X3 of 300 minutes plus the pre-service and post service work components results 
in a more reasonable and appropriate relative work value of 31.34 for the 61867. This work valuation would keep the proper rank 
order for the family of codes and represent the true physician work. Calculations are listed below. 

300 Minutes 
Intra-service time of 61867 

X 0.078 
IWPUT of61863 

23.40 + 1.80 
Intra-Service RVW of61867 Pre-Service RVW of61867 

= 23.40 
Intra-Service-RVW of61867 

+ 6.14 31.34 
Post-Service RVW of61867 Recommended RVW 

of61867 

Based on these assumptions, and the typical patient encounter, the RUC recommends a relative work value of 31.34 for 61867. 

61868 
The RUC examined 61868 Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of neurostimulator 
electrode array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray), with use 
of intraoperative microelectrode recording; each additional array. The RUC determined that 61868 is an add on code to 61867 and 
similarly was determined to correlate directly with the intra-service work per unit of time of 61864 Twist drill, burr hole, craniotomy, 
or craniectomy with stereotactic implantation ofneurostimulator electrode array in subcortical site (eg, thalamus, globus pallidus, 
subthalamic nucleus, periventricular, periaqueductal gray), witout use of intraoperative microelectrode recording; each additional 
array; (Recommended work RVU = 4.50) which was adoped by the RUC. 61864 is also an add on code, but without the use of intra 
operative microelectrode recording. Members of the RUC believed that the intra-service work per unit of time for 61864, 0.066, 
multiplied by the median time of 61868, 120 minutes, would provide the appropriate work relative value. Calculations are listed 
below. 



0.066 
IWPUT of 61864 

X 120 Minutes 
Intra Service Time of 61868 

7.92 
Recommended RVW for 61868 

In addition, the committee believed this would keep the rank order of this new set of codes. The RUC recommends a relative work 
value of 7.92 for 61868. 

Practice Expense 
The direct practice expense inputs were cross-walked from previously PEAC approved inputs for the neurosurgery family of codes for 
twist drill/burr hole procedures and RUC approved "standard" neurosurgery post-operative incision care kit. The practice expense 
inputs were approved by the RUC. 

CPT Code Tracking Num- CPT Descriptor Global WorkRVU 
(•New) ber Period Recommendation 

Codes 61580-61888 apply to both simple and complex neurostimulators. For initial or subsequent electronic analysis and 
programming ofneurostimulator pulse generators, see codes 95970-95975 

Microelectrode recording when nerformed by the onerating surgeon in association with imnlantation of neurostimulator electrode 
arrays is an inclusive service and should not be renorted senarately. If another nhysician narticipates in neurophysiological 
manning during a deen brain stimulator imnlantation nrocedure, this service may be renorted by the other physician with codes 
95961-95962. 

~ 
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stieeeftieal site Eeg, thalamtis, gleetis f3allieltis, 
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f3eFia~HeaHetal gFa~~; with tise ef intFae13eFati•re 
miemeleetmele Feeefeling 

(Code 61862 has been deleted. To renort, see 
61867, 61868.) 



CPT Code Tracking N urn- CPT Descriptor Global WorkRVU 
(•New) ber Period Recommendation 

•61863 EEl Twist drill, burr hole, craniotomy, or 090 19.00 
craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical 
site ( eg, thalamus, globus pallid us, subthalamic 
nucleus, periventricular, periaqueductal gray), 
without use of intraoperative microelectrode 
recording; first array 

•+61864 EE2 each additional array zzz 4.50 

(List separately in addition to primary 
procedure) 

(Use 61864 in conjunction with code 61863) 
•61867 EE3 Twist drill, burr hole, craniotomy, or 090 31.34 

craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical 
site ( eg, thalamus, globus pallid us, subthalamic 
nucleus, periventricular, periaqueductal gray), 
with use of intraoperative microelectrode 
recording; first array 

•+61868 EE4 each additional array zzz 7.92 

(List separately in addition to primary 
procedure) 

(Use 61868 in conjunction with code 61867) 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

CPT Code: 61863 Tracking No: EEl Global: 090 Recommended RVW: 19.00 

CPT Descriptor: Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical site ( eg, thalamus, globus pallidus, subthalamic nucleus, 
periventricular, periaqueductal gray), without use of intraoperative microelectrode recording; first array 

Typical Patient: A 66-year-old woman presents with a ten-year history of idiopathic Parkinson's disease 
that has caused progressive disability. She continues to respond to anti parkinson medications, however; her 
symptoms are no longer adequately controlled with medications and she is experiencing disability for many 
activities of daily living. Medication adjustments and different medication regimens have failed to improve her 
level of disability. She undergoes implantation of a stereotactically-guided deep brain stimulator electrode array 
in the subthalamic nucleus using macro stimulation for targeting and confirmation of electrode placement. 

CLINICAL DESCRIPTION OF SERVICE 

Description of Pre-Service Work: 
Pre-service work includes review of records and any pertinent imaging studies; communicating with other 
professionals, patient, and family; and obtaining consent. The use of anti-Parkinson medications is stopped 24 
hours before the procedure. 

Description of Intra-Service Work: 
Prior to surgery, a local anesthetic is administered and a stereotactic frame is attached using pins to anchor the 
frame to the skull (inherent/bundled). Care is taken to align the frame with the inferior rim of the orbit and the 
external auditory meatus and to keep the frame level with the head. The surgeon accompanies the patient to the 
radiology department to obtain aCT or MRI scan (separately reportable with codes 70551 or 70450). The 
surgeon aligns the patient in the scanner. After the scans are performed, the surgeon plans the stereotactic 
surgery with computer assistance. This planning includes identifying MRI or CT marker points and the desired 
target; determining the coordinates for the target; measuring the AC-PC line; and calculating angles. Using a 
computer, various trajectories for the electrode placement to reach the target are examined before choosing one 
specific trajectory and calculating the entry point through the skull based upon safety and target coverage 
considerations using an anatomic atlas of the basal ganglia. After planning is complete, the patient returns to the 
OR and the surgeon helps position the patient on the operating table. While the patient is prepped and draped, 
the surgeon scrubs for the procedure. 

Components of the frame are assembled, and the coordinates of the entry point are entered into the stereotactic 
arc system. The entry point is localized with the stereotactic arc and the incision is marked. Under IV sedation, 
the skin is infiltrated with local anesthetic. The previously marked incision is opened. The wound edge is 
retracted and hemostasis is obtained with electrocautery. A cranial drill is used to make a single twist drill or 
burr hole 25-35 mm from the midline at the level of the coronal suture. The dura is coagulated and punctured. 
The entry point of the guide cannula is inspected and the brain surface is coagulated, taking care to avoid major 
cortical vessels. Next, the electrode guide is attached to the stereotactic arc, and a guide cannula inserted into 
the brain. The deep brain stimulation array is introduced to the selected target point. Test stimulation is carried 
out, testing for tremor suppression, reduced rigidity, limb mobility and coordination as well as possible side 
effects. The electrode array is repositioned and re-stimulated as many times as necessary to obtain the best 
degree of tremor suppression and least side effects. Periodic examination of relevant neurologic functions and 
the effect of trial stimulation is performed by either the operating surgeon. When optimal placement of the 
electrode is confirmed, the guide cannula is removed from the brain, leaving the electrode array in place. This 
procedure is usually monitored radiographically (fluoroscopic and/or x-ray, inherent/bundled) to assure that the 
electrode array has not changed position. The electrode array is fastened in place using an anchoring device. 
Absolute hemostasis is obtained. The lead is coiled in a subgaleal pocket. Galea is closed with sutures and the 
skin is closed with sutures or staples. Sterile dressings are applied, and the stereotactic frame is removed. The 
four pin sites are dressed. 
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Description of Post-Service Work: 
Postoperative work includes checking the external connections of the electrode to testing cables; communicating 
with the family and other health care professionals (including written and oral reports and orders); monitoring 
the patient's neurological condition for any deficits from either electrode placement and/or the stimulation itself; 
monitoring for wound infection; and antibiotic and pain medication management. Discharge day management 
includes the surgeon's final examination of the patient; review with the patient and family of post-discharge 
continuing care and instructions; resumption of the pre-surgical medications, 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 staples and 
sutures; monitoring wound healing; and examining the patient in the office at appropriate postoperative intervals 
to ensure adequate healing of all wounds. 

SURVEY DATA 

Presenter(s): Robert Florin, MD; Jeffrey Cozzens, MD 

Specialty(s ): 
American Society for Stereotactic and Functional Neurosurgery 
American Association ofNeurological Surgeons/Congress of Neurological Surgeons 

CPT Code: 61863 

Sample Size: 130 I Resp n: 36 I Resp %: 28% 

Sample Type: Random - ASSFN; Random AANS subsection of stereotactic neurosurgery 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 18.00 18.50 22.00 26.00 40.00 

Pre-Service Evaluation Time: 45 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 90 120 140 210 240 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 79 99232 X 2; 99231 X 1 LOS=4 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 69 99213 X 3 

!Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Twist drill, burr hole, cramotomy, or craniectomy with stereotactic Implantation of 
Recom'd 

61863 
neurostimulator electrode array in subcortical site (eg, thalamus, globus pallidus, 

090 
subthalamic nucleus, periventricular, periaqueductal gray), without use of intraoperative 19.00 
microelectrode recording; first array 

Creation oflesion by stereotactic method, including burr hole(s) and localizing and 
61735 recording techniques, single or multiple stages; subcortical structure(s) other than globus 20.43 090 

pallidus or thalamus 

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

Survey 
Primary 

Ref 
CPT 61735 

TIME ESTIMATES (MEDIAN) 61863 HVD 

Survey response count 36 --
Pre-service 75 39 
Intra-service 140 184 
Same Day Immediate Post-service 30 60 
Cntical care 0 
Other hospital visit 79 131.8 
Discharge day management 36 
Office visit 69 52.5 
TOTAL TIME 429 467 

INTENSITY/COMPLEXITY MEASURES {mean} 

Survey response count 10 10 
TIME SEGMENTS 

Pre-service 4.50 4.40 
Intra-service 4.50 4.00 
Post-service 3.40 2.70 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.40 4.20 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must be 4.50 4.30 reviewed and analyzed 

Urgency of medical decision making 3.10 3.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 4.60 4.10 
Physical effort required 3.40 3.10 
PSYCHOLOGICAL STRESS 

The risk of significant complicatiOns, morbidity and/or mortality 4.40 4.30 
Outcome depends on the skill and judgment of physician 4.90 4.40 
Estimated nsk of malpractice suit with poor outcome 3.90 3.90 
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ADDITIONAL RATIONALE 

The following rationale applies to both 61863 and 61867. 

1. Background 
Current code, 61862 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one 
neurostimulator array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, 
periaqueductal gray) was presented to the RUC in May 1999. The RUC supported the proposed work 
recommendation of27.34 for 61682. The RUC database rationale states: 

This value was detennined using the buildmg block approach: 1) The stereotactic work is similar to 
CPT 61795 Stereotactic computer assisted volumetric intracranial procedure (work RVU=4.04); 2) The 
portion of the work done in the operating room includes those services in the deleted codes based on the 
estimated frequency of 4:1 (eg, 80%61855 and 20% 61865)=15.30; and lastly, 3) The final 
intraoperative element to be included is the testing and repositionmg of the electrode array. Using the 
survey median intraoperative time of320 minutes and subtracting 120 minutes (for stereotactic work) 
and 60 minutes (for opening the skull, placing the electrode, and closing after testing,= 140 minutes. 
This number is equivalent to two hours of cntical care management (CPT 99291199292)=8.00. The 
sum of these estimates equals the RUC recommended value of27.34. 

In the November 1999 Final Rule, CMS disagreed with the RUC's recommendation using the following 
rationale: 

The RUC evaluated this code (61862) with a building block approach that included the work of 
stereotactic localization, the device implantatiOn, and 140 minutes of intraoperative testing 
contributing 8.00 work RVUs. The RUC recommendation for the entire procedure is 27.34 work 
RVUs. Because the time for intraoperative testing ts variable, we are subtracting 8.00 work RVUs 
and assigning a value for the procedure of 19.34. We are advising using CPT codes 95961 (work 
RVUs of2.97) and 95962 (work RVUs of3.21), functional cortical and subcorttcal mappmg, to report 
the work of intraoperattve testing. We also note that since the work of stereotacttc localization is 
included in 61862, we will deny payment for other stereotactic localization codes billed in 
conjunction with this code. 

Comments offered to CMS regarding this reduction, were addressed and rejected by CMS. 61862 was also 
submitted to the RUC during the second five year review to confirm the initial valuation of27.34, was again 
approved by the RUC, forwarded to CMS, and was again rejected by CMS. 

In 2001, an independent survey of the time and work for this procedure was initiated after many complaints about 
the relative RVW for a procedure of this duration and complexity. Videotapes of entire operative sessions of 
61862 were analyzed to identify the amount of time required for each phase of the intra-service portion of the 
procedure. A series of 30 such tapes were eventually compiled into a time/motion study with detailed analysis and 
calculation of the median time for each phase. It clearly demonstrated that the neurosurgeon was an active, and 
sometimes solo, participant in the disputed microelectrode recording phase of the procedure. The analysis also 
demonstrated that the neurosurgeon was integral to the placement of the stimulating electrode as well as the 
interpretation of information from the recordings in collaboration with a neurologist (if present). 

This information was reviewed with CMS in September 2002, and after study of the time/motion data, CMS 
advised that the data had revealed three distinct subsets of the original procedure, 61862. This included the 
procedure without microelectrode recording (MER), and two add-on components for a second side both with and 
without MER. CMS recommended that new CPT codes be developed for these variants and then present new 
survey data for revaluation of the base code as well as the three variants as described. CPT codes were developed 
and assigned at the February 2003 CPT Editorial Panel and are now presented for RUC valuation. 
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2. Time comparison 

The time/motion study oftwo patients for 61863 had an intra-service time of 131 minutes, while the RUC survey 
had 36 respondents with a time of 140 min. The time/motion study had 13 cases for 61867 with a median intra
service time of320 min, while the RUC survey had 36 respondents with a time of300 min. 

The median intra-service time for 61863 of 140 minutes was reviewed by the specialty review committee and is 
reasonable as compared to the reference code. In the initial valuation of code 61862, the RUC included 140 min. 
for microelectrode recording and stimulation (MER). The intra-service time for 61867 is 300 min., which is the 
same as 61863, but includes MER. The difference in intraoperative time between 61863 (w/o MER) and 61867 
(w/MER) is 160 min. (=300-140). This is only slightly more than the RUC's earlier estimate of 140 minutes for 
MER included in the RUC's building block evaluation of it's recommendation for 61862. 

3. Complexity/Intensity 

Comparison of the survey complexity and intensity means for 61863 to 61735 are all higher with the exception of 
the last item. For 61867 to 61735, the means are all higher. 

4. Recommendation 

Code 61862 includes an admixture of cases that included MER along with cases that did not use MER. This 
code is being deleted and replaced by 61863 (without MER) and 61867 (with MER). The consensus committee 
reviewing these codes have estimated that the split between 61863 and 61867 will be 40:60. Recommendations 
for 61863 and 61867 were created in tandem in an effort to: 1) maintain budget neutrality; 2) approximate the 
survey data; and 3) allow for an RVW spread between 61863 and 61867 to account for 160 minutes of 
additional intraoperative time. 

In the 2001 CMS utilization file, there were 860 allowed claims (without modifier) for 61862. This number 
multiplied by 27.34 RVWs equals 23,512 RVU's (27.34 is the RUC approved RVW for 61862, and, after 
reviewing the time/motion analysis, CMS also accepts that this value more closely approximates the work of 
61862). Using an algebraic formula (data shown below), an RVW of 19.00 is recommended for 61863 and an 
RVW of33.00 is recommended for 61867. 

Code Split '01 Util. RVUs RVW 

61863 40% 348 9,506 19.00 
61867 60% 512 14,007 33.00 
61862 100% 860 23,512 27.34 

These recommend RVWs for 61863 and 61867 accomplish all three goals outlined above. 1) The total RVUs 
do not change. 2) The values approximate the spread of survey RVWs, going lower for 61863 and higher for 
61867. 3) The spread ofRVUs between 61863 and 61867 at 14.00 is reasonable for 160 minutes of additional 
intraoperative time (iwput=0.08). Additionally, these new values appropriately set the IWPUT for 61867 
slightly higher than for 61863 (see tables below). Use of the survey medians would not have accomplished any 
of these goals and would have created a work anomaly between the codes. 
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IWPUT using survey median RVWs: This shows how the survey medians would create an anomaly between 
the work of61863 and 61867. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
61863 

Svy Data 
Time 

60 
15 

Time 
30 

Visitn 

2 
1 
1 

3 

Time 
140 

B c 
Svy RVW: 22.00 
RUC Std. RVW 
Intensity (=time x ints'y) 
0.0224 1.34 
0.0081 0.12 

1.47 
Intensity (=time x ints'y) 
0.0224 0.67 

E/M RVW (=n x RVW) 
4.00 
1.51 
1.06 2.12 
0.64 0.64 
1.28 1.28 
1.75 
1.08 
0.65 1.95 
0.43 
0.17 

6.66 

II IWPUT II INTRA-RVW 

II 0.099 II 13.87 

D E F 
61867 MFSRVW: 28.80 

Svv Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

65 0.0224 1.46 
15 0.0081 0.58 

1.80 
Time Intensity (=time x ints'y) 

30 0.0224 0.67 
Visit n ElM RVW (=n x RVW) 

4.00 
1.51 

2 1.06 2.12 
1 0.64 0.64 
1 1.28 1.28 

1.75 
1.08 

3 0.65 1.95 
0.43 
0.17 

6.14 
Time II IWPUT II INTRA-RVW 
300 ll 0.069 ~ 20.56 

IWPUT using recommended RVWs: This shows an appropriate relationship between 61863 and 61867. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 

I 
ROW I COLUMN 

Pre-service: 
Pre: eval & posit 

Pre: scrub,dress,wait 
Pre-service total 

Post-service: 
Immediate post 

Subsequent visits: 
ICU 99291 

99233 
99232 
99231 

Discharge 99238 
Discharge 99239 

99214 
99213 
99212 
99211 

Post-service total 
Intra-service: 

Intra total 

A 
61863 

Svy Data 
Time 

60 
15 

Time 
30 

Visit n 

2 
1 
1 

3 

Time 
140 

B c 
SvyRVW: 19.00 
RUC Std. RVW 
Intensity (=time x ints'v) 
0.0224 1.34 
0.0081 0.12 

1.47 
Intensity (=time x ints'y) 
0.0224 0.67 

ElM RVW (=n x RVW) 
4.00 
1.51 
1.06 2.12 
0.64 0.64 
1.28 1.28 
1.75 
1.08 
0.65 1.95 
0.43 
0.17 

6.66 

II IWPUT II INTRA-RVW 

II 0.078 II 10.87 

D E F 
61867 MFS RVW: 33.00 

Svv Data RUC Std. RVW 
Time Intensity (=time x ints'y) 

65 0.0224 1.46 
15 0.0081 0.58 

1.80 
Time IntensitY (=time x ints'y) 

30 0.0224 0.67 
Visitn ElM RVW (=n x RVW) 

4.00 
1.51 

2 1.06 2.12 
1 0.64 0.64 
1 1.28 1.28 

1.75 
1.08 

3 0.65 1.95 
0.43 
0.17 

6.14 
Time lr IWPUT II INTRA-RVW 
300 II 0.083 II 24.76 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with 

multiple codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for 
each, summing all of these data and accounting for relevant multiple procedure reduction 
policies. If more than one physician is involved in the provision of the total service, please 

indicate which physician is performing and reporting each CPT code in your scenario. 

RVW 
CPT Glob RVW NS Assistant Neurolo2Y Radiology_ 

61863: Twist drill, .... , without use of intraoperative 
90 19.00 19.00 3.04 

microelectrode recording; first array 
95961: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 2.97 2.97 
depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 3.21 3.21 X 2 
depth electrodes, ... initial add! hour 
70450: CT, brain, w/o contrast XXX 0.85 0.85 
70551: Magnetic resonance imaging w/o contrast XXX 1.48 1.48 

TOTAL RVW by Specialty 19.00 3.04 9.39 1.48 

TIME 
CPT NS Asst Neurolo2Y Radiolo!n' 

61863: Twist drill, .... , without use of intraoperative microelectrode 
429 140 

recording; first array 
95961: Functional cortical and subcortical mapping by stim &/or 65 ("pr") 
recording of electrodes in brain, or depth electrodes, .. inittal hour 
95962: Functional cortical and subcortical mapping by stim &/or 
recording of electrodes in brain, or depth electrodes, ... initial addl 140 ("pr") 
hour 
70450: CT, brain, w/o contrast 17 ("pr") 
70551: Magnetic resonance imaging w/o contrast 28 ("pr") 
TOTAL RVW by Specialty 429 140 180 45 
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FREQUENCY INFORMATION 

How was this service previously reported? 

61862 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one neurostimulator array 
in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray) 
However, use of this code would be inaccurate since it was valued to include intraoperative microelectrode recording. 
Confusion arose because the descriptor did not state this. 

How often do physicians in your specialty perform this service? 

Specialty: Neurosurgery Commonly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery 

Frequency: Medicare utilization data shows a utilization for 2001 of 860 cases. However, many of these 
procedures are done on patients under 65 years. The exact number is not known. 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: 

Frequency: 

Neurosurgery 

In 2001, there were 860 Medicare claims for 61862 (no modifier). It is estimated that the split of 
61862 into 61863 and 61867 will be 40% to 60%. 

Do many physicians perform this service across the United States? Yes 



CPT Code: 61864 

CPT Descriptor: 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

Tracking No: EE2 Global: ZZZ Recommended RVW: 4.50 

Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical site ( eg, thalamus, globus pallidus, 
subthalamic nucleus, periventricular, periaqueductal gray), without use of intraoperative 
microelectrode recording; each additional array 

Typical Patient: A 66-year-old woman presents with a ten-year history of idiopathic Parkinson's disease 
that has caused progressive disability. She continues to respond to antiparkinson's medications, however; her 
symptoms are no longer adequately controlled with medications and she is experiencing disability for many 
activities of daily living. Medication adjustments and different medication regimens have failed to improve her 
level of disability. She undergoes implantation of a second stereotactically-guided deep brain stimulator 
electrode array in the subthalamic nucleus using macro stimulation for targeting and confirmation of electrode 
placement. [Note: only consider the "additional" work related to implantation of a second array.] 

CLINICAL DESCRIPTION OF SERVICE 

Description of Intra-Service Work: 

After the scans are performed and first target plotted, the surgeon plans the stereotactic surgery for the second 
target with computer assistance. This planning includes identifying MRI or CT marker points bilaterally and the 
desired targets; determining the coordinates for the targets; measuring the AC-PC line; and calculating angles. 
Using a computer, various trajectories for the electrode placement to reach the targets are examined before 
choosing one specific trajectory and calculating the entry point through the skull based upon safety and target 
coverage considerations using an anatomic atlas of the basal ganglia. After implantation of the first electrode 
array, the scalp is re-prepped and draped for the second electrode implantation and the surgeon scrubs. 

The skin on the second side is infiltrated with local anesthetic. A linear incision is made just anterior to the 
coronal suture. The wound edge is retracted and hemostasis is obtained with electrocautery. A cranial drill is 
used to make a single twist drill or burr hole 25-35 mm from the midline at the level of the coronal suture. The 
dura is coagulated and punctured. Next, components of the frame are assembled and coordinates set and the 
electrode guide is attached. The electrode array is marked for the appropriate depth of placement. The 
electrode array is passed into the pre-determined site using stereotactic coordinates. To establish a baseline, a 
neurologic examination is performed of relevant patient functions. The electrode array is inserted through the 
stereotactic guide and stimulated to determine the degree of tremor suppression. Microelectrode recording is not 
used during this phase of the procedure. The electrode array is repositioned and re-stimulated as many times as 
necessary to obtain the best degree of tremor suppression, reduced rigidity, limb mobility and coordination as 
well as possible side effects. When the position and clinical effect of stimulation appear optimal, absolute 
hemostasis is obtained and the electrode array is implanted, attaching the plastic ring and grommet to the burr 
hole in the skull. This procedure is usually monitored radiographically (fluoroscopic and/or x-ra, 
inherent/bundled) to assure that the electrode array has not changed position. The wounds are irrigated with 
antibiotic solution. If this is to be a one-stage operation (i.e., the stimulator generator is placed at the same 
operative setting), then the lead is coiled in a subgaleal pocket. The subgaleal and subcutaneous tissues are 
closed with interrupted 2-0 Vicryl suture. If this is to be a two-stage operation (i.e., the stimulator generator is 
placed at a later date), then the tail of the electrodes is subcutaneously tunneled and left in the subgaleal space. 
Either way, the subcutaneous tissues and skin are closed with deep sutures and staples. Sterile dressings are 
applied, and the stereotactic frame is removed. The four pin sites are dressed. 
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SURVEY DATA 

Presenter(s): Robert Florin, MD; Jeffrey Cozzens, MD 

American Society for Stereotactic and Functional Neurosurgery 
Specialty(s): 

American Association of Neurological Surgeons/Congress ofNeurological Surgeons 

CPT Code: 61864 

Sample Size: 130 I Resp n: 36 I Resp %: 28% 

Sample Type: Random- ASSFN; Random AANS subsection of stereotactic neurosurgery 

Low 25th octl Median 75th octl Hi~h 

SurveyRVW: 3.00 3.63 4.50 6.00 10.00 

Pre-Service Evaluation Time: 0 

Pre-Service Positioning Time: 0 

Pre-Service Scrub, Dress, Wait Time: 0 

Intra-Service Time: 45 60 68 90 120 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 LOS =n/a 

Discharge Day Mgmt: 0 

Office time/visit(s): 0 
1Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (IS); 99211 (7). 
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KEY REFERENCE SERVICElSl: 
CPT Descriptor '03RVW Glob 

Tw1st dnlf, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
Recom'd 

61864 neurostimulator electrode array in subcortical site (eg, thalamus, globus pallidus, zzz subthalamic nucleus, penventncular, periaqueductal gray), without use of 4.50 
intraoperative microelectrode recordmg; each additional array 

Diskectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
63076 including osteophytectomy; cervical, each additional interspace (List separately 4.05 zzz 

in addition to code for primary procedure) 

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

Survey Ref 
CPT 63076 

TIME ESTIMATES (MEDIAN) 61864 Hvd. 

Pre-service 0 0 
Intra-service 68 63 
Same Day Immediate Post-service 0 0 
Critical care 0 0 
Other hospital visit 0 0 
Discharge day management 0 0 
Office visit 0 0 
TOTAL TiME 68 63 

INTENSITY/COMPLEXITY MEASURES (mean) 

Survey response count 11 11 
TIME SEGMENTS 

Pre-service - -
Intra-service 4.00 3.75 
Post-service - -
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.25 3.75 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must 
3.25 4.00 be reviewed and analyzed 

Urgency of medical decision making 3.00 3.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 4.75 4.00 
Physical effort required 3.50 3.75 
PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 4.50 4.00 
Outcome depends on the skill and judgment of physician 5.00 4.50 
Estimated risk of malpractice suit with poor outcome 4.00 4.00 

ADDITIONAL RATIONALE 

Discussion of time and complexity/intensity comparison 

The time values from the survey have a good distribution and the survey median of 68 minutes appears reasonable 
for this procedure as it is an add-on to the base service 61863. Comparison to the time/motion study for cases 
without use of MER for the difference in time between the first and second side shows a difference of 52 minutes, 
which is reasonably close to the median of 68 minutes from these 36 respondents. 
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Comparing the time and intensity values to the reference code shows good conformity across both parameters. 

The current median time and RVW produce an IWPUT of0.066 which is reasonable for such an add-on code. 

Recommended RVW = ~ 

Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? Why is the 
procedure reported using multiple codes instead of just one code? (Check all that apply.) 

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using; different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason_(please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with 
multiple codes. 

RVW 
CPT Glob RVW NS Assistant Neurology Radiology 

61863: Twist drill, .... , without use of intraoperative 
90 19.00 19.00 3.04 

microelectrode recording; first array_ 

61864: Twist drill, .... , without use of intraoperative zzz 4.50 4.50 0.72 
microelectrode recording; second array 

95961: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 2.97 2.97 
depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 3.21 3.21 X 2 
depth electrodes, ... initial add I hour 
70450: CT, brain, w/o contrast XXX 0.85 0.85 
70551: Magnetic resonance imaging_ w/o contrast XXX 1.48 1.48 
TOTAL RVW by Specialty 23.50 3.76 9.39 1.48 

TIME 
CPT NS Asst Neurology Radiology 

61863: Twist drill, .... , without use of intraoperative microelectrode 
429 140 

recording; first array 

61864: Twist drill, .... , without use of intraoperative microelectrode 
68 68 

recording; second array 

95961: Functional cortical and subcortical mapping by stim &/or 
65 ("pr") 

recording of electrodes in brain, or depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping by stim &/or 
recording of electrodes in brain, or depth electrodes, ... initial addl 140 ("pr") 
hour 
70450: CT, brain, w/o contrast 17 ("pr") 
70551: Magnetic resonance imaging w/o contrast 28 ("pr") 
TOTAL RVW by Specialty 497 208 180 45 
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FREQUENCY INFORMATION 

How was this service previously reported? 

61862-50 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one neurostimulator 
array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray) 
However, use of this code would be inaccurate since it was valued to include intraoperative microelectrode recording. 
Confusion arose because the CPT descriptor did not state this. 

How often do physicians in your specialty perform this service? 

Specialty: Neurosurgery Commonly Sometimes 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery 

Frequency: Unable to estimate 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: Neurosurgery 

Frequency: In 2001, there were 56 Medicare claims for 61862-51. This may have been a way to code for a 
second array, or this may represent multiple procedures. It is estimated that less than 5% of patients receiving 
61863 will have add-on 61864. 

Do many physicians perform this service across the United States? Yes 



CPT Code: 61867 

CPT Descriptor: 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

Tracking No: EE3 Global: 090 Reeommended RVW: 33.00 
RUC Recommended: 31.34 

Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical site ( eg, thalamus, globus pallidus, 
subthalamic nucleus, periventricular, periaqueductal gray), with use of intraoperative 
microelectrode recording; first array 

Typical Patient: A 66-year-old woman presents with a ten-year history of idiopathic Parkinson's disease 
that has caused progressive disability. She continues to respond to antiparkinson medications, however; her 
symptoms are no longer adequately controlled with medications and she is experiencing disability for many 
activities of daily living. Medication adjustments and different medication regimens have failed to improve her 
level of disability. She undergoes implantation of a stereotactically-guided deep brain stimulator electrode array 
in the subthalamic nucleus using microelectrode recording and macro stimulation for targeting and confirmation 
of electrode placement. 

CLINICAL DESCRIPTION OF SERVICE 

Description of Pre-Service Work: 
Pre-service work includes review of records and any pertinent imaging studies; communicating with other professionals, patient, 
and family; and obtaming consent. The surgeon dresses for the procedure, and the patients head is prepped for the procedure. 
The use of anti-Parkinson medications is stopped 24 hours before the procedure. 

Description oflntra-Service Work: 
Prior to surgery, a local anesthetic is administered and a stereotactic frame is attached using pins to anchor the frame to the 
skull (inherent/bundled). Care is taken to align the frame with the inferior rim of the orbit and the external auditory meatus 
and to keep the frame level with the head. The surgeon accompanies the patient to the radiology department to obtain a CT 
or MRI scan (separately reportable with codes 70551 or 70450). The surgeon aligns the patient in the scanner. After the 
scans are performed, the surgeon plans the stereotactic surgery with computer assistance. This planning includes 
identifying MRI or CT marker points and the desired target; determining the coordinates for the target; measuring the AC
PC line; and calculating angles. Using a computer, various trajectories for the electrode placement to reach the target are 
examined before choosing one specific trajectory and calculating the entry point through the skull based upon safety and 
target coverage considerations using an anatomic atlas of the basal ganglia. After planning is complete, the patient returns 
to the OR and the surgeon helps position the patient on the operating table. While the patient is prepped and draped, the 
surgeon scrubs for the procedure. 

Components of the frame are assembled, and the coordinates of the entry point are entered into the stereotactic arc system. 
The entry point is localized with the stereotactic arc and the mcision is marked. Under IV sedation, the skm is infiltrated 
with local anesthetic. The previously marked incision is opened. The wound edge IS retracted and hemostasis is obtained 
with electrocautery. A cranial drill is used to make a single twist drill or burr hole 25-35 mm from the midlme at the level 
of the coronal suture. The dura is coagulated and punctured. The entry point of the guide cannula is inspected and the 
brain surface is coagulated, taking care to avoid major cortical vessels. Next, the electrode guide is attached to the 
stereotactic arc, and a guide cannula inserted into the brain. The microelectrode is tested for appropriate electrical 
Impedance, placed into a second protective cannula, and attached to the microdrive. The microdrive/electrode assembly is 
then attached to the stereotactic arc, placing the inner protective cannula into the outer guide cannula. The microelectrode is 
then advanced using the microdrive, recording from individual neurons and pausing periodically to test the response of 
these neurons to light touch, passive joint movement, and other peripheral stimuli. The borders of the deep brain nuclei are 
mapped out and recorded in a linear format, referencing the electrophysiological findings to a stereotactic atlas. 
Microstimulation maybe periodically done during each microelectrode track, and the patient asked to report any side effects 
from the stimulatiOn. Periodic examination of relevant neurologic functions and the effect of trial stimulation is performed 
by either the operating surgeon or a neurologist/ neurophysiologist. (Approximately half of the cases using MER will 
include a neurologist or neurophysiologist to work with the surgeon to achieve optimal targeting, separately reportable with 
codes 95961/95962). Numerous microelectrode tracks may be required to adequately define the target area. The average 
number of tracks is 2.4 for a unilateral procedure, which requires an average of91 separate advances of the electrode by the 
microdrive. 
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Once an optimal target has been defined by microelectrode recordmg and stimulation, the microelectrode is removed from 
the outer cannula and the deep brain stimulation array is introduced. Test stimulation is carried out, testing for tremor 
suppression, reduced rigidity, limb mobility and coordination as well as possible side effects. The electrode array is 
repositioned and re-stimulated as many times as necessary to obtain the best degree of tremor suppression and least side 
effects. When optimal placement of the electrode is confirmed, the guide cannula is removed from the brain, leaving the 
electrode array in place. This procedure is usually monitored radiOgraphically (fluoroscopic and/or x-ray, mherent/bundled) 
to assure that the electrode array has not changed position. The electrode array is fastened in place usmg an anchoring 
device. Absolute hemostasis is obtained. The lead is coiled in a subgaleal pocket. Galea is closed with sutures and the skin 
is closed with sutures or staples. Sterile dressings are applied, and the stereotactic frame is removed. The four pin sites are 
dressed. 

Description of Post-Service Work: 
Postoperative work includes communicating With the family and other health care professionals (including wntten and oral 
reports and orders); monitoring the patient's neurological condition for any deficits from either electrode placement and/or 
the stimulation itself; monitoring for wound infection; and antibiotic and pain medication management. Discharge day 
management includes the surgeon's final examination of the patient; review with the patient and family of post-discharge 
continuing care and instructions; resumption of the pre-surgical medications, 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 staples and sutures; monitoring wound healing; and 
examining the patient in the office at appropriate postoperative intervals to ensure adequate healing of all wounds. 

SURVEY DATA 

Presenter(s): Robert Florin, MD; Jeffrey Cozzens, MD 

Specialty(s ): 
American Society for Stereotactic and Functional Neurosurgery 
American Association of Neurological Surgeons/Congress of Neurological Surgeons 

CPT Code: 61867 

Sample Size: 130 I Resp n: 36 I Resp %: 28% 

Sample Type: Random - ASSFN; Random AANS subsection of stereotactic neurosurgery 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 23.00 27.63 28.80 33.00 45.00 

Pre-Service Evaluation Time: 50 

Pre-Service Positioning Time: 15 

Pre-Service Scrub, Dress, Wait Time: 15 

Intra-Service Time: 120 235 300 340 480 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 30 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 79 99232 X 2; 99231 X 1 LOS =4 

Discharge Day Mgmt: 36 99238 

Office time/visit(s): 69 99213 X 3 
1Physician standard total minutes per ElM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Twist drill, burr hole, craniotomy, or craniectomy w1th stereotactic implantatiOn of 
Recom'd 

61867 
neurosflmulator electrode array in subcortical site (eg, thalamus, globus pallidus, 

090 
subthalamic nucleus, periventricular, periaqueductal gray), with use of intraoperative 33.00 
microelectrode recordmg, first array 

Creation of lesion by stereotactic method, includmg burr hole(s) and localizing and 
61735 recording techniques, single or multiple stages; subcortical structure(s) other than 20.43 090 

globus pallidus or thalamus 

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

Survey Ref 
CPT 61735 

TIME ESTIMATES (MEDIAN) 61867 HVD 

Survey response count 36 --
Pre-service 80 39 
Intra-service 300 184 
Same Day Immediate Post-service 30 60 
Critical care 0 
Other hospital visit 79 131.8 
Discharge day management 36 
Office visit 69 52.5 
TOTAL TIME '594 467 

INTENSITY/COMPLEXITY MEASURES {mean} 

Survey response count 11 11 
TIME SEGMENTS 

Pre-service 4.36 4.18 
Intra-service 4.91 4.18 
Post-service 3.64 2.82 
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 4.45 4.00 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must 5.00 4.55 be reviewed and analyzed 

Urgency of medical decision making 3.45 3.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill reqmred 4.91 4.18 
Physical effort required 3.27 3.00 
PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 4.55 4.36 
Outcome depends on the skill and judgment of physician 5.00 4.45 
Estimated nsk of malpractice suit with poor outcome 3.91 3.64 

ADDITIONAL RATIONALE 

See Rationale for 61863 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physiCian work using different codes. 

X Multiple codes allow flexibility to descnbe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with 
multiple codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for 
each, summing all of these data and accounting for relevant multiple procedure reduction 
policies. If more than one physician is involved in the provision of the total service, please 
indicate which physician is performing and reporting each CPT code in your scenario. 

RVW 
CPT Glob RVW NS Assistant Neurolo2Y Radiolo2Y 

61867: Twist drill, .... , with use of intraoperative 
90 33.00 33.00 5.28 

microelectrode recording; first array 
95961: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 2.97 2.97 
depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 3.21 3.21 X 2 
depth electrodes, ... initial add I hour 
70450: CT, brain, w/o contrast XXX 0.85 0.85 
70551: Magnetic resonance imaging w/o contrast XXX 1.48 1.48 
TOTAL RVW by Specialty 33.00 5.28 9.39 1.48 

TIME 
CPT NS Asst Neurolo2Y Radiology_ 

61867: Twist drill, .... , with use of intraoperative microelectrode 
429 300 

recording; first array 
95961: Functional cortical and subcortical mappmg by stim &/or 

65 ("pr") 
recording of electrodes in brain, or depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping by stim &/or 
recording of electrodes in brain, or depth electrodes, ... initial add! 140 ("pr") 
hour 
70450: CT, brain, w/o contrast 17 ("pr") 
70551: Magnetic resonance imaging w/o contrast 28 ("pr") 
TOTAL RVW by Specialty 594 300 180 45 
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FREQUENCY INFORMATION 

How was this service previously reported? 

61862 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one neurostimulator array 
in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray) 
However, use of this code would be inaccurate since it was valued to include intraoperative microelectrode recording. 
Confusion arose because the descriptor did not state this. 

How often do physicians in your specialty perform this service? 

Specialty: Neurosurgery CommoRly Sometimes 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery 

Frequency: Medicare utilization data shows a utilization for 2001 of 860 cases. However, many of these 
procedures are done on patients under 65 years. The exact number is not known. 

For your specialty, estimate the number oftimes this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: 

Frequency: 

Neurosurgery 

In 2001, there were 860 Medicare claims for 61862 (no modifier). It is estimated that the split of 
61862 into 61863 and 61867 will be 40% to 60%. 

Do many physicians perform this service across the United States? Yes 



CPT Code: 61868 

CPT Descriptor: 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION (Apr. 2003) 

Tracking No: EE4 Global: ZZZ Reeommended RVW: 8.00 
RUC Recommended RVW: 7.92 

Twist drill, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
neurostimulator electrode array in subcortical site ( eg, thalamus, globus pallidus, 
subthalamic nucleus, periventricular, periaqueductal gray), with use of intraoperative 
microelectrode recording; each additional array 

Typical Patient: A 66-year-old woman presents with a ten-year history of idiopathic Parkinson's disease 
that has caused progressive disability. She continues to respond to antiparkinson medications, however; her 
symptoms are no longer adequately controlled with medications and she is experiencing disability for many 
activities of daily living. Medication adjustments and different medication regimens have failed to improve her 
level of disability. She undergoes implantation of a second stereotactically-guided deep brain stimulator 
electrode array in the subthalamic nucleus using microelectrode recording and macro stimulation for targeting 
and confirmation of electrode placement bilaterally. [Note: only consider the "additional" work related to 
implantation of a second array.) 

CLINICAL DESCRIPTION OF SERVICE 

Description of Intra-Service Work: 
After the scans are performed, the surgeon plans the stereotactic surgery with computer assistance. This 
planning includes identifying MRI or CT marker points bilaterally and the desired targets on the second side; 
determining the coordinates for the targets; measuring the AC-PC line; and calculating angles. Using a 
computer, various trajectories for the electrode placement to reach the targets are examined before choosing one 
specific trajectory and calculating the entry point through the skull based upon safety and target coverage 
considerations using an anatomic atlas of the basal ganglia. After implantation ofthe first electrode array, the 
scalp is re-prepped and draped for the second electrode implantation and the surgeon scrubs. 

The coordinates of the entry point for the second side are entered into the stereotactic arc system. The entry 
point for the second implant is localized with the stereotactic arc and the incision site is marked. Under IV 
sedation, the skin is infiltrated with local anesthetic. The marked incision site is opened. The wound edge is 
retracted and hemostasis is obtained with electrocautery. A cranial drill is used to make a single twist drill or 
burr hole at the calculated entry site, which is usually 25-35 mm from the midline at the level of the coronal 
suture. The dura is coagulated and punctured. The entry point of the guide cannula is inspected and the brain 
surface is coagulated, taking care to avoid major cortical vessels. Next, the electrode guide is attached to the 
stereotactic arc, and a guide cannula inserted into the brain. The microelectrode is tested for appropriate 
electrical impedance, withdrawn into a second protective cannula, and attached to the microdrive. The 
microdrive/electrode assembly is then attached to the stereotactic arc, placing the inner protective cannula into 
the outer guide cannula. The microelectrode is then advanced using the microdrive, recording from individual 
neurons and pausing periodically to test the response of these neurons to light touch, passive joint movement, 
and other stimuli. The borders of the deep brain nuclei are mapped out and recorded in a linear format, 
referencing the electrophysiological findings to a stereotactic atlas. Microstimulation may be periodically 
carried out during each microelectrode track, and the patient is asked to report any side effects from stimulation. 
Periodic examination of relevant neurologic functions and the effect of trial stimulation is performed by either 
the operating surgeon or a neurologist/ neurophysiologist. (Approximately half of the cases using MER will 
include a neurologist or neurophysiologist to work with the surgeon to achieve optimal targeting, separately 
reportable with codes 95961/95962). Numerous microelectrode tracks may be required to adequately define the 
target area. The average number of tracks is 2.1 for the second implantation, which requires an average of 92 
separate advances of the electrode by the microdrive. 
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Once an optimal target has been defined by microelectrode recording and stimulation, the microelectrode is removed 
from the outer cannula and the deep brain stimulation array is introduced. Test stimulation is carried out, testing for 
tremor suppression, reduced rigidity, limb mobility and coordination as well as possible side effects. The electrode 
array is repositioned and re-stimulated as many times as necessary to obtain the best degree of tremor suppression 
and least side effects. The guide cannula is removed from the brain, leaving the electrode array in place. This 
procedure is usually monitored radiographically (fluoroscopic and/or x-ray, inherent/bundled) to assure that the 
electrode array has not changed position. The electrode array is fastened in place using an anchoring device. 
Absolute hemostasis is obtained. The lead is coiled in a subgaleal pocket. Galea is closed with sutures and the skin 
is closed with sutures or staples. Sterile dressings are applied, and the stereotactic frame is removed. The four pin 
sites are dressed. 

SURVEY DATA 

Presenter(s): Robert Florin, MD; Jeffrey Cozzens, MD 

American Society for Stereotactic and Functional Neurosurgery 
Specialty(s): 

American Association ofNeurolog;ical Surgeons/Congress ofNeurological Surgeons 

CPT Code: 61868 

Sample Size: 130 I Resp n: 36 I Resp %: 28% 

Sample Type: Random- ASSFN; Random AANS subsection of stereotactic neurosurgery 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 5.00 6.00 7.00 8.00 16.00 

Pre-Service Evaluation Time: 0 

Pre-Service Positioning Time: 0 

Pre-Service Scrub, Dress, Wait Time: 0 

Intra-Service Time: 60 119 120 120 180 

Post-Service Total Min1 CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 LOS =n/a 

Discharge Day Mgmt: 0 

Office time/visit(s): 0 
1Physician standard total minutes per ElM visit: 99291 ( 60); 99292 (30); 99233 ( 41 ); 99232 (30); 99231 ( 19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

Twist drill, burr hole, craniotomy, or craniectomy with stereotactiC implantation of 
Recom'd 

61868 
neurostimulator electrode array m subcortical site (eg, thalamus, globus pallidus, zzz 
subthalamic nucleus, periventricular, penaqueductal gray), w1th use of 8.00 
intraoperative microelectrode recording; each additional array 

Diskectomy, anterior, with decompression of spmal cord and/or nerve root(s}, 
63076 mcluding osteophytectomy; cervical, each additional mterspace (List separately 4.05 zzz 

in addition to code for primary procedure) 

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

CPT 63076 
TIME ESTIMATES (MEDIAN) 61868 Hvd. 

Pre-service 0 0 
Intra-service 120 63 

Same Day Immediate Post-service 0 0 

Critical care 0 0 

Other hospital visit 0 0 

Discharge day management 0 0 

Office visit 0 0 

TOTAL TIME 120 63 

INTENSITY/COMPLEXITY MEASURES (mean) 

Survey response count 10 10 
TIME SEGMENTS 

Pre-service - -
Intra-service 4.25 3.75 
Post-service - -
MENTAL EFFORT AND JUDGMENT 

The number of possible diagnosis and/or the number of management options that must be considered 3.25 3.75 

The amount and/or complexity of medical records, diagnostic tests, and/or other information that must 3.25 4.00 be reviewed and analyzed 

Urgency of medical decision making 3.00 3.00 
TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 5.00 4.00 
Physical effort required 3.75 3.75 
PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 4.50 4.00 
Outcome depends on the skill and judgment of physiCian 5.00 4.50 
Estimated risk of malpractice suit with poor outcome 4.00 4.00 

ADDITIONAL RATIONALE 

The survey time values for this code are remarkably uniform from the 25th to the 751
h percentile, indicating that the 

majority of respondents agreed on the median time very well at 120 minutes. This time is almost twice that of the 
reference code at 63 minutes. 

The intensity survey data indicate that this code exceeds the intensity of the reference code for almost all the 
categories. The increased time and higher intensity support a value for 61868 of approximately twice that of 
63076, the reference service at 4.05. 



CPT: 61868 (Apr. 2003) Page 4 

When a work RVU of7.00 is used, the IWPUT for this code is 0.058. This is significantly lower than the IWPUT 
for 61863 which is the inverse of what that relationship should be at face value. This corrects when the survey 75th 
percentile value of8.00 RVUs is used, with the new IWPUT at 0.067. 

Recommended work RVU : ~ 

Services Reported with Multiple CPT Codes 

I. Is this new/revised code typically reported on the same date with other CPT codes? Why is the 
procedure reported using multiple codes instead of just one code? (Check all that apply.) 

X The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

X 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physic1an work using different codes. 

X Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explam): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with 
multiple codes. 

RVW 
CPT Glob RVW NS Assistant Neurology Radiology 

61867: Twist drill, .... , with use of intraoperative 
90 33.00 33.00 5.28 

microelectrode recording; first array 

61868: Twist drill, .... , with use of intraoperative 
8.00 1.28 

microelectrode recording; second array 

95961: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 2.97 2.97 
depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping 
by stim &/or recording of electrodes in brain, or XXX 3.21 3.21 X 2 
depth electrodes, ... initial addl hour 
70450: CT, brain, w/o contrast XXX 0.85 0.85 
70551: Magnetic resonance imaging w/o contrast XXX 1.48 1.48 

TOTAL RVW by Specialty 41.00 6.56 9.39 1.48 

TIME 
CPT NS Asst Neurology Radiology 

61867: Twist drill, .... ,with use of intraoperative microelectrode 
429 300 

recording; first array 

61868: Twist drill, .... , with use of intraoperative microelectrode 
120 120 

recording; second array 

95961: Functional cortical and subcortical mapping by stim &/or 
65 ("pr") 

recording of electrodes in brain, or depth electrodes, ... initial hour 
95962: Functional cortical and subcortical mapping by stim &/or 
recording of electrodes in brain, or depth electrodes, ... initial addl 140 ("pr") 
hour 
70450: CT, brain, w/o contrast 17 ("pr") 
70551: Magnetic resonance imaging w/o contrast 28 ("pr") 
TOTAL RVW by Specialty 549 420 180 45 

FREQUENCY INFORMATION 
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How was this service previously reported? 

61862-50 Twist drill, burr hole, craniotomy, or craniectomy for stereotactic implantation of one neurostimulator 
array in subcortical site (eg, thalamus, globus pallidus, subthalamic nucleus, periventricular, periaqueductal gray) 
However, use of this code would be inaccurate since it was valued to include intraoperative microelectrode recording. 
Confusion arose because the CPT descriptor did not state this. 

How often do physicians in your specialty perform this service? 

Specialty: Neurosurgery Commonly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: Neurosurgery 

Frequency: Unable to estimate 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? 

Specialty: Neurosurgery 

Frequency: In 2001, there were 56 Medicare claims for 61862-51. This may have been a way to code for a 
second array, or this may represent multiple procedures. It is estimated that less than 5% of patients receiving 
61867 will have add-on 61868. 

Do many physicians perform this service across the United States? Yes 



CPT 
61863 

61864 

61867 

61868 

DESCRIPTION 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

090 Day Global Period 
Facility Direct Inputs 

Tw1st dnll, burr hole, cramotomy, or craniectomy with stereotactic 1mplantat1on of 
neurostimulator electrode array 1n subcortical site (eg, thalamus, globus palhdus, 
subthalamic nucleus, periventncular, periaqueductal gray), without use of intraoperative 
m1croelectrode recording; first array 

each add1t1onal array 

Twist dnll, burr hole, craniotomy, or craniectomy with stereotactic implantation of 
neurost1mulator electrode array 1n subcortical s1te (eg, thalamus, globus pallidus, 
subthalamic nucleus, penventncular, penaqueductal gray), with use of 1ntraoperat1ve 
m1croelectrode recordmg; first array 

each additional array 

GLOBAL 
90 

zzz 
90 

zzz 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The direct practice expense inputs 
were crosswalked from previously PEAC-approved details for the neurosurgery family of codes for twist 
drill/burr hole procedures. For additional supply items, see attached RUC approved "standard" 
neurosurgery post-oprative incision care kit. 

CLINICAL STAFF TYPE: 
RN/LPN/MA 1130 · 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time (prior to admission): For each of these 90-day facility only 
procedures, the standard "typical" 60 minutes have been applied to X1 and X3. 

Service period clinical staff time (admission to discharge): 
Pre-service: N/A 
Intra-service: N/A 
Post-service: 12 minutes of clinical staff time for work related to facility discharge (99238 level) for X1 and 
X3 

Post-service period clinical staff time: Standard EM postop visit time for clinical staff has been applied for 
each office visit for X1 and X3 

SUPPLIES AND EQUIPMENT: 
Minimum visit package (multispecialty) for each post-op visit. 
Post-op incision care kit at first post-op visit. 
Suture removal kit at first post-op visit. 
Patient education booklet on day of discharge. 

SUPPLIES AND EQUIPMENT: 
Power table and exam lamp for post-op visits. 



RUC APPROVED STANDARD SUPPLY PACKAGE (2002): 

PEAC Pack compared with the NS Standard Post-Op Incision Care Kit 

PEAC 
post-op 

Code Description Unit pack Standard Craniotomx Spine Periph Nerv 
14005 Gloves, sterile pair 1 1 1 1 1 
11302 Swab, alcohol item 2 2 2 2 2 
31505 Gauze,Sterile 4 x 4 item 2 2 4 4 2 
31513 Steri-strips strip 12 12 12 12 12 
31514 Tape inch 12 12 60 36 18 
31702 Staple removal kit item 1 1 1 1 1 
52301 Beta dine ml 20 20 20 20 20 
52308 Tincture benzoin swab item 1 1 2 2 1 

I 31703 Suture removal k1t item 0 1-0* 1 1 0 
31509 Kling roller bandage 2 x 131 item 0 0 1 0 1 

*Additional Quantities or Items not included in PEAC post-op incision care kit added to attached excel file. 

2 



§_,;;,,,,:;.,; 61863 :_' .~ .. -, -~- ?s.Ji1864- :'> 
Tw1st-dnll, burr-hole, craii1otomyi Tw1st dnll;.burf:hole, craniotomy; 
or'craniectbmy with stereotactic :or craniectom}tW.!h stereotactic 

·Implantation -of neur6stimulator ,"implantation of nEfurostimulator 
electrode arr~y il') !>.u~rtlcal s1te electrode array in subcortlcal'slte 

6186X1-6186X4 PE Details (Apri12003 RUC) _; (eg, thalamus,_gfo&U,s pallidus, (erf:'Jhalamus, globus paUidus, 
CMS STAFF ':1£ ?·subthalarruc nucleus;:~, 0 ·~cibthl:!lamlc nucleus;~ --

TYPE, MED periventncUI~f, periaqued'ucta'l: ' penvel')tncular, peiiaqueductal 

SUPPLY, , .-. · · :gray),yilttlout us_e;9f ·. gray), without use of ·:--: 
mtraoperative m1croelectrode -:,~ntraoperatlve miqgelectrode . .J 

OR EQUIP Itt '·. r~fding; ~~!~~~~ ·" :'recording, each"ad~lficinal ~rray 
CODE ~~ y~~~" 

GLOBAL;PERIOD ,., ' 

*·"'· ' ' ", -~~:,-:; " ' ',~ -
,. l;c? }'' "J.. !:7,;>. 90" ··.··;'?". ·zzz . 

LOCATIC>N<e::;·"'. ·'.•if·;•' '' . .} . .,,,) \NonFac , J: · Face::~}~. . NonFac_::r -..:-·:·Fac 
. 

TOTAL CLINICAL LABOR TIME 1130 N/A 180.0 N/A 0.0 

PRE-SERVICE PERIOD TOTAL TIME 1130 60.0 0.0 

SERVICE PERIOD TOTAL TIME 1130 12.0 0.0 

POST -SERVICE PERIOD TIME 1130 108.0 0.0 
P:r{E~]R~ICE,PERIOD *'"7' . '' . .1:";/,~:,:/ :.,·.,,,;·,; ·"'""'' .. ;-~:;:- .,;>L } '[~.:~~,% J .< . 

.. . ,·, tf 

Complete pre-service diagnostic & referral forms 1130 5 
Coord1nate pre-surgery serv1ces 1130 20 
Schedule space and equipment m fac1hty 1130 8 
Provide pre-service education/obtain consent 1130 20 
Follow-up phone calls & prescnptions 1130 7 
Other Chmcal Activity (please spec1fy) 

SE.ftVI~E -~~RIOD. , ;e 
1!C', • :~~::8:t·; ·> ·.::~ ' :£ '\1:;,r. :,:·"£3 •i <~,.. ' 

'· :.~:"".)' 
-=·:·;.- . ·s;c:. 

Pre-service 0 
Intra-service 0 
Post-Service 

Discharge day management 99238-12 mmutes 
99239-15 m1nutes 1130 12 
Other Clinical Activity {please specify) 

~OSL~E~VIqE PERIOD ~7!} ·, '~~ ;;::: 1:> ' /,'' ., 
~ 'l ~. ·}o-3, 

Conduct phone calls/can in prescnptions 

List Number and Level of Offtce Vtstts 

99211 16 minutes 

99212 27 m1nutes 

99213 36 m1nutes 3 
99214 53 m1nutes 

99215 63 m1nutes 

Total Office Visit Time 1130 0 108 0 0 
Other Activity (please spec1fy) 

MEDICAL SUJ;?PLIES. '"" ", ~,· :i-~. •, ·"' ~ ~<~ ;~"';;;,-:. .. c :;: );~:¥:~' ,":::~i.: 
,, _, 

;: 
',, ',' ', 

, ' '~" ·-
mimmum v1sit package (multispecialty) PEAC pack 3 
post-op 1nc1sion care k1t PEAC kit 1 
Additional incision care supplies: 

suture removal k1t 31703 1 
~quipm,ent 

·~ ~, 

-: "~t;2·( 
,,. 

r , ""--~%; ,· '• 1'·.: ;:':"'i;;.;';;li;q,i. 
,~,·:, ,, ,, '-. ,, " t 

•I ' I ',' .<>' ~ •,'-.0 

power table E11003 1 
exam lamp E30006 1 

Apnl 2003 RUC 



. 61867 : "::-' ~ . 6186_8 '> 

Tw1st dnll,· burr.hole, ci'amotomy, Tw1sfdnll, burr hole: cramotomy, 
,or erai\1ectomy with stereotaCbq 'or craniectomy Wiih stereptacbc 
Implantation of neurostlmulatoiL implantation of.neurostlmulator. 

electrode arra/fn subCortical Site eleCtrooe array·ln subcortical Site 

6186X1-6186X4 PE Details (Apri12003 RUC) · (eg;·,th'alamus, globus pallidus, · (eg, thalamus; 'globus"paji,dus: t 
CMS STAFF ·. · .: ··subthalliutm:.nucleus,. : .· · .·. <;:,Su~thalamic nucleys, ,· ·,' 

TYPE, MED penventhcuiafi':i:>Etnaq'Ueductal • ·~pen~entncular, ,pEmaqueductal 
gray), w1th usti of intraoperative. gray);· Wlih.use of mtraoi>er,atlve. 

SUPPLY, microelectroi:lefreeordlng; first: , mltroelectrooe recordmg; eacli': 
OR EQUIP 

'• . ·s:··~J;~:~Y0:,=: .: : •. ,;'f' . · :·,~;;: .addltl~flala~~y' .:~·. ·· 
CODE '\' 

Gl:OBAL·PERIOD 
,, 

90 h > ',). f,<~ ~ : 0':L:{< .zzz,~~ ·=c~L ,, ,, 

LOCATION'···.;'··' ',·,·Sf;·:· ,, , 'i:' .':, ":·•,• , . 
'• NonFac 

, 'Fac'' •,· · Nonf:ac · " .. ·Fac 

TOTAL CLINICAL LABOR TIME 1130 N/A 180.0 N/A 0.0 

PRE-SERVICE PERIOD TOTAL TIME 1130 60.0 0.0 
SERVICE PERIOD TOTAL TIME 1130 12.0 0.0 
POST -SERVICE PERIOD TIME 1130 108.0 0.0 

PBE-$ERVICE, PER'Io·D. 
; 

', 
,, , 

·''""': ':., 
. I, :: ··~ ;' 

,•·', ~ h,_ :. ;;, ~" ' 
.. h_h 

Complete pre-service diagnostic & referral forms 1130 5 
Coordinate pre-surgery serv1ces 1130 20 
Schedule space and equipment m facility 1130 8 
Provide pre-service education/obtain consent 1130 20 
Follow-up phone calls & prescnptions 1130 7 
Other Chmcal Activity (please spec1fy) 

SEBYI¢'E PERIOD 
, , ·: I ·.:· , :~;·i;;;tt ~· ,, 

" 
: .·, ./: 

Pre-service 0 
Intra-service 0 
Post-Service 

Discharge day management 99238-12 minutes 
99239-15 m1nutes 1130 12 
Other Clinical Activity (please spec1fy) 

e:osT -SERVI~E-PERIQD: .: :,; ,' ',, ,,, , ;, '5~::<,, ·:·c/5}. .?;; ', ., ',{ ,, 

Conduct phone calls/cal! m prescriptions 

List Number and Level of Office Vistts 

99211 16 minutes 

99212 27 mmutes 

99213 36 minutes 3 
99214 53 minutes 

99215 63 minutes 

Total Office Visit Time 1130 0 108 0 0 
Other Activity (please spec1fy) 

I\IIEDICAL~UPPLIES. ' " , ,;:;5:,· , "='2,r...,.."" " , ;'•,. "t ;,;' '·'t :~~·& ·J. ', : " 1· ~ }I , ?"~j •,' 
""'' ', '. ',, ~~ ~ 

~~ ~ 0 ~,, 

m1mmum visit package (mult1spec1alty) PEAC pack 3 
post-op incis1on care kit PEAC kit 1 
Additional incision care supplies: 

suture removal k1t 31703 1 
Equjpment ::· ',· ·~.··' ~ :, ' -:'·'- ·~ ' ~; :, ' ; .:':1 ,, ,: · .::fzc:·:~. '. " ""· v .-,.~~~~~~ , " "''. ,,. ~ , 

power table E11003 1 
exam lamp E30006 1 

Apnl 2003 RUC 



AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Lumbar and Superior Hypogastric Plexus Injection and Destruction 

CPT created three new codes and revised an existing code to describe superior hypogastric plexus blocks since they require a 
technique substantially different from other blocks, and existing nerve block codes do not accurately describe this service. 

64449 
The RUC examined survey data for code 64449, Injection, anesthetic agent; lumbar plexus, posterior approach continuous infusion 
by catheter (including catheter placement) including daily management for anesthetic agent administration, in relation to other codes 
in the family. The presenters explained that the survey respondents underestimated the intra-service time, since this is not a widely 
performed procedure. To prevent creating a rank order anomaly, the RUC identified CPT code 64448, Injection, anesthetic agent; 
femoral nerve, continuous infusion by catheter (including catheter placement) including daily management for anesthetic agent 
administration, as a reference code for physician work. In comparison to code 64448 (intra-service time of25 minutes), the new code 
should have similar intra-service time. Therefore, the RUC recommends intra-service time of25 minutes. Also, the RUC determined 
that a work RVU of3.0 would place the code in proper rank order relative to the family. The RUC also examined code 64483, 
Injection, anesthetic agent and/or steroid, transforaminal epidural; lumbar or sacral, single level (000-day global period, work RVU 
= 1.90), to provide additional support for an RVU of 3.00 and used the following building block comparison: 

64483 
99231x2= 

1.90 RVU 
1.28RVU 
3.18 RVU 

The RUC felt that 64483 plus two hospital visits had similar physician work to 64449. 

Also, the recommended value of3.00 lies between the 251
h percentile and median survey values. The RUC is aware that two post

operative hospital visits identified through the survey are lower than the three post-operative visits that are included in the family of 
similar codes, yet the committee was not comfortable changing survey data. 

The RUC recommends a work RVU of 3.00 for CPT code 64449 and 25 minutes of intra-service time. 

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



64517 

The RUC reviewed code 64517 Injection, anesthetic agent; superior hypogastric plexus which is typically used in cancer patients for 
pain relief. In comparison to the reference codes the RUC concluded that the higher intensity measure supported a RVU greater than the 
reference services 64520 Injection, anesthetic agent; lumbar or thoracic (paravertebral sympathetic) (work RVU = 1.35) and 64530 
Injection, anesthetic agent; celiac plexus, with or without radiologic monitoring (work RVU= 1.58) and supported the median RVU of 
2.20. The main differences among this code and the reference services in the intra-service intensity and complexity due to the difficulty 
in positioning and administering the block due to the anatomical area where this is performed. 

The RUC recommends a work RVU of2.20 for CPT code 64517. 

64681 
The RUC reviewed the survey results, and agreed that the respondents appropriately rated the new service as more intense and complex 
and as requiring more pre- and post-service time compared to the reference services 64622 Destruction by neurolytic agent, 
paravertebral facet joint nerve; lumbar or sacral, single level (work RVU, 3.00) and 64680 Destruction by neurolytic agent, celiac 
plexus, with or without radiologic monitoring (work RVU, 2.62). Additionally, a review of the RVUs of other injections listed in the 
reference service list illustrates that the recommended work RVU correctly rank orders the new code. A neurolytic trigeminal nerve 
block (CPT 64600) has 3.45 work RVUs. These are much simpler than a neurolytic hypogastric plexus block. In addition, a continuous 
brachial plexus block (CPT 64416)- a nerve block with a 10 day global period- has 3.50 work RVUs. A trigeminal nerve destruction of 
foramen ovale (CPT 64610) is valued at 7.16 RVUs. This code is similar to 64517 except that instead of injecting an anesthetic agent, 
this code involves a neurolytic agent. Typically, the patient is in the hospital and the anesthesiologist performs the procedure and also 
performs two follow-up hospital visits, but does not have any discharge day management work. This procedure can also be performed in 
the office, but most of these procedures are performed in the hospital setting in large cancer centers. The RUC concluded that the survey 
data supported the median RVU of3.55. 

The RUC recommends a work RVU of 3.55 for CPT code 64681. 

Practice Expense 
The RUC determined that the standard pre-service times are applicable, however for 64449 and 64681, zero pre-service time in the 
facility setting was assigned since the patient is typically an inpatient and the hospital staff perform the pre-service work, not the 
physician's office staff. Also, the assist physician time was assigned at 100% of physician intra-service time. For code 64681, 2 
office visits are assigned to the non-facility setting since when it is performed in this setting there are 2 office visits instead of the 2 
hospital visits. 

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



CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•64449 FF1 Injection, anesthetic agent; lumbar plexus, 010 3.00 

posterior approach, continuous infusion by 
catheter (including catheter placement) including 
daily management for anesthetic agent 
administration 

(Do not report 01996 in addition to 64449) 

(Do not report 64520 in addition to 64449) 

•64517 FF2 Injection, anesthetic agent; superior hypogastric 000 2.20 

plexus 

.64680 Destruction by neurolytic agent, eeliae plexus, 010 2.62 

with or without radiologic monitoringt , celiac (no change) 
12Iexus 

•64681 FF3 superior hypogastric plexus 010 3.55 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64449 Tracking Number: FF1 Global Period: 010 Recommended RVW: ~ 3.00 

CPT Descriptor: Injection, anesthetic agent; lumbar plexus, posterior approach, continuous infusion by catheter 
(including catheter placement) including daily management for anesthetic agent administration 
(Do not report 01996 in addition to 6444X) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62-year-old female undergoes a left total knee replacement (CPT code 27447) under 
general anesthesia. In order to provide post-operative pain control and increased mobility in her knee, earlier 
ambulation, and enhanced rehabilitation, a continuous lumbar plexus block (psoas compartment block) is 
performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 
Respondents who felt that their typical patient differed from the one on the survey described patients with 
acetabular fractures. It was also noted that this could be performed for a chronic pain patient, not just a surgical 
patient. 

Description of Pre-Service Work: 
• History, physical, laboratory review focusing on relative and absolute contraindications to the procedure 

(infection, coagulopathy, neural deficits, anatomic abnormalities, etc) 
• Informed consent 

Description of Intra-Service Work: When placing a left lumbar plexus block, the patient is placed in the right 
lateral decubitus position with the thighs and knees flexed. Blood pressure cuff, pulse oximeter and 
electrocardiographic monitors are applied. After an intravenous infusion is initiated and supplemental oxygen is 
provided, intravenous anxiolytics and analgesics are administered. The left low back is prepped with a topical 
antiseptic. A line is drawn between the iliac crests, i.e., Tuftier's line. A second line is made 3-5 em 
parasagittally to the left. A mark for the needle insertion is made where the two lines intersect. After infiltrating 
the skin and deeper tissues with local anesthetic, a 19-gauge, 10 em needle, designed to allow the introduction of a 
catheter through the needle and connected to a peripheral nerve stimulator, is advanced to obtain stimulation of the 
lumbar plexus. When a transverse process is encountered, the needle is then partially withdrawn and advanced 
slightly cephalad until it slides past the transverse process of the lumbar vertebra. 

When the needle tip is in the psoas compartment and in the proper location, stimulation of the lumbar plexus 
is recognized by observing the rise of patella, contraction of the quadriceps and sartorius muscles. Generally 
current of 0.6 to 0.8 rnA indicate stimulation of the femoral nerve when the needle is correctly positioned. 

At this point careful aspiration for blood and CSF is performed. A test dose of local anesthetic (3 ml of 2% 
lidocaine with epinephrine 1 :200,000) is administered to rule out IV or intrathecal injection. Between 15 and 30 
ml of dilute local anesthetic (e.g., 0.25% bupivacaine, 0.2% ropivacaine) is slowly injected through the needle, 
followed by insertion of an infusion catheter through the needle (about 5 em past the tip of the needle). The 
patient is observed for signs of undesired epidural spread and associated hemodynamic changes, and for analgesia 
of the left leg and hip. The catheter is checked for intravascular and intrathecal placement and secured in place. 
Once correct function of the catheter is confirmed, a continuous infusion of dilute concentration of local anesthetic 
(e.g., 0.2% ropivacaine, 0.25 % bupivacaine) is started at 8-10 ml/hour. Alternatively, a patient controlled 
infusion may be started at 5 ml/hr with a bolus of 10 ml/30-60 minutes. Assistance at the time of ambulation is 
essential. 

The complications of a lumbar plexus block include: intravascular injection: intrathecal injection with high level 
of the resultant spinal block, infection, ureteral, venous, or renal puncture; intraperitoneal injection; hematoma of 
the psoas muscle with nerve compression; and extension of anesthesia into the epidural space. 



Description of Post-Service Work: 
• Re-evaluate efficacy and function ofblock 
• Adjust infusion as clinically indicated 
• Infusion typically continues for several days 
• Examine for local infection, bleeding, or other complications 
• Document findings 

SURVEY DATA 

Presenter(s): James D. Grant, M.D., Eduardo M. Fraifeld, M.D. 

Specialty(s): American Society of Anesthesiologists, American Academy of Pain Medicine 

CPT Code: 64449 

Sample Size: 320 Resp n: 49 Resp%: 15% 

Sample Type: Panel 

Low 25th pctl Median 75th pctl Hi_g_h 

Survey RVW: 2.00 2.50 3.15 3.50 

Pre-Service Evaluation Time: 5 10 
10 :fs 

Pre-Service Positioning Time: 5 § 10 1() 

Pre-Service Scrub, Dress, Wait Time: Q 5 5 :fo 

Intra-Service Time: 5 10 
.f.S 

25 
25 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 20 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 38 99231 X 2 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

5.00 

~Q 

2_5 

:?a 
60 



KEY REFERENCE SERVICE: 

CPT Code 
64416 

CPT Descriptor 
Injection, anesthetic agent; brachial plexus, continuous infusion 
by catheter (including catheter placement) including daily 
management for anesthetic agent administration (Do not report 

Global 
010 

WorkRVU 
3.50 

01996 in addition to 64416) 
64446 Injection, anesthetic agent; sciatic nerve , continuous infusion 

by catheter (including catheter placement) including daily 
management for anesthetic agent administration (Do not report 
01996 in addition to 64446) 

010 3.25 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: Code 64416 21 
Code 64446 .11 

TIME ESTIMATES (Median) New/Revis. 
CPT Code 

6444X 

Key Reference 
CPT Code 

64416 
(from 4/2002 

Work 
Summary) 

Key Reference 
CPT Code 

64446 
(from 4/2002 

Work 
Summary) 

._I M_ed_ian_PI'_e-_Se_rv_ic_e_T_im_e __________ __,l ._I __ 2_5 _ __.1 ._I __ 30 _ __.11 ._ __ 15 _ __, 

._I M_ed_ian_I_n_tra_-S_e_rv_ic_e_TI_·m_e __________ _.ll 25 II 30 I ._I __ 2_7._5 _ _, 

Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

20 

38 

108 

New/Revis. 
CPT Code 

6444X 

20 

57 

137 

Key Reference 
CPT Code 

64416 

15 

57 

114.5 

New/Revis. 
CPT Code 

6444X 

Key Reference 
CPT Code 

64446 

The number of possible diagnosis and/or the number of ,___3_.1_9 _ _.1 ._I __ 3_._14 _ __.1 ._1 __ 3_._17 _ __.1 ._1 __ 2_._83 _ __, 
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_.2_9 ___.I ._I __ 3.o_5 _ _,1 L-1 __ 3.oo _ __.JI L-1 __ 3.oo _ __.J 

._I u_rg:;..e_nc-=-y_o_f m_ed_ic_al_d_ec_is_io_n _mak_in-=-g _______ __.l ._I _3_.3_3 _ _.1 ._I __ 3_.1_4 _ _.1 ._I __ 2_.8_9 _ _,1 ._I __ 2_.8_9 _ _, 



Technical Skill/Physical Effort (Mean} 

I Technical skill required II 3.81 II 3.81 II 3.33 II 3.67 

I Physical effort required II 3.52 II 3.33 II 2.78 II 3.11 

Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.52 II 3.43 II 3.00 II 3.28 

I Outcome depends on the skill and judgement of physician II 3.86 II 3.71 II 3.67 II 3.78 

I Estimated risk of malpractice suit with poor outcome II 3.48 II 3.67 II 3.28 II 3.22 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference CPT Code Reference 
6444X Service 6444X Service 

64416 64446 

Time Semtents (Mean} 

I Pre-Service intensity/complexity II 3.24 II 3.05 II 3.06 II 2.94 

I Intra-Service intensity/complexity II 3.62 II 3.48 II 3.50 II 3.44 

I Post-Service intensity/complexity II 3.14 II 3.00 II 3.17 II 3.06 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

We noted that there was a high level of confidence in the vignette. The intensity/complexity values for the new 
service were quite similar to those for the reference services. We conclude that 3.15 work RVUs (the survey 
mean and median) is an accurate valuation for this service. 



IWPUT Calculation: 

,--------- ----- ------------- --- ~--- -------.,---------------, 

:Pre-Service 

Minutes Intensity RVU's 

'Day Prior 10 0.0224 0.22 

Immediate Pre 10 0.0224 0.22 

.Scrub, prep 5 0.0081 0.04 
I 

'Pre-Service Total 0.49 

Immediate Post 20 0.0224 0.45 

Discounted Total Total Total Visi 
:Post-service 
Hospital Visits 
.99231 

# Visits RVU RVU Time Face Tim Tim 

1

99232 
;99233 
Critical Care 
I 

99291 
:99292 
'99296 
:99297 

==~---~ 

Discharge Planning 

0.64 1.28 
1.06 0.001 
1.51 Q.OO_ 

"· 

4.00 0.00 
2.00 0.00 
--

16.00 0.00 
8.00 0.00 

19 15 38 
30 isl 0 
41 35 0 - -- --- "- -. 

0 
63 0 

~0·~-:g_ 0 
' -'~ [==~~"~-- ~---~ 126 

64 
0 

~~~~;: ·:·~:t1~~~.--.. l __ __:=:..:.=-:o___::...:-=..;:.1-----'=-=c_------1-----=-1 
1.28 0.00 36 0 
1.75 0.00 45 0 

::::.=--..=-:::.:-=-..:; -

'Office Visits 
0.17 0.00 
0.43 0.00 

--J 
' ,: y~ 

:99211 
,99212 
'99213 
> 

99214 
' 

0.001 0.65 
1.08 0.00 

. ~ : . l.)._.::.:.=Jr-----=--=-=-=--=-:.::...::. 
:99215 
Subsequent Visits 

Post-Service Total 

2 

Intraservice Time 15 
Intra service 
Work 0.93 

0.062 

1.73 0.00 
1.28 

1.73 

-
0 

7 5 0 
15 10' 0 

Z' i:.- ; 

--1sr~==·-o==-~ --- ~o 
23 
38 2?;-- "~ ; _0 
59 40 0 

Post 3~ 
Post I 

I 

Discharge (j 

Total Time gs; 

-----------1 



SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: NO 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 64450, 62319, 64448 (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology _ X_Commonly __ Sometimes __ Rarely 

Specialty AAPM _X_ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Estimated use is 5,000 to 10,000 times per year. Predominately used for post-operative pain control and for 
operative anesthesia 

Specialty Anesthesiology Frequency 4,000- 8,000 

Specialty AAPM Frequency 1,000- 2,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 2,700- 5,400 

Specialty AAPM Frequency 650- 1,300 

Do many physicians perform this service across the United States? X Yes No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64517 Tracking Number: FF2 Global Period: 000 Recommended RVW: 2.20 

CPT Descriptor: Injection, anesthetic agent; superior hypogastric plexus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 75-year old male with known prostatic carcinoma and pelvic metastases is suffering 
from intractable pelvic pain with severe spasms and cramps. Oral medications have not helped him. The patient 
has been referred to an interventional pain specialist for a superior hypogastric plexus block to relieve his 
intractable pelvic pain. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 
Respondents noted that the typical patient could also be one with chronic non-malignant pain or a female with 
pelvic pain. 

Description of Pre-Service Work: 
• Focused history, physical, laboratory review to evaluate for infection and coagulopathy 
• Review of old medical records 
• Informed consent 
• Intravenous access obtained (if clinically indicated) 

Description of Intra-Service Work: The patient is taken to the operating room or procedure suite. He is placed 
in the prone position. EKG, blood pressure and pulse oximetry are applied. His back is prepared with Betadine. 
A #22 gauge 6 inch short beveled spinal needle is inserted bilaterally to the anterolateral spine at the L5-Sl 
interspace. Proper needle location is determined, employing radiological imaging guidance (reported separately). 
Radiographic contrast is then injected demonstrating flow in the pre-vertebral space, anterior to the psoas muscle 
fascia. After careful negative aspiration for blood, urine and CSF, 6 cc of local anesthetic is injected on each side. 
The patient is then transferred to the recovery room where he is carefully observed and monitored for early signs 

of complications. 

The complications of the procedure include puncture of the iliac vessels and bleeding, intravascular injection of 
local anesthetics -- with possible seizures or cardiovascular collapse, nerve injury to the cauda equina, or exiting 
spinal nerves, puncture of the ureters and other pelvic viscera. Infection is always a possibility, especially in 
immuno-suppressed cancer patients. 

Description of Post-Service Work: 
• Procedure note dictation 
• Post-procedure orders 
• Pre-discharge evaluation 
• Discharge planning 
• Discussion of procedure findings and implications for additional care 



SURVEY DATA 

Presenter(s ): James. D. Grant, M.D., Eduardo M. Fraifeld, M.D. 

Specialty(s): American Society of Anesthesiology, American Academy of Pain Medicine 

CPT Code: 64517 

Sample Size: 320 Resp n: 47 Resp%: 15% 

Sample Type: Panel 

Low 25th DCtl Median 75th DCtl H!g_h 

Survey RVW: 1.35 2.00 2.20 2.50 

Pre-Service Evaluation Time: 2 ,1P 10 ,1_g 
Pre-Service Positioning Time: 3' 5 10 ,10 

Pre-Service Scrub, Dress, Wait Time: 3 p 10 '10 

Intra-Service Time: 5 18 25 30 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 20 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

3.80 

~5 
25 

20 

60 



KEY REFERENCE SERVICE: 

CPT Code 
64520 

64530 

CPT Descriptor 
Injection, anesthetic agent; lumbar or thoracic 
(paravertebral sympathetic) 
Injection, anesthetic agent; celiac plexus with or 
without radiological monitoring 

Global 
000 

000 

WorkRVU 
1.35 

1.58 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: Code 64520 24 
Code 64530 18 

TIME ESTIMATES (Median) New/Revis. 
CPT Code 

645Xl 

Key Reference 
CPT Code: 

64520 

Key Reference 
CPT Code: 

64530 

.... 1 M_ed_ian_Pr_e_-S_erv_ice_T_im_e __________ __.l .... 1 __ 3_0 _ __.11 11 (Harvard) II Not Available I 

._I M_ed_ian_In_tr_a-_Se_rv_i_ce_T_im_e __________ ___.~ll 25 II 24 (Harvard) II Not Available I 

Median Immediate Post-service Time 

Median Criucal Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

20 

75 

New/Revis. 
CPT Code 

645Xl 

11 (Harvard) 

46 

Key Reference 
CPT Code: 

64520 

Not Available 

49 

New/Revis. 
CPT Code 

645Xl 

Key Reference 
CPT Code: 

64530 

The number of possible diagnosis and/or the number of L...__3_.8_3 _ _.ll._ __ 3_.oo __ _.l ._I __ 3_._88 _ __.IIL...__3_.7_1 _ __, 
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_.87 _ __.1 ._I _3_.04 _ _..1 ._I __ 4._12 _ __.1 ._I __ 3._94 _ __. 

I._ U_r:::...ge_nc....:.y_o_f m_ed_ic_al_d_ec_is_io_n_m_ak_in..::;g _______ _..l ._I _3_.7_9 _ _..1 ._I __ 3_.1_3 _ _.I Ll __ 3_.5_6 _ _...JI ._I __ 3_.5_0 _ __. 

Technical Skill/Physical Effort (Mean) 

Ll T_ec_hn_i_cal_s_k_ill_req....!u_ir_ed ___________ _.l Ll _3_.8_8 _ _.11 L __ 3_.1_7 _ _.I Ll __ 4_.6_7 _ _...JII.___4_.3_3 _ _, 

Ll P-=hy:.._si_cal_e_fti_ort_req..:..u_ired __________ ___.l Ll _3_.7_9 _ _..ll.__3_.1_3 _ _...JI ._I __ 4.0_6 _ _...JI ._I __ 3.7_2 _ __. 



Psycholosrlcal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.88 II 3.04 II 4.28 II 4.22 

I Outcome depends on the skill and judgement of physician II 3.96 II 3.21 II 4.50 II 4.28 

Estimated risk of malpractice suit with poor outcome 3.79 II 3.04 II 4.28 II 4.06 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference CPT Code Reference 
645Xl Service 645Xl Service 

64520 64530 

Time S~ents (Mean} 

I Pre-Service intensity/complexity II 3.58 II 2.96 II 3.67 II 3.56 

I Intra-Service intensity/complexity II 3.88 II 3.25 II 4.56 II 4.28 

I Post-Service intensity/complexity II 3.67 II 3.00 II 3.56 II 3.56 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The survey results yielded higher work estimates, higher time measurements compared to reference code 64520, 
and higher intensity/complexity measurements compared to both reference services. We agree with the survey 
results and recommend at work RVU of 2.20. 



IWPUT Calculation: 

,----------- ------ - ------ ------------------- -------------- ---------~ 

:Pre-Service 

Minutes Intensity 
I 

!Day Prior / 10 0.0224 

Immediate Pre 10 0.0224 

'scrub, prep 10 0.0081 
' 
I 

Pre-Service Total 

Immediate Post 20 0.0224 

Discounted 
Post-service #Visits RVU 

I 

Hospital Visits 
99231 
99232 
99233 
'critical Care 
1

99291 
1

99292 
1

99296 
99297 

,Office Visits 
99211 
,99212 
99213 

1

99214 
99215 

I 

Subsequent Visits 

... ------ ------- -- - I 
J 

0 

Post-Service Total 

,Intraservice Time 25 
Intra service 
Work 1.22 

0.049 

0.17 
0.43 
0.65 
1.08 
1.73 

RVU's 

--

0.22 

0.22 

0.08 

0.53 

0.45 

Total 
RVU 

0.00 
0.00 -- I 0.00 
0.00 

-0 -" f 
0.00 
0.00 

0.45 

Total 
Time 

7 
15 
23 
38 

~ 

59 

Total Visit 
Face Time Time 

5 
10 

0 ~~~ ""-. 
40 

Post 
Post 
Discharge 

Total Time 

0 
0 
0 
0 
0 

""'-:• o;o_- --"=- .::..-'=-

0 
I 

01 
I 
I 

d 
i 

7S 
I 

I 
-- • - ..J 



SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: NO 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 64425, 64520, 64999 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology __ Commonly _ X_Sometimes ___ .Rarely 

Specialty AAPM __ Commonly _x_ Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

About 7,500 patients per year will receive a hypogastric plexus block 

Specialty Anesthesiology Frequency 6,000 

Specialty AAPM Frequency 1 ,500 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 4,000 

Specialty AAPM Frequency 1,000 

Do many physicians perform this service across the United States? -~Yes No 



CPT Code: 64517 
Specialty Society('s) ASA, AAPM 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

000 Day Global Period 
In Office Direct Inputs 

Sample Size: __ _ Response Rate: (% ): __ _ Global Period: 000 

Reference Code 1 Reference Code 2 Tracking Number: FF2 ---- ----

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

We used a consensus committee to develop direct practice expense data. The seven members of the committee come 
from either a single specialty group or are part of a medical school faculty. There was a wide variety of geographic 
representation-- East Coast, West Coast, Midwest, South and Upper Midwest-- from both urban and suburban locales. 
A proposed data set was distributed and the Committee members reviewed. It was refined to reflect the opinions 
expressed. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The PEAC's pre-service standard for 000 and 010 globals is applicable. All the activities included in the standard 
package are performed (complete pre-service diagnostic and referral forms, provide pre-service education/obtain 
consent and appropriate follow up phone calls and prescriptions). 

Intra-Service Clinical Labor Activities: 

Clinical staff will greet the patient and provide gowning, review the patient's chart and record the patient's vital 
signs. Clinical staff prepares the room/equipment/supplies needed to perform the service and assists the physician 
during the procedure and cleans the room/equipment following the procedure. 

HCFA's Staff Clinical Labor - Description Pre-Service Time Service Period Cost Estimate 
Type Code* -Minutes (Day of service) and Source (if 

applicable) 

1130 RNILPN/MTA 18 64 

*From HCFA's Labor, Medical Supply, and Eqmpment List. If not hsted, please provide full descnpt10n, estimated cost, and cost 
source. 



CPT Code: 64517 
Specialty Society('s) ASA, AAPM 

HCFA's Medical Supplies - Quantity Units Used for Cost Estimate and 
Medical Supply Description of Supplies Purchase Source (if applicable) 
Code* 

PEAC Multispecialty 1 
Supply Package 
Basic Injection 1 
Package 

51302 Marcaine (lml) 20 
73616 Renograph - 60 1 

idodinated contrast 
91407 Syringe 10 cc 2 
91411 Syringe 5 cc 2 
91426 Chiba needle 1 

.. 
*From HCFA's Labor, Medical Supply, and Eqmpment List. If not hsted, please provide full descnptlon, estimated cost, and cost 
source. 

HCFA Medical Equipment- Description Cost Estimate 
Equipment and Source (if 
Code* applicable) 

E11001 Exam Table 
E51001 X-ray View Box 4 panel 
B~H>Q~ D ,:(" ,t. .. /-4=1 

* From HCFA's Labor, Medical Supply, and Eqmpment List. If not hsted, please provide full description, estimated cost, and cost 
source. 
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CPT Code: 64517 
Specialty Society('s) ASA, AAPM 

TYPE OF SERVICE: Surgical Procedures 
000 Global Period 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Pre-Service Period 
Start. Following v1s1t when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 

Coordinate pre-surgery serv1ces 

Office visit before surgery/procedure 
Rev1ew test and exam results 

Provide pre-service education/obtain consent 

Follow-up phone calls & prescnptions 

Other Chmcal Activity (please specify) 

End: When patient enters office for surgery/procedure 

Service Period 
Start: When pat1ent enters office for surgery/procedure 
Pre-service serv1ces 

Review charts 

Greet patient and prov1de gowning 

Obtain vital signs 

Provide pre-serv1ce education/obtain consent 

Prepare room, equipment, supplies 

Prepare and position patient/ monitor patient/ set up IV 

Sedate/apply anesthesia 

Intra-service 

Assist physician 1n performmg procedure 

Minutes 

2 

3 

3 

5 

2 

25 

5 

3 

0 

7 

3 

Staff Type- Circle 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN,LPN,MTA 

3 



Monitor pt. following serv1ce/check tubes, monitors, drains 

Clean room/equipment by physician staff 

Complete diagnostic forms, lab & X-ray requ1s1tions 

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

Check dressings & wound/ home care instructions/coordinate 
office VIsits/prescriptions 

Other Clinical Activity (please specify) 

End: Patient leaves office 

15 

3 

3 

CPT Code: 64517 
Specialty Society('s) ASA, AAPM 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 
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CPT Code:64517 
Specialty Society('s) ASA, AAPM 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

000 Day Global Period 

Out-Of-Office Direct Inputs 

Sample Size: __ _ Response Rate: (% ): __ _ Global Period: 000 

Tracking Number: FF2 Reference Code 1 Reference Code 2 -------- -------

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description ofthe process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

We used a consensus committee to develop direct practice expense data. The seven members of the committee come from 
either a single specialty group or are part of a medical school faculty. There was a wide variety of geographic representation 
--East Coast, West Coast, Midwest, South and Upper Midwest-- from both urban and suburban locales. 
A proposed data set was distributed and the Committee members reviewed it. It was revised to reflect the opinions 
expressed. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The PEAC's pre-service standard for 000 and 0 I 0 globals is applicable. All the activities included in the standard 
package are performed (complete pre-service diagnostic and referral forms, coordinate pre-surgery services, schedule 
space and equipment in facility, provide pre-service education/obtain consent and appropriate follow up calls and 
prescriptions. 

Intra-Service Clinical Labor Activities: 
Provide services to support discharge day management provided. 



CPT Code:64517 
Specialty Society('s) ASA, AAPM 

HCFA's Clinical Labor Pre- Service Coordination Cost Estimate and 

Staff Type Service Period of Care* Source (if 

Code** Time applicable) 

1130 RNILPN/MTA 30 3 

. . 
*By staff m the physiCian's office durmg the service penod . 
**From HCFA's Labor, Medical Supply, and Equipment List. If not listed, please provide full description, estimated cost, and cost source. 

HCFA's Medical Supplies Quantity of Units Used Cost Estimate and Source (if 

Medical Supplies for Purchase applicable) 

Supply 
Code* 

.. From HCFA's Labor, Medical Supply, and Equipment List. If not listed, please provide full description, estimated cost, and cost source. 

HCFA's Medical Cost Estimate and 

Equipment Equipment Source (if applicable) 

Code* 

*From HCFA's Labor, Medical Supply, and Eqmpment List. If not listed, please provide full description, estimated cost, and cost source. 
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CPT Code:64517 
Specialty Society('s) ASA, AAPM 

TYPE OF SERVICE: Minor Surgical Procedures 
000 Global Period 

SITE OF SERVICE: OUT-OF-OFFICE 

Clinical Services 

Pre-Service Period 
Start: Followmg v1s1t when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 

Coordinate pre-surgery services 

Schedule space and equipment in facility 

Office vis1t before surgery/procedure 
Review test and exam results 

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions 

Other Clinical Activity (please specify) 

End: When patient enters hospital for surgery/procedure 

Service Period 
Start: Patient admitted to hospital for surgery/procedure 
Pre-serVIce services 

Review charts 

Greet patient and provide gowning 

Obtain vital signs 

Prov1de pre-serv1ce educat1on/obta1n consent 

Prepare room, equipment, supplies 

Prepare and position pat1enU momtor patienU set up IV 

Sedate/apply anesthesia 

Intra-service 

Ass1st physic1an in performing surgery/procedure 

Minutes 

5 

10 

5 

7 

3 

Staff Type - Circle 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

3 



Monitor patient follow1ng service/check tubes, momtors, drains 

Clean room/equipment by physician staff 

Complete diagnostic forms, lab & X-ray requisitions 

Rev1ew/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions/coordinate 
office VISits/prescriptions 

Coordination of care by staff 1n office 

Other Clinical Activity (please specify) 
Telephone call 
Discharge day management 
End: Patient leaves faciltty 

3 

CPT Code:64517 
Specialty Society('s) ASA, AAPM 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64681 Tracking Number: FF3 Global Period: 010* Recommended RVW: 3.55 
*Originally assigned a 000 global. Changed to 010 subsequent to discussion with CMS. 

CPT Descriptor: Destruction by neurolytic agent, with or without radiologic monitoring; superior hypogastric 
plexus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 75-year old male with known prostatic carcinoma and pelvic metastases is suffering 
from intractable pelvic pain with severe spasms and cramps. Oral medications have not helped him. The patient 
had been referred to an interventional pain specialist for a superior hypogastric plexus block to relieve his 
intractable pelvic pain. The patient had a superior hypogastric plexus block which demonstrated 95% pain relief 
for six hours. Thereafter his pain gradually returned to the original intensity. With the success of a local 
anesthetic block of the superior hypogastric plexus, the patient is being admitted for a neurolytic block for long
term pain control. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 
Respondents indicated that a typical patient would also be a female with chronic pelvic pain. 

Description of Pre-Service Work: 
• History, physical, laboratory review to evaluate for infection and coagulopathy 
• Review of old medical records 
• Informed consent 
• Intravenous access obtained 

Description of Intra-Service Work: The patient is transferred to the operating room or procedure room. EKG, 
pulse oximeter and non-invasive blood pressure monitors are applied. Intravenous sedation [separately reportable] 
is titrated to effect. His back is prepared with Betadine. Under imaging guidance (reported separately) a #22 
gauge 6 inch spinal needle is inserted to the ventral lateral surface of the spine at the L5-Sl interspace. Once 
needle position is confirmed using imaging guidance, radiographic contrast is injected on each side to document 
needle position in the pre-vertebral space just ventral to the psoas fascia. This further demonstrates that the flow is 
not intra-vascular. The neurolytic block is then performed with a solution of 60% alcohol solution in local 
anesthetic or a 7-10% Phenol solution. The patient is then transferred to the recovery room for observation for 
several hours. He will be monitored for early complications of the procedure as well as recovery from conscious 
sedation. 

The complications of the procedure include puncture of the iliac vessels and bleeding, intravascular injection of 
local anesthetics and neurolytic substances, with seizures, and cardiovascular collapse, nerve injury to the cauda 
equina or exiting spinal nerves, puncture of the ureters and other pelvic viscera. Infection is always a possibility, 
especially in immuno-suppressed cancer patients. 

Description of Post-Service Work: 
• Procedure note dictation 
• Post -procedure orders 
• Pre-discharge evaluation 
• Discharge planning 
• Subsequent visits to evaluate efficacy of procedure and identify late complications 



SURVEY DATA 

Presenter(s): James D. Grant, M.D., Eduardo M. Fraifeld, M.D. 

Specialty(s): American Society of Anesthesiologists, American Academy of Pain Medicine 

CPT Code: 64681 

Sample Size: 320 Resp n: 48 Resp%: 15% 

Sample Type: Panel 

Low 25th pctl Median 75th pctl Hl.Q.h 

Survey RVW: 2.42 3.15 3.55 4.10 

Pre-Service Evaluation Time: ,3, ,1_0 13 J~ 

3 
. -

~1~ Pre-Service Positioning Time: ,1Q 10 

s· 5 - -
Pre-Service Scrub, Dress, Wait Time: 9 [15, 

Intra-Service Time: 8 20 30 35 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 20 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 38 99231 X 2 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

6.00 

~Q 
30 ..,_, 

3o 
'-.-~ 

60 



KEY REFERENCE SERVICE: 

CPT Code 
64622 

64680 

CPT Descriptor 
Destruction by neurolytic agent, paravertebral 
facet joint nerve; lumbar or sacral, single level 
Destruction by neurolytic agent, celiac plexus, with 
or without radiologic monitoring 

Global 
010 

010 

WorkRVU 
3.00 

2.62 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: Code 64622 18 
Code 64680 23 

TIME ESTIMATES (Median) New/Revis. 
CPT Code 

646Xl 

Key Reference 
CPT Code 

64622 

Key Reference 
CPT Code 

64680 

._I M_ed_ian_Pr_e-_Se_rv_i_ce_T_im_e __________ __.l ._I __ 3_2 _ _.II 17 (Harvard) II 20 (Harvard) 

._I M_ed_Ian_In_tr_a-_Se_rv_i_ce_T_im_e __________ __.ll 30 II 29 (Harvard) II 46 (Harvard) 

Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

20 

38 

120 

New/Revis. 
CPT Code 

646Xl 

15 (Harvard) 

14 (Harvard) 

75 

Key Reference 
CPT Code 

64622 

16 (Harvard) 

14 (Harvard) 

96 

New/Revis. 
CPT Code 

646Xl 

Key Reference 
CPT Code 

64680 

The number of possible diagnosis and/or the number of ,___4_.00 _ __.11._ __ 3_.0_6 _ __,1 ~-.1 __ 3_._70 _ ___JIIL...-_3_.6_1 _ ___J 

management options that must be considered 

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

.____3_.8_3 __.I ._I _2_.8_9 _ _,1~-1 __ 3._91 _ __.IIL.___3. 7_8 _ _J 

._I u_rg:::...e_nc...:.y_o_f m_ed_ic_al_ct_ec_is_io_n_m_akin_· ..:::g _______ __.l ._I _3_.8_9 _ _.11.___2_.6_1 _ _.I ._I __ 3_.6_1 _ _,1 ._I __ 3_.6_5 _ __, 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hn_i_cal_s_k_ill_re_.qu_ir_ed ___________ _.l ._I _4_.2_8 _ _.1 ._I __ 3_.06 _ ___.11 ._ __ 4_.6_1 _ _,11.___4_.4_3 _ __. 

._IP....:hy'-s_ical_ef_fo_rt_req_.u_ir_ed ___________ _.l ._I _4_.1_7 _ _.1 ._1 __ 2_.9_4 _ __,1 ._I __ 3_.8_7 _ _,11 ._ __ 3_.8_7 _ _, 



Psycholog!cal Stress (Mean} 

The risk of significant complications, morbidity and/or mortality 4.28 II 3.06 II 4.55 II 4.50 

I Outcome depends on the skill and judgement of physician II 4.50 II 3.06 II 4.55 II 4.50 

Estimated risk of malpractice suit with poor outcome 4.50 II 3.00 II 4.18 II 4.23 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference CPT Code Reference 
646Xl Service 646Xl Service 

64622 64680 

Time Semnents (Mean} 

I Pre-Service intensity/complexity II 4.22 II 4.00 II 3.65 II 3.65 

I Intra-Service intensity/complexity II 4.28 II 4.11 II 4.61 II 4.48 

I Post-Service intensity/complexity II 3.61 II 3.22 II 3.74 II 3.65 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

After review of the survey results, we recommend a work RVU of 3.55 --equal to the median. This is in keeping 
with the fact that the respondents rated the new service as more intense and complex and as requiring more pre
and post-service time compared to the reference services. 

A review of the RVUs of other injections listed in the reference service list illustrates that the recommended work 
RVU correctly rank orders the new code. A neurolytic trigeminal nerve block (CPT 64600) has 3.45 work RVUs. 
These are much simpler than a neurolytic hypogastric plexus block. In addition, a continuous brachial plexus 

block (CPT 64416) - a nerve block with a 10 day global period - has 3.50 work RVUs. A trigeminal nerve 
destruction of foramen ovale (CPT 64610) is valued at 7.16 RVUw. 

IWPUT Calculation: 

This service can be performed in either the inpatient or outpatient setting. Our survey results reflect the use of 1/P 
E/M codes for follow up care provided during the global period. The anesthesiologist/pain medicine physician is 
called in to do the procedure and is unlikely to plan the discharge. 



'oay Prior 
I 

Immediate Pre 

Scrub, prep 

Pre-Service Total 

Immediate Post 

Post-service 
'Hospital Visits 
,99231 
,99232 

I 

99233 
Critical Care 
99291 
99292 
99296 
99297 

Post-Service Total 

Intraservice Time 
Intra service 
Work 

IWPUT 

Minutes Intensity 
"' - if . ' 

:·_;;~ >1 

.,.;t,;• -~13 0.0224 
.,J, . ~- . ~, r _1 

' > { -*ot- 4 

-. ~· '10 0.0224 
'<' ~, ' •' ·- '' -·9 0.0081 

0.0224 

Discounted 
#Visits RVU 

30 

1.23 

0.041 

RVU's 

0.29 

0.22 

0.07 

0.59 

0.45 

Total 
RVU 

Total 
Time 

Total Visi 
Face Tim Tim 

For comparison, please note this list of other codes (which have been valued by the RUC) that have similar intra
service times and can serve for cross-specialty evaluation. 

Code 38500 Biopsy or excision of lymph node(s); open , superficial IWPUT = 0.0781 
Code 45915 Removal of fecal impaction or foreign body (separate procedure) under anesthesia IWPUT = 0.054 
Code 58120 Dilation and curettage, diagnostic and/or therapeutic (nonobstetrical) IWPUT = 0.029 



SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: NO 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 64640, 64680, 64999 (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Anesthesiology __ Commonly _ X_Sometimes ___ Rarely 

Specialty AAPM __ Commonly _X_Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

About 3,000 patients per year will receive a neurolytic hypogastric plexus block. 

Specialty Anesthesiology Frequency 2,400 

Specialty AAPM Frequency 600 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Anesthesiology Frequency 1,680 

Specialty AAPM Frequency 420 

Do many physicians perform this service across the United States? _ X_Yes No 



CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

010 or 090 Day Global Periods 

In Office Direct Inputs 

Sample Size: Response Rate: (% ):. __ _ Global Period: 010 

Tracking Number: FF3 Reference Code 1 ----

Geographic Practice Setting %: Rural__ Suburban 

Type of Practice%: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Reference Code 2 

Urban 

__ Medical School Faculty Practice Plan 

----

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

We used a consensus committee to develop direct practice expense data. The seven members of the 
committee come from either a single specialty group or are part of a medical school faculty. There was a 
wide variety of geographic representation-- East Coast, West Coast, Midwest, South and Upper Midwest-
from both urban and suburban locales. 
A proposed data set was distributed and the committee members reviewed it. It was revised to reflect the 
opinions expressed. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The PEAC's pre-service standard for 000 and 010 globals is applicable. All the activities included in the 
standard package are performed (complete pre-service diagnostic and referral forms, coordinate pre
surgery services, provide pre-service education/obtain consent and appropriate follow up calls and 
prescriptions). 

Intra-Service Clinical Labor Activities: 
Clinical staff will greet the patient and provide gowning, review the patient's chart and record vital signs. 
Clinical staff prepares the room/equipment/supplies needed to perform the service and assists the 
physician during the procedure and cleans the room/equipment following the procedure. 

Post-Service Clinical Labor Activities: 
Clinical staff will contact the patient via telephone to check his/her condition. Clinical staff also provides 
services to support the follow up care provided in the ElM services rendered during the global period. 



CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

HCFA's Clinical Labor Pre- Service Post-Service Number Total Time Cost Estimate 

Staff Service Period Time After of Office of Office and Source (if 

Type Time (Day of Day of Visits Visits appropriate) 

Code* 
service) Service)** 

1130 RN,LPN,MTA 18 66 3 2 54 

.. 
*From HCFA's Labor, Medical Supply, and Eqwpment List. If not hsted, please provide full descnption, estimated cost, and cost 
source. 

HCF A's Medical Medical Supplies Quantity of Units Used for Cost Estimate and 

Supply Code* Supplies Purchase Source (if appropriate) 

PEAC 3 
Multispecialty 
Supply Package 
Basic Injection 1 
Package 

73616 Renographin-60 1 
idodinated contrast 

75113 Phenol, 1 OOOppm 1 
91407 Syringe 10 cc 2 
91411 Syringe 5 cc 2 
91426 Chiba Needle 1 

.. 
• From HCFA's Labor, Medical Supply, and Equipment List. If not hsted, please provide full descnpt10n, estimated cost, and cost 
source. 

HCFA's Medical Equipment Cost Estimate and 

Equipment Source (if 

Code* applicable) 

E11001 Exam Table 
E51001 X ray View Box 4 panel 
E51005 Radiographic/fluoroscopic 

room 

*From HCFA's Labor, Medical Supply, and Equipment List. If not listed, please provide full description, estimated cost, and cost 
source. 

2 



CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

TYPE OF SERVICE: Surgical Procedures 
010 and 090 Global Periods 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Pre-Service Period 
Start: Following visit when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 

Coordinate pre-surgery serv1ces 

Office visit before surgery/procedure 
Review test and exam results 

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions 

Other Activity (please spec1fy) 

End· When patient enters office for surgery/procedure 

Service Period 
Start. When patient enters office for surgery/procedure 
Pre-service services 

Rev1ew charts 

Greet patient and provide gowning 

Obtain v1tal signs 

Provide pre-service education/obtain consent 

Prepare room, equipment, supplies 

Prepare and position patienV monitor patienV set up IV 

Sedate/apply anesthesia 

Intra-service 

Assist physician in performmg procedure 

Minutes 

5 

3 

0 

7 

3 

2 

3 

3 

5 

2 

30 

Staff Type - Circle 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

3 



Post-service 

Monitor pt. following service/check tubes, monitors, drains 

Clean room/equipment 

Complete diagnostic forms, lab & X-ray requisitions 

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

Check dressings & wound/ home care instruct1ons/coord1nate 
office visits/prescriptions 

Other Activity (please specify) 

End: Patient leaves office 

Post-Service Period 
Start: Pat1ent leaves office 

Conduct phone calls/call 1n prescnpt1ons 

Office visits 
Greet patient, escort to room 
Prov1de gowning 
Interval h1story & v1tal signs & chart 
Assemble previous test reports/results 
Assist physician during exam 
Assist with dressings, wound care, suture removal 
Prepare Ox test, prescription forms 
Post serv1ce educat1on, 1nstruct1on, counseling 
Clean room/equ1p, check supplies 
Coordinate home or outpatient care 

List total number of office visits 

Total office visit time (A *B) 

Conduct phone calls between office v1s1ts 

Other Activity (please specify) 

End: With last office visit before end of global period 

15 

3 

3 

3 

A27 

B 2 

CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

54 
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Tab 23 -- CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

010 or 090 Day Global Periods 
Out-Of-Office Direct Inputs 

Sample Size: Response Rate: (% ): __ _ Global Period: 010 

Tracking Number: FF3 Reference Code 1 ___ _ 

Geographic Practice Setting %: Rural__ Suburban 

Type of Practice%: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Reference Code 2 

Urban 

__ Medical School Faculty Practice Plan 

----

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

We used a consensus committee to develop direct practice expense data. The seven members of the committee came from either 
. single specialty group or are part of a medical school faculty. There was a wide variety of geographic representation-- East 

Coast, West Coast, Midwest, South and Upper Midwest-- from both urban and suburban locales. 
A proposed data set was distributed and the committee members reviewed it. It was revised to reflect the opinions expressed. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The PEAC's pre-service standard for 000 and 010 globals is applicable. All the activities included in the standard package are 
performed (complete pre-service diagnostic and referral forms, coordinate pre-surgery services, schedule space and equipment 
in facility, provide pre-service education/obtain consent and appropriate follow up calls and prescriptions. 

Intra-Service Clinical Labor Activities: 
Provide services to support discharge day management. 

Post-Service Clinical Labor Activities: 
Clinical staff will contact the patient via telephone to check his/her condition. Clinical staff also provides service to support 
the follow up care provided in the ElM services rendered during the global period. 



Tab 23 -- CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

HCFA's Clinical Labor Pre-Service Service Coordination Post-Service Number Total Cost 

Staff Time Prior Period of Care* Time After of Office Time of Estimate and 

Type to (Admission Discharge** Visits Office Source (if 
Admission to Discharge) Visits applicable) 

Code*** 
1130 RNILPN/MTA 3 

*By staff in the physician's office during the service period. 
**Excluding Time of Office Visits 
*** F HCFA' L bo M d" IS dE . L" If r d I "d full d rom s a r, e tea uppty, an :qmpment I St. not tste , ptease provt e t d d escnptton, esttma e cos , an cos source. 

HCFA's Medical Supplies Quantity of Units Used for Cost Estimate 

Medical Supplies Purchase and Source (if 

Supply Code* applicable) 

* From HCFA's Labor, Medtcal Supply, and Eqmpment Ltst. If not hsted, please provtde full descnptton, esttmated cost, and cost source. 

HCFA's Medical Equipment Cost Estimate 

Equipment and Source (if 

Code* applicable) 

*From HCFA's Labor, Medtcal Supply, and Eqmpment Ltst. If not hsted, please provtde full description, estimated cost, and cost source. 
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Tab 23 -- CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

TYPE OF SERVICE: Surgical Procedures 
010 and 090 Global Periods 

SITE OF SERVICE: OUT-OF-OFFICE 

Clinical Services 

Pre-Service Period 
Start· Following v1s1t when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 

Coordinate pre-surgery serv1ces 

Schedule space and equipment in facility 

Office visit before surgery/procedure 
Review test and exam results 

Provide pre-service education/obtain consent 

Follow-up phone calls & prescnpt1ons 

Other Activity (please specify) 

End: When patient enters hosp1tal for surgery/procedure 

Service Period 
Start: Pat1ent admitted to hospital for surgery/procedure 
Pre-service services 

Rev1ew charts 

Greet pat1ent and prov1de gowning 

Obtain vital signs 

Provide pre-service education/obtain consent 

Prepare room, equipment, supplies 

Prepare and position patient/ momtor patient/ set up IV 

Sedate/apply anesthesia 

Intra-service 

Assist physician 1n performing surgery/procedure 

Minutes Staff Type - Circle 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 



rost-service 

Monitor pt. following service/check tubes, monitors, drains 

Clean room/equipment by physician staff 

Assist with ICU or hospital visits 

Total Number of ICU visits 

Total Number of hospital visits 

Complete d1agnost1c forms, lab & X-ray requisitions 

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

Discharge day management serv1ces, check dressings & 
wound/ home care instructions/coordinate office 
visits/prescriptions 

Coordination of care by staff in office 

Other Act1v1ty (please spec1fy) 

End: Patient dtscharge from hospital 

•ost-Service Period 
Start: Patient discharge from hospttal 

Conduct phone calls/call in prescriptions 

Office v1s1ts 
Greet patient, escort to room 
Provide gowning 
Interval history & vital signs & chart 
Assemble previous test reports/results 
Assist phys1c1an dunng exam 
Assist w1th dress~ngs, wound care, suture removal 
Prepare Dx test, prescription forms 
Post service education, instruction, counseling 
Clean room/equ1p, check supplies 
Coordinate home or outpatient care 

List total number of office visits 

Total office visit time (A *B) 

Conduct phone calls between office visits 

Other Activity (please spec1fy) 

End: With last office visit before end of global period 

3 

A 

B 

Tab 23 -- CPT Code: 64681 
Specialty Society('s) ASA, AAPM 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MT A, Other 

RN, LPN, MTA, Other 

RN, LPN, MT A, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA 

4 
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plexUS, Post8rt0r lpproach; 
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Including' d811y management' rOr, 
a.1esthetic agent admlnlsiratfoft: 
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CMSSTAFF 
TYPE,MED 

SUPPLY, OR 
EQUIP CODE 
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4 LOCATION In Office Out Office In Office Out Office In Office Out Office 
5 GLOBAL PERIOD 10 10 0 0 10 10 

6 TOTAL CLINICAL LABOR TIME 0.0 3.0 82.0 33.0 141.0 3.0 

7 TOTAL PRE-SERV CLINICAL LABOR TIME 0.0 0.0 18.0 30.0 18.0 0.0 

8 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 0.0 0.0 61.0 0.0 66.0 0.0 

9 TOTAL POST-SERV CLINICAL LABOR TIME 0.0 3.0 3.0 3.0 57.0 3.0 
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Not typically 

Start: Following visit when decision for surgery or performed In 
11 procedure made office 

12 Complete pre-serv1ce d1agnost1c & referral forms 
13 Coordmate pre-surgery serv1ces 
14 Schedule space and eqUipment 1n faetlrty 
15 Prov1de pre-serv1ce educat1on/obta1n consent 
16 Follow-up phone calls & prescnptlons 
17 Other Cbmcal Acllvrty (please specify) 

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

19 SERVICE(f!ERIODF+&fl AlRilk:!t:$;!11 
Start: When patient enters office/facility for 

20 surgery/procedure 
21 Pre-service services 
22 Rev1ew charts 
23 Greet patient and prov1de gown1ng 
24 Obta1n vrtal s1gns 
25 Prov1de pre-serv1ce education/obtain consent 
26 Prepare room. eqUipment. supplies 
27 Prepare and posrt1on patient/ monrtor patient/ set up IV 
28 Intra-service 
29 Ass1st phys1etan 1n performing procedure 
30 Post-service 

31 Monrtor pt follOWing service/check tubes, monrtors, dra1ns 
32 Clean room/equ1pment by physiCian staff 
33 Clean Scope 
34 Complete d1agnost1c forms, lab & X-ray reqU1srt1ons 
35 Rev1ew/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care Instructions 
36 /coord1nate office v1s~s /prescnpllons 

Discharge day management 99238-12 m1nutes 
37 99239 -15 m1nutes 
38 Other Chmcal Act1vrty (please specify) 
39 End: Patient leaves office 
40 ,ROS:te8ERVICE~e.erioct', 
41 Start: Patient leaves office/facility 
42 Conduct phone calls/call1n prescnpllons 

Office VISits Greet pallent,escort to room, prov1de gowmng, 
Interval h1story & vrtal s1gns and chart, assemble prev1ous 
test reports/resu~s.ass1st phys1etan dunng exam, ass1st wrth 
dressmgs, wound care, suture removal, prepare dx test, 
prescnpt1on forms, post serv1ce educat1on, mstrucllon. 
counseling, dean room/eqUip. check supplies, coordinate 

43 home or outpatient care 
44 LJst Number and Level of Office ViSits 
45 99211 16 m1nutes 
46 99212 27 m1nutes 
47 99213 36 m1nutes 
48 99214 53 m1nutes 
49 99215 63 m1nutes 
50 
51 
52 Total Office Vistt Time 
53 Other Act1vrty (please specify) 

54 End: with last office visit before end of global period 

AMA Specialty Society 
Recommendation 

1130 
1130 
1130 
1130 
1130 

1130 
1130 
1130 

1130 
1130 

1130 

1130 
1130 

1130 

1130 

1130 

16 
27 
36 
53 
63 

0 

5 5 5 
3 10 3 
0 5 0 
7 7 7 
3 3 3 

2 2 
3 3 
3 3 

5 5 
2 2 

25 30 

15 15 
3 3 

3 3 

3 3 3 3 3 

2 

0 0 0 54 
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AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

February 2003 

Amniotic Membrane Transplant 

The CPT Editorial Panel created four new CPT codes to describe amniotic membrane transplantation. These are relatively rare 
procedures which will be provided to Medicare patients less than 500 times per year. Ophthalmology conducted a survey and 
presented its recommendations, based on the survey data and review of a consensus panel. The RUC agreed that the recommendations 
presented by ophthalmology were appropriate, in comparison to reference services as described below. 

65780 Ocular surface reconstruction; amniotic membrane transplantation: The survey time for 65780 was 60 minutes pre-time, 60 
minutes intra-time, and 185 minutes total post-time. The pre-and post-time was greater than key reference service 65750 Keratoplasty 
(corneal transplant); penetrating (in aphakia) (work RVU = 15.00) with pre-time of 40 minutes and total post-time of 158 minutes. 
However, the intra-service time for 65780 was 60 minutes, versus 90 minutes for 65750. The RUC agreed with the specialty that the 25th 
percentile ofthe surveyed work value of 10.25 was a more appropriate representation of the work, as the intra-service period is 1/3 less 
time and the respondents viewed intensities of these two services as comparable. The RUC recommends a work relative value of 
10.25 for CPT code 65780. 

65781 Ocular surface reconstruction; limbal stem cell allograft (eg, cadaveric or living donor): The survey time for 65781 was 60 
minutes pre-time, 90 minutes intra-time, and 193 minutes post-time, compared to the time for 65750 (40 minutes pre-, 90 minutes 
intra-, and 158 minutes post). The RUC agreed that the intensity of 65781 is greater than 65750 and noted the greater pre-, and post
time for the new service. The RUC also compared this service across specialties to CPT code 44120 Enterectomy, resection of small 
intestine; single resection and anastomosis (work RVU = 17.00), with intra-service time of90 minutes and comparable pre- and post
time. The RUC agreed with the specialty societies recommendation of 17.67, which is slightly less than the survey median. The 
RUC recommends a work relative value of 17.67 for CPT code 65781. 

65782 Ocular surface reconstruction; limbal conjunctival autograft (includes obtaining graft): The survey time for 65782 is nearly 
identical to the time for 65760 (60 minutes pre-time, 83 minutes intra-time, and 178 post-time), and the specialty presented that the 
intensity of this new service is higher than the reference service. The RUC also reviewed services performed by other specialties, such as 
43610 Excision, local; ulcer or benign tumor of stomach (work RVU = 14.60) and 35266 Repair blood vessel with graft other than vein; 

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



upper extremity (work RVU = 14.91) with comparable intra-service times and agreed that the service was appropriately valued across 
specialties. The RUC agreed that the survey median, as presented by the specialty society was appropriate. The RUC recommends a 
work relative value of 15.00 for CPT code 65782. 

68371 Harvesting conjunctival allograft, living donor: The RUC compared the survey data and time for this new service (pre-time of 
30 minutes, intra-time of 20 minutes, and post-time of 95 minutes) to two reference codes 65 870 Severing adhesions of anterior 
segment of eye, incisional technique (with or without injection of air or liquid) (separate procedure); anterior synechiaw, except 
goniosynechiae (work RVU = 6.27, pre-time= 20 minutes, intra-time= 33 minutes; and post-time= 106 minutes) and 65855 
Trabeculoplasty by laser surgery, one or more sessions (defined treatment series) (work rvu = 3.85, pre-time= 15, intra-time= 15, 
and post-time= 55). The RUC agreed that the 25% of the survey was appropriate at 4.90 work values. The RUC recommends a 
work relative value of 4.90 for CPT code 68371. 

Practice Expense: 

The RUC accepted the specialty society's recommended direct practice expense inputs, which were based on the PEAC standards for 
pre-time and post-procedure visits. These procedures are all performed in a facility setting. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
her 

•65780 01 Ocular surface reconstruction; amniotic membrane transplantation 090 10.25 

•65781 02 limbal stem cell allograft (eg, cadaveric or living donor) 090 17.67 

•65782 03 limbal conjunctival autograft (includes obtaining graft) 090 15.00 

(For harvesting conjunctival allograft, living donor, see 68371) 

•68371 04 Harvesting conjunctival allograft, living donor 010 4.90 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 65780_ Tracking Number: 01 Global Period: __2!L_ Recommended RVW: 10.25 

CPT Descriptor: 
Ocular surface reconstruction; amniotic membrane transplantation 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 48 year old woman with neurotrophic keratopathy has a 
persistent corneal epithelial defect which has failed to heal after treatment 
with lubricants and a bandage contact lens. There is significant corneal 
thinning with a high risk of perforation. 

Description of Pre-Service Work: 
Preoperative work begins after the decision for surgery has been made, from the day before surgery until the procedure 
begins. The preoperative workup, including history, physical examination and laboratory studies, are reviewed. 
Informed consent is obtained if not previously done. Surgical attire is donned. Necessary surgical instruments and 
supplies are reviewed with the operating room staff. The patient is positioned on the operating room table and the 
operative eye marked. Local (peribulbar or retrobulbar) anesthesia is administered. A surgical scrub is performed and 
sterile gloves and gown are donned. Prepping and draping of the surgical site is supervised. 

Description of Intra-Service Work: 
A plastic adhesive drape is applied to the operative eye and incised. A lid speculum is inserted so that the lid margins and 
lashes are isolated from the operative field. The operating microscope is swung into position and adjusted. Micro-tip 
cellulose sponges and .12 forceps are used to debride necrotic corneal epithelium. Preserved human amniotic membrane is 
first removed from the storage medium and peeled from the nitrocellulose filter paper on which it is supplied. A piece of 
membrane is trimmed with scissors to fit the area of corneal thinning. The smooth basement membrane surface is 
distinguished from the sticky stromal surface by touching it with a micro-tip sponge. The membrane is placed with the 
basement membrane surface up, and is anchored into place with multiple interrupted 10-0 nylon sutures. The suture ends 
are trimmed and rotated flush with or below the surface of the corneal epithelium. Additional pieces of amniotic 
membrane (2-4) are trimmed to fit the area of thinning, placed basement membrane surface up, and anchored into place 
with interrupted 10-0 nylon sutures until the area of thinning is flush with surrounding normal-thickness cornea. All of the 
knots are buried. The lid speculum and drapes are removed. A bandage contact lens is placed with topical antibiotic
steroid ointment. 

Description of Post-Service Work: 
Postoperative work begins after the patient leaves the operating room, and includes monitoring of patient stabilization; 
communication with family members and other health care professionals; and generation of written and oral reports of the 
surgery and postoperative orders in the post-anesthesia care unit. Discharge plans are written and discharge records 
completed, including instructions for continuing care, postoperative pain medication, topical antibiotics, and steroids. 
Prescriptions are written for postoperative medications. 

Additionally, all post -discharge visits for this procedure for 90 days after the day of the operation are considered part of 
the postoperative work for this procedure. Office visits for evaluation and monitoring for development of infectious 
keratitis or further thinning are performed daily for 5 days, then twice monthly for the next 60 days, with one additional 
visit during the global period. Sutures are removed and monitoring is continued until the ocular surface stabilizes. Topical 
medications are tapered as needed and instructions for use of topical lubricants are given. The patient is evaluated for 
return to normal active function at each postoperative visit. Phone calls to the patient, family, referring physician, and 
other health care professionals during this time period are included in the postoperative work. 

SURVEY DATA: 
American Academy of Ophthalmology 
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Presenter(s)_ Stephen Kamenetzky, M.D, Trex Topping, M.D., David Glasser, M. D. 

Specialty(s) AAO, ASCRS 

Sample Size: 200 Response Rate: (%): 17 -- Median RVW: ____u 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: 
The American Academy of Ophthalmology sent out the surveys to 200 members randomly selected. The 
surveyed were geographically diverse. The type of practice was varied. 

25th Percentile RVW: 10.25 75th Percentile RVW: _,1=5 __ Low: 3.68 High:~ 

Median Pre-Service Time: _6=0::..__ __ Median Intra-Service Time: 60 

25th Percentile Intra-Svc Time:~ 75th Percentile Intra-Svc Time: _6=0"---- Low: .N_ High: 120 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

17 

N/A 

N/A 

18 

Level of Service by CPT Code 
(List CPT Code & # of Visits) 

99238 

__,_,15=0 ___ 99212 (10) 

American Academy of Ophthalmology 
65780 



CPT Code: 65780 

KEY REFERENCE SERVICE: 

CPT Code 
65750 

CPT Descriptor RVW 
Keratoplasty (corneal transplant); penetrating (in aphakia) 15 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including 
existing time data (RUC if available, Harvard if no RUC time available) for the reference code listed 
below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

II Median Pre-Ttme 1160 1140 

il Median Intra-Time ll6o I 90 

Median Immediate Post-service Time 17 20 
Median of Aggregate Critical Care Times NIA NIA 

Median of Aggregate Other Hospital Visit Times NIA NIA 

Median Discharge Day Management Time 18 N/A 

Median of Aggregate Office Visit Times 150 138 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement {Mean} 

11 The number of possible diagnosis and/or the number of I 114.06 1113.6 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 113.75 14 
tests, and/or other information that must be reviewed and 
analyzed 

Urgency of medical decision making 1114.38 113.8 

Technical Skill/Physical Effort {Mean} 

Technical skill required 1114.0 1 4.2 

Physical effort required 1113.69 1 4.3 
Psychological Stress {Mean} 

The risk of sigmficant complications, morbidity and/or 113.94 1 4.1 
mortahty 

American Academy of Ophthalmology 
65780 
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II Outcome depends on the skill and judgement of physicmn 114 19 I 4.6 I 

II Estimated risk of malpractice sutt with poor outcome 113 25 1 3 6 l 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

II Pre-Service intensity /complexity 1114 114 

II Intra-Service intensity/complexity 1114 114 

II Post-Service mtensity/complextty 1114 !l3.5 

ADDITIONAL RATIONALE 

The committee reviewed the data for this code, and decided that the median survey value was too high. 
Compared with the reference code (65750), the pre-service and post-service times were higher than the 
reference. However the intraservice time was significantly lower. For that reason, the committee chose to use 
the 25th percentile for its recommendation. 

FREQUENCY INFORMATION 

How was this service previously reported? _A poll of specialists found that they most commonly use 66999. 
Other possible codes are 65711, 68360, 68362, and 68399. 

(if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty ___ AAO _______ _ __ Commonly Sometimes _ X __ Rarely 

Specialty __________ _ __ Commonly Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _AAO ________ _ Frequency_< 1000 ____ _ 

Specialty __________ _ Frequency _____ _ 

American Academy of Ophthalmology 
65780 



For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty _AAO ________ _ Frequency_< 500 ____ _ 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes 

American Academy of Ophthalmology 
65780 

No 



Post-op visits for 65780: Ocular surface reconstruction; amniotic membrane 
transplantation 

1 0 level-2 visits 

Day 1: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, post-anesthesia reactions, use of oral medication recorded by 
technician. Tape and bandage removed. Periocular area cleansed with sterile 
eye pad and irrigating solution. Drop of topical anesthetic administered. Visual 
acuity obtained with spectacles. Pinhole-assisted visual acuity obtained. Patient 
taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the graft and defect recorded. Intraocular pressure is measured with 
pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
Antibiotic ophthalmic ointment is applied topically. Steroid ointment is applied 
topically. The eye is patched with 1-2 eye pads and paper or plastic tape. Slit 
lamp chin-rest papers are replaced. 

Patient signs out and follow-up appointments are made for days 2-5. 

Day 2: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral medication recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 



epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the graft and defect recorded. Antibiotic ophthalmic ointment is applied topically. 
Steroid ointment is applied topically. The eye is patched with 1-2 eye pads and 
paper or plastic tape. Slit lamp chin-rest papers are replaced. 

Day 3: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral medication recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the graft and defect recorded. Antibiotic ophthalmic ointment is applied topically. 
Steroid ointment is applied topically. The eye is patched with 1-2 eye pads and 
paper or plastic tape. Slit lamp chin-rest papers are replaced. 

Day 4: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral medication recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the graft and defect recorded. Intraocular pressure is measured with 
pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
Antibiotic ophthalmic ointment is applied topically. Steroid ointment is applied 



topically. The eye is patched with 1-2 eye pads and paper or plastic tape. Slit 
lamp chin-rest papers are replaced. 

Days 5-10 (1 visit, typically on day 5): Patient signed in at front desk. 
Technician greets patient and brings back to screening lane. History regarding 
qualitative visual symptoms, postoperative pain, discharge or bleeding, use of 
oral medication recorded by technician. Tape and bandage removed. Periocular 
area cleansed with sterile eye pad and irrigating solution. Drop of topical 
anesthetic administered. Visual acuity obtained with spectacles. Pinhole
assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft integrity and suture placement, 
evidence of stromal thinning, infiltrates, perforation. Fluorescein strip is 
moistened with irrigating solution and instilled in conjunctival cul-de-sac. Ocular 
surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. The size of the epithelial defect, if present, is measured with the 
slit lamp millimeter rule and a drawing of the graft and any remaining defect 
recorded. Loose sutures are removed with jeweler's or McPherson forceps and 
disposable super sharp blade, and any devitalized amniotic membrane material 
at the edges of the graft are trimmed with a Vannas scissors at the slit-lamp 
microscope. Antibiotic ophthalmic ointment is applied topically. Steroid ointment 
is applied topically. Typically, the epithelium is healed, so no patching is 
necessary. If an epithelial defect remains, the eye is patched with 1-2 eye pads 
and paper or plastic tape. Prescriptions are written for topical antibiotic and 
steroid drops, and the patient is instructed in frequency of application. Slit lamp 
chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 11-30 (2 visits, typically identical): Patient signed in at front desk. 
Technician greets patient and brings back to screening lane. History regarding 
qualitative visual symptoms, postoperative pain, discharge or bleeding, use of 
topical medication recorded by technician. Visual acuity obtained with 
spectacles. Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 
gives patient tissue. Ocular surface and anterior segment is examined with slit
lamp biomicroscope for graft integrity and suture placement, evidence of stromal 
thinning, infiltrates, perforation. Fluorescein strip is moistened with irrigating 



solution and instilled in conjunctival cul-de-sac. Ocular surface is re-examined 
with slit-lamp biomicroscope after instillation of fluorescein. Mucus adherent to 
suture ends is removed with cellulose microsponges. If epithelium is breaking 
down (uncommon), lower and upper lid punctum plugs are placed. If loss of the 
graft with keratolysis and threatened perforation is present (rare), cyanoacrylate 
glue and a therapeutic contact lens are placed. Intraocular pressure is measured 
with pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
Loose sutures are removed with jeweler's or McPherson forceps and disposable 
super sharp blade. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. Instructions on adjusting the doses of topical 
steroids and antibiotics are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 31-60 (2 visits): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain or discharge, and use of topical medications is 
recorded by technician. Visual acuity obtained with spectacles. Pinhole-assisted 
visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 
drop of cycloplegic, and drop of mydriatic, gives patient tissue. Ocular surface 
and anterior segment is examined with slit-lamp biomicroscope for graft integrity 
and suture placement, evidence of stromal thinning, infiltrates, perforation. 
Fluorescein strip is moistened with irrigating solution and instilled in conjunctival 
cul-de-sac. Ocular surface is re-examined with slit-lamp biomicroscope after 
instillation of fluorescein. Mucus adherent to suture ends is removed with 
cellulose microsponges. Intraocular pressure is measured with 
pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
During the first of the 2 visits during this period, any remaining sutures are 
removed with jeweler's or McPherson forceps and disposable super sharp blade. 
Once the eye has dilated, a fundus examination is performed. If sutures were 
removed, antibiotic ophthalmic ointment is applied topically. Instructions on 
adjusting the doses of topical antibiotics and steroids are reviewed. Slit lamp 
chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 61-90 (1 visit): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain or discharge, and use of topical medications are 
recorded by technician. Visual acuity obtained with spectacles. Pinhole-assisted 
visual acuity obtained. Patient taken to exam lane. 



Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 
gives patient tissue. Ocular surface and anterior segment is examined with slit
lamp biomicroscope for graft integrity and suture placement, evidence of stromal 
thinning, infiltrates, perforation. Fluorescein strip is moistened with irrigating 
solution and instilled in conjunctival cul-de-sac. Ocular surface is re-examined 
with slit-lamp biomicroscope after instillation of fluorescein. Mucus adherent to 
suture ends is removed with cellulose microsponges. Intraocular pressure is 
measured with pneumotonometer or Tonopen. Tip of instrument cleaned with 
alcohol pad. Instructions on adjusting the doses of topical antibiotics and 
steroids are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 



CPT Code: 65781 

CPT Descriptor: 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: 02_ Global Period: _.2Q_ Recommended RVW: 17.67 

Ocular surface reconstruction; limbal stem cell allograft (eg, cadaveric or living donor) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 47 year old male with severe corneal scarring secondary to 
Stevens-Johnson syndrome and insufficient viable conjunctival epithelium 
remaining to allow healing. 

Description of Pre-Service Work: 
Preoperative work begins after the decision for surgery has been made, from the day before surgery until the procedure 
begins. The preoperative workup, including history, physical examination and laboratory studies, are reviewed. Informed 
consent is obtained if not previously done. Surgical attire is donned. Necessary surgical instruments and supplies are 
reviewed with the operating room staff. The patient is positioned on the operating room table and the operative eye 
marked. Local (peribulbar or retrobulbar) anesthesia is administered. A surgical scrub is performed and sterile gloves and 
gown are donned. Prepping and draping of the surgical site is supervised. 

Description of Intra-Service Work: 
A plastic adhesive drape is applied to the operative eye and incised. A lid speculum is inserted so that the lid margins and 
lashes are isolated from the operative field. A lateral canthotomy is performed, if necessary, to enable expansion of the lid 
speculum and attain adequate exposure. The operating microscope is swung into position and adjusted. 

The cadaveric keratolimbal allografts are then prepared from the donor corneoscleral rim. The central donor cornea is 
excised with a 7.5 mm trephine, avoiding trauma to the limbal stem cells. The remaining corneoscleral rim is sectioned 
into equal halves. Scissors are used to dissect excess peripheral tissue, leaving approximately 1 mm of sclera peripheral to 
the limbus. The posterior one-half to two-thirds of each hemisection is removed under the operating microscope by 
lamellar dissection using a sharp rounded steel crescent blade, while an assistant stabilizes the tissue with forceps. The 
remaining grafts are placed epithelial side up in storage media solution while awaiting placement later in the procedure. 

A 360-degree limbal conjunctival peritomy is performed on the recipient. In areas of symblepharon, conjunctival tissue is 
first recessed at the limbus and then undermined to allow the tissue to fall back. The symblepharon are used to reconstruct 
the fornix and provide epithelium for the palpebral surface. Adherent areas of conjunctiva are excised, along with a limbal 
skirt of subconjunctival scar tissue and Tenon's capsule. The conjunctiva is resected to expose bare sclera for 4-5 mm 
posterior to the limbus for 360 degrees. Wet-field cautery, topical adrenergics, and thrombin are used to arrest bleeding 
from the highly vascularized field if waiting for normal clotting mechanisms does not result in adequate hemostasis. 
Significant bleeding may necessitate dissection of the conjunctiva one quadrant at a time. 

Abnormal fibrovascular pannus and corneal epithelium are then removed from the underlying corneal stroma, using blunt 
dissection with cellulose surgical microsponges, followed by semi-sharp lamellar dissection with a rounded steel blade or 
Westcott scissors to create a smooth surface. Care is taken to maintain an anterior lamellar dissection, leaving deeper 
stromal layers intact. Topical adrenergics and thrombin are used to control bleeding. 

The two living-donor conjunctivallimbal allografts, previously harvested in a separate procedure, are sutured into place at 
6 and 12 o'clock with the limbal edge at the recipient limbus, using interrupted 10-0 nylon or polyglactin sutures. The two 
previously prepared crescents of cadaveric keratolimbal tissue are sutured into place, centered at 3 and 9 o'clock, with 
interrupted 10-0 nylon or polyglactin sutures so that the corneal edges of the donor material just overly the recipient 
limbus. The recipient limbus should be covered with donor limbal tissue for 360 degrees. Viscoelastics and balanced salt 
solution are used to prevent dessication of the donor tissue during suturing. The free edges of the recessed recipient 
conjunctiva are sutured to the posterior edges of the donor tissue. The lid speculum and drapes are removed. The eye is 
patched with antibiotic and corticosteroid ointment, and covered with a shield. 
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Description of Post-Service Work: 
Postoperative work begins after the patient leaves the operating room, and includes monitoring of patient stabilization; 
communication with family members and other health care professionals; and generation of written and oral reports of the 
surgery and postoperative orders in the post-anesthesia care unit. Discharge plans are written and discharge records 
completed, including instructions for continuing care, postoperative pam medication, topical antibiotics, and steroids. 
Prescriptions are written for postoperative medications. 

Additionally, all post-discharge visits for this procedure for 90 days after the day of the operation are considered part of 
the postoperative work for this procedure. Office visits for evaluation and monitoring for development of infectious 
keratitis and physical integrity of the grafts are performed daily for 5 days, then twice a month for 60 days with one 
additional visit during the 90 day post operative period. A bandage contact lens may be fit to protect the grafts from the 
lid. Sutures are removed and monitoring for rejection and stabilization of the ocular surface continues during the 
postoperative period. Topical antibiotics are discontinued when re-epithelialization is complete. Topical corticosteroids are 
prescribed 4 times a day and tapered gradually to once a day as appropriate, with monitoring for epithelial healing and 
intraocular pressure. The pharmacy is instructed in the preparation of topical cyclosporin A, which is administered 4 times 
a day, and the corneal epithelium is monitored for toxicity of the vehicle. The patient is instructed in the use of topical 
lubricants. 

Postoperative care is intense due to the requirement for systemic as well as local immune suppression. Oral corticosteroids 
are given in a dosage of 1 mg/kg/day initially, with a taper over 6 months, and the patient is monitored for adverse 
consequences of systemic corticosteroid therapy (glucose, lipids, blood pressure, intraocular pressure, weight, gastritis, 
and bone density). Oral cyclosporin A therapy is initiated at 3 mg/kg/day, with monitoring of blood levels and adjustment 
of dosage to maintain serum levels at 100-150 ng/dl for 12-18 months. Regular monitoring of serum creatinine, lipids and 
minerals; blood pressure; urinalysis; liver function tests; and blood counts are performed. Tacrolimus (FK-506) may be 
used instead of cyclosporin A, with appropriate monitoring for nephrotoxicity, hypertension, neurotoxicity, 
hyperglycemia, and hyperlipidemia. Mycophenolate is administered orally or intravenously in a dose of 1 gm/day for 12-
18 months, with monitoring of blood counts and chemistries. Azathioprine 100 mg/day may be substituted for 
mycophenolate, with monitoring of blood counts and liver function tests. 

The patient is evaluated for return to normal active function at each postoperative visit. Phone calls to the patient, family, 
referring physician, and other health care professionals during this time period are included in the postoperative work. 

SURVEY DATA: 

Presenter(s)_ Stephen Kamenetzky, M.D, Trex Topping, M.D., David Glasser, M.D. 

Specialty(s): AAO, ASCRS 

Sample Size: 200 Response Rate:(%): 17 -- MedianRVW: ~ 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: 
The American Academy of Ophthalmology sent out the surveys to 200 members randomly selected. The surveyed 
were geographically diverse. The type of practice was varied. 

25th Percentile RVW: 13.5 75th Percentile RVW: 18.78 Low 2_ High: 50 

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

25th Percentile Intra-Svc Time: _jill__ 75th Percentile Intra-Svc Time: 120 Low: 45_ High: 200 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Total Time 

25 __ _ 

N/A 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 
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Other Hospital Visits: N/A 

Discharge Day Mgmt.: 18 1/2 99238 

Office Visits: 150 99212 (10) 

cpr Cgde· 657X1 

KEY REFERENCE SERVICE: 

CPT Code 
65750 

CPT Descriptor RVW 
Keratoplasty (corneal transplant); penetrating (in aphakia) 15 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SEJRVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CYf Code: CPT Code: 

I Median Pre-Time 11 60 1140 

I Median Intra-Time 11 90 1190 

Median Immediate Post-service Time 25 120 
Median of Aggregate Critical Care Times N/A IN/A 

Median of Aggregate Other Hospital Visit Times N/A IN/A 

Median Discharge Day Management Time 18 IN/A 

Median of Aggregate Office Visit Times 150 1138 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.47 I ._13_.9 ___ __. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 14.40 113.7 
tests, and/or other information that must be reviewed and L------' 

analyzed 

I L... u_r=ge_n....;cy;_o_f_m_ed_I_.cal_dec_is_io_n_m_akin_ . ....;g:;__ _______ ___,ll._4_.5_3 __ __.ll L... 3_.6 ___ __. 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_·c_al_sk_il_l _re....:..qu_ir_ed ___________ ____.ll._4_.6_7 __ __.l ._14_.5 ___ _.. 

._I P_h.:....ys_ic_al_e_ffi_ort_re....:..qu_ir_ed ___________ ____.l ._14_.4_7 __ __.1 ._14_.2 ___ _.. 
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Psychological Stress (Mean) 

The nsk of significant complications, morbidity and/or mortality 14.67 11._4_.4 ___ ___. 

I Outcome depends on the skill and judgement of physician 114.67 I ._14_. 3 ___ ___. 

Estimated risk of malpractice suit with poor outcome 13.73 I ._14 ____ _! 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time SeJmients (Mean} 

I Pre-Service intensity/complexity 114.47 113.89 

I Intra-Service intensity/complexity 114.53 113.78 

I Post-Service intensity/complexity 114.40 113.67 

ADDffiONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

The committee chose the mean for the recommended value for this code. All of the intensity and complexity 
measures are significantly higher than the reference code (65750). The pre-service time, the immediate post 
service time and total post service times are significantly greater than the reference as well. The intra service 
time is only slightly less. The committee felt therefore that the mean accurately reflected the physician work 
value for the proposed code. 

In addition the committee reviewed some of the other codes that had recently been considered by the RUC. 
Code 44120, which was reviewed at the August 2000 meeting, has the same intra-service and pre-service times 
and virtually the same post service time. The total times were similar as well and the RVU for 44120 was 
17.00. 

FREQUENCY INFORMATION 

How was this service previously reported? _A poll of specialists found that they most commonly use 66999. 
Other possible codes are 65711, 68360, 68362, and 68399. 

(if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ AAO _______ _ __ Commonly __ Sometimes _ X __ Rarely 

Specialty __________ _ Commonly __ Sometimes ___ Rarely 
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For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ___ AAO _______ _ Frequency_< 1000 ____ _ 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _AAO ________ _ Frequency_< 500 ____ _ 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes 

American Academy of Ophthalmology 
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Post-op visits for 65781: Ocular surface reconstruction; limbal stem cell allograft 
(eg cadaveric or living donor) 

1 0 level-2 visits 

Day 1: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, post-anesthesia reactions, use of oral analgesics and immune 
suppressive medication recorded by technician. Tape and bandage removed. 
Periocular area cleansed with sterile eye pad and irrigating solution. Drop of 
topical anesthetic administered. Visual acuity obtained with spectacles. Pinhole
assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Recommendations from consultant managing 
systemic immune suppression reviewed. Physician administers additional drop 
of topical anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Intraocular pressure is measured with pneumotonometer or 
Tonopen. Tip of instrument cleaned with alcohol pad. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. The eye is 
patched with 1-2 eye pads and paper or plastic tape. Patient counseled on use of· 
oral immune suppressive medications. Slit lamp chin-rest papers are replaced. 

Patient signs out and follow-up appointments are made for days 2-5. 

Day 2: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics and immune suppressive medication recorded 
by technician. Tape and bandage removed. Periocular area cleansed with 
sterile eye pad and irrigating solution. Drop of topical anesthetic administered. 
Visual acuity obtained with spectacles. Pinhole-assisted visual acuity obtained. 
Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and al")terior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 



irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. The eye is patched with 1-2 eye pads and paper or 
plastic tape. Use of oral medications reviewed. Slit lamp chin-rest papers are 
replaced. 

Day 3: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics and immune suppressive medication recorded 
by technician. Tape and bandage removed. Periocular area cleansed with 
sterile eye pad and irrigating solution. Drop of topical anesthetic administered. 
Visual acuity obtained with spectacles. Pinhole-assisted visual acuity obtained. 
Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. The eye is patched with 1-2 eye pads and paper or 
plastic tape. Use of oral medications reviewed. Slit lamp chin-rest papers are 
replaced. 

Day 4: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral medication recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re-



examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Intraocular pressure is measured with pneumotonometer or 
Tonopen. Tip of instrument cleaned with alcohol pad. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. The eye is 
patched with 1-2 eye pads and paper or plastic tape. Use of oral medications 
reviewed. Slit lamp chin-rest papers are replaced. 

Days 5-10 (1 visit, typically on day 5): Patient signed in at front desk. 
Technician greets patient and brings back to screening lane. History regarding 
qualitative visual symptoms, postoperative pain, discharge or bleeding, use of 
oral medication recorded by technician. Tape and bandage removed. Periocular 
area cleansed with sterile eye pad and irrigating solution. Drop of topical 
anesthetic administered. Visual acuity obtained with spectacles. Pinhole
assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft integrity and suture placement, 
evidence of stromal thinning, infiltrates, perforation. Fluorescein strip is 
moistened with irrigating solution and instilled in conjunctival cul-de-sac. Ocular 
surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. The size of the epithelial defect, if present, is measured with the 
slit lamp millimeter rule and a drawing of the defect recorded. Loose sutures are 
removed with jeweler's or McPherson forceps and disposable super sharp blade, 
and any devitalized tissue at the edges of the graft are trimmed with a Vannas 
scissors at the slit-lamp microscope. Antibiotic ophthalmic ointment is applied 
topically. Steroid ointment is applied topically. Typically, the epithelium is healed, 
so no patching is necessary. If an epithelial defect remains, the eye is patched 
with 1-2 eye pads and paper or plastic tape. Prescriptions are written for topical 
antibiotic and steroid drops, and the patient is instructed in frequency of 
application. Use of oral medications reviewed. Slit lamp chin-rest papers are 
replaced. 

Patient signs out and makes appointment for return visit. 

Days 11-30 (2 visits, typically identical): Patient signed in at front desk. 
Technician greets patient and brings back to screening lane. History regarding 
qualitative visual symptoms, postoperative pain, discharge or bleeding, use of 
topical and oral medication recorded by technician. Visual acuity obtained with 
spectacles. Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 



Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Recommendations from consultant managing 
systemic immune suppression reviewed. Physician administers drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft integrity and suture placement, 
evidence of stromal thinning, infiltrates, perforation, graft rejection. Fluorescein 
strip is moistened with irrigating solution and instilled in conjunctival cul-de-sac. 
Ocular surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. If epithelium is breaking down (uncommon), lower and upper lid 
punctum plugs are placed. If keratolysis with threatened perforation is present 
(rare), cyanoacrylate glue and a therapeutic contact lens are placed. Intraocular 
pressure is measured with pneumotonometer or Tonopen. Tip of instrument 
cleaned with alcohol pad. Loose sutures are removed with jeweler's or 
McPherson forceps and disposable super sharp blade. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. Instructions on 
adjusting the doses of topical steroids and antibiotics and use of oral immune 
suppressives are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 31-60 (2 visits): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain or discharge, and use of topical and oral 
medications is recorded by technician. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Recommendations from consultant managing 
systemic immune suppression reviewed. Physician administers drop of topical 
anesthetic, drop of cycloplegic, and drop of mydriatic, gives patient tissue. 
Ocular surface and anterior segment is examined with slit-lamp biomicroscope 
for graft integrity and suture placement, evidence of stromal thinning, infiltrates, 
perforation, graft rejection. Fluorescein strip is moistened with irrigating solution 
and instilled in conjunctival cul-de-sac. Ocular surface is re-examined with slit
lamp biomicroscope after instillation of fluorescein. Mucus adherent to suture 
ends is removed with cellulose microsponges. Intraocular pressure is measured 
with pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
During the first of the 2 visits during this period, any remaining sutures are 
removed with jeweler's or McPherson forceps and disposable super sharp blade. 
Once the eye has dilated, a fundus examination is performed. If sutures were 
removed, antibiotic ophthalmic ointment is applied topically. Instructions on 
adjusting the doses of topical antibiotics and steroids and use of oral immune 
suppressives are reviewed. Slit lamp chin-rest papers are replaced. 

( 

l 



Patient signs out and makes appointment for return visit. 

Days 61-90 (1 visit): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain or discharge, and use of topical and oral 
medications are recorded by technician. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Recommendations from consultant managing 
systemic immune suppression reviewed. Physician administers drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft integrity and suture placement, 
evidence of stromal thinning, infiltrates, perforation, graft rejection. Fluorescein 
strip is moistened with irrigating solution and instilled in conjunctival cul-de-sac. 
Ocular surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Intraocular pressure is measured with pneumotonometer or 
Tonopen. Tip of instrument cleaned with alcohol pad. Instructions on adjusting 
the doses of topical antibiotics and steroids and use of oral immune suppressives 
are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 65782_ Tracking Number: 03 Global Period: _2Q__ Recommended RVW: _u 

CPT Descriptor: 
Ocular surface reconstruction; limbal conjunctival autograft, ( includes obtaining graft) (For harvesting 
conjunctival allograft, living donor, see 68371) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 27 year old with history of alkalai burn of the eye with 
corneal and conjunctival scarring. The corneal is thinned and the surface has 
not reeithelialized with appropriate medical therapy. 

Description of Pre-Service Work: 
Preoperative work begins after the decision for surgery has been made, from the day before surgery until the procedure 
begins. The preoperative workup, including history, physical examination and laboratory studies, are reviewed Informed 
consent is obtained if not previously done. Surgical attire is donned. Necessary surgical instruments and supplies are 
reviewed with the operating room staff. The patient is positioned on the operating room table and the operative eye 
marked. Local (peribulbar or retrobulbar) or general anesthesia is administered. A surgical scrub is performed and sterile 
gloves and gown are donned. Prepping and draping of the surgical site is supervised. 

Description of Intra-Service Work: 
Plastic adhesive drapes are applied to both eyes, and the one over the recipient eye is incised. A lid speculum is inserted 
so that the lid margins and lashes are isolated from the operative field. A lateral canthotomy is performed, if necessary, to 
enable expansion of the lid speculum and attain adequate exposure. The operating microscope is swung into position and 
adjusted. 

A 360-degree limbal conjunctival peritomy is performed on the recipient eye. In areas of symblepharon, conjunctival 
tissue is first recessed at the limbus and then undermined to allow the tissue to fall back. The symblepharon are used to 
reconstruct the fornix and provide epithelium for the palpebral surface. Adherent areas of conjunctiva are excised with 
Westcott scissors, along with a limbal skirt of subconjunctival scar tissue and Tenon's capsule. The conjunctiva is resected 
posteriorly 2-3 mm from the limbus for 360 degrees with Westcott scissors. Wet-field cautery, topical adrenergics, and 
thrombin are used to arrest bleeding from the highly vascularized field if waiting for normal clotting mechanisms does not 
result in adequate hemostasis. Significant bleeding may necessitate dissection of the conjunctiva one quadrant at a time. 

The recipient beds are prepared for the limbal and conjunctival donor tissue by removing recipient conjunctival tissue to 
expose two areas of bare sclera 5-8 mm posterior to the limbus and approximately 8 mm (3 clock hours) horizontally, 
centered on 6 and 12 o'clock. Abnormal fibrovascular pannus and corneal epithelium· are then removed from the 
underlying corneal stroma, using blunt dissection with cellulose surgical microsponges, followed by semi-sharp lamellar 
dissection with a rounded steel blade or Westcott scissors to create a smooth surface. Care is taken to maintain an anterior 
lamellar dissection, leaving deeper stromal layers intact. Topical adrenergii.:s and thrombin are used to control bleeding. 
The surface is moistened, the speculum removed, and the lids are closed while the autografts are harvested from the fellow 
eye. 

The plastic adhesive drape on the donor eye is incised and the speculum is placed so as to isolate the lashes and lid margins 
from the operative field. The operating microscope is re-centered. A Gentian violet surgical marking pen is used to mark 
the conjunctival borders of the grafts at 12 and 6 o'clock, with the same dimensions as the recipient beds. The conjunctiva 
at 12 o'clock is elevated from Tenon's layer with a subconjunctival injection of balanced salt solution or anesthetic. Radial 
incisions are made with Westcott scissors along the lateral borders of the grafts. Using blunt dissection, the tissue is 
undermined between the lateral edges, then the posterior edge is incised. The graft is reflected anteriorly over the cornea 
and blunt dissection is carried anteriorly to the conjunctival insertion at the limbus. A Tooke blade or other blunt scarifier 
is used to carry the blunt dissection further anterior into the peripheral cornea 1 mm beyond the peripheral corneal vascular 
arcades. The depth of the dissection is limited to a superficial epithelial keratectomy of the limbus and peripheral cornea, 
and does not include sclera or corneal stroma. The epitheliectomy is completed with a sharp crescent blade or Vannas 
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scissors. The free graft is transferred, epithelial side up, to a Petri dish and covered with corneal storage medium or 
balanced salt solution. The posterior conjunctiva is advanced to 2 mm posterior to the limbus and anchored to episclera 
with interrupted 8-0 polyglactin sutures. The same procedure is repeated at the 6 o'clock position to produce a second 
graft. The lid speculum is removed from the donor eye, the surface is moistened, topical antibiotic and steroid solutions 
are instilled, and the lids are closed. 

The speculum is then placed in the recipient eye and the autografts sutured into position one at a time, with the graft limbal 
tissue placed at the recipient limbus. Multiple interrupted 10-0 nylon or polyglactin sutures are used, first at the comers of 
the graft at the limbus, then along the conjunctival portions. Viscoelastics and balanced salt solution are used to prevent 
dessication of the donor tissue during suturing. The suture ends are cut on the knot and rotated flush with the corneal 
surface. The lid speculum and drapes are removed, and the donor eye is patched with antibiotic and corticosteroid 
ointment, and covered with a shield. 

Description of Post-Service Work: 
Postoperative work begins after the patient leaves the operating room, and includes monitoring of patient stabilization; 
communication with family members and other health care professionals; and generation of written and oral reports of the 
surgery and postoperative orders in the post-anesthesia care unit. Discharge plans are written and discharge records 
completed, including instructions for continuing care, postoperative pain medication, topical antibiotics, and steroids. 
Prescriptions are written for postoperative medications. 

Additionally, all post-discharge visits for this procedure for 90 days after the day of the operation are considered part of 
the postoperative work for this procedure. Office visits for evaluation and monitoring for development of infectious 
keratitis and physical integrity of the grafts are performed daily for 5 days, then twice monthly for 60 days with one 
additional post operative visit during the 90 day global period. Both eyes are treated with topical antibiotics and steroids 
four times a day until epithelialization is complete. The recipient eye also receives frequent topical preservative-free 
lubricants. Oral corticosteroids may be employed if significant inflammation is present in the immediate postoperative 
period. Sutures are removed and biweekly monitoring for inflammation and stabilization of the ocular surface is 
continued. 

The patient is evaluated for return to normal active function at each postoperative visit. Phone calls to the patient, family, 
referring physician, and other health care professionals during this time period are included in the postoperative work. 

SURVEY DATA: 

Presenter(s) Stephen Kamenetzky, M.D, Trex Topping, M.D., David Glasser, M.D. 

Specialty(s): AAO, ASCRS 

Sample Size: 200 Response Rate: (%):_17_ Median RVW: ~ 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: 
The American Academy of Ophthalmology sent out the surveys to 200 members randomly selected. The surveyed 
were geographically diverse. The type of practice was varied. 

25th Percentile RVW: ~ 75th Percentile RVW: --"'2""'--0- Low 6.18_ High: 50 

Median Pre-Service Time: _6"'-'0:<..__ __ Median Intra-Service Time: 83 

25th Percentile Intra-Svc Time: _QQ_ 75th Percentile Intra-Svc Time: _9"-'0"------ Low: 40_ High: 150 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Total Time 

25 

N/A 

Level of Service by CPT Code 
{List CPT Code & #of Visits) 
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Other Hospital Visits: N/A 

Discharge Day Mgmt.: 18 1/2 99238 

Office Visits: 135 99212 (9) 

CpT Cgde· fij?Xl 

KEY REFERENCE SERVICE: 

CPT Code 
65750 

CPT Descriptor RVW 
Keratoplasty (corneal transplant); penetrating (in aphakia) 15 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 
CPT Code: CPT Code: 

I Median Pre-Time 11 60 1140 

I Median Intra-Time 1183 11 90 

Median Immediate Post-service Time 25 20 

Median of Aggregate Critical Care Times N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A N/A 

Median Discharge Day Management Time 18 N/A 

Median of Aggregate Office Visit Times 135 138 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.21 I LI2_.8_3 ___ _J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 14.07 112.83 
tests, and/or other information that must be reviewed and ..___ ___ ___, 
analyzed 

._I U_r=ge_n....:cy'-o_f_m_ed_I_.cal_d_ec_is_io_n_m_ak:_i....:ng"------------'1 ._14_.2_1 __ ___.1 '-12_.8_3 ___ _. 

Technical Skill/Physical Effort (Mean) 

I._T_ec_h_rn_cal_sk_il_l r_eq..:..u_ir_ed ___________ ___.ll._4_.4_3 __ ___.l .._13_.6_7 __ __, 

Ll P_h.:....ys_ic_al_e_ffi_ort_req...!.u_ir_ed ___________ ____JI L-14_.3_6 __ ___.1 .._13_.6_7 __ __, 
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Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality 14.35 I ~...13_.6_7 ___ -.J 

I Outcome depends on the skill and judgement of physician 114.43 I ~...13_.6_7 ___ -.J 

I Estimated risk of malpractice suit with poor outcome 113.93 II L.. 3_.3_3 ___ _, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity 114.21 113.89 

I Intra-Service intensity/complexity 114.29 113.78 

I Post-Service intensity/complexity 114.29 113.67 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

The committee chose the median for the value for this code. All of the intensity and complexity measures are 
significantly higher than the reference code and the median value was felt to accurately reflect the correct 
physician work value. The pre-service time, the immediate post service time and total post service times are 
significantly greater than the reference 65750. The intra service time is only slightly less. 

In addition the committee reviewed some of the other codes that had recently been considered by the RUC. 
Code 43610 was reviewed in the August of 2000 meeting, had the same pre-service and post service time and 
the intra time is slightly less for our code. The post operative time is greater and the total time is comparable. 
The RVU for code 43610 is 14.6 and we are proposing 15. Code 35266 was reviewed at the same meeting and 
has similar times and an RVU of 14.91 

FREQUENCY INFORMATION 

How was this service previously reported? _A poll of specialists found that they most commonly use 66999. 
Other possible codes are 65711, 68360, 68362, and 68399. 

(if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 
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Specialty __ AAO _______ _ __ Commonly __ Sometimes _ X __ Rarely 

Specialty _________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __ AAO _______ _ Frequency_< 1000 ____ _ 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _AAO ________ _ Frequency_< 500 ____ _ 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes 
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Post-op visits for 65782: Ocular surface reconstruction; limbal conjunctival 
autograft (includes obtaining graft) 

9 level-2 visits 

Day 1: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, post-anesthesia reactions, use of oral analgesics recorded by 
technician. Tape and bandage removed. Periocular area cleansed with sterile 
eye pad and irrigating solution. Drop of topical anesthetic administered. Visual 
acuity obtained with spectacles. Pinhole-assisted visual acuity obtained. Patient 
taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Intraocular pressure is measured with pneumotonometer or 
Tonopen. Tip of instrument cleaned with alcohol pad. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. The eye is 
patched with 1-2 eye pads and paper or plastic tape. Patient counseled on use of 
oral analgesics. Slit lamp chin-rest papers are replaced. 

Patient signs out and follow-up appointments are made for days 2-5. 

Day 2: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 



adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. The eye is patched with 1-2 eye pads and paper or 
plastic tape. Use of oral analgesics reviewed. Slit lamp chin-rest papers are 
replaced. 

Day 3: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 
the defect recorded. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. The eye is patched with 1-2 eye pads and paper or 
plastic tape. Use of oral analgesics reviewed. Slit lamp chin-rest papers are 
replaced. 

Day 4: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft and suture placement, evidence 
of stromal thinning, infiltrates, perforation. Fluorescein strip is moistened with 
irrigating solution and instilled in conjunctival cul-de-sac. Ocular surface is re
examined with slit-lamp biomicroscope after instillation of fluorescein. Mucus 
adherent to suture ends is removed with cellulose microsponges. The size of the 
epithelial defect is measured with the slit lamp millimeter rule and a drawing of 



the defect recorded. Intraocular pressure is measured with pneumotonometer or 
Tonopen. Tip of instrument cleaned with alcohol pad. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. The eye is 
patched with 1-2 eye pads and paper or plastic tape. Use of oral analgesics 
reviewed. Slit lamp chin-rest papers are replaced. 

Days 5-10 (1 visit, typically on day 5): Patient signed in at front desk. 
Technician greets patient and brings back to screening lane. History regarding 
qualitative visual symptoms, postoperative pain, discharge or bleeding, use of 
oral medication recorded by technician. Tape and bandage removed. Periocular 
area cleansed with sterile eye pad and irrigating solution. Drop of topical 
anesthetic administered. Visual acuity obtained with spectacles. Pinhole
assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for graft integrity and suture placement, 
evidence of stromal thinning, infiltrates, perforation. Fluorescein strip is 
moistened with irrigating solution and instilled in conjunctival cul-de-sac. Ocular 
surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. The size of the epithelial defect, if present, is measured with the 
slit lamp millimeter rule and a drawing of the defect recorded. Loose sutures are 
removed with jeweler's or McPherson forceps and disposable super sharp blade, 
and any devitalized tissue at the edges of the grafts are trimmed with a Vannas 
scissors at the slit-lamp microscope. Antibiotic ophthalmic ointment is applied 
topically. Steroid ointment is applied topically. Typically, the epithelium is healed, 
so no patching is necessary. If an epithelial defect remains, the eye is patched 
with 1-2 eye pads and paper or plastic tape. Prescriptions are written for topical 
antibiotic and steroid drops, and the patient is instructed in frequency of 
application. Use of oral analgesics, if still necessary, are reviewed. Slit lamp 
chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 11-30 (1 visit): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain, discharge or bleeding, use of topical and oral 
medication recorded by technician. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 



gives patient tissue. Ocular surface and anterior segment is examined with slit
lamp biomicroscope for graft integrity and suture placement, evidence of stromal 
thinning, infiltrates, perforation. Fluorescein strip is moistened with irrigating 
solution and instilled in conjunctival cul-de-sac. Ocular surface is re-examined 
with slit-lamp biomicroscope after instillation of fluorescein. Mucus adherent to 
suture ends is removed with cellulose microsponges. If epithelium is breaking 
down (uncommon), lower and upper lid punctum plugs are placed. If keratolysis 
with threatened perforation is present (rare), cyanoacrylate glue and a 
therapeutic contact lens are placed. Intraocular pressure is measured with 
pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
Loose sutures are removed with jeweler's or McPherson forceps and disposable 
super sharp blade. Antibiotic ophthalmic ointment is applied topically. Steroid 
ointment is applied topically. Instructions on adjusting the doses of topical 
steroids and antibiotics are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 31-60 (2 visits): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain or discharge, and use of topical medications is 
recorded by technician. Visual acuity obtained with spectacles. Pinhole-assisted 
visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 
drop of cycloplegic, and drop of mydriatic, gives patient tissue. Ocular surface 
and anterior segment is examined with slit-lamp biomicroscope for graft integrity 
and suture placement, evidence of stromal thinning, infiltrates, perforation. 
Fluorescein strip is moistened with irrigating solution and instilled in conjunctival 
cul-de-sac. Ocular surface is re-examined with slit-lamp biomicroscope after 
instillation of fluorescein. Mucus adherent to suture ends is removed with 
cellulose microsponges. Intraocular pressure is measured with 
pneumotonometer or Tonopen. Tip of instrument cleaned with alcohol pad. 
During the first of the 2 visits during this period, all remaining sutures are 
removed with jeweler's or McPherson forceps and disposable super sharp blade. 
Once the eye has dilated, a fundus examination is performed. If sutures were 
removed, antibiotic ophthalmic ointment is applied topically. Instructions on 
adjusting the doses of topical antibiotics and steroids are reviewed. Slit lamp 
chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 

Days 61-90 (1 visit): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 



symptoms, postoperative pain or discharge, and use of topical medications are 
recorded by technician. Visual acuity obtained with spectacles. Pinhole-assisted 
visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers drop of topical anesthetic, 
gives patient tissue. Ocular surface and anterior segment is examined with slit
lamp biomicroscope for graft integrity and suture placement, evidence of stromal 
thinning, infiltrates, perforation. Fluorescein strip is moistened with irrigating 
solution and instilled in conjunctival cul-de-sac. Ocular surface is re-examined 
with slit-lamp biomicroscope after instillation of fluorescein. Intraocular pressure 
is measured with pneumotonometer or Tonopen. Tip of instrument cleaned with 
alcohol pad. Instructions on adjusting the doses of topical antibiotics and 
steroids are reviewed. Slit lamp chin-rest papers are replaced. 

Patient signs out and makes appointment for return visit. 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 68371 Tracking Number: 04_ Global Period: J.Q_ Recommended RVW: 4.90 

CPT Descriptor: 
Harvesting conjunctival allograft, living donor 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45 year old with normal ocular tissue donating conjunctival 
tissue. 

Description of Pre-Service Work: 
Preoperative work begins after the decision for surgery has been made, from the day before surgery until the procedure 
begins. The preoperative workup, including history, physical examination and laboratory studies, are reviewed Informed 
consent is obtained if not previously done. Surgical attire is donned. Necessary surgical instruments and supplies are 
reviewed with the operating room staff. The patient is positioned on the operating room table and the operative eye 
marked. Topical, local (peribulbar or retrobulbar) or general anesthesia is administered. A surgical scrub is performed 
and sterile gloves and gown are donned. Prepping and draping of the surgical site is supervised. 

Description of Intra-Service Work: 
A plastic adhesive drape is applied to the donor eye and incised. A lid speculum is inserted so that the lid margins and 
lashes are isolated from the operative field. The operating microscope is swung into position and adjusted. 

A Gentian violet surgical marking pen is used to mark the conjunctival borders of the donor sites at 12 and 6 o'clock. 
Each donor site is between 2 and 3 clock hours in length at the limbus, and extends 5 mm posterior to the limbus. The 
conjunctiva at 12 o'clock is elevated from Tenon's layer with a subconjunctival injection of balanced salt solution or 
anesthetic. Radial incisions are made with Westcott scissors along the lateral borders of the grafts. Using blunt dissection, 
the tissue is undermined between the lateral edges, then the posterior edge is incised. The graft is reflected anteriorly over 
the cornea and blunt dissection is carried anteriorly to the conjunctival insertion at the limbus. A Tooke blade or other 
blunt scarifier is used to carry the blunt dissection further anterior into the peripheral cornea 1 mm beyond the peripheral 
corneal vascular arcades. The depth of the dissection is limited to a superficial epithelial keratectomy of the limbus and 
peripheral cornea, and does not include sclera or corneal stroma. The epitheliectomy is completed with a sharp crescent 
blade or Vannas scissors. The free graft is transferred, epithelial side up, to a Petri dish and covered with corneal storage 
medium or balanced salt solution. The posterior conjunctiva is advanced to 2 mm posterior to the limbus and anchored to 
episclera with interrupted 8-0 polyglactin sutures. The same procedure is repeated at the 6 o'clock position to produce a 
second graft. The lid speculum is removed, topical antibiotic and steroid solutions are instilled, and the lids are closed. 

Description of Post-Service Work: 
Postoperative work begins after the patient leaves the operating room, and includes monitoring of patient stabilization; 
communication with family members and other health care professionals; and generation of written and oral reports of the 
surgery and postoperative orders in the post-anesthesia care unit. Discharge plans are written and discharge records 
completed, including instructions for continuing care, postoperative pain medication, topical antibiotics, and steroids. 
Prescriptions are written for postoperative medications. 

Additionally, all post -discharge visits for this procedure for 10 days after the day of the operation are considered part of 
the postoperative work for this procedure. Office visits for evaluation of epithelial healing and monitoring for 
development of infectious keratitis are performed daily for 4 days. Topical antibiotics and steroids are instilled four times a 
day until epithelialization is complete, and are tapered thereafter. Sutures are removed if necessary. 

The patient is evaluated for return to normal active function at each postoperative visit. Phone calls to the patient, family, 
referring physician, and other health care professionals during this time period are included in the postoperative work. 

SURVEY DATA: 

American Academy of Ophthalmology 
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Presenter(s)_ Stephen Kamenetzky, M.D, Trex Topping, M.D., David Glasser, M.D. 

Specialty(s): AAO, ASCRS 

Sample Size: 200 Response Rate:(%): 17 -- Median RVW: ____Q 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: 
The American Academy of Ophthalmology sent out the surveys to 200 members randomly selected. The surveyed 
were geographically diverse. The type of practice was varied. 

25th Percentile RVW: 4.90 75th Percentile RVW: 7.63 Low 4.40_ High: _lQ 

Median Pre-Service Time: --'3,_,0,__ __ Median Intra-Service Time: 20 

25th Percentile Intra-Svc Time:~ 75th Percentile Intra-Svc Time: 37.5 Low: 10_ High: 45 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

KEY REFERENCE SERVICE: 

Total Time 

17 

N/A 

N/A 

18 

60 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 

1/2 99238 

99212 (4) 

CpT Cgde· fij?Xl 

CPT Code CPT Descriptor RVW 
65870 Severing adhesions of anterior segment of eye, incisional technique (with or without injection of 

air or liquid) (separate procedure); anterior synechiae, except goniosynechiae 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

I.__M_ed_i_an_P_re_-T_im_e ____________ ____.ll3o I ._lz_o ___ __, 

.__IM_ed_t_an_I_ntr_a_-T_im_e ____________ ~llzo 11.__3_3 ___ ~ 

._IM_e_d_tan_Imm_e_d_t~_e_P_os_~_se_~_ic_e_T_im_e ____________ ~III7 1._13_2 ___ __, 

American Academy of Ophthalmology 
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If: M=ed=ian=o=f=A=g;;::g~re::=g~at=e=C=ri=u=ca=l =C=ar=e=T=im=es=========lll N/ A II N/ A 

~~M=ed==ian==o=f=A=g=gr=eg=a=re=O=ili=e=r=H=o=~=it=al=V=i=sl=tT=i=m=e=s========~jFjN=/A======91~1N=/=A======~ 
~~ M=ed=ia=n=D=I=·sc=h=a=rg=e=D=a=y=M=a=n=ag=e=m=e=nt=T=i=m=e========lllls II N/ A 
LIM_ed __ ian __ o_f_A~gg~r~~~a_re_O_f_fi_ce_V_i_si_tT_i_m_e_s ______________ ~IFI6=0======9I~Is_o_.5 ______ ~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or ilie number ofl ~ 2_.2_3 ___ ~1 L-12_.6_7 ___ __, 
management options iliat must be considered 

The amount and/or complexity of medical records, diagnostic LI2_.1_5 ___ ....JII2.67 
tests, and/or oilier information iliat must be reviewed and ...._ ____ _. 
analyzed 

I Urgency of medical decision making 111.92 112.67 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 112.85 113. 

I Physical effort required 112.69 112.67 

Psychological Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 112.54 113 

I Outcome depends on the sk11l and judgement of phys1cian 112.62 11267 

Estimated risk of malpractice suit w1ili poor outcome 12.77 112.67 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Seimtents (Mean} 

I Pre-Service intensity/complexity 112.62 112.67 

I Intra-Service intensity/complexity 112.62 112.67 

I Post-Service intensity/complexity 112.23 112.67 

American Academy of Ophthalmology 
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ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

The committee chose the 25th percentile for the value for this code. This code is a ten day global rather than the 
90 global of 65870 as the reference code, although the number of post-operative visits is the same. The 
intensities and times are lower for code 657X4. 

The committee also considered code 65855 which has an RVU of 3.85. Code 65855 also has a ten day global 
but lower pre-operative and intra-operative times than 657X4. Therefore the committee felt the proposed value 
for 657X4 was justified in comparison to 65855. 

FREQUENCY INFORMATION 

How was this service previously reported? _A poll of specialists found that they most commonly use 66999. 
Other possible codes are 65711, 68360, 68362, and 68399. 

(if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ AAO _______ _ __ Commonly __ Sometimes _ X __ Rarely 

Specialty __________ _ Commonly __ Sometimes ---'Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __ AAO _______ _ Frequency_< 1000 ____ _ 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _AAO ________ _ Frequency_< 500 ____ _ 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes 

American Academy of Ophthalmology 
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Post-op visits for 68371: Harvesting conjunctival allograft, living donor 

4 level-2 visits 

Day 1: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, post-anesthesia reactions, use of oral analgesics recorded by 
technician. Tape and bandage removed. Periocular area cleansed with sterile 
eye pad and irrigating solution. Drop of topical anesthetic administered. Visual 
acuity obtained with spectacles. Pinhole-assisted visual acuity obtained. Patient 
taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface and anterior segment is 
examined with slit-lamp biomicroscope for evidence of corneal infiltrates. 
Fluorescein strip is moistened with irrigating solution and instilled in conjunctival 
cul-de-sac. Ocular surface is re-examined with slit-lamp biomicroscope after 
instillation of fluorescein. Mucus adherent to suture ends is removed with 
cellulose microsponges. The size of the epithelial defect is measured with the slit 
lamp millimeter rule and a drawing of the defect recorded. Intraocular pressure is 
measured with pneumotonometer or Tonopen. Tip of instrument cleaned with 
alcohol pad. Antibiotic ophthalmic ointment is applied topically. Steroid ointment 
is applied topically. The eye is patched with 1-2 eye pads and paper or plastic 
tape. Patient counseled on use of oral analgesics. Slit lamp chin-rest papers are 
replaced. 

Patient signs out and follow-up appointments are made for days 2 and 3. 

Day 2: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Anterior segment is examined with slit-lamp 
biomicroscope for evidence of stromal infiltrates, thinning. Fluorescein strip is 
moistened with irrigating solution and instilled in conjunctival cul-de-sac. Ocular 
surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. The size of the epithelial defect is measured with the slit lamp 



millimeter rule and a drawing of the defect recorded. Antibiotic ophthalmic 
ointment is applied topically. Steroid ointment is applied topically. The eye is 
patched with 1-2 eye pads and paper or plastic tape. Use of oral analgesics 
reviewed. Slit lamp chin-rest papers are replaced. 

Day 3: Patient signed in at front desk. Technician greets patient and brings 
back to screening lane. History regarding postoperative pain, discharge or 
bleeding, use of oral analgesics recorded by technician. Tape and bandage 
removed. Periocular area cleansed with sterile eye pad and irrigating solution. 
Drop of topical anesthetic administered. Visual acuity obtained with spectacles. 
Pinhole-assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, gives patient tissue. Ocular surface is examined with slit-lamp 
biomicroscope for evidence of stromal thinning, infiltrates. Fluorescein strip is 
moistened with irrigating solution and instilled in conjunctival cul-de-sac. Ocular 
surface is re-examined with slit-lamp biomicroscope after instillation of 
fluorescein. Mucus adherent to suture ends is removed with cellulose 
microsponges. If the corneal epithelium has not healed, the size of the epithelial 
defect is measured with the slit lamp millimeter rule and a drawing of the defect 
recorded. Antibiotic ophthalmic ointment is applied topically. Steroid ointment is 
applied topically. The eye is patched with 1-2 eye pads and paper or plastic 
tape. Use of oral analgesics reviewed. If the epithelium has healed, 
prescriptions are written for topical antibiotics and steroids and the patient is 
instructed in their use. Slit lamp chin-rest papers are replaced. 

Patient checks out and makes appointment for return visit. 

Days 5-10 (1 visit): Patient signed in at front desk. Technician greets patient 
and brings back to screening lane. History regarding qualitative visual 
symptoms, postoperative pain, discharge or bleeding, use of oral medication 
recorded by technician. Tape and bandage removed, if present, and periocular 
area cleansed with sterile eye pad and irrigating solution. Drop of topical 
anesthetic administered. Visual acuity obtained with spectacles. Pinhole
assisted visual acuity obtained. Patient taken to exam lane. 

Physician reviews technician workup and pursues any positive responses 
obtained by technician workup. Physician administers additional drop of topical 
anesthetic, moistens fluorescein strip with irrigating solution, and instills in 
conjunctival sac. Ocular surface is examined with slit-lamp biomicroscope for 
integrity of epithelium and conjunctiva. Mucus adherent to suture ends is 
removed with cellulose microsponges. Sutures are removed with jeweler's or 
McPherson forceps and a disposable super sharp blade at the slit-lamp 



microscope. Antibiotic ophthalmic ointment is applied topically. Steroid ointment 
is applied topically. The epithelium is typically healed, so no patching is 
necessary. Prescriptions are written for topical antibiotic and steroid drops, and 
the patient is instructed in frequency of application and tapering. Use of oral 
analgesics, if still necessary, are reviewed. Slit lamp chin-rest papers are 
replaced. 

Patient signs out and makes appointment for return visit. 
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HCFASTAFF HCFASTAFF l?*!f, HCFASTAFF HCFASTAFF 
TYPE, TYPE, TYPE, TYPE, 

MEDICAL MEDICAL MEDICAL MEDICAL 
SUPPLY, OR SUPPLY, OR SUPPLY, OR SUPPLY, OR ~" ' 
EQUIPMENT EQUIPMENT EQUIPMENT EQUIPMENT 

CODE CODE CODE CODE 

LOCATION 
!GLOBAL PERIOD 90 !()_ 90 10 
[TOTAL CLINICAL LABOR TIME 330.0 330.0 303.0 138.0 
TOTAL PRR-SERV rt .tmr At LABOR TIME 60.0 60.0 60.0 30.0 

TOTAL SERVICE PERIOD CLINICAL LABOR TIME 0.0 0.0 o.o 0.0 

!_«;.l"!~P~T~~.CLINICAI ~){_TIME :"' 270.0 270.0 243.0 ,.•P!i;~. ;;• ' ci ~ ·}• 

Start. Following visit when dec1s1on for surgery or 
•made 

Complete pre-serv1ce d1agnost1c & referral forms 1121 5 1121 5 1121 5 1121 5 
• serv1ces 1121 20 12' 20 1121 20 1121 10 

Schedule space and equ1pment 1n fac111ty .12' _8 ~ 8 12' 8 1121 5 

~:::ISit before ·~- •u• Rev1ew test and exam 

Provide 1 I 1 consent 12' _20 12' 20 121 20 1121 7 
[~p phone_ calls & 1121 7 1121 _7 1~ 7 112~ 3 
1 Other(;hmcal Acllv1ty (please spec1fy) 

, patient enters office for 

S~.YI~E 3 :Ei ,,; 

Start:~en pat1ent enters office for • 
'services 

Rev1ew _charts 
1 Greet patient and prov1de gownmg 
Obtain VItal Signs_ 
Prov1de I 1 consent 
Prepare room, I 
Prepare and pos1t1on pat1enV momtor pallenV set up IV 

· anesthesia 

IAss1st phys1c1an 1n pertorm1ng procedure 

Momtor pt followmg serv1ce/check tubes, momtors, drams 
Clean : by phys1c1an staff 
COillP!~e d1agnost1c f(J_rm~~ & X-ray I 

I X-ray, lab, and pathology reports 

Check dre~~~gc: ~~;,~~mY home care ,, ,., uwu• •• 

Other Chmcal Act1v1ty (please spec1fy) 
End: Patient .. 111~:;, office 

Start: l'at1ent leaves ~ffi~e 
.'t.:.!:\.l!;;w -,, ~- ,-"-"1':' ·~·'''· '''""'~·'''' 

"•? "''- [>\\ ·~ :·f-' 1/-

Conduct phone calls/call 1n 

Office VISits Greet pat1ent,escort to room, prov1de gownmg, 
Interval history & v1tal s1gns and chart, assemble prev1ous 
test , gp• , •~• gooJitb,gooooo phySICian dunng exam, aSSISt With 
dressings, care, suture removal, prepare dx test, 
poco~ lpolu" forms, post service educatiOn, InStructiOn, 

I ·~· clean room/equ1p, check supphes. coord1nate 
home or outpat1ent are, 1121 1121 1121 1121 

LJst Total Number of Office V1slls 10 _10 9 4 
Total Office VISit Time ~70 270 243 108 
Conduct phone calls between office v1s1ts 
Other Act1v1ty (please speCify) 

End. with last office v1sit before end of global period 
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Post-Op Post-Op Post-Op Post-Op 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Upper Eyelid Load Implantation 

A new CPT Code 67912 Correction of lagophthalmos, with implantation of upper eyelid lid load (eg, gold weight) was created to 
describe this procedure performed for corneal protection in cases of facial paralysis. This service has been performed for a number of 
years, however it has never been adequately described in CPT. 

The RUC considered the survey results from nearly 30 ophthalmologists, with a survey median of 5.68. The specialty argued that the 
survey median did not adequately reflect the work of this service and presented a work relative value recommendation of 6.75, 
utilizing CPT code 67904 Repair ofblepharoptosis; (tarso) levator resection or advancement, external approach (work rvu = 6.26) as 
a reference service. Although the RUC agreed that the work of code 67912 was similar to 67904, the committee did not agree that it 
was more work. The RUC specifically did not agree with the inclusion of pre-visit, to determine the size ofthe weight, in the global 
period. This visit would typically be convened several days prior to the surgery, and therefore, it would not be appropriate to include 
it in the work of the service. This visit would be reported separately. Accordingly, the pre-service evaluation time was reduced from 
30 minutes to 15 minutes. The RUC also determined that the post-operative visits would be more appropriate at two 99213 and one 
99212, rather than three 99213 visits. The effect of removing this work from the specialty's recommendation resulted in a work 
relative value comparable to the survey median. The RUC recommends a work rvu of 5.68 for CPT code 67912. 

Practice Expense 

The RUC reviewed the specialty's recommended direct practice expense inputs and verified that a medium surgical instrument 
package was warranted and added the standard cleaning supply package. The post-operative visits were modified to be consistent 
with the work relative value information. The RUC agreed that the one-on-one clinical staff time with the physician intra-service time 
was appropriate. The RUC understands that CMS will be reviewing the issue of expensive disposable supply items to determine if 
these supplies should remain in the procedure code or be paid via a separate HCPCS Level II code .. The specialty indicated that the 
gold weight is typically used. However, for patients with a gold allergy, a substitute may be utilized. The recommended direct 
practice expense inputs will be attached to the recommendation. 

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



CPT Code Track CPT Descriptor Global Period WorkRVU 
(•New) ing Recommendation 

Num-
ber 

•67912 GGl Correction of lagophthalmos, with implantation of upper eyelid lid 090 5.68 
load ( eg, gold weight) 

CPT five-dtgit codes, two-digit modifiers, and descnptions only are copyright by the Amencan Medical Association. 



American Academy of Ophthalmology April 2003 CPT Code:67912 __ _ 
AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 67912 Tracking Number GGl Global Period: 90 

CPT Descriptor: 

Recommended RVW ~ 
RUC Rec. RVW: 5.86 

Correction of lagophthalmos, implantation of upper eyelid lid load (eg gold weight) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50 year old male with a permanent facial nerve palsy following resection 
of an ipsilateral acoustic neuroma. The patient has symptomatic exposure keratopathy, 
which does not respond adequately to the use of hourly topical lubricants. 

Percentage of Survey Respondents who found Vignette to be Typical: 99% 

Description of Pre-Service Work: Final discussion with the patient and family takes place. Informed consent 
for the procedure is obtained. The day of surgery, the surgeon reviews the H&P and lab values. The surgeon 
answers any last minute family questions. Then patient co-morbidities are discussed with anesthesia. The 
operative consent form is reviewed and the operative eye is confirmed and marked. Once in the OR, the 
surgeon scrubs, gowns, and gloves. The patient is positioned, prepped, and draped. The surgeon confirms 
that the appropriate implant is available in the operating suite. The lid crease and the center of the lid arch are 
visualized, compared to the contra-lateral side, and marked. Infiltration anesthesia is administered by the 
surgeon. Adequate time is allowed for maximal hemostatic effect of the infiltration anesthetic. 

Description of Intra-Service Work: A traction suture is placed through the lid margin. A lid crease incision is 
made. Dissection of lid structures is performed demonstrating the orbital septum and the anterior surface of the 
tarsus. The previously determined gold weight is centered over the bare superior tarsal surface and then 
sutured into position. The wound is irrigated with antibiotic solution. Orbicularis oculi muscle is closed over 
the implant. The traction suture is removed. Skin is closed over the orbicularis oculi muscle, including several 
passes through the superior border of the tarsus to restore the superior eyelid crease. Antibiotic ointment is 
placed over the wound and a double eye pad is applied. 

Description of Post-Service Work: Post operative work begins in the recovery room where stabilization of the 
patient is assured. The post op instructions are communicated to the family. A follow up appointment for the 
next day is confirmed. An operative report is dictated and communication with other health professionals is 
provided as needed. All post-operative visits within the 90 day global period are included. Suture removal is 
required one week post surgery. At all visits, wound healing and evidence of implant complications such as 
migration, infection, or extrusion are assessed. The reanimation effect is evaluated through observation of 
eyelid closure and the integrity of the ocular surface. If protection of the eye is inadequate, alteration of the 
medical regimen and/or plans for additional procedures are made. 

American Academy of Ophthalmology 
Apri12003 
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SURVEY DATA 

Neal Freeman, MD, Stephen Kamenetzky, M.D. 

Sample Size: 100 Resp n: 26 Resp %: 26% 

Sample Type: Random Sample 

re-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

40 

I Min* CPT code I# of 

lmmed. Post-time: 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 18 

Office time/visit(s): ~1 99213-2, 99212-1 99213 3 

*Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

American Academy of Ophthalmology 
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KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor WorkRVU 

65101 Enucleation of eye; without implant 90 7.03 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _5 

TIME ESTIMATES (Median) New/Revise. Key Reference 
CPT Code: CPT Code: 
67912 65101 (HVD) 

I Median Pre-Service Time 11#-30 1121 

I Median Intra-Service Time 11 40 1156 

Median Immediate Post-service Time 15 30 

Median Cntical Care Time N/A N/A 

Median Other Hospital VIsit Time N/A N/A 

Median Discharge Day Management Time NA 8.7 

Median Office Visit Time 19961 84 

Median Total Time IU9-146 1200 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.15 I L.:I3..:...4.;__ __ ---J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.12 I L-.:13_.6 ___ ____. 
tests, and/or other information that must be reviewed and analyzed 

L..l U_r.:::.ge_n....:cy:._o_f_m_ed_I_ca_l_d_ec_Is_Io_n_m_a_ki....:ng:::...._ _______ ___JI L-13_.1_2 __ ____.1 L-13_.4 ___ ____. 

Technical Skill/Physical Effort (Mean) 

L..l T_ec_hni_._ca_l_ski_l_l r_eq.:....u_Ired ___________ ____.l ~.-13_.3_4 ----~~ L.:.I3_;_;.8 ___ _J 

L..l P_h.:....ys_Ica_l_e_ffi_ort_req....:.u_ir_ed ___________ ___.l L-12_.9_6 __ ____.1 ~.-13_.6 ___ --l 

American Academy of Ophthalmology 
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Psychological Stress (Mean) 
CPT Code:67912 ---

The nsk of significant complications, morbidity and/or mortality 12.88 11._3_.2 ___ ___... 

I Outcome depends on the skill and judgement of physician 113.30 I L-13_.4 ___ ___. 

Estimated nsk of malpractice suit with poor outcome 12.88 I ._13_.2 ___ ___... 

INTENSITY/COMPLEXITY MEASURES CPfCode Reference 
Service 1 

Time Segments (Mean) 

I Pre-Service mtensity/complexity 113.12 113.4 

I Intra-Service intensity/complexity 113.12 113.6 

I Post-Service intensity/complexity 112.84 11 3.4 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has 
used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

Survey participants chose a number of reference codes from a list that did not include any closely related 
oculoplastic codes. The AAO RUC Health Policy Committee, meeting via conference call as a consensus 
committee, felt that a good code for comparison to this procedure would be 67904 (Repair of blepharoptosis by 
levator resection or advancement, external approach). 

Code 67904 (previously RUC-surveyed) was chosen by the consensus committee mainly because there are 
many similarities in operative technique between 67904 and 67912. For example, both 67904 and 6791X entail 
incisions through the eyelid crease, exposure of the tarsal plate, manipulations of the levator aponeurosis, and 
placement of multiple sutures through the tarsus. 

Code 67904 carries a work RVU of 6.26, although RUC survey data for this code showed a median work RVU of 
9.00. (The surveyed median work RVU of 9.00 could not be considered at the time of the first five-year review, 
because adoption of this value would have created a rank -order anomaly.) 

Although survey data for 67912 showed median work RVU of 5.68, the consensus committee felt that the work 
RVU for 67912 should be somewhat higher than the work RVU for 67904. The work for 67912 was felt to be 
more than the work required for 67904 because the new procedure: 

1. Requires more significant preservice work, largely consisting of the trial and error process of affixing various 
sizing weights so that the correct gold weight can be chosen for eventual implantation, 

American Academy of Ophthalmology 
April2003 



American Academy of Ophthalmology Apnl2003 CPT Code:67912 ----
2. Involves centering and suturing of an external device to the tarsus (often necessitating intraoperative 
recentering and resuturing), 

3. Requires meticulous closure of orbicularis oculi muscle to decrease the likelihood of migration and/or 
extrusion of the implant, and 

4. Requires more significant postoperative work because of both the possibility of implant complications and 
the difficulties inherent in the management of an eye with impaired protective mechanisms. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: No 

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

the surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to mamtam consistency with similar codes. 
Histoncal precedents. 
Other reason (please explam) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code IS reported with multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is mvolved in the provision of the total servtce, please mdicate which physician is performing 
and reporting each CPT code in your scenario. N/ A 

American Academy of Ophthalmology 
Apri12003 
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FREQUENCY INFORMATION 

How was this service previously reported? __ u~n~l~is~te~d~- (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ ophhthalmology __ Commonly __ Sometimes _X_Rarely 

Specialty _______ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _AAO _________ _ Frequency_ 4000 appx _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ AAO _______ _ Frequency_lOOO appx. __ 

Specialty----------- Frequency _____ _ 

Do many physicians perform this service across the United States? Yes X No 

American Academy of Ophthalmology 
April2003 
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AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Intra-operative MRI 

The CPT Editorial Panel created three new codes to describe new procedures and new technology (use ofMRI during an operation to 
evaluate tumor in the brain during resection) which plays an increasingly important role in the treatment of patients with intracranial 
lesions, including neoplasm and skull base tumors. The existing MRI codes 70551, 70552 and 70553 describe the "radiologic 
supervision and interpretation" of the brain and do not reflect the intra-operative time and effort involved in repeated image 
acquisition in real-time under stereotactic guidance and the intra-operative interpretation of the images which occurs sequentially 
throughout these new procedures. 

70557 
The RUC examined code 70557 Magnetic resonance (eg, proton) imaging, brain (including brain stem and skull base), during open 
intracranial procedure (eg, to assess for residual tumor or residual vascular malformation); without contrast material. The RUC 
began by discussing the survey data acquired by the specialty society due to the small number of surveys and the wide variation of 
times reported. Therefore, the RUC began to review the work RVU interval between the reference code 70551 Magnetic resonance 
(eg proton) imaging chest (eg, for evaluation ofhilar and mediastina/lymphadenopathy); with contrast material(s) (Work RVU = 
1.48) and 70552 Magnetic resonance (eg proton) imaging chest (eg, for evaluation of hilar and mediastina/lymphadenopathy); 
without contrast material(s), followed by contrast material(s) and further sequences; (Work RVU = 1.78). 

Work RVU of70552 
(1.78) 

Work RVU of70551 
(1.48) 

= Interval 
(0.30) 

The RUC felt that this interval could appropriately be applied between 70557 and 70558 Magnetic resonance (eg Proton) imaging 
chest (eg, for evaluation of hilar and mediastina/lymphadenopathy); with contrast material(s). The RUC had accepted a work RVU 
recommendation of 3.20 for this code. 

Work RVU of70558 
(3.20) 

Interval 
(0.30) 

= Work RVU of70557 
(2.90) 

The RUC agrees that this rationale is appropriate and recommends a relative work RVU of 2.90 for CPT code 70557. 



70558 
The RUC examined code 70558 Magnetic resonance (eg Proton) imaging chest (eg,for evaluation ofhilar and mediastinal 
lymphadenopathy); with contrast material(s). After reviewing the reference code 70552 Magnetic resonance imaging; brain 
(including brain stem); with contrast material (Work RVU = 1.78), the RUC determined that the reference code has a Harvard total 
time of 33 minutes as compared to the surveyed code with a total time of 195 minutes. In addition, the surveyed code was considered 
to be significantly more intense than 70552. However, the specialty society felt that because this reference code was selected by only 
twenty-five percent ofthe respondents that this data should further be examined by an expert consensus panel. The panel determined 
that 76394 Magnetic resonance guidance for, and monitoring of tissue ablation) (Work RVU = 4.25) is an appropriate reference 
service. The RUC recognized that the median intra-service time obtained in the surveys for 70558 is 120 minutes and is 73% of the 
intra-service time for 76394 (intra-service time= 165 minutes). Seventy-three percent of the physician work value of 76394 is 
approximately 3.2 RVUs. Therefore, the RUC recommends a work RVU of 3.2 for 70558. 

70559 
The RUC examined code 70559 Magnetic resonance (eg Proton) imaging chest (eg,for evaluation ofhilar and mediastinal 
lymphadenopathy); without contrast material, followed by contrast material(s) and further sequences. After reviewing the reference 
code 70553 Magnetic resonance imaging; brain (including brain stem); without contrast material, followed by contrast material(s) 
and further sequences (Work RVU = 2.36), the RUC determined that the reference code has a Harvard total time of 43 minutes as 
compared to the surveyed code with a total time of 195 minutes. In addition, the surveyed code was considered to be significantly 
more intense than 70553. However, the specialty society felt that because this reference code was selected by only twenty-five 
percent of the respondents that this data should further be examined by an expert consensus panel. The panel determined that 76394 
Magnetic resonance guidance for, and monitoring of tissue ablation) (Work RVU = 4.25) is an appropriate reference service. The 
RUC recognized that the median intra-service time obtained in the surveys for 70559 is 120 minutes and is 73% of the intra-service 
time for 76394 (intra-service time= 165 minutes). Seventy-three percent ofthe physician work value of76394 is approximately 3.2 
RVUs. In addition, the specialty society's survey results indicated no difference in intra-service time between the 70559 and 70558 
and therefore the RUC felt that establishing the same physician work value for both seemed appropriate. Therefore to account for 
the survey results and the results of the consensus panel, the RUC recommends a work RVU of 3.2 for 70558. 

Practice Expense 
There are no practice expense inputs recommended for these codes. 



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 

•70557 P1 Magnetic resonance (eg, proton) imaging, brain (including brain stem XXX 2.9 
and skull base), during open intracranial procedure ( eg, to assess for 
residual tumor or residual vascular malformation); without contrast 
material 

•70558 P2 with contrast material(s) XXX 3.2 

•70559 P3 without contrast material, followed by contrast materials(s) and XXX 3.2 
further sequences 

(For stereotactic bioQSX of intracranial lesion with magnetic resonance 
guidance, use 61751. Code 70557,70558 or 70559 max be reQorted 
onlx if a seQarate reQort is generated. ReQort onlx one ofthe above codes 
once Qer OQerative session. Do not use these codes with 61751, 76393, 
76394) 



CPT Code:70557 __ _ 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 70557 Tracking Number: Pl Global Period: XXX Reeommended RVW: __1_,1 
RUC Recommended RVW: 2.90 

CPT Descriptor: Magnetic resonance (eg, proton) imaging, brain (including brain stem and skull 
base), during open intracranial procedure (eg, to assess for residual tumor or residual vascular 
malformation); without contrast material 

(For stereotactic biopsy of intracranial lesion with magnetic resonance guidance, use 61751. 
Code 70557, 70558 or 70559 may be reported only if a separate report is generated. Report only 
one of the above codes once per operative session. Do not use these codes with 61751, 76393, 
76394) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 40 year old right handed male with a new onset tonic-clonic seizures associated with 
postictal aphasia and right hemiparesis was found to have a well-circumscribed mass in his left fronto-temporal 
(insular) region. Previous biopsy demonstrated an oligodendroglioma. The neurosurgeon has recommended 
complete resection of the tumor using intraoperative MRI (iMRI) for guidance. From review of preoperative 
studies, it was determined complete resection can be accomplished without IV contrast. During the surgical 
procedure the appropriate MRI scan sequences are performed and interpreted to evaluate and facilitate the 
optimal resection of the tumor with the interpretation communicated to the surgeon during the surgical 
procedure. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: 
• Review of all previous imaging studies with emphasis on the signal and enhancements characteristics of the 

lesion necessary to plan intraoperative MRI (iMRI) 
• Consult with the operating surgeon and select the appropriate sequences and imaging planes. 

Description of Intra-Service Work: 
• Supervision and interpretation of preliminary scans 
• Following intraoperative determination of eloquent cortex, supervision and interpretation of iMRI 

sequences designed to determine the relation of the lesion to the eloquent cortex 
• Following operative exposure of the lesion, supervision and interpretation of iMRI sequences designed to re

evaluate the relation of the lesion to the eloquent cortex by comparison to the previous images and 
determination of potential shifts that may have occurred during exposure 

• Following operative resection of all visible tumor, supervision and interpretation of iMRI sequences designed 
to assess the adequacy of tumor resection and determination of whether any residual gross tumor is present 

• Supervision and interpretation of all additional iMRI sequences designed to reassess the adequacy of tumor 
resection and determination of whether any residual tumor is present following additional resections of tumor 
identified on iMRI sequences including those sequences obtained in the operating room at the end of the 
surgical procedure 

• Intraservice work includes all communications between interpreting physician and operating physician that 
occur during the procedure. 

Description of Post-Service Work: 



CPT Code:70557 ----
• Dictate report of the iMRI examination 
• Review and sign report 
• Additional discussion with operating physicians and family 

SURVEY DATA 

Presenter(s): Robert Barr, MD, Bibb Allen, Jr., MD, Jeffrey Cozzens, MD, FACS, 

American Society of Neuroradiology (ASNR), American College of Radiology (ACR), 
Specialty(s): American Association of Neurological Surgeons (AANS)/Congress of Neurological 

Surgeons (CNS) 

CPT Code: 70557 

Sample Size: 25 Resp n: 8 Resp%: 32% 

Sample Type: panel 

Low 25th pctl Median 75th pctl Hlg_h 

Survey RVW: 1.6 3.26 5 5.8 

Pre-Service Evaluation Time: 10 1~ 30 60 

Pre-Service Positioning Time: - - - -
- ' Pre-Service Scrub, Dress, Wait Time: - - - " 

Intra-Service Time: 20 34 120 120 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 15 N/A 

Critical Care time/visit(s): N/A 

Other Hospital time/visit(s): N/A 

Discharge Day Mgmt: N/A 

Office time/visit(s): N/A 
.. . . 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

5.8 

60 

-
--

240 



CPT Code:70557 __ _ 

KEY REFERENCE SERVICE: 

CPT Code 70551 
contrast 

CPT Descriptor: Magnetic resonance imaging, brain (including brain stem); without 
material 

Global XXX Work RVU 1.48 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25% _______ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

L..l M_ed_ian_P_re_-S_e_rv_ic_e_T_im_e ___________ ___JII60 28/pr - total 
time from RUC 
database 

I'--M_ed_ian_In_tr_a-_Se_rv_ice_T_im_e __________ ____.II'--1_20 ___ ....~11L...N_IA ___ _. 

Median Immediate Post-service Time 15 N/A 

Median Critical Care Time NIA N/A 

Median Other Hospital Visit Time NIA NIA 

Median Discharge Day Management Time NIA NIA 

Median Office Visit Time NIA NIA 

Median Total Time 195 N/A 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.6 I LI2_.6 ___ _J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.8 I L.:I2:..:...8.:..__ __ _J 

tests, and/or other information that must be reviewed and 
analyzed 

L..lu_r~ge_n~cy~o_f_m_ed_I_.cal_d_ec_is_w_n_m_rua_·~ng~--------------....IIL..I4_.o ___ ~IL.:I2:..:...8.:..__ ____ _J 

Technical Skill/Physical Effort (Mean) 

I L.. T_ec_hn_ical_sk_il_l r_e..:..qu_ir_ed ___________ ____.l L-14_.2 ___ ~1 '-13_.3 ___ _~ 

'--1 P_h=-ys_ic_al...:..!!_ffi_ort_r_eq..:..u_ir_ed ___________ ____.l '--14_.1 ___ ~1 ~..:12:.:..::.2;__ __ _.~ 



CPT Code:70557 ----
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.0 11._3_.2 ____ _, 

L..l o_u_t_co_m_e_de_,_pe_nd_s_o_n_th_e_sk_Il_l_an_d...:j;....u....;dg:;;..e_m_e_n_t o_f_,p'-h..:..y_si_ci_an ___ _.ll L.. 4_.3 ___ __.11._3_.5 ____ _, 

L..l E_s_ti_m_a_ted_r_is_k_o_f_m_a..:.lp_ra_c_ti_ce_s_u_it_w_i_th-'poo'--_r_o_ut_co_m_e ____ __.l L..l3_. 7 ___ __.11._3_.2 ____ _, 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time S~ents (Mean} 

I Pre-Service mtenstty/complexity 114.1 ll2.s 

I Intra-Service intensity/complexity 113.7 112.8 

I Post-Service intensity/complexity 113.0 112.6 

ADDITIONAL RATIONALE 

Representatives of AANS, ASNR, and ACR discussed the results of the survey. 
Because of the small number of surveys and the wide variation in times 
reported, a consensus panel was convened to discuss the data. The panel 
recognized the limitations of the survey data but concluded that the results 
were to some extent reflective of the disparate practice patterns for the 
procedure. The panel also felt that the reliability of the survey data was 
not likely to be improved by repeat survey in the near future because the 
procedure, though fairly "mature" in its evolution, is performed at so few 
institutions. 

The panel considered the following XXX codes that have been RUC surveyed as 
comparisons: 

CODE 
70557-3 
95810 
99235 
99291 
76394 
70546 
70553 

PRE 
30 

15 
10 
15 
20 
6 

INTRA 
120 

60 
75 
45 
165 

15 
Hvd 43 

POST 
30 

20 
15 
15 
15 

wRVU 

10 
total 

3.53 
3.42 
4.00 
4.25 

1.8 
2.36 

polysomnography 
Inpt hasp care 
Critical care 1hr 
MR liver ablation 

MRA s/c 
MRI head s/c 

Using these codes, an initial range for iMRI valuation was felt to lie 
between 2.36 and 4.25. 

The panel determined that 76394 (Magnetic resonance guidance for, and 
monitoring of tissue ablation) is an appropriate reference service. It has 
an intraservice time of 165 minutes, similar pre- and post-service times and 
was recently valued by the RUC at 4.25. The median intraservice time 
obtained in the surveys for iMRI is 120 minutes and is 73% of the 
intraservice time for 76394. 73% of the physician work value of 76394 is 
3.1 RVU. This is comparable to the 25th% RVU for iMRI without contrast of 
3.26. The surveys indicate no difference in intraservice time between the 
three iMRI codes and establishing a physician work value of 3.2 for all the 



CPT Code:70557 __ _ 
codes in this family was felt appropriate. Therefore we are recommending a 
work RVU of 3.2. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
x Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

3. Please provide a table listing the typical scenano where this new/revised code is reported with multiple codes. 

CPT global multi RVW Pre Intra Post Total 
1. 70557 XXX 100% 3.2 30 120 30 180 

2. 61750 090 100% 18.20 35 133 222 390 Harvard 

3. 61795 zzz 100% 4.04 N/A N/A N/A 97/pr 

4. 69990 zzz 100% 3.47 N/A N/A N/A N/A 



CPT Code:70557 ----

FREQUENCY INFORMATION 

How was this service previously reported? __ _____,7--=64--=-9"--'9'------------- (if unlisted code, please ensure 
that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery (AANS) __ Commonly __ Sometimes _X_Rarely 

Specialty: Radiology (ACR)/(ASNR) __ Commonly __ Sometimes _X_Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ___ AANS ________ Frequency ___ 75 __ _ 

Specialty ___ ACRIASNR'-------- Frequency _75 ____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _____ AANS _____ Frequency ___ 25 __ _ 

Specialty ____ ACRIASNR ______ _ Frequency __ 25 ___ _ 

Do many physicians perform this service across the United States? __ Yes _ X_No 



CPT Code:70558 ----
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 70558 Tracking Number: P2 Global Period: XXX Recommended RVW: ~ 

CPT Descriptor: Magnetic resonance (eg, proton) imaging, brain (including brain stem and skull 
base), during open intracranial procedure (eg, to assess for residual tumor or residual vascular 
malformation); with contrast material 

(For stereotactic biopsy of intracranial lesion with magnetic resonance guidance, use 61751. 
Code 70557, 70558 or 70559 may be reported only if a separate report is generated. Report only 
one of the above codes once per operative session. Do not use these codes with 61751, 76393, 
76394) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: : 40 year old right handed male with a new onset tonic-clonic seizures associated with 
postictal aphasia and right hemiparesis was found to have a well-circumscribed mass in his left fronto-temporal 
(insular) region. Previous biopsy demonstrated an oligodendroglioma. The operating surgeon has recommended 
complete resection of the tumor using intraoperative MRI (iMRI) for guidance. From review of preoperative 
studies, it was determined that IV contrast will be necessary for assuring complete resection, but no nonenhanced 
scans are required. During the surgical procedure the appropriate MRI scan sequences are performed and 
interpreted to evaluate and facilitate the optimal resection of the tumor with the interpretation communicated to 
the surgeon during the surgical procedure. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: 
• Obtain additional informed consent for intravenous contrast 
• Review of all previous imaging studies with emphasis on the signal and enhancements characteristics of the 

lesion necessary to plan intraoperative MRI (iMRI) 
• Consult with the operating surgeon and select the appropriate sequences and imaging planes. 

Description of Intra-Service Work: 
• Supervision and interpretation of precontrast scans 
• Following intraoperative determination of eloquent cortex, supervision and interpretation contrast enhanced 

iMRI sequences designed to determine the relation of the lesion to the eloquent cortex 
• Following operative exposure of the lesion, supervision and interpretation of contrast enhanced iMRI 

sequences designed to re-evaluate the relation of the lesion to the eloquent cortex by comparison to the previous 
images and determination of potential shifts that may have occurred during exposure 

• Following operative resection of all visible tumor, supervision and interpretation of contrast enhanced iMRI 
sequences designed to assess the adequacy of tumor resection and determination of whether any residual gross 
tumor is present 

• Supervision and interpretation of all additional iMRI sequences designed to reassess the adequacy of tumor 
resection and determination of whether any residual tumor is present following additional resections of tumor 
identified on iMRI sequences including those sequences obtained in the operating room at the end of the 
surgical procedure 

• Intraservice work includes all communications between interpreting physician and operating physician that 
occur during the procedure. 



CPT Code:70558 ----

Description of Post-Service Work: 
• Dictate report of the iMRI examination 
• Review and sign report 
• Additional discussion with operating physicians and family 

SURVEY DATA 

Presenter{s): Robert Barr, MD, Jeffrey Cozzens, MD, FAGS, Bibb Allen, Jr., MD 

Specialty{s): 
American Society of Neuroradiology (ASNR), American Association of Neurological 
Surgeons (AANS), and American College of Radiology (ACR) 

CPT Code: 70558 

Sample Size: 25 Resp n: 8 Resp%: 32% 

Sample Type: panel 

Low 25th pctl Median 75th pctl H!g_h 

Survey RVW: 1.79 3.44 5 8.6 

Pre-Service Evaluation Time: 10 ,16 30 60 

Pre-Service Positioning Time: -
Pre-Service Scrub, Dress, Wait Time: -
Intra-Service Time: 20 30 120 120 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 15 N/A 
Critical Care time/visit(s): N/A 
Other Hospital time/visit(s): N/A 
Discharge Day Mgmt: N/A 
Office time/visit(s): N/A 

.. .. 
*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

8.6 

60 

240 



CPT Code:70558 __ _ 

KEY REFERENCE SERVICE: 

CPT Code 70552 CPT Descriptor: Magnetic resonance imaging, brain (including brain stem); with 
contrast material. 

Global XXX Work RVU 1.78 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _25% ______ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

I Median Pre-Service Time 1160 33/pr - total ..__ __________________ _. time from RUC 

database 

L..l M_ed_tan_In_tra_-_se_rv_i_ce_T_im_e __________ __JI L..I1_20 ___ _.II~....N_IA ___ _. 

Median Immediate Post-service Time 15 N/A 

Median Critical Care Time N/A N/A 

Median Other Hospital Visit Time N/A N/A 

Median Discharge Day Management Time N/A N/A 

Median Office Visit Time N/A N/A 

Median Total Time 195 N/A 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible dtagnosis and/or the number of 13.7 IIL..2_.8 ___ __. 
management options that must be constdered 

The amount and/or complexity of medtcal records, diagnostic 13.8 112.7 
tests, and/or other information that must be reviewed and '--------' 
analyzed 

L..lu_r~ge_n~cy~o_f_m_ed_ical_d_ec_is_io_n_m_~_i~ng~ _______ __.IL..I4_.o ___ _.IIL..3_.o ___ __. 

Technical Skill/Physical Effort (Mean) 

L..IT_ec_oo_ic_al_sk_il_l_re~~-ir_ed ___________ --JIL..I4_.6 ___ _.11~....3_.3 ___ _. 

L..l P_h.::....ys_ic_al_e_ffi_ort_req~u_ir_ed ___________ __JI L..l3_.8 ___ _.ll~....2_.6 ___ _. 



CPT Code:70558 ----
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.0 I ._13_.2 ____ _, 

~..I o_u_tc_o_m_e_d"""'epe!..__nd_s_o_n_th_e_s_k_ill_an_d_J::....u....;dg::o.e_m_e_nt_o_r.!..ph-=y:....s_ic_ian __ ____.l L...I4_.3 ___ ....JI L...l3_.s ___ ___J 

~...IE_s_ti_m_a_too_r_is_k_o_f_m_ru~p_ra_c_ti_ce_su_it_w_i_th....;poo~_r_o_ut_co_m_e ____ ....JI'-13_.7 ____ _....JII~...3_.2 _______ ....J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time S~ents (Mean} 

I Pre-Service mtensity/complexity 114.1 112.8 

I Intra-Service intensity/complexity 114.3 113.0 

I Post-Service intensity/complexity 112.8 112.6 

ADDITIONAL RATIONALE 

Representatives of AANS, ASNR, and ACR discussed the results of the survey. 
Because of the small number of surveys and the wide variation in times 
reported, a consensus panel was convened to discuss the data. The panel 
recognized the limitations of the survey data but concluded that the results 
were to some extent reflective of the disparate practice patterns for the 
procedure. The panel also felt that the reliability of the survey data was 
not likely to be improved by repeat survey in the near future because the 
procedure, though fairly "mature" in its evolution, is performed at so few 
institutions. 

The panel considered the following XXX codes that have been ROC surveyed as 
comparisons: 

CODE PRE 
70557-3 30 
95810 15 
99235 10 
99291 15 
76394 20 
70546 6 
70553 

INTRA 
120 

60 
75 
45 
165 

15 

POST 
30 

20 
15 
15 
15 

10 

wRVU 

3.53 
3.42 
4.00 
4.25 

polysomnography 
Inpt hasp care 
Critical care lhr 
MR liver ablation 

Hvd 43 total 
1.8 

2.36 
MRA s/c 

MRI head s/c 

Using these codes, an initial range for iMRI valuation was felt to lie 
between 2.36 and 4.25. 

The panel determined that 76394 (Magnetic resonance guidance for, and 
monitoring of tissue ablation) is an appropriate reference service. It has 
an intraservice time of 165 minutes, similar pre- and post-service times and 
was recently valued by the RUC at 4.25. The median intraservice time 
obtained in the surveys for iMRI is 120 minutes and is 73% of the 
intraservice time for 76394. 73% of the physician work value of 76394 is 
3.1 RVU. This is comparable to the 25th% RVU for iMRI without contrast of 
3.26. The surveys indicate no difference in intraservice time between the 
three iMRI codes and establishing a physician work value of 3.2 for all the 



CPT Code:70558 __ _ 
codes in this family was felt appropriate. Therefore we are recommending a 
work RVU of 3.2. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
X Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) ___________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

CPT global multi RVW Pre Intra Post Total 
1. 70557 XXX 100% 3.2 30 120 30 180 
2. 61750 090 100% 18.20 35 133 222 390 Harvard 
3. 61795 zzz 100% 4.04 N/A N/A N/A 97/pr 
4. 69990 zzz 100% 3.47 N/A N/A N/A N/A 
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FREQUENCY INFORMATION 

How was this service previously reported? -----'7-"64~99"---------- (if unlisted code, please ensure 
that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery (AANS) __ Commonly __ Sometimes _X_Rarely 

Specialty: Radiology (ACR)/(ASNR) __ Commonly __ Sometimes _X_Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ___ AANS ________ Frequency ___ 75 __ _ 

Specialty ___ .ACR/ ASNR'----------- Frequency __ 75 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _____ AANS _____ Frequency ___ 25 __ _ 

Specialty ___ .ACR/ASNR. _____ _ Frequency __ 25 ___ _ 

Do many physicians perform this service across the United States? __ Yes _ X_No 



CPT Code:70559 ----
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 70559 Tracking Number: P3 Global Period: XXX Recommended RVW: ~ 

CPT Descriptor: Magnetic resonance (eg, proton) imaging, brain (including brain stem and skull 
base), during open intracranial procedure (eg, to assess for residual tumor or residual vascular 
malformation); without contrast material, followed by contrast material(s) and further sequences 

(For stereotactic biopsy of intracranial lesion with magnetic resonance guidance, use 61751. 
Code 70557, 70558 or 70559 may be reported only if a separate report is generated. Report only 
one of the above codes once per operative session. Do not use these codes with 61751, 76393, 
76394) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: : 40 year old right handed male with a new onset tonic-clonic seizures associated with 
postictal aphasia and right hemiparesis was found to have a well-circumscribed mass in his left fronto-temporal 
(insular) region. Previous biopsy demonstrated an oligodendroglioma. The operating surgeon has recommended 
complete resection of the tumor using intraoperative MRI (iMRI) for guidance. From review of preoperative 
studies, it was determined complete resection will require the use of both non enhanced and contrast enhanced 
scans. During the surgical procedure the appropriate MRI scan sequences are performed and interpreted to 
evaluate and facilitate the optimal resection of the tumor with the interpretation communicated to the surgeon 
during the surgical procedure 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: 
• Obtain additional informed consent for intravenous contrast 
• Review of all previous imaging studies with emphasis on the signal and enhancements characteristics of the 

lesion necessary to plan intraoperative MRI (iMRI) 
• Consult with the operating surgeon and select the appropriate sequences and imaging planes. 

Description of Intra-Service Work: 
• Supervision and interpretation of precontrast scans. 
• Following intraoperative determination of eloquent cortex, supervision and interpretation of contrast enhanced 

iMRI sequences designed to determine the relation of the lesion to the eloquent cortex 
• Following operative exposure of the lesion, supervision and interpretation of contrast enhanced iMRI 

sequences designed to re-evaluate the relation of the lesion to the eloquent cortex by comparison to the 
previous images and determination of potential shifts that may have occurred during exposure 

• Following operative resection of all visible tumor, supervision and interpretation of contrast enhanced iMRI 
sequences designed to assess the adequacy of tumor resection and determination of whether any residual gross 
tumor is present 

• Supervision and interpretation of all additional iMRI sequences designed to reassess the adequacy of tumor 
resection and determination of whether any residual tumor is present following additional resections of tumor 
identified on iMRI sequences including those sequences obtained in the operating room at the end of the 
surgical procedure 

• Intraservice work includes all communications between interpreting physician and operating physician that 
occur during the procedure. 
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Description of Post-Service Work: 
• Dictate report of the iMRI examination 
• Review and sign report 
• Additional discussion with operating physicians and family 

SURVEY DATA 

Presenter(s): Robert Barr, MD, Jeffrey Cozzens, MD, FACS, Bibb Allen, Jr., MD 

Specialty(s): 
American Society of Neuroradiology (ASNR), American Association of Neurological 
Surgeons (AANS), and American College of Radiology (ACR) 

CPT Code: 70559 

Sample Size: 25 Resp n: 8 Resp %: 32% 

Sample Type: panel 

Low 25th pctl Median 75th pctl Hjg_h 

Survey RVW: 2.41 3.84 5.25 6.2 

Pre-Service Evaluation Time: 10 20 30 60 

Pre-service Positioning Time: -
Pre-service Scrub, Dress, Wait Time: -
Intra-Service Time: 25 37 120 120 

Post-Service Total Min* CPT code I # of visits 

lmmed. Post-time: 15 N/A 
Critical Care time/visit(s): N/A 
Other Hospital time/visit(s): N/A 
Discharge Day Mgmt: N/A 

Office time/visit(s): N/A 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

6.2 

60 

240 
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KEY REFERENCE SERVICE: 

CPT Code 70553 CPT Descriptor: Magnetic resonance imaging, brain (including brain stem); without 
contrast material, followed by contrast material(s) and further 

sequences 
Global XXX Work RVU 2.36 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _ 25% ______ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

LJ M_ed_ian_P_re_-S_e_rv_ic_e_T_im_e ___________ ___Jjj60 43/pr - total 
time from RUC 
database 

LjM_ed_ian_In_tr_a-_Se_rv_ic_e_T_im_e __________ ~ILJ1_20 ___ ~ILJN_IA ______ ~ 

Median Immediate Post-service Time 15 N/A 

Median Critical Care Time N/A N/A 

Median Other Hospital Visit Time N/A N/A 

Median Discharge Day Management Time N/A N/A 

Median Office Visit Time N/A N/A 

Median Total Time 195 N/A 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of j3.7 JJ3.0 
management options that must be considered L-------' 

The amount and/or complexity of medical records, diagnostic j3.8 jj2.8 
tests, and/or other information that must be reviewed and ....._ ___ ___, 
analyzed 

Lju_r~ge_n~cy~o_f_m_ed_I_·ca_l_d_ec_is_io_n_m_~_i~ng~----------'JLJ4_.o ___ ~IJL2_.5 ___ ___, 

Technical Skill/Phvsical Effort (Mean) 

J L T_ec_hn_ical_sk_il_l_re..!..qu_ir_ed ___________ ___...lj Lj3_.o ___ ~IJL-3_.s ______ _. 

Lj P_h=-ys_ic_al_e_ffi_ort_req..!..u_ir_ed ___________ ~j Lj4_.o ___ ~IJ._3_.o ______ ~ 
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Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.3 I ._13_._1 ___ __, 

._I O_u_t_co_m_e_d_epe....:....__nd_s_o_n_th_e_sk_il_l_an_d_,j'-u-'dg=-e_m_e_n_t o_f_,p'-h.:..y_si_ci_an ___ _,l ._14_._1 ___ _.IIL-3_.3 ____ ....~ 

._E_s_ti_m_a_tro_r_is_k_o_f_m_ru~p_rn_c_ti_ce_s_u_it_w_i_th_,poo~_r_ou_t_co_m_e ____ __,IL...3_.6 ___ -....~IL...I3_.6 ____ ~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time S~ents (Mean} 

I Pre-Service mtensity/complexity 114.1 113.1 

I Intra-Service intensity/complexity 114.3 113.1 

I Post-Service intensity/complexity 113.1 113.0 

ADDITIONAL RATIONALE 

Representatives of AANS, ASNR, and ACR discussed the results of the survey. 
Because of the small number of surveys and the wide variation in times 
reported, a consensus panel was convened to discuss the data. The panel 
recognized the limitations of the survey data but concluded that the results 
were to some extent reflective of the disparate practice patterns for the 
procedure. The panel also felt that the reliability of the survey data was 
not likely to be improved by repeat survey in the near future because the 
procedure, though fairly "mature" in its evolution, is performed at so few 
institutions. 

The panel considered the following XXX codes that have been RUC surveyed as 
comparisons: 

CODE 
70557-3 
95810 
99235 
99291 
76394 
70546 
70553 

PRE 
30 

15 
10 
15 
20 
6 

INTRA 
120 

60 
75 
45 
165 

15 
Hvd 43 

POST 
30 

wRVU 

20 3.53 
15 3.42 
15 4.00 
15 4.25 
10 1. 8 

total 2.36 

polysomnography 
Inpt hosp care 
Critical care 1hr 
MR liver ablation 

MRA s/c 
MRI head s/c 

Using these codes, an initial range for iMRI valuation was felt to lie 
between 2.36 and 4.25. 

The panel determined that 76394 (Magnetic resonance guidance for, and 
monitoring of tissue ablation) is an appropriate reference service. It has 
an intraservice time of 165 minutes, similar pre- and post-service times and 
was recently valued by the RUC at 4.25. The median intraservice time 
obtained in the surveys for iMRI is 120 minutes and is 73% of the 
intraservice time for 76394. 73% of the physician work value of 76394 is 
3.1 RVU. This is comparable to the 25th% RVU for iMRI without contrast of 
3.26. The surveys indicate no difference in intraservice time between the 
three iMRI codes and establishing a physician work value of 3.2 for all the 



CPT Code:70559 ----codes in this family was felt appropriate. Therefore we are recommending a 
work RVU of 3.2. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
x Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

CPT global multi RVW Pre Intra Post Total 
1. 70557 XXX 100% 3.2 30 120 30 180 

2. 61750 090 100% 18.20 35 133 222 390 Harvard 

3. 61795 zzz 100% 4.04 N/A N/A N/A 97/pr 

4. 69990 zzz 100% 3.47 N/A N/A N/A N/A 



CPT Code:70559 __ _ 

FREQUENCY INFORMATION 

How was this service previously reported? -----'7'-"64~99"---------- (if unlisted code, please ensure 
that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Neurosurgery (AANS) __ Commonly __ Sometimes _X_Rarely 

Specialty: Radiology (ACR)/(ASNR) __ Commonly __ Sometimes _X_Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ___ AANS ________ Frequency ___ 75 __ _ 

Specialty ___ ACR/ASNR~------ Frequency __ 75 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _____ AANS _____ Frequency __ _;25 __ _ 

Specialty ___ .ACR/ASNR. _____ _ Frequency __ 25 ___ _ 

Do many physicians perform this service across the United States? __ Yes _X_No 
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Corneal Pachymetry Echography 

The CPT Editorial Panel created a new code 76514 Ophthalmic ultrasound, echography, diagnostic; corneal pachymetry, unilateral 
or bilateral (determination of corneal thickness) to describe the measurement of corneal thickness. This service may be performed 
for patients who are candidates for corneal transplantation, as well as patients with glaucoma. Peer-reviewed literature has recently 
supported the importance of measuring corneal thickness in glaucoma patients. The incidence of glaucoma in the general population 
is 1 to 2 percent. The specialty indicated that most glaucoma patients may expect to receive this service once, while those with 
corneal disease may have the measurement completed on more than one occasion. The specialty also indicated that the utilization of 
these services will be higher in the first year or two of the code's release, as there will be a general catch up in measuring all 
glaucoma patients. After this initial period, it is expected that the test will only be performed on newly diagnosed glaucoma patients. 

A survey of more than 30 ophthalmologists indicated that this service is similar in work to CPT code 92083 Visual field examination, 
unilateral or bilateral, with interpretation and report (work rvu = 0.50). However, the specialty determined that this service was 
more comparable to 76076 Duel energy x-ray absorptiometry (DEXA) bone density study, one or more sites; appendicular skeleton 
(peripheral )(eg, radius, wrist, heel) (work rvu = 0.22); 71010 Radiologic examination, chest; single view, frontal (work rvu = 0.18); 
93000 Electrocardiogram, routine ECG with at least 12 leads; with interpretation and report (work rvu = 0.17); or 99211 
Established patient office visit, level one (work rvu = 0.17). 

The RUC reviewed the activities performed by the technician versus the physician. The specialty indicated that in some practices the 
physician will actually perform the measurement, while in others a technician would perform the measurement and the physician 
would then interpret the findings. The specialty stated that "the applanation of the central cornea could be done by a technician but 
typically will be performed by a physician. If the readings are taken by the technician rather than the physician, the physician still 
must establish the validity and import of the findings. The physician must address the following issues: If the corneal readings are 
thin, does the increased "true" pressure constitute a risk to the patient? If the difference in the applanation and corrected pressure 
using pachymetry significant enough to change the observation or management of the patient?" The RUC concurred that a small 
amount of physician work is appropriate as this test may modify another test and physician interpretation is necessary. The specialty 

CPT five-dtgit codes, two-digtt modtfiers, and descriptions only are copyright by the American Medical Association. 



also indicated that the medical record will include a written note from the physician, which includes the thickness and the impact on 
measurements ofthe intraocular pressure (lOP). An example of this note is attached to this recommendation. 

The RUC also requested that the CPT Editorial Panel clarify that this code should be reported for either unilateral or bilateral 
measurements. The CPT Editorial Panel has modified the nomenclature to provide this clarification. 

Practice Expense 

The RUC clarified that this service is typically provided on the same date as an eye exam code or evaluation and management 
service. Therefore, there are minimal practice expense inputs associated with this service. Either the equipment must be moved into 
the patient or the patient is moved to the equipment. The RUC, therefore, thought the total clinical staff time of 5 minutes was 
reasonable. There are no medical supplies associated with this service. The only equipment is the ultrasonic pachymeter. 

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

0025T 0025T :Qetefffii:eatiea ef eemeal thielffiess Eeg, XXX N/A 

paehymetry) 'Ntth imerpretatiea aad repert, bilateral 

(0025T has been deleted. To report2 use 76514) 
•76514 HHl Ophthalmic ultrasound, echography, diagnostic; corneal XXX 0.17 

pachymetry ), unilateral or bilateral (determination of 
corneal thickness 

CPT five-digit codes, two-digtt modifiers, and descnptions only are copyright by the American Medtcal Association. 



American Academy of Ophthalmology April 2003 CPT Code :_76514 __ _ 
AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 
CPT Code: 7651X Tracking Number: HHl_ Global Period: XXX Recommended RVW: 0.17 

CPT Descriptor: Ophthalmic ultrasound, echography, diagnostic; corneal pachymetry, unilateral or 
bilateral (determination of corneal thickness) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A 50 year old patient is found to have an apparent increased intraocular pressure (lOP). A 
measurement of 26 mm Hg was detected by applanation tonometry during an ophthalmic exam. 
There was no family history of glaucoma and the optic nerves appeared healthy. A measurement of 
corneal thickness was requested to adjust or normalize the measured pressure. 

Percentage of Survey Respondents who found Vignette to be Typical: 99% 

Description of Pre-Service Work: 

A brief description on the nature of the test is presented to the patient. The patient is 
taken to an exam room, seated in an exam chair, and the eye to be examined is pretreated 
with a topical anesthetic. 

Description oflntra-Service Work:. 

The patient is instructed to fixate on a distant target in order to stabilize the globe. The ultrasound probe is 
aligned with the center of the cornea and then brought into contact with the center of the cornea. Five 
consecutive readings are obtained. The high and low readings are discarded and an average thickness 
measurement in microns determined for the eye being tested. The physician interprets the effect of the 
corneal thickness on intraocular measurements. 

Description of Post-Service Work: A specific comment is reported in the medical record including the 
thickness and the impact on measurements of lOP. This measure will be used to adjust future 
measurements of lOP. 

Ruth Williams, M.D., Stephen Kamenetzky, M.D. 

Academy of Ophthalmology 

CPT Code: 

Sample Size: 100 Resp n: 

Sample Type: Random sample 

Critical Care time/visit(s): N/A 

Other Hospital time/visit(s): N/A 

Discharge Day Mgmt: N/A 

Office time/visit(s): N/A 

American Academy of Ophthalmology 
Apri12003 

31 Resp %: 31% 

Median 
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KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor WorkRVU 

92083 Visual field examination, unilateral or bilateral, with mterpretatwn and report; extended 0.50 XXX 
examination (eg, Goldmann VIsual fields with at least 3 isopters plotted and static 
determmation within the central30°, or quantitative, automated threshold perimetry, 
Octopus program G-1, 32 or 42, Humphrey visual field analyzer full threshold 
programs 30·2, 24·2, or 30/60·2) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: __ 27 _____ _ 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

76514 92083 

I Median Pre-Service Time lis II 

I Median Intra-Service Time lis II 

Median Immediate Post-serv1ce T1me s 

Median Critical Care T1me N/A 

Median Other Hospital Visit Time N/A 

Median Discharge Day Management Time N/A 

Median Office Visit Tlllle N/A 

Median Total Time 15 17 (Harvard) 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnos1s and/or the number of L.l2_.s ___ ---~11 L.: 3:..:..:.2::..:2;__ __ _.J 

management options that must be considered 

The amount and/or complexity of med1cal records, diagnostic 12.S9 113.0 
tests, and/or other information that must be reviewed and analyzed L--------1 L------1 

Ll U:_r..::ge:_n..:..:cy:.....o.:....f_m::..:ed:..:.:..:.ica=l....:d.:....ec:..:..:is:..:..:io:..:..:n...;..m.:....ak.:....i....:ng::.._ _______ ___.l ~.:12:_44.;....;.._ __ -JI L.:l2:..:... 7:...:8;__ __ _.J 

Technical Skill/Physical Effort (Mean) 

L.IT_ec_hni_·c_al_sk_il_l_r~~u_ir_ed ___________ ~IL.I2_.S_6 __ ~1~12_.5_9 __ ~ 

L.l P_h.:....ys_ic_al_e_ffi_ort_re~qu_ir_ed ___________ ~l ~12_.0_9 __ ___.1 ~11_.9_3 __ ~ 
American Academy of Ophthalmology 
Apri12003 
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Psychological Stress (Mean) 
CPT Code: 76514 ---

The nsk of stgnificant complications, morbidity and/or mortality 12.0 I L..ll_.S_l ___ ....J 

I Outcome depends on the skill and judgement of phystcian 112.75 IIL-2_.9_6 ___ __, 

Estimated nsk of malpractice sutt with poor outcome 12.34 IIL-2_.5_9 ___ __, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se1m1ents (Mean} 

I Pre-Service mtensity/complexity 111.97 112.12 

I Intra-Service intenstty/complexity 112.55 112.63 

I Post-Service mtensity/complexity 112.66 112.68 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The survey participants chose reference code 92083, the most similar code on the Reference 
Service list provided. The AAO Health Planning Committee met via conference call and, acting 
consensus committee, felt that the value determined from the reference code was too high because 
of the large difference in intra-service time between the surveyed code and the reference service. 
In addition, the consensus committee felt that because ophthalmology has not previously surveyed 
a diagnostic code that did not require the "interpretation and report" the surveyees estimates of 
pre, intra and post time were distorted by their confusion as to what is done is an accompanying 
EM service and what is done during the test itself. The consensus committee chose 76076 (DEXA 
bone density study; one or more sites; appendicular skeleton) as a more appropriate reference 
code. This code has a work value of .22 and an intra-service time of 5 minutes which is quite 
similar to 76514. It has a longer post service time and for that reason the work RVU chosen for 
the new code is lower than 76076. The proposed value also compares most favorably with 
99211(0.17 WRVU) which has no pre-service time, an intra-service time of 5 minutes and 2 
minutes of post service time. 
A question had been raised at the CPT meeting on the nature of the physician work for this code. 
It is just a number like a blood pressure reading? There is work in performing the test itself and 
interpreting its results. The patient described in the vignette would typically be subjected to 
diagnostic testing for damage from the elevated intraocular pressure. These tests would include 
quantitative visual fields, gonioscopy and optic nerve imaging studies. If this patient is found to 
have a thicker cornea than normal on pachymetry, a nomogram can be used to determine the 
"true" intraocular pressure which will be lower than applanation tonometry. This normalized 

American Academy of Ophthalmology 
April2003 
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pressure is recorded and the imports of the findings are related to the patient. Most of these 
patients will no longer be subjected to periodic diagnostic testing and some who were on drops can 
be discontinued. 
The applanation of the central cornea could be done by a technician but typically will be 
performed by a physician. If the readings are taken by the technician rather than the physician, 
the physician still must establish the validity and import of the findings. If the corneal readings 
are thin, does the increased "true" pressure constitute a risk to the patient? If the difference in 
the applanation and corrected pressure using pachymetry significant enough to change the 
observation or management of the patient? 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is thts new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: YES 

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

The surveyed code ts an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each spectalty codes tts part of 
the physician work using different codes. 
Multiple codes allow flextbtlity to descnbe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with stmilar codes. 
Historical precedents 

x Other reason (please explain). __________________ _ 
Corneal pachymetry 1s almost always performed on a patient on the same day as an EM servtce. 
2. Please provide a table listing the typical scenario where thts new/revtsed code 1s reported with multiple 

codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-ttme for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
phystcian is involved m the provision of the total service, please mdtcate which physician is performing 
and reporting each CPT code in your scenario. The service is performed by the same physician 
performing an EM, eye code or office consult code. 

The level of EM code selected is dependent on the nature of the presenting problem and the physician work 
involved. 

American Academy of Ophthalmology 
April2003 
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FREQUENCY INFORMATION 

How was this service previously reported? 0025T(new technology code) 
unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty ___ ophthalmology _______ _ __ X_ Commonly Sometimes Rarely ---

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

(if 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __ AAO ________ _ Frequency Appx. 1.2 million in first few years 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Ophthalmology Frequency: Once a lifetime to patients with the diagnoses of glaucoma, glaucoma 
suspect, ocular hyertension. It would also be provided once a lifetime to populations at risk for developing 
glaucoma: African Americans age 50 and older; Medicare beneficiaries with a family history of glaucoma and 
diabetics. 

Specialty _AAO_______ Frequency approximately 800,000 in first few years 

Do many physicians perform this service across the United States? __ X_ Yes __ No 

American Academy of Ophthalmology 
April2003 



LOCATION 
GLOBAL PERIOD 

TOTAL CLINICAL LABOR TIME 

TOTAL PRE-SERV CLINICAL LABOR TIME 

TOTAL SERVICE PERIOD CLINICAL LABOR TIME 

TOTAL POST-SERV CLINICAL LABOR TIME 

LOCATION 
Start: Following visit when decision for surgery or 
procedure made 

Complete pre-service diagnostic & referral forms 
Coordinate pre-surgery services 
Schedule space and equipment in facility 
Provide pre-service education/obtain consent 
Follow-up phone calls & prescriptions 
Other Clinical Activity (please specify) 
End:When patient enters office/facility for 
surgery/procedure 

Start: When patient enters office/facility for 
surgery/procedure 
Pre-service services 
Review charts 
Greet patient and provide gowning 
Obtain vital signs 
Provide pre-service education/obtain consent 
Prepare room, equipment, supplies 
Prepare and position patienU monitor patienU set up IV 
Sedate/apply anesthesia 
Intra-service 
Assist physician in performing procedure 
Post-Service 

Monitor pt. following service/check tubes, momtors, drains 
Clean room/equipment by physician staff 
Clean Scope 
Complete diagnostic forms, lab & X-ray requisitions 

CMS STAFF 
TYPE,MED 

SUPPLY, OR 
EQUIP CODE 

XXX 

1121 

1121 

1121 

1121 

In Office 

5.0 

1.0 

4.0 

0.0 

In Office 

0 
0 
0 
1 
0 

0 
0 
0 
0 
2 
0 

2 

0 
0 
0 
0 

Office 

0.0 

0.0 

0.0 

0.0 

Out 
Office 

0 
0 
0 

0 
0 



Review/read X-ray, lab, and pathology reports 
Check dressings & wound/ home care instructions 
/coordinate office visits /prescriptions 
Discharge day management 99238 --12 minutes 
99239 --15 minutes 
Other Clinical Activity (please specify) 
End: Patient leaves office 

Start: Patient leaves office/facility 
Clean surgical medium tray 
Conduct phone calls/call in prescriptions 

Office visits: Greet patient,escort to room; provide gowning; 
interval history & vital signs and chart; assemble previous 
test reports/results;assist physician during exam; assist with 
dressings, wound care, suture removal; prepare dx test, 
prescription forms; post service education, instruction, 
counseling; clean room/equip, check supplies; coordinate 
home or outpatient care 
List Number and Level of Office Visits 
99211 16 minutes 
99212 27 minutes 
99213 36 minutes 
99214 53 minutes 
99215 63 minutes 
Other 

Total Office Visit Time 
Other Activity (please specify) 

End: with last office visit before end of global period 

16 
27 
36 
53 
63 

0 

0 

0 
0 

0 

0 
0 
0 
0 
0 



Sample Report/Note: 

The corneal thicknesses were measured with contact ultrasound using the 
Chiron Cornea-Gage. The right was 540 microns and the left was 615 
microns. lOP measures ofthe left eye measured with applanation will be 
artificially increased. 



• 
AMA/Specialty Society RVS Update Committee 

Summary ofRecommendations 

April2003 

Multiple Day Nuclear Medicine Whole Body-Spect Imaging 

Work Relative Value Recommendations 

Two existing codes were modified and one new code was created to account for the additional physician work and practice expenses 
when multiple day studies are required to complete nuclear medicine whole body or SPECT tumor imaging studies. Imaging for 
specific tumors with recently introduced radiopharmaceuticals, increasingly require multiple day studies. In addition, whole body 
imaging for pretreatment planning prior to radiopharmaceutical therapy must be performed on two or more days. 

The RUC and the specialty society recommended that the existing codes have no change in their current physician work values. These 
two codes were merely modified within CPT to distinguish between imaging during one day and for multiple days. The RUC 
reviewed codes 78306 Bone and/or joint imaging; whole body (Work RVU = 0.86) and 78806 Radiopharmaceutical localization of 
inflammatory process; whole body (Work RVU = 0.86) in relation to revised code 78802 Radiopharmaceutical localization of tumor 
or distribution or radiopharmaceutical agent(s); limited area . In addition, the RUC reviewed the survey results of 78802 and agreed 
with the specialty society that the current relative value of0.86 was still appropriate. The RUC agreed with the rank order between 
the family of codes and recommends no change in the work relative values for CPT codes 78800 Radiopharmaceutical 
localization of tumor or distribution ofradiopharmaceutial agent(s); limited area (Work RVU = 0.66) and 78802 
Radiopharmaceutical localization oftumor or distribution ofradiopharmaceutial agent(s); whole body, single day imaging (Work 
RVU = 0.86) 

New code 78804 Radiopharmaceutical localization of tumor or distribution ofradiopharmaceutial agent(s); whole body, requiring 
two or more days imaging was reviewed by the RUC for its rank order as well as its survey results. The survey results indicated a 
median RVU of 1.53, however the specialty believed that in order to maintain accurate rank order, this new code should be valued 
closer to the survey's 25th percentile results. In relation to the specialty's key reference service 78806, as well as 78800 and 78802, 
the RUC accepted the specialty society's recommendations. The RUC recommends a work relative value of 1.07 for CPT code 
78804. 

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



Practice Expense Recommendations 

The RUC reviewed the in office practice expense recommendations for CPT codes 78802 and 78804. The specialty explained that the 
direct practice expense inputs for these codes were crosswalked from code 78306 Radiopharmaceutical localization of inflammatory 
process; whole body, and should be placed into the non-physician work pool. These services were explained by the presenters as 
typically performed in the non-facility setting and there would not be facility practice expense inputs for these codes. The RUC 
believed that the non-facility inputs were typical for the services provided, and accepted the data without modification. 

CPT Code Track CPT Descriptor Global Period WorkRVU 
(•New) ing Recommendation 

Num-
ber 

A 78800 Radiopharmaceutical localization of tumor or distribution XXX 0.66 

of radiopharmaceutical agent(s); limited area (no change) 

(For specific organ, see appropriate heading) 

A 78802 Ill whole body, single day imaging XXX 0.86 

(no change) 

•78804 II2 whole body, requiring two or more days imaging XXX 1.07 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION Apri12003 

CPT Code: 78802 Tracking No: II I Global: XXX Recommended RVW: 0.86 

Descriptor: Radiopharmaceutical localization of tumor or distribution of radiopharmaceutical agent(s ); 
whole body, single day imaging 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 
A 69-year man, who is one year post therapy for Hodgkin's lymphoma and now has recurrent fever and 
weight loss, is referred for restaging. Imaging is concluded in a single day. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: 
• Patient history reviewed and the order for the procedure confirmed 
• Review prior applicable imaging studies 
• Order radiopharmaceutical and dosage to be administered 
• Equipment quality control review and oversight 

Description of Intra-Service Work 
• Regulatory documentation, review and oversight for ordering and administering radioactive 

materials 
• Preliminary review of images during acquisition, to assure that all needed images are acquired 

free of motion and artifacts, including determination if image filter is necessary 
• Interpret imaging data 
• Comparison of previous pertinent imaging studies 
• Dictate report for medical record 

Description of Post-Service Work 
• Review and sign report 
• Communicate finding to referring physician and patient as appropriate 
• Regulatory documentation, review and oversight for waste and disposal of radioactive 

materials 
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SURVEY DATA 

Presenter(s): 
Bibb Allen, Jr., M.D. (ACR), Michael A. Wilson, M. D. (SNM), and Kenneth A. 
McKusick, M.D. (SNM) 

Specialty(s): American College of Radiology, Society of Nuclear Medicine 

CPT Code: 78802 

Sample Size: 167 I Resp n: 19 I Resp %: 11% 

Sample Type: Random 

Low 25th octl Median 75th octl Hie_h 

SurveyRVW: 0.86 0.90 1.00 1.25 1.55 

Pre-Service Time: 12.50 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 5.00 11.25 17.50 27.50 90.00 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 10.00 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Phys1c1an standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Glob 

78806 Radiopharmaceutical localization of inflammatory process; whole body 0.86 XXX 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref CPT 
TIME ESTIMATES (MEDIAN) 
Pre-service 12.50 
Intra-service 17.50 23 (Harvard) 
Same Day Immediate Post-service 10.00 
Critical care 
Other hospital visit 
Discharge day management 
Office visit 
TOTAL TIME 40.00 23 (Harvard) 
INTENSITY/COMPLEXITY MEASURES (mean) 
Survey Count 6 
TIME SEGMENTS 
Pre-service 2.33 2.17 
Intra-service 3.83 3.17 
Post-service 2.33 2.33 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that 

3.67 2.67 
must be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

4.00 3.67 
information that must be reviewed and analyzed 
Urgency of medical decision making 3.67 3.67 
TECHNICAL SKILL/PHYSICAL EFFORT 

2.83 
2.00 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 3.50 3.33 
Outcome depends on the skill and judgment of physician 3.83 3.67 
Estimated risk of malpractice suit with poor outcome 3.17 3.17 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. If your specialty has 
used an JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel consisting of physicians from the American College ofRadiology and Society of 
Nuclear Medicine was formed. The consensus panel reviewed the survey data and recommends a RVW 
of0.86. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specmlties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all ,of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCYINFO~TION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

78802: Radiopharmaceutical localization of tumor; whole body 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

_X:.;:__ Commonly 
___ Commonly 

----
----

Sometimes 
Sometimes 

Rarely 
___ Rarely 

For your specialty, estimate the number oftimes this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

315,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 

15,000 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION Apri12003 

CPT Code: 78804 Tracking No: 112 Global: XXX Recommended RVW: 1.07 

Descriptor: Radiopharmaceutical localization of tumor or distribution of radiopharmaceutical agent(s); 
whole body, requiring two or more days imaging 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 

A 62-year-old man with long standing histologically confirmed B-cell Non-Hodgkins Lymphoma has 
relapsed with fever and pain, and has tumor recurrence confirmed by chest x-ray and CT studies. He 
has failed other prior radiation and chemotherapy treatment. Treatment with Y90 Zevalin is 
contemplated, and he is referred for a radiopharmaceutical distribution imaging required prior to 
Zevalin treatment. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Description of Pre-Service Work: 
• Patient history reviewed and the order for the procedure confirmed 
• Review prior applicable imaging studies 
• Order radiopharmaceutical and dosage to be administered 
• Equipment quality control review and oversight 
• Provide instruction to the patient regarding the infusion, including review of potential 

reactions, and obtain signed consent 

Description of Intra-Service Work 
• Regulatory documentation, review and oversight for ordering and administering radioactive 

materials 
• Personally supervise slow infusion ofthe indium-Ill labeled antibody, paying particular 

attention for potential reaction 
• Preliminary review, at the time of acquisition, 24 hour images and 48 hour images, to assure 

that all needed images are acquired free of motion and artifacts, including determination if 
image filter is necessary 

• Interpret two to three sets of image data 
• Provide qualitative assessment of biodistribution and determination of feasibility of treatment 

with monoclonal antibody 
• Comparison of previous pertinent imaging studies 
• Dictate report for medical record 

Description of Post-Service Work 
• Review and sign report 
• Communicate finding to referring physician and patient as appropriate 
• Regulatory documentation, review and oversight for waste and disposal of radioactive 

materials 
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SURVEY DATA 

Presenter(s): 
Bibb Allen, Jr., M.D. (ACR), Michael A. Wilson, M. D. (SNM), and 
Kenneth A. McKusick, M.D. (SNM) 

Specialty(s): American College of Radiology, Society of Nuclear Medicine 

CPT Code: 78804 

Sample Size: 167 I Resp n: 19 I Resp %: 11% 

Sample Type: Random 

Low 25th pctl Median 75th pctl Hig_h 

SurveyRVW: 0.86 1.00 1.53 1.96 3.00 

Pre-Service Time 30.00 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 5.00 17.50 20.00 30.00 120.00 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 20.00 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
. . .. 

*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (IS); 99211 (7). 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Glob 

78806 Radiopharmaceutical localization of inflammatory process; whole body 0.86 XXX 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

SvyCPT Ref CPT 
TIME ESTIMATES (MEDIAN) 
Pre-service 30.00 
Intra-service 20.00 23 (Harvard) 
Same Day Immediate Post-service 20.00 
Critical care 
Other hospital visit 
Discharge day management 
Office visit 
TOTAL TIME 70.00 23 (Harvard) 
INTENSITY/COMPLEXITY MEASURES (mean) 
Survey Count 6 
TIME SEGMENTS 
Pre-service 3.67 1.83 
Intra-service 3.67 3.17 
Post-service 2.83 2.00 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that 

2.67 2.83 
must be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

4.00 3.50 
information that must be reviewed and analyzed 
Urgency of medical decision making 3.50 3.67 
TECHNICAL SKILL/PHYSICAL EFFORT 

2.67 
2.00 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 3.67 3.00 
Outcome depends on the skill and judgment of physician 3.83 3.83 
Estimated risk of malpractice suit with poor outcome 3.83 3.17 
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ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. If your specialty has 
used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel consisting of physicians from the American College ofRadiology (ACR) and Society 
ofNuclear Medicine (SNM) was formed. They reviewed the survey data. While the time and intensity 
in the survey data support the median value of 1.53 RVW, in order to preserve rank order with CPT code 
78802, the consensus panel recommends a value of 1.07 RVW as the work value for CPT code 78804. 

The new work value of78804 should be considered 'new work' and not budget neutral with 78802. 
Prior to the introduction of Zevalin as a radio labeled monoclonal antibody therapy for malignant 
neoplasm, multiday imaging for tumor localization was atypical accounting for only 10% of the cases 
reported using 78802. With the advent of Zevalin, biodistribution profile is mandated prior to 
administration of the therapy dose, and imaging is necessarily obtained on two or more days. CPT 
code 78802 is valued on the basis of the typical tumor imaging case (90%) where imaging occurs on 
the same day as the injection. Additionally, the creation of 00273 to report the biodistribution study 
for Zevalin also supports the supposition that 78804 is new physician work. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with Similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

G0273 (Pretreatment planning, non-Hodgkins) 
10% of time, reported as 78802 (Radiopharmaceutical localization of tumor, whole body) multi-imaging 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

_X __ Commonly 
Commonly ---

----
----

Sometimes Rarely ---
Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

40,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 

6,000 



CPT Code:_7.;..;8:;..;;8;...;;.0.:;;..2 __ _ 
Specialty Society('s )___::S;::.;!;.N.:..:M.=/ A,:;,;C::::.:R:;.:.__ ___ _ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Sample Size: 26 Response Rate:(%): 69.2% Global Period: XXX 

Tracking Number: Ill Reference Code 1 78306 Reference Code 2 __ _ 

Geographic Practice Setting %: Rural 0% Suburban 100% 

Type ofPractice %: 0% Solo Practice 
50%Single Specialty Group 
50%Multispecialty Group 
O%Medical School Faculty Practice Plan 

Urban 0% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Practice Expense was derived from data collected in previous surveys and the building block 
methodology used for nuclear medicine codes previously approved by the PEAC. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Review X-ray, scan, lab, and past tests to confirm appropriateness of procedure with physician; 

confirm technique to be used and any special views required, obtain physician written directive, 
determine radiopharmaceutical dose, and order the radiopharmaceutical from the commercial 
central pharmacy. 

• QC Planar Equipment to be used in scan 
• Prepare radiopharmaceutical delivered by central pharmacy with NRC and DOT required check

in of RP, survey package, wipe test of package and recording all. Ready dose for potential 
infusions/injection with in-house labels and records, and later resurvey and arrange disposal of 
syringe 

Intra-Service Clinical Labor Activities: 
• . Obtain RP dose from radiopharmaceutical receiving and storage area, reassay and record dose 

data, ensure dose would be appropriate for the patient based on the written directive (correct test 
and patient weight) 

• Take patient to injection area, inject radiopharmaceutical, review radiation risks to those at home, 
escort back to waiting area, send home with instructions on when to return for scan. 

• Specific room clean up of injection area with defacement of labels, and required NRC survey and 
monitoring tasks 

• Take patient to scan room; acquire images and review each set of raw data for completeness, 
include time between acquisition of images; preliminary review of images by physician and 
approval to discharge 



CPT Code: __ 7:..::8=80=2:....._ __ 
Specialty Society('s )---=S=N..;.;M=:...:;/ A=C=R=-=------

• Education/Instruction/Counseling as patient is taken back to waiting area after scanning session 
with emphasis on radiation risk to those at home; discharge patient 

• Clean scan rooms/equipment after each scanning session 

Post-Service Clinical Labor Activities: 

• Post processing of raw data into final format, development of hard copy, archiving 
• Regulatory compliance- NRC required wipe tests and surveys of area used, and documentation 

2 



Total StaffTime In Office: 148 minutes 

HCFA's Clinical Labor 
Staff 
Type 
Code* 

Nuclear Medicine 
1023 Technologist (Nuc Med 

Tech) 

CPT Code:_7::...::8;.:;;.80::.:2=---
Specialty Society('s )___.::S=N=M/.;.,::;:.:o.A=C=R=------

Visits in Global Period: 2 Visits - (Injection and 
Imaging session) 

Total Total Total Total 
Pre- Service Post-Service Pre-Service, 
Service Period Time After Service, and 
Time (Day of Day of Post Service 

service}_ Service) Time 

25 100 23 148 

.. 
*From HCFA's Labor, Medtcal Supply, and Eqmpment Ltst for year 2002. If not hsted, provtde full descnptton, esttmated cost, and 
cost source. 

CMS 

Cost Estim 
and Source 
applicable) 

Medical Medical Supplies Injection lmagin Units Cost Estimate and Source (if 
Supply Visit g applicable) 
Code* Visit 
11302 Gloves, non-sterile 1 0 pair 
11102 Chux 1 0 each 
xxxxx QC Wipes 5 0 each $0.13* 

53003 Alcohol swabs 1 0 
' 

each 
91106 Angiocath with heplock 1 0 each 
91111 Stop cock, 3-way 1 0 each 
31502 Band aid 1 0 each 
11102 Chux 1 0 each 
31506 Gauze, 2x2 1 0 each 
11302 Gloves, non-sterile 1 0 each 
53062 Saline, 30 ml 1 0 each 
53090 Heparin flush 1 0 each 
91415 Syringe, 3 cc 0 0 each 
91407 Syringe, 10 cc 1 0 each 
91402 Needles, 19-25 g 1 0 each 

11139 Paper, table 0 7 feet each 
11112 Pillow case - disposable 0 1 each 
11106 Drape sheet 0 1 each 
73404 Film 8x10 0 1 each 
73423 Film developer/cosUexposure 0 1 each 
xxxxxx Film Jacket (10x12) for scan 0 1 each $0.28* 

* From HCFA's Labor, Medical Supply, and Equipment List for year 2002. If not listed, provide full description, estimated cost, and 
cost source. 

3 



CMS 
Equipment Medical Equipment 
Code* 
Radiopharmaceutical Receiving 
E51064 Dose Calibrator 

Dedicated pharmacy computer 
XXX XX and printer 

Calibration source vial set & 
XXX XX check sleeves 
XXX XX Autogama counter 
E53004 Survey meter 
xxxxx L-Biock Table Shield 

Syringe Shields & Lead 
XXX XX Holders (6) 

Lead-lined radioactive waste & 
xxxxx lead-lined Sharps box 
xxxxx Lead Shielding 
xxxxx Y-90 Syringe Shields (2) 
xxxxx Y-90 Dose Injector, Manual 
Injection Room 
xxxxx Phlebotomy-Injection Chair 
xxxxx Bed 
E91001 IV Infusion Pump 

Imaging Area 
Single/dual head camera, 

E53020 imaging table, computer & 
software 

E53004 Co-57 Flood Source 
E51002 Film Processor 
E51001 V1ew Boxes 
xxxxx Physician Analysis & View 

Station 
XX XXX Medium Energy Collimator ** 

CPT Code:._7.:..:;8~8~02::...._ __ 
Specialty Society('s).___.::S:::.!,N..:.:;M~/ A~C~R~----

Injection Imagin 
Visit g Unit Cost Estimate and Source (if 
Time Time applicable) 

48 min 0 1 

48min 0 1 $20,295* 

48 min 0 1 $1 ,505* 
48 min 0 1 $26,637* 
48mm 0 1 
48 min 0 1 $725* 
48 min 

0 6 $1,310* 

48 min 0 1 $935* 
48 min 0 $2,150* 

0 0 0 $135* 
0 0 0 $595* 

48min 0 1 * 519 
0 0 0 $4450* 
0 0 0 

0 1 1 

0 1 1 
0 1 1 
0 1 1 

0 1 1 * $35,000 
0 1 1 * $14,000 

0 0 * Catalog information and pncmg provided to CMS following the January 2002 PEAC Meeting 
** Siemen's Catalog #05232868 
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CPT Code: 78802 
Specialty Society('s) SNM/ACR 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services Injection I mag Total 

Visit ing Minutes 
Visit 

Pre-Service Period 
Start: When appointment for service is made 

Review X-ray, scan, lab, and past tests to 
confirm appropriateness of procedure with 
physician; confirm technique to be used and any 
special views required, obtain physician wntten 8 0 8 Nuc Med Tech 
directive, determine radiopharmaceutical dose, 
and order the radiopharmaceutical from the 
central commercial pharmacy. 
Other Clinical Activity (please specify) 

QC Planar Equipment to be used in scan 0 4 4 Nuc Med Tech 

Prepare radiopharmaceutical delivered by central 
pharmacy with NRC and DOT required check-in 
of RP, survey package, wipe test of package and 
recording all. Ready dose for potential injection 
with in-house labels and records, and later 
resurvey and arrange disposal of syringe. 13 0 13 Nuc Med Tech 

End: Patient arrival at office for service 
Total Pre-Service Time 21 4 25 

Day of Injection 
Start: Patient arrival at office for service 
Prepare injection room, equipment and supplies 2 0 2 Nuc Med Tech 

Obtain RP dose from radiopharmaceutical 
receiving and storage area, reassay and record 
dose data, ensure dose would be appropriate for 
the patient based on the written directive (correct 7 0 7 Nuc Med Tech 
test and patient weight). 

Greet patienUprovide gowning if appropriate and 
take patient to injection area, inject 10 0 10 Nuc Med Tech 
radiopharmaceutical, review radiation nsks, and 
escort back to waiting area; arrange for later 
imaging session, provide instruction on 
radiopharmaceutical risk. 

Specific room clean up of injection area with 
defacement of labels, and required NRC survey 4 0 4 Nuc Med Tech 
and monitoring tasks. 

Day of Imaging 

Greet patienUprovide gowning if appropriate, and 
take to injection or imaging area. 0 3 3 Nuc Med Tech 

5 



CPT Code: 78802 
Specialty Society('s) SNM/ACR 

Obtain vital signs 0 0 0 

Prepare room, equipment, supplies, and set up 
protocol and change collimator on imaging 0 2 2 Nuc Med Tech 
device for each image session. 

Prep and position patient in scanner while 0 3 3 Nuc Med Tech 
explaining scan for imaging session. 

Acquire image(s) and review each set of raw 0 61 61 Nuc Med Tech 
data for completeness, include time between 
acquisition of images. 

0 0 0 
Coordinate home or outpatient care 

0 2 2 Nuc Med Tech 
Obtain preliminary review of images by 
physician; approval to dtscharge 

0 3 3 Nuc Med Tech 
Clean room/equipment after each scan session 

Education/Instruction/Counseling as patient is 
taken back to waiting area after scanning session 
with emphasis on radiation risk to those at home; 0 3 3 Nuc Med Tech 
Discharge 

Total Intra-service 23 77 100 

Post-Service Period 
Start: Patient leaves office 

Other Activity (please specify) 

Post processing of raw data into final format, 
development of hard copy, archiving. 0 15 15 Nuc Med Tech 

Regulatory compliance-NRC required wipe tests 
and surveys of areas used, and documentation 4 4 8 Nuc Med Tech 

End: Last visit before end of global period 

Total Post-Service Time 4 19 23 

Revised April14, 2002 (BU) 
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PEAC Codes 78802 
AMA/Speclalty Society RUC Recommendation CPT78306 CPT78802 

> .. \'," '·~~·;!L: 78802 

' 
Radiopharmaceutical 

HCFASTAFF localization of tumor or 
" 

TYPE, MEDICAL 78306· distribution of 
SUPPLY OR :Bone Whole Body radlopharmacetutical 
EQUIPMENT ·Planar £~~Ingle agent(s); WB, single day 

(*) Modified and/or Specific to Nuclear Medicine CODE lmiigln!i"S!ISSion Imaging 

' =:~:;~,~~~, ~ 
LOCATION ln;bffii:'ll · " In Office 

" 

. PERIOD 
:r~:~21··~~.\~ ... : 148'n'ilnutes "< 

TOTAL CLINICAL LABOR TIME , ·, 48 mmx; W"!f<.;IOO min 
IPR.f!·5ERVICI: ' · '~'>WJ!!ltrAt& Iii i!iRt d<fL'' \b, 

''""~'3\ ·~'/YfLb $/<-~?)·'·•• &a:::."'// ,..._..,._,;~( ''t"'f; )\;Injection ' ' 1magmg4< 
Start: Following visit when decision for surgery or tt.?i~". ' 

procedure is made. '" 
•' 

' (*) Revtew X-ray, scan, lab, and past tests to confirm appropnateness of 
of procedure wrth phystaan; confirm techmque to be used and any ,, . 

speaal vtews reqUired, obtatn phystaan wntten dtrecttve, determtne • .. c=.:. 
radtopharmaceubcal dose, and order the radtopharmaceubcal from the ~.,, ·+ ' 

commerCial central pharmacy NMT ····8't;;c·. ·''",, 8 0 
• ' j[,,· ' 

(*) Other Cllmcal Acttvrty (please speCify) '~··· 
}$,• "' ',' 

QC Planar Equipment to be used 1n scan NMT '"!?;:"<4 l'..j: ,( • ' 0 4 
ttlii . . '!. .1<:::£r' 

QC SPECT Equipment to be used 1n scan NMT ' C•h"·C\C= 0 + ',~' 0 0 
? ·~;0· 

Prepare radtopharmaceuttcal delivered by central pharmacy wrth NRC 1::<::·.; ' 
' 

and DOT reqwed check-tn of RP, survey package, Wipe test of package I.:C•';c. 

and recording all Ready dose for potenttaltnfustonflnJeclton 1*;..*'· 
wrth In-house labels and records, and later resurvey and arrange disposal 
ofsynnge· NMT 13 13 0 

Coordtnate the admtmstrallon of the 2nd anlldody (radtoacttve) tnfuston- ,'::';;;;,' ,.;, + 
tnJeclton , whtch follows 2-4 hours after 1st "cold" anttbody tnfuston/ ' j 
tn)ectton reqUinng modification of schedule and personnel NMT .:: . .:ot! 0 0 

. : ;;L,;; h ,, 

Coordtnate the admtmstratton of the therapy (radtoacttve) anttbody tnfuston •'+'!( "fLb 

whtch follows wrthm 4 hours of the IV tnfuston of "cold" RrtuJOmab 
"' 

'J'' 

(Oncologost), requonng modification of schedule and personnel NMT ' '; '' rt'lt;):¥ 0 0 

~ 
~ 
j;~.;. 

Total Pre-servtce 11m1 ~N!VIT; -...qqf /».-?},. >~', 25$!< '//.,;;;. 21 4 
lEnd: Pattent enters omce ror surgery,proceaure 

SERV~E PERIOD»»8 ,, t' •:>U!Il h :,. )bfo,#h <'Vi~ ,~ ~~~:;;;":'' > !)'11.!/ > ''%~) / '':(j ~tpqs sta 
Start: When patient enters office for surgery/procedure 

"< 

Revtew charts ,,,, 
~<.•· .>l 

(*) Greet pattent, provtde gowmng If appropnate, and take to tmagmg area for ,• " ",<> 

tmagtng sesston(s) NMT > 3 l~ 0 3 
';:,(·";;;, 

Obtatn vrtal stgns NMT .:o;·>JF·. ;me:::::::' 0 0 
' 

""' 
·,:,;sc ,,,;·., 

(*) Prepare room, equopment,supphes, and set up pn!llocol and change "" ·~ :;;;,~;;,, 

collimator on tmagtng devtce for each tmagtng sesston NMT "2,'£:.. 0 2 
·, ::A?)h',k"· , 

(*) Prep and posrtton pattent 1n scanner whtle explammg scan for tmagtng sesston NMT ''3 :.,,,:. 0 3 
',:~., 

(*) Prepare tnfustonflnJectton room, eqUipment, and supplies NMT ,:,co " 2 0 
' "" ;·,:.··· ,, 

Intra-service 'Jtt\'0, 

Asstst phystaan dunng drug therapy tnfuston to tndude preparatton and asststance ' .·'f<"}'Z" 

dunng posstble medtcal emergency/antibody munne reactton (oxygen, crash cart) NMT "£.~. ,, 0 0 
' ·'Y 

' 1 

(*) Educatoon/lnstructoon/Counsehng as patoent IS taken back to warttng area y.!;;cA'•, 
after each scanmng sesston wrth emphasts on radtabon nsk to those :,m;.:;. "< 
at home NMT " 3 0 3 

!!'"?\',~. 

(*) Coordtnate home or outpatient care NMT 0 .'" 0 0 

1::'fi,J:.' "·" 
(*) Clean scan rooms/equtpment after each scanmng sesston NMT "q,\. •' 3 """ 0 3 

;r.A";( ,o 
' 

(*) SpeCific room dean up of tn)ecbon area wrth defacement : ' ':!; 
of labels, and requtred NRC survey and monrtonng tasks NMT 1£,):;';..; ; 4 4 0 

·''"·'"':c1>' 



'PEAC Codes 78802 

(*) Modified and/()r- ·- :to ........ ft~· •• 
I Other Clinical Activity (please specify) 

(*) Obta1n RP dose from I rece1v1ng and storage area, 
reassay and record dose data, ensure dose would be ! for 
the patient based on the wntten ~(correct test and pat1ent we1ght) 

'l Take pat1ent to InJection area, set uc IV. 
rev1ew rad1at1on nsks, escort back towartlnCI area 

I(") AcqUire 1mages-and rev1ew~ 
Include bme between 1 of 1maoes (fliilri) 

Approval of Images . obta1n approval as to qualrty of study and abllrty to discharge 
IPat•erii-

HCFASTAFF 
TYPE, MEDICAL 

SUPPLY OR 
EQUIPMENT 

CODE 

NMT 

NMT 

NMT 

Service Period Tota 

1
Enel: Patient leaves omce 

!Start: v..:i office 

I Other ActiVIty (please speCify) 

(*) ·ost 1 of raw data~ format. I of hard 
copy, arch1v1ng 

' -NRC reau1red w1pe tests and surveys 
of areas used. and 

lEnd: With last office visit befureeiiCiofiiiobaToeriod 
"" I I l!i 

:I'IJTICAL- S '-'RAGf AND i AREA 
111302 Gloves. 
1111b2 Chux 
IXXXXX O<: W1oes 

I INJECTION AREA 
!Alcohol Swabs 
~"''I wrth heplock 

IStoc cock, 3 way 
!Band a1d 
'Chux 
'Gauze, 2x2 
:GiOVeS, 
·Sailne30 ml 
I Hepann flush 
I Svnn!le, 3cc 
[Synnge, 10cc 
[Needles, 19-25 g 

iAREA 
~table 
IP1IIow case
I Drape sheet 
IF1Im 8x10 
IF 1Im I cosT per excosure 
IF1Im Jacket 110x121nch) forth1s scan 

~. ul'~•··• Labor, Medtcal Suoolv~ • ••••~rvear2000 
If not hsted~prov1de- full rtoo~"~"~~. est1mated cost, and cost source 

','~•; ;$~;::;; o%,•'· 

.••. IAi98 
;;~~:<IThis 1sa' ttor::ruture 

Dose Calibrator 

1 pnarn""'Y computer~ 
1 SourceV1al Set&~ 

1 Counter 
ISurvev meter 

1
L-Biock Table Shield 
I S'/llnge Sh1elds & Lead P1gHOiderSTsl 

--

NMT 

:"-'~'ii1IMJ$;-::--;-.c~ 

1130l 
1110: 

* $0.13 e< 

5300: 
91101 

3150~ 

1110~ 

3150E 
1130~ 

5306~ 

5309( 
9141 

. 91401 

9140l 

1113! 
1111~ 

1110E 
7340' 
7342: 

* $0.28 e< 

;:;: li">*"'= ~ 

!•. 
E51064 

•$20,295 
""S1.5.5 

**$26.63: 
E53004 
*$725 

*S1:310 

CPT78306 

,:P: 
f 

CPT78802 

78802 
Radiopharmaceutical 

localization of tumor or 
distribution of 

radiopharmacetutlcal 
agent(s); WB, single day 

'imaafna 

7 0 

0 

42 ·,:c 0 

.'15 

I~ '\!;:!p,h'r:. 
_. 1 :v:,r;,·; .,,_ 
::1 . ; ;::P:;; 

·oi"ii1J5' '>'·::.• 
__ ,_,¥§ 

•'-':_-.. 
"'"" 1 

__ Jb ·,· . 1'. 

1 
•(, 1 . 

b': 1," 
- 1 . ••-·c,~.q 

< .1f .5. A'• 

·-<-1 -·-· 
"71 ''=--;/ 

0 . 
-C::-Z";;:.1 

1 
,-.. ~--

·~-4'!'-

_ _,_, 7 Feet 

''"'''\ 1 ' 
-- 1 :>;·-'1\-;:ih, 

r:>=: 1 .--
:. 17'"""'3 ' 

1 · .. 
•bh' .. 

:. . 'J;f;:'. ', 
-"'•>t 

';.:;;~- ., .,,4 ""*':'*' 
'f 

_; 
1 '121 min 

121 inin ., 
121 mhl 

. 121 min -· 
·-'"121 min 'k 

I·· .:.121 min -- -· 
-.-'<121 min ·is::-: 

0 

4 

4 

1 
1 
5 

1 
1 
1 
1 
2 
1 
1 
1 
1 
0 
1 
1 

0 
0 
0 
0 
0 
0 

48mln 
48mln 
48min 
48min 
48mi 
48min 
48 min 

2 

15 

4 

19 

0 
0 
0 

0 
0 

0 
0 
0 

0 
0 
0 

0 
0 
0 

0 

7Feet 
1 
1 

1 
1 
1 

100min 
100min 
10ifiiiii1 
10ifiiiii1 
100min 

--100min 

100min 



PEAC Codes 78802 
' AMA/Speclalty Society RUC Recommendation CPT78306 CPT78802 

78802 

"" Radiopharmaceutical 
HCFASTAFF localization of tumor or 

TYPE, MEDICAL 7,s3os distribution of 
SUPPLY OR _:Bone,lll/h91e Body radiophannacetutical 
EQUIPMENT- ~,Pianar77" Single agent(s); WB, single day 

(*) Modified and/or Specific to Nuclear Medicine CODE ctlmaglng Session Imaging -
Lead-ltned radioactive waste and lead ltned Sharps box *$935 121 mlnZ 7 ,s 48min 100min 
Lead shielding • $2,150 ·illt.J.121 min 48min 100min 
Y-90 Synnge Shields (2) $0 0 - 0 0· 

/"' 

Injection Room - :?t''T ' 
· zz-s~',·W- ~(Tiii511S!litfiXedfroom.forJ1itlire'COdes(~'' :t1ff**, f!J;1N1@~0/ 'c"c'-

Phlebotomy-lnjecllon Cha1r • $519 iJif?O, 48mln 0 
Bed E11015 ·1215min 0 0 
IV InfUSIOn Pump E91001 i:£'00"', 0 0 
Imaging Area: ,;,ff-1'--;;'ki 

fill;, '¥8, ~ --~·-' ·1ff*tl81ThiSUs?atfixed room fOf;IUtiffi;COCiesl~·- "6.::: ·:?yt):C' 
Single/dual head camera, lmag1ng Table,computer and software E53020 96~n\ln .• 0 100mln 
Co-57 flood source E53004 96'n\in·>· 0 100min 
F1lm processor E51002 96·mln 0 100min 
View Boxes E51001 96 iiiin ·--•~_,;,. 0 100min 
PhySICian AnalySIS & V1ew1ng Stat1on • $35,000 I?<· 9&' mtri:r z"' ~- 0 100mln 
Medium Energy Collimator (Siemens catalog #052328681 • $14,200 7":'::7~; 0 100mln 

ntormat1on provided to CMS January 2002 PEAC Meet1ng 

• 61 minutes (Survey: Single head WB, 30 mm per v1ew (2 v1ews),1 mm 
between views) 



CPT Code:78804 
Specialty Society('s)SNM/ACR 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Sample Size: 26 Response Rate:(%): 69.2% Global Period: XXX 

Tracking Number: II2 Reference Code 1 78306 Reference Code 2 __ 

Geographic Practice Setting %: Rural 0% Suburban 100% 

Type ofPractice %: 0% Solo Practice 
50% Single Specialty Group 

50% Multispecialty Group 
0% Medical School Faculty Practice Plan 

Urban 0% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Practice Expense was derived from data collected in previous surveys and the building block 
methodology used for nuclear medicine codes previously approved by the PEAC. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Review X-ray, scan, lab, and past tests to confirm appropriateness of procedure with physician; 

confirm technique to be used and any special views required, obtain physician written directive, 
determine radiopharmaceutical dose, and order the radiopharmaceutical from the commercial 
central pharmacy. 

• QC Planar Equipment to be used in scan 
• Prepare radiopharmaceutical delivered by central pharmacy with NRC and DOT required check

in of RP, survey package, wipe test of package and recording all. Ready dose for potential 
infusions/injection with in-house labels and records, and later resurvey and arrange disposal of 
syringe 

• Coordinate the administration ofthe znd antibody (radioactive) infusion-injection, which follows 
2-4 hours after 1st "cold" antibody infusion/injection requiring modification of schedule and 
personnel. 

Intra-Service Clinical Labor Activities: 
• Obtain RP dose from radiopharmaceutical receiving and storage area, reassay and record dose 

data, ensure dose would be appropriate for the patient based on the written directive (correct test 
and patient weight) 

• Take patient to injection/infusion area, administer radiopharmaceutical, review radiation risk to 
those at home, escort back to waiting area, send home with instructions on when to return for 
scan. 

• Assist physician during infusion to include preparation and assistance during possible medical 
emergency/antibody murine reaction (oxygen, crash cart) 



CPT Code:78804 
Specialty Society('s)SNM/ACR 

• Specific room clean up of injection area with defacement of labels, and required NRC survey and 
monitoring tasks 

• Take patient to scan room; acquire images and review each set of raw date for completeness, 
include time between acquisition of images; preliminary review of images by physician and 
approval of discharge 

• Education/Instruction/Counseling as patient is taken back to waiting area after each 
scanning/therapy session with emphasis on radiation risk to those at home; discharge patient 
when appropriate 

• Clean scan rooms/equipment after each scanning session 

Post-Service Clinical Labor Activities: 
• Regulatory compliance- NRC required wipe tests and surveys of area used, and documentation 

2 



Total StaffTime In Office: 288 minutes 

HCFA's Clinical Labor 
Staff 
Type 
Code* 

Nuclear Medicine 
1023 Technologist (Nuc Med 

Tech) 

CPT Code:78804 
Specialty Society('s)SNM/ACR 

Visits in Global Period: 3 Visits- (Injection and Two 
or more Imaging) 

Total Total Total Total 
Pre- Service Post-Service Pre-Service, 
Service Period Time After Service, and 
Time (Day of Day of Post Service 

service) Service) Time 

44 202 42 288 

0 0 

* From HCF A's Labor, Medical Supply, and Equipment List for year 2002. If not hsted, provide full descnpt10n, estimated cost, and 
cost source. 

CMS 

Cost Estim. 
and Source 
applicable) 

Medical Medical Supplies Infusion 1st Imaging 2nd Units Cost Estimate and Source 
Supply Visit Visit Imaging applicable) 
Code* Visit 
11302 Gloves, non-sterile 1 0 0 pair 
11102 Chux 1 0 0 each 
xxxxx QCWipes 5 0 0 each $0.13* 

53003 Alcohol swabs 1 0 0 each 
91106 Angiocath with heplock 1 0 0 each 
91111 Stop cock, 3-way 1 0 0 each 
31502 Band a1d 1 0 0 each 
11102 Chux 1 0 0 each 
31506 Gauze, 2x2 1 0 0 each 
11302 Gloves, non-sterile 1 0 0 each 
53062 Saline, 30 ml 1 0 0 each 
53090 Heparin flush 1 0 0 each 
91415 Syringe, 3 cc 0 0 0 each 
91407 Svrinqe, 10 cc 1 0 0 each 
91402 Needles, 19-25 g 1 0 0 each 

11139 Paper, table 0 7 feet 7 feet each 
11112 Pillow case - disposable 0 1 1 each 
11106 Drape sheet 0 1 1 each 
73404 Film 8x10 0 1 1 each 
73423 Film 0 1 1 each 

developer/cosUexposure 
xxxxxx Film Jacket (10x12) for 0 1 0 each $0.28* 

scan 

0 0 

*From HCFA's Labor, Medical Supply, and Equipment List for year 2002. If not listed, provide full descnptlon, estimated cost, and 
cost source. 
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CMS 
Equipment Medical Equipment Infusion 
Code* Visit 

Radiopharmaceutical Receiving 
E51064 Dose Calibrator 88 min 

Dedicated pharmacy 88 min 
xxxxx computer and printer 

Calibration source v1al set & 88 min 
xxxxx check sleeves 
xxxxx Autogama counter 88 min 
E53004 Survey meter 88 min 
xxxxx L-Biock Table Shield 88 mm 

Syringe Shields & Lead 
xxxxx Holders (6} 88 min 

Lead-lined radioactive 
xxxxx waste & lead-lined Sharps 88min 

box 
xxxxx Lead Shielding 88 min 
xxxxx Y -90 Syringe Shields l2} 0 

Injection Room 
xxxxx Phlebotomy-Injection Chair 0 
xxxxx Electric Bed 88 min 
E91001 IV Infusion Pump 88 min 

Imaging Area 
Single/dual head camera, 

E53020 imaging table, computer & 0 
software 

E53004 Co-57 Flood Source 0 
E51002 Film Processor 0 
E51001 View Boxes 0 
xxxxx Physician Analysis & View 

Station 0 
xxxxx Medium Energy Collimator 0 

l st Imaging 

Visit 

0 

0 

0 
0 
0 
0 

0 

0 

0 
0 

0 
100 min 

0 

1 

1 
1 
1 

1 
1 

CPT Code:78804 
Specialty Society('s)SNM/ACR 

2"d Unit Cost Estimate and Source 
Imaging (if applicable) 

Visit 

0 1 

0 1 $20,295* 

0 1 $1 ,505* 
0 1 $26,637* 
0 1 
0 1 $725* 

0 6 $1,310* 

0 1 $935* 

0 1 $2,150* 
0 0 

0 0 * 519 
100 min 3 $4660* 

0 1 

1 2 

1 2 
1 2 
1 2 

1 2 * $35,000 
1 2 * $14,000 

* Catalog information and pricing provided to CMS following the January 2002 PEAC Meeting 
** Siemen's Catalog #05232868 
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CPT Code:78804 
Specialty Society('s)SNM/ACR 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

1st Imaging 2nd 

Infusion Visit Imaging Total 
Visit Visit Minutes 

Pre-Service Period 
Start: When appointment for service is made 

Review X-ray, scan, lab, and past tests to 
confirm appropriateness of procedure with 
physician; confirm technique to be used and any 
special views required, obtain physician written 8 0 0 8 Nuc Med Tech 
directive, determine radiopharmaceutical dose, 
and order the radiopharmaceutical from the 
central commercial pharmacy. 
Other Clinical Activity (please specify) 

QC Planar Equipment to be used in scan 0 4 4 8 Nuc Med Tech 

Prepare radiopharmaceutical delivered by central 
pharmacy with NRC and DOT required check-in 
of RP, survey package, wipe test of package and 
recording all. Ready dose for potential injection 
with in-house labels and records, and later 
resurvey and arrange disposal of syringe. 13 0 0 13 Nuc Med Tech 

Coordinate the administration of the 2"d antibody 
(radioactive) infusion/injection, which follows 2-4 
hours after 151 "cold" antibody infusion/injection, 
requiring modification of schedule and personnel 15 0 0 15 Nuc Med Tech 

End: Patient arrival at office for service 
Total Pre-Service Time 36 4 4 44 
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Day of Injection 
Start: Patient arrival at office for service 

Injectio 
nllnfusi 
on Visit 

Obtain RP dose from radiopharmaceutical 
receiving and storage area, reassay and record 
dose data, ensure dose would be appropriate for 
the patient based on the written directive (correct 
test and patient weight}. 7 

Prepare infusion/injection room, equipment and 2 
supplies 

Greet patient/provide gowning if appropriate, and 
take to injection area, inject radiopharmaceutical, 10 
review radiation nsks, and escort back to waiting 
area; arrange for later imaging sessions, provide 
instruction on radiopharmaceutical risk. 

Assist physician during infusion to include 
monitoring vital signs, preparation and assistance 22 
during possible medical emergency/antibody 
murine reaction (oxygen/crash cart) 

Specific room clean up of injection area with 
defacement of labels, and required NRC survey 
and monitoring tasks. 4 

Day of Imaging 
Greet patient/provide gowning if appropriate, and 0 
take to imaging area 

Obtain vital signs 0 

Prepare room, equipment, supplies, and set up 
protocol and change collimator on imaging 
device for each image session. 0 

Prep and position pat1ent in scanner while 
explaining scan for imaging session. 0 

Acquire image(s) and review each set of raw 
data for completeness, include time between 0 
acquisition of images. 

Coordinate home or outpatient care 0 

Obtain preliminary review of images by 0 
physician; approval to discharge 

Clean room/equipment after each scan session 0 

CPT Code:78804 
Specialty Society('s)SNM/ACR 

1st Imaging rd 
Visit Imaging Total 

Visit Minutes 

0 0 7 Nuc Med Tech 

0 0 2 

0 0 10 Nuc Med Tech 

0 0 22 Nuc Med Tech 

0 0 4 Nuc Med Tech 

3 3 6 Nuc Med Tech 

0 0 0 

2 2 4 Nuc Med Tech 

3 3 6 Nuc Med Tech 

61 61 122 Nuc Med Tech 

0 0 0 

2 2 4 Nuc Med Tech 

3 3 6 Nuc Med Tech 

6 



CPT Code:78804 
Specialty Society('s)SNM/ACR 

Education/Instruction/Counseling as patient is 
taken back to waiting area after each scanning/ 
therapy session with emphasis on radiation risk 
to those at home; Discharge 3 3 3 9 Nuc Med Tech 
End: Patient leaves office 

Total Service Time 48 77 77 202 Nuc Med Tech 

Post-Service Period 
Start: Patient leaves office 

Other Activity (please specify) 

Post processing of raw data into final format, 
development of hard copy and archiving 

0 15 15 30 Nuc Med Tech 

Regulatory compliance-NRC required wipe tests 
and surveys of areas used, and documentation 4 4 8 16 Nuc Med Tech 
End: Last visit before end of global period 

Total Post-Service Time 4 19 19 42 
April 15, 2003 (BU) 

7 



PEAC Codes 788XX April 15, 2003 
AMA/Specoalty Socoety RUC Recommendatoon CPT78306 CPT788XX 

-
> -~',.,,: 

HCFASTAFF 
• > ;;;~1' ;~i~: 

TYPE, MEDICAL 788XX 

SUPPLY OR BonitWhole Body Radiophannaceuticallocallzation of tumor or distribution of 
EQUIPMENT . Plilnai·" Single radiopharmacetutlcal agent(s); WB, requiring two or more 

(*) Modified and/or Specific to Nuclear Medicine CODE Imaging Session days imaging 

,,. '/ 

LOCATION ~~ • In Offic~.,kJ.,, In Office 
GLOBAL PERIOD 

, .. :' 'f.-,..< lf¥%5' < · C:\h';f'~l)i;P1!ii0;~288 minutes:·,.~·· ' ··>>'> .::c>*}< / '<?if 
TOTAL CLINICAL LABOR TIME 121: ~8monn:q. ;,rt~e<:~y.>lUU mll'!j@#{;, j ~ " .'zC$100,mln' < "· :•4· 
~~E-SI;RI!IC:EJ" .·.~~' ;,a<>~-"l':;:,J,.~1f?;l)f'jj,~,/',;:;, ·J ;~;<J t<t .. ~Att@MM%'~31$ OTUS on ,;-{ > Day 1 Imaging'·« ; Day 2 or more Imaging#: 
Start: Following visit when decision for surgery or '· ~ 0 '.' ,·.:<:: ·.;: procedure is made. p 

(.) Revoew x..-ay, scan, lab, and past tests to confirm appropnateness of •, .:.· : 
of procedure With physiCian, confirm technoque to be used and any '. 
speCial v1ews reqUJred, obla1n physiCian wntten dorect1ve, determone ' 
red1opharmaceut1cal dose, and order the radoopharmaceutocal from the :7:' ' 
commercial central pharmacy NMT ' i····~: 8 ; 8 0 0 

,: .. '; 
(•) Other Cilmcal ActiVIty (please speCify) ,,, ,.,. 

'';i', ,.J,t-:t 
QC Planar Equipment to be used on scan NMT :: ~-: 4 ·'''..!' 0 4 4 

I' ' ·, •:'•. ',;: 
QC SPECT Equipment to be used on scan NMT ,{ '01f•".,,•;)A' 0 0 0 

?, 

Prepare rad1opharmaceutocal delivered by central pharmacy With NRC .· ,. 
' 

and DOT requored check-tn of RP, survey package, Wipe test of package '' 
,, 

and recordong all Ready dose for potentoalonfuslonlinlecllon ::"" 
With on-house labels and records, and later resurvey and arrange d1sposal ·.-
ofsynnge NMT 13 ' :"" 13 0 0 

~ ~~ 

Coordinate the adm1n1slrat1on of the 2nd ant1dody (rad1oact1ve) 1nfus1on- : 

1n1ec11on • wh1ch follows 2-4 hours after 1st "cold" ant1body onfus1on/ ' 
InJection requor1ng mod1f1cat1on of schedule and personnel NMT 0· 15 0 0 

,vq;; 
,, •·.·,. 

:: '"'' < 
1:,, ·:·· ·~·' ,h,,' 

,·· ,~ ,, <: ( 
. .,,, ':$':;:;: 

Total f're-5ervlce Tom• :\S:•NMT· , , '#%<' 25' !,%\,li{?~j -~~f¥k5 t-.:4· ;;,~ -~4-
lEnd: Patient enters omce for surgery. proceaure 
SERVICE P,ERJOD!at«:'<;+' ,_,, "A~-.;"%_..,\{"< 0::-tli'~~}J(;-{t-ft:t/" .,i-:.%>' &'fo)'.«fttfl¥d@ -; ~.,,,, '<',>r ~Yi¥~''/ I i®C-i•!llJi!!"'<P•' , " 4" i!l''~ffii"W"?=m 
Start: When patient enters office for surgery/procedure ,,A, :> 

, t> ' ' Rev1ew charts , JA~;, -
, ,:;;::;.;:~ 

(•) Greet patient, prov1de gown1ng ~ appropnate, and take to 1mag1ng area for '" 
1mag1ng sess1on(s) NMT 

, 
3 

, 
0 3 3 

~ ,, "\.." 

Obta1n v11a1 s1gns NMT • -t-o~}=h 0 0 0 
, '.;;,,,, 

(.) Prepare room, equ1pment,supplles, and set up protocol and change 
collimator on 1mag1ng dev1ce for each 1mag1ng sess1on NMT ,, l'j '2' " 0 2 2 

(.<:. · ... 
(.) Prep and pos111on pat1ent 1n scanner whole expla1nong scan for 1mag1ng sess1on NMT ,3 " 0 3 3 

""'*" (.) Prepare onfuslonlinJecllon room, equ1pment, and supplies NMT , ,'o " ' 2 0 0 

...:::':'-1:""' . · :'>xL·' •. I 

" 
Ass1st phys1c1an dunng 1nfus1on to Include mon1tonng of VItal s1gns, preparation and ·._,,z·.'..c 
assistance ,, 

"' dunng poss1ble med1cal emergency/ant1body munne react1on (oxygen, crash cart) NMT .1: ,, '<' ,' 22 0 0 
,·+'''"'S , <I 

(} Education/Instruction/Counseling as pat1ent1s taken back to wa1t1ng area 'J '""'' after onfus1on and each 1mag1ng sess1on With emphasiS on rad1at1on nsk to lhose 0' '.oi 
at home Discharge after last 1mag1ng sess1on NMT •JI·' I ·3 3 3 3 

It 
, 

'_f. 
(•) Coord1nale home or outpatient care NMT 

_,,... 
':0 > 0 0 0 

,, 
'"" : .·, ., '5. 

1•1 Clean scan rooms/equ1pment after each scann1ng sessoon NMT ,, ·',3 ,,,,·' 0 3 3 
,oj' 

< h~A -,A, 
' 

(•) SpeCific room clean up of InJection area With defacement ' ,, ;'\ ',, 
,f labels, and requored NRC survey and momtonng tasks NMT " %4:%,. 4 0 0 

'"" .0>:, 
_ ,,1er Clinical Activity (please specify) ,,,. '' 

,:·"c•'·.' I 0 

1•1 Obta1n RP dose from radiopharmaceutical rece1v1ng and storage area, ,'If ('C ,,, 
reassay and record dose data, ensure dose would be appropnate for l;r:r .'.,;, 

the pat1ent based on the wntten dorect1ve (correct test and pat1ent we1ghl) NMT .w,,,,'. 7 'I 7 0 0 
I,.} ' 



PEA~~odes 788XX April15, 2003 
' Society RUC CPT 78306 CPT788XX 

I 

,, 
'· HCFASTAFF 

,,, 

TYPE, MEDICAL ~-::. 78306~ 
'' 

788)()( 

SUPPLY OR 'B.one Whole Body Radiopharmaceutical localization of tumor or distribution of 
EQUIPMENT · Planar' Single radiophannacetutical agent(s); WB, requiring two or more 

(*) Modified and/or Specific to Nuclear Medicine CODE Imaging SessiorL days Imaging 

(*) Take~t1ent to InJection area, set up IV, '"'' ••"''n'""' Hhr<>l ' ' ,.~. '' '?' 
rev1ew rad•at1on nsks, escort back to wa1t1ng area, arrange return for s1mmagtng NMT 10 '" 10 0 0 

(*) Acqu11e 1mages and rev1ew each set of raw data for 
Include t1me between acqu1s111on of 1mages (1 mtn) NMT ·.) 42 0 61::: ' ,:_'·· 61 '· tf 

I 1 approval of 1mages and ab11ity to discharge "0 I 0 2_ 2 
•: 

Service Period Total "'!''1"'11!?'1!"- n""'• c'', ,, ·~ 
t:.na: Yattrmt teaves otttce 

·>: )' 

Start: PaUent/eaves office : '• ' 
- '· 

Other Acbvrty (please specify) ', 

' 
(•) Post 1 of raw data tnto final format, :of hard ,·, 

copy and arch1vtng NMT ··,·, 15 0 15 15 

'--
[(*) 1 -NRC requ1red Wipe tests and surveys ,';,'t ;'A:•,' ' Jf:m' 

of areas used, and tl""'o1 NMT "\~h 4:~· Jt;' 4 4 4 

I I ', ··,:C'j,4· 

Post Service /i;'191'• ,,;,• '' ; 4 ,_."''' 19Wii'B· •'19 :~-lEnd: With last office visit ~fore end of g/obal_pertod 
fM!'DICAL ·;· ·' if,&; ;(~7..' .:; 

-Storage & Receiving ' 
111302 Gloves. 11302 ' 1 1 0 0 

111102 Chux 11102 1 1 0 0 

IXXXXX ac Wipes • $013 ea 5 5 0 0 

I AREA 
!Alcohol Swabs 53003 1 1 0 _II_ 
I An~ With heplock 91106 1 ,j > 1 0 0 

~3way 9111' 1 1 0 0 
J Sid 31502 .1 1 0 0 

1..nux 11102 1 2 0 0 

fGauze, 2x2 31506 1 1 0 0 
!Gloves, non-stenle 11302 ,I 1 I'·' 1 0 0 
!Saline 30 ml 1 ··•-i 1 0 0 
IHepann~sh 53090 •t '•:· '1 _I ·,'(j)' 1 0 0 
fSynnge, 3cc 91415 j: ••0 '·flo 0 0 0 
fSynnge, 10cc 91407 1 ' _1_ 0 0 

I Needles, 19-25 g 91402 1 1 0 0 

!IMAGING AREA ,, 
I Paper, table 1113S 7Feet 0 7 Feet 7Feet 
P1llow case - disPOsable 11112 '1 0 1 1 
Drape sheet 11106 " 1 0 1 1 
F1lm8x10 73404 1 0 1_ 1 
F lim developer/ cost per exposure 73423 ' 1 < 0 1 1 

Film Jacket (10x12 1nch) for th•s_l!Can • $0.28 ea _ 1 " _0 _ 1 1 

' ··-··r-
From Hc:f'A's Labor, Medical Supply, and NM EQuipment L1st for year 2000 ~.,.· ,·;k 
If not hsted, prov1de full descnpbon, esbmated cost, and cost source •,J ·•" ~·c,i't .,, 

p '~ ;:;( ' ;->i '1>1. '~'\\-. .. ,.,_.~&Z:J} 'l~is-
I Receiving Area .L•,<,,,, 

,11!$11W(Tl\is'is a fixed room for· /1 _;:_ 
Dose Calibrator E51064 ·121 min 88min 0 0 

Ded1cated_pharmacy_ compute'-""-d pnnter. • $20,295 121 min .1 88mm 0 0 

1 Source V1al Set & Check Sleeves $1,505 121 min : •• 88min 0 0 

1 Counter •• $26,637 1~1_ntln 88_-"'''lll_ 0 0 

Survey meter E53004 121 min .,, 88 mm 0 0 

L-Biock Table Shield • $725 121 min 88min 0 _II_ 
Synnge Shields & Lead P1g Holders (6) • $1,310 "21 mtn ,. 88min 0 0 

I ""d-hned rad1oact1ve waste and lead lined Sharps box • $935 121 min " 88min 0 0 

Lead sh1eldln!l '$2,15~ ;' 121 min· ;, 88mm 0 0 

Y-90 Synnge Shields (2) $0 - 0 ,'·\ 0 0 0 
,-" ;,' 

Injection Room 'c 
IRWJ!'/1 ':;fJIThis. ,. ' 

1 Chair '$519 121 min 0 0 0 

*$4660 .- ""' :_o, 88mln 100mln _1IICI_rnin 
1fuS10n Pump E91001 ,,. , 'q·O 88min 0 0 

[lmaQiiiQ Area ; :,, 
lh&?t:J,., < rllfif -·· ,. 

I head camera, lmag1ng TAhiR r.nmnutAr and sOftware E53020 ;' 96min :•. 0 100 min_ _J()()_rnin 
ICo--57 flood source E53004 ,,. 96 min ':>· 0 100 min 100min 

fFilmp~sor E51002 96mln• 0 100 mh1_ 100min 

fView Boxes E51001 96mln 0 100 min 100 min 



PEAC Codes 788XX Apr1115,2003 
AMA/Speclalty Society RUC Recommendation CPT78306 CPT788XX 

'' 
',_:,, •,, 

,, 
HCFASTAFF 

" ~78l0~ TYPE, MEDICAL " 788XX 
SUPPLY OR Bone Whole 'Body· Radlophannaceutlcallocallzatlon of tumor or distribution of 
EQUIPMENT Planar Slngl~' radiophannacetutlcal agent(s); WB, requiring two or more 

(*) Modified and/or Specific to Nuclear Medicine CODE :5tmaglng Session, days Imaging 

Phys1aan Analysis & View~ng Stat1on • $35,000 ' 96'mln' t.' 0 100mln 100 min 
Medium Energy Collimator (Siemens catolog #052328681 • $14,200 ,, " ! .:-~ ~ 0 100mln 100 min 

'1rnormat1on prov1aea to t;M:S January 2002 t'tAt; Meet1ng 



Work Recommendation 

AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Radiolabeled Monoclonal Antibody Infusion 

Two existing codes were modified and one new code was created to account for a new procedure which describes a systemic 
treatment by infusion of a radiolabeled monoclonal antibody. The radiopharmaceutical (such as Sr89) is administered as an 
intravenous injection for which there is no expected immune reaction. The new procedure requires an infusion (not an intravenous 
injection) over an extended period, of a murine antibody to which there may be an allergic reaction. This procedure is not limited to 
nonthyroid, nonhematologic tumors, polycythtemia and chronic leukemia, and the treatment entails one infusion injection. 

The RUC and the specialty society recommended that the existing codes have no change in their current physician work values. These 
two codes were clarified within CPT to indicate the radiopharmaceutiacal therapy treatment through intravenous injection. The RUC 
recommends no change in the work relative values for CPT codes 79100 Radiopharmaceutical therapy, poly cythemia vera, chrohic 
leukemia, each treatment by intravenous injection (Work RVU = 1.32) and 79400 Radiopharmaceutical therapy, nonthyroid, 
nonhematologic by intravenous injection (Work RVU = 1.96) 

New code 79403 Radiopharmaceutical therapy by, radiolabeled monoclonal antibody by intravenous infusion was reviewed by the 
RUC for its rank order and its survey results. The RUC reviewed the specialty society's key reference code 79030 
Radiopharmaceutical ablation of gland for thyroid carcinoma (Work RVU = 2.10), and the revisions of codes 79100 and 79400 in 
relation to the new code, and believed that the specialty society's median survey results provided the correct rank order between the 
two services. In addition, the RUC understood that an ElM code could not be billed in conjunction with 79403. The RUC thought the 
survey results reflected the physician work involved for this service, and believes this new service would have proper rank order 
within the family of codes with a relative work value of2.25. The RUC recommends a work relative value of 2.25 for CPT code 
79403. 

Practice Expense 
The RUC reviewed in-office practice expense recommendations for CPT code 79403 and the RUC believed that they were typical for 
the services provided. The RUC accepted the practice expense recommendations for 79403 without modification. In addition, the 
specialty requested that the practice expense relative value and non-physician work pool designation for code 79403 be crosswalked to 
CPT Code 78306. 

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



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

... 79100 JJl Radiopharmaceutical therapy, polycythemia vera, chronic leukemia, XXX 1.32 

each treatment by intravenous injection (no change) 

(For monoclonal antibody therapy, see code 79403) 

... 79400 JJ2 Radiopharmaceutical therapy, nonthyroid, nonhematologic ]2y XXX 1.96 

intravenous injection (no change) 

(For monoclonal antibody therany, see code 79403) 

•79403 JJ3 Radiopharmaceutical therapy, radiolabeled monoclonal antibody by XXX 2.25 

intravenous infusion 

(For pre-treatment imaging, see 78802, 78804) 

(Do not report code 79403 in conjunction with code 79400) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION Apri12003 

CPT Code: 79403 Tracking No: JJ3 Global: XXX Recommended RVW: 2.25 

Descriptor: Radiopharmaceutical therapy by intravenous infusion of radio labeled monoclonal antibody 

(For pre-treatment imaging, see 78802, 78804) 

(Do not report 79403 in conjunction with 79400) 

Clinical Description of Service 

Vignette Used in Survey (typical patient): 

Typical patient: A 62-year-old man with long standing histologically confirmed B-cell Non-Hodgkins 
Lymphoma has relapsed with fever and pain, and has tumor recurrence confirmed by chest x-ray and 
CT studies. He has failed other prior radiation and chemotherapy treatment. 

Note: Do not include ElM services leading to the determination that treatment is indicated, 
radiopharmaceutical distribution (pretreatment evaluation), infusion of unlabeled monoclonal antibody or 
medical physics services in the valuation of79403. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Description of Pre-Service Work: 
• Review interim studies, and change in clinical condition since initial consultation and 

pretreatment imaging, and dosimetry if performed 
• Order radiopharmaceutical dosage to be administered 
• Provide instruction to the patient and family regarding the infusion, potential immediate 

reactions, potential radiation exposure to family friends and the public, and obtain signed 
consent 

Description of Intra-Service Work 
• Regulatory documentation, review and oversight for ordering and administering radioactive 

materials 
• Evaluate for adequate IV access 
• Personally supervise infusion of the labeled monoclonal antibody, paying particular attention 

for possible immune reaction 
• Discharge patient with instructions including about contact with family and the public and 

handling of bodily fluids 
• Dictate report for medical record 
• Communicate and arrange follow up observation and care with the referring physician 

Description of Post-Service Work 
• Review and sign report 
• Regulatory documentation, review and oversight for disposal of radioactive materials 
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SURVEY DATA 

Presenter(s): 
Bibb Allen, Jr., M.D. (ACR), Michael A. Wilson, M. D. (SNM), and Kenneth A. 
McKusick, M.D. (SNM) 

Specialty(s): American College of Radiology, Society ofNuclear Medicine 

CPT Code: 79403 

Sample Size: 167 I Respn: 19 I Resp %: 11% 

Sample Type: Random 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 1.00 2.03 2.25 2.54 3.50 

Pre-Service Time 30.00 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 5.00 20.00 30.00 40.00 240.00 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 15.00 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 
.. .. 

*Physician standard total mmutes oer ElM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE: 

2003 
CPT Descriptor RVW Glob 

79030 Radiopharmaceutical ablation of gland for thyroid carcinoma 2.10 XXX 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE: 

Svy CPT Ref CPT 
TIME ESTIMATES (MEDIAN) 
Pre-service 30.00 
Intra-service 30.00 92 (Harvard) 
Same Dayimmediate Post-service 15.00 
Critical care 
Other hospital visit 
Discharge day management 
Office visit 
TOTAL TIME 75.00 92 (Harvard) 
INTENSITY/COMPLEXITY MEASURES (mean) 
Survey Count 10 
TIME SEGMENTS 
Pre-service 4.10 3.44 
Intra-service 4.30 3.44 
Post-service 3.00 2.33 
MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that 

3.30 3.10 
must be considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other 

4.00 3.20 
information that must be reviewed and analyzed 
Urgency of medical decision making 3.20 2.50 
TECHNICAL SKILL/PHYSICAL EFFORT 

2.90 
2.30 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 4.40 3.30 
Outcome depends on the skill and judgment of physician 4.00 3.40 
Estimated risk of malpractice suit with poor outcome 4.00 3.50 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. If your specialty has 
used an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

A consensus panel consisting of physicians from the American College ofRadiology and Society of 
Nuclear Medicine was formed. They reviewed the survey data and recommend the survey median RVW 
of2.25. 
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Services Reported with Multiple CPT Codes 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain): 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing 
all of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
unlisted code is reviewed) 

New procedure. 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

_X::..::__ Commonly 
___ Commonly 

----
----

Sometimes 
Sometimes 

___ Rarely 
___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

9,000 

For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 

Specialty Radiology 
Specialty 

Frequency 
Frequency 

Do many physicians perform this service across the United States? Yes 

4,500 



CPT Code:_~7..::;..9..:.;40=3;.__ __ 
Specialty Society('s) __ SNM/ ACR:_ __ _ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Sample Size:_2§_ Response Rate:(%): 100 Global Period: XXX 

Tracking Number: JJ3 Reference Code 1 78306 Reference Code 2 ----

Geographic Practice Setting %: Rural 0% Suburban 100% Urban 0% 

Type ofPractice %: 0% Solo Practice 
50%Single Specialty Group 
50%Multispecialty Group 
O%Medical School Faculty Practice Plan 

I_> lease provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Practice Expense was derived from data collected in previous surveys and the building block 
methodology used for nuclear medicine codes previously approved by the PEAC. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Confirm appropriateness of procedure with physician; confirm technique to be used, obtain 

physician written directive, determine radiopharmaceutical dose, and order the 
radiopharmaceutical from the commercial central pharmacy. 

• Prepare radiopharmaceutical delivered by central pharmacy with NRC and DOT required check
in ofRP, survey package, wipe test of package and recording all. Ready dose for potential 
infusions/injection with in-house labels and records, and later resurvey and arrange disposal of 
syringe 

• Coordinate the administration of the therapy (radioactive) antibody infusion which follows within 
4 hours of the IV infusion of"cold" Rituximab (Oncologist), requiring modification of schedule 
and personnel. 

Intra-Service Clinical Labor Activities: 
• Obtain RP dose from radiopharmaceutical receiving and storage area, reassay and record dose 

data, ensure dose would be appropriate for the patient based on the written directive (correct test 
and patient weight) 

• Take patient to injection/infusion area, set up IV; assist physician during drug therapy infusion to 
include monitoring vital signs, preparation and assistance during possible medical emergency/ 
antibody murine reaction (oxygen, crash cart) 

• Education/Instruction/Counseling as patient is taken back to waiting area after therapy session 
with emphasis on radiation risk to those at home; discharge patient 

• Specific room clean up of injection/infusion area with defacement of labels, and required NRC 
survey and monitoring tasks 



CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR ___ _ 

Post-Service Clinical Labor Activities: 

• Regulatory compliance -NRC required wipe tests and surveys of area used, and documentation 

2 



CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR ___ _ 

Total StaffTime In Office: 95 minutes Visits in Global Period: Visits - (Therapy Injection) 

HCFA's Clinical Labor Total Total Total Total 
Staff Pre- Service Post-Service Pre-Service, 
Type Service Period Time After Service, and 
Code* Time (Day of Day of Post Service 

service) Service) Time 
Nuclear Medicine 

1023 Technologist (Nuc Med 36 55 4 95 
Tech) .. * From HCFA's Labor, Medical Supply, and Equipment List for year 2002. If not hsted, provide full descnptlon, estimated cost, and 

cost source. 

CMS 

Cost Estim. 
and Source 
applicable) 

Medical Medical Supplies Radiopharmaceutical Units Cost Estimate and Source (il 
Supply Therapy applicable) 
Code* 
11302 Gloves, non-sterile 1 pair 
11102 Chux 1 each 
xxxxx QCWipes 5 each $0.13* 

53003 Alcohol swabs 1 each 
91106 Angiocath w1th heplock 1 each 
91111 Stop cock, 3-way 1 each 
31502 Band aid 1 each 
11102 Chux 1 each 
31506 Gauze, 2x2 1 each 
11302 Gloves, non-sterile 1 each 
53062 Saline, 30 ml 1 each 
53090 Hepann flush 1 each 
91415 Synnge, 3 cc 0 each 
91407 Syringe, 1 0 cc 1 each 
91402 Needles, 19-25 g 1 each 

11139 Paper, table 0 each 
11112 Pillow case - disposable 0 each 
11106 Drape sheet 0 each 
73404 Film 8x10 0 each 
73423 Film 

developer/cost/exposure 0 each 
xxxxxx Film Jacket (1 Ox12) for $0.28* 

scan 0 each 

*From HCFA's Labor, Medical Supply, and Equipment List for year 2002. lfnot listed, provide full description, estimated cost, and 
cost source. 

3 



CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR'-----

CMS 
Equipment Medical Equipment Radiopharmaceutica Units Cost Estimate and Source (il 
Code* I Therapy applicable) 
Radio~armaceutical Receiving_ 
E51064 Dose Calibrator 95 min 1 

Dedicated pharmacy 95 min 
xxxxx computer and printer 1 $20,295* 

Calibration source vial set & 95 min 
xxxxx check sleeves 1 $1 ,505* 
xxxxx Autogama counter 95min 1 $26,637* 
E53004 Survey meter 95 min 1 
xxxxx L-Biock Table Shield 95 min 1 $725* 

Syringe Shields & Lead 
xxxxx Holders _(6) 95 min 6 $1,310* 

Lead-lined radioactive 
xxxxx waste & lead-lined Sharps 95 min 1 $935* 

box 
xxxxx Lead Shielding 95 min 1 $2,150* 
xxxxx Y-90 Syringe Shields (2) 95 min 1 $135* 

Y-90 Dose Injector, Manual 95min 1 $595* 
Injection Room 
xxxxx Phlebotomy-Injection Chair 0 0 
xxxxx Bed 95 min 1 $4660* 
E91001 IV Infusion Pump 95 min 1 

Imaging Area 
Single/dual head camera, 

E53020 imaging table, computer & 0 0 
software 

E53004 Co-57 Flood Source 0 0 
E51002 Film Processor 0 0 
E51001 View Boxes 0 0 
xxxxx Physician Analysis & View 

Station 0 0 
xxxxx Medium Energy Collimator .o 0 

* Catalog information and pricing provided to CMS following the January 2002 PEAC Meeting 
** Siemen's Catalog #05232868 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

4 



SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made 

Confirm appropriateness of procedure with 
physician; confirm technique to be used, obtain 
physician written directive, determine 
radiopharmaceutical dose, and order the 
radiopharmaceutical from the central commercial 
pharmacy. 

Other Clinical Activity (please specify) 

Prepare radiopharmaceutical delivered by central 
pharmacy with NRC and DOT required check-in 
of RP, survey package, wipe test of package and 
recording all. Ready dose for potential injection 
with in-house labels and records, and later 
resurvey and arrange disposal of syringe. 

Coordinate the administration of the therapy 
(radioactive) antibody infusion which follows 
within 4 hours of the IV infusion of "cold" 
Rituximab (Oncologist), requiring modification of 
schedule and personnel 

End: Patient arrival at office for service 
Total Pre-Service Time 

Service Period 
Start: Patient arrival at office for service 

CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR'------

Radiopharmaceutical 
Therapy 

8 

13 

15 

36 

Radiopharmaceutical 
Therapy 

Total 
Minutes 

8 

13 

15 

36 

Total 
Minutes 

Nuc Med Tech 

Nuc Med Tech 

Nuc Med Tech 

5 



Intra-service 

Greet patient/provide gowning if appropriate, and 
take to injection or imaging area. 

Obtain vital signs 

Prepare room, equipment, supplies, and set up 
protocol and change collimator on imaging 
device for each image session. 

Prep and position patient in scanner while 
explaining scan for imaging session. 

Prepare infusion/injection room, equipment and 
supplies 

Obtain RP dose from radiopharmaceutical 
receiving and storage area, reassay and record 
dose data, ensure dose would be appropriate for 
the patient based on the written directive (correct 
test and patient weight). 

Take patient to injection area, set up IV, 
infuse/inject radiopharmaceutical, review 
radiation risks 

Assist physician during drug therapy infusion to 
include monitoring vital signs, preparation and 
assistance during possible medical 
emergency/antibody murine reaction (oxygen, 
crash cart) 

Education/Instruction/Counseling as patient is 
taken back to waiting area after therapy session 
with emphasis on radiation risk to those at home; 
discharge patient 

Coordinate home or outpatient care 

Clean room/equipment after each scan session 

Specific room clean up of injection area with 
defacement of labels, and required NRC survey 
and monitoring tasks. 

Other Clinical Activity (please specify) 

CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR ____ _ 

0 0 Nuc Med Tech 

0 0 

0 0 Nuc Med Tech 

0 0 Nuc Med Tech 

2 2 Nuc Med Tech 

7 7 Nuc Med Tech 

10 10 Nuc Med Tech 

22 22 Nuc Med Tech 

10 10 Nuc Med Tech 

0 0 

0 0 Nuc Med Tech 

4 4 Nuc Med Tech 
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End: Patient leaves office 

Post-Service Period 
Start: Patient leaves office 

Total Service Time 

Other Activity (please specify) 

Regulatory compliance-NRC required wipe tests 
and surveys of areas used, and documentation 
End: Last visit before end of global period 

Total Post-Service Time 

April 15, 2003 (BU) 

CPT Code: 79403 
Specialty Society('s) __ SNM/ ACR ___ _ 

55 55 Nuc Med Tech 

4 4 Nuc Med Tech 

4 4 

7 



PEAC Codes 79403 
• Society RUC CPT78306 CPT79403 

HCFASTAFF "' 795XX 
TYPE, MEDICAL 78306 ,' Radiophannaceutical 

< SUPPLY OR 

:rl:;~r::;=~~ 
therapy by intravenous 

EQUIPMENT Infusion of radlolabeled 
(*) Modified and/or S11.,.;ifi;. to Nuclear Medicine CODE monoclonal antibody 

~. ,, 

LU""''un 

~:R,~~ GLOBAL PERIOD 
TOTAL· .LABOR TIME 

1!\ '•>:~:-· 
... . "<44'8: • 

Start: Following visit when decision for surgery or ·t':,. _: 
procedure Is made. 

·._ 

(*) Rev1ew X-ray, scan, lab, and past tests to confinn I of I ,-
of procedure wrth phys1etan, confirm techmque to be used and any •. ,'<- ,:: 
speetal v1ews requ1red, obta1n physletan wntten direCtive, b-. ', I >} 

""""I dose, and order the I from the ·- . ~·-' 
I central pharmacy NMT 8 ,,; 8 

-.-.# 
I(*) Other Climcal Act1vrty (please speCify) J --

' .. 
QC Planar I to be used_ m scan ~MT -- --~-'- 0 

1·- --; ,,, --- --
u'- :-

-
Prepare """-"I delivered by central pharmacy wrth NRC -~ 

and DOT requ1red check-In of RP, survey package, Wipe test of package <~;.:: 

and recording all Ready dose for potential onf•' h -

wrth 1n-house labels and records, and later resurvey and arrange disposal . ,' ,. ---
ofsynnge NMT 13-- -- 13 

' " 

' 
0 

··'--"" 
- -""·; 

' -; 

tthe 1 of the therapy I anbbody InfuSIOn ;_-

wh1ch follows wrth1n 4 hours of the IV mfus1on of "cold"B_rtux1mab d 

requmng 1 of schedule and personnel _..,..T ,-";C:;, 15 

"''-' 
-·~'->' 

---Total "" ;:;, 1-..m!\ ;;,~ 

lt:na: /"'artenr enrers omce ov• ov 

PERIOD' -~· · II -W !tWIIi i!ll d7 -,, 'l c* ';<if 1www·- --
I Start: When patient enters office "'' · l'i -· -*' 

Rev1ew charts 
-----, -,)¥•; 

(*) Greet pat1ent, prov1de gowmng If , and take to 1mag1ng area for :&-
1mag1ng NMT '3 1 0 

" - ' 
Obtam vrtal s1gns NMT ·---0 0 

---
(*) Prepare room, eqUipment,suoohes. and set up protocol and change ., 

collimator on 1mag1ng dev1ce for each 1mag1ng sess1on NMT -·2 0 
·:;;: 

(*) Prep andp_<ll>rtlon pat1ent 1n scanner while expla1mng scan for 1mag1ng sess1on NMT --~ 
-,- 0 

:Cr J 

(*) Prepare onf11 1 roOm, Pno unmPnf and SUpplieS NMT ·o 2 

," 

Ass1st phys1etan dunng drug therapy mfus1on to 1ndude monrtonng vrtal s1gns, preparation 
and '/ 

dunng possible med1cal • munne reaCtion (oxygen, crash cart) ~T 
,. 

22 
--

(*) '"" 1 as pat1ent IS taken back to wart1ng area ~~,>£ 

after each • sess1on wrthem]Jha~ on rad1at1on nsk to those ~JL;m, 

at home ~harge pat1ent NMT '1 --, 10 
.- ',:\ 

(*) home or outpatient care NMT 1-"' 0 ,.- 0 
- ,;.- :-~- \~~ ·;; 

I(*) Clean scan , vvu '~'""~"'"' """' after each scanmng sess1on NMT I' -· ·ll:·~'"'' 0 
,. 

I(*) SpeCific room dean up of InJection area wrth 
of labels, and requ1red NRC survey and 1tasks NMT '4 4 



PEAC Codes 79403 
AMA/Speclalty Society RUC Recommendation CPT78306 CPT79403 

•' / i: 1' 
, 

'¥"~ 

HCFASTAFF 795XX 
,, 

TYPE, MEDICAL 78306 Radiophannaceutlcal 
SUPPLY OR 'Ek>'rie Whole Body' therapy by Intravenous 
EQUIPMENT Planar-' Single infusion of radiolabeled 

(*) Modified and/or Specific to Nuclear Medicine CODE } lmagin9,sil~si9~.- monoclonal antibody 

'";·""<' 

Other Clinical Activity (please specify) , 

(*) Obta1n RP dose from radiopharmaceutical rece1v1ng and storage area, ,,-, ' ~- , , , 

reassay and record dose data, ensure dose would be appropnate for q 

the pabent based on the wntten d1recbve (correct test and patient we1ght) NMT 7 7 
,, 

(*)Take pat1ent to Injection area, set up IV, Infuse/inject radiopharmaceutical, .,, \' ' 

rev1ew radJatJon nsks NMT ,';< li;,10 10 

' 
(*) Acqwre 1mages and rev1ew each set of raw data for completeness, , ,, ,; 

mclude t1me between acqwsrt1on of Images (1 m1n) NMT 42 "' :..._"--<, 0 

Approval of Images , ',,, 0 0 

--~-"''',"' 
_::;erv1ce Period Tota Jlj-~1'!1§ -- ,-:;~ ,' '''i77t•, %''1~55' ~/ /,. ' • End: Pattent leaves omce ""'· ,,: ''·': , 

Post.,Sei'Vicelf,'eriod"'''4'"'"'·~--~t11.1il ;,, t'J' '"~ ii~·-NMII!I!I §t!t~~~~;,.;,·,,~ 0:>~¥-<7 /;,Jt~~,;:;,'w,;wk""vA,:&Wllit 
Start: Patient leaves office f, ''7' 

' 

Other ActiVIty (please speCify) 

·,1-::::. 
(*) Post processing of raw data ~nto final format, development of hard 'i ,', ,, ' .,;:s~ ',,, 

copy, arch1v1ng and obta1n approval as to quality of study and ab11ity ; --:~,,-,,: 

to d1scarge patient NMT .w;;; _- '15 ',·: ,,' ?- 0 
,' 

' 
(*) Regulatory compliance -NRC reqwred Wipe tests and surveys ~-£. -,·:;._:.;: 

/ ' 

of areas used, and documentation NMT ' .,-;;, :)4 ''A 4 
', ~-_ _:,, > /~ 

Post Service Total -r>:-~MT-~ •"~--; '',19···-,, ~~':~4 -~-End: With last office visit before end of global period 
'"'&~~~;1~E:.~~~~\~~~;.; ·-·+~'~ii~~-::~li .;t;' ~ 't'\}~{Zti~~~, <_;,·,~~';\?.M.t,~{" \>"' ,, .... :~:~•*• 

Radiophannaceutlcal -storage & Receiving 

11302 Gloves non-stenle 11302' ,1 1 
11102 Chux 11102 ';-1, '' 1 

xxxxx OCW1pes *$0.13ea ' ',!- _,.,5 ,,' 5 
~0-'Jjj ."\; ;'4 '' ,'\< f';'A: 

INJECTION AREA ·-::."0'·_,,,,,- ~ ""<''' 

Alcohol Swabs 53003 <"-,, 't1 - -· 1 
Ang1ocath wrth heplock 91106" 1 1 
Stop cock, 3 way 91111 1 ;>4t 1 
Band a1d 31502 1 ~' '" 1 
Chux 11102 , , :1 

,. 
1 

Gauze, 2x2 31506 ' _, ~:, r1Y_"':;-. 1 
Gloves, non-stenle 11302 "':'' :". ,, 1· ,, 1 
Saline 30 ml 53062 ,,.;-.... -·._·1 1 
Hepann flush 53090 1 1 
Synnge,3cc 91415 T· 0 c'4'.;\ 0 
Synnge, 10cc 91407 ', 1 ":t :- ,, 1 
Needles, 19-25 g 91402 '. 1 ·>'·· 1 

•, -. :e-.. 
IMAGING AREA :•. J/<" 

Paper, table 11139 / 7 Feet"'[ 0 
P1llow case - disposable 11112 ·; 1 - , " 0 
Drape sheet 1110E 1 '' 0 
F1lm Bx10 7340~ ' ' 1 ':: 0 
F1lm developer/ cosl per exposure 7342 ~ "' 1 ·,\! 0 
F1lm Jacket (10x12 mch) forth1s scan • $0.28 82 1 ' ~ ::,;.._ 0 

---: 

• From HCFA's Labor, Med1cal Supply, and NM Eqwpment Lost for year 2000 , 

If not listed, provide full descnpt1on, estimated cost, and cost source ,., 

E_q!/,l~mel)~~li:W::--~)<_,~J& i i ii!~)fiiiJltl .. W~ ;~;:~~~: ;;~R mwt'--~4>'>~§1 
Radiopharmaceutical Receiving Area ';'.: 
q '. v~x::Jfv<t~-i(f> ::'(This11S!ilf1Xilt~ 'for tuture-coiles m ?fi; ' ';§'.,ft<)%-•fl CJC, ',_ ,, • h•" 
Dose Calibrator E51064 · ,~·- 121 min' 95min 
Ded1cated pharmacy computer and pnnter • $20,295 if'.'L;_.121,miru 95mln 
Calibration Source V1al Set & Check Sleeves $1,505 121 min 

,, 
95min : 

Autogamma Counter **$26,637 :; .' > 121 min 95mln 
Survey meter E53004 , ·121 min 95min 
L-Biock Table Sh1eld • $725 -; 121 min ' .. 95min 



PEAC Codes 79403 
AMA/Specialty Society RUC Recommendation CPT78306 CPT79403 

HCFASTAFF 
~ 

:'- \ 
795XX ---TYPE, MEDICAL 78306' Radlophannaceutical , ,;;:.. 

SUPPLY OR Bone Whole Body, therapy by Intravenous 
EQUIPMENT : f>lanar_ ' Singh~-' Infusion of radiolabeled 

. (*} Modified and/or Specific to Nuclear Medicine CODE lm!lging Session monoclonal antibody 

Synnge Shields & Lead P1g Holders (6) • $1,310 ·121 min'" ' 95min ·"-
Lead-lined rad1oact1ve waste and lead lined Sharps box • $935 >· _::>121 min. ' 95min 
Lead sh1eldmg • $2,150 121 min ,· 95mln 
Y-90 Synnge Sh1elds (2) $0 •,' <' '•; 0 ,•' 95mln 
Y-90 Dose Injector, Manual $595 0· ' 95min 
Injection Room ,_ 

" 
--:;J:~j'j[:ii~(ThisJs a.flxiKI!iOOm'fO'rrutulitCOdes)/J:~'!i'*l!ff"f'*''*'~'%:1 ~ 
Phlebotomy-Injection Cha1r *$519 121 min·· 0 
Bed $4,660 ', '-Oc··:k: 95min 
IV InfuSIOn Pump E91001 o:, l : 95mm 

Imaging Area 
_ _.(Thislis'a:flx&d'rOOintor"rutulitCO'desl-&ilill+-·: -rv· 
Single/dual head camera, lmag1ng Table,computer and software E53020 96mln,, 0 
Co-57 flood source E53004 • ·""'t96mln --., 0 
F1lm processor E51002 •,,,fi:'?%96 min ,\~ 0 
V1ew8oxes E51001 ,:96min- · •? 0 
PhysiCian Analys1s & V1ewmg Stat1on • $35,000 i',"- ·:::.-;96.min 0 
Medium Energy Collimator (Siemens catolog #052328681 • $14,200 ~-Ji 0 

nrormat1on prov1aea to l,;M:; January 2u02 l"'t:Al,; Meeting 



AMNSpecialty Society RVS Update Committee 
Summary ofRecommendations 

February 2003 

Comprehensive Coagulation Assessment 

,./ 

CPT created a new code 85396 (Coagulation/fibrinolysis assay, whole blood (eg. viscoelastic clot assessment), including use of any 
pharmacologic additives(s), as indicated, including interpretation and written report, per day) to describe a relatively uncommon 
seryice. ~hat is performed to assess the integrity of the hemostatic system in a patient with a significant bleeding problem. The code is 
uted dufing procedures such as liver transplant, cardiac services, and in the I CU. It was predicted that due to the reporting 
requirements, anesthesia would not be a large provider of this service and would be used mostly by pathology. In the future, however, 
it is likely that utilization of this service will increase as its utility is appreciated and more physicians become comfortable with 
interpretation. 

The RUC discussed in detail the possibility of billing multiple times for this code and determined that the value should be based on a 
single coagulation episode. Discussion with the presenters indicated that each interpretation performed in a series requires review of 
the previous tests, increasing the work proportionally. This mitigates the concern about declining pre-service work when the test is 
performed multiple times. The number oftimes the test can be performed and billed is of concern, but the RUC deemed this issue as 
primarily a payment policy issue, not a valuation issue. Decisions about multiple tests may be required in a given patient and should 
be based on medical necessity. The RUC believes that review of utilization may be required prior to setting any limitations on use. 
The RUC does not recommend adding additional language in CPT to limit the use of the codes. 

The RUC compared the code to two reference codes, 88180 (Flow cytometry; each cell surface, cytoplasmic or nuclear marker work 
RVU, 0.36, physician total time of25 minutes) and CPT code 85390 (Fibrinolysins or coagulopathy screen, interpretation and report 
work RVU 0.37, physician total time of35 minutes). The RUC agreed that the ASA surveyed time totaling 35 minutes should be used 
in spite of the low response rate. The committee felt that the comparison of work with code 85390 is equivalent given the same total 
time estimates and an examination of work involved. The committee agreed that the value of0.37 is appropriate and accurately 
captures the work involved in this procedure. 

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



The RUC requested that the CPT Editorial Panel revise the code to specify that the services included in the procedure include the use 
of any pharmacologic additive( s ), as indicated, included interpretation and written report, per day. 

The RUC recommends a work RVU of 0.37 for code 85396. 

Practice Expense 
There are no direct inputs for this code. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

•85396 Ql Coagulation/fibrinolysis assay, whole blood ( eg. XXX 0.37 
viscoelastic clot assessment),including use of any 
pharmacologic additives(s), as indicated, 
including interpretation and written report, per 
day 

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



CPT Code: 85396 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 85396 Tracking Number: Ql Global Period: XXX RUC Recommended RVW = 0.37 44+--

CPT Descriptor: Coagulation/fibrinolysis assay, whole blood (eg. viscoelastic clot assessment),including use of 
any pharmacologic additives(s), as indicated, including interpretation and written report, per day 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 70 year old male in ICU with hemostatic dysfunction, post status coronary artery bypass 
graft with history of liver disease. Coagulation screening tests show elevated PT, moderately elevated D-Dimer, 
decreasing fibrinogen and decreasing platelet counts. 

Description of Pre-Service Work: Obtaining and reviewing the history and diagnostic studies, including 
examination of previous study reports; review of literature or research and communicating with other professionals 
prior to interpretation of the TEG result. 

Description of Intra-Service Work: Interpretation of the TEG; comparison to previous study reports; consideration 
of relevant statistical variations; identification of clinically meaningful findings; dictation of the interpretation 
report. 

Description of Post-Service Work: Report finalization; post-interpretation verbal communications with other 
professionals, patient, family; arranging for further studies. 

SURVEY DATA 

Presenter(s): Cheryl Hirsch-Ginsberg, MD, University of Texas MD Anderson Cancer Center 

Specialty(s): College of American Pathologists, American Society of Anesthesiologists 

85396 Coagulation/fibrinolysis assay, whole blood ( eg. viscoelastic clot 
CPT Code: assessment),including use of any pharmacologic additives(s), as indicated, including 

interpretation and written report, per day 

CAP: 14 Resp n: Resp %: CAP: 93% 
Sample Size: ASA: 13 CAP: 13 ASA: 62% 

ASA:8 
Sample Type: Panel - Few physicians perform TEG interpretations at this time 

Low 25th pctl Median 75th pctl H!Q.h 

Survey RVW: CAP 0.60 0.75 0.94 0.94 1.00 

Survey RVW: ASA 0.37 0.38 0.39 0.51 0.75 

Pre-Service Time: CAP 0.00 5.00 8.08 10.00 20.00 

Pre-Service Time: ASA 0.00 5.00 10.00 15.00 30.00 

Intra-Service Time: CAP 4.00 7.00 10.00 15.00 20.00 

Intra-Service Time: ASA 0.00 10.00 12.50 30.00 240.00 

Post-Service Time: CAP 0.00 4.00 10.00 10.00 25.00 

Post-Service Time: ASA 5.00 10.00 12.50 15.00 30.00 

1 



CPT Code;...: ..=-8=53::....::.9-=6. __ _ 
*Physician standard total minutes per E/M visit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 
CAP: 86077 

ASA: 85390 

CPT Descriptor 
Blood bank physician services: difficult cross-match and/or evaluation 

of irregular antibody(s), interpretation and written report 
Fibrinolysins or coagulopathy screen, interpretation and report 

Global Work RVU 

XXX 
XXX 

0.94 
0.37 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 
85396: CAP 

Key Reference 
CPT Code: 
86077: CAP 

New/Revis. 
CPf Code: 
85396:ASA 

Key Reference 
CPT Code: 
85390: ASA 

._I M_ed_I_·an_P_re_-s_e_rv_ic_e _Ti_m_e __________ _..!! L-___ _..I ._I __ o_.oo _ _,~l ._I _1_0_.o_o _ _.l ._I __ 8_.oo _ ___J 

._jM_ed_I_an_I_ntr_a_-S_erv_I_·ce_T_im_e __________ _.ll II 40.00 II 12.50 I ._1 __ 17_.00 _ __, 

Median Immediate Post-service Time 0.00 12.50 10.00 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 40.00 35.00 35.00 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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

,____4_.15 _ __.1 ._I __ 3.8_5 _ _.11 ._ __ 3.ss _ __.l ._I __ 3.3_8 _ __, 

The amount and/or complexity of medical records, diagnostic 3.62 II 3.77 II 3.63 II 3.00 
tests, and/or other information that must be reviewed and 

analyzed 

Urgency of medical decision making II 4.54 II 3.62 II 4.38 II 3.88 

Technical Skill/Physical Effort <Mean} 

Technical skill required II 3.77 II 3.54 II 3.00 II 2.25 

Physical effort required II 2.54 II 2.23 II 2.38 II 2.00 

Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.23 II 4.15 II 2.00 II 3.00 

2 



CPT Code: 85396 
Outcome depends on the skill and judgement of physician II 4.08 II 4.00 II 3.38 II 3.25 

Estimated risk of malpractice suit with poor outcome II 3.69 II 3.85 II 2.50 II 2.63 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference CPT Code Reference 
885396: Service 85396: ASA Service 

CAP 86077: CAP 85390: ASA 

Time Segments (Mean) 

Pre-Service intensity/complexity II 2.62 II 2.69 II 2.75 II 2.50 

Intra-Service intensity/complexity II 3.69 II 3.85 II 3.63 II 3.00 

Post-Service intensity/complexity II 3.08 II 2.92 II 3.13 II 3.00 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Data from the CAP and ASA surveys were considered by both specialties. The CAP agreed that, although the 
survey data from pathologists selected the 86077 as the reference service, the work involved in TEG 
interpretation is closer to, but more difficult than, that involved with interpretation of a fibrinolysins screen, that 
has a RVW of 0.37. The TEG generates a dynamic real-time tracing of the clot, from formation to 
degradation, and in so doing includes more information about the clot than the numbers obtained in other tests 
solely designed to screen for fibrinolytic activity. This causes the work involved in TEG interpretation to be 
about 125% of that for fibrinolysin screen interpretation. This places the RVW for TEG at 0.47, which is the 
mean ASA survey RVW value. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) _________________ _ 

3 



CPT Code-'-=: =-=-85=...::3=9-"'-6. __ _ 
2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 

codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? Not reported (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Pathology Commonly __ Sometimes _A;_ Rarely 

Specialty Anesthesiology __ Commonly __ Sometimes _X_ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology Frequency Fewer than 2500 reported by all respondents, range 5 - 850 

Specialty Anesthesiology Frequency Fewer than 1000 reported by all respondents, range 10-300 

Estimate fewer than 20,000 services nationwide per year with new code. 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Pathology Frequency Estimate fewer than 5,000 

Specialty Anesthesiology Frequency Estimate fewer than 5000 

Do many physicians perform this service across the United States? __ Yes ~-No 

4 



Work Recommendations 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Cytopathology, Selective Cellular Enhancement Technique 

New code 88112 Cytopathology, selective cellular enhancement technique with interpretation (eg, liquid based slide preparation 
method), except cervical or vaginal (Do not report 88112 with 88108) has been created to encompass the new technology based on the 
Pap thinprep technique which provides for cell enrichment with concentration of specimens yielding more material for review with 
better preservation and more expanded application than were available based on smear preparations (881 04 Cytopathology, fluids, 
washings or brushings, except cervical or vaginal; smears with interpretation (Work RVU = 0.56)) or traditional cytoconcentrates 
( cytospin billed as 88108 Cytopathology, concentration technique, smears and interpretation (eg, Saccomanno technique) (Work 
RVU=0.56). 

The specialty society explained that the relative work values of CPT codes 88104 and 88108 do not encompass the scope, intensity 
and impact of the service provided in the new CPT code 88112. These existing codes do not accurately capture the new cellular 
enhancement technologies, in the new code, that allows both concentration and enrichment of cytology specimens. Cytology 
specimens can be used on complicated specimens that could not be evaluated with typical concentration techniques. 

The RUC reviewed the specialty society recommendations, survey results, and work values of other codes within the family of new 
CPT code 88112. The RUC understood that the new code allows the physician to review approximately 10,000 cells per slide, 
whereas codes 88104 and 88108 entails the review of less than 1 ,000 cells per slide. The median survey results support a work 
relative value of 1.20, however the specialty society indicated that the mean relative value of the survey (1.18 RVUs) would be more 
appropriate. The RUC believed that the new service required more physician time and a higher level of intensity than 88104 and 
88108 from the specialty society's survey data and presentation, and supported the value as presented. The RUC recommends a 
work relative value of 1.18 for CPT code 88112. 

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



Practice Expense Recommendation 
Attached are the direct practice expense inputs for new code 88112 reflecting a RUC change in the clinical staff type for some of the 
clinical activities. 

CPT Code Track CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Nom-
ber 

=88112 KK1 Cytopathology, selective cellular enhancement technique with XXX 1.18 
interpretation ( eg, liquid based slide preparation method), except 
cervical or vaginal (Do not report 88112 with 88108) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 88112 

CPT Code: 88112 Tracking Number: KKl Global Period: XXX Recommended RVW: 1.18 

CPT Descriptor: Cytopathology, selective cellular enhancement technique with interpretation (eg, liquid based 
slide preparation method), except cervical or vaginal (Do not report 88112 with 88108) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Cytopathologic examination of common bile duct brushings obtained during endoscopic 
retrograde cholangiopancreatography. The brush has been rinsed and transported in a liquid medium (eg, 
CytoLyt®, CytoRich®, RPMI). The material has been prepared by concentration and enrichment (eg, 
Surepath™, ThinPrep™) and delivered to the pathologist for interpretation. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Description of Pre-Service Work: Obtaining and reviewing the history and selected diagnostic studies, 
including examination of previous study reports prior to examining the specimen; review of literature or 
research and communicating with other professionals prior to interpretation of the material. 

Description of Intra-Service Work: Obtaining and reviewing the results of other diagnostic studies, including 
examination of previous/additional slides or reports, during the interpretation of the specimen; examination 
of the slide and cellular material; comparison to previous study reports; identification of clinically meaningful 
findings; consultation with other pathologists regarding the specimen; any review of literature or research 
during examination of the specimen; any dictation or report preparation performed during examination of the 
specimen. 

Description of Post-Service Work: Report preparation and finalization; written and telephone communications 
with other professionals, and patients; affanging for further studies or other services. 

SURVEY DATA 

Presenter(s): Susan E. Spires, MD, FCAP, Lexington, KY 

Specialty(s): College of American Pathologists 

88112 Cytopathology, selective cellular enhancement technique with interpretation (eg, 
CPT Code: liquid based slide preparation method), except cervical or vaginal 

Sample Size: 35 Resp n: 31 Resp%: 89% 

Sample Type: Panel 

Low 25th pctl Median 75th pctl H!g_h 

Survey RVW: 0.84 1.10 1.20 1.35 1.50 

Pre-Service Time: 0 5 8 10 l- 12. 

Intra-Service Time: 6 15 25 30 40 

Post-Service Time: 1 6 10 10 20 



CPT Code: 88112 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global WorkRVU 

88173 Cytopathology, evaluation of rme needle aspirate; interpretation XXX 1.39 
and report 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 22 of 31 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

88173 
88112 

~IM_oo __ im __ Pr_e_-S_e~ __ i~_T_~ __ e ____________________ ~ll 8 1~1 ____ 15 __ ~ 

~IM_oo __ im __ In_tr_a-_Se_~_i_~_T_im_e ____________________ ~ll 25 1~1 ___ 2_5 __ ~ 

Mooim Immooiate Post-se~i~ Time 10 10 

Mootm Critical Care Time 

Mooim Other Hospital Visit Time 

Mooim Discharge Day Management Time 

Mooim Office Visit T~e 

Median Total Time 43 50 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement <Mean) 

The number of possible diagnosis md/or the number of L..._ __ 4_.2_7 __ _JI ~.-1 ___ 4_._09 __ ~ 
mmagement options that must be consideroo 

The amount md/or complexity of mooical records, diagnostic 
tests, md/or other information that must be reviewoo md 
malyzoo 

~-3_.5_o __ _JI~I ___ 3._36 __ ~ 

~.-1 u_r~g_en_;cy=--of_m_oo __ ic_al_d_ec_is_io_n_m_ak_in_;g::.__ __________ __.l ~I ___ 4_.o_9 __ _JI ~.-1 __ 3._77 _ ___, 

Technical Skill/Physical Effort (Mean) 

I'-T_ec_hn __ ic_al_sk_il_l_re...!.qu_tr_oo ______________________ ____.ll ~-.I ___ 3_.5_0 __ _JI ~-.I __ ....:.3....:..3_2 __ ~ 

~.-1 P_h~ys_ic_al_e_fti_ort __ req...!.u....:.ir....:..oo.:....._ ____________________ ____.ll ~-.I ___ 2....:..5_9 __ _JII L __ _:2....:..5...:...0 __ ~ 
Psychological Stress (Mean) 

The risk of stgnificmt comphcations, morbidity md/or mortality ~-4_.7_3 __ ~1~1 ___ 4._32 __ ~ 



l~...o ..... u ..... tc ..... om_e _de..!..pe_n_d_s o ..... n_th_e_s_k_ill_an_d_J::...·u-"dg:::...e_m_en_t_o....:f p~h..::..ys_ic_ian __ -----11 ~...1 __ 4_. 7_7 _...JII ~... __ 4_._32 _ __. 

~..I E_s_tim_a_ted_r_ts_k _of_m_al....:p ..... ra_c_ttc_e_s_ui_t _w_ith....:p~oo_r o_u_tc_om_e ___ __,I ~...1 __ 4_.5_5 _...JII ~... __ 4_._09 _ __. 

INTENSITY /COMPLEXITY MEASURES 

Time Se!!ments {Mean} 

I Pre-Service intensity/complexity II 

I Intra-Service intensity/complexity II 

I Post-Service intensity/complexity II 

ADDITIONAL RATIONALE 

CPT Code 

3.27 II 

4.45 II 

3.80 II 

Reference 
Service 1 

2.86 

3.77 

3.23 

CPT Code: 88112 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Following the survey, representatives of the cytopathology community and the general pathology community reviewed 
the data and agreed that the mean survey value of 1.18 is an appropriate RWV for the 88112. The median survey time 
for 88112 (43 minutes) is 86% of the RUC time for the key Reference Service (88173, 50 minutes) and the 
recommended RWV is 84% of the RWV of 1.39 for the Reference Service. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 

data and accounting for relevant multiple procedure reduction policies. If more than one physician is involved 
in the provision of the total service, please indicate which physician is performing and reporting each CPT 
code in your scenario. 



CPT Code: 88112 

FREQUENCY INFORMATION 

How was this service previously reported? -----=88""'1'""0'""'8 _______ (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty_ Pathology ____ _ __Commonly _X_ Sometimes ___ Rarely 

Specialty _________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If the 
recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __ Pathology ____ _ 

Specialty _________ _ 

Frequency Unknown, respondents reported variable frequencies, 
ranging from 10 times per year to 3600 per year. 

Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a 
one-year period? If this is a recommendation from multiple specialties please estimate frequency for each specialty. 

Specialty __ Pathology ____ _ Frequency ___ Not known 

Specialty---------- Frequency _____ _ 

Do many physicians perform this service across the United States? Yes X No 



CPT Code: 88112 - -
Specialty Society('s) CAP, ASC 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

Pathology Codes 
Direct Inputs 

CPT Long Descriptor: Cytopathology, selective cellular enhancement technique with interpretation (eg, liquid based slide 
preparation method), except cervical or vaginal 

Sample Size:_ No Survey_ Response Rate:(%):. __ _ 
Global Period: 

Tracking Number: ____ Reference Code 1 ____ Reference Code 2 ___ _ 

Geographic Practice Setting%: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

ulease provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: The CAP Practice Expense Work Group (12 
pathologists with all geographic and practice arrangements represented and with representation of the 
American Society of Cytopathology) developed the initial recommendations for tlllese codes. The data were 
then submitted to two other CAP committees for independent review. Total review included 32 pathologists 
from various practice types. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: A laboratory technician or histotechnologist opens the specimen containers, 
confirms the patient identification, and collates requisition slips and slides on a per case basis. The lab information 
system is searched, the specimen logged in and tracking/reporting systems initiated, accession number assigned, 
and material labeled. Any missing or ineligible information is obtained/clarified. The technician records the 
material received and/or volume/appearance of liquid specimen. The material is hatched, specimen preparations 
are made from liquid specimens (centrifugation or filter), filters and stains prepared, cassettes loaded with slides, 
and the stainer programmed. A cytotechnologist then retrieves the material, confirms the patient identification, 
verifies the information, reviews the patient history and organizes the slides for examination. The cytotech 
visually views the microscope slides for evidence of atypical cells. 

Intra-Service Clinical Labor Activities: : The labtech or cytotech assembles the slides and delivers them to the 
pathologist. 

Post-Service Clinical Labor Activities: After the pathologist examines the slides, the labtech reassembles them, puts 
them in folders, prints, prepares, packs and transports specimens for storage, disposes of remaining specimens, 
;hemicals and other consumables and hazardous waste, and cleans the area. The cytotech enters quality assurance 
and workload data. 



CPT Code: 88112 - -
Specialty Society('s) CAP, ASC 

Total StaffTime: 
HCFA's Staff Clinical Labor Pre- Service Coordination Post- Cost Estimate and 

Type Code** Service Period of Care* Service Source (if applicable) 
Time Time 

1018 Lab Technician 7 3 
14017 Histotechnologist 22.5 
1010 Cytotechnologist ,23.5 0.5 2 
*By staff dunng the serv1ce penod - Expense Incurred by Practice. 
** From HCFA 's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full description, estimated cost. 
and cost source. 

HCFA's Medical Supplies Quantity of Units Used Cost Estimate and Source (if applicable) 

Medical Supplies for 

Supply 
Purchase 

Code* 
92007 Microscope slide 2 
92002 Coverslip 2 
75016 Label 2 

Alcohol, bottle (Fisher 1 
catalog 23-03-4803, $101/100 
bottles) 
Biohazard specimen 1 
transporter bag (#ST0069, 
$35/1000 GemMed Industries 
Inc, POB 2276, Ctystal Lake, 
IL 60039-2276) 

52312 Bleach 0.013 gal 
75001 Centrifuge tube 1 
75116 Clearing reagent 2 slide 
75128 CytoLyt Solution 1 oz 
75063 Disposable lab coat 1 
11124 Eye shield 1 

Filter paper (18.5 em 2 
Whatman Qualitative filter 
paper, Daigger HX 8351CA 
Pkg of 100, $48.18) 

75127 Filter, specimen TransCyte 2 
non-gyn 

11302 Gloves, nonsterile 1 
75089 Mounting media 0.4ml 
75128 PreservCyt Solution vial 1 oz 

(Cytyc box of 50 vials $40, 
2000 price list) 
Slide mailer (5-slide size) 1 
($12.95/25, Daigger 2000 
Catalog #HX15982, 

2 



CPT Code:_88112_ 
Specialty Society('s) CAP, ASC 

www.daigge.com) 
75125 Stain, Diff Quick 1 slide 
75126 Stain, Pap non-gyn 1 slide 
75070 Transfer pipet 23ml 2 

* From HCF A's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full description, estimated cost, 
and cost source. 

HCFA's Procedure Specific No. of Cost Estimate 

Equipment Medical Equipment units in and Source (if 

Code* practice applicable) 

No Code Biohazard hood 1 
El3601 Microscope, compound 1 
El3642 Robotic cover slipper 1 
E13645 Slide etcher 1 
El3648 Vortex mixer 1 
E13657 Cytology ThinPrep™ Processor 1 
E13644 Slide dryer oven 1 
E13649 Tissue processing fume hood 1 
E91003 Ventilator hood & blower 1 
El3643 Routine Pap stainer 1 
*From HCFA's Labor, Medical Supply, and Eqmpment List for year 2000. If not hsted, please provide full description, estimated cost, 
nd cost source. 

3 



CPT Code:_88112_ 
Specialty Society('s) CAP, ASC 

Type of Service: Pathology 
XXX Global Period 

Clinical Services 

Pre-Service Period 
Start: When containers/requisitions prepared for physician. 

Prepare specimen containers/preload fixative/label 
containers/distribute requisition form(s) to physician 

Accession of specimen/prepare for examination 

Perform screening function (where applicable) 

Other Clinical Activity (please specify) 

Other Clinical Activity (please specify) Process 
specimen for sl1de preparation (mcludes processing, 
embedding, sect1onmg and recuts, staming, 
coverslipping, qualtiy control function, maintainmg 
spec1men tracking, logs and labeling). 
Other Clmical Activity (please specify) Retrieve prior 
material, confirm patient ID, organize work, venfy and 
review history 
)ther Clinical Act1vtty (please specify) Perform 

screening function 
End: When specimen 1s ready for exammation by 
pathologist. 

Service Period 
Start: When spec1men is ready for examination by 
pathologist. 

Assist pathologist with gross specimen exam1nat1on 
(including performance of intraoperative frozen sections) 

Prepare specimen for manual/automated processing 

Process spec1men for slide preparation (includes processing, 
embedding, sectioning and recuts, cenrifugation, routine and 
spec1al staming, coverslipping, quality control funct1on, 
maintaining spec1men tracking, logs and labeling) 

Assemble and deliver slides w1th paperwork to pathologist 

Clean room/equipment wh1le performing 

Coordinate Care 

Other Act1v1ty (please spec1fy) 

End: When specimen exammation by pathologist is 
·omplete. 

Minutes Staff Type - CiD"cle 

2 min Lab Technician 

4min Lab Technician 

1 min Lab Technician 

22.5 min Histotech 

7.5 min Cytotech 

Cytotech 

Histotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Histotech, Cytotech, Lab Tech, Other ____ _ 

0.5 min Cytotech 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Histotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

4 



Post-Service Period 
>tart: When specimen examinatton by pathologist is 

complete. 

Prepare, pack and transport spec1mens and records for in
house storage and external storage (where applicable) 

D1spose of remaimng specimens, spent chemicals/other 
consumable, and hazardous waste 

Clean room/equipment following procedure (Including any 
equipment maintenance that must be done after the 
procedure) 

Manage any relevant utilization review/quality assurance 
acbv1t1es and regulatory compliance documentation 

Submit/rece1ve material for consultation (where applicable) 

Other Act1v1ty (please specify) 

End: When specimen, chemical/waste and record handling is 
complete. 

1 min 

1 min 

1 min 

2min 

CPT Code: 88112 
Specialty Society('s) CAP, ASC 

Lab Technician 

Lab Technician 

Lab Technician 

Cytotech 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

5 



Work Recommendation 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Tumor Morphometry 

One CPT code was revised and another added to properly describe the different processes of immunocytochemistry and morphometric 
analysis being performed typically by pathologists. CMS had initially asked that CPT codes 88342 Immunocytochemistry (including 
tissue immunoperoxidase), each antibody and 88358 Morphometric analysis; tumor (eg., DNA ploidy) be reviewed by the CPT 
Editorial Panel to clarify the service(s) being provided. 

The RUC reviewed revised code 88358 and new code 88361 Morphometric analysis; tumor immunohistochemistry (e.g., Her-2/neu, 
estrogen receptor/progesterone receptor), quantitative or semiquantitative, each antibody The RUC reviewed the specialty society's 
recommendation and survey results for both codes and did not accept the initial specialty society work value recommendations. 

The initial recommendations by the specialty were for a Work RVU of 1.20 for CPT code 88358 and 1.35 RVUs for 88361. The RUC 
discussed the physician work of the two codes with the presenters, and agreed that the physician work for both codes were similar. 
With this in mind, the committee members believed that the specialty society's 25th percentile work survey results (0.95 for 88358 and 
0.94 for 88361) more accurately reflected the physician work involved. The RUC members were satisfied with the median physician 
time components and believed the intra-service work per unit of time supported the recommended work RVUs. 

RUC members reviewed code 86077 Blood bank physician services; difficult cross match and/or evaluation of irregular antibody(s), 
interpretation and written report (Work RVU = 0.94) for its physician time and intensity. The committee believed that these two 
codes were aligned properly at the survey's 25th percentile RVUs with respect to the physician work and intensity of code 86077. 

The RUC recommends the following relative values that reflect the 25th percentile of the specialty's survey results: 

Work RVU = 0.95 - 88358 Morphometric analysis; tumor (e.g. DNA ploidy) 

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



Work RVU = 0.94 - 88361 Morphometric analysis; tumor immunohistochemistry (e.g., Her-2/neu, estrogen receptor/progesterone 
receptor), quantitative or semiquantitative, each antibody 

The specialty reassured the RUC that by now recommending a higher work RVU for 88358 than for 88361, a rank order anomaly 
would not be created. The specialty society representatives supported the recommendations of the RUC. 

Practice Expense Recommendation 
The RUC reviewed the practice expense direct inputs for these two codes and made the following changes to the specialty society's 
recommendations: 

• The clinical labor time for both codes in the pre and post service time periods be designated as a Lab Technologist. 
• The clinical labor time for CPT Code 88361 should be cross-walked to PEAC reviewed code 88342 

Immunocytochemistry (including tissue immunoperoxidase), each antibody 
• Supplies were reduced for 88361: 

Coverslip was reduced from 7 to 5 
Label was reduced from 7 to 5 
Microscope slide was reduced from 6 to 3 

A complete list of practice expense items approved by the RUC is attached. 

CPT Code Tracking CPT Descriptor 
(•New) Number 

88342 Immunocytochemistry (including tissue immunoperoxidase), 
each antibody 

(For guantitative or semiguantitative immunohistochemistrx, 
use 88361) 

Global Period 

XXX 

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

WorkRVU 
Recommendation 

0.85 

(no change) 



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

.6.88358 LL1 Morphometric analysis; tumor (e.g., DNA ploidy) XXX 0.95 

(Do not report 88358 with 88313 unless each procedure is 
for a different soecial stain) 

•88361 LL2 tumor immunohistochemistry (e.g., Her-2/neu, XXX 0.94 

estrogen receptor/progesterone receptor), quantitative 
or semiquantitative, each antibody 

(Do not report 88361 with 88342 unless each procedure is 
for a different antibody) 

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



CPT Code: 88358 __ _ 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 88358 Tracking Number: LLl Global Period: XXX Recommended ~VW 0.95_ 

CPT Descriptor: Morphometric analysis; tumor (e.g., DNA ploidy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54 year old female has previously been diagnosed with ductal carcinoma of the breast 
with axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are analyzed by 
the pathologist, along with reference positive and negative samples, to determine if the staining process is 
interpretable and therefore warrants a semiquantitative or quantitative analysis. The stained slides are 
interpretable and DNA ploidy evaluation is therefore performed. A semiquantitative or quantitative 
interpretation is provided using a computer assisted methodology. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: Obtaining and reviewing the history and diagnostic studies, including 
examination of previous study reports; review of literature or research and communicating with other 
professionals prior to interpretation of the test results. 

Description of Intra-Service Work: Interpretation of the stained slides to determine if a 
semiquantitative/quantitative procedure is warranted. Interpretation of the DNA ploidy; comparison to previous 
study reports; consideration of relevant statistical variations; identification of clinically meaningful findings; any 
review of literature of research during examination of the test results; any dictation or repo~ preparation 
performed during examination of the test results. 

Description of Post-Service Work: Report preparation and finalization for the stained slide study and the DNA 
ploidy; written and telephone communications with other professionals, patients and family; obtaining and 
reviewing the results of other diagnostic studies, including examination of previous slides or reports; arranging for 
further studies or other services. 

SURVEY DATA 

Presenter(s): Lester E. Wold, MD, FCAP, Rochester, MN 

Specialty(s): College of American Pathologists 

CPT Code: 88358 Morphometric analysis; tumor (e.g., DNA ploidy) 

Sample Size: 68 Resp n: 12 Resp%: 18% 

Sample Type: Panel 

Low 25th DCtl Median 75th DCtl Hi.g_h 

Survey RVW: 0.40 0.95 1.20 1.42 1.73 

Pre-service Time: 0 5 8 11 20 

Intra-service Time: 10 10 20 23 30 

Post Service Time: 1 5 10 10 30 



CPT Code: 88358 __ _ 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
88173 Cytopathology, evaluation of fine needle 

pirate; interpretation and report 

Global 
XXX 

WorkRVU 
1.39 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 of 12 ___ _ 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

88358 

Key Reference 
CPT Code: 

88173 

,_1 M_ed_tan_P_re_-S_e_rv_tc_e_T_im_e ___________ __.l ,_1 __ 8 _ ___,1 ,_1 __ 1_5 _ ___, 

,_1 M_ed_ian_In_tr_a-_Se_rv_ic_e_T_im_e __________ ___.ll 20 I ,_1 __ 2_5 _ __. 

Median Immediate Post-service Ttme 

Median Cntical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 reviewed and 
analyzed 

10 10 

38 50 

.___3_.1_3 _ _.11 L... _4_.3_8 _ __, 

.___3_.8_8 _ _.1 ~...I __ 3.s_s _ __, 

._I u_r=-ge_ncy....;..._o_f_m_ed_ic_al_d_ec_i_sio_n_m_ak_in=-g _______ ___.I ,_1 __ 3_.2_5_....~1 ,_1 __ 4_.3_8 _ __, 

Technical Skill/Physical Effort (Mean) 

,_1 T_ec_hni_._cal_sk_ill_r_eq:....ut_.red ___________ ____.l._l _4_.1_3 _ _,1 ._I __ 4_.2_5 _ __, 

,_1 P_h::....ys_ic_al_e_ffo_rt_r_eq..:..u_ir_ed ___________ ___.l ,_1 __ 3_.2_5_....~1 ._I __ 3_.1_3 _ __, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .___3_.2_5 _ _.11 ..... __ 4.5_0 _ __, 



CPT Code: 88358 
I Outcome depends on the skill and judgement of physician II 4.00 II 4.38 I 

I Estimated risk of malpractice suit with poor outcome II 2.88 II 4.50 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Setmtents (Mean} 

I Pre-Service intensity/complexity 113.88 113.75 

I Intra-Ser¥ice intensity/complexity 114.38 114.25 

I Post-Service intensity/complexity 113.25 113.25 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your flnal recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Following the survey, representatives of the pathology community reviewed the data and agreed that the median 
survey value of 1.20 is an appropriate RVW for 88358. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain), __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



CPT Code: 88358 __ _ 

FREQUENCY INFORMATION 

How was this service previously reported? --=88=3=5=8 ________ (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ Pathology ____ _ __Commonly _ x _Sometimes Rarely 

Specialty _________ _ Commonly __ Sometimes Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _Pathology Frequency_ 

2000 frequency for 88358 was 35,753. However, frequency is expected to decrease with revisions to code. 
Survey respondents indicated frequency between 0 and 508 in the past year. 

Specialty _________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to M~care patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_ Pathology ______ Frequency __ Unknown 

Specialty--------- Frequency _____ _ 

Do many physicians perform this service across the United States? Yes x No --



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:88361 

CPT Code: 88361 Tracking Number: LL2 Global Period: XXX Recommended RVW: 0.94 

CPT Descriptor: Morphometric analysis; tumor immunohistochemistry (e.g., Her-2/neu, estrogen 
receptor/progesterone receptor), quantitative or semiquantitative, each antibody 

(Do not report 88361 with 88342 unless each procedure is for a different antibody) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54 year old female has previously been diagnosed with ductal carcinoma of the breast 
with axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are analyzed by the 
pathologist, along with reference positive and negative samples, to determine if the staining process is 
interpretable and therefore warrants a semiquantitative or quantitative interpretation. The immunoassay is 
positive and Her-2/neu evaluation is performed. A semiquantitative or quantitative interpretation is provided 
using a computer assisted methodology. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Description of Pre-Service Work: Obtaining and reviewing the history and diagnostic studies, including 
examination of previous study reports; review of literature or research and communicating with other 
professionals prior to interpretation of the test results. 

Description oflntra-Service Work: Interpretation of the stained slides to determine if a 
semiquantitative/quantitative procedure is needed. Interpretation of the Her-2/neu preparation; comparison to 
previous study reports; consideration of relevant statistical variations; identification of clinically meaningful 
findings; any review of literature of research during examination of the test results; any dictation or report 
preparation performed during examination of the test results. 

Description of Post-Service Work: Report preparation and finalization for the stained slides and the Her-2/neu; 
written and telephone communications with other professionals, patients and family; obtaining and reviewing the 
results of other diagnostic studies, including examination of previous slides or reports; arranging for further 
studies or other services. 

SURVEY DATA 

Presenter(s): Lester E. Wold, MD, FCAP, Rochester, MN 

Specialty(s): College of American Pathologists 

88361 , Morphometric analysis; tumor immunohistochemistry (e.g., Her-

CPT Code: 2/neu, estrogen receptor/progesterone receptor), quantitative or 
semiquantitative 

Sample Size: 68 Resp n: 17 Resp%: 25% 

Sample Type: Panel 



CPT Code:88361 

Low 

Survey RVW: 0.35 

Pre-Service Time: .Q 
Intra-Service Time: 3 

Post-Service Time: 11 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
88173 Cytopathology, evaluation of fme needle 

pirate; interpretation and report 

25th pctl Median 

0.94 

5 

10 

5 

Global 
XXX 

1.35 

10 

15 

7 

75th pctl 

1.39 

'10 

io 
10 

WorkRVU 
1.39 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SER.VICE(S): 

H!g_h 

1.50 

:fs 
4d 
30, - -

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: _11 of 17 _____ _ 

TIME ESTIMATES (Median) New !Revis. Key Reference 
CPT Code: CPT Code: 

88361 88173 

l Median Pre-Service Time II 10 II 15 

I Median Intra-Service Time II 15 II 25 

Median Immediate Post-service Time 7 10 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 32 50 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.82 I LI4_.2_7 ___ _J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 14.00 113.91 
tests, and/or other information that must be reviewed and L..-..------' 

analyzed 

L...l u_r.::;.ge_n_,cy'-o_f_m_ed_i_ca_l_de_c_is_io_n_m_ak_i_,ng::...._ _______ ~l L-,3_.9_1 __ ___.1 LI4_.4_5 ___ _J 



CPT Code:88361 
Technical Skill/Physical Effort (Mean} 

I Technical skill required 114.36 114.09 

I Physical effort required 113.09 112.82 
Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 114.09 114.64 

I Outcome depends on the skill and judgement of physician 114.55 114.64 

I Estimated risk of malpractice suit with poor outcome 113.82 114.82 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Semnents (Mean} 

I Pre-Service intensity/complexity 113.36 113.09 

I Intra-Service intensity/complexity 114.36 114.36 

I Post-Service intensity/complexity 113.18 113.18 

ADDmONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Following the survey, representatives of the pathology community reviewed the data and agreed that the median 
survey value of 1.35 is an appropriate RVW for 88361. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 



CPT Code:88361 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? --"8=8=-3~58"'-=an=d=-=88~3::....:4c=2 ________ (if unlisted code, please ensure 
that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty _Pathology _____ _ _ __ Commonly _ x __ Sometimes __ Rarely 

Specialty _________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _Pathology __ _ 

Specialty _________ _ 

Frequency_2000 frequency for 88358 was 35,753. However, 
frequency is expected to decrease with revisions to code. Survey 
respondents indicated frequency between 5 and 1500 in the past 
year. 

Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty _Pathology ____ _ Fequency _Not known ____ _ 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? Yes x No 



CPT Code: 88358 
Specialty Society('s)_C=A=--P ____ _ 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

Pathology Codes 
Direct Inputs 

CPT Long Descriptor: Morphometric analysis; tumor (e.g., DNA ploidy) 

Sample Size: No survey 
Global Period: 

Response Rate: (%): __ _ 

Tracking Number: ____ Reference Code 1 ___ _ Reference Code 2 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

----

Please provide a brief description of the process used to develop your recommendation and the composition of 
'Our Specialty Society Practice Expense Committee: The data were developed by a 12-member CAP 

committee with representation of the American Society of Cytopathology. The inputs were then reviewed 
by another group of 10 pathologists. 

Typical Patient Vignette: A 54 year old female has previously been diagnosed with ductal carcinoma of the 
breast with axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are 
analyzed by the pathologist, along with reference positive and negative samples, to determine if the staining 
process is interpretable and therefore warrants a semiquantitative or quantitative analysis. The stained 
slides are interpretable and the DNA ploidy evaluation is therefore performed. A semiquantitative or 
quantitative interpretation is provided using a computer assisted methodology. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: The histotech retrieves the blocks and slides for review and selection of the 
appropriate block for slide preparation for morphometric analysis. 1 min. 

Intra-Service Clinical Labor Activities: The histotech positions the block, cuts material for new slides, and prepares 
the new slides. 10 mins 
Feulgen stain process: The histotech sorts and racks the new slides, hydrates them to distilled water, places the 
slides in SN HCL, then places them in DNA staining solution, rinses them in 3 changes of rinse solution, washes 
them in distilled water, dehydrates the slides in 2 changes of reagent alcohol, clears them in 2 changes of xylene, 
and coverslips them. 15 min. 
'~"'he histotech sorts and verifies the slides and delivers them to the pathologist. 4 min 
fhe histotech prints out the information that arrived with the specimen, verifies the patient information and 
records it in the log book. 



CPT Code: 88358 
Specialty Society('s)_C~A;.;;;..P ____ _ 

Post-Service Clinical Labor Activities: The histotech prepares the slides and other material for storage. 3 min 
:he histotech records the specimen data and backs it up. 1 min 

Total StaffTime: 
HCFA's Staff Clinical Labor Pre- Service Coordination Post- Cost Estimate and 

Type Code** Service Period of Care* Service Source (if applicable) 
Time Time 

1018 Lab Technolof,!ist 1 min 4 mins 
14017 Histotechnolo2ist 29 mins 
*By staff dunng the service penod- Expense Incurred by Practice. 
* * From HCF A's Labor, Medical Supply, and Equipment List for year 2002. If not listed, please provide full description, estimated cost, 
and cost source. 

HCFA's Medical Supplies Quantity Cost Estimate and Source (if applicable) 

Medical of Supplies 

Supply 
Code* 

0.1N HCL DNA staining 0.2 ml $9.80/2.5L, Fischer 
solution 
5NHCL 0.2 ml $9.80/2.5L, Fischer 
0.05N HCL DNA rinse 0.2 ml $9 .80/2.5L, Fischer 
rea2ent 
Acid alcohol 0.2 ml $9.80/2.5L, Fischer 
DNA stain kit .10 kit $150/kit, Baxter 
DNA calibration slides 1 slide $31.25/box of 25 slides, Baxter 
Coverslip 3 Mercedes Coverglass, $14.95, 

Baxter 
11124 eye shield 1 
11303 gloves, disp, nitrile/chemo 1 pair 

chemical 
75016 Label 3 
75050 disposable microtome blades 1 
92007 microscope slide 2 
75084 hematoxylin stain 5ml 
75117 positive control slide 1 .. * From HCF A's Labor, Medical Supply, and Eqmpment List for year 2002. If not hsted, please provide full descnption, estimated cost, 

and cost source. 

HCFA's Procedure Specific Cost Estimate and Source (if applicable) 

Equipment Medical Equipment 
~ode* 

.. ~o code Waterbath 
E13601 microscope, compound 

2 



CPT Code: 88358 
Specialty Society('s)_C=A;:..P ____ _ 

I ~13618 Microtome 
~13642 robotic cover slipper 
E13644 slide dryer oven 
E13645 slide etcher 
E13646 solvent recyclin~ system 
E91003 ventilator hood and blower 

DNA image analyzer Chromavision ACIS, $200,000, San 
Juan Capistrano, CA, 949-443-3355, 
949-443-331 0; chromavision.com. 

*From HCFA's Labor, Medical Supply, and Equipment List for year 2002. If not listed, please provide full description, estimated cost, 
and cost source. 

As with the other pathology codes, 88358 should not be placed in the zero work pool. 

3 



CPT Code: 88358 
Specialty Society('s )_C.;:;.A;.:.:..P ____ _ 

Type of Service: Pathology 
XXX Global Period 

Clinical Services 

Pre-Service Period 
Start: When containers/requisitions prepared for physician 

Prepare specimen containers/preload fixative/label 
containers/d1stnbute requisition form(s) to physician 

Accession of specimen/prepare for examination 

Perform screening function (where applicable) 

Other Clinical Activity (please specify) 
Retrieve blocks and slides for review and select 
appropriate block for analysis 

End: When specimen is ready for examination by 
pathologtst. 

Service Period 
Start: When specimen is ready for examination by 
pathologist. 

.ss1st pathologist with gross specimen examination 
(Including performance of intraoperative frozen sections) 

Prepare specimen for manual/automated processing 

Process specimen for slide preparation (includes processing, 
embedding, sect1omng and recuts, cenrifugation, routine and 
spec1al sta1ning, coverslipping, quality control function, 
maintaining specimen tracking, logs and labeling) 

Assemble and deliver slides with paperwork to pathologist 

Clean room/equipment while performing 

Coordinate Care 

Other Activity (please specify) 

End: When specimen examinatton by pathologtst is 
complete. 

Post-Service Period 
Start: When specimen examination by pathologist is 
complete. 

Prepare, pack and transport specimens and records for in
house storage and external storage (where applicable) 

'ispose of remaining spec1mens, spent chemicals/other 
_ onsumable, and hazardous waste 

Clean room/equipment following procedure (including any 
equipment ma1ntenance that must be done after the 

Minutes 

1 

10 

15 

4 

3 

Staff Type - Circle 

Histotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Lab Technician 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech 

Histotech 

Histotech 

Histotech, Cytotech, Lab Tech, Other ____ _ 

Histotech, Cytotech, Lab Tech, Other ____ _ 

Histotech, Cytotech, Lab Tech, Other ____ _ 

Lab Technician 

Histotech, Cytotech, Lab Tech, Other ____ _ 

4 



orocedure) 

Manage any relevant utilization review/quality assurance 
activities and regulatory compliance documentation 

Subm1tlrece1ve material for consultation (where applicable) 

Other Activity (please specify) 

End: When spectmen, chemical/waste and record handling is 
complete 

1 

CPT Code: 88358 
Specialty Society('s)_C::::.A:....:.:;..P ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Histotech 

Lab Technician 

Histotech, Cytotech, Lab Tech, Other ____ _ 

As with the other pathology codes, 88358 should not be placed in the zero work pool. 

5 



CPT Code: 88361 
Specialty Society('s)_C=A;;.;;;.;;;..P ____ _ 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

Pathology Codes 
Direct Inputs 

CPT Long Descriptor: Morphometric analysis; tumor immunohistochemistry (e.g., Her-2/neu, estrogen 
receptor/progesterone receptor), quantitative or semiquantitative. 

Sample Size: No survey 
Global Period: 

Response Rate: (% ): __ _ 

Tracking Number: ____ Reference Code 1 ___ _ Reference Code 2 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

----

ulease provide a brief description of the process used to develop your recommendation and the composition of 
_ your Specialty Society Practice Expense Committee: The data were developed by a 12-member CAP 
committee with representation of the American Society of Cytopathology. The inputs were then reviewed 
by another group of 10 pathologists. 

Typical Patient Vignette: A 54 year old female has previously been diagnosed with ductal carcinoma of the 
breast with axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are 
analyzed by the pathologist, along with reference positive and negative samples, to determine if the staining 
process is interpretable and therefore warrants a semiquantitative or quantitative interpretation. The 
immunoassay is positive and Her-2/neu evaluation is performed. A semiquantitative or quantitative 
interpretation is provided using a computer assisted methodology. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: The histotech retrieves the blocks and slides for review and selection of the 
appropriate block for slide preparation for morphometric analysis. 

Intra-Service Clinical Labor Activities: The histotech prints out the information that arrived with the specimen, 
verifies the patient information and records it in the log book. The histotechnologist chills the block(s), labels blank 
slides, cuts and deparaffinizes patient and control slides, and gathers, weighs, measures, mixes and prepares 
staining solutions. Slides are stained and counterstained in multiple steps. Slides are coverslipped, labels are 
generated and placed on slides, slides and controls are reviewed for staining adequacy, and the stain record is 
·ompleted. The slides are then delivered to the pathologist. 

The histotech sorts and verifies the slides and delivers them to the pathologist. 



CPT Code: 88361 
Specialty Society('s)_C=A;;.::.P _____ _ 

- Morphometric analysis is done after calibration of the equipment (pathologist activity). 

Post-Service Clinical Labor Activities: The histotech prepares the slides and other material for storage. 
The histotech records the specimen data and backs it up. 

Total StaffTime: 
HCFA's Staff Clinical Labor Pre- Service Coordination Post- Cost Estimate and 

Type Code** Service Period of Care* Service Source (if applicable) 
Time Time 

1018 Lab Technologist 2 min 20 min 
14017 Histotechnolo~ist 52 mins 
*By staff during the service period - Expense Incurred by Practice. 
** From HCF A's Labor, Medical Supply, and Equipment List for year 2002. If not listed, please provide full description, estimated cost, 
and cost source. 

HCFA's Medical Supplies Quantity of Units Used Cost Estimate and Source (if applicable) 

Medical Supplies for 

Supply Purchase 

Code* 
92002 Coverslip 7 Mercedes Coverglass, $14.95, 

Baxter 
11124 eye shield 1 
11303 gloves, disp, nitrile/chemo 1 pair 

chemical 
75016 Label 7 
75050 Disposable microtome blades 2 
92007 Microscope slide 6 
75084 Hematoxylin stain 5ml 
75117 positive control slide 2 
11304 Gown, staff, impervious, 1 

disposable 
75050 Microtome blades, 2 

disposable 
75089 Mountin~ media 2 ml 
New Peroxide block 50ml 1000 ml Cell Marque CMX103, $49 (Cell 

-, 
Marquie: 1-800-665-7284) 

New Tissue revival 50ml 1000 ml Cell Marque CMX602, $74 
New Background block 5ml 200 ml Cell Marque CMX200, $49 
New Antibody .12 ml 6ml Cell Marque CMA 710, $189 
New Biotinylated link .4ml 50 ml Cell Marque CMD102, $199 
New Streptavidin label .4ml 50 ml Cell Marque CMD202, $199 
New AEC Chromogen .12 ml 3 ml Cell Marque CMD410, $49 
New AEC buffer 2 ml 50ml Cell Marque CMD420, $20 
~ew Hematoxylin 8ml 200 ml Cell Marque CMD401, $59 

I New Buffer 1 packet 10 Zeus 0008,$31 (Zeus: 1-800-257-
packets 9525) 

2 



CPT Code: 88361 
Specialty Society('s)_C=A==-P ____ _ 

* From HCF A's Labor, Medical Supply, and Equipment List for year 2002. If not listed, please provide full description, estimated cost, 
nd cost source. 

HCFA's Procedure Specific Cost Estimate and Source (if applicable) 

Equipment Medical Equipment 
Code* 
E13601 Microscope, compound 
E13618 Microtome 
E13642 Robotic cover slipper 
E13644 slide dryer oven 
E13645 slide etcher 
E13646 Solvent recyclin2 system 
E91003 Ventilator hood and blower 

DNA image analyzer Chromavision ACIS, $200,000, San Juan 
Capistrano, CA, 949-443-3355, 949-443-
331 0; chromavision.com. 

New Waterbath ($760, Precision General 
Purpose Waterbath #B7009-4, 
Alle2iance) 
Decloaking Chamber (Next Generation 
Decloaking Chamber DC2001, $875, 
Biocare Medical, 800-799-9499) 

*From HCFA's Labor, Medical Supply, and Equipment List for year 2002. If not listed, please provide full description, estimated cost, 
and cost source. 

3 



CPT Code: 88361 
Specialty Society('s)_C=A::;..P ____ _ 

Type of Service: Pathology 
XXX Global Period 

Clinical Services 

Pre-Service Period 
Start: When containers/requisitions prepared for physician. 

Prepare spec1men containers/preload fixat1ve/label 
containers/distnbute requ1sition form(s) to physician 

Accession of specimen/prepare for exammation 

Perform screening funct1on (where applicable) 

Other Clinical Activ1ty (please specify) 
Retrieve blocks and slides for review and select 
appropriate block for analysis 

End: When specimen 1s ready for examination by 
pathologist. 

Service Period 
Start: When specimen is ready for examination by 
pathologist. 

\SSist pathologist with gross specimen examination 
(including performance of Intraoperative frozen sections) 

Prepare specimen for manual/automated processing 

Process specimen for slide preparation (Includes processing, 
embedding, sectiomng and recuts, cenrifugation, routine and 
special staining, coverslipping, quality control function, 
maintaining spec1men track1ng, logs and labeling) 

Assemble and deliver slides w1th paperwork to pathologist 

Clean room/equipment while performing 

Coordinate Care 

Other Act1v1ty (please specify) 

End: When spec1men examination by pathologist is 
complete. 

Post-Service Period 
Start: When specimen examination by pathologist is 
complete. 

Prepare, pack and transport specimens and records for In

house storage and external storage (where applicable) 

1ispose of remaining specimens, spent chemicals/other 
.;onsumable, and hazardous waste 

Minutes 

__ 2_ 

18 

32 

2 

12 

___ 5_ 

Staff Type - Circle 

Histotech, Cytotech, Lab Tech, Other ____ _ 

Lab Technologist 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Histotech 

Histotech 

Histotech 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

H1stotech, Cytotech, Lab Tech, Other ____ _ 

Lab Techmcian 

Lab Techmc1an 

4 



Clean room/equipment following procedure (including any 
'qwpment maintenance that must be done after the 

procedure) 

Manage any relevant utilization rev1ew/quality assurance 
activities and regulatory compliance documentation 

Submit/receive material for consultation (where applicable) 

Other Activity (please spec1fy) 

End: When specimen, chemical/waste and record handling is 
complete. 

CPT Code: 88361 
Specialty Society('s)_C,::;;.A;;..:.:;..P ____ _ 

3 

Lab Technician 

As with the other pathology codes, 88361 should not be placed in the zero work pool. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Capsule Tract Imaging 

The CPT Editorial Panel created a new CPT code 91110 Gastrointestinal tract imaging, intraluminal (eg, capsule endoscopy), 
esophagus through ileum, with physician interpretation and report to describe this new approach to examine the gastrointestinal tract. 
In 2002, CMS had created Code G0262 Small intestinal imaging; intraluminal, from ligament of Treitz to the ilea cecal valve, 
includes physician interpretation and report (work rvu = 2.12) to report this new technology until CPT created a new code for CPT 
2004. 

In developing interim work relative values for code G0262, CMS relied on a comparison to the intra-service work per unit of time 
(IWPUT) derived by reviewing the work values and intra-service time for several services, including electroencephalography (EEG) 
reading and interpretation, magnetic resonance angiography (MRA), computed tomographic angiography (CTA), Holter monitoring 
reading and interpretation, prolonged esophageal acid reflux testing, echocardiography, duplex scanning of the carotid arteries, and 
anorectal manometry. Based on these comparisons, CMS determined that the average intensity measure of 0.04 should be applied to 
an intra-service time of 53 minutes, which they obtained from literature available in December 2002. 

Gastroenterology subsequently conducted a survey of nearly 30 physicians who had experience in performing this service. The survey 
median work relative value was 5.80, with an intra-service time of 120 minutes. The specialty society chose to recommend the 25% 
work rvu of 5.00 to the RUC. The RUC, however, noted specific flaws in the survey instrument that may have led survey respondents 
to either misclassify post-operative work into the intra-service period and/or allocate physician time to certain clinical staff tasks. The 
RUC acknowledged that based on the analysis already completed by CMS, that the intra-service time for this service is critical to the 
appropriate valuation. 

The RUC reviewed a recently published journal article published in the European Journal of Gastroenterology and Hepatology and 
agreed that the article's estimation of80 minutes of intra-service time was reasonable. The RUC noted that the removal ofthe report 
writing time from the surveyed time and the time associated with services that are performed by clinical staff approximates 80 
minutes. 

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



The committee also extensively discussed the pre and intra service time associated with this service and compared this service to other 
diagnostic tests with a XXX global period. The committee recommends that a small amount of pre-service time (5 minutes) and 15 
minutes of post-service time for report writing and other post-service activities are appropriate. The RUC recommends the following 
revised physician time: Pre-Service Time: 5 minutes; Intra-Service time: 80 minutes; Post-Service Time: 15 minutes 

The RUC noted that it was very difficult to find a comparable reference service to link this new code to and offered that computing a 
value utilizing IWPUT offers the best alternative for this service. The facilitation committee agreed with the CMS analysis of similar 
codes with similar IWPUT as published in the Federal Register (0.04). 

80 minutes intra-timex .040 intensity= 3.20 intra-work related to reading time 
20 minutes of pre and post work x .0224 = 45 
3.20 + 0.45 = 3.65 

The RUC recommends a work relative value of 3.65 for 91110. 

The RUC understands that a separate Evaluation and Management service may be reported on the same day as this service if a 
separately identifiable service is performed. 

Practice Expense 
The facilitation committee extensively reviewed the direct practice expense inputs and made several revisions, including significant 
reductions in the pre-service and service clinical staff times. A revised spreadsheet is attached to the recommendations 

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

91110 MM1 Gastrointestinal tract imaging, intraluminal ( eg, capsule XXX 3.65 
endoscopy), esophagus through ileum, with physician 
interpretation and report 

(Visualization of the colon is not reported separately) 

(Append modifier '-52' if the ileum is not visualized) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:91110 

CPT Code: 91110 Tracking Number: MMl Global Period: XXX Recommended RVW: ~5.~0==== 
RUC Rec: 3.65 

CPT Descriptor: Gastrointestmal tract tmagmg, mtraluminal (eg, capsule endoscopy), esophagus through ileum, 
with physician interpretatiOn and report 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 57-year old man has a history of obscure gastrointestinal bleeding. He is referred 
for wireless capsule endoscopy. After a 12 hour fast, the patient presents for capsule endoscopy. After informed 
consent IS obtained, the patient's abdomen is cleaned and shaved for proper placement of the sensor array. The 
belt assembly, includmg the data recorder and battery pack, IS adJusted to fit the patient and attached to the 
sensor array. The battery pack has been completely charged the previous evemng. The patient is mstructed on 
the ingestion technique and swallows the capsule endoscope. The patient is observed for immediate signs of 
complications; if none are observed the patient is discharged. The patient IS mstructed not to resume eating for 4 
hours. The capsule advances by peristalsis through the GI tract. After 8 hours the patient returns and is assessed 
for signs or symptoms of complications. The data recorder belt and sensor array are removed and disinfected. 
The physician discusses relevant procedural feedback with the patient. The patient is discharged. Numerous 
video images and diagnostic informatiOn from the data recorder are downloaded to the workstation for 
processmg. Once the download information IS complete, the physician reviews the capsule Images at 15 
frames/second base rate with frequent stops to evaluate potential diagnostic abnormalities. During the review, 
the physician activates the locahzation software to input the esophagogastric junction, pylorus and tleocecal 
valve locations. After completing the analysis of the images and diagnostic information, the physician makes a 
diagnosis and generates a report. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Description of Pre-Service Work: 
Assess for possible contraindications such as presence of pacemaker, active bowel obstruction or swallowmg 
disorder. Provide education to patient on the nature of the procedure, why it is being performed and possible 
complications. Provide mstructions to patient on preparatiOn for the procedure-fastmg, clothmg to 
Wear, etc. Obtain informed consent. 

Description of Intra-Service Work: 
Staff performs all needed functions for procedure including obtaming and entering needed data into recorder, 
placing sensor array on abdomen, and attaching battery pack to recorder. Patient IS given capsule to swallow, 
which is observed by physician, and patient IS proVIded mstructions for activities, meals and return time. Patient 
returns after 8-9 hours where sensor array is removed and data downloaded from recorder to work station by 
staff. Physician then proceeds to reVIew 50,000-60,000 images. 

• Entire study scanned and key anatomic landmarks annotated (e.g., esophagogastric junction, 
duodenum, Ileocecal valve) permitting identificatiOn of potentially positive findings and 
determination of gastric and small bowel emptymg times. 

• Once the landmarks ("thumbnatls") have been determmed, all the images are viewed. When an 
abnormality is Identified, a "thumbnail" is created. Key findings or abnormahties are noted and 
recorded on a localization drawmg that may also be used to guide subsequent surgery. 

Description of Post-Service Work: 
Upon completion of review of all images and formulating and interpretation, a report is prepared and dictated. 

The findmgs are communicated to the patient and a copy of the report is sent to the refemng physician. The 
referring physician may also be contacted to discuss the findings. 



SURVEY DATA 

Presenter(s): 
Maurtis Wiersema, MD 
Joel Brill, MD 

Specialty(s): 
American Society of Gastromtestmal Endoscopy 
American Gastroenterological Association 

CPT Code: 91110 

Sample Size: 60 Resp n: 29 Resp%: 48% 

Sample Type: Panel Sample 

Low 25th octl 

Survey RVW: 2 5 

Intra-Service Time: 60 105 

lmmed. Post-time: 5 15 

Post-Service Total Min* CPT code I# of visits 

Critical Care time/visit(s): 

Other Hospital time/visit(s): 

Discharge Day Mgmt: 

Office time/visit(s): 

CPT Code:91110 

Median 75th octl H~h 

5.8 7 21.04 

205 

4-20-80 150 300 

15 30 60 

*Physician standard total m1nutes per E/M visit: 99291 (60}; 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



CPT Code:91110 

KEY REFERENCE SERVICE: 

CPT Code 
44376 

CPT Descriptor Global WorkRVU 
5.26 Small intestine endoscopy, enteroscopy beyond second portion of 7.85 

duodenum, including ileum; diagnostic, with or without collection of 
specimen(s) by brushing or washing 

RELATIONSHJP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 
91110 

Key Reference 
CPT Code: 
44376 

~IM_e_d_t~ __ P_re_-S_e_rv_ic_e_T_im_e ______________________ ~I~I~ __ 5 ____ ~1~13_0 ______ ~ 

IL.. M_e_d_i~_In_t_ra_-s_e_rv_tc_e_T_tm_e --------------~~ L..l ~ __ s_o ____ _.l L..lt_so ______ ---..~ 

Medt~ Immedtate Post-service Time 15 17 

Medi~ Cnttcal Care Time 

Medi~ Other Hospital Visit Time 

Medt~ Discharge Day M~agement Time 

Medi~ Office Vtsit Time 

L..M_ed_i_an_T_ot_a_IT_t_·m_e _________________________ ~l~tOO 227 

INTENSITY/COMPLEXITY MEASURES {Mean)* 

Mental Effort and Judgement {Mean) 

The number of posstble dtagnosis ~d/or the number of L-14_.4_4 ______ _.1 ~..14_. o_s ______ ---..~ 
m~agement options that must be considered 

The amount ~d/or complexity of medtcal records, diagnostic ~14_5_6 ______ _.11 3 96 
tests, ~d/or other informatton that must be reviewed ~d ~alyzed L----------....1 

1 ~ u_r..:;ge_n....;cy=----of_m_e_d_ic_a_t d_e_ci_si_on_m_ak_in....;:g=-------------------'1 ~13_. 5_6 ____ ~11~3_. s_4 ______ ~ 

Technical Skill/Physical Effort {Mean) 

I ~T_e_cM __ tc_al_s_ki_ll_re-'q~ui_re_d ________________________ _.l~l3_.9_2 ____ ~11~4-.2_4 ______ _. 

I ~P_h~ys_tc_al_e_ffi_o_rt_re-'q~ui_re_d ________________________ _.IL..I3_2_I ____ __.IL..I3_.9_2 ______ _. 

Psychological Stress {Mean) 

The risk of stgntfic~t complications, morbidity ~d/ or mortality ~12_9_2 _____ _.11 L. 3_. 8_0 ______ _.... 

*The Intensity/Complexity 
Measures sections contains 
only those respondents who 
chose code 44376 as the 
reference code. 



CPT Code:91110 
~lo_u_oc_o_m_e_d~~-e_nd_s_o_n_ili_e_s_~_n_a_nd~J~·u~dg~e_m_e_m_o_f~ph~y_si_ci_·an ____ ~l~l4_.2_5 ____ ~11~4-.1-2 ______ ~ 

~E_s_t~ __ m_oo __ ri_sk_o_f_m_a~lp~r-~_t_Ire __ su_It_w_I_.ili_p~o_o_r_ou_t_co_m_e ________ ~l~3_.7_9 ______ ~11~3_.9_2 ______ ~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Sel!lllents (Mean} 

I Pre-Service intensity/complexity 113.08 112.96 

I Intra-Servire intensity/complexity 114.56 114.08 

I Post-Service intensity/complexity 113.48 112.92 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 

Capsule endoscopy is a very atypical procedure for Gastroenterologists to evaluate through the usual RUC survey process. 
Virtually all procedures performed by gastoenterologtsts are endoscopic procedures, which are invasive in nature. In contrast, 
capsule endoscopy is an imaging procedure but one which is extremely time consurmng and very mtense. The intensity 
derives from the fact that only 2 or 3 images out of some 50,000 images are frequently the key to fmdmg the source of 
obscure bleeding or other pathology. We had a difficult time determining appropriate reference codes for this service and 
developed a hsting including certain imaging codes, ElM codes and a few endoscopy codes. The list was shared with RUC 
staff in advance. While the majority of the respondents identified code 44376 as the reference code, since that is the 
endoscopic procedure that historically was used for similar diagnostic problems, we frankly thmk It IS probably not a very 
good comparison code. First, the servtce ts rarely performed--much less than 1,000 times annually in the Medicare 
population. Second, the RUC time data for the reference code seems erroneous on its face with 180 minutes of intra time. 
Either the time data is grossly inaccurate for code 44376 or the work value of 5.26 RVUs is grossly madequate. If this time 
were right and this procedure were valued with an IWPUT conststent wtth other codes m that farmly, tt would suggest that the 
work value of that code is probably undervaluled by a factor of 50%. We think the problem is with the time data. 

We carefully evaluated the survey data and concluded that the medtan work value recommended rmght be excessive. We 
think the work value recommended at the 25th percentile of 5.0 RVUs is more appropnate. Using an RVU of 5.0 and the 
median time data would result in an IWPUT of0.035 assigning a work value of0.0224 to be the pre and post time. Using the 
251

h percentile of time data and an RVU of 5.0, the IWPUT would be 0.041. Considering the IWPUT for other diagnostic 
services, we think this would be a very reasonable IWPUT level. For example, code 95951, EEG wtth vtdeo momtoring, also 
involves a lengthy interpretation and has an IWPUT of0.06. Code 74181 is an MRI of the abdomen and has an IWPUT of 
0.048. And code 73654 is an X-ray of the knee and has an IWPUT of0.048. We would also note that the time at the intra 
25th percentile of 105 mmutes is more consistent wtth data in some of the research studtes. We found 12 studies that were 
published that have time references and the median "read time" was approximately 90 minutes. However, this time does not 
include the time for preparing the report. In addition, as with the study cited by CMS m the December 31, 2002 fmal rule 
used in the evaluation of G0262, we confirmed that some of the researchers did not factor in all the preparatory ttrne (e.g., in 
identifying key anatomic landmarks AKA "thumbnails") in estimatmg readmg trme. Thus, we think an intra time of 105 
minutes is clearly justtfied 



CPT Code:91110 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/reVIsed code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: No 

Why IS the procedure reported usmg multiple codes instead of JUSt one code? (Check all that apply.) 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes Its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure mcluded. 
Multiple codes are used to maintam consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please proVIde a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accountmg for relevant multiple procedure reduction policies. If more than one 
physician is involved m the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



CPT Code:91110 

FREQUENCY INFORMATION 

How was this service previously reported? 44376-22 or 44799 or 91299 with 99070or A4649 (if unlisted code, 
please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty Gastroenterologists __ Commonly _lL_Sometimes ___ Rarely 

Specialty __________ _ __ Commonly -~Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Gastroenterologists Frequency ~25,000 

Specialty~--------- Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty Gastroenterologists Frequency ~ 10 000 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? Yes _LNo 



Sample Size: ....:..60~-

CPT Code: ...... 9;;..;;1=1=10~--
Specialty Society('s) ASGE/AGA 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XX:X:Global Period 
In Office Direct Inputs 

Response Rate:(%): 48% Global Period: XXX 

Tracking Number: MMI Reference Code 1 44376 Reference Code 2 99245 

Geographic Practice Setting %: Rural 10% 

Type of Practice%: 21% Solo Practice 
45% Single Specialty Group 
21% Multispecialty Group 

Suburban 24% Urban 66% 

14% Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and 
the composition of your Specialty Society Practice Expense Committee: 

Representatives of the American Gastroenterological Association and the American Society for 
Gastrointestinal Endoscopy had several meetings to discuss the practice expense inputs for Code 
911XX, Gastrointestinal Tract Imaging. Information was obtained from physician practices familiar 
with this procedure on the staff time, supplies and equipment used to perform this service. In 
addition, physicians who have done some of the clinical research were also contacted. Agreement 
was reached on the typical inputs for the procedure in both a facility and non-facility setting 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Patient is gtven mstructions regarding fasting, clothing to wear, 
and general education on procedure. 

Intra-Service Clinical Labor Activities: Prior to the patient's arnval, the eqmpment will be calibrated and 
the work station initialized for the specific patient. When the patient arrives, the patient IS greeted, vital 
signs are taken, male patients need to have their chests shaved to assure that the sensors make good 
contact. The patient IS given instructions on the procedure, restnct10ns on activities and a diary to 
maintain until their return approximately 8 hours later. The patient IS hooked up with the recording belt 
and sensor array and is then gtven the capsule camera to swallow. After observing the patient for a few 
minutes, the patient departs. Upon their return, patients have the equipment disconnected, and given 
home care instructiOns such as when the camera is likely to be eliminated, problems to be alert to, etc. 
After the patient leaves, the eqmpment is disinfected, the data is downloaded into the systm and batteries 
are recharged 



CPT Code:_..;9;;..::1"""1:..:1 0'------
Specialty Society('s) ASGE/AGA 

HCFA's Staff Clinical Labor- Description Pre-Service Time Service Period Cost Estimate 
Type Code* -Minutes (Day of service) and Source (if 

applicable) 

1130 RNILPN/MTA 5 68 

*From HCFA's Labor, Medtcal Supply, and Equipment List. If not hsted, please provide full descnption, estimated cost, and cost 
source. 

2 



CPT Code:_.9""'1'""1;.;;.1"'-0 ___ _ 
Specialty Society('s) ASGE/AGA 

HCFA's Medical Supplies - Quantity Units Used for Cost Estimate and 
Medical Supply Description of Supplies Purchase Source (if applicable) 
Code* 

See 
spreadsheet 

*From HCFA's Labor, Medical Supply, and Equipment List If not hsted, please provide full descnptwn, estimated cost, and cost 
source. 

HCFA Medical Equipment- Description Cost Estimate 
Equipment and Source (if 
Code* applicable) 

See spreadsheet 

*From HCFA's Labor, Medical Supply, and Equipment List. If not hsted, please provide full description, estimated cost, and cost 
source. 

3 



CPT Code: 91110 
Specialty Society('s) ASGE/AGA 

Sample Size: _6.::...0=----

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 

Out-Of-Office Direct Inputs 

Response Rate:(%): 48% Global Period: XXX 

Tracking Number: MMI Reference Code 1 44376 Reference Code 2 99245 

Geographic Practice Setting%: Rural10% 

Type ofPractice %: 21% Solo Practice 
45% Single Specialty Group 
21% Multispecialty Group 

Suburban 24% Urban 66% 

14% Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the composition 
of your Specialty Society Practice Expense Committee: 

Representatives of the American Gastroenterological Association and the American Society for Gastrointestinal 
'ndoscopy had several meetings to discuss the practice expense inputs for Code 91110, Gastrointestinal Tract 
..maging. Data was obtained from physician practices familiar with the performance ofthe procedure in both a 
hospital and office setting to identify the typical staff time, supplies and equipment used to perform this service. 
Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: See spreadsheet attached. 

Intra-Service Clinical Labor Activities: 

HCFA's Clinical Labor Pre- Service Coordination Cost Estimate and 

Staff Type Service Period of Care* Source (if 

Code** 
Time applicable) 

1130 RNILPN/MTA 3 

*By staffm the physician's office dunng the service penod. 
**From HCFA's Labor, Medical Supply, and Eqmpment List. If not hsted, please provide full descnptlon, estimated cost, and cost source. 

1 



I 

ICFA's Medical Supplies 
·Medical 
Supply 
Code* 

CPT Code: 91110 
Specialty Society('s) ASGE/AGA 

Quantity of Units Used Cost Estimate and Source (if 
Supplies for Purchase applicable) 

*From HCFA's Labor, Medical Supply, and Equipment List. If not listed, please provide full descnpt10n, estimated cost, and cost source. 

HCFA's Medical Cost Estimate and 

Equipment Equipment Source (if applicable) 

Code* 

*From HCFA's Labor, Medical Supply, and Eqmpment List. If not listed, please proVIde full descnption, estimated cost, and cost source 

2 
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Wireless capsule video endoscopy is a superior diagnostic 
tool in comparison' to barium follow-through and 
computerized tomography in patients with suspected Crohn's 
disease 
Ram' Eliakima, Doran Fischerb, Alain Suissaa, Kamal Yassina, Dalia Katza, 
Nurit Guttmanc and Michal Migdalc 

Background The recently introduced wireless M2A 
capsule video endoscopy (CVE) has baan demonstrated to 
be sup~rlor to barium follow-through and enteroscopy In 
diagnosing patients with occult blood loss and Iron
deficiency anaemia. 

Objective To further lriVestlgate CVE in comparison to 
bl!lrlum follow-through and entaro·computerlzed 
tomog~phy (CT) In establishing tha diagnosis of patients 
with suspected Crohn's disease. 

Duign and setting The study was conducted In one 
academic hospital. Twanty patients with recurrent 
abdomlnl!ll pain and/or weight loss or chronic diarrhoea 
underwent barium fQUow-through as their initial 
examln~tlon, followed by CVE (If there was no stricture) 
and et"ltero·CT. The radiologist that performed the barium 
follow-through and en~ero-CT was blinded to the results of 
the CVE. A blinded reader who was unaware of the study 
obleetlve diagnosed the results of the CVE. In most cases 
in which there was a discrepancy between examinations, 
colonoscopy and llfi!OS(lOPY were performed, For each 
patfant. the diagnosis and disease extent were racorded. 

kssults Twenty patll!lnts (13 males, 7 females; mean age 
31 years, range 20-57) were Included in the study. Ninety· 
five per cant of the patients had abdominal pain, 75% had 
diarrhoea, and 65% had weight loss. The mean 
haemoglobin level of the group was 13.1 g% (range 
10-15,5). Only 13 patients underwentantero·CT. 

CVE confirmed the diagnosis of Crohn's disea~ that was 
st.~spected by alternative methods In six of the 20 patients. 
CVE made the diagnosis of Crohn's dlsaa.se in six patients 
that had normal barium fcllow•through or entero-CT. CVE 

I ntroc:luction 
Diagnosing early Crohn's disease can be difficult, as 
barium. Small-bowel series, the most commonly u:~ed 
procedure, may produce a negative result. The terminal 
ileum is otherwise accessible only via conventional 
colonoscopy, and this has shown to be unsuccessful on 
numerous occasions. The yield of barium smaJI~bowel 

0954·6Q 1 X C 2003 Upl)irloott Williams & Wilkme 

ruled out a diagnosis of·Crohn's disease suspected by 
other modalitle& in three patients. CVE extended the 
Involvement of Crohn's disease in three of the patients, 
and established new l;lll!lgnose$ In two po.~lenW. 

Summary CVE established new diagnoses, confirmed 
e:~tlstlng diagnoses. enlarged the extent of the disease, and 
ruled out the suspicion of Crohn's disease in 70% of the 
patients. Barium' follow-through established diagnoses, 
measured the extent of the disease, and ruled out the 
suspicion cf Crchn's disease in 37% of the patients. 

The c::apsule detected 1!111 of the lesions diagnosed by 
b~rlum follow-through and entero-cT. CVE dewc:ted 
additlon~lleslons that were not detected by other 
modalities in 47o/tl of casM ~nd ruled out lesions that were 
detected by other modalities in 16% of cases (P < 0.05). 

Conctu5/on CVE Is a superior and more sensitive 
procedure than barium follow-through and entero-CT in 
establl$hlng the diagnosis and estlrnl!ltlng the extent of 
Crohn's disease. Eur J Gsstroentero/ Hepatol 15:3&3-367 
~ 2003 Lippinc::oH Williams &: Wilkins 

Euf.:OI*!n Journal of lllastroant.rology & Hepatology ll00$,111:!$$-~rn 

Keywords: Ciiii)Jul6 61\dg!K;gpy, cr. small-bawel follow-ill rough, Crohn'lll 
d1Ga&!18 
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follow•through to dcmon~trate the extent and severity. 
of Crohn's disease of the small bowel has been reported 
from a significantly low result [1-.3] tQ a very good 
result with a sensitivity of 90% and a specificity of 96% 
[4,5]. Computeri7..cd tomography (CT) is a diagnostic 
tool superior to barium studies e.s it has the ability to 
ob~crve directly the small-bowel wall, adjacent abdom· 

001; 10.1 097/01.meg.OOOOOII0000,68425 7o 
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inflammatory di'\Jgs (NSAIDs), 5-aminosalicylic acid (5-
ASA) or steroid~ for their gascro complaints in the past. 
Then: was no evidence of gastrointestinal bleeding in 
any of the patients. The mean duration of symptoms 
before enrolment Wa.'i 8 months (range 2-15). The 
patients underwent 48 procec;lvrc;:s before entry to the 
present trial (Table 1). Previous procedures included Z3 
colonoscopies, 11 gastroscopies, ten barium follow
throughs and three CT scans. Nineteen of the pa.tients 
had at least one procedure, none of which explained 
the patients' symptoms. All of the original 20 patients 
swallowed the capsule,· i.e. the small-bowel follow
through did not exclude any patie11t d1.1e to a stricture. 
The ingestion went smoothly in all pat1ents, and there 
were no side effects during or after the procedure. 
Mean gastric emptying time of the capsule was 1 h 
8 min (range 12 min to 3 h. standard deviation [SO] 

Teblt!J 1 Distribution of procedures that Patients underwent bafora 
Gnrolment In ttl~ study 

Average 
Patient~ Prooodures procedUMRI 

(n) (n) po.tiMt(n) 

Gaalro'IOopy f 1 H 1.00 
Cok:ono9CCJPY 17 23 1.3!1 
Smal~bOWill follow-lhreuRh a 10 us 
Plam abdomlnlll 1 1 1.00 
Comp\rtE!d tomography 2 3 1.!10 
T¢1'1 20 48 240 
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1 h). Mean small-bowel emptying time was 4 h 3 min 
(range 2-5 h, SD 57 min). Preparations for the capsule ~ 
procedure took ZO min, hook"up took 5 min, and review 
of each film took 80 min. Capsule finditlgs were identi
fied as 'medically significant or explained the patient's 
reason for referral' in 14 of the 20 patients; therefore, 
the diagnostic yield of the eap$ulc was c11lculated as 
70% (14/20). Capsule findings included ulcers and 
erosions (36%), erythema(~~%), aphthae (17%), absent 
or blunted villi (14%), and nodular lymphoid hyper
plasia (5.6%) (Table 2). The comparative procedures 
(small-bowel follow-through. entero-CT) found ab
normalities in 50% of ca.:~cs. The abnormalities included 
wall thickening (23%), nodularity in terminal ileum 
(17%), and ulcers (5.6%). Radiographic abnormalities 
were mcc;licqlly significant in regard to the patient's 
complaints in only seven patients (Table 2). These 
abnormalities included nodularity Of the terminal 
ileum, thickening of the terminal ileum/caecum/valve/ 
wall (22%), increased/enlarged mesenteric nodes (11 %), 
and other findings suggestive of terminal ileitis (33%). 
Thus, the diagnostic yield of radiological procedures 
was 35%. Using McNemer's test to compare the 
diagnostic yield of the procedures, the capsule was 
found to be more significant (70% "'· 35%, P < 0.039j ). 
Colonoscopy and ileoscopy with biopsies confirmed the 
capsule's findings in eight patients in which there were 
controversial results between procedures. In every pa
tient, the capsule found all the abnormalities that were 
found in radiology. The capsule confirmed radiological 

Tabl• 2 Type and distribution of significant lesions found by M2A C'IJ)sule video andoscopy (CVE), b,.rlum follow-through and entero-. 
cr;>mpc.~t.rlzed tomography (ECT) in 20 Patients suspected to have Crohn'g disease 

Pat1ent 

CAN OS 

YUN04 
SMY05 

8G006 
Y$H07 

MG008 

SSH09 
AMI10 

OC011 

MAI<12 
ZST13 

INS14 
RNA15 
YBA18 
SYE17 
RM018 
ADA19 
R0020 
SG0:21 

RTM2 

M:;JA 

OuQdenum: erosiOns, <>l)llht>ma. ierminallleum: uiCc'lr, oros1ona, 
11rythema 

Small bowel· uiQnr, 'llnlaions, erylhc!lm~ 
Term1nellloum; ulcer, erosion•, ~ema. Small bowel· ulo~:~r 

Normal 
Torm1nal ileum: noclvlar lymphoid hypE!rpla91B (confirmed by 

lleoscQpy) 
Te1'111inal1leum: nod~lar lymphold h)~rplasiB (confirmed by 

lleoscop)') 
Duodenum· el)'thoma. Smaiii;>QWol: areas with eryth11ma/aphthae 
Small bowel. several aphthae. Duodenum• Aphthae. Tsrmrnal Heum: 

aphthae 
Terminal Ileum: ulcer. Small bowel: ulcer, aphih:~n in e~M~ral pB118 of 

the inteabne 
NonttRI 
Tt~munal1leum: uloer, oedema, 11rythema. Small bowel: lltrythema. 

blunted villi (wnfirmsd by ilaoscopy) 
Noi'II'UII (confirmed by ileoscopy) 
Twminalllaum: ulcer, erythema (~;~onfirmed by 1160$¢¢py) 
Normo.l 
Small bowel: blunted/abssnt villi Cconfirmsd by 91\lf!I'OIIcopy) 
Normal 
Small bowel. BfY!hM'!II, absl!nt villi 
Normal 
TenniMI iiRUlll; aphth~~e~. Small bowel: linnw ~leer, ercai~;>no, 

o;trythema (o<lnfinned by iiOOBCI>py) 
Smnil bt>wal: e,.,iono. blunted vilh 

ECT/,mall-bowel follow•lhrough 

Ileum: nodularity, suspected ••orrninalllo~rs 

Irregular termlnAI ileum 
Suapeetod Crohn's dlaeaaellermlnal ile~ia (thlcke~illf!l of bowsl wall 

and ulcEI!lltiOns) 
Normal 
Thicken in~ of tsrminal ileum wall and nodular~y 

Thrck!l~ing Of lannmalllaum wall and nodul1rlty 

ThiCikMsd valve• ~uspoeled Crohn'a dl4oMe 
Tluckenlng of tenmnlll1laum wall o.nd caeclll wa~. ftll~rged 

rnei!Ontsnc node& 
No:ormlll 

Normal 
Nol'l!lal 

Irregular terminal ii>Mn 
Normal 
Normal 
Enlarged jft]unalloopa with floocutabon 
Noi'II'IAI 
Normal 
NomiQI 
Nonnal 

Nom"~<~ I 
-~---·--·--~-----·-- ----~-------~-----
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inal organs, mesentery and rcttoperitoneum, enabhng 
the di~gnosis of the mo:~t severe complications of 
Crohn's disease [6]. The role of CT in diagnosing early 
Crohn's disease remains to be determined. 

The sm~ll bowel is the most difficult section of the 
gastrointestinal tract to examine endoscopically because 
of its length, its free peritoneal locat.ion constrained by 
mesenteric attachments, and multiple complex looped 
configurations. 

Recently, a wireless capsule endoscope was developed 
that is now available for clinical practice [7]. The 
capsule has demonstrated superiority to push entero· 
scopy in detecting small-bowel abnormalities in an 
animal rnodel [8] and in patients with suspected small
bowel hlccding [9,10]. 

The present study compares capsule endoscopy with 
small-bowel follow-through and entero-CT as diagnos
tic tools in patients with suspected Crohn's disease. 

Subjects and methods 
Twenty consecutive patients with recuffent abdominal 
pain and/or chronic diarrhoea with or without weight 
loss were enrolled in the study. Each pattent was 
referred either by their family practitioner or by a 
gastroenterologist. Patients with a prior history of bowel 
obstruction, major abdommal surgery, diabetes mellitus, 
cardiac pacemaker, or any mental condition that pre
cludes compliance were excluded from the study. 
Pregnant women were also excluded. All patients 
signed a written informed consent form, and the local 
H~lsinki committee approved the study. The patients' 
demographic data (age, gender, weight, height, waist
line), nutritional status, and alcohol and substance 
abuse history were recorded. GastrointestiMl related 
medical history (abdominal pain, diarrhoea, malnutri
tion data, bleeding) and results of previous diagnostic 
procedures (gastroscopy, biopsy, colonoscopy, barium 
follow-through, CT, cnteroscopy) were recorded along 
with current diseases and risk faetors. A phy::;ica) 
examination was pefformed and results were recorded. 
Recent laboratory data (haemoglobin, haematocrit, pla· 
telets, white blood cell count, ferritin) and past or 
current medications were also recorded. 

Patients underwent a barium follow-through. Jf there 
was no contraindication (i.e. stricture), they swallowed 
the capsule and an entcro-CT was performed. All three 
procedures were completed within 3 months of each 
other. An experienced ga.5trolntestinal radiologist, who 
was blinded to the results of the capsule procedure, 
interpreted the barium follow-through and CT. The 
gastroenterologist reading the capsule video films was 
blinded to the radiology findings. Given Imaging Ltd 
assigned another blinded gastroenterologist, who was 

totally unaware of any previous results, to read the 
ca?sule films. In most cases in which there was -
discrepancy between examinations (capsule endoscopy, 
cntcro-CT, barium follow-through), colonoscopy and 
ilcoscopy were: performed. The diagnosis and disease 
extent were recorded in all patients. 

Capsule endoscopy procedure 
Patients were examined after a 1 0-h overnight fast. 
They were connected to the recordi.ng device, after 
which they swallowed the capsule. Patients were re
quired to remain in the clinic for 1 h to verify that the 
capsule transmission was adequate. They were then 
permitted to dnnk clear liquids and were free to 
continue with their daily activities. Four hours after 
ingesting the capsule, patients were allowed to cat a 
light lunch. They returned for remo'\Tal of the recorder 
after 7 h. The fasting period, ease of ingestion, time of 
drinking and eating, time of discharge, and any signs, 
symptoms or discomfort that occurred during the proce
dure were recorded. The entrance times of the capsule 
to the stomach, duodenum, small bowel and caecum 
were recorded, and gastric and small~bowel emptying 
times were calculated. Abnormal findings and their 
locations were also recorded. Patients were contacted 
by telephone a few days later to enquire as to whether 
they had any unusual symptoms and whether the 
capsul~; had exited. The patients completed a subjec
tive questionnaire comparing the capsule procedure 
with other comparative procedures, and the physician 
completed a questionnaire regarding the time spent on 
pteparation. hook-up, downloading and reviewing the 
capsule procedure. 

Entero-cT procedure 
This was performed as a normal abdominal scan with 
the patient in the supine position after a continuous 
ingestion of 1500 ml of diluted water-soluble contrast 
material (30% Telebrix). OpacTfication of the bowel 
continued untH the sean was performed. One hundred 
millilittcs of contrast material were injected (2 ml/s), 
and scanning began 60s later. The scanning started at 
the base of the lungs and ended at the groin, all in one 
held breath. The collimation was 10 mm, and the 
section width was 2.5 mm. Multiplan reconstroctions 
were performed routinely at the end of the examination 
in both coronal and sagittal planes, on a workstation 
(Omnipo 3, Algotec). 

Results 
Twenty consecutive pat.ients (13 males, 7 females) 
completed d1e study. The mean age was 30.8 years 
(range 20-57). The mean weight was 63 kg (range 48-
98). Ninety-five per c'ent of the patients had abdominal 
pain, 75% had diarrhoea, and 65% had weight loss 
(significant in 45%). None of the patients was on 
medication, nor had they taken nonsteroidal anti-
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flg.1 

Endoscopic (M2A) image from the tenninallleum of a patient showing 
two ulcers and erythema, compatible wtth Crohn's di:!leaae of the 
terminal ileum. 

Flg.2 

Endoscopic (M2A) image from the terminal ile!Am of a patient shoWing 
small nodules in the terminal ileum, compatible with nodular lymphoid 
hyperplasia. 

finding.~ in six patients, extended involvement in three 
patients (Fig. l ), and ruled out the radiological suspi
cion of Crohn's disease in thtee patientS (Fig. 2) (all of 
which were confirmed by ileoscopy and biopsies). 
There wa:~ full agreement between the two M2A 
capsule results' readers in 80% of cases. Disagreement 
was found in two patients with nodular iympboid 

hyperplasia. in the terminal ileum, w?ich w~ rea~ as 
normal by one viewer and in two patients Wlth J~s1ons 
in the terminal ileum. In three of these four panents, 
Heoscopy with biopsies was performed and confirmed 
the diagnosis. The patients· diagnosed a., Crohn's pa
tients were treated with either 5-ASA or corticosteroids, 
with significant clinical improvement over time. 

Discussion 
The diagnostic yield of barium small-bowel follow
thr.o1,1gh when u'ed to demonstrate the extent and 
severity of Crohn's disease of the small bowel vanes 
from low to very good in various publications (1-5]. 
The authors of the National Cooperative Crohn's Dis
ease Study concluded that the barium follow-through 
of the small intestine failed to demonstrate the extent 
and severity of Crohn's disease in a significant number 
of patients [1]. The study was conducted at 14 uni
versity hospital centres, reflecting the average level of 
radiographic expertise with barium follow-through. 
Other authors have reported a sensitivity of 90% and a 
specificity of 96% [4,5]. These results are similar to 

those reported by enteroclysis (98% and 93%, respec
tively) [11]. In the present study, wireless capsule 
endoscopy was shown to be a superior diagnostic tool in 
comparison to conventional radiological methods in 
establishing the di11gnosis in patients suspected to have 
Crohn's disease of the small bowel. The capsule 
identified all true l~sions fo1,1nd by radiology, e1rtendcd 
the regions of involvement in some patients, made a 
diagnosi~ in one-third of the patients when radiology 
was interpreted as normal, and ruled out the diagnosis 
suspected by radiology in some patients. The capsule's 
macroscopic findings were confirmed in most cat1CS by 
ilcoscopic biopsies, by the face that no patients took 
NSAIDs, e-nd by the good response to specific therapy. 

One of our major concerns was that. due to the natural 
history of' the disease, the capsule might encounter a 
narrowed diseased segment of the small bowel, which 
explains why small-bowel follow-through was the initial 
test performed. None of the patients was excluded 
from the study after this test was performed, and no 
adverse events were reported during or after the 
capsttle procedure. Thus, on the ba.sis of this initial 
group, it would se(:m that in very early or ~uspcctcd 
Crohn's disease with no clinical evidence of small
bowel obstruction, there is no fear of ingesting the 
M2A capsule, hut this needs to be confirm~d by large" 
scale studies. The overall capsule non-natural excretion 
rate reported by Given Imaging Ltd in over 10000 
capsule ingestions is 0.75%, sometimes necessitating 
surgical removal. This may happen in patients with 
Crohn's disease as well. We compared the MZA capsule 
with the small-bowel follow-through and CT (but not 
with enteroclysis) becatJSC these arc the routine meth
ods of invesei~~:ation c~m:-~ntJy 1,1sed by most physicians 
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and gastroenterologists worldwide. We are unaware of 
other studies using the MZA capsule in patient.'\ with 
suspected Crohn's dilicase. Keymling tt a/. [12] com
~tred the capsule with barium enema and magnetic 
resonance imaging (MRT) investigations of the small 
bowel in pati,:nts with Crohn's disease, but this swdy 
is in abstract form only and no details are available. 

Tn conclusion, the M2.A capsule seems to be an effec
tive, sensitive and valuable diagnostic tool in the early 
diagnosis of Crohn's disease. It is conceivable that tt 
will become the first line of investigation in patients 
with early or suspected Crohn's disease. 
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Gl TRACT IMAGING (CAPSULE 
ENDSOCOPY) 

Workstation krt - Computer workstat1on w1th 17" color 
display, keyboard and mouse, color InkJet pnnter, RAPID 
Apphcat1on software license (1 per workstation), system 
access (cables, adapters, connect1on box, 
documentation) G1ven Imaging #40440 

Data Recorder 1 5 krt - 1 data recorder DR 1 5, 1 sensor 
array, 2 battery packs, 1 battery charger, 1 recorder belt, 1 
carry1ng case, 1 sensor locat1on gUJde, 1 measunng tape 
G1ven Imaging #40144 

RAPID Booster krt- 1 booster, 4 USB cables, 1 USB 2 
card, 1 Booster G1ven lmag1ng #FGS-0002 

$450 

the recorder, 
80 minutes of 

physician reading 
time.) 

545 minutes (based 
480 minutes patients 

$6,950 wears the recorder 
and 65 of clinical staff 
service period time.) 

75 minutes of 
download time. (This 

$
2

,500 kit speeds up the time 
to download the data 
from the recorder to 

the workstation.) 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

February 2003 

Refilling of Implantable Infusion Pumps 

September 2002 RUC Recommendation 

In November 2001, CPT created a new code 95990, Refilling and maintenance of implantable pump or reservoir for drug 
delivery; spinal (intrathecal, epidural) or brain (intraventricular). Although some providers were reporting this service with 
CPT code 96530, Refilling and maintenance of an implantable pump or reservoir for drug delivery, systemic (eg. intravenous, 
intra-arterial), the specialty indicated that this code was inappropriately utilized. The physician services that are described by 
CPT code 95990 should have been previously reported using code 64999, Unlisted procedure, nervous system. Code 95990 
describes a service requiring direct physician involvement and therefore, the service should have an assigned work value. The 
RUC clarified with the presenters that the physician and a registered nurse typically provide the service together. With this in 
mind, the RUC recommended that code 95990 include an editorial note to indicate that the physician is always present during the 
performance of this service. 

A coalition of several specialties, including pain medicine, anesthesiology, neurosurgery, and spine surgery reviewed and 
surveyed the new CPT code 95990. A survey median of 1.82 was collected from 67 physicians, who indicated a pre-service time 
of 10 minutes, an intra-service time of 20 minutes, and a post-service time of 10 minutes. After the review of survey responses, 
the societies felt that the median survey value (1.82) was too high, therefore, the specialty society recommended 1.38, which is 
between the 25th percentile ( 1.11) and the median. The RUC did not agree that a work R VU of 1.3 8 was appropriate. 

Although this code is billed often with an ElM code, the RUC understood that the survey respondents were surveyed for the 
specific work of the service only. The group identified relatively similar services for which they could compare work, time, and 
intensity. The RUC focused its comparison on two codes, 67500 Retrobulbar injection; medication (separate procedure, does 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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not include supply of medication) (Work RVU = 0.79) and 62252 Reprogramming of programmable cerebrospinal shunt (Work 
RVU = 0.74). The RUC surveyed the physician time for the 62252 is 15 minutes pre-service time, 20 minutes intra-service time, 
and 10 minutes post-service time. This was comparable to the time for 95990 and the RUC agreed that 62252 serves as a good 
cross comparison to this new code. The RUC recommended the work RVU of 0.77 for CPT code 95990. 

February 2003 RUC Recommendation 

In November 2002, CPT created the new code 95991 to specifically indicate administration by a physician. Since the creation of 
the new code clarified the role of the physician, the RUC agreed with the specialty societies that the work value for CPT code 
95990, Refilling and maintenance of implantable pump or reservoir for drug delivery, spinal (intrathecal, epidural) or brain 
(intraventricular);, should be changed to 0.00 work RVUs from the previous recommendation of0.77. The RUC also agreed 
that, for CPT code 95991, administered by physician or under direct supervision of physician, the previous RUC recommendation 
for 95990 of0.77 work RVU, should be crosswalked to code 95991. The physician time for the code includes 10 minutes of pre
service time, 20 minutes of intra-service time, and a post-service time of7 minutes. The RUC recommends a work relative 
value for CPT code 95990 of 0.00 and a work relative value of 0. 77 for CPT code 95991. 

Per the request of the RUC, the CPT Editorial Panel revised the wording to delete the wording "or under direct supervision of 
physician." 

Practice Expense 
The practice expense inputs for code 95990 and 95991 are the same and these inputs were approved at the April2002 RUC 
meeting. 

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

95990 Rl Refilling and maintenance of implantable XXX 0.00 
pump or reservoir for drug delivery, spinal 
(intrathecal, epidural) or brain 
(intraventricular); 

•95991 R2 Refilling and maintenance of implantable 
XXX 0.77 

pump or reservoir for drug delivery, 
spinal (intrathecal, epidural) or brain 
(intraventricular), administered by 
physician 

CPT jive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Associatzon. 
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CPT Code: 95991 

CPT Descriptor: 

AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

Tracking Number: R2 Global Period: XXX RUC Recommended! RVW :0.77 

Refilling and maintenance of implantable pump or reservoir for drug delivery, spinal (intrathecal, epidural) or 
brain (intraventricular), administered by physician 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 45 year old female with severe cancer-related pain. She has 
failed to obtain adequate pain relief without intolerable side effects form multiple trials of systemic medications, 
both narcotic and non-narcotic, as well as various blocks and injections. It is judged that the pain would not be 
improved by any further surgical resection, radiation therapy, and/or chemotherapy. A trial of an intrathecal 
infusion of morphine gave 80% pain relief at low dose rates. A permanent implanted subcutaneous programmable 
infusion pump was placed as well as an implanted intrathecal infusion catheter for a long-term intrathecal infusion 
of narcotic. 

Description of Pre-Service Work: The solution to be injected into the pump/reservoir is ordered by the physician 
from the appropriate pharmacy. The order is to specify the name of the drug, the volume of the solution, the 
concentration of the solution, and the nature of the drug (preservative-free). 

Description of Intra-Service Work: The center of the implanted subcutaneous continuous infusion pump or 
reservoir is palpated and identified. This center point is marked on the skin. The entire area over the pump or 
reservoir is then carefully prepped with iodine or alcohol. Throughout all this procedure, sterile technique is 
meticulous to prevent infection in the infusion solution, which would cause life-threatening meningitis. A special 
pump refill kit is then opened and an extra 20 cc syringe, 20 gauge needle, and 4x4 sponge added to the kit. Sterile 
gloves are then donned and a sterile drape with an open center area is taken from the refill kit and placed over the 
pump, being sure that all skin in the exposed center area has been prepped with iodine or alcohol. 
Using sterile technique, the previously prepared drug to be injected into the pump or reservoir is then drawn from 
its transport or commercially-prepared vial into one of the 20 gauge needles. The solution's container is checked to 
be sure that the drug, the drug volume, and the drug's concentration are all correct according to what was ordered. 

The 22g Huber needle in the refill kit is then attached to the overpressurization T-tubing in the kit and the tubing's 
stopcock closed. The Huber needle is then carefully, under sterile conditions, punctured through the skin over the 
center of the pump or reservoir. The needle is advanced and probed to find the actual center of the pump or 
reservoir and then the needle is advanced through the injection septum of the pump or reservoir to the proper 
depth. Once the needle has been positioned in the pump/reservoir, an empty 20 cc (or other appropriate volume) syringe is 
attached to the needle's tubing, stopcock opened, and the pump/reservoir emptied of its contents. The volume of the solution 
removed from the pump/reservoir is measured and checked against the medical records and/or pump status printout to be sure 
that the entire volume of the pump/reservoir has been removed. Failure to remove all the fluid can result in overftlling the 
pump/reservoir with the new solution and damage to the pump/reservoir or even pump/reservoir malfunction causing a 
potentially life-threatening intrathecal overdose of narcotic or baclofen to the patient. The stopcock is closed, the syringe 
removed, the syringe containing the new solution attached to the tubing, and the stopcock re-opened. The solution is then 
slowly over several minutes, injected into the pump/reservoir. It is double-checked that the correct volume has been injected 
into the pump/reservoir and then any possible overpressurization of the pump/reservoir is checked by turning the stopcock to 
allow pump solution to flow into the tubing's T-piece. This step of checking to avoid injecting too much solution and checking 
for overpressurization are critical to prevent overfilling the pump, which again could cause pump malfunction and/or sudden 
intrathecal overdosage of the drug that could be life-threatening. 

Description of Post-Service Work: Once the T-tubing overpressurization check has been completed, the needle and 
tubing assembly are withdrawn from the pump and the skin. A sterile sponge is used to dry the skin and seal the puncture 
area. A band-aid is placed over the puncture spot. Excess iodine or alcohol is wiped from the surrounding skin. The 
contaminated needles, tubing, syringes, sponge, and gloves are then properly disposed. 



SURVEY DATA: 

Presenter(s) Norman Cohen, MD, American Society of Anesthesiologists, Samuel Hassenbusch, MD, PHD, 
American Academy of Pain Medicine, Charles Mick, MD, North American Spine Society 

Specialty(s):American Academy of Pain Medicine, American Society of Anesthesia, American Association of 
Neurological Surgeons, Congress of Neurological Surgeons 

Sample Size: 4791** Responses: 67 Response Rate: (%):_1.4%_ Median RVW: 1.82 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size: ** 
Surveys were sent out to all members of American Neuromodulation Society, the Pain Section of neurosurgery 
(AANS-CNS), and to implantable interventional pain medicine physicians of AAPM. Members of NASS and 
ASA were also notified of this survey on their web sites. It was difficult to determine the exact number of 
respondents that actually looked at the web site survey from those numbers. We used the total membership 
numbers because of this which make the response rate look very deflated. 

25th Percentile RVW: 1.11 75th Percentile RVW: 2.00 Low:_O_ High: 8.42 

Median Pre-Service Time: -----"1'""'0 ___ Median Intra-Service Time: 20 

25th Percentile Intra-Svc Time: 15 75th Percentile Intra-Svc Time: .:e.30~_ Low: _3 __ High: 90 

Median Post-Service Time: -1-()7 Level of Service by CPT Code N/ A 
Total Time (List CPT Code & #of Visits) 

Immediate Post Service Time: N/A 

Critical Care: N/A 

Other Hospital Visits: N/A 

Discharge Day Mgmt.: N/A 

Office Visits: N/A 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
62368 Electronic analysis of programmable, implanted pump 

for intrathecal or epidural drug infusion ( includes evaluation 
of reservoir status, alarm status, drug prescription status); 
with reprogramming 

RVW 
0.75 



\ CPT Code: 95991 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

95991 

Key Reference 
CPT Code: 

62368 

..... 1 M_ed_ian_P_r_e-_Ti_m_e ____________ _,1._11_0 __ ___.II .... o ___ ___. 

~IM_ed __ ian __ ln_tra_-T_i_m_e ________________________ ~ll2o 1._13_0 ___ ~ 

Median Immediate Post-service Time -W-7 0 

Median of Aggregate Critical Care Times N/A 

Median of Aggregate Other Hospital Visit Times N/A 

Median Discharge Day Management Time N/A 

Median of Aggregate Office Visit Times N/A 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of ._13_.5_5 __ ___.11 ..... 2_.5_7 ___ _, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic ._13_.3_1 __ ___.111.86 
tests, and/or other information that must be reviewed and '--------' 
analyzed 

I Urgency of medical decision making 113.25 ll2.oo 

Technical Skill/Physical Effort (Mean} 

I Technical skill required ,,3.36 ,,2.29 

I Physical effort required ,,2.61 ,,2.00 
Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality ,,3.75 ,,2.00 

I Outcome depends on the skill and judgement of physician 113.70 112.71 

Estimated risk of malpractice suit with poor outcome 14.00 112.57 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time SeiDDents {Mean} 

I Pre-Service intensity/complexity 113.19 112.50 

I Intra-Service mtensity/complexity 113.48 113.33 



~IP_o_s~_Se_IT_i_ce_m_t_em_i~cy_lc_om_p~I-ex_icy~----------------~~~~2-.6_5 ____ ~11~2_.6_7 ____ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
The American Academy of Pain Medicine sent out surveys including four different societies and asked the 
members to fill out the RVS and PE surveys. The data was compiled and analyzed. The final results were 
presented to a committee of the Academy of Pain Medicine in a conference call. The data was discussed in great 
detail and a consensus was established as to what data to present to the AMA RVS, (RUC), committee. This data 
appears on this summary form. 

The Recommended RVW of 1.38 was chosen based upon a building block methodology. Using existing 
times and an IWPUT of 0.047 produces an RVW of 1.38. IWPUT for some related codes are: 62284 = .047, 
62270=.042 and 62272=.052. RVWs for these related codes are: 62284- 1.18 RVWs, 62270-0.88 RVWs, 
62272- 1.01 RVWs. We believe that the 95991 survey median RVW of 1.82 is too high. The statistics show a 
high value of 8.42 with a 7511t percentile of 2.0 so the curve is skewed to the high end which would drive the 
median higher than a normal distribution. 

FREQUENCY INFORMATION 

How was this service previously reported? ---"'9-"6=53=0~---------------- (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_AAPM ____ _ _X_ Commonly ____ Sometimes ____ Rarely 

Specialty_ASA ________ .X _Commonly __ Sometimes __ Rarely 

Specialty_AANS-CNS ___ _ _ __ Commonly _X_ Sometimes ____ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _AAPM ______ _ Frequency _15,600 __ 

Specialty _ASA ______ _ Frequency_23,250 ____ __ 

Specialty _AANS-CNS ____ _ Frequency_8,400 ___ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ AAPM _____ _ Frequency _10,400 __ 

Specialty ______ ASA ______ _ Frequency _15,500 ____ __ 

Specialty __ AANS-CNS ____ __ Frequency_ 5,600 __ 

Do many physicians perform this service across the United States? X Yes No 



Sample Size: 4791 

Tracking Number AJl 

CPT Code: 95990 and 95991 
Specialty Soci~ty('~)~_me._-i~~n Ac_a_c!~my_ofPain ~~d!~!n_~ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Response Rate: 1.4 (%) Global Period: XXX 

Reference Code 1: 62368 Reference Code 2: 96530 

Geographic Practice Setting%: Rural 10% Suburban 35% Urban 55% 

Type ofPractice %: 27% Solo Practice 
39% Single Specialty Group 
10% Multispecialty Group 
24% Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Surveys were sent out to members of the North American Spine Society and American Society 
of Anesthesiologists web site. Surveys were sent to American Neuromodulation Society, 
American Academy of Pain Medicine, and Pain Section of American Association of Neurological 
Surgeons-Congress of Neurological Surgeons by either fax or email. The data were collated 
and analyzed. The data were then presented to the American Academy of Pain Medicine, 
American Society of Anesthesiologists, and American Association of Neurological Surgeons
Congress of Neurological Surgeons, and The North American Spine Society who called 
together their coding/socio-economic committees to further disseminate the information. A 
multi-specialty RVS practice expense committee, consisting of practitioners involved in both in
office and out-of-office interventional pain management in multiple practice settings in 
widespread geographic areas was utilized. The committees after much discussion and thought 
came to a consensus on the final data to present on this summary form and to the RUC. 

The practice expense direct inputs for clinical staff, supplies and equipment for this code have 
been determined with the assumption that typically a separate E/M visit will also be coded on 
the same day. We have deleted necessary clinical staff activities such as obtaining vital signs 
and greeting and gowning of the patient that are captured under the E/M code to avoid 
duplication. Insurance refusal to cover the same day E/M visit would result in under-valuation of 
this code. 

Please descnbe the clinical activities of your staff: 

Pre Service period - An RN handles the order for the patient specific, custom formulated 
narcotic mixture. The RN receives the medication, confirms the correct formulation, records 
receiving the medication and assures safe storage until the procedure. When the medication 
has ar~ived the patient is contacted, instructions are reviewed and the pump refill is scheduled. 
We believe the recently developed 0-10 day global pre-service time for in office procedures of 
18 minutes reflects these activities for the first pump refill. When the patient returns for repeat 
refills many of the staff activities remain constant, however the 7 minutes allotted by the PEAC 
for pre-service education/consent is less after the patient becomes familiar with the procedure. 

CPT code 95990 and 95991 1 



CPT Code: 95990 and 95991 · 
Specialty Soci~ty('s)Americ.~n ~cad~my_ of P~in Me(Uc!!l~· 

We have accordingly decreased the final pre-service recommendation by 3 minutes (from 18 
minutes to 15 minutes). 

Service period- No time has been requested for greeting and gowning of the patient or for 
obtaining vital signs because this is captured by the E/M visit which typically occurs at the same 
time. An RN reviews the chart, prepares the room, equipment and supplies and positions the 
patient. The RN then assists the physician during the pump refill. We have recommended 10 
minutes of time to assist the physician (one-half of the intra-service MD time). The patient is 
then monitored for approximately 30 minutes to assure that none of the narcotic has leaked 
from the pump into the subcutaneous tissue. We have recommended 1 0 minutes of RN 
monitoring time (one-third of the total) to account for multi-tasking. 

Post Service period - One phone call is typically made following the refill for pump specific 
follow-up. Because an E/M visit will be coded at the same time and that code includes a follow
up phone call we have not included a separate call to avoid duplication. 

Supplies: In-office supplies are fairly standard and include CPEP recommended supplies and 
supplies particular to this procedure. A standard E/M package is utilized but is accounted for in 
the E/M visit. 

Equipment: A power exam table is utilized for the procedure. 

Pre-Service Clinical Labor Activities: 
Coordinate pre-procedure services (Check pump drug ordering 
is correct, Callm prescnption/order, Obtain drug(s), Store 
drug(s) 1n safe location 

Intra-Service Clinical Labor Activities: 
Rev1ew charts 
Greet patient and provide gowmng 
Obtain v1tal signs 
Prov1de preserv1ce education, obtain consent 
Prepare room, equipment, supplies 
Prepare and position patient, monitor pat1ent 

Post Procedure: 

Monitor pt. followmg service/check tubes, momtors, drains 
Clean room/eqwpment by physician staff 
Check dressmgs & wound/ home care mstructions/coordmate 
office v1s1ts/prescnptions .. 

Post-Service Clinical Activities 
Conduct phone calls/can 1n prescnptions 

HCFA's Clinical Labor 
Staff Type 
Code* 

1033 RN 
1130 RNILPN/MA 

Pre-
Service 
Time 

15 

CPT code 95990 and 95991 

Service 
Period 
(Day of 
service) 
32 
3 

Post-Service Cost Estimate 
Time After and Source (if 
Day of Service) applicable) 

0.422/min 
0.317/min 

2 



CPT Code: 95990 and 95991 
Specialty S~~iety('s)A01eri~an Academy ofPain Medicine 

* From HCF A's Labor, Medical Supply, and Equipment List for year 200 I. If not listed, provide full description, estimated cost, and 
cost source. 

HCFA's Medical Supplies Quantity of Units Used for Cost Estimate and 

Medical Supplies Purchase Source (if 

Supply Code* applicable) 

NEW Medtronic refill kit/ Model 1 kit 28.00 each 
8551 SynchroMed refill kit 

14005 Sterile pair of gloves 1 pr Box 0.89 
11306 Surgical mask 1 Case 0.30 
91409 20 cc syringes 2 Case 1.24 each .62 
52305 Betadine pre sticks 1 pkg Case 0.44 
31508 4x4 sponge/gauze 1 pack Case 1.47 
31502 Band aid 1 Box 0.05 
91402 20-gauge needle 2 Box 0.24 
11102 Chuck pad 1 Case 0.05 

* From HCF A's Labor, Medical Supply, and Equipment List for year 2001. If not listed, provide full descnpt10n, estimated cost, and 
cost source 

HCFA's Medical Equipment No. of Minutes of Hours per Cost Estimate and 

Equipment units in use per week in use Source (if applicable) 

Code* practice procedure for all services 

E11003 Power table 27 

CPT code 95990 and 95991 3 
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CPT Code: 95990 and 95991 
Specialty Society('s )Ameri_can Academy of Pain l\1-edicille 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

TYPE OF SERVICE: Surgical Procedures 
000 Global Period 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Pre-Service Period 
Start: Following v1s1t when decis1on for surgery or procedure 
made 

Complete pre-serv1ce diagnostic & referral forms 

Coordinate pre-procedure serv1ces 

Office v1s1t before surgery/procedure 
Rev1ew test and exam results 

Provide pre-serv1ce education/obtain consent 

Follow-up phone calls & prescriptions 

Other Clinical Act1v1ty (please spec1fy) 

End: When patient enters office for surgery/procedure 

Service Period 
Start: When patient enters office for surgery/procedure 
Pre-service services 

Rev1ew charts 

Greet pat1ent and provide gowning 

Obta1n vital signs 

Prov1de pre-service education/obtain consent 

Prepare room, equipment, supplies 

Prepare and pos1t1on patient/ monitor patient 

Sedate/apply anesthesia 

lntra-serv1ce 

Assist phys1c1an in performing procedure 

Momtor pt. following service/check tubes, momtors, dra~ns 

Clean room/eqUipment by phys1c1an staff 

Minutes 

5 

3 

0 

4 

3 

0 

3 

0 

0 

0 

2 

2 

0 

10 

10 

3 

Complete diagnostic forms, lab & X-ray requ1sit1ons 0 

Review/read X-ray, lab, and pathology reports 0 

Staff Type - Circle 

RNILPN/MA 

CPT code 95990 and 95991 4 
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Check dress1ngs & wound/ home care instructions/coordinate 
office VISits/prescriptions 

5 

Other Chmcal Activity (please spec1fy) 
End Pat1ent leaves office 

Post-Service 
Post-Op V1sit (99212 x1) 0 
Phone calls/call in prescnpt1ons 0 

CPT code 95990 and 95991 5 
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96110 

AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April2003 

Developmental Testing Services 

CPT code 96110 describes limited developmental testing, not the routine preventative medicine developmental forms. The typical 
scenario is a parent will call concerning their child (i.e. concern of autism) and the pediatric office will ask the parent to come in and 
fill out a screening form, which will be scored by a nurse. The parent would discuss this at a future scheduled visit with the 
pediatrician. As this code only describes the administration of the test, there is no physician work associated with this code, the RUC 
recommends a work relative value recommendation of 0.00 for 96110. 

96111 
The RUC examined code 96111 Developmental testing; extended (includes assessment of motor, language, social, adaptive and/or 
cognitive functioning by standardized developmental instruments, e.g., Bayley Scales of Infant Development) with interpretation and 
report, per hour. It was determined by the RUC after reviewing the reference code 99245 Office consultation for a new or established 
patient, which requires these three components: a comprehensive history; a comprehensive examination; medical decision-making of 
high complexity (Work RVU = 3.43) that the intra-service time of the surveyed code (intra-service time= 85 minutes) exceeds the 
intra-service time of the reference service code (intra-service time= 48 minutes). In addition, the RUC noted that the survey's 
complexity and intensity measures for the surveyed code were often higher than the reference code. Although the descriptor for 
96111 clearly states that it is a "per hour" code, the median survey intra-service time was 85 minutes, which is counterintuitive to a 
code designed to be reported for each 60 minutes of service. Based on this survey anomaly, the RUC agreed that the 25th percentile is the 
appropriate recommendation since it has both an intra-service time of60 minutes and a survey work RVU of2.60, which approximates 
the current work RVU of99244 (2.58), a lower level consultation code than the most frequently selected reference service code (99245). 
In addition, the RUC requested that the specialty develop a coding proposal to CPT to delete the language "per hour," so that the code 
descriptor adequately reflects the service. The RUC felt that this code should only be reported once rather than "per hour." The RUC 
recommends a work relative value of 2.60 for 96111. 

Practice Expense 
The RUC modified and accepted the direct practice inputs recommended by the specialty society for these codes which were based on 
PEAC accepted standards. The specialty society requests that CPT code 96100 not be included in the zero work pool. 



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

96110 Developmental testing; limited ( eg, Developmental XXX 0.00 
Screening Test II, Early Language Milestone 
Screen), with interpretation and report 

96111 Developmental testing; extended (includes XXX 2.60 
assessment of motor, language, social, adaptive 
and/or cognitive functioning by standardized 
developmental instruments, e.g., Bayley Scales of 
Infant Development) with interpretation and report, 
per hour 

2 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 96111 

CPT Code: 96111 Tracking Number: N/ A Global Period: XXX Recommended RVW: 2.60 

CPT Descriptor: Developmental testing; extended (includes assessment of motor, language, social, adaptive, 
and/or cognitive functioning by standardized developmental instruments, eg, Bayley Scales of Infant 
Development) with interpretation and report, per hour 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: An eight-year-old boy with impulsive, overly active behavior and previously assessed 
"average" intelligence was referred for evaluation of I attention deficit disorder. 1 He had reading and written 
expression skills at the end of first grade level. The patient received speech and language therapy during his 
attendance at Head Start when he was four years old. 

Behavior and emotional regulation rating scales (completed by the parent and another adult observer) are 
typically provided at the time of an earlier evaluation and management service appointment. History, physical 
and neurological examination are also completed at that visit. For this patient, responses from those 
standardized rating scales completed by his father and teacher were reviewed at that visit. 

Standardized testing was administered to confirm auditory and visual attention, short term and working memory 
as well as verbal and visual organization. Testing was administered for standard scores as well as structured 
observations of behavior. These observations were integrated with previous historical data to support and 
confirm the diagnosis. The physical and neurologic evaluation would be part of an associated evaluation and 
management visit. 

Description of Pre-Service Work: 
Prior to the initial appointment with the pediatric developmental and behavioral subspecialist, when the child's 
mother called to make the appointment, she mentioned that he had early chronic ear infections and tube 
placement. Since then, he has seemed to have difficulty hearing what is being said. The pediatric subspecialist 
called the mother to discern if this had been assessed by the child's primary care physician. She denied any 
further assessment as the primary care physician reassured her "this may be a sign of his attention deficits." 
After explaining to the mother that it could be very helpful to have the primary care physician see the patient 
again before an appointment with the pediatric subspecialist and then obtaining her permission to contact the 
primary care physician, the pediatric subspecialist called the primary care physician and suggested a hearing 
evaluation would be appropriate prior to the requested current assessment. The primary care physician agreed. 
Several weeks later, the primary care physician called the pediatric subspecialist and reviewed the results of 

the child's hearing evaluation and asked if the referral was still acceptable. The pediatric subspecialist accepted 
the referral and the appointment was scheduled. 

Description of Intra-Service Work: 
The pediatric subspecialist chose the Woodcock-Johnson Test of Cognitive Abilities, Third Edition as this 
instrument allows the assessment of 'verbal abilities,' 'visual-spatial' abilities, processing speed, short-term and 
long-term memory composite scores. Identification of large differences in these individual areas can identify co
morbid cognitive processing areas impacting the child's ability to maintain focused selective attention. The testing 
session began with the subtests emphasizing auditory and verbal memory and knowledge (Memory for Words, 
Auditory Working Memory, Verbal Ability, General Information). Visual processing was assessed next (Picture 
Recognition, Spatial Relations, Planning). Processing rates for verbal information (Retrieval Fluency) and then 
visual/fme motor skills (Visual Matching, Decision Speed) were assessed. Finally, 'fluid processing' was 
observed (Concept Formation). Throughout the 75 minute session (included three 5 minute break periods for the 
child to go to the restroom, obtain a snack with the physician, and check with his mother while in the company of 
the physician), the physician noted the child's expressive discourse language skills, seated posture, fidgetiness, 
signs of external and internal distractibility, apparent mental effort, mood and preferences for certain tasks. Hand 



CPT Code: 96111 

position during the pencil and paper tasks and fine motor control used while opening the snack packages and 'juice 
box' were specifically noted. After the testing, the responses were scored and the physician reviewed the results 
with the patient and his mother. The explanations were directed at the child and the mother individually so that 
each understood the testing results. The results indicated a significant difference between Verbal Ability and 
Concept Formation and the Visual/Spatial Composite score. A formal assessment of receptive and expressive 
language was suggested. The patient's awkward pencil grip and notably slow speed during the pencil and paper 
tasks, taken in the context of the history provided, supported a suggested referral to an occupational therapist for 
consultation. Observations made during the testing confirmed the 'hyperactivity' scale observations made by the 
patient's teacher and mother on the rating scales obtained by the primary care physician prior to the referral. 

Description of Post-Service Work: 
After the evaluation testing appointment, the physician wrote a report (included in the work of the 96111 code) 
describing the results of the testing and recommendations reflective of the results. The mother called two 
weeks later and said the school psychologist would not schedule a meeting to review the results for eight weeks. 
She gave permission for full communication with all pertinent school personnel. The physician called the 

school psychologist to explain the need for prompt review of the test results as the patient's current classroom 
modifications were minimal and exacerbating his weak auditory attention. The school psychologist said the 
classroom teacher could make interim changes, but the physician would have to talk with her directly. The 
physician contacted the teacher by telephone and described the rationale for the utility of the classroom 
modifications. The teacher said she would implement them if the school speech pathologist agreed. Two days 
later the school speech pathologist called the physician directly about the recommendation for an assistive 
technology device (FM trainer). She said the physician would have to write a separate letter requesting this 
device for the patient. The physician wrote the letter. 

SURVEY DATA 

Presenter(s): Lynn Wegner, MD, FAAP 

Specialty(s): American Academy of Pediatrics (AAP) 

CPT Code: 96111 

Sample Size: 87 !Response (N): 30 !Response(%): 34% 

Sample Type: Panel (Members of the AAP Section on Developmental and Behavioral Pediatrics) 

Low 25th pctl Median 75th pctl 

Survey RVW: 1.20 2.60 3.43 3.43 

Pre-Service Evaluation Time: ·o.oo '5.00 10.00 ~O.QQ 
-N/A N/~ 

'-' 

Pre-Service Positioning Time: N/A NIA 
Pre-Service Scrub, Dress, Wait Time: N/A N/A N/A ~~ - " 

Intra-Service Time: 35.00 60.00 85.00 90.00 

Post-Service Total Min* CPT code I # of visits 
Immediate Post- 42.50 

N/A time: (251
h percentile = 30.00) 

Critical Care 
N/A time/visit(s): 

Other Hospital 
N/A time/visit(s): 

Discharge Day 
N/A Mgmt: 

Office 
N/A time/visit(s): .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

H!9.h 
3.50 

~Q.pQ 

N/~ 

Nft; 
300.00 



CPT Code: 96111 

KEY REFERENCE SERVICE: 99245 

CPT Code 
99245 

CPT Descriptor 
Office consultation for a new or established 

2003 Work RVU 
3.43 

patient, with requires these three key components: 
a comprehensive history; a comprehensive examination; 
medical decision-making of high complexity 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 18 out of 30 = 60% 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 

96111 

Key Reference 
CPT Code: 

99245 

~IM_oo __ t~ __ P_re_-s_e_IT_ic_e_T_im_e ______________________ ~ll 5.00 1~1 ___ 1_0._00 __ ~ 

~IM_oo __ i~ __ In_tr_a_-S_eiT __ ic_e_Tt_·m_e ______________________ ~ll @.00 1~1 ___ 4_8._00 __ ~ 

Mooi~ Immooiate Post-seiTice Time 30.00 50.00 

Mooi~ Critical Care Time 

Mooian Other Hospital Visit Time 

Mooi~ Discharge Day Management Time 

Moot~ Office Visit Time 

Median Total Time 95.00 108.00 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis ~d/or the number of .___4_.3_7 _ _,1 ~1 ___ 4_._13 __ ~ 
m~agement options that must be consideroo 

The amount ~d/or complexity of mooical records, diagnostic 
tests, ~d/or other information that must be reviewoo ~d 
~alyzoo 

.____4_. 7_3 _ _.11 '-_4_. 7_0 _ _. 

._I U_r.:::.ge_n--=cy'-o_f_m_oo_i_ca_l_de_c_is_io_n_m_ak_i--=ng:::..._ ______________ ~l ._I __ 4_.6_3 _ _.I ~~ ___ 4_.4_7 __ ~ 

Technical Skill/Physical Effort (Mean) 

~~ T_ec_hn_i_cal_ski_·l_l r_eq,_u_iroo ___________ __,l ._I _4_.6_3 _ _,1 ._I __ 4_.6_3 _ _, 

I._P_hy~s_ic_al_e_ffo_n_r_~~u_ir_oo ___________ ~l~l __ 4_.7_3 _ _,1._1 __ 4_.4_7 _ _, 

Psychological Stress (Mean) 

The risk of signific~t complications, morbidtty ~d/or mortality .____2_.8_3 _ _.1 ._I __ 3_.o_7 _ _, 



._lo_u_tro __ m_e_de~~-n_d_s_on_ili __ e_sk_il_loo __ d~ju~dg~e-m_en_t_o_fp~h~y-sic_ioo ______ ~l._l ___ 4_.6_7 __ ~1._1 ___ 4_._47 __ ~ 

._I E_s_tim_a_ted __ r_is_k _of_m_al_,p'-r_ac_tic_e_s_ui_t w __ iili_,poo'--r_o_u_tc_om_e ________ ~l ._I ___ 2_.6_7 __ _.I ._I ___ 2_._73 __ ____, 

INTENSITY /COMPLEXITY MEASURES 

Time Soonents (Mean} 

I Pre-Service intensity/complexity II 

I Intra-Service intensity/romplexity II 

I Post-Service intensity/romplexity II 

ADDITIONAL RATIONALE 

New/Revised 
CPT Code: 

96111 

2.50 

4.70 

2.50 

II 

II 

II 

Key Reference 
CPT Code: 

99245 

2.73 

4.53 

2.80 

CPT Code: 96111 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

We conducted a panel survey of 87 physician members of the American Academy of Pediatrics (AAP) 
Section on Developmental and Behavioral Pediatrics. We received thirty completed surveys and analyzed 
the results via an expert panel made up of AAP and American Academy of Child and Adolescent Psychiatry 
(AACAP) representatives. This expert panel arrived at the fmal recommendation of 2.60, the survey's 2sth 
percentile work RVU. This recommendation is based on the following rationale: 

The descriptor for 96111 clearly states that it is a "per hour" code. However, the median survey intra
service time was 85 minutes, which is counterintuitive to a code designed to be reported for each 60 minutes 
of service. Based on this survey anomaly, we advocate that the 2sth percentile is the appropriate 
recommendation since it has both an intra-service time of 60 minutes and a survey work RVU of 2.60, which 
approximates the current work RVU of 99244 (2.58), a lower level consultation code than the most 
frequently selected reference service code (99245). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 



CPT Code: 96111 

_x_ Other reason (please explain): Service is typically reported in conjunction with an evaluation 
and management code 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Global period RVU Pre Intra Post 
99243 XXX 1.72 5 30 31 

Typical vignette when reported in conjunction with 96111: 
The patient and his mother meet with the consulting physician to establish their understanding of the testing 
and to review the history (developmental attainment and school performance) relevant to the diagnosis 
"Attention Deficit Disorder-Combined Type." Since this evaluation and management visit is comprised of 
greater than fifty percent counseling, time is considered the key factor in selecting the level of service. 
The patient and the consultant begin the objective testing session (the patient's mother watches the process 
through an observer's window in a separate room). 

Global period 2sth percentile: RVU Pre Intra Post 
96111 XXX 2.60 5 60 30 

The same physician is reporting both 99243 and 96111. Since there is no overlap in services described by 
these codes, there is no duplication of service as provided by a single physician. 

FREQUENCY INFORMATION 
How was this service previously reported? 96111, which is presently unvalued for physician work (if unlisted 
code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Pediatrics __ Commonly _ X_Sometimes ___ Rarely 

Specialty __________________ _ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: =-P=edi=·=at=r=ic=s. ________ _ Frequency: ~5.000-30,000 

Specialty ____________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty: Pediatrics __________ Frequency: The RUC database reports the 1999 frequency of 
96111 to be 947 

Specialty _________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? _X_ Yes No 



AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 

In Office Direct Inputs 

CPT Code: 96110 

Sample Size: N/ A Response Rate: (% ): N/ A Global Period: XXX 

Tracking Number: N/ A Reference Code 1: N/ A 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Reference Code 2: N/A 

Urban 

__ Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Representatives from the American Academy of Pediatrics (AAP) and the American 
Psychological Association (AP A) convened an expert panel to develop direct practice expense 
recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: None 

Intra-Service Clinical Labor Activities: Scoring completed developmental screening tool 

Post-Service Clinical Labor Activities: None 



CPT Code: 96110 

CMS' Staff Clinical Labor Pre- Service Post-Service Cost Estimate 

Type Code* Service Period Time After and Source (if 

Time (Day of Day of Service) applicable) 

service) 
7129 RNILPN 0.00 15.00 0.00 

*From CMS' Labor, Medtcal Supply, and Equtpment Ltst. If not hsted, provtde full description, esttmated cost, and cost source. 

CMS' Medical Supplies Quantity Units Cost Estimate and Source (if applicable) 

Medical of Used for 

Supply Supplies Purchase 

Code* 
N/A Ages And Stages 1 unit $0.40 

Questionnaire (ASQ) Source: Paul J. Brookes, 
Publishers, PO Box 10624, 
Baltimore, MD 21285,800/638-
3775, www.J!brookes.com; stock 
#370X, $190.00 for 19 kits but 
publisher allows photocopying of 
up to 25 additional copies of each 
kit for use with other patients; 
$190.00/(19x25)=$0.40 per patient 

0 0 

*From CMS' Labor, Medtcal Supply, and Equtpment Ltst. If not hsted, provtde full descnpt10n, estimated cost, and cost source. 

CMS' Medical Equipment Cost Estimate and Source (if applicable) 

Equipment 
Code* 

N/A 

2 



CPT Code: 96110 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for serv1ce is made 

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

Other Climcal Act1v1ty (please spec1fy) 

End: Patient amval at office for service 

Service Period 
Start: Patient arnval at office for service 

Greet patient/provide gowning 

Obtain vital signs 

Prep and position patient 

Prepare room, equipment, supplies 

Assist physician dunng exam 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Other Clinical Activ1ty (please specify): 

Scoring completed developmental screening tool 

End: Patient leaves office 

Post-Service Period 
Start: Patient leaves office 

Phone calls between v1sits with pat1ent, fam1ly pharmacy 

Other Act1v1ty (please specify) 

End· When appointment for next office visit is made. 

Minutes Staff Type - Circle 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

15 ~MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 



AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

CPT Code: 96111 

Sample Size: N/A Response Rate: (% ): N/ A Global Period: XXX 

Tracking Number: N/ A Reference Code 1: N/ A 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Reference Code 2: N/A 

Urban 

__ Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Representatives from the American Academy of Pediatrics (AAP) and the American 
Psychological Association (AP A) convened an expert panel to develop direct practice expense 
recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities: 

Phone call to patient/parent once referral from 
primary care physician received; review 
developmental screening results from primary care 
physician 

None 

None 



CPT Code: 96111 

CMS' Staff Clinical Labor Pre- Service Post-Service Cost Estimate 

Type Code* Service Period Time After and Source (if 
Time (Day of Day of Service) applicable) 

service) 
1130 RNILPN/MTA 3.00 0.00 0.00 

*From CMS' Labor, Medtcal Supply, and Equtpment Ltst. If not hsted, provtde full descnpt10n, esttmated cost, and cost source. 

CMS' Medical Supplies Quantity Units Cost Estimate and Source (if applicable) 
Medical of Used for 

Supply Supplies Purchase 

Code* 
N/A Woodcock Johnson Test 1 unit $2.44 

of Cognitive Abilities Source: Paul J. Brookes, 
(WJ-TCA), Third Publishers, PO Box 10624, 
Edition, Test Record Baltimore, MD 21285,800/638-

3775, www.(!brookes.com; stock 
#9-23610, $61.00 for 25 kits; $61.00 
divided by 25=$2.44 per patient 

*From CMS' Labor, Medtcal Supply, and Equtpment Ltst. If not hsted, provtde full descriptton, estimated cost, and cost source. 

CMS' Medical Equipment Cost Estimate and Source (if applicable) 
Equipment 
Code* 
N/A Woodcock Johnson Test of Cognitive Abilities $727.50 

(WJ-TCA), Third Edition, Standard Cognitive Source: Paul J. Brookes, 
Abilites Battery and Compuscore and Profiles Publishers, PO Box 10624, 
Program Baltimore, MD 21285,800/638-

3775, www.(!brookes.com; stock 
#9-23610 and stock #9-23540 

2 



CPT Code: 96111 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made 

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

Other Clinical Activity (please spec1fy): 

Phone call to patient/parent once referral from primary 
care physician received 

Review developmental screening results from primary 
care physician 

End: Pat1ent arrival at office for service 

Service Period 
Start: Patient arrival at office for service 

Greet patient/provide gowmng 

Obtain vital signs 

Prep and pos1tion patient 

Prepare room, equ1pment, supplies 

Assist physician during exam 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Other Clinical Activity (please specify): 

End: Patient leaves office 

Post-Service Period 
Start Patient leaves off1ce 

Other Act1v1ty (please spec1fy) 

End: When appointment for next office visit is made. 

Minutes Staff Type - Circle 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 ~ Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 



AMA SpeCialty Soc1ety Recommendation 

A B c I D E F 

,_!.. .. -/ . •' '· .., ~ '• 
·' 

Din:~ FlE.Rec~~me·ndation~;1Ap~l2o~3 RUC 
' ., 

~ 96110 96111 
> ~- Y ' ~ "·- N" > ,0 ~ < Y N 

Developmental testing; 
CMS STAFF TYPE, Developmental testing; extended, with 
MED SUPPLY, OR limited, with interpretation Interpretation and report, 

3 EQUIP CODE and report per hour 

4 LOCATION In Office Out Office In Office Out Office 
5 GLOBAL PERIOD 

6 TOTAL CLINICAL LABOR TIME 1130 (RNILPN/MTA) 15.0 0.0 3.0 0.0 

7 TOTAL PRE-SERV CLINICAL LABOR TIME 0.0 0.0 0.0 0.0 

8 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 15.0 0.0 3.0 0.0 

9 TO!AL PQ~T-SEI_{~.E!:-~ ~B~RT~~ ,·~TI 0.0 0.0 0.0 0.0 
lfcj P,~E..S,ERVIqE . . ·.. "-"""-· :. • . ~· ~:::ic:.··· .A i~!::,'y .~~=-~hi~~ ,;· ,\, ·--3,-~~ ;:,~..\:-: 

Start: Following visit when decision for surgery or procedure 
11 made 

12 Complete pre-service dJagnosbc & referral forms 
13 Coordinate pre-surgery serv1ces 
14 Schedule space and eqUipment 1n facilrty 

15 Office v1srt before surgery/procedure Rev1ew test and exam resuijs 
16 Provide pre-service educatJon/obtaJn consent 
17 Follow-up phone calls & prescnplions 
18 Other Climcal Acbvrty (please speedy) 

Phone call to patient/parent once referral from primary care 
19 physician received 

Review developmental screening results from primary care 
20 physician 
21 Rev1ew/read X-ray, lab, and pathology reports 

,E. End:When patient enters office/facility for surgery/procedure 
c ,17 .. 

,E. SERVIgE PERf!;)p .~ , , • . . :·<·_,:,:(·.'· . ·.: .... c .. 
24 Start: When patient enters office/facility for surgery/procedure 
25 Pre-service services 
26 Rev1ew history, systems, med1cat1ons 
27 Greet palient and provide gown1ng 3 
28 Obtain vrtal s1gns 

29 Provide pre-serv1ce educatJon/obtaJn consent 

30 Prepare room, eqUJpment,supplies 
31 Prepare and posrt1on pat1ent 
32 Sedate/apply anesthesia 
33 Intra-service 
34 Ass1st physJCJan 1n perform1ng exam 

35 EducatJon/instructJon/counseling 

36 Scoring completed developmental screening tool 15 
37 Post-service 
38 Monrtor pt folloWing serv1ce/check tubes, monrtors, drams 
39 Clean room/eqUipment by physJCJan staff 
40 Complete dJagnostJc forms, lab & X-ray reqUJsrtJons 

41 Rev1ew/read X-ray, lab, and pathology reports 

Check dress1ngs & wound/ home care mstructJons /coordinate office 
42 v1srts /prescnplions 

43 Coordinate home or outpalient care 
Discharge day management 99238-12 m1nutes 99239-

44 15 m1nutes 

45 Other Climcal ActJvrty (please speedy) 

~ End: Patient leaves office 

l:'<?:~r;s~tiYi9~ efd.<?.~~~~~~·;;:~ ., ·. 1-z,~, ·L i". 
:A 10!r';•L'k'J':C:i' .·/ 

iiibi!ilRD&''' ,;; 
~ /" 

'?~;·;· '>iff(,''c77 ::: 
48 Start: Patient leaves office/facility 
49 

Office v1s1ts Greet patJent,escort to room, prov1de gowmng, 1nterval 
h1story & vrtal s1gns and chart, assemble prev1ous test 
reports/resuijs,assJst physJCJan dunng exam, ass1st With dressmgs, 
wound care, suture removal, prepare dx test, prescnpt1on forms, post 
serv1ce educat1on, JnstructJon, counseling, clean room/eqUip, check 

50 supplies, coordinate home or outpatient care 
51 List Number and Level of Office V1s1ts 
52 99211 16 m1nutes 16 
53 99212 27 m1nutes 27 
54 99213 36 m1nutes 36 
55 99214 53 m1nutes 53 
56 99215 63 m1nutes 63 
57 Other 
58 
59 Total Office Vistf Time 0 0 0 0 
60 Other Acbvrty (please speedy) 

61 End: with last office visit before end of global period 



AMA SpeCialty Soc1ety Recommendation 

A I B c ~ D E I F 

Dlr:ect PE _Recommendations; April_200~3 ~~UC 
·' 

..1.. 96110 96111 

Developmental testing; 
CMS STAFF TYPE, Developmental testing; extended, with 
MED SUPPLY, OR limited, with Interpretation Interpretation and report, 

3 EQUIP CODE and report per hour 

4 LOCATION In Office Out Office In Office Out Office 

~ ~-E;DICAL:\SU~J;!!?~:,;_I!k;l:llt::~ :',; ·,(;__ : ~i'lit}; >S++-, I,Mt- "~\.\i:A~ 
' , :c;..& SE:&:L' ''\,,~-

63 Developmental screening tools: 

Ages And Stages Questionnaires (ASQ); $0.40, Source: Paul J. 
Brookes, Publishers, PO Box 10624, Baltimore, MD 21285, 
800/638-3775, www.pbrookes.com; stock #370X, $190.00 for 19 
kits but publisher allows photocopying of up to 25 additional 
copies of each kit for use with other patients; 

64 $190.00/(19x25)=$0.40 per patient 1 
Woodcock Johnson Test of Cognitive Abilities (WJ-TCA), Third 
Edition, Test Records; $2.44, Source: Paul J. Brookes, 
Publishers, PO Box 10624, Baltimore, MD 21285,800/638-3775, 
www.pbrookes.com; stock #9-23610, $61.00 for 25 kits; $61.00 

65 divided by 25=$2.44 per patient 1 
66 
67 
66 

~ 
~!iFPRienf" -~-

:"16Utc:~ ' Hi" '';':'i~ ...r£ '' > 
:d ''""' 

-~ -;:, , ,!("'fDl!IT~, 

Woodcock Johnson Test of Cognitive Abilities (WJ-TCA), Third 
Edition, Standard Cognitive Abllites Battery and Compuscore and 
Profiles Program, $727.50, Source: Paul J. Brookes, Publishers, 
PO Box 10624, Baltimore, MD 21285, 800/638-3775, 

71 www.pbrookes.com; stock #9-23610 and stock #9-23540 1 



CPT 2003 Interim Values 



RUC Recommendationfrom Apri/2002: 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2002 and February 2003 

Mobs Micrographic Surgery 

For CPT 2003, the American Academy of Dermatology recommended changes that would clarify that a biopsy and frozen pathology 
could be done on the same day as Mohs surgery. In addition, the specialty proposed changes to special procedures such as 
decalcification of the bone during Mohs surgery or specialty stains (i.e. immunostaining for melanoma). Finally, modifications to 
code 17310 were recommended to clarify that each specimen after the first 5 specimens in each layer is separately reimbursable. The 
Center's for Medicare and Medicaid recommended that the work value for 17310 be changed from 000 to ZZZ. CPT approved these 
changes. 

Modification to codes 17304, 17305, 17306, and 17307 were considered editorial changes, and were not reviewed by the RUC. The 
specialty survey for code 17310 did not provide calculations that were work neutral. In addition, RUC members were unclear on the 
historical information regarding whether the code could be billed more than one time on the same day for greater than 5 specimens, as 
the interpretation from CPT differed from the interpretation put forth by CMS in 1994letter from a CMS ChiefMedical Officer. 
Therefore, the RUC approved a motion to let the value stand for the CPT 2003 cycle as interim. Between the April 2002 RUC 
Meeting and the February 2003 RUC Meeting, an ad-hoc committee would further clarify with CPT the intent of code 17310. In 
addition, the specialty society would revise their survey based on the agreed upon interpretation of the descriptor and the new ZZZ 
global period. 

The RUC recommends an interim work relative value for CPT code 17310 of0.95. 

Practice Expense 
The RUC referred practice expense inputs for this family of codes to the September 2002 Practice Expense Advisory Committee. 

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



RUC Recommendation from February 2003: 

A workgroup of the RUC reviewed this issue at the February 2003 meeting and concluded that a number of issues should be addressed 
regarding these services, including: 

• The code descriptors for these services remain confusing and open to various interpretations. Although the RUC understands that 
many in the Mohs community and payers had historically interpreted CPT code 17310 as an add-on code to be reported for each 
additional specimen beyond the first five specimens, concern was expressed regarding the potential for over-utilization of this 
code. In addition, the workgroup noted that the nomenclature for these services is not consistent with other integumentary coding 
conventions in CPT, which are based on the size of the lesion, rather than the number of specimens. The RUC, therefore, 
recommends that the specialty work with the CPT Editorial Panel to re-define the Mohs Micrographic Surgery section in CPT. 
After this revision is complete, the RUC believes that these codes can be appropriately re-evaluated. 

• In the interim, the RUC recommends that CMS retain the 2002 work relative value of 0.95 for CPT code 17310. In the December 
31,2002 Final Rule, CMS had published that it had reduced the RUC's interim recommendation of0.95 to 0.62. CMS concluded 
that intent of the code had changed as it will now be described as an add-on code. The RUC believes that CMS should research its 
past policies regarding this code, as the specialty has provided documentation that CMS had already been under the assumption 
that this service was an add-on and could be reported once for each additional specimen beyond the first five specimens. 
Specifically, the specialty has referred to the November 25, 1991 Final Rule, which states that "Code 17310, which is described as 
Mohs ', more than 5 specimens, fixed or fresh tissue, any stage, should be treated as a single specimen; that is, if more than 5 
specimens are necessary at any stage, each additional specimen beyond 5 should be separately paid. The work RVUs have been 
established according to the above interpretation." The RUC is also concerned that CMS' approach to determining a new value of 
0.62 may be flawed. CMS only considered the pathology work and the specialty has presented that the work of the additional 
excision should also be factored into the work relative value. 

• The RUC's Practice Expense Advisory Committee had reviewed the direct practice expense inputs for these services in April 
1999. The RUC recommends that these recommendations remain "interim" pending re-definition and re-evaluation of this family 
of codes. 

• The workgroup that extensively examined this issue at the February 2003 meeting will be assigned to review this issue again after 
the codes are re-defined by CPT. 

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



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

Surgery 
Integumentary System 
Mobs Micrographic Surgery 

Mohs Micrographic surgery, for the removal of complex or ill-defined skin cancer, requires a single physician to act in two 
integrated, but separate and distinct capacities: surgeon and pathologist. If either of these responsibilities is delegated to another 
physician who reports his services separately, these codes are not appropriate. If repair is performed, use separate repair, flap, or 
graft codes. If a biOQSY of a sus12ected skin cancer is Qerformed on the same day as Mohs surgery because there was no Qrior 
Qathology confirmation of a diagnosis, then re12ort diagnostic skin bioQSY (111 00, 111 01) and frozen section Qathology (88331) 
with modifier -59 to distinggish from the subseguent definitive surgical J2rocedure ofMohs surgea. 

cr17304 Ml Chemosurgery (Mohs micrographic technique), including 000 7.60 (no change) 
removal of all gross tumor, surgical excision of tissue 
specimens, mapping, color coding of specimens, microscopic 
examination of specimens by the surgeon, and complete 
histopathological preparation including the first routine stain 
(eg, hematoxylin and eosin, toluidine blue); first stage, fresh 
tissue technique, up to 5 specimens. 

(If additional SJ2ecial Qathology Qrocedures, stains or 
immunostains are reguired, use 88311-88314, 88342) 

cr17305 M2 second stage, fzxed or fresh tissue, up to five specimens 000 2.85 (no change) 

cr17306 M3 third stage ... 000 2.85 (no change) 

cr17307 M4 additional stage(s), ... 000 2.85 (no change) 

:cr17310 M5 each additional SJ2ecimen, more than after the first 5 ZZZ* 0.95 (interim) 
specimens, fixed or fresh tissue, any stage (List 

*Change in seJ2arately in addition to code for Qrimary Qrocedure) 
global from 

Use 17310 in conjunction with codes 17304-17307) 
000 

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



AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

April and September 2002 

Bone Marrow Procedures 

Thirteen new CPT codes were added and two were deleted to provide greater granularity to accurately code the specific procedures 
performed for each patient receiving bone marrow or stem cell transplantation. The newer techniques used in a transplant laboratory 
under physician supervision are now captured in these new CPT codes. CPT codes 38205-38215 replace codes 38231 Blood-derived 
peripheral stem cell harvesting for transplantation, per collection (Work RVU = 1.50) and 86915 Bone marrow or peripheral stem 
cell harvest, modification or treatment to eliminate cell type(s) (e.g., T-cells, metastatic carcinoma) to allow for different types, work, 
and techniques now used for different types of cell harvesting and also transplant preparation as well as the critical work and 
techniques involved in stem cell processing prior to a Bone Marrow Transplant. Present codes 3 8231 and 86915 were not designed 
for modem procedures in bone marrow transplant and have virtually no relevance to the present stem cell harvesting and processing 
work and procedures. The RUC understands that these services are not commonly performed on the Medicare population and very 
few centers perform these services (50 centers), therefore, the smaller number of survey respondents (21) was expected. 

38204 Management of recipient hematopoietic progenitor cell donor search and cell acquisition 
The RUC reviewed the survey results and the similarities in physician work of the reference code, 80502 Clinical pathology 
consultation; comprehensive, for complex diagnostic problem, with review of patient's history and medical records (Work 
RVU=l.33). The RUC believed that this service was more intense than 80502 as there was zero tolerance for error. The RUC 
understands that this newly reported service would be billed one time per recipient. The RUC also compared this service to CPT code 
99204 Office or other outpatient visit for the evaluation and management of a new patient ... a level 4 new patient office visit 
representing 45 minutes of physician time (work RVU = 2.00). The RUC agreed that the time spent on this type of per patient 
management reflected the specialty's recommended 25th percentile surveyed intra-service time. The RUC agreed that there is no pre
and post-service time. The RUC recommends a relative work value of 2.00 for CPT code 38204. 

38205 Blood derived hematopoietic progenitor cell harvest for future transplantation per collection; allogeneic 
38206 Blood derived hematopoietic progenitor cell harvest for future transplantation per collection; autologous 
These two codes were previously billed as code 38231 Blood derived peripheral stem cell harvesting for transplantation, per 
collection (Work RVU = 1.50). The specialty society recommended a value of2.0 stating code 38231 had been undervalued. The 
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RUC however found no compelling evidence to increase the value, and believed it had been appropriately valued by the RUC when 
reviewed in 1995. The RUC recommends a relative work value of 1.50 for CPT codes 38205 and 38206. 

38210 & 38207- 38215 
In April 2002, the RUC reviewed CPT code 38210 Transplantation preparation of hematopoietic progenitor cells; cryopreservation 
and storage; specific cell depletion within harvest, T-cell depletion as an anchor code for family 38205 through 38215. The RUC first 
recognized that the vignette did not reflect an accurate description of the service of 38210, however the RUC did believe that the work 
involved in code 86077 Blood bank physician services; difficult cross match and/or evaluation of irregular antibody(s), interpretation 
and written report (Work RVU = 0.94) was similar. The RUC also reviewed the codes in comparison to the work of evaluation and 
management services. The RUC was concerned regarding the accuracy of the survey data for these services. However, the RUC 
agreed that a repeated survey would not be appropriate as it would have to be circulated to the same physicians/centers. The RUC 
recommends that a consensus panel of physicians, with the participation of one or more RUC members, review these codes again for 
the September 2002 RUC meeting. The RUC however, felt strongly, that these services require physician work and recommends 
interim work values to be assigned for 38207-38215. The RUC emphasized that these interim values should not be viewed as a 
"ceiling" for the future review, but serve as the best alternative until future review is completed. Considering the similarities in work 
of code 86077 and 38210, the RUC had recommended an interim value of0.94 for code 38210. 

The RUC compared similarities in work and intensity of codes 86077 and 3 8210, and then agreed with the rank order established by 
the specialty society for the family of codes 38207 through 38215. The RUC agreed with the specialty society's recommended rank 
order for the family, but also understood that the values being established were interim pending future RUC review and consideration 
at the September 2002 meeting. The RUC had recommended the following interim work relative values for CPT codes 38207-38215: 

CPT Code April 2002 Interim RUC Recommendation 
38207 0.47 
38208 0.56 
38209 0.24 
38210 0.94 
38211 0.71 
38212 0.47 
38213 0.24 
38214 0.24 
38215 0.55 
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In September 2002, the RUC formed a facilitation committee to extensively discuss each of the services described in new CPT codes 
38207-38215 and establish work relative value recommendations. The committee affirmed the decision made in April2002 that 
these services do require direct physician involvement on a per patient level and should have assigned physician work. The RUC, 
however, remains concerned that the survey instrument and the corresponding summary of recommendation forms were not properly 
constructed. In addition, the RUC was concerned that further clarification is necessary in the CPT nomenclature for a few of these 
codes. Therefore, the RUC recommends that after further CPT revision, the specialty society conduct a re-survey ofthese services. 
The RUC proceeded to develop revised relative value recommendations, but will consider these relative values interim until the 
specialty society has the opportunity to re-survey. 

In April, as an attempt to assign interim values, the RUC cross-walked the work relative value for 86077 Blood bank physician 
services; difficult cross match and/or evaluation of irregular antibody(s), interpretation and written report (Work RVU = 0.94) to 
new CPT code 38210 Specific cell depletion within harvest, T-cell depletion. Work relative values were then extrapolated to the 
remaining codes in this family, utilizing the relativity established by the specialty society recommendations. In September, the 
specialty suggested, and the RUC agreed, that the 86077 should have been cross-walked to 38212 Red blood cell removal, rather than 
38210. The RUC intra-service time for 86077 is 40 minutes, which is closer to the survey intra-time of38212 (30 minutes) than is the 
survey intra-time of38210 (60 minutes). 

The RUC reviewed, in detail, the physician involvement and work in the service described in CPT code 38212. The physician work is 
as follows: 

Pre-work: Reviewing data available prior to the time cells arrive in lab. This includes the phenotyping on donor and recipient; 
antibody information; and donor and recipient body weight. The committee agreed that the survey pre-time of 5 
minutes seemed reasonable. 

Intra-work: The intra-work begins when the cells arrive in the lab. The tech would get the Hct. The physician would then look at 
CD 34 (flow cytometry) on monitor. Based on the cell counts and Ab counts, the physician would decide which 
technique to use to deplete the red blood cells. The tech then does the process. After the bleed off of red blood cells, 
the physician judges where to divide the sample. A Hct and CD34 are repeated. The physician looks at the results and 
decides whether to recombine components and repeat the separation. The typical patient has this process one time 
through (without the recombining), about one-third require re-separation. The RUC agreed that 30 minutes of 
physician intra-service work was reasonable. This includes multiple flow cytometry readings, decision-making, and 
other interactions with the technician. 
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Post-work: Report and documentation. The RUC agreed that the specialties indication that this takes the form of a handwritten 
note is reasonable, given the detailed, sensitive information. The survey post-time of 15 minutes may be slightly over
stated. The RUC agreed that 10 minutes of post-service time was reasonable for the written report. 

The RUC noted several additional factors in walking through the physician involvement and work in providing this service: 

• The procedure requires intenrtittent physician time, sometimes over several hours. During that time, the physician is interacting 
with the technicians intermittently to determine how best to process cells. 

• The procedure does not involve face-to-face patient contact. It occurs in an isolated laboratory. 
• Physician work related to this procedure includes quality assurance work to support quality assurance for the lab. Physicians have 

not historically been separately compensated for quality assurance in the lab. Therefore, it is legitimate to consider this work as 
part of the work of the procedure. 

o The risks to the patient are real. Mistakes can cause patient death. This adds to the stress of the procedure and decision-making. 

Doctor Paul Rudolf, from the Centers for Medicare and Medicaid Services, informed the committee that deleted CPT code 86915 
Bone marrow or peripheral stem cell harvest modification or treatment to eliminate cell type(s) (e.g., T cells, metastatic carcinoma), 
where the services described in 38210-38213 were previously reported is paid on the clinical lab fee schedule. He noted that currently 
the payment for 86915 is based on reasonable cost. The specialty and RUC agreed that CMS would need to make a technical 
correction to the cost reporting instructions to eliminate the physician compensation from these specific labs if compensation for the 
physician's professional service is included on the cost report. Staff Note: Subsequent to the RUC meeting, the specialty determined 
that current program instructions provide for Code 86915 to be reimbursed on a reasonable charge basis when performed by 
independent laboratories and through the hospital outpatient prospective payment system when performed in outpatient departments. 
This information was shared with CMS. 

The RUC reviewed the proposed crosswalk of code 86077 Blood bank physician services, which has 40 minutes of intra-time and a 
work relative value of0.94, to CPT code 38212. The RUC noted that since documentation is also required for 86077, the 40 minutes 
of intra-time may include some actual post-work. The RUC also agreed that the intensity of38212 would be greater than 86077. 
After reviewing 38212 in detail, the RUC agreed that a comparison and cross-walk between 86077 and 38212 was reasonable. 

The RUC also reviewed the appropriate work relative value for 38212 by using a building block method. CPT code 38212 includes 
two flow cytometry procedures. 88180 Flow cytometry; each cell surface, cytoplasmic or nuclear marker (work rvu = 0.36), includes 
a pre-time of5 minutes, intra-time of 10 minutes, and post-time of 10 minutes. The RUC agreed that a multiple oftwo 88180, with 

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



additional work for the interaction with the technician and the medical decision-making offered another validation of a work relative 
value of0.94 for 38212. The RUC also recommends that a note be added to CPT to indicate that 88180 should not be reported in 
addition to this series of codes, as they include the work of flow cytometry. 

The RUC recommends a work relative value of 0.94 for CPT code 38212. The RUC recommends physician time of 5 minutes 
pre-time, 30 minutes intra-time, and 10 minutes post-time. 

The RUC then discussed the best way to extrapolate the appropriate value of0.94 for 38212 to the rest of the family of codes. The 
RUC no longer agreed that the specialty society's recommended values were in the appropriate relativity, as these were derived from a 
very small consensus panel (two or three physicians). The survey medians appeared to correspond with the intra-service time for most 
services, so the committee agreed to use the survey medians for relativity. The RUC agreed that the intra-service survey time should 
be used, but felt that a standardized pre-time of 5 minutes, and standardized post-time of 10 minutes should be applied to all of the 
codes in this family. The RUC had significant concern, however, regarding the survey medians for three codes, 38208, 38209, and 
38213. CPT code 38213 Platelet depletion was grossly overvalued by the survey respondents. CPT codes 38208 thawing of 
previously frozen harvest and 38209 washing of harvest should be referred back to CPT to create codes that describe thawing without 
washing and thawing with washing. The specialty had indicated a specimen must always be thawed before washing, so the current 
coding structure is not appropriate. 

The RUC, therefore, recommends the following for this family of services: 

• CPT should add a note to this family of services to specify that CPT code 88180 Flow cytometry should not be reported in 
addition to these services as it is included in the valuation of these codes. 

• CPT should review the coding language for codes 38208 and 38209, as thawing of the harvest must always occur prior to 
washing of the harvest. The codes should be formatted as thawing without washing and thawing with washing. 

• After these changes have been made by the CPT Editorial Panel, the specialty should re-survey the entire family of services 
with the following improvements to the survey instrument: 

a better reference service list, with other similar services included 
better education of survey respondents regarding the survey process 
better descriptions of the physician work involved 
assistance from the RUC facilitation committee prior to dissemination of the survey instrument 

• The work relative values developed at the September RUC meeting are more valid than the values developed in April, 
however, the values for CPT codes 38207-38215 should remain interim until after these codes have been re-surveyed and 
re-presented to the RUC. 
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• A standardized pre-time of 5 minutes and post-time of 10 minutes should apply to each code. The survey median intra
service time should be recorded into the RUC database for all of the services. 

• The work relative value for CPT code 38212 should be cross-walked from CPT code 86077 and the survey median 
relativity should be used to extrapolate work relative values to the rest of the services in the family, as follows: 

CPT Code September 2002 Interim RUC Recommendation 
38207 0.89 
38208 0.56 
38209 0.24 
38210 1.57 
38211 1.42 
38212 0.94 
38213 0.24 
38214 0.81 
38215 0.94 

38242 Bone marrow or blood-derived peripheral stem cell transplantation; allogenic donor lymphocyte infusions 
The specialty presented a typical patient that is severely ill and in great risk. Approximately 25% of these procedures are complicated 
by life threatening reactions to the infusion. The RUC agreed with the specialties description of the intensity of intra-service work and 
251

h percentile time of 30 minutes. 

The RUC also understood that this service could be compared to several other intense procedures including critical care code 99292 
Critical care, evaluation and management of the critically ill or critically injured patient; each additional 30 minutes (List separately 
in addition to code for primary service) (work RVU = 2.0), however, the work for this code was not quite as intense, and could be 
more appropriately aligned with code 99357 Prolonged physician service in the inpatient setting, requiring direct (face-to-face) 
patient contact beyond the usual service (eg, materna/fetal monitoring for high risk delivery or other physiological monitoring, 
prolonged care of an acutely ill inpatient); each additional 30 minutes (List separately in addition to code for prolonged physician 
service (work RVU= 1.71) for its time and intensity. The RUC in addition, believed code 38242 was less intense than the reference 
code 38240 Bone marrow or blood-derived peripheral stem cell transplantation; allogenic (work RVU = 2.24, Harvard total time 53). 
The RUC recommends a relative work value of 1.71 for code 38242, which has the approval of the specialty society. 
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Practice Expense: The RUC and the specialty society agreed that these procedures do not have any practice expense inputs and are 
performed exclusively in the facility setting. 

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

.38204 AV1 Management of recipient hematopoietic progenitor cell donor XXX 2.00 
search and cell acquisition 

(May 2002 RUC 
Recommendation) 

.38205 X1 Blood-derived hematopoietic progenitor cell harvesting for 000 1.50 
transplantation, per collection; allogenic 

(May 2002 RUC 
Recommendation) 

• 38206 X2 autologous 000 1.50 

(May 2002 RUC 
Recommendation) 

• 38207 X3 Transplant preparation of hematopoietic progenitor cells; XXX 0.89 
cryopreservation and storage 

(Interim) 

(For diagnostic cryopreservation and storage, see 88240) 

• 38208 X4 thawing of previously frozen harvest XXX 0.56 

(For diagnostic thawing and expansion of frozen cells, see (Interim) 

88241) 

.38209 xs washing of harvest XXX 0.24 

(Interim) 

038210 X6 specific cell depletion within harvest, T -cell depletion XXX 1.57 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

(Interim) 

.38211 X7 tumor cell depletion XXX 1.42 

(Interim) 

.38212 X8 red blood cell removal XXX 0.94 

(Interim) 

• 38213 X9 platelet depletion XXX 0.24 

(Interim) 

.38214 X10 plasma (volume) depletion XXX 0.81 

(Interim) 

.38215 X11 cell concentration in plasma, mononuclear, or huffy XXX 0.94 
coat layer 

(Interim) 

~ Blood derived peripheral stem cell harvesting for 000 N/A 
transplantation, per collection 

(38231 has been deleted. To report use 38205-38206) 
.38242 X12 Bone marrow or blood-derived peripheral stem cell XXX 1.71 

transplantation; allogenic donor lymphocyte infusions 
(May 2002 RUC 
Recommendation)) 

~ Bone marrO'•'-' or peripheral stem cell har¥est, modification or XXX N/A 
treatment to eliminate cell type(s) (eg, T cells, metastatic 
carcinoma) 

(86915 has been deleted. To reoort. use 38210-38213) 
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October 11, 2002 

American Medical Association 
Dept of CPT Editorial Research and Development 
515 North State Street 
Chicago, IL 60610 

Dear Sir/Madam: 

As recommended by the AMA RUC at their September 2002 meeting, the American Society of 
Hematology (ASH) would like to have the phrase "with physician evaluation" added to the definition 
of CPT 36516 for 2004 (the code is new for 2003). This would change the descriptor to read: 

A 36516 therapeutic apheresis; with extra corporeal selective adsorption or selective filtration and 
plasma reinfusion; with physician evaluation. 

This change is needed to assure that this code is billed only when the physician is present and 
periodically monitoring the patient during the procedure. The terminology is similar to that already 
existing for CPT 90935, hemodialysis procedure. 

In addition, nine new bone marrow/stem cell processing codes were reviewed by the RUC (CPT 
codes 38207-38215) and the recommendation made that two ofthese be revised for 2004 (these are 
new codes for 2003). Specifically, CPT 38208 and CPT 38209 should change as follows: 

A38208 thawing o(previouslv frozen harvest, with washing thawing 9(pre..,i911-Sly (ffl;en ha~Wst 

A38209 thawing o(previouslv frozen harvest, without washing washing 9(ha~Wst 

The rationale for this revision is that bone marrow/stem cell washing is always done with bone 
marrow/stem cell thawing. However, all harvests that are thawed are not necessarily washed. 

Finally, the AMA RUC recommended we petition CPT to add a note to these nine bone marrow/stem 
cell processing codes (CPT codes 38207-38215) indicating that physicians may not report flow 
cytometry (CPT codes 88180, 88182, and 88199) separately. 

We understand that we do not need to submit a formal CPT application for these changes. If our 
understanding is not correct, please advise us as soon as possible. 

If you have any questions or need additional information at this time, please feel free to contact Mo 
Mayrides, ASH Director of Policy and Practice, at (202) 292-6005 or at mmayrides@hematology.org. 

Sincerely, 

Samuel M. Silver, MD, PhD 
Chair, ASH Committee on Practice 

44th Annual Meeting & Expos1t1on • December 6-1 0, 2002 • Pennsylvania Convention Center, Phlladelphta, PA 

V1sit our webs1te at www hematology org 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38207 

CPT Code: 38207 Tracking Number: X3 Global Period: XXX Reeommended RVW: 1.0 
RUC Rec. RVW: 0.89 

CPT Descriptor: Cryopreservation and storage 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Peripheral blood stem cells or bone marrow have been collected. These cells are to be 
cryopreserved for later use as part of an autologous transplant where hematopoietic progenitor cells have to first 
be cryopreserved for a later autologous hematopoietic progenitor cell transplant. In many cases, the bone marrow 
or peripheral blood progenitor cells are also cryopreserved for allogeneic transplants. This ensures that the cells 
are ready and available when the patient needs them. The physcian writes separate prescriptions for 
cryropreservation and thawing of the product. A physcian supervises both cryropreservation and thawing of the 
product and in an emergency does these procedure himself/herself as a patient life is in jeopardy. 
The cryopreservation process is begun. It is important to make sure the freezing process is performed correctly to 
ensure that the cells have been frozen in a safe manner to be acceptable for transplantation. This requires following 
validated standard operating procedures. Cryopreservation data are reviewed and quality assessment of the 
procedure is performed. Cells are stored at a low temperature under controlled monitored conditions until needed for 
transplant. The physcian may do this procedure in an emergency. The quality of the cryropreserved transplantation 
product (bone marrow, blood-derived, or umbilical cord blood-derived hematopoietic progenitor cells, allogeneic t
lymphocytes) must be assessed prior to release of product. Examples of quality assurance are nucleated cell count, 
differential, viability, sterility and/or immunophenotyping by flow cytometry for cd34(+) progenitor cells, T
lymphocytes, or tumor cells. These parameters are recognized by two accreditation agencies (F AHCT and AABB) 
as necessary and are included in the regulations recently proposed by the FDA. The physcian then judges if this 
product remains suitable for transplantation or if new product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data. 

Description oflntra-Service Work: This is basically supervision of the cryopreservation process, review of the 
freezer curves to make sure they are adequate, review of the CD34 counts, and review of the viability studies to 
ensure the product is a viable transplant product. A life depends on this evaluation. The FDA requires physician 
assessment of this procedure and the product processed. 

Description of Post-Service Work: Preparation of report 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: _11_ Response Rate: (%):----"6=6°-'--'Yo'----- Median RVW: 1.42 

Type of Sample (Circle One): random, !Pane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.23 75th Percentile RVW: 1.88 Low: 1.00 High: 8.00 

Median Pre-Service Time: 2.5 5 Median Intra-Service Time: __1!! 

25th Percentile Intra-Svc Time: --'2:..::0'---- 75th Percentile Intra-Svc Time: 56.25 Low: __lQ_ High: 420 

Median Post-Service Time: 

Immediate Post Service Time: 

Total Time 

12.5 10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor 
Clinical pathology consultation; comprehensive, 
for a complex diagnostic problem, with review 
of patient's history and medical records 

Global WorkRVU 
XXX 1.33 

CPT Code: 

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

38207 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

~~~~.4e~e~im~R~P~re~T~i~m~e ____________________________ _jll~s IINeRUCeMa 

._I M_e_d_ian_In_tra_-_Ti_m_e ____________ ___.ll3o II No RUC data 

I Median Immediate Post-service Time ~ 10 No RUC data 

I Median of Aggregate Critical Care Times 

l Median of Aggregate Other Hospital Visit Times 

I Median Discharge Day Management Time 

I Median of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.64 113.85 
management options that must be considered ~------------' 

The amount and/or complexity of medical records, diagnostic tests, 13.93 113.54 
and/or other information that must be reviewed and analyzed ~-----------' 

Ll u_r.:::.ge_n....;cy'--of_m_e_d_ic_al_d_e_ci_si_on_m __ ak_in....::g::...._ ______________ ___.l ._14_.1_4 __ ___.1 LI3_.9_2 ___ _J 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 114.29 I L-13_6_2 ___ _. 

I Physical effort required 112.43 II.__ 2_.0_8 -----' 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.36 I Ll4_.o_o ___ _J 

I Outcome depends on the skill and judgement of physician 114.21 I LI4_.1_5 ___ _J 

Estimated risk of malpractice suit with poor outcome 14.43 I LI4_.3_8 ___ _J 



INTENSITY/COMPLEXITY MEASURES 

Time Swnents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.13 

113.62 

113.22 

Referenc 
e Service 
1 

112.63 

113.08 

112 63 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38207 

A panel of physicians from various related societies reviewed the data an reached consensus in developing the 
recommended work values 

FREQUENCY INFORMATION 

How was this service previously reported? ---'8""6""'9'-'1'""5 ______ (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __ Commonly __ Sometimes ___ Rarely 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? __x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38208 

CPT Code: 38208 Tracking Number: X4 Global Period: XXX Reeommended RVW: ___1]_ 
RUC Rec. RVW: 0.56 

CPT Descriptor: Thawing of previously frozen harvest 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The previously cryopreserved marrow and stem cells are thawed in a heated water bath. 
A sample is obtained for post-thaw quality assessment such as nucleated cell count and viability. Cells are infused 
immediately post-thaw. The physician may do this procedure in an emergency. The quality of the thawed 
transplantation product (bone marrow, blood-derived, or umbilical cord blood-derived hematopoietic progenitor 
cells, allogeneic t-lymphocytes) must be assessed prior to release of product. Examples of quality assurance are 
nucleated cell count, differential, viability, sterility and/or immunophenotyping by flow cytometry for cd34(+) 
progenitor cells, T -lymphocytes, or tumor cells. These parameters are recognized by two accreditation agencies 
(F AHCT and AABB) as necessary and are included in the regulations recently proposed by the FDA. The physcian 
then judges if this product remains suitable for transplantation or if new product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work: This is management of a thawing. This usually occurs in front of a 
physician as the PBSC are put in a water bath and immediately thawed. The process can have failure since the 
bags break frequently or if the thawing process has failure, there is no graft. The risk to the patient is high because 
if the thawing process lyses cells, there may be no alternative graft. The FDA requires physician assessment of 
this procedure and the product processed. 

Description of Post-Service Work: Preparation of report. 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: __lL_ Response Rate: (%):_7:..:.6't-!.'Y<_,_o ___ _ Median RVW: 1.42 

Type of Sample (Circle One): random, IPaneij, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile RVW: 2.58 Low: 0.37 High: _2 

Median Pre-Service Time: 5 Median Intra-Service Time: 45 

25th Percentile Intra-Svc Time: 24 

Median Post-Service Time: 

Immediate Post Service Time: 

75th Percentile Intra-Svc Time: _§Q_ Low: _5_ High: ____liQ 

Total Time 

~ 10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor 
Clinical pathology consultation; comprehensive, 
for a complex diagnostic problem, with review 
of patient's history and medical records 

Global WorkRVU 
XXX 1.33 

CPT Code: 

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

38208 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

I ~M_e_d_i~ __ Pr_e-_T_Jm_e __________________________ ~ll5 IINoRUCdam 

~~ M_e_d_i~ __ In_tra_-_T_im_e __________________________ __.ll45 II No RUC dam 

I Median Immediate Post-service Time ~10 I No RUC data 

Median of Aggregate Critical Care Times I 
t=======================l F=====l ~==~ 
Median of Aggregate Other Hospital Visit Times I 
~============================~~==~~======~ 
Medi~ Discharge Day Management Time I 
t=======================l F=====l ~====l 
Median of Aggregate Office Visit Times I L------='----=--------------1 L-----' L------' 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis ~d/or the number of 13.63 113.44 
m~agement options that must be considered L----------' 

The amount ~d/or complexity of medical records, diagnostic tests, 13.31 113.19 
~d/or other information that must be reviewed ~d ~alyzed '-----------' 

Ll U_r..:::ge_n_c,._y_of_m_e_d_ic_a_l d_e_ci_si_on_m_ak_in....::g::...._ _______ ---11 L-14_.1_9 ____ ___,1 LI3_.0_6 ______ _J 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 113.88 113.19 

I Physical effort required 112.56 llz.25 
Psychological Stress (Mean} 

The risk of significant complications, morbidity ~d/or mortality 14.06 113.19 

I Outcome depends on the skill ~d judgement of physici~ 113.75 113.38 

I Estimated risk of malpractice suit with poor outcome 114.00 113.31 



INTENSITY/COMPLEXITY MEASURES 

Time S~ents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.10 

113.75 

113.20 

Referenc 
e Service 
1 

112.50 

113.13 

112.50 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38208 

A panel of physicians from various related societies reviewed the data and reached sonsensus on the recommended 
work value 

FREQUENCY INFORMATION 

How was this service previously reported? _8"'"'6~9'---'1'-"5'------- (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? ___x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38209 

CPT Code: 38209 Tracking Number: X5_ Global Period: XXX Reeommended RVW: _QJ_ 
RUC Rec. RVW: 0.24 

CPT Descriptor: Washing ofharvest 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Blood derived hematopoietic progenitor cells have been harvested but the patient 
mobilizes very poorly with few stem cells. Thus, it is necessary to freeze them in multiple aliquots. Such harvest 
material contains a significant number of neutrophils or mature granulocytes, which are not capable of restoring 
hematopoiesis. Only the primitive cells are able to do this. DMSO is necessary for the cyropreservation. Because 
the cells have been frozen in multiple aliquots (multiple bags of these products were frozen over many days and then 
thawed later), the total content of DMSO is large and the patient gets a large exposure to DMSO. Such large 
amounts ofDMSO in the transplant can potentially cause projectile vomiting and other injury to the patient. Thus it 
is necessary to wash the harvest cells to minimize the DMSO content] A physcian writes a prescription for this 
procedure based on the review of the cryropreserved product and whether recipient needs to maximize cell dose or 
minimize DMSO toxicity. The physcian may do this procedure nan emergency. 
The thawed cells are washed using an automated cell washer. During the wash process, ~ells are concentrated and 
resuspended in infusible grade solutions such as saline/albumin. The physcian may do this procedure in an 
emergency. Quality assessment of the washed product is performed. The quality of the thawed transplantation 
product (bone marrow, blood-derived, or umbilical cord blood-derived hematopoietic progenitor cells) must be 
assessed prior to release of product. Examples of quality assurance are nucleated cell count, differential, viability, 
sterility and/or immunophenotyping by flow cytometry for cd34(+) progenitor cells, T-lymphocytes, or tumor cells. 
These parameters are recognized by two accreditation agencies (F AHCT and AABB) as necessary and are included 
in the regulations recently proposed by the FDA. The physcian then judges if this product remains suitable for 
transplantation or if new or additional product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work:. This procedure is used when the cell count of the harvest is high due to 
excessive granulocyte contamination of the progenitor cell harvest. The cell count governs the amount ofDMSO 
used to cryopreserve the cells. DMSO can cause projectile vomiting. This is a washing of immediately thawed 
stem cells. The washing has to occur over approximately one hour. Since all of these patients would have the 
thawing intraservice work, the physician effort is incremental to that for the washing. If the washing has a 
problem the entire graft could be lost and the patient could die. The FDA requires physician assessment of this 
procedure and the product processed. 

Description of Post-Service Work: Preparation of report 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: __2L_ Response Rate:(%): 57% Median RVW: 1.25 

Type ofSample (Circle One): random, !Pane~, convenience. Explanation of sample size: 

25th Percentile RVW: 0.99 75th Percentile RVW: 2.20 Low: 0.50 High: 4.00 

Median Pre-Service Time: _.:::.5___ Median Intra-Service Time: 37.5 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: _QQ_ Low: _0_ High: 240 



Median Post-Service Time: 
Total Time 

Immediate Post Service Time: 10 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
85097 Bone marrow, smear interpretation 

CPT Code: 
Level of Service by CPT Code 
(List CPT Code & #of Visits) 

Global WorkRVU 
XXX 0.94 

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

38209 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

~IM_e_d_ia_n_P_re_-T_im_e __________________________ ~ll5 IINoRUCdam 

Ll M_e_d_ia_n_In_tra_-_T_im_e __________________________ ---'1137.5 II No RUC dam 

Median Immediate Post-service Time 10 NoRUCdam 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospiml Visit Times 

Median Discharge Day Management Time 

Median of Aggregate Office Visit Times 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.50 113.27 
management options that must be considered ....._ ______ _.. 

The amount and/or complexity of medical records, diagnostic tests, 13.33 112.82 
and/or other information that must be reviewed and analyzed '---------' 

Llu_r~ge_n~cy~o_f_m_e_d_ic_al_d_ec_is_io_n_m_a_k_in~g~--------------~ILI4_.o_o ____ _..IIL3_.0_9 ______ ~ 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 113.92 11~3_.0_9 ______ _, 

I Physical effort required 112.42 11._2_.1_8 __ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.08 11._3_.3_6 ______ ~ 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38209 

CPT Code: 38209 Tracking Number: X5_ Global Period: XXX Reeammended RVW: 0.5 
RUC Rec. RVW: 0.24 

CPT Descriptor: Washing ofharvest 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Blood derived hematopoietic progenitor cells have been harvested but the patient 
mobilizes very poorly with few stem cells. Thus, it is necessary to freeze them in multiple aliquots. Such harvest 
material contains a significant number of neutrophils or mature granulocytes, which are not capable of restoring 
hematopoiesis. Only the primitive cells are able to do this. DMSO is necessary for the cyropreservation. Because 
the cells have been frozen in multiple aliquots (multiple bags of these products were frozen over many days and then 
thawed later), the total content of DMSO is large and the patient gets a large exposure to DMSO. Such large 
amounts of DMSO in the transplant can potentially cause projectile vomiting and other injury to the patient. Thus it 
is necessary to wash the harvest cells to minimize the DMSO content] A physcian writes a prescription for this 
procedure based on the review of the cryropreserved product and whether recipient needs to maximize cell dose or 
minimize DMSO toxicity. The physcian may do this procedure nan emergency. 
The thawed cells are washed using an automated cell washer. During the wash process, cells are concentrated and 
resuspended in infusible grade solutions such as saline/albumin. The physcian may do this procedure in an 
emergency. Quality assessment of the washed product is performed. The quality of the thawed transplantation 
product (bone marrow, blood-derived, or umbilical cord blood-derived hematopoietic progenitor cells) must be 
assessed prior to release of product. Examples of quality assurance are nucleated cell count, differential, viability, 
sterility and/or immunophenotyping by flow cytometry for cd34(+) progenitor cells, T-lymphocytes, or tumor cells. 
These parameters are recognized by two accreditation agencies (F AHCT and AABB) as necessary and are included 
in the regulations recently proposed by the FDA. The physcian then judges if this product remains suitable for 
transplantation or if new or additional product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work:. This procedure is used when the cell count of the harvest is high due to 
excessive granulocyte contamination of the progenitor cell harvest. The cell count governs the amount ofDMSO 
used to cryopreserve the cells. DMSO can cause projectile vomiting. This is a washing of immediately thawed 
stem cells. The washing has to occur over approximately one hour. Since all of these patients would have the 
thawing intraservice work, the physician effort is incremental to that for the washing. If the washing has a 
problem the entire graft could be lost and the patient could die. The FDA requires physician assessment of this 
procedure and the product processed. 

Description ofPost-Service Work: Preparation of report 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: __lL_ Response Rate:(%): 57% Median RVW: 1.25 

Type of Sample (Circle One): random, ~aneij, convenience. Explanation of sample size: 

25th Percentile RVW: 0.99 75th Percentile RVW: 2.20 Low: 0.50 High: 4.00 

Median Pre-Service Time: -""'-5 ___ Median Intra-Service Time: 37.5 

25th Percentile Intra-Svc Time: 25 75th Percentile Intra-Svc Time: __QQ_ Low: _0_ High: 240 



Median Post-Service Time: 
Total Time 

Immediate Post Service Time: 10 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
85097 Bone marrow, smear interpretation 

CPT Code: 
Level of Service by CPT Code 
(List CPT Code & #of Visits) 

Global Work RVU 
XXX 0.94 

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

38209 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

~IM_e_d_ia_n_Pr_e_-T_im_e __________________________ ~lls IINoRUCdam 

~~ M_e_d_ia_n_ln_tra_-_T_im_e _________________________ __.ll37.5 II No RUC dam 

Median Immediate Post-service Time 10 NoRUCdam 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospiml Visit Times 

Median Discharge Day Management Time 

I Median of Aggregate Office Visit Times 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.50 113.27 
management options that must be considered ...._ ______ _, 

The amount and/or complexity of medical records, diagnostic tests, 13.33 112.82 
and/or other information that must be reviewed and analyzed L.......------__J 

._I u_r-=-ge_n_;cy:....._of_m_e_d_ic_at_d_ec_i_si_on_m_ak_in...::g:....._ _______ __,l ._l4_.o_o ___ ..... l ._l3_.o_9 ____ _J 

Technical Skill/Phvsical Effort (Mean) 

I Technical skill required 113.92 I ._13_.0_9 __ ___, 

I Physical effort required 112.42 I ._12_.1_8 __ ___, 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality 14.08 I ~..-13_.3_6 _____ ...J 



Ll o_u_tc_o_m_e_d...,!epe_nd_s_o_n_th_e_s_ki_ll_a_nd...::j:....ud....::g:....e_m_en_t_o--'f P:,_h.=_y_stc_i_an __ ___,~ll3.50 I LI3_.1_8 ___ _..J 

LE_s_tim_at_ed_r_is_k_o_fm_al.!...pr_a_ct_ic_e_su_it_w_i_th_,_po_o_r_o_ut_c_om_e ____ __.l3 83 I LI3_.2_7 ___ _..J 

INTENSITY/COMPLEXITY MEASURES 

Time Semnents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code Referenc 
e Service 
! 

113.33 113.20 

113.55 112.90 

113.43 113.17 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38209 

A panel of physicians from various related societies reviewed the data and reached consensus on the reommended 
work value. 

FREQUENCY INFORMATION 

How was this service previously reported? ---'8""'6"""9'""'1'""'5 ______ (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __ Commonly __ Sometimes ___ Rarely 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? X Yes No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38210 

CPT Code: 38210 Tracking Number: X6 Global Period: XXX Reeommelllded RVW: _.uL 
RUC Rec. RVW: 1.57 

CPT Descriptor: Specific cell depletion within harvest; T -cell depletion 

CLINICAL DESCRIPTION OF SERVICE: 
Vignette Used in Survey: The typical patient is a 10 year old boy with DiGeorge's Syndrome who needs a bone 
marrow/peripheral blood progenitor stem cell transplant from his father. The marrow has to beT-cell depleted for 
this allogeneic graft to reduce the risk of graft versus host disease. The physcian writes a prescription ordering this 
procedure based on recipient needs and the degree of HLA mismatching with the donor. In an emergency the 
physcian may do this procedure. 
T -cell depletion is performed using various methods such as the Baxter Isolex device. This instrument enriches the 
stem cells (CD34+) and passively removes unwanted cells such as T-cells. In an emergency the physcian may do 
this procedure. Quality assessment of the product is performed. . The quality of the T-lymphocyte depleted 
hematopoietic progenitor cell product (bone marrow or blood-derived) must be assessed prior to release of product. 
Examples of quality assurance are nucleated cell count, differential, viability, sterility and/or immunophenotyping by 
flow cytometry for cd34(+) progenitor cells and T-lymphocytes. These parameters are recognized by two 
accreditation agencies (F AHCT and AABB) as necessary and are included in the regulations recently proposed by 
the FDA. The physcian then judges if this product remains suitable for transplantation or if new product needs to be 
collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work:. Intraservice for this is supervision of the soybean lectin e-rosetting. In 
allogeneic graft forT -cell depletion this usually occurs in the context of a haploidentical transplant. The work is 
reviewing the quality control, reviewing the adequacy of the antibodies used, reviewing the adequacy of the 
soybean lectin. For the use of the isolex or the clinimacs cell selection devices, review of the flow cytometry pre
and post-service. This is probably the most complicated cell processing procedure. The FDA requires physician 
assessment of this procedure and the product processed. 

Description ofPost-Service Work: Preparation of report. 
SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: _11__ Response Rate: (%):----'-7--"-1 °-'-'Yo<----- Median RVW: 2.50 

Type of Sample (Circle One): random, ~ane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.50 75th Percentile RVW: 3.25 Low: 1.08 High: _lQ 

Median Pre-Service Time.;----l-() 5 

25th Percentile Intra-Svc Time: 23 

Median Post-Service Time: 

Immediate Post Service Time: 

Median Intra-Service Time: ______@ 

75th Percentile Intra-Svc Time: 210 Low: _o_ High: 600 

Total Time 

~ 10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor 
Clinical pathology consultation; comprehensive, 
for a complex diagnostic problem, with review 

of patient's history and medical records 

Global WorkRVU 
XXX 1.33 

CPT Code: 

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

38210 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

.... IM_e_d_ia_n_P_re_-T_i_m_e _____________ __.ll.w-s IINoRUCdata 

._I M_e_d_ia_n_In_tra_-_T_im_e _____________ __.ll6o II No RUC data 

Median Immediate Post-service Time ~10 NoRUCdata 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospital Visit Times 

Median Discharge Day Management Time 

Median of Aggregate Office Visit Times 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.13 113.93 
management options that must be considered '-------' 

The amount and/or complexity of medical records, diagnostic tests, 14.40 113.47 
and/or other information that must be reviewed and analyzed '-------' 

.... 1 u_r.:::.ge_n....;cy"--of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in....::g::__ _______ ___JI ._l4_.4_o __ __.l .... 13_.4_7 ___ _. 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 114.60 114.14 

I Physical effort required 112.67 112.21 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality 14.73 113.93 

I Outcome depends on the skill and judgement of physician 114.47 113.79 

Estimated risk of malpractice suit with poor outcome 14.27 113.79 



INTENSITY /COMPLEXITY MEASURES 

Time S~ents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.20 

114.21 

113.70 

Referenc 
e Service 
1 

112.89 

113.47 

112.80 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38210 

A panel of physicians from various related societies reviewed the data and reached sonsensus on the recommended 
work value 

FREQUENCYINFO~TION 

How was this service previously reported? ----'8""'6"""9'-'1'""'5 ______ (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

Specialty __________ _ __ Commonly __ Sometimes __ _;Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? __lL_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38211 

CPT Code: 38211 Tracking Number: X7 Global Period: XXX Reeommeaded RVW: 1.5 
RUC Rec. RVW: 1.42 

CPT Descriptor: Tumor Cell Depletion 

CLINICAL DESCRIPTION OF SERVICE: 
Vignette Used in Survey: The typical patient is a 25 year old male with B-cell lymphoma or breast cancer 
metastatic to the bone marrow. The patient needs an autologous peripheral blood stem cell harvest with later 
transplant but there is known tumor contamination in the bone marrow. A physcian writes a prescription for this 
procedure based on review of the patient's disease and risk of tumor contamination. In an emergency, a physcian 
may do this procedure. 
Tumor cell depletion is performed using various methods such as the Baxter Isolex device, which has been FDA 
approved for tumor depletion. The instrument enriches for stem cells (CD34+) and passively removes unwanted 
cells such as tumor cells. Quality assessment of the product is performed. In an emergency a physcian may do this 
procedure. The quality of the tumor cell depleted hematopoietic progenitor cell product (bone marrow or blood
derived hematopoietic progenitor cells) must be assessed prior to release of product. Examples of quality assurance 
are nucleated cell count, differential, viability, sterility and/or immunophenotyping by flow cytometry for cd34(+) 
progenitor cells and or tumor cells. These parameters are recognized by two accreditation agencies (F AHCT and 
AABB) as necessary and are included in the regulations recently proposed by the FDA. The physcian then judges if 
this product remains suitable for transplantation or if new product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work: Intraservice is for patients with stem cells or marrow contaminated with 
tumor cells either B-celllymphoma or breast cancer. The FDA approved machine is the isolex device. The 
supervision of a processing plus validation of the quality control and the adequacy of the stem cell product, that 
there is sufficient product for transplantation. Failure to do this increases the patient's risk of relapse. This 
procedure is slightly less complicated than the T -cell depletion. The FDA requires physician assessment of this 
procedure and the product processed. 

Description of Post-Service Work: Preparation of report 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: _lL Response Rate: (%):.___..:.7~1-'-'%"------ Median RVW: 2.27 

Type of Sample (Circle One): random, IPaneij, convenience. Explanation of sample size: 

25th Percentile RVW: 1.63 75th Percentile RVW: 2.75 Low: 1.00 High: 6.00 

Median Pre-Service Time: _---=:;5__ Median Intra-Service Time: 60 

25th Percentile Intra-Svc Time: 25 

Median Post-Service Time: 

Immediate Post Service Time: 

75th Percentile Intra-Svc Time: ___lQL Low: _0_ High: 360 

Total Time 

10 

Level of Service by CPT Code 
{List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor 
Clinical pathology consultation; comprehensive, 
for a complex diagnostic problem, with review 
of patient's history and medical records 

Global Work RVU 
XXX 1.33 

CPT Code: 38211 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

~..1 M_e_d_ia_n_P_re_-T_;i:;.;.m;.:.e ______________ __JII5 II No RUC data 

~..1 M_e_d_ia_n_In_tra_-_T_im_e _____________ __,ll6o II No RUC data 

Median Immediate Post-service Time I 0 No RUC data 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospital Visit Times 

Median Discharge Day Management Time 

Median of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.80 113.86 
management options that must be considered '--------' 

The amount and/or complexity of medical records, diagnostic tests, 14.07 113.36 
and/or other information that must be reviewed and analyzed '--------' 

~..lu_r~~-n_c~y_of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in~g~-------~~~-~4_.0_7 __ ~11~..3_.2_1 ___ ~ 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 114.57 114.00 

I Physical effort required 112.57 112.15 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.13 113.86 

I Outcome depends on the skill and judgement of physician 113.93 113.57 

Estimated risk of malpractice suit with poor outcome 13.80 113.79 



INTENSITY /COMPLEXITY MEASURES 

Time Se2111ents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

112.90 

114.14 

113.50 

Referenc 
e Service 
1 

112.60 

113.47 

112.80 

CPT Code: 38211 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed and reached consensus on the recommended work 
value. 

FREQUENCY INFORMATION 

How was this service previously reported? _8=-6=9'--'1"""5'---_____ (ifunlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ---'Rarely 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? __x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38212 

CPT Code: 38212 Tracking Number: _KL Global Period: XXX Reeommended RVW: __LQ_ 
RUC Rec. RVW: 0.94 

CPT Descriptor: Red blood cell removal 
CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35 year old female with leukemia is blood type 0 and requires a peripheral blood stem 
cell transplant. The donor is blood type A. With such a stem cell harvest, ABO blood group barriers are routinely 
crossed. If fresh bone marrow containing Type A red blood cells is given to the patient, those type A cells will be 
immediately hemolyzed. This would cause renal failure and ultimately death to the patient because they could not 
receive post transplant immunosuppression therapy. Because of the different blood types, red blood cell depletion is 
required from the harvest. The stem cell harvest is then performed. A physcian writes an order for this procedure 
and supervises it. In an emergency, a physcian may do this procedure. 
The red cell depletion can be done by various methods such as mononuclear cell concentration using an FDA 
approved apheresis device, mononuclear cell enrichment using density gradient solution, hydroxyethel starch which 
is FDA approved as an infusible solution. In an emergency a physcian may do this procedure. Quality assessment of 
the product is performed. The quality of the hematopoietic progenitor cells (bone marrow, blood-derived, or 
umbilical cord blood-derived hematopoietic progenitor cells) must be assessed prior to release of product. Examples 
of quality assurance are hematocrit, red cell count, nucleated cell count, differential, viability, sterility and/or 
imrnunophenotyping by flow cytometry for cd34(+) progenitor cells. These parameters are recognized by two 
accreditation agencies (F AHCT and AABB) as necessary and are included in the regulations recently proposed by 
the FDA. The physcian then judges if this product remains suitable for transplantation or if new product needs to be 
collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description of Intra-Service Work: This procedure is done when there is major ABO incompatibility. This is 
a removal of red cells from the product. This is done by hetastart separation. It takes approximately 50 minutes. 
The physician would ensure there is an adequate CD34 count post-selection and there is minimal red cell 
contamination. Failure to properly assess red blood cell removal will cause an acute hemolysis with infusion of 
the graft. The FDA requires physician assessment of this procedure and the product processed. 

Description ofPost-Service Work: Preparation of report. 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: __ll_ Response Rate:(%): 71% Median RVW: _J..jQ 

Type of Sample (Circle One): random, ~ane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile RVW: 2.10 Low: 0.50 High: 3.00 

Median Pre-Service Time: ___,5:::....___ Median Intra-Service Time: ~ 

25th Percentile Intra-Svc Time: 12.5 

Median Post-Service Time: 

Immediate Post Service Time: 

75th Percentile Intra-Svc Time: 120 Low: _0_ High: 150 

Total Time 

& 10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
90935 

CPT Descriptor 
Hemodialysis procedure with single 
physician evaluation 

CPT Code: 

Global Work RVU 
000 1.22 

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

38212 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

LIM_e_d_iM __ Pr_e-_T_im_e __________________________ ~ll5 ll~o------~ 

ILM_e_d_ian_I_n_~_-T_i_m_e ________________________ ~ll3o 11~2_1 ______ ~ 

MediM Immediate Post-service Time H--10 0 

MediM of Aggregate Critical Care Times 
:=======j 

MediM of Aggregate Other Hospital Visit Times 

MediM Discharge Day Management Time 

MediM of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of j3.33 113.53 
mMagement options that must be considered '---------' 

The amount Mdlor complexity of medical records, diagnostic tests, 13.20 113.00 
Mdlor other information that must be reviewed and Malyzed '---------' 

._I u_r.:::.ge_n_:cy'--of_m_e_d_ic_al_d_ec_i_sio_n_m_a_k_in-=g'--------------'1 .__l3_.6_o ____ __.l .__l3_.2_o ___ _. 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 113.80 113.53 

I Physical effort required 112.27 112.40 

Psychological Stress (Mean) 

I The risk of significMt complications, morbidity Mdlor mortality 114.07 114.07 

I Outcome depends on the skill Md judgement of physiciM 113.80 113.67 

Estimated risk of malpractice suit with poor outcome 14.33 113.47 



INTENSITY /COMPLEXITY MEASURES 

Time S~ents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

112.70 

113.50 

113.40 

Referenc 
e Service 
1 

112.70 

113.27 

112.80 

CPT Code: 38212 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and reached consensus on the recommended 
work value. 

FREQUENCY INFORMATION 

How was this service previously reported? ___:8:!..::6~9~1:::..5 _____ (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ___ Rarely 

Specialty __________ _ __ Commonly __ Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency:. _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? _L Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38213 

CPT Code: 38213 Tracking Number: X9 Global Period: XXX Reeommended RVW: 0.5 
RUC Rec. RVW: 0.24 

CPT Descriptor: Platelet depletion 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female with leukemia who requires an allogeneic 
peripheral blood stem cell transplant. The donor is much smaller than the intended recipient, thus requiring multiple 
days of harvesting. Because multiple successive days of stem cell collection causes the donor's platelets to become 
severely depleted, prior platelet depletion of the donor is required. The physcian assesses both donor needs and 
recipient needs as this procedure will deplete some of the hematopoietic progenitors collected. A physcian writes a 
prescription for a platelet addback to be obtained and separated from the blood-derived hematopoietic progenitor cell 
product. A physcian supervises this procedure. In an emergency a physcian does this procedure. 
The collected apheresis product is depleted of platelets using a centrifugation method. The separated platelets are 
infused back to the donor and the stem cells are used for transplantation for the patient. In an emergency a physcian 
does this procedure. Quality assessment on both products is performed. It is critical to be sure that the donor is not 
harmed by an excessively low platelet count as part of the transplant process. The physician has to ascertain whether 
there is a quality platelet product obtained from the donor with minimal risk to the transplant product. . The quality 
of the platelets (bone marrow or blood-derived) must be assessed prior to release of product. Examples of quality 
assurance are platelet count, hematocrit,nucleated cell count, viability, and sterility. These parameters are 
recognized by two accreditation agencies (F AHCT and AABB) as necessary and are included in the regulations 
recently proposed by the FDA. The physcian then judges if this product is suitable for infusion. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work: This is basically done via a cell selector such as the Cobe Spectra for 
removal of platelets from a stem cell collection. There will be loss of stem cells. The platelets will be infused in 
recipients. The FDA requires physician assessment of this procedure and the product processed. 

Description of Post-Service Work: Preparation of report 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: __ll_ Response Rate: (%):---"'5"""2"""'%,__ __ _ ·Median RVW: 1.20 

Type of Sample (Circle One): random, !Pane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile RVW: 1.75 Low: 0.80 High: ______Jj_Q 

Median Pre-Service Time: ~ 5 

25th Percentile Intra-Svc Time: 20 

Median Post-Service Time: 

Immediate Post Service Time: 

Median Intra-Service Time: 30 

75th Percentile Intra-Svc Time: 67.5 Low: _0_ High: 180 

Total Time 

10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor 
Clinical pathology consultation; comprehensive, 
for a complex diagnostic problem, with review 
of patient's history and medical records 

Global WorkRVU 
XXX 1.33 

CPT Code: 38213 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

I._M_e_d_ian_Pr_e-_T_im_e _____________ __.ll.w 5 II No RUC data 

Ll M_e_d_ian_In_tr_a-_T_im_e _____________ __,~ll3o II No RUC data 

Median Immediate Post-service Time I 0 No RUC data 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospital Visit Times 

Median Discharge Day Management Time 

Median of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.27 113.55 
management options that must be considered ...._ ___ __. 

The amount and/or complexity of medical records, diagnostic tests, 13.18 113.73 
and/or other information that must be reviewed and analyzed ...._ ___ --' 

Ll U_r~g_en_c::....y_of_m_e_d_ic_a_l d_e_ci_si_on_m_ak_in....::g::..._ _______ __..~l ._13_.9_1 __ __.1 ._13_.7_3 ___ _, 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 114.00 113.82 

I Physical effort required 112.55 112.82 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality 14.00 113.82 

I Outcome depends on the skill and judgement of physician 113.55 113.73 

Estimated risk of malpractice suit with poor outcome 14.00 113.45 



INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CYI' Code 

113.33 

113.30 

113.33 

Referenc 
e Service 
! 

113.17 

113.45 

113.00 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38213 

A panel of physicians from various related societies reviewed the data and reached consensus on the recommended 
work value. 

FREQUENCY INFORMATION 

How was this service previously reported? _8""'6""9'-'1'""5'--------- (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes __ _;Rarely 

Specialty __________ _ __ Commonly __ Sometimes __ _;Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? __x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38214 

CPT Code: 38214 Tracking Number: X10 Global Period: XXX Reeammended RVW: _QJQ_ 
RUC Rec. RVW: 0.81 

CPT Descriptor: Plasma (volume) depletion 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female with leukemia who is type A and requires a 
bone marrow transplant. The only available donor is type 0. The donor's type 0 plasma has sufficient anti-A that it 
may cause hemolysis with infusion of the marrow product. The plasma needs to be depleted from this product so 
that there can be a safe transplant. A physcian writes a prescription for and supervises this procedure. In an 
emergency a physcian does this procedure. 
Plasma/volume depletion can be done by various methods (i.e. centrifugation or nucleated cell concentration using 
an FDA approved apheresis device. In this process, stem cells are concentrated and plasma/excess volume are 
removed. In an emergency a physcian does this procedure. Quality assessment of the product is performed. The 
quality of the plasma depleted hematopoietic progenitor cell transplantation product (bone marrow-derived 
hematopoietic progenitor cells) must be assessed prior to release of product. Examples of quality assurance are 
nucleated cell count, differential, viability, sterility and/or immunophenotyping by flow cytometry for cd34(+) 
progenitor cells or T-lymphocytes. These parameters are recognized by two accreditation agencies (FAHCT and 
AABB) as necessary and are included in the regulations recently proposed by the FDA. The physcian then judges if 
this product remains suitable for transplantation or if the procedure needs to be repeated. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work: This is when there is minor ABO incompatibility to prevent hemolysis of 
the recipient's red cells by plasma depletion. This is usually done by density gradient. The FDA requires 
physician assessment of this procedure and the product processed. 

Description of Post-Service Work: Preparation of report. 

SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: _ll_ Response Rate: (%):___,_7..!..1°.!...!Yo'------- Median RVW: ___llQ 

Type of Sample (Circle One): random, IPane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile RVW: 1.66 Low: 0.50 High: 2.80 

Median Pre-Service Time: ---=5=----- Median Intra-Service Time: ___1!! 

25th Percentile Intra-Svc Time: 10 

Median Post-Service Time: 

Immediate Post Service Time: 

75th Percentile Intra-Svc Time: ___QQ_ Low: _0_ High: 120 

Total Time 

~10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor Global Work RVU 
Clinical pathology consultation; comprehensive, XXX 1.33 
for a complex diagnostic problem, with review 
of patient's history and medical records 

CPT Code: 

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

38214 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

~IM_e_d_i~ __ P_re_-T_im __ e __________________________ ~lls IINoRUCdarn 

~IM_e_d_i~ __ In_trn_-_T_im_e ________________________ ~ll3o IINoRUCdarn 

Median Immediate Post-service Time ~ 10 No RUC darn 

Median of Aggregate Critical Care Times 

Median of Aggregate Other Hospirnl Visit Times 

Median Discharge Day Management Time 

Medi~ of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis ~d/or the number of 13.27 113.60 
m~agement options that must be considered L...:,_ ______ -l L..:...:..:....:. ______ _J 

The amount and/or complexity of medical records, diagnostic tests, 13.47 I .... 13_.1_3 ______ _J 

~d/or other information that must be reviewed and analyzed ....__ ______ _J 

._I U_r-=g_en_c=-y_of_m_e_d_ic_a_l d_e_ci_si_on_m_ak_in_,g"------------JI ~13_. 7_3 ____ ---ll .... I3_.0_7 ______ _J 

Technical Skill/Physical Effort (Mean) 

I Technical skill required 113.80 113.67 

I Physical effort required 112.20 112.27 

Psychological Stress (Mean) 

The risk of signific~t complications, morbidity and/or morrnlity 14.13 113.93 

I Outcome depends on the skill ~d judgement of physict~ 113.67 113.60 

Estimated risk of malprnctice suit with poor outcome 14.07 113.60 



INTENSITY /COMPLEXITY MEASURES 

Time Se~m~ents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

112.70 

113.36 

113.22 

Referenc 
e Service 
1 

112.60 

113.27 

112.78 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38214 

A panel of physicians from various related societies reviewed the data and reached consensus on the recoommended 
work value 

FREQUENCY INFORMATION 

How was this service previously reported? -""86""9"""'1'""5'------- (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ___ .Rarely 

Specialty __________ _ __Commonly __ Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? ___.K_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 38215 

CPT Code: 38215 Tracking Number: lQ_L_ Global Period: XXX Reeommended RVW: 1.18 
RUC Rec. RVW: 0.94 

CPT Descriptor: Cell concentration in plasma, mononuclear, or huffy coat layer 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female with leukemia who is type B and requires a 
peripheral blood stem cell transplant. The only available donor is type A. Thus, to prevent transplant problems, a 
purified hematopoietic progenitor cell population (with minimal red cell and plasma contamination) is needed for 
the graft. A physcian writes an order for this procedure and supervises. In an emergency a physcian may do this 
procedure. 
In this scenario, to avoid hemolytic transfusion reaction, both the RBCs and plasma must be removed. This can be 
achieved by various methods such as mononuclear cell concentration using an FDA approved apheresis device or 
density gradients solutions. In this process, stem cells are concentrated and plasma/excess volumes are removed. In 
an emergency a physcian may do this procedure. Quality assessment of the product is performed. The quality of the 
mononuclear cell preparation of the hematopoietic progenitor cell transplantation product (bone marrow, blood
derived, or umbilical cord blood-derived hematopoietic progenitor cells) must be assessed prior to release of 
product. Examples of quality assurance are hematocrit,nucleated cell count, differential, viability, sterility and/or 
immunophenotyping by flow cytometry for cd34(+) progenitor cells and T-lymphocytes. These parameters are 
recognized by two accreditation agencies (F AHCT and AABB) as necessary and are included in the regulations 
recently proposed by the FDA. The physcian then judges ifthis product remains suitable for transplantation or ifthe 
procedure needs to be repeated or if new product needs to be collected. 

Description of Pre-Service Work: Review of donor and patient data 

Description oflntra-Service Work: This procedure is performed for major/minor ABO incompatibility of the 
graft or when one standard red cell depletion has not removed all the potential red cells that have caused an acute 
reaction. This procedure's failure will either cause graft failure or acute hemolysis with graft infusion. Risk to the 
patient is quite high. Both risk and loss of graft in the allogeneic setting is high because this procedure has a great 
deal of stem cell loss. The FDA requires physician assessment ofthis procedure and the product processed. 

Description of Post-Service Work: Preparation of report 
SURVEY DATA: 

Presenter(s) Drs. James Gajewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: _lL_ Response Rate:(%): 71% Median RVW: ____ldQ 

Type of Sample (Circle One): random, !Pane~, convenience. Explanation of sample size: 

25th Percentile RVW: 1.18 75th Percentile RVW: 1.99 Low: 0.50 High: 3.60 

Median Pre-Service Time: -=-5 ___ Median Intra-Service Time: ~ 

25th Percentile Intra-Svc Time: 25 

Median Post-Service Time: 

Immediate Post Service Time: 

75th Percentile Intra-Svc Time: 110 Low: _Q_ High: 150 

Total Time 

M- 10 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



KEY REFERENCE SERVICE: 

CPT Code 
80502 

CPT Descriptor Global Work RVU 
Clinical pathology consultation; comprehensive, XXX 1.33 
for a complex diagnostic problem, with review 
of patient's history and medical records 

CPT Code: 

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

38215 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. Key Reference 
CPT Code: CPT Code: 

I~M_e_d_i~ __ P_re_-T_im_e __________________________ ~ll5 IINoRUCdam 

~~ M_e_d_t~ __ In_tra_-_T_im_e __________________________ ~ll4o II No RUC dam 

Medi~ Immedtate Post-service Time H 10 No RUC dam 

Median of Aggregate Critical Care Times 

Medtan of Aggregate Other Hospiml Visit Times 

Medi~ Discharge Day Management Time 

Medi~ of Aggregate Office Visit Times 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis ~d/or the number of 13.47 113.47 
management options that must be considered '-------------' 

The amount ~d/or complexity of medical records, diagnostic tests, 13.73 113.27 
and/or other information that must be reviewed ~d ~alyzed '-------------' 

.... 1 u_r.::.ge_n_;cy:.__of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in...::g:....._ _______ ____.l ~l4_.o_o ____ ___.l ._13_.5_3 ______ _, 

Technical Skill/Phvsical Effort (Mean) 

I Technical skill required 114.20 113.80 

I Physical effort required 112.53 112.27 
Psychological Stress (Mean) 

The risk of signific~t complications, morbidity and/or mortality 14.40 114.33 

I Outcome depends on the skill ~djudgement of physician 114.20 113.93 

Esttmated risk of malpractice suit wtth poor outcome 14.20 113.93 



INTENSITY/COMPLEXITY MEASURES 

Time Semnents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

112.7o 

113.64 

113.20 

Referenc 
e Service 
1 

112.60 

113.20 

112.60 

Describe the process by which your specialty society reached your final recommendation. 

CPT Code: 38215 

A panel of physicians from various related societies reviewed the data and reached consensus on the recommended 
work value. 

FREQUENCY INFORMATION 

How was this service previously reported? ---'8""6""'9'--'1'""5 ______ (if unlisted code, please ensure that the Medicare 
frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty __________ _ __Commonly __ Sometimes ___ Ra.rely 

Specialty __________ _ __ Commonly __ Sometimes __ ....:Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty __________ _ Frequency: _______ _ 

Specialty __________ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in 
a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __________ _ Frequency: No Medicare Data on code 

Specialty __________ _ Frequency _____ _ 

Do many physicians perform this service across the United States? _x__ Yes __ No 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April 2002/September 2002 

Excision of Mandible/Facial Bone Tumor 

Two revised CPT codes (21 030 and 21 040) were re-reviewed by the RUC in September 2002. Previously, the RUC reviewed four 
new codes in this family and made recommendations to the Center's for Medicare and Medicaid in May 2002. The four new codes 
(21 046, 2104 7, 21048 and 21 049) were developed to reflect the increased intra-operative time, the extent of surgery and the increased 
intensity level required to perform these services as compared to the codes currently being used, which inadequately describe the 
intensity of the procedures being performed. 

Codes 21030 and 21040 
In April 2002, the RUC reviewed codes 21030 Excision of benign tumor or cyst offaeial hone ether thEJn mEJndihle, maxilla or 
zygoma. bv enucleation and curettage and 21040 Excision of benign cyst or tbtH9er, tumor or cyst of mandible-;-, by enucleation and 
curettage simple. The RUC decided to table these codes pending review of the CPT panel to clarify some language issues and the 
possible re-surveying of these codes by the specialty societies pending the CPT decision. The CPT Editorial Panel did review these 
codes in May 2002 and modified the codes to state "enucleation and/or curettage." 

At the September 2002 meeting, the RUC reviewed survey data obtained by the specialty society. The reference CPT code 21555, 
Excision tumor, soft tissue of neck or thorax,· subcutaneous, was selected by the survey respondents as having similar total work (work 
RVU= 4.35), and is comparable to the survey median RUV for CPT code 21030 and the 25th percentile for CPT code 21040. In 
addition, IWPUT analysis demonstrated that the RVU for of 4.50 is reasonable for both codes. The survey time for codes 21030 and 
21040, 30 minutes pre-service time, 3 3/3 7 minutes, respectively, intra-service time, and 15 minutes post-service time, is similar to the 
Harvard time for 21555 (27 minutes pre-service time, 41 minutes intra-service time, and 10- minutes post-service time). Further, the 
total RVU for these two codes is less than budget neutral, and therefore is appropriate. CPT code 21030 had previously been valued at 
6.46 with 10,330 claims and 21040 had previously been valued at 2.11 with 2,342 claims. The RUC recommends a work relative 
value of 4.50 for CPT codes 21030 and 21040. 

Previously Approved RUC Recommendations 
Code 21034 
The work RVU for code 21034, Excision of malignant tumor of maxilla or zygoma, was not revised by the RUC, as the RUC viewed 
the CPT changes to be editorial in nature. 

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



Codes 21046 and 21048 
The RUC examined codes 21046 Excision of benign tumor or cyst, mandible; with intra-oral osteotomy (eg, locally aggressive or 
destructive lesion and 21048 Excision of benign tumor or cyst of maxilla, requiring intra-oral osteotomy (eg locally aggressive or 
destructive lesion(s)). The RUC agreed with the specialty societies' recommendations that these codes were needed to describe the 
intensity level ofthe service being performed. The RUC also agreed that the recommended relative work value for 21046 and 21048, 
both the survey medians, were appropriate. Both of these services are comparable in work to CPT code 21206 Osteotomy, maxilla, 
segmental (eg, Wassmund or Schuchard) (work RVU = 14.10 with a pre-service time of75 minutes, intra-service time of 108 minutes 
post-service time of 57 minutes, post-op hospital time of 41 minutes and post-op office visit time of 95 minutes. Code 21046 and 
21048 both had survey time of75 minutes for pre-service, 120 minutes of intra-service, 30 minutes of post-service 1 hospital visit, 
discharge day and 5 office visits. The survey respondents did indicate that 21048 was more intense than 21046, therefore an 
incremental increase is appropriate. The RUC recommends a work relative value of 13.00 for 21046 and 13.50 for 21048. 

Code 21047 
The RUC considered the specialty societies' recommendation for code 21047 Excision of benign tumor or cyst, mandible; with extra
oral osteotomy and partial mandibulectomy (eg locally aggressive or destructive lesion). The RUC compared the work of 2104 7 to 
21046 and agreed that the additional120 minutes of intra-service work justified the increment of5.75 over the base code. The RUC 
recommends a work relative value of 18.75 for 21047. 

Code 21049 
The RUC assessed the specialty societies' recommendation for code 21049 Excision of benign tumor or cyst, maxilla; with extra-oral 
osteotomy and partial maxillectomy (eg, locally aggressive or destructive lesion). Because of the aggressive nature of the 
ameloblastic fibro-odontoma, which requires radical excision to obliterate them and prevent re-occurrence, the RUC agreed with the 
intensity of this service. Additional justification for this recommendation included the increased intensity associated with the extra
oral approach and the higher surveyed intensity as compared to the reference code 21206 Osteotomy, maxilla, segmental (eg 
Wassmund or Schuchard) (RVU _= 14.10). In addition, the total time for the surveyed code (543 minutes) far exceeded that ofthe 
reference code (348 minutes). The RUC recommends a work relative value of 18.00 for 21049. 

Practice Expense 
The RUC reviewed the practice expense inputs for 21046-49 and recommends that the standard 90-day global package would be 
applied to all of these codes. For CPT codes 21030 and 21040, the RUC eliminated the one half99238 discharge visit, (6 minutes) for 
the clinical staff time, as this service is typically performed in an office setting. All other inputs were approved. 

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



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 

cr21030 F1 Excision ofbenign tumor or cyst offaeial boRe 090 4.50 
other thaR maRdible, maxilla or zygoma, by 
enucleation and curettage 

cr21034 F2 Excision of malignant tumor of faeial boRe, ether 090 16.17 (no change) 
thaR maRdible maxilla or zygoma 

cr21040 F3 Excision of benign eyst or tumor, tumor or cyst 090 4.50 
of mandible;, by enucleation and/or curettage 
simple 

21041(D) eomplex 090 N/A 

21041 has been deleted. To regort, see 210X1 or 
210X2) 

.21046 F4 Excision of benign tumor or cyst of mandible; 090 13.00 (RUC 
with intraoral osteotomy ( eg, locally aggressive Recommendation 
or destructive lesion(s)) to CMS May 2002) 

.21047 F5 requiring extra-oral osteotomy and partial 090 18.75 (RUC 
mandibulectomy ( eg, locally aggressive or Recommendation 
destructive lesion(s)) to CMS May 2002) 

.21048 F6 Excision ofbenign tumor or cyst of maxilla; 090 13.50 (RUC 

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



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 

requiring intra-oral osteotomy ( eg, locally Recommendation 

aggressive or destructive lesion( s)) to CMS May 2002) 

.21049 F7 requiring extra-oral osteotomy and partial 090 18.00 (RUC 
maxillectomy ( eg, locally aggressive or Recommendation 
destructive lesion( s)) to CMS May 2002) 

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



AMAISPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF WORK RECOMMENDATION (Sept 2002) 

CPT Code: 21 030 (F1) Global: 090 Recommended RVW: 4.50 

CPT Descriptor: Excision of benign tumor or cyst of facial bone other than mandible, maxilla or 
zygoma, by enucleation and curettage 

Survey Vignette (Typical Patient) 
A 22-year-old female has a pear-shaped radiolucent area between her left lateral and cuspid teeth. 
Previous evaluation, both clinically and radiographically, has determined that this is most likely a 
classic globulomaxillary cyst, producing typical divergence of the roots of these vital teeth. Under 
local anesthesia, the lesion is approached with an appropriate incision and elevation of a 
mucoperiosteal flap. The lesion is removed via enucleation and curretage and the area is irrigated 
and the flap returned and sutured. Postoperative office visits are conducted as necessary through the 
90-day global period for suture removal, review of pathology report, and review of radiographs to 
monitor defect correction and the health of the affected teeth. [When completing this survey please 
consider only the preservice work within 24 hours of the procedure, the procedure itself, and all work 
through the 90-day global period. You may continue to see the patient beyond the 90-day global 
period, but that work would be separately reportable.] 

CLINICAL DESCRIPTION OF SERVICE: 

PREOPERATIVE WORK: 
• Review pre-operative work-up, including all radiographs 
• Review planned incisions and procedure 
• Answer patient and family questions and obtain informed consent 

INTRA-SERVICE WORK: 
Under local anesthesia, an incision is made and a mucoperiosteal flap raised. The lesion is removed via 
enucleation and curettage and sent for pathological diagnosis. The area is irrigated and the flap returned and 
sutured. 

POSTOPERATIVE WORK, DAY OF PROCEDURE: 
• Answer patienUfamily questions 
• Dictate post-op report 
• Review instructions for post-discharge wound care and home care with patient and family 
• Write orders for medications 

POSTOPERATIVE WORK, FOLLOWUP OFFICE VISITS: 
• Examine and talk with patient 
• Check wounds 
• Review pathology report with patienUfamily 
• Order and review radiographs to monitor defect correction and the health of the affected teeth 
• Answer patienUfamily questions 
• Answer insurance staff questions 
• Write orders for medications 



CPT: 21030 (F1) (RUC Sept 2002) Page 2 

SURVEY DATA 

-
Presenter(s): Lanny Garvar, DMD 

Specialty(s): American Association of Oral & Maxillofacial Surgeons/American Dental Association 

CPT Code: 21030 

Sample Size: 125 I Resp n: 32 I Resp %: 26% 

Sample Type: Random 

Low 25th pctl Median 75th pctl Hj_g_h 

Survey RVW: 3.00 4.22 4.50 5.90 8.75 

Pre-Service Time: 30 

Intra-Service Time: 20 30 33 45 60 

Post-Service Total Min* CPT code I# of visits 

Day of Surgery: 

lmmed. Post-time: 15 

Other Post-time/visit: 0 

After Day of Surgery: 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 0 

Office time/visit(s): 53 99213 X 1 ; 99212 X 2 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 99231 (19); 
99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE(S): 

CPT Descriptor '02RVW Glob 

21555 Excision tumor, soft tissue of neck or thorax; subcutaneous 4.35 090 

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

TIME ESTIMATES {MEDIAN) 
Svy CPT Ref CPT 

21040 (Hvd) 
Pre-service time 30 27 

Intra-service time 33 41 

Same Day Immediate Post-service time 15 10 

Same Day Other Post-service t1me 0 0 
Post Total critical care time (not same day) 0 0 

Post Total other hospital vis1t time (not same day) 0 0 

Discharge management time 0 11 

Total office visit t1me 53 42 

Total Time 130 131 
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INTENSITY/COMPLEXITY MEASURES (mean) 

TIME SEGMENTS 
Svy CPT Ref CPT 

21030 (Hvd) 
Pre-service 2.67 2.67 

Intra-service 2.33 2.56 

Post-service 2.33 2.33 

MENTAL EFFORT AND JUDGMENT 
The number of possible diagnosis and/or the number of management options that must be 2.44 2.56 
considered 

The amount and/or complexity of medical records, diagnostic tests, and/or other information 2.44 2.67 
that must be reviewed and analyzed 

Urgency of medical decision making 1.89 2.22 

TECHNICAL SKILUPHYSICAL EFFORT 
Technical skill required 
Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 1.89 2.11 

Outcome depends on the skill and judgment of physician 2.22 2.44 

Estimated risk of malpractice suit with poor outcome 2.33 2.56 

RATIONALE: 
The total time for codes 21030 and 21040 shown in the RUC database represent a CMS-based proxy ("pr") for 
use in calculating practice expense pools and have no survey basis. Codes 21030 and 21040 have been 
revised, along with other new/revised/deleted codes in the family of "excision of mandible/facial bone tumor" to 
more clearly differentiate 'simple versus complex' and 'non-aggressive versus aggressive' lesions. 

Codes 21030 and 21040, as revised, represent similar procedures, differentiated only by the lesion location 
(maxilla/zygoma versus mandible). The current RVWs for 21030 and 21040 are 6.46 and 2.11 respectively. 
Because these codes have been revised (along with other codes in the family, previously review by the RUC), 
and because the current RVWs do not make sense and are not based on surveys, the AAOMS conducted 
surveys to obtain survey-based RVWs for these revised codes, supported by time and visit data. 

With respect to the reference code 21555, these codes reflect similar total work. 

As stated above, these codes represent similar procedures and the survey times and visit data are almost 
identical. Therefore, we are recommending an RVW of 4.50 for both codes 21030 (median) and 21040 (251

h 

percentile). 

The IWPUT analysis below shows that and RVW of 4.50 for both codes is reasonable. 

Further, the total RVU's for these two codes is less than budget neutral: 

CPT 
21030 
21040 
Total 

2000 
Freq 
1,599 
1 '11 0 

2002 
RVW 
6.46 
2.11 

Current 
RVUs 
10,330 
2,342 
12,672 

Recom'd. 
RVW 
4.50 
4.50 

Estimated 
RVUs 
7,196 
4,995 
12,191 
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IWPUT ANALYSIS Survey CPT code: 21030 Survey CPT code: 21040 

Row I Column A B c D E F 

MEDIAN Svy 25th Pctl Svy 
1 RVW: 4.50 RVW: 4.50 

Survey Survey 
2 Data RVW Data RVW 

3 Pre-service Time Intensity (=timex intensity) Time Intensity (=time x intensity) 

4 Pre-service 30 0 0224 0.67 30 0.0224 067 

6 PRE-service total: 0.67 0.67 

7 Post-service Time Intensity (=time x intensity) Time Intensity (=time x intensity) 

8 lmmed1ate post 15 0.0224 0.34 15 0.0224 0.34 

9 Subsequent visits: Visit n E/M RVW (=n x RVW) Visit n E/M RVW (=n x RVW) 

19 99215 0 1.73** 0 0 1.73** 0 

20 99214 0 1.08** 0 0 1.08** 0 

21 99213 1 0.65** 065 1 0.65** 0.65 

22 99212 2 0.43** 0.86 2 0.43** 0.86 

23 99211 0 0.17** 0 0 0.17** 0 

24 POST-service total: 1.85 1.85 

25 Time IWPUT INTRA-RVW Time IWPUT INTRA-RVW 

26 INTRA-SERVICE: 33 0.060 1.98 37 0.054 1.98 

**Note: Office v1s1t RVW's shown reflect RUC/CMS "discounted" values. 

FREQUENCY INFORMATION 

1. How was this service previously reported (if unlisted code, please ensure that the medicare frequency 
for this unlisted code is reviewed)? 
21030 (with and without mod -22) Excision of benign tumor or cyst of facial bone other than mandible 

2. How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 
Specialty: maxillofacial surgery, oral surgery Commonly Sometimes RaFely 

3. For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 
Specialty: maxillofacial surgery, oral surgery Frequency: 3,000 

4. For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 
Specialty: maxillofacial surgery, oral surgery Frequency: 1 ,600 

5. Do many physicians perform this service across the United States or is it limited! to a few medical 
centers? 
Many physicians would be able to perform this procedure, if necessary. 



AMAJSPECIAL TV SOCIETY RVS UPDATE PROCESS 
SUMMARY OF WORK RECOMMENDATION (Sept 2002) 

CPT Code: 21 040 (F3) Global: 090 Recommended RVW: 4.50 

CPT Descriptor: Excision of benign cyst or tumor, tumor or cyst of mandible;., by enucleation and 
curettage simple 

Survey Vignette (Typical Patient) 
An 18-year-old male has a painless swelling over the right posterior body of the mandible. Previous 
evaluation, both clinically and radiographically, has determined that this is most likely a traumatic 
bone cyst. The lesion runs from the second bicuspid to the second molar. Under local anesthesia, an 
incision is made and a mucoperiosteal flap raised. The lining is composed of a thin fibrous membrane 
which is curetted and the area is irrigated and the flap returned and sutured. Postoperative office 
visits are conducted as necessary through the 90-day global period for suture removal, review of 
pathology report, and review of radiographs to monitor defect correction and the health of the affected 
teeth. [When completing this survey please consider only the preservice work within 24 hours of the 
procedure, the procedure itself, and all work through the 90-day global period. You may continue to 
see the patient beyond the 90-day global period, but that work would be separately reportable.] 

CLINICAL DESCRIPTION OF SERVICE: 

PREOPERATIVE WORK: 
• Review pre-operative work-up, including all radiographs 
• Review planned incisions and procedure 
• Answer patient and family questions and obtain informed consent 

INTRA-SERVICE WORK: 
Under local anesthesia, an incision is made and a mucoperiosteal flap raised. Once the defect is entered, it is 
noted to be an empty cavity with no fluid or solid material. The lining is composed of a thin fibrous membrane, 
which is curetted and sent for pathologic diagnosis. The cavity is irrigated and the flap returned and sutured. 

POSTOPERATIVE WORK, DAY OF PROCEDURE: 
• Answer patienUfamily questions 
• Dictate post-op report 
• Rev1ew mstructions for post-discharge wound care and home care with patient and family 
• Write orders for medications 

POSTOPERATIVE WORK, FOLLOWUP OFFICE VISITS: 
• Examine and talk with patient 
• Check wounds 
• Review pathology report with patienUfamily 
• Order and review radiographs to monitor defect correction and the health of the affected teeth 
• Answer patienUfamily questions 
• Answer insurance staff questions 
• Wnte orders for medications 
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SURVEY DATA 

Presenter(s): Lanny Garvar, DMD 

Specialty(s): American Association of Oral & Maxillofacial Surgeons/American Dental Association 

CPT Code: 21040 

Sample Size: 125 I Resp n: 32 I Resp %: 26% 

Sample Type: Random 

Low 25th pctl Median 75th octl H!g_h 

Survey RVW: 3.10 4.50 6.00 7.20 9.50 

Pre-Service Time: 30 

Intra-Service Time: 15 30 37 45 70 

Post-Service Total Min* CPT code I # of visits 

Day of Surgery: 

lmmed. Post-time: 15 

Other Post-time/visit: 0 

After Day of Surgery: 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 0 

Office time/visit(s): 53 99213 X 1 ; 99212 X 2 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 99231 (19); 
99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE(S): 

CPT Descriptor '02RVW Glob 

21555 Excision tumor, soft tissue of neck or thorax; subcutaneous 4.35 090 

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

TIME ESTIMATES {MEDIAN} 
SvyCPT Ref CPT 

21040 (Hvd) 
Pre-service time 30 27 

Intra-service time 37 41 

Same Day Immediate Post-service time 15 10 

Same Day Other Post-service time 0 0 

Post Total critical care time (not same day) 0 0 

Post Total other hospital visit time (not same day) 0 0 

Discharge management time 0 11 

Total office visit time 53 42 

Total T1me 135 131 
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INTENSITY/COMPLEXITY MEASURES (mean) 

TIME SEGMENTS 
Svy CPT Ref CPT 

21040 (Hvd) 
Pre-service 2.13 2.11 
Intra-service 2.13 2.11 
Post-service 2.00 2.00 
MENTAL EFFORT AND JUDGMENT 

The number of poss1ble diagnosis and/or the number of management opt1ons that must be 2.44 2.00 cons1dered 

The amount and/or complexity of medical records, diagnostic tests, and/or other informat1on 2.33 2.11 that must be reviewed and analyzed 

Urgency of medical decision making 1.78 1.89 
TECHNICAL SKILUPHYSICAL EFFORT 
Technical skill required 

Physical effort required 

PSYCHOLOGICAL STRESS 
The risk of significant complications, morbidity and/or mortality 1.78 1.67 
Outcome depends on the skill and judgment of physician 2.00 2.00 
Estimated risk of malpractice suit with poor outcome 2.22 1.89 

RATIONALE: 

The total time for codes 21030 and 21040 shown in the RUC database represent a CMS-based proxy ("pr'') for 
use in calculating practice expense pools and have no survey basis. Codes 21030 and 21040 have been 
revised, along with other new/revised/deleted codes in the family of "excision of mandible/facial bone tumor'' to 
more clearly differentiate 'simple versus complex' and 'non-aggressive versus aggressive' lesions. 

Codes 21030 and 21040, as revised, represent similar procedures, differentiated only by the lesion location 
(maxilla/zygoma versus mandible). The current RVWs for 21030 and 21040 are 6.46 and 2.11 respectively. 
Because these codes have been revised (along with other codes in the family, previously review by the RUC), 
and because the current RVWs do not make sense and are not based on surveys, the AAOMS conducted 
surveys to obtain survey-based RVWs for these revised codes, supported by time and visit data. 

With respect to the reference code 21555, these codes reflect similar total work. 

As stated above, these codes represent similar procedures and the survey times and visit data are almost 
identical. Therefore, we are recommending an RVW of 4.50 for both codes 21030 (median) and 21040 (251

h 

percentile). 

The IWPUT analysis below shows that and RVW of 4.50 for both codes is reasonable. 

Further, the total RVU's for these two codes is less than budget neutral: 

CPT 
21030 
21040 
Total 

2000 
Freq 
1,599 
1 '11 0 

2002 
RVW 
6.46 
2.11 

Current 
RVUs 
10,330 
2,342 
12,672 

Recom'd. 
RVW 
4.50 
4.50 

Estimated 
RVUs 
7,196 
4,995 
12,191 
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IWPUT ANALYSIS Survey CPT code: 21030 Survey CPT code: 21040 

Row I Column A B c D E F 

MEDIAN Svy 25111 Pctl Svy 
1 RVW: 4.50 RVW: 4.50 

Survey Survey 
2 Data RVW Data RVW 

3 Pre-service Time Intensity (=time x intensity) Time Intensity (=time x intensity) 

4 Pre-serv1ce 30 0.0224 0.67 30 0 0224 0.67 

6 PRE-service total: 0.67 0.67 

7 Post-service Time Intensity (=time x intensity) Time Intensity (=time x intensity) 

8 Immediate post 15 0.0224 0 34 15 0.0224 0.34 

9 Subsequent visits: Visitn ElM RVW (=n x RVW) Visit n ElM RVW (=n x RVW) 

19 99215 0 1.73** 0 0 1.73** 0 

20 99214 0 1 08** 0 0 1.08** 0 

21 99213 1 0.65** 0.65 1 0.65** 0.65 

22 99212 2 0.43** 0.86 2 0.43** 0.86 

23 99211 0 0 17** 0 0 0.17** 0 

24 POST-service total: 1.85 1.85 

25 Time IWPUT INTRA-RVW Time IWPUT INTRA-RVW 

26 INTRA-SERVICE: 33 0.060 1.98 37 0.054 1.98 
. . 

**Note: Office v1s1t RVW's shown reflect RUC/CMS "discounted" values . 

FREQUENCY INFORMATION 

1. How was this service previously reported (if unlisted code, please ensure that the medicare frequency 
for this unlisted code is reviewed)? 
21040 (with and without mod -22) Excision of benign cyst or tumor of mandible; simple 

2. How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 
Specialty: maxillofacial surgery, oral surgery Commonly Sometimes Rarely 

3. For your specialty, estimate the number of times this service might be provided nationally in a one-year 
period? If the recommendation is from multiple specialties, please provide information for each specialty. 
Specialty: maxillofacial surgery, oral surgery Frequency: 2,500 

4. For your specialty, estimate the number of times this service might be provided to Medicare patients 
nationally in a one-year period? If this is a recommendation from multiple specialties please estimate 
frequency for each specialty. 
Specialty: maxillofacial surgery, oral surgery Frequency: 1,100 

5. Do many physicians perform this service across the United States or is it limited to a few medical 
centers? 
Many physicians would be able to perform this procedure, if necessary. 



CPT Code: See Below 
Specialty Society('s) AAOMS 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

90 Day Global Period 
Non-facility and Facility Direct Inputs 

CPT DESCRIPTION 

21030 Excision of benign tumor or cyst of maxilla or zygoma, by enucleation and 
curettage 

21040 Excision of benign tumor or cyst of mandrble, by enucleatron and curettage 

GLOBAL 

90 

90 

Please provide a brief description of the process used to develop your recommendation 
and the composition of your Specialty Society Practice Expense Committee: 
No survey was conducted. The direct practice expense details were jointly by developed by physicians from 
MOMS. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time: Approved typical pre-service period times of 35 minutes for office 
procedures and 60 minutes for facility procedures have been applied. 

Service period clinical staff time (admission to discharge): In office day of procedure pre-service and 
post-servrce times are based on tasks as shown on the spreadsheet, using EM standards for most tasks. 
In addition to these EM tasks normally associated with an office visit: two minutes of additional time has 
been added to office columns for review of patient education/consent prior to performing the procedure; two 
minutes has been included for specimen/pathology prep and requisition; and three minutes has been 
included for home care instructions. Intra-service time is equal to physician time. The assignment of 6 
minutes for 0.5 x 99238 for discharge management has been applied to both codes for facrlity columns. 

Post-service period clinical staff time: Standard EM postop visit times for clinical staff have been applied 
as appropriate for each code. Additionally, three minutes is shown for followup phone call after patient 
leaves office/facility for same day. 

SUPIPLIES AND EQUIPMENT: 
Supplies and equipment necessary to perform the procedures and for the postop office visits are indicated. 



A B I c D I E F I G 

~ CPT: ',' "21030" '" - 21040 ., 
, ~X~CISIOn,of bmugn ,tumor or Exc1s1on of bemgn tumor or 

21030 • 2100 PE Summary 
DESCRIPTOR :cyst Of maxilla OJ zYQO_ma, by cystofmandible;by ·-_ 

~ ': enucle~b~~-ana~~ettBQe". enucleabon and curettage" 

~ GLOBAL . " ~901-~ ~ 90 
4 Site and "'o at site Office FaciiiY Office FaciiiY 
5 TIME CATEGORIES "'"": · ·.:·.s-L?t' _•: >~· -·~;-~ ·. ' Code Deoc: c 77% 23% 81% 19% 

6 PRE-service time 130 RNJLPNIMA 35 60 35 60 
7 SERVICE time 130 RNILPNIMA 64 3 68 3 
8 POST-service time 130 RNILPNIMA 90 90 90 90 
9 PRE-SERVICE ~BEFORE ADMISSIQN :·Y· ... .. Code· ~ f , I:;_', -;-- l.-~- ·. ' 

" . Deoc:"" ' 
10 Complete pre-serv1ce diagnostic & referral forms (5/5) 130 RNILPNIMA 5 5 5 5 

11 Coord pre-surgery serv1ces. rev1ew test/exam results (1 0/20) 130 RNILPNIMA 10 20 10 20 

12 Schedule space and eqUipment 1n facility (0/8) 130 RNJLPNIMA 0 8 0 8 
13 Prov1de pre-serv1ce educat1on/obtam consent (1 0/20) 130 RNILPNIMA 10 20 10 20 
14 Follow-up phone calls & prescnptlons (10/7) 130 RNILPNIMA 10 7 10 7 
15 SERVICE PERIOD .:ADMISS/QNirTQ DISCHARGE :.·t Code Deoc:' >~ 1.::¢-Z~:::;' ,, 

I'-'· '-"·" 'i:,lf : 
16 Before service 

17 Assemble/rev1ew X-ray, lab, pathology reports (99213=2) 130 RNILPNIMA 2 0 2 0 
18 Greet pat1ent and prov1de gowmng (peac std=3) 130 RNILPNIMA 3 0 3 0 
19 Obta1n VItal s1gns (Vitals 0=0, 1-3=3, 4-6=5) 130 RNILPNIMA 5 0 5 0 
20 Rev1ew history, systems, and medications (99213=6) 130 RNJLPNIMA 6 0 6 0 
21 Rev1ew pre-serv1ce education/obtain consent 130 RNILPNIMA 2 0 2 0 
22 Prepare room, eqUipment, supplies (99213=2) 130 RNJLPNIMA 2 0 2 0 
23 Intra-service 

24 Ass1st Phy1s1can dunng Procedure 130 RNILPNIMA 33 0 37 0 
25 After service 

26 Clean room/equipment (99213=3) 130 RNILPNIMA 3 0 3 0 
27 Complete d1agnost1c forms, lab & X-ray requ1s1t1ons 130 RNILPNIMA 2 0 2 0 
28 Home care 1nstruct1ons /coord office v1s /Rxs 130 RNJLPNIMA 3 0 3· 0 
29 Other Clinical Activity (please specify) 

30 99:!311 ehssllaFge "1611 0 1),6 0 1),6 

31 992311 di&GIIal'f}e time 430 RNibPNIMA 0 6 0 6 
32 Commumcate w1th fam1ly from office 130 RN/LPNIMA 3 3 3 3 
33 POST-SERVICE~ AFTER DISCHARGE::,: :~ ';Code Deoc:f .-> w - ·l -~--;"<SL ? .. '·: 

34 99211 16 mmutes 

35 99212 27 mmutes 2 2 2 2 
36 99213 36 mmutes 1 1 1 1 
37 99214 53 mmutes 

38 99215 63 m1nutes 

39 Total Office Visit Time: 130 RNJLPNIMA 90 90 90 90 
40 Other Activity (please specify) 

21030 & 21040 PE Sum Sept02 xis Page 1 
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....!... CPT: ~- ;~:21030· 21040 <" 

-Exas10n of bemgn tumor or ExciSIOn of benign tumor or.~ 

21030-2100 PE Summary DESCRIPTOR cyi;f of rii~1lla or zygoma; by cyst of mandibfe,'liyJ' ~---

-4- ': enucleabon and curettage < enucleabon and curettage 

...;. GLOBAL 1'·"%' : < ' 90 90 
4 Site and % at srte Office Facllty Office Facilty 

41 SUPPLIES ~~- i ' Code ~~f~ ·" 
i: •• : ,, '; 

42 Minimum supply package for visits PEAC pack 4 3 4 3 
43 DAY OF PROCEDURE 

44 scrub, dress, (!re(! 

45 emesos bas•n 11506 1tem 1 0 1 0 
46 scrub brush (Impregnated) 11119 rtem 2 0 2 0 
47 surgrcal mask, wrth face shreld 11301 rtem 2 0 2 0 
48 gown, staff, 1mperv1ous, drsposable 11304 rtem 2 0 2 0 
49 surgical cap 11305 rtem 2 0 2 0 
50 gloves, non-stenle 11302 par 3 0 3 0 
51 (!rocedure 

52 SucliOn Can1ster, Disposable 93604 1tem 1 0 1 0 
53 suctron tubrng, non-latex, 1' x 1/4" (Busse Co $1 65/ ft) new feet 12 0 12 0 
54 suctron t1p, yankauer (Busse Co @ $1 35) new 1tem 1 0 1 0 
55 disposable scalpel# 11,15,20 blade 11504 llem 1 0 1 0 
56 cotton balls 31102 llem 2 0 2 0 
57 pad, acetone 31106 Item 2 0 2 0 
58 band a1d, 3/4" x 3" 31502 1tem 1 0 1. 0 
59 Gauze,Stenle 4 x 4 31505 llem 6 0 6 0 
60 Vicryl suture 4-0 and ~ 31708 Item 2 0 2' 0 
61 Xytoca1ne w/ ep1nephnne 1 % 51504 ml 10 0 10 0 
62 synnge, 3cc, 20 to 25 gauge needle 91406 llem 3 0 3 0 
63 synnge, 10 cc or 12 cc 91407 Item 2 0 2 0 
64 synnge, 5 cc 91411 llem 1 0 1 0 
65 hydrogen peroxide 52303 ml 60 60 0 0 
66 stenle speetmen cup 14010 Item 1 0 1 0 
67 Burrs, disposable new Item 1 0 1 0 
68 needle, dental g1404 Item 1 0 1 0 
69 Other supplies, postop office visits:, . "~--.· ·Code . ;: 'o.ISC~f- """~ ... 

' 
,, <. •' }, " 

70 gloves, non-stenle 11302 pau 3 3 3 3 

71 emes1s bason 11506 Item 3 3 3 3 

72 gloves, stenle 14005 par 1 1 1 1 
73 suture removal k1t 31703 Item 1 1 1 1 
74 cotton balls 31102 Item 2 2 2 2 
75 Gauze,Stenle 4 x 4 31505 Item 8 8 4 4 
76 gauze, 2x2 31506 Item 6 6 0 0 
77 smelling sa~s 53083 Item 1 1 1 1 
78 EQUIPMENJ{;~ • 

~<~< .·:;, ""' ~ Code ,;0< I'·' ·,~ ··t:. ·' ' 0 I;"'· :•w1Z~t~~~ .:i> <' 

79 fiberopt1c exam light E11006 1 1 1 1 
80 reciJmng exam cha1r With headrest E11011 1 1 1 1 
81 light source E13122 1 1 1 1 
82 suct1on machone, Gomco E3001 1 1 1 1 
83 surg1cal dnll system E72009 1 0 1 0 

21030 & 21040 PE Sum Sept02 xis Page2 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2003 

Laproscopic Hysterectomy/Myomectomy Procedures 

Interim Recommendation from April 2002 Meeting: 

New codes 58545, 58546, 58550, and 58552-58554 were created to specifically describe vaginal hysterectomy/myomectomy 
procedures performed on enlarged uteri. 

At the April 2002 meeting, the specialty society stated that they would need to re-survey these codes, as the correct global period for 
these services should be 90 days not 1 0 days as stated on their survey instrument. The specialty society presented survey data at the 
February 2003 RUC meeting. In the interim, the RUC recommended that these laproscopic codes be valued equivalent to the 
recommended relative work values of the open approach hysterectomy codes as follows: 

New Code Tracking Number Crosswalk to Code Work RVU (Interim 2003) 
58545 BA1 58140 14.60 
58546 BA2 58146 19.00 
58550 BA3 58550 (old code number 14.19 

56308) (no change) 
58552 BA4 58550 (old code number 14.19 

56308) 
58553 BAS 58290 19.00 
58554 BA6 58290 19.00 

58550 and 58552 both compared to 58550 Laparoscopy, surgical; with vaginal hysterectomy with or without removal oftube(s), with 
or without removal of ovary(s) (laparoscopic assisted vaginal hysterectomy) (R VU = 14.19) because there is no difference in the work 
of removing the tube or ovaries in the laproscopic approach. The same applies to 58553 and 58554 where both are crosswalked to 
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58290 Vaginal hysterectomy, for uteri greater than 250 grams (recommended RVU 19.00). Therefore, the RUC recommended interim 
2003 work relative values of 14.60 for 58545, 19.00 for 58546, 14.19 for 58550 and 58552, 19.00 for 58553 and 58554. 

RUC Recommendations from the February 2003 Meeting: 

At the February 2003 meeting, the specialty society presented survey data for all 6 codes. For all codes, the specialty society 
determined that a 090-day global period should be used for the survey. The RUC expressed concern that the pre-service time of 90 
minutes for all six of these procedures is too high and suggested that it be reduced to 60 minutes to be consistent with other major 
surgical procedures. The specialty society agreed to modify its recommendation of pre-service time to 60 minutes for all six codes. 
The RUC also discussed the issue of work neutrality for these codes, as the new codes are derived from existing services. The 
RUC agreed with the specialty that the new codes described new techniques that were not previously performed under the existing 
codes. In addition, these services would not likely be provided to Medicare patients. 

New CPT Codes 58545 Laparoscopy, surgical, myomectomy, excision of fibroid tumor(s) of uterus; excision of 1-4 intramural myomas 
with total weight of250 grams or less and/or removal of surface myomas and 58546, Laparoscopy, surgical, myomectomy, excision of 
fibroid tumor(s) of uterus; 5 or more intramural myomas and/or intramural myomas with total weight greater than 250 grams 
replace deleted CPT code 58551 Laparoscopy, surgical; with removal of leiomyomata (single or multiple) (work value= 14.21). Old 
CPT code 58551 was previously assigned a global of010, while the new CPT codes are assigned a 090 day global. The specialty 
society had presented a median survey result of 14.86 and an IWPUT comparison to reference code 58140 Myomectomy, excision of 
leiomyomata of uterus, single or multiple (separate procedure); abdominal approach (14.60 RVU). However, the RUC did not agree 
that the work described in 58545 differed than the work described in the existing code, 58551 (14.21). The RUC recommends the 25th 
percentile of the survey median of 14.21. The RUC recommends work relative values of 14.21 for code 58545. 

The RUC had previously recommended an interim value of 19.00 for new CPT code 58546, utilizing 58146 Myomectomy, excision of 
fibroid tumor(s) of uterus, 5 or more intramural myomas and/or intramural myomas with total weight greater than 250 grams, 
abdominal approach (work value= 19.00) as a crosswalk. The specialty society then conducted a survey, which also resulted in a 
survey median of 19.00. The specialty society's survey indicated more intra-service time for the laparoscopic approach (180 vs. 150 
minutes), but a lower amount of hospital visit time (30 vs. 79 minutes). The RUC agreed that the open approach remained an appropriate 
crosswalk and recommends 19.00 for 58546. The specialty clarified that the post-surgical office visits should be revised from one 
99214 visit and one 99212 visit to two 99213 visits. The RUC's comments on the work neutrality above apply to this service. It was 
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also noted that the services now described by 58546 had previously been performed as open procedures, under code 58146. The RUC 
recommends a work relative value of 19.00 for code 58546. 

Existing CPT code 58550 was modified and three new codes ( 58552, 58553, and 58554) were created to specifically differentiate 
between laparoscopic hysterectomies performed with or without removal of tube(s) and/or ovary(s) and to differentiate based on 
size of the uteri. CPT code 58550 will now specifically states that it is reported for laparoscopic vaginal hysterectomies only, for 
uteri less than 250 grams. The RUC understands that this is how this code was originally evaluated when it was added to CPT in 
2003. At that time, the work value for this code was determined by comparing the code to CPT 58260 Vaginal hysterectomy which 
did not include the removal of tube(s), and/or ovary(s). The specialty surveyed thirty-six physicians and a consensus panel of 
physicians to determine the fmal recommendations for code 58550 For code 58550, a work relative value of 14.19 reflected the 25th 
percentile of survey responses. The validity of the 25th percentile value was tested using IWPUT analysis. The specialty society 
determined that the resulting IWPUT of .08 was an appropriate value for this procedure since the laparoscopic route for 
hysterectomies is chosen over the vaginal route due to some factor impeding the vaginal route. The RUC agreed that the work relative 
value for this service should not change for its current value of 14.19. The RUC recommends a work relative value of 14.19 for 
CPT code 58550. 

CPT code 58552 Laparoscopy surgical, with vaginal hysterectomy, for uterus 250 grams or less; with removal oftube(s) and/or ovary(s) 
now describes the services in which the tube(s) and/or ovary(s) are also removed. The work relative value survey median for this service 
was 16.00. The validity ofthe median value was checked using IWPUT analysis that resulted in an IWPUT of .07, which the specialty 
society concluded was appropriate. In addition, the society used a building block approach to validate the recommendation and to 
identify the appropriate value for removal of tubes and ovary(s). The increment between the laparoscopic hysterectomy only procedure 
described by 58550 and the hysterectomy with removal of the tube(s) and/or ovaries, described by 58552, was 1.81 RVUs. In 
comparison to the traditional procedure codes CPT code 58260, Vaginal hysterectomy (RVU = 12.98), and CPT code 58262, Vaginal 
hysterectomy; with removal oftube(s), and/or ovary(s) (RVU =14.77) the increment of 1.79 RVUs, is a very similar increment. In 
addition, when comparing the surveyed code (58550) with similar codes 58150, Total abdominal hysterectomy, and CPT code 58260, 
Vaginal hysterectomy, the specialty felt that the relative value recommendation was consistent with other hysterectomy codes. The RUC 
agreed that the increment and the overall relativity was correct and recommends the survey median of 16.00. The RUC recommends a 
work relative value of 16.00 for CPT code 58552. 
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New CPT code 58553, Laparoscopy, surgical, with vaginal hysterectomy, for uterus greater than 250 grams; without removal of 
tube(s) and/or ovary(s), and code 58554, Laparoscopy, surgical, with vaginal hysterectomy, for uterus greater than 250 grams; with 
removal oftube(s) and/or ovary(s), were created to reflect new techniques allowing surgeons to remove larger uteri laparoscopically. 
The specialty society stated that there is additional work with the more complex procedures thereby necessitating the new codes. For 
code 58553, the specialty society analyzed data received from thirty-one surveys and tested the validity of the median surveyed RVW 
using IWPUT analysis. The specialty society determined that an IWPUT of 0.08 was an appropriate value for the level of service for 
these codes. The specialty society also compared the surveyed code 58553 with similar codes 58150, Total abdominal hysterectomy and 
58290, Vaginal hysterectomy, for uterus greater than 250 grams. CPT code 58150 is valued at 15.24 RVW and the RUC approved 
19.00 RVW for 58290 at the April2002 meeting. The RUC agreed with the survey median, which indicated that the median value for 
code 58553 was 20.00, a value slightly larger than 58290 due to the increased work for removing larger uteri laparoscopically. The 
specialty modified the post-service visits from one 99214 and one 99212 to two 99213 visits. The RUC recommends work relative 
values of 20.00 for CPT code 58553. 

Analysis of the survey results for new CPT code 58554 indicated median of22.00 RVUs. The specialty society tested the validity of 
the survey results using IWPUT analysis and found an IWPUT of0.09. The 0.09 intensity was slightly higher than for 58553. The 
specialty agreed that complexity and physician skill required of this procedure should result in a greater intensity, and therefore 
determined it to be appropriate. The specialty compared the difference in similar vaginal procedures CPT code 58260 Vaginal 
hysterectomy (12.98 RVUs) and CPT code 58262, Vaginal hysterectomy with removal of tubes and ovary(s) (14.77 RVU). The 
difference in the work increment between these two codes is 1. 79 R VU s. In comparison, the difference in the recommended values for 
the laparoscopic codes 58553 and 58554 is 2.00 RVUs. The RUC agreed that this increment and the overall relativity for this code was 
appropriate and recommends the survey median of 22.00. The RUC recommends work relative values of 22.00 for CPT code 
58554. 

Practice Expense 
The RUC approved the practice expense inputs for 58545,58546, 58550, and 58552-58554. The RUC understood that the 090- day 
global period standard should apply for all of these codes. The revised practice expense sheets are attached to this recommendation. 
The RUC recommends all the practice expense inputs presented by the specialty society. 
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CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

/...58545 BA1 Laparoscopy, surgical, myomectomy, excision 090 14.21 
of fibroid tumor(s) ofuterus; 1 to 4 intramural 
myomas with total weight of 250 grams or less 
and/or removal of surface myomas 

/...58546 BA2 5 or more intramural myomas and/or 090 19.00 
intramural myomas with total weight 
greater than 250 grams 

.58550 BA3 Laparoscopy surgical;· .1with vaginal 090 14.19 
hysterectomy, for uterus 250 grams or less; 

(no change) 56308 li',,itfl: ef '\•;itfl:eat Femel,,al eftaaeEs~, with ef 
(old code#) witfl:eat Femel,,al ef ellaf:Y'Es~ ElaJ3aFesee~ie 

assistea l;agieal a:,'stefeetem:,' 

58551ED~ '\vita Femeval ef leiemyemata Esiegle 090 N/A 

56309 
ef malti~le~ 

(old code#) (58551 has been deleted. To reQort see 58545, 
58546) 

/...58552 BA4 with removal oftube(s) and/or ovary(s) 090 16.00 

/...58553 BAS Lapar<?scopy, surgical, with vaginal 090 20.00 
hysterectomy, for uterus greater than 250 
grams; 

/...58554 BA6 with removal oftube(s) and/or ovary(s) 090 22.00 
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CPT Code: 58545 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS =:..=..--

SUMMARY OF RECOMMENDATION 

CPT Code: 58545 Tracking Number: BA1 Global Period: 090 Recommended RVW~ 
RUC Recommendation: 14.21 

CPT Descriptor: Laparoscopy, surgical, myomectomy, excision of fibrmd tumor(s) of uterus; excision of 1-4 
mtramural myomas with total weight of 250 grams or less and/or removal of surface myomas 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 42-year old multigravida woman has been evaluated for an enlarging symptomatic pelvic mass. The uterus 
has mcreased from 6-12 weeks' size over 8 months and is causmg urmary frequency, noctuna, and 
dyspareunia. Ultrasound documented a leiomyomatous uterus With two separate myomas 4X5 and 3X4 em. 
Management options are discussed With her The patient expresses a desire to keep her fertility options open 
and keep her uterus The patient elects a myomectomy. A laparoscop1c myomectomy IS performed. All 
fibrmds are removed and the uterme mc1sions are closed m multiple layers using laparoscopic suturmg 
technique. 

Description of Pre-Service Work: 
The preserv1ce work mcludes performmg a comprehensive preoperative medical history, physical exam 
mcludmg a detailed pelvic exam A physician must then dictate a history and physical, mcludmg wntmg of all 
admission orders. The patient IS Identified m the preoperative holdmg area with the appropnate consents. 
Patient IdentificatiOn IS venfied The patient's family IS also spoken to. All preoperative documentation IS also 
reviewed at this ume. This mcludes 1magmg studies, mcludmg ultrasounds and associated laboratory data. 
The physician reviews With the OR personnel the operative mstrumentation necessary for the advanced 
laparoscopy. This includes ensurmg that the video momtors are m proper working order The patient IS taken 
to the OR and correctly positioned on the operatmg table. This mcludes positionmg of the lower extremities to 
avoid any potential InJUry. 

Description of Intra-Service Work: 
The patient IS prepped and draped m a stenle fashion A pelvic exam IS performed under anesthesia A Foley 
catheter IS mserted into the bladder. The uterus IS sounded. The size and flexiOn of the uterus IS noted and the 
uterme mampulator is placed. The cervix must be dilated and the uterme mampulator applied The manipulator 
allows "hand assistance" of exposmg and mampulatmg the uterus to facilitate surgical removal of myomas. A 
vertical umbilical incisiOn IS then made A veries needle is carefully mserted mto the abdommal cavity. The 
msufflator IS attached and correct pressure readmgs reflect proper intraabdommal placement The abdommal 
cavity IS then msufflated. The venes needle IS removed and a trochar IS carefully mserted into the abdommal 
cavity The trochar IS then removed from the obturator and a 10 mm laparoscope IS mserted. The pelvis and 
lower abdomen are then grossly mspected A decision IS reached on the placement of the lower quadrant trochars. 
Usmg the anatomy of the anterior abdominal wall, the sites are chosen for entry of the nght and left lower 

quadrant trochars, which are placed under direct visualization The patient IS then placed m Trendelenberg 
position. The small and large bowel are carefully grasped and placed m the upper abdomen. The myomas are 
mspected and a surgical plan IS developed as to which myoma to approach first and how surgery shall proceed. A 
vasopressant agent such as P1tressm may be injected along the myometnum to mm1mize blood loss. A harmomc 
scalpel or similar cutting coagulatmg mstrument IS utiliZed to mc1se the myometriUm overlymg the fibrmds. The 
me Is Ion IS made on the uterus parallel to the course of the vascular supply. 

Once the myoma has been exposed, It IS grasped with a specially designed myoma forceps. Careful dissection IS 
earned to free the myoma from surrounding myometnum. This would be a combmation of sharp as well as blunt 
dissection If pedicle IS Identified, It IS Isolated and mdependently coagulated and then transected. Once the 
myoma has been completely removed, hemostasis from the bed of the myoma is achieved. This most often 
mvolves a series of laparoscop1c sutures. Once hemostasis is achieved w1thm the bed of the myometrium, the 
uterus itself must be reconstructed Care is taken to place several sutures through the myometnum. They are then 



CPT Code: ~58~5~4~5 __ _ 
tied in sequence usmg extracorporeal knot tying techniques. Dependmg on SIZe of the myoma Itself It IS either 
suture tagged or placed m the cul-de-sac for later retrieval. The second, third and fourth myomas are removed m 
a similar fashion Agam, care IS taken to suture tag the myomas upon their removal. With each myoma there IS 
suture placement for hemostasis within the bed of the myometrium followed by uterine reconstruction. Upon 
achievmg hemostasjs and uterme reconstruction, the myomas are then individually retrieved and morcellated 
Then the myomas must mdividually be fed to the morcellator, which removes 1 em stnps of tissue at a time. This 
process can take a long period of time, dependmg on the size and nature of the myomas Once the myomas have 
been completely removed, the trochars are then removed within the abdommal wall. The trochar sites are closed 
usmg agam laparoscopic sutunng techmques. The skm incision is closed with a subcuticular closure. 

Description of Post-Service Work: 
The patient is accompanied to the recovery room where postoperative orders are wntten and the operative report 
IS dictated The patient IS evaluated and stabilized. The family IS then counseled regardmg the results of the 
procedure and the anticipated convalescence. Once the patient IS alert, she too IS counseled regardmg the outcome 
of surgery and the antiCipated hospital stay and subsequent convalescence. She IS monitored the day of surgery as 
well as the followmg day in the hospital. She IS discharged in the evening or afternoon of post day #1. She will 
be followed as an outpatient with approxlffiately two to three office VISits durmg the 90-day global penod. 

SURVEY DATA 

Presenter(s): !George Hill, MD, FACOG and Sandra Reed, MD, FACOG 

Specialty(s): !American College of Obstetricians and Gynecologists (ACOG) 
58545, Laparoscopy, surgical, myomectomy, excision of fibroid tumor(s) of uterus, 

CPT Code: 
exdsion of 1-4 intramural myomas With total weight of 250 grams or less and/or removal 
of surface myomas 

Sample Size: 70 I Resp n: 29 I Resp%: 41% 

S 1 T Survey was distributed at the Amencan Association of Gynecological Laparoscopists 
amp e ype: (AAGL) annual meeting 

Low 25th octl Median 75th octl Hiah 
Survey RVW: 13.1 14.21 16.00 18.00 28 

Pre-Service Time: (day preceding procedure) i;;;,;&l,,v ~'tm~· (, :: . t 't Ill~ '»>hl~d 

Pre-Service Time: (day of procedure) :kim\"~'',' 
Intra-service Time: 50 90 120 150 210 

Post-service Total Min* CPT code I# of visits 
lmmed. Post-time: ~ 
Critical Care time/visit(s): Q 
Other Hospital time/visit(s): 30 99232/1 

Discharge Day Mgmt: 36 99238/1 

Office time/vlslt(s): 46 99213/2 
.. *PhysiCian standard total mmutes per E/M VISit· 99291 (60); 99292 (30); 99233 (41); 99232 (30); 

99231 (19), 99238 (36); 99215 (59), 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 
58140 

CPT Descnptor 
Myomectomy, excision of tle10myomata of uterus, 
single or multiple (separate procedure); abdominal 
approach 

Global 
90 

WorkRVU 
14.60 

_ _ - -1 Deleted: 45 
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CPT Code: :::..:58.:::5....:.:45"----

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, mtra-, and post-service tune (by the median) and the mtensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESfiMATES <Median) Key Reference 
CPT Code: 

58140 

II Median Pre-Service Time 60 __ l ___________________ ,. [lo:~e~_:_<J? _______ :=D 

I Median Immediate Post-service Time 

I Median Cnucal Care Ttme 

I Median Other Hospital VIsit Time 

I Median Discharge Day Management Time 

I Median Office VIsit Time 

II Median Total Time 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement <Mean) 

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

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

30 30 
0 0 
30 68 
36 36 
46 46 
322 360 

._1 U'-r""ge_n_,cy'-o_f_med_I_cal_d_ec_Is_Io_n_makm_-""g----------'11.__ ___ _, '------' 

Technical SkiD/Physical Effort <Mean) 

L-1 T'-e~chru=cal;;;,..;;;sla~l'-1 r;_eq,;,;u;_Ired'-'--------------111.__ ___ _, '--------' 

._I P'-hy"-'s--'Ical'--e_ffo,;_rt_r_e.!,qw_red ____________ -JII.__ ___ _, '--------' 
Psychological Stress <Mean) 

I The nsk of sigrnficarll comphcauons, morbidity and/or mortality I ._I ___ __. '---------' 

I Outcome depends on the sktll and JUdgement of physiCian II.__ ___ _, '------' 

_ . -{I Deleted: 352 I] 



CPT Code: 58545 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference 

Service 1 

Time ~ents (Mean} 

I Pre-Service mtensity/complexny II 3.46 II 3.31 

ltntra-Service mtensity /complexity II 4.35 II 3.73 

I Post-Service mtensity/complexity II 3.23 II 3.38 

ADDffiONAL RATIONALE 

Descnbe the process by whtch your specialty soctety reached your fmal recommendatiOn. If your society has used 
an IWPUT analysts, please refer to the InstructiOns for Specialty Societies Developing Work Relattve Value 
Recommendations for the appropriate formula and fomutt. 

SURVEY METHOD 
At the September 2002 RUC meetmg, the RUC research subcommittee approved the revised multiple 
code survey instrument proposed by the American College of Obstetricians and Gynecologists (ACOG). 

ACOG 1n collaboration with the Amencan Association of Gynecological Laparoscop1sts (AAGL) 
disseminated the RUC survey at the November 2002 AAGL annual meeting Twenty-nine surveys were 
returned to ACOG v1a mail and fax. ACOG staff summarized the data. A panel of physicians from ACOG 
and AAGL reviewed the results and drafted the final recommendations. 

PANEL !DISCUSSION 
The panel developed the recommendation In the following manner: 

1. Comparing the surveyed code to CPT code 58551 
2 Evaluating the recommendation using IWPUT analysis 
3. Companng the surveyed code (58545) with the reference code (58140) 
4. Comparing the surveyed code value with other codes 

CPT code 58551-
CPT code 58551, the previous laparoscopic myomectomy code was valued at 14.21 While it could be 
argued that the more difficult myomectomies will now be coded by 5854X2, the panel agreed that only 
a handful of physicians across the country would be performing the more complex myomectomy 
procedure. 

A more significant issue is that the laparoscopic myomectomy went from a 10-day to a 90-day global. 
The committee agreed that 14.21 was a fair value for a 1 0-day global but addmg the value of the 1 
additional hospital visit now that 1t was a 90 day global was appropriate. This results m an addition of 1-
99213: 

14.21 + 0.65(99231) = 14.86 

The panel felt this justified the recommendation of 14 86. 



I 
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CPT Code: ~58~5:::!;45:::_ __ 
IWPUT AnalysiS 
The panel tested the validity of 14.86using the IWPUT analys1s. Applying the formula to the surveyed 
code resulted in an IWPUT of .07. The panel concluded that .07 was an appropriate value for this 
level of service. 
CPT code values: 99232= 1.06; 99238=1 28; 99213= .67 

14.86- {.0224(90min) + .0224(30 min)+ 1.06 + .1.28 + .67 + .67} /120 min= .07 IWPUT 

The panel agreed that a .07 IWPUT was an appropriate intensity level for a laparoscopic myomectomy. 
The panel discussed 08 being a generally accepted level of intensity for most abdommal surgical 
procedures. They felt that certain factors of laparoscop1c surgery 1n general and this procedure in 
particular could JUStify an even higher level of intensity. 

• Laparoscopic surgery does not have the reduced intensity times dunng opening and closing, as 
do abdominal surgeries. 

• Laparoscopic surgery requ1res the development of specialized sk1lls 
• Laparoscopic surgery requires the physician to view the1r surg1cal env1ronment us1ng cameras and 

other technology 
• Laparoscopic myomectomy specifically is not just clipping and tak1ng out an organ but 1t requires 

sutunng and organ repair Th1s can mcrease hemostasis. 
All of these factors result in high levels of intensity during the surgery. 

After reviewing the IWPUT analysis the committee agreed that a recommendation of 14.88 was not only 
fa1r but also a conservative recommendation. 

Reference code 58140- Next the panel compared the surveyed code (58545) with the reference code 
(58140) CPT code 58140 is valued at 14.60 RVW. For your reference, a summary of the times is listed 
below. 

CPT CODE 58545 58140 
RVW 14.88 14.60 
PRE-SERVICE TIME ~60 m1n 60min 
INTRA SERVICE TIME 120 min 120 min 
IMMEDIATE POST-SERVICE TIME 30min 30min 
HOSPITAL VISITS TIME 30min 68 min 
DISCHARGE TIME 36min 36min 
OFFICE VISIT TIME 46min 46min 
TOTAL TIME 322 m1n 360 min 

After companng the data, the recommendation of 14 88 seemed to be an appropriate and fair 
recommendation. 

Other related codes: -The panel compared the surveyed code to other laparoscopic procedures 

CPT CODE Short Descriptor INTRA SERVICE TIME RVW GLOBAL 
47564 Laoaroscooic cholecystectomy 14.23 90 
58545 Laparoscopic myomectomy 90min 14.88 90 
44204 Laparoscopic partial colectomy 180 min 25.08 90 
50546 Laparoscopic nephrectomy 205 m1n 20.48 90 

After reviewing the survey data to other laparoscop1c codes in the RUC database the committee felt that 
the recommendation of 14.86 was consistent w1th other laparoscopic codes. 

The panel concluded their discussion stat1ng they were very comfortable with the recommendation of 
14 86 RVW for 58545. They reviewed the data us1ng a number of factors and all of the factors indicated 
that 14.88 was a reasonable and fair if not somewhat conservative recommendation. 

-( Deleted: 90 m1n 
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The panel unanimously supported the recommendation of 14.86 RVW for CPT code 58545. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the followmg questions· No. 

Why IS the procedure reported usmg multiple codes mstead of just one code? (Check all that apply.) 

The surveyed code IS an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes Its part of 
the physician work usmg different codes. 
Multiple codes allow flexibility to descnbe exactly what components the procedure mcluded. 
Multiple codes are used to mamtain consistency with similar codes. 
H1stoncal precedents. 
Other reason (please explam) __________________ _ 

2 Please provide a table listing the typical scenano where this new/reVIsed code IS reported With multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, mtra, and post-time for each, summmg all 
of these data and accountmg for relevant multiple procedure reduction policies. If more than one 
physician is mvolved m the provision of the total seTVIce, please md1cate which physician IS performmg 
and reporting each CPT code m your scenano. 

FREQUENCY INFORMATION 

How was this service previously reported? 
CPT code 58551, Laparoscopy, surgical; with removal of leiomyomata (single or multiple) 

(If unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians m your specialty perform this service? If the recommendation IS from multiple 
specialties, please provide mformation for each specialty. 

Specialty Amencan Association of Gynecological Laparoscopists (AAGL) 
__ Commonly 
X Sometimes 
__ Rarely 

Specialty Amencan College of Obstetnc1ans and Gynecologists (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your specialty, estimate the number of times this service might be provided natiOnally in a one-year period? If 
the recommendation IS from multiple specialties, please provide mformation for each specialty. 
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It is estimated that 10-15% of abdominal myomectomies are now done laparoscopically 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number of tunes th1s service might be provided to Medicare patients nationally 
m a one-year penod? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

Do many physiCians perform th1s service across the Umted States? X Yes No 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 58546 Tracking Number: BA2 Global Period: 090 Recommended RVW: 19 00 

CPT Descriptor: Laparoscopy, surgical, myomectomy, excision of fibroid tumor(s) of uterus; 5 or more 
mtramural myomas and/or mtramural myomas w1th total weight greater than 250 grams 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 35-year old nulhgravid patient IS evaluated for menorrhagia w1th anem1a. She IS recently marned and anx1ous to have 
cluldren On exammation she IS found to have a 16-week SIZe fibrmd uterus Ultrasound confirms a 15cm uterus w1th SIX 
d1stmct mtramural myomas distortmg the endometriUm Management options are discussed With her The patient 
expresses a desrre to keep her fertihty options open and keep her uterus The patient elects a myomectomy. A 
laparoscop1c myomectomy 1s performed All fibrmds are removed and the uterine mc1smns are closed m multiple layers 
usmg a laparoscop1c sutunng techruque 

Description of Pre-Service Work: 
The preservice work includes perforrnmg a comprehensive preoperative medical history, physical exam 
includmg a detailed pelvic exam. A physiCian must then dictate a history and physical, mcludmg wntmg of all 
admission orders. The patient IS Identified m the preoperative holdmg area with the appropnate consents. 
Patient IdentificatiOn IS venfied. The patient's family IS also spoken to. All preoperative documentation IS also 
reviewed at this time This mcludes Imagmg studies, includmg ultrasounds and associated laboratory data 
The physician reviews with the OR personnel the operative mstrumentation necessary for the advanced 
laparoscopy. This mcludes ensurmg that the video momtors are m proper workmg order. The patient IS taken 
to the OR and correctly positioned on the operatmg table. This includes posJtJonmg of the lower extremities to 
avoid any potential injury. 

Description of Intra-Service Work: 
The patient IS prepped and draped m a stenle fashion. A pelvic exam IS performed under anesthesia. A Foley 
catheter IS mserted into the bladder The uterus IS sounded. The size and flexion of the uterus IS noted and the 
uterme manipulator IS placed. The cervix must be dilated and the utenne mampulator applied. The manipulator 
allows "hand assistance" of exposmg and mampulatmg the uterus to facilitate surgical removal of myomas. A 
vertical umbilical mcismn IS then made. A venes needle IS carefully mserted into the abdommal cavity. The 
msufflator IS attached and correct pressure readmgs reflect proper mtraabdominal placement The abdommal 
cavity IS then insufflated. The venes needle is removed and a trochar IS carefully inserted mto the abdommal 
cavity The trochar IS then removed from the obturator and a 10 mm laparoscope IS mserted. The pelvis and 
lower abdomen are then grossly mspected. A decision IS reached on the placement of the lower quadrant trochars 
Usmg the anatomy of the antenor abdommal wall, the sites are chosen for entry of the nght and left lower 

quadrant trochars, which are placed under direct VIsuahzanon. The patient IS then placed In Trendelenberg 
posJtJon. The small and large bowel are carefully grasped and placed m the upper abdomen. The myomas are 
mspected and a surgical plan is developed as to which myoma to approach first and how surgery shall proceed. A 
vasopressant agent such as P1tressm may be mjected along the myometnum to minimize blood loss A harmomc 
scalpel or sumlar cutting coagulating mstrument is utiliZed to mc1se the myometnum overlying the fibroids. The 
mcision IS made on the uterus parallel to the course of the vascular supply. 

Once the myoma has been exposed, It IS grasped With a specially designed myoma forceps. Careful dissection IS 
camed to free the myoma from surroundmg myometrium This would be a combination of sharp as well as blunt 
dissection. If pedicle IS identified, It IS isolated and independently coagulated and then transected. Once the 
myoma has been completely removed, hemostasis from the bed of the myoma is achieved. This most often 
involves a series of laparoscop1c sutures. Once hemostasis IS achieved within the bed of the myometrium, the 
uterus Itself must be reconstructed. Care is taken to place several sutures through the myometnum. They are then 
tied in sequence usmg extracorporeal knot tymg techmques Depending on size of the myoma itself It is either 
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suture tagged or placed m the cul-de-sac for later retneval. Four additional myomas are removed m a sirrular 
fashiOn. Again, care is taken to suture tag the myomas upon the1r removal. With each myoma there is suture 
placement for hemostasis w1thin the bed of the myometnum followed by utenne reconstruction. Upon achievmg 
hemostasis and utenne reconstruction, the myomas are then md1v1dually retrieved and morcellated. Then the 
myomas must individually be fed to the morcellator, wh1ch removes 1 em stnps of tissue at a time. Th1s process 
can take a long penod of time, dependmg on the s1ze and nature of the myomas Once the myomas have been 
completely removed, the trochars are then removed w1thm the abdommal wall. The trochar sites are closed usmg 
agam laparoscoplc sutunng techmques. The skm mclslon IS closed w1th a subcuticular closure. 

Description of Post-Service Work: 
The patient 1s accompanied to the recovery room where postoperative orders are wntten and the operative report 
is dictated. The patient IS evaluated and stabilized. The family IS then counseled regarding the results of the 
procedure and the antiCipated convalescence. Once the patient 1s alert, she too IS counseled regardmg the outcome 
of surgery and the anticipated hospital stay and subsequent convalescence. She IS momtored the day of surgery as 
well as the following day m the hospital She 1s discharged m the evenmg or afternoon of post day #1 She Will 
be followed as an outpatient w1th approx1mately two to three office VISits durmg the next 90day global penod 

SURVEY DATA 

Presenter(s): !George Hill, MD, FACOG and Sandra Reed, MD, FACOG 

Specialty(s): IAmencan College of Obstetnc1ans and Gynecologists (AGOG) 

58546, Laparoscopy, surgical, myomectomy, exc1s1on of fibroid tumor(s) of uterus: 5 or 

CPT Code: more intramural myomas and/or intramural myomas w1th total we1ght greater than 250 
grams 

Sample Size: 70 I Resp n: 
21 I Resp%: 30% 

S m 1 T . Survey was distributed at the Amencan Association of Gynecological Laparoscopists 
a P e ype. (AAGL) annual meeting. 

Low 25th octl Median 75th octl Hjg_h 

Survey RVW: 14.21 17.85 19 00 23.50 28.85 

Pre-Service Time: (day preceding procedure) ','~~,IM'l- ~~"'mt':. .dQ. ·:t-~ ~:.: l>c ~!!JI?dt~" 

Pre-Service Time: (day of procedure) ~- ~:*~ I<S··.··~"'. • .dQ. "¥ :;;~\~f/<~1 . 
Intra-Service Time: 75 150 180 210 290 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 30 

Critical Care time/visit(s): ~ 
Other Hospital time/visit(s): 30 99232/1 

Discharge Day Mgmt: 36 99238/1 

~ . - {Dele~d: -so--- ------] 
[Deleted: 45 J 

Office time/visit(s): ~ 2-99213 
'. 

_ ~ . - { Deleted: 53 . Phys1c1an standard total m1nutes per E/M v1s1t. 99291 (60); 99292 (30), 99233 (41 ), 99232 (30); 
99231 (19); 99238 (36); 99215 (59), 99214 (38); 99213 (23); 99212 (15); 99211 (7) 

KEY REFERENCE SERVICE: 

CPT Code 
58140 

CPT Descnptor 
Myomectomy, excisiOn of leiomyomata of uterus, 
smgle or multiple (separate procedure); abdommal 
approach 

Global 
90 

WorkRVU 
14 60 

-- - -[ Deleted: 99214/1 and 99212/1 



CPT Code· 58546 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service tlille (by the median) and the mtensity factors (by the mean) of the 
service you are ratmg to the key reference services hsted above Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New /Revis. Key Reference 
CPT Code CPT Code: 

58546 58140 

II Median Pre-Service Tune II .,® u 60 l ___________________ 
I Median Intra-Service Tune II 180 II 120 

I Median Immediate Post-service Tune I 30 30 
I Median Cnucal Care TilDe I 0 0 
I Median Other Hospital VIsit Time I 30 68 I Median Discharge Day Managemeni Time I 36 36 
I Median Office VIsit Time I ~ 46 
I Median Total Time I 382 360 

INTENSITY/COMPLEXITY MEASURES (Mean} 

Mental Effort and Judgement (Mean} 

The number of possible diagnosis and/or the number of 3.94 II 3.47 
management options that must be considered 

The amount and/or complexity of medical records, d1agnosuc 4.0 II 3.73 
tests, and/or other mformauon that must be reviewed and 
analyzed 

I Urgency of medical decision malang II 3.72 II 3.60 

Technical SkiU/Ph:ysical Effort (Mean} 

I Technical skill reqwred II 4.67 II 3.87 

I Physical effort reqmred II 4.61 II 3.80 
Ps:ychological Stress (Mean} 

I The nsk of sigruficant comphcauons, morbidity and/or mortality II 4.56 II 4.00 

I Outcome depends on the skill and Judgement of physician II 4.78 II 3.87 

I Esumated nsk of malpracuce suit with poor outcome II 4.39 II 4.07 

__ -Q Deleted: 90 -

__ -[Deleted: 53 
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CPT Code: 58546 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference 

Service 1 

Time Se!:!!!ents (Mean} 

I Pre-Service mtenslty/complexlly II 3.72 II 3.59 

I Intra-Service mtenslty/complexlty II 4.72 II 4.00 

I Post-Service mtensity/cornplexity II 3.67 II 3.59 

ADDIDONAL RATIONALE 

Descnbe the process by which your specialty society reached your fmal recommendation If your society has used 
an IWPUT analysis, please refer to the lnstructwns for Specialty Societies Developmg Work Relative Value 
Recommendations for the appropnate formula and format. 

SURVEY METHOD 
At the September 2002 RUC meetmg, the RUC research subcommittee approved the revised multiple 
code survey instrument proposed by the American College of Obstetricians and Gynecologists (ACOG) 

ACOG in collaboration with the American Association of Gynecological Laparoscop1sts (AAGL) 
d1ssem1nated the RUC survey at the November 2002 AAGL annual meeting. Twenty-one surveys were 
returned to ACOG via ma11 and fax. ACOG staff summarized the data A panel of physicians from ACOG 
and AAGL reviewed the results and drafted the f1nal recommendations. 

PANEL DISCUSSION 
The panel developed the recommendation 1n the following manner. 

1. Reviewing the survey data 
2. Comparing the surveyed code (58546) with the reference code (58140) 
3. Compared the surveyed code with other laparoscopic codes 
4. Companng the surveyed value of the code with the interim value 

Survey Data- ACOG received nineteen completed surveys. The median RVW from the data was 19.00. 
The panel tested the validity of the median surveyed RVW using IWPUT analysis. Applying the 

formula to the surveyed code resulted in an IWPUT of .07. The panel concluded that .07 was an 
appropriate value for this level of service. 
CPT code values: 99232= 1.06, 99238=1.28; 99214= 1.10; 99212= .45 

19.00- {.0224(90min) + .0224(30 min) + 1.06 + .1.28 + .1.1 0 + .45} /180 m1n = .07 IWPUT 

Many of the same issues regarding laparoscopic procedures as described in the recommendation form 
for 5854X1 were again discussed. In addition, the panel discussed the difference between this code and 
the simple laparoscopic myomectomy. The entire panel agreed that very few physiCians perform the 
more complex myomectomy procedure. CPT code 58546 is much more surgically challenging and 
requires a much higher surgical skill level. While only a few physicians currently will use this code, the 
panel emphasized the importance in encouraging physicians to expand their surgical skills. As discussed 
in the CPT proposal, doing this procedure laparoscop1cally versus abdominally has a variety of benefits 
for the patient. 
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Reference code 58140- Next the panel compared the surveyed code (58546) with the reference code 
(58140). CPT code 58140 is values at 14.60 RVW. For your reference, a summary of the times is listed 
below. 

CPT CODE 5854X1 58140 
RVW 19.00 14.60 
PRE-SERVICE TIME 60min 60 min 
INTRA SERVICE TIME 180 min 120 min 
IMMEDIATE POST-SERVICE TIME 30min 30min 
HOSPITAL VISITS TIME 30 min 36min 
DISCHARGE TIME 36min 68min 
OFFICE VISIT TIME 46min 46 min 
TOTAL TIME 389 min 360 m1n 

The panel concluded that the greater physician time reflected 1n the data for 58546 justified the higher 
RVW. 

Other laparoscopic procedures 
The panel also compared the surveyed code to other laparoscop1c codes. 

CPT CODE Short Descriptor INTRA SERVICE TIME RVW GLOBAL 
47564 Laparoscopic cholecystectomy 14.23 90 
58 54 X Laparoscopic myomectomy 120 min 19.00 90 
44204 Laparoscop1c partial colectomy 180 m1n 25.08 90 
50546 Laparoscopic nephrectomy 205 m1n 2048 90 

After reviewing the survey data to other laparoscopic codes in the RUC database the committee felt 
that the recofllillendation of 19.00 was consistent with other laparoscopic codes. 

Interim value· -When companng the surveyed code to the ~ntenm value the recommended RVW 
seemed to be appropriate and fa1r 19.00 RVW was also recommended in Apnl 2002 for the 1ntenm 
value. 

The panel supports the recommendation of 19.00 RVW for 58546. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the followmg questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure, each specialty codes Its part of 
the physician work usmg different codes. 
Multiple codes allow flexibihty to descnbe exactly what components the procedure mcluded. 
Multiple codes are used to mamtam consistency w1th similar codes. 
Historical precedents. 
Other reason (please explam). ________________ _ 

2. Please provide a table listmg the typical scenario where this new/revised code IS reported w1th multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, mtra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction pohc1es If more than one 

· { Deleted: 90 min 
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physician is mvolved m the provision of the total service, please indicate which physiCian IS performmg 
and reportmg each CPT code m your scenano. 

FREQUENCY INFORMATION 

How was this service previously reported? 
CPT code 58551, Laparoscopy, surgical; with removal of leiomyomata (single or multiple) 

(If unhsted code, please ensure that the Medicare frequency for this unlisted code IS reviewed) 

How often do physicians m your specialty perform this service? If the recommendation Is from multiple 
specialties, please provide mformation for each specialty. 

Specialty American Association of Gynecological Laparoscop1sts (AAGL) 
__ Commonly 
X Sometimes 
__ Rarely 

Specialty Amencan College of Obstetncians and Gynecologists (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your specialty, estimate the number of times this service might be provided nationally m a one-year penod? If 
the recommendation IS from multiple specialties, please provide mformation for each specialty. 

It is estimated that 10-15% of abdominal myomectomies are now done laparoscopically 

Specialty----------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
m a one-year penod? If this is a recommendatiOn from multiple specialties please estimate frequency for each 
specialty 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty _________ _ Frequency _____ _ 

Specialty---------- Frequency _____ _ 

Do many physicians perform this service across the Umted States? X Yes No 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 58550 Tracking Number. BA3 Global Period: 090 Recommended RVW: 14.19 

CPT Descriptor: Laparoscopy, surgical, with vagmal hysterectomy, for uterus 250 grams or less 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 
A 45 year-old G1P1Is evaluated for profound menorrhagia w1th anemia Her hematocnt is 25% despite daily rron therapy 
and treatment w1th oral contraceptives On physical exammat10n she has an Irregular, mobile 4-6 week SIZe fibrmd uterus. 
Ultrasound confirms multiple uterme fibrmds, several of winch 1mpmge on the endometriUm After management options 

are discussed With her, the patient elects a hysterectomy. A laparoscop1c assisted vaginal hysterectomy (LA VH) tS 

performed 

Description of Pre-Service Work: 
The preserv1ce work mcludes performing a comprehensive preoperative medical history, physical exam mcludmg 
a detailed pelvic exam. A physician must then dictate a history and physical, mcludmg m wntmg of all admission 
orders The patient IS Identified m the preoperative holdmg area with the appropnate consents Patient 
Identification is venfied. The patient's family IS also spoken to All preoperative documentation IS also reviewed 
at this time. This mcludes IIDagmg studies, mcluding ultrasounds and associated laboratory data. The physician 
reviews with the OR personnel the operative mstrumentauon necessary for the advanced operative laparoscopy. 
This mcludes ensurmg that VIdeo momtors are m proper workmg order. The patient is taken to the OR and 
correctly positiOned on the operatmg table. This includes posiUonmg of the lower extremities to avmd any 
potential mJury. The physician also will position the momtors pnor to the begmnmg of the case. 

Description of Intra-Service Work: 
After general anesthesia IS obtamed, an exam under anesthesia IS performed and compared to operative findmg 
The patient IS then prepped and draped m the usual stenle fashion. In the dorsal lithotomy position a Foley 
catheter IS then inserted to provide a means of mtermittent bladder dramage. A weighted speculum IS placed mto 
the patient's vagina and the antenor hp of the cervix Is grasped usmg a smgle tooth tenaculum. The uterus is then 
sounded and the cervix IS then dilated m order to facilitate the Valchev uterme manipulator. The weighted 
speculum IS then removed. 

The laparoscopic portion of the procedure IS begun by first placmg the venes needle umb1lically and ach1evmg and 
adequate pneumopent. A 10 mrn trochar IS then placed at this site and a laparoscope IS used to confirm 
appropnate entrance and no mJury to any pelvic or abdominal structures. Next, usmg laparoscop1c gmdance, two 
additional 10 mrn trochar ports are then placed in the nght and left lower quadrant. A careful mspecuon of the 
abdomen and pelvis are made and fmdmgs documented. The ureters are then carefully Identified bilaterally. The 
procedure IS then begun by using either the seitzmger (tripolar) forceps or usmg the harmomc scalpel. The round 
ligaments are Identified bilaterally, clamped, cauterized and transected. The uteroovanan vasculature is clamped, 
cautenzed and suture ligated until freed from the fundal region of the uterus bilaterally. 

Next, attention IS turned to the vagmal portion of the procedure. The Valchev uterme mampulator IS removed and 
the smgle tooth tenaculum IS repositioned to provide a means of traction on the uterus. Usmg the Bov1e, a 
circumferential mcision is made at the cerv1covaginal JUnction Using careful sharp dissection, the antenor and 
postenor cui-de-sacs are entered sharply. The postenor pentoneum IS Identified and a figure-of-eight stay sutures 
then placed for hemostasis and securement of the posterior pentoneum. 

A narrow weighted speculum IS then placed in the postenor cul-de-sac and using Haney clamps the uterosacral 
ligaments, cardinal and broad ligament are bilaterally clamped, cut and suture ligated. Hemostasis IS assured. 
Once completely freed, the uterus is then delivered Both ovanes are Identified and all pedicles are assured for 
hemostasiS The hysterectomy portion of the procedure IS complete. The pentoneum and vagmal cuff are closed 
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m the usual fashiOn. Attention is then turned to the abdommal InCISIOns where the trochars are removed and the 
abdommal incisions are closed in the usual fashiOn. 

Description of Post-Service Work: 
The patient 1s accompanied to the recovery room where postoperative orders are wntten and the operative report 
IS dictated. The patient IS evaluated and stabilized The family IS then counseled regarding the results of the 
procedure and the anticipated convalescence. Once the patient 1s alert, she too is counseled regarding the outcome 
of the surgery and the subsequent convalescence. She 1s monitored the day of surgery as well as the followmg 
hospital day m the hospital. She IS discharged m the evenmg or afternoon of post op day #1 She Will be followed 
as an outpatient w1th approxunately two to three office VISits durmg the 90-day global penod. 



KEY REFERENCE SERVICE: 

CPT Code 
58550 

CPT Descnptor 
Laparoscopy, surgical; with vaginal hysterectomy 
With or Without removal of tube(s), with or without 
removal of ovary(s) (laparoscopic assisted vaginal 
hysterectomy) 

Global 
10 

CPT Code: "'"'58=5=50,_ __ 

WorkRVU 
14 19 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, mtra-, and post-service time (by the median) and the mtensity factors (by the mean) of the 
service you are rating to the key reference services hsted above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 
CPT Code CPT Code: 

58550 58550 

II Median Pre-Service Tune II ...QQ u 
I Median Intra-Service Tune II 100 II 
I Median lnunedmte Post-service Tm1e 30 
I Median Cntlcal Care Tillie 0 
I Median Other Hospital VIsit Time 38 
I Median Discharge Day Manage111ent Time 36 
I Median Office VISit Tm1e 61 
I Median Total Time 325 --

INTENSITY/COMPLEXITY MEASURES (Mean} 

Mental Effort and Judgement (Mean} 

The nwnber of possible diagnosis and/or the nwnber of 3.68 II 3.55 
management optiOns that must be considered 

The amount and/or complexity of medical records, diagnostic 3.56 II 3.48 
tests, and/or other mfonnauon that must be reviewed and 
analyzed 

I Urgency of medical deciSion makmg II 3.28 II 3.23 

Technical Skill/Physical Effort (Mean} 

I Technical skill reqwred II 4.24 II 3.76 

I Physical effort reqmred II 3.94 II 3.58 

~ . {I Deleted: 90 I] 
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CPT Code: 58550 
Psychological Stress {Mean} 

I The nsk of stgruficant complications, morbtdlty and/or mortality II 4.03 II 3.79 

I Outcome depends on the slall and Judgement of phystctan II 4.26 II 3.94 

I EstmJated nsk of malpractice swt wtth poor outcome II 4.21 II 4.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se!m!cnts (Mean} 

I Pre-Servtce mtenstty/complextty II 4.06 II 3.67 

llntra-Servtce mtenstty/complextty II 3.82 II 3.18 

I Post-Servtce mtenstty/complextty II 3.68 II 3.55 

ADDffiONAL RATIONALE 

Descnbe the process by whtch your specmlty soctety reached your fmal recommendation. If your society has used 
an IWPUT analysis, please refer to the InstructiOns for Specialty Soc1et1es Developmg Work Relative Value 
RecommendatiOns for the appropriate formula and format. 

SURVEY METHOD 
At the September 2002 RUC meeting, the RUC research subcommittee approved the revised multiple 
code survey instrument proposed by the Amencan College of Obstetnc1ans and Gynecologists (ACOG). 

ACOG 1n collaboration w1th the Amencan Association of Gynecological Laparoscopists (AAGL) 
disseminated the RUC survey at the November 2002 AAGL annual meeting Th1rty-six surveys were 
returned to ACOG v1a mail and fax. ACOG staff summanzed the data. A panel of physicians from ACOG 
and AAGL rev1ewed the results and drafted the final recommendations. 

PANEL DISCUSSION 
The panel developed the recommendation 1n the following manner: 

1. Reviewing the survey data 
2. Comparing the surveyed code (58550) w1th s1m1lar codes 
3. Comparing the surveyed value w1th the interim value 

Survey Data - ACOG received thirty-four completed surveys. The 251h percentile RVW from the data was 
14.19. The panel tested the validity of the 251

h percentile value using IWPUT analysis. Applying the 
formula to the surveyed code resulted in an IWPUT of .08. The panel concluded that .08 was an 
appropriate value for this procedure. In their experience the panel agreed that generally laparoscop1c 
hysterectomies are a little more difficult than vag1nal hysterectomies because the laparoscop1c route IS 

chosen over the vaginal route due to some factor impeding the vaginal route. 

CPT code values· 99231= .64, 99238=1 28; 99213= 0.65; 99212= 0.43 
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14.19- {.0224(60mln) + .0224(30 min)+ .64 + 1.28 + .67 + .67 + .45} /100 min= .08 IWPUT 

S1milar codes- Next the panel compared the swveyed code (5854X2) w1th similar codes 58150, Total 
abdominal hysterectomy and CPT code 58260, Vaginal hysterectomy. For your reference, a summary of 
the times for both codes is listed below. 

CPT CODE 58550 58260 58150 
RVW 14.19 12 98 15.24 
PRE-SERVICE TIME 60min 60min 60 min 
INTRA SERVICE TIME 100 m1n 60min 120 min 
IMMEDIATE POST-SERVICE TIME 30min 30mln 40 m1n 
HOSPITAL VISITS TIME 38min 49min 87 min 
DISCHARGE TIME 36 min 36mln 36min 
OFFICE VISIT TIME 61 min 61 m1n 46 m1n 
TOTAL TIME 325 min 296 min 389 m1n 

After reviewing th1s data the panel felt that the recommendation was consistent w1th other hysterectomy 
codes. 

lntenm value- The panel also compared the survey value of the code w1th the 1ntenm value. It was 
the same. The panel agreed that the survey results validated the interim values. 

The panel supports the recommendation of 14.19 RVW for 58550. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

Is th1s new/reVIsed code typically reported on the same date w1th other CPT codes? If yes, please 
respond to the followmg questions: No 

Why IS the procedure reported usmg multiple codes instead of Just one code? (Check all that apply.) 

The surveyed code 1s an add-on code or a base code expected to be reported w1th an add-on code. 
D1fferent specialties work together to accomphsh the procedure, each spec1alty codes 1ts part of 
the phys1c1an work usmg d1fferent codes. 
Multiple codes allow flex1b1hty to descnbe exactly what components the procedure mcluded. 
Mult1ple codes are used to mamtam consistency With s1mllar codes 
Historical precedents 
Other reason (please explam) _________________ _ 

2. Please prov1de a table hstmg the typ1cal scenano where th1s new/reVIsed code 1s reported w1th multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, intra, and post-time for each, summmg all 
of these data and accountmg for relevant multiple procedure reductiOn pohc1es. If more than one 
phys1c1an IS mvolved m the prov1s1on of the total sernce, please md1cate wh1ch physician IS performing 
and reportmg each CPT code in your scenano. 

FREQUENCY INFORMATION 

__ - { ~ei~~:_ ~0 m1n -------' 
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How was this service previously reported? 
CPT code 58550, Laparoscopy, surgical; with vaginal hysterectomy with or without removal of tube(s), with 
or without removal of ovary(s) (laparoscopic assisted vaginal hysterectomy) 

(If unlisted code, please ensure that the Medicare frequency for this unlisted code IS reviewed) 

How often do physicians m your specialty perform this service? If the recommendation IS from multiple 
specialties, please provide mformation for each specialty. 

Specialty Amencan Association of Gynecological Laparoscop1sts (AAGL) 
__ Commonly 
X Sometimes 
__ Rarely 

Specialty Amencan College of ObstetriCians and Gynecologists (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your specialty, estimate the number of times this service might be provided nationally m a one-year penod? If 
the recommendation is from multiple specialties, please provide mformation for each specialty. 

It is estimated that 10-15% of abdominal hysterectomies are now done laparoscopically 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
m a one-year penod? If this IS a recommendatiOn from multiple specialties please estimate frequency for each 
specialty. 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

Do many physicians perform this service across the Umted States? X Yes No 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 58552 Tracking Number. BA4 Global Period: 090 Recommended RVW: 16 00 

CPT Descriptor: Laparoscopy, surgical, w1th vaginal hysterectomy, for uterus 250 grams or less; with removal 
of tube(s) and/or ovary(s) 

CLINICAL DESCRIYfiON OF SERVICE: 

Vignette Used in Survey: 
A 45 year-old GlPl is evaluated for profound menorrhagia w1th anemia Her hematocnt 1s 25% despite daily iron therapy 
and treatment With oral contraceptives. On physical exanunation she has an me gular, mobile 4-6 week s1ze fibrmd uterus 
Ultrasound confirms multiple utenne fibrmds, several of wluch unpmge on the endometnum After management options 

are discussed w1th her, the patient elects a hysterectomy A laparoscop1c assisted vaginal hysterectomy (LAVH) IS 

performed The patient has a strong history of ovanan cancer m her family and does not desue any more cluldren 
therefore her tube(s) and ovary(s) removed 

Description of Pre-Service Work: 
The preserv1ce work mcludes performmg a comprehensive preoperative medical history, physical exam mcludmg 
a detailed pelvic exam. A physician must then dictate a history and physical, mcluding m wntmg of all admiSSion 
orders. The patient IS Identified m the preoperative holdmg area with the appropriate consents. Patient 
Identification is venfied. The patient's family IS also spoken to. All preoperative documentation is also reviewed 
at this tnne This mcludes nnagmg studies, mcludmg ultrasounds and associated laboratory data. The physician 
reviews w1th the OR personnel the operative mstrumentauon necessary for the advanced operative laparoscopy. 
This mcludes ensunng that the video momtors are m proper workmg order The patient IS taken to the OR and 
correctly positioned on the operatmg table. Th1s includes posiuomng of the lower extremities to avmd any 
potential mJury. The physician also will position the mom tors pnor to the beguming of the case. 

Description of Intra-Service Work: 
After general anesthesia IS obtamed and the patient is prepped and draped m the usual stenle fashion, an exam 
under anesthesia IS to be performed and compared to preoperative fmdmgs. 

The procedure begins with placmg a weighted speculum mto the patient's vagma. The antenor lip of the cervix IS 
grasped usmg a smgle tooth tenaculum and the uterus IS then sounded. Next, the cervix is then dilated begmnmg 
w1th a #9 French and progressmg to an #18 French dilator This facilitates the placement of a Valchev utenne 
mampulator, which is then placed mto the cervix and connected w1th a single tooth tenaculum to provide means of 
manipulating the uterus. At that time the weighted speculum IS removed and a Foley catheter IS placed to provide 
mtermlttent bladder dramage The laparoscop1c portion of the procedure then ensues by first elevating the 
abdomen and placing the veries needle mto the abdommal cavity and msufflatmg the abdomen until an adequate 
pneumopentoneum IS achieved. Once an adequate pneumopentoneum IS achieved, a 10 mm trochar IS placed 
umbilically. A laparoscope IS then used to confirm adequate placement and to also venfy no mJury to any 
adJacent structures mtrabdommally. Next, two additional 10 mm trochar ports are placed m the right lower 
quadrant and left lower quadrant using laparoscop1c guidance so to avOid any vascular guidance. Next, usmg 
either the seitzmger (tripolar) forceps or the harmomc scalpel, the infundibular pelvic ligaments bilaterally are 
clamped, cauterized and transected. Next, the round ligaments bilaterally are Identified, clamped, cauterized and 
transected. Both ureters are Identified bilaterally. At that ume the abdommal portiOn of the procedure IS 
completed. The laparoscope is removed from the patient's abdomen and all gas is allowed to exsufflate from the 
patient's abdomen. At that time a weighted speculum IS placed in the patient's vagma and the Valchev uterme 
manipulator IS removed. The smgle tooth tenaculum 1s then used to grasp the cervix for traction purposes. A 
circumferential mcision is then made around the cervtx Next, usmg sharp dissection, the cervicovesical space IS 
entered antenorly. Next, m a similar fashiOn the postenor cul-de-sac IS entered using careful sharp dissection. 
The pentneum IS Identified. A figure-of-eight stay suture IS placed for hemostasis and securement of the postenor 
pentoneum. A long narrow weighted speculum IS placed m the postenor cul-de-sac Haney clamps are placed at 
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the uterosacral hgaments which are then mc1sed and suture ligated Tins IS carried bilaterally m an ascending 
fashiOn. Haney clamps are mterrmttently placed on the immediate paracervical tissue, which IS then incised and 
suture hgated IndiVidually. This is earned out along the length of the uterus. Utenne artery vasculature IS 
carefully identified, clamped, mc1sed and suture hgated. The antenor pentoneal fold is Identified and mc1sed. 
The anterior cul-de-sac IS entered and the bladder is then retracted antenorly. Contmued intermittent clamping, 
mcismg and suture hgauon of the paramatenal tissue is earned out along the length of the uterus Uterme artery 
vasculature IS carefully Identified, clamped, mc1sed and suture hgated. The antenor peritoneal field IS identified 
and mc1sed. The antenor cul-de-sac IS entered and the bladder IS then retracted antenorly. Continued intermittent 
clampmg, mc1smg and suture hgation of the paramatenal tissue IS earned out along the broad hgament until fmally 
the cornual region of the uterus IS reached. The uterus, tubes and ovanes are then removed and handed off the 
field. All ped1cles are carefully mspected and hemostasis IS assured. The pentoneum and vagmal cuff IS closed in 
the usual fashiOn. 

Next, attention IS then redirected to the abdommal mcisions which are closed m subcuticular fashiOn after careful 
mspection usmg a laparoscope The ped1cles are yet agam Identified and mspected and hemostasis IS assured. 
The laparoscope and all trochars are removed and the abdommal mcisions are closed m the usual fashiOn 

Description of Post-Service Work: 
The patient is accompanied to the recovery room where postoperative orders are wntten and the operative report 
is dictated. The patient is evaluated and stab1hzed The family is counseled regardmg the results of the procedure 
and the anticipated convalescence. Once the patient IS alert, she too IS counseled regardmg the outcome of the 
surgery and the anticipated hospital stay and subsequent convalescence. She IS momtored the day of the surgery 
as well as the followmg day m the hospital. She IS discharged m the evenmg or afternoon of post day #1. She 
will be followed as an outpatient with approximately two to three office visits during the 90-day global period. 

SURVEY DATA 

Presenter(s): !George Hill, MD, FACOG and Sandra Reed, MD, FACOG 

Specialty(s): !American College of Obstetricians and Gynecologists (ACOG) 

58552, Laparoscopy, surgical, With vagmal hysterectomy, for uterus 250 grams or less, 
CPT Code: with removal of tube(s) and/or ovary(s) 

Sample Size: 70 I Resp n: 
35 I Resp%: 50% 

Sample Type: 
Survey was d1stnbuted at the American Association of Gynecological Laparoscopists 
(AAGL) annual meeting. 

Low 25th pctl Median 75th_Qctl High 

SurveyRVW: 13 5 14.64 16 19 5 3019 

Pre-Service Time: (day preceding procedure) I~Y'~:~l~ . ~: .. ~ .. -i,\ dQ. "'£ ~::§Q~~~t:t .: . iQ-
Pre-Service Time: (day of procedure) '"']lX:~.i ~~- '~:-·\rl dQ. bk'!!'"A ~l ,.~: §2- ·: 
Intra-service Time: 15 90 120 140 200 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 30 

Critical Care tlme/visit(s): .Q. 

Other Hospital time/visit(s): 38 99231/2 

Discharge Day Mgmt: 36 99238/1 

Office timelvisit(s): 61 99213/2 and 99212/1 

* Phys1c1an standard total m1nutes per E/M VISit. 99291 (60), 99292 (30), 99233 (41 ), 99232 (30); 
99231 (19), 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 
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CPT Code 
58550 

CPT Descnptor 
Laparoscopy, surg1cal; with vagmal hysterectomy 
w1th or w1thout removal oftube(s), With or w1thout 
removal of ovary(s) (laparoscop1c ass1sted vag1nal 
hysterectomy) 

Global 
10 

WorkRVU 
14 19 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, mtra-, and post-service time (by the med1an) and the mtenslty factors (by the mean) of the 
serv1ce you are ratmg to the key reference serv1ces hsted above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) 

II Median Pre-Service Time 

New /Revis. 
CPT Code 

58552 

Key Reference 
CPT Code: 

58550 

I ._I ---=~=60:....---~l ._I ----' 

I._ M_ed_I_an_I_ntr_a_-Se_m_ce_T_Im_e _________ __.ll 120 II.___ __ __. 

I Median Immediate Post-service T1me 30 
I Med1an Cnucal Care Time 0 
I Med1an Other Hospital VISit T1me 38 
I Med1an Discharge Day Management T1me 36 
I Med1an Office VISit T1me 61 

II Median Total Time 345 

INTENSITY/COMPLEXITY MEASURES (Mean} 

Mental Effort and Judgement (Mean} 

The number of possible diagnosis and/or the number of 
management options that must be considered L------1 '------' 

The amount and/or complexity of med1cal records, diagnosuc 
tests, and/or other mformauon that must be reviewed and 
analyzed 

Technical SkiU/Phrsical Effort (Mean} 

I Technical sk:JU reqwred 

I Physical effort reqmred 

Psrchologjcal Stress (Mean} 

I The nsk of Sigmficant comphcauons, morbidity and/or mortality 

II 
II 

II 

4.41 II 3.82 

4.24 II 3.64 

4.18 II 3.82 

@eleted: 90 ==:=D --- ---- ----
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CPT Code: 58552 I Outcome depends on the skill and Judgement of phystctan II 4.38 II 4.00 I 
I Estimated nsk of malpractice swt wtth poor outcome II 4.32 II 4.03 

INTENSITY/COMPLEXITY MEASURES CPfCode Reference 
Service 1 

Time SeJ:!!!ents (Mean} 

I Pre-Servtce mtenstty/complexlty II 3.54 II 3.32 

llntra-Servtce mtenstty/complextty II 4.19 II 3.76 

I Post-Servtce mtenstty/complextty II 3.54 II 3.32 

ADDffiONAL RATIONALE 

Descnbe the process by whtch your spectalty soctety reached your fmal recommendation. If your soc1ety has used 
an IWPUT analysis, please refer to the !IIStmctw/IS for Spectalty Societies Developmg Work Relat1ve Value 
RecommerukltiollS for the appropriate formula and formot 

SURVEY METHOD 
At the September 2002 RUC meeting, the RUC research subcommittee approved the revised multiple 
code survey Instrument proposed by the Amencan College of Obstetricians and Gynecologists (ACOG). 

ACOG in collaboration w1th the American AssocJatJon of Gynecological Laparoscop1sts (AAGL) 
disseminated the RUC survey at the November 2002 AAGL annual meetmg. Thirty-five surveys were 
returned to ACOG via ma1l and fax. ACOG staff summanzed the data A panel of physicians from ACOG 
and AAGL reviewed the results and drafted the final recommendations 

PANEL DISCUSSION 
The panel developed the recommendation 1n the following manner: 

1 Reviewing the survey data us1ng IWPUT analysis 
2 Reviewing the survey data us1ng the building block approach 

IWPUT analysis - ACOG rece1ved thirty-three completed surveys. The med1an RVW from the data was 
16.00. The panel tested the valid1ty of the median surveyed RVW us1ng IWPUT analysis. Applying the 
formula to the surveyed code resulted in an IWPUT of .07. The panel concluded that .07 was an 
appropriate value for this level of service. 
CPT code values: 99231= .64; 99238=1.28, 99213= .67; 99212= .45 

16.00- {.0224(60mm) + .0224(30 min)+ .64 + .64 + .1.28 + .67 + .67 + .45} /120 min= .07 IWPUT 

Building block approach - The panel used the bUJid1ng block approach to validate the recommendation 
and to identify the appropriate value for removal of tubes and ovary(s ). 
CPT code 58550, Laparoscopic hysterectomy less than 250 grams= 14.19 RVUs 



CPT code 58661, Laparoscopic removal of tubes and ovary(s) = 11.05 

14.19 + .50(11.05) = 19.72 

Another method is to compare the difference 1n s1milar vaginal 
CPT code 58260 Vaginal hysterectomy= 12.98 

CPT Code: ::.;58=5=5.:.2 __ _ 

CPT code 58262, Vaginal hysterectomy w1th removal of tubes and ovary(s) = 14.77 
14.77-12.98 = 1.79 

The difference between these two codes IS 1 79 RVUs. Similarly the difference in the recommended 
laparoscopic codes is 1.81. 
CPT code 58550, Laparoscop1c hysterectomy= 14.19 
CPT code 5854X1, Laparoscopic hysterectomy w1th removal of tubes and ovary(s) = 16.00 
16.00-14.19=1.81 

The panel agreed that both methods validate the survey med1an of 16.00 RVW for th1s code 

The panel concluded discussion of th1s code by unanimously supporting the recommendation of 16.00 
RVW for 58552. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

Is thts new/revised code typtcally reported on the same date wtth other CPT codes? If yes, please 
respond to the followmg questions: No 

Why ts the procedure reported usmg multtple codes mstead of Just one code? (Check all that apply.) 

The surveyed code ts an add-on code or a base code expected to be reported wtth an add-on code 
Dtfferent spectalttes work together to accomphsh the procedure, each spectalty codes tts part of 
the phystctan work usmg dtfferent codes. 
Multtple codes allow flexibihty to descnbe exactly what components the procedure mcluded 
Multiple codes are used to mamtam conststency wtth stmtlar codes 
Htstoncal precedents 
Other reason (please explam) _________________ _ 

2 Please provtde a table hstmg the typtcal scenario where this new/reVIsed code ts reported wtth multiple 
codes. Include the CPT codes, global penod, work RVUs, pre, mtra, and post-ttme for each, summmg all 
of these data and accountmg for relevant multiple procedure reductiOn pohctes. If more than one 
phystctan ts involved m the provtston of the total service, please mdtcate whtch phystctan ts performmg 
and reportmg each CPT code m your scenano. 

FREQUENCY INFORMATION 

How was thts servtce previOusly reported? 
CPT code 58550, Laparoscopy, surgical; with vaginal hysterectomy with or without removal oftube(s), with 
or without removal of ovary(s) (laparoscopic assisted vaginal hysterectomy) 

(tf unlisted code, please ensure that the Medtcare frequency for thts unhsted code IS reviewed) 
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How often do physicians in your spec~altv perform ih1s service? If !he recommendation IS from multiple 
specialties, please provide information for each specialty 

Specialty Amencan Association of Gynecological Laparoscop1s1S (AAGL) 
__ Commonly 
X Sometimes 
__ Rarely 

Spec~alty Amencan College of Obstetnc1ans and GynecologisiS (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your spec1alty, estimate !he number of times ih1s service might be provided nationally m a one-year period? If 
!he recommendation IS from multiple spec~alues, please provide mformauon for each specialty 

It is estimated that 10-15% of abdominal hysterectomies are now done Japaroscopically 

Specialty----------- Frequency _____ _ 

Specialty----------- Frequency _____ _ 

For your specialty, estimate !he number of times !his service might be provided to Medicare patients nationally 
m a one-year penod? If !his Is a recommendation from multiple specialties please estimate frequency for each 
specialty 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

Do many physicians perform ih1s service across !he Umted States? X Yes No 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 58553 Tracking Number. 85 Global Period: 090 Recommended RVW: 20 00 

CPT Descriptor: Laparoscopy, surgical, with vagmal hysterectomy, for uterus greater than 250 grams 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: 
A 45 year-old GlPl IS evaluated for profound menorrhagia with anemia. Her hematocnt IS 25% despite daily 
Iron therapy and treatment with oral contraceptives. On physical exammauon she has an Irregular, mobile 12-14 
week size fibroid uterus Ultrasound confirms multiple uterine fibrmds, several of which Impinge on the 
endometriUm. After management options are discussed with her, the patient elects a hysterectomy. A 
laparoscop1c assisted vaginal hysterectomy (LA VH) IS performed. 

Description of Pre-Service Work: 
The preservice work mcludes performing a comprehensive preoperative medical history, physical exam mcludmg 
a detailed pelvic exam A physician must then dictate a history and physical, mcludmg m wntmg of all admission 
orders The patient IS Identified m the preoperative holdmg area With the appropnate consents. Patient 
Identification IS venfied. The patient's family is also spoken to. All preoperative documentation IS also reviewed 
at this ttme. This mcludes nnagmg studies, mcludmg ultrasounds and associated laboratory data. The physician 
reviews with the OR personnel the operative mstrumentatiOn necessary for the advanced operative laparoscopy. 
This includes ensurmg that the video momtors are m proper workmg order. The patient IS taken to the OR and 
correctly positioned on the operatmg table. This mcludes positiOnmg of the lower extremities to avoid any 
potential IDJury The physician also Will position the momtors pnor to the begmnmg of the case. 

Description of Intra-Service Work: 
After bemg placed on the operatmg room table, general anesthesia IS obtamed and an exam under anesthesia IS 
performed and compared to preoperative findmgs The patient IS prepped and draped m the usual stenle fashiOn 
A Foley catheter IS then placed to provide a means for mtermittent bladder dramage Next, attention IS then 
turned to the placement of a weighted speculum The antenor lip of the cervix IS grasped usmg a smgle tooth 
tenaculum and the Valchev utenne mampulator IS placed and attached to the smgle tooth tenaculum. Attention is 
then directed to the abdommal portiOn of the procedure where the abdomen IS tented and the veries needle IS 
placed through the umbilicus. An adequate pneumopentoneum IS achieved The veries needle IS then removed 
and a 10 mrn trochar IS placed. Usmg the laparoscope, confirmation of no abdommal or pelvic InJUries Next, 
usmg the laparoscopic assisted gmdance, a nght and left lower quadrant 10 mrn trochar port is placed ensurmg 
that there IS no Injury to the abdommal wall vasculature. At this time, decompressiOn of the uterus IS performed 
by performmg multiple myomectomies. Multiple large myomas are noted and mJected with a solutiOn of dilute 
Pitressin. Using the harmomc scalpel, the surface of the myomas are mc1sed along their length, and usmg a 
combmation of blunt and sharp dissection, the myomas are grasped and removed by a means of sharp and blunt 
dissectiOn. These myomas are then sutured, tagged and placed mto the postenor cul-de-sac to be removed at the 
time of the vagmal portion of the procedure. After adequate decompressiOn IS performed, the fibrOid beds are 
then cauteriZed to achieve adequate hemostasis. Next, attention IS then turned to the round ligaments which are 
then clamped, cauterized and transected bilaterally. Next, the uteroovarian vasculature IS agam clamped, 
cauteriZed and transected bilaterally. Hemostasis IS assured. 

Next, attention IS then turned to the vagmal portion of the procedure. All air is allowed to be exsufflated from the 
patient's abdomen and the laparoscope IS removed The Valchev uterine manipulator Is then removed and the 
smgle tooth tenaculum Is repositioned for means of traction of the uterus. Usmg the Bovie, the cervix IS then 
mc1sed Circurnferentlally at the cerv1covagmal JUnction. The antenor and postenor cui-de-sacs are entered 
carefully using sharp dissection. The peritoneum Is Identified postenorly and a figure-of-eight stay suture IS 
placed for hemostasis and securement of the posterior pentoneum. Next, a narrow weighted speculum IS placed m 
the postenor cul-de-sac Usmg Haney clamps, the uterosacral, cardmal and broad ligaments are bilaterally 



CPT Code: :::..:58""'5.:::..:53"---
clamped, cut and ligated. Tlus IS contmued until the fundal reg10n IS reached. At that t1me the utenne specimen IS 
delivered and handed off field. General traction and palpation of the ovanes IS done at th1s time and the ped1cles 
are mspected for excellent hemostasis After all ped1cles are carefully mspected to ensure hemostasis, the 
pentoneum and vagmal cuff are closed m the usual fashion. Attention IS then directed toward the abdomen where, 
after trochar removal, these abdommal mcJsJons are also closed m the usual fashion 

Description of Post-Service Work: 
The patient IS accompanied to the recovery room where postoperative orders are written and the operative report 
IS dictated. The patient IS evaluated and stabilized The family IS then counseled regardmg the results of the 
procedure and the anticipated convalescence. Once the patient 1s alert, she too IS counseled regardmg the outcome 
of the surgery and the anticipated hospital stay and subsequent convalescence. She IS momtored the day of 
surgery as well as the followmg day m the hospital. She 1s discharged m the evenmg or afternoon of post day #1. 
She will be followed as an outpatient w1th approximately two or three office VISits durmg the next 90-day global 

penod 

SURVEY DATA 

Presenter(s): !George H1ll, MD, FACOG and Sandra Reed, MD, FACOG 

Specialty(s): JAmerican College of Obstetricians and Gynecologists (AGOG) 

CPT Code: 
58553, Laparoscopy, surg1cal, w1th vagmal hysterectomy, for uterus greater than 250 
grams 

Sample Size: 70 I Resp n: 
33 I Resp%: 47% 

S m le T e· Survey was distributed at the Amencan Association of Gynecological Laparoscopists 
a P YP · (AAGL) annual meetmg. 

Low 25thp_ctl Median 75th_Rctl High 

SurveyRVW: 14.19 17.75 20 23.13 32.14 

Pre-service Time: (day preceding procedure) § m·:.'('(- dQ._-- ~<~~;;; w·m_ ~;:, 2 -
Pre-service Time: (day of procedure) ,g "" €iSc,~~~L,. dQ._-- --::·sa·· 

~--·"""";,..~ .. ~ ... ' ::- §2 ,'" 
Intra-Service Time: 30 120 150 180 

Post-Service Total Min* CPT code I # of vis its 

lmmed. Post-time: 37.5 

Critical Care time/visit(s): Q 

Other Hospital time/vislt(s): 49 99232/1 and 99231/1 

Discharge Day Mgmt: 36 99238/1 

Office timelvlsit(s): ~ 2x 99213 - - -- - --. .. 
Phys1c1an standard total mmutes per E/M v1s1t. 99291 (60), 99292 (30), 99233 (41 ), 99232 (30); 

99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

240 

CPT Code 
58550 

CPT Descnptor 
Laparoscopy, surgical; w1th vagmal hysterectomy 
With or without removal of tube(s), With or without 
removal of ovary(s) (laparoscop1c assisted vagmal 
hysterectomy) 

Global 
10 

WorkRVU 
14 19 

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

-
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Compare the pre-, mtra-, and post-service time (by the median) and the mtensity factors (by the mean) of the 
service you are rating to the key reference services hsted above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TllWEEST~ATES~ooian} New/Revis. Key Reference 
CPT Code CPT Code: 

58553 58550 

II Med1an Pre-Service Time II ...§Q II 
I Med1an lntra-Servtce TliDe II 150 II 
I Median Immediate Post-service T1me 37.5 
I Med1an Cnucal Care TliDe 0 
I Med1an Other Hospital V1s1t T1me 49 
I Med1an Discharge Day Management T1me 36 
I Med1an Office V1s1t T1me ~ 
I Median Total Time 378.5_ -

INTENSITY/COMPLEXITY MEASURES (Mean} 

Mental Effort and Judgement (Mean} 

The number of possible d1agnos1s and/or the number of 4.08 II 3.77 
management opt1ons that must be considered 

The amount and/or complexity of med1cal records, d1agnosuc 4.08 II 3.77 
tests, and/or other mformatmn that must be rev1ewed and 
analyzed 

I Urgency of med1cal declSlon makmg II 3.67 II 3.6 

Technical SkiUIPh:~:sical Effort (Mean} 

I Techrucal slall reqwred II 4.88 II 4.17 

I Physical effort reqmred II 4.72 II 3.93 
Ps:~:chological Stress (Mean} 

I The nsk of s1gruficant comphcauons, morb1d1ty and/or mortahty II 4.59 II 4.00 

I Outcome depends on the slall and judgement of phys1c1an II 4.88 II 4.17 

I Est1mated nsk of malpracuce swt w1th poor outcome II 4.63 II 4.13 
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CPT Code: 58553 
INTENSITY/COMPLEXITY MEASURES CPfCode Reference 

Service 1 

Time Segments (Mean} 

I Pre-Serv1ce mtens1ty/complexlty II 3.73 II 3.48 

IIntra-Semce 1rttens1ty /complexity II 4.70 II 4.06 

I Post-Semce mtenslty/complexlty II 3.80 II 3.58 

ADDffiONAL RATIONALE 

Descnbe the process by whtch your spectalty soctety reached your final recommendation If your society has used 
an IWPUT analysis, please refer to the lnstructwns for Specialty Societies Developmg Work Relative Value 
Recommendatwns for the appropnate formula and format. 

SURVEY METHOD 
At the September 2002 RUG meeting, the RUG research subcommtttee approved the revised multiple 
code survey instrument proposed by the American College of Obstetnctans and Gynecologists (AGOG). 

AGOG tn collaboration wtth the Amencan Assoctation of Gynecologtcal Laparoscopists (AAGL) 
dtsseminated the RUG survey at the November 2002 AAGL annual meeting. Thirty-three surveys were 
returned to AGOG via mail and fax. AGOG staff summanzed the data. A panel of phystctans from AGOG 
and AAGL reviewed the results and drafted the final recommendations. 

PANEL DISCUSSION 
The panel developed the recommendation tn the followtng manner: 

1. Reviewing the survey data 
2. Comparing the surveyed code (58553) wtth stmtlar codes 
3. Comparing the surveyed value wtth the mterim value 

Survey Data- AGOG recetved thirty-one completed surveys. The panel recommended 20.00 RVW, the 
survey medtan. The panel tested the validity of the medtan surveyed RVW ustng IWPUT analysis. 
Applying the formula to the surveyed code resulted in an IWPUT of .08. The panel concluded that 
.08 was an appropriate value for this level of service. 
CPT code values: 99232= 1.06; 99231= .64; 99238=1.28; 99213x2= 1.30 

20.00- { 0224(60min) + 0224(37.5 min) + 1.06 + .64 + .1.28 + .1.30} /150 min = .08 IWPUT 

Similar codes- Next the panel compared the surveyed code (5854X2) wtth s1milar codes 58150, Total 
Abdominal Hysterectomy and 58290, Vaginal hysterectomy, for uterus greater than 250 grams. CPT 
code 58150 is valued at 15 24 RVW and the RUG approved 19.00 RVW for 58290 at the April 2002 
meeting. For your reference, a summary of the ttmes for all three codes is listed below. 

CPT CODE 58553 58290 58150 
RVW 20.00 19.00 15.24 
PRE-SERVICE TIME 60 75 60 
INTRA SERVICE TIME 150 120 120 
IMMEDIATE POST-SERVICE TIME 37.5 30 40 
HOSPITAL VISITS TIME 49 60 87 

- { D;i;~9o--
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CPT Code· 58553 
DISCHARGE TIME 36 36 36 
OFFICE VISIT TIME .. 46 46 46 
TOTAL TIME .. 378.5 367 389 

The panel agreed that the consistently h1gher times for 58553 supported the recommendation of 20.00 
RVW These higher t1mes were a reflection of the mtens1ty and complexity of th1s procedure. 

lntenm value-The interim value recommended by the RUC in April 2002 was 19.00. The intenm data, 
a fa1r estimation of physician work was 1n the end an est1mat1on. The panel agreed that survey data 
prov1ded strong ev1dence that 20.00, the survey median, IS a fa1r and reasonable recommendation for 
phys1c1an work for th1s code. 

The panel unanimously supports the recommendation of 20.00 RVW for 58553. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/reVIsed code typically reported on the same date with other CPT codes? If yes, please 
respond to the followmg questions. No. 

Why IS the procedure reported usmg multiple codes instead of Just one code? (Check all that apply.) 

The surveyed code IS an add-on code or a base code expected to be reported with an add-on code 
Different specialties work together to accomplish the procedure; each specialty codes Its part of 
the physician work usmg different codes. 
Multiple codes allow flexibility to descnbe exactly what components the procedure mcluded. 
Multiple codes are used to mamtain consistency with similar codes. 
H1stoncal precedents. 
Other reason (please explam). _________________ _ 

2 Please provide a table listing the typical scenario where this new/reVIsed code IS reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, mtra, and post-time for each, summmg all 
of these data and accountmg for relevant multiple procedure reductiOn policies If more than one 
physician IS mvolved in the proviSion of the total serVIce, please indicate which physician IS performing 
and reportmg each CPT code m your scenano. 

FREQUENCY INFORMATION 

How was tlus service previously reported? 
CPT code 58550, Laparoscopy, surgical; with vaginal hysterectomy with or without removal of tube(s), with 
or without removal of ovary(s) (laparoscopic assisted vaginal hysterectomy) 

(If unlisted code, please ensure that the Medicare frequency for this unlisted code IS reviewed) 

How often do physicians m your specialtv perfonn this service? If the recommendation IS from multiple 
specialties, please provide mfonnation for each specialty. 

Specialty American Association of Gynecological Laparoscopists (AAGL) 
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__ Commonly 
X Sometimes 
__ Rarely 

CPT Code: 5=8=5=53~--

Specialty Amencan College of Obstetricians and Gynecologists (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your specialty, estimate the number of times this service might be provided natiOnally in a one-year penod? If 
the recommendation is from multiple specialties, please provide mformation for each specialty. 

It is estimated that 10-15% of abdominal hysterectomies are now done laparoscopically 

Specialty---------- Frequency _____ _ 

Specialty----------- Frequency _____ _ 

For your specialty, estimate the number of tinles this service might be provided to Medicare patients nationally 
m a one-year period? If this IS a recommendation from multiple specialties please estimate frequency for each 
specialty. 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty----------- Frequency _____ _ 

Specialty----------- Frequency _____ _ 

Do many physiCians perform this service across the Umted States? X Yes No 



CPT Code: 58554 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS =.:::...:...---

SUMMARY OF RECOMMENDATION 

CPT Code: 58554 Tracking Number· B6 Global Period: 090 Recommended RVW: 22 

CPT Descriptor: 58554, Laparoscopy, surgical, w1th vaginal hysterectomy, for uterus greater than 250 grams; with 
removal of tube(s) and/or ovary(s) 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: 
A 45 year-old G1P1Is evaluated for profound menorrhagia with anemia Her hematocnt is 25% despite daily Iron therapy 
and treatment with oral contraceptives On physical exammation she has an megular, mobile 12-14 week siZe fibrOid 
uterus Ultrasound confiiTns mulnple uterme fibrmds, several of winch Impmge on the endometnurn. After management 
options are discussed With her, the patient elects a hysterectomy A laparoscop1c assiSted vaginal hysterectomy (LA VH) IS 
performed The patient has a strong history of ovarian cancer m her family and does not desue any more children 
therefore her Uibe(s) and ovary(s) are removed. 

Description of Pre-Service Work: 
The preserv1ce work mcludes performmg a comprehensive preoperative medical history, physical exam mcludmg 
a detailed pelvic exam. A physiCian must dictate a history and physical, mcludmg all admission orders The 
patient 1s identified m the preoperative holdmg area With the appropnate consents. Patient Identification IS 
venfied The patient's family is also spoken to. All preoperative documentation IS also reviewed at this time. 
This mcludes Imagmg studies, mcludmg ultrasounds and associated laboratory data. The physiCian reviews With 
the OR personnel the operative mstrumentation necessary for the advanced operative laparoscopy This mcludes 
ensurmg that the v1deo momtors are in proper workmg order The patient IS taken to the OR and correctly 
positioned on the operating table. Th1s mcludes positionmg of the lower extremities to avmd any potential InJury 
The physician will also position the momtors pnor to the begmnmg of the case. 

Description of Intra-Service Work: 
An exam under anesthesia IS performed and compared to preoperative fmdmgs. The patient 1s then prepped and 
draped m the usual stenle fashiOn m the dorsal lithotomy position. A Foley catheter IS placed to prov1de 
mtermittent bladder dramage. Next a weighted speculum is placed into the patient's vagma and the antenor lip of 
the cerv1x IS grasped using a smgle tooth tenaculum. A Valchev uterme manipulator IS placed after the cervix IS 
adequately dilated to accommodate the Valchev manipulator. The weighted speculum IS then removed from the 
patient's vagma. 

Next, attention IS turned to the abdommal portion of the procedure The abdomen IS tented and venes needle IS 
mserted. An adequate pneumopentoneum IS achieved and a 10 mm trochar IS placed umbillicaly. The 
laparoscope is then advanced through this port and a survey of the abdomen IS performed to ensure no rnJury to 
any vasculature, abdommal or pelvic structures Next, under laparoscop1c gmdance, two additional 10 mm 
trochar ports are placed m the right and left lower quadrant w1th care to avmd any abdominal wall vasculature. 
Next, a survey of the abdomen and pelvis are performed notmg multiple large fibrmds Based on their large siZe 
and position a myomectomy must first be performed to allow safe removal of the uterus transvagmally. The large 
fibrmds are rnJected with a solution of dilute P!ttressm until adequate blanching 1s noted. Usmg the harmomc 
scalpel, the surface of each Injected fibrOid is incised and excellent hemostasiS IS achieved. Next, usmg sharp 
d1ssection, each large fibroid is removed from the myometnum usmg careful sharp dissection. Once removed the 
fibrmds are suture tagged and placed into the postenor cul-de-sac to be removed at the time of the vagmal portion 
of the hysterectomy. Th1s 1s repeated until adequate decompressiOn IS achieved. The fibrOid beds w1thm the 
myometnum are then cauterized until adequate hemostaSIS IS ach1eved Next, once the myomectomy portion of 
th1s procedure 1s complete, attention 1s turned to the BSO portion of the procedure where the round ligaments 
bilaterally are clamped, cut and transected The ureters are mspected bilaterally. Next, mfund1bular pelvic 
ligaments are clamped, cauteriZed and transected Hemostasis IS assured. 



CPT Code: ~58:!::5:.:::5.::!:.4~-:-:--
Next attention is turned to the vagmal portion of the procedure and the laparoscope 1s removed and all gas 1s 
allowed to exsufflate from the patient's abdomen The Valchev utenne mampulator 1s removed and the smgle 
tooth tenaculum is reposltloned to prov1de tractiOn Next, the cerv1x IS c1rcumferentially incised at the 
cerv1covagmal junction m a clockw1se fash10n. The antenor and postenor cui-de-sacs are entered usmg careful 
sharp dissectiOn. Posterior the pentoneum IS identified and a figure-of-e1ght stay suture IS placed for hemostasis 
and securement usmg Haney clamps, the uterosacral, cardmal and broad ligaments are bilaterally clamped, cut 
and ligated Once freed, the uterus 1s then delivered. All pedicles are mspected to ensure hemostasis The 
speclffien IS then handed off the field The vagmal portion of the procedure IS then considered complete. The 
pentoneum and vagmal cuff are closed m the usual fashiOn. AttentiOn is then turned to the abdommal mclslons, 
wh1ch, after trochar removal, are closed, m the usual fash10n. 

Description of Post-Service Work: 
The patient is accompanied to the recovery room where postoperative orders are written and the operative report 
1s dictated. The patient 1s evaluated and stab1hzed. The fam1ly 1s then counseled regarding the results of the 
procedure and the antiCipated convalescence. Once the patient IS alert, she too 1s counseled regardmg the outcome 
of the surgery and the anticipated hospital stay and subsequent convalescence. She 1s monitored the day of 
surgery as well as the followmg day m the hospital She IS d1scharged m the evenmg or afternoon of post day #1 
She w1ll be followed as an outpatient w1th approxlffiately two to three office VISits dunng the 90-day global 

penod. 

SURVEY DATA 

Presenter(s): !George Hill, MD, FACOG and Sandra Reed, MD, FACOG 

Specialty(s): jAmerican College of Obstetricians and Gynecologists (AGOG) 

CPT Code: 
58554, Laparoscopy, surg1cal, With vag1nal hysterectomy, for uterus greater than 250 

_grams; With removal oftube(s) and/or ovarv(s) 

Sample Size: 70 I Resp n: 
34 I Resp%: 46% 

Sample Type: 
Survey was distributed at the American Associabon of Gynecological Laparoscopists 
(AAGL) annual meeting. 

Low 25th pctl Median 75th pctl H.!g_h 

SurveyRVW: 14.19 19 25 22.00 24.00 30 00 

Pre-Service Time: (day preceding procedure) ": """g' ~;(1t,• 
~ .ll!. "t';,~·~;o/~ 

Pre-Service T1me: (day of procedure) ~· 
. 

.lQ._ - ,~~¥'?4 ' 
«'"F ~ 5«< -

Intra-Service Time: 15 148 75 167.5 210 240 

Post-Service Total Min* CPT code I# of visits 

lmmed. Post-time: 37.5 

Critical Care tlme/visit(s): 0 

Other Hospital time/vlsit(s): 49 99232/1 and 99231-1 

Discharge Day Mgmt: 36 99238/1 

Office time/visit(s): 61 99213/2 and 99212/1 
.. 

*Phys1c1an standard total mmutes per E/M VISit: 99291 (60), 99292 (30), 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15), 99211 (7). 

KEY REFERENCE SERVICE: 

CPT Code 
58550 

CPT Descriptor 
Laparoscopy, surg1cal, w1th vagmal hysterectomy 
w1th or without removal oftube(s), With or w1thout 
removal of ovary(s) (laparoscop1c assisted vagmal 
hysterectomy) 

Global 
10 

WorkRVU 
14 19 

(oele~:4~ 
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RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, mtra-, and post-service time (by the medtan) and the mtenslty factors (by the mean) of the 
service you are rating to the key reference servtces listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) 

II Median Pre-Service Tune 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Crmcal Care Time 

I Median Other Hospital VIsit Tune 

I Median Discharge Day Management Time 

I Median Office VISit Time 

II Median Total Time 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 mformatiOn that must be reviewed and 
analyzed 

II 
II 

New /Revis. Key Reference 
CPT Code CPT Code: 

58554 58550 

...§Q IL 
167.5 II 
37.5 

0 

49 

36 

61 

411 - -

4.11 II 3.74 

4.11 II 3.74 

3.77 II 3.61 Llu~r~~=n~cy~o=f~rne~di=ca=l~d=~=IS=Io=n=mruo===n~g ________________ -JILI ______ ~L-------~ 

Technical Skiii/Phvsical Effort (Mean) 

4.88 II 4.13 '-'1 T'-'~'-hm---'-ca'-l'-skl_I_l_re...!.qw_rc.;.ed"------------------------'ll.__ __ __, '-------' 

4.76 II 4.00 L.:l P..::h:..;;YS::.:Ic..::al:..:e::.:ff..::ort.;..r:..:eq.:!;u=Ir=ed;:_ ________________ ---IIIL-___ ...J 1....---~ 
Psychological Stress (Mean) 

4.70 II 4.03 I The nsk of sigmficant comphcauons, morbidity and/or mortality I ... I ___ __. '-----------' 

4.88 II 4.16 I Outcome depends on the skill and Judgement of physician II.._ ______ _, '----------' 

4.61 II 4.13 I Esurnated nsk of rnalpracuce swt with poor outcome IlL-______ _..... L--------....1 
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CPT Code: 58554 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference 

Service 1 

Time Segments I'Mean} 

I Pre-Service mtenslty/complexlty II 3.89 II 3.48 

I Intra-Service mtensJty/complexny II 4.80 II 4.06 

I Post-Service mtensJty/complexlty II 4.05 II 3.61 

ADDITIONAL RATIONALE 

Descnbe the process by whtch your spectalty soctety reached your fmal recommendation. If your soc1ety hos used 
an IWPUT analysis, please refer to the Instructions for Specwlty Soc1et1es Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

SURVEY METHOD 
At the September 2002 RUC meeting, the RUC research subcommittee approved the revised multiple 
code survey tnstrument proposed by the Amencan College of Obstetrictans and Gynecologists (ACOG). 

ACOG tn collaboration with the American Association of Gynecologtcal Laparoscoptsts (AAGL) 
dtssemtnated the RUC survey at the November 2002 AAGL annual meetmg Thirty-four surveys were 
returned to ACOG via mall and fax ACOG staff summanzed the data. A panel of physicians from ACOG 
and AAGL reviewed the results and drafted the final recommendations. 

PANEL DISCUSSION 
The panel developed the recommendatton in the following manner: 

1. Reviewing the survey data using IWPUT analysts 
2. Reviewing survey data using the butldtng block approach 

IWPUT analysis- ACOG received thirty-four completed surveys. The median RVW from the data was 
22.00. The panel tested the vahdtty of the medtan surveyed RVW ustng IWPUT analysis. 
CPT code values: 99232= 1.06; 99231= .64; 99238=1.28; 99213= 67; 99212= .45 

22.00- { 0224(90min) + .0224(37.5 min)+ 1.06 + .64 + .1.28 + 67 + .67 + 45} /167.5min = .09 IWPUT 

Applying the formula to the surveyed code resulted tn an IWPUT of .09 The panel discussed the .09 
intensity was slightly higher than 5855X2. While the panel agreed that complextty and physictan sktll 
required of this procedure should result in an intensity around that level but the dtfference in intensity level 
from CPT code 5855X2 was a result of mtnor flaws tn a small data sample. Therefore the panel 
concluded that 09 was an appropriate value for thts level of service. 

Building block aporoach - The panel then used the buildtng block approach to validate the 
recommendation and to identify the appropriate value for removal of tube(s) and ovary(s). 
CPT code 5855X2, Laparoscoptc hysterectomy greater than 250 grams = 20.00 RVUs 
CPT code 58661, Laparoscoptc removal of tubes and ovary(s) = 11.05 

20.00 + .50(11.05) = 25.50 RVUs 



CPT Code: ::::..:58~5.::::..54.:_ __ 
Another method 1s to compare the difference in similar vaginal procedures. 
CPT code 58260 Vag1nal hysterectomy= 12.98 
CPT code 58262, Vaginal hysterectomy with removal of tubes and ovary(s) = 14.77 
14.77-12.98 = 1.79 

The difference between these two codes 1s 1 79 RVUs. Similarly the difference 1n the recommended 
values for the laparoscopic codes is 2 00 RVUs. 
CPT code 58554, Laparoscop1c hysterectomy greater than 250 grams w1th removal of tube(s) and 
ovary(s) = 22.00 
CPT code 5855X2, Laparoscopic hysterectomy greater than 250 grams= 20.00 
22.00- 20.00 = 2.00 

The panel agreed that both methods validate the survey median of 22.00 RVW for th1s code. 

The panel concluded discussion of this code by unanimously supporting the recommendation of 22 00 
RVW for 58554. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is th1s new/reVIsed code typically reported on the same date w1th other CPT codes? If yes, please 
respond to the followmg questions· No. 

Why IS the procedure reported usmg mult1ple codes mstead of Just one code? (Check all that apply) 

The surveyed code 1s an add-on code or a base code expected to be reported w1th an add-on code. 
D1fferent spec1alt1es work together to accompltsh the procedure; each specialty codes 1ts part of 
the phys1c1an work usmg different codes. 
Multiple codes allow flex1b1hty to describe exactly what components the procedure mcluded 
Multiple codes are used to mamtain consistency w1th s1mtlar codes. 
H1stoncal precedents. 
Other reason (please explam). _________________ _ 

2 Please prov1de a table hstmg the typical scenano where th1s new/reVIsed code IS reported with mult1ple 
codes. Include the CPT codes, global penod, work RVUs, pre, mtra, and post-ttme for each, summmg all 
of these data and accountmg for relevant multtple procedure reductton pohc1es If more than one 
phys1c1an is mvolved in the prov1s1on of the total serVIce, please md1cate wh1ch phys1c1an IS performmg 
and reportmg each CPT code m your scenano. 

FREQUENCY INFORMATION 

How was tlus service previOusly reported? 
CPT code 58550, Laparoscopy, surgical; with vaginal hysterectomy with or without removal of tube(s), with 
or without removal of ovary(s) (laparoscopic assisted vaginal hysterectomy) 

(if unhsted code, please ensure that the Medicare frequency for th1s unhsted code is reviewed) 

How often do phys1c1ans in your spec1altv perform th1s serv1ce? If the recommendation is from multiple 
spec1alttes, please prov1de mformat1on for each specialty. 



CPT Code: ::..:58=::5.:::..54.:._ __ 
Specialty Amencan Association of Gynecological Laparoscomsts (AAGL) 
__ Commonly 
X Sometimes 
__ Rarely 

Specialty Amencan College of Obstetnc1ans and Gynecologists (ACOG) 
__ Commonly 

Sometimes 
X Rarely 

For your specialty, estimate the number of tllTies this service might be provided nationally m a one-year period? If 
the recommendation is from multiple specialties, please provide mfonnauon for each specialty. 

It is estimated that 10-15% of abdominal hysterectomies are now done laparoscopically 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number oftllTies this service might be provided to Medicare patients nationally 
m a one-year penod? If th1s IS a recommendation from multiple specialties please estimate frequency for each 
specialty 
It is unlikely that this procedure will be performed on Medicare patients. 

Specialty---------- Frequency _____ _ 

Specialty---------- Frequency _____ _ 

Do many physicians perform th1s service across the United States? X Yes No 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

September 2002 

Minimally Invasive Repair of Pectus Excavetum 

These codes were developed to describe a new minimally invasive technique in reconstructive repair of the pectus exacavatum or 
carina tum. 

The specialty society and the RUC request that the minimally invasive approach for reconstructive repair of pectus excavatum or 
carinatum (CPT codes 21742 and 21743) remain carrier price until the specialty is able to acquire data for these services. 

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

cr21740 AN1 Reconstructive repair of pectus excavatum 090 16.50 (no change) 
or carinatum; open 

A-21742 AN2 minimally invasive approach (Nuss 090 Carrier Priced 
procedure) without thoracoscopy 

A-21743 AN3 minimally invasive approach (Nuss 090 Carrier Priced 
procedure) with thoracoscopy 

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

September 2002 

Refilling of Implantable Infusion Pumps 

CPT created a new code 95990, Refilling and maintenance of implantable pump or reservoir for drug delivery; spinal 
(intrathecal, epidural) or brain (intraventricular). Although some providers were reporting this service with CPT code 96530, 
Refilling and maintenance of an implantable pump or reservoir (or drug delivery, systemic (eg. intravenous. intra-arterial) the 
specialty indicated that this code was inappropriately utilized. The physician services that are described by CPT code 95990 
should have been previously reported using code 64999, Unlisted procedure, nervous system. Code 95990 describes a service 
requiring direct physician involvement and therefore, the service should have an assigned work value. The RUC clarified with the 
presenters that the physician and a registered nurse typically provide the service together. With this in mind, the RUC 
recommends that code 95990 include an editorial note to indicate that the physician is always present during the performance of 
this service. 

A coalition of several specialties, including pain medicine, anesthesiology, neurosurgery, and spine surgery reviewed and 
surveyed the new CPT code 95990. A survey median of 1.82 was collected from 67 physicians, who indicated a pre-service time 
of 10 minutes, an intra-service time of 20 minutes, and a post-service time of 10 minutes. After the review of survey responses, 
the societies felt that the median survey value (1.82) was too high, therefore, the specialty society recommended 1.38, which is 
between the 25th percentile (1.11) and the median. The RUC did not agree that a work RVU of 1.38 was appropriate. 

Although this code is billed often with an ElM code, the RUC understands that the survey respondents were surveyed for the 
specific work of the service only. The group identified relatively similar services for which they could compare work, time, and 
intensity. The RUC focused its comparison on two codes, 67500 Retrobulbar injection; medication (separate procedure, does 
not include supply of medication) (Work RVU = 0.79) and 62252 Reprogramming of programmable cerebrospinal shunt (Work 
RVU = 0.74). The RUC surveyed the physician time for the 62252 is 15 minutes pre-service time, 20 minutes intra-service time, 
and 10 minutes post-service time. This was comparable to the time for 95990 and the RUC agreed that 62252 serves as a good 
cross comparison to this new code. The RUC recommends the work RVU of0.77 for CPT code 95990. 



Physician Time 
For code 95990, the RUC agreed that the 15 minutes pre-service time and the 20 minutes post-service time were reasonable. 
However, as the RN was also involved in the provision of the service, the RUC was concerned that the physician time in the post
operative period was too high, and the presenters agreed. The RUC recommends that the post-operative physician time should be 
reduced from 10 minutes to 7 minutes to eliminate this duplication of work. 

Practice Expense 
The RUC reviewed in detail the practice expense inputs for code 95990, and understood that with the types of drugs being 
administered, a RN staff type was appropriate for all the clinical staff activities except for time for cleaning the room. The RUC 
members agreed with the time distributions among the various clinical activities, as well as the medical supplies and equipment 
typically used for the service. The practice expense recommendations presented by the specialty society were accepted by the 
RUC. 

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

A. 95990 AJl Refilling and maintenance of implantable pump XXX 0.77 
or reservoir for drug delivery; spinal (intrathecal, 
epidural) or brain (intraventricular) 
(For analysis and/or reQrogramming of 
imQlantable infusion QUmQ, see 62367-62368} 
(For refill and maintenance ofimQlanted infusion 
QUmQ or reservoir for systemic drug theraQy (eg, 
chemotheraQy or insulin, use 96530) 

cr96530 AJ2 Refilling and maintenance of an implantable XXX 0.00 
pump or reservoir for drug delivery, systemic 
( eg, intravenous. intra-arterial) (No Change) 

(For refilling and maintenance of an imQlantable 
infusion QUmQ for SQinal or brain drug infusion, 
use 95990) 

2 



Other Related Notes in CPT 
36533 Insertion of implantable venous access device, with or without subcutaneous reservoir 

(For refilling and maintenance of an implantable pump or reservoir 'leAel:ls aeeess deviee reserveir, for intravenous or intra-arterial drug delivery, 
use 96530) 

62350 Implantation, reviszon or repositioning of tunneled intrathecal or epidural catheter, for long-term medication administration via an external pump 
or implantable reservoir/infusion pump; without laminectomy 

62351 with laminectomy 
(For refilling and maintenance of an implantable Yeae1:1s aeeess de,·iee reserYeir, infusion pump for spinal or brain drug therapy use 95990 96£Q) 

62367 Electronic analysis of programmable, Implanted pump for intrathecal or epidural drug infuszon (includes evaluation of reservoir status, alarm 
status, drug prescription status); without reprogramming 

62368 with reprogramming 
(Te repert implaatable J:31:lffiJ:3 er resep,·er refill, For refilling and maintenance of an implantable infusion pump for spinal or brain drug therapy, use~ 
95990) 

90788 Intramuscular in;ection of antibiotic (specifY) 

(90790-90796 has been deleted. To report, see 95990, 96408-96414, 96420-96425, 96440, 96450, 96530, 96545, 96549) 
96408 Chemotherapy administration, intralesional; up to and including 7 lesions 

96410 infusion techmque, up to one hour 

996412 infusion technique, one to 8 hours, each additional hour (List separately in addition to code for primary procedure) 
(Use 96412 in conjunction with code 96410) 

96414 infusion technique, initiation of prolonged infusion (more than 8 hours), requiring the use of a portable or implantable pump 

(For p1:1mp er resep,·eir refilling and maintenance of an implantable infusion pump or reservoir for intravenous or intra-arterial drug delivery, see 96520, 
96530) 

96420 Chemotherapy admimstration, intra-arterial; push 

96425 infusion technique, imtiation or prolonged infusion (more than 8 hours), requiring the use of a portable or implantable pump 

(For imp lasted p1:1mp er reserveir refilling and maintenance of an implantable infusiOn pump or reservoir for intravenous or intra-arterial drug delivery. see 
96520,96530) 

3 



AMA/SPECJIAL TY SOCIETY RVS UPDATE PROCJESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 95990 Tracking Number: AJl Global Period: XXX RUC Recommended RVW: 1.38 
0.77 

CPT Descriptor: 
Refilling and maintenance of implantable pump or reservoir for drug delivery; spinal (intrathecal, epidural) or 
brain (intraventricular) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 45 year old female with severe cancer-related pain. She has 
failed to obtain adequate pain relief without intolerable side effects form multiple trials of systemic medications, 
both narcotic and non-narcotic, as well as various blocks and injections. It is judged that the pain would not be 
improved by any further surgical resection, radiation therapy, and/or chemotherapy. A trial of an intrathecal 
infusion of morphine gave 80% pain relief at low dose rates. A permanent implanted subcutaneous programmable 
infusion pump was placed as well as an implanted intrathecal infusion catheter for a long-term intrathecal infusion 
of narcotic. 

Description of Pre-Service Work: The solution to be injected into the pump/reservoir is ordered by the physician 
from the appropriate pharmacy. The order is to specify the name of the drug, the volume of the solution, the 
concentration of the solution, and the nature of the drug (preservative-free). 

Description of Intra-Service Work: The center of the implanted subcutaneous continuous infusion pump or 
reservoir is palpated and identified. This center point is marked on the skin. The entire area over the pump or 
reservoir is then carefully prepped with iodine or alcohol. Throughout all this procedure, sterile technique is 
meticulous to prevent infection in the infusion solution, which would cause life-threatening meningitis. A special 
pump refill kit is then opened and an extra 20 cc syringe, 20 gauge needle, and 4x4 sponge added to the kit. Sterile 
gloves are then donned and a sterile drape with an open center area is taken from the refill kit and placed over the 
pump, being sure that all skin in the exposed center area has been prepped with iodine or alcohol. 
Using sterile technique, the previously prepared drug to be injected into the pump or reservoir is then drawn from 
its transport or commercially-prepared vial into one of the 20 gauge needles. The solution's container is checked to 
be sure that the drug, the drug volume, and the drug's concentration are all correct according to what was ordered. 

The 22g Huber needle in the refill kit is then attached to the overpressurization T-tubing in the kit and the tubing's 
stopcock closed. The Huber needle is then carefully, under sterile conditions, punctured through the skin over the 
center of the pump or reservoir. The needle is advanced and probed to find the actual center of the pump or 
reservoir and then the needle is advanced through the injection septum of the pump or reservoir to the proper 
depth. Once the needle has been positioned in the pump/reservoir, an empty 20 cc (or other appropriate volume) syringe is 
attached to the needle's tubing, stopcock opened, and the pump/reservoir emptied of its contents. The volume of the solution 
removed from the pump/reservoir is measured and checked against the medical records and/or pump status printout to be sure 
that the entire volume of the pump/reservoir has been removed. Failure to remove all the fluid can result in overfilling the 
pump/reservoir with the new solution and damage to the pump/reservoir or even pump/reservoir malfunction causing a 
potentially life-threatening intrathecal overdose of narcotic or baclofen to the patient. The stopcock is closed, the syringe 
removed, the syringe containing the new solution attached to the tubing, and the stopcock re-opened. The solution is then 
slowly over several minutes, injected into the pump/reservoir. It is double-checked that the correct volume has been injected 
into the pump/reservoir and then any possible overpressurization of the pump/reservoir is checked by turning the stopcock to 
allow pump solution to flow into the tubing's T-piece. This step of checking to avoid injecting too much solution and checking 
for overpressurization are critical to prevent overfilling the pump, which again could cause pump malfunction and/or sudden 
intrathecal overdosage of the drug that could be life-threatening. 

Description of Post-Service Work: Once the T-tubing overpressurization check has been completed, the needle and 
tubing assembly are withdrawn from the pump and the skin. A sterile sponge is used to dry the skin and seal the puncture 
area. A band-aid is placed over the puncture spot. Excess iodine or alcohol is wiped from the surrounding skin. The 
contaminated needles, tubing, syringes, sponge, and gloves are then properly disposed. 



SURVEY DATA: 

Presenter(s) Norman Cohen, MD, American Society of Anesthesiologists, Samuel Hassenbusch, MD, PHD, 
American Academy of Pain Medicine, Charles Mick, MD, North American Spine Society 

Specialty(s):American Academy of Pain Medicine, American Society of Anesthesia, American Association of 
Neurological Surgeons, Congress of Neurological Surgeons 

Sample Size: 4791** Responses: 67 Response Rate: (%):_1.4%_ Median RVW: 1.82 

Type of Sample (Circle One): random, panel, convenience. Explanation of sample size:~ 
Surveys were sent out to all members of American Neuromodulation Society, the Pain Section of neurosurgery 
(AANS-CNS), and to implantable interventional pain medicine physicians of AAPM. Members of NASS and 
ASA were also notified of this survey on their web sites. It was difficult to determine the exact number of 
respondents that actually looked at the web site survey from those numbers. We used the total membership 
numbers because of this which make the response rate look very deflated. 

25th Percentile RVW: 1.11 75th Percentile RVW: 2.00 Low:_O_ High: 8.42 

Median Pre-Service Time: ___,1""0___ Median Intra-Service Time: 20 

25th Percentile Intra-Svc Time: 15 75th Percentile lntra-Svc Time: :::..30"'----- Low: _3 __ High: 90 

Median Post-Service Time: -W7 Level of Service by CPT Code N/ A 
Total Time (List CPT Code & #of Visits) 

Immediate Post Service Time: N/A 

Critical Care: N/A 

Other Hospital Visits: N/A 

Discharge Day Mgmt.: N/A 

Office Visits: N/A 

KEY REFERENCE SERVICE: 

CPT Descriptor CPT Code 
62368 Electronic analysis of programmable, implanted pump 

for intrathecal or epidural drug infusion ( includes evaluation 
of reservoir status, alarm status, drug prescription status); 
with reprogramming 

RVW 
0.75 



\ CPT Code: 95990 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) New/Revis. 
CPT Code: 

95990 

Key Reference 
CPT Code: 

62368 

._I M_ed_i_an_Pr_e_-T_i_m_e ____________ ...JI ._11_0 __ __.1._1 o ___ _... 

._IM_ed_lan_I_ntr_a_-T_i_m_e ____________ ~ll2o 1._13_0 ___ ~ 

Median Immediate Post-service Time -W-7 0 

Median of Aggregate Critical Care Times N/A 

Median of Aggregate Other Hospital Visit Times N/A 

Med1an Discharge Day Management T1me N/A 

Median of Aggregate Office Visit Times N/A 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of poss1ble diagnosis and/or the number of ._13_.5_5 __ __.1 ._I2_.5_7 ___ ...J 
management options that must be considered 

The amount and/or complexity of med1cal records, diagnostic ._I3_.3_1 __ ___.II._1_.8_6 ___ _J 

tests, and/or other mformation that must be reviewed and 
analyzed 

I Urgency of medical decision making 113.25 112.00 

Technical Skill/Physical Effort <Mean} 

I Technical skill required 113.36 112.29 

I Physical effort required 112.61 112.00 

Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 113.75 112.00 

I Outcome depends on the skill and judgement of physician 113.70 112.71 

Estimated risk of malpractice suit with poor outcome 14.00 112.57 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Swnents (Mean} 

I Pre-Service mtensity/complexity 113.19 112.50 

I Intra-Service intensity/complexity 113.48 113.33 



LIP_o_st-_S_e~_i_~_i_m_en_s~icy~lc_o_m~pl_ex_icy~----------------~~LI2_.6_5 ____ ~11~2_.6_7 ____ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
The American Academy of Pain Medicine sent out surveys including four different societies and asked ·the 
members to fill out the RVS and PE surveys. The data was compiled and analyzed. The final results were 
presented to a committee of the Academy of Pain Medicine in a conference call. The data was discussed in great 
detail and a consensus was established as to what data to present to the AMA RVS, (RUC), committee. This data 
appears on this summary form. 

The Recommended RVW of 1.38 was chosen based upon a building block methodology. Using existing 
times and an IWPUT of0.047 produces an RVW of 1.38. IWPUT for some related codes are: 62284 = .047, 
62270=.042 and 62272=.052. RVWs for these related codes are: 62284- 1.18 RVWs, 62270-0.88 RVWs, 
62272- 1.01 RVWs. We believe that the 95990 survey median RVW of 1.82 is too high. The statistics show a 
high value of 8.42 with a 75m percentile of 2.0 so the curve is skewed to the high end which would drive the 
median higher than a normal distribution. 



FREQUENCY INFORMATION 

How was this service previously reported? ---"9'""6"""53:::.:0:<.._ ________ (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty_AAPM ____ _ _X_ Commonly __ Sometimes __.Rarely 

Specialty_ASA ________ X _Commonly __ Sometimes ___ Rarely 

Specialty_AANS-CNS ___ _ _ __ Commonly _X_ Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _AAPM ______ _ Frequency _15,600 __ _ 

Specialty _ASA _______ _ Frequency_23,250 ____ _ 

Specialty _AANS-CNS ____ _ Frequency_8,400 __ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ AAPM. _____ _ Frequency _10,400 __ _ 

Specialty _____ ASA ______ _ Frequency _15,500 ____ _ 

Specialty _AANS-CNS ____ _ Frequency_ 5,600 ____ _ 

Do many physicians perform this service across the United States? X Yes No 



Sample Size: 4791 

Tracking Number AJI 

- -~--.- --~------- ----.--;"·--- ~------- I 

- CPT Code: 95990i 
___ ~--~pe~i-~!!Y_SocleJy('~)Am~rica~-~~ad~_l!lY of Pain Medicin~ 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 

In Office Direct Inputs 

Response Rate: 1.4 (%) Global Period: XXX 

Reference Code 1: 62638 62368 Reference Code 2: 96530 

Geographic Practice Setting%: Rural 10% Suburban 35% Urban 55% 

Type ofPractice %: 27% Solo Practice 
39% Single Specialty Group 
10% Multispecialty Group 
24% Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Surveys were sent out to members of the North American Spine Society and American Society 
of Anesthesiologists web site. Surveys were sent to American Neuromodulation Society, 
American Academy of Pain Medicine, and Pain Section of American Association of Neurological 
Surgeons-Congress of Neurological Surgeons by either fax or email. The data were collated 
and analyzed. The data were then presented to the American Academy of Pain Medicine, 
American Society of Anesthesiologists, and American Association of Neurological Surgeons
Congress of Neurological Surgeons, and The North American Spine Society who called 
together their coding/socio-economic committees to further disseminate the information. A 
multi-specialty RVS practice expense committee, consisting of practitioners involved in both in
office and out-of-office interventional pain management in multiple practice settings in 
widespread geographic areas was utilized. The committees after much discussion and thought 
came to a consensus on the final data to present on this summary form and to the RUC. 

The practice expense direct inputs for clinical staff, supplies and equipment for this code have 
been determined with the assumption that typically a separate E/M visit will also be coded on 
the same day. We have deleted necessary clinical staff activities such as obtaining vital signs 
and greeting and gowning of the patient that are captured under the E/M code to avoid 
duplication. Insurance refusal to cover the same day E/M visit would result in under-valuation of 
this code. 

Please describe the clinical activities of your staff: 

Pre Service period - An RN handles the order for the patient specific, custom formulated 
narcotic mixture. The RN receives the medication, confirms the correct formulation, records 
receiving the rf1edication and assures safe storage until the procedure. When the medication 
has arrived the patient is contacted, instructions are reviewed and the pump refill is scheduled. 
We believe the recently developed 0-10 day global pre-service time for in office procedures of 
18 minutes reflects these activities for the first pump refill. When the patient returns for repeat 
refills many of the staff activities remain constant, however the 7 minutes allotted by the PEAC 
for pre-service education/consent is less after the patient becomes familiar with the procedure. 

CPT code 95990 I 



~------------ ----------- -- --- ------------------- CPT Code: 959901 

i ________________________________ S_I)edal_!y_S~~~g(~s)~Jl:l~Ij~an_~~a_demy ofP=!!~Medicin~] 

We have accordingly decreased the final pre-service recommendation by 3 minutes (from 18 
minutes to 15 minutes). 

Service period- No time has been requested for greeting and gowning of the patient or for 
obtaining vital signs because this is captured by the E/M visit which typically occurs at the same 
time. An RN reviews the chart, prepares the room, equipment and supplies and positions the 
patient. The RN then assists the physician during the pump refill. We have recommended 1 0 
minutes of time to assist the physician (one-half of the intra-service MD time). The patient is 
then monitored for approximately 30 minutes to assure that none of the narcotic has leaked 
from the pump into the subcutaneous tissue. We have recommended 1 0 minutes of RN 
monitqring time (one-third of the total) to account for multi-tasking. 

Post Service period - One phone call is typically made following the refill for pump specific 
follow-up. Because an E/M visit will be coded at the same time and that code includes a follow
up phone call we have not included a separate call to avoid duplication. 

Supplies: In-office supplies are fairly standard and include CPEP recommended supplies and 
supplies particular to this procedure. A standard E/M package is utilized but is accounted for in 
the E/M visit. 

Equipment: A power exam table is utilized for the procedure. 

Pre-Service Clinical Labor Activities: 
Coordinate pre-procedure services (Check pump drug ordering 
is correct, Call in prescription/order, Obta1n drug(s), Store 
drug(s) in safe location 

Intra-Service Clinical Labor Activities: 
Review charts 
Greet pat1ent and provide gowning 

Obtain vital signs 

Provide preserv1ce education, obtam consent 
Prepare room, equ1pment, supplies 

Prepare and position patient, monitor patient 

Post Procedure: 

Monitor pt. followmg serv1ce/check tubes, monitors, drains 
Clean room/equipment by phys1c1an staff 

Check dressmgs & wound/ home care instructions/coordinate 
office visits/prescnpt1ons 

Post-Service Clinical Activities 
Conduct phone calls/call 1n prescnptions 

HCFA''s Clinical Labor 
Staff Type 
Code* 

1033 RN 
1130 RNILPN/MA 

Pre-
Service 
Time 

15 

CPT code 95990 

Service 
Period 
(Day of 
service) 
32 
3 

Post-Service Cost Estimate 
Time After and Source (if 

Day of Service) applicable) 

0.422/min 
0.317/min 

2 



,------- --- -------------- - ------- ------------------CPT Code: 95990: 

__________ ~p~c_i~!_ty So~!ety(~)~_J!leri~~n Aca_!l~~y_ ~fr_!tin _Medicinej 
1 

I 
L~- ·-- ---- -----

* From HCF A's Labor, Medical Supply, and Equipment List for year 2001. If not listed, provide full description, estimated cost, and 
cost source 

HCFA's Medical Supplies Quantity of Units Used for Cost Estimate and 

Medical Supplies Purchase Source (if 

Supply Code* applicable) 

NEW Medtronic refill kit/ Model 1 kit 28.00 each 
8551 SynchroMed refill kit 

14005 Sterile pair of gloves 1 pr Box 0.89 
11306 Surgical mask 1 Case 0.30 
91409 20 cc syringes 2 Case 1.24 each .62 
52305 Betadine pre sticks 1 pkg Case 0.44 
31508 4x4 sponge/gauze 1 pack Case 1.47 
31502 Band aid 1 Box 0.05 
91402 20-gauge needle 2 Box 0.24 
11102 Chuck pad 1 Case 0.05 

.. 
*From HCFA's Labor, Medtcal Supply, and Eqmpment Ltst for year 2001. If not hsted, provtde full descnptton, esttmated cost, and 
cost source. 

HCFA's Medical Equipment No. of Minutes of Hours per Cost Estimate and 

Equipment units in use per week in use Source (if applicable) 

Code* practice procedure for all services 

El1003 Power table 27 

CPT code 95990 3 
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\ . CPT Code: 959901 
___________________________ ~p~c!_~Lty Soci~ty_(~)A~~!:i_~~!!_A~~deJ!!y ofPai!! Medicine! 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

TYPE OF SERVICE: Surgical Procedures 
000 Global Period 

SITE OF SERVICE: In-OFFICE 

Clinical Services 

Pre-Service Period 
Start: Following visit when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 

Coordinate pre-procedure servrces 

Office visit before surgery/procedure 
Revrew test and exam results 

Provrde pre-service education/obtain consent 

Follow-up phone calls & prescnptions 

Other Clinical Activity (please specify) 

End: When patient enters office for surgery/procedure 

Service Period 
Start: When patient enters offtce for surgery/procedure 
Pre-service services 

Review charts 

Greet patient and provrde gowning 

Obtain vital signs 

Provide pre-service education/obtain consent 

Prepare room, equrpment, supplies 

Prepare and position patient/ momtor patrent 

Sedate/apply anesthesia 

Intra-service 

Assist physician rn performing procedure 

Monitor pt. followrng service/check tubes, monitors, drains 

Clean room/equrpment by physician staff 

Complete dragnostrc forms, lab & X-ray requisitions 

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

CPT code 95990 

Minutes 

5 

3 

0 

4 

3 

0 

3 

0 

0 

0 

2 

2 

0 

10 

10 

3 

0 

0 

Staff Type- Circle 

RNILPN/MA 

4 



------------------- ---- - --- -----CPT Code: 9599~ 

Check dressings & wound/ home care instructions/coordinate 
office VISits/prescriptions 

Other Climcal Act1v1ty (please specify) 
End: Patient leaves offtce 

Post-Service 
Post-Op Visit (99212 x1) 
Phone calls/call in prescriptions 

CPT code 95990 

5 

0 
0 

5 



AMA/Specialty Society RVS Update Committee 
Summary ofRecommendations 

September 2002 

Therapeutic Apheresis 

New CPT codes 36511-36516 replace codes 36520 Therapeutic apheresis; plasma and/or cell exchange (Work RVU = 1.74) and code 35521 
Therapeutic apheresis; with extracorporeal affinity column adsorption and plasma reinfusion (Work RVU = 1.74) to allow reporting for the 
different types of therapeutic apheresis that are now performed. This also allows for better recording of the frequency of the different therapeutic 
apheresis procedures. Previously reported codes 36520 and 36521 were too vague to code for all the different apheresis procedures now in 
existence. 

At the April2002 RUC meeting, the RUC reviewed these new CPT codes and determined that the specialty should coordinate a survey process to 
collect data to present at the September 2002 meeting. The RUC recommended interim values of 1.74 for each of the therapeutic apheresis 
services, which is the value cross-walked from current codes 36521 and 36520. 

In summer 2002, the specialty coordinated its survey efforts with subspecialty organizations and other specialties ( eg, nephrology and rheumatology 
and completed a survey of the work relative values for these services. The American Society of Hematology (ASH) also contacted the 
manufacturer associated with the supplies and equipment for this service to best determine the institutions that are currently performing this service. 
Data was accumulated and reviewed for presentation to the RUC in September. 

The RUC reviewed the survey data and confirmed that the survey respondents understood that these six new CPT codes were assigned a global 
period of 000, and that all services typically provided to a patient on the day of the apheresis procedure are considered to be part of that procedure, 
It was understood that evalutation and management services typically provided to the patient on the day of the apheresis service would be included 
in the valuation of this service. Thus a separate visit code, such as an office or outpatient visit or subsequent hospital care, should generally not be 
reported by the physician on the day in which he/she reports an apheresis service. Separate reporting is permitted, however, for a consultation, 
initial hospital care or discharge day management, when these separately identifiable services are performed. 

The specialty indicated that most typically two physicians are involved in the treatment of these patients, one treating the disease and one providing 
the apheresis treatment. The typical patient receives numerous treatments. Therefore, the majority of the services are performed on a date when a 
consultation service would not be performed or reported. 



The RUC reviewed and discussed whether it was appropriate for all six codes to be valued the same. The RUC had initially requested the survey 
following the April2002 RUC meeting, as it appeared that there should be a differentiation in the work values between these codes. The specialty 
argued that the specialty is unable to identify any differentiation in work between these services, at this time. The specialty indicated that it was a 
priority to differentiate the coding to capture the facility expense related to these services. The RUC concluded that the work relative value should 
be consistent between the first five codes, 36511-36515 (U1-U5). 

However, the RUC was not compelled that the work has changed for these services and recommends the existing relative value of36520 (1.74), 
rather than the specialty recommendation of2.10. The RUC also recommended that the new survey time be incorporated into the RUC database for 
these five services. The RUC also agreed that the physician time for codes 36511-36515 (U1-U5) should be consistent and recommends the 
survey time of 40 minutes pre-time, 20 minutes intra-time, and 15 minutes post-time. 

The RUC, however, noted that the work relative value of 1.74 was too high for code 36516 (U6). The RUC recommends that CPT code 90935 
Hemodialysis procedure with single physician evaluation (work RVU = 1.22), be used as a crosswalk. The intra-service time and the types of 
services are similar, and there is relative proportionality with the time difference between U6 and U1-U5. The RUC recommends that the 
specialty request that CPT change the descriptor to specify ''with physician evaluation." 

The RUC recommends the following work relative value units for these services: 

36511 U1 Therapeutic apheresis; for white blood cells 1.74 
36512 U2 for red blood cells 1.74 
36513 U3 for platelets 1.74 
36514 U4 for plasma pheresis 1.74 
36515 U5 with extracorporeal immunoadsorption 1.74 

and plasma reinfusion 
36516 U6 with extracorpeal selective adsorption 1.22 

or selective filtration and plasma reinfusion 

Practice Expense Inputs: 
The specialty had determined these services are performed more than 95% in the facility setting and the RUC agreed that they should not be priced 
in the non-facility setting at this time. Therefore, there are no direct practice expense input recommendations. 



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

.36511 Ul Therapeutic apheresis; for white blood cells 000 1.74 

.36512 U2 for red blood cells 000 1.74 

.36513 U3 for platelets 000 1.74 

.36514 U4 for plasma pheresis 000 1.74 

.36515 us with extracorporeal immunoadsorption and plasma 000 1.74 
reinfusion 

• 36516 U6 with extracorporeal selective adsorption or selective 000 1.22 
filtration and plasma reinfusion 

36520(D) Therapeutie apheresis; plasma and/or eell exehange 000 N/A 

(36520 has been deleted. To re12ort use 36511-36512) 

36521(D) with extraeorporeal affiHity eolumH adsorptiofl aHd 000 N/A 
plasma reiHfusioH 

(36521 has been deleted. To re12ort. use 36516) 
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October 11, 2002 

American Medical Association 
Dept of CPT Editorial Research and Development 
515 North State Street 
Chicago, IL 60610 

Dear Sir/Madam: 

As recommended by the AMA RUC at their September 2002 meeting, the American Society of 
Hematology (ASH) would like to have the phrase "with physician evaluation" added to the definition 
of CPT 36516 for 2004 (the code is new for 2003). This would change the descriptor to read: 

.A 36516 therapeutic apheresis; with extra corporeal selective adsorption or selective filtration and 
plasma reinfusion; with physician evaluation. 

This change is needed to assure that this code is billed only when the physician is present and 
periodically monitoring the patient during the procedure. The terminology is similar to that already 
existing for CPT 90935, hemodialysis procedure. 

In addition, nine new bone marrow/stem cell processing codes were reviewed by the RUC (CPT 
codes 38207-38215) and the recommendation made that two of these be revised for 2004 (these are 
new codes for 2003). Specifically, CPT 38208 and CPT 38209 should change as follows: 

.A38208 thawing o(previouslv frozen harvest, with washing llunving e(pl'evitmslv frer.en hBFW!st 

.A 38209 thawing o(previously frozen harvest, without washing Wllshing e(hBA~eSt 

The rationale for this revision is that bone marrow/stem cell washing is always done with bone 
marrow/stem cell thawing. However, all harvests that are thawed are not necessarily washed. 

Finally, the AMA RUC recommended we petition CPT to add a note to these nine bone marrow/stem 
cell processing codes (CPT codes 38207-38215) indicating that physicians may not report flow 
cytometry (CPT codes 88180, 88182, and 88199) separately. 

We understand that we do not need to submit a formal CPT application for these changes. If our 
understanding is not correct, please advise us as soon as possible. 

If you have any questions or need additional information at this time, please feel free to contact Mo 
Mayrides, ASH Director of Policy and Practice, at (202) 292-6005 or at mmayrides@hematology.org. 

Sincerely, 

Samuel M. Silver, MD, PhD 
Chair, ASH Committee on Practice 

44th Annual Meet1ng & Expos1t1on • December 6·1 0, 2002 • Pennsylvania Convention Center, Ph1ladelph1a, PA 

V1sit our webs1te at www hematology org 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36511 Tracking Number: Ul Global Period: 000 Reeommended RVW: 2.1 
RUC Rec. RVW: 1.74 

CPT Descriptor: Therapeutic apheresis; for white blood cells 
CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 40 year old female with acute leukemia who is found to have a leukemic 
blast count of ~50,000/J.ll or a total white blood cell count ~100,000/J.ll. At such very high white blood cell or leukemic blast 
counts there is an unacceptably high risk of cerebral or pulmonary leukostasis, a potentially fatal condition that results from 
obstruction of small arteries or arterioles by adherent white blood cells. Patients typically suffer strokes or respiratory failure. 
Emergent lowering of the circulating white blood cell mass, by leukapheresis, is the only viable short-term management 

option. The patient is hospitalized for the apheresis procedure (any services directly related to the hospital admission should 
be billed separately and not included in your physician work assesment of the apheresis procedure). The apheresis physician 
assesses the appropriateness of the procedure and calculates the parameters of apheresis prior to the procedure. The machine's 
tubing system is connected to the patient's venous system through a large-bore, dual-lumen dialysis-type central venous 
catheter. While an apheresis nurse is operating the machine, the physician continually monitors the patient and assesses the 
patient at the end of the procedure. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]:The 
apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining whether 
he/she remains sufficiently stable to undergo the therapeutic extracorporeal procedure. In addition, the physician reviews the 
patient's hematological status to confirm that the treatments are having the desired effect on the hyperleukocytosis and whether 
the patient is clinically improving as expected. This assessment may include reviewing evaluations by other attending 
physicians including hematologists, nephrologists and intensivists involved in the patient's management. Current diagnostic 
laboratory studies are reviewed, including complete blood count and differential count, renal and liver function studies, total 
protein and albumin and other relevant serum chemistry studies. Urine output and the accumulation of edema fluid are 
assessed. The physician discusses the state of the patient's venous access with, and confirms the initial assessment of, the 
apheresis nurse. Finally, after determining that the parameters of the treatment (whole blood processing volume, 
anticoagulant-to-whole blood flow ratio, target extent of leukoreduction, etc.) as reflected in the orders are still appropriate, 
the physician authorizes that the treatment should proceed. 

Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed consent. 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of the 
patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention to the 
vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant parameters. The 
physician monitors the decline in white cell count to determine whether the goals of the procedure are being met by the current 
treatment parameters as ordered, and ascertains that other formed elements of the blood are not being inappropriately altered 
as a result of the procedure. Variations in clinical status or vital signs are repeatedly evaluated to determine whether to 
continue the procedure to its intended extent of whole blood processing. Given the inherent level of acuity of patients 
undergoing this procedure, the apheresis physician is the first responder in case of adverse clinical events or emergencies that 
arise during the procedure. 

Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final 
hematological parameters and assesses the extent to which goals for the procedure were met. The physician, in collaboration 
with the apheresis nurse ascertains that venous access has been properly de-accessed and that no new problems (hemorrhage, 
trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final written report about the 
procedure for the medical record, and writes post-procedure orders should they be necessary and not already included in the 
apheresis orders that have already been ordered for the treatment series (this may relate to an unanticipated chest x-ray to 
assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). The physician communicates in 
writing, in person and by telephone with other healthcare personnel regarding the patient's treatment and may discuss the 
progress of the series of treatments with the patient's family. The physician assesses the clinical condition of the patient and 
ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 21% Median RVW: 2.05 

Type of Sample (Circle One): kando~, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: 1.91 75th Percentile RVW: 2.57 Low: 1.74 High: 14.6 

Median Pre-Service Time:~ Median Intra-Service Time: 20 

25th Percentile Intra-Svc Time: __l2_ 75th Percentile Intra-Svc Time:_l_Qi_ Low: i_ High: 240 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

15 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



CPT Code: 36511 

KEY REFERENCE SERVICE: 

CPT Code 
36520 

CPT Descriptor Global Work RVU 
Therapeutic apheresis; plasma or cell exchange 000 1.74 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

3651Xl 36520 

I Median Pre-Time 11 40 ll2o 

I Median Intra-Time 112o 1160 
Median Immediate Post-service Time 15 20 
Median of Aggregate Critical Care Times N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A N/A 

Median Discharge Day Management Time N/A N/A 

Median of Aggregate Office Visit Times N/A N/A 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement <Mean) 

The number of possible diagnosis and/or the number of 13.84 11~....3_.94 ___ -..~ 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.95 114.11 
tests, and/or other information that must be reviewed and '---------~ 
analyzed 

I Urgency of medical decision making 114.68 114.17 

Technical Skill/Physical Effort <Mean} 

I Technical skill required ,,4.26 113.94 

I Physical effort required 112.95 113.00 
Psycholog!cal Stress <Mean} 

The risk of significant complications, morbidity and/or mortality 14.47 114.11 

I Outcome depends on the skill and judgement of physician 114.26 114.39 

Estimated risk of malpractice suit with poor outcome 13.21 113.33 



INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Servtce intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.94 

114.26 

113.26 

Reference 
Service 1 

113.72 

113.95 

113.32 

Describe the process by which your specialty society reached your final recommendation. 

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? ----==3'-"'6~52!:0.:0"------------ (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ __,H~e~m!.O!a~t""'ol,_,o:c.gY.~--___ _ __Commonly _X_Sometimes __ Rarely 

Specialty ---'-'N'-"'Jep~hr=o=l~og:uy'------ __ Commonly ___x_sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty --~H~e~m~a"'to~lo~g:>.ly ___ _ Frequency _____ _ 

Specialty ----"N-'-'e~p=hr=o=l~og=-y'------ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ __,H~e,m~a"'t:!<.ol"""o~g.J_y ___ _ Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty __ .:..N=ep=hr=o=l=og<:l.ly'------ Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perform this service across the United States? ___x_Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36512 Tracking Number: JlL Global Period: 000 Re{!ammended RVW: 2.1 
RUC Rec. RVW: 1.74 

CPT Descriptor: Therapeutic apheresis; for red blood cells 
CLINICAL DESCRIPTION OF SERVICE: 
Vignette Used in Survey: The typical patient is a 21-year-old man with sickle cell anemia who has suffered a cerebral 
infarction and is at very high risk of recurrent stroke. The only effective method for preventing a recurrence is to have his 
blood chronically replaced with non-sickling blood. Simple red blood cell transfusion therapy is not acceptable or appropriate 
because it would result in transfusional iron overload, a condition that results in heart failure, liver failure and death. Red 
blood cell exchange by apheresis does not result in iron overload. The apheresis physician assesses the patient prior to 
initiating the procedure and determines the treatment parameters necessary to achieve the targeted substitution of hemoglobin 
A blood for sickle hemoglobin blood. The patient is connected to the apheresis machine using a large-bore, dual-lumen 
dialysis catheter. Typically, an apheresis nurse operates the machine with the physician monitoring the patient at bedside. The 
patient is assessed at the end of the apheresis procedure. A final assessment is performed at the termination of the procedure. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]: The 
apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining whether 
he/she is sufficiently well to undergo the therapeutic extracorporeal procedure. In addition, the physician reviews the patient's 
hematological status to confirm that the treatments are having the desired effect on the ratio of hemoglobins (HgbA:HgbS, for 
example). An interval history and brief physical assessment are performed. This assessment may include reviewing 
evaluations by other attending physicians including hematologists, nephrologists and neurologists involved in the patient's 
management. The physician discusses the state of the patient's venous access with, and confirms the initial assessment of, the 
apheresis nurse. Current diagnostic laboratory studies are reviewed, including complete blood count and differential count, 
renal and liver function studies, total protein and albumin and other relevant serum chemistry studies. The physician 
determines that the patient's blood group and Rh type have been properly determined and that compatible packed red blood 
cells have been ordered for the procedure. Finally, after determining that the parameters of the treatment (whole blood 
processing volume, anticoagulant-to-whole blood flow ratio, units of red packed red cells to be used, target hemoglobin ratio, 
final desired hemoglobin and hematocrit, etc.) as reflected in the orders are still appropriate, the physician authorizes that the 
treatment should proceed. 
Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed consent. 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of 
the patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention 
to the vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant 
parameters. The physician monitors the patient's hemoglobin and hematocrit, the presence or absence of hemolysis (as 
detected in the extracorporeal circuit or in the color of the patient's urine), and carefully monitors the patient for 
intolerance to the procedure or development of signs and symptoms of a transfusion reaction. In addition, the physician 
ascertains that other formed elements of the blood are not being inappropriately altered as a result of the procedure. 
Variations in clinical status or vital signs are repeatedly evaluated to determine whether to continue the procedure to its 
intended extent of whole blood processing. Given the inherent potential level of acuity of patients undergoing this 
procedure, the apheresis physician is the first responder in case of adverse clinical events or emergencies that arise during 
the procedure. 

Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final 
hematological parameters and assesses the extent to which goals for the procedure were met. This may include ordering 
post-procedure laboratory tests to be interpreted before the following procedure (vida supra). The physician, in 
collaboration with the apheresis nurse ascertains that venous access has been properly de-accessed and that no new 
problems (hemorrhage, trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final 
written report about the procedure for the medical record, and writes post-procedure orders should they be necessary and 
not already included in the apheresis orders that have already been ordered for the treatment series (this may relate to an 
unanticipated chest x-ray to assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). 
The physician communicates in writing, in person and by telephone with other healthcare personnel regarding the patient's 
treatment and may discuss the progress of the series of treatments with the patient's family. The physician assesses the 
clinical condition of the patient and ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 19% Median RVW: 2.16 

Type of Sample (Circle One): kando~, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: 1.82 75th Percentile RVW: 2.58 Low:___L2_ High: 7.74 

Median Pre-Service Time: ~ Median Intra-Service Time: ~ 

25th Percentile Intra-Svc Time: ___12_75th Percentile lntra-Svc Time: __QQ_ Low: __2_High: 180 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

15 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



CPT Code: 36512 

KEY REFERENCE SERVICE: 

CPT Code 
36520 

CPT Descriptor Global Work RVU 
Therapeutic apheresis; plasma or cell exchange 000 1.74 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

3651X2 36520 

I Median Pre-Time 1140 1120 

I Median Intra-Time 1120 11 60 

Median Immediate Post-service Time 15 20 

Median of Aggregate Critical Care T1mes N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A N/A 

Median Discharge Day Management Time N/A N/A 

Median of Aggregate Office Visit Times N/A N/A 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.59 11~...3_.8_8 ___ _J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.82 113.94 
tests, and/or other information that must be reviewed and '--------' 
analyzed 

~lu_r~ge_n~cy~of_m_ed_ic_al_d_ec_is_io_n_m_~_i~ng~-------~~~~4_.1_2 ___ __JII~...3_.9_4 ___ _J 

Technical Skiii/Phisical Effort <Mean} 

I Technical skill required 114.12 113.63 

I Physical effort required 113.00 112.81 

Psicholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 114.29 113.94 

I Outcome depends on the skill and judgement of physician 114.06 114.06 

I Estimated risk of malpractice suit w1th poor outcome 113.65 113.44 



INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

114.06 

113.94 

113.41 

Reference 
Service 1 

113.87 

113.88 

113.25 

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

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? -----"3~6~5~20~-------- (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty ----=H=e=m=a=to=l=o.Qgy.~----___ _ __Commonly ____x_sometimes ___ Rarely 

Specialty __ .!....:N~ep~hr=o=l~og:..>y'-------- __ Commonly ____x_sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ---=-H=e=m=a=to=lo""g""y ___ _ Frequency _____ _ 

Specialty ----=N-'-'e::A;p=hr=o=l~og=-v,___ ___ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty --~H~e~m~a,to~lo~g~y ___ _ Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty --'"-'N~ep~hr=o=lo:::..:g=.~.y ___ _ Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perform this service across the United States? ____x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36513 Tracking Number: U3 Global Period: 000 Reeommended RVW: 2.1 
RUC Rec. RVW: 1.74 

CPT Descriptor: Therapeutic apheresis; for platelets 
CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 65-year-old male with a myeloproliferative disorder (essential 
thrombocythemia, chronic myelogenous leukemia or polycythemia vera) whose platelet count is unusually high 
~1,000,000/J.Ll). Because of the degree of thrombocytosis, there is a high risk of coronary or cerebral infarction. 
Therapeutic apheresis is performed emergently because of altered mental status resulting from the thrombocytosis. The 
apheresis physician assesses the patient and determines the appropriateness of therapeutic apheresis. The physician calculates 
the exchange parameters and writes orders for the procedure. The physician is in attendance throughout the procedure. The 
patient is assessed at the end of the apheresis procedure. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]: 
The apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining 
whether he/she remains sufficiently stable to undergo the therapeutic extracorporeal procedure. In addition, the physician 
reviews the patient's hematological status to confirm that the treatments are having the desired effect on the 
hyperthrombocytosis and whether the patient is clinically improving as expected. This assessment may include reviewing 
evaluations by other attending physicians including hematologists, nephrologists and intensivists involved in the patient's 
management. Current diagnostic laboratory studies are reviewed, including complete blood count and differential count, 
renal and liver function studies, total protein and albumin and other relevant serum chemistry studies. Urine output and 
the accumulation of edema fluid are assessed. The physician discusses the state of the patient's venous access with, and 
confirms the initial assessment of, the apheresis nurse. Finally, after determining that the parameters of the treatment 
(whole blood processing volume, anticoagulant-to-whole blood flow ratio, target extent of thromboreduction, etc.) as 
reflected in the orders are still appropriate, the physician authorizes that the treatment should proceed. 

Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed consent. 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of 
the patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention 
to the vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant 
parameters. The physician monitors the decline in platelet count to determine whether the goals of the procedure are being 
met by the current treatment parameters as ordered, and ascertains that other formed elements of the blood are not being 
inappropriately altered as a result of the procedure. Variations in clinical status or vital signs are repeatedly evaluated to 
determine whether to continue the procedure to its intended extent of whole blood processing. Given the inherent level of 
acuity of patients undergoing this procedure, the apheresis physician is the first responder in case of adverse clinical events 
or emergencies that arise during the procedure. 

Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final 
hematological parameters and assesses the extent to which goals for the procedure were met. The physician, in 
collaboration with the apheresis nurse ascertains that venous access has been properly de-accessed and that no new 
problems (hemorrhage, trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final 
written report about the procedure for the medical record, and writes post-procedure orders should they be necessary and 
not already included in the apheresis orders that have already been ordered for the treatment series (this may relate to an 
unanticipated chest x-ray to assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). 
The physician communicates in writing, in person and by telephone with other healthcare personnel regarding the patient's 
treatment and may discuss the progress of the series of treatments with the patient's family. The physician assesses the 
clinical condition of the patient and ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 19% Median RVW: 1.94 

Type of Sample (Circle One): kando~, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: ~ 75th Percentile RVW: 2.25 Low: 1.74 High: 14.6 

Median Pre-Service Time: ~Median Intra-Service Time: 20 

25th Percentile lntra-Svc Time: ____1L_ 75th Percentile lntra-Svc Time: 105 Low: __2_ High: 180 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

15 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



CPT Code: 36513 

KEY REFERENCE SERVICE: 

CPT Code 
36520 

CPT Descriptor Global Work RVU 
Therapeutic apheresis; plasma or cell exchange 000 1.74 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 
3651X3 36520 

I Median Pre-Time 11 40 1120 

I Median Intra-Time 1120 11 60 

Median Immediate Post-service Time 15 20 
Median of Aggregate Critical Care Times N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A NIA 

Median Discharge Day Management Time N/A N/A 

Median of Aggregate Office Visit Times N/A N/A 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.82 114.00 
management options that must be considered ~...-.. ___ _.. 

The amount and/or complexity of medical records, diagnostic 13.88 114.12 
tests, and/or other information that must be reviewed and ...__ ___ __, 
analyzed 

._I U_r=-ge_n....:cy_o_f_m_ed_ic_al_d_ec_i_sio_n_m_ak_in=-g _______ ____.I ._14_. 7_1 __ _..1 ._14_.1_8 __ __.. 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 114.35 113.94 

I Physical effort required 113.06 113.00 
Psycholog!cal Stress (Mean} 

The risk of significant complications, morb1d1ty and/or mortality 14.47 114.12 

I Outcome depends on the skill and judgement of phys1cian 114.18 114.24 

I Estimated risk of malpractice suit with poor outcome 113.59 113.47 



INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.94 

114.12 

113.59 

Reference 
Service 1 

113.69 

114.00 

113.35 

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

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? _ ___,3=6=52=0~-------- (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty __ __,H~e""'m~a~to""l""o-=-gy.~--___ _ __Commonly X Sometimes ___ Rarely 

Specialty __ ....o.N..:..::e~p=hr'-"o=lo"-'=g>..l-y ___ _ __ Commonly X Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ----"H=e=m=a=to=lo~g:>..<y ___ _ Frequency _____ _ 

Specialty ----"N~e~p:!!:hr~o~lo~g>J-y ___ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ __,H=e=m~a=to=l=o-=-gy.~--___ _ Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty __ .!__:N~ep~hr~o~l!Qog:>..<y ___ _ Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perform this service across the United States? _x__ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36514 Tracking Number: U4 Global Period: 000 Reeommended RVW: 2.1 
RUC Rec. RVW: 1.74 

CPT Descriptor: Therapeutic apheresis; for plasma pheresis 
CLINICAL DESCRIPTION OF SERVICE: 
Vignette Used in Survey: The typical patient is a 25-year-old male with thrombotic thrombocytopenic purpura. The 
universally accepted first line therapy for this life-threatening condition is therapeutic plasma exchange. The apheresis 
physician assesses the patient prior to the procedure, paying particular attention to clinical parameters that determine the 
patient's ability to tolerate exposure to unusually large volumes of allogeneic plasma. The apheresis physician writes orders 
for the procedure, which often must be performed on a daily basis, determines the appropriate biological replacement fluid, 
and manages blood product support. These patients are typically treated using a dual-lumen, large bore dialysis-type catheter. 
The apheresis physician manages the catheter and monitors the patient for catheter-related complications. The patient's blood 
is drawn into a centrifuge in the machine and the plasma is separated from the cellular components. The plasma is diverted to 
a collection bag and the cells are returned to the patient with a biological replacement fluid such as allogeneic plasma or 
human serum albumin as determined by the apheresis physician. The apheresis physician closely monitors the patient for 
allergic reactions to the biological replacement fluids and transfusion reactions that may occur when plasma is the replacement 
fluid. The patient is assessed at the end of the apheresis procedure. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]: 
The apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining 
whether he/she remains sufficiently stable to undergo the therapeutic extracorporeal procedure and is clinically responding 
to treatment as expected. In addition, the physician reviews disease-specific parameters (when relevant) to confirm that the 
treatments are having the desired effect. In the case ofTTP, for example, particular attention is paid to platelet count, 
serum LDH and the morphology of the red blood cells on the peripheral blood film. This assessment also includes 
reviewing evaluations by other attending physicians including hematologists, nephrologists, neurologists and intensivists 
involved in the patient's management. Current diagnostic laboratory studies are reviewed, including complete blood count 
and differential count, renal and liver function studies, total protein and albumin and other relevant serum chemistry 
studies. Urine output and the accumulation of edema fluid are assessed. The physician discusses the state of the patient's 
venous access with, and confirms the initial assessment of, the apheresis nurse. The physician confirms that the patient's 
blood group has been correctly recorded and that the fresh frozen (or cryo-poor) plasma exchange fluid is compatible with 
the patient). When necessary the apheresis orders supplemental treatments to be applied during the procedure (a 
diphenhydramine drip, for example, for a patient who tolerates plasma infusions poorly). Finally, after determining that 
the parameters of the treatment (whole blood processing volume, anticoagulant-to-whole blood flow ratio, plasma volumes 
to be exchanged, etc.) as reflected in the orders are still appropriate, the physician authorizes that the treatment should 
proceed. 

Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed consent. 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of 
the patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention 
to the vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant 
parameters. The physician monitors the patient for the development of reactions to the plasma exchange fluid and orders 
supplemental treatments as necessary. Variations in clinical status or vital signs are repeatedly evaluated to determine 
whether to continue the procedure to its intended extent of whole blood processing. Given the inherent level of acuity of 
patients undergoing this procedure, the apheresis physician is the first responder in case of adverse clinical events or 
emergencies that arise during the procedure. 
Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final 
hematological parameters and assesses the extent to which goals for the procedure were met. The physician, in 
collaboration with the apheresis nurse ascertains that venous access has been properly de-accessed and that no new 
problems (hemorrhage, trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final 
written report about the procedure for the medical record, and writes post-procedure orders should they be necessary and 
not already included in the apheresis orders that have already been ordered for the treatment series (this may relate to an 
unanticipated chest x-ray to assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). 
The physician communicates in writing, in person and by telephone with other healthcare personnel regarding the patient's 
treatment and may discuss the progress of the series of treatments with the patient's family. The physician assesses the 
clinical condition of the patient and ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 26% Median RVW: 2.16 

Type of Sample (Circle One): kando~, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: ___LH_ 75th Percentile RVW: ___1,2_ Low: 1.25 High: 14.6 

Median Pre-Service Time:40 ~ Median Intra-Service Time: 20 2-S 

25th Percentile Intra-Svc Time: ~ 75th Percentile Intra-Svc Time: _1SL Low: _5_ High: ~ 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

15 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



CPT Code: 36514 

KEY REFERENCE SERVICE: 

CPT Code 
36520 

CPT Descriptor Global Work RVU 
Therapeutic apheresis; plasma or cell exchange 000 1.74 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

3651X4 36520 

I Median Pre-Time 1140 llzo 

I Median Intra-Time 112o 1160 
Medtan Immediate Post-service Time 15 20 

Medtan of Aggregate Critical Care Times NIA NIA 
Median of Aggregate Other Hospital Vistt Ttmes NIA NIA 
Median Discharge Day Management Time NIA N/A 

Median of Aggregate Office Visit Times NIA NIA 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.17 114.00 
management options that must be considered ...._ ___ _.. 

The amount and/or complexity of medical records, diagnostic 14.09 114.04 
tests, and/or other information that must be reviewed and ...._ ___ _.. 
analyzed 

~lu_r~ge_n~cy~of_m_ed_ic_al_d_ec_is_ill_n_m_~_i~ng~-------~1~14_.5_2 __ ~1~14_.04 ___ _.. 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 114.17 113.91 

I Physical effort required 113.39 113.22 

Psycholog!cal Stress <Mean} 

I The risk of sigmficant complications, morbidity and/or mortality 114.43 114.04 

I Outcome depends on the skill and judgement of physician 114.43 114.23 

I Estimated risk of malpractice smt with poor outcome 113.87 113.52 



INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.73 

114.09 

113.57 

Reference 
Service 1 

113.59 

113.91 

113.35 

Describe the process by which your specialty society reached your final recommendation. 

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? _ _____,3~6~5=:c20~-------- (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perfonn this service? If the recommendation is from multiple 
specialties, please provide infonnation for each specialty. 

Specialty ---=H=e=m=a=t=ol=o""'gyJ------ __ Commonly X Sometimes ___ Rarely 

Specialty --~N~ep""'hr~o=l""'ogeo.Jy'-------- __ Commonly X Sometimes ___ .Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide infonnation for each specialty. 

Specialty --~H~e~m~a""'to~lo~g>J-y ___ _ Frequency _____ _ 

Specialty __ ....o.N_,_,e~p=hr,_,o=lo~g>J.y ___ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ _,H~e'='!m=a,t""ol~o:.=g<J-y ___ _ Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty --~N=ep""'hr=ol=oge>.,;y.___ __ _ Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perfonn this service across the United States? _x___ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36515 Tracking Number: __!IL_ Global Period: 000 Reeammended RVW: 2.1 
RUC Rec. RVW: 1.74 

CPT Descriptor: Therapeutic apheresis; with extracorporeal immunoadsorption and plasma reinfusion 
CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient has moderate to severe immune thrombocytopenia, with HIV infection, and is 
unresponsive to medical therapy. The patient is bleeding and the procedure is performed under emergency conditions. It is 
necessary to increase the platelet count. The apheresis procedure is indicated for removal of high-titer, high avidity lgG anti
platelet antibodies from the patient's plasma without removing other plasma proteins such as clotting factors and fibrinogen. 
The apheresis machine is used to separate the patient's plasma from the cellular components of whole blood so that the plasma 
can be adsorbed on a special affinity column, which removes IgG and pathogenic immune complexes but allows the rest of the 
plasma constituents to pass through unadsorbed. The resulting immunomodulation reduces the anti-platelet antibody titer and 
restores the regulatory activity of the idiotypic network, thus relieving the immune thrombocytopenia. The patient is closely 
monitored by the physician for allergic reactions or other complications requiring physician intervention. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]: 
The apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining 
whether he/she remains sufficiently stable to undergo the therapeutic extracorporeal procedure and is clinically responding 
to treatment as expected. In addition, the physician reviews disease-specific parameters (e.g. the platelet count in the case 
of ITP) to confirm that the treatments are having the desired effect. This assessment also includes reviewing evaluations 
by other attending physicians including hematologists, nephrologists, neurologists and intensivists involved in the patient's 
management, and determining whether the patient has been started on medications, since the previous treatment, that 
would increase the risk of adverse effects of treatment. Current diagnostic laboratory studies are reviewed, including 
complete blood count and differential count, renal and liver function studies, total protein and albumin and other relevant 
serum chemistry studies. Urine output and the accumulation of edema fluid are assessed. The physician discusses the 
state of the patient's venous access with, and confirms the initial assessment of, the apheresis nurse. Finally, after 
determining that the parameters of the treatment (whole blood processing volume, anticoagulant-to-whole blood flow ratio, 
plasma volume to be adsorbed, supplements to be added to the crystalloid fluids to be returned to the patient, etc.) as 
reflected in the orders are still appropriate, the physician authorizes that the treatment should proceed. 

Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed cons 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of 
the patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention 
to the vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant 
parameters. The physician monitors the patient for the development of reactions to the infusion of adsorbed autologous 
plasma and orders supplemental treatments as necessary. Variations in clinical status or vital signs are repeatedly 
evaluated to determine whether to continue the procedure to its intended extent of whole blood processing. Given the 
inherent level of acuity of patients undergoing this procedure, the apheresis physician is the first responder in case of 
adverse clinical events or emergencies that arise during the procedure. 

Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final 
hematological parameters and assesses the extent to which goals for the procedure were met. The physician, in 
collaboration with the apheresis nurse ascertains that venous access has been properly de-accessed and that no new 
problems (hemorrhage, trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final 
written report about the procedure for the medical record, and writes post-procedure orders should they be necessary and 
not already included in the apheresis orders that have already been written for the treatment series (this may relate to an 
unanticipated chest x-ray to assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). 
The physician communicates in writing, in person and by telephone with other healthcare personnel regarding the patient's 
treatment and may discuss the progress of the series of treatments with the patient's family. The physician assesses the 
clinical condition of the patient and ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 17% MedianRVW: 2.11 

Type of Sample (Circle One): kando~, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: 1.92 75th Percentile RVW: 3.65 Low: 1.74 High: 14.6 

Median Pre-Service Time: 40 ~ Median Intra-Service Time: 20 ~ 

25th Percentile Intra-Svc Time: _____lL 75th Percentile Intra-Svc Time: 75 Low: _lQ__ High: 180 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

15 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & #of Visits) 



CPT Code: 36515 

KEY REFERENCE SERVICE: 

CPT Code 
36520 

CPT Descriptor Global Work RVU 
Therapeutic apheresis; plasma or cell exchange 000 1.74 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

3651X5 36520 

I Median Pre-Time 1140 1120 

I Median Intra-Time 1120 1160 
Median Immediate Post-service Time 15 20 
Median of Aggregate Critical Care Times N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A N/A 

Median Discharge Day Management Time N/A N/A 

Median of Aggregate Office Visit Times N/A N/A 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 14.13 I ._14_.2_0 ___ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 14.20 114.13 
tests, and/or other information that must be reviewed and '-------' 
analyzed 

I Urgency of medical decision making 114.20 114.27 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 114.47 114.20 

I Physical effort reqmred 113.27 113.07 
Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 114.53 114.20 

I Outcome depends on the skill and judgement of physician 114.33 114.40 

I Estimated risk of malpractice suit with poor outcome 113.73 113.60 



INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

114.00 

114.40 

113.60 

Reference 
Service 1 

113.85 

114.14 

113.43 

Describe the process by which your specialty society reached your final recommendation. 

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? ----==3~6~5~20~-------- (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty --~H=e=m=a=to=lo:o:..:g"""y ___ _ __Commonly __ Sometimes X Rarely 

Specialty __ ...:.N=e+p=hr=o=lo=g,_,_y ___ _ __ Commonly __ Sometimes X Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ---"'H=e=m=a=to=l=o""gy.J--___ _ Frequency _____ _ 

Specialty __ __,_N_,_,e~phr~o=lo=g,_,_y ___ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty __ __!oH=e~m~a~to~lo~g=.~V'----- Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty __ ..!.,;N""'ep~<-'hr""-o=l~og::>.ly'------ Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perform this service across the United States? _x_ Yes __ No 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36516 Tracking Number: J1Q_ Global Period: 000 Reeommended RVW: 2.1 
RUC Rec. RVW: 1.22 

CPT Descriptor: Therapeutic apheresis; with extracorporeal selective adsorption or selective filtration and plasma 
reinfusion 

CLINICAL DESCRIPTION OF SERVICE: 
Vignette Used in Survey: The typical patient is a homozygote or heterozygote with familial hypercholesterolemia whose 
serum lipids have not been satisfactorily controlled with maximum medical therapy. The patient has had a history of 
myocardial infarctions before age 40. Weekly or semi-monthly lipid apheresis is the only effective method for controlling 
symptomatic hyperlipidemias. The apheresis physician is responsible for assessing the appropriateness of this therapy for the 
individual patient, for writing appropriate orders and for managing the patient during treatments. A venous access device is 
required which the apheresis physician is responsible for managing. Plasma separation is performed and LDL cholesterol is 
selectively removed. Depending on the specific device used, the patient's treated plasma may require post-adsorption 
treatment prior to being reinfused into the patient. The patient is monitored throughout the procedure for allergic reactions 
and for thrombocytopenia. The patient is assessed at the end of the apheresis procedure. 

Description of Pre-Service Work: [to be performed before every apheresis treatment, including the initial treatment]: 
The apheresis physician evaluates the general clinical status of the patient (including current medications), ascertaining 
whether he/she remains sufficiently stable to undergo the therapeutic extracorporeal procedure and is clinically responding 
to treatment as expected. Particular attention is paid to potential symptoms of unstable coronary disease which may have 
appeared in the interval since the last treatment. In addition, the physician reviews disease-specific parameters (e.g. the 
total cholesterol and/or triglyceride level) to confirm that the treatments are having the desired effect. This assessment 
also includes reviewing evaluations by other attending physicians including cardiologists, nephrologists, neurologists and 
the primary care physician involved in the patient's management, and determining whether the patient has been started on 
medications, since the previous treatment, that would increase the risk of adverse effects of treatment. Current diagnostic 
laboratory studies are reviewed, including complete blood count and differential count, renal and liver function studies, 
total protein and albumin and other relevant serum chemistry studies. Urine output and the accumulation of edema fluid 
are assessed. The physician discusses the state of the patient's venous access with, and confirms the initial assessment of, 
the apheresis nurse. Finally, after determining that the parameters of the treatment (whole blood processing volume, 
anticoagulant-to-whole blood flow ratio, plasma volume to be adsorbed, supplements to be added to the crystalloid fluids to 
be returned to the patient, etc.) as reflected in the orders are still appropriate, the physician authorizes that the treatment 
should proceed. 

Pre-service work unique to the first treatment, in addition to all of the above, may include reviewing the patient's chest x
ray to determine proper placement of the venous access device (this is ultimately the responsibility of the apheresis 
physician), obtaining and reviewing the history and diagnostic studies; an examination of previous study reports; 
communicating with other professionals prior to the actual performance of the evaluation and procedure; and explaining 
the procedure to the patient or healthcare proxy and obtaining informed consent. 

Description of Intra-Service Work: During the procedure, the apheresis physician is responsible for the wellbeing of 
the patient on the machine. The physician periodically assesses the clinical status of the patient, paying particular attention 
to the vital signs flow sheet, the patient's color, urine output, mental status (if patient is awake), and other relevant 
parameters. The physician monitors the patient for the development of reactions to the infusion of adsorbed autologous 
plasma or for complaints suggestive of active coronory disease and orders supplemental treatments as necessary. 
Variations in clinical status or vital signs are repeatedly evaluated to determine whether to continue the procedure to its 
intended extent of whole blood processing. Given the inherent level of acuity of patients undergoing this procedure, the 
apheresis physician is the first responder in case of adverse clinical events or emergencies that arise during the procedure. 

Description of Post-Service Work: At the conclusion of the procedure the apheresis physician reviews final fluid 
parameters and assesses the extent to which goals for the procedure were met. The physician, in collaboration with the 
apheresis nurse ascertains that venous access has been properly de-accessed and that no new problems (hemorrhage, 
trauma, infection, etc.) have occurred as a result of the procedure. The physician prepares a final written report about the 
procedure for the medical record, and writes post-procedure orders should they be necessary and not already included in 
the apheresis orders that have already been written for the treatment series (this may relate to an unanticipated chest x-ray 
to assess caval erosion or catheter "pinch-off," for example, or a culture of a catheter exit site). The physician 
communicates in writing, in person and by telephone with other healthcare personnel regarding the patient's treatment and 
may discuss the progress of the series of treatments with the patient's family. The physician assesses the clinical condition 
of the patient and ascertains that no adverse effects have resulted from the procedure. 



SURVEY DATA: 
Presenter(s): Robert Weinstein, MD & Sam Silver, MD 

Specialty(s): American Society of Hematology & Renal Physicians Association 

Sample Size: 89 Response Rate:(%): 10% Median RVW: 2.11 

Type of Sample (Circle One): kando{rl, panel, convenience. Explanation of sample size: Surveys were sent to 
providers who have experience with the surveyed procedures. 

25th Percentile RVW: ~1.=8 __ 75th Percentile RVW: 2.16 Low: 1.25 High: 14.6 

Median Pre-Service Time: _ _,2=5__ Median Intra-Service Time: 15 

25th Percentile Intra-Svc Time: 10 75th Percentile Intra-Svc Time: _4...:...:0"----- Low: 1 High: ~ 

Median Post-Service Time: 

Immediate Post Service Time: 

Critical Care: 

Other Hospital Visits: 

Discharge Day Mgmt.: 

Office Visits: 

Total Time 

10 

0 

0 

0 

0 

Level of Service by CPT Code 
(List CPT Code & # of Visits) 



CPT Code: 36516 

KEY REFERENCE SERVICE: 

CPT Code 
90937 

CPT Descriptor Global Work RVU 
Hemodialysis procedure requiring repeated 
evaluation(s) with or without substantial revision 
of dialysis prescription 

000 2.11 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SEJRVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median} New/Revis. Key Reference 

CPT Code: CPT Code: 

3651X6 90937 

I Median Pre-Time 1125 II* 

I Median Intra-Time llt5 
*Ere/post = 8 

1155 

Median Immediate Post-service Time 10 * 

Median of Aggregate Cntical Care Times N/A N/A 

Median of Aggregate Other Hospital Visit Times N/A N/A 

Median Discharge Day Management TIITie N/A N/A 

Median of Aggregate Office Visit Times N/A N/A 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis and/or the number of 13.56 I ._13_.7_5 ___ _, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.67 113.75 
tests, and/or other information that must be reviewed and '-------' 
analyzed 

I Urgency of medical dectsion making 113.11 113.75 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 113.78 113.88 

I Physical effort required 112.89 112.63 
Psycholog!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 113.56 113.75 

I Outcome depends on the skill and judgement of physician 113.78 114.25 

I Estimated risk of malpractice suit with poor outcome 113.22 113.13 



INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.38 

113.67 

113.33 

Reference 
Service 1 

113.75 

113.89 

113.33 

Describe the process by which your specialty society reached your final recommendation. 

The survey data for the 6 codes was reviewed by several physicians from the American Society of Hematology, 
the American Society for Apheresis and the Hemapheresis Committee of the American Association of Blood 
Banks. The Renal Physicians Association has also reviewed this data. The median work value recommended 
for each of the 6 codes varied very slightly, generally less than 0.1 of an RVU. We think the variation was due 
largely 'to minor differences in the mix of survey respondents for the 6 codes. We are recommending the work 
value of 2.1 for all 6 codes which is less than the median survey value for 4 codes (including the highest 
volume code) and very slightly higher than the median for 2 of the codes (2.05 for 3652X1 and 1.94 for Code 
3551X3). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: No. 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing 
and reporting each CPT code in your scenario. 



FREQUENCY INFORMATION 

How was this service previously reported? _ __,9~0~9~37.!.__ ________ (if unlisted code, please ensure that 
the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty ----"H=e=m=a=t=ol=ocegy.J--___ _ __Commonly Sometimes X Rarely 

Specialty --~N~ep~hr~o~l~og=wyc..__ __ _ __Commonly __ Sometimes X Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ----"H=e=m=a=t=ol=ocegy.J--___ _ Frequency _____ _ 

Specialty --~N~ep~hr~o~l~og=wyc..__ __ _ Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty --~H~e::!!m~a~to~lo~g:...~Y~--- Frequency 1297 (Based on CPT Code 36520 for 2001) 

Specialty __ .!.._ON""'ep~hr=o=l~og=wY'------- Frequency 5913 (Based on CPT Code 36520 for 2001) 

Do many physicians perform this service across the United States? _X_Yes __ No 
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American Medical Association 
Physicians dedicated to the health of America 

William L. Rich ID, MD, FACS 515 North State Street 312 464-5604 
Chairman Chicago, Illinois 60610 312 464-5849 Fax 
AMA/Specialty Society RVS 
Update Committee 

October 7, 2004 

Mark B. McClellan, MD, PhD 
Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Avenue, SW 
Washington, D.C. 20201 

Dear Doctor McClellan: 

The American Medical Association/Specialty Society RVS Update Committee (RUC) met on 
September 29-0ctober 2, 2004 to consider recommendations related to drug administration 
services and other new/revised codes for CPT 2005. We understand that CMS in currently in 
the process of preparing the Final Rule on the 2005 Medicare Physician Payment Schedule. 
We urge CMS to consider these recommendations in the publication ofthis Final Rule, 
expected to be published in the Federal Register on November 1, 2004. 

Attached are documents including work relative value recommendations, direct practice 
inputs, utilization crosswalks, and suggested PLI relative value crosswalks for the following 
ISSUes: 

• Drug Administration Services (90760- 90775 and 96401 - 96523) 

• Tissue Debridement of Genitalia for Gangrene (11004, 11005, 11006 and 11008) 

• Endometrial CryoaUiation Therapy (58356) 

• Doppler Velocimetry, Umbilical and Middle Cerebral Arteries (76820 and 76821) 

• Flow Cytometry (88184- 88189) 

• Immunohistochemistry/In Situ Hybridization ( eg, FISH) Procedures (88360 - 88368) 

The RUC understands that new coding structure for flow cytometry (CPT codes 88184-
88189) will result in an overall savings. We request that CMS consider these savings, much 
like you often consider budget increases for CPT codes which represent unbundled services. 



Mark B. McClellan, MD, PhD 
October 7, 2004 
Page Two 

These savings should be considered to offset other increases resulting from coding changes 
and refinements to one of the components of the RBRVS. If the savings for this new coding 
structure for flow cytometry are greater than the increases for other coding changes or relative 
value refinements, a positive adjustment should be made to the conversion factor. 

We appreciate your consideration of these RUC recommendations. If you have any questions 
regarding the attached materials, please contact Sherry Smith at (312) 464-5604. 

Sincerely, 

~ ?~,;q::}lf.J?F;~oes 
William L. Rich, ill, MD, F ACS 

cc: RUC participants 
Attachments 



May 29,2003 

. Terry Kay 
Center for Health Plans and Providers 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard, C4-0l-15 
Baltimore, Maryland 21244 

Dear Mr. Kay: 

It is with pleasure that we submit to the Centers for Medicare and Medicaid Services 
(CMS), on behalf of the RUC Health Care Professionals Advisory Committee (HCPAC) 
Review Board, work relative value and direct practice expense inputs for new and revised 
codes for CPT 2004. 

These work relative value and direct practice expense input recommendations address 
new codes for rehabilitation assessment and integration services. Also included in the 
attached material are practice expense refinement recommendations for existing codes, 
specifically codes related to speech and language hearing procedures and several 
podiatric procedures which were first reviewed by the Practice Expense Advisory 
Committee (PEAC) and then approved by the HCP AC. 

In addition to our recommendations, we would like to introduce Mary Foto, OT as the 
newly elected HCPAC Review Board Co-Chair. Her active participation as the 
American Occupational Therapy Association's RUC HCPAC Advisor since the inception 
of the HCPAC well prepares her for this position. Her term will begin at the September 
2003 RUC HCPAC Review Board Meeting. 

The RUC HCPAC Review Board looks forward to continued CMS representation at our 
meetings and your effort to ensure a fair review of the enclosed recommendations. 

Sincerely, 

Richard Whitten, MD 

cc: Paul Rudolf, MD 
Ken Simon, MD 
Carolyn Mullen 
Pam West, PT 
Rick Ensor 
Mary Foto, OT 
Sherry Smith 
Patrick Gallagher 

Don Williamson, OD 



CPT 2004 RUC HCPAC Review Board Recommendatioa1s 

CPT Global Coding CPT CPT Issue 
Code Period Change Date Tab 

Tracking RUC 
Number Date 

RUC S.S. Specialty RUC Same RVU MFS Comments 
Tab Rec Rec as last year? 

···-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-··-· 
97537 XXX R Aug02 W 

97755 XXX N Aug02 W 

Rehabilitation Assessment and 
Integration Services 

Rehabilitation Assessment and 
Integration Services 

F1 

F2 

HCPAC 8 AOTA; 0.45 0.45 Yes Yes 
APTA 

HCPAC 8 AOTA, 0.62 0.62 Yes 
APTA 
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AMA/Specialty Society RVS Update Committee 
HCP AC Review Board 

Summary of Recommendations 

April2003 

Rehabilitation Assessment and Integration Services 

Rehabilitation technology has become a significant component of medical management for persons with severe disabilities. With 
advantages in technology, options to assist a person with functional independence in such areas as wheeled mobility, activities of daily 
living, and written and verbal communication have increased exponentially. Specific skills and a knowledge base, beyond basic engineering 
and/or therapy are needed by a provider or practitioner to assess the functional capacity of the individual and match the functional need to a 
technology option. The assessment requires knowledge of disability conditions - including prognosis regarding functional issues - and 
knowledge of technology options designed to assist the person in meeting the functional need. Therefore, CPT Editorial Panel modified the 
existing code and created a new code to describe the unique nature of this rehabilitation procedure which requires specialized clinical and 
technical skills. 

97537 
The HCPAC agreed felt that the changes in the descriptor of CPT code 97537 Community/work reintegration training (eg, shopping, 
transportation, money management, avocational activities and/or work environment/modification analysis, work task analysis, use of 
assistive technology device/adaptive equipment), direct one-on-one contact by provider, each 15 minutes does not effect the work RVU of 
this particular code. Therefore, the RUC HCPAC Advisory Committee recommends to maintain the 0.45 work RVU of CPT code 
97537. 

97755 
The RUC HCPAC Review Board examined code 97755 Assistive technology assessment (eg, to res_tore, augment, or compensate for 
existing/unction, optimizefimctional tasks, and/or maximize environmental accessibility), with written report, each 15 minutes. It was 
determined by the RUC HCPAC Review Board, after reviewing the reference code 97535 Self-care/home management training (e.g., 
activities of daily living (ADL) and compensatory training, meal preparation, safety procedures, and instructions in use of assistive 
technology devices/adaptive equipment), direct one-on-one contact by provider, each 15 minutes (Work RVU = 0.45), that although the 
intra service time of the two procedures are the same (intra-service time= 15 minutes), the surveyed code required more mental effort and 
judgement. The surveyed code, 97755, was also deemed more intense than its reference code. However, when physical therapy convened 
an expert panel to validate the survey data, the members of the expert panel felt that because of the respondents' lack of experience with 
relative values, the median RVU was not appropriate. Therefore, the society recommends the 25th percentile RVW for 97755, 0.62, as it 

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



reflects the appropriate comparison to 97535 and other existing PM&R codes. The RUC HCPAC Review Board recommends a work 
relative value of 0.62 for 97755. 

Practice Expense 
The practice expense inputs for 97755 presented by the society were modified to follow the PEAC accepted standards for clinical 
labor times, supplies and equipment. These modifications included reductions within the clinical labor times to avoid duplication 
within the-serVices -since a typicaf session is 150 minutes or code 97755 billed ten times. The modified practice expense inputs 
presented by the society were approved by the HCP AC and attached to this recommendation. 

CPT Code Tracking Num- CPT Descriptor . Global Period WorkRVU 
(•New) ber Recommendation 

Jt.97537 F1 Community/work reintegration training ( eg, XXX 0.45 
shopping, transportation, money management, 

(No Change) avocational activities and/or work 
environment/modification analysis, work task 
analysis, use of assistive technology 
device/adaptive eguipment), direct one-on-one 
contact by provider, each 15 minutes 

•97755 F2 Assistive technology assessment ( eg, to restore, XXX 0.62 
augment, or compensate for existing function, 
optimize functional tasks, and/or maximize . 
environmental accessibility), with written report, 
each 15 minutes 

(To report augmentative and alternative 
communication devices use 92605 or 92607) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 97755 
April. 2003 

CPT Code: 97755 Tracking Number: Global Period: XXX Recommended RVW: .62 

CPT Descriptor: 
Assistive technology assessment (eg, to restore, augment, or compensate for existing function, optimize 
functional tasks, and/or maximize environmental accessibility), with written report, each 15 minutes 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 

A 29-year-old man with a Spinal Cord Injury, C3-4 level, is living at home with his wife and two children. He was 
recently discharged to home from the rehab hospital with a manual, reclining back, rental chair. The initial 
evaluation indicates a man who is ventilator dependent for respiration and has no voluntary movement other than 
head rotation. 

Description of Pre-Service Work: 
• Review Chart 
• Obtain payment authorization from payer 
• Contact referring professionals (e.g. physicians, vocational rehab counselor) 
• Survey family/client re: home, environment, caregiver factors, programming 
• Calibrate initial accessibility components and systems 

Description of Intra-Service Work: 
• Assess clienUtechnology interface 
• Identify and assess client's voluntary motion (e.g. oral motor strength, head/neck range of motion and 

strength, ocular motor control, quality of voice output and client's ability to use the accessibility components 
and systems). 

• Test multiple systems/components to determine optimal interface between client and technology applications. 
• Determine appropriateness of commercial (off-the-shelf) components/systems. 
• Determine need for modification of commercial components/systems. 
• Determine need fqr custom components/systems. 
• Design custom components/system for the client. 
• Evaluate environmental constraints including home, work and transportation. 
• Integrate findings of client, technology and environment to determine and design modifications to 

environment or technology as needed to assure client's optimal functioning of technology components and 
systems. 

Description of Post-Service Work: 
• Review results of evaluation 
• Research technology options 
• Design technology modifications 
• Follow up with patienUfamily/professionals 
• Complete documentation and written report 
• Order equipment 
• Correspond with payer 

SURVEY DATA: 

Presenter(s) 

Mary Foto, OT 
Jean Minkel, PT 
Leslie Davidson, OT 

Specialty(s): 



AOTA. APTA 

Sample Size: _§___ Response Rate: (% ):____1§_ Median RVW: ___Jill 
AOTA42/175 
APTA 7/145 

CPT Code: 97755 
April, 2003 

Type of Sample (Circle One): (stratified random), panel, convenience. Explanation of sample size: Surveys sent to 
subset of membership who specialize in assistive tech services 

25th Percentile RVW: .62 75th Percentile RVW: .98 Low: .45 High: 2.25 

Median Pre-Service Time: 4.5 Median Intra-Service Time: 15.0 

25th Percentile lntra-Svc Time: .lQ_ 75th Percentile lntra-Svc Time: 18.0 Low: 3.0 High: 78.0 

Median Post-Service Time: 12.0 Level of Service by CPT Code 
Total Time (List CPT Code & #of Visits) 

Immediate Post Service Time: 12.0 

Critical Care: X X 

Other Hospital Visits: X X 

Discharge Day Mgmt.: X X 

Office Visits: X X 

KEY REFERENCE SERVICE: 

CPT Code 
97535 

CPT Descriptor Global Work RVU 

97770 

Self-care/home management training (e.g., 
activities of daily living (ADL) and compensatory 
training, meal preparation, safety procedures, and 
instructions in use of assistive technology 
devices/adaptive equipment), direct one-on-one 
contact by provider, each 15 minutes 
Physical performance test or measurement (e.g., 
musculoskeletal, functional capacity), with written 
report, each 15 minutes 

XXX .45 

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

.45 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Time estimates that follow are per 15 minute unit. Data for new code computed from median survey time for 
10 units. Reference code computed from RUC database (total time for 97535 = 45 minutes). Please also see 
discussion of reference services on attached addendum. 

TIME ESTIMATES (Median) 
Per 15 minute unit 

New/Revis 
CPT Code: 

97755 

Key 
Reference 
CPT Code: 
97535 

{RUC data) 
~IM_e_d._lan __ Pr_~_T_im_e ____________________ ~l~l4_.5 ____ ~113 I 

._I M_e_d_ia_n _ln_tra.:....-_Ti_m_e __________ _.l ~11_5 ----~~ ~11_5 ____ ___, 



Median Immediate Post-service Time 12 3 

Median of Aggregate Critical Care Times Xxxxxxxx xxxxxxx 
Median of Aggregate Other Hospital Visit Times Xxxxxxxx xxxxxxx 
Median Discharge Day Management Time Xxxxxxx xxxxxxx 
Median of Aggregate Office Visit Times Xxxxxxx xxxxxx 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number 14.4 114.1 
of management options that must be considered i-_ ___ _. 

The amount and/or complexity of medical records, 14.8 113.4 
diagnostic tests, and/or other information that must be i-_ ___ _. 

reviewed and analyzed 

I.._ U_r.=..ge_n_c.:...y_of_m_e_d_ica_l d_e_c_is_io_n_m_a_k_in-=g _____ __.ll .._ 3_.9 __ __.11.._3_.5 ___ _. 

Technical Skill/Physical Effort (Mean) 

._I T_e_ch_n_ica_l s_k_ill_re_q:.....u_ire_d _________ __.l ._14_.8 __ __.11~.--~-·5 __ ____. 

._I P_h.:...ys_ic_a_l e_n_ort_re....:q_ui_re_d ________ ____,l ._13_.5 __ __.11.._~_.4 __ ___. 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or 13.6 113.0 
. mortality i-_ ___ _. 

Outcome depends on the skill and judgment of 13.6 112.9 
physician i-_ ___ _. 

I Estimated risk of malpractice suit with poor outcome 113.7 I .._13_.0 ___ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity 114.6 11 3.4 

!Intra-Service intensity/complexity 114.1 112.7 

I Post-Service intensity/complexity 113.6 113.1 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 

Please also see discussion of reference services on attached addendum. 

CPT Code: 97755 
April. 2003 



CPT Code: 97755 
April. 2003 

An expert panel representing occupational and physical therapy met to validate the survey data. The group 
believed that the RVU estimates were inflated relative to the RVUs for other codes in the PM&R section, due to 
the responders' lack of experience with coding surveys. The survey was mailed to those therapists with expertise 
in assistive technology and who are very familiar with the services provided. Although the expert panel believed 
that the responses related to comparisons with the reference codes are valid, they recommended the 251

h 

percentile for the work RVU as more in line with the relationships to the existing PM&R values. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please 
respond to the following questions: no 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on 
code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain} __________________ _ 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total service, please indicate which physician is performing and 
reporting each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? 97750. 97535, 97001. 97002. 97003. 97004. 97112. 97542. 
_(if unlisted code, please ensure that the Medicare frequency for this unlisted code is reviewed} 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty_AOTA_ 

Specialty_APTA_ 

__Commonly _X_Sometimes ___ .Rarely 

__Commonly _x_Sometimes ___ Rarely 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty _AOTA'------- Frequency_2500 ____ _ 

Specialty _APTA. ______ _ Frequency_2500 ____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a 
one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty_AOTA ____ _ Frequency_150 __ _ 

Specialty __ APTA._ ___ _ Frequency_150 __ _ 

Do many physicians (therapists} perform this service across the United States? _x_Yes __ No 



AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Sample Size:_n/a (see process description) __ Response Rate: (%):_n/a __ 

Reference Code I n/a Reference Code 2 n/a 

CPT Code: 97755 

Global Period:_ XXX __ 

Tracking Number:_.;:....F2=---- - ---

Geographic Practice Setting %: Rural_l±_ Suburban ..1f. Urban...fZ Other (participant selected more than one area 
or no area) 2 

Type of Practice %: 24 Solo Practice 
10 Single Specialty Group 

~Multispecialty Group 
2 Medical School Faculty Practice Plan 

35 Other Outpatient Therapy practice (e.g. clinics, hospital departments) 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus panel of therapists and support personnel, who consulted with additional assistive technology experts, 
developed the PE inputs. The PE supplies and equipment represent those that would be used for the computer 
assessment portion of the vignette. That is, the equipment and% of time are that used during a typical computer 
assessment session, and the costs of individual supply items represent expenses for one IS-minute unit. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
Set up evaluation materials 
Assist client/family with intake forms and survey information 
Assure availability of potential resources for technology 

Intra-Service Clinical Labor Activities: 
Prepare room with equip/supplies 
Greet and position patient 
Assist with vital signs, measurements 
Assist with patient transfers, stability/positioning during evaluation 

Post-Service Clinical Labor Activities: 
Cleanup/put away materials 
Make phone calls to patien!, vendors, payer 



CPT Code: 97755 

CMS's Staff Clinical Labor Pre- Service Post-Service Cost Estimate 
Type Code* (All clinical labor done by same Service Period Time (After Day and Source (if 

staff type and generally on the same Time (Day of of Service) applicable) 
day of service) service) 

1028 Aideffechnician 12.5 (see 
(Per 15 minute unit) break-out 

below) 

*From CMS's Labor, Medical Supply, and Equipment List. If not listed, provide full description, estimated cost, and 
cost source 
CMS's Medical Medical . Quantity of Units Used Cost Estimate and Source 
Supply Code* Supplies Supplies (per 2.5 for Purchase (Per session - 2.5 hour (150 min.)) 

hour session) 

Straw 3 .09 
Velcro 2ft. 10 yds.@ $29.95 1.40 

(Sammons-Preston 1-800-323-5547) 
11302 Gloves 2 pr. .24 

Alcohol 8oz. 32 oz.@ $10.50 2.63 
(AHMed- #931364000 800-225-
2610) 

+1-l-l& Dn . +. 
··~ ----::J. m 

3Mpolylock 2ft. 1"xl5'@ $39.78 5.30 (7150 Consumer Care Products 
920-893-4614) 

Foam I O"x 6"x 3" block 27"x 72"x 3" 2.16 (AliMed- #220300000) 
$11.89 per 150 minutes 

Medical Supplies per 15 minute unit: $1.19 (AT supply kit) 

*From CMS's Labor, Medical Supply, and Equipment List. If not listed, provide full description, estimated cost, and 
cost source. 

CMS's Medical Equipment %of use Cost Estimate Cost Estimate 
Equipment (Per session - 2.5 hour (150 per session and Source (if (Bundled) 
Code* min.)) applicable) 

E52003 ffiM computer system* 100 $2,800.00 AT Assessment Kit 
Switch kit 100 $1,910.00 

Prentke Romich $6110.00 

WhitKit Evaluation Kit 100 $1,400 
Whitmyer 
Biomechanics 

Dragon NaturallySpeaking 50 $696 AT Accessibility 
software (Accessibility)** ScanSoft Software 
HeadMaster + adapters 50 $1,675 $2371.00 
(Accessibility)** Prentke Romich 

CMS list Table, work, adjustable height 100 $2,905 

* One type of computer system and application software is listed as 100% use as a proxy for multiple systems that 
would be used with a patient (e.g. Macintosh, laptop, notebook). 

2 



. CPT Code: 97755 

**Two typical types of accessibility software (voice and head control) are shown as proxies. During a typical 
session, 2-3 equivalent components/systems will be used per patient, depending on combination of features offered 
and patient's functional abilities. 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE· In-Office . 
Clinical Services Minutes Per typical Staff T:y~e- Aide/Tech 

150 minute session 
() per 15 minute 
breakout 

Pre-Service Period 
Start: When appointment for service is made 

Review/read X-ray, lab, and pathology reports 
RN, LPN, MTA, Other 

Other Clinical Activity (please specify) 
Verify and coordinate availability of resources 10 (1) 
Gather intake information from family and client RN, LPN. MTA, Other 

8 (0.8) qde/tec~ 

End: Patient arrival at office for service 

Service Period 
Start: Patient arrival at office for service 

Greet patient/provide gowning ~3- (.5) RN T l>l'>.T _Lf'T' A Oth 
'~· UAA~ er 

· "de/tech 
Obtain vital signs 

~3- (.5) PT Assistant 

Prep and position patient 10 (1) 

2 (0.2) PT Assistant 

Prepare room, equipment, supplies 20 (2) RN, c:;,· M~Other 
de/tech 

2 (0.2) --

Assist physician during exam _8.Q_ (8) PT Assistant 

Coordinate home or outpatient care 6 (.5) 

3 (0.3) PT Asssistant 

Other Clinical Activity (please specify) 

Take measurements _6_ (0.6) PT Assistant 

End: Patient leaves office 
' 

3 



CPT Code: 97755 

Post-Service Period 
Start: Patient leaves office 
Phone calls between visits with patient, family, vendors to lG Oj 
coordinate environmental tech and coordinate logistics 

6 JO.~ PT Assistant 
Other Activity (please specify) 
Clean room w Oj RN, LPN, MTA, Other 

8 (0.8) ~deffec9 

End: When appointment for next office visit is made. 

Totals: 121 (12.5) 

4 



HCPAC Codes Reviewed by PEAC 
CPT Code Global 
11000 000 
11001 llZ 
11055 000 
11056 000 
11057 000 
11730 000 
11732 llZ 
11750 010 
11752 010 
64550 000 
90901 000 
90911 000 
92561 XXX 
92562 XXX 
92563 XXX 
92564 XXX 
97150 XXX 

Medium Descriptors 
DEBRIDEMENT, EXTENSIVE ECZEMATOUS/INFECTED SKIN; UP TO 10PCT, 
DEBRIDEMENT, EXTENSIVE ECZEMATOUS/INFECTED SKIN; ADD'L 10PCT 
PARING/CUTTING, BENIGN HYPERKERATOTIC LESION; SINGLE LESION 
PARING/CUTTING, BENIGN HYPERKERATOTIC LESION; 2-4 LESIONS 
PARING/CUTTING, BENIGN HYPERKERATOTIC LESION;> 4 LESIONS 
AVULSION, NAIL PLATE, PARTIAUCOMPLETE, SIMPLE; SINGLE 
AVULSION, NAIL PLATE, PARTIAUCOMPLETE, SIMPLE; ADD'L NAIL PLATE 
EXCISION, NAIUNAIL MATRIX, PERMANENT REMOVAL 
EXCISION, NAIUNAIL MATRIX, PERMANENT REMOVAL; W/ AMPUTATION, 
APPLICATION, SURFACE (TRANSCUTANEOUS) NEUROSTIMULATOR 
BIOFEEDBACK TRAINING, ANY MODALITY 
BIOFEEDBACK, PERINEAL MUSCLES/ANORECTAUURETHRAL SPHINCTER, 
BEKESY AUDIOMETRY; DX 
LOUDNESS BALANCE TEST, ALTERNATE BINAURAUMONAURAL 
TONE DECAY TEST 
SHORT INCREMENT SENSITIVITY INDEX (SISI) 
THERAPEUTIC PROC(S), GROUP, 2+ INDIVIDUALS 

Wednesday, December 18,2002 

PEACMtg 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 
September 2002 

Page 1 of1 



AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

64550,90901.90911,97150 

Sample Size:_N/ A_Response Rate: (%):. __ _ Global Period: __ 

Geographic Practice Setting%: Rural__ Suburban 

Type of Practice%: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and 
the composition of your Specialty Society Practice Expense Committee: 

An Advisory Panel of physical therapists was convened to review the codes in the 
97000 series. The Advisory Panel represented multiple levels of care where CPT coding is 
used. The Panel was trained in the practice expense process. The results of the Panel's 
efforts were further reviewed by additional clinical consultants. The data were drafted, 
routed to the Advisory Panel for additional comments and finalized. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Pre service includes the review of the documentation, plan of care and treatment goals and the 
effect of previous treatment. An aide will also verify the availability of resources, materials and 
equipment. 

Intra-Service Clinical Labor Activities: 

Intra-Service includes greeting and preparing the patient, preparing the room, obtaining relevant 
measurements and vital signs, assisting the physical therapist during the intervention, 
demonstration and performance verification, post treatment assistance of the patient and cleaning 
the room/exercise area. · 

Post-Service Clinical Labor Activities: 

Post-Service includes recording data and results and communication with patient, family and 
other providers. 



AMA/Speclalty Society RVS Update Committee Recommendation 

In Office Out Office In Office Out Office Out Office 

PTA 

measurements PTA 
Post treatment 

Aide 



Office viSJts: Greet patient, escort to room; prov1de gowning; 
history & v1tal signs and Chart; assemble previous 

rellOr1tslnesLIIts,,as:sist physician during exam; ass1st with 
suture removal; prepare dx test, 

ore.scr·iotiionforms: post service education, instruction, 
rocJITIJemJJo. Check supplies; coordinate 

AMA/Speclalty Society RVS Update Committee Recommendation 

In Office Out Office 

2 

2 

Out Office 

2 

3 

3feet 

SO min 



AMA/Speclalty Society RVS Update Committee Recommendation 



AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
In-Office Direct Inputs 

CPT Long Descriptor: 92561, Bekesy audiometry; diagnostic 

CPT Code Descriptor: Bekesy audiometry; diagnostic 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

An expert specialty panel from the American Speech-Language-Hearing Association met to develop the 
recommendations. These recommendations were then shared with another panel of experts from another 
national audiology society and refined. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Review patient chart and previous test results; determine plan of action for testing; and verify equipment 
calibration. 

Intra-Service Clinical Labor Activities: 
The audiologist places the patient in a sound-treated room and instructs the patient on how to respond to 
luditory stimuli that will be presented to the patient via earphones or ear inserts. The patient is given a push 
outton control of a motor drive that allows for attenuation of the signal. When the patient hears a sound, he 
presses and holds a switch that attenuates the signal. When the tone fades away, the button is released until 
the tone is heard again, etc. The patient may do sweep frequency tracings (continuously changing frequency 
from low to high or the reverse) or do fixed frequency plotting (a selection of discrete frequencies tested 
individually). The patient's threshold is traced over time and recorded on a plotter. The patient first traces 
responses to interrupted pure tones; then the patient traces responses to continuous tones. 

The audiologist interprets the tracings by comparing the continuous and interrupted tone tracings and 
determines which type of tracing pattern exists. There are five "types" of tracing patterns (i.e., I, II, Ill, IV, V), 
each of which suggests a different site of lesion. 



Post-Service Clinical Labor Activities: 

Total Staff Time In-Office: 52 Visits in Global Period: 
CMS's Staff Clinical Labor Pre-Service Service Coordination Post- Cost 
Type Code** Time Period of Care* Servic Estimate 

eTime and Source 
(if 
applicable) 

1003 Audiologist 2 50 

. . 
*By staff 1n the phys1c1an's office dunng the serv1ce penod . 
** From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Quantity of Supplies Units Used Cost 
Medical Supplies for Estimate 
Supply Code* Purchase and Source 

(if 
applicable) 

dee below Bekesy Paper 1 sheet Ream 

11505 Otoscope 1 Box 
speculum, 
disposable 

31101 Alcohol swab 1 Box 

* From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Equipment No. of Minutes of Hours per Cost 
Equipment units in use per week in use Estimate 
Code* practice procedure for all and Source 

services (if 
applicable) 

See Below Bekesy Audiometer 1 50 
E71031 Sound Booth 1 50 

2 



I 
I 

l 
I 

From CMS's Labor, Med1cal Supply, and Equipment L1st for year 2000. If not listed, please prov1de full 
description, estimated cost, and cost source. 

The paper for the Bekesy audiometer (CPT 92561) is available from Grason-Stadler, Inc., 5225 Verona Road, Madison, 
WI 53711. It is order #1703891 05. The Bekesy paper is available in packs of 500 sheets at $70.15 (I don't know if this 
includes shipping and handling). Two sheets of paper are necessary for each procedure (right ear and left ear). This 
works out to $.28 per procedure. The closest match for paper on the CMS list is 73414 (recording paper) which is $.15 per 
sheet or $.30 per procedure. · 

Type of Service: Evaluation/Management and Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made. 

Review patient chart 

Other Clinical Activity (please specify) 

End: Patient arrival for service or physician 
arrives at patient's hospital unit. (i.e.: contact 
between physician and patient for service) 

Service Period 
Start: Patient arrival for service or physician 
arrives at patient's hospital unit. 

Greet patient/provide gowning 

Preservice Education 

Prep and position patient 

Prepare room, equipment, supplies 

Perform procedure 

Education/instruction/ counseling 

~oordinate home or outpatient care 

Clean room/equipment 

Minutes Staff Type - Circle 

2 Audiologist 

3 Audiologist 

2 Audiologist 

2 Audiologist 

32 Audiologist 

3 Audiologist 

3 Audiologist 

3 



Coordination of care by staff in office 

Jther Activity (please specify) 

Interpret data 
End: Patient leaves facility or physician leaves 
patient's hospital unit. 

Post-Service Period 
Start: Patient leaves facility or physician leaves 
patient's hospital unit. 

Other Activity (please specify) 

End: When appointment for next office visit is 
made. 

5 
Audiologist 

4 



AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Out-Of-Office Direct Inputs 

CPT Long Descriptor: 92562, Loudness balance test, alternate binaural or monaural 

CPT Code Descriptor: Loudness balance test, alternate binaural or monaural 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

An expert specialty panel from the American Speech-Language-Hearing Association met to develop the 
recommendations. These recommendations were then shared with another panel of experts from another 
national audiology society and refined. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Review patient chart and previous test results; determine plan of action for testing; and verify audiologic 
equipment calibration. 

Intra-Service Clinical Labor Activities: 

The audiologist places the patient in a sound-treated room and instructs the patient on how to respond to 
1uditory stimuli that will be presented to the patient via earphones or ear inserts. The audiologist presents and 
controls all stimuli asking the patient for judgements of loudness. For the alternate binaural loudness balance 
(ABLB), the "reference ear'' is the good ear and the poor ear serves as the "variable ear." For monaural · 
loudness balance (MLB), the reference frequency would be the normal frequency and the poor frequency is the 
variable. The patient's task is to state whether the variable tone is "softer than," "louder than," or "equal" in 
loudness to the one in the reference ear. 

For either method, four results are possible with the audiologist's interpretation being based on loudness 
judgements at the most intense level in the reference ear, while the overall pattern is of value in viewing 
loudness growth function. The procedure is valuable in separating cochlear from retrocochlear disorders. 



Post-Service Clinical Labor .Activities: 

Total Staff Time Out of Office· 43 Visits in Global Period: 
CMS's Staff Clinical Labor Pre-Service Service Coordination Post- Cost 
Type Code** Time Period of Care* Servic Estimate 

eTime and Source 
(if 
applicable) 

1003 Audiologist 2 41 

. . 
*By staff 1n the phys1c1an's office dunng the serv1ce penod . 
** From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Quantity of Supplies Units Used Cost 
Medical Supplies for Estimate. 
Supply Code* Purchase and Source 

(if 
applicable) 

j1505 Otoscope 1 Box 
speculum, 
disposable 

31101 Alcohol swab 1 Box 

* From CMS's Labor, Medical Supply, and Equ1pment L1st for year 2000. If not listed, please prov1de full 
description, estimated cost, and cost source. 

CMS's Medical Equipment No. of Minutes of Hours per Cost 
Equipment units in use per week in use Estimate 
Code* practice procedure for all and Source 

services (if 
applicable) 

I E71029 Audiometer 1 41 
E71031 Sound Booth 1 41 

2 
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I 
---------+----------------------------+-------,_----------+---------;---------~ 

I 
I 

* From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
· description, estimated cost, and cost source. 

Type of Service: Evaluation/Management and Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: Out-of-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made. 

Review patient chart 

Other Clinical Activity (please specify) 

End: Patient arrival for service or physician 
arrives at patient's hospital unit. (i.e.: contact 
between physician and patient for service) 

Service Period 
Start: Patient arrival for service or physician 
arrives at patient's hospital unit. 

Greet patient/provide gowning 

Preservice Education 

Prep and position patient 

Prepare room, equipment, supplies 

Perform procedure 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Coordination of care by staff in office 

Other Activity (please specify) 

.nterpret data 
End: Patient leaves facility or physician leaves 
patient's hospital unit. 

Minutes Staff Type - Circle 

2 Audiologist 

3 Audiologist 

2 Audiologist 

2 Audiologist 

25 Audiologist 

3 Audiologist 

3 Audiologist 

3 
Audiologist 

3 



Post-Service Period 
3tart: Patient leaves facility or physician leaves 
patient's hospital unit. 

Other Activity (please specify) 

End: When appointment for next office visit is 
made. 

4 



AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Out-Of-Office Direct Inputs 

CPT Long Descriptor: 92563, Tone decay test 

CPT Code Descriptor: Tone decay test 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

An expert specialty panel from the American Speech-Language-Hearing Association met to develop the 
recommendations. These recommendations were then shared with another panel of experts from another 
national audiology society and refined. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Review patient chart and previous test results; determine plan of action for testing; and verify audiologic 
equipment calibration. 

Intra-Service Clinical Labor Activities: 

The audiologist places the patient in a sound-treated room and instructs the patient on how to respond to 
lUditory stimuli that will be presented to the patient via earphones or ear inserts. The testing involves the 
presentation of a sustained pure-tone signal at or above a patient's threshold. The patient is instructed to let 
the audiologist know whenever the tone is present and when it disappears. The intensity of the signal is 
increased until either (a) the person hears the tone for a specified time or (b) a given time has elapsed and/or a 
given increase in stimulus intensity has been reached. 

The audiologist analyzes the amount of decay and the rate of decay for patterns indicative of cochlear or 
retrocochlear pathology. 



Post-Service Clinical Labor Activities: 

Total Staff Time Out of Office· 33 Visits in Global Period· 
CMS's Staff Clinical labor Pre-Service Service Coordination Post- Cost 
Type Code** Time Period of Care* Servic Estimate 

eTime and Source 
(if 
applicable) 

1003 Audiologist 2 31 

*By staff 1n the physician's office dunng the service penod. 
** From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Quantity of Supplies Units Used Cost 
Medical Supplies for Estimate 
Supply Code* Purchase and Source 

(if 
appJicable) 

11505 Otoscope· 1 Box 
speculum, 
disposable 

31101 Alcohol swab 1 Box 

* From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source._ 

CMS's Medical Equipment No. of Minutes of Hours per Cost 
Equipment units in use per week in use Estimate 
Code* practice procedure for. all and Source 

services (if 
applicable) 

E71029 Audiometer 1 31 
E71031 Sound Booth 1 31 

2 
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* From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

Type of Service: Evaluation/Management and Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: Out-of-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made. 

Review patient chart 

Other Clinical Activity (please specify) 

End: Patient arrival for service or physician 
arrives at patient's hospital unit. (i.e.: contact 
between physician and patient for service) 

Service Period 
Start: Patient arrival for service or physician 
arrives at patient's hospital unit. 

Greet patient/provide gowning 

Preservice Education 

Prep and position patient 

Prepare room, equipment, supplies 

Perform procedure 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Coordination of care by staff in office 

Other Activity (please specify) 

mterpret data 
End: Patient leaves facility or physician leaves 
patient's hospital unit. 

Minutes Staff Type - Circle 

2 Audiologist 

3 Audiologist 

2 Audiologist 

2 Audiologist 

15 Audiologist 

3 Audiologist 

3 Audiologist 

3 
Audiologist 

3 



Post-Service Period . 
.>tart: Patient leaves facility or physician leaves 
patient's hospital unit. 

Other Activity (please specify) 

End: When appointment for next office visit is 
made. 

4 



AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Out-Of-Office Direct Inputs 

CPT Long Descriptor: 92564, Short increment sensitivity index (SISI) 

CPT Code Descriptor: Short increment sensitivity index (SISI) 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

An expert specialty panel from the American Speech-Language-Hearing Association met to develop the 
recommendations. These recommendations were then shared with another panel of experts from another 
national audiology society and refined. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Review patient chart and previous test results; determine plan of action for testing; and verify equipment 
calibration. 

Intra-Service Clinical Labor Activities: 

The audiologist places the patient in a sound-treated room and instructs the patient on how to respond to 
1uditory stimuli that will be presented to the patient via earphones or ear inserts. The audiologist presents a 
steady or carrier tone to the patient. The carrier tone is presented at 20 decibels above the patient's puretone 
threshold for the test frequency. Small increases in intensity occur every 5 seconds. The patient reports to the 
audiologist whenever an increase in loudness is perceived. The test begins with several 5-decibel increments, 
which are typically heard by most patients, followed by 20 1-decibel increments. Typically, those with cochlear 
losses hear most of the 1-decibel increments. Those with normal hearing or noncochlear lesions perceive few 
or no increments. 

Each response to a 1-decibel increment is worth 5%, with scores in the range of 0-20% being "negative," often 
seen with normal hearing, conductive losses or eighth nerve problems; scores of 25-65% are "questionable" 
and scores of 70-100% are characteristic of cochlear dysfunction. 



Post-Service Clinical Labor Activities: 

Total Staff Time Out of Office· 33 Visits in Global Period· 
CMS's Staff Clinical labor Pre-Service Service Coordination Post- Cost 
Type Code** Time Period of Care* Servic Estimate 

eTime and Source 
(if 
applicable) 

1003 Audiologist 2 31 

*By staff in the physician's office during the service period. 
** From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Quantity of Supplies Units Used Cost 
Medical Supplies for Estimate 
Supply Code* Purchase and Source 

{if 
applicable) 

41505 Otoscope 1 Box 
speculum, 
disposable 

31101 Alcohol swab 1 Box 

* From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full 
description, estimated cost, and cost source. 

CMS's Medical Equipment No. of Minutes of Hours per Cost 
Equipment units in use per week in use Estimate 
Code* practice procedure for all and Source 

services {if 
applicable) 

I E71029 Audiometer 1 31 
E71031 Sound Booth 1 31 

2 
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1-------+----------------------+-----~--------r-~----~----~ 
L 
I 

* From CMS's Labor, Med1cal Supply, and Equtpment L1st for year 2000. If not listed, please prov1de full 
description, estimated cost, and cost source. 

Type of Service: Evaluation/Management and Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: Out-of-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made. 

Review patient chart 

Other Clinical Activity (please specify) 

End: Patient arrival for service or physician 
arrives at patient's hospital unit. (i.e.: contact 
between physician and patient for service) 

Service Period 
Start: Patient arrival for service or physician 
arrives at patient's hospital unit. 

Greet patient/provide gowning 

Preservice Education 

Prep and position patient 

Prepare room, equipment, supplies 

Perform procedure 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Coordination of care by staff in office 

Other Activity (please specify) 

.1terpret data 
End: Patient leaves facility or physician leaves 
patient's hospital unit. 

Minutes Staff Type - Circle 

2 Audiologist 

3 Audiologist 

2 Audiologist 

2 Audiologist 

15 Audiologist 

3 Audiologist 

3 Audiologist 

3 
Audiologist 

3 



Post-Service Period 
'3tart: Patient leaves facility or physician leaves 
patient's hospital unit. 

Other Activity (please specify) 

End: When appointment for next office visit is 
made. 

4 



AMA/Specialty Society RVS Update Committee 
PEAC Recommendaiton 

Attached are recommendations for CPT codes 10060, 11000, 11001, 11055-11057, 
11730, 11732, 11750 and 11752. 

The APMA's initial review ofCPEP data was conducted in December 1997 by a panel 
comprised of the Health Policy Committee (14 individuals) and the Coding Committee (11 
individuals). The members of the panel at the time had been in practice between 9 and 27 
years and 64% practiced in urban areas, 28% practiced in suburban areas and 8% practiced 
in rural areas. Of the initial panel members, 48% were from the East; 24% from the 
Midwest; 16% from the South; and 12% from the West. In May 2002, a consensus panel of 
12 individuals representing the Health Policy Committee, Health Systems Committee, 
Coding Committee and Practice Expense Task Force met to discuss and develop 
recommendations for the September 2002 meeting of the PEAC. The consensus panel 
members have diverse geographic practice settings, primarily urban and suburban. The 
majority of panel members practice either as solo practitioners or in single specialty groups. 
Members of multi-specialty groups were also included on the panel. 

The recommendations for CPT code 10060 that were developed by APMA were shared 
with the American Academy of Family Physicians (AAFP) for review and input. 

Recommendations for CPT code 10060 are being submitted via a separate Summary of 
Recommendation form. Recommendations for CPT codes 11000, 11001 and 11055-11057 
appear on the same PEAC spreadsheet while those for CPT codes 11730, 11732, 11750 and 
11752 appear on a second PEAC spreadsheet. 

The codes included on the separate PEAC spreadsheets represent a mix of services with 
variations in global periods. As our recommendations demonstrate, codes 11750 and 11752 
include the following pre-service clinical labor activities: complete pre-service diagnostic & 
referral forms; coordinate pre-surgery services, including arranging for a H&P and 
necessary blood work; and schedule space and equipment in a facility, including 
coordination of the facility's availability with the patient's schedule and specification of the 
equipment necessary to perform the procedure. 

Intra-service clinical labor activities for codes 11000, 11001, 11055-11057, 11730, 11732, 
11750 and 11752 include some or all of the following: review charts for patient history, 
allergies, current medication&; greet patient and provide gowning; obtain vital signs, 
including blood pressure and temperature; provide pre-service education/obtain consent for 
procedure, including discussion of possible complications and other treatment options; 
prepare room, equipment, supplies, including opening of necessary instruments and 
bandages; prepare and position patient for procedure and monitor patient; sedate/apply 
anesthesia; assist physician in performing procedure, including passing of instruments and 
retraction; clean room/equipment, including washing and sterilizing all surgical instruments 
and removal of hazardous materials; complete diagnostic forms and lab requisitions for 
cultures or other specimens when appropriate and complete X-ray requisitions when bone 



work is involved as in CPT code 11752; review/read X-ray, lab, and pathology reports; 
check dressings for excessive bleeding and to ensure security of dressings & discuss 
wound/home care instructions, including weight-bearing status, bathing, loose dressings, 
excessive bleeding, activity levels, pain control, use of surgical shoe vs. regular foot wear, 
possible home dressing changes and monitoring for signs of infection; coordinate and 
schedule next office visit/ provide prescriptions and discuss instructions for taking 
medications. 

The PEAC has accepted the utilization of the RUC database for determining the number and 
appropriate level of evaluation and management (E&M) visits included for the post-service · 
period. When appropriate, these visits have been incorporated into our recommendations. 



Tab20 
Revised 9112/02 

CPT Code:_1006o_· __ _ 
Specialty Society('s)_APMA ______ _ 

AMA/Specialty Society Update. Process 
PEAC Summary of Recommendation 

010 or 090 Day Global Periods 
In Office Direct Inputs 

CPT Long Descriptor: 1 0060 - Incision and drainage of abscess ( eg, carbuncle, suppurative hidradenitis, 
cutaneous or subcutaneous abscess, cyst, furuncle, or paronychia); simple or single 

Sample Size:. __ _ Response Rate:(%): __ _ Global Period: 010 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The APMA' s initial review of CPEP data was conducted in December 1997 by a panel comprised 
ofthe Health Policy Committee (14 individuals) and the Coding Committee (11 individuals). The 
members of the panel at the time had been in practice between 9 and 27 years and 64% practiced in 
urban areas, 28% practiced in suburban areas and 8% practiced in rural areas. Of the initial panel 
members, 48% were from the East; 24% from the Midwest; 16% from the South; and 12% from 
the West. In May 2002, a consensus panel of 12 individuals representing the Health Policy 
Committee, Health Systems Committee, Coding Committee and Practice Expense Task Force met 
to discuss and develop recommendations for the September 2002 meeting of the PEAC. The 
consensus panel members have diverse geographic practice settings, primarily urban and suburban. 
The majority of panel members practice either as solo practitioners or in single specialty groups. 
Members of multi-specialty groups were also included on the panel. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Complete pre-service diagnostic & referral forms 

Intra-Service Clinical Labor Activities: review charts for patient history, allergies, current 
medications; greet patient and provide gowning; obtain vital signs, including blood pressure and 
temperature; provide pre-service education/obtain consent for procedure, including discussion of 
possible complications and other treatment options; prepare room, equipment, supplies, 
including opening of necessary instruments and bandages; prepare and position patient for 
procedure and monitor patient; assist physician in performing procedure, including passing of 



CPT Code:_10060 __ _ 
Specialty Society('s)_APMA. ______ _ 

instruments and retraction; clean room/equipment, including washing and sterilizing all surgical 
instruments and removal of hazardous materials; complete diagnostic forms and lab requisitions 
for cultures or other specimens; check dressings for excessive bleeding and to ensure security of 
dressings & discuss wound/home care instructions, including weight-bearing status, bathing, 
loose dressings, excessive bleeding, activity levels, pain control, use of surgical shoe vs. regular 
foot wear, possible home dressing changes and monitoring for signs of infection; coordinate and 
schedule next office visit/provide prescriptions and discuss instructions for taking medications. 

Post-Service Clinical Labor Activities: one post-operative visit. 

2 



CPT Code:_10060 __ _ 
Specialty Society('s)_APMA ______ _ 

Visits in Global Period· 1 
CMS's Clinical Labor Pre- Service Post-Service Number Total Time Cost Estimate 

Staff Service Period Time After of Office of Office and Source (if 

Type Time (Day of Day of Visits Visits appropriate) 

Code* 
service) Service)** 

1130 RNILPN/MA 0 44 3 1 27 

.. 
*From CMS's Labor, Medical Supply, and Equipment List for year 2000. If not listed, please provide full description, estimated 
cost, and cost source. 

CMS's Medical Medical Supplies Quantity of Units Used for Cost Estimate and 

Supply Code* Supplies Purchase Source (if appropriate) 

Minimum visit 2 
package 

11306 Mask, surgical 1 
11504 Disposable scalpel 1 

# 11, 15, 20 blade 
14001 Sterile drape 22" x 0 

25" 
14005 Gloves, sterile 1 
14007 Drape, sterile, 1 

fenestrated, 16" x 
29" 

31101 Swab, alcohol 2 
31507 Gauze, sterile 3 x3 4 
31508 Gauze, sterile 4x4 0 

(10 pack) 
31509 Kling roller 1 items 

bandage 2 x 131 
NEW(Gill Adaptic 1 50 .55 
Podiatry) 

Needle stick safety 1 
device 

51504 Xylocaine 20 
w/epinephrine 1%, 
20ml 

51305 Ethyl chloride 1 ounce 
52301 Betadine 10 ml 
52303 Hydrogen peroxide 20ml 
91407 Syringe, 1 0 cc or 1 

12 cc 
91427 Needle 30 g 1 
91402 Needle, 18 to 24 1 

gauge 
.. 

*From CMS's Labor, Medical Supply, and Equtpment List for year 2000. If not listed, please provtde full descnpt10n, estimated 
cost, and cost source. · 

3 



CPT Code: ·10060 __ _ 
Specialty Society('s)_APMA'--------

CMS's Medical Equipment No. of Minutes of Hours per Cost Estimate and 

Equipment units in use per week in use for Source (if 

Code* practice procedure all services applicable) 

E11003 Power table 71 
E30006 Exam lamp 71 

.. 
• From CMS's Labor, Med1cal Supply, and Equ1pment L1st for year 2000. If not hsted, please prov1de full descnpt10n, est1mated 
cost, and cost source. 

TYPE OF SERVICE: Surgical Procedures 
010 and 090 Global Periods 

SITE OF SERVICE: In-OFFICE 

Clinical Services Minutes Staff Type - Circle 

Pre-Service Period 
Start: Following visit when decision for surgery or procedure 
made 

Complete pre-service diagnostic & referral forms 0 RN, LPN, MA, Other -----

Coordinate pre-surgery services _o __ RN, LPN, MTA, Other 

Schedule space and equipment in facility 0 ~. LPN, MTA, Other -----

Provide pre-service education/obtain consent 0 RN, LPN, MTA, Other -----
Follow-up phone calls & prescriptions 0 RN, LPN, MTA, Other -----
Other Activity (please specify) 

0 RN, LPN, MTA, Other 
-----

End: When patient enters office for surgery/procedure 

Service Period 
Start: When patient enters office for surgery/procedure 
Pre-service services 

Review charts 2 RN, LPN, MTA, Other 
-----

Greet patient and provide gowning 3 RN, LPN, MTA, Other -----

Obtain vital signs 3 RN, LPN, MTA, Other -----

Provide pre-service education/obtain consent 7 RN, LPN, MTA, Other -----
Prepare room, equipment, supplies 3 RN, LPN, MTA, Other -----
Prepare and position patienU monitor patienU set up IV _3 __ RN, .LPN, MTA, Other 

Sedate/apply anesthesia RN, LPN, MTA, Other 

4 



CPT Code: 10060 __ _ 
Specialty Society('s)_APMA _____ _ 

Intra-service 

Assist physician in performing procedure 13__ RN, . LPN, MTA, Other 

5 



CPT Code:_10060 __ _ 
Specialty Society('s)_APMA;..__ ____ _ 

Post-service 

Monitor pt. following service/check tubes, monitors, drains 

Clean room/equipment 

Complete diagnostic forms, lab & X-ray requisitions 

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

Check dressings & wound/ home care instructions/coordinate 
office visits/prescriptions 

Other Activity (please specify) 

End: Patient leaves office 

Post-Service Period 
Start: Patient leaves office 

Conduct phone calls/can in prescriptions 

Office visits 
Greet patient, escort to room 
Provide gowning 
Interval history & vital signs & chart 
Assemble previous test reports/results 
Assist physician during exam 
Assist with dressings, wound care, suture removal 
Prepare Dx test, prescription forms 
Post service education, instruction, counseling 
Clean room/equip, check supplies 
Coordinate home or outpatient care 

List total number of office visits 

Total office visit time (A *B) 

Conduct phone calls between office visits 

Other Activity (please specify) 

End: With last office visit before end of global period 

RN, LPN, MTA, Other 

3 RN, LPN, MTA, Other -----

2 RN, LPN, MTA, Other -----
RN, 'LPN, MTA, Other 

5 RN, LPN, MTA, Other 
-----

RN, LPN, MT A, Other 

__ 3 __ RN, LPN, MTA, Other 

A_27__ RN, LPN, MTA, Other 

B_l __ 

27 

RN, LPN, MTA, Other 

RN, LPN, MT A, Other 

6 



CPT Code: 10060 __ _ 
Specialty Society('s)_APMA. _______ _ 

Tab20 
Revised 9/12/02 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

010 or 090 Day Global Periods 
Out-Of-Office Direct Inputs 

CPT Long Descriptor: 10060 - Incision and drainage of abscess ( eg, carbuncle, suppurative hidradenitis, cutaneous or 
subcutaneous abscess, cyst, furuncle, or paronychia); simple or single 

Sample Size: __ _ Response Rate: (%): __ _ Global Period: 010 

Geographic Practice Setting %: Rural__ Suburban 

·Type of Practice%: · Solo Practice 
__ · Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

The APMA's initial review ofCPEP data was conducted in December 1997 by a panel comprised of the Health. 
Policy Committee (14 individuals) and the Coding Committee (11 individuals). The members of the panel at the 
time had been in practice between 9 and 27 years and 64% practiced in urban areas, 28% practiced in suburban 
areas and 8% practiced in rural areas. Of the initial panel members, 48% were from the East; 24% from the 
Midwest; 16% from the South; and 12% from the West. In May 2002, a consensus panel of 12 individuals 
representing the Health Policy Committee, Health Systems Committee, Coding Committee and Practice Expense 
Task Force met to discuss and develop recommendations for the September 2002 meeting of the PEAC. The 
consensus panel members have diverse geographic practice settings, primarily urban and suburban. The majority 
of panel members practice either as solo practitioners or in single specialty groups. Members of multi-specialty 
groups were also included on the panel. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: complete pre-service diagnostic & referral forms; coordinate pre-surgery 
services, including arranging for a H&P and necessary blood work; and schedule space and equipment in a 
facility, including coordination of the facility's availability with the patient's schedule and specification ofthe 
equipment necessary to perform the procedure. 

lntra-Service Clinical Labor Activities: None 

Post-Service Clinical Labor Activities: One post-operative visit 



CPT Code:_10060 __ _ 
Specialty Society('s)_APMA. _______ _ 

Total StaffTime Out of Office: 57 Visits in Global Period: 1 
CMS's Clinical Labor Pre-Service Service Coordination Post-Service Numbe Total Cost 

Staff Type Time Prior Period of Care* Time After rof Time of EstimatE 
to Admission (Admission Discharge** Office Office Source ( Code*** to Discharge) Visits Visits applicab 

1130 RNILPN/MA 30 1 27 

*By staff in the physician's office during the service period. 
**Excluding Time of Office Visits 
*** F C S' L b . I dE . . fi f r d 1 'd full d rom M s a or, Medtca Supply, an ~qutpment Ltst or year 2000. I not tste , please provt e d escnptton, esttmate cost, and cost source. 

CMS's Medical Supplies Quantity of Units Used for Cost Estimate 

Medical Supplies Purchase and Source (if 

Supply Code* applicable) 

Minimum supply package for visits 1 
Hydrogen Peroxide 10ml 
Gauze, sterile 3 x 3 6 
Kling roller bandage 2 x 131 1 
Betadine 10ml 

• From CMS' s Labor, Medical Supply, and Equipment Ltst for year 2000. If not listed, please provide full description, esttmated cost, and cost source. 

1 CMS's Medical Equipment No. of units in Minutes of use Hours per Cost Estimate 

Equipment practice per procedure week in use and Source (if 

Code* for all services applicable) 

E11003 Power table 27 
E30006 Exam lamp 27 

.. 
• From CMS's Labor, Medtcal Supply, and Eqmpment Ltst for year 2000. If not ltsted, please provtde full descnpt10n, esttmated cost, and cost source. 

TYPE OF SERVICE: Surgical Procedures 
010 and 090 Global Periods 

SITE OF SERVICE: OUT-OF-OFFICE 

Clinical Services 

Pre-Service Period 
Start: Following visit when decision for surgery or procedure 
made 

Complete pre~service diagnostic & referral forms 

":oordinate pre-surgery services , 

Schedule space and equipment in facility 

Minutes Staff Type - Circle 

__ 5__ RN, LPN, MTA, Other 

__ 10__ RN, LPN, MTA, Other 

__ 5__ RN, LPN, MTA, Other 

3 



Office visit before surgery/procedure 
Review test and exam results 

Provide pre-service education/obtain consent 

Follow-up phone calls & prescriptions 

Other Activity (please specify) 

End: When patient enters hospital for surgery/procedure 

Service Period 
Start: Patient admitted to hospital for surgery/procedure 
Pre-service services 

Review charts 

Greet patient and provide gowning 

Obtain vital signs 

Provide pre-service education/obtain consent 

Prepare room, equipment, supplies 

Prepare and position patient/ monitor patient/ set up IV 

.3edate/apply anesthesia 

Intra-service 

Assist physician in performing surgery/procedure 

CPT Code:_10060. __ _ 
Specialty Society('s)_APMA. _______ _ 

RN, LPN, MT A, Other 

__ 7__ RN, LPN, MTA, Other 

__ 3 __ RN, LPN, MTA, Other 

__ 0__ RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, ·MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other· 

RN, LPN, MTA, Other 

4 



Post-service 

Monitor pt. following service/check tubes, monitors, drains 

Clean room/equipment by physician staff 

Assist with ICU or hospital visits 

Total Number of ICU visits 

Total Number of hospital visits 

Complete diagnostic forms, lab & X-ray requisitions 

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

Discharge day management services, check dressings & 
wound/ home care instructions/coordinate office 
visits/prescriptions 

Coordination of care by staff in office 

Other Activity (please specify) 

End: Patient discharge from hospital 

i»ost-Service Period 
Start: Patient discharge from hospital 

Conduct phone calls/call in prescriptions 

Office visits 
Greet patient, escort to room 
Provide gowning 
Interval history & vital signs & chart 
Assemble previous test reports/results 
Assist physician during exam 
Assist with dressings, wound care, suture removal 
Prepare Dx test, prescription forms 
Post service education, instruction, counseling 
Clean room/equip, check supplies 
Coordinate home or outpatient care 

List total number of office visits 

Total office visit time (A *B) 

Conduct phone calls between office visits 

Other Activity (please specify) 

'::nd: With last office visit before end of global period 

, CPT Code: 10060 __ _ 
Specialty Society('s)_APMA _______ ....,.. 

A 
_27_ 
B 1 __ 

27 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MT A, Other 

RN, LPN, MTA, Other 

RN, LPN, MT A, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MT A, Other 

5 



AMA/Speclalty Society RVS Updaw Committee Recommendations 



Office visits: Greet patient, escort to room; provide gowning; 
history & vital signs and chart, assemble previous 

rep·oruilresullts;s,ssist physician during exam; assist with 
cara, suture removal; prepare dx test, 

lor.esctiolion forms; post service education, instruction, 
rcc>unseli>na:, clean room/equ1p, check supplies; coordinate 

AMA/Speclalty Society RVS Updaw Committee Recommendations 

In Office Out Office In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
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AMA/Speclalty Society RVS Update Committee Recommendations 
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VISits: Greel palient,escort to room; provide gowning; 
hastory & vital signs and chart; assemble previous 

re~oorts/n~su1lts;asa;ist physician during exam; assist wiih 
care, suture removal; prepare dx test, 

I oresc:noltion forms; post service education, instructaon, 
room/equip, check supplies; coordinate 

In Office Out Office 





AMA/Speciaity Society RVS UpdaUI Committee Recommendation 
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visits. Greet patien~escort to room; provide gowning; 
history & vital signs and__ chart; assemble_pravious 

rep,ort•;lre,sults;eiSSist physician during exam; assist with 
suture ramoval; prepare dx tes~ 

I orescxloltlon, forms: post service education, instruction, 
roc>rw,eq•llp, check supplies; coordinate 

AMA/Speclalty Society RVS Updam Committee Recommendation 



CMS STAFF 
TYPE, 

MEDICAL 
SUPPLY, OR 
EQUIPMENT 

CODE 

AMA/Specialty Society RVS Updaut Committee Recommendation 



AMAISpeclalty Society RVS Update Committee Recommendation 

A B E F ~ l 
2 CPT Code 

CMS STAFF 
TYPE, 

MEDICAL 
SUPPLY, OR 
EQUIPMENT 

3 CODE 

4 !LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
r:i"1i 
~ 
c11! 
i1E 
11~ 

11! 
m 
12c 
rtt 
1122 
1123 
112~ 
lm 
112E 
1127 
l12a 
1129 

-- ----

li3o 
1131 
1132 
1133 
113.d 
I13E 
I13E 
1137 
ri3ii 
ri3ii 
f14c 
rw 
1142 
114~ 
11~ ---
114E 
114E 
1141 
114! 
114! 
11sc 
1151 
115; 

l1"5i 
115< 
115! 
!1St 
l15i 
Ts! 
115s 
1160 
1161 
1162 
1163 
1164 
r:i6s 
riSe 
1167 
11se 
1169 
i1c 



AMA/Speclalty Society RVS Update Committee Recommendation 

A B ..f._ _Q_ E F 

2 CPT Code 
CMSSTAFF 

TYPE, 
MEDICAL 

SUPPLY, OR 
EQUIPMENT 

3 CODE 

4 
1

LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office In Office Out Office 

1m 
1m 
1174 
rm 
1176 

178 

l17ii 
f18c 
1181 
1182 
r:i82 
[18:;i 
riSE 
118€ 
1187 
11sii 
118~ 
I19C 
1191 
119: 
~ 
~ 
119~ 
I19E 
1197 
f"i9e 
r:i95 
f20c 
f2oi 
l20l 
120~ 
120< 
120! 
r20i 
120; 
r20i 
r2oi 
l2i( 
121' 
121: 
121 
121 
121 
121 
[217 
21e 
215 
22c 
22i 
2~ 
22~ 

22~ 

22! 
22e 
221 

"' 
« 



AMA/Speclalty Society RVS Update Committee Recommendation 

A B E F 

_£ Coda 
CMSSTAFF 

TYPE, 
MEDICAL 

SUPPLY, OR 
EQUIPMENT 

3 CODE 

4 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office In Office Out Office 

lm 
~ 
1m 
lm 
~ 
1234 
1235 
I23S 
23< 
23E 
23~ 

240 
241 

~4' 
~ 
.w 
245 
24E 
247 
2~ 
~ 
~ 
251 
252 
25~ 

~~ 
~ 
~ 
257 
25E 
25~ 

260 
'261 
1262 
121!3 
I~ 
~ 
l2!!ll 
Lw 
l2!!ll 
~ 
1270 
1271 
272 
m 
m 
m 
276 
2Ti 
276 
275 

21iC 
w 
w 
~ 
2~ 

~ 
28E 
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visits: Greet patient,escort to room; provide gowning; 
history & vital s1gns and chart; assemble previous 

reporllslre•sulls;s•ssist physician during exem; ass1st With 
wound care, suture removal; prepare dx test, 

n•Ao,..,.;nt;onn fOnnS; p0SI Service educatiOn, instructiOn, 
IN" on<Aiinn•• clean room/equip, check SUpplies, COOrdinate 

CMS 



AMA/Speclalty Society RVS UpdaUI Committee Recommendation 

A B 

2 
CMSSTAFF 

TYPE, 
MEDICAL 

SUPPLY, OR 
EQUIPMENT 

3 CODE 

4 LOCATION In Office Out Office 
:e2 lloiiidl8.30Q 91427 
i 93 needle, 18 to 24 gauge 91402 
194 slippers, 1{pairl 11105 
1-95 1- .NEW -
196 'Silvadene cream {Gdl Podiatry)@ .33/gram NEW 
I 97 Coban. 3" (Gilt Podiatry) @ 2.35/rolt NEW 
98 I applicators 31103 

:99 61" Beaver mini-blade (Gill Podiatry) @ 2.64/each NEW 
i100 bovie pad 

t stick safety device 
loiarn 11131 

f1Q;i I Power table 
f1ci! ~ 
l1oe !Foot and ankle surgery instrument pack E30021 
li07 160vle 
1108 
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Other Issues Reviewed by the RUC 

Non-Biodegradable Androgen Suppression Implants 

Codes 11981, 11982, and 11983 first appeared in CPT 2002, and were developed to 
describe insertion, removal, and removal with reinsertion of a non-biodegradable drug 
delivery implant. These codes were initially created to describe a once-yearly implant 
containing leuprolide acetate for the treatment of prostate cancer. However, because 
various types of medications for various indications can be administered using this type 
of implant, the CPT Editorial Panel kept the descriptors generic. At the April 2001 RUC 
meeting, the RUC recommended cross-walking the RVUs from CPT codes 11975, 
1197 6, and 11977, insertion, removal and removal with reinsertion of implantable 
contraceptive capsules. In 2002 the RUC again reviewed the issue and agreed to the 
interim crosswalk, but requested the specialty to conduct surveys for these codes and 
present a recommendation to the RUC at a future meeting. 

During the September, 2003 RUC meeting the specialty explained to the RUC that a 
valid RUC survey could not be completed since the descriptors are too generic and not 
specific to urology. The specialty explained that it will submit a code change proposal to 
CPT requesting the insertion of a specific drug name into the descriptors. 

The RUC discussed the potential difficulties involved in adding specific drug names to 
the code descriptor since it is the policy of CPT not to include proprietary drug or device 
names. The specialty may be faced with developing descriptors more specific to urology, 
but without a specific drug name reference. 

The RUC also discussed how the need to recognize specific practice expenses should 
influence coding. Several RUC members were concerned that if CPT codes were 
developed for specific drugs or specific devices there would be a substantial increase in 
the number of CPT codes. This could lead to a situation where instead ofhaving a single 
code, there would be multiple codes that differed only according to the device or drug 
used. The RUC discussed that one possible solution would be to maintain generic CPT 
codes, but foster the creation of drug or device specific HCPCs codes if there is really a 
need to differentiate among medical devices or drugs due to cost differences. The RUC 
requested that the Research Subcommittee begin to study this issue. 

Bone Marrow Procedures 
During the September, 2003 RUC meeting, the RUC developed interim recommendations 
for a series ofbone marrow procedure codes. (code 38207- 38215) However; CMS did 
not publish RVUs for these procedures since CMS is unsure about the extent of 
physician work involved in the codes. The specialty society has been in contact with 
CMS and is working on arranging site visits for CMS officials to observe the procedures. 
Since the RUC interim recommendation is valid for one year, the specialty requested an 
extension of the RUC interim recommendation while it continues its discussions with 
CMS. The RUC approved the following motion: 



The RUC agrees to continue the interim recommendations for the bone marrow 
procedures codes (code 38207- 38215), for another year until September 2004. 

ECG Vest 
In May, 2003 CPT approved a new code 937XX to describe the set up and programming 
if a wearable ECG vest. Two other codes 93741 and 93742 were revised to include the 
wearable cardioverter-defirillator vest. The specialty requested that the RUC recommend 
carrier pricing for code 937XX because the ACC has been unable to find a sufficient 
number of physicians that perform the procedure. Specifically, the manufacturer of the 
device provided the specialty with the names of only 17 physicians that perform the 
procedure. The RUC questioned the creation of the code if the procedure is not widely 
used and some suggested that a category III code might be more appropriate if the 
technology is not in widespread use. The specialty concluded that it would contact the 
manufacturer again and identify a larger group of physicians that would participate in the 
survey and present a recommendation to the RUC at either the February or April2004 
meetings. 

The RUC approved a motion to table the issue. 
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Summary ofRecommendations 

September 2003 

Endoscopic Anti-Reflux Procedure (STRETTA) for Gastroesophageal Reflux Disease (GERD) 

A CPT code was created to reflect a new approach for treating Gastroesophageal Reflux Disease (GERD). This approach involves the 
delivery of endoscopically-guided, radio frequency energy via electrodes to the distal portion of the lower esophageal sphincter and the 
gastric cardia. 

S? 
Code432~ 
The RUC reviewed the survey results provided by the specialty societies and observed that the societies' reference code, CPT code 
43262 Endoscopic retrograde cholangiopancreatography (ERCP); with sphincterectomy/papillotomy (work RVU=7.39) had 
significantly more pre-service time (50 Minutes) in comparison to the pre-service of the surveyed code (35 Minutes). In addition, in 
comparing 432XX with the reference code 43262, the RUC noted that although the intensity/complexity measures for intra-service 
times are comparable, the intensity/complexity measures for psychological stress were significantly less. Therefore, the RUC agrees 
with the specialty societies' recommendation of 5.50 work RVUs, the 251

h percentile of the survey data. The RUC recommends a 
work RVU of 5.50 for CPT code 432XX. 

Practice Expense 
This service is performed in the facility setting only. The specialty society's practice expense inputs for the facility setting were 
accepted. These practice expense inputs are consistent with other GI Endoscopy services (e.g. CPT code 43262) approved by the 
PEAC and the RUC. 

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

.t.OOXXT 
Yrref gastfaiatestinal eaeaseery, iaeh:J:eiag eserbagHs, stamaeb, XXX N/A 

ana eitfief tfle ffi:J:aeefi:HfR aaa/aFjejWRlfR as ar:l3f8:!3Fiate, \1t'itfi 
delivery af thermal eaeFgy ta tbe mHsele af la'.veF eserbageal 

.t.. .l/. ~n .J: .c, ,a.,...f" n.f' ~ .t .1 
"J-'""'~ -~• ._. .. '-'" '"" 0._._,_.,~ ~~.-.. .... , ·~• ••~ •••u~uo ~• 0._..,_.~-v~ 

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



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

FeflH* disease 

•432:XX Upper gastrointestinal endoscopy including esophagus stomach, and 000 5.50 
either the duodenum and/or jejunum as appropriate; with delivery of 
thermal energy to the muscle of lower esophageal sphincter and/or 
gastric cardia, for treatment of gastroesophageal reflux disease 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION REVISED 09-20-03 

CPT Code: 432XX Tracking No: AI Global: 000 Recommended RVW: ~5.50 

Descriptor: Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum and/or 
jejunum as appropriate; with delivery of thermal energy to the muscle of lower esophageal sphincter and/or gastric 
cardia, for treatment of gastroesophageal reflux disease 

Vignette Used in Survey: 
A 66-year-old female presents for surgery with a history of chronic heartburn and regurgitation symptoms three 
times or more per week, that has not responded to lifestyle management strategies and intensive daily 
pharmacologic therapy. She has peak esophageal peristaltic amplitude> 30 mm Hg, LESP > 5 mm Hg, complete 
LES relaxation in response to swallow, a DeMeester score >14.7, Hetzel grade I esophagitis, and no hiatal hernia 
> 2 em. Under conscious sedation, an upper Gl endoscopy, with delivery of radio frequency thermal energy to the 
muscle of the lower esophageal sphincter and/or gastric cardia, is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 
86% Those who responded "no" indicated that their typical patients would be younger and/or male. 

Clinical Description Of Service: 

Preoperative work: 
-Review pre-operative work-up, with particular attention to labs and films 
- Review planned procedure 
-Write pre-operative orders for peri-operative medications 
- Change into scrub clothes 
-Review the surgical procedure, post-op recovery, and expected outcome(s) with patient and family 
- Answer patient and family questions and obtain informed consent 
-Verify that all necessary instruments and supplies are readily available in the endoscopy suite 
- Monitor patient positioning and draping, and assist with positioning as needed 
- Scrub and gown 

Intra-operative Work: 
After intravenous access is obtained and conscious sedation administered, an EGD is performed to confirm the 
absence of pathology that would represent a contraindication to the performance of the proposed procedure. 
The upper endoscope is then positioned in the gastric antrum, and a guide-wire is passed through the endoscope 
into the duodenum or gastric antrum. The endoscope is withdrawn while noting the distance from the incisors to 
the gastroesophageal junction. The thermal catheter is passed over the guide-wire and positioned I em proximal 
to the squamocolumnar junction. The thermal catheter balloon is inflated to 2.5 psi, needle electrodes ( 4) 
deployed, and RF energy delivery commenced. This treatment is repeated after rotating the catheter 45 degrees 
and then again by advancing it 5 mm (4 treatments thus far). The catheter is then advanced into the stomach. 
An endoscope is re-introduced per-oral and passed alongside the catheter to confirm accurate positioning of the 
first 2 rings. The endoscope is then withdrawn. Third and fourth rings, comprised of eight lesions per ring, are 
then placed in 5 mm increments distal to the second ring, adjusting the measurements according to the 
endoscopic findings. The catheter is then advanced into the stomach, fully inflated to 25 cc of air, and 
withdrawn into the gastric cardia. Three such deployments and lesion sets are created, totaling 12 lesions in the 
distal cardia. This is repeated with a balloon inflated to 22cc, creating 12 lesions in the proximal cardia. A 
third EGD is performed to confirm lesion placement. The catheter is then withdrawn. 
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Postoperative work: 
• Check patient's vital signs and transfer patient to recovery room 
• Monitor patient for signs of complications (perforation, chest pain, nausea and/or vomiting). 
• Write postoperative note in patient's chart 
• Dictate procedure report 
• Dictate procedure outcome and expected recovery letter for referring physician and/or insurance company 
• Consult with the family/patient regarding the surgery 
• Review instructions for post-discharge diet and home care with patient and family 
• Write orders for post-discharge medications 
• Prepare discharge records 
• Discuss procedure outcome with referring physician 

SURVEY DATA 

Joel Brill, MD (AGA) 
Presenter(s): Michael Levy, MD (ASGE) 

Michael Edye, MD (SAGES) 
American Gastroenterological Association (AGA) 

Specialty(s): American Society for Gastrointestinal Endoscopy (ASGE) 
Society of American Gastrointestinal Endoscopic Surgeons (SAGES) 

CPT Code: 432~ 'r1 
Sample Size: 50 I Resp n: 37 I Resp %: 74% 

Sample Type: 
Random- mailed to random selection of surgeons and gastroenterologists who completed Stretta 
training course 

Low 25th pctl Median 75th pctl H!g_h 

SurveyRVW: 3.63 5.50 7.00 8.50 11.75 

Pre-Service Evaluation Time: 4S 15 

Pre-Service Positioning Time: 10 

Pre-Service Scrub, Dress, Wait Time: 10 

Intra-Service Time: 20 50 60 60 90 

Post-Service Total Min* CPT code I # of visits 

Immed. Post-time: 0 

Critical Care time/visit(s): 0 

Other Hospital time/visit(s): 0 

Discharge Day Mgmt: 18 99238 X 0.5 

Office time/visit(s): 0 
.. . . 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 ( 41 ); 99232 (30); 99231 (19); 99238 (36); 
99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 
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KEY REFERENCE SERVICE(S): 
CPT Descriptor '03RVW Glob 

43262 
Endoscopic retrograde cholangiopancreatography (ERCP); with 

7.39 000 
sphincterotomy/papillotomy 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE S): 
Svy CPT Ref CPT 

TIME ESTIMATES (MEDIAN) 432XX 43262(Hvd) 

Response count for time medians 37 17 
Pre-service e&-35 50 
Intra-service 60 75 
Same Day Immediate Post-service 0 0 
Critical care 0 0 
Other hospital visit 0 0 
Discharge day management 18 28 
Office visit 0 0 
TOTAL TIME .:f.4a 113 153 

INTENSITY/COMPLEXITY MEASURES (MEAN) 

!Response count for mean measures shown below 8 8 
TIME SEGMENTS 

Pre-service 4.00 4.13 

Intra-service 4.13 4.38 

Post-service 3.63 3.63 

MENTAL EFFORT AND .JUDGMENT 
The number of possible diagnosis and/or the number of management options that must be 

3.75 4.25 considered 
The amount and/or complexity of medical records, diagnostic tests, and/or other information that 

4.50 4.25 must be reviewed and analyzed 

Urgency of medical decision making 2.75 4.13 

TECHNICAL SKILL/PHYSICAL EFFORT 

Technical skill required 3.86 4.63 

Physical effort required 4.25 4.25 

PSYCHOLOGICAL STRESS 

The risk of significant complications, morbidity and/or mortality 3.75 4.75 

Outcome depends on the skill and judgment of physician 4.13 4.75 

Estimated risk of malpractice suit with poor outcome 3.88 4.50 

ADDITIONAL RATIONALE 
Describe the process by which your specialty society reached your final recommendation. 

The intra-service intensity of work for 432XX and 43262 are very similar although the exact work performed is 
different. 432XX requires three passes of two different endoscopes plus repeated thermal treatment applications. 
This is similar to the intra-service work of 43262, which includes scope introduction (albeit further into the 
digestive system), plus an excisional procedure (sphincterotomy/papilotomy). Pre-service workup and positioning 
and post-service discharge management is similar for both procedures. The IWPUT analysis on the next page 
indicates similar intensities for both procedures. The survey median RVW of7.00 is recommended for 432XX. 
This is slightly less than the RVW for 43262, reflecting the slightly less intra/total time. 



CPT: 432XX 

432XX RVW 
Building Block Anal't,sis 

Svy RVW: 1.00 5.50 

Svy 
RUC Std. RVW 

Data 

Pre-service: Time Intensity 
(=timex 

intensity) 
eval & positioning ~25 0.0224 ~0.56 

scrub, dress, wait 10 0.0081 0.08 

Pre-service total ~0.64 

Post-service: Time Intensity 
(=timex 

intensity) 
Immediate post 0.0224 0.00 
Subsequent visits: Visit n E/M RVW (=n x RVW) 

Discharge 99238 0.5 1.28 0.64 

Post-service total 0.64 

I I Time IWPUT II INTRA-RVW I 
I Intra-service: 1 6o ().034 o.o1o 11 §.:.Ga 4.22 

Services Reported with Multiple CPT Codes 

REVISED 09-20-03 (Sept. 2003) Page 4 

Svy 
Data 

Time 

25 

25 

Time 

Visitn 

0.5 

I Time II 
I 75 II 

43262 

MFS RVW: 

RUC Std. 

Intensity 

0.0224 

0.0081 

Intensity 

0.0224 
E/M RVW 

1.28 

IWPUT 

0.080 

RefRVW 

7.39 

RVW 

(=timex 
intensity) 

0.56 

0.20 

0.76 

(=timex 
intensity)_ 

0.00 
(=n x RVW) 

0.64 

0.64 

II INTRA-RVW I 
II 5.99 I 

1. Is this new/revised code typically reported on the same date with other CPT codes? NO 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. N/A 

FREQUENCY INFORMATION 

How was this service previously reported 

43499 
43999 

Unlisted procedure, esophagus 
Unlisted procedure, stomach 

How often do physicians in your specialty perform this service? If the recommendation is from multiple specialties, 
please provide information for each specialty. 

Specialty: general surgery/gastroenterology Commoaly Sometimes 

For your specialty, estimate the number of times this service might be provided nationally in a one-year period? If the 
recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: gastroenterology and general surgery 
Frequency: From the time of 501(k) clearance in April 2000 through October 2002, approximately 3,000 procedures 

were performed. This is in comparison to approximately 70,000 anti-reflux surgical procedures performed in 
2001. Based on the less-invasive nature of this procedure, offset by the exclusions (i.e., patients with a 3 em hiatal 
hernia or larger or Barrett's esophagus are excluded), between 5-40% of surgery patients may be candidates for this 
procedure. However, because of the novel and unique nature of the procedure and the limited number of 
physicians and surgeons trained to provide this therapy, we anticipate that only a very small subset of these 
patients will undergo therapy. 
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For your specialty, estimate the number of times this service might be provided to Medicare patients nationally in a one
year period? If this is a recommendation from multiple specialties please estimate frequency for each specialty. 

Specialty: gastroenterology and general surgery 
Frequency: 10% of the national population would be in the Medicare patient age category. 

Do many physicians perform this service across the United States? No 



CPT Code: 432XX 

CPT 

432XX 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

000 Day Global Periods 
Out-Of-Office Direct Inputs 

DESCRIPTOR 

Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum 
and/or jejunum as appropriate; with delivery of thermal energy to the muscle of lower 
esophageal sphincter and/or gastric cardia, for treatment of gastroesophageal reflux disease 

Global 

000 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Sp~cialty Society Practice Expense Committee: A workgroup consisting of 
members from the AGA, ASGE, and SAGES reviewed previously approved details for other upper 
endoscopy codes and chose the reference code 43262 as a crosswalk for the recommendation for 432XX. 
This is also the same times applied to a majority of the endoscopic codes, both upper and lower. 

CLINICAL STAFF TIME: 
Pre-service period clinical staff time: Crosswalked from details for reference code. 

Service period clinical staff time {admission to discharge): The assignment of 6 minutes (0.5 x 99238) 
for discharge management has been applied to all codes for the facility column for this outpatient 
procedure. This is a PEAC standard. 

Post-service period clinical staff time: N/A 



RUC September 2003 
Data for new code 432XX were crosswa/ked from 

43262 whtch was approved by the PEAC m January 
2003 



/ 

Special CMS Requests 



96110 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2003 

Developmental Testing Services 

CPT code 96110 describes limited developmental testing, not the routine preventative medicine developmental forms. The typical 
scenario is a parent will call concerning their child (i.e. concern of autism) and the pediatric office will ask the parent to come in and 
fill out a screening form, which will be scored by a nurse. The parent would discuss this at a future scheduled visit with the 
pediatrician. As this code only describes the administration of the test, there is no physician work associated with this code, the RUC 
recommends a work relative value recommendation of 0.00 for 96110. 

96111 
The RUC examined code 96111 Developmental testing; extended (includes assessment of motor, language, social, adaptive and/or 
cognitive functioning by standardized developmental instruments, e.g.; Bayley Scales of Infant Development) with interpretation and 
report, per hour. It was determined by the RUC after reviewing the reference code 99245 Office consultation for a new or established 
patient, which requires these three components: a comprehensive history; a comprehensive examination; medical decision-making of 
high complexity (Work RVU = 3.43) that the intra-service time ofthe surveyed code (intra-service time= 85 minutes) exceeds the 
intra-service time of the reference service code (intra-service time= 48 minutes). In addition, the RUC noted that the survey's 
complexity and intensity measures for the surveyed code were often higher than the reference code. Although the descriptor for 
96111 clearly states that it is a "per hour" code, the median survey intra-service time was 85 minutes, which is counterintuitive to a 
code designed to be reported for each 60 minutes of service. Based on this survey anomaly, the RUC agreed that the 25th percentile is the 
appropriate recommendation since it has both an intra-service time of60 minutes and a survey work RVU of2.60, which approximates 
the current work RVU of99244 (2.58), a lower level consultation code than the most frequently selected reference service code (99245). 
In addition, the RUC requested that the specialty develop a coding proposal to CPT to delete the language ''per hour," so that the code 
descriptor adequately reflects the service. The RUC felt that this code should only be reported once rather than "per hour." The RUC 
recommends a work relative value of 2.60 for 96111. 

Practice Expense 
The RUC modified and accepted the direct practice inputs recommended by the specialty society for these codes which were based on 
PEAC accepted standards. The specialty society requests that CPT code 96100 not be included in the zero work pool. 
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CPT Code Tracking Number CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

96110 Developmental testing; limited ( eg, Developmental XXX 0.00 
Screening Test II, Early Language Milestone 
Screen), with interpretation and report 

96111 Developmental testing; extended (includes XXX 2.60 
assessment of motor, language, social, adaptive 
and/or cognitive functioning by standardized 
developmental instruments, e.g., Bayley Scales of 
Infant Development) with interpretation and report, 
per hour 

2 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 96111 

CPT Code: 96111 Tracking Nwnber: N/ A Global Period: XXX Recommended RVW: 2.60 

CPT Descriptor: Developmental testing; extended (includes assessment of motor, language, social, adaptive, 
and/or cognitive functioning by standardized developmental instruments, eg, Bayley Scales of Infant 
Development) with interpretation and report, per hour 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: An eight-year-old boy with impulsive, overly active behavior and previously assessed 
"average" intelligence was referred for evaluation of 'attention deficit disorder.~ He had reading and written 
expression skills at the end of first grade level. The patient received speech and language therapy during his 
attendance at Head Start when he was four years old. 

Behavior and emotional regulation rating scales (completed by the parent and another adult observer) are 
typically provided at the time of an earlier evaluation and management service appointment. History, physical 
and neurological examination are also completed at that visit. For this patient, responses from those 
standardized rating scales completed by his father and teacher were reviewed at that visit. 

Standardized testing was administered to confirm auditory and visual attention, short term and working memory 
as well as verbal and visual organization. Testing was administered for standard scores as well as structured 
observations of behavior. These observations were integrated with previous historical data to support and 
confirm the diagnosis. The physical and neurologic evaluation would be part of an associated evaluation and 
management visit. 

Description of Pre-Service Work: 
Prior to the initial appointment with the pediatric developmental and behavioral subspecialist, when the child's 
mother called to make the appointment, she mentioned that he had early chronic ear infections and tube 
placement. Since then, he has seemed to have difficulty hearing what is being said. The pediatric subspecialist 
called the mother to discern if this had been assessed by the child's primary care physician. She denied any 
further assessment as the primary care physician reassured her "this may be a sign of his attention deficits." 
After explaining to the mother that it could be very helpful to have the primary care physician see the patient 
again before an appointment with the pediatric subspecialist and then obtaining her permission to contact the 
primary care physician, the pediatric subspecialist called the primary care physician and suggested a hearing 
evaluation would be appropriate prior to the requested current assessment. The primary care physician agreed. 
Several weeks later, the primary care physician called the pediatric subspecialist and reviewed the results of 

the child's hearing evaluation and asked if the referral was still acceptable. The pediatric subspecialist accepted 
the referral and the appointment was scheduled. 

Description of Intra-Service Work: 
The pediatric subspecialist chose the Woodcock-Johnson Test of Cognitive Abilities, Third Edition as this 
instrwnent allows the assessment of 'verbal abilities,' 'visual-spatial' abilities, processing speed, short-term and 
long-term memory composite scores. Identification of large differences in these individual areas can identify co
morbid cognitive processing areas impacting the child's ability to maintain focused selective attention. The testing 
session began with the subtests emphasizing auditory and verbal memory and knowledge (Memory for Words, 
Auditory Working Memory, Verbal Ability, General Information). Visual processing was assessed next (Picture 
Recognition, Spatial Relations, Planning). Processing rates for verbal information (Retrieval Fluency) and then 
visual/fine motor skills (Visual Matching, Decision Speed) were assessed. Finally, 'fluid processing' was 
observed (Concept Formation). Throughout the 75 minute session (included three 5 minute break periods for the 
child to go to the restroom, obtain a snack with the physician, and check with his mother while in the company of 
the physician), the physician noted the child's expressive discourse language skills, seated posture, fidgetiness, 
signs of external and internal distractibility, apparent mental effort, mood and preferences for certain tasks. Hand 
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CPT Code: 96111 

position during the pencil and paper tasks and fine motor control used while opening the snack packages and 'juice 
box' were specifically noted. After the testing, the responses were scored and the physician reviewed the results 
with the patient and his mother. The explanations were directed at the child and the mother individually so that 
each understood the testing results. The results indicated a significant difference between Verbal Ability and 
Concept Formation and the Visual/Spatial Composite score. A formal assessment of receptive and expressive 
language was suggested. The patient's awkward pencil grip and notably slow speed during the pencil and paper 
tasks, taken in the context of the history provided, supported a suggested referral to an occupational therapist for 
consultation. Observations made during the testing confirmed the 'hyperactivity' scale observations made by the 
patient's teacher and mother on the rating scales obtained by the primary care physician prior to the referral. 

Description of Post-Service Work: 
After the evaluation testing appointment, the physician wrote a report (included in the work of the 96111 code) 
describing the results of the testing and recommendations reflective of the results. The mother called two 
weeks later and said the school psychologist would not schedule a meeting to review the results for eight weeks. 
She gave permission for full communication with all pertinent school personnel. The physician called the 

school psychologist to explain the need for prompt review of the test results as the patient's current classroom 
modifications were minimal and exacerbating his weak auditory attention. The school psychologist said the 
classroom teacher could make interim changes, but the physician would have to talk with her directly. The 
physician contacted the teacher by telephone and described the rationale for the utility of the classroom 
modifications. The teacher said she would implement them if the school speech pathologist agreed. Two days 
later the school speech pathologist called the physician directly about the recommendation for an assistive 
technology device (FM trainer). She said the physician would have to write a separate letter requesting this 
device for the patient. The physician wrote the letter. 

SURVEY DATA 

Presenter(s): Lynn Wegner, MD, FAAP 

Specialty(s): American Academy of Pediatrics (AAP) 

CPT Code: 96111 

Sample Size: 87 !Response (N): 30 !Response{%): 34% 

Sample Type: Panel (Members of the AAP Section on Developmental and Behavioral Pediatrics) · 

Low 25th octl Median 75th octl 

Survey RVW: 1.20 2.60 3.43 3.43 

Pre-Service Evaluation Time: 0.00 5.00 10.00 30.00 

Pre-Service Positioning Time: N/A N/A N/A N/A 

Pre-Service Scrub, Dress, Wait Time: N/A N/A N/A N/A 

Intra-Service Time: 35.00 60.00 85.00 90.00 

Post-Service Total Min* CPT code I# of visits 
Immediate Post- 42.50 

N/A 
time: (25th percentile = 30.00) 
Critical Care 

N/A 
time/visit(s): 
Other Hospital 

N/A 
time/visi!{s): 
Discharge Day 

N/A 
Mgmt: 
Office N/A 
time/visit(s): . . .. 
*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 {30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

Hi_g_h 

3.50 

60.00 

N/A 

N/A 

300.00 



CPT Code: 96111 

KEY REFERENCE SERVICE: 99245 

CPT Code 
99245 

CPT Descriptor Global 
Office consultation for a new or established XXX 
patient, with requires these three key components: 

2003 Work RVU 
3.43 

a comprehensive history; a comprehensive examination; 
medical decision-making of high complexity 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the 
service you are rating to the key reference services listed above. Make certain that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 18 out of 30 = 60% 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 

96111 

Key Reference 
CPT Code: 

99245 

._I M_ed_ian_Pr_e-_Se_rv_ice_T_im_e __________ ___.ll 5.00 I ._I __ 10_.00 _ __. 

._I M_ed_ian_In_tr_a-_Se_rv_ic_e_T_im_e __________ ___.ll 60.00 I ._I __ 48_.00 _ __. 

Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

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 reviewed and 
analyzed 

30.00 50.00 

95.00 108.00 

.____4_.3_7_ ..... 1 ._I __ 4._13_ ...... 

~.....-_4_.7_3_...~1 L-1 __ 4.7_0 _ _. 

Llu_r~ge_n~cy~of_m_ed_kal_d_~_is_io_n_m_~_i~ng~---------------....11._1 __ 4_.6_3 _ _.ILI ___ 4_._47 __ _..... 

Technical Skill/Physical Effort (Mean) 

~IT_~_oo_i_cal_s_~_·n_re~~_ir_ed _______________ ~ll.____4_.6_3 _ _.l._l ___ 4_.6_3 __ _. 

I L.:. P..:::hy~s.:..:..ical;_:_;_effi.....;o.:..:rt...:..req2u.:..:..ir.:..:..ed.;__ _________________ ~l ~~ _4_.7_3_ ..... 1 ~~ ___ 4_.4_7 __ ..... 

Psychological Stress (Mean) 

I The risk of significant compiications, morbidity and/or mortality I Ll __ 2_.8_3_~11._ ___ 3_.0_7 __ _..... 



._I O_u_tc_om_e_d_ep~e_n_ds_o_n_th_e_s_ki_ll_an_d..::.ju_d..:::ge_m_e_nt_o_f.._ph..::.y_si_cian __ ____.l ._I __ 4_.6_7 _ __.11.___4_.4_7 _ __. 

._I E_st_im_a_ted_ri_sk_o_f_m_al..:..p_ra_cti_·c_e _su_it_w_ith__.._po_o_r _ou_tc_o_m_e ___ -.~I ._I __ 2_.6_7 _ __.11.___2_. 7_3 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time SeiDJJents lMean} 

I Pre-Service intensity/complexity II 

I Intra-Service intensity/complexity II 

I Post-Service intensity/complexity II 

ADDITIONAL RATIONALE 

New/Revised 
CPT Code: 

96111 

2.50 

4.70 

2.50 

II 

II 

II 

Key Reference 
CPT Code: 

99245 

2.73 

4.53 

2.80 

CPT Code: 96111 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
an IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

We conducted a panel survey of 87 physician members of the American Academy of Pediatrics (AAP) 
Section on Developmental and Behavioral Pediatrics. We received thirty completed surveys and analyzed 
the results via an expert panel made up of AAP and American Academy of Child and Adolescent Psychiatry 
(AACAP) representatives. This expert panel arrived at the fmal recommendation of 2.60, the survey's 2S'h 
percentile work RVU. This recommendation is based on the following rationale: 

The descriptor for 96111 clearly states that it is a "per hour" code. However, the median survey intra
service time was 85 minutes, which is counterintuitive to a code designed to be reported for each 60 minutes 
of service. Based on this survey anomaly, we advocate that the 2~ percentile is the appropriate 
recommendation since it has both an intra-service time of 60 minutes and a survey work RVU of 2.60, which 
approximates the current work RVU of 99244 (2.58), a lower level consultation code than the most 
frequently selected reference service code (99245). 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond 
to the following questions: 

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

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. · 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 



CPT Code: 96111 

_x_ Other reason (please explain): Service is typically reported in conjunction with an evaluation 
and management code 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple 
codes. Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all 
of these data and accounting for relevant multiple procedure reduction policies. If more than one 
physician is involved in the provision of the total serVice, please indicate which physician is performing 
and reporting each CPT code in your scenario. 

Global period RVU Pre Intra Post 
99243 XXX 1.72 5 30 31 

Typical vignette when reported in conjunction with 96111: 
The patient and his mother meet with the consulting physician to establish their understanding of the testing 
an<J to review the history (developmental attainment and school performance) relevant to the diagnosis 
"Attention Deficit Disorder-Combined Type." Since this evaluation and management visit is comprised of 
greater than fifty percent counseling, time is considered the key factor in selecting the level of service. 
The patient and the consultant begin the objective testing session (the patient's mother watches the process 
through an observer's window in a separate room). 

Global period 2S'h percentile: RVU Pre Intra Post 
96111 XXX 2.60 5 60 30 

The same physician is reporting both 99243 and 96111. Since there is no overlap in services described by 
theSe codes, there is no duplication of service as provided by a single physician. 

FREQUENCY INFORMATION 
How was this service previously reported? 96111, which is presently unvalued for physician work (if unlisted 
code, please ensure that the Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your specialty perform this service? If the recommendation is from multiple 
specialties, please provide information for each specialty. 

Specialty: Pediatrics __ Commonly _x_sometimes ___ Rarely 

Specialty _________ _ Commonly __ Sometimes ___ ~Rarely 

For your specialty, estimate the number of times this service mig.'lt be provided nationaliy in a one-year period? If 
the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty: ~Pe~di~·a,t~ri~cs==< ________ _ Frequency: ~5.000-30,000 

Specialty---------- Frequency _____ _ 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
in a one-year period? If this is a recommendation from multiple specialties please estimate frequency for each 
specialty. 

Specialty: Pediatrics _________ Frequency: The RUC database reports the 1999 frequency of 
96111 to be 947 

Specialty---------- Frequency _____ _ 

Do many physicians perform this service across the United States? _X_Yes No 



Sample Size: N/ A 

AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

Response Rate:(%): N/A 

CPT Code: 96110 

Tracking Number: N/ A Reference Code 1: N/A Reference Code 2: N/A 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Representatives from the American Academy of Pediatrics (AAP) and the American 
Psychological Association (AP A) convened an expert panel to develop direct practice expense 
recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: None 

Intra-Service Clinical Labor Activities: Scoring completed developmental screening tool 

Post-Service Clinical Labor Activities: None 



CPT Code: 96110 

CMS' Staff Clinical Labor Pre- Service Post-Service Cost Estimate 
Type Code* Service Period Time After and Source (if 

Time (Day of Day of Service) applicable) 

service) 
7129 RNILPN 0.00 15.00 0.00 

. . 
*From CMS' Labor, Medical Supply, and Eqmpment List. If not listed, provide full descnption, estimated cost, and cost source . 

CMS' Medical Supplies Quantity Units Cost Estimate and Source (if applicable) 
Medical of Used for 
Supply Supplies Purchase 

Code* 
N/A Ages And Stages 1 unit $0.40 

Questionnaire (ASQ) Source: Paul J. Brookes, 
Publishers, PO Box 10624, 
Baltimore, MD 21285,800/638-
3775, www.J!brookes.com; stock 
#370X, $190.00 for 19 kits but 
publisher allows photocopying of 
up to 25 additional copies of each 
kit for use with other patients; 
$190.00/(19x25)=$0.40 per patient 

*From CMS' Labor, Medical Supply, and Equipment List. If not listed, provide full description, estimated cost, and cost source. 

CMS' Medical Equipment Cost Estimate and Source (if applicable) 

Equipment 
Code* 

N/A 

2 



CPT Code: 96110 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made 

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

Other Clinical Activity (please specify) 

End: Patient arrival at office for service 

Service Period 
Start: Patient arrival at office for service 

Greet patient/provide gowning 

Obtain vital signs 

Prep and position patient 

Prepare room, equipment, supplies 

Assist physician during exam 

Education/instruction/ co'unseling 

Coordinate home or outpatient care 

Clean room/equipment 

Other Clinical Activity (please specify): 

Scoring completed developmental screening tool 

End: Patient leaves office 

Post-Service Period 
Start: Patient leaves office 

Phone calls between visits with patient, family pharmacy 

Other Activity (please specify) 

End: When appointment for next office visit is made. 

Minutes Staff Type - Circle 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

15 ~MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 



AMA/Specialty Society Update Process 
RUC Summary of Recommendation 

XXX Global Period 

In Office Direct Inputs 

CPT Code: 96111 

Sample Size: N/ A Response Rate:(%): N/A Global Period: XXX 

Tracking Number: N/ A Reference Code 1: N/ A 

Geographic Practice Setting %: Rural__ Suburban 

Type of Practice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Reference Code 2: N/A 

Urban 

__ Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Representatives from the American Academy of Pediatrics (AAP) and the American 
Psychological Association (AP A) convened an expert panel to develop direct practice expense 
recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities: 

Phone call to patient/parent once referral from 
primary care physician received; review 
developmental screening results from primary care 
physician 

None 

None 



.. 
CPT Code: 96111 

CMS' Staff Clinical Labor Pre- Service Post-Service Cost Estimate 

Type Code* Service Period Time After and Source (if 
Time (Day of Day of Service) applicable) 

service) 
1130 RNILPN/MTA 3.00 0.00 0.00 

*From CMS' Labor, Medical Supply, and Eqmpment List. If not hsted, provide full descnpt10n, estimated cost, and cost source. 

CMS' Medical Supplies Quantity Units Cost Estimate and Source (if applicable) 

Medical of Used for 

Supply Supplies Purchase 

Code* 
N/A Woodcock Johnson Test 1 unit $2.44 

of Cognitive Abilities Source: Paul J. Brookes, 
(WJ-TCA), Third Publishers, PO Box 10624, 
Edition, Test Record Baltimore, MD 21285, 800/638-

3775, www.nbrookes.com; stock 
#9-23610, $61.00 for 25 kits; $61.00 
divided by 25=$2.44 per patient 

. . *From CMS' Labor, Medical Supply, and Equipment List. If not hsted, provide full descnpt10n, estimated cost, and cost source . 

CMS' :Medical Equipment Cost Estimate and Source (if applicable) 

Equipment 
Code* 
N/A Woodcock Johnson Test of Cognitive Abilities $727.50 

(WJ-TCA), Third Edition, Standard Cognitive Source: Paul J. Brookes, 
Abilites Battery and Compuscore and Profiles Publishers, PO Box 10624, 
Progmm Baltimore, MD 21285,800/638-

3775, www.nbrookes.com; stock 
#9-23610 and stock #9-23540 

2 



CPT Code: 96111 

Type of Service: Evaluation/Management Services or Diagnostic Tests 
XXX Global Period 

SITE OF SERVICE: In-Office 
Clinical Services 

Pre-Service Period 
Start: When appointment for service is made 

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

Other Clinical Activity (please specify): 

Phone call to patient/parent once referral from primary 
care physician received 

Review developmental screening results from primary 
care physician 

End: Patient anival at office for service 

Service Period 
Start: Patient anival at office for service 

Greet patient/provide gowning 

Obtain vital signs 

Prep and position patient 

Prepare room, equipment, supplies 

Assist physician during exam 

Education/instruction/ counseling 

Coordinate home or outpatient care 

Clean room/equipment 

Other Clinical Activity (please specify): 

End: Patient leaves office 

Post-Service Period 
Start: Patient leaves office 

Other Activity (please specify) 

End: When appointment for next office visit is made. 

Minutes Staff Type - Circle 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 ~ Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

RN, LPN, MTA, Other 

3 
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AMA Specialty Society Recommendation 

A J B c D E F .. 
~ I 

. . " 

2.. Direct PE Recommendations; Aprii_~003 RUC 96110 96111 

Developmental testing; 
CMS STAFF TYPE, Developmental testing; extended, with 
MED SUPPLY, OR limited, with Interpretation Interpretation and report, 

3 EQUIP CODE and report per hour 

4 LOCATION In Office Out Office In Office Out Office 

5 GLOBAL PERIOD 

6 TOTAL CLINICAL LABOR TIME 1130 (RNILPNIMTA) 15.0 0.0 3.0 o.o 
7 TOTAL PRE-SERV CLINICAL LABOR TIME 0.0 0.0 0.0 0.0 

8 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 15.0 o.o 3.0 0.0 

9 TOTAL POST-SERV CLINICAL LABOR TIME 0.0 0:~. _0:~. 
1o !itf~li"~I~\iJc_E7'~~~ii~;;:;i~~~~f'!l~i'illi'Y:J2i?!t6H~~:::~:~r;;·~:~I ••·c•.'Y'""''~"'' ilffNJnl;:,\.:::~ 
....;..;.. £. ~-;;;.';~!:'k\1!£: r 2C&\~:;z :'i 

Start: Following visit when decision for surgery or procedure 
11 made 

12 Complete pre-service diagnostic & referral forms 
13 Coordinate pre-surgery services 
14 Schedule space and equipment in facility 

15 Office visit before surgery/procedure: Review test and exam resu~s 
16 Provide pre-service education/obtain consent 
17 Follow-up phone calls & prescriptions 
18 Other Clinical Activity (please specify): 

Phone call to patient/parent once referral from primary care 
19 physician received 

Review developmental screening results from primary care 
20 physician 
21 Review/read X-ray, lab, and pathology reports 

~ End:When patient enters office/facility for surgery/procedure -- . .. 
SE~'(ICEf>_ER!QD -- . _- . :.- •... > _· •• ·"' : .. · '. •. ' ,',<; 

~ 
' 

~ ~" 
.. 

~- "y ',, ~ y v " 

24 Start: When patient enters office/facility for surgery/procedure 
25 Pre-service services 
26 Review history, systems, medications 
27 Greet patient and provide gowning 3 
28 Obtain vital signs 
29 Provide pre-service education/obtain consent 
30 Prepare room, equipment,supplies 
31 Prepare and position patient 
32 Sedate/apply anesthesia 
33 Intra-service 
34 Assist physician in performing exam 
35 Education/instruction/counseling 
36 Scoring completed developmental screening tool 15 
37 Post-Service 
38 Monitor pt. following service/check tubes, monitors, drains 
39 Clean room/equipment by physician staff 
40 Complete diagnostic forms, lab & X-ray requisitions 
41 Review/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions /coordinate office 
42 visits /prescriptions 
43 Coordinate home or outpatient care 

Discharge day management 99238-12 minutes 99239-
44 15 minutes 
45 Other Clinical Activity (please specify) 

~ End: Patient leaves office 

4 F!Q~J3~i!VL~~~~ii~~~l>£·1f&Bl:B~~~~-fir~~ 
48 Start: Patient leaves office/facility 
49 

Office visits: Greet patient, escort to room: provide gowning; interval 
history & vital signs and chart; assemble previous test 
reportslresults;assist physician during exam: assist with dressings, 
wound care, suture removal; prepare dx test, prescription forms: post 
service education, instruction, counseling; clean room/equip, check 

50 supplies; coordinate home or outpatient care 

51 Ust Number and Leva/ of Office Visits 
52 99211 16 minutes 16 

53 99212 27 minutes 27 

54 99213 36 minutes 36 

55 99214 53 minutes 53 

56 99215 63 minutes 63 

57 Other 
58 
59 Total Office VISit Time 0 0 0 0 
60 Other Activity (please specify) 
61 End: with last office visit before end of global period 



AMA Specialty Society Recommendation 

A I B c I D E I F ... 
r-1-
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Direct PE ~ecommendatlons; April 2003 RUC '' 96110 96111 

Developmental testing; 
CMS STAFF TYPE, Developmental testing; extended, with 
MED SUPPLY, OR limited, with Interpretation Interpretation and report, 

3 EQUIP CODE and report per hour 

4 LOCATION In Office Out Office In Office Out Office 

r# MEDIC~SU~P,LIE~2illt¥fi§\{%:/.$~;~~~,'}j:ittz'i":f 
63 Developmental screening tools: 

Ages And Stages Questionnaires (ASQ); $0.40, Source: Paul J. 
Brookes, Publishers, PO Box 10624, Baltimore, MD 21285, 
800/638-3775, www.pbrookes.com; stock #370X, $190.00 for 19 
kits but publisher allows photocopying of up to 25 additional 
copies of each kit for use with other patients; 

64 $190.00/(19x25)=$0.40 per patient 1 
Woodcock Johnson Test of Cognitive Abilities (WJ-TCA), Third 
Edition, Test Records; $2.44, Source: Paul J. Brookes, 
Publishers, PO Box 10624, Baltimore, MD 21285,800/638-3775, 
www.pbrookes.com; stock #9-23610, $61.00 for 25 kits; $61.00 

65 divided by 25=$2.44 per patient 1 
66 
67 
68 
69 
70 ··-

Woodcock Johnson Test of Cognitive Abilities (WJ-TCA), Third 
Edition, Standard Cognitive Abllltes Battery and Compuscore and 
Profiles Program, $727.50, Source: Paul J. Brookes, Publishers, 
PO Box 10624, Baltimore, MD 21285, 800/638-3775, 

71 www.pbrookes.com; stock #9-2361 0 and stock #9-23540 1 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations · 

October 2004 

Drug Administration Services 

The RUC reviewed work relative value recommendations and direct practice expense inputs presented by a coalition of six specialties: 
oncology, hematology, infectious disease, rheumatology, gastroenterology, and urology. The specialty societies informed the RUC 
that the survey results were only valid ln reviewing the levels of intensity between services, as the respondents were not able to 
differentiate between the supervision o'f drug administration and evaluation and management services. The specialty societies 
developed their recommendations via a consensus panel approach, basing their recommendations on a comparison to 99211 Level 1 
office visits (Work RVU = 0.17) and other services evaluated by the RUC. 

The RUC reviewed all twenty new codes by first allocating them into three categories (hydration, TXIDX and chemotherapy). For 
each of these categories, anchors were developed in order to create relativity amongst the codes. The RUC first assessed the 
relationship between 90760 Intravenous infusion, hydration; initial, up to one hour, 90765 Intravenous infusion, for 
therapy/diagnosis, (specify substance or drug); initial, up to one hour, and 96413 Chemotherapy administration, intravenous infusion 
technique; up to one hour, single or initial substance/drug. The RUC agreed that 99211 serves as an appropriate anchor for CPT code 
90760 hydration. The RUC reviewed existing code 93798 Physician services for outpatient cardiac rehabilitation; with continuous 
ECG monitoring (per session) (Work RVU= 0.28) and determined that it was an appropriate reference code for 96413 Chemotherapy 
as the physician supervision requirements are equivalent and the patient acuity and risk of adverse outcomes are similar. The RUC 
then based all of the recommendations for these twenty codes within a range between 0.17 and 0.28, accounting for differences in time 
and intensity for each service. 

The RUC considered only those codes that were approved by the CPT Editorial Panel and did not include other activities, such as 
physician time related to treatment management or clinical staff activities related to nutrition or psychological counseling in these 
specific drug administration services. 

A number of supporting documents are attached to this recommendations including: 1) a summary of the RUC review of drug 
administration; 2) an overview of the CPT coding changes for CPT 2006; 3) an excel spreadsheet that summarizes the RUC 
recommendations; 4) an excel spreadsheet predicting the utilization of the new CPT codes; 5) excel spreadsheets with direct practice 
expense inputs; and 6) separate documents summarizing the specialties work recommendations for each of the 20 new codes. 

CPT five-digit codes, two-digit modifiers, and descriptors only are copyrighted by the American Medical Association 



RUC Drug Administration Recommendations- Page Two 

Hydration 

90760 (Hl) 

The RUC examined 90760 Intravenous infusion, hydration; initial, up to one hour. The RUC agreed that this service had similar 
complexity and intensity as a 99211 Office or other outpatient visit for the evaluation and management of an established patient, that 
may not require the presence of a physician (work RVU = 0.17). In addition, the RUC agreed that the time associated with this code 
(7 minutes oftotal service time) was e<{Ual to the physician supervision time ofthe reference code (7 minutes oftotal service time). 
The RUC recommends a work relative value of 0.17 for 90760. 

90761 (H2) 

The RUC reviewed the recommendation for 90761 Intravenous infusion, hydration; each additional hour, up to eight (8) hours. 
Although this code is the second hour of hydration, the RUC agreed that there would be a need for some nurse/physician interaction. 
The RUC agreed that the work related to 90761 was about half of the work associated with 90760. The RUC recommends that the 
total physician time is 3 minutes. The RUC recommends a work relative value of 0.09 for 90761 

Therapeutic/Diagnostic Infusions and Injections 

90765 (H3) 

The RUC assessed 90765 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); initial, up to one hour and decided 
that in order to maintain relativity between the codes, the work RVUs for this code should be placed between the work RVUs for 
90760 (recommended work RVU of 0.17) and 96413 (recommended work RVU of 0.28). After discussing the differences between all 
three codes, the RUC agreed that the service provided in 90765 was more closely related to 90760 than 96413 when considering the 
intensity and complexity of the patient, risk of complications, and likelihood that that the physician would be asked to intervene during 
the course of an infusion. The RUC recommends that the total physician time is 9 minutes. The RUC recommends a work relative 
value of 0.21 for 90765. 

CPT five-digit codes, two-digit modifiers, and descriptors only are copyrighted by the American Medical Association 2 



RUC Drug Administration Recommendations- Page Three 

90766 {HS) 

The RUC examined the recommendations for 90766 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); each 
additional hour, up to eight (8) hours (List separately in addition to code for primary procedure). The RUC agreed that the agents 
being administered for this code would not only require additional hours of administration but also would be very different from the 
agents that would be administered when 90765 would be reported alone. Due to the higher levels of toxicity of these agents, there 
would be more nurse/physician interaction. The RUC recommends 3 minutes of total physician time. The RUC believes that the 
intensity of this increment ofphysiciar{~nvolvement is greater than the increment between the first and subsequent hours of hydration, 
and therefore, recommends only a .03 reduction in physician work between the first and second hour of infusions for therapeutic 
agents. The RUC recommends a work RVU of 0.18 for 90766. 

90767 (H4) 

The RUC reviewed the recommendations for 90767 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); 
additional sequential infusion, up to one hour (List separately in addition to code for primary procedure. After reviewing the service, 
the RUC agreed that when this service is reported the patient would be receiving a second hour of administration with a second drug. 
The RUC agreed that complications may occur with administering a second drug and there is a greater likelihood of additional 
nurse/physician interaction as compared to 90766 (recommended work RVUs of0.18). The RUC recommends 6 minutes of total 
physician time. The RUC recommends a work RVU of 0.19 for 90767. 

90768 (H6) 

The RUC examined the recommendations for 90768 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); 
concurrent infusion (List separately in addition to code for primary procedure) (report only once per substance/drug, regardless of 
duration). After reviewing the· service, the RUC agreed that when this service is reported the patient would be receiving two drugs at 
the same time, which would account for some nurse/physician interaction but less interaction than that of90766 or 90767. Therefore 
the RUC agreed that the work and intensity associated with this service would be similar to 90760, the first hour of hydration, or 
99211 Office or other outpatient visit for the evaluation and management of an established patient, that may not require the presence 
of a physician (work RVU=0.17). The RUC recommends 4 minutes of total physician time. The RUC recommends a work RVU of 
0.17 for 90768. 

CPT five-digit codes, two-digit modifiers, and descriptors only are copyrighted by the American Medical Association 3 



RUC Drug Administration Recommendations- Page Four 

90772 (H7) 

The RUC assessed the recommendations for 90772 Therapeutic, or diagnostic injection (specify substance or drug); subcutaneous or 
· intramuscular. The RUC identified a reference code for this service, 90471 Immunization administration (includes percutaneous, 

intradermal, subcutaneous, intramuscular and jet injections); one vaccine (single or combination vaccine/toxoid) (Work RVU=O.OO, 
RUC Recommended Work RVU= 0.17, 7 minutes total service time) which is similar in intensity, work and time. The RUC 
recommends 7 minutes oft~tal physician time. The RUC recommends a work RVU of0.17 for 90772. 

The RUC reaffirms,its recommendations for vaccination codes (90471 Immunization administration (includes percutaneous, 
intradermal, subcutaneous, intramuscular and jet injections); one vaccine (single or c'ombination vaccine/toxoid), 90472 
Immunization administration (includes percutaneous, intradermal, subcutaneous, intramuscular and jet injections),· each 
additional vaccine (single or combination vaccine/toxoid) (List separately in addition to code for primary procedure), 90473 
Immunization administration by intranasal or oral route; one vaccine (single or combination vaccine/toxoid) and 90474 
Immunization adm<nistration by intranasal or-oral route; each additional vaccine (single or combination vaccine/toxoid) (List 
separately in addition to code for primary procedure)) of 0.17, 0.15, 0.17 and 0.15; respectively. All of these codes are currently 
valued at 0.00 work RVUs. However, the RUC urges CMS to publish work values for these services as part of the drug administration 
review. The RUC also acknowledges that the direct practice· expense inputs for immunization administration may need to be re
reviewed. The RUC recommendations for these services are attached. 

90774 (H9) 

The RUC assessed the RUC recommendations for 90774 Therapeutic or diagnostic injection (specify substance or drug); intravenous 
push, single or initial substance/drug. The RUC used. magnitude estimation to determine the appropriate work RVU for this 
procedure. The RUC agreed that an appropriate reference code w~uld be 90760 Intravenous infusion, hydration; initial, up to one 
hour (RUCRecommended Work RVU=0.17) The RUC deemed 90774 to be more intense and require additional time to perform (7 
minutes total time (or 9,0760 and 9 minutes of total time for 90774) as compared to 90760. The RUC recommends a work RVU of 
0.18 for 90774. 

90775 (H10) 

The RUC examined the recommendations for 90775 Therapeutic or diagnostic injection (specify substance or drug); each additional 
sequential intravenous push (List separately in addition to code for primary procedure). The RUC identified a reference code for 
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90775 that was similar in work and intensity, 90761 Intravenous infusion, hydration; each additional hour, up to eight (8) hours 
(RUC Recommended Work RVU=0.09). However, 90775 requires more time to perform (4 minutes total service time) than 90761 (3 
minutes total service time). The RUC agreed that in order to maintain relativity, a 0.01 increment should be added to the work RVU 
of 90761. The RUC recommends a work RVU of 0.10 for 90775. 

Chemotherapy Infusions and Injections 

96401 (Hll) 

The RUC examined the recommendations for 96401 Chemotherapy administration, subcutaneous or intramuscular; non-hormonal 
anti-neoplastic. The RUC agreed that the service identified with this CPT code is more complex, has higher risk and has higher 
probability of nurse/physician interaction than 90772 (RUC Recommended Work RVU of0.17). In addition, the RUC observed that 
96401 requires more time than 90772, 9 and 7 minutes respectively. In addition, the RUC agreed that the work described in 96401 is 
similar to 90765, initial therapeutic/diagnostic infusion, up to one hour. The RUC recommends a work RVU of 0.21 for 96401. 

96402 (H12} 

The RUC reviewed the RUC recommendations for 96402 Chemotherapy administration, subcutaneous or intramuscular; hormonal 
anti-neoplastic. Upon reviewing the recommendations for this code, the RUC identified a reference service code for this procedure, 
90471 Immunization administration (includes percutaneous, intradermal, subcutaneous, intramuscular and jet injections); one 
vaccine (single or combination vaccine/toxoid) (Work RVU=O.OO, RUC Recommended Work RVU= 0.17, 7 minutes total service 
time). The RUC recommends 9 minutes of physician time related to 96402. The RUC agreed that this code should be valued between, 
90772 therapeutic injection (RUC recommended Work RVU= 0.17) and 96401 chemotherapy injection (RUC Recommended Work 
RVU=0.21). The RUC recommends a work RVU of0.19 for 96402. 

96409 (H13) 
The RUC examined the recommendations for 96409 Chemotherapy administration, subcutaneous or intramuscular; intravenous push 
technique, single or initial substance/drug. The RUC agreed that in order to maintain relativity-between the chemotherapy 
administration codes, this procedure should be relatively placed between 96401 Chemotherapy administration, subcutaneous or 
intramuscular; non-hormonal anti-neoplastic (RUC Recommended Work RVU=0.21) and 96413 Chemotherapy administration, 
intravenous infusion technique; up to one hour, single or initial substance/drug (RUC Recommended Work RVU=0.28). The RUC 
agreed that because 96409 had 2 minutes less intra service time than 96413 and 2 minutes more intra service time than 96401, the 
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work relative value recommendation should be placed directly between the work relative value recommendations for the other two 
codes, in order to maintain relativity. The total physician time for 96409 is 11 minutes. The RUC recommends a work RVU of 0.24 
for 96409. 

96411(H14) 

The RUC examined the recommendations for 96411 Chemotherapy administration; intravenous, push technique, each additional 
substance/drug (List separately in addifion to code for primary procedure). When examining the recommendation for 96411, the 
RUC agreed that the work associated with this code was twice the amount of work associated with 90775 due to differences in 
intensity, complexity and total service times (4 minutes total service time for 90775 and 7 minutes total service time for 96411). The 
RUC recommends a work RVU of 0.20 for 96411. 

96413 (H15) 

The RUC examined 96413 Chemotherapy administration, intravenous infusion technique; up to one hour, single or initial 
substance/drug. The RUC agreed that 93798 Physician services for outpa,tient cardiac rehabilitation; with continuous ECG 
monitoring (per session) (Work RVU= 0.28) was an appropriate reference code for 96413. The RUC agreed that 93798 was a good 
reference code for 96413 because both services have similar intensity, complexity and involve similar physician direct supervision 
times (12 minutes total service time for 93798 and 13 minutes total service time for 96413). Both ofthese codes require supervision 
that may occur for more than one patient at a time. The RUC agreed that the patient acuity and risk adverse outcomes are similar for 
both services. The RUC recommends a work relative value of 0.28 for 96413. 

96415 (H16) 

The RUC examined the 96415 Chemotherapy administration, intravenous infusion technique; each additional hour, one to eight (8) 
hours (List separately in addition to code for primary procedure). The RUC agreed that an increment of physician work (.01) above 
90766 therapeutic/diagnostic infusion, subsequent hour would be appropriate. The RUC agreed that the work of 96415 is equivalent 
to 90767 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); additional sequential infusion, up to one hour (List 
separately in addition to code for primary procedure (RUC Recommended Work RVU=0.19). The RUC recommends five minutes of 
total physician time. The RUC recommends a work RVU of 0.19 for 96415. 
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96416 (H17) 

The RUC reviewed 96416 Chemotherapy administration, intravenous infusion technique; initiation of prolonged chemotherapy 
irifusion (more than eight lzvur~). requiring use of a portable or implantable pump and agreed that an appropriate reference code 
would be 90765 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); initial, up to one hour (RUC Recommended 
Work RVU= 0.21) because both codes have similar intensity, complexity and nurse/physician interaction. In addition, both codes 
have similar total service times, 9 minutes total service time for 90765 and 10 minutes total service time for 96416. The RUC 
recommends a work RVU of 0.21 fo;fl96416. 

96417 (H18) 

The RUC reviewed the recommendations for 96417 Chemotherapy administration, intravenous infusion technique; each additional 
sequential infusion (different substance/drug), up to one hour (List separately in addition to code for primary procedure). After 
reviewing the service, the RUC agreed that when this service was reported the patient would be receiving a second hour of 
administration with a second drug. The RUC agreed that because of the complications that may occur with administering a second 
drug, there would be additional nurse/physician interaction as compared to 96415 (recommended work R VU of 0.19). The RUC 
agreed that 96417 is equivalent to 90765 Intravenous infusion, for therapy/diagnosis, (specify substance or drug); initial, up to one 
hour (RUC Recommended Work RVU= 0.21). The RUC recommends a total of8 minutes of physician time. The RUC recommends 
a work RVU of 0.21 for 96417. 

96521 (H24) 

The RUC reviewed 96521 R~filling and maintenance of portable pump and determined that this service has similar complexity, work 
and total service time as 96416 (Total service times for 96416, 96521 and 96522 are 10 minutes). The RUC recommends a work 
RVU of 0.21 for 96521. 

96522 (H26) 

The RUC reviewed CPT code 96522 Refilling and maintenance of implantable pump or reservoir for drug delivery, systemic (eg, 
intravenous, intra-arterial and determined that this service has similar complexity, work and total service times as 96416 (Total 
service times for 96416, 96521 and 96522 are 10 minutes). The RUC recommends a work RVU of 0.21 for 96522. 
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96523 (H25) 

The RUC examined 96523 Irrigation of implanted venous access device for drug delivery systems. The RUC observed that this 
service had no intra-service or post service activities and only required 2 minutes on pre-service to perform. Therefore the RUC 
agreed comfortable using an IWPUT analysis to establish a work relative value recommendation for this code. By using IWPUT 
analysis, the RUC determined that 2 minutes of pre-service same day evaluation would equate to 0.04 work RVUs (2 minutes x 
0.0224 = 0.04 RVUs). The RUC recommends a work RVU of0.04 for 96523. 

T' 
' 

Physician Time 

The RUC recommends that all times associated with these codes, when placed in the RUC database, include a notation to clarify that 
the physician times associated with these codes are direct supervision and interactions with clinical staff, rather than face-to-face with 
the patient. 

Practice Expense 

The RUC reviewed the practice expense inputs for the existing codes which were approved by the PEAC and subsequently by the 
RUC in 2002. The RUC observed that when these codes were first reviewed, a 99211 Office or other outpatient visit for the 
evaluation and management of an established patient, that may not require the presence of a physician was billed with the majority of 
these codes over fifty percent of the time. However, because the current CMS rules and CCI edits do not allow a 99211 to be billed 
with this series of codes, the RUC noted that some of the activities that were eliminated in 2002 are not appropriate to add back to 
these codes. In addition, the RUC's recommendations incorporate the new coding structure and the ability to capture practice expense 
for subsequent drug infusions. The revised practice expense inputs are attached to this recommendation. 
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Therapeutic or Diagnostic Infusions (Exeludes Chemotherapy) 

These eodes eneompass JlfOlonged inmwenot:is infusions. 

These eodes re§Uife the ~fesenee of the ~hysieian dufing the infusion. These eodes are not to be ttsed fef intredefmal, sttbetttaneotts, inkamttsettlflf Of routine 
P/ dmg injeetions. FoF these seFViees, see 9{)782 90788. 

These eodes ma,· not be usee in addition to Jlfolonged seFViees eoaes. 

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

90780 
Intfw1enet~s infusion fef tfteFapy/diagnosis, administefed by XXX NIA 

physician Of t~ndef difeet StipefViSien efpfiysieiflll; tlp te one ftOtlf 

+90781 eaefi additional ftOtlf, tip te eight (8~ ftOtlfS (bist Sepflffltely in zzz NIA 

addition te cede fef primflf)' pmeedme~ 

(Use 90781 in conjunction with eocle 90780) 

(Codes 90780 and 90781 have been deleted. To re,gort, see 90760, 90761) 

Hydration, Injections, Therapeutic or Diagnostic Infusions (Excludes Chemotherapy) 

Physician work related to hydration, injection and infusion services predominantly involves treatment planning and direct supervision of staff. 

If a significant separately identifiable Evaluation. and Management service is performed, the appropriate ElM service code should be reported utilizing 
modifier 25 in addition to 90765-90799. For same day ElM service a different diagnosis is not required. · 

If performed to facilitate the infusion or injection, the following services are included and are not reported separately: 

a. Use oflocal anesthesia 
b. IV start 
c. Access to indwelling IV, subcutaneous catheter or port 
d. flush at conclusion of infusion 
e. standard tubing, syringes and supplies 

(For declotting a catheter or nort, see 36550) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

When multiple drugs are administered. report the service(s) and the specific materials or drugs for each. 

When administering multiple infusions, injections or combinations, only one "initial''-service code should be reported, unless protocol reguires that two 
segarate IV sites must be utilized. If an injection or infusion is of a subseguent or concurrent nature, even if it is the first such service within that groug of 
services, then a subseguent or concurrent code from the appropriate section should be reported (e.g. the first IV push given subseguent to an initial one-hour 
infusion is reported using a subseguent IV push code). 

fr 
Hydration 

Codes 90760-90761 are intended to report a hydration IV infusion to consist of a pre-packaged fluid and electrol:y!es (eg, normal saline, D5-Y:z normal 
saline+ 30mEg KCVliter), but are not used to report irtfusion of drugs or other substances. Hydration IV infusions !:ypically reguire direct physician 
sugervision for purposes of consent, safety oversight or intra-service sugervision of staff. Typically such infusions reguire little special handling to grepare 
or dispose of, and staff which administer these don't typically reguire advanced practice training. After initial set-up, infusion !:ypically entails little patient 
risk and thus little monitoring. 

•90760 Hl 
Intravenous infusion, hydration; initial, up to one hour 

XXX 0.17 

•+90761 H2 
each additional hour, up to eight (8) hours (List separately in 

zzz 0.09 

addition to code for primary procedure) 

(Use 90760 in conjunction with code 90761) 

(ReQort 90761 for hydration infusion intervals of greater than thirty minutes 
beyond one hour increments, or hydration greater than thirty minutes 
provided as a secondary or seguential service after a different initial 
infusion or chemotherapy service is provided) 

Do not report 90760 if performed as a concurrent infusion service 

Thera:Qeutic, P:ro~h!laetie o:r and Diagnostic Injections 

A therageutic or diawostic IV infusion (90765-90772) (other than hydration) is for the administration of substances/drugs. The fluid used to administer the 
drug(s) is incidental hydration and is not separatelv_reportable. These services tvoicallv reouire direct ohvsician suoervision for anv or all oumoses of 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

~atient assessment, ~rovision of consent, safety oversight and intra-service su~ervision of staff. T:mically, such infusions reguire s~ecial consideration to 
~re~are, dose or dis~ose of, reguire ~ractice training and com~etency for staff who administer the infusions, and infusions reguire ~eriodic ~atient 
assessment with vital sign monitoring during the infusion 

(Do not re~ort 90760-90775 with codes (including 96401-96549) for which IV ~ush or infusion is an inherent ~art of the ~rocedure(e.g. administration of 
contrast material for a diagnostic imaging study)) 

•90765 H3 
Intraveno~s infusion, for therapy/diagnosis, (specify substance or 

XXX 0.21 

drug); initial, up to one hour 

•+90766 H5 
each additional hour, up to eight (8) hours (List separately in 

zzz 0.18 

addition to code for primary procedure) 

•+90767 H4 
additional sequential infusion, up to one hour (List separately in zzz 0.19 

addition to code for primary procedure) ' 

(Report 90766, 90767 in conjunction with code 90765) 

(Report 90767 for additional hour(s) of sequential infusion) 

(Report 90766 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(Report 90766 or 90767 to identify additional hour(s) of substance/drug 
infusion, or 90761 for hydration infusion, if provided as a secondary or 
subseguent service after a different initial service is provided) 

•+90768 H6 
concurrent infusion (List separately in addition to code for 

zzz 0.17 

primary procedure) (report only once per substance/drug, 
regardless of duration) 

(Report 90768 in conjunction with code 90765 or 96413) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Intravenous or intra-arterial QUSh is defmed as an injection/infusion of short duration (i.e. thirty minutes or less) in which the healthcare 
Qrofessional who administers the substance/drug is continuously Qresent to administer the injection and observe the Qatient. 

•90772 H7 Therapeutic or diagnostic injection (specify substance or drug); XXX 0.17 

subcutaneous or intramuscular 

(For administration ofvaccines/toxoids, see 90471-90472) 
' 

(ReQort 90772 for non-antineoQlastic hormonal theraQy injections) 

ffieQort 96401 for anti-neoQlastic hormonal injection theraQv) 

90773 H8 intra-arterial XXX NoRUC 
recommendation 

•90774 H9 intravenous push, single or initial substance/drug XXX 0.18 

(90772-90774 do not include injections for allergen immunotheraQy. For 
allergen immunotheraQy injections, see 95115-95117) 

+•90775 HlO each additional sequential intravenous push (List separately in zzz 0.10 

addition to code for primary procedure) 

(Use 90775 in conjunction with code 90774) 

(ReQort 90775 to reQort an intravenous QUSh subseguent or concurrent to a 
hydration or theraQeutic/diagnostic infusion) 

•90779 ' Unlisted therapeutic, or diagnostic intravenous or intra-arterial, XXX Carrier Priced 

injection or infusion 

(For allergy immunizations, see 95004 et seg) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

±herapeutie, Prophylaetie orBiagRostie IRjeetioRs 

~ theraveutie, prephylaetie er diagnestie injeetiea Espeeify material XXX N/A 
iajeeted); subeutaaeous er i-atramuseulM 

Fer admmistmtiea ef •taeemestto'!teids, see 994=7 1, 994=ti!) 
ft~ 

(90782 has 'been deleted. To renort, use 90772) 

90783 i11tra arteri a1 XXX N/A 

(90783 has been deleted. To reQort, use 90773) 

90784 intraYenous XXX N/A 

E9078~ 90784 eo not ineluee injections fer allergen immunotherapy. 
For allergen immunotherapy inj eetions, see 9515 5 95117) 

(90784 has been deleted. To reQort, use 90774) 

9W-88 Intramuseular injection of antibiotic Espeeify) XXX N/A 

(90788 has been deleted; to reQort, use 90772) 

E90790 90796 haYe been deleted. +o report, see 95990, 96408, 
96414,964~0,964~5,96440,96450,96530,96545,96549) 

9W99 Unlisted theraveutie, prophylaetie er diagnestie injeetieas XXX N/A 

EFer allergy immumzatieas, see 95994 et seq) 

(90799 has been deleted. To renort, use 90779) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Chemotherapy Administration 

Preeedttres 96400 96549 are independent of the patient's visit. 

Chemotheragy administration codes 96400-96549 aggly to garenteral administration ofnon-radionuclide anti-neoglastic drugs; and also to anti-neoglastic 
agents grovided for treatment of non-cancer diagnoses (eg, cycloghosghamide for auto-immune conditions) or to substances such as monoclonal antibody 
agents and other biologic resgonse modifier~. These services can be grovided by any ghysician. Chemotheragy services are wically highly comglex and 
reguire direct ghysician suJ!ervision for any ~r all gumoses of J!atient assessment, J!rovision of consent, safe!):' oversight and intra-service sugervision of 
staff. TYJ!ically, such chemotheragy services reguire advanced gractice training and comgetency for staff who J!rovide these services; sgecial considerations 
for J!regaration, dosage or diSJ!Osal; and commonly, these services entail significant J!atient risk and freguent monitoring. Examgles are freguent changes in 
the infusion rate, J!rolonged gresence of nurse administering the solution for gatient monitoring and infusion adjustments, and freguent conferring with the 
ghysician about these issues. 

If gerformed to facilitate the infusion oi injection,_ the following services are included and are not regorted segarately: 

a. Use of local anesthesia 
b. IV start 
c. Access to indwelling IV, subcutaneous catheter or gort 
d. flush at conclusion of infusion 
e. standard tubing, syringes and SUJ!Qlies 
f. Pregaration of chemotheraJ!Y agent(s) 

(For declotting a catheter or gort, see 36550) 

Regort segarate codes for each garenteral method of administration emgloyed when chemotheragy is administered by different technigues. Medications (eg, 
antibiotics, steroidal agents, antiemetics, narcotics, analgesics) administered indegendently or seguentially as SUJ!QOrtive management of chemotheraJ!Y 
administration, should be seJ!arately regorted using 90760,90761,90765,90767,90766,90768,90772,90773,90774,90775,90799 as aggrogriate. 

Regort both the SJ!ecific service as well as code(s) for the SJ!ecific substance(s) or drug(s) J!rovided. 

When administering multiJ!le infusions, injections or combinations, only one "initial" service code should be reJ!orted, unless grotocol reguires that two 
segarate IV sites must be utilized. If an injection or infusion is of a subseguent or concurrent nature, even if it is the first such service within that groul! of 
services, then a subseguent or concurrent code from the awroJ!riate section should be r~orted (e.g. the first IV J!ush given subseguent to an initial one-
hour infusion is reJ!orted using a subseguent IV J!Ush code). 

If a significant separately identifiable Evaluation and Management service is performed, the appropriate ElM service code should be reported utilizing 
modifier 25 in addition to 96400-96549. For same day ElM service, a different diagnosis is not reguired. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Either may oeettr iHdepeHdeHtly on tm:y date ofserviee, or they may oeettr seqttentially on the same day. 

Preparatiofl of ehemotherapy ageHt(s) is inelttded ifl the serviee for admiflistra-tion of the ageat. 

Regional (isolation) chemotherapy petfusion should be reported using the codes for intra-arterial infusion (96420-96425). Placement of the intra-arterial 
catheter should be reported using the appropriate code from the Cardiovascular Surgery section. Placement of arterial and venous cannula(s) for 
extracorporeal circulation via a membrane pxYgenator petfusion pump should be reported using code 36823. Code 36823 includes dose calculation and 
administration of the chemotherapy agent by injection into the petfusate. Do not report code(s) 96409-96425 in conjunction with code 36823. 

Report separate eodes for eaeh pllfeftteral method of admiflistration employed •;;hoo ehemotherapy is administered by different teehliiqttes. Medieations (eg, 
aatibioties, steroidalageHts, llfttiemeties, nareoties, aaalgesies, biologiealageats) Hdministered indepeadently or seqttentially as sttpporti•te mMagement of 
ehemothempy Hdmiaistration, shottld be sepllflltely reported ttsing 90780 90788, as Hppropriate. 

(For Home Infusion services, see 99601-99602) 

Injection and Intravenous Infusion Chemothera~~ 

96400 Chemotherapy administration, sooeutaneous or intramuscular with XXX N/A 

or vtithout local anesthesia 

' 
(Code 96400 has been deleted. To renort, see 96401, 96402) 

•96401 Hll Chemotherapy administration, subcutaneous or intramuscular; non- XXX 0.21 
hormonal anti-neoplastic 

•96402 H12 hormonal anti-neoplastic XXX 0.19 

A96405 Chemotherapy administration,; intralesional; intralesional, up to and 000 0.52 
including 7 lesions (No Change) 

A96406 intralesionalkmore than 7 lesions 000 0.80 

(No Change) 
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(•New) Number Period Recommendation 

96408 Chemotherapy administrB:tion, intravenous; push technique XXX NIA 

(96408 has been deleted. To renort. use 96409) 

.6.96409 H13 intravenous~.._push technique~ single or initial substance/drug XXX 0.24 

i" 

96410 intrtwenous infusion technique; up to one hour XXX N/A 
'· 

- (96410 has been deleted. To renort, use 96413) 

+•96411 H14 intravenous, push technique, each aqditional substance/drug zzz 0.20 

(List separately in addition to code for primary procedure) 

ruse 96411 in conjunction with code 96409) 

+96412 infusion techniques, one to 8 hours, each additional hour fbist zzz N/A 

separa:tely in addition to code for primary procedures) 

(Use 96412 in conjunction vtith code 9641 0) 

(96412 has been deleted. To renort. use 96415) 

.6.96413 H15 Chemotherapy administration, intravenous infusion technique; up to XXX . 0.28 

one hour, single or initial substance/drug 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

96414 
iHmsieH tedmiques, iHitiatieH ef.fn'eleHged iHfusieH (mefe XXX NIA 

than 8 heUfs), fequiriHg use ef. a pertable ef implantable pump 

~Fef fefilliHg and maiHteHanee ef. a pertable pump ef an 
implantable iHfusieft pump ef feseFVeif fef drug delivery, see 
9654;0, 96530) 

I 
' 

(96414 has been deleted. To regort, use 96416) 

+~96415 H16 
iHfusieH technique, each additional hour, one to eight (8) zzz 0.19 

hours, each additieHal heuf (List separately in addition to code 
for primary procedure) 

(Use 96415 in conjunction with 96413) 

(Report 96415 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(Report 90761 to identify hydration, or 90766 to identify 
nonchemotherapy drug infusion, if provided as a secondary or subseguent 
service in association with 96413) 

~96416 H17 iHfusieft technique, initiation of prolonged chemotherapy XXX 0.21 

infusion (more than eight hours), requiring use of a portable or 
implantable pump 

(For insertion of pump. use 36563) 

(For refilling and maintenance of a portable numn or an imnlantable 
infusion nump or reservoir for drug delivery, see 96521, 96523, 96522) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

+•96417 H18 each additional_sequential infusion (different substance/drug), zzz 0.21 

up to one hour (List se2arately in addition to code for Qrimary 
Qrocedure) 

(!Ise 96417 in conjunction with code 96413; reQOrt only once Qer 
seguential ij!fusion; reQort 96415 for additional hour(s) of seguential 
infusion) ~ · 

Intra-Arterial Chemothera~y 

96420 H19 Chemotherapy administration, intra-arterial; push technique XXX NoRUC 
recommendation 

96422 H20 infusion technique, up to one hour XXX NoRUC 
recommendation 

•+96423 H21 infusion technique, each additional hour. one to eight hours; zzz NoRUC 

each additional hour (List separately in addition to code for recommendation 

primary procedure) 

(Use 96423 in conjunction with 96422) ~ 

(ReQort 96423 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(For regional chemotherapy perfusion via membrane oxygenator perfusion 
pump to an extremity, use 36823) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

96425 H22 infusion technique, initiation of prolonged infusion (more than XXX NoRUC 

eight hours), requiring the use of a portable or implantable recommendation 

pump 

(For insertion of pump, use 36260) 

(For refilli~ and maintenance of a portable pump or· an implantable 
infusion pukp or reservoir for drug delivery, see 96521, 96523 or 96522) 

: 

Other Chemothera)!y 

[See 36555-36597 (pr related intravascular access servicesl 

96440 
Chemotherapy administration into pleural cavity, requiring and 000 2.37 

including thoracentesis (No Change) 

96445 Chemotherapy administration into peritoneal cavity, requiring and 000 2.20 

including peritoneocentesis (No Change) 

96450 H23 Chemotherapy administration, into CNS (eg, intrathecal), requiring 000 1.53 

and including spinal puncture (No Change) 

(For intravesical (bladder} chemotherapy administration, see 51720) 

(For insertion of subarachnoid catheter and reservoir for infusion of drug, 
see 62350, 62351, 62360, 62361, 62362;for insertion of intraventricular . 
catheter and reservoir, see 61210, 61215) 

(96500-96512 have been deleted. To report, see 96409-96416) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

96520 Refilling and maintenance ofportable pump XXX N/A 

(96520 has been deleted. To reQort. use 96521) 

•96521 H24 Refilling and maintenance of portable pump XXX 0.21 

•96522 H26 f; 

Refilling and maintenance of implantable pump or reservoir for drug XXX 0.21 

delivery, systemic ( eg, intravenous, intra-arterial) 

(For refilling and maintenance of an imQlantable infusion QUmQ for SQinal 
or brain drug infusion. use 95990) 

,• 

(For collection of blood SQecimen from a comQletely imQlantable venous 
access device, use 36540) 

•96523 H25 Irrigation of implanted venous access device for drug delivery XXX 0.04 

systems 

(Do not reQort 96523 if an injection or infusion is Qrovided on the same 
ill} 

96-:Bf) 
Refilling tmd mf'lit~lemmee B-_,C.impkmffihlepump (Jt• t"efiet"P'Bit•fot" dt"ftg XXX N/A 

dellvery, systemie (eg, it~ftYJven{}US, it~HYJ m-eteritll} 

(:..%t• refillit~g f'lt~d mtlit~let~tlttee ~,C.tlt~ intpkmffihle ittfit9imt puntp fm• 
spit~f'll Br hf"f'litt drug_ infusiBn, use 95990) 

(F{}r e{}l-/eetim~ afh/B{}d specimen form f'l eBmpletely impltlffffihle 
vet~Bus tleeess deviee, ~se 36540) 

(96530 has been deleted. To reQort. use 96522) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

96542 H27 Chemotherapy injection, subarachnoid or intraventricular via XXX 0.75 

subcutaneous reservoir, single or multiple agents (No Change) 

96545 Provision <;>f chemotherapy agent Carrier Priced 

(96545 has been deleted.) 

96549 'fp 
Unlisted cheniotherapyprocedure XXX Carrier Priced 
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AMA/Specialty Society RVS Update Committee 
Drug Administration Services 

October 4, 2004 

The American Medical Association/Specialty Society RVS Update Committee (RUC) met on September 
30-0ctober 2, 2004 and recommended relative values for a number of new and revised procedure codes 
to describe drug administration. The recommendations now will be sent to the Centers for Medicare and 
Medicaid Services (CMS) which has the final responsibility for assigning values for the new codes. 

These coding revisions grew out of a provision in the Medicare Prescription Drug Improvement and 
Modernization Act of 2003 (MMA) which called for a review of the current drug administration codes. 
Based on that directive, the CPT Editorial Panel, which maintains and updates the coding system most 
Medicare codes are based on, conducted an extensive review and made substantial modifications in the 
drug administration codes at the panel's August 2004 meeting. The RUC, which provides advice to CMS 
on relative values for new and revised codes, expedited its normal process in order to permit completion 
of the process in time for adoption of the new codes and values next year. 

In making its recommendations, the RUC considered proposed work values and practice expense inputs 
submitted by a coalition of specialties, including: oncology, hematology, infectious disease, 
gastroenterology, urology and rheumatology. These proposals were developed by consensus panels and 
based on previous RUC recommendations for drug administration and other services that could serve as a 
reference point in discussing the work and practice expense associated with the new codes for drug 
administration. 

Although their recommendations varied by service, the specialties' proposal called for an overall increase 
in work relative values for drug administration services above the level one new patient office visit 
required in the MMA. Practice expense direct inputs (clinical staff, medical supplies and equipment) 
also were revised to incorporate the coding revisions and as part of these revisions, the groups proposed 
to add certain elements of clinical staff time that are part of a standard package utilized across other . 
serv1ces. 

The RUC, and a facilitation committee ofRUC participants, spent more than 15 hours over a three day 
period reviewing and discussing the specialties' proposed values. In general, the RUC agreed that 
physician supervision and interactions with nursing staff did warrant physician work relative values for 
these services, and that for many of the specific codes, this work is more intense than the physician work 
assigned to a level one office vi~ .Practice expense inputs suggested by the affected specialties and 
accepted by the RUC generally were based on a 2002 review of these expenses by the RUC and its 
Practice Expense Advisory Committee (PEAC). However, the RUC will recommend several 
modifications to incorporate the new coding structure. For example, the clinical staff time required for 
mixing additional chemotherapy drugs was included in the recommendations. 

Although the RUC's recommendations, if adopted by CMS, are expected to have a positive impact on 
drug administration payments, the degree to which these changes will offset other revenue losses 
associated with the MMA is not yet known. Practice expense values are the primary factor in 
determining payment for these services and the direct inputs suggested by the RUC are only one piece in 
CMS 's complex formula for determining practice expense values. 

The RUC's recommendations will be finalized and submitted to CMS on Friday, October 8. It is 
anticipated that CMS will announce its decisions regarding the RUC recommendations in the November 
1, 2004 Final Rule for the 2005 Physician Payment Schedule. 



Medicine 
Tkerapeutie ar Diagaastie Iafusiaas (ExelaEles Ckematkerapy) 

These eodes eneompass prolonged intravenous infusions. 

These eodes require the presenee of the physieian during the infusion._These eodes are 
not to be used for intradennal, subeutaneous, intramuseular or routine IV drug injeetions. 
For these serviees, see 90782 90788. 

These eodes may not be used in addition to prolonged serviees eodes. 

•90781 

Intravenous infusion for therapy/diagnosis, administered by physieian or 
under direet superYision ofphysieian; up to one hour 

eaeh additional hour, up to eight (8) hours (List separately in 
addition to eode for primary proeedure) 

(Use 9078 1 in eonjunetion 1Nith eo de 90780) 

(Codes 90780 and 90781 have been deleted. To report, see 90760, 90761) 

Hydration, Injections, Therapeutic or Diagnostic Infusions (Excludes 
Chemotherapy) 

Physician work related to hydration, injection and infusion services predominantly 
involves treatment planning and direct supervision of staff. 

If a significant separately identifiable Evaluation and Management service is performed, 
the appropriate ElM service code should be reported utilizing modifier 25 in addition to 
90765-90779. For same day ElM service a different diagnosis is not required. 

If performed to facilitate the infusion or injection, the following services are included and 
are not reported separately: 

a. Use oflocal anesthesia 
b. IV start 
c. Access to indwelling IV, subcutaneous catheter or port 
d. flush at conclusion of infusion 
e. standard tubing, svrfirges and supplies 

(For declotting a catheter or port, see 36550) 

When multiple drugs are administered, report the service(s) and the specific materials or 
drugs for each. 

When administering multiple infusions, injections or combinations, only one "initial" 
service code should be reported, unless protocol requires that two separate IV sites must 
be utilized. If an injection or infusion is of a subsequent or concurrent nature, even if it is 
the first such service within that group of services, then a subsequent or concurrent code 
from the appropriate section should be reported (e.g. the first IV push given subsequent to 
an initial one-hour infusion is reported using a subsequent IV push code). 



Hydration 

Codes 90760-90761 are intended to report a hydration IV infusion to consist of a pre
packaged fluid and electrolytes (eg, normal saline, D5-Y2 normal saline+30mEq 
KCl/liter), but are not used to report infusion of drugs or other substances. Hydration IV 
infusions typically require direct physician supervision for purposes of consent, safety 
oversight or intra-service supervision of staff. Typically such infusions require little 
special handling to prepare or dispose of, and staff which administer these don't typically 
require advanced practice training. After initial set-up, infusion typically entails little 
patient risk and thus little monitoring. 

•90760 (HI) Intravenous infusion, hydration; initial, up to one hour 

•+90761 (H2) each additional hour, up to eight (8) hours (List separately in 
addition to code for primary procedure) 

(Use 90760 in conjunction with code 90761) 

(Report 90761 for hydration infusion intervals of greater than thirty 
minutes beyond one hour increments, or hydration greater than thirty 
minutes provided as a secondary or sequential service after a different 
initial infusion or chemotherapy service is provided) 

Do not report 90760 if performed as a concurrent infusion service. 

Therapeutic and Diagnostic Injections 

A therapeutic or diagnostic IV infusion (90765-90768) (other than hydration) is for the 
administration of substances/drugs. The fluid used to administer the drug(s) is incidental 
hydration and is not separately reportable. These services typically require direct 
physician supervision for any or all purposes of patient assessment, provision of consent, 
safety oversight and intra-service supervision of staff. Typically, such infusions require 
special consideration to prepare, dose or dispose of, require practice training and 
competency for staff who administer the infusions, and infusions require periodic patient 
assessment with vital sign monitoring during the infusion 

(Do not renart 90765-90775 with codes (including 96401-96549) for 
which IV push or infusion is an inherent part of the procedure (e.g. 
administration of contrast material for a diagnostic imaging study)) 

•90765 (H3) Intravenous infusion, for therapy/diagnosis, (specify substance or drug); 
initial, up to one hour 

•+90766 (H5) each additional hour, up to eight (8) hours (List separately in 
addition to code for primary procedure) 

•+90767 (H4) additional sequential infusion, up to one hour (List separately in 
addition to code for primary procedure) 

(Report 90766, 90767 in conjunction with code 90765) 

(Report 90767 for additional hour(s) of sequential infusion) 



(Report 90766 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(Report 90766 or 90767 to identify additional hour(s) of substance/drug 
infusion, or 90761 for hydration infusion, if provided as a secondary or 
subsequent service after a different initial service is provided) 

•+90768 (H6) concurrent infusion (List separately in addition to code for primary 
procedure) (report only once per substance/drug, regardless of 
duration) 

(Report 90768 in conjunction with code 90765 or 96413) 

Intravenous or intra-arterial push is defined as an injection/infusion of short duration (i.e. 
thirty minutes or less) in which the healthcare professional who administers the 
substance/drug is continuously present to administer the injection and observe the patient. 

•90772 (H7) Therapeutic, or diagnostic injection (specify substance or drug); 
subcutaneous or intramuscular 

(For administration ofvaccines/toxoids, see 90471-90472) 

(Report 90772 for non-antineoplastic hormonal therapy injections) 

(Report 96401 for anti-neoplastic hormonal injection therapy) 

•90773 (H8) intra-arterial 

•90774 (H9) intravenous push, single or initial substance/drug 

(90772-90774 do not include injections for allergen immunotherapy. For 
allergen immunotherapy injections, see 95115-95117) 

+•90775 (H10) each additional sequential intravenous push (List separately in 

•90779 

addition to code for primary procedure) 

(Use 90775 in conjunction with code 90774) 

(Use 90775 to report an intravenous push subsequent or concurrent to a 
hydration or therapeutic/diagnostic infusion) 

Unlisted thetapeutic, prophylactic or diagnostic injection,er intravenous or 
intra-arterial, injection or infusion 

(For allergy immunizations, see 95004 et seq) 

Therapeutie, Prephylaetie or Diagnestie Iajeetiens 

907g2 Therapeatic, prophylactic or diagnostic injection (specify material 
injected); subcatB:Fleoas or intramascalar 

907g3 

(For administration ofYaccinesltoxoids, see 90471 90472) 

(90782 has been deleted. To report, use 90772) 

intra arterial 



907g4 

90799 

Medicine 

(90783 has been deleted. To report, use 90773) 

iHtraYeHOliS 

(907g2 907g4 do HOt iHelHde injeetioHs for allergeH immoootherapy. For 
allergeH immHHotherapy inj eetioHs, see 95115 95117) 

(90784 has been deleted. To report, use 90774) 

IntramHseHlar inj eetioH of aHtibiotie (speeify) 

(90788 has been deleted; to report, use 90772) 

(90790 90796 haYe beeH deleted. To report, see 95990, 9640g 96414, 
96420 96425,96440,96450,96530,96545,96549) 

Unlisted therapeHtie, prophylaetie or diagHostie injeetioH 

(For allergy iiiHHHHi2:atioHs, see 95004 et seq) 

(90799 has been deleted. To report, use 90779) 

Chemotherapy Administration 

Proeedl.ires 96400 96549 are iHdepeHdeHt ofthe patieHt's Yisit. 

Chemotherapy administration codes 96401-96549 apply to parenteral administration of 
non-radionuclide anti-neoplastic drugs; and also to anti-neoplastic agents provided for 
treatment of non-cancer diagnoses (eg, cyclophosphamide for auto-immune conditions) 
or to substances such as monoclonal antibody agents and other biologic response 
modifiers. These services can be provided by any physician. Chemotherapy services are 
typically highly complex and require direct physician supervision for any or all purposes 
of patient assessment, provision of consent, safety oversight and intra-service supervision 
of staff. Typically, such chemotherapy services require advanced practice training and 
competency for staff who provide these services; special considerations for preparation, 
dosage or disposal; and commonly, these services entail significant patient risk and 
frequent monitoring. Examples are frequent changes in the infusion rate, prolonged 
presence of nurse administering the solution for patient monitoring and infusion 
adjustments, and frequent conferring with the physician about these issues. 

If performed to facilitate the infusion or injection, the following services are included and 
are not reported separately: 

a. Use oflocal anesthesia 
b. IV start 
c. Access to indwelling IV, subcutaneous catheter or port 
d. flush at conclusion of infusion 
e. standard tubing, syringes and supplies 
f. preparation of chemotherapy agent(s) 

(For declotting a catheter or port, see 36550) 



Report separate codes for each parenteral method of.administration employed when 
chemotherapy is administered by different techniques. Medications (eg, antibiotics, 
steroidal agents, antiemetics, narcotics, analgesics) administered independently or 
sequentially as supportive management of chemotherapy administration, should be 
separately reported using 90760, 90761, 90765, 90766, 90767, 90768, 90772, 90773, 
90774, 90775, 90779 as appropriate. 

Report both the specific service as well as code(s) for the specific substance(s) or drug(s) 
provided. 

When administering multiple infusions, injections or combinations, only one "initial" 
service code should be reported, unless protocol requires that two separate IV sites must 
be utilized. If an injection or infusion is of a subsequent or concurrent nature, even if it is 
the first such service within that group of services, then a subsequent or concurrent code 
from the appropriate section should be reported (e.g. the first IV push given subsequent to 
an initial one-hour infusion is reported using a subsequent IV push code). 

If a significant separately identifiable Evaluation and Management service is performed, 
the appropriate ElM service code should be reported utilizing modifier 25 in addition to 
9640096401-96549. For same day ElM service, a different diagnosis is not required. 

Either may occur independently on any date of service, or they may occur sequentially on 
the same day. 

Preparation of chemotherapy agent(s) is included in the service for administration of the 
agent. 

Regional (isolation) chemotherapy perfusion should be reported using the codes for 
intra-arterial infusion (96420-96425). Placement of the intra-arterial catheter should be 
reported using the appropriate code from the Cardiovascular Surgery section. 
Placement of arterial and venous cannula(s) for extracorporeal circulation via a 
membrane oxygenator perfusion pump should be reported using code 36823. Code 36823 
includes dose calculation and administration of the chemotherapy agent by injection into 
the perfusate. Do not report code(s) %4(:}8.96409-96425 in conjunction with code 36823. 

Report separate codes for each parenteral method of administration employed 'Nhen 
chemotherapy is administered ay different techniques. Medications (eg, antiaiotics, 
steroidal agents, antiemeti>&; narcotics, analgesics, Biological agents) administered 
independently or sequentially as supportiYe management of chemotherapy 
administration, should ae separately reported using 90780 90788, as appropriate. 

(For Home Infusion services, see 99601-99602) 



Injection and Intravenous Infusion Chemotherapy 

Chemotherapy administration, subcutaneol:ls or intraml:lscl:llar Vlith or 
withoHt local anesthesia 

(Code 96400 has been deleted. To report, see 96401, 96402) 

•96401 (H11) Chemotherapy administration, subcutaneous or intramuscular; non
hormonal anti-neoplastic 

•96402 (H12) hormonal anti-neoplastic 

.6.96405 

.6.96406 

96408 

Chemotherapy administration,; intralesionalt, up to and including 7 lesions 

intralesional, more than 7 lesions 

Chemotherapy administration, intravenoHs; pHsh techniqHe 

(96408 has been deleted. To report, use 96409) 

•96409 (H13) intravenous, push technique, single or initial substance/drug 

intravenol:ls infusion techniqHe; Hp to one hom 96410 

(96410 has been deleted. To report, use 96413) 

+•96411 (H14) intravenous, push technique, each additional substance/drug (List 
separately in addition to code for primary procedure) 

... 96412 

96414 

(Use 96411 in conjunction with code 96409) 

infusion techniqHe, one to 8 hems, each additional hom (List 
separately in addition to code for primary procedu.re) 

(Use 96412 in conjHnction vlith code 96410) 

(96412 has been deleted. To report, use 96415) 

infusion techniqHe, initiation of prolonged infusion (more than 8 
hoHrs), reqHiring Hse of a portable or implantable pHmp 

(For refilling and maintenance of a portable pl:lmp or an implantable 
infusion pmnp or reserYoir for drug delivery, see 96520, 96530) 

(96414 has been deleted. To report, use 96416) 



•96413 (H15) Chemotherapy administration, intravenous infusion technique; up to one 
hour, single or initial substance/drug 

+•96415 (H16) each additional hour, one to eight (8) hours (List separately in 

•96416 (H17) 

addition to code for primary procedure) 

(Use 96415 in conjunction with 96413) 

(Report 96415 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(Report 90761 to identify hydration, or 90767 to identify 
nonchemotherapy drug infusion, if provided as a secondary or subsequent 
service in association with 96413) 

initiation of prolonged chemotherapy infusion (more than eight 
hours), requiring use of a portable or. implantable pump 

(For insertion of pump, use 36563) 

(For refilling and maintenance of a portable pump or an implantable 
infusion pump or reservoir for drug delivery, see 96521, 96522, 96523) 

+•96417 (H18) each additional_sequential infusion (different substance/drug), up 
to one hour (List separately in addition to code for primary 
procedure) 

(Use 96417 in conjunction with code 96413; report only once per 
sequential infusion; report 96415 for additional hour(s) of sequential 
infusion) 

~--



Intra-Arterial Chemotherapy 

96420 (H19) Chemotherapy administration, intra-arterial; push technique 

96422 (H20) infusion technique, up to one hour 

A +96423 (H21) infusion technique, each additional hour, one to &eight hours,eaeft 
additional hour (List separately in addition to code for primary 
procedure) 

96425 (H22) 

(Use 96423 in conjunction with 96422) 

(Report 96423 for infusion intervals of greater than thirty minutes beyond 
one hour increments) 

(For regional chemotherapy perfusion via membrane oxygenator 
perfusion pump to an extremity, use 36823) 

infusion technique, initiation of prolonged infusion (more than 
eight hours), requiring the use of a portable or implantable pump 

(For insertion of pump, use 36260) 

(For refilling and maintenance of a portable pump or an implantable 
infusion pump or reservoir for drug delivery, see ~. 96521, 96522, 
96523~) 

Other Chemotherapy 

(See 36555-36597 for related intravascular access services) 

96440 Chemotherapy administration into pleural cavity, requiring and including 
thoracentesis 

96445 Chemotherapy administration into peritoneal cavity, requiring and 
including peritoneocentesis 

96450 (H23) Chemotherapy administration, into CNS (eg, intrathecal), requiring and 
including spinal puncture 

(For intrav~sical (bladder) chemotherapy administration, see 51720) 

(For insertion of subarachnoid catheter and reservoir for infusion of drug, 
see 62350, 62351, 62360, 62361, 62362;for insertion ofintraventricular 
catheter and reservoir, see 61210, 61215) 



96520 Refilling and maintenanee ofportable pl:Hilp 

(96520 has been deleted. To report, use 96521) 

•96521 (H24) Refilling and maintenance of portable pump 

•96522 (H26) Refilling and maintenance of implantable pump or reservoir for drug 
delivery, systemic ( eg, intravenous, intra-arterial) 

(For refilling and maintenance of an implantable infusion pump for spinal 
or brain drug infusion, use 95990) 

(For collection of blood specimen from a completely implantable venous 
access device, use 36540) 

•96523 (H25) Irrigation of implanted venous access device for drug delivery systems 

(Do not report 96523 if an injection or infusion is provided on the same 

9953(} 

~ 

delivery, systemic (eg, intraveFu:J~ES, intFa tlrteritll} · 

( .. Per refilling tlnd H~tlintentlnce eftin impltinttlhle infosi€Hl pHH'lp for spin til 
er hrain drHg infosien, ~ISe 9599(}) 

(Fer cellectien efhleed specimenfren~ €l cempletely in1.p!€lnttihle veneHs 
tlCCOSS fie•,•ice, HSO 3954(}) 

(96530 has been deleted. To report, use 96522) 

96542 (H27) Chemotherapy injection, subarachnoid or intraventricular via 
subcutaneous reservoir, single or multiple agents 

Provision of ehemotherapy agent 

(96545 has,Peen deleted) 

96549 Unlisted chemotherapy procedure 



FINAL RUC WORK RECOMMENDATIONS FOR DRUG ADMINISTRATION CODES 

* Times: pre/intra/post 
** Physician time for these codes reflect the direct supervision and interactions with clinical staff, rather than face-to-face with the patient. 



-Projected Utilization for Drug Administration Services October 2004 
Surveyed How was Specialty Breakdown For previously # Times Performed How often do Projected number of 
CPT Code service reported code, in 2002 (from physicians in your times code will be 

previously %age performed by Medicare claims) specialty perform reported 
reported each specialty in this service? 

2002 (from 
Medicare claims) 

90760 90780 ACRh 5.49% 128,569 Sometimes 1,000 
H1 AGA 0.28% 6,557 Sometimes 984 

ASCO/ASH* 65.45% 1,532,757 Commonly 306,551 
IDSA 5.53% 129,506 Sometimes 6,475 

All other specialties 23.25% 544,486 Varies 108,897 
TOTAL 100.00% 2,341,876 N/A 423,907 

90761 90781 ACRh 14.49% 195,356 Sometimes 1,000 
H2 A~A 0.61% 8,224 Sometimes 1,234 

ASCO/ASH* 46.99% 633,524 Commonly 306,551 
IDSA 4.35% 58,647 Sometimes 8,797 

All other specialties 33.56% 452,459 Varies 90,492 
TOTAL 100.00% 1,348,210 N/A 408,074 

90765 90780 ACRh 5.49% 128,569 Rarely 0 
H3 AGA 0.28% 6,557 Rarely 328 

ASCO/ASH* 65.45% 1,532,757 Commonly 1,226,206 
IDSA 5.53% 129,506 Sometimes 116,555 

All other specialties 2325.00% 544,486 Varies 530,295 
TOTAL 100.00% 2,341,876 N/A 1,873,384 

90767 N/A ASCO/ASH* (90781) N/A N/A Sometimes 122,620 
H4 IDSA (90781) N/A N/A Sometimes 38,121 

All other specialties N/A N/A Varies 29,273 
TOTAL N/A N/A N/A 190,014 

90766 90781 ACRh 14.49% 195,356 Rarely 0 
H5 AGA 0.61% 8,224 Rarely 411 

ASCO/ASH* 46.99% 633,524 Commonly 506,819 
IDSA 4.35% 58,647 Sometimes 11,729 

All other specialties 33.56% 452,459 Varies 534,049 
TOTAL 100.00% 1,348,210 N/A 1,052,597 

90768 N/A ASCO/ASH* N/A N/A Sometimes 2,000 
H6 IDSA (90780) N/A N/A Sometimes 6,475 

All other specialties N/A N/A Varies 2,000 
TOTAL N/A N/A N/A 10,475 

*For the purposes of projecting utilization, Medicare frequency data for medical oncology, hematology, and hematology/oncology were combined. 



-Projected Utilization for Drug Administration Services October 2004 
Surveyed How was Specialty Breakdown For previously # Times Performed How often do Projected number of 
CPT Code service reported code, in 2002 (from physicians in your times code will be 

previously %age performed by Medicare claims) specialty perform reported 
reported each specialty in this service? 

2002 (from 
Medicare claims) 

90772 90782 ACRh 2.46% 63,738 Sometimes 63,738 
H7 ASCO/ASH* 31.23% 809,165 Commonly 809,165 

All other specialties 66.31% 1,718,084 Varies 1,718,084 
TOTAL 100.00% 2,590,988 N/A 2,590,987 

90774 90784 ACRh 1.32% 829 Sometimes 829 
H9 ASCO/ASH* 52.35% 32,884 Sometimes 32,884 

All other specialties 46.33% 29,102 Varies 29,102 
TO"fiAL 100.00% 62,815 N/A 62,815 

90775 N/A ASCO/ASH* N/A N/A Sometimes 49,326 
H10 All other specialties N/A N/A Varies 43,653 

TOTAL N/A N/A N/A 92,979 
96401 96400 ASCO/ASH* 17.35% 134,309 Sometimes 75,213 
H11 All other specialties 82.65% 639,805 Varies 2,411 

TOTAL 100.00% 774,114 N/A 77,624 
96402 96400 ASCO/ASH* 17.35% 134,309 Sometimes 59,096 
H12 AUA 76.62% 593,126 Commonly 540,000 

All other specialties 6.03% 46,679 Varies 96,703 
TOTAL 100.00% 774,114 N/A 695,799 

96409 96408 ASCO/ASH* 86.77% 550,288 Commonly 550,288 
H13 All other specialties 13.23% 83,904 Varies 83,904 

TOTAL 100.00% 634,192 N/A 634,192 
96411 N/A ASCO/ASH* N/A N/A Commonly 220,115 
H14 All other specialties N/A N/A Varies 33,562 

TOTAL N/A N/A N/A 253,677 

*For the purposes of projecting utilization, Medicare frequency data for medical oncology, hematology, and hematology/oncology were combined. 



~-

Projected Utilization for Drug Administration Services October 2004 
Surveyed How was Specialty Breakdown For previously #Times Performed How often do Projected number of 
CPT Code service reported code, in 2002 (from physicians in your times code will be 

previously %age performed by Medicare claims) specialty perform reported 
reported each specialty in this service? 

2002 (from 
Medicare claims) 

96413 90780 ACRh 5.49% 128,569 Sometimes 127,569 
H15 AGA 0.28% 6,557 Sometimes 5,246 

ASCO/ASH* 65.45% 1,532,757 N/A see below 
All other specialties 28.78% 673,992 Varies 17,654 

(Sub} Total minus ASCO/ASH 34.55% 809,118 N/A 150,469 
96410 ASCO/ASH* 85.81% 1,515,887 Commonly 1,515,887 

ACRh 0.01% 177 N/A see above 
AQA 0.02% 353 N/A see above 

All other specialties minus ACRh and 14.16% 250,262 Varies 250,262 
(Sub) Total minus ACRh and AG 99.97% 1,766,856 N/A 1,766,856 

TOTAL N/A N/A N/A 1,917,325 
96415 90781 ACRh 14.49% 195,356 Sometimes 194,356 
H16 AGA 0.61% 8,224 Sometimes 6,579 

ASCO/ASH* 46.99% 633,524 N/A see below 
All other specialties 37.91% 511 '106 Varies 13,289 

(Sub) Total minus ASCO/ASH 53.01% 714,686 N/A 214,224 
96412 ASCO/ASH* 84.95% 1,325,833 Commonly 662,917 

ACRh 0.01% 156 N/A see above 
AGA 0.04% 624 N/A see above 

All other specialties 15.00% 234,117 Varies 117,059 
(Sub) Total minus ACRh and AG 99.95% 1,559,999 N/A 779,976 

TOTAL N/A N/A N/A 994,200 
96416 96414 ASCO/ASH* 86.17% 23,074 Sometimes 23,074 
H17 All other specialties 13.83% 3,703 Varies 3,703 

TOTAL 100.00% 26,777 N/A 26,777 
96417 964X2 ASCO/ASH* N/A N/A Commonly 1,061,121 
H18 All other specialties N/A N/A Varies 125,396 

TOTAL N/A N/A N/A 1,186,517 
96521 96520 ASCO/ASH* 71.99% 24,123 Sometimes 24,123 
H24 All other specialties 28.01% 9,386 Varies 9,386 

TOTAL 100.00% 33,509 N/A 33,509 
96523 96530 ASCO/ASH* 44.12% 80,546 Sometimes 64,437 
H25 All other specialties 55.88% 102,016 Varies 81,613 

TOTAL 100.00% 182,562 N/A 146,050 

*For the purposes of projecting utilization, Medicare frequency data for medical oncology, hematology, and hematology/oncology were combined. 



Projected Utilization for Drug Administration Services October 2004 
Surveyed How was Specialty Breakdown For previously #Times Performed How often do Projected number of 
CPT Code service reported code, in 2002 {from physicians in your times code will be 

previously %age performed by Medicare claims) specialty perform reported 
reported each specialty in this service? 

2002 {from 
Medicare claims) 

96522 96530 ASCO/ASH* 44.12% 80,546 Sometimes 16,109 
H26 All other specialties 55.88% 102,016 Varies 20,403 

TOTAL 100.00% 182,562 N/A 36,512 

r~ 
·' 

*For the purposes of projecting utilization, Medicare frequency data for medical oncology, hematology, and hematology/oncology were combined. 



Notes on Assumptions 

Specialty 
AGA 

ACRh 

IDSA 

ASCO/ASH 

ASCO/ASH 
ASCO/ASH 
ASCO/ASH 
ASCO/ASH 

ASCO/ASH 
ASCO/ASH 

ASCO/ASH 
ASCO/ASH 
ASCO/ASH 

ASCO/ASH 
ASCO/ASH 
ASCO/ASH 

All other specialties 

All other specialties 

Codes 
90780/90781 

90780/90781 

90780/90781 

90780/90781 

H7 
H9 
H10 

96400 

H13 
H14 

H15 
H16 
H18 

H24 
H17 
H26 .... r--

90780/90781 

H6 

~- -·-------·----------=-

Assumption 
80% of 90780/90781 will move to H15/H16 15% of 90780/90781 
will move to hydration codes H1/H2. 5% of 90780/90781 will move 
to tx/dx infusion codes H3/H5. 0% will go to additional sequential or 
concurrent tx/dx infusion codes. 
Vast majority of what is currently being coded as 90780/90781 will 
move to H15/H16 Leaving 1000 for hydration codes H1/H2. 
5% will move from 90780 to H1 (first hour, hydration). 5% will move 
from 90780 to H6 (concurrent infusion). 90% will move from 90780 
to H3 (tx/dx infusion). 15% of 90781 will move to H2 (additional 
hour, hydration). 20% of 90781 will shift to H5 (each additional 
hour, tx/dx infusion). 65% of 90781 will move to H4 (additional 
sequential tx/dx infusion). 
20% of 90780 will shift to H1 (first hour hydration). There will be a 
1:1 ratio between frequency of H1 and H2 (additional hour 
hydration) because of assumption that average hydration is 2 hours. 
80% of 90780 will shift to H3 (first hour tx/dx infusion). Approx. 8% 
of 90781 will shift to H4 (each additional sequential tx/dx infusion). 
80% of 90781 will shift to H5 (each additional hour tx/dx infusion). 

Assume no change. 
Assume no change. 
Assume 150% of H19. 
Assume 56% of 96400 shifts to H11. Assume 46% of 96400 shifts 
to H12. 
Assume no change. 
Assume 1.4 drugs are given by push on average. Assume 40% of 
H13 
Assume no change. 
Assume 50% of previous utilization. 
Assume 1.7 drugs are given by infusion on average. Assume 70% 
of H15. 
Assume no change. 
Assume no change. 
Assume 80% of utilization will shift to H25 and 20% will be retained 
in H26. 
Assume 20% of 90780/90781 will shift to H1 and H2 (hydration). 

Assumed concurrent infusions to be infrequently performed by all 
specialties. 
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CPT Code: ___ _ 
Specialty Society('s) _____ _ 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 

In Office Direct Inputs 

CPT Family: Hydration and Therapeutic and Diagnostic Infusions of Non-chemotherapy per attached 
spreadsheet(90760-90775) 

Sample Size: N/ A Response Rate: (%): N/ A Global Period:~ 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: , 

ASCO, ASH, ACRh, AGA, IDSA, and AUA convened to review practice expense inputs for the 
90760-90775 family of codes. The groups used as a basis for discussion the March 2002 PEAC 
approved inputs for this family. The group considered input from two oncology certified nurses 
and considered recommendations outlined by the Community Oncology Alliance task force. 

(Background on the March 2002 PEAC recommendations: ASCO and ASH first convened a 
panel of nurses, who perform these procedures on a daily basis, to determine the inputs for clinical 
staff time and procedure-specific medical supplies and equipment. The data were then carefully 
scrutinized by a consensus panel of experts who approved the inputs. Both of these panels 
included a combination of rural, suburban, and urban practices; solo, single and multi-specialty 
groups, as well as medical school faculty were represented. The AUA and the Endocrine Society 
reviewed and accepted the inpu!_s that were recommended in 2002.) 

r--

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: The RN/OCN escorts patient to chemo chair and completes a pre
chemotherapy check to insure that patient is able to receive treatment. The nurse prepares the drug(s) 
and educates patient on adverse effects. 

Intra-Service Clinical Labor Activities: The nurse administers drug to the patient and monitors response 
to treatment throughout. Nurse consults with supervising physician during course of treatment. 

Post-Service Clinical Labor Activities: The nurse continues to monitor the patient after treatment is 
completed. S/he documents the treatment in the me~ical record and reviews instructions with patient. 
The nurse makes follow up phone calls to the patient and others with whom care is being coordinated. 



AMA/Spec1alty Soc1ety RVS Update Comm1ttee October 2004 Recommendations 

A B c I D E I F G I H K L 

1 2004 Recommendation 2004 Recommendation 2004 Recommendation 2004 Recommendation 
2 Tracking# H1 H2 H3 H4 
3 CPT code 90760 90761 90765 90767 

Intravenous infusion, Intravenous infusion, for 
hydration; each additional therapy/diagnosis, 

HCFASTAFF hour, up to eight (8) hours (specify substance or 
TYPE, (List separately In Intravenous infusion, for drug); additional 

MEDICAL addition to code for I hera py/d iag nos is, sequential infusion, up to 
SUPPLY, OR Intravenous infusion, primary procedure) (Use (specify substance or one hour (List separately 
EQUIPMENT hydration; initial, up to 90780X2 In conjunction drug); initial, up to one in addition to code for 

4 CODE one hour with code 90780X1) hour primary procedure) 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
6 GLOBAL PERIOD XXX zzz XXX zzz 
7 TOTAL CLINICAL LABOR TIME 40 10 50 22 

8 Staff Type L056A=RN/OCN L056A L056A L056A L056A 
9 Total Pre-time 3 0 6 0 
10 Totallntra-time 34 10 41 22 
11 Total Post-time 3 0 3 0 

...,g ~ICEEf!U!\It~~Jt.,&'WIMftifi!BI ~r " ,,,\. ~ ,, '&;o *tr~ 
Start: Following visit when decision for surgery or 

13 procedure made 
14 Complete pre-serv1ce diagnostic & referral forms 0 0 3 0 
15 Coordinate pre-surgery services 3 0 3 0 

Office visit before surgery/procedure: Review test and exam 
16 results 0 0 0 0 
17 Provide pre-service education/obtain consent 0 0 0 0 
18 Follow-up phone calls & prescriptions 0 0 0 0 
19 Other Clinical Activity (please specify) 0 0 0 0 

20 End:When patient enters office for surgery/procedure 
21 $ERVICEti",E~IP.!Jif-B.l)£11- • ., .. " ~:. n~~-Bmfl ,, i _,(1' 

22 Start: When patient enters office for surgery/procedure 
23 Pre .. service services 
24 Review charts • obtain medical history 2 0 2 0 
25 Greet patient and provide gowning 2 0 2 0 
26 Obtain vital signs 3 3 3 3 
27 Provide pre-service education/obtain consent 3 0 3 0 
28 Prepare room, equipment,supplies 2 0 2 0 

'repare and position patientaRd rRiK dl'llg 2 0 2 0 
1ix drug 0 0 7 7 

4J Sedate/apply anesthesia 0 0 0 0 
44 Intra-service 
45 Perform procedure 10 7 12 9 
52 Post-service 

53 Momtor pt. following service/check tubes, monitors, drains 2 0 0 0 
54 Clean room/equipment by physician staff 3 0 3 0 
55 Complete medical record documentation 2 0 2 3 
56 Review/read X-ray,lab, and pathology reports 0 0 0 0 

Post procedure education I Check dressings & wound/ homE 
57 care mstructions /coordinate office visits /prescriptions 3 0 3 0 0 
58 End: Patient leaves office 

59 .~~f:S>Efl.XIC:EJPili'titdllal!li~ ~ 
60 Start: Patient leaves office 
61 Conduct phone calls/call in prescriptions 3 0 3 0 -. 

Office visits: Greet patient,escort to room; provide gowning; 
interval history & vital signs and chart; assemble previous 
test reports/results;assist physician during exam; assist with 
dressings, wound care, suture removal; prepare dx test, 
prescription forms; post serv1ce education, instruction, 
counseling, clean room/equip, check supplies; coordinate 

62 home or outpatient care 

63 
List Number and Level of Office Visits 

64 99211 16 minutes 
65 99212 27 monutes 
66 99213 36 mmutes 
67 99214 53 minutes 
68 99215 63 minutes 
69 Other 
70 Total Office Visit Time 

71 Conduct phone calls between office VISits 

72 Other Activity (please specify) 

-
I 'nd: with last office visit before end of global period 

Page 1 



AMA/SpeC1alty Soc1ety RVS Update Committee October 2004 Recommendations 

A B c I D E I F G H K I L 
3 CPT code 90760 90761 90765 90767 

Intravenous infusion, Intravenous infusion, for 
hydration; each additional therapy/diagnosis, 

HCFASTAFF hour, up to eight (8) hours (specify substance or 
TYPE, (list separately in Intravenous infusion, for drug); additional 

MEDICAL addition to code for therapy/diagnosis, sequential infusion, up to 
SUPPLY, OR Intravenous Infusion, primary procedure) (Use (specify substance or one hour (List separately 
EQUIPMENT hydration; initial, up to 90780X2 in conjunction drug); initial, up to one in addition to code for 

4 CODE one hour with code 90780X1) hour primary procedure) 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office tn Office Out Office 
74 1\!EDICAI!'SURPLIE ·~ w• ~ f~~· {J;,f.f,l ~~~~~~&;>'':*-fr1k' '!f; ~~i:ti_p~·~rt:t?' p " ~!?£« ~ 

" > ' 

75 drape, non-sterile, sheet 40in x 60in 58006 
76 gown, patient 58026 
77 paper, exam table 58036 7 7 
78 gloves, non-sterile 58022 2 2 1 
79 gloves, sterile 58024 0 0 
80 gloves, non-sterile, nitrile 58023 
81 gown, staff, impervious 58027 
82 cover, thermometer probe 58004 1 1 
83 swab-pad, alcohol SJ053 2 2 
84 povidone swabsticks (3 pack uou) SJ043 
85 bandage, strip 0.75in x 3in SG021 1 1 
86 needle, 19-25g, butterfly SC030 
87 infusion pump cassette-reservoir SC013 
88 iv infusion set SC018 1 1 
89 syringe w-needle, OSHA compliant (SafetyGiide) SC058 1 1 
90 synnge 1 0-12ml SC051 1 1 
91 syringe 1ml SC052 
92 synnge 20ml SC053 
93 syringe 50-60ml SC056 

94 water, sterile inj SH075 0 0 
95 angiocatheter 14g-24g SC001 1 1 

96 sodium chloride 0.9% inj bacteriostatic (30ml uou) SH068 
97 gauze, non-sterile 2in x 2in SG050 2 2 

98 dressing, 4in x 4.75in (Tegaderm) SG037 
99 steri-stnp (6 stnp uou) SG074 
100 iv tubing (extension) SC019 
101 battery, 9 volt SK010 
102 syringe 3ml SC055 
1n"l albumin saline SH004 

op cock, 3-way SC041 
.ynnge 30 ml SC054 

'los blood collection bag SC004 
107 eye shield, non-fox SG049 0 0 
108 sodium chloride, 99.0% min. SL126 

~ ~self-adherent wrap 1in (Coban) SG014 1 1 

~ 
1':~dt"'' '· ·'' 

.. 
111 biohazard hood ($7612.00) 0 0 

112 chemo couch E91004 
113 infusion pump E91001 1 1 1 
114 exam table E11001 1 1 1 

Page2 



AMA/Spec1alty Soc1ety RVS Update Committee October 2004 RecommendaUons 

A B 0 p Q R 

1 2004 Recommendation 2004 Recommendation 
2 Tracking# H5 H6 
3 CPT code 90766 90768 

Intravenous Infusion, for 
Intravenous infusion, for therapy/diagnosis, (specify 

therapy/diagnosis, substance or drug); 
HCFASTAFF (specify substance or concurrent Infusion (List 

TYPE, drug); each additional separately In addition to code 
MEDICAL hour, up to eight (8) hours for primary procedure) 

SUPPLY, OR (List separately In (report only once per 
EQUIPMENT addition to code for substance/drug, regardless 

4 CODE primary procedure) of duration) 

5 LOCATION In Office Out Office In Office Out Office 
6 GLOBAL PERIOD zzz zzz 
7 TOTAL CLINICAL LABOR TIME 12 11 

8 Staff Type LOS&A=RN/OCN L056A L056A 
9 Total Pre-time 0 0 
10 Totallntra·time 12 11 

..g. Total Post-time 0 0 
12 f,'RE:.SERVICe;Bt~~IJ~If I, 

Start: Following visit when decision for surgery or 
13 procedure made 
14 Complete pre-service diagnostic & referral forms 0 0 
15 Coordinate pre-surgery serv1ces 0 0 

Office visit before surgery/procedure: Review test and exam 
16 results 0 0 
17 Provide pre-service educabon/obtain consent 0 0 
18 Follow-up phone calls & prescriptions 0 0 
19 Other Clinical Acbvtty (please specify) 0 0 

20 End:When patient enters office for surgery/procedure 
21 SERVICEiE!ERIO ' V{¢trf-~~z-~'l\tl~t,'"'' .... ~ ,, .:;;-

,., '" ' 

22 Start: When patient enters office for surgery/procedure 
23 Pre-service services 
24 Review charts • obtain medical htstory 0 0 
25 Greet patient and provide gowning 0 0 
26 Obtain vital signs 3 0 
27 Provide pre-service education/obtain consent 0 0 
28 Prepare room, equipment,supplies 0 0 

,repare and pos1tion patienlaRII "'i~ 11"'9 0 0 
.ix drug 0 6 

4~ Sedate/apply anesthesia 0 0 
44 Intra-service 
45 Perform procedure 9 3 
52 Post-service 

53 Monitor pt. following service/check tubes, monitors, drains 0 2 
54 Clean room/equipment by physician staff 0 0 
55 Complete medical record documentation 0 0 
56 Review/read X-ray, lab, and pathology reports 0 0 

Post procedure education I Check dressings & wound/ home 
57 care instructions /coordinate office visits /prescriptions 0 0 

~ End: Patient leaves office 
iWS:tiSERViCEiltcfrlod ~; ,,~ """ " ', 59 ~l<'~fk ' ' 

,' v-.J;.< ' . ' ' 
60 Start: Patient leaves office 

61 Conduct phone calls/call in prescriptions 0 0 ..,_. 
Office vistts: Greet patient,escort to room; provide gowning; 
interval history & vital signs and chart; assemble previous 
test reports/results;assist physician during exam; assist with 
dressings, wound care, suture removal; prepare dx test, 
prescription forms; post service education, instruction, 
counseling; clean room/equip, check supplies; coordinate 

62 home or outpatient care 

63 
List Number and Level of Office Vistts 

64 99211 16 minutes 
65 99212 27 minutes 
66 99213 36 mtnutes 
67 99214 53 minutes 
68 99215 63 mmutes 
69 Other 
70 Total Office Vistt Time 

71 Conduct phone calls between office visits 
72 Other Activity (please specify) 

O::nd: with last office visit before end of global period 

Page3 



AMA/Specialty Soc1ety RVS Update Committee October 2004 Recommendations 

A B 0 p Q j_ R 
3 CPT code 90766 90768 

Intravenous Infusion, for 
Intravenous infusion, for therapy/diagnosis, (specify 

therapy/diagnosis, substance or drug); 
HCFASTAFF (specify substance or concurrent infusion (list 

TYPE, drug); each additional separately in addition to code 
MEDICAL hour, up to eight (8) hours for primary procedure) 

SUPPLY, OR (List separately in (report only once per 
EQUIPMENT addition to code for substance/drug, regardless 

4 CODE primary procedure) of duration) 

5 LOCATION In Office Out Office In Office Out Office 

~ r,~Ql~U\S~~eq,,e~w••wll.+i,;,;;;vzti&Jiif&8 Wif#if;?·;ffc7~ v, ' 4\1¥~-' ' 
75 drape, non-sterile, sheet 40in x 60in 58006 

76 gown, pabent 58026 

77 paper, exam table 58036 

78 gloves, non-sterile 58022 1 

79 gloves, stenia 58024 
80 gloves, non-stenia, nitrile 58023 
81 gown, staff, impervious 58027 
82 cover, thennometer probe 58004 

83 swab-pad, alcohol SJ053 

84 povidone swabsticks (3 pack uou) SJ043 

85 bandage, strip 0.75in x 3in SG021 
86 needle, 19-25g, butterfly SC030 

87 infusion pump cassette-reservoir SC013 

88 iv infusion set SC018 

89 syringe w-needie, OSHA compliant (SafetyGiide) SC058 

90 synnge 10-12ml SC051 

91 syringe 1ml SC052 

92 syringe 20ml SC053 

93 syringe 50-60ml SC056 

94 water, sterile inj SH075 

95 angiocatheter 14g-24g SC001 
96 sod1um chloride 0.9% inJ bacteriostatic (30mi uou) SH068 

97 gauze, non-sterile 2in x 2in SGOSO 

98 dressing, 4in x 4.75in (Tegadenn) SG037 

99 steri-strip (6 strip uou) SG074 
100 iv tubing (extension) SC019 
101 battery, 9 volt SK010 
102 syringe 3mi scoss 

~lbumin saline SH004 
op cock, 3-way SC041 

.yringe 30 ml SC054 
106 blood collection bag SC004 

107 eye shield, non-fox SG049 
108 sodium chionde, 99.0% min. SL126 
109 bandage, elastic, self-adherent wrap 1in (Caban) SG014 
110 l[q!J pmen.rci'• <, r P "<:" 

• .. ..... ·' 'J, . ·~ ,,, 
111 biohazard hood ($7612.00) 0 
112 chemo couch E91004 

113 infusion pump E91001 1 
114 exam table E11001 1 

Page4 



AMA/Spec1alty Soc1ety RVS Update Committee October 2004 Recommendations 

A B s I T w X AA _l AB 

1 2004 Recommendation 2004 Recommendatlo 2004 Recommendation 
2 Tracking# H7 H9 H10 
3 CPT code 90772 90774 90775 

Therapeutic, or diagnostic 
Therapeutic, or Injection (specify material 

HCFASTAFF 
Therapeutic, or 

diagnostic Injection injected substance or 
TYPE, 

dlagnosUc lnjecUon (specify material drug); each additional 
MEDICAL (specify material Injected Injected substance or sequential intravenous 

SUPPLY, OR substance or drug); drug); Intravenous push (List separately in 
EQUIPMENT subcutaneous or push, single or Initial addition to code for 

4 CODE Intramuscular substance/drug primary procedure) 

5 LOCATION In Office Out Office In Office In Office Out Office 
6 GLOBAL PERIOD XXX XXX zzz 
7 TOTAL CLINICAL LABOR TIME 32 41 16 

8 Staff Type L056A=RN/OCN L056A L056A L056A 
9 Total Pre-time 3 6 0 
10 Totallntra·time 26 32 16 
11 Total Post-time 3 3 0 

~ gRJ;fSISR,V/ClJII!iiDt~~-~;~}l;'ill 
Start: Following visit when decision for surgery or 

13 procedure made 
14 Complele pre-service diagnostic & referral forms 3 3 0 
15 Coordinate pre-surgery services 0 3 0 

Office visit before surgery/procedure: Review test and exam 
16 results 0 0 0 
17 ProVIde pre-service education/obtain consent 0 0 0 
18 Follow-up phone calls & prescriptions 0 0 0 
19 Other Clinical Acbv1ty (please spec1fy) 0 0 0 

20 End:When patient enters office for surgery/procedure 
21 SERYICEPERIOQ,, \!'} 0f$, ,- ~' ~*r ,, r&W~+t~~, ~= j :£If ' 1M '' ' \ 

22 Start: When patient enters office for surgery/procedure 
23 Pre-service services 

24 Review charts • obtain medical history 2 2 0 
25 Greet patient and provide gowmng 2 2 0 
26 Obtain vital signs 0 3 3 
27 Provide pre-serVIce education/obtain consent 3 3 0 
28 Prepare room, equipment,supplies 2 2 0 

.,repare and position patientaRd "'ix doug 2 2 0 
lix drug 6 5 5 

-~ 
Sedate/apply anesthesia 0 0 0 

44 Intra-service 
45 Perlonm procedure 1 8 6 
52 Post-service 

53 Monitor pt following service/check tubes, monitors, drains 0 3 2 
54 Clean room/equipment by physician staff 3 0 0 
55 Complete medical record documentation 2 2 0 
56 Review/read X-ray, lab, and pathology reports 0 0 0 

Post procedure education I Check dressings & wound/ homE 
57 care instructions /coordinate office visits /prescriptions 3 0 0 

~ End: Patient leaves office 

59 'eQsr.fseRY,i~~-"'lt~B~%-ew y ' -~):~.b~f ,, Jil!~ 1&1i&:l~"<¥;~ .~ '\)',f,"< 

60 Start: Patient leaves office 

61 Conduct phone calls/call in prescnptions 3 3 0 
ll'--

Office visits: Greet patient,escort to room; prov1de gowning; 
interval history & vital signs and chart; assemble previous 
test reportstresults;assist physician during exam; assist with 
dressings, wound care, suture removal; prepare dx test, 
prescription forms; post service education, instruction, 
counseling; clean room/equip, check supplies; coordinate 

62 home or outpatient care 

63 
Ust Number and Level of Office Visits 

64 99211 16 minutes 
65 99212 27 minutes 
66 99213 36 minutes 
67 99214 53 minutes 
68 99215 63 minutes 
69 Other 
70 Total Office Visit Time 0 
71 Conduct phone calls between office visits 

72 Other Activity (please specify) 

IOnd: with last office visit before end of global period 
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AMA/Spec1alty Society RVS Update Comm1ttee October 2004 Recommendations 

A B s I T w I X AA AB 
3 CPT code 90772 90774 90775 

Therapeutic, or diagnostic 
Therapeutic, or injection (specify material 

HCFASTAFF 
Therapeutic, or 

diagnostic injection injected substance or 
TYPE, 

diagnostic Injection (specify material drug); each additional 
MEDICAL (specify material Injected injected substance or sequential intravenous 

SUPPLY, OR substance or drug); drug); intravenous push (List separately in 
EQUIPMENT subcutaneous or push, single or initial addition to code for 

4 CODE Intramuscular substance/drug primary procedure) 

5 LOCATION In Office Out Office In Office In Office Out Office 
74 MEDI~~Lll~U~P,I.!IES8Jif,awf.aJJ§i111\laiff$\;i;0£ '~~t~~ '1P"'" <'\~~if~'\#;~¥};:;t~?l1N®, 

75 drape, non-sterile, sheet 40in x 60in SB006 

76 gown, patient SB026 

77 paper, exam table SB036 

78 gloves, non-sterile SB022 1 1 1 
79 gloves, sterile SB024 

80 gloves, non-sterile, nitrile SB023 

81 gown, staff, impervious SB027 

82 cover. thermometer probe SB004 1 1 

83 swab-pad, alcohol SJ053 1 1 2 
84 povidone swabsticks (3 pack uou) SJ043 
85 bandage, strip 0.75in x 3in SG021 1 1 
86 needle, 19-25g, butterfly SC030 
87 Infusion pump cassette-reservoir SC013 
88 IV infusion set SC018 
89 syringe w-needle, OSHA compliant (SafetyGiide) SC058 1 1 1 
90 syringe 1 0-12ml SC051 1 1 
91 syringe 1ml SC052 
92 syringe 20ml SC053 
93 syringe 50-SOml SC056 

94 water, sterile inj SH075 
95 angiocatheter 14g-24g SC001 1 
96 sodium chloride 0.9% inj bacteriostatic (30ml uou) SH068 
97 gauze, non-sterile 2in x 2in SG050 2 
98 dressing, 4in x 4.75in (Tegaderm) SG037 
99 steri-strip (6 strip uou) SG074 
100 iv tubing (extension) SC019 
101 battery, 9 volt SK010 
102 syringe 3ml SC055 1 1 1 

'lbumin saline SH004 
top cock, 3-way SC041 

IUO syringe 30 ml SC054 
106 blood collection bag SC004 
107 eye shield, non-fox SG049 0 0 
108 sod1um chloride, 99.0% min. SL126 

~~self-adherent wrap 1in (Coban) SG014 1 
0 • > •r-, ~; ~'IV' ,. 4; < <' ;,,.$~~¥~] " 

, >~nV l~~"Y"'~'4~a 
111 biohazard hood ($7612.00) 0 
112 chemo couch E91004 
113 infusion pump E91001 
114 exam table E11001 13 1 

~--

PageS 



CPT Code: ___ _ 
Specialty Society('s) _____ _ 

AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
In Office Direct Inputs 

CPT Family: Therapeutic and Diagnostic Infusions and Injections of Chemotherapy per attached 
spreadsheet (96401 - 96522) 

Sample Size: N/A Response Rate:(%): N/A Global Period:__]Qg_ 

Geographic Practice Setting %: Rural__ Suburban 

Type ofPractice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 

Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

ASCO, ASH, ACRh, AGA, IDSA, and AUA convened to review practice expense inputs for 
the 96401-96522 family of codes. The groups used as a basis for discussion the March 2002 
PEAC approved inputs for this family. The group considered input from two oncology 
certified nurses and considered recommendations outlined by the Community Oncology 
Alliance task force. 

(Background on the March 2002 PEAC recommendations: ASCO and ASH first convened a 
panel of nurses, who perform these procedures on a daily basis, to determine the inputs for 
clinical staff time and procedure-specific medical supplies and equipment. The data were 
then carefully scrutinized by a consensus panel of experts who approved the inputs. Both of 
these panels included a combination of rural, suburban, and urban practices; solo, single and 
multi-specialty groups, as well as medical school faculty were represented. The AUA and 
the Endocrine Society revie~'id and accepted the inputs that were recommended in 2002.) 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: The RN/OCN escorts patient to chemo chair and completes 
pre-chemotherapy check to insure that patient is able to receive treatment. The nurse prepares the 
drug(s) and educates patient on adverse effects. 

Intra-Service Clinical Labor Activities: The nurse administers drug to the patient and monitors for 
toxicity throughout. Nurse consults with supervising physician during course of treatment. 

Post-Service Clinical Labor Activities: The nurse continues to monitor the patient after treatment is 
completed. S/he documents the treatment in the medical record and reviews instructions with 
patient. The nurse makes follow up phone calls to the patient and others with whom care is being 
coordinated. 



AMA/Spec1alty SoCiety RVS Update Committee Recommendations October 2004 
A B c D E F I J M I N 

t 2004 Recommendation 2004 Recommendation 2004 Recommendation 2004 Recommendation 
2 Tracking# H' H12 H13 H14 
3 CPT code 96401 96402 96409 96411 

Chemotherapy 
administration; 

Intravenous, push 
technique, each 

additional 
substance/drug (List 

HCFA STAFF Chemotherapy Chemotherapy Chemotherapy separately in addition to 

TYPE, MEDICAL administration, administration, administration; code for primary 
SUPPLY, OR subcutaneous or subcutaneous or Intravenous, push procedure) (Use 964X1 ir 
EQUIPMENT Intramuscular; non· Intramuscular; hormonal technique, single or conjunction with code 

4 CODE hormonal anti-neoplastic anti-neoplastic Initial substance/drug 96408) 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
6 juLUHAL t't:KIUU XAA J<AA J<J<J< XAA ££.£. 

1 v 1 "'- I,;LINII,;AL LAHUK liM I: 59 45 85 46 
B j:STAf"f IYI't: L051A=KN, L056A="NIVvN L056A L051A 0~6A 056A 
9 ota re-1me 6 6 6 0 
tO ota n ra·•me ~0 ~6 13 46 

..g. ota os ·•me 3 3 6 0 

~ P,RE!SERV}£l§Mf&~~~;~ · '. xw 
St~iJowmg VISI when eCISIOn ror surgery 

13 or procedure made 

14 Complete pre-serv1ce dragnost1c & referral forms 3 3 3 0 
15 Coordmate pre-surgery serv1ces 3 3 3 0 

Office VISit before surgery/procedure: Rev1ew test 
16 and exam results 0 0 0 0 
17 Provtde pre-serv1ce education/obtain consent 0 0 0 0 
18 Follow-up phone calls & prescnptrons 0 0 0 0 
19 Other Chmcal Acllv1ty (please spec1fy) 0 0 0 0 

End:When patient enters office for 
20 surgery/procedure 0 0 0 0 
21 ,SERVICE I!ERIOQ2GI.::; • .., •• 1-Ji .. .. "',s~, .• w 

' ., ' Start: When patient enters office for 
22 surgery/procedure RN/OCN 
23 Pre-service· services 

treatment & obtain chemotherapy-related medrcal 
24 hx L056A 4 2 4 0 
25 Greer patrent and provtde gown1ng 2 2 2 0 
26 Obtarn vital s1gns 3 3 3 3 

(rmllal education of 1 hr amortized over average of 
27 6 cycles) 5 5 8 2 
28 Prepare room, eqUipment,supphes 2 2 2 0 
"" Prepare and position patient 2 2 2 0 

IX chemothera~~ 13 8 19 19 
,edatelapply anesthesia 0 0 0 0 

48 Intra-service 
Perform procedure or Ass1st phys1c1an 1n 

49 perform1ng procedure 1 1 15 15 
62 Post..Servtce 

Mon1tor pt. follow1ng servtcelcheck tubes. monitors, 
63 dra1ns 5 0 5 5 
64 Clean roomtequ1pment by phys1c1an staff 3 3 3 0 

Complete medical record documentation. 
65 diagnostic forms, lab & X-ray reqursrtions 5 3 5 2 
66 Revrew/read X-ray, lab, and pathology reports 0 0 0 0 

Post procedure education /condrtrons for whrch 
patient should call office (s1de effects, 
comphcatrons) home care instruct1ons /coordinate 

67 office vtslls /prescnptions 5 5 5 0 
68 End: Patient leaves office 

69 POSflSERVICE P,ertoiiZII'~'Xq;t ~ Y,,Yv 

"' ''i:.ll';: ,' 

70 Start: Patient leaves office -. 
71 Conduct phone callslcall 1n prescnptrons 3 3 6 

Office v1sits: Greet patient,escort to room: prov1de 
gowning: interval history & vtlal signs and chart: 
assemble prev1ous test reportslresutts:ass,st 
physician dunng exam: ass1st With dressmgs, 
wound care, suture removal; prepare dx test. 
prescriptron forms; post servrce educat1on, 
instructron, counseling; clean roomtequlp, check 

72 supplies; coordrnate home or outpatient care 

73 List Number and Level of Office Vis1ts 
74 99211 16 m1nutes 
75 99212 27 m1nutes 
76 99213 36 m1nutes 
77 99214 53 m1nutes 
78 99215 63 mmutes 
79 Other 
80 Total Office V1s1t Time 
81 Conduct phone calls between office vis1ts 

82 Other Actrvrty (please specrfy) 

~nd: with last office visit before end of global 
1rlod 

~ .d!i?.tm~,UP,P.,~Et~!!P:'i~f-~\!1 -85 drape, non-stenle, sheet 40rn x 60in 58006 0 
86 gown, patient S8026 
87 paper, exam table 58036 7 7 
88 gloves. non-stenle S8022 1 1 1 
89 gloves. stenle 58024 
90 gloves, non·stenle, nllnle 58023 1 0 0 
91 gown, staff, rmperv1ous S8027 1 1 0 Page 1 
92 cover, thermometer probe 58004 1 1 



AMA1Spec1alty Soc1ety RVS Update Committee Recommendations October 2004 
A B c D E F I J M N 

1 2004 Recommendation 2004 Recommendation 2004 Recommendation 2004 Recommendation 
2 Tracking# H1 H12 H13 H14 
3 CPT code 96401 96402 96409 96411 

Chemotherapy 
administration; 

Intravenous, push 
technique, each 

additional 
substance/drug (List 

HCFASTAFF Chemotherapy Chemotherapy Chemotherapy separately In addition to 

TYPE, MEDICAL administration, administration, administration; code for primary 
SUPPLY, OR subcutaneous or subcutaneous or Intravenous, push procedure) (Use 964X1 In 
EQUIPMENT Intramuscular; non· intramuscular; honnonal technique, single or conjunction with code 

4 CODE honmonal anti-neoplastic anti-neoplastic Initial substance/drug 96408) 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
93 swab-pad, alcohol SJ053 1 1 2 2 
94 poVIdone swabsllcks (3 pack uou) SJ043 
95 bandage, stnp 0.751n x 3m SG021 1 1 1 
96 needle, 19-25g, butterfly SC030 1 1 
97 1nfus1on pump cassette-reservoir SC013 
98 iv 1nfus1on set SC018 1 1 
99 synnge w-needle, OSHA compliant (SafetyGiide) SC058 1 3 1 
100 synnge 1 0-12ml SC051 1 1 1 
101 synnge 1ml SC052 1 1 1 
102 synnge 20ml SC053 1 
103 synnge 50-60ml SC056 1 
104 water, stenle 1nj SH075 1 2 1 
105 ang1ocatheter 14g-24g SC001 

106 sodium chlonde 0.9% 1nj bactenostat1c (30ml uou) SH068 
107 gauze, non-stenle 21n x 21n SG050 2 2 
108 dress1ng, 4m x 4.751n (Tegaderm) SG037 
109 sten-strip (6 stnp uou) SG074 
110 1v tubmg (extension) SC019 
111 battery, 9 volt SK010 
112 synnge 3ml SC055 
113 album1n saline SH004 
114 stop cock, 3-way SC041 
115 synnge 30 ml SC054 
116 blood collection bag SC004 
117 eye shield, non-fox SG049 0 
118 sodium chlonde, 99.0% mm. SL126 

119 bandage, elast1c, self-adherent wrap 11n (Goban) SG014 
120 pack, minimum multi-specialty v1sit SA048 0 

eedle, Huber pomt SC039 
.ynnge with needle, OSHA compliant SC058 0 

1~3 tray, lumbar puncture SA065 
124 graham crackers, 1 packet SK040 
125 ·uice, apple, 1 oz SK042 
126 cup, dnnkmg SK018 
127 hepann 1,000 units-ml inj SH039 1 1 
128 !'gUlpmerit:& 

., X ,o>-0< il " ''! 

129 biohazard hood ($7 ,612.00) 15 15 15 
130 chemo couch E91004 71 1 
131 1nfus1on pump E91001 
132 exam table E1001 46 1 

~--

Page 2 



I 1 Society RVS Update Comm11tee Recommendations October 2004 
A B p s w X AA AB 

_1_ 12004 2004 2004 12004 

~-2- rracklng tl H15 H16 Hl H18 
:Pr code 96413 96415 96416 9641< 

Chemotherapy Chemotherapy 
administration, Chemotherapy administration, 

Intravenous Infusion administration, Intravenous Infusion 
technique; each Intravenous Infusion technique; each 

Chemotherapy additional hour, one to technique; Initiation of additional sequential 

HCFASTAFF administration, eight (8) hours (List prolonged chemotherapy Infusion (different 

TYPE, MEDICAL Intravenous Infusion separately In addition to infusion (more than eight substance/drug), up to 
SUPPLY, OR technique; up to one code for primary hours), requiring use of a one hour (List <ono ... tol" 
EQUIPMENT hour, single or Initial procedure)(Use 96412 In portable or Implantable In addition 

4 CODE ouholonro/rlnon with 96410) pump primary ..... 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office 

" \>LVDAL 'I:I<IVU AAA LLL AAA LLL 

1~"1 AL_ O..LINIO.._AL_ ~t>VI'( ~ liM I:. ~u ~u 108 49 
__I!_ I A~~ rt''l: LU:>lA=I<N, L056A LD56A L056A L056A 
_9_ 1 otat l're-llme 6 0 6 u 
10 rotattntra-llme 86 20 ~" 4~ 

~ 
1 ota.• ~ ·ost·urn .... 6 u " u 

or p~~;e~~~=~~;~slt wnen~-Tor surg~ry 
13 
14 Complete ' diagnostic & referral forms 3 0 3 0 
15 I 'serv~ces 3 0 3 0 

!6 r~.:::c:~~\~~~;: "' ·~· 
·~·v~•w••: Rev1ew test 

0 0 0 0 
17 I PrOVIde 1 consent 0 0 0 0 

_!I!_ IFOIIOW:UP phone calls & ~· co~• ·~uuo ,, 0 0 0 0 
19 !Other Chmcal ActiVIty (please spec1fy) 0 0 0 0 

1 
.... u.nuu•l patient enters office for 

~ 0 0 0 0 
I 21 

; 22 
[Start: When patient enters office for 

RN/OCN 

~ 1 services 

[treatment & obta1n chemotherapy-related medical 
24 lhx L056A 4 0 4 0 

.1§_ I Greet pat1ent and provide gowmng 2 0 2 0 
26 IObta1n VItal s1gns 3 3 3 3 

li'"ltlal eauca11on or 1 nr amortized over average or 
27 [6 cycles) 8 0 8 0 
28 I Prepare room, eqUipment,supplles 2 0 2 0 

'ore pare and postlton patten! 2 0 2 0 
IX 20 0 28 18 

'anesthesia 0 0 0 0 
_41l 

I Perfomt procedure or ASSISt phys1c1an in 
49 1 procedure 27 17 19 23 
62 

~ 
~~~~~~or pt. follow1ng "' ·~=~· .. ~.; tubes, momtors, 

5 0 5 5 
64 :Clean : by phySICian StaH 3 0 3 0 

65 ~~~;~~~~ec %:;,al~~e~o~~ray •o• ,.t;n, 5 0 5 0 
66 I X-ray, lab, and pathology reports 0 0 0 0 

[Post procedure education /cond1t1ons for wh1ch 
[patient I office (s1de effects, 

care Instructions /coordinate 
67 'office VISits 5 0 15 0 

__§!!_ End: Patient leaves office 

69 :Y~. il'j ;fl\i~~ 
70 ,Start: Patient leaves office r-

conduct phone calls/calltn 6 6 
[Office visits: Gree'.~o""'~·•ow" to room; provide 
!gowning; history & VItal s1gns and chart; 
[assemble preVIous test reports/results,ass1sl 
lphysioan dunng exam; ass1st w1th dresstngs, 
[wound care, suture removal; prepare dx test, 
~~--,~ ·~uuu fomts; post serv~ce education, 
l;nstrucllot., ,.otu · clean roomiequ1p, check 

In lsupphes; coordinate home or outpattent care 
! 73 List Number andtevet of Office Vislls 
74 199211 16 minutes 

_I§_ 199212 27 mtnutes 
I 76 199213 36 minutes 

199214 53 mmutes 
I 78 199215 63 mtnutes 
79 :Jther 

I 80 I Total Office Vis1t Time 

~ !COnduct phone calls between office VISits 
! 82 !Other Achv1ty (please spec1fy) 

<;~~~;lin last office visit before end of global 

i H m ~ 
~ [drape, non-stenle, sheet 40m x 60in 56006 0 1 
I 86 !gown, pat1ent 56026 

clll !Paper, exam table 56036 

'68 !gloves, non-stente 56022 1 1 
~ !gloves, sterile 56024 0 
'90 !gloves, non-sterile, mtnle 56023 0 0 0 

91 !gown, staff, 1mperv1ous 56027 1 1 0 Page 3 
92 Ieaver, ·probe 56004 1 1 1 



AMA/Speclalty Soc1ety RVS Update Comm11tee Recommendations October 2004 
A B 0 p s T w X AA AB 

1 2004 Recommendation 2004 Recommendation 2004 Recommendation 2004 Recommendation 
2 Tracking II Ml~ M'6 MlH 
3 CPT code 96413 96415 96416 96417 

Chemotherapy Chemotherapy 
administration, Chemotherapy administration, 

Intravenous infusion administration, Intravenous infusion 
technique; each Intravenous infusion technique; each 

Chemotherapy additional hour, one to technique; initiation of additional sequential 

HCFASTAFF administration, eight (B) hours (List prolonged chemotherapy infusion (different 

TYPE, MEDICAL intravenous infusion separately in addition to infusion (more than eight substance/drug), up to 
SUPPLY, OR technique; up to one code for primary hours), requiring use of a one hour (List separately 
EQUIPMENT hour, single or Initial procedure)(Use 96412 In portable or Implantable in addition to code for 

4 CODE substance/drug conjunction with 96410) pump primary procedure) 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office In Office Out Office 
93 swab-pad, alcohol SJ053 2 3 3 
94 poVIdone swabsticks (3 pack uou) SJ043 1 1 
95 bandage, strip 0.751n x 3~n SG021 1 
96 needle, 19-25g, butterfly SC030 1 
97 1nfus1on pump cassette-reservoir SC013 1 1 
98 IV InfUSIOn set SC018 1 1 
99 synnge w-needle, OSHA compliant (SafetyGIIde) SC058 3 3 2 
100 synnge 1 0-12mt SC051 1 2 2 
101 synnge 1mt SC052 1 
102 synnge 20mt SC053 1 2 2 
103 synnge 50-60mi SC056 1 
104 water, sterile lnJ SH075 2 
105 ang1ocatheler 14g-24g SC001 

106 sod1um chloride 0.9% 1nj bactenostabc (30mt uou) SH068 1 1 
107 gauze, non-stente 21n x 2in SG050 2 2 
108 dress1ng, 41n x 4.751n (Tegadenm) SG037 1 0 
109 sten-stnp (6 stnp uou) SG074 1 1 
110 1v tubing (extens1on) SC019 1 
111 battery, 9 votl SK010 2 
112 synnge 3mt SC055 
113 albumin saline SH004 
114 stop cock, 3-way SC041 
115 synnge 30 mi SC054 
116 blood cot1ect1on bag SC004 
117 eye sh1eld, non-fox SG049 0 0 0 
118 sod1um chlonde, 99.0% min. SL126 1 1 1 
119 bandage, elastic, self-adherent wrap 11n (Coban) SG014 
120 pack, minimum multi-spec1alty VISit SA048 0 0 0 

~edie, Huber po1nt SC039 0 0 
.(Tinge with needle, OSHA compliant SC058 

......... tray, lumbar puncture SA065 
124 graham crackers, 1 packet SK040 1 1 
125 UICe, apple, 1 oz SK042 6 6 
126 cup, drinking SK018 1 1 
127 hepann 1,000 unlts-ml 1nj SH039 1 1 1 1 
128 E;.!j!Jipment v •% 'L ,~~wv ·m ·'· 
129 biohazard hood ($7,612.00) 22 31 22 
130 chemo couch E91004 83 100 60 
131 1nfus1on pump E91001 83 60 
132 exam table E1001 

~--

Page 4 



.. ~. ' Soctety RVS Update Commtllee October 2004 
A B AC AC AC AH ~ j_ _& 

1 2004 [2004 12004 
Tracking# M~4 M~~ M~l> 

3 cp~- code 9652" 96523 96522 

Irrigation of Implanted 
venous access device for 

HCFASTAFF drug delivery systems and 

TYPE, MEDICAL not report 9652X If an of Implantable pump or 
SUPPLY, OR Injection or Infusion Is reservoir for drug 
EQUIPMENT Refilling and provided on the same delivery, systemic (eg, 

4 CODE of portable pump day) 

5 !LOCATION In Office Out Office In Office Out Office In Office Out Office 
6 IGLOI:IAL l't:KIOU AAA AAA ~AA_ 

TOTAL (;LINit;AL LABOR TIME 82 16 85 
6 &A• fPE L051A=RN, L056A L056A 

9 Total Pre-time 6 0 " 10 Total ~nrra-ttme 70 ,., 
1 ota& •ost-ttme .. u " 12 

13 :;:~~cedure made 
1 Tor surgery 

14 Complete ' dtagnosttc & referral forms 3 0 3 
15 1 servtces 3 0 3 

16 
Office VISit before ouo ,., ··~· u~euu• ,_; Revtew test 
'and exam results 0 0 0 

17 [ProVIde 1 consent 0 0 0 
18 [Follow-up phone calls & ,II~UUIIo 0 0 0 

[19 [Other Chmcal Act1v1ty (please spectfy) 0 0 0 
[End:When patient enters office for 

[20 0 0 0 
[21 :tri¥1 • [Start: When patient enters office for 
[22 RNIOCN 
[23 1 services 

[24 
~~=atment & obtain ~· oeog~ dg,,.J medtcal 

LOS6A 4 2 5 
125 [Greet pat1ent and provtde gowmng 2 2 ...! 
[26 [Obtain VItal stgns • 3 3 3 

[(tmttal education of 1 hr amorttzed over average of 
[27 Is cycles) 3 0 4 
126 [Prepare room, I 2 2 2 

'Prepare and pos1t1on patten! 2 2 ...! 
'IX 28 0 17 

1 anesthesia 0 0 0 
f4a 

149 
!Perform procedure or Asstst phystctan 1n 

8 1 procedure 5 20 
[62 

[63 
~~~~~~r pt. follOWing ""' v'""'"' '""" tubes, momtors, 

5 0 5 
164 .Clean :nt by phystctan staff 3 0 3 

Iss 1;~~~!:~: 7o~~~.a~~~e:o~~ray •on• u<thnno 5 0 5 
[66 j X-ray, lab, and pathology reports 0 0 0 

-u,. ~· V"cuuo d educatton lcondttlons for whtch 
lpatie~t call office (stde effects, 

1 w'"~'""""u"•l home care instructions /coordinate 
67 !office VISits lfJit:oCIIfJIIUII> 5 0 5 
68 ;,End: Patient leaves office 

69 
76 ;Start: Patient leaves office .,_ 
71 [Conduct phone calls/call in 6 6 

[Office v1s1ts: Greet patient,esccirt to room; provtde 
lgown~ng; htstory & vttal stgns and chart; 
lassembie previous test reportslresults;asstst 
lphystcian dunng exam; ass1st wtth dressings, 
l;,.,o-und care, suture removal; prepare dx test, 

1 ~, """"~"u" forms; post serVIce education, 

72 
""" ucii<m, , clean room/equip, check 

!supplies; coordinate home or outpatient care 
73 [List Number and Level of Office Vis1ts 

[74 [99211 16 minutes 
75 [99212 27 m1nutes 
76 [99213 36 mtnutes 
77 [99214 53 mtnutes 
78 [99215 63 mtnutes 

[79 Other 
[80 [Total Office V1s1t Time 

la1 [Conduct phone calls between office VISIIS 

[82 [Other Actovtty (please spectfy) 

C:nd: with last offlcevisltbefore end of global 
erlod 

ras [drape, /1on~Sienle, Sheet 401n X 601n ~ 1 1 1 
[86 [gown, pattent 58026 
18' lpaper,examtalile 58036 7 
[88 [gloves, non-stenle 58022 1 1 1 
189 !gloves. stenle 58024 1 1 1 
I 9o [gloves, non-stenle, nttnle 58023 0 0 _(I 
[91 [gown, staff, ImperVIous 58027 1 0 1 Page 5 
192 I cover. rprobe 58004 



AMNSpeclalty Society RVS Update Commtttee Recommendations October 2004 
A B AC AD AG AH AI AJ 

1 2004 Recommendation 2004 Recommendation 2004 Recommendation 
2 Tracking# H24 H25 H26 
3 CPT code 96521 96523 96522 

Irrigation of Implanted 
venous access device for 

HCFASTAFF drug delivery systems (De Refilling and maintenance 

TYPE, MEDICAL not report 9652X If an of Implantable pump or 
SUPPLY, OR Injection or Infusion Is reservoir for drug 
EQUIPMENT Refilling and maintenance provided on the same delivery, systemic (eg, 

4 CODE of portable pump day) Intravenous, Intra-arterial 

5 LOCATION In Office Out Office In Office Out Office In Office Out Office 

93 swab-pad, alcohol SJ053 

94 povidone swabsttcks (3 pack uou) SJ043 

95 bandage, stnp 0.75m x 3tn SG021 1 1 
96 needle, 19-25g, butterfly SC030 

97 1nfus1on pump cassette-reseJVOir SC013 1 

98 IV InfuSIOn Set SC018 

99 synnge w-needle, OSHA compliant (SafetyGiide) SC058 2 2 3 
100 synnge 1 0·12ml SC051 2 2 2 
101 synnge 1ml SC052 
102 synnge20ml SC053 2 

103 synnge 50-SOml SC056 
104 water, stenle tnJ SH075 

105 angtocatheter 14g-24g SC001 

106 sod1um chlonde 0.9% 1n] bactenostat1c (30ml uou) SH068 1 1 1 
107 gauze, non-stenle 21n x 2in SG050 1 1 
108 dressing, 4in x 4.751n (Tegaderm) SG037 1 
109 steri-stnp (6 stnp uou) SG074 

110 1v tub1ng (extens1on) SC019 1 
111 battery, 9 vall SK010 2 

112 synnge 3ml SC055 

113 albumm saline SH004 

114 stop cock, 3-way SC041 1 
115 synnge 30 ml SC054 '1 
116 blood collect1on bag SC004 

117 eye sh1eld, non-fox SG049 0 0 0 
118 sod1um chloride, 99.0% m1n. SL126 
119 bandage, elastic, self-adherent wrap 11n (Caban) SG014 

,!_20 pack, mintmum multi-specialty vis1t SAa48 a a 0 
'eedle, Huber po1nt SCa39 a 
ynnge w1th needle, OSHA compliant sea 58 

, •" tray, lumbar puncture SAa65 
124 graham crackers, 1 packet SKa40 
125 UICe, apple, 1 oz SKa42 
126 cup, dnnk1ng SK018 
127 hepann 1 , 000 un~ts·ml inJ SH039 1 
128 E!i\i!il!ilei\t • r.(x.U"w"A .# . ~-

~ 'f.')~ ·; YA> .. 

129 btohazard hood ($7,612.00) 31 22 
130 chemo couch E91004 73 79 
131 1nfus1on pump E91001 
132 exam table E1001 20 

~ r-. 

Page 6 



CPT Code:90760 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:90760 Tracking Number: Hl Global Period: XXX 
Recommended Work Relative Value 

Specialty Society RVU: .17 
RUC RVU: 0.17 

CPT Descriptor: Intravenous infusion, hydration; initial, up to one hour 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 49 year old female has a diagnosis of viral gastroenteritis. Intravenous hydration is 
prescribed. A peripheral IV line needs to be established. 

Percentage of Survey Respondents who found Vignette to be Typical: 43% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 36% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) 109/2004 

ACRH - Elizabeth Tindall, MD 

AGA- Joel Brill, MD 

Presenter{s): ASCO- David Regan, MD & W. Charles Penley, MD 

ASH - Samuel H. Silver, MD, PhD 

IDSA- Lawrence Martinelli, MD I 

American College of Rheumatology (ACRh) 

American Gastroenterological Association (AGA) 

Specialty{s): American Society of Hematology (ASH) 

American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society_ of America (IDSA) 



CPT Code:90760 

CPT Code: 90760 

Sample Size: 377 IResp n: 111 I Response: % 

Sample Type: Convenience 

Low 251
h pctl Median* 75th pctl 

Survey RVW: 0.10 0.45 1.00 1.50 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 5.00 10.00 15.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

H!.g_h 

15.00 

120.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

CPT Code:90760 

WorkRVU 
1.10 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established 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. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
. .45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting · 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-servfce· time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make. certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 23 % of respondents: 20.7 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

90760 99214 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 10.00 II 25.00 

I Median Immediate Post-service Time II 5.00 II 13.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



CPT Code:90760 
I Median Office Visit Time II 0.0 I rl --0-.00---,1 

l=M=edi=.an=T=o=ta=l=T=im=e===============ll=l =2=5=.0=0==911 38.00 I 
Other time if appropriate . . . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

~-3_.1_1 __ ~1~1 ___ 2_._96 __ ~ 

~-2_.~ __ ~1~1 ___ 2_.88 __ ~ 

L..l u_r..:::::ge_n....;cy::...._or_m_e_d_ic_al_d_e_ci_si_on_m_ak_in....::g::...._ _______ ~l L..l __ 3_.2_4_....~1 L..l __ 2_._7, __ ....~ 

Technical Skill/Physical Effort (Mean) 

I~...T_ec_hni_._ca_l_sk_il_l r_e..!.qu_ir_ed ___________ -----JI L..l __ 2_.5_4 _...~I ._I __ 2_.4_6 _ ___.1 

I~...P--'hy~s_ica_l_e_ffo_rt_r_eq..!.u_ir_ed ___________ _____JII~_-2_.3_6 _...~I L..l __ 2_.2_8_~ 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-2_.9_4 __ __.1 .... 1 ___ 2_.5_6 __ ~ 

L.l o_u_tc_o_m_e_d""'epe::...._nds_o_n_th_e_s_k_m_a_n_d J::....·u_dg:::..m_e_n_t _or....::p_h::....ys_ic_ia_n __ ------~11~_2_.9_6 _...~I L..l __ 2_._86 __ ....~ 

._I E_s_tim_at_ed_r_is_k_o_f_m_a....:.lp_ra_c_tic_e_s_ui_t _w_ith--=-poo_r_ou_t_co_m_e ___ ___,l ~~ __ 2_.8_7 -~~ ._I __ 2_.66 __ __. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~P_re_-S_e_rv_ic_e_in_t_ens_i....::ty_lc_o_m..:._pl_eXI_ . .:.ty _________ --'1 ~...1 __ 2_.8_1 _...~I L..l __ 2_._57_~ 

-.!'-
··- 0 

._I I_nt_ra_-S_e_rv_ic_e_i_nt_ens---'ity'-/_co_m....:p_le_XI--'.ty'-------------'1 ~~ __ 2_. 7_9 -~~ ._I __ 2_._73 _ ___, 

._I P_o_st_-S_e_rv_ic_e_in_te_ns_i....:ty_lc_o_m..:.p_le_xi....:ty _________ __.l ~~ __ 2_.6_6 -~~~ ,_ __ 2_.4_9 _ ___, 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code:90760 

PROCESS AND PLAYERS 
The American College of Rheumatology (ACRh), American Gastroenterological Association (AGA), American Society 
of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious Diseases Society of America 
(IDSA) conducted a joint on-line survey. Physician advisors and staff met in-person to review the data and develop 
practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 2 minutes 
Intra: 5 minutes RUC modified to 3 minutes 
Post: 2 minutes 
Total Time: 9 minutes The RUC modified to 7 minutes 

Consensus Panel Work Recommendation: .17 RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel compared CPT code 90760 to other RUC-surveyed codes. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed codes that provided additional 
support for the reasonableness of the recommendation. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 
Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre= 0/Intra = 5/Post = 2) 

(Pre=O/Intra=7/Post=O) 
(Pre= 5/Intra = 5/Post = 1 0) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

The Consensus Panel also discussed that physician work for this procedure involves dealing with the diagnosis and 
management of minor reactions that can occur but do not rise to the level of a separately billable EM encounter. 

The Consensus Panel composed of physicians from multiple specialties concluded that they had made a reasonable 
argument for a value of .17 RVU for CPT code 90760.. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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



CPT Code:90760 
~ The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
~ Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90760; ADD-ON CODE: +90761 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) SEE ATTACHMENT SUBMITTED SEPARATELY 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

~-· 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:90760 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90780. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code: +90761 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: +90761 Tracking Number: H2 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: .13 
RUC RVU: 0.09 

CPT Descriptor: Intravenous infusion, hydration; each additional hour, up to eight (8) hours (List separately in addition 
to code for primary procedure) (Use +90761 in conjunction with code 90760) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 49 year old female with a diagnosis of viral gastroenteritis has two liters of IV hydration 
prescribed. At the end of the first hour another 1500cc remain to be infused and the infusion is continued. (This is an 
add-on code: the 90780Xl code includes the IV discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 64% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• No physician pre-service work 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post -service work 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ACRH - Elizabeth Ttndall, MD 

AGA- Joel Brill, MD 

Presenter( s): ASCO - David Regan, MD & W. Charles Penley, MD 

ASH - Samuel H. Silver, MD, PhD 

IDSA- Lawrence Martinelli, MD 
American College of Rheumatology (ACRh) 

American Gastroenterological Association (AGA) 

Specialty(s): American Society of Hematology (ASH) 

American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society of America (IDSA) 

CPT Code: +90761 



CPT Code·+90761 

Sample Size: 377 IResp n: 74 I Response: 19.62 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl 

Survey RVW: 0.10 0.17 0.44 1.06 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 3.00 5.00 10.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

H!g_h 

3.28 

240.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:+90761 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time afailable) for the reference code listed below. · 

Number of respondents who choose Key Reference Code: 23 % of respondents: 31.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+90761 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

I Median Immediate Post-service Time I 5.00 2.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Median Total Time 15.00 7.00 



CPT Code: +90761 
l~O_t_he_r_ti_m_e_if_a~pp~r_op~r_ia_te ____________________ ~l~l ______ ~l'l ---------,1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 2.54 II 
management options that must be considered .___ ______ _. ~--------~ 

2.40 

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

~......-_2_.3_5 _ _.1~-.1 __ 2_.2_7 ---1 

~lu_r~ge_n~cy~o_f_m_e_di_ca_l_dec __ is_io_n_m_ak_i~~~--------------~~~~---2_.6_1 __ _.1~1 ____ 2_.3_8 __ ~ 

Technical Skill/Physical Effort (Mean) 

~lT_e_cruu __ ·c_al_sk_i_ll_r~~ui_re_d ________________________ ~l~l ___ 2_.2_5 __ _.ll~----2-.l-3 __ ~ 

~lP_hy~s_ic_al_e_ffo_n_r_eq~u_ir_ed ______________________ ~l~l ___ 2_.~--~~~~---2_.00 ____ _. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~ ___ 2_.6_3 __ _.11~ ___ 2_.1_9 -----J 

~lo_u_oc_om_e __ de~p_en_d_so_n_th_e_s_~_·ll_a_oo~J~·u~dgm~e_m_o_f~ph~y_si_ci_·an ______ ~l~l ___ 2_.6_2 __ _.11~ ___ 2_.3_8 __ ~ 

~E_st_im_a_te_d_r_isk __ of_m_a.....:lp_ra_c_tic_e_s_ui_t w __ ith-'p~o_or_o_u_tc_om __ e ______ ---J .__ __ 2_.5_3 __ _.ll~....-___ 2_.3_5 __ ---J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

l~P_re_-S_e_rv_ic_e_in_te_ns_i....:;ty_lc_o_m.:...pl_eXI_.ty..:...._ __________________ ~l ~1 ___ 2_.4_5 __ _.11.__ __ 2_.2_7 __ ___. 

l~rn_t_ra_-S_erv __ ic_e_in_te_ns_ity..:...._lc_om-'p~le_x_ity.::..._ ________________ ---JI ~~ ___ 2_.3_9 __ _.11..__ __ 2_.2_5 __ __. 

~lP_o_&_-S_er_v_i~ __ in_te_ns_it~y/_co_m~p~le_XI_·ty~------------------'1~1 ___ 2_.5_3 __ _.11.__ __ 2_._14 __ __. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American College of Rheumatology (ACRh), American Gastroenterological Association (AGA), American Society 
of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious Diseases Society of America 
(IDSA), conducted a joint on-line survey. Physician advisors and staff met in-person to review the data and develop 
practice expense recommendations. 



CPT Code: +90761 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA), and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 0 minutes 
Intra: 5 minutes RUC modified to 3 minutes 
Post: 0 minutes 
Total Time: 5 minutes RUC modified to 3 minutes 

Consensus Panel Work Recommendation: .13 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Consensus Panel compared CPT code 90760 to other RUC-surveyed codes. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 90760. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre= 0/lntra = 5/Post = 2) 

(Pre =0/Intra =7 /Post=O) 
(Pre=5/Intra=5/Post= 10) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (+90761- .13RVU) 
By extension, +90780X2, which is a!Y-add-on code to 90760, was felt to deserve a lower RVU and this is reflected in 
the RVU value chosen. Since +90761 is billed in conjunction with 90760, there is no pre- or post-service time with this 
code. The Consensus Panel also discussed that physician work for this procedure involves dealing with the diagnosis and 
management of minor reactions that can occur but do not rise to the level of a separately billable EM encounter. 

The Consensus Panel composed of physicians from multiple specialties concluded that they had made a reasonable 
argument for a value of .13 RVU for CPT code +90761. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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



CPT Co,de: +90761 

1Zl The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
1Zl Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. ASE CODE: 90780Xl; ADD-ON CODE: +90761 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) ATTACHMENT SUBMmED SEPARATELY 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty 

Specialty 

Specialty 

Frequency 
F--

Frequency 

Frequency 

Percentage % 

Percentage % 

Percentage % 

·Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:+90761 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90781. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code:90765 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:90765 Tracking Number: H3 Global Period: XXX Specialty Society RVU: .24 

RUC RVU: 0.21 
CPT Descriptor: Intravenous infusion, for therapy/diagnosis, (specify substance or drug); initial, up to one hour 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 69 year old male presents with a history of a left olecranon bursitis due to oxacillin-resistant 
Staphylococcus aureus. He is receiving daily infusions on an outpatient basis and has been clinically improving. A PICC 
line has been previously established (placement of the PICC line is reported separately). 

Percentage of Survey Respondents who found Vignette to be Typical: 57% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 2% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) 109/2004 

ASCO - David Regan, MD & W. Charles Penley, MD 

Presenter{s): ASH - Samuel H. Silver, MD, PhD 

IDSA- Lawrence Martinelli, MD 
American Society of Hematology (ASH) 

Specialty{ s): . American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society of America (IDSA) 

CPT Code: 90765 

Sample Size: 174 IResp n: 46 
I 

Response: 26.43 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl High 

Survey RVW: 0.11 0.49 0.90 1.49 3.00 



CPT Code:90765 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 15.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 6.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~--

60.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:90765 

Work RVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time aVailable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 21.7 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

90765 99211 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 10.00 II 5.00 

Median Immediate Post-service Time 6.00 2.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 26.00 7.00 



CPT Code:90765 

Llo_t_he_r_ti_m_e_if_a~p~pr_o~pn_·a_te ____________________ ~ILI------~~~~ --------~~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
2.80 The number of possible diagnosis and/or the number of 3.23 II 

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_.2_2 _ _.1 ..... 1 __ 2_.7_8 _ ___, 

Ll U:....:r..:::ge.:....n...;;cy::_;_of_m_e.:....d_ic.:....al_d.:....e_ci.:....si...;;on_m_ak.:....in...!g.__ _______ __,JI .... 1 ___ 3_.0_7 __ -'1 .... 1 __ 2_.60 __ ---l 

Technical Skill/Physical Effort (Mean) 

._IT_ec_hlli __ ·ca_l_sD_·l_lr_~~u_ir_ed ______________________ ___.ll.__ __ 2_.6_l __ _.l._l ____ 2_.2_8 __ ~ 

LIP_h~ys_ic_al_e_ffi_o_rt_re~q~ui_re_d _________________ -'IIL-__ 2_.2_4 __ ~1LI ____ 2_.m ____ -' 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 1 ..... 1 ___ 3_. 7_2 __ __,1 ._I __ 2_.6_9 __ _. 

Ll O;_u_tc_o_m_e_d~ep'-e_nd_s_o_n_th_e_s_k,_·u_a_nd--'J::...·u--dg::..m_e_n_t o_f...!p_h~ys_ic_ia_n __ __,JI .... 1 ___ 3_.5_4 __ -'1 .... 1 __ 2_.8_9 __ ~ 

I .... E_s_tim_at_ed_r_is_k_o_f_m_a~lp_ra_ct_ic_e_su_i_tw_ith_p~o_o_r_ou_tc_o_m_e ___ ___.ll.__ __ 3_.5_4 __ _.l._l __ 2_.7_6 __ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

.... 1 P_re_-_se_rv_i_ce_,_·n_te_ns_ity..:../_c_om_p~l_eXI_.t..:..y _________ ___.l .... 1 ___ 3_.3_3 __ __,1 .... 1 ___ 2_.64 ____ __, 

.... 1 I_nt_ra_-S_e_rv_ic_e_i_nt_ens_ity::.../_co_m~p'-le_XI_.ty:...,_ ________ ___.l ._I ___ 3_.04 __ _.....11 .... ___ 2_. 7_8 __ ~ 
-.'!'-
~-. 

I L.. P_o_st_-S_e_rv_ic_e_in_te_ns_,-=·ty--/c_o_m~p_le_x'-=·ty--------------~~~L---2-.9_1 __ ~1 .... 1 ___ 2_.5_1 __ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious 
Diseases Society of America (IDSA) conducted a joint on-line survey. Physician advisors and staff met in-person to 
review the data and develop practice expense recommendations. 



CPT Code:90765 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 2 minutes 
Intra: 5 minutes 
Post: 2 minutes 
Total Time: 9 minutes 

Consensus Panel Work Recommendation: .24 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 90765. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre=O/Intra=5/Post=2) 

(Pre= 0/Intra = 7 /Post= 0) 
(Pre=5/Intra=5/Post= 10) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (90765- .24RVU) 
This code represents up to one hour of infusion of a drug under the physician's supervision. The Intensity/Complexity 
Measures in the survey data reflect this increased level of service. The Consensus Panel further felt that the provision of 
a drug with the infusion justifies the increased RVU which was assigned to this code. There is a risk of adverse reactions 
for this procedure. The Consensus Panel discussed that physician work for this procedure involves dealing with the 
diagnosis and management of minor reaetions that can occur but do not rise to the level of a separately billable EM 
encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .24 RVU for CPT code 90765. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

cgj The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 



CPT Code:90765 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90765; ADD ON CODES USED WITH BASE CODE: +90767, +90766, +90768 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) ATTACHMENT TO BE SUBMITTED SEPARATELY 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 
~--

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:90765 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90780. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

""' r--



CPT Code: +90766 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: +90766 Tracking Number: H5 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: .21 
RUC RVU: 0.18 

CPT Descriptor: Intravenous infusion, for therapy/diagnosis, (specify substance or drug); each additional hour, up to 
eight (8) hours (List separately in addition to code for primary procedure) 
(Report +90767, 90766 in conjunction with code 90765) 
(Report +90766 for additional hour(s) of sequential infusion) 
(Report +90766 for infusion intervals of greater than thirty minutes beyond one hour increments) 
(Report +90767 or +90766 to identify additional hour(s) of substance/drug infusion, or +90761 for hydration infusion, 
if provided as a secondary or subsequent service after a different initial service is provided) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 32 year old male insulin-dependent diabetic, who is status post renal transplantation, is 
receiving liposomal Amphotericin B infusion for Cryptococcus meningitis through an established PICC line. He is now 
to receive another hour of infusion. (This is an add-on code: the 9078Xl code includes the IV discontinuation, flush and 
discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 78% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• No physician pre-service work 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post-service work 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo9t2oos 

ASCO - David Regan, MD & W. Charles Penley, MD 

Presenter{ s): ASH - Samuel H. Silver, MD, PhD 

IDSA - Lawrence Martinelli, MD 
American Society of Hematology (ASH) 

Specialty{s): American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society of America (IDSA) 

CPT Code: +90766 

Sample Size: 174 IResp n: 41 
I 

Response: 23.56 % 

Sample Type: Convenience 



CPT Code: +90766 

Low 251
h pctl Median* 75th pctl 

Survey RVW: 0.15 0.20 0.63 1.46 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 3.00 5.00 10.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

H[g_h 

3.20 

150.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:+90766 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time afailable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 14 % of respondents: 34.1 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+90766 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

I Median Immediate Post-service Time 5.00 2.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Median Total Time 15.00 7.00 



CPT Code: + 907 66 
Ll O:..:t:.:..he:.:..r..::ti;::m:.:..e..::if....::.a:!:.pp!:.:r:.:..op!:.:r..::ia:.:..te:.__ _________ ---....~l L..l ------~~~..-----____;~~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

L..-_2_.9_5_.....~11L..-_2_. 1_1_----J 

....____2_. 7_6 _ __,11 ..... __ 2_. 7_1 _ ____, 

Ll U:..:r~ge=n:.:..cy::......::...of:..:m:.:..e:..:d..::ic..::al:...d_e_ci_si_on_m_ak_in...::g:.__ _______ ---11 L-1 __ 2_.9_8 _...~I ~..I __ 2_.40 __ ---1 

Technical Skill/Physical Effort (Mean) 

LIT:..:ec..::hlli~·c=al:.:..sk:.:..il:.:..l:..:r~~u=ir:..:~~-------------~~~~--2-.5_4 _ __,1~1 __ 2_.2_9 _ ___, 

L..:l P..::h~ys:..:.ica:..;,;:...l e:..:.ffi:.:..o.:...:rt:.:..r~.:..::!.:...u_ire_d ____________ ....JI ~1 __ 2_.1_2 _ __,1 ._I __ 1_.9_8 _ __, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ......___3.2_8_~1~1 __ 2._56 _ ___, 

~..I o_u_tc_o_m_e_d""'ep:....e_nd_s_o_n_th_e_s_k_m_a_nd_J::...·u_dg:;:..m_e_n_t o_f...::p_h::..ys_ic_ia_n __ ---....~1 .... I __ 3_.1_5 -~1 ~..I __ 2_._11 __ _, 

L..:E..::s....::.tim~at..::ed~ris:...k:...o..::f..::m:.:..a...::lp_rn_c_tic_e_s_ui_t_w_iili~poo_r_ou_t_co_m_e ___ ---....~~...-_3_.2_9_.....~1~1--2-._66 __ ~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CYfCode Reference 
Service 1 

~..I P_r_e-_Se_rv_i_ce __ I·n_te_ns_ity..:.../_c_om_p:....l_ex_ity~-----------'1 ~~ __ 2_.9_3 -~~ ._I __ 2_._50 _ _....... 

~..I r_nt_ra_-s_e_rv_i_ce_i_nt_ens_ity::.../_co_m....:p_le_x_ity=-----------_.......11 ..... __ 3_.oo _ __,l ._I __ 2_._58_----J 

~--

I~...P_o_st_-S_er_v_ic_e_in_te_ns_i...::ty_lc_o_m.!..p_le_xi...::ty _________ -.....~1 ~..I __ 2_. 7_5 -~~ ~..I __ 2_.40 __ ....~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious 
Diseases Society of America (IDSA), conducted a joint on-line survey. Physician advisors and staff met in-person to 
review the data and develop practice expense recommendations. 



CPT Code:+90766 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 0 minute 
Intra: 5 minutes RUC modified to 3 minutes 
Post: 0 minutes 
Total Time: 5 minutes RUC modified to 3 minutes 

Consensus Panel Work Recommendation: .21 RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 90765. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME RVU 
(Pre=O/Intra=5/Post=2) .17 

(Pre =0/Intra=7 /Post=O) .17 
(Pre=5/Intra=5/Post= 10) .22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION ( +90766 - .21RVU) 
This code describes the continuation of the infusion of a drug beyond the first hour. It is an add-on cdoe to 90765, and 
thus the pre and post work is captured in the base code. There is a risk of adverse reaction for this procedure. The 
Consensus Panel discussed that physician work for this procedure involves dealing with the diagnosis and management of 
minor reactions that can occur but do not rise to the level of a separately billable EM encounter. 

~ r-. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .21 RVU for CPT code +90766. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

1:8] The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 



CPT Code: +90766 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

. 2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90765; +90767, +90766, +90768 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code: +90766 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90781. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:+ 90767 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: +90767 Tracking Number: H4 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: .21 
RUC RVU: 0.19 

CPT Descriptor: ntravenous infusion, for therapy/diagnosis, (specify substance or drug); additional sequential infusion, 
up to one hour (List separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70 year old female status post a ruptured colonic diverticula presents for infusion of two 
drugs. She has a single lumen PICC line in place. (This is an add-on code: the 9078Xl code includes the IV 
discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 64% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician confirms orders 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post-service work 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo9/2004 

ASCO - David Regan, MD & W. Charles Penley, MD 

Presenter( s): ASH- Samuel H. Sil\ler, MD, PhD 
r--

IDSA- Lawrence Martinelli, MD 
American Society of Hematology (ASH) 

Specialty(s): American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society of America (IDSA) 

CPT Code: +90767 

Sample Size: 174 IResp n: 42 
I 

Response: 24.13 % 

Sample Type: Convenience 

Low 251
h octl Median* 75th pctl Hi9.h 

Survey RVW: 0.10 0.22 1.00 1.40 3.00 

Pre-Service Evaluation Time: 6.0 

Pre-Service Positioning Time: 0.0 



CPT Code: +90767 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 3.75 5.50 13.50 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

· Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

120.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code: +90767 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC 'if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 % of respondents: 30.9 % 

Til\1E ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

+90767 99211 

I Median Pre-Service Time II 6.00 II 0.00 

I Median Intra-Service Time II 5.50 II 5.00 

Median Immediate Post-service Time 5.00 2.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 16.50 7.00 



CPT Code: +90767 
._I O_th_e_r_tim_e_if_a.!-'pp:....r-'op:._n_·a_te __________ ___.l ._I ___ __.I r-1 ___ ____;~~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) ' 
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 reviewed and analyzed 

....__3_._15 _ __.1 ._I __ 2_.8_8 _ __. 

.____3_.15 _ __.1 ._I __ 2_.90 _ ___. 

._lu_r~ge_n~cy~of_m_e_d_ic_al_d_e_ci_si_on_m __ a~_·n~g~--------------~1._1 __ 3_.1_2_~1._1 ____ 2_.6_3 ____ ~ 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hlli __ ·ca_l_sk_i_ll_re~q-ui_re_d ________________________ ~ll.___2_.6_1_~1._1 __ 2_.3_2_~ 

._IP_h~ys_ic_a_le_ffi_o_rt_re~q:....ui_re_d ________________________ ~l._l __ 2_.1_7_~1._1 __ 2_.0_2_~ 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~....-_3_.3_9_~1 ._I __ 2_.6_o _ __. 

l._o_u_tc_o_m_e_de..:.p_e_nds __ o_n_th_e_s_~_n_a_nd...:J:.....u....:dg;:...m_e_nt_o_f...:..p~hy:....s_ic_ia_n ____ ___.ll ._ __ 3_.2_4_~11.__ ___ 2_.7_8 ____ ~ 

._E_s_tim_a_ted __ r_is_k_o_f _m_al..:...p_ra_ct_ic_e_su_it_w_i_th~p:....o_o_r o_u_tc_o_m_e ______ ___. ,____3_.3_2 _ _.I ._I ____ 2_.5_6 ____ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_re_-_se_r_vi_ce_i_nt_e_ns_it"-y/_co_m~p'-le_x_ity=-----------------------'ll.___3_.oo _ __.l ._I ___ 2_.6_8 __ ___. 

._I I_nt_ra_-S_e_rv_ic_e_i_nt_ens___;ity:..../_co_m....:.p_le_XI~·ty,__ ________________ ~ll._ __ 2_.9_5 _ _.I ._I ___ 2_. 7_5 __ ___. 

~--

._I P_o_st_-S_er_v_ic_e_in_te_n_si....::ty_lc_o_m...:..p_le_xi....::ty __________________ ~l ._I __ 2_.92 _ __.11 ._ ___ 2_._63 __ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious 
Diseases Society of America (IDSA), conducted a joint on-line survey. Physician advisors and staff met in-person to 
review the data and develop practice expense recommendations. 



CPT Code:+90767 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 1 minute 
Intra: 5 minutes 
Post: 0 minutes 
Total Time: 6 minutes 

Consensus Panel Work Recommendation: .21 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 907 65. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre=O/Intra=5/Post=2) 

(Pre= 0/Intra = 7 /Post= 0) 
(Pre =5/Intra=5/Post= 10) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (+90767- .21RVU) 
This code describes the sequential infusion of a drug after the initial 90765 service. The physician work for this infusion 
parallels that of 90765, however the pre-service work is less, and the post-service work is accounted for in the base 
code, 90765. There is a risk of adverse reactions for this procedure. The Consensus Panel discussed that physician work 
for this procedure involves dealing with the diagnosis and management of minor reactions that can occur but do not rise 
to the level of a separately billable EM ttmcounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .21 RVU for CPT code +90767. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

I:8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 



CPT Code: +90767 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90765; ADD-ON CODES: +90767, +90766, +90768 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMIITED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:+90767 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90781. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code: +90768 
AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: +90768 Tracking Number: H6 Global Period: ZZZ Specialty Society RVU: .17 

RUC RVU: 0.17 
CPT Descriptor: Intravenous infusion, for therapy/diagnosis, (specify substance or drug);concurrent infusion (List 
separately in addition to code for primary procedure) (report only once per substance/drug, regardless of duration) 
(Report +90768 in conjunction with code 90765 or 96413) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 73 year old patient with a diabetic ulcer and osteomyelitis presents for infusion. His wound 
culture was positive for several bacteria, including oxacillin-resistant Staphylococcus aureus. He is to receive an infusion 
of two antibiotics simultaneously through his previously established two lumen central catheter. (This is an add-on code: 
the 9078Xl code includes the IV discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 66% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post-service work 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ASCO - David Rega~ MD & W. Charles Penley, MD 

Presenter(s): ASH - Samuel H. Silver, MD, PhD 

IDSA- Lawrence Martinelli, MD 
American Society of Hematology (ASH) 

Specialty(s): American Society of Clinical Oncology (ASCO) 

Infectious Diseases Society of America (IDSA) 

CPT Code: +90768 

Sample Size: 174 IResp n: 35 
I 

Response: 20.11 % 

Sample Type: Convenience 

Low 251
h pctl Median* 75th pctl H!_g_h 

Survey RVW: 0.15 0.24 1.00 1.50 3.40 

Pre-Service Evaluation Time: 9.0 



CPT Code:+90768 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 3.00 7.00 14.25 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

100.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code: +90768 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 23 % of respondents: 66.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+90768 99211 

I Median Pre-Service Time II 9.00 II 0.00 

I Median Intra-Service Time II 7.00 II 5.00 

Median Immediate Post-service Time 5.00 2.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 21.00 7.00 



CPT Code:+ 90768 
IL...o_th_e_r_ti_m_e_if_a.!..;pp~r"""'op~n-·a_te __________ _..l L..l ___ __.I 'I --------,1 

INTENSITY /COMPLEXITY "MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

~...-_3_.4_3_-..~1 ~.--1 __ 2_.9_4 _ __,~ 

L-,__3_.44_......~1 ..... 1 __ 3_.00 _ __. 

Llu~r~g_en_c~y~of_m_e~d~ic~a~ld_e_ct_.si_o_n_m_ak_i~ng~--------------~~L-1 __ 3_.3_4_~1~1 ____ 2_._80 ____ ~ 

Technical Skill/Physical Effort (Mean) 

~IT_~_mu_·~_l_sk_il_l_re~qu_ir_ed ___________ ~l~l __ 2_.9_4_~1~1 __ 2_.5_7 _ __,~ 

LIP_h~ys_ic_a_le_ffi_o_rt_re_q~u_ire_d ____________ ~l~l __ 2_.3_4_~1~1 __ 2_.1_7_~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_. 7_7_~1 ._I ____ 2_. 7_7 ____ _. 

LO_u_tc_o_m_e_d~ep;_e_nd_s_o_n_th_e_s_k_ill_a_nd_J~·u_dg:::..m_e_n_t o_f..,!p_h~ys_ic_ia_n ____ ~ ..__3_.5_4_~1 Ll ____ 2_._91 ____ ~ 

LE_s_ti_m_at_ed_r_is_k_o_f_m_a~lp_ra_c_tic_e_s_ui_t_w_iili~po_o_r_ou_~_o_m_e ______ _...___3_.4_9_~11._ ____ 2_.6_9 ____ _. 

INTENSITY /COMPLEXITY "MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~~~re~-~Se~~-i_ce~i'--n~re~ns~it~y/_c_om"""'p~l-ex_it~y------------------~~ .... 1 __ 3_.3_7_~11.___2_.~--~ 

~~ I_nt_ra_-S_e_~_ic_e_i_nt_ens __ ity::.../_co_m....:p_Ie_x_ity=---------------------'1 ._I __ 3_.0_9 -~11.___2_.6_3 _ __, 

~--

~IP_o_st_-S_e~_ic_e_in_re_ns_ity~/_c_om~p~le_x-'ity'------------'1~1 __ 3_.1_1_~11~.---_2_.4_9 _ __. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recoilllllendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO), American Society of Hematology (ASH) and the Infectious 
Diseases Society of America (IDSA), conducted a joint on-line survey. Physician advisors and staff met in-person to 
review the data and develop practice expense recommendations. 



CPT Code:+90768 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA), and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 1 minute 
Intra: 3 minutes 
Post: 0 minutes 
Total Time: 4 minutes 

Consensus Panel Work Recommendation: .22 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other ROC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 90765. 

CODE DESCRIPTOR 
99211 
90471 
76076 

ElM- Levell 
Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre=O/Intra=5/Post=2) 

(Pre=O/Intra=7/Post=O) 
(Pre=5/Intra=5/Post= 10) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (+90768- .22RVU) 
This code describes the concurrent administration of more than one drug to a patient. Since it is to be used in conjunction 
with 90765, the pre-service work is thus partly accounted for by 90765, and there is no post-service work involved with 
this code. The Consensus Panel felt that the intensity of service due to the potential additive and/or toxicities, drug 
interactions and adverse effects of simultaneous drug administration justifies a higher RVU than for continuing or 
sequential drug administration. The Consensus Panel discussed that physician work for this procedure involves dealing 
with the diagnosis and management of minor reactions that can occur but do not rise to the level of a separately billable 
EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .22 RVU for CPT code +90768. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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



~ 
D 

D 
D 
D 
D 

CPT Code: +90768 
The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90765; ADD-ON CODES: +90767, +90766, +90768 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Freque'Bcy 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? Yes 



CPT Code: +90768 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90781. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code:90772 
AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:90772 Tracking Number: H7 Global Period: XXX 
Recommended Work Relative Value 

Specialty Society RVU: .17 
RUC RVU: 0.17 

CPT Descriptor: Therapeutic or diagnostic injection (specify substance or drug); subcutaneous or intramuscular 
(For administration of vaccines/toxoids, see 904 71-904 72) 
(Report 90772 for non-antineoplastic hormonal therapy injections) 
(Report 96401 for anti-neoplastic hormonal injection therapy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 19 year old male presents with severe dysuria. A urethral swab is performed and found to 
be consistent with gonorrhea 

Percentage of Survey Respondents who found Vignette to be Typical: 17% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 2% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) 109/2004 

ACRH - Elizabeth Tindall, MD 

Presenter{s): 
ASCO - David Regan, MD & W. Charles Penley, MD 

ASH - Samuel H. Silver, MD, PhD 

American College of Rheumatology (ACRh) 

Specialty{s): American Society of Hematology (ASH) 

American Society of Clinical Oncology (ASCO) 

CPT Code: 90772 

Sample Size: 263 IResp n: 58 
I 

Response: 22.05 % 



CPT Codeo90772 

Sample Type: Convenience 

Low 25th octl Median* 75th pctl 

Survey RVW: 0010 0017 0.63 1020 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: OoOO 2000 5.00 15000 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 -

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x OoO 
0 0 0 0 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7)0 

Hj_g_h 

2020 

60000 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:90772 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 22 % of respondents: 38.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

90772 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

Median Immediate Post-service Time 5.00 2.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 15.00 7.00 



CPT Code:90772 
jLO_th_e_r_ti_m_e_if_a.!..;pp:...r-'op:...n_·a_te __________ ----JI L-1 ___ __.I ,...I ___ ___;=..:;1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of .___2_.9_1 _ _.1 ._I __ 2_.4_9 __ _, 
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 

~-2_.7_7 __ _.IL...I ___ 2_.5_1 __ __. 

Ll U:....r.:::.ge:....n-'cy:.._of_m_e_d_ic_al_d_e_ci_si..;..on_m_ak_in...:::g:.._ _______ __.l L-1 __ 2_.7_7 _ _.I ._I __ 2_._37 __ _. 

Technical Skill/Physical Effort (Mean) 

jL...T_ec_hni_._ca_l_sk_il_l r_eq...!.u_ir_ed ___________ ____.l ._I __ 2_.3_3 _ _.I ._I __ 2_.2_5 _ __. 

jL...P_hy~s_ic_al_e_fti_ort_re...:q'-ui_red ____________ ---JI ._I __ 2_.1_2 _ _.1 ._I __ 2_.0_9 _ __. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-2_.8_9 __ _.1 ..... 1 __ 2_.4_o___. 

Ll O:....u_tc_o_m_e_d...:ep_e_nd_s_o_n_th_e_s_ki_ll_a_nd-'j:...u...:dg::..m_e_nt_o_f..!..p-'hy:...s_ic_ia_n __ __.l L-1 __ 2_. 7_8 _ _.I ._I __ 2_.4_9 __ _. 

L-E_s_tim_a_te_d_r_is_k_o_f_m_al..:..p_ra_ct_ic_e_su_it_w_i_th....:pc..o_or_o_u_tc_o_m_e ___ __. .___2_.8_6 _ _.1 ._1 __ 2_.4_2 __ _. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_re_-_se_r_vi_ce_i_nt_e_ns_ity.:..../_co_m.....:pc..le_XI_·ty~-----------'1 ._I __ 2_.6_1 _ _.1 ._I __ 2_._25 _ __. 

L-1 I_nt_ra_-S_e_rv_ic_e_i_nt_ens---'ity:.../_co_m....:.p_le_x-'ity:....._ ________ __.l ~-~ __ 2_.3_9 _ _.11.___2_.3_4 _ __. 

I L... P_o_st_-S_e_rv_ice_in_te_ns_i....::ty_lc_o_m..!..p_le_xi....::ty _________ ____.ll~....-_2_.4_8 _ _.11.___2_.2_7 _ __. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 



CPT Code: 90772 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus panel Time Recommendation 
Pre: 2 minute 
Intra: 3 minutes 
Post: 2 minutes 
Total Time: 7 minutes 

Consensus Panel Work Recommendation: .17 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 907 65. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
ElM- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre= 0/Intra = 5/Post = 2) 

(Pre= 0/Intra = 7 /Post= 0) 
(Pre= 5/Intra = 5/Post = 1 0) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (90772- .17RVU) 
The Consensus Panel agreed that a straightforward crosswalk to CPT code 99211 correctly reflected the level of 
physician work for this procedure and resulted in a reasonable value of .17 RVU. The Consensus Panel discussed that 
physician work for this procedure involves dealing with the diagnosis and management of minor reactions that can occur 
but do not rise to the level of a separately billable EM encounter. 

~--

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .17 RVU for CPT code 90772. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 



CPT Code:90772 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty 

Specialty 

Specialty 

Frequency 0 
~ 

Frequency 0 

Frequency 

Percentage 0. 00 % 

Percentage 0. 00 % 

Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:90772 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90782 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~ ··-. 



CPT Code:90774 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:90774 Tracking Number: H9 Global Period: XXX 
Recommended Work Relative Value 

Specialty Society RVU: .20 
RUC RVU: 0.18 

CPT Descriptor: Therapeutic or diagnostic injection (specify substance or drug); intravenous push, single or initial 
substance/drug (90772-90774 do not include injections for allergen immunotherapy. For allergen immunotherapy 
injections, see 95115-95117) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 58 year old woman with no major underlying health problems presents for evaluation of 
nausea and vomiting, She is diagnosed with Gastroenteritis with mild dehydration. An intravenous anti-emetic is 
prescribed, along with one liter ofiV hydration. (Liter of hydration is separately reported.) 

Percentage of Survey Respondents who found Vignette to be Typical: 28% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA ... 
RUC Meeting Date (mm/yyyy) jo9t2004 

ACRH - Elizabeth Tindall, MD 

Presenter(s): ASCO - David Regan, MD & W. Charles Penley, MD 

ASH - Samuel H. Silver, MD, PhD 
American College of Rheumatology (ACRh) 

Specialty(s): 
American Society of Hematology (ASH) 

American Society of Clinical Oncology (ASCO) 

CPT Code: 90774 

Sample Size: 263 IResp n: 64 
I 

Response: 24.33 % 

Sample Type: Convenience 



CPT Code:90774 

Low 251
h octl Median* 75th pctl 

Survey RVW: 0.15 0.25 0.72 1.48 

Pre-Service Evaluation Time: 6.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 4.50 6.50 15.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

Hj_g_h 

3.00 

240.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:90774 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 %of respondents: 23.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

9(1774 99211 

I Median Pre-Service Time II 6.00 II 0.00 

I Median Intra-Service Time II 6.50 II 5.00 

I Median Immediate Post-service Time 5.00 2.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Median Total Time 17.50 7.00 



CPT Code:90774 

~~O~t_he~r_ti_m_e_if_a~p~pr~o~pn~·a_te ____________________ ~ll~ ------~~~~---------.1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ~....-__ 3_.44 __ ~11L...-. ___ 2_.7_3 __ ~ 
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_.o_9 __ ~1~1 ____ 2._m __ ~ 

~~ U:....:r.=:.ge:....:n:.:.:cyc...o.:..:f_m.:..:e_dt_·ca_l_d_ec_is_io_n_rna_ki....:ng~--------------~~ ~~ ___ 3_.3_9 __ _.1 ~~ ____ 2_.6_1 __ __, 

Technical Skill/Physical Effort (Mean) 

~IT:...:.e.:..:chni __ 'ca_l_ski_'l_l_req....!.u~ir_ed ______________________ ~l ~1 ___ 2_.7_9 __ _.1 '-1 ____ 2_.6_2 __ __, 

'-1 P_h.:...ys_ica_l e_ffi_o_rt_re.:..:q:._ut_'red ____________ ~l '-1 ___ 2_.4_6 __ _.11 '-____ 2_.3_4 __ __, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-3_.4_7 __ _.1~1 ____ 2._69 __ ~ 

'-lo_u_oc_o_m_e_de....!.~_n_d_s_on_t_h_e_ski_.l_la_n_d.:...ju_d~gm_e_n_to_f~p~ey:._s_ic_ia_n __ ~l'-1---3-.3-1 __ _,1'-1----2-.8-2 __ __, 

L.:E:....:s:....:tim:....:a:....:te:....:d:...:.r:....:is:....:k..:..of~m:....:al:....:p~r:....:ac:..:..:ti.:..:ce.:..:s:..:.u:..:..it _w:....:ith......!:...poo~r _ou_tc_o_m_e ___ ........J ~.....-__ 3_.2_5 __ ....JI ._I ____ 2_.6_7 __ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~P_re_-S_e_~_ic_e_i_nt_ens_i~ty_lc_o_m~pl_e~_-~ty _________ ~l~l ___ 3_.1_3 __ ~1 ..... 1 __ 2_._56_~ 

~IIn_t_rn_-S_e_~_ic_e_in_re_ns_i~ty_lc_om~p:._l_e~_-ty.:.__ __________ ~l~l ___ 3_.0_5 __ ~~~~ __ 2_._67_~ 
~--

L..l P_o_st-_S_e~_ic_e _in_te_ns_ity.:...l_co_m....:p'-le_~~·ty:__ _________ ~l ~~ ___ 2_.8_0 --~~ L..l __ 2_._41_~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American College of Rheumatology (ACRh), American Society of Clinical Oncology (ASCO) and the American 
Society of Hematology (ASH) conducted a joint on-line survey. Physician advisors and staff met in-person to review the 
data and develop practice expense recommendations. 



CPT Code:90774 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA), and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 2 minute 
Intra: 5 minutes 
Post: 2 minutes 
Total Time: 9 minutes 

Consensus Panel Work Recommendation: .20 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 907 65. 

CODE DESCRIPTOR 
99211 E/M - Levell 
90471 
76076 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME 
(Pre= 0/lntra = 5/Post = 2) 

(Pre=O/Intra=7/Post=O) 
(Pre=5/Intra=5/Post= 10) 

RVU 
.17 

.17 
.22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION (90774 - .20RVU) 
This code describes the intravenous push of a drug. The Consensus Panel felt that the intensity of service for this code 
exceeds that of a saline hydration, but is not quite equivalent to that of the other infusion codes that include drug 
administration. The physician work includes pre-, intra- and post service physician time. There is a risk of adverse 
reactions for this procedure. The Consensus Panel discussed that physician work for this procedure involves dealing 
with the diagnosis and management of'ffiinor reactions that can occur but do not rise to the level of a separately billable 
EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .20 RVU for CPT code 90774. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

[8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 



D 

D 
D 
D 
D 

CPT Code:90774 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90774; ADD-ON CODE: 90775 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commoaly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 



CPT Code:90774 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90784. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code: +90775 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: +90775 Tracking Number: HlO Global Period: ZZZ Specialty Society RVU: .16 

RUC RVU: 0.10 
CPT Descriptor: Therapeutic or diagnostic injection (specify substance or drug); each additional sequential intravenous 
push (List separately in addition to code for primary procedure) 
(Use +90775 in conjunction with code 90774) 
(Report +90775 to report an intravenous push subsequent or concurrent to a hydration or therapeutic/diagnostic infusion 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 58 year old woman with no major underlying health problems presents for evaluation of 
nausea and vomiting, diagnosed as having gastroenteritis with mild dehydration. An intravenous anti-emetic is 
prescribed, along with one liter of IV hydration. The nausea persists and the physician prescribes a benozodiazepine by 
IV push. (The physician evaluations are reported separately. Hydration is reported separately.) (This is an add-on code: 
the 90784 code includes the IV discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 54% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 2% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post-service work 

SURVEY DATA --
RUC Meeting Date (mm/yyyy) lo9/2004 

ACRH- Elizabeth Tindall, MD 

Presenter(s): ASCO- David Regan, MD & W. Charles Penley, MD 

ASH - Samuel H. Silver, MD, PhD 
American College of Rheumatology (ACRh) 

Specialty(s): American Society of Hematology (ASH) 

American Society of Clinical Oncology (ASCO) 

CPT Code: +90775 

Sample Size: 263 IResp n: 54 
I 

Response: 20.53 % 

Sample Type: Convenience 

I Low I 25th pctl I Median* I 75th pctl T High 



CPT Code: +90775 

Survey RVW: 0.15 0.25 0.60 1.48 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 3.00 6.00 15.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s}: 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s}: 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7) . 

.a_>. ··--

5.00 

240.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code: +90775 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time a~ailable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 22.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+90775 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 6.00 II 5.00 

Median Immediate Post-service Time 5.00 2.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 16.00 7.00 



CPT Code: +90775 
~...:1 O:....th_e_r_ti_m_e_if_a.!..pp:....r...;;.op!:.:r~ia.:.:..te;__ _________ _..l._l ___ __.I r-1 -------,1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

...__3_.2_4 _ _.1 ~...I __ 2_. 1_s _ __. 

...__3_.o_2 _ _.11'--_2_.s_o _ __. 

..... lu_r~ge_n~cy_o_f_m_oo_i_ca_l_d~_is_io_n_m_~_i~~~---------'1 ..... 1 __ 3_.4_2_~1 ..... 1 __ 2_.6_9_~ 

Technical Skill/Physical Effort (Mean) 

I ~T_e_cruru_·ca_l_sk_il_l_re~qu_ir_ed ___________ ~ll._ __ 2_.8_9_~11~....-___ 2_.6_8 __ ~ 

~IP_h~ys_i~_l_e_ffi_ort __ r~~u_ir_ed ______________________ ~I~I ___ 2_.5_6 __ ~11~....-___ 2_.M ___ ~ 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ...__3_.4_5 __ ~1~...:1 __ 2._n _ ___, 

l._o_u_oc_om_e __ de~p_en_d_so_n_t_he_s_b_·n_a_nd~J~·u~dg~m_e_m_o_f~p~ey-st_·ct_·an ______ ~l~l ___ 3_.3_7 __ ~11~....-___ 2_.8_3 __ ~ 

~E_s_tim_a_too __ r_is_k_of_m_a~lp~r_ac_ti_ce_s_u_it_w_ith~po_o_r_ou_tc_o_m_e ______ ~~...:---3_.3_7 __ ~1~1 ____ 2_.6_5 __ ~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

~~~-e_-_se_~_ic_e_i_nt_ens~ity:..../c_o_m.!..p_k~_·~ty------------------~~~~ ___ 3_.0_2 __ ~11~ __ 2_.4_8 __ ~ 

~~ I_nt_ra_-S_e_~_ic_e_in_te_ns_i....:.ty_lc_om......:....pl_ex_ity..;...._ _______________ ~l ~~ ___ 3_.0_6 __ ~1 ~~ __ 2_._79 _ __. 
~ 

~IP_o_st_-s_e~ __ ic_e_in_re_ns_ity~/_c_om~p~le_x_ity~----------~~~~ ___ 3_.00 __ ~11~ __ 2_.5_0 __ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American College of Rheumatology (ACRh), American Society of Clinical Oncology (ASCO) and the American 
Society of Hematology (ASH) conducted a joint on-line survey. Physician advisors and staff met in-person to review the 
data and develop practice expense recommendations. · 



CPT Code: +90775 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 1 minute 
Intra: 5 minutes RUC modified to 3 minutes 
Post: 0 minutes 
Total Time: 6 minutes RUC modified to 4 minutes 

Consensus Panel Work Recommendation: .16 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 90760. 

The Workgroup considered a crosswalk to CPT code 99211. CPT code 99211 has a value of .17 RVU and is similar to 
90760 in physician work, technical skill, _effort and time with the patient. The Consensus Panel concluded that 99211 
was a reasonable crosswalk. The Workgroup identified several other RUC-surveyed that provided additional support for 
the reasonableness of the recommendation of .17RVU for CPT code 907 65. 

CODE 
99211 
90471 
76076 

DESCRIPTOR 
E/M- Levell 

Immunization administration 
Dual energy x-ray absorptiometry (DEXA) 

TIME RVU 
(Pre=O/Intra=5/Post=2) .17 

(Pre =0/Intra=7 /Post=O) .17 
(Pre=5/Intra=5/Post= 10) .22 

Once the Workgroup agreed to the value of .17 for 90760, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE SUPPORTING RECOMMENDATION ( +90775 - .16 RVU) 
This code describes the additional intravenous push of a drug after an initial intravenous push administration. The code is 
to be used in conjunction with 90774. The physician work for this infusion parallels that of 90774, however the pre
service work is less, and the post-service work is accounted for in the 90774, the base code. There is a risk of adverse 
reactions for this procedure. The Consensus Panel discussed that physician work for this procedure involves dealing 
with the diagnosis and management ofihlnor reactions that can occur but do not rise to the level of a separately billable 
EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .16 RVU for CPT code +90775. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

I:8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 



CPT Code: +90775 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 90774; ADD-ON CODE: +90775 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

~--

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? Yes 



CPT Code: +90775 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 90781. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:96401 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96401 Tracking Number: Hll Global Period: XXX Specialty Society RVU: .21 

RUC RVU: 0.21 
CPT Descriptor: Chemotherapy administration, subcutaneous or intramuscular; non-hormonal anti-neoplastic 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 34-year old patient with testicular cancer who has the appropriate indications for 
chemotherapy. 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? Yes 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews lab results as necessary 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2005 

ASCO- David Regan, MD & W. Charles Penley, MD 
Presenter(s): #" - ·, 

ASH- Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH) 

Specialty(s): 
American Society of Clinical Oncology (ASCO) 

CPT Code: 96401 

Sample Size: 145 IResp n: 40 -, Response: 27.58% 

Sample Type: Convenience 

Low 251
h octl Median* 75th octl Hiah 

Survey RVW: 0.17 0.41 0.95 1.50 2.58 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 5.00 5.00 10.00 40.00 



CPT Code:96401 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

. Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 {60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code:96401 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem( s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSillP 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 servicesjisted above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time a~aiiable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 22.5 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

96401 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

I Median Immediate Post-service Time 5.00 2.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Median Total Time 15.00 7.00 



CPT Code:96401 
l~o_th_e_r_ti_m_e_if_a~pp~r~op~r_ia_te ____________________ ~l~l ------~1'1 ---------,1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

~-3_.5_5 __ ~1~1 ____ 3._08 __ ~ 

~-3_.4_8 __ ~11~ __ 2_.9_7 __ --1 

~lu_r~ge_n_c~y~of~I~ne~d~ic~a~ld_e_ci_.si_o_n_m_ak_i~ng~--------------~~~~ ___ 3_.1_3 __ ~~~~---2_.7_3 ____ ~ 

Technical Skill/Physical Effort (Mean) 

~IT_e_ch_ru_·c_al_s_ki_ll_re~q~u_ire_d ________________________ ~l~l ___ 2_.7_5 __ ~11~----2_.6_5 __ ~ 

~IP_h~ys_ic_a_le_ffi_o_rt_re~q~ui_·re_d ________________________ ~l~l ___ 2_.1_5 __ ~~~~---2_.1_5 __ ~ 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-3_.7_8 __ ~''~--2_.6_8 __ --1 

~....lo_u_tc_o_m_e_d....:ep_e_nd_s_o_n_th_e_s_ki_ll_a_nd-'J:....·u~dg:::...m_e_n_t o_f..:;.p.....;hy:....s_ic_ia_n ____ ~l ~....l ___ 3_.7_0 __ ~II..__ ___ 3_._13 ____ ...J 

~E_s_tim_a_t_ed_r_is_k_o_f_m_al~p_ra_ct_ic_e_su_i_tw __ ith-'p~o_o_r_ou_tc_o_m_e ______ ~~--3_.5_5 __ ~1~1 ____ 2_.9_8 ____ ~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

l~....P_re_-_Se_r_vi_ce_I_· n_te_ns_it~y/_c_om-'p~l_ex_it.:...Y __________________ ____.l ~...I ___ 3_.3_4 __ ~1 ~...I ___ 2_._73 __ ____.~ 

~....l I_nt_ra_-S_e_rv_ic_e_i_nt_ens--'ity:..../_co_m....:p_le_x_ity::...__ _____________ ____.l ~~ ___ 2_.9_8 __ ~1 ~~ ___ 2_.9_0 __ ~ 
~ ··- . 

~~ P_o_st_-S_e_rv_ic_e_in_te_ns_i...;;ty_lc_o_m...:.p_le_xi...;;·ty'----------~' ~~ ___ 2_.9_5 __ ~1 ~~ ___ 2_.6_0 __ ~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPVT analysis, please refer to the Instructions for . Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 



CPT Code:96401 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 3 minutes 
Post: 2 minutes 
Total Time: 9 minutes 

Consensus Panel Work Recommendation: .21RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other ROC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post=10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 RVU for 
CPT code 96401. 

~--

Once the Workgroup agreed to the value of .21 RVU for 96401, the remaining codes in the family were discussed 
relative to this value. 

There is a risk of adverse reactions for this procedure. The Consensus Panel discussed that physician work for this 
procedure involves dealing with the diagnosis and management of minor reactions that can occur but do not rise to the 
level of a separately billable EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .21 RVU for CPT code 96401. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 



CPT Code:96401 
1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 

the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TOBE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequeitcy Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:96401 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96408 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~ ··--



CPT Code: 96402 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: 96402 Tracking Number: H12 Global Period: XXX Specialty Society RVU: .19 

RUC RVU: 0.19 
CPT Descriptor: Chemotherapy administration, subcutaneous or intramuscular; hormonal anti-neoplastic 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 72-year-old man with prostate cancer who has the appropriate indications for LHRH agonist 
therapy. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 3% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders. 
• Physician interacts and reviews plan with staff 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ASH - Samuel H. Silver, MD, PhD 
Presenter(s): 

AUA- Dr. Cooper aBd _Dr.Reqan 
American Society of Hematology (ASH) 

Specialty(s): 
American Uroloqical Association (AUA) 

CPT Code: 96402 

Sample Size: 729 \Resp n: 62 I Response: 8.50 % 

Sample Type: Convenience 

Low 251
h pctl Median* 75th pctl High 

Survey RVW: 0.17 0.45 0.60 1.10 3.80 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 5.00 5.00 10.00 30.00 

Post-Service I Total Min** CPT code I # of visits 



CPT Code: 96402 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 2.:.Q 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~ ··--



KEY REFERENCE SERVICE: 

Key CPT Code 
99212 

Global 
XXX 

CPT Code: 96402 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-serVice time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 %of respondents: 33.8 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

96402 99212 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 10.00 

I Median Immediate Post-service Time II 5.00 II 5.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



CPT Code: 96402 
I Median Office Visit Time II 0.0 I ,....1 --0-.00 _ _;;..:_,1 

:=M=e=di=.an=T=o=tal=T=im=e===============l :=1 ==15=.0=0==911 15.00 I 
Other time if appropriate . . . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of L---_2_.9_3_.....~1 ~...1 __ 3_.3_2 __ -J 
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 

.____2_.9_5_.....~11.____2_. 7_6 _ ____, 

~...1 u_r.:::.ge_n_;cy::.__of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in...::g::.__ _______ ___.l ~...1 __ 2_.6_1_.....~11~... __ 2_.6_9 __ -J 

Technical Skill/Physical Effort (Mean) 

~...IT_ec_ruu_·~_l_sk_il_l_re~qu_ir_ro ___________ ~II~_2_.5_6_-JI~-.I __ 2_.5_2 _ ____, 

~...IP_h~ys_ic_al_e_ffi_o_rt_re~q~ui_re_d ____________ .....~II~_2_.«_--JI~-.I __ 3_.0_8 _ ____, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-2_.6_1_-JI~I ___ 3_.o_8 __ -.....~ 

~..I O:...u_tc:...o_m....;.e_d~ep:......e_nd_s....:o_n_th....:e_s_k_ill_a_nd_J;:_·u_dg~m_e_n_t o_f...::p_h~ys_ic_ia_n __ ___.l ~-.I __ 2_.8_2 _-JI ~-.I __ 3_._18 __ .....~ 

~E_s_tim_at_ed_r_is_k_o_f_m_a~lp_rn_c_tic_e_s_ui_t_w_ith~po_o_r_ou_oc_o_m_e ___ ___.~_2_.6_6_-JI~I __ 2_._72 __ .....~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~...P_re_-_se_r_vi_ce_i_n_te_ns_it.:-y/_co_I~np,_l_ex_it.:-y _________ ___.l ~...1 __ 2_. 7_9_.....~1 ~~ __ 2_._63 _ __. 

I'-I_nt_ra_-S_e_rv_ic_e_i_nt_en_s-'ity::.../_co_m...::p_le_x_ity::.__ ________ ___.l ~-.I __ 2_.8_2 _.....~IIL---_2_.6_6 _ ___. 

~.-1 P_o_st_-S_e_rv_ic_e_in_te_n_si.....::ty:._/c_o_m~p_le_xi__,.ty:.__ ________ ___.ll '-__ 2_.8_l_.....~IIL---_2_.6_0 _ ___. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code: 96402 
PROCESS AND PLAYERS 
The American Urological Association (AUA) and the American Society of Hematology (ASH) conducted a joint on-line 
survey. Physician advisors and staff met in-person to review the data and develop practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA), and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work reconunendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 3 minutes 
Post: 2 minutes 
Total Time: 9 minutes 

Consensus Panel Work Recommendation: .19RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre=10/Intra=15/Post=5) .23 
76076 Dual energy x-ray absorptiomE!ky (DEXA) (Pre=5/Intra=5/Post=10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable reconunending a value of .21 for CPT 
code 9640X1. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
CPT code 96402 represents an intramuscular or subcutaneous injection of a hormonal chemotherapeutic agent. The work 
is identical to that described in 96401, as is the post-service work. Since the adverse effects of a hormonal agent are less 
than that of a chemotherapeutic agent and the surveyed mental effort and judgment and psychological stress reflect this as 
well, this code was valued less than 96401. 

There is a risk of adverse reactions for this procedure. The Consensus Panel discussed that physician work for this 
procedure involves dealing with the diagnosis and management of minor reactions that can occur but do not rise to the 
level of a separately billable EM encounter. 



CPT Code: 96402 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .19 RVU for CPT code 96402. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) FREQUENCY DATA TO BE SUBMITTED AS SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ~-How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 



CPT Code: 96402 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 

If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96408. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~-. 



CPT Code:96409 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96409 Tracking Number: H13 Global Period: XXX Specialty Society RVU: .27 

RUC RVU: 0.24 
CPT Descriptor: Chemotherapy administration, subcutaneous or intramuscular; intravenous, push technique, single or 
initial substance/drug 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67 year old male with bladder cancer presents for an IV push The patient does not have a 
venous access device and requires an IV initiation. 

Percentage of Survey Respondents who found Vignette to be Typical: 85% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 2% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews any appropriate lab results as necessary 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA ""-. 
RUC Meeting Date (mm/yyyy) 109/2004 

ASCO- David Regan, MD & W. Charles Penley, MD 
Presenter( s): 

ASH - Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH} 

Specialty(s): 
American Society of Clinical Oncology (ASCO} 

CPT Code: 96409 

Sample Size: 145 IResp n: 41 
I 

Response: 28.27 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl Hiah 

Survey RVW: 0.17 0.50 0.90 1.33 3.75 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 



CPT Code·96409 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 15.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 7.00 

Critical Care time/visit{s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit{s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

55.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99212 

Global 
XXX 

CPT Code:96409 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-serv1ee time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available,- Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 % of respondents: 31.7 % 

TIME ESTIMATES {Median} New/Revised Key Reference 
CPT Code: CPT Code: 

96409 99212 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 10.00 II 10.00 

I Median Immediate Post-service Time II 7.00 II 5.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 

~-



CPT Code:96409 

~~ M.;;,e;.;d,;,;;ia;,;,n.;O,;;ffi;.;'c;.e .;.V.;;,isi==t T=i=m=e==========~ll 0.0 I rl --0-.00---,1 

1-M-edi_·an_T_o_t_ai_n_·m_e _____________ -1 ~ I ~5.00 I 
Other time if appropriate c==J . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

~-3_.7_5 __ ~1~1 ____ 3._00 __ ~ 

~-3_.6_8 __ ~1~1 ___ 3_.00 __ ~ 

Ll u_r..:::g_en_c;!...y _of_m_e_d_ic ..... a_I d_ec_isi_o_n_m_ak_i.....:ng:::._ _______ ___.l ._I __ 3_.4_6_~1 Ll __ 2_._83 __ ~ 

Technical Skill/Physical Effort (Mean) 

._I T_e_chni_·c_al_s_ki_ll_re.....:q:....ui_re_d ____________ __,ll ._ __ 3_.5_8 _ __,1 ._I __ 2_.90 __ _. 

~IP.:...h:!..ys ..... ic ..... ai ..... e ..... ffi ..... or.:...t ..... re~qu_ir_ed _____________ ~l~l---2-.7-3_~1 .... 1 __ 2_.3_5 _ __. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-4_.2_0 __ ~11~ ___ 2_.9_3 __ ~ 

Ll O_u_tc_o_m_e_d_:ep:._.e_nd_s_o_n_th_e_s_k_ill_a_n_d :!..ju_d~gm_e_n_t _of...!p_h:!._ys_ic_ia_n __ ___.l Ll ___ 4_.0_8_~1 ._I __ 3_._10 __ __, 

LE_s_ti_m_at_ed_r_is_k_o_f_m_a~Ip_ra_c_tic_e_s_ui_t_w_ith~po_o_r_ou_t_co_m_e ___ ___..___3_.7_8 __ ~11._ __ 2_._90 __ ~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~ P_r_e-_Se_r_vi_ce_in_te_ns_it..:..y/_c_om_p:....I_ex_it..:..y _________ ~l ._I ___ 3_. 7_5 -~~~~---2_. 7_5_----J 

-"'" .,_-

L.:l I.:...nt ..... ra ..... -s ..... e ..... rv ..... ic.:..:e.....:i.:.:.nt ..... en:.::s_ity::.../_co_m.....:p'-Ie_x_it::...y ...... --------~~ ._I ___ 3_.3_5 _ __,11._ __ 2_.9_3 _ ___, 

L.l P_o_st_-S_e_rv_ic_e_in_te_ns_i...:ty'-/c_o_m~p_Ie_x,_,·ty'----------~~ ._I ___ 3_.5_0_~11.___2_.6_8_----J 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code:96409 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 5 minutes 
Post: 2 minutes 
Total Time: 11 minutes 

Consensus Panel Work Recommendation: .27RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial ins~ination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recmmnending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
CPT code 96408 is meant to reflect the work involved in providing chemotherapy administration via an intravenous 
push. The provision of this service involved more time than 90774, because chemotherapy administration requires 
reviews of laboratory studies and review of the calculation of the dose to be administered, work that is not required in 
90774. Furthermore this service involves a higher intensity of service and greater potential for adverse reactions and 
liability than the administration of drugs delivered in 90774. The Consensus Panel discussed that physician work for this 
procedure involves dealing with the diagnosis and management of minor reactions that can occur but do not rise to the 
level of a separately billable EM encounter. 



CPT Code:96409 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .27 RVU for CPT code 96409. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

[g) 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 96408; ADD-ON CODE: +964Xl 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ~-How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage 



CPT Code:96409 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 

If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance I11formation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to existing code 96408. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code: +96411 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: +96411 Tracking Number: H14 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: .23 
RUC RVU: 0.20 

CPT Descriptor: Chemotherapy administration, subcutaneous or intramuscular; intravenous, push technique, each 
additional substance/drug (List separately in addition to code for primary procedure) 
(Use +964X1 in conjunction with code 96408) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67 year old male with bladder cancer is to receive the 2nd drug for that day's treatment. 
The patient has just finished receiving an IV push of a first drug (reported separately under 96408) as part of the 
chemotherapy course. (This is an add-on code: the 96408 code includes the IV discontinuation, flush and discharge 
process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 3% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• No post - service physician work 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo9/~~o4 

ASCO - David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH - Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH) 

Specialty(s): 
American Society of Clinical Oncology (ASCO) 

CPT Code: +96411 

Sample Size: 145 IResp n: 35 
I 

Response: 24.13 % 

Sample Type: Convenience 

Low 251h pctl Median* 75th pctl Hj_g_h 

Survey RVW: 0.15 0.25 0.50 1.28 3.00 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 



CPT Code· +96411 

Intra-Service Time: 2.00 I 2.00 I 5.00 l 10.00 I 
Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30}; 
99231 (19}; 99238 (36}; 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~-. 

25.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code: +96411 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

Work RVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

Work RVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the.problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing tin1e data (RUC .if 
available, Harvard if no RUC time aT"ailable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 28.5 % 

TIME ESTIMATES {Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+96411 99211 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

I Median Immediate Post-service Time I 5.00 2.00 

I Median Critical Care Time I 0.0 0.00 

I Median Other Hospital Visit Time I 0.0 0.00 

I Median Discharge Day Management Time I 0.0 0.00 

I Median Office Visit Time I 0.0 0.00 

I Median Total Time II 15.00 7.00 



CPT Code: +96411 
Ll O_t_he_r_ti_m....;_e_if....:..a.!..pp!....r....:..o!....pr_ia_te __________ __.l L-1 ___ ____.1,...1 -------.1 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

.....___2_.6_7 _ _.11.____2_.6_0 _ ___. 

.____3_.5_9 _ _.1 ._I __ 2_.5_o _ __. 

Llu~r~ge~n~c~y~of~m~e~d~ic~a~ld_e_ci_si_on __ m_ak_i~ng~--------------~~~L-__ 3_.3_l_~IL-I ____ 2_.4_5 ____ ~ 

Technical Skill/Physical Effort (Mean) 

LIT~e~ch=ru~·c=al~s=ki=ll....:..re~q~u_ire_d ________________________ ~IL-1 ___ 3_.4_3_~1~1 ____ 2_.6_3 __ __, 

LIP_h~ys_ic_a_le_ffi_o_rt_re_q!....u_ire_d ________________________ ~IL-I __ I_.8_3_~1LI __ 2_.1_0 _ __. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .....__4.0_3 _ __.1 ._I __ 2_. 7_3 _ __, 

Ll O_u_tc_o_m_e_d_:ep!....e_nd_s_o_n_th_e_s_k_ill_a_n_d ::....ju_d:::..gm_e_n_t _of....:p_h::....ys_ic_ia_n ____ ~l L-1 __ 3_.9_9 _ __.11 L-____ 2_._93 ____ _, 

~.:I E::.:s=ti....;_m~at:.;;.ed:...:..:ris~k~o~f~m=a..!.lp..;..ra....;_c....;_tice.;.;......s_ui..;..t _w_ith--!...po....;o_r_ou_t_co_m_e ______ ---'1 Ll __ 3_. 7_7 _.....JI ... 1 ____ 2_._65 ____ __. 

INTENSITY /COMPLEXITY MEASURES CPT Code 

Time Segments {Mean) 

~..:1 P....;_r..;_e-~Se~r_vi:.;;.ce~in~te~ns~it..::..y_lc_om_p!....l_ex_ity.::._ __________________ __.ll · 3.43 

~..:1 l~nt~ra....;_-S~e:.;;.rv~i.:.;ce~i=nt:.;;.ens:::.....;it=-y/_co....;_m...:p'-le_x._it=-y __________________ __.II 3. 76 

~-. 

Reference 
Service 1 

11..__2_.40 _ __, 

1 ..... 1 _2_.58 _ __. 

ILP_o_st_-s_er_v_ic_e_in_te_ns_i....::ty_lc_o_m..:..p_le_xi....::ty __________________ ___.ll L-__ 2_.9_9 --'1 L-1 ___ 2_.2_4 __ ____. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 



CPT Code: +96411 
Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 3 minutes 
Intra: 5 minutes RUC modified to 4 minutes 
Post: 0 minutes 
Total Time: 8 minutes RUC modified to 7 minutes 

Consensus Panel Work Recommendation: .23RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
CPT code +96411 is an add-on code to 96408. It was felt to deserve a lower RVU and this is reflected in the RVU 
value chosen. Since +96411 is billed in conjunction with 96409, there is no post-service time with this code. However, 
there is still some (but less) pre-service time, since dose calculations are required for the additional chemotherapeutic 
agent. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a fair and 
reasonable argument for a value of .23 RVU for CPT code +96411. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 



CPT Code: +96411 
SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

r8] The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 96409; ADD-ON CODE: +96411 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple.,-.specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 



CPT Code: +96411 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96408. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~-. 



CPT Code:96413 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96413 Tracking Number: H15 Global Period: XXX Specialty Society RVU: .. 31 

RUC RVU: 0.28 
CPT Descriptor: Chemotherapy administration, intravenous infusion technique; up to one hour, single or initial 
substance/drug 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: This procedure is initiated for a 64 year old woman with ovarian cancer or rheumatoid 
arthritis. The patient has a venous access device in place. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 13% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews any appropriate lab results as necessary 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
~-. 

RUC Meeting Date (mm/yyyy) 109/2004 

ACRH- Elizabeth Tindall, MD 

ASCO - David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH- Samuel H. Silver, MD, PhD 

AGA- Joel Brill, MD 
American College of Rheumatology (ACRh) 

American Society of Hematology (ASH) 
Specialty(s): 

American Society of Clinical Oncology (ASCO) 

American Gastroenterological Association (AGA) 

CPT Code: 96413 



CPT Code·96413 

Sample Size: 344 IResp n: 98 
I 

Response: 28.48 % 

Sample Type: Convenience 

Low 251
h octl Median* 75th octl 

Survey RVW: 0.20 1.05 1.70 2.58 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 20.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 10.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~--

High 

6.50 

240.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

CPT Code:96413 

WorkRVU 
1.10 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established 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. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established 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. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-servi'"ee time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 % of respondents: 25.5 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

96413 99214 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 10.00 II 25.00 

I Median Immediate Post-service Time II 10.00 II 13.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



/ 

CPT Code:96413 
I Median Office Visit Time II 0.0 I r-1 --0-.00---,1 
I=M=e=di=.an=T=ot=al=T=i=m=e=============nl= ==3o=.o=o==lll 38.00 I 
Other time if appropriate . . . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

.___4_.2_1_...JII.___3_.8_l_....,........ 

.___4_._15_...JII.___3_. 1_1 _ ___. 

1 .... u_r..::,ge_n_cy=--of_m_e_d_ic_al_d_ec_i_si_on_m_ak_i....:ng=------------~1 ._I __ 4_.1_o _ _.ll._ __ 3_.5_4 __ _. 

Technical Skill/Physical Effort (Mean) 

._IT_e_chlli_'ca_l_sk_il_l_re~qu_ir_ed ________________ ___.ll~ __ -3_.7_1 __ _.1~1 ____ 3_.4_5 __ ~ 

I ._P_h~ys_ic_al_e_ffi_ort __ re~qu_ir_ed ______________________ ___.ll.__ __ 3_.1_7 __ _.l._l ____ 3_.0_2 __ ___. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-4_.6_7 __ ~11~ __ 3_.6_7 _ __, 

._I o_u_tc_o_m_e_d...:ep_e_nd_s_o_n_th_e_s_ki_ll_a_nd"""j'-.u"""dg:;...,m_e_n_t o_f..:.p""'hy;_s_ic_ia_n __ __.l ~I ___ 4_.4_8 _ _.I .... 1 __ 3_._82 __ -' 

._E_s_tim_a_t_ed_r_is_k_o_f_m_al.!,.p_ra_ct_ic_e_su_i_t w_t_'th-'p'-o_o_r o_u_tc_o_m_e ___ __. .__ __ 4_.4_5 ---'1 ._I __ 3_.6_3 __ -' 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._P_re_-_se_r_vi_ce_i_n_te_ns_it.:...yl_c_om-'p'-l_ex_it.:...y _________ __.l ._I ___ 4_.1_5 ---'1 ._I __ 3_._40_--' 

~--

I._ I_nt_ra_-S_e_rv_ic_e_i_nt_ens---'ity::..../_co_m....:p_le_XI_·ty=------------'1 ._I ___ 3_.9_6 __ _.11.___3_.6_1 _ ___. 

I ._P_o_st_-S_er_v_ic_e_in_te_ns_it~y/_co_m~p~le_x_ity~-----------111._ ___ 3_.7_3 __ _.11.___3_.3_0 _ __, 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 



CPT Code:96413 
The American College of Rheumatology (ACRh), American Gastroenterological Association (AGA), American Society 
of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint on-line survey. 
Physician advisors and staff met in-person to review the data and develop practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA), and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 7 minutes 
Post: 2 minutes 
Total Time: 13 minutes 

Consensus Panel Work Recommendation: .31RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptio~y (DEXA) (Pre=5/Intra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a ,value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code represents up to one hour of infusion of a chemotherapeutic agent under the physician's supervision. The 
Intensity/Complexity Measures in the survey data reflect this increased level of service. It was felt by the Consensus 
Panel that the amount of physician time, work, responsibility, judgment and medical decision making exceeded that of a 
chest x-ray, and approached that of the intra-catheterization injection of contrast. Furthermore, there is increased 
interaction between the infusion nursing personnel and the physician during this service compared to 96409. The 
Consensus Panel further felt that the provision of a drug with the infusion justifies the increased RVU which was 
assigned to this code. There is an increased risk of adverse reactions for this procedure compared to 96409. The 



CPT Code:96413 
Consensus Panel discussed that physician work for this procedure involves dealing with the diagnosis and management of 
minor reactions that can occur but do not rise to the level of a separately billable EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .31 RVU for CPT code 96413. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

[gl The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 96413; ADD-ON CODE: +96415, +96417 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multipl&'"specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00 % 



CPT Code:96413 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 

If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96410. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code: +96415 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: +96415 Tracking Number: H16 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: .22 
RUC RVU: 0.19 

CPT Descriptor: Chemotherapy administration, intravenous infusion technique; each additional hour, one to eight (8) 
hours (List separately in addition to code for primary procedure) 
(Use +96415 in conjunction with 96413) 
(Report +96415 for infusion intervals of greater than thirty minutes beyond one hour increments) 
(Report +90760 to identify hydration, or +90766 to identify nonchemotherapy drug infusion, if provided as a secondary 
or subsequent service in association with 96413) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A previously started infusion is continued for a 64 year old woman with ovarian cancer or 
rheumatoid arthritis. The patient has a venous access device in place. (This is an add-on code: the 96410 code includes 
the IV discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 84% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 5% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• No physician pre-service work 

Description of Intra-service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• No physician post-service work 

~-. 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ACRH- Elizabeth Tindall, MD 

ASCO - David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH - Samuel H. Silver, MD, PhD 

AGA- Joel Brill, MD 
American College of Rheumatology (ACRh} 

American Society of Hematology (ASH) 
Specialty(s): 

American Society of Clinical Oncology (ASCO) 

American Gastroenterological Association (AGA) 

CPT Code: +96415 



CPT Code·+96415 

Sample Size: 344 IResp n: 93 
I 

Response: 27.03 % 

Sample Type: Convenience 

Low 251
h octl Median* 75th octl 

Survey RVW: 0.15 0.45 1.00 2.00 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 4.00 10.00 20.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x o.o 
Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

Hi~h 

5.00 

250.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99212 

Global 
XXX 

CPT Code: +96415 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-serVfce time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 18 % of respondents: 19.3 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+96415 99212 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 10.00 II 10.00 

I Median Immediate Post-service Time II 5.00 II 5.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



CPT Code: +96415 
I Median Office Visit Time II 0.0 II.----O-.oo--'1 
~M.;e;,;di;;::.an;,;,;,;T.;o;;;ta,;,l=T=im;;;e~~============lll= ==20=.0=0==111 15.00 I 
Other time if appropriate _ _ _ _ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of L-_3_.5_1_-.~11 ._ __ 3_.2_5 __ _. 
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 

~...-_3.3_9_....~1 ~...1 __ 3_.2_0_--1 

._I u_r-=-ge_n....;cy~of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in-=g~-----------~1 ... 1 __ 3_.4_7 _ _,1 ._I __ 3_.o_9 __ _. 

Technical Skill/Physical Effort (Mean) 

~IT_e_ch_n_ic_al_s_ki_ll_re_q~u_ired ____________ __.ll._ __ 3_.2_8 _ _.1._1 __ 2_.9_8 _ __, 

L.l P_h.::...ys_ic_al_e_ffi_or_t _req...!.u_ir_ed ___________ --JI '-1 __ 2_.90_---JI ._I __ 2_.6_3 _ ___. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ...._____4_.3_2 ____.I ._I __ 3_.2_8 _ __. 

~O_u_tc_o_m_e_d....:ep'-e_nd_s_o_n_th_e_s_ki_-ll_a_nd-'J::...·u-'dg:::..m_e_n_t o_f...:.p_h::...ys_ic_ia_n __ ____. L-_4_.0_6 _ _.I ~~ __ 3_._47 __ --J 

L.lE_s_tim_at_ed_r_is_k_o_f_m_a~lp_ra_ct_ic_e_s_ui_t_w_ith_p~o_o_r_ou_tc_o_m_e ___ ____.l._l __ 4_.2_0 _ _.1~1 __ 3_._32 __ _, 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._P_re_-_Se_r_vi_ce_i_nt_e_ns_it .... y/_co_m-'p'-le_x_it::...y _________ ____.ll....___3_.4_3 _ _.I ._I __ 3_.0_3 _ __, 

~-. 

'-1 I_nt_ra_-S_e_rv_ic_e_i_nt_ens___,ity::.../_co_m...:.p_le_x-'ity~-------------~11.....__3_.5_2 _ _.II._ __ 3_._14 _ ____, 

._I P_o_st-_S_er_v_ic_e _in_te_ns_it.::...y/_co_m....:p_Ie_x-'ity~----------'11....___3_.4_1 _ _.I '-1 __ 2_._99 _ __, 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code: +96415 
PROCESS AND PLAYERS 
The American College of Rheumatology (ACRh), American Gastroenterological Association (AGA), American Society 
of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint on-line survey. 
Physician advisor~ and staff met in-person to review the data and develop practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 0 minutes 
Intra: 6 minutes RUC modified to 5 minutes 
Post: 0 minutes 
Total Time: 6 minutes RUC modified to 5 minutes 

Consensus Panel Work Recommendation: .22 RVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96411. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable val"\}e. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insgmination. (Pre= 10/Intra= 15/Post=5} .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post=10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes the continuation of the infusion of a chemotherapy drug beyond the first hour. CPT code +96415 is 
designated as an add-on code to 96413, and thus the pre- and post-service work is captured in the initial code. There is a 
risk of adverse reactions for this procedure. The Consensus Panel discussed that physician work for this procedure 
involves dealing with the diagnosis and management of minor reactions that can occur but do not rise to the level of a 
separately billable EM encounter. 



CPT Code: +96415 
The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .22 RVU for CPT code +96415. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

[gJ The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 96413; ADD-ON CODE: +96415, +96417 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 



Specialty 

Specialty 

Specialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

CPT Code: +96415 

% 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96412. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



\ 
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CPT Code:96416 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96416 Tracking Number: H17 Global Period: XXX Specialty Society RVU: .24 

RUC RVU: 0.21 
CPT Descriptor: Chemotherapy administration, intravenous infusion technique; initiation of prolonged chemotherapy 
infusion (more than eight hours), requiring use of a portable or implantable pump 
(For insertion of pump, use 36563) 
(For refilling and maintenance of a portable pump or an implantable infusion pump or reservoir for drug delivery, see 
96521, 96523, 96522) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 58 year old female having periodic prolonged infusions of fluorouracil presents for her 
therapy. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Is conscious sedation inherent to this procedure? Yes Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews any appropriate lab results as necessary 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instnictions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ASCO - David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH -Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH) 

Specialty(s): 
American Society of Clinical Oncology (ASCO) 

CPT Code: 96416 

Sample Size: 145 IResp n: 33 
I 

Response: % 



CPT Code·96416 

Sample Type: Convenience 

Low 251
h octl Median* 75th octl 

Survey RVW: 0.17 0.33 0.70 1.25 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 20.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 10.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59}; 99214 (38); 99213 (23}; 99212 {15}; 99211 (7). 

~-. 

HiQh 

7.00 

60.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99212 

Global 
XXX 

CPT Code:96416 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-servtse time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 18.1 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

96416 99212 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 10.00 II 10.00 

I Median Immediate Post-service Time II 10.00 II 5.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



CPT Code:96416 
I Median Office Visit Time II 0.0 llr----0-.00---:....;;...,1 

l=M=e=di=.an=T=o=ta=I=T=im=e==============ll=l ==30=.0=0==911 15.00 I 
Other time if appropriate . . . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

._____4_.0_6 _ _.11 ..... __ 3_._18 _ ___. 

....___3_.9_4 _ _.1 ..... I __ 3_._19 _ ___. 

~lu_r~ge_n_cy~of_m_e_d_ic_al_d_e_ci_si_on __ m_ak_i~ng~--------------~~1,_ __ 3_.7_3_~1~1 ____ 2_.9_4 ____ ~ 

Technical Skill/Physical Effort (Mean) 

~IT_e_cruu_·ca_I_sk_ii_I_r~~u_ir_ed ___________ ~ll.....__3_.7_9_~1,_1 __ 2_.8_8_~ 

I ~P_h~ys_ic_a_Ie_ffi_o_rt_re~q~ui_re_d ________________________ _.ll.....__2_.7_6 _ _.11~ __ 2_.3_9 _ ___. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality L--_4_.4_8 ~I ...... I __ 3_.1_3 ---~ 

~I o_u_tc_o_m_e_d_,ep_e_nd_s_o_n_th_e_s_ki_n_a_nd.....;J;_.u.....;dg:;_m_e_n_t o_f...;.p.....;hy=-s_ic_ia_n ____ __.l ~I __ 4_.3_6 _ _.I ~I ____ 3_.3_o ____ _. 

~~ E_s_tim_a_t_ed_r_is_k_o_f_m_al..:..p_ra_ct_ic_e_su_i_t w __ ith-'p:...o_o_r o_u_tc_o_m_e ______ --'1 ,_1 __ 4_.0_3 _ ...... I ~~ ____ 2_.9_7 ____ ...... 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~ P_re_-_se_r_vi_ce_i_n_te_ns_it~y/_c_om.....;p:....I_eXJ_.t.:..y __________________ __.ll ~ __ 4_.1_2 _ _.I ~~ ___ 2_._94 __ ~ 

~-. 

I~ I_nt_ra_-S_e_rv_ic_e_i_nt_ens---'ity:..../_co_m_,p_Ie_x_ity::;...._ ________________ __,l ~~ __ 3_.6_9 _ _.1 ~~ ___ 3_._00 __ ~ 

I~ P_o_st_-S_e_rv_ic_e_in_te_ns_i...::ty_lc_o_m...;.p_le_xJ...::·ty'----------------------'1 ~~ __ 3_. 7_9 _ ...... 11....._ __ 2_. 7_9 __ ___. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 



CPT Code:96416 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4minutes 
Intra: 4 minutes 
Post: 2 minutes 
Total Time: 10 minutes 

Consensus Panel Work Recommendation: .24 RVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes initiation of prolonged chemotherapy infusion, requiring use of a portable pump. The interactions 
with nursing personnel are decreased as compared to 96413, and the surveyed mental effort and judgment was not as 
intense as 96413. The Consensus Panel discussed that physician work for this procedure involves dealing with the 
diagnosis and management of minor reactions that can occur but do not rise to the level of a separately billable EM 
encounter. 



CPT Code:96416 
The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .24 RVU for CPT code 96416. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 
~ ··- . 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 



Specialty 

Specialty 

Specialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

CPT Code:96416 

% 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96414. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code:+ 96417 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: +96417 Tracking Number: H18 Global Period: ZZZ Specialty Society RVU: .24 

RUC RVU: 0.21 
CPT Descriptor: Chemotherapy administration, intravenous infusion technique; each additional sequential infusion 
(different substance/drug), up to one hour (List separately in addition to code for primary procedure) 
(Use + 96417 in conjunction with code 96413; report only once per sequential infusion; report + 96415 for additional 
hour(s) of sequential infusion) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 64 year old female with ovarian cancer presents for infusion. She has completed infusion of 
one chemotherapy drug and is now infused with a second drug through her implanted venous access device. (This is an 
add-on code: the 96413 code includes the IV discontinuation, flush and discharge process.) 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 6% 

Is conscious sedation inherent in your reference code? Yes 

Description of Pre-Service Work: 
• Physician confirms orders 
• Physician conducts reassessment of patient status prior to commencing new drug infusion 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician periodically assesses patient and patient's response to treatment, typically through communication with 
the nurse · 

Description of Post-Service Work: 
• No physician post-service work 

SURVEY DATA "" 
RUC Meeting Date (mm/yyyy) 109/2004 

ASCO- David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH - Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH) 

Specialty(s): 
American Society of Clinical Oncology (ASCO) 

CPT Code: +96417 

Sample Size: 145 IResp n: 32 I Response: 22.06 % 

Sample Type: Convenience 

Low 251
h octl Median* 75th pctl H!g_h 

Survey RVW: 0.13 0.40 .0.90 1.14 6.50 

Pre-Service Evaluation Time: 6.0 

Pre-Service Positioning Time: 0.0 



CPT Code·+ 96417 
Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 1.00 3.00 5.00 12.75 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**PhysiCian standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~-. 

60.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

CPT Code: +96417 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code 
99212 

Global 
XXX 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

~--

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 %of respondents: 25.0 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

+96417 99211 

I Median Pre-Service Time II 6.00 II 0.00 

I Median Intra-Service Time II 5.00 II 5.00 

I Median Immediate Post-service Time II 5.00 II 2.00 

I Median Critical Care Time II 0.0 II 0.00 



CPT Code: +96417 

I II ~----~1 Median Other Hospital Visit Time . . 0.0 0.00 . 
~I ======================91~1 ====9 I Median Discharge Day Management Time . . 0.0 0.00 . 

I?M=ed=ia=n=O=ffi=•ce=V='=·si=t T=im=e==============lll 0.0 0.00 I 
Median Total Time I 16.00 7.00 I 
~0-t-h-er-t-im_e_i_f_a-pp-r-op-r-ia-te----------------------~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

.____3_. 7_2 _ _.11...___2_.9_7 _ ___. 

...___3_.6_9 _ _.11.____2_.8_4 _ ___. 

._I u_r.:::ge_n...;cy::......of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in..!g::...... _______ ____jll ._ __ 3_.6_2 _ _.11...._ __ 2_.6_6 __ .... 

Technical Skill/Physical Effort (Mean) 

._IT_ec_hill_·~_l_sk_il_l_re~qu_ir_ed ___________ ~l._l __ 3_.4_5 _ _.11._ __ 2_.7_1 _ __. 

I ~P_h~ys_ic_al_e_ffi_ort_re~qu_ir_ed ___________ ~l~l __ 2_.5_8_~1._1 __ 2_.2_9 _ ___. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .____4_._13 _ _.1 .... 1 __ 2_.s_2 _ ___. 

~lo_u_oc_o_m_e_d~ep~e_nd_s_o_n_th_e_s_k_ill_a_nd-'J~·u_dg~m_e_n_to_f~p_h~ys_ic_ia_n __ ~l~l __ 3_.9_4_~1~1 __ 2_.8_1 __ _. 

._E_s_ti•_na_t_ed_r_is_k_o_f_m_al.:..p_ra_ct_ic_e_su_i_t w_,_.th-'p'-o_o_r o_u_tco_m_e ___ ___, ~....-_3_.8_1_...~1 ._I __ 2_.5_9 __ ....~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._P_re_-_Se_r_vi_ce_i_nt_e_ns_it.:..y/_co_m-'p'-le_x_it.:..y _____ '-_-_· ___ __.11~...-_3_.6_6 _...~I ~~ __ 2_._66 _ ___. 

._I I_nt_ra_-S_e_rv_ic_e_i_nt_ens---'ity:.../_co_m_!p_le_x-'ity::...... ________ __.l ._I __ 3_.5_0 _ _.I ._I __ 2_._81 _ __. 

I L. P_o_st_-S_e_rv_ic_e_in_te_ns_i...:ty_lc_o_m..:.p_le_xi-=ty;_ ________ ----11 ._I __ 3_.44_--.~1 ~~ __ 2_._44 _ ___. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code: +96417 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 2 minutes 
Intra: 7 minutes RUC modified to 6 minutes 
Post: 0 minutes 
Total Time: 9 minutes RUC modified to 8 minutes 

Consensus Panel Work Recommendation: .24 WRVU 

CONSENSUS PANEL RATIONALE - CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90780X1, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes the sequential infusion of a drug after the initial 96413 service. The physician work for this infusion 
parallels that of 96413, however the pre-service work is less (but chemotherapy dosing still requires recalculation), and 
the post-service work is accounted for in the 96413 code which this code is an add on to. There is a risk of adverse 
reactions for this procedure. · 



CPT Code:+96417 
The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .24 RVU for CPT code +96417. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

[gl The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. BASE CODE: 96413; ADD-ON CODES: +96415, +96417 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty 

Specialty 

Specialty 

How often? 
~-. 

How often? 

How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recmmnendation from multiple specialties please estimate frequency and percentage for each 

specialty. 



Specialty 

Specialty 

Specialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

CPT Code:+96417 

% 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96412. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code:96521 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:96521 Tracking Number: H24 Global Period: XXX 
Recommended Work Relative Value 

Specialty Society RVU: .24 
RUC RVU: 0.21 

CPT Descriptor: Refilling and maintenance of portable pump 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 58 year old female having a prolonged infusions of fluorouracil presents to have her 
portable infusion pump refilled. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews any lab results as necessary 
• Physician calculates dose 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician assesses patient's response to treatment 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

Presenter(s): ASCO- David Regan, MD & W. Charles Penley, MD 

Specialty(s): American Society of Clinical Oncology (ASCO) 

CPT Code: 96521 

Sample Size: 86 IResp n: 21 
I 

Response: 24.41 % 

Sample Type: Convenience 

Low 251
h octl Median* 75th octl Hj_g_h 

Survey RVW: 0.15 0.31 1.00 1.10 4.50 

Pre-Service Evaluation Time: 7.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 5.00 5.00 12.00 40.00 

Post-Service I Total Min** CPT code I# of visits 



CPT Code:96521 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

,;!' ··- . 



KEY REFERENCE SERVICE: 

Key CPT Code 
99212 

Global 
XXX 

CPT Code:96521 

WorkRVU 
0.45 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99211 

Global 
XXX 

WorkRVU 
.17 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, that may 
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

MPC CPT Code 2 
99212 

Global 
XXX 

WorkRVU 
.45 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a problem focused history; a problem focused examination; 
straightforward medical decision making. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are self limited or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-serV'Tee time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 28.5 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

96521 99212 

I Median Pre-Service Time II 7.00 II 0.00 

I Median Intra-Service Time II 5.00 II 10.00 

I Median Immediate Post-service Time II 5.00 II 5.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 



CPT Code:96521 
I Median Office Visit Time II 0.0 I r-1 --0-.00---,1 
t=M=e=di=.an=T=o=ta=l=T=im=e==============PI= ==17=.o=o==lll 15.00 I 

Other time if appropriate . . . . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

~-3_.4_3 __ ~1~1 ____ 2._57 __ ~ 

~-3_.5_7 __ ~1~1 ____ 2._62 __ ~ 

L..l U:....r..::ge:....n:....cy::.....;...of_m_e_d_ic_al_d_e_ci_si_on_m_ak_i....::ng::........ _______ ~ll L-__ 3_.4_3 -~~ L-1 __ 2_._57 __ --' 

Technical Skill/Physical Effort (Mean) 

I L-T_e_chill_·ca_l_sk_il_l_re~qu_ir_ed ___________ ~IL-1 __ 3_.3_8_--'IL-1 ___ 2_.3_3_~ 

L..l P_h::....ys_ic_al_e_ffi_ort_re~qu_ir_ed ___________ ~l L-1 __ 2_.6_7_--'1 L..l ____ 1_.8_6 __ ___. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-4_._14 __ -JII ~ ___ 2_.5_2 __ ___. 

Ll O:....u::.:.tc:..:o..:.:m::.:.e-=d~ep~e..:.:nd.::.:s:...;o:..:;n;_th..:.:e:...;s:...;k.:.:.ill;_a..:.:n.;_d ::..;ju..;.d~gm.;_e:....n:....t :....of....::P:...;h::..ys:....ic:....ia_n __ ---JI L-1 __ 3_. 7_6 _ __.1 L-1 __ 2_._67 __ _. 

L.E_s_ti_m_at_ed_ris_k_o_f_m_a~lp_ra_c_tic_e_s_ui_t _w_ith.....::..po_o_r_ou_t_co_m_e ___ __. .___3_.8_6 _ __.1 L.l __ 2_._76 __ _. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

L-1 P_re_-_se_r_vi_ce_I_·n_te_ns_ity..:../_c_om_p:....l_ex_it..:..y _________ ~l L-1 __ 3_.4_8_--'IIL-__ 2_.3_3 _ ___. 

~-. 

L-1 I_nt_ra_-S_e_rv_ic_e_i_nt_ens_ity:....l_co_m--'p'-le_x_ity=----------~~ L-1 __ 3_.1_4 _ _.IIL-__ 2_.6_7 _ _...... 

~..:1 P;_o..:.:st:...;-S;_e.;_rv..:.ic:..:.e..:.in::.:.te::.:.ns.:.:.I....:·ty:.../co_m~p-le_x....:ity:__ ________ ---JI L-1 __ 3_.4_8_--'1 L-1 __ 2_.4_3 _ _...... 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 



CPT Code:96521 
The American Society of Clinical Oncology (ASCO) conducted an on-line survey. Physician advisors and staff met in
person to review the data and develop practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 4 minutes 
Post: 2 minutes 
Total Time: 10 minutes 

Consensus Panel Work Recommendation: .24 WRVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other ROC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre= 10/lntra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post= 10) .22 

~-. 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes refilling and maintenance of portable pump for chemotherapy infusion. The work, mental effort, 
and risk of this code are identical to 96416. The Consensus Panel discussed that physician work for this procedure 
involves dealing with the diagnosis and management of minor reactions that can occur but do not rise to the level of a 
separately billable EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .24 RVU for CPT code 96521. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 



CPT Code:96521 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted ~ode, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 
~ ··-. 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 



CPT Code:96521 
Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96520. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~--



CPT Code:96522 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96522 Tracking Number: H26 Global Period: XXX Specialty Society RVU: .24 RUC RVU: 0.21 

CPT Descriptor: Refilling and maintenance of implantable pump or reservoir for drug delivery, systemic (eg, 
intravenous, intra-arterial) 
(For refilling and maintenance of an implantable infusion pump for spinal or brain drug infusion, use 95990) 
(For collection of blood specimen from a completely implantable venous access device, use 36540) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The procedure is initiated for a 66 year old male patient with metastatic colorectal carcinoma 
with disease limited to the liver. A hepatic artery catheter has previously been placed by a surgeon, with an attached 
implanted pump (e.g. lnfusaid pump). The pump is refilled. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
• Physician provides and confirms orders 
• Physician interacts and reviews plan with staff 
• Physician confirms and reviews lab results as necessary 

Description of Intra-Service Work: 
• Physician provides direct supervision and is immediately available in office 
• Physician calculates and recalculates dosage and infusion rate 

Description of Post-Service Work: 
• Physician provides appropriate instructions regarding immediate care 
• Physician provides minimal instructions regarding ongoing care 
• Physician conducts appropriate interactions with staff regarding patient monitoring 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

ASCO - David Regan, MD & W. Charles Penley, MD 
Presenter(s): 

ASH - Samuel H. Silver, MD, PhD 
American Society of Hematology (ASH) 

Specialty(s): 
American Society of Clinical Oncology (ASCO) 

CPT Code: 96522 

Sample Size: 145 IResp n: 17 
I 

Response: 11.72 % 

Sample Type: Convenience 

Low 251
h pctl Median* 75th pctl H!g_h 

Survey RVW: 0.30 0.71 1.08 1.49 6.00 



CPT Code·96522 

Pre-Service Evaluation Time: 10.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 4.00 5.00 12.00 20.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~ 
~-. 

45.00 



CPT Code:96522 

KEY REFERENCE SERVICE: 

Key CPT Code 
99231 

Global 
XXX 

WorkRVU 
0.64 

CPT Descriptor Subsequent hospital care, per day, for the evaluation and management of a patient, 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. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 4 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 
96522 

% of respondents: 23.5 % 

Key 
Reference 
CPT Code: 
99231 

~IM_e_d_ia_n_P_re_-s_e_rv_ic_e_T_im_e ______________________ ~l~ll_O_.oo ____ ~ll~o_.oo ____ ~ 

~IM_e_d_ia_n_In_tr_a_-S_er_v_ic_e_T_im_e ______________________ ~l~ll_2_.oo ____ ~l~ll_S._OO ____ ~ 

FIM=e=d=ia=n=Imm==e=d=ia=te=P=o=st=-s=er=v=ic=e=T'=·m=e================~'F'5=.00======~?14=.00====~ 
IF M=e=d=ia=n=C=ri=tic=a=l =Ca=r=e=T=im=e====================~' ~~ 0=.0======:::::1 Fl 0=.00====~ 
FIM=e=d=ia=n=O=th=e=rH==os=p=ita=I=V=is=it=T=im=e============~~~O=.O======~ ~'0=.00====~ 
FIM==ed=ia=n=D=is=c=ha=rg=e=D=a=y=M=a=n=ag=em==en=t=T=im=e============~~'O=.O======~ ~'0=.0=0====~ 
FIM==oo=ia=n=O=ffi='c=e=V=is=it=T=im==e============~~-==-====~Fio=.o======~Fio=.oo====~ 
I~ M_e_di_·an __ T_ota_l_T_im_e _______________________ _..J ~12_7._00 __ ~1 ~l1_9._oo ____ _J 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 13.71 I L.:I2;.;.:.8;..:.8 ____ _J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.88 I L.:I3;.;.:.1;..:.8 ____ _J 

tests, and/or other information that must be reviewed and analyzed 

~lu_r~ge_n~cy~o_f_m_e_d_ic_al_d_ec_is_io_n_m_a_ki~~~--------------~~~13_.5_3 ____ --liL.:I2;.;.:.9~4 ____ _J 



CPT Code: 96522 
Technical Skill/Physical Effort (Mean) 

I Technical skill required 114.00 113.00 

I Physical effort required 113.24 112.65 
Psycholog!cal Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 114.35 113.18 

Outcome depends on the skill and judgment of physician 13.94 113.35 

Estimated risk of malpractice suit with poor outcome 13.71 112.94 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I Pre-Service intensity/complexity 114.06 112.94 

I Intra-Service intensity/complexity 113.59 113.06 

I Post-Service intensity/complexity 113.41 112.76 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Onc6lugy (ASCO) and the American Society of Hematology (ASH) conducted a joint 
on-line survey. Physician advisors and staff met in-person to review the data and develop practice expense 
recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AGA), American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 4 minutes 
Intra: 4 minutes 
Post: 2 minutes 



CPT Code:96522 

Total Time: 10 minutes 

Consensus Panel Work Recommendation: .24 WRVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 

In reviewing the survey data for the 96400 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically associated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for ~rtificial insemination. (Pre= 10/Intra= 15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/Intra=5/Post=10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes refilling and maintenance of implantable pump or reservoir for chemotherapy drug delivery. The 
work, mental effort, and risk of this code are identical to 96416. The Consensus Panel discussed that physician work for 
this procedure involves dealing with the diagnosis and management of minor 'reactions that can occur but do not rise to 
the level of a separately billable EM encounter. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .24 RVU for CPT code 96522. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes . .... .,._. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 



CPT Code:96522 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMITTED IN A SEPARATE ATTACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. 

Specialty Frequency Percentage % 
~-. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96530. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:96523 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:96523 Tracking Number: H25 Global Period: XXX Specialty Society RVU: 0.04 RUC RVU: .04 

CPT Descriptor: Irrigation of implanted venous access device for drug delivery systems 
(Do not report 96523 if an injection or infusion is provided on the same day 

) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 72 year old male with lung carcinoma has an implanted venous access device for drug 
delivery and returns to the clinic for flushing and maintenance of the device on a day when chemotherapy or other 
treatments are not planned. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 

• Physician provides orders 

Description of Intra-Service Work: 
• No physician intra-service work 

Description of Post-Service Work: 
• No Physician post-service work 

SURVEY DATA -. 
RUC Meeting Date (mm/yyyy) 109/2004 

Presenter(s): ASCO- David Regan, MD & W. Charles Penley, MD 

Specialty(s): American Society of Clinical Oncology (ASCO) 

CPT Code: 96523 

Sample Size: 86 IResp n: 23 
I 

Response: 26.74% 

Sample Type: Convenience 

Low 251
h pctl Median* 75th pctl HJ..g_h 

Survey RVW: 0.00 0.16 0.25 0.43 2.50 

Pre-Service Evaluation Time: 2.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 0.00 1.50 3.00 5.00 15.00 



CPT Code:96523 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 1.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

i!" r-. 



CPT Code:96523 

KEY REFERENCE SERVICE: 

Key CPT Code 
99211 

Global 
XXX 

WorkRVU 
0.17 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, that may not 
require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services. 

Other Reference CPT Code WorkRVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 
96523 

%of respondents: 47.8 % 

Key 
Reference 
CPT Code: 
99211 

I ~M_e_d_ia_n_P_re_-s_e_rv_ic_e_T_im_e ______________________ ~l~l2_.oo ______ ~l~lo_.oo ____ ~ 

~IM_e_d_ia_n_In_tr_a_-S_er_v_ic_e_T_im_e ______________________ ~l~l3_.o_o ____ ~l~ls_.oo ____ ~ 

I Median Immediate Post-service Time 11.00 12.00 

:M:e:d:ia:n:c:ri:tic:a:l:ca:r:e:T:im:e:::::::::::::::::::::::Fio=.o======~ FFio:.oo:::::: 

FM=e=d=ia=n=O=fu=e=r=H=os=p=ita=l=V=is=it=T=im=e==================9 Fio=.o======~Fio=.OO====~ 
Median Discharge Day Management Time I 0.0 I 0.00 

FM=ed==ia=n=O=ffi=IC=e=V=is=it=T=im=e======================9 Fl o=.o======~ Fl o=.oo====~ 
?=================================~ 
~M __ edi_·an __ T_o_ta_I_T_im_e __________________________ --J 16.00 l._7_.o_o ____ ~ 

INTENSITY /COMPLEXITY MEASURES .(Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 11.73 111.91 
management options that must be considered '-------~ 

The amount and/or complexity of medical records, diagnostic 11.70 111.74 
tests, and/or other information that must be reviewed and analyzed ..__ ____ ~ 

._I u_r.;::;.ge_n-=cy'-o_f_m_e_di_ca_l_de_c_is_io_n_m_a_ki...::ng"----------------~1 ._II_. 7_o ____ ~ll~t_. 7_4 ____ ...J 

Technical Skill/Physical Effort (Mean) 

I._T_~_h_n_ic_al_s_ki_ll_re...::q'-ui_re_d ________________________ ~II._2_.6_2 ____ ~1~11_.8_2 ____ ...J 

._IP_h~ys_ic_al_e_ffi_o_rt_re-'q~ui_red ________________________ ~l._l1_.7_l ____ ~l._ll_.s_o ____ ~ 



CPT Code:96523 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality j2.57 11._1_.9_1 __ _, 

Outcome depends on the skill and judgment of physician j2.04 11._2_.0_4 __ _, 

Estimated risk of malpractice suit with poor outcome j2.35 I ._12_.00 __ __, 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time SeJm!ents (Mean} 

I Pre-Service intensity/complexity 111.78 111.78 

I Intra-Service intensity/complexity 112.04 111.91 

I Post-Service intensity/complexity 111.65 111.73 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
PROCESS AND PLAYERS 
The American Society of Clinical Oncology (ASCO) conducted an on-line survey. Physician advisors and staff met in
person to review the data and develop practice expense recommendations. 

Due to concerns about limitations of the data, a consensus panel was convened to develop the RUC recommendations. 
This panel was composed of physician advisors from the American College of Rheumatology (ACRh), American 
Gastroenterological Association (AG~,. American Society of Clinical Oncology (ASCO), American Society of 
Hematology (ASH), Infectious Diseases Society of America (IDSA) and the American Urological Association (AUA). 

CONSENSUS PANEL RECOMMENDATIONS 
The panel reviewed the data from the on-line survey and discussed their personal experience with this code. The panel 
unanimously made the following physician time and work recommendations: 

Consensus Panel Time Recommendation 
Pre: 2 minutes 
Intra: 0 minutes 
Post: 0 minutes 
Total Time: 2 minutes 

Consensus Panel Work Recommendation: .04 WRVU 

CONSENSUS PANEL RATIONALE- CROSSWALK EXPLANATION 
The Consensus Panel first determined a value for the base code in the family, CPT code 96401. 



CPT Code:96523 

In reviewing the survey data for the 96401 series, the panel was struck by the increased physician work involved with 
these procedures in comparison to the 90760 series. In comparison to the 90760 series the 96401 family of codes is 
typically associated with greater intensity of service due to the greater toxicity of the agents administered and the higher 
frequency of acute adverse events during the intra-service period. The 96401 series of codes is typically asso.ciated with 
greater pre-service time requirements due to the fact that each drug is dosed individually for a given patient, with often 
complex calculations being required for each agent. 

Taking this into consideration, the Panel agreed that .21 was a reasonable value. This is an increase of .04 RVU to CPT 
code 90760, base code of 90760 series (Rationale to be found in Work Summary Recommendation forms for 90760 
series). 

To test the reasonableness of this value the Consensus Panel compared it to other RUC-surveyed CPT codes. 
CODE DESCRIPTOR TIME RVU 
58323 Sperm washing for artificial insemination. (Pre=10/Intra=15/Post=5) .23 
76076 Dual energy x-ray absorptiometry (DEXA) (Pre=5/lntra=5/Post= 10) .22 

After reviewing these comparisons, the Consensus Panel was very comfortable recommending a value of .21 for CPT 
code 96401. 

Once the Workgroup agreed to the value of .21 for 96401, the remaining codes in the family were discussed relative to 
this value. 

EVIDENCE FOR THIS RECOMMENDATION 
This code describes irrigation of an implanted venous access device for chemotherapy drug delivery systems. There is 
only 2 minutes of pre-service time. 

The Consensus Panel, composed of physicians from multiple specialties, concluded that they had made a reasonable 
argument for a value of .04 RVU for CPT code 96523. This value maintains rank order within the other 
recommendations submitted by the Infusion Workgroup as well as within the universe of all RUC codes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 



CPT Code:96523 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) TO BE SUBMIITED IN A SEPARATE AITACHMENT 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

... .. _-
Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No-

If no, please select another crosswalk and provide a brief rationale. Recommend crosswalk to former code 96520. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



DRUG ADMINISTRATION 
PLI CROSSWALKS 

CPT Code RUC ID Crosswalk to Code: PLI RVU in Proposed Rule 

90760 H1 90780 0.07 
90761 H2 90781 0.04 
90765 H3 90780 0.07 
90766 H5 90781 0.04 
90767 H4 90781 0.04 
90768 H6 90781 0.04 
90772 H7 90782 0.01 
90774 H9 90784 0.04 
90775 H10 90781 0.04 
96401 H11 96408 0.06 
96402 H12 96408 0.06 
96409 H13 96408 0.06 
96411 H14 96408 0.06 
96413 H15 96410 0.08 
96415 H16 96412 0.07 
96416 H17 96414 0.08 
96417 H18 96412 0.07 
96521 H24 96520 0.06 
96522 H26 96530 0.06 
96523 H25 96520 0.06 

Oct-04 

~ 
~-. 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2004 

Pediatric-Specific Immunization Administration 

The CPT Editorial Panel has created four new pediatric immunization administration codes to identify these services when provided to 
patients under eight years of age. In addition to differentiating these services from the existing CPT codes 904 71 - 904 7 4, which also 
describe immunization administration, the Panel editorially revised these codes to exclude ')et injections." The clinical vignettes for 
these existing services have been revi~d to describe patients older than eight years of age. 

The RUC has reviewed immunization administration on multiple occasions, including our May 1999 and February 2001 meetings. In 
addition, the RUC has submitted formal comments to CMS requesting the publication of work relative value units for these services. 
We have attached our prior recommendations and comments to this submission and reiterate our position that there is indeed physician 
work involved in the administration of vaccines. The RUC has reviewed the new CPT codes 90465-90468 for immunization 
administration provided to children under eight years of age and recommends that the RUC's previous recommendations for physician 
work, time, and direct practice expense inputs be adopted for these new services. The recommended work relative values and 
physician time elements are as follows: 

CPT Code ;:;:D;.::e:::.sc::::.:r:..:i.t:.P.:.:to;:,.::r ______________ _ WorkRVU 

90465 

90466 

90467 

90468 

Immunization administration under 8 years of age 0.17 
(includes percutaneous, intradermal, subcutaneous, 
or intramuscular injections) when the physician counsels 
the patient/family; first injection (single or combination 
vaccine/toxoid), per day 

each additional vaccine 0.15 

Immunization administration under age 8 years 0.17 
(includes intranasal or oral routes of administration) 
when the physician counsels the patient/family; first 
administration (single or combination vaccine/toxoid), per day 

each additional vaccine 0.15 

Intra-Time Crosswalked from Code 

7 90471 

7 90472 

7 90473 

7 90474 

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



Practice Expense 

The direct practice expense for these new codes are crosswalked from the existing codes, which have been through the refinement 
process in February 2001 and March 2002 at the Practice Expense Advisory Committee (PEAC) meetings. The recommended 
practice expense direct inputs for the new codes are attached to this recommendation. 

-

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

Codes 90471 90474 90468 must be rep~rted in addition to the vaccine and toxoid code(s) 90476-90749. 
' 

Re2ort codes 90465-90468 only when the 2hysician 2rovides face-to-face counseling of the 2atient and family during the administration 
of a vaccine. For immunization administration of any vaccine that is not accom2anied by face-to-face ]2hysician counseling to the 
)2atient/family, re)2ort codes 90471-90474. 

If a significant separately identifiable Evaluation and management ... 

(For allergy testing, see 95004 et seq) 
(For skin testing of bacterial, viral, fungal extracts, see 86485-86586) 

(For therapeutic or diagnostic injections, see 901782-90799) 

•90465 N5 Immunization administration under 8 years of age (includes XXX 0.17 
percutaneous, intradermal, subcutaneous, or intramuscular 
injections) when the physician counsels the patient/family; 
first injection (single or combination vaccine/toxoid), per day 

(Do not report 90465 in conjunction with 90467) 

+•90466 N6 each additional injection (single or combination zzz 0.15 
vaccine/toxoid), per day (List separately in addition to 
code for primary procedure) 

(Use 90466 in conjunction with 90465 or 90467) 

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



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

•90467 N7 hnmunization administration under age 8 years (includes XXX 0.17 
intranasal or oral routes of administration) when the 
physician counsels the patient/family; first administration 
(single or combination vaccine/toxoid), per day 

(Do not reQort 90467 in conjunction with 90465) 

+•90468 N8 each additional administration (single or combination zzz 0.15 
vaccine/toxoid), per day (List separately in addition to 
code for primary procedure) 

(Use 90468 in conjunction with 90465 or 90467) 
.A90471 Nl hnmunization administration (includes percutaneous, XXX 0.17 

intradermal, subcutaneous, and intramuscular and jet 
(Previous RUC injections); one vaccine (single or combination 

vaccine/toxoid) Recommendation) 

(Do not reQort 90471 in conjunction with 90473) 
.A+90472 N2 each additional vaccine (single or combination zzz 0.15 

vaccine/toxoid) (List separately in addition to code for (Previous RUC 
primary procedure) Recommendation) 

(Use 90472 in conjunction with 90471 or 90473)(For administration of 
immune globulins, use 90780-90784, and see 90281-90399) 

(For intravesical administration ofBCG vaccine, use 51720, 
and see 90586) 

90473 N3 hnmunization administration by intranasal or oral route; XXX 0.17 

one vaccine (single or combination vaccine/toxoid) (Previous RUC 
(Do not reQort 90473 in conjunction with 90471) Recommendation) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



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

+90474 N4 each additional vaccine (single or combination zzz 0.15 

vaccine/toxoid) (List separately in addition to code for (Previous RUC 
primary procedure) Recommendation) 

(Use 90474 in conjunction with 90471 or 90473) 

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



-
LOCATION 

:GLOBAL PERIOD 

,TOTAL CLINICAL LABOR TIME 

Start: Following visit when decision for surgery 
or procedure made 

I complete ' diagnostiC & referral forms 
• serv1ces 

~~:.:C=~~t.~~~;: >UilJ~IYifJOU~cuuoc; ReVIeW lest 

I ProVIde ''consent 
!Follow-up phone calls & 
IOther Chmcal AcllVIly (please spec1fy) 
;cno;vvnen patient enters office for 

!Start: When patient enters office for 
ura 

t services 
Rev1ew charts 
!Greet pallent and provode gowning 
IObta1n Vllal signs 
!ProVIde pre-serVIce 11 consent 
I Prepare room, 

~~~ervare and pos1t1on palienu momtor pat1enU set 

1 anesthesia 

r:~uta~~ ~=~~~~~:~~:~~~~~~~:re t& 

!Assist physic1an in pertorm1ng procedure 
I Draw up serum; admm1ster vaccme 

~~~~,:~%.P:~~!owlng <lubes, 

r phys1c1an staff 

!complete diagnostic forms, lab & X-ray , 
I I X-ray, lab, and pathology reports 

!check dressings & wound/ home care 
/coordinate office visits 

!Other Chmcal AcbVIty (please speofy): record 
vaccine "uu• "d"u" (lot number, manufacturer, VIS 
I 
End: Patient leaves office 

~.till ltl 
Start: Patient leaves office 
Conduct phone callslcall 1n 
Follow-up to ensure that patient's medical 
record reflects ; g1ven, thereby 
lensunng conbnUilY of care 1n the medical home 

I rota/Office Visrt Trme 
!Conduct phone calls between office VISits 
!Other Activity (please speofy) 
r::~~;lth last office visit before end of global 

Specialty Society 
Recommendation 

HCFA STAFF TYPE, 
MEDICAL SUPPLY, OR 

EQUIPMENT CODE 

L042A (RN/LPN) 

L042A 

L042A 

L042A 

L042A 
L042A 

L~A. 

L042A 

,. ' 

L042A 

90465 

Immunization 
administration 
(percutaneous, 

Intradermal, 
subcutaneous, 

intramuscular) under age 
8 years when physician 

counsels the 
patient/family; first 

Injection 

In Office Out Office 
XXX XXX 

13 3 

1 0 

3 0 

2 0 

3 0 
1 0 

1 0 

2 0 

0 3 

#REF I #REF! 

_90~ ~ 90468 

Immunization administration 
(oraUintranasal) under age 8 

years when physician 
each additional counsels the patient/family; each additional 
lnje~ first administration 

In Office Out Office In Office Out Office In Office Out Office 
zzz zzz XXX XXX XXX zzz 

7 0 13 3 7 0 

0 0 1 0 0 0 

_3 0 3 0 3 0 

2 _0 2 0 2 0 

0 0 3 0 0 0 
0 _0 1 0 0 0 

0 0 1 0 0 0 

2 0 2 0 2 0 

0 _0 0 3 0 0 

#REF! #REF! #REF! __ltBiill #REF! #REF! 

Page 1 



lif~'';~~-T PE INPUTS:AS'' ED>BY,J" 
AC(MAR'clil2o - ,, - , • , 

~~·~£;2~.~1')1£:~~-.,~--''"~ -~~' ; 

LOCATION 

~~9e!,~lli,ES_.,.., .. 
CDC Information sheet 
exam table paper, one foot 
gloves, non-ster.le 
swab, alcohol 
band·ald, 0.75 In x 3 In 
sY,:inilew-needle, OSHA compliant 
(SafetyGIIde) 

EQUIPMENf'B---
Exam table 

Specialty Society 
Recommendation 

' 

HCFA STAFF TYPE, 
MEDICAL SUPPLY, OR 

EQUIPMENT CODE 

<, ' M~~ ~··"'" 
SK012 
SB036 
SB022 
SJ053 
SG021 

SC058 

E11001 

~-. 

90465 

Immunization 
administration 
(percutaneous, 

Intradermal, 
subcutaneous, 

Intramuscular) under age 
8 years when physician 

counsels the 
patient/family; first 

Injection 

In Office Out Office 

1 N/A 
7 N/A 
1 N/A 
2 N/A 
1 N/A 

1 N/A 

X N/A 

90466 90467 90468 

Immunization administration 
(oral/Intranasal) under age 8 

years when physician 
each additional counsels the patient/family; each additional 

Injection first administration administration 

In Office Out Office In Office Out Office In Office Out Office 

1 N/A 1 N/A 1 N/A 
N/A N/A 7 N/A N/A N/A 
N/A N/A 1 N/A N/A N/A 
2 N/A N/A N/A N/A N/A 
1 N/A N/A N/A N/A N/A 

1 N/A N/A N/A N/A N/A 

X N/A X N/A X N/A 
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RUC Comment Letters - Excerpts on Immunization Administration 

Comment on the 2003 MFS Final Rule: 

The RUC joins many others who will comment that CMS should be applauded for 
addressing the overall payment for immunization administration via a significant increase 
to the practice expense relative values. We are pleased that the CMS has accepted the 
RUC's recommendations for the direct practice expense inputs for these codes. 

The RUC has commented on the issue of assigning physician work relative values for 
immunization administration repeatedly over the past few years. The RUC firmly 
believes that although the nurse may administer the vaccine and often addresses questions 
posed by the patient/parent, this is in follow-up to the physician's discussion with the 
patient/parent. 

As the RUC has indicated in the past, the physician does discuss with the patient/parent 
the benefits and risks related to the vaccine(s). These interactions are similar to other 
services where CMS has acknowledged, through acceptance ofRUC recommendations, 
that a nurse may follow-up or repeat earlier discussions that the patient has had with the 
physician. The RUC concluded that the physician work involved in immunization 
administration was comparable to the work involved in 99211 (see Evaluation & 
Management, established Patient) which has a work RVU of0.17. We continue to 
strongly urge you to publish work relative values of 0.17 and 0.15 for CPT codes 
90471 and 90472, respectively. The RUC also offers to collect additional data 
regarding the physician involvement in these services, if CMS indicates that this 
data may be useful in reconsidering this issue. 

The RUC also urges CMS to eliminate the G codes that are duplicative of the CPT codes 
that may be used for the administration of Medicare covered vaccines. 

Comment on the 2003 MFS Proposed Rule: 

We are pleased that you have proposed to accept our direct practice expense input 
recommendations for CPT~odes 90471 and 90472 Immunization Administration. The 
PEAC and RUC carefully reviewed these codes again this spring and agreed that these 
inputs represent fairly the nursing time and supply expense required to perform these 
important services. The NPRM was not specific regarding the updated data submitted to 
CMS in May 2002. We have, therefore, re-submitted the RUC's recommendations for 
these codes as an attachment to this letter. 

The RUC urges you to reconsider your decision to not publish physician work relative 
values for these services. In the NPRM, you state that "We have not assigned 
immunization administration physician work RVUs because this service does not 
typically involve a physician. The nurse that administers the vaccine typically provides 
the necessary counseling to the patient and this time is accounted for in the practice 
expense RVU." In our practice expense recommendations, the RUC indicates that the 



nurse does discuss the vaccines with the patient and obtains the actual consent signature. 
However, we specifically noted that this is in follow-up to the physician's discussion with 
the patient/parent. As the RUC has indicated in the past, the physician does discuss with 
the patient/parent the benefits and risks related to the vaccine(s). These interactions are 
similar to other services where CMS has acknowledged, through acceptance ofRUC 
recommendations, that a nurse may follow-up or repeat earlier discussions that the patient 
has had with the physician. The RUC concluded that the physician work involved in 
immunization administration was comparable to the work involved in 99211 (see 
Evaluation & Management, established Patient) which has a work RVU of 0.17. We 
strongly urge you to publish work relative values of 0.17 and 0.15 for CPT codes 
90471 and 90472, respectively. 

Comment on the 2001 MFS Final Rule: 

On several occasions, the RUC has recommended to CMS that CPT codes 90471 
Immunization administration (includes percutaneous, intradermal, subcutaneous, 
intramuscular and jet injections); one vaccine (single or combination vaccine/toxoid) and 
904 72 each additional vaccine require physician involvement and should have assigned 
work relative value units of0.17 and 0.15, respectively. In February 2001, the RUC 
again submitted recommendations for 90471 and 90472, along with work relative values 
of 0.17 and 0.15 for the new immunization administration by intranasal or oral route 
codes (90473 and 90474) that mirror the injection codes. 

CMS continues to argue that these services are performed by a nurse and require no 
physician work. Ironically, on the same page (55308) ofthe November 1, 2001 Federal 
Register where this argument is presented, CMS announces that it will ignore a RUC 
recommendation that CPT code 93701 Bioimpedence, thoracic, electrical should be 
assigned zero work values, and instead implements a work value of0.17. The RUC 
would ask that CMS more seriously consider the input of our multi-specialty committee 
of practicing physicians regarding the very basic decision on whether a physician is 
involved in the provision of a service to a patient. 

The RUC had considered that physicians must counsel patients/parents about the risks 
and benefits of any immmfi..zation, and agreed that this work is not captured in any 
existing codes that may, or may not, be reported on the same date as the immunization. 
The American Academy of Pediatrics has presented information that physicians are 
required, under the National Childhood Vaccine Injury Act and the Center for Disease 
Control's Vaccines for Children Program, to explain the benefits to the patient and the 
community, as well as the possibilities of adverse reactions to vaccines. We do not 
understand why CMS remains unconvinced by this evidence, but we strongly urge you to 
reconsider and publish work relative values for these immunization administration codes. 

Comments on the 2001 MFS Proposed Rule: 

In May 1999, the RUC forwarded recommendations on the work relative values and 
direct practice expense inputs for CPT codes 90471 and 90472 Immunization 



Administration. The November 2, 1999 Final Rule omitted any relative values for CPT 
codes 90471 and 90472 in Addendum B, however, the text of the Rule included a 
discussion (page 59425) that HCFA adopted the RUC's practice expense inputs for these 
services with few modifications. Unlike every other RUC work RVU recommendation 
that was listed on Table 2 of page 59418, the work RVUs for these codes were 
completely ignored. The RUC and the American Academy of Pediatrics had informed 
HCFA ofthis discrepancy in their comments on the Final Rule. 

We note in Addendum Bin the July 17, 2000 Proposed Rule that you have again failed to 
publish relative values for codes 90471 and 90472. While HCFA may choose not to 
reimburse these services under the Medicare program, the RUC encourages HCFA to still 
publish relative values for these codes. This is similar to how the pediatric preventive 
visit codes 99381-99384 are treated by HCFA, despite the fact that they are not 
reimbursed under the Medicare program, their relative values are still published. The 
RUC encourages HCFA to take the same stance with the vaccine administration codes, 
and to publish the recommendations forwarded by the RUC. It is important that relative 
values for these immunization codes are published in order to provide guidance to other 
payers, such as Medicaid and private payers, who are increasingly utilizing the RBRVS 
physician payment schedule. 

HCF A must understand that it has responsibility for a payment system that reaches 
beyond Medicare. Your lack of publication of relative value units for any services has 
ramifications that we believe you fail to consider. The RUC has heard anecdotal reports 
that some payors that were previously providing payment for these services have since 
ceased payment as "Medicare does not publish relative values for the codes." We realize 
that HCF A staff resources are limited, and that you will largely focus your efforts on 
issues that effect the Medicare population. This issue, however, could be resolved 
expeditiously by accepting the modest RUC recommendations for physician work and 
publishing the practice expense work RVUs that result based on the direct inputs that you 
listed in the text of the November 2, 1999 Final Rule. 

Comment Letter on the 2000 MFS Final Rule: 

The Final Rule omitted an'Y relative values for CPT codes 90471 and 90472 and only the 
practice expense inputs were discussed in the Rule. The RUC recommended work 
relative values as well as direct inputs for these two codes. While HCF A may choose not 
to reimburse these services under the Medicare program, the RUC encourages HCF A to 
still publish relative values for these codes. This is similar to how the pediatric 
preventive visit codes 993 81-993 84 are treated by HCF A, despite the fact that they are 
not reimbursed under the Medicare program, their relative values are still published. The 
RUC encourages HCF A to take the same stance with the vaccine administration codes, 
and to publish the recommendations forwarded by the RUC. It is important that values to 
these codes are published in order to provide guidance to other payers, such as Medicaid 
and private payers, who are increasingly utilizing the RBRVS physician fee schedule. 



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

May 1999 

IMMUNIZATION ADMINISTRATION 

Work Relative Value Recommendations 

Code 90471 Immunization adminj~tration (includes percutaneous, intradermal, subcutaneous, intramuscular and jet injections 
I 

and/or intranasal or oral administration); one vaccine (single or combination vaccine/toxoid), and code 90472 Immunization 
administration (includes percutaneous, intradermal, subcutaneous, intramuscular and jet injections and/or intranasal or oral 
administration); each additional vaccine (single or combination vaccine/toxoid) were both editorially revised to more accurately 
reflect the work associated with administering vaccines. These changes were made so that the resources and work required to 
administer multiple vaccines would be more accurately identified and also to more accurately track the costs of administering 
immunizations. 

While the specialty presented its median survey RVW as the recommended RVW, the RUC reviewed this recommendation and 
concluded that the RVW was too high since immunization administration is typically performed in conjunction with a 
evaluation and management code. The RUC concluded that the work involved in immunization administration was comparable 
to the work involved in 99211 (see Evaluation & Management, established Patient) which has a work RVU of 0.17. To 
maintain the originally proposed relativity between the administration of the first vaccine and each additional vaccine (which 
was .02 RVW's lower), the RUC recommended reducing 90472 by .02 RVUs, for a fmal recommended RVU of .15. The 
RUC therefore recommends a work RVU recommendation of .17 for code 90471 and an RVU of .15 for code 90472. 

Practice Expense Recommendations 

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



The RUC examined the direct inputs associated with immunization administration and added" Xerox copy" as an additional 
supply item to both 90471 and 90472 to reflect the cost of documenting the immunization for public health purposes. 
The RUC discussed the marginal costs involved in code 90472 and agreed to reduce the clinical staff time to two minutes. The 
RUC decided that the time to provide an additional immunization was only two minutes, substantially lower than the time 
required to provide the first immunization. 

CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Number 
~ 

90471 CCl Immunizat\on administration (includes percutaneous, XXX .17 
intradermal, subcutaneous, intramuscular and jet 
injections and/or intranasal or oral administration); 
one vaccine {single or combination vaccine/toxoi~ 

two or mon~ each additional vaccine .(single or o-90472 CC2 
combination vaccine/toxoid} 

zzz .15 

(List 90472 in conjunction with 90471} 

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



AMA/SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

February 2001 

Immunization (Two or More Injections) 

The RUC approved a recommendation from pediatrics that the new codes to describe intranasal or oral administration of vaccines 
should be assigned the same work relative value as the existing CPT codes for immunization administration as outlined in the attached 
letter. The RUC recommends a work relative value of .17 for code 90473 and .15 for code 90474. 

The RUC also recommends that the d;liect practice expense inputs should be the same for these codes, with an exclusion of a band-aid 
(1), a syringe (1), and needles (2) on the medical supply list for codes 90473 and 90474. 

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

cr90471 B1 Immunization administration (includes percutaneous, intradermal, XXX .17 
subcutaneous, intramuscular and jet injections and/or intranasal or 

(previously accepted 
oral administration); one vaccine (single or combination 

by RUC) 
vaccine/toxoid) 

cr:90472 B2 each additional vaccine (single or zzz .15 
combination vaccine/toxoid) (List separately 
in addition to code for primary procedure) (previously accepted 

(Use 90472 in conjunction with code 90471) by RUC) 

•90473 B3 Immunization administration by intranasal or oral route; one XXX .17 
vaccine (single or combination vaccine/toxoid) 

:.90474 B4 each additional vaccine (single or zzz .15 
combination vaccine/toxoid) (List separately 
in addition to code for primary procedure) 

(Use 90474 in conjunction with code 90473) 

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



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF WORK RECOMMENDATION (April 1999) 

Recommended RVW: 0.20 

~)CPT Code/ Tracking: 904 71 (CC 1) G1oba1Period:XJCX 

CPT Descriptor: Immunization administration (includes percutaneous, intradennal, subcutaneous, 
intramuscular and jet injections and/or intranasal or oral administration); one vaccine (single or combination 
vaccine/toxoid) 

Vignette Used in Survey: 
An 18-month old girl is seen for a well-child visit. In accordance with national recommendations for childhood 
immunizations, the pediatrician detennines that the child should receive a diphtheria; tetanus, and pertussis (DTaP) 
vaccination. The parent is asked whether the child has had any reactions to previous DTaP immunizations and is given a 
vaccine information sheet on DTaP. The physician reviews the benefits and risks of providing the DTaP vaccination with the 
parent. The child is given the DTaP immunization as an injection. A dose of acetaminophen is given to the child at the office 
to reduce the incidence and severity of fever and irritability from the DTaP immunization. The immunization tracking number 
is entered into a computerized statewide registry. 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 
Description of Total Work: 
The physician discusses with the patient/parent/guardian the benefits and risks for a necessary/required vaccine/toxoid 
administration. If the vaccine/toxoid has been administered previously, the patient/parent/guardian is questioned about 
previous reactions. Available pertinent infonnational material is provided to the patient/parent/guardian. The vaccine/toxoid 
is administered, along with a dose of acetaminophen, if appropriate. The immunization tracking number is entered into a 
computerized statewide registry. 

)SURVEY DATA: 

Presenter(s): Steven Krug, MD 

Spaclalty(s): American Academy of Pediatrics 

.. Sample Size: 180 Response Rate (No. and %): 35 (19.4%) 

Type of Sample (-I' one): '"aAd9m o/ panel Q91P'8AiCAQ8 

SurveyRVW Low: 0.10 25th%: 0.18 Med: 0.20 75th%: 0.45 High: 1.10 

Survey Total Time Low: 2 25th%: 5 Med:7 75th%: 10 High: 25 

KEY REFERENCE SERVICE(S): 

1999 RVW Global CPT 
0.17 XXX 94010 

Descriptor 
Spirometry, including graphic record, total and times vital capacity, expiratory 
flow rate measurement(s), with or without maximal voluntary ventilation 

0.45 XJCX 99212 Office or other outpatient visit for the evaluation and management of an established patient, which 
requin:s at least two of these three key components: a problem focused history; a problem focused 
examination; straightforward medical decision making. Counseling and/or coordination of care 
with other providers or agencies are provided consistent with the nature of the problcm(s) and the 
patients and/or family needs. Usually, the presenting problcm{s) are selflimitcd or minor. 
Physicians typically spend 10 minutes race-to-face with the patient and/or family. 
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CPT: 90471 (CCI) (04/99) Page 1 

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

Intensity/Complexity Measures 

Time Estimates (Median) 90471 94010 99212 

PRE-service time n/a n/a n/a 

INTRA-service time (TOTAL time for XXX global) 7 7 10 

POST-service time n/a n/a n/a 

Mental Effort and Judgment 
The number of possible diagnosis and/or the number of management options 
that must be considered 2.34 2.29 2.90 

The amount and/or complexity of medical records, diagnostic tests, and/or 
other infonnation that must be obtained reviewed and analyzed 2.63 2.43 2.80 

Urgency of medical decision making 2.17 2.00 2.90 

Technical SkiiVphysical Effort 

Technical skill required 2.29 1.86 3.10 
Physical effort required 2.11 1.57 2.60 

Psychological Stress 

The risk of significant complications, morbidity and/or mortality 3.06 1.57 2.90 

Outcome depends on skill and judgment of physician 2.43 2.07 3.20 
Estimated risk of malpnu;ti~;e suit with poor outcome 3.69 1.8' 3.40 

Time Segments 

PRE-service intensity/complexity nla nla 2.43 
_, ---··--·--------

INTRA-service intensity complexity 2.12 2.08 2.50 
POST -service intensity complexity nla n/a 2.43 

ADDmONAL RATIONALE: 
The time 11nd complexity/intensity data presented above indicate that 90471 (CCI) is more work than 94010 and 
less work than 99212, the reference procedures. Although the survey respondents reported 10 minutes total time 
'for 99212, HCF A "total" time estimates for this code are 14-15 minutes. Taking into account this difference in 
total time and the difference in intensity/complexity averages for the survey code and the reference procedures, the 
survey median RVW of0.20 is recommended for 90471. 

FREQUENCY INFORMATION 

How was this service previous~ported? 
90471 Immunization administration (includes percutaneous, intradermal, subcutaneous, intramuscular and jet 
injections and/or intranasal or oral administration); single or combination vaccine/toxoid 

How often do physiciaus in your specialty perform this service? {-I' one) 
-~'Commonly £emetimes ~ 

Estimate the number of times this service might be provided nationally in a one-year period? 
This is difficult to estimate because of the wide variety of application (eg, well-child immunizations, travelers to 
foreign countries, health care workers, annual flu vaccine, etc.) 

Is this service performed by many physicians across the United States? (-I' one) 
-~'Yes ~ 
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AMA/SPECIAL lY SOCIETY RVS UPDATE PROCESS SUMMARY OF RECOMMENDATION 
Direct Practice Expense Inputs (April 1999) 

CPT Code: 90471 (CC1) Global Period: XXX ,··-; 
_,,,. CPT Descriptor: Immunization administration (includes percutaneous, intradermal, subcutaneous, 

intramuscular and jet injections and/or intranasal or oral administration); one 
vaccine (single or combination vaccine/toxoid) 

Reference Code 1: 90782 

Reference Code 2: 90788 

Speclalty(s): American Academy of Pediatrics 

CLINICAL LABOR(IN MINUTES) 

Clinical Staff Staff Code ~ 
TOTAL IN ~~MUM PraOUT Intra OUT Post OUT 

Qalee Office care. Office Office om c. 

RNILPNIMA 10130 - 12 - n/a n/a n/a 

MEDICAL SUPPLIES 

HCFA Quantity UHd QUANTITY Ul8d 

Supply Supply Description Unit IN.OFFICE OUT ..OF.OFFICE 
for procedure AND for pre- & post-op 

Code p,.._ & post-op vlsHB visits ONLY 

NEW APAP elixir 160mg/5ml (50% of the time) ml 5 n/a 

,) 31502 band aid, 3/4' x 3" Item 1 n/a 

11115 patient education sheet item 1 n/a 

31101 swab, alcohol item 2 nla 

01408 syringe, 1 ml item 1 n/a 

NEW record sheet (AFP) item 1 nla 

NEW school record form item 1 n/a 

PROCEDURE SPECIFIC MEDICAL EQUIPMENT 

HCFA 
Quantity used QUANTITY used 

Equip Procedui'IMipeclflc Description 
IN.OFFICE OUT .OF.OFFICE 

Code 
for procedure AND for pre- & poat-op 

~-- pre- & post-op va.Ha visits ONLY 

E13605 · refrigerator 1 n/a 

OVERHEAD MEDICAL EQUIPMENT: 
HCFA omce Equip Overhead Equipment DMcrlption 

Quantity 
Code 

E91002 crash cart, no defibrillator 1 

•-'-) E11001 exam table 2 

' ~~;.J 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF WORK RECOMMENDATION (April 1999) 

. ~ecommended RVW: 0.18 

~~ 
· .. ",.. CPT Code/ Tracking: 90472 (CC2) Global Period: ZZZ 

CPT Descriptor: Immunization administration (includes percutaneous, intradennal, subcutaneous, 
intramuscular and jet injections and/or intranasal or oral administration); each additional vaccine (single or 
combination vaccincs/toxoids) 

Vipette Used ill Survey: 
· An 18-riionth old. girt Is seen for a well-child visit. In accordance with national recommendations for childhood 

immunizationso tho'pCdialrician determines that the dlild should receive diphtheria, tetanus. and pertussis (DTaP) and varicella 
: v~m.ticins. ne paueDt is asked whether the child has had any reactions to previous DTaP immunizations. Since the 

viricelta ~ il.~vely new and the child has not previously received a varicella immunization, the pediatrician 
. . d~ in deplb the benefits and risks of providing the varicella vaccination with the parent The parent is given DTaP and 
· ~aricetra·~ ~ation sheets. The child is given the DTaP immunization as an injection. During the same visit, the 

child is given the Wiicella vaccination as an injection. A dose of acetaminophen is given to the child at the office to reduce the 
incidelii:e IDd ievority of fever and irritability from the DTaP immunization. The immunization tracking numbers for each 
vacc~ Ire entered ·into a computerized statewide registry. 

:\ . 

CLINICAL DESCRIPTION OF SERVICE (This work description was NOT provided on the survey.): 
: . IJelcrtptio,Doflntra-serviee Work: 
· · The pbyaiCian discusses with the patient/parent/guardian the benefits and risks for a necessary/required second (or 
· third,' or fo~ etc) vaccine/toxoid administration. If the vaccine/toxoid has been administered previously, the 
·~patient/parent/guardian is questioned about previous reactions. Available pertinent informational material is 
, provided to tho patient/parent/guardian. The vaccine/toxoid is administered, along with a dose of acetaminophen, if 

) appropriate. The immunization tracking number is entered into a computerized statewide registry . 
.. .' 

SURVEY DATA: 

Preaenter(s): Steven Krug, MD 

Speclalty(s): American Academy of Pediatrics 

Sample Size: 180 Response Rate (No. and %): 32 (17.8%) 

Type of Sample (.I one): r:aauh~m ./panel 

SurveyRVW' Low: 0.12 25th%: 0.17 Med: 0.18 75th%: 0.33 High: 0.88 

Survey Total Time Low:3 25th%: 5 Med:7 75th%: 10 High: 25 

KEY REFERENCE SERVICE(S): 

1999 RVW Global CPT 
-~":~ 0.17 XXX 94010 

Descriptor 
Spirometry, inclpding graphic record, total and times vital capacity, expiratory 
flow rate measui-ement(s}, with or without maximal voluntary ventilation ...... 
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RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Mean 

Intensity/Complexity Measures 
Time Estimates (Median) 90472 94010 N/A* 

PRE-service time nla n/a --
INTRA-service time (TOTAL time for XXX global) 7 6 -
POST -service time nla nla -

Mental Effort_and·l.'i.ent 
.Tbe n~lior-of:poai~le diagnosis and/or the number of management options 
·that mUsi~-~idCred . 2.35 2.33 -; 

-ne ilm~t aftd/or Cooiplexity of medical records, diagnostic tests, and/or 
other inlorination that mua be oblaincd RIYiewed and llllalyzcd 2.68 2.58 -
Urgency of medical decision making 2.1 2.00 -

Tecbpical Sidn/pbjsical Effprt 
Tecbnica(~n ~ 2.23 1.83 -
Physical eft9rt rciqUired 2.13 1.50 --

Psychological Stress 
The riSk ofsignificant complications, morbidity and/or mortality 2.97 1.50 -
Outcome dependS ou skill and judgment of physician 2.42 1.92 --
Estfl!lated risk of malpractice suit with poor outcome 3.65 2.27 -

Time Segments 
PRE-service intensity/complexity 2.68 1.73 -
INTRA-seivic:e mteusity complexity 2.28 2.08 -

.. POST -service intensity complexity 2.25 2.09 -
*No other code was reported wtth a htgh enough frequency to report a mcarungful mean measure of mtenstty/complextty. 

ADDmONAL RATIONALE: 
Although it is an add-on code. new code 90472 (CC2) is only minimally less work than 90471 (CCI). With the 
provision of each additional vaccine come increased time requirements on the part of the physician for the legally 
required counseling of parents/guardians regarding the relative risks and benefits ofvaccines and assessing the 
medical history to detennine the safety of administering vaccines. Additionally, it should be noted that multiple 
vaccines at one visit may be administered by various meaus (eg, oral, intranasal, and/or injection). The median 
RVW of0.18 for 90472 is recommended and reflects this work. 

FREQUENCY INFORMATION 

How was this service previousiy..nporte~? 
90472 Immunization administration (includes percutaneous, intradennal, subcutaneous, intramuscular and jet 
injections and/or intranasal or oral administration); two or more single or combination vaccine/toxoids 

How often do physicians in your specialty perform this service? (,.r one) 
..ICommonly Semetime& ~ · 

Estimate the number of times this service might be provided nationally in a one-year period? 
This is difficult to estimate because of the wide variety of application (eg, well-child immunizations, travelers to 
foreign countries, health care workers, annual flu vaccine, etc.) 

Is this service performed by many physicians across the United States? (,(one) 
.rYes ~ 
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AMAISPECIALTY SOCIETY RVS UPDATE PROCESS SUMMARY OF RECOMMENDATION 
Direct Practice Expense Inputs (April1999) 

CPT Code: 90472 (CC2) Global Period: XXX 

CPT Descriptor: Immunization administration (includes percutaneous, intradermal, subcutaneous, 
intramuscular and jet injections and/or intranasal or oral administration); each 
additional vaccine (single or combination vaccinesltoxoids) 

Reference Code 1: 90782 

Reference Code 2: 90788 

Specialty( a): American Academy of Pediatrics 

CLINICAL LABOR (IN MINUTES) 

Clinical Staff Staff Code 
~ TOTAL IN lloeUN Pre OUT Intra OUT Post OUT 
Ollie. Offlce otiiM Office Office Office 

RNILPNIMA 10130 - 9 - nla nla nla 

MEDICAL SUPPLIES 

HCFA Quantity used QUANTITY used 

Supply Supply Description Unit IN-OFFICE OUT -OF..QFFlCE 
for procadUN AND tor pre- & post-op 

Code pnt- Ill post-op VISits VIShaONLY 

NEW APAP elixir 160mg/5ml (50% of the time} ml 5 nla 

31502 band aid, 314' x 3" item 1 n/a 

11115 patient education sheet item 1 n/a 

31101 swab, alcohol item 2 n/a 

91408 syringe, 1ml item 1 n/a 

NEW record sheet (AFP) item 1 n/a 

NEW school record fonn Item 1 n/a 

PROCEDURE SPECIFIC MEDICAL EQUIPMENT 

HCFA Quantity used QUANTITY used 

Equip ProcedunHpeclftc Description IN-OFFICE OUJ: ..QF..QFFICE 

Code for proceduN AND for Pl"'- & post-op 
pre- & poet-op vlalta vlsltaONLY 

E13605 refrigerator 1 · nla 

OVERHEAD MEDICAL EQUIPMENT 

HCFA 
Office Equip OVerhead Equipment Description 

Quantity Code 

E91002 crash cart, no defibrillator 1 

E11001 exam table 2 
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Revisions to RUC Database Vignettes 

90471 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, intramuscular and jet injections); one vaccine (single or combination 
vaccine/toxoid) 

A 17-year-old patient is seen for a preventive medicine visit. In accordance with national 
recommendations for immunizations, the physician determines that the patient should 
receive a hepatitis B vaccination. The patient/parent/guardian is asked about any 
previous immunization reactions and is given the CDC vaccine information sheet (VIS) 
on hepatitis B. The physician reviews the benefits and risks of providing the hepatitis B 
vaccination with the patient/parent/guardian. After consent, the patient is given the 
hepatitis B immunization as an injection. The immunization tracking number is entered 
into a computerized statewide registry. 

90472 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, intramuscular and jet injections); each additional vaccine (single or 
combination vaccine/toxoid) (List separately in addition to code for primary 
procedure) 

A 17-year-old patient is seen for a preventive medicine visit. In accordance with national 
recommendations for immunizations, the physician determines that the patient should 
receive hepatitis B and meningococcal vaccinations. The patient/parent/guardian is asked 
about any previous immunizations reactions and is given the CDC vaccine information 
sheets (VIS) on both hepatitis and meningococcal vaccines. The patient is first given the 
hepatitis B immunization as an injection. During the same visit, the patient receives a 
meningococcal vaccination as an additional injection. The immunization tracking 
numbers for each vaccine are entered into a computerized statewide registry. 

~-. 



Vignettes for 90465 - 90468 

Vignette: 
An 18-month old girl is seen for a well-child visit. In accordance with national 
recommendation for childhood immunizations, the pediatrician determines that the 
child should receive a diphtheria, tetanus, and pertussis (DTaP) vaccination. 

Description of Work: 

The physician first reviews the previous experience with the vaccine and 
determines if there are any contraindications prior to proceeding. A vaccine 
information sheet (VIS) is given to the parent/guardian for the DTaP vaccine, and 
in keeping with state and federal laws, the information including risks and benefits 
of DTaP vaccine are discussed with the parent/guardian in detail, and a discussion 
occurs with the patient about the vaccine and the diseases it protects against. 
Appropriate documentation is entered into the patient record {an electronic copy of 
a sample Vaccine Administration Record appears at the end of this proposal}. The 
documentation for the vaccine includes: which VIS was given; the date of the 
publication of the VIS; the date the VIS was given; the name, address, & title of 
the person who administered the vaccine; the,, date of administration; the vaccine 
manufacturer; and the vaccine lot number. Additionally, the appropriate types and 
doses of medications to alleviate fever and pain at the injection site are discussed. 
Since the physician participates in the Vaccines for Children (VFC) program, the 
nurse obtains the vaccine from the appropriate inventory, making sure to document 
which supply of vaccines was used for this particular patient. Although federal law 
does not mandate separate vaccine inventories, the Centers for Disease Control and 
Prevention (CDC) strongly recommend them for reasons of accountability. 
Informed consent is obtained by the physician who then orders the nurse to 
prepare the vaccine. The nurse prepares the DTaP vaccine using a safe sharp 
syringe and administers the vaccine. The patient is observed in the office for an 
immediate allergic reactfuri and then is discharged home by the nurse. The 
immunization tracking number is entered into a computerized statewide registry. 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April and October 2004 

Tissue Debridement of Genitalia for Gangrene 

The CPT Editorial Panel in February 2004 created four new codes for performing a debridement for Fournier's Gangrene. Existing 
excision and debridement codes were not specific to the urogenital system where debridements are extensive and involve 
removal/transplantation of the genital ~rgans such as the penis or testes. In addition, these procedures are usually performed 
emergently in high risk patients with over 50% mortality rates. Two ofthe four codes were brought forth by specialties in April 2004 
and re-reviewed in September 2004 and the other two codes were reviewed by the RUC in September 2004. CPT codes 11004, 11005 
and 11006 have each been assigned a global period of 000 because the post-operative link is so variable. The RUC reviewed the 
typical patient scenario for all four codes and understood-that the new codes would never be performed in the physician's office due to 
fact that these patients were at high risk and emergent. 

11004 
In April 2004, the RUC reviewed and compared the work ofOOO day global codes 11012 Debridement including removal offoreign 
material associated with open fracture(s) and/or dislocation(s); skin, subcutaneous tissue, muscle fascia, muscle, and bone (RUC 
Surveyed, MPC listed, Work RVU=6.87) and 43242 Upper gastrointestinal endoscopy including esophagus, stomach, and either the 
duodenum and/or jejunum as appropriate; with trans endoscopic ultrasound-guided intramural or transmural fine needle 
aspirationlbiopsy(s) (includes endoscopic ultrasound examination of the esophagus, stomach, and either the duodenum and/or 
jejunum as appropriate) (RUC Surveyed, Work RVU = 7.30). Both codes have an intra-service work time of90 minutes which is 
identical to new code 11004. The RUC believed that code 11004 is significantly more intense than code 11012 and at a higher risk. It 
was explained that for these new codes the physician is actually filleting the skin. In addition, the RUC believed the intensity of code 
43242 was similar for this emergency room procedure. The RUC then used the intra-service work intensity of 43242 to establish a 
work R VU for code 11004. The RUC believed that the pre-service time associated with these codes should reflect the existence of an 
extensive ElM code prior to the service, and recommended decreasing the pre-service evaluation time by 15 minutes. The pre and 
immediate post service time for 11004 and 11006 was justified to the RUC as being longer and more involved than the time needed 
for code 43242. The RUC used the building block approach using the intensity of 43242, with the understanding that the work of 
11004 is more involved. The RUC used an intra-service work per unit oftime (IWPUT) of .077 to establish a work RVU for 11004 of 
8.80. 

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



However, at the September 2004 meeting, the RUC identified that a separate ElM visit does occur with 11004 and 11006. The RUC 
addressed that the post-service time should be revised to demonstrate accuracy. Therefore, a 99233 (RVU=l.51) post-operative visit 
should be added to 11004 and 11006 without affecting the IWPUT. The RUC recommends adding 1.51 RVUs to 11004 The RUC 
recommends a work RVU of 10.31 (8.80+ 1.51) for 11004. 

11005 
The RUC reviewed the survey data of 11005 Debridement of skin, subcutaneous tissue, muscle and fascia for necrotizing soft tissue 
infection of abdominal wall, with or without fascial closure. The survey responses indicated a significantly higher intensity of technical 
skill and physical effort; psychological stress and pre-service, intra-service and post-service time segments for 11005 as compared to the 
reference service code of 15000 SurgiJ!-d 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 of body area of infants and children (RVU=3.99). The RUC also 
compared 11005 to reference code 34833 Open iliac artery exposure with creation of conduit for delivery of infrarenal aortic or iliac 
endovascular prosthesis, by abdominal or retroperitoneal incision, unilateral (RVU=11.98). The sum of34833 plus the 99233 post-op 
visit equals 13.49 (11.98+ 1.51). Therefore, since the operative intensity of 11005 has a greater intensity than 34833, the survey median 
RVU of 13.75 appeared appropriate. The facilitation committee reviewed the AUA survey data from 2003 for11005 and compared it to 
the ACS survey data for the September, 2004 RUC meeting. The pre-, intra- and post- service times of the two codes were almost 
identical, however it was noted that 11005 is often associated with removal of infected synthetic mesh necessitating a formal closure of 
the peritoneal cavity. Although there is an add-on code for removal of the infected mesh, the added work of the abdominal/peritoneal 
closure after removing the mesh was felt by the committee to justify a slightly higher R VU of 13.7 5 (an additional 1.14 R VU s ), thereby 
resulting is a slightly higher intensity for 11005. The RUC recommends the survey median work RVU of 13.75 for code 11005. 

11006 
In April2004, the RUC used the same building block approach used in 11004 to develop a work RVU for code 11006. The RUC used 
the IWPUT of code 43242 (0.077) to establish a work RVU of 11.10 for 11006. In addition, the RUC also believed the intra-time 
associated with these procedures was not sufficiently reflected in the specialty's survey results. The RUC understood that the intra
service physician time for 11006 had to be more than the intra-service time for code 11004 and accepted the specialty's 
recommendation for the 75th percentile surveyed results of 120 minutes. The RUC also reviewed 000 day global code 93620 
Comprehensive electrophysiologic evaluation including insertion and repositioning of multiple electrode catheters with induction or 
attempted induction of arrhythmia,· with right atrial pacing and recording, right ventricular pacing and recording, His bundle 
recording (RUC Surveyed, MPC listed, Work RVU =11.57) for its complexity and work in relation to this new service. Code 93620 
has a RUC surveyed pre-service time of 60 minutes, intra-service time of 120 minutes, and 60 minutes of post service time. 

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



However, at the September 2004 meeting, the RUC identified that a separate ElM visit does occur with 11004 and 11006. The RUC 
addressed that the post-service time should be revised to demonstrate accuracy. Therefore, a 99233 (RVU=1.51) post-operative visit 
should be added to 11004 and 11006 without affecting the IWPUT. The RUC recommends adding 1.51 RVUs to 11006. The RUC 
recommends a work RVU of 12.61 (11.10+1.51) for 11006. 

11008 
The RUC reviewed the survey data for 11008 Removal of prosthetic material or mesh, abdominal wall for necrotizing soft tissue 
infection (List separately in addition to code for primary procedure). The survey responses indicated a higher intensity of mental effort 
and judgment; technical skill and physical effort; psychological stress and median intra-service time for 11008 as compared to the 
reference service code of 49568 Implatz~ation of mesh or other prosthesis for incisional or ventral hernia repair (List separately in 
addition to code for the incisional or ventral hernia repair) (RVU = 4.88). The RUC recommends the median Work RVU of 5.00 
for code 11008. 

Th RUC e d h ~ II h .. recommen s t e o owmg p tysician time an d I . re ative wor k I va ues: 
CPT Pre-Service Pre-Service Pre-Service Intra- Immediate Post-Operative Recommended 
Code Evaluation Positioning Scrub, Dress, Service Post Service Visit RVU 

Time Time Wait Time Time Time 
11004 30 15 20 90 30 1 - 99233 10.31 
11005 30 15 15 120 30 1 - 99233 13.75 
11006 30 15 20 120 30 1 - 99233 12.61 
11008 0 0 0 60 0 5.00 

Practice Expense for 11004, 11005, 11006 and 11008 
The RUC agreed that these procedures are performed on an emergent basis in the facility setting only, and would not have any direct 
practice expense inputs. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



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

11000 Debridement of extensive eczematous or infected skin; up to 10% 000 0.60 
of body surface 

(No Change) 

(For abdominal wall or genitalia debridement for necrotizing soft 
tissue infection, see code 1104Xl-1104X3) 

'~ 
•uoo4 Tl Debridement of skin, subcutaneous tissue, muscle and fascia for 000 10.31 

necrotizing soft tissue infection of external genitalia and perineum (Updated from May 
2004 submission) 

.11005 T2 Debridement of skin, subcutaneous tissue, muscle and fascia for 000 13.75 

necrotizing soft tissue infection of abdominal wall, with or without 
fascial closure 

.11006 T3 Debridement of skin, subcutaneous tissue, muscle and fascia for 000 12.61 

necrotizing soft tissue infection of external genitalia, perineum and (Updated from May 
abdominal wall, with or without fascial closure 2004 submission) 

+•11008 T4 Removal of Qrosthetic material or mesh, abdominal wall for zzz 5.00 
necrotizing soft tissue infection (List seQarately in addition to code 
for Qrimary Qrocedure) 

(Use 1104X4 in conjunction with 1104Xl-1104X3) 

(ReQort skin grafts or flaQS seQarately when Qerformed for closure 
at the same session as 1104Xl-1104X4) 

PNfl:ea iaseftiea efmesh is Hsea fef elesHFe, Hse 49§68~ 
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CPT Code:ll004 
AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 11004 Tracking Number: Global Period: 000 
Recommended Work Relative Value 

Specialty Society RVU: 10.75 RUC RVU: 10.31 

CPT Descriptor: Debridement of skin subcutaneous tissue, muscle and fascia for necrotizing soft tissue infection of 
external genitalia and perineum 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 56-year-old diabetic male presents to the emergency room with a two-day history of 
increasing fever. On physical examination, he appears dehydrated with a fever of 102.6. There are patchy areas of full 
thickness skin neucrosis with surrounding erythema involving his scrotum, perineum and base of the penis. Laboratory 
examination reveals a white blood count of 18.6 and a blood sugar of 42. he is given fluid resuscitation and IV 
anitbiotics. Since he has necrotizing soft tissue infection (Fournier's Gangrene), he is taken to the operating room for 
immediate debridement. 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 

- Change into scrub attire 
- Review surgical procedure, post-op recovery period with patient and family 
- Answer questions from the patient and family 
- Make sure that informed consent is completed and in the record 
- Speak to anesthesiologist about expected length of procedue and about and special concerns about the patient (sepsis, 
shock) 
- Position patient on the operating table 

Description of Intra-Service Work: 

- The patient is taken to the operating room and placed in the supine position with the legs apart 
- The field is sterilized, prepped and draped 
- Under anesthesia the extent of the necrotic tissue is evaluated 
-Necrotic skin, subcutaneous tissue, fat and muscle is resected/debrided back to healthy tissue 
- The penis is debrided as necessary 
- The Scrotum is debrided as necessary 
- Through and through Penrose drains are placed 
- The wounds are packed open with saline soaked gauze 
- The Foley catheter is left in place 

Description of Post-Service Work: 

Post-op Same day work through discharge from recovery 

- Apply dressings 
- Assist in transfer of patient from operating table to post-op stretcher 
- Accompany anesthesiologist with patient to recovery area 
- Assist in transfer of patient to recovery area bed 



CPT Code:ll004 
-Write post-op orders 
- Review recovery area care and medications with staff 
-Meet with family and discuss the procedure, expected outcome, planned post operative care 
- Discuss procedure with patient as necessary in recovery area when awake 
- Call referring physician regarding outcome of procedure and discuss any unusual aspects of post operative care 
(cardiac disease, diabetic management) 
- Dictate detailed operative narrative 

Post-op Same day work after discharge from recovery 

-Examine patient, in ICU or hospital bed, check wound and patient progress 
- Review patient hospital medical record notes · 
- Answer patient and family questions 
- Answer nursing and other staff questions 
-Write any further necessary orders 
- Write note in progress note section of medical record 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2004 

Presenter(s): Jeffery A. Dann, M.D. 

Specialty(s): American Urological Association 

CPT Code: 11004 

Sample Size: 985 IResp n: 43 
I 

Response: 4.36 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl 
Survey RVW: 4.90 10.75 13.50 20.00 

Pre-Service Evaluation Time: 30.0 

Pre-service Positioning Time: 15.0 

Pre-service Scrub, Dress, Wait Time: 20.0 

Intra-Service Time: 45.00 60.00 90.00 120.00 

Post-service Total Min** CPT code I# of visits 

lmmed. Post-time: 30:lJO 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 41.0 99231x 0.0 99232x 0.0 99233x 1.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total mtnutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). ' 

KEY REFERENCE SERVICE: 

Hig_h 

28.00 

300.00 

Key CPT Code 
50020 

Global 
090 

WorkRVU 
14.64 

CPT Descriptor Drainage of perirenal or renal abscess;open 



Other Reference CPT Code 
11012 

Global 
000 

CPT Code:l1004 
WorkRVU 
6.87 

CPT Descriptor Debridement including removal of foreign material associated with open fracture(s) and/or 
dislocation(s); skin, subcutaneous tissue, muscle fascia, muscle, and bone 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 20.9 % 

TIME ESTIMATES (Median) New/Revised Key 
CPT Code: Reference 
11004 CPT Code: 

50020 
I Median Pre-Service Time 1165.00 1170.00 

I Median Intra-Service Time 1190.00 1190.00 

I Median Immediate Post-service Time 30.00 0.00 
Median Critical Care Time 0.0 120.00 
Median Other Hospital Visit Time 41.0 133.00 
Median Discharge Day Management Time 0.0 36.00 
Median Office Visit Time 0.0 92.00 
Median Total Time 226.00 541.00 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 13.50 113.00 
management options that must be considered '------' 

The amount and/or complexity of medical records, diagnostic 13.00 113.00 
tests, and/or other information that must be reviewed and analyzed '------' 

._I u_r=-ge_n_.:;cy_o_f_m_ed_ic_al_d_e_ci_si_on_makin __ · ::::..g ---..;;:;"""=---------~11._4_.5_o __ ---~1 ._l3_.5_o __ ...... 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 113.00 113.00 

I Physical effort required 113.50 113.00 
Psychological Stress (Mean} 

The risk of significant complications, morbidity and/or mortality 14.50 113.00 

I Outcome depends on the skill and judgment of physician 114.00 113.00 

.1 Estimated risk of malpractice suit with poor outcome 114.50 113.00 



INTENSITY/COMPLEXITY MEASURES 

Time Swnents (Mean} 

I Pre-Service intensity/complexity 

I Intra-Service intensity/complexity 

I Post-Service intensity/complexity 

ADDITIONAL RATIONALE 

CPT Code 

113.50 

113.00 

113.50 

CPT Code: 11004 

Reference 
Service 1 

113.50 

113.00 

113.50 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

IWPUT for the new/revised CPT code- 0.087 

Our RUC recommendations are based on survey responses from urologists located across the country, including 
urologists from single-specialty, multi-specialty and academic practices. Once responses are compiled, a panel of 
urologists comprised of a representative sample of the above described group convenes to examine the data associated 
with each code and determine the final RUC recommendation. 

The committee felt that the median times were appropriate for this procedure, however, the 25th percentile RVU of 
10.75 was felt to be more reflective of the work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No ~- _ 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 

data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting each 
CPT code in your scenario. 



CPT Code: 11004 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Currently CPT codes 11040-11044 are utilized to report this service. When an orchiectomy or 
testicular transplantation is performed at the same sitting, CPT 54520 or 54680 respectively would be also requested 
with the appropriate modifier. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rar~ly) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty AUA How often? Sometimes 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 2000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1 ,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Specialty Frequency 0 Percentage % 

Do many physicians perform this servicl! across the United States? Yes ·--

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 11012 is a better crosswalk, and should have been 
the reference code in hindsight. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



CPT Code:11005 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 11005 Tracking Number: T2 Global Period: 000 
Recommended Work Relative Value 

Specialty Society RVU: 13.75 
RUC RVU: 13.75 

CPT Descriptor: Debridement of skin, subcutaneous tissue, muscle and fascia for necrotizing soft tissue infection of 
abdominal wall, with or without fascial closure 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43-year-old man is 10 days sip repair of colon wound, secondary to a shotgun injury to the 
abdomen. The man has a fever of 103.2Fo and appears dehydrated and toxic. His partially opened abdominal midline 
wound has areas of full thickness skin necrosis with surrounding erythema and crepitus involving large areas of the 
abdominal wall skin, subcutaneous tissue, fascia, and muscle. His WBC is 25,000. He was started on fluid 
resuscitation and LV. antibiotics. Since he has fulminating necrotizing fasciitis, he requires immediate debridement. At 
operation, complete debridement of all involved skin, subcutaneous tissue, fascia, and muscle is carried out. The 
wounds are packed, dressed, and the fascia is partially reapproximated. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Write pre-operative orders for peri-operative medications; Review pre-operative 
work-up, with particular attention to microbiology reports; Review the surgical procedure, post-op recovery in and out 
of the hospital, and expected outcome(s) with patient and family; Answer patient and family questions and obtain 
informed consent; Begin and ensure adequate fluid resuscitation and cardiovascular stability. Review planned incisions 
and procedure; Change into scrub clothes; Review with anesthesiology the induction I intraoperative plan for 
maintaining circulatory flow and possible transfusions. Review length and type of anesthesia with anesthesiologist; 
Review planned procedure and positioning and draping of patient; Verify that all necessary surgical instruments and 
supplies are readily available in the operative suite; Monitor patient positioning and draping, and assist with positioning 
as needed; Scrub and gown. 

Description of Intra-Service Work: The skin is opened in its entirely, and the fascia opened along the necrotic portion. 
The necrotic skin, subcutaneous tissue, fascia, and underlying muscle of the rectus abdominus and external oblique are 
debrided by sharp dissection. Multipll}_apscesses are entered and drained., The debridement is then carried cephalad, 
caudal, and laterally until healthy muscle and subcutaneous tissue is reached and all of the necrotic I abscessed tissue is 
removed and all areas of hemorrhage is controlled. All wound areas are irrigated with copious amounts of saline and 
then antibiotic solution. Multiple drains are placed in all wound sites and the wound beds are packed with saline soaked 
gauze. The abdominal fascia is partially reapproximated with sutures to help prevent evisceration of bowel and to protect 
exposed viscera in areas without peritoneum. 

Description of Post-Service Work: 
Post-op Same day work through discharge from recovery 
Apply dressings; Write orders for post-op labs, films, medications, diet, and patient activity; Review recovery room 
care and medications with staff; Discuss procedure outcome with family; Discuss procedure outcome with patient after -
emergence from anesthesia; Dictate post-op report; Discuss procedure outcome with referring physician; Dictate 
procedure outcome and expected recovery letter for referring physician and I or insurance company 

Post-op Same day work after discharge from recovery 



CPT Code: 11005 
Examine patient, check wounds and patient progress; Review nursing/other staff patient chart notes; Answer patient 
family questions; Answer nursing/other staff questions; Write orders for following day's labs, fllms, medications, diet, 
and patient activity; Chart patient progress notes 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) -~09/2004 

Presenter(s): Charles Mabry, MD, FAGS 

Specialty(s): American College of Surgeons 

CPT Code: 11005 

Sample Size: 70 IResp n: 37 I Response: 52.85 % 

Sample Type: Random 

Low 25th octl Median* 75th octl 

Survey RVW: 6.30 9.00 13.75 16.00 

Pre-Service Evaluation Time: 30.0 

Pre-Service Positioning Time: 15.0 

Pre-Service Scrub, Dress, Wait Time: 15.0 

Intra-service Time: 60.00 90.00 120.00 150.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 30.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 41.0 99231x 0.0 99232x 0.0 99233x 1.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**PhysiCian standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

_.,. 
r--

H!g_h 

18.00 

300.00 



CPT Code:11005 

KEY REFERENCE SERVICE: 

Key CPT Code 
15000 

Global 
000 

WorkRVU 
3.99 

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

. KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 
34833 

Global 

Global 

Global 
000 

WorkRVU 

WorkRVU 

WorkRVU 
11.98 

CPT Descriptor Open iliac artery exposure with creation of conduit for- delivery of infrarenal aortic or iliac endovascular 
prosthesis, by abdominal or retroperitoneal incision, unilateral 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 40.5 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPf Code: CPf Code: 

~-. 11005 15000 

I~M_e_d_im __ Pr_e_-S_eN __ ice_T_~ __ e ____________________ ~ll ro.oo II~ ____ o_.oo ____ ~ 

._I M_ed_im_Intra __ -s_eN_l_·ce_T_~_e __________ ..... ll 120.00 I ._I __ 3_0_.00 _ ___. 

I Medim Immediate Post-seNice T~e 30.00 II 0.00 

I Mewan Critical Care T~e 0.0 I 0.00 

I Medim Other Hospital Visit T~e 41.0 I 0.00 

I Medim Discharge Day Mmagement T~e 0.0 I 0.00 

I Medim Office Visit T~e 0.0 I 0.00 

I Median Total Time 1~1 30.00 



CPT Code: 11005 

INTENSITY /COMPLEXITY MEASURES (Mean} 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of L-_3_.2_7_.....JIIL-__ 3_.3_3_---J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.73 II 4.07 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 4.93 II 3.00 

Technical Skill/Physical Effort (Mean} 

I Technical skill required II 3.33 II 3.67 

I Physical effort required II 3.87 II 3.20 
Psychological Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.93 II 3.53 

I Outcome depends on the skill and judgment of physician II 4.73 II 4.27 

I Estimated risk of malpractice suit with poor outcome II 3.93 II 4.27 

INTENSITY /COMPLEXITY MEASURES CYfCode Reference 
Service 1 

Time S~ents (Mean} 

I Pre-Service intensity/complexity II 4.47 II 3.36 

I Intra-Service intensity/complexity II 4.60 II 3.60 
..... 
r--

I Post-Service intensity/complexity II 4.67 II 3.00 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The survey median RVW of 13.75 is recommended for 11005. The total work for this new code is significantly greater 
than for reference code 15000 (three to four times more work by magnitude estimation). Operative exposure for the 
second reference code 34833 is much smaller and performed as an outpatient service, compared with the significantly 
greater exposure for 11005 performed on a hospitalized patient in ICU. The sum of 34833 plus 99233 is 13.49 
(11.98+1.51). If you consider that the operative intensity of 11005 is greater than 34833, then the survey median RVW 
of 13.75 is an appropriate relative value. 



The IWPUT of 110005 with an RVW of 13.75 is 0.087. 

IWPUT BBM Analysis 
Svy RVW: 13.75 

Svy Data RUC Std. 
Pre-service: Time . Intensity 
Pre-service eval & pos-itioning 45 

I 
Pre-service scrub, dress, wait 15 
Pre-service total 1.13 

RVW 

RVW 
(=timex intensity) 
0.0224 1.01 
0.0081 0.12 

Post-service: - Time 
Immediate post 30 
Subsequent visits: 

Intensity (=timex intensity) 
0.0224 0.67 
Visit n E/M RVW ( =n x RVW) 

99233 1 1.51 1.51 
Post-service total 2.18 

Time IWPUTINTRA-RVW 
Intra-service: 120 0.087 10.44 

SERVICES REPORTED WITH MULTIPLE CYf CODES 

CPT Code: 11005 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D . The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple code~. 
Include the CPT codes, globa)..period, work RVUs, pre, intra, and post-time for each, summing all of these 1 

data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting each 
CPT code in your scenario. 

FREQUENCY INFORMAUON 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
. code is reviewed) 11043-22 Debridement; skin, subcutaneous tissue, and muscle 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Sometimes 

Specialty How often? 



CPT Code:ll005 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonna~on (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 34833 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

... ·-. 



CPT Code: 11006 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:11006 Tracking Number: Global Period: 000 
Recommended Work Relative Value 

Specialty Society RVU: 13.99 RUC RVU: 12.61 

. CPT Descriptor: Debridement of skin, subcutaneous tissue, muscle and fascia for necrotizing soft tissue infection; 
external genitalia, perineum and abdominal wall, with or without fascial closure 

CLINICAL DESC~ON OF SERVICE: 

Vignette Used in Survey: A 48 - year old leukemic male presents to the emergency room with a 24-hour history of 
fever and dehydration. On physical examination, he appears dehydrated with a fever of 103.2. There are areas of full 
thickness skin necrosis with surrounding erythema and crepitus involving large areas of the scrotum, perineum, base of 
penis, upper thighs, and lower abdominal wall. Laboratory examination demonstrates an elevated white blood count and 
a creatinine of 2.8. He is given fluid resuscitation and LV. antibiotics. Since he has fulminating necrotizing fascitus 
(Fournier's Gangrene), he is taken to the operating room for immediate debridement of all these involved tissues. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
- Change into scrub cloths 
-Review surgical procedure, post-op recovery with patient and family 
-Answer patient and family questions, be sure informed consent is in record 
- Speak to anesthesiologist about expected length of procedure and any special ·concerns about this particular patient 
(sepsis, shock) 
- Position patient on operating table 

Description of Intra-Service Work: 
- The patient is taken to the operating room and placed in the supine position with the legs apart 
-The field is sterilized, prepped and draped Under anesthesia the extent of the necrotic tissue is evaluated 
- Necrotic skin, subcutaneous tissue, fat and muscle is resected/debrided back to healthy tissue 
- The penis is debrided as necessary 
- The Scrotum is debrided as necessary~- . . 
- Lower abdominal tissue is resected to healthy tissue and jackson - pratt drains are placed 
- Through and through Penrose drains are placed 
- The wounds are packed open with saline soaked gauze 
- The Foley catheter is left in place 

Description of Post-Service Work: 
Post-op Same day work through discharge from recovery 
- Apply dressings 
-Assist in transfer of patient from operating table to post-op stretcher 
- Accompany anesthesiplogist with patient to recovery area 
- Assist in transfer of patient to recovery area bed 
-Write post-op orders 
- Review recovery area care and medications with staff 
-Meet with family and discuss the procedure, expected outcome, planned post operative care 
- Discuss procedure with patient as necessary in recovery area when awake 
- Call referring physician regarding outcome of procedure and any unusual aspects of post operative care (cardiac 
disease, diabetic management) 



CPT Code: 11006 
- Dictate detailed operative narrative 

Post-op Same day ~ork after discharge from recovery 
- Examine patient, in ICU or hospital bed, check wound and patient progress 
- Review patient hospital medical record notes Answer patient and family questions 
- Answer nursing and other staff questions 
-Write any further necessary orders 
- Write note in progress note section of medical record 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2004 

Presenter(s): Jeffery A. Dann, M.D. 

Specialty(s): American Urological Association 

CPT Code: 11006 

Sample Size: 985 IResp n: 42 
I 

Response: 4.26 % 

Sample Type: Random 

Low 25th octl Median* 75th pctl 

Survey RVW: 4.94 10.06 13.99 16.00 

Pre-Service Evaluation Time: 30.0 

Pre-Service Positioning Time: 15.0 

Pre-Service Scrub, Dress, Wait Time: 20.0 

Intra-Service Time: 15.00 60.00 120.00 120.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. "Post-time: 30.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 41.0 99231x 0.0 99232x 0.0 99233x 1.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7) . 

KEY REFERENCE SERVICE: 

.... .,_. 

Hig_h 

300.00 

180.00 

Key CPT Code 
50020 

Global 
090 

WorkRVU 
14.64 

CPT Descriptor Drainage of perirenal or renal abscess;open 

Other Reference CPT Code 
11012 

Global 
000 

WorkRVU 
6.87 

---- _...,_ __ . ___ : ----- ·---

CPT Descriptor Debridement including removal of foreign material associated with open fracture(s) and/or 
dislocation(s); skin, subcutaneous tissue, muscle fascia, muscle, and bone 

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



CPT Code: 11006 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you _ 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 21.4 % 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 
11006 

Key 
Reference 
CPT Code: 
50020 

'-1 M_edian_· _Pr_e-_Se_rv_ic_e_T_im_e __________ ___.ll._65_.oo __ __.l '-17_0._00 __ __. 

._I M_ed_ian_In_tra_-_se_rv_i_ce_T_im_e __________ ____.l ._II_20_.oo __ __.ll '-90_._oo __ _, 

I Median Immediate Post-service Time j30.00 I 0.00 
P==================================9~=====9?=====~ 
Median Critical Care Time I 0.0 j120.00 

f:M=edian=. =O=th=er=H=o=s=pi=tal=V=is=it=T=im=e==========l f=l4=l.=O======l jl33.00 

l=M=ed=ian=D=is=char=g=e=D=a=y=M=ana=g=em=e=n=t T=im=e=======l1 0.0 136.00 
?===~ 

Median Office Visit Time I 0.0 j92.00 

=M:ed::ia:n:T:otal::T:im::e::::::::::::::::::::::::: f:l'-25:6:.00:::::: f=l54=l=.OO=====l 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of j4.00 jj3.00 
management options that must be considered '------' 

The amount and/or complexity of medical records, diagnostic 13.00 jj3.00 
tests, and/or other information that must be reviewed and analyzed ,__ __ ___. 

.... 1 u_r.::..ge_n....:cy_o_f_m_edi_"cal_d_ec_is_io_n_makin __ · .::..g _______ __.I L..ls_.oo ___ _,l '-13_.00 __ __, 

Technical Skill/Physical Effort (Mean) 

I '-T_ec_ruu_·_cal_s~_-l_r_eq~u_rre_d ___________ ~ll'-3_.oo __ __,l!'-3_.oo __ __, 

._I P_h"-ys_ic_al_e_ffi_ort_r_e-=-qu_rr_ed ___________ ____.l '-13_.00 ___ _,1 '-14_.00 __ ____.. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality lls.oo I ._13_.00 __ ____.. 

'-1 Ou_tc_om_e _depe_.__n_ds_o_n_th_e_s_~_·l_an_dJ,_·u--'dgm::..__e_nt_o_f_,_ph...::y;_si_cian ___ __.ll4.00 II'-3_.00 __ __, 

._I Es_tuna_· _ted_ns_· k_of_mal--'p'-ra_c_tic_e_s_ui_t _w_ith-'poo'--_r o_u_tc_om_e ___ ___.114.00 I ._l3_.oo __ ___, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

'-1 P_re_-S_e_rv_ic_e_in_te_ns_ity:_/_co_m__:p_le_XI....:·ty~------------'11'-4-.00-----'l '-13_.00 ___ ~ 



CPT Code: 11006 
~lm_tr_a_-S_e_N_ic_e_m_re_m_i~cy_lc_om_p~l_e~_·cy~----------------~l~l4_.oo ______ ~II'3-.00----~~~ 

~IP_o_st_-S_eN __ ic_e_m_re_rn_icy~l_c_om~p~le_~~·cy~----------------~~~~3-.00------~~~~3-.00------~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

IWPUT for new/revised CPT code 11006 - 0.086 
Our RUC recommendations are based on survey responses from urologists located across the country, including 
urologists from single-specialty, multi-specialty and academic practices. Once responses are compiled, a panel of 
urologists comprised of a representative sample of the above described group convenes to examine the data associated 
with each code and determine the final RUC recommendation. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. · 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing frm. typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 

data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting each 
CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Currently CPT codes 11040-11044 are utilized to report this service. When an orchiectomy or 
testicular transplantation is performed at the same sitting, CPT 54520 or 54680 respectively would be also requested 
with the appropriate modifier. · 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 11006 

Specialty AUA How often? Sometimes 

Specialty How often? 

Specialty_ How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty AUA Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 500 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty AUA Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please se1ect another crosswalk and provide a brief rationale. 11012 is a better crosswalk, and should have been 
the reference code in hindsight. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
... .---



CPT Code:11008 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:11008 Tracking Number: T4 Global Period: ZZZ 
Recommended Work Relative Value 

Specialty Society RVU: 5.00 
RUC RVU: 5.00 

CPT Descriptor: Removal of prosthetic material or mesh, abdominal wall for necrotizing soft tissue infection (List 
separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old man has had recurrent draining sinuses along and associated with a 12 month
old abdominal midline ventral hernia repair. He has had recurrent subcutaneous abscesses drained, with previously 
isolated gram-negative organisms. The repeated use of broad-spectrum antibiotics and local wound care has failed to 
resolve the recurrent infections. He now presents with infected polypropylene mesh in the hernia repair. During the 
primary procedure, the entire 6 x 4 inch section of mesh is removed by sharp dissection. (Note: Wound debridement, 
exploratory laparotomy, hernia repair, intestinal repair, or repair of intestinal fistula are reported separately. When 
completing this survey, consider only the "add-on" work associated with 11008.) 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: n/a 

Description of Intra-Service Work: The mesh is completely exposed by sharp dissection and carefully dissected free, 
circumferentially, from the subcutaneous tissue, fascia, and muscle. As it is removed, it is carefully and sharply 
dissected free from any underlying omentum and intestines. The mesh is completely removed. Any associated 
laparotomy, wound debridement, intestinal or fistula repair, or wound repair is reported separately. 

Description of Post-Service Work: n/a 



CPT Code: 11008 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) 109/2004 

Presenter{s): Charles Mabry, MD, FACS 

Specialty(s): American College of Surgeons 

CPT Code: 11008 

Sample Size: 70 IResp n: 32 I Response: 45.71 % 

Sample Type: Random 

Low 25th octl Median* 75th pctl 

Survey RVW: 3.00 4.80 5.00 6.00 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 30.00 44.00 60.00 90.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 0.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit{s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 {30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

Hig_h 

9.00 

180.00 

Key CPT Code 
49568 

Global 
zzz 

WorkRVU 
4.88 

CPT Descriptor Implantation of mesh or other prosthesis for incisional or ventral hernia repair (List separately in 
addition to code for the incisional or ventral hernia repair) 

KEY MPC COMPARISON CODES: I 

Compare the surveyed code to codes on. the RUC's MPC List. Reference codes from the MPC list should be chosen, If .. _. 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 
44121 

Global 

Global 

Global 
zzz 

WorkRVU 

WorkRVU 

WorkRVU 
4.44 

CPT Descriptor Enterectomy, resection of small intestine; each additional resection and anastomosis (List separately in 
addition to code for primary procedure) 



CPT Code: 11008 
RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code ·listed below. 

Number of respondents who choose Key Reference Code: 17 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 

11008 

% of respondents: 53.1 % 

Key Reference 
CPT Code: 

49568 

I ~M_eru __ ·M __ Pr_e_-s_e~_i_ce_T_~ __ e ____________________ ~ll 0.00 ll~ ____ o_.oo ____ ~ 

~~ M_ed __ iM_In_tra_-S_e_~_ic_e_Tun_· _e __________ __.ll 60.00 I L-1 __ 5_2._00 _ __. 

l=M=e=d=iM=IniDl=e=d=ia=te=P=o=st=-s=e~=ic=e =Tun=· =e=========lll 0.00 I ?===O=.OO===l 
MediM Critical Care T~e I 0.0 I 0.00 
~===============================~ ~========l 

l=M=ed=iM=O=ili=e=rH=os~pi=W=V=is=it=T=~=e==========lF==o=.o==9ll====o=.oo===~ 
MediM Discharge Day MMagement T~e 0.0 I 0.00 

~=======l 
Median Office Visit T~e 0.0 I 0.00 

~======l 
Median Total Time 60.00 11----52_.00 __ -; 
Other time if appropriate . 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis Mdior ilie number of 3.47 II 
management options iliat must be considered '---------J ~------------' 

2.50 

The amount Mdlor complexity of medical records, diagnostic 2.71 
tests, Mdlor other information iliat must be reviewed Md analyzed 

II 2.44 

I Urgency of medical decision making II 3.88 II 3.44 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 4.35 II 3.44 

~-. 

I Physical effort required II 4.29 II 3.94 

P~chololrlcal Stress (Mean} 

I The risk of significant complications, morbidity Mdior mortality II 4.38 II 3.38 

I Outcome depends on the skill and judgment of physician II 3.88 II 3.50 

Estimated risk of malpractice suit with poor outcome 3.53 II 3.44 
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CPT Code: 11008 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference 

Service 1 

Time S~ents (Mean} 

I Pre-Service intensity/complexity II 0.00 II 0.00 

I Intra-Service intensity/complexity II 4.41 II 3.44 

I Post-Service intensity/complexity II 0.00 II 0.00 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The survey median RVW of 5.00 is recommended for 11008. This value is slightly higher than the reference code 
49568 [Implantation of mesh or other prosthesis for incisional or ventral hernia repair], reflecting the increased intensity 
and complexity to remove the mesh within a site of infection. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions:_ Yes 

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

~ 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow ~xibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 

data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting each 
CPT code in your scenario. At least one of the primary debridement codes 1104Xl-1104X3 will always be 
reported with this add-on code. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 49999 Unlisted procedure, abdomen, peritoneum and omentum 



CPT Code:11008 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Sometimes 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, pfease provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? t If 
this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency Percentage - % 

_ Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physi?ian work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 
_ ... .---

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2004 

Endometrial Cryoablation Therapy 

CPT created a new code 58356 Endometrial cryoablation with ultrasonic guidance, including endometrial curettage, when performed 
to describe endometrial cryoablation with ultrasonic guidance since there are no existing codes that accurately describe the clinical 
distinctions of uterine cryoablation. diven the survey results that were based on a comparison with code 58563, Hysteroscopy, 
surgical; with endometrial ablation (egg, endometrial resection, electrosurgical ablation, thermoablation) (work RVU = 6.16), the 
RUC and the presenters concluded that the intra-service intensity of the two codes were equal, however the RUC also agreed that the 
physician time estimates from the survey were incorrect. The RUC made a number of adjustments to the time for code 58356 
Endometrial cryoablation with ultrasonic guidance, including endometrial curettage, when performed. Pre-service time was reduced 
by 10 minutes and the RUC assigned a half discharge day rather than a full discharge day. The presenters explained that the survey 
respondents underestimated the intra-service time and while the survey median was 40 minutes, the presenters felt that the 75th 
percentile of 45 minutes more accurately reflected the intra-service time. The presenters also stated that this time would be a more 
accurate comparison with the reference service's intra-service time of60 minutes. The committee agreed that an IWPUT of .076 
which is the intensity measure of the reference service should also be applied to code 58356 as well as 45 minutes of intra-service 
time. The committee discussed these changes in detail and agreed to the following adjustments and recommended value. 

Pre evaluation time 
Positioning time 
Scrub time 
Intra-service time 
Immediate post time 
Discharge day 
Office visits 

30 
10 
10 
45 @iwput 0.076 
30 
.5 of99238 
1 X 99213 

An analysis of this time and intensity results in an RVU of6.36. The RUC agreed that the rank order between 58356 (recommended 
work RVU = 6.36) and the reference service 58563 (work RVU = 6.16) would be con·ect. The RUC also noted that this work RVU is 

CPT five-dtgtt codes, two-dtgtt modifiers, and descnptions only are copyright by the American Medtcal Associatton. 

( 



equivalent to code 46260 Hemorrhoidectomy, internal and external, complex or extensive (work RVU = 6.36), which is included on 
the RUC's MPC list. 

The RUC recommends a work RVU of 6.36 for code 58356. 

Practice Expense 
The RUC reviewed the direct practice expense inputs and made changes to the clinical staff inputs in the service period as well as 
applied standard post op visit time for follow-up phone calls. A cryoablation machine was also added as equipment. The details of 
the practice expense inputs are attachc:d to the recommendations. 

1il 

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

58340 Catheterization and introduction of saline or contrast 000 0.88 

material for hysterosonography or hysterosalpingography (No Change) 

(For radiological supervision and interpretation of 
hysterosonography, see 76831) 

(For radiological supervision and interpretation of 
hysterosalpingography, see 74740) 

(For endometrial cryoablation with ultrasonic guidance, 
use Gategory III code GGG9+) 

58353 Endometrial ablation, thermal, without hysteroscopic 010 3.55 

guidance (No Change) 

(For hysteroscopic procedure, use 58563) 

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

I' 
' 

2 



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

•58356 All Endometrial cryoablation with ultrasonic guidance, 010 

including endometrial curettage, when performed 

(Do not reQort 58356 in conjunction with 58100, 58120 
58340, 76700, 76856) 

0009T ' XXX Endometrial cryoablation with ultrasonic guidance 

(0009T has been deleted. To re12ort, use 5835X) 

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

WorkRVU 
Recommendation 

6.36 

N/A 
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CPT Code:58356 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:58356 Tracking Number: AJl Global Period: 010 Specialty Society R VU: 6.80 

RUC RVU: 6.36 
CPT Descriptor: Endometrial cryoablation with ultrasonic guidance including endometrial curettage when performed 
(Do not report 58356 in conjunction with 58100, 58120, 58340, 76700, 76856) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 42 year old premenopausal woman who presents with menorrhagia due 
to benign causes and for whom childbearing is complete. Appropriately selected patients include women with abnormal 
uterine bleeding where conservative therapy (hormonal therapy and/or D&C) has failed and hysterectomy is the next 
treatment option considered by her physician. Endometrial cryoablation therapy is contraindicated in patients with 
known or suspected endometrial carcinoma or premalignant changes in the endometrium, or any anatomic or pathologic 
condition in which weakness of the myometrium could exist. Active genital infection, active pelvic inflammatory 
disease, active UTI, or intrauterine device (IUD) currently in place is ruled out. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 46% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Patient is counseled and consent obtained. Patient is positioned, prepped, and draped. 
Cryoablation equipment is prepped, draped, and warmed up. Ultrasound machine to prepped, draped, and warmed up. 
Appropriate anesthetic is administered, including paracervical block. 

Description of Intra-Service Work: Probe is connected to cryoablation console and sterile drape deployed. Machine is 
precooled. Foley catheter placed and bladder is filled. Tenaculum placed on anterior cervical lip and traction applied. 
Cervical canal is evaluated and dilated. Suction curretage is typically performed. Ultrasound is used to observe and 
direct cryoprobe probe. Probe is inserted to the fundus and directed towards one cornu. Sterile saline is injected and 
uterus evaluated for air and visualization. First freeze is initiated. Cryoprobe tip temperature cooled to minus 60 
degrees Celsius. The cryozone is monitored on ultrasound to ensure cryozoned does not extend beyond the serosa. 
When this freeze is complete, a heat cycle is initiated in the cryoprobe. Once the tip reaches 20 degrees Celsius, t11e 
probe is repositioned and melts a path,.iO the contralateral cornu. Sterile saline is injected and second freeze is initiated. 
Typically 2-4 freezes are conducted. Once all freezes are complete, the cryoprobe is removed. The tenaculum is then 
removed. Hemostasis of the cervix is achieved. The patient's bladder is emptied and the catheter removed. The 
speculum is removed. 

Description of Post-Service Work: The patient escorted to recovery for observation. Patient and family are counseled. 
Chart work is completed and operative notes are dictated. There is typically one post-op visit. 

SURVEY DATA 
RUG Meeting Date (mm/yyyy) 109/2004 

Presenter(s): George Hill, MD, FACOG; William Peters, MD, FACOG; Sandra Reed, MD, FACOG 

Specialty(s): American College of Obstetricians and Gynecologists (ACOG) 

CPT Code: 58356 

Sample Size: 75 IResp n: 24 I Response: 32.00 % 

Sample Type: Convenience 



CPT Code:58356 

Low 251
h octl Median* 75th pctl 

Survey RVW: 3.55 4.63 6.80 9.87 

Pre-Service Evaluation Time: 30 

Pre-Service Positioning Time: 10.0 

Pre-Service Scrub, Dress, Wait Time: 10.0 

Intra-Service Time: 5.00 30.00 45 45.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 30.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 1! 99238x .5 99239x 0.00 

Office time/visit(s): 23.0 99211x 0.0 12x 0.0 13x 1.0 14x 0.0 15x 0.0 
.. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 {38); 99213 (23); 99212 (15); 99211 (7). 

~ ··- . 

High 

10.78 

60.00 
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KEY REFERENCE SERVICE: 

Key CPT Code 
58563 

Global 
000 

CPT Code:58356 

Work RVU 
6.16 

CPT Descriptor Hysteroscopy, surgical with endometrial ablation (eg endometrial resection, electrosurgical ablation, 
thermoablation) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
46260 

Global 
090 

CPT Descriptor 1 Hemorrhoidectomy, internal and external, complex or extensive 

MPC CPT Code 2 
43268 

Global 
000 

Work RVU 
6.36 

Work RVU 
7.38 

CPT Descriptor 2 Endoscopic retrograde cholangiopancreatography (ERCP); with endoscopic retrograde insertion of 
tube or stent into bile or pancreatic duct 

Other Reference CPT Code 
58353 

Global 
010 

Work RVU 
3.55 

CPT Descriptor Endometrial ablation thermal, without hysterscopic guidance 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing tin1e data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 %of respondents: 45.8 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

58356 58563 

I Median Pre-Service Time II 60.00 II 40.00 

I Median Intra-Service Time II 45 II 60.00 

Median Immediate Post-service Time 30.00 I 30.00 

Median Critical Care Time 0.0 I 0.00 

Med1an Other Hospital Visit Time 0.0 I 0.00 

Median D1scharge Day Management Time 18 I 0.00 

Medmn Office V1sit Time 23.0 I 0.00 

Median Total Time 

~ 
130.00 

Othe1· time if appropriate 



CPT Code:58356 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
3.79 The number of possible diagnosis and/or the number of L...-_3_.7_9_....JII 

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_.5_8 _ _,1 ._I __ 3_.5_4 _ __. 

jL...U_r~ge_n--'cy:....o_f_m_e_d_ic_ai_d_e_ci_si_on_m_ak_in-=g'--------------'1 L...l __ 3_.1_7 _ _,1 L...l __ 3_._17 __ ....~ 

Technical Skill/Physical Effort (Mean) 

~IT_e_cl_1n_lc_a_ls_k_lll_r_eq~u-il_·ed ____________ --....~IL...I __ 4_.3_8 _ _,1~1 __ 3_.8_8 __ ~ 

~IP_h~ys_lc_al_e_ft_o_rt_re-'q:....ul_re_d ____________ ~IL...I __ 3_.9_6_....JI~I __ 3_.5_0_~ 
Psvchological Stress (Mean) 

I The nsk of signiticant complications, morbidity and/or mortality I ~~ __ 3_.2_1 _ __,11._ __ 3_.3_8 __ ....~ 

~I o_u_tc_o_m_e_ct-=ep;_e_nct_s_o_n_th_e_s_ki_II_a_nd"""'1,_·u"""'ctg=-m_e_n_t _of_.p_h~ys_ic_ia_n __ --....~1 ._I __ 4_.2_9 _ _,IIL... __ 3_.6_7 __ ....~ 

~E_s_w_n_at_ed_r_is_k_o_f_m_a.:..Ip_ra_ct_ic_e_s_ui_t w_ith_p:....o_o_r _ou_tc_o_m_e ___ --....~ L...-_3_.5_8_....JII.__ __ 3_.5_o __ ~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._P_re_-_Se_rv_i_ce_i_m_e_ns_it,_y/_co_m....:p_Ie_x_it,_y _________ ____.IL...I __ 3_.5_4_....JII._ __ 3_.3_8_~ 

IL...r_nt_ra_-S_e_rv_lc_e_in_t_en_s....:ity:..../_co_m~p_Ie_x....:ity'---------------'IL-1 __ 4_.1_3_....JII.___3_.8_3_~ 

I._P_o_st_-S_er_v_ic_e_in_te_ns_i....:.ty_lc_o_m_,_pl_e_xi....:.ty _____ ' _____ __,l ._I __ 3_.4_6 _ _,11._ __ 3_.2_5_~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
!WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code:58356 
SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved m the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Category III Procedural Code, 0009T, Endometrial cryoablation with ultrasonic guidance. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Ob/Gyn How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1200 
If the recommendation is from multipl&'-specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 400 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:58356 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. 

_ .. 
r--



AMA SpeCialty SoCiety 
Recommendatron 

AMA Specially Soc1e1y RecommendatiOn 

A B 

2 

CMS STAFF 
TYPE, MED 

SUPPLY, OR 
3 EQUIP CODE 

4 LOCATION 

5 GLOBAL PERIOD 

6 TOTAL CLINICAL LABOR TIME 

7 TOTAL PRE-SERV CLINICAL LABOR TIME 

6 TOTAL SERVICE PERIOD CLINICAL LABOR TIM! 

~ 
TOTAL POST·SERY CLINICAL LABOR TIME 

RJlE'§Em~l!mm~~ f-"' Start: Following visit when decision for surgery or 
11 procedure made 

12 Complete pre-serv•ce d1agnost1c & referral forms L037D 
t3 Coorchnate pre-surgery sei'Vlces L037D 
14 Schedule space and eqUipment 1n raohty L037D 
15 ProV1de pre-sei'Vlce educatton/obtam consent L037D 
t6 Follow-up phone calls & prescnptiOns L037D 
17 Other Cllmcal Act1v1ty (please speafy) 

End:When patient enters officelfacahty for 

~ surgery/procedure 
19 'S'ER.VJCEflflfRTPilW 4M4QN£1fijfM#fjrffi 

Start: When patient enters offlce/facality for 
20 surgery/procedure 
21 Pre·serv•ce servaces 

22 Rev1ew charts L037D 
23 Greet pat1ent and prov•de gown1ng L037D 
24 Obta1n VItal s1gns L037D 
25 Prov1de pre-servtce educallanlobta•n consent 

26 Prepare room. eqUipment, supphes L037D 
27 Setup scope (non fac11ily sett1ng only) 

28 Prepare and pos1tlon pauenu momtor pauenu set up IV L037D 
29 Sedate/apply anesthesia 

30 Intra-service 

31 Ass1st physlc•an •n performing procedure L037D 
32 Ass1st phys•c•an 1n perfonn1ng procedure L051B 
33 Ass1st phys•c•an 1n performing procedure 

34 Post-Service 

35 Momtor pt. following serv•celcheck tubes, momtors, drruns 

36 Clean roomtequ•pment by phys•c•an staff L037D 
37 Clean Scope 

38 Clean Surg•callnstrument Package L037D 
39 Complete diagnostic forms. lab & X-ray requiSitions 

40 Rev1ew/read X-ray, lab, and pathology reports 
Check dressmgs & wound/ home care mstrucbons /coordmat 

41 office v1S1ts /prescnptlons 
Discharge day management 99238-12 minutes 

42 99239 --15 minutes L037D 
43 Other Clinical Activity (please speofy) 

"* 
~· Patient leaves office 

s:r;se ' • 
46 Start: Patient leaves office/facility 
4 7 Conduct phone callsJcall1n prescnpuons 

Office VISits: Greet patlent,escon to room. provide gownu1g, 
Interval history & v1tal Stgns and chart, assemble pre'IIOus te 
reportslresults.ass1st physioan dunng exam, ass1s1 with 
dressmgs, wound care, suture removal, prepare dx test, 
prescnpt10n fonns. post seN1ce education, •nstruct10n. 
counseling, Clean roomlequ•p. check supplies, cooromate 

48 home or outpatient care 
49 LJst Number and Level of OffiCe ViSits 
50 99211 16 m1nutes 16 
51 99212 27 m1nutes 27 
52 99213 36 ITUnutes 36 
53 99214 53;;;1'Qv utes 53 
54 99215 63 m1nutes 63 
55 Other 

56 
57 Total Office V1s1t T1me 
sa Other ActiVIty (please specify) 

59 End: with last office visit before end of lobal oerlod 

c 0 

CPT Code • 58356 

endDrrwtnai~ID\wiOI..,.......:: 

e~•IIICl.ld""''~Wf•bp 
wn...~t0anatrepart:S435.XIn 
:'~ .. 5e100,S8120sa3CO 
'"'' ~ •115700 76856) 

Non Fac•lltv Facilitv 

10 10 
177.0 72.0 

18.0 30.0 

123.0 6.0 

36.0 36.0 

5 5 
3 10 
0 5 
7 7 
3 3 

.•• 

3 
3 
5 

2 

2 

45 
45 

3 

15 

6 

1 1 

36 36 
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AMA SpeCialty Soc1ety 
RecommendatJon 

AMA Specialty Soc~ely Recommendahon 

A 8 

2 

CMS STAFF 
TYPE. MEO 

SUPPLY. OR 

3 EQUIP CODE 

4 LOCATION 
so IMEPICAii.'liU 
61 PEAC multlspeaatty supply package 5A046 
62 Post-op mcts10n care ktt 

63 Endometna\ cryoablation disposable probe • lnvo1ce attach~ 
64 Foley catheter 50024 

65 10cc Luer-lock synnge for paracerv~cal block 5COS1 
66 20cc non-Luer lock synnge for saline 5C053 
67 Stenle sahne CMS database 
68 Ultrasound gel 5J062 
69 Top1cal cervtcal anesthesta (hdocame 4% soln, toptcal) 5HOSO 
70 4x4 stenle gauze. 10 pack 5G056 
71 Endometnal currette 50039 
12 Alcohol wtpes 5M021 

73 needle, sp1nal 5C026 
74 Betad.ne or other top1cal antiseptiC 5J042 
75 stente gloves 58024 
76 eye sh1eld 58036 
77 surg1cal masks 58033 
78 25% bup1vaca1ne 5H021 
79 Pelv1c exam pack SA051 

~ Instrument crean1ng supplies 5A043 

~ Ei@ownt41HII!M%~WWifJki¥#@¥~$1 82 Bas1c Surgtcallnstrument Package $500 
a3 Med1um SurgiCal Instrument Package $1,500 E72006 
84 Ultrasound machtne w1th abdommal transducer E52001 
85 Cryoablat1on mach1ne -see mvo1ce for per use fee 

86 Electncat exam•naiiOn table w1th knee supportmg stirrups E11003 
87 F1beropt1C exam1na11on light E11006 
88 
89 
90 

~ r-. 

c 0 

CPT Code • 58356 

Enctom.tn.ICI)'OIIblloiiDnwlhllltr••ar111: 

;u~nc:llld~~~g•~m.lcvr•tta;. 

wtlenpelfiii'I'MCI(Oonolr•partS435XIII 
c~nctlanwllh51100!>e120,~. 

~ 
7&700,711&56) 

Non Facility Facility 

" ~ 

2 1 

1 
1 

1 
1 

socc 
60 

20 cc 
1 
1 
5 

1 
100m\ 

2 
1 
3 

20 cc 
2 1 
1 

f:, ,, 

1 
26 

1 use 

26 
26 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2004 

Doppler Velocimetry, Umbilical and Middle Cerebral Arteries 

CPT created two new codes to describe doppler velocimetry of fetal umbilical artery and middle cerebral artery. These are codes that 
are needed to describe the work involved in adequately assessing and timing the delivery of a growth restricted fetus. These 
procedures are typically performed by,~physicians, not clinical staff. 

Code 76820 Doppler velocimetry; umbilical artery 
The RUC agreed that the median RVU of0.50 was appropriate for code 76820 Doppler velocimetry; umbilical artery. The RUC 
reviewed the survey data and the comparison with the reference code 76827 Echo exam of fetal heart (Work RVU=0.58). Given a 
slightly lower total time and intensity the RUC agreed that a work RVU of 0.50 would place the code in proper rank order with similar 
codes such as the reference code. The RUC recommends a work RVU of 0.50 for code 76820. 

Code 76821 Doppler velocimetry, fetal; middle cerebral artery 
The RUC discussed code 76821 Doppler velocimetry, fetal; middle cerebral artery in much greater detail. The RUC was concerned 
that the survey results indicated that the,time and intensity measures would indicate a value the same as 76820, however, the 
presenters recommended a higher value at the 75th percentile value. The presenters explained that the survey results that were based 
on responses from radiologists and maternal fetal medicine physicians may have resulted in an anomaly. The presenters explained 
that the procedure is performed 90% of the time by maternal fetal medicine physicians and 10% of the time by radiologists. However, 
the majority of the survey respondents were radiologists and the presenters felt that the survey data by the radiologists skewed the 
overall survey responses. Since the maternal fetal medicine physicians will be providing the vast majority of the services, the RUC 
agreed with the presenters that it would be appropriate to give greater weight to the maternal medicine survey data that resulted in a 
median RVU of 0.70. The presenters assured the committee that physicians and not clinical staff will be performing the procedure. 
The committee also felt that this value of 0. 70 would place the code in proper rank order with 76820 doppler velocimertry, fetal; 
umbilical artery (recommended work RVU = 0.50) The presenters explained that there is a significant difference between Doppler 
velocimeter of the umbilical artery and the middle cerebral artery and a 0.20 RVU difference is warranted. Due to the anomalies in 
the data from the two societies the RUC agreed that the practice pattern of the maternal fetal medicine physician was appropriate. It is 
likely that radiologists who valued the code considered they were performing this examination in conjunction with another obstetrical 
ultrasound examination such as 76811 Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal 

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



evaluation plus detailed fetal anatomic examination, transabdominal approach; single or first gestation (work RVU =1.90) and 76805 
Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal evaluation, after first trimester (> or = 14 
weeks 0 days), transabdominal approach; single or first gestation (work RVU = 0.99) In contrast, when maternal fetal medicine 
physicians perform 76821, it will typically be performed as a stand alone code. 

The RUC recommends a work RVU of 0. 70 for code 76821. 

The committee also made several adjustments to the practice expense inputs such as changing the staff type to the standard staffblend 
ofRN/LPN/MT and specifying that code 76820 uses an ultrasound room and 76821 uses an ultrasound color Doppler. The details of 
the practice expense inputs are attacheli to the recommendations. 

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

... 76827 Doppler echocardiography, fetal, eardiovaseular system, XXX 0.58 

pulsed wave and/or continuous wave with spectral display; (No Change) 
complete 

76828 follow-up or repeat study XXX 0.56 

(To report the use of color mapping, use 93325) (No Change) 

•76820 AQ1 Doppler velocimetry, fetal; umbilical artery XXX 0.50 

•76821 AQ2 middle cerebral artery XXX 0.70 

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



CPT Code:76820 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:76820 Tracking Number: AQl Global Period: XXX 

CPT Descriptor: Doppler velocimetry fetal; umbilical artery 

CLINICAL DESCRIPTION OF SERVICE: 

Recommended Work Relative Value 
Specialty Society RVU: .50 

RUC RVU: 0.50 

Vignette Used in Survey: A 23 year old female is referred for evaluation of uterine size less than dates. Her current 
gestational age is 32 weeks. Review of her history demonstrates a certain last menstrual period confirmed by a 10 week 
ultrasound performed at the time of her first prenatal visit. Uterine size had been consistent with menstrual dates up until 
approximately 20 weeks. Since that time there has been a progressive lag in uterine size as compared to her known 
menstrual age. An obstetrical ultrasound examination is performed. That study demonstrates composite fetal 
measurements consistent with 29 weeks and significant head/abdomen circumference discrepancy suggesting asymmetric 
fetal growth retardation. The amniotic fluid volume is normal. Doppler velocimetry of the umbilical artery is performed 
to further evaluate fetal well-being and determine the need for further intervention. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
-review prenatal records 
-review previous ultrasound reports and/or films 

Description of Intra-Service Work: 
-visualize segment of umbilical cord 
-duplex Doppler sampling gate is placed over a portion of an umbilical artery almost perpendicular to the axis of the gate 
-adjust gain and filters to ensure adequate recording of diastolic flow 
-record 2-4 waveforms during period when fetus is inactive and fetal breathing is absent 
-use electronic calipers to measure peak systolic and end diastolic frequency shift 
-calculate one of several commonly used indices 
-average the results of 2-4 waveforms and compare to gestational age specific normal values 

Description of Post-Service Work: 
-inform patient of results 
-convey abnormal results to referring physician 
-prepare written report 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

Presenter(s): 
James T. Christmas, MD: George A. Hill, MD; Sandra B. Reed, MD: Bibb Allen, Jr., MD; 
Jonathan Berlin, MD 

Specialty(s): The American College of Obstetricians and Gynecologists; Society for Maternal-Fetal 
Medicine; The American College of Radiology 

CPT Code: 76820 

Sample Size: 125 \Resp n: 32 I Response: 25.60 % 

Sample Type: Random 



CPT Code:76820 

Low 251h pctl Median* 75th pctl 

Survey RVW: 0.20 0.39 0.50 0.65 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 11.25 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s}: 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s}: 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7) . 

... .. _. 

Hj_g_h 

0.95 

25.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
76827 

Global 
XXX 

CPT Descriptor Echo exam of fetal heart 

KEY MPC COMPARISON CODES: 

CPT Code:76820 

Work RVU 
0.58 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97110 

Global 
XXX 

Work RVU 
.45 

CPT Descriptor 1 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength 
and endurance, range of motion and flexibility 

MPC CPT Code 2 
99311 

Global 
XXX 

Work RVU 
.6 

CPT Descriptor 2 Subsequent nursing facility care, per day, for the evaluation and management of a new or established 
patient, 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 facility floor or unit. 

Other Reference CPT Code Work RVU 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing tin1e data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 46.8 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

76820 76827 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 10.00 II 18.00 

Median Immediate Post-service Time 5.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Oftice Visit Time 0.0 0.00 

Median Total Time 20.00 18.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

CPT Code:76820 

...__3_.2_5 _ _.1 ._I __ 3_.7_3 _ __. 

~....-_3_._19_....~1 .... 1 __ 3_. 7_3 _ __. 

Ll u_r..:::ge_n_cy::__of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in....::g::__ _______ ____.l ._I __ 3_.44 _ ___.1 ,_1 __ 3_. 7_3 __ _. 

Technical Skiii/Phl:sical Effort (Mean) 

I Techn1cal skill required II 3.41 II 3.00 

I Physical effort required II 3.03 II 3.13 

Psychological Stress (Mean} 

The risk of Significant complications, morbidity and/or mortality 3.34 II 3.67 

I Outcome depends on the skill and judgment of physician II 3.47 II 4.13 

Estimated nsk of malpractice suit with poor outcome 3.84 II 4.07 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I Pre-Serv1ce mtensity/complexity II 2.39 II 2.73 

I lntra-Serv1ce mtensity/complex1ty II 2.50 II 3.67 

---I Post-Service intensity/complexity II 3.03 II 3.00 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
!WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The American College of Obstetricians and Gynecologists (ACOG) and the American College of Radiology (ACR) 
convened their RUC panels to review survey data for CPT code 7682Xl. ACOG invited an ACOG. Fellow with direct 
practice experience with this procedure to participate in the development of recommendations. After convening 
separately, representatives of the two panels met to finalize this proposal. 



CPT Code:76820 
The survey was sent to a randomly selected group of 100 radiologist, with 13 responding, and to a select group of 25 
maternal-fetal medicine specialists, with 19 responding. The joint panel confirmed CPT code 76827 as the appropriate 
reference code. They concluded that the survey RVU median of .50 was appropriate. 

It was agreed that the doppler velocimetry of the fetal umbilical artery requires slightly less work than the key reference 
service, echo examination of the fetal heart, which has a .58 work RVU. The median values of 5 minute pre-service 
time, 10 minutes intra-service, and 5 minutes post-service time, seem reasonable. 

The panel calculated the IWPUT value of the survey code using the RUC approved method. 7682Xl with a work RVU 
of .50 came to an IWPUT value of .028. The panel agreed that though .028 was slightly lower than other similar codes 
it still provided evidence and support for the value of .50 RVU. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 76827, Doppler echocardiography, fetal cardiovascular system, pulsed wave and/or continuous wave 
with spectral display, complete. 
93976, Duplex scan of arterial inflow and venous outflow of abdominal, pelvic, scrotal contents and/or retroperitoneal 
organs, limited study. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Ob/Gyn How often? Rarely 

Specialty Radiology How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50000 



CPT Code:76820 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Ob/Gyn Frequency 45000 Percentage % 

Specialty Radiology Frequency 5000 Percentage % 

Specialty Frequency 0 Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 30 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Ob/Gyn Frequency 25 Percentage % 

Specialty Radiology Frequency 5 Percentage % 

Specialty Frequency 0 Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. 

~-



CPT Code:76821 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:76821 Tracking Number: AQ2 Global Period: XXX Specialty Society RVU: 0.70 

RUC RVU: 0.70 
CPT Descriptor: Doppler velocimetry fetal; middle cerebral artery 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The patient is a 25 y.o. G3P1Abl who became Rh-D sensitized when she did not receive 
Rhesus inunune globulin at the time of a spontaneous miscarriage in her first pregnancy. In her second pregnancy she 
had minimal elevation of anti-D titers. In the current (third) pregnancy, the patient's initial antibody screen at 20 weeks' 
gestation revealed an anti-D titer of 1:128. Middle cerebral artery Doppler studies are performed at 22 weeks gestation 
in order to assess the risk of ongoing anemia and need for further intervention. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 
-review of prenatal records 
-review of laboratory data 
-review or previous ultrasouind reports and/or films 

Description of Intra-Service Work: 
-real time ultrasound to locate fetal head 
-identify the anterior wing of the sphenoid bone 
-use color flow Doppler to image the Circle of Willis 
-place a pulsed Doppler gate over the middle cerebral artery near its origin from the Circle of Willis 
-adjust transducer probe orientation or gate orientation to ensure angle of insonance is close to zero degrees 
-obtain 2-4 measurements and record the highest velocity 
-compare peak systolic velocity to published gestational age - specific norms 

Description of Post-Service Work: 
-inform patient of results 
-communicate results, recommendations to referring physician 
-prepare and sign written report 

SURVEY DATA 

RUC Meeting Date (mm/yyyy) 109/2004 

Presenter(s): 
George Hill, MD; James T. Christmas, MD; Sandra Reed, MD; Bibb Allen, Jr., MD; 
Jonathan Berlin, MD 

Specialty(s): 
American College of Obstetricians and Gynecologists, American College of Radiology, 
Society of Maternal-Fetal Medicine 

CPT Code: 76821 

Sample Size: 125 IResp n: 32 
I 

Response: 25.60 % 

Sample Type: Random 
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CPT Code:76821 

Low 251
h pctl Median* 75th pctl 

Survey RVW: 0.20 0.30 0.55 0.70 

Pre-Service Evaluation Time: 5.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 5.00 10.00 15.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 {41 ); 99232 (30); 
99231 {19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 {15); 99211 (7). 

_.,. 
r-

H!.g_h 

1.50 

25.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
76827 

Global 
XXX 

CPT Descriptor Echo exam of fetal heart 

KEY MPC COMPARISON CODES: 

CPT Code:76821 

WorkRVU 
0.58 

·.·>-· _,- : ; ::. . ·-~~ '·, 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should'be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

M PC CPT Code 1 
92012 

Global 
XXX 

Work RVU 
.67 

CPT Descriptor 1 Ophthalmological services: medical examination and evaluation, with initiation or continuation of 
diagnostic and treatment program; intermediate, established patient 

MPC CPT Code 2 
20610 

Global 
000 

Work RVU 
.79 

CPT Descriptor 2 Arthrocentesis, aspiration and/or injection; major joint or bursa (eg, shoulder, hip, knee joint, 
subacromial bursa) 

Other Reference CPT Code Work RVU 
010 

CPT Descriptor 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 % of respondents: 53.1 % 

TIME ESTIMATES (Median) 

... r-. 

New/Revised Key Reference 
CPT Code: CPT Code: 

76821 76827 

~IM_e_d_ia_n_P_re_-S_e_rv_ic_e_T_im_e ______________________ ~ll 5.00 ll~ ___ o_.oo ____ ~ 

I._ M_e_d_ia_n_In_tr_a-_S_er_v_ice_T_i_m_e __________________ _.ll 10.00 I ._I __ 18_.00 __ _. 

Median Immediate Post-service Time 5.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Oftice Visit Time 0.0 0.00 

Median Total Time 20.00 II 18.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

CPT Code:76821 

~-3_.1_9 __ ~11~ ___ 3_.7_1 __ ~ 

~-3_.0_6 __ ~1~1 ____ 3._82 __ ~ 

Ll u_r.:::.ge_n....;cy:..__of_m_e_d_ic_al_d_e_ci_sio_n_m_ak_in...":g:..__ _______ ___.l .... I __ 3_.5_9 -~1 .... 1 __ 3_._59 __ ~ 

Technical Skill/Physical Effort (Mean) 

ILT_e_ch_n_tc_al_s_k_ill_r_eq.:...u_ir_ed ____________ ___.l .... I __ 3_.6_9_~1 ._I __ 3_._65 __ ~ 

I Physical effort required II 3.34 II 3.12 

Psvchological Stress (Mean} 

The nsk of significant complications, morbidity and/or mortality 3.56 II 3.53 

I Outcome depends on the skill and judgment of physician II 3.58 II 4.47 

Estimated risk of malpractice suit with poor outcome 3.90 II 4.06 

INTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I Pre-Service intensity/complexity II 2.71 II 3.18 

I Intra-Service intensity/complexity II 2.50 II 3.71 

~ I Post-Service intensity/complexity II 3.03 II 3.18 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 



• --- ------- _________ .:. _____ - ___ :_ _____________________ .__ ___ __ ;:. ___ ....'::....._ ____ _! __ :....::: ... : ___________ ...... ·_.:_ .. ..::.o.J>~ __:__~----·-----·--···- ~_ ......... :. -~~~---------

CPT Code:76821 
1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 

the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 76827 - Doppler echocardiography, fetal, cardiovascular system, pulsed wave and/or continuous 
wave with spectral display, complete 
76828 - follow-up or repeat study 
76815 - transabdominal obstetric ultrasound, limited 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Ob/Gyn How often? Rarely 

Specialty Radiology How often? Rarely 

Specialty How often? 

Estimate the number of times this servlte might be provided nationally in a one-year period? 5000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Ob/Gyn Frequency 4500 Percentage 90.00 % 

Specialty Radiology Frequency 500 Percentage 10.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 20 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Ob/Gyn Frequency 18 Percentage 90.00 % 

Specialty Radiology Frequency 2 Percentage 10.00 % 

Specialty Frequency 0 Percentage % 



CPT Code:76821 
Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. 
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2 EQUIP .<'::'G,DE'[ 'u~bilicat~~~ . . t:i~ .:~ '~rt~cy, . · :. _, :. . 
3 LOCATION In Office In Office 

4 GLOBAL PERIOD XXX XXX 
5 TOTAL CLINICAL LABOR TIME 10 34 

6 TOTAL PRE-SERV CLINICAL LABOR TIME 5 

7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 10 22 

8 TOTAL POST-SERV CLINICAL LABOR TIME 7 

9 PRE-SERVICE PERIOD 
10 Other Clm1cal Activity 

- Pull and hang all related pnor imaging stuides and 
11 hang for MD rev1ew L037D 5 
12 SERVICE PERIOD 

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

14 Pre-service 
15 Greet patient and provide qowninq L037D 3 
16 Provide pre-service education/obtain consent L037D 
17 Prepare room, equipment, supplies L037D 2 

Prepare and position patienU monitor patienU set up 
18 IV L037D 2 .,., Intra-service 

Assist physician in performmg procedure/ Acquire 
20 Images L037D 10 15 

21 Post-Service 
22 Clean room/equipment by physician staff L037D 3 
23 Other Clinical Activity: follow up phone call 

- Process films, hang films and review study with 
24 interpreting MD prior to patient discharge L037D 3 
25 End: Patient leaves office 
26 POST-SERVICE PERIOD .. 
27 MEDICAL SUPPLIES 
28 Aquason1c gel SJ062 60 cc 
29 Chux S8044 1 
30 Disinfectant SM013 10cc -. 
31 Gloves non-sterile S8022 2 
32 Drape, non-sterile sheet, 40 in X 60 in S8006 1 
33 Film, 14x17, laser SK034 2 2 
34 Film jacket or jacket insert SK091 1 
35 Pallen! gown, disposable S8026 1 
36 san1tizinq wipes. (patient) SM021 2 
37 Table paper 7ft. 

38 Equipment .. .. . . • ,,,··. .. 
.. ; ... : ,,• ,, ':,;., . .. ' "" ''" 

39 Ultrasound room E52018 22 
40 Pentium Computer E52003 
41 Rev1ew station E52013 
43 Stretcher E11002 
44 Sony color video printer E52010 
45 d1g1tal acquisition unit E52007 

Acuson1c Sequoia C0256 E52020 
Ultrasound Color Doppler E52001 10 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2004 

Flow Cytometry 

r .. 
The number of clinical flow cytometric applications has grown significantly in the past few years, as has the number of antibodies 
used to evaluate hematologic conditions. In response to this growth and concerns of the Centers for Medicare and Medicaid Services, 
the CPT Editorial Panel in May 2004 further clarified its flow cytometric section by deleting one code and adding five. This revision 
separated the work between the laboratory technologist and the physician. Two of the five new codes involve the technical component 
of morphologic correlation, and the three other codes involve the physician interpretation of flow cytometry. 

The RUC understands that new coding structure for flow cytometry (CPT codes 881'84-88189) will result in an overall savings. We 
request that CMS consider these savings, much like you often consider budget increases for CPT codes which represent unbundled 
services. This savings should be considered to offset other increases resulting from coding changes and refinements to one of the 
components of the RBRVS. If the savings for this new coding structure for flow cytometry are greater than the increases for other 
coding changes or relative value refinements, a positive adjustment should be made to the conversion factor. 

The RUC reviewed the specialty society physician work recommendations for flow cytometry codes: 

88187 Flow cytometry, interpretation; 2 to 8 markers 
88188 Flow cytometry, interpretation; 9 to 15 markers 
88189 Flow cytometry, interpretation; 16 or more markers 

The RUC reviewed the specialty recommended reference codes and the pre, intra, and post physician time for the family of new codes, 
in developing its recommendation. The RUC first reviewed the specialty's reference codes: 88331 Pathology consultation during 
surgery; first tissue block, with frozen section (s), single specimen (Work R VU = 1.19); 88307 Surgical pathology, gross and 

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



microscopic examination, Level V (Work RVU = 1.59); 88325 Consultation, comprehensive, with review of records and specimens, 
with report on referred material (Work RVU = 2.22), in relation to the new codes in terms of physician time and work. 

The RUC then discussed the specialty recommendation in detail, and agreed with the physician time and the descriptions of work in 
the intra-service time period for all the codes. However the pre and post service physician work time needed adjustment to represent 
the typical patient. The pre-service time was determined by the RUC and the specialty to be typically identical for each of the codes 
(5 minutes). These five minutes would include discussing the potential analysis with the clinician and other professionals prior to the 
receipt of the specimen. The RUC recommendation for code 88189 was then appropriately adjusted for this change in time. 

In addition, the post-service time in t111e survey results was believed to be overstated by the survey respondents. The RUC and the 
specialty believed that the post-service physician time should be lowered to reflect the typical patient encounter. Therefore, by using 
a intra-work per unit of time methodology used by the RUC, 0.16 RVUs were extracted from the specialty society recommendation 
for codes 88187 and 88188, reflecting a reduction of7 minutes of post-service work. 88189 was adjusted for 5 minutes of post
service work to account for the discussion between the pathologist and the clinician. Below are the RUC recommended relative values 
for codes 88187, 88188, and 88189 with the time changes taken into account. 

88187 
Specialty Society Recommendation: 1.52 
Removal of the equivalent of the work -0.16 
associated with 7 minutes ofPost Service Time (7 x 0.0224) 
RUC Relative Value 1.36 
Recommendation for 88187 

88188 
Specialty Society Recommendation: 1.85 
Removal of the equivalent of the work -0.16 
associated with 7 minutes ofPost Service Time (7 x 0.024) 
RUC Relative Value - 1.69 
Recommendation for 88188 

88189 
I Specialty Society Recommendation: 2.45 
I Removal ofthe equivalent ofthe work - 0.11 

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



associated with 5 minutes of pre-service Time 
(5 X 0.0224) 
Removal of the equivalent of the work -0.11 
associated with 5 minutes of post-service Time 
(5 X 0.0224) 
RUC Relative Value 2.23 
Recommendation for 88189 

The amended times for 88187, 88188 and 88189 are as follows: 
88187 i' 88188 88189 

Pre-Service Time 5 5 5 
Intra-Service Time 30 35 40 
Post-Service Time 3 3 5 

Practice Expense: 
The RUC carefully reviewed the attached practice expense recommendations for the technical component of the flow cytometry codes 
(88184 and 88185) so that there would not be duplication in any clinical labor, medical supplies, or equipment in the non-facility 
setting. The RUC recommends no practice expense inputs in the facility setting. In addition, there are no practice expense inputs 
recommended for codes 88187, 88188, and 88189. 

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

&&1&0 Flovt' cytometry; each cell sl:lfface, cytoplasmic or XXX ~ 

ffi!clear marlEer 

.88184 AV1 Flow cytometry, cell surface, cytoplasmic, or nuclear XXX 0.00 

marker, technical component only; first marker (No Physician Work) 

+•88185 AV2 each additional marker XXX 0.00 

(No Physician Work) 
. . 

CPT five-digit codes, two-digit modifiers, and descnpt10ns only are copynght by the Amencan Medical AssociatiOn . 3 



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

(Re_Qort 8818X1 in conjunction with 8818X} 

• 88187 AV3 Flow cytometry, interpretation; 2 to 8 markers XXX 1.36 

•88188 AV4 9 to 15 markers XXX 1.69 

•88189 AV5 ;• XXX 16 or more markers 2.23 

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



CPT Code:88187 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:88187 Tracking Number: A V3 Global Period: XXX Specialty Society RVU: 1.52 

RUC RVU: 1.36 
CPT Descriptor: Flow cytometry, interpretation; 2 to 8 markers 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 56 year old woman previously diagnosed low grade follicular lymphoma, treated with 
chemotherapy and in complete remission for one year. The patient develops a new retroperitoneal node, but is otherwise 
well, with noB symptoms. LDH is normal. FNA of the retroperitoneal lymph node is obtained, and flow cytometry is 
ordered to confirm suspected relapse. 

Percentage of Survey Respondents who found Vignette to be Typical: 82% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Discussing the potential analysis with the clinician and other professionals prior to the 
receipt of the specimen. 

Description of Intra-Service Work: Obtaining and reviewing the specimen and analysis order. Retrieve relevant history 
and diagnostic studies, including examination of previous slides or reports; review of literature or research and 
communicating with other professionals prior to examination of the specimen. Performing any pertinent gross 
examination, handling and processing; microscopic examination of an aliquot of the specimen; review of data displays 
(histograms) from all tubes used for analysis, including redisplays of ciata when necessary; any required photography or 
research as necessary to make a final diagnosis; comparison to previous reports; consideration of relevant statistical 
variations; identification of clinically meaningful fmdings; any review of literature or research during examination; any 
dictation or report preparation performed during the specimen examination; report proofreading and correction; report 
sign-out with any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Services provided following the sign-out of the analysis of the report including: any 
written and telephone communications with other professionals, patients and family; obtaining, reviewing, and 
correlating the results of other diagno$Jill:: studies, including examination of other patient information including ancillary 
reports (eg cytogenetics or molecular diagnostics); arranging for further studies or other services. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo9/2004 

Presenter(s): Susan Spires, MD Gerald Hanson, MD, David Hoak, MD 

Specialty(s): College of American Pathologists 

CPT Code: 8818X2 

Sample Size: 44 IResp n: 39 
I 

Response: 88.63% 

Sample Type: Panel 

Low 251
h pctl Median* 75th pctl Hj_g_h 

Survey RVW: 0.80 1.19 1.52 1.78 4.00 

Pre-Service Evaluation Time: 5.0 



CPT Code:88187 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 10.00 20.00 30.00 34.50 70.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
0 0 0 0 

**PhysiCian standard total m1nutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

Key CPT Code 
88331 

Global 
XXX 

WorkRVU 
1.19 

CPT Descriptor Pathology consultation during surgery; first tissue block, with frozen section (s), single specimen 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be _chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99233 

Global 
XXX 

WorkRVU 
1.51 

CPT Descriptor 1 Subsequent hospital care, per day, for the evaluation and management of a patient, which 
Fequires at least two of these three key components: a detailed interval history; a detailed examination; medical 

decision making of high complexity. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the patient is 
unstable or has developed a significant complication or a significant new problem. Physicians typically spend 35 minutes 
at the bedside and on the patient's hospital floor or unit. 

MPC CPT Code 2 
92004 

Global 
XXX 

WorkRVU 
1.67 

CPT Descriptor 2 Ophthalmological services: medical examination and evaluation with initiation of diagnostic and 
treatment program; comprehensive, new-patient, one or more visits 

Other Reference CPT Code 
88307 

Global 
XXX 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

WorkRVU 
1.59 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 % of respondents: 41.0 % 

TIME ESTIMATES (Median) New /Revised Key Reference 
CPT Code: CPT Code: 

8818X2 88331 

~IM_e_d_ia_n_Pr_e-_S_er_vt_·ce_T_i_m_e ____________________ ~ll 5.00 1~1 ____ o_.oo ____ ~ 



CPT Code:88187 

._I M_ed_ia_n_In_tr_a-_s_erv_ic_e _T_im_e ___________ _.l .... l __ 30_.oo _ ___.l .... l __ 23_.oo __ _. 

I Median Immediate Post-service Time 5.00 0.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

Median Total Time 40.00 23.00 

Other time if appropriate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 3.38 II 
management options that must be considered ...._ ___ _, '-------' 

3.31 

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

....____3_.3_8 _ _.11....____2_.8_1 _ ___, 

._I U_r.:::.ge_n-'cy'-o_f_m_e_dt_·ca_l_d_ec_is_io_n_m_a_ki_:ng::.-_______ ____.1._1 __ 3_.3_8 _ _,11...._ __ 3_.9_4 _ __, 

Technical Skill/Physical Effort <Mean) 

._IT_e_chni_·ca_l_sk_il_l_re....:..qu_ir_ed ___________ ____.ll._ __ 4_.1_9 _ _,1._1 __ 3_.6_3 _ __, 

I._ P_h=-ys_ic_al_e_ffo_rt_r_e....:..qu_ir_ed ___________ ____.l._l __ 1_.3_8 _ _,11 ._ __ 1_.8_8 _ ___, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ....____3_.7_5 _ _,1~1 __ 4_.00 __ _. 

1 .... o_u_tc_o_m_e_d-=ep_e_nd_s_o_n_th_e_s_ki_n_a_nd-=j=-·u-=dg:;..m_e_n_t o_f....:..p....;hy=-s_ic_ia_n __ __.ll .... __ 4_.oo _ ____.l .... I __ 3_._88 __ _, 

._I E_s_tim_at_ed_r_is_k_o_f_m_al..:..p_ra_ct_ic_e_su_i_t w_ith-'poo,____r _ou_tc_o_m_e ___ __.l ~~ __ 3_.4_7 _ _,1._1 __ 3_._33 __ _, 

~-

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_re_-S_e_rv_ic_e_in_t_ens_t....::·ty_lc_o_m.!..pl_eXI_ . ....:..ty _________ ____.ll .... __ 3_.oo _ ____.l .... I __ 2_._56 _ ___, 

I._ I_nt_ra_-s_e_rv_ic_e_i_nt_ens_ity;:_/_co_m....:p_le_XI-'·ty'--------------JI ._I __ 3_.8_8 _ _.II._ __ 3_._19 _ ___, 

._I P_o_st_-S_er_v_ic_e _in_te_ns_it-.y/_co_m-=p-le_x-'ity,___ ________ ___.ll ._ __ 3_.00 _ ____.11 ._ __ 2_._81 _ ___, 

ADDITIONAL RATIONALE 



CPT Code:88187 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society of 
Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform flow 
cytometry. Additional pathologists with extensive flow cytometry expertise also participated in this review. The workgroup 
chose to recommend the median survey RVW of 1.52. The median RVW recommendation is supported by the fact that the 
survey time for 88187 is 49% higher than the reference code. This recommendation is also consistent with the higher 
intensity/complexity measures for 88187 as reported by the survey respondents in comparison to the reference code 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
I:8J Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
I:8J Other reason (please explain) This professional component code will be reported once together with 
technical service only codes for flow cytometry. The technical service only codes do not include any physician 
time or work RVUs. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION ~-

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88180, Flow cytometry; each cell surface, cytoplasmic or nuclear marker 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Sometimes 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 78700 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 



CPT Code:88187 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
15,740 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage '% 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

... .. _ 



CPT Code:88188 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:88188 Tracking Number: AV4 Global Period: XXX Specialty Society RVU: 1.85 

RUC RVU: 1.69 
CPT Descriptor: Flow cytometry, interpretation; 9 to 15 markers 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 49 year old man presents with diffuse lymphadenopathy, but is otherwise asymptomatic. A 
portion of a lymph node is sent for flow cytometry. Touch imprint shows a very cellular relatively monotonous 
population of mature lymphoid cells with some nuclear irregularities. A follicular lymphoma is suspected on clinical and 
morphologic grounds. 

Percentage of Survey Respondents who found Vignette to be Typical: 92% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Discussing the potential analysis with the clinician and other professionals prior to the 
receipt of the specimen. 

Description of Intra-Service Work: Obtaining and reviewing the specimen and analysis order. Retrieve relevant history 
and diagnostic studies, including examination of previous slides or reports; review of literature or research and 
communicating with other professionals prior to examination of the specimen. Performing any pertinent gross 
examination, handling and processing; microscopic examination of an aliquot of the specimen; review of data displays 
(histograms) from all tubes used for analysis, including redisplays of data when necessary; any required photography or 
research as necessary to make a final diagnosis; comparison to previous reports; consideration of relevant statistical 
variations; identification of clinically meaningful fmdings; any review of literature or research during examination; any 
dictation or report preparation performed during the specimen examination; report proofreading and correction; report 
sign-out with any concurrent telephone, communications with other professionals. 

Description of Post-Service Work: Services provided following the sign-out of the analysis of the report including: any 
written and telephone communications with other professionals, patients and family; obtaining, reviewing, and 
correlating the results of other diagnostic studies, including examination of other patient information including ancillary 
reports (eg cytogenetics or molecular diagnostics); arranging for further studies or other services. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo9t2004 

Presenter( s): Susan Spires, MD, Gerald Hanson, MD, David Hoak, MD 

Specialty(s): College of American Pathologists 

CPT Code: 8818X3 

Sample Size: 44 IResp n: 39 
I 

Response: 88.63 % 

Sample Type: Panel 

Low 251hpctl Median* 75th pctl H!.g_h 

Survey RVW: 0.90 1.59 1.85 2.54 4.50 

Pre-Service Evaluation Time: 5.0 



CPT Code:88188 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 15.00 30.00 35.00 47.50 85.00 

Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

Key CPT Code 
88307 

Global 
XXX 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

KEY MPC COMPARISON CODES: 

WorkRVU 
1.59 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code l 
99215 

Global 
XXX 

WorkRVU 
1.77 

CPT Descriptor 1 Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: a comprehensive history; a comprehensive examination; medical 
decision making of high complexity. Counseling and/or coordination of care with other providers or agencies are 
provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting 
problem(s) are of moderate to high severity. Physicians typically spend 40 minutes face-to-face with the patient and/or 
family. 

MPC CPT Code 2 
71275 

Global 
XXX 

WorkRVU 
1.92 

CPT Descriptor 2 Computed tomographic angiography, chest, without contrast material(s), followed by contrast 
material(s) and further sections, includifi-g image post-processing 

Other Reference CPT Code 
85097 

Global 
XXX 

CPT Descriptor Bone Marrow, smear interpretation 

WorkRVU 
0.94 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensicy factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 24 %of respondents: 61.5 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

8818X3 88307 

._I M_e_d_ia_n_Pr_e_-S_erv_I_·ce_T_i_m_e __________ ___.ll 5.00 ll..__ __ o_.oo __ _. 



CPT Code:88188 

I ~M_ro __ ia_n_In_tr_a-_s_er_v_ic_e_T_im_e ______________________ ~l~l ___ 35_.oo __ ~ll~ __ 4_8_.oo ____ ~ 

Mroian Immroiate Post-service Time 

Mroian Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

Median Total Time 

Other time if appropriate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

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

5.00 0.00 

0.0 0.00 

0.0 0.00 

0.0 0.00 

0.0 0.00 

45.00 48.00 

L__4_.oo __ ~ILI ____ 3._75 __ ~ 

L__3_.9_6 __ ~11~ ___ 3_.3_3 __ ~ 

~I u_r.:::,ge_n""'cy~of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in-=g,__ _______ ___.l .... 1 ___ 3_. 1_1 __ ~1 ~I __ 3_.2_9 __ ..... 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_._ca_I_sk_il_I r_eq..:..u_ir_ed ______________________ ----JI ._I ___ 4_.2_5 --~~ ~~ ____ 3_.7_9 __ ~ 

I._ P_hy,_s_ica_l_e_ffo_rt_r_eq..:..u_ir_ed ______________________ ___...JI ._I ___ 1_.5_0 __ _.I ~~ ____ 2_.04 ____ _. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~---4_.o_8 ____JI ._I ___ 3_.6_2 -~ 

l~o_u_tc_o_m_e_d....:ep_e_nd_s_o_n_th_e_s_ki_ll_a_nd-'J'-.u-'dg::...m_e_n_t o_f..:.p.-:hy'-s_ic_ia_n __ ___.l ._I ___ 4_.4_2 --~~ ~~ __ 3_._88 __ ~ 

~Es--tim_at_ro_r_is_k_o_f_m_a~Ip_ra_c_tic_e_s_ui_t_w_ith~po_o_r_ou_too_m_e ___ ~~--4-.04----'1~1---3-.7-1 __ _. 

~-

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._P_re_-S_e_rv_ic_e_in_t_ens_i...:ty_lc_o_m~pl_ex_i~ty--------------------'11._ ___ 2_.8_8 __ _.11~ ___ 2_._54 __ ~ 

I~ I_nt_ra_-S_e_rv_ic_e_i_nt_ens_ity'-/_co_m....:p_Ie_XI-'·ty~-------------'1 ._I ___ 4_.0_8 --~~~ ~ ___ 3_._67 __ ___. 

~~ P_o_st_-S_e_rv_ic_e_in_te_ns_i....::ty:....lc_o_m..:..p_le_xi....::ty _________ ---JI ._I ___ 3_.0_8 --~~~ ~ ___ 2_._10 __ ~ 

ADDITIONAL RATIONALE 



CPT Code:88188 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, ,the data were reviewed by CAP's relative value workgroup which includes the American Society 
of Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform 
flow cytometry. Additional pathologists with extensive flow cytometry expertise also participated in this review. The 
workgroup chose to recommend the median survey RVW of 1.85. The median RVW recommendation is supported by 
the greater intensity/complexity of the service as reported by the survey respondents in comparison to the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
~ Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
~ Other reason (please explain) This professional component code will be reported once together with 
technical service only codes for flow cytometry. The technical service only codes do not include any physician 
time or work RVUs. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION ..... 
---

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88180 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 109200 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 



Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 

CPT Code:88188 
% 

% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
21,840 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Lia~ility Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~-



CPT Code:88189 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:88189 Tracking Number: AV5 Global Period: XXX Specialty Society RVU: 2.45 

RUC RVU: 2.23 
CPT Descriptor: Flow cytometry, interpretation; 16 or more markers 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: 35 year old female presents with petechiae. CBC shows pancytopenia. The blood smear 
evaluation show "blast" cells. Flow cytometry irnrnunophenotyping is performed to diagnose and correctly classify the 
leukemia. The blasts had no morphologic features to suggest specific lineage. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Discussing the potential analysis with the clinician and other professionals prior to the 
receipt of the specimen. 

Description of Intra-Service Work: Obtaining and reviewing the specimen and analysis order. Retrieve relevant history 
and diagnostic studies, including examination of previous slides or reports; review of literature or research and 
communicating with other professionals prior to examination of the specimen. Performing any pertinent gross 
examination, handling and processing; microscopic examination of an aliquot of the specimen; review of data displays 
(histograms) from all tubes used for analysis, including redisplays of data when necessary; any required photography or 
research as necessary to make a fmal diagnosis; comparison to previous reports; consideration of relevant statistical 
variations; identification of clinically meaningful fmdings; any review of literature ot research during examination; any 
dictation or report preparation performed during the specimen examination; report proofreading and correction; report 
sign-out with any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Services provided following the sign-out of the analysis of the report including: any 
written and telephone communications with other professionals, patients and family; obtaining, reviewing, and 
correlating the results of other diagnostic studies, including examination of other patient information including ancillary 
reports (eg cytogenetics or molecular d~nostics); arranging for further studies or other services. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo9/2004 

Presenter(s): Susan Spires, MD, Gerald Hanson, MD, David Hoak, MD 

Specialty(s): College of American Pathologists 

CPT Code: 8818X4 

Sample Size: 44 IResp n: 39 
I 

Response: 88.63 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl H!g_h 

Survey RVW: 0.94 1.67 2.45 3.20 6.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.0 



CPT Code:88189 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 20.00 36.50 40.00 55.00 95.00 

Post-Service Total Min~* CPT code I # of visits 

lmmed. Post-time: 5.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

KEY REFERENCE SERVICE: 

Key CPT Code 
88325 

Global 
XXX 

WorkRVU 
2.22 

CPT Descriptor Consultation, comprehensive, with review of records and specimens, with report on referred material 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99222 

Global 
XXX 

WorkRVU 
2.14 

CPT Descriptor 1 Initial hospital care, per day, for the evaluation and management of a patient, which requires these 
three key components: a comprehensive history; a comprehensive examination; and medical decision making of 

moderate complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent 
with the nature of the problem(s) and the patient's and/or family's needs. Usually, the 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. 

MPC CPT Code 2 
99244 

Global 
XXX 

WorkRVU 
2.58 

CPT Descriptor 2 Office consultation for a new or established patient, which requires these three key components: a 
comprehensive history; a comprehensive examination; and medical decision making of moderate complexity. Counseling 
and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) 
and the patient's and/or family's need~-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. 

Other Reference CPT Code 
88307 

Global 
XXX 

WorkRVU 
1.59 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time· data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 19 % of respondents: 48.7 % 



TIME ESTIMATES (Median) New/Revised 
CPT Code: 

8818X4 

CPT Code:88189 
Key Reference 

CPT Code: 
88325 

I~M-~ __ ia_n_P_re_-s_e_rv_ic_e_T_im_e ______________________ ~l~l ___ 5_.00 __ ~1~1 ____ o_.oo ____ ~ 

I Median Intra-Service Time 

M~ian Imm~iate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

M~ian Discharge Day Management Time 

M~ian Office Visit Time 

Median Total Time 

Other time if appropriate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

II 40.00 II 69.00 

5.00 0.00 

0.0 0.00 

0.0 0.00 

0.0 0.00 

0.0 0.00 

50.00 69.00 

.____4_.6_3_ ..... 11.___3_.9_5 _ ____, 

.___4_.6_3 _ _,1~1 __ 4._21 _ __, 

L..l u_r..:::;ge_n....;cy=--of_m_e_d_ic_al_d_e_ci_si_on_m_ak_in-=g=-----------'1 L..l ___ 4_.4_7 __ ..... I L..l __ 3_._53 __ _, 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 4.89 II 3.68 

I Physical effort required II 1.68 II 1.74 

Psycholog!cal Stress <Mean} 

The risk of significant complications, morbidity and/or mortality 4.84 II 3.84 

Outcome depends on the skill and judgment of p_Q)'sician 4.84 II 4.16 

Estimated risk of malpractice suit with poor outcome 4.26 II 3.32 

INTENSITY/COMPLEXITY MEASURES CYfCode Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.47 II 2.84 

I Intra-Service intensity/complexity II 4.78 II 3.72 

I Post-Service intensity/complexity II 3.63 II 2.79 



CPT Code:88189 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society of 
Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform flow 
cytometry. Additional pathologists with extensive flow cytometry expertise also participated in this review. The workgroup 
chose to recommend the median survey RVW of 2.45. While the survey time is slightly less than the RUC time for the reference 
code (60 minutes 88189, 69 minutes 88325) the median RVW recommendation is supported by the substantially greater intensity 
and complexity of the service as reported by the survey respondents in comparison to the reference code which has an RVW of 
2.22 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: Yes 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
['gl Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
['gl Other reason (please explain) This professional component code will be reported once together with 
technical service only codes for flow cytometry. The technical service only codes do not include any physician 
time or workRVUs. 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

. .... .. _ 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88180 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Commonly 

Specialty How often? 

Specialty How often? 



( 

CPT Code:88189 

Estimate the number of times this service might be provided nationally in a one-year period? 262000 
If the recommendation is from multiplee the frequency and percentage for eachcecialty 

Percentage 0. 00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Frequency 0 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
52,400 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

·t: If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



AMA Spec1alty Soc1ety/RUC Recommendation 
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L033A 

L033A 

L033A 

L033A 

L033A 

L033A 

L033A 
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2 

~10 

~15 

15 

7 

3-2 

3 

2 

2 

5 

-166 

NA 

NA 

NA 

1-2 

NA 

NA 

NA 

NA 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2004 

In Situ Hybridization and Immunohistochemistry Procedures 
r~ 

Fluorescent in situ hybridization (FISH) has rapidly gained acceptance in the pathology and oncology communities as a definitive 
diagnostic marker for certain cancers. In response to this gained acceptance, the Centers for Medicare and Medicaid Services and 
specialty societies sought clarity in the coding structure. The CPT Editorial Panel created two new codes and revised one code, in order 
to provide further specificity in these FISH procedures. The panel also revised a code and added a code for Immunohistochemistry 
(IHC) procedures to clarify whether the procedure is performed manually or with the assistance of a computer. 

The RUC had the opportunity to have a detailed discussion ofthe entire set ofFISH and ICH procedures, independently and as a 
group, concerning the physician work and intensity. RUC members understood from the specialty society representatives that the 
FISH procedures are not billed together. 

88361 
The RUC reviewed the RUC action from April2003 for code 88361 Morphometric analysis; tumor immunohistochemistry 
(eg, Her-2/neu, estrogen receptor/progesterone receptor), quantitative or semiquantitative (Work RVU = 0.94). In April2003, CAP 
received 17 responses to its survey for 88361 and recommended 1.35 Work RVUs. The RUC believed the survey response rate was 
too low and made no recommendation. The RUC believed that the more current survey results (with 32 respondents) were more 
reliable and represented the typical physician work, but only at the 25th percentile Work RVU of 1.18. The RUC also reviewed the 
specialty's key reference code 88112 Cytopathology, selective cellular enhancement techniques with interpretation )eg, liquid based 
slide preparation method), except cervical or vaginal (Work R VU 1.18), and believed it was similar work. The RUC recommends a 
relative work value of 1.18 for revised code 88361 Morphometric analysis; tumor immunohistochemistry (eg, Her-2/neu, estrogen 
receptor/progesterone receptor), quantitative or semiquantitative, each antibody; using computer-assisted technology. 

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



88360 
Similar to code 88361, code 88360 Morphometric analysis; tumor immunohistochemistry (eg, Her-2/neu, estrogen 
receptor/progesterone receptor), quantitative or semiquantitative, each antibody; manual was reviewed in detail, and it was agreed 
that the 251

h percentile more accurately reflected intensity associated with the physician work involved. The RUC believed that the 
survey results were accurate, but did not believe the work was greater than the specialty's MPC reference code 78494 Cardiac blood 
pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus ejection fraction, with or without quantitative processing 
(Work RVU = 1.19). The RUC recommends a relative work value of 1.10 for code 88360. 

The RUC viewed code 88365 In situ hybridization (eg. FISH), each probe as having a physician work intensity equal to code 88361. 
The RUC believed however, after clarification from the specialty, that the survey median work RVU was appropriate, and the work 
was similar to its reference code, 78494 Cardiac blood pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus 
ejection fraction, with or without quantitative processing (Work RVU = 1.19). The RUC recommends the specialty's median 
survey results representing a relative work value of 1.20 for code 88365. 

88367 
Code 88367 Morphometric analysis, in situ hybridization (quanitative or semi-quantitative), each probe; using computer-assisted 
technology was considered by the RUC to be much more intensive and time consuming for the physician in relation to the other codes 
in the family discussed above. In addition, the RUC believed the physician work was between the specialty's chosen MPC reference 
code, 74160 Computed tomography, abdomen; with contrast material(s) (Work RVU = 1.27) and the median survey results of 1.35 
work RVUs. The RUC recommends a relative work value of 1.30 for code 88367. 

88368 --
The specialty and the RUC discussed code 88368 Morphometric analysis, in situ hybridization (quanitative or semi-quantitative), 
each probe; manual in detail regarding the physician intensity. The physician work intensity was agreed to be approximately the 
same as code 88365, however the procedure is more time consuming. The RUC agreed with the surveyed median physician time of 
45 minutes and the work intensity of 88365 to develop its recommendation. The RUC recommends a relative work value of 1.40 
for code 88368. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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The RUC and the specialty also understood that the survey results indicated that there was no physician work associated with the pre
service and post-service time period for any of the codes. Therefore, the RUC recommends that the RUC exclude the pre-service 
and post-service physician work descriptions in the RUC database. 

Practice Expense Inputs 
The RUC reviewed the inputs line by line, and made revisions in the clinical labor time to reflect the typical patient. The RUC 
recommends the attached practice expense inputs for this family of codes. 

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

.88361 AWl Morphometric analysis, tumor immunohistochemistry XXX 1.18 

( eg, Her-2/neu, estrogen receptor/progesterone receptor), 
quantitative or semiquantitative, each antibody; using 
com_Quter-assisted technology 

•88360 AW2 manual XXX 1.10 

.88365 AW3 Tissue In situ hybridization (eg, FISH), interpretation and XXX 1.20 

Fepert each _Qrobe 

(Do not re_Qort 88365 in conjunction with 88367 or 88368 for 
the same _Qrobe) 

•88367 AW4 Morphometric analysis, in situ hybridization, (quantitative or· XXX 1.30 

semi-quantitative) each probe; using computer-assisted 
technology 

•88368 AW5 manual XXX 1.40 

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 WorkRVU 
(•New) Number Period Recommendation 

88342 Immunohistochemistry (including tissue immunoperoxidase), XXX 0.85 

each antibody (No Change) 

(Do not re12ort 88342 in conjunction with 88361 or 88360 for 
the same antibody) 

r~ 
(For quantitative or semiquantitative immunohistochemistry, 
use 88361 or 88360) 

88355 Morphometric analysis; skeletal muscle XXX 1.85 

(No Change) 

4 
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CPT Code:88360 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:88360 Tracking Number: A W2 Global Period: XXX Specialty Society RVU: 1.20 

RUC RVU: 1.10 
CPT Descriptor: Morphometric analysis, tumor immunohistochemistry (eg, Her-2/neu, estrogen receptor/progesterone 
receptor), quantitative or seritiquantitative, each antibody; manual 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54 year old female has previously been diagnosed with ductal carcinoma of the breast with 
axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are analyzed by the pathologist, 
along with reference positive and negative samples, to determine if the staining process is interpretable and therefore 
warrants a semiquantitative or quantitative interpretation. The immunoassay is positive and estrogen receptor evilluation 
is performed. A semiquantitative or quantitative interpretation is manually provided. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Deleted as recommended by the RUC. 

Description of Intra-Service Work: Obtaining and reviewing the history and diagnostic studies, including examination of 
previous study reports; review of literature or research and communicating with other professionals prior to reporting of 
the test results; evaluation of positive and negative immunohistochemical control slides; interpretation of the 
immunohistochemically stained slides to determine if a semiquantitative/quantitative procedure can be accurately 
performed, is warranted and needed; semiquantitative/quantitative interpretation of the estrogen receptor preparation; 
comparison to previous study reports; consideration of relevant statistical variations; identification of clinically 
meaningful findings; any review of literature of research during examination of the test results; any dictation or report 
preparation performed during examination of the test results; report proofreading and correction; report sign-out with 
any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Deleted as recommended by the RUC. 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) Jo9/2004 

Presenter{s): Susan Spires, MD, Elizabeth Hammond, MD, David Hoak, MD 

Specialty{s): College of American Pathologists and the American Society of Cytopathology 

CPT Code: 8836XO 

Sample Size: 55 IResp n: 49 
I 

Response: 89.09 % 

Sample Type: Panel 

Low 25th pctl Median* 75th pctl H!g_h 

Survey RVW: 0.50 1.10 1.20 1.40 3.00 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 



CPT Code·88360 

Intra-Service Time: 7.00 I 21.00 I 35.00 I 45.00 I 
Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 0.00 

Critical Care time/visit{s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit{s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit{s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

65.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
88112 

Global 
XXX 

CPT Code:88360 

WorkRVU 
1.18 

CPT Descriptor Cytopathology, selective cellular enhancement techniques with interpretation (eg, liquid based slide 
preparation method), except cervical or vaginal 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
78494 

Global 
XXX 

WorkRVU 
1.19 

CPT Descriptor 1 Cardiac blood pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus ejection 
fraction, with or without quantitative processing 

MPC CPT Code 2 
99238 

Global 
XXX 

WorkRVU 
1.28 

CPT Descriptor 2 Hospital discharge day management; 30 minutes or less 

Other Reference CPT Code 
88331 

Global 
XXX 

WorkRVU 
1.19 

CPT Descriptor Pathology consultation during surgery; first tissue block, with frozen section (s), single specimen 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference C_9de: 16 % of respondents: 32.6 % 

TIME ESTIMATES (Median} New/Revised Key Reference 
CPT Code: CPT Code: 

~- 8836XO 88112 

I Median Pre-Service Time II 0.00 II 8.00 

I Median Intra-Service Time II 35.00 II 25.00 

Median Immediate Post-service Time 0.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 35.00 43.00 

Other time if appropriate 



CPT Code:88360 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of .....__3_.3_3 _ _.11.__ __ 3_.7_5 _ __. 
malll\gement 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_.5_0 __ _.1~1 ____ 3._33 __ __. 

L...l u_r.::;:.ge_n....:cy:....o_f_m_ed_i_ca_l_dec_is_io_n_m_a_ki....:ng;;:.__ _______ ___,JI L..l __ 3_.5_8 _...~I L...l __ 3_.4_2_-....~ 

Technical Skill/Physical Effort (Mean) 

I L... T_ec_hni_·ca_l_sk_il_l r_eq .... u_ir_ed ___________ ___.l ~~ __ 4_.00 _ __.1 ._I __ 4_.00 __ __. 

L..l P_hy::....s_ica_l_e_ffo_rt_r_eq..:..u_ir_ed ___________ ____,l L..l __ 2_.1_6_....~1 L...l __ 2_.00 __ -1 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-4_.0_8 __ ....~1~1 ___ 4_._17 __ __. 

L...l o_u_tc_om_e _de .... p_en_d_s _on_t_he_sk_il_l a_n_d.::...ju_dg::::..m_e_n_t o_f..:..p....:hy:....s_ic_ia_n __ ___,JI L..l __ 4_.1_7 _...~I L...l __ 4_.3_3_-....1 

,_E_st_im_a_re_d_r_is_k_of_rna--'lp~r-~_ti_ce_s_ui_·t_w_iili_p~o_o_ro_u_~_o_m_e ___ __..___3_.8_3_....~1 ..... 1 __ 4_.oo __ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

IL..P_re_-S_e_rv_ic_e_in_t_ens_i....:ty_lc_o_m..:...pl_ex_i..:..ty _________ __,l ~~ __ 1_.94 _ __.11 ,_ __ 1._81 _ __. 

I,_ I_nt_ra_-S_e_rv_ic_e_in_te_ns_i..:..ty_lc_om_p~I_eXI_·ty-'--------------'1 L..l __ 3_. 7_5 _...~I ._I __ 3_._63 _ __. 

I L... P_o_st-_S_er_v_ic_e _in_te_ns_ity.::...l_co_m....:p'-Ie_XI-'·ty:.._ ____ "_-____ ___.IIL.. __ 2_. 7_5 _...~I L...l __ 2_._31_----J 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society 
of Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform 
immunohistochemistry services. Additional pathologists with expertise in this field also participated in this review. The 
workgroup chose to recommend the median survey RVW of 1.20 as the majority of the intensity/complexity measures 
were higher or comparable to the reference code. 



CPT Code:88360 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88342 and 88358 prior to 4/2003 · 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Sometimes 

Specialty How often? 

Specialty How often? 

Estimate the number of times this serviE"e might be provided nationally in a one-year period? 467000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
140,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 



CPT Code:88360 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

~-



CPT Code:88361 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:88361 Tracking Number: Global Period: XXX Specialty Society RVU: 1.33 

RUC RVU: 1.18 
CPT Descriptor: Morphometric analysis, tumor immunohistochemistry (eg, Her-2/neu, estrogen receptor/progesterone 
receptor), quantitative or semiquantitative, each antibody; using computer-assisted technology 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54 year old female has previously been diagnosed with ductal carcinoma of the breast with 
axillary nodal metastasis identified on sentinel lymph node biopsy. The stained slides are analyzed by the pathologist, 
along with reference positive and negative samples, to determine if the staining process is interpretable and therefore 
warrants a semiquantitative or quantitative interpretation. The immunoassay visually shows staining and Her-2/neu 
evaluation is performed. A semiquantitative or quantitative interpretation is provided using a computer assisted 
methodology. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Deleted as recommended by the RUC. 

Description of Intra-Service Work: Obtaining and reviewing the history and diagnostic studies, including examination of 
previous study reports; review of literature or research and communicating with other professionals prior to reporting of 
the test results. Initial review of the stained slides to determine if a semiquantitative/quantitative procedure is needed. 
Evaluation of positive and negative controls of the Her-2/neu preparation; analyze computer digitized images; assess 
results for accuracy; comparison to previous study reports; consideration of relevant statistical variations; identification 
of clinically meaningful findings; any review of literature of research during examination of the test results; any dictation 
or report preparation performed during examination of the test results; report proofreading and correction; report sign
out with any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Deleted as recommended.by the RUC. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2004 

Presenter( s): Susan Spires, MD, Elizabeth Hammond, MD, David Hoak, MD 

Specialty(s): College of American Pathologists and the American Society of Cytopathology 

CPT Code: 88361 
I 

Sample Size: 39 IResp n: 32 
I 

Response: 82.05 % 

Sample Type: Panel 

Low 25th_pctl Median* 75th octl High 

Survey RVW: 1.00 1.18 1.33 1.52 4.00 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 



CPT Code·88361 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 7.00 23.75 40.00 50.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 0.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 .. . . 
**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~-

155.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
88112 

Global 
XXX 

CPT Code:88361 

WorkRVU 
1.18 

CPT Descriptor Cytopathology, selective cellular enhancement techniques with interpretation (eg, liquid based slide 
preparation method), except cervical or vaginal 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
74160 

Global 
XXX 

CPT Descriptor 1 Computed tomography, abdomen; with contrast material(s) 

MPC CPT Code 2 
99233 

Global 
XXX 

WorkRVU 
1.27 

WorkRVU 
1.51 

CPT Descriptor 2 Subsequent hospital care, per day, for the evaluation and management of a patient, 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 of the problem(s) and the patient's and/or family's needs. Usually, the patient is 
unstable or has developed a significant complication or a significant new problem. Physicians typically spend 35 minutes 
at the bedside 
and on the patient's hospital floor or unit. 

Other Reference CPT Code 
88307 

Global 
XXX 

WorkRVU 
1.59 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

~- . 

Number of respondents who choose Key Reference Code: 10 %of respondents: 31.2 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

88361 88112 

I Median Pre-Service Time II 0.00 II 8.00 

I Median Intra-Service Time II 40.00 II 25.00 

Median Immediate Post-service Time 0.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 40.00 43.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

CPT Code:88361 

~-3_.2_0 __ ~1~1 ___ 3_.7_0 __ ~ 

....____3_.30 _ __.11 '-__ 3_.00_~ 

Llu~r~ge_n~cy~o_f_m_e_di_ca_I_de_c_is_io_n_m_a_ki~ng~--------------~~~~--3_.5_0 __ ~11~ ____ 3_.~----~ 

Technical Skill/Physical Effort (Mean) 

I~T_ec_hill_._ca_I_sk_ii_Ir_~~u_ir_ed ______________________ ~I~I ___ 4_.2_0 __ ~I~I ____ 3_.8_0 __ ~ 

I~P~~~s_ic_al_e_ffo_rt_r_~~u_ir_ed ______________________ ~l~l ___ 3_.l_O __ ~I~I ____ 2_.~----~~ 
Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .___3_.7_0 __ _,11._ __ 3_.~-~ 

Llo_u_tc_om __ e_de~p_en_d_s_on_t_he_s_~_·u_a_n_dJ~·u~dg~m_e_n_to_f~p~hy~s_ic_ia_n ____ ~ILI ___ 4_.l_O __ ~IIL ____ 4_.l_O __ ~ 

~IE_st_im_a_ted __ r_is_k_of_m_a~lp~rn_c_tic_e_s_ui_t_w_ith_~~o_ro_u_tc_o_m_e ______ ~I~I ___ 3_.8_0 __ ~II~ ___ 4_.oo ____ ~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

LIP_re_-_se_rv_i_ce_i_m_ens~ity~/c_o_m~p_Ie_~~ty __________________ -....~ILI ___ 2_.~ __ -....~II~--2-.3_0 __ ~ 

LII_ntr_a_-S_e_rv_ic_e_in_te_ns_i~ty_lc_om_:._pl_ext_.ty.::....... ________________ -....~1 ... 1 ___ 3_.8_0 __ _,11~ __ 3_.5_0 __ ~ 

~IP_o_st-_S_er_v_ice __ in_re_ns_ity~/_co_m~p_Ie_xt~·ty~----------------~~~L---3-.00---....~IIL-__ 2_.7_0 __ -....~ 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, CAP's relative value workgroup which includes the American Society of Cytopathology (ASC) 
RUC advisor, representatives of the general pathology community, and members who perform immunohistochemistry 
services. Additional pathologists with expertise in this field also participated in this review. The workgroup selected the 
median survey RVW of 1.33 as the median survey time for 88361 (40 minutes) is nearly the same as the median RUC 
time for reference code 88112 (43 minutes) and the intensity/complexity time measures were greater than the reference 
code. 



CPT Code:88361 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88361 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Sometimes 

Specialty How often? 

Specialty ~ -How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 200000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
60,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 



Specialty Frequency Percentage 

Specialty Frequency Percentage 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

CPT Code:88361 
% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. The revised 88361 should be crosswalked to the 
current PLI RVU for 88361. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

#'-



CPT Code:88365 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

~ CPT Code:88365 Tracking Number: A W3 Global Period: XXX 
Recommended Work Relative Value 

Specialty Society RVU: 1.20 

RUC RVU: 1.20 
CPT Descriptor: In situ hybridization (eg, FISH), each probe 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65 year old male is being evaluated for suspected chronic myelogenous leukemia. His most 
recent bone marrow biopsy was interpreted as suspicious for a myeloproliferative disorder. Fluorescence in-situ 
hybridization (FISH) is performed on the bone marrow using a mixture of two DNA probes for BCR and ABL to detect 
the fusion gene BCR-ABL. 

Percentage of Survey Respondents who found Vignette to be Typical: 76% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Deleted as recommended by the RUC. 

Description of Intra-Service Work: Obtaining and reviewing the history and diagnostic studies, including examination of 
previous study reports; review of literature or research and communicating with other professionals prior to 
interpretation of the test results; interpretation of the stained slides to determine the appropriate areas of the tumor to 
evaluate; review and analysis of positive and negative controls; comparison to previous study reports; consideration of 
relevant statistical variations; identification of clinically meaningful findings; any review of literature of research during 
examination of the test results; any dictation or documentation performed during examination of the test results. Report 
preparation and finalization for the stained slides; report proofreading and correction; report sign-out with any 
concurrent telephone communications with other professionals. 

Description of Post-Service Work: Deleted as recommended by the RUC. 

SURVEY DATA 

RUC Meeting Date (mm/yyyy) lo9/J004 

Presenter(s): Susan Spires, MD, Elizabeth Hammond, MD, David Hoak MD 

Specialty(s): College of American Pathologists and the American Society of Cytopathology 

CPT Code: 88365 

Sample Size: 46 IResp n: 41 
I 

Response: 89.13 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hig_h 

Survey RVW: 0.85 1.05 1.20 1.35 4.00 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 12.00 30.00 40.00 55.00 150.00 

Post-Service I Total Min** CPT code I # of visits 

\.. 



CPT Code:88365 

lmmed. Post-time: 0.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 



KEY REFERENCE SERVICE: 

Key CPT Code 
85097 

Global 
XXX 

CPT Descriptor Bone. Marrow,' smear interpretation 

KEY MPC COMPARISON CODES: 

CPT Code:88365 

WorkRVU 
0.94 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
78494 

Global 
XXX 

WorkRVU 
1.19 

CPT Descriptor 1 Cardiac blood pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus ejection 
fraction, with or without quantitative processing 

MPC CPT Code 2 
99238 

Global 
XXX 

WorkRVU 
1.28 

CPT Descriptor 2 Hospital discharge day management; 30 minutes or less 

Other Reference CPT Code 
88112 

Global 
XXX 

WorkRVU 
1.18 

CPT Descriptor Cytopathology, selective cellular enhancement techniques with interpretation (eg, liquid based slide 
preparation method), except cervical or vaginal 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 14 % of respondents: 34.1 % 

TIME ESTIMATES (Median) New/Revised Key Reference 
CPT Code: CPT Code: 

88365 85097 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 40.00 II 30.00 

Median Immediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Median Total Time 

~ 
30.00 

Other time if appropriate 



CPT Code:88365 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 3.33 II 
management options that must be considered .___ ___ ...J '--------' 

3.92 

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

~-3_.5_8 __ ...ji~I ____ 3._~---...J 

1 .... u_r~ge_n-=cy;_o_f_m_e_di_ca_l_de_c_is_io_n_m_a_ki-=ng:;;..._ _______ ___.l .... l __ 3_.6_7_-JI .... I __ 3_.9_, _ __, 

Technical SkiiUPhysical Effort (Mean) 

IL-.T_ec_hni_·ca_l_sk_il_l r_e..!.qu_ir_ed ___________ ----JI .... 1 __ 3_.7_5 _...JI .... 1 __ 3_.7_5 _ __, 

L-1 P_hy::....s_ic_al_e_ffo __ rt __ r.;..;.e..!.qu--ir_ed ___________ ----JI .... 1 __ 2_.5_o_..JI .... 1 __ 2_.5_8 _ __, 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ~-3_.6_7 __ ...ji~I ____ 3.6_7 __ -...J 

L-lo_u_~_om_e_de..!.p_en_d __ s--on_th_e_s_~_·l_la_n_d~ju_dg~m_e_n_to_f..!.p....:ey;....s_~_ia_n __ -...JIL-1 __ 4_.0_8_..JI .... I __ 4_.0_8 _ __, 

._E_s_tim_a_ted_r_is_k_of_m_a....:lp,_r_ac_ti_ce_s_u_it _w_ith.....:....po_o_r _ou_tc_o_m_e ___ ___, ...___3_.6_7 _...jl ._I __ 3_.8_3 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

IL-.P_re_-S_e_rv_ic_e_in_t_ens_t....:.ty;..../c_o_m..:..pl_ex_i...:..ty _________ -...JI L-1 __ 2_. 7_5 _..JI .... 1 __ 2_._50_----l 

.... 1 I_nt_ra_-S_e_rv_ic_e_in_te_ns __ i...:..ty_lc_om--!-pl_ex_ity-=-----------...JI ._I __ 4_.1_7_-.JI .... 1 __ 3_._67_----l 

I .... P_o_st_-S_er_v_ic_e _in_te_ns_ity.:../_co_m....:p--Ie_x-'ity"--------------'1._1 __ 2_.9_1_-.JI ._I __ 3_._17_----l 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society 
of Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform 
in situ hybridization services. Additional pathologists with expertise in this field also participated in this review. The 
workgroup chose to recommend the median survey RVW of 1.20 as the surveyed time for 88365 (40 minutes) represents 
113 more time as well as higher intensity/complexity time measures than the reference RUC time of 30 minutes for 
85097 which has a RVW of 0.94. 



CPT Code:88365 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 88365 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Sometimes 

Specialty How often? 

Specialty ~-How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 46700 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
14,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Frequency Percentage % 



Specialty Frequency Percentage 

Specialty Frequency Percentage 

~ Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

CPT Code:88365 
% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code: 88367 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: 88367 Tracking Number: A W4 Global Period: XXX Specialty Society RVU: 1.35 

RUC RVU: 1.30 
CPT Descriptor: Morphometric analysis, in situ hybridization, (quantitative or semi-quantitative) each probe; using 
computer -assisted technology 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54-year-old woman has previously been diagnosed with invasive ductal carcinoma of the 
breast with axillary nodal metastasis identified by sentinel lymph node biopsy. Stained slides are analyzed by 
fluorescence in situ hybridization (FISH) by the pathologist at a FISH workstation, along with reference positive and 
negative controls, first determining the appropriate areas of the tumor to evaluate and then interpreting the FISH 
quantifying amplification of the HER2 gene using computer-assisted technology. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Deleted as recommended by the RUC. 

Description of Intra-Service Work: Obtaining and reviewing the history and diagnostic studies, including examination of 
previous study reports; review of literature or research and communicating with other professionals prior to 
interpretation of the test results; interpretation of the stained slides to determine the appropriate areas of the tumor to 
evaluate; review and analysis of positive and negative controls; analyzing the fluorescence in situ hybridization (FISH) 
quantifying amplification of the HER2 gene using computer-assisted technology; comparison to previous study reports; 
consideration of relevant statistical variations; identification of clinically meaningful fmdings; any review of literature of 
research during examination of the test results; any dictation or documentation performed during examination of the test 
results. Report preparation and fmalization for the stained slides and the Her-2 gene; report proofreading and correction; 
report sign-out with any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Deleted as recommended by the RUC. 

SURVEY DATA 
RUC Meeting Date {mm/yyyy) 109/2004 

Presenter{s): Susan Spires, MD, Elizabeth Hammond, MD, David Hoak, MD 

Specialty{s): College of American Pathologists and the American Society of Cytopathology 

CPT Code: 8836X6 

Sample Size: 28 IResp n: 17 
I 

Response: 60.71 % 

Sample Type: Panel 

Low 251
h octl Median* 75th octl Hj_g_h 

Survey RVW: 0.90 1.19 1.35 1.60 2.70 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 



CPT Code· 88367 

Intra-Service Time: 12.oo 1 30.00 l 42.00 I 55.00 I 
Post-Service Total Min** CPT code I# of visits 

lmmed. Post-time: 0.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

120.00 



KEY REFERENCE SERVICE: 

Key CPT Code 
88307 

Global 
XXX 

CPT Code: 88367 

WorkRVU 
1.59 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
74160 

Global 
XXX 

WorkRVU 
1.27 

CPT Descriptor 1 Computed tomography, abdomen; with contrast material(s) 

MPC CPT Code 2 
99233 

Global 
XXX 

WorkRVU 
1.51 

CPT Descriptor 2 Subsequent hospital care, per day, for the evaluation and management of a patient, 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 of the problem(s) and the patient's and/or family's needs. Usually, the patient is unstable or has developed a 
significant complication or a significant new problem. Physicians typically spend 35 minutes at the bedside 
and on the patient's hospital floor or unit. 

Other Reference CPT Code 
85097 

Global 
XXX 

CPT Descriptor Bone Marrow, smear interpretation 

WorkRVU 
0.94 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 ... .. _ 

TIME ESTIMATES (Median} New/Revised 
CPT Code: 

8836X6 

I Median Pre-Service Time II 0.00 

I Median Intra-Service Time II 42.00 

Median Immediate Post-service Time 0.00 

Median Critical Care Time 0.0 

Median Other Hospital Visit Time 0.0 

Median Discharge Day Management Time 0.0 

Median Office Visit Time 0.0 

Median Total Time 42.00 

Other time if appropriate 

%of respondents: 35.2 % 

Key Reference 
CPT Code: 

88307 

II 0.00 

II 48.00 

0.00 

0.00 

0.00 

0.00 

0.00 

48.00 



CPT Code: 88367 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of L...-_3_.1_7 _ __.1 ._I __ 3_.6_7_---J 
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_.6_7 ____.II ..... __ 3_.5_o _ ___. 

~..lu_r.:;;.ge_n.....::cy~o_f_m_e_di~ca.;;..l_dec_is_io_n_m_a_ki....:ng::...._ _______ ----JII~.. __ 3_.5_0_....~1 ._I __ 3_.8_3_---J 

Technical Skill/Physical Effort (Mean) 

~..IT~ec_hill~·~~l.;;..sk~il~l~re~qu.;;..ir_ed ___________ ~l .... l __ 4_.oo _ ___,JII .... __ 4_.oo __ ~ 

~IP_h~ys_ic_a_le_ffi_o_rt_re~q~ui_re_d ____________ ....~l~l __ 3_.oo _ ___,JII._ __ 3_.1_7_---J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~ __ 3_.8_3 _ __.11.__ __ 4_.00 __ __. 

._I O;_;u.;;_tc:...;.o.:.;;;m~e .:.de:.!:p..:..:en..:..:d;:_s ..:..on..:..t---h.:...e .:...sk ... il.:...l a_n..:..d.::...ju...;.d~gm_e ... n.;_t o.:...f....:;p....:hy:....s~ic_ia_n ----11 .... 1 __ 4_. oo _ ___,JII.__ __ 4_.3_3 ----J 

~E_s_tirn_a_ted_n_·s_k_of_m_a....:lp~r_ac_ti_ce_s_u_it_w_ith......:....po_o_r _ou_tco_m_e ___ --1 L--_3_.8_3 _ __.11.__ __ 4_.3_3 ----J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_re_-_se_rv_ic_e_i_nt_ens__,ity'-lc_o_m..:..p_le_xi....;.ty _________ __.l ._I __ 2_.5_0 _ __.1 ._I __ 2_.5_0 _ __. 

~~ I_nt_ra_-S_e_rv_ic_e_in_te_ns_i....;.ty_lc_om__,_pl_eXI_.ty..:....... ________ __.l._l __ 4_.00_---JIIL...-_4_._17_---J 

~IP_o_st_-S_erv_ic_e_in_re_ns_it.;!..~_co_m....:p~le_XI_.ty::...._ ________ --JIL-1 __ 3_.1_7 _ __.IIL...-_3_.3_3_--J 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society 
of Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform 
in situ hybridization services. Additional pathologists with expertise in this field also participated in this review. CAP 
received 17 responses to the survey for 8836X6 as this code represents new technology that is currently not performed 
by many physicians. The workgroup chose to recommend the median survey RVW of 1.35 for this service as the 
surveyed time for 8836X6 (42 minutes) is 12% below the RUC time for the reference code (88307, 48 minutes). The 
median RVW of the surveyed code represents a proportional reduction in the reference codes RVW. This 



CPT Code: 88367 
recommendation is also consistent with the lower intensity measures for 8836X6 reported by the survey respondents in 
comparison to the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) The service previously was reported 88358 for morphometric analysis and 88365 for the in situ 
hybrdization preparation. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology 

Specialty 

Specialty 

How often? Rarely 
~-

How often? 

How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 2300 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 700 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency Percentage % 



Specialty 

Specialty 

Frequency 

Frequency 

Percentage 

Percentage 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

CPT Code: 88367 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

'i!"-



CPT Code: 88368 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code: 8836<:>Tracking Number: AW5 Global Period: XXX Specialty Society RVU: 1.50 

RUC RVU: 1.40 
CPT Descriptor: Morphometric analysis, in situ hybridization, (quantitative or semi-quantitative) each probe; manual 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54-year-old woman has previously been diagnosed with invasive ductal carcinoma of the 
breast with axillary nodal metastasis identified by sentinel lymph node biopsy. Stained slides are analyzed by 
fluorescence in situ hybridization (FISH) by the pathologist, along with reference positive and negative controls, first 
determining the appropriate areas of the tumor to evaluate and then manually interpreting the FISH quantifying 
amplification of the HER2 gene. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Deleted as recommended by the RUC. 

Description of Intra-Service Work: Obtaining and reviewing the history and diagnostic studies, including examination of 
previous study reports; review of literature or research and communicating with other professionals prior to 
interpretation of the test results; interpretation of the stained slides to determine the appropriate areas of the tumor to 
evaluate; review and analysis of positive and negative controls; manually analyzing the fluorescence in situ hybridization 
(FISH) quantifying amplification of the HER2 gene; comparison to previous study reports; consideration of relevant 
statistical variations; identification of clinically meaningful fmdings; any review of literature of research during 
examination of the test results; any dictation or documentation performed during examination of the test results. Report 
preparation and finalization for the stained slides and the Her-2 gene; report proofreading and correction; report sign-out 
with any concurrent telephone communications with other professionals. 

Description of Post-Service Work: Deleted as recommended by the RUC. 

~-

SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo9/2004 

Presenter( s): Susan Spires, MD, David Hoak, MD, Elizabeth Hammond, MD 

Specialty(s): College of American Pathologists and the American Society of Cytopathology 

CPT Code: 8836X7 

Sample Size: 46 IResp n: 41 
I 

Response: 89.13% 

Sample Type: Panel 

Low 25th octl Median* 75th octl H!g_h 

Survey RVW: 0.80 1.20 1.50 1.60 7.00 

Pre-Service Evaluation Time: 0.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 12.00 30.00 45.00 55.00 185.00 



CPT Code· 88368 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 0.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other H~spital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

Discharge Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
. . .. 

**Phys1c1an standard total mmutes per E/M VISit: 99291 (60); 99292 (30); 99233 (41 ); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 99211 (7). 

~-



KEY REFERENCE SERVICE: 

Key CPT Code 
88307 

Global 
XXX 

CPT Code: 88368 

WorkRVU 
1.59 

CPT Descriptor Surgical pathology, gross and microscopic examination, Level V 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
78465 

Global 
XXX 

WorkRVU 
1.46 

CPT Descriptor 1 Myocardial perfusion imaging; tomographic (SPECT), multiple studies, at rest and/or stress (exercise 
and/or pharmacologic) and redistribution and/or rest injection, with or without quantification 

MPC CPT Code 2 
99233 

Global 
XXX 

WorkRVU 
1.51 

CPT Descriptor 2 Subsequent hospital care, per day, for the evaluation and management of a patient, 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 of the problem(s) and the patient's and/or family's needs. Usually, the patient is 
unstable or has developed a significant complication or a significant new problem. Physicians typically spend 35 minutes 
at the bedside and on the patient's hospital floor or unit. 

Other Reference CPT Code 
88331 

Global 
XXX 

WorkRVU 
1.19 

CPT Descriptor Pathology consultation during surgery; first tissue block, with frozen section (s), single specimen 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below • 

.... 
Number of respondents who choose Key Reference Code: 14 

TIME ESTIMATES (Median) New/Revised 
CPT Code: 

8836X7 

I Median Pre-Service Time II 0.00 

I Median Intra-Service Time II 45.00 

Median Immediate Post-service Time 0.00 

Median Critical Care Time 0.0 

Median Other Hospital Visit Time 0.0 

Median Discharge Day Management Time 0.0 

Median Office Visit Time 0.0 

I Median Total Time 45.00 

II 

II 

% of respondents: 34.1 % 

Key Reference 
CPT Code: 

88307 

0.00 

48.00 

0.00 

0.00 

0.00 

0.00 

0.00 

48.00 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
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 reviewed and analyzed 

CPT Code: 88368 

.___3_.3_6_...JII.___4_.2_1 _ ___. 

..___3_.4_3_-JI ~...I __ 3_.4_3 _ ___. 

Llu~r~ge~n~cy~o~f~m~e~di~ca~l~dec~is~io_n_m_a_b~~~--------------~~~~---3-.4_2 __ ~1~1 ____ 4_.oo ____ ...J 

Technical Skill/Physical Effort (Mean) 

~IT_ec_hlli __ ·c_al_sk_il_l_r~~u_ir_e_d ______________________ ~l~l ___ 4_.1_4 __ ~1~1 ____ 3_.8_6 __ ~ 

I._ P_h~ys_ic_a_l e_ffi_o_rt_r~.....!...u_ired ________________________ __.l ~~ ___ 3_.2_9 __ ~1 ~~ ____ 2_. 7_9 --~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~ ___ 3_.64 __ __.1 ~~ ____ 4_.0_7 __ ___. 

._I o_u_tc_o_m_e_de...:.p_en_d_s_on __ th_e _sk_il_l a_n_d~ju_d.:::.gm_e_n_t _of...:.p"""'hy::....s_ic_ia_n ____ __.l ~~ ___ 4_.2_1 __ ~1 ~~ ____ 4_.4_3 --~ 

L..E::..:s.;.;.tim.....;_at..:...;ed~r..:..:is..:..:k~o..:...;fma:.:;;_lp!...r_ac_ti_ce_s_u_it_w_it_h.!...po_o_r_ou_tc_o_m_e ______ __. ..__ __ 3_.5_7 __ ~1 ~1 ____ 4_.2_9 __ ___. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~...1 P_r_e-_Se_r_vi_ce_i_nt_ens--'ity::....l_co_m...._p_le_xi...=ty __________________ ___.ll ~ ___ 2_.5_7_~1 ~...1 ___ 2_._57 __ ___, 

~~ I_nt_ra_-S_e_rv_ic_e_in_te_ns_i...:.ty_lc_om--!...pl_ex_ity.:...._ ________________ ___.l ~~ __ 4_.2_1 _ _,1 ~~ ___ 4_._07 __ __. 

~~ P_o_st_-S_erv __ ic_e _in_te_ns_ity~/_c_om~p,_le_XI_.ty:::....... ________________ ___.l ~~ __ 3_.00 _ ___.1 ~~ ___ 3_.2_1 __ __. 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Following the survey, the data were reviewed by CAP's relative value workgroup which includes the American Society 
of Cytopathology (ASC) RUC advisor, representatives of the general pathology community, and members who perform 
in situ hybridization services. Additional pathologists with expertise in this field also participated in this review. The 
workgroup chose to recommend the median survey RVW of 1.50 for this service as the surveyed time for 8836X7 (45 
minutes) is slightly below the RUC time for the reference code (88307, 48 minutes/ RVW 1.59) and comparable 
intensity/complexity measures. 



CPT Code: 88368 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this new/revised code typically reported on the same date with other CPT codes? If yes, please respond to 
the following questions: No 

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

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this new/revised code is reported with multiple codes.· 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data 
and accounting for relevant multiple procedure reduction policies. If more thai). one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare· frequency for this unlisted 
code is reviewed) The service previously was reported 88358 for morphometric analysis and 88365 for the in situ 
hybrdization preparation. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Sometimes 

Specialty How often? 

.... 
Specialty .. _How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 23000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
7,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 



Specialty Frequency Percentage 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

CPT Code: 88368 
% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 



AMA Specialty Society Recommendation 

PRE-SERV CLINICAL LABOR TIME 

SERVICE PERIOD CLINICAL LABOR TIME 

POST-SERV CLINICAL LABOR TIME 

Other Clinical Activity (please specify)~,.,Assemble and 
slides with paperwork to pathologist. .,._ 
End: When specimen examination by pathologist is 
complete 

specimen examination by pathologist Is 

L033AIL037B 

L033A 

L037B 

L033A 

L033A 

L037B 

L037B 

L033A 

L033A 

L033A 

74.0 0.0 74.0 0.0 

2.0 0.0 2.0 - 0.0 

52.0 0.0 52.0 0.0 

20.0 0.0 20.0 0.0 

2 2 

32 32 

2 2 

12 12 

5 5 

3 3 
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AMA Specialty Society Recommendation 

PRE-SERV CLINICAL LABOR TIME L037B 

SERVICE PERIOD CLINICAL LABOR TIME L037B 

POST-SERV CLINICAL LABOR TIME L037B 

reagents and equipment. Re-cut paraffin blocks 
bake slides. Deparaffinize, treat with HCL, wash. Treat 
enzyme, wash'and rehydrate. Apply DNA probe 

to positive, negative control and patient's slide. 
to hybridize in chamber for 16 hours. Apply DAPI, 

I and label. Deliver slides to 

specimen examination by pathologist Is 

AMA Specialty Society 
Recommendation 

L037B 

L037B 

L037B 

L037B 

L037B 

L037B 

L0378 

L037B 

~58.5 

83-53.5 

0.0 

.tM5 

2.5 

5 

~45 

i-1 

i-2 

3-2 

0.0 8950.5 0.0 ~58.5 0.0 

0.0 ~44.5 0.0 83-53.5 0.0 

o.o 0.0 0.0 0.0 0.0 

0.0 ~6 0.0 0.0 

2.5 2.5 

5 5 

~33 ~45 

3-4 

i-1 

i-2 7-2 

+-1 

3-2 3-2 

Page 1 
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