
Physicians Dedicated to 
Excellence in Dermatology" 

MEMORANDUM 

Date: October 10,2006 

To: Centers for Medicare and Medicaid Services 

From: American Academy of Dermatology Association 

Subject: CMS-1321 -P 

Enclosed is our comment letters (original and two copies) regarding the 2007 Medicare 
Physician Fee Schedule and other items. We submitted the comments electronically 
(temporary comment number 931 71) earlier today. However, we submitted comments 
electronically for the Five Year Review and learned after the fact that there were 
glitches in the online submission system. 

Please let Jayna Bonfini at 202.842.3555 if you have any questions. 

Thank you. 
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October 10,2006 

Mark B. McClellan, MD, PhD 
Administrator 
Centers for Medicare and Medicaid Services 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21 244-1 850 

Re: CMS-1321 -P 

Dear Administrator McClellan: 

On behalf of the 15,000 members of the American Academy of Dermatology Association (AADA), I 
appreciate the opportunity to submit written comments regarding the 2007 Medicare Physician Fee 
Schedule. As advocates for dermatologists and their patients, the AADA believes that an adequate 
physician fee schedule ensures fairness and continued beneficiary access to quality, specialty 
health care services. 

Unfortunately, flaws in the Sustainable Growth Rate (SGR) formula will lead to sharp cuts in 
Medicare physician payments beginning January 1, 2007 unless Congress takes action this year to 
avert a -5.1 percent reduction. If not addressed this year, physicians will have experienced five 
years of inadequate payments that have not begun to keep up with inflation as measured by the 
medical economic index (MEI). Further, according to the 2006 Medicare Trustees Report, if the 
SGR formula is not fixed, physicians will receive negative updates of approximately five percent 
each year from 2007 until 2015. These reductions may prompt a number of physicians to 
reconsider their participation in the Medicare program, to limit services to Medicare beneficiaries, 
or to restrict the number of new Medicare patients they are able to accommodate in their practice. 

Changes in the Medicare Economic Index (MEI) 
The Academy is concerned with the additional 0.5 percent reduction of the 2007 physician fee 
schedule l~pdate from -4.6 percent to -5.1 percent, announced earlier this year. The increase in 
the cut was caused by a downward revision of the MEI. This reduction was not proposed or even 
discussed in the proposed rule for implementing the 2007 fee schedule. Based on the impact table 
in the proposed rule that shows $75 billion of allowed charges under the physician fee schedule, a 
-0.5 percent reduction in the update will result in a $375 million cut in physician payments in 2007. 
We believe that CMS is in violation of the spirit if not the letter of the Administrative Procedures Act 
(APA) which requires publication in the Federal Register of most rules and a period for public 
comment. 

Further, the reduced ME1 was based on the use of a new measure of productivity by the Bureau of 
Labor Statistics (BLS) and lower projections of inflation. Few details were provided and comments 
on the changes were not requested. If able to cornment, we would have questioned the use of 
data that shows increased productivity in a year when the productivity of most physician practices 
has been reduced significantly by the need to counsel Medicare beneficiaries about the new 
prescription drug benefit and the availability of preventive services. We therefore urge CMS to 



AADA Comment Letter - CMS-1321-P 

delay any changes in the ME1 pending publication in the Federal Register of the proposed changes 
and the solicitation of public comments. 

Dermatology Specific Issue - Reassignment and Physician Self-Referral 

We recognize the need to discourage business arrangements that carry significant risk of fraud, 
waste, and abusethrough kickbacks, fee-splitting and mark-ups, generation of urlnecessary 
pathology lab tests, inappropriate referrals, and other dubious practices. We are concerned that 
the proposed rule changes conternplated by CMS regarding reassignment and physician self- 
referral relating to pathology laboratory services may not only prevent dermatologists from 
practicing their specialty, but may well cause unnecessary confusion. Indeed, this may adversely 
impact the role of dermatopathology in providing dermatologists with correct, accurate and timely 
diagnoses and thus threatens to compromise patient safety and quality of care. 

The Academy strongly encourages CMS to consider the negative implications such revisions 
would have by preventing patients from access to care and restricting dermatologists-the 
physician specialists treating the majority of melanoma patients-to have timely and accurate 
interpretation of patients' skin biopsies, from exercising their choice of dermatopathologists. 

All dermatologists have training and experience in dermatopathology. Indeed, dermatopathology is 
an integral part of a dermatologist's professional training. Dermatologists receive intensive training 
in dermatology, which includes dermatopathology and dermatologic surgery. With this background 
and knowledge, dermatologists are singularly qualified to diagnose and treat the wide variety of 
dermatologic conditions as well as benign and malignant skin tumors. Dermatologists perform 
many specialized diagnostic procedures and often purchase the technical component (slide 
preparation) in order to be able to perform their own in-house diagnostic interpretation and 
pathology report. 

The Academy is concerned that the proposed rule can be misinterpreted and misapplied so as to 
prevent a dermatologist from being able to read their own slides. As many dermatologist choose 
to interpret their own dermatopathology, the Academy supports the right of dermatologist to be 
able to continue to perform their own dermatopathology interpretation, including having the ability 
to purchase the technical component, in accordance with current Medicare regulations, from an 
outside lab vendor in order to provide their own in-house professional diagnosis and render cost- 
effective quality patient care. 

We wish to remind CMS that the expertise of dermatopathologists is relatively cost effective 
because as the foremost experts in reading and interpreting skin biopsy specimens, 
dermatopathologists are able to detect and properly diagnose skin biopsies the first time around. 
Moreover, the consultative communication that goes on between dermatologists and their trusted 
dermatopathologists is essential; without communication or trained eyes, the skin's subtle signs 
may confuse and mislead. Misdiagnosis leads not only to deficient care by forcing patients to 
undergo unnecessary procedures, but also increases the cost of care and the risk of a liability 
lawsuit. Conversely, an early and correct diagnosis allows a problem to be treated before it 
becomes more severe-and thus more costly to treat. 

We consider dermatopathologic interpretation of biopsies an integral part of a dermatologist's 
ability to serve their patients. Many dermatologists prefer to refer skin biopsy specimens to 
specialized dermatopathology labs directed and staffed by dermatologists andlor pathologists with 
expertise in dermatopathology and immunopathology. Pathologists employed with national 
reference labs often lack this high level of training and expertise to accurately interpret skin 
biopsies. Accurate interpretation of skin biopsies requires an ability to recognize and record the 
details of the specimen, and to synthesize these findings with the clinical data available. Failure to 
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interpret skin biopsies, can mislead the clinician and interfere with appropriate medical or surgical 
therapy, potentially harming the patient. 

The Academy wishes to remind CMS that any final rule changes, designed to prevent markups of 
assigned pathology lab services, need to be simple, straightforward, and uncomplicated so as to 
lighten the regulatory burden, minimize the margin of error, and contain costs. To that end, we 
wish to emphasize the following points: 

1. Dermatologists should have the opportunity and the right to interpret their own specimens 
and be reimbursed by a professional cornponent for their professional services. The CMS 
regulations regarding "purchased diagnostic test" state that if the tissue is prepared by an 
outside lab, either the lab should bill Medicare directly for the technical service, or the 
dermatologist can submit the bill to Medicare for the lesser of either the net lab charge, 
actual physician billing charge, or the Medicare fee schedule amount. These regulations 
have been in place since 1992. We believe that the preceding scenario offers 
straightforward guidance to allow a physician to follow the basic premise when performing 
a medical service and being reimbursed for that service, nothing more, nothing less. 

2. The same anti-markup provision should apply to contractual arrangements whereby "condo 
or pod labs" reassign their payment rights to physician group practices to "indirectly" bill for 
technical andlor professional laboratory services. Therefore, we believe that CMS's 
proposal to amend 42CFR 424.80 (prohibiting markups of the technical component of the 
diagnostic service when reassigned in a contract exception arrangement) would suffice. 

3. We also agree with the second provision that requires the billing entity (physician or group 
practice) to perform the test interpretation themselves in order to bill the TC along with the 
professional component. The physician performing the interpretation should be the only 
entity billing for this professional service. The Academy supports the current trend of larger 
dermatology groups or perhaps busy one- to two-person dermatology practices hiring their 
own pathologist as a member in the practice to interpret specimens at that same practice 
when the billing is in accord with the "purchased diagnostic test" regulation and is not 
marked up in the sense that there would be a big discrepancy between what a practice bills 
and what they pay the pathologist plus hislher expenses. 

4. As for redefining "centralized building" criteria by adding a 350 sq ft. minimum requirement, 
we don't believe that such technical revisions are necessary since they appear to provide 
little or no disincentive to discourage abusive pod lab practices arrangements and wouldn't 
necessarily curtail of markups. Such technical requirements may risk inviting more creative 
responses by those willing to circumvent such narrow criteria. We believe that the best 
patient care is given when the dermatopathologists are focused on managing the lab and 
being responsible for various regulations in their lab, rather than running around and 
dividing their attention among different "pod lab practices for purposes of marking up 
assigned technical pathology services. In these situations, utilization increases, there is 
indirectly a violation of the regulation regarding a markup of a "purchased diagnostic test", 
and a huge number of resources are expended trying to interpret and/or police these 
regulations. Therefore, we believe that by removing the financial incentives for markups 
and elirr~inating the opportunity of profit for increased self-referrals, CMS can effectively 
addresses the reimbursement issue without the need to monitor space and technician 
requirements. 

5. We recommend a back to basics approach where many years ago Medicare said that one 
could not markup a "purchased diagnostic test". Whether it is the technical component or 
the professional component, if there is no mark up allowed, there would be no problem. 
Indeed, such a clear and uncomplicated guideline would allow dermatologists to read their 
own slides and be reimbursed appropriately for this service and dermatopathologists, who 
have full-service labs, to be reimbursed fairly and appropriately for their services and not be 
in jeopardy of participating in a fee splitting and markup arrangements. 
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The Academy supports the principles of freedom of choice of consultants, and access to 
physicians of all specialties, direct access to dermatopathologists andlor dermatologists of their 
choice for interpreting skin cancers and other serious skin conditions. Medicare patients can be 
assured improved quality of care if their physicians have access to expert opinion from specialists 
trained in the evaluation of skin biopsy specimen. By working together, we believe we can help 
ensure patient safety and quality of care. 

Dermatology Specific Issue - Payment for Splint and Cast Supplies 
We appreciate that CMS has indicated that it intends to reimburse separately via HCPCS Q codes 
for splint and casting supplies. We agree that costs for these should be extracted from the practice 
expense direct inputs for those code ranges listed within the proposed rule. However, as supplies 
for CPT 29580 - Unna boot applications have been specifically excluded in the past and now is 
included within the listed code ranges, we would appreciate it if Unna boot supplies are specifically 
included in the list of supplies that will now be separately billable using HCPCS Q code(s). 

Budget Neutrality 
The proposed notice requires budget neutrality adjustments to physician work relative value units 
only as a result of changes from the five-year review process and other payment policy revisions. 
Application of the budget neutrality adjustment to the conversion factor would impact all physician 
services, whereas the application of the budget neutrality adjustment to the work RVUs would 
impact only those services that have physician work RVUs. Thus, we strongly urge CMS to 
implement any budget neutrality adjustments to the conversion factor. 

Practice Expense 
The Academy appreciates the CMS proposal to incorporate our practice expense supplemental 
survey data into the 2007 fee schedule. The Academy dedicated considerable staff and physician 
volunteer time and significant financial resources to submitting supplemental survey data, as 
provided by the Balanced Budget Refinement Act of 1999 (BBRA) and requested by CMS. 
Incorporating this data into the CY2007 fee schedule will increase the accuracy in determining the 
PE RVUs for the services our members provide, as well as improving the overall accuracy of the 
practice expense component of the fee schedule. Again, we appreciate CMS at last including the 
supplemental survey data into the proposed rule and request that the data be implemented in the 
final rule. 

As you know, the AMA is sponsoring a multi-specialty supplemental study of practice expense 
costs. The AADA has already agreed to participate in and contribute to this additional practice 
expense survey. However, we are deeply concerned that the design and structure of the new 
survey in fact focus on practice expense costs - as originally communicated to the physician 
community - and also be in compliance with all of the criteria established for the specialty specific 
practice expense supplemental surveys accepted by CMS. Additionally, for consistency's sake, 
the new multi-specialty practice expense survey results must be held to the same standard relating 
to the level of precision as the supplemental surveys already accepted by CMS. 

Telehealth Services 

The AADA appreciates CMS extending the opportunity to submit requests for added telehealth 
services to the Medicare program. Besides increasing access for patients, telemedicine can also 
reduce overall costs. Dermatology patients who participate in telemedicine would otherwise likely 
receive treatment for their skin conditions from a non-dermatologist physician, the accuracy of the 
diagnoses rendered via telemedicine can be higher and diseases can be treated effectively and at 
earlier stages than they would be if a patient waited until complications made a long trip to see a 
dermatologist imperative. Patients who are spared a long trip also benefit economically from such 
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an arrangement because they do not bear the cost of missing work or traveling. Telemedicine 
moves information - not the patient. 

While making treatment more effective for patients, telemedicine also helps to make optimal use of 
the short supply of dermatologists. While it will never replace the face to face patient visit, the 
Academy considers telemedicine a viable method of treatment and one important component of an 
overall plan to improve patient access to dermatology. 

Currently, Medicare reimburses telemedicine for rural patients (defined as patients who live in non- 
metropolitan statistical areas) if it takes place in a live interactive ("two way") mode. The patient 
and physician communicate in real time but from different locations using video conferencing 
technology. Medicare reimbursement currently does not exist for store and forward consultations, 
which take place when patient pictures and information are forwarded by a referring physician to a 
dermatologist, who evaluates them and responds with a diagnosis and treatment plan. The AADA 
and the American Telemedicine Association have reviewed the effectiveness of live interactive 
telemedicine visits compared with store and forward and found both to be clinically equivalent to 
traditional face to face patient encounters. Store and forward is more convenient for both the 
patient and the two physicians, allowing for asynchronous communication that simplifies the 
amount of coordination required. Therefore, the AADA believes that dermatologic office visits 
conducted via live interactive or store and forward telemedicine should be covered under the 
Medicare program. 

Thank you for the opportunity to comment on this proposed notice. For further information, please 
contact Jayna Bonfini at jbonfini@aad.org or 202-842-3555 or Norma Border at nborder@aad.orq 
or 847-330-0230. 

Sincerely, 

Brett Coldiron, MD, FAAD 
Chairman, Health Care Financing Committee 

Cc: Stephen P. Stone, MD, FAAD, President 
Diane R. Baker, MD, FAAD, President-Elect 
David M. Pariser, MD, FAAD, Secretary-Treasurer 
Ronald A. Henrichs, CAE, Executive Director and CEO 
Daniel Siegel, MD, FAAD, AADA RUC Representative 
Michael Bigby, MD, FAAD, AADA RUC Representative 
Bruce Deitchman, MD, FAAD, AADA RUC Representative 
John Zitelli, MD, FAAD, Chair, AADA CPT Committee 
John D. Barnes, Deputy Executive Director, AADA 
Judy Magel, PhD, Senior Director, Practice, Science & Research 
Laura Saul Edwards, Director, Federal Affairs 
Cyndi Del Boccio, Director, Executive Office 
Jayna Bonfini, Assistant Director, Federal Affairs 
Norma Border, Senior Manager, Coding and Reimbursement 
Sandra Peters, Senior Manager, Workforce, Insurance & Practice Issues 
William Brady, Manager, Practice Management 
Vernell St. John, Senior Coding and Reimbursement Specialist 
Peggy Eiden, Coding & Reimbursement Specialist 
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delay any changes in the ME1 pending publication in the Federal Register of the proposed changes 
and the solicitation of public comments. 

I Dermatology Specific Issue - Reassignment and Physician Self-Referral 

We recognize the need to discourage business arrangements that carry significant risk of fraud, 
waste, and abuse-through kickbacks, fee-splitting and mark-ups, generation of unnecessary 
pathology lab tests, inappropriate referrals, and other dubious practices. We are concerned that 
the proposed rule changes contemplated by CMS regarding reassignment and physician self- 
referral relating to pathology laboratory services may not only prevent dermatologists from 
practicing their specialty, but may well cause unnecessary confusion. Indeed, this may adversely 
impact the role of dermatopathology in providing dermatologists with correct, accurate and timely 
diagnoses and thus threatens to compromise patient safety and quality of care. 

The Academy strongly encourages CMS to consider the negative implications such revisions 
would have by preventing patients from access to care and restricting dermatologists-the 
physician specialists treating the majority of melanoma patients-to have timely and accurate 
interpretation of patients' skin biopsies, from exercising their choice of dermatopathologists. 

All dermatologists have training and experience in dermatopathology. Indeed, dermatopathology is 
an integral part of a dermatologist's professional training. Dermatologists receive intensive training 
in dermatology, which includes derrnatopathology and dermatologic surgery. With this background 
and knowledge, dermatologists are singularly qualified to diagnose and treat the wide variety of 
dermatologic conditions as well as benign and malignant skin tumors. Dermatologists perform 
many specialized diagnostic procedures and often purchase the technical component (slide 
preparation) in order to be able to perform their own in-house diagnostic interpretation and 
pathology report. 

The Academy is concerned that the proposed rule can be misinterpreted and misapplied so as to 
prevent a dermatologist from being able to read their own slides. As many dermatologist choose 
to interpret their own dermatopathology, the Academy supports the right of dermatologist to be 
able to continue to perform their own dermatopathology interpretation, including having the ability 
to purchase the technical component, in accordance with current Medicare regulations, from an 
outside lab vendor in order to provide their own in-house professional diagnosis and render cost- 
effective quality patient care. 

We wish to remind CMS that the expertise of dermatopathologists is relatively cost effective 
because as the foremost experts in reading and interpreting skin biopsy specimens, 
dermatopathologists are able to detect and properly diagnose skin biopsies the first time around. 
Moreover, the consultative communication that goes on between dermatologists and their trusted 
dermatopathologists is essential; without communication or trained eyes, the skin's subtle signs 
may confuse and mislead. Misdiagnosis leads not only to deficient care by forcing patients to 
undergo unnecessary procedures, but also increases the cost of care and the risk of a liability 
lawsuit. Conversely, an early and correct diagnosis allows a problem to be treated before it 
becomes more severe-and thus more costly to treat. 

We consider dermatopathologic interpretation of biopsies an integral part of a dermatologist's 
ability to serve their patients. Many dermatologists prefer to refer skin biopsy specimens to 
specialized dermatopathology labs directed and staffed by dermatologists and/or pathologists with 
expertise in dermatopathology and immunopathology. Pathologists employed with national 
reference labs often lack this high level of training and expertise to accurately interpret skin 
biopsies. Accurate interpretation of skin biopsies requires an ability to recognize and record the 
details of the specimen, and to synthesize these findings with the clinical data available. Failure to 
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October 10,2006 

Mark B. McClellan, MD, PhD 
Administrator 
Centers for Medicare and Medicaid Services 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Re: CMS-1321-P 

Dear Administrator McClellan: 

On behalf of the 15,000 members of the American Academy of Dermatology Association (AADA), I 
appreciate the opportunity to submit written comments regarding the 2007 Medicare Physician Fee 
Schedule. As advocates for dermatologists and their patients, the AADA believes that an adequate 
physician fee schedule ensures fairness and continued beneficiary access to quality, specialty 
health care services. 

Unfortunately, flaws in the Sustainable Growth Rate (SGR) formula will lead to sharp cuts in 
Medicare physician payments beginning January 1, 2007 unless Congress takes action this year to 
avert a -5.1 percent reduction. If not addressed this year, physicians will have experienced five 
years of inadequate payments that have not begun to keep up with inflation as measured by the 
medical economic index (MEI). Further, according to the 2006 Medicare Trustees Report, if the 
SGR formula is not fixed, physicians will receive negative updates of approximately five percent 
each year from 2007 until 2015. These reductions may prompt a number of physicians to 
reconsider their participation in the Medicare program, to limit services to Medicare beneficiaries, 
or to restrict the number of new Medicare patients they are able to accommodate in their practice. 

Changes in the Medicare Economic Index (MEI) 
The Academy is concerned with the additional 0.5 percent reduction of the 2007 physician fee 
schedule update from -4.6 percent to -5.1 percent, announced earlier this year. The increase in 
the cut was caused by a downward revision of the MEI. This reduction was not proposed or even 
discussed in the proposed rule for implementing the 2007 fee schedule. Based on the impact table 
in the proposed rule that shows $75 billion of allowed charges under the physician fee schedule, a 
-0.5 percent reduction in the update will result in a $375 million cut in physician payments in 2007. 
We believe that CMS is in violation of the spirit if not the letter of the Administrative Procedures Act 
(APA) which requires publication in the Federal Register of most rules and a period for public 
comment. 

Further, the reduced ME1 was based on the use of a new measure of productivity by the Bureau of 
Labor Statistics (BLS) and lower projections of inflation. Few details were provided and comments 
on the changes were not requested. If able to comment, we would have questioned the use of 
data that shows increased productivity in a year when the productivity of most physician practices 
has been reduced significantly by the need to counsel Medicare beneficiaries about the new 
prescription drug benefit and the availability of preventive services. We therefore urge CMS to 
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delay any changes in the ME1 pending publication in the Federal Register of the proposed changes 
and the solicitation of public comments. 

Dermatology Specific Issue - Reassignment and Physician Self-Referral 

We recognize the need to discourage business arrangements that carry significant risk of fraud, 
waste, and abuse-through kickbacks, fee-splitting and mark-ups, generation of unnecessary 
pathology lab tests, inappropriate referrals, and other dubious practices. We are concerned that 
the proposed rule changes contemplated by CMS regarding reassignment and physician self- 
referral relating to pathology laboratory services may not only prevent dermatologists from 
practicing their specialty, but may well cause unnecessary confusion. Indeed, this may adversely 
impact the role of dermatopathology in providing dermatologists with correct, accurate and timely 
diagnoses and thus threatens to compromise patient safety and quality of care. 

The Academy strongly encourages CMS to consider the negative implications such revisions 
would have by preventing patients from access to care and restricting dermatologists-the 
physician specialists treatirlg the majority of melanoma patients-to have timely and accurate 
interpretation of patients' skin biopsies, from exercising their choice of dermatopathologists. 

All dermatologists have training and experience in dermatopathology. Indeed, dermatopathology is 
an integral part of a dermatologist's professional training. Dermatologists receive intensive training 
in dermatology, which includes dermatopathology and dermatologic surgery. With this background 
and knowledge, dermatologists are singularly qualified to diagnose and treat the wide variety of 
dermatologic conditions as well as benign and malignant skin tumors. Dermatologists perform 
many specialized diagnostic procedures and often purchase the technical component (slide 
preparation) in order to be able to perform their own in-house diagnostic interpretation and 
pathology report. 

The Academy is concerned that the proposed rule can be misinterpreted and misapplied so as to 
prevent a dermatologist from being able to read their own slides. As many dermatologist choose 
to interpret their own dermatopathology, the Academy supports the right of dermatologist to be 
able to continue to perform their own dermatopathology interpretation, including having the ability 
to purchase the technical component, in accordance with current Medicare regulations, from an 
outside lab vendor in order to provide their own in-house professional diagnosis and render cost- 
effective quality patient care. 

We wish to remind CMS that the expertise of dermatopathologists is relatively cost effective 
because as the foremost experts in reading and interpreting skin biopsy specimens, 
dermatopathologists are able to detect and properly diagnose skin biopsies the first time around. 
Moreover, the consultative communication that goes on between dermatologists and their trusted 
dermatopathologists is essential; without communication or trained eyes, the skin's subtle signs 
may confuse and mislead. Misdiagnosis leads not only to deficient care by forcing patients to 
undergo unnecessary procedures, but also increases the cost of care and the risk of a liability 
lawsuit. Conversely, an early and correct diagnosis allows a problem to be treated before it 
becomes more severe-and thus more costly to treat. 

We consider dermatopathologic interpretation of biopsies an integral part of a dermatologist's 
ability to serve their patients. Many dermatologists prefer to refer skin biopsy specimens to 
specialized dermatopathology labs directed and staffed by dermatologists and/or pathologists with 
expertise in dermatopathology and immunopathology. Pathologists employed with national 
reference labs often lack this high level of training and expertise to accurately interpret skin 
biopsies. Accurate interpretation of skin biopsies requires an ability to recognize and record the 
details of the specimen, and to synthesize these findings with the clinical data available. Failure to 
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interpret skin biopsies, can mislead the clinician and interfere with appropriate medical or surgical 
therapy, potentially harming the patient. 

The Academy wishes to remind CMS that any final rule changes, designed to prevent markups of 
assigned pathology lab services, need to be simple, straightforward, and uncomplicated so as to 
lighten the regulatory burden, minimize the margin of error, and contain costs. To that end, we 
wish to emphasize the following points: 

1. Dermatologists should have the opportunity and the right to interpret their own specimens 
and be reimbursed by a professional component for their professional services. The CMS 
regulations regarding "purchased diagnostic test" state that if the tissue is prepared by an 
outside lab, either the lab should bill Medicare directly for the technical service, or the 
dermatologist can submit the bill to Medicare for the lesser of either the net lab charge, 
actual physician billing charge, or the Medicare fee schedule amount. These regulations 
have been in place since 1992. We believe that the preceding scenario offers 
straightforward guidance to allow a physician to follow the basic premise when performing 
a medical service and being reimbursed for that service, nothing more, nothing less. 

2. The same anti-markup provision should apply to contractual arrangements whereby "condo 
or pod labs" reassign their payment rights to physician group practices to "indirectly" bill for 
technical and/or professional laboratory services. Therefore, we believe that CMS's 
proposal to amend 42CFR 424.80 (prohibiting markups of the technical component of the 
diagnostic service when reassigned in a contract exception arrangement) would suffice. 

3. We also agree with the second provision that requires the billing entity (physician or group 
practice) to perform the test interpretation themselves in order to bill the TC along with the 
professional component. The physician performing the interpretation should be the only 
entity billing for this professional service. The Academy supports the current trend of larger 
dermatology groups or perhaps busy one- to two-person dermatology practices hiring their 
own pathologist as a member in the practice to interpret specimens at that same practice 
when the billing is in accord with the "purchased diagnostic test" regulation and is not 
marked up in the sense that there would be a big discrepancy between what a practice bills 
and what they pay the pathologist plus hislher expenses. 

4. As for redefining "centralized building" criteria by adding a 350 sq ft. minimum requirement, 
we don't believe that such technical revisions are necessary since they appear to provide 
little or no disincentive to discourage abusive pod lab practices arrangements and wouldn't 
necessarily curtail of markups. Such technical requirements may risk inviting more creative 
responses by those willing to circumvent such narrow criteria. We believe that the best 
patient care is given when the dermatopathologists are focused on managing the lab and 
being responsible for various regulations in their lab, rather than running around and 
dividing their attention among different "pod" lab practices for purposes of marking up 
assigned technical pathology services. In these situations, utilization increases, there is 
indirectly a violation of the regulation regarding a markup of a "purchased diagnostic test", 
and a huge number of resources are expended trying to interpret and/or police these 
regulations. Therefore, we believe that by removing the financial incentives for markups 
and eliminating the opportunity of profit for increased self-referrals, CMS can effectively 
addresses the reimbursement issue without the need to monitor space and technician 
requirements. 

5. We recommend a back to basics approach where many years ago Medicare said that one 
could not markup a "purchased diagnostic test". Whether it is the technical component or 
the professional component, if there is no mark up allowed, there would be no problem. 
Indeed, such a clear and uncomplicated guideline would allow dermatologists to read their 
own slides and be reimbursed appropriately for this service and dermatopathologists, who 
have full-service labs, to be reimbursed fairly and appropriately for their services and not be 
in jeopardy of participating in a fee splitting and markup arrangements. 
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The Academy supports the principles of freedom of choice of consultants, and access to 
physicians of all specialties, direct access to dermatopathologists andlor dermatologists of their 
choice for interpreting skin cancers and other serious skin conditions. Medicare patients can be 
assured improved quality of care if their physicians have access to expert opinion from specialists 
trained in the evaluation of skin biopsy specimen. By working together, we believe we can help 
ensure patient safety and quality of care. 

Dermatology Specific Issue - Payment for Splint and Cast Supplies 
We appreciate that CMS has indicated that it intends to reimburse separately via HCPCS Q codes 
for splint and casting supplies. We agree that costs for these should be extracted from the practice 
expense direct inputs for those code ranges listed within the proposed rule. However, as supplies 
for CPT 29580 - Unna boot applications have been specifically excluded in the past and now is 
included within the listed code ranges, we would appreciate it if Unna boot supplies are specifically 
included in the list of supplies that will now be separately billable using HCPCS Q code(s). 

Budget Neutrality 
The proposed notice requires budget neutrality adjustments to physician work relative value units 
only as a result of changes from the five-year review process and other payment policy revisions. 
Application of the budget neutrality adjustment to the conversion factor would impact all physician 
services, whereas the application of the budget neutrality adjustment to the work RVUs would 
impact only those services that have physician work RVUs. Thus, we strongly urge CMS to 
implement any budget neutrality adjustments to the conversion factor. 

Practice Expense 
The Academy appreciates the CMS proposal to incorporate our practice expense supplemental 
survey data into the 2007 fee schedule. The Academy dedicated considerable staff and physician 
volunteer time and significant financial resources to submitting supplemental survey data, as 
provided by the Balanced Budget Refinement Act of 1999 (BBRA) and requested by CMS. 
Incorporating this data into the CY2007 fee schedule will increase the accuracy in determining the 
PE RVUs for the services our members provide, as well as improving the overall accuracy of the 
practice expense component of the fee schedule. Again, we appreciate CMS at last including the 
supplemental survey data into the proposed rule and request that the data be implemented in the 
final rule. 

As you know, the AMA is sponsoring a multi-specialty supplemental study of practice expense 
costs. The AADA has already agreed to participate in and contribute to this additional practice 
expense survey. However, we are deeply concerned that the design and structure of the new 
survey in fact focus on practice expense costs - as originally communicated to the physician 
community - and also be in compliance with all of the criteria established for the specialty specific 
practice expense supplemental surveys accepted by CMS. Additionally, for consistency's sake, 
the new multi-specialty practice expense survey results must be held to the same standard relating 
to the level of precision as the supplemental surveys already accepted by CMS. 

Telehealth Services 

The AADA appreciates CMS extending the opportunity to submit requests for added telehealth 
services to the Medicare program. Besides increasing access for patients, telemedicine can also 
reduce overall costs. Dermatology patients who participate in telemedicine would otherwise likely 
receive treatment for their skin conditions from a non-dermatologist physician, the accuracy of the 
diagnoses rendered via telemedicine can be higher and diseases can be treated effectively and at 
earlier stages than they would be if a patient waited until complications made a long trip to see a 
dermatologist imperative. Patients who are spared a long trip also benefit economically from such 
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an arrangement because they do not bear the cost of missing work or traveling. Telemedicine 
moves information - not the patient. 

While making treatment more effective for patients, telemedicine also helps to make optimal use of 
the short supply of dermatologists. While it will never replace the face to face patient visit, the 
Academy considers telemedicine a viable method of treatment and one important component of an 
overall plan to improve patient access to dermatology. 

Currently, Medicare reimburses telemedicine for rural patients (defined as patients who live in non- 
metropolitan statistical areas) if it takes place in a live interactive ("two way") mode. The patient 
and physician communicate in real time but from different locations using video conferencing 
technology. Medicare reimbursement currently does not exist for store and forward consultations, 
which take place when patient pictures and information are forwarded by a referring physician to a 
dermatologist, who evaluates them and responds with a diagnosis and treatment plan. The AADA 
and the American Telemedicine Association have reviewed the effectiveness of live interactive 
telemedicine visits compared with store and forward and found both to be clinically equivalent to 
traditional face to face patient encounters. Store and forward is more convenient for both the 
patient and the two physicians, allowing for asynchronous communication that simplifies the 
amount of coordination required. Therefore, the AADA believes that dermatologic office visits 
conducted via live interactive or store and forward telemedicine should be covered under the 
Medicare program. 

Thank you for the opportunity to comment on this proposed notice. For further information, please 
contact Jayna Bonfini at jbonfini@aad.org or 202-842-3555 or Norma Border at nborder@aad.orq 
or 847-330-0230. 

Sincerely, 

~retPcoldiron, MD, FAAD 
Chairman, Health Care Financing Committee 

Cc: Stephen P. Stone, MD, FAAD, President 
Diane R. Baker, MD, FAAD, President-Elect 
David M. Pariser, MD, FAAD, Secretary-Treasurer 
Ronald A. Henrichs, CAE, Executive Director and CEO 
Daniel Siegel, MD, FAAD, AADA RUC Representative 
Michael Bigby, MD, FAAD, AADA RUC Representative 
Bruce Deitchman, MD, FAAD, AADA RUC Representative 
John Zitelli, MD, FAAD, Chair, AADA CPT Committee 
John D. Barnes, Deputy Executive Director, AADA 
Judy Magel, PhD, Senior Director, Practice, Science & Research 
Laura Saul Edwards, Director, Federal Affairs 
Cyndi Del Boccio, Director, Executive Office 
Jayna Bonfini, Assistant Director, Federal Affairs 
Norma Border, Senior Manager, Codirlg and Reimbursement 
Sandra Peters, Senior Manager, Workforce, Insurance & Practice Issues 
William Brady, Manager, Practice Management 
Vernell St. John, Senior Coding and Reimbursement Specialist 
Peggy Eiden, Coding & Reimbursement Specialist 
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interpret skin biopsies, can mislead the clinician and interfere with appropriate medical or surgical 
therapy, potentially harming the patient. 

The Academy wishes to remind CMS that any final rule changes, designed to prevent markups of 
assigned pathology lab services, need to be simple, straightforward, and uncomplicated so as to 
lighten the regulatory burden, minimize the margin of error, and contain costs. To that end, we 
wish to emphasize the following points: 

1. Dermatologists should have the opportunity and the right to interpret their own specimens 
and be reimbursed by a professional component for their professional services. The CMS 
regulations regarding "purchased diagnostic test" state that if the tissue is prepared by an 
outside lab, either the lab should bill Medicare directly for the technical service, or the 
dermatologist can submit the bill to Medicare for the lesser of either the net lab charge, 
actual physician billing charge, or the Medicare fee schedule amount. These regulations 
have been in place since 1992. We believe that the preceding scenario offers 
straightforward guidance to allow a physician to follow the basic premise when performing 
a medical service and being reimbursed for that service, nothing more, nothing less. 

2. The same anti-markup provision should apply to contractual arrangements whereby "condo 
or pod labs" reassign their payment rights to physician group practices to "indirectly" bill for 
technical and/or professional laboratory services. Therefore, we believe that CMS's 
proposal to amend 42CFR 424.80 (prohibiting markups of the technical component of the 
diagnostic service when reassigned in a contract exception arrangement) would suffice. 

3. We also agree with the second provision that requires the billing entity (physician or group 
practice) to perform the test interpretation themselves in order to bill the TC along with the 
professional component. The physician performing the interpretation should be the only 
entity billing for this professional service. The Academy supports the current trend of larger 
dermatology groups or perhaps busy one- to two-person dermatology practices hiring their 
own pathologist as a member in the practice to interpret specimens at that same practice 
when the billing is in accord with the "purchased diagnostic test" regulation and is not 
marked up in the sense that there would be a big discrepancy between what a practice bills 
and what they pay the pathologist plus hislher expenses. 

4. As for redefining "centralized building" criteria by adding a 350 sq ft. minimum requirement, 
we don't believe that such technical revisions are necessary since they appear to provide 
little or no disincentive to discourage abusive pod lab practices arrangements and wouldn't 
necessarily curtail of markups. Such technical requirements may risk inviting more creative 
responses by those willing to circumvent such narrow criteria. We believe that the best 
patient care is given when the dermatopathologists are focused on managing the lab and 
being responsible for various regulations in their lab, rather than running around and 
dividing their attention among different "pod" lab practices for purposes of marking up 
assigned technical pathology services. In these situations, utilization increases, there is 
indirectly a violation of the regulation regarding a markup of a "purchased diagnostic test", 
and a huge number of resources are expended trying to interpret andlor police these 
regulations. Therefore, we believe that by removing the financial incentives for markups 
and eliminating the opportunity of profit for increased self-referrals, CMS can effectively 
addresses the reimbursement issue without the need to monitor space and technician 
requirements. 

5. We recommend a back to basics approach where many years ago Medicare said that one 
could not markup a "purchased diagnostic test". Whether it is the technical component or 
the professional component, if there is no mark up allowed, there would be no problem. 
Indeed, such a clear and uncomplicated guideline would allow dermatologists to read their 
own slides and be reimbursed appropriately for this service and dermatopathologists, who 
have full-service labs, to be reimbursed fairly and appropriately for their services and not be 
in jeopardy of participating in a fee splitting and markup arrangements. 
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The Academy supports the principles of freedom of choice of consultants, and access to 
physicians of all specialties, direct access to dermatopathologists and/or dermatologists of their 
choice for interpreting skin cancers and other serious skin conditions. Medicare patients can be 
assured improved quality of care if their physicians have access to expert opinion from specialists 
trained in the evaluation of skin biopsy specimen. By working together, we believe we can help 
ensure patient safety and quality of care. 

Dermatology Specific Issue - Payment for Splint and Cast Supplies 
We appreciate that CMS has indicated that it intends to reimburse separately via HCPCS Q codes 
for splint and casting supplies. We agree that costs for these should be extracted from the practice 
expense direct inputs for those code ranges listed within the proposed rule. However, as supplies 
for CPT 29580 - Unna boot applications have been specifically excluded in the past and now is 
included within the listed code ranges, we would appreciate it if Unna boot supplies are specifically 
included in the list of supplies that will now be separately billable using HCPCS Q code(@. 

Budget Neutrality 
The proposed notice requires budget neutrality adjustments to physician work relative value units 
only as a result of changes from the five-year review process and other payment policy revisions. 
Application of the budget neutrality adjustment to the conversion factor would impact all physician 
services, whereas the application of the budget neutrality adjustment to the work RVUs would 
impact only those services that have physician work RVUs. Thus, we strongly urge CMS to 
implement any budget neutrality adjustments to the conversion factor. 

Practice Expense 
The Academy appreciates the CMS proposal to incorporate our practice expense supplemental 
survey data into the 2007 fee schedule. 'The Academy dedicated considerable staff and physician 
volunteer time and significant financial resources to submitting supplemental survey data, as 
provided by the Balanced Budget Refinement Act of 1999 (BBRA) and requested by CMS. 
Incorporating this data into the CY2007 fee schedule will increase the accuracy in determining the 
PE RVUs for the services our members provide, as well as improving the overall accuracy of the 
practice expense component of the fee schedule. Again, we appreciate CMS at last including the 
supplemental survey data into the proposed rule and request that the data be implemented in the 
final rule. 

As you know, the AMA is sponsoring a multi-specialty supplemental study of practice expense 
costs. The AADA has already agreed to participate in and contribute to this additional practice 
expense survey. However, we are deeply concerned that the design and structure of the new 
survey in fact focus on practice expense costs - as originally communicated to the physician 
community - and also be in compliance with all of the criteria established for the specialty specific 
practice expense supplemental surveys accepted by CMS. Additionally, for consistency's sake, 
the new multi-specialty practice expense survey results must be held to the same standard relating 
to the level of precision as the supplemental surveys already accepted by CMS. 

Telehealth Services 

The AADA appreciates CMS extending the opportunity to submit requests for added telehealth 
services to the Medicare program. Besides increasing access for patients, telemedicine can also 
reduce overall costs. Dermatology patients who participate in telemedicine would otherwise likely 
receive treatment for their skin conditions from a non-dermatologist physician, the accuracy of the 
diagnoses rendered via telemedicine can be higher and diseases can be treated effectively and at 
earlier stages than they would be if a patient waited until complications made a long trip to see a 
dermatologist imperative. Patients who are spared a long trip also benefit economically from such 
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an arrangement because they do not bear the cost of missing work or traveling. Telemedicine 
moves information - not the patient. 

While making treatment more effective for patients, telemedicine also helps to make optimal use of 
the short supply of dermatologists. While it will never replace the face to face patient visit, the 
Academy considers telemedicine a viable method of treatment and one important component of an 
overall plan to improve patient access to dermatology. 

Currently, Medicare reimburses telemedicine for rural patients (defined as patients who live in non- 
metropolitan statistical areas) if it takes place in a live interactive ("two way") mode. The patient 
and physician communicate in real time but from different locations using video conferencing 
technology. Medicare reimbursement c~~rrently does not exist for store and forward consultations, 
which take place when patient pictures and information are forwarded by a referring physician to a 
dermatologist, who evaluates them and responds with a diagnosis and treatment plan. The AADA 
and the American Telemedicine Association have reviewed the effectiveness of live interactive 
telemedicine visits compared with store and forward and found both to be clinically equivalent to 
traditional face to face patient encounters. Store and forward is more convenient for both the 
patient and the two physicians, allowing for asynchronous communication that simplifies the 
amount of coordination required. Therefore, the AADA believes that dermatologic office visits 
conducted via live interactive or store and forward telemedicine should be covered under the 
Medicare program. 

Thank you for the opportunity to comment on this proposed notice. For further information, please 
contact Jayna Bonfini at jbonfini@aad.orq or 202-842-3555 or Norma Border at nborder@aad.orq 
or 847-330-0230. 

Sincerely, 

Brett Coldiron, MD, FAAD 
Chairman, Health Care Financing Committee 

Cc: Stephen P. Stone, MD, FAAD, President 
Diane R. Baker, MD, FAAD, President-Elect 
David M. Pariser, MD, FAAD, Secretary-Treasurer 
Ronald A. Henrichs, CAE, Executive Director and CEO 
Daniel Siegel, MD, FAAD, AADA RUC Representative 
Michael Bigby, MD, FAAD, AADA RUC Representative 
Bruce Deitchman, MD, FAAD, AADA RUC Representative 
John Zitelli, MD, FAAD, Chair, AADA CPT Committee 
John D. Barnes, Deputy Executive Director, AADA 
Judy Magel, PhD, Senior Director, Practice, Science & Research 
Laura Saul Edwards, Director, Federal Affairs 
Cyndi Del Boccio, Director, Executive Office 
Jayna Bonfini, Assistant Director, Federal Affairs 
Norma Border, Senior Manager, Coding and Reimbursement 
Sandra Peters, Senior Manager, Workforce, Insurance & Practice Issues 
William Brady, Manager, Practice Management 
Vernell St. John, Senior Coding and Reimbursement Specialist 
Peggy Eiden, Coding & Reimbursement Specialist 
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October 10, 2006 

Mark B. McClellan, MD, PhD 
Administrator 
Centers for Medicare and Medicaid Services 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Re: CMS-1321-P 

Dear Administrator McClellan: 

On behalf of the 15,000 members of the American Academy of Dermatology Association (AADA), I 
appreciate the opportunity to submit written comments regarding the 2007 Medicare Physician Fee 
Schedule. As advocates for dermatologists and their patients, the AADA believes that an adequate 
physician fee schedule ensures fairness and continued beneficiary access to quality, specialty 
health care services. 

Unfortunately, flaws in the Sustainable Growth Rate (SGR) formula will lead to sharp cuts in 
Medicare physician payments beginning January 1, 2007 unless Congress takes action this year to 
avert a -5.1 percent reduction. If not addressed this year, physicians will have experienced five 
years of inadequate payments that have not begun to keep up with inflation as measured by the 
medical economic index (MEI). Further, according to the 2006 Medicare Trustees Report, if the 
SGR formula is not fixed, physicians will receive negative updates of approximately five percent 
each year from 2007 until 2015. These reductions may prompt a number of physicians to 
reconsider their participation in the Medicare program, to limit services to Medicare beneficiaries, 
or to restrict the number of new Medicare patients they are able to accommodate in their practice. 

Changes in the Medicare Economic Index (MEI) 
The Academy is concerned with the additional 0.5 percent reduction of the 2007 physician fee 
schedule update from -4.6 percent to -5.1 percent, announced earlier this year. The increase in 
the cut was caused by a downward revision of the MEI. This reduction was not proposed or even 
discussed in the proposed rule for implementing the 2007 fee schedule. Based on the impact table 
in the proposed rule that shows $75 billion of allowed charges under the physician fee scheddle, a 
-0.5 percent reduction in the update will result in a $375 million cut in physician payments in 2007. 
We believe that CMS is in violation of the spirit if not the letter of the Administrative Procedures Act 
(APA) which requires publication in the Federal Register of most rules and a period for public 
comment. 

Further, the reduced ME1 was based on the use of a new measure of productivity by the Bureau of 
Labor Statistics (BLS) and lower projections of inflation. Few details were provided and comments 
on the changes were not requested. If able to comment, we would have questioned the use of 
data that shows increased productivity in a year when the productivity of most physician practices 
has been reduced significantly by the need to counsel Medicare beneficiaries about the new 
prescription drug benefit and the availability of preventive services. We therefore urge CMS to 
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Y-ME National Breast Cancer Organization is writing to express our concern that the 
two proposed rules referenced above would make disproportionate cuts in Medicare 
reimbursement for critical breast cancer treatment methods. The effect of the 
proposed reductions could create barriers to treatment options for Medicare women 
with breast cancer and may place physicians in the impossible situation of having to 
select treatment based upon reimbursement considerations rather than what is best 
for the patient. 

Y-ME is a national nonprofit organization whose mission is to ensure, through 
information, empowerment and peer-support, that no one faces breast cancer alone. 
The Y-ME hotline is the only 2417call center operated by trained and certified peer 
counselors who are breast cancer survivors. Each year more than 40,000 calls are 
answered giving support and answering questions about the disease and treatment 
options, Interpreters in over 150 languages are available. The Y-ME affiliates, 
located throughout the nation, provide support groups, early detection workshops 
and have advocacy networks. 

One of our concerns is the proposed cuts for breast brachytherapy. Standard of care 
is to follow lumpectomy, breast conserving surgery with radiation. This procedure 
has allowed women to preserve their breast. Brachytherapy for women with early 
stage breast cancer who have had a lumpectomy delivers radiation only to the tissue 
at highest risk for cancer recurrence. The treatment is completed in five days rather 
than the six to seven weeks of daily treatment with whole breast radiation. This is 
one of the most compelling reasons that patients and physicians prefer this 
procedure. Y-ME strongly believes that CMS should be encouraging the use of more 
patient-friendly treatment options such as brachytherapy, rather than giving women 
little or no choice of choosing a mastectomy and/or whole breast radiation. 

We understand that the intent of CMS was not to impede access or deny patients the 
choice of brachytherapy. Therefore we propose the following: 

Abbott Laboratories 
Hospital Outpatient Prospective Pavment Svstem (OPPS) (CMS-1506-PI 

JaniS Robinson - CMS proposes to reassign CPT codes 19296 and 19297 from New Technology 
Mercer Human Resources APCs to clinical APCs in 2007. The CMS proposed APC assignment for CPT Codes 

19296 and 19297 would result in significant decreases in 2007 payment ranging from 
Joyce Marcus -22.8% to -37.0%. These reductions result in a payment rate that will not cover the 

Y-ME Immediate Past President 
cost of the actual device required to deliver the breast brachytherapy. In fact, the 

Margaret C. Kirk proposed rates fall $400-1 000 (1 5-36%) below the cost of the device. 
Chief Executive Officer 

212 West Van Buren Street, Suite 1000, Chicago, Illinois 60607-3908 . Business 312-986-8338 . Fax 312-294-8597 

24-hour Y-ME National Breast Cancer Hotline: 800-221 -21 41 . Espariol 800-986-9505 www.y-rne.org 



- CMS proposed a new payment methodology for the radiation source used for breast 
brachytherapy resulting in payment for these sources below the actual cost. We 
understand that the Coalition for Advancing Brachytherapy has met with CMS to 
discuss this concern. 

Phvsician Fee Schedule ICMS-1321 -P) 
- CMS proposed RVU reductions for the multiple codes associated with planning, 
treating and delivering high dose breast brachytherapy. These reductions will result 
in the RVUs for the radiation oncologist in the freestanding center (a site of service 
where many women receive their radiation) to decrease by over 50%. 
- CMS proposed a reduction in the RVUs for the code associated with placing the 
catheter in the woman to deliver the radiation. This reduction will result in the RVUs 
for the surgeon by over 30% when they place the catheter in their office. This is a 
site of service that is preferred by most women to avoid going back to the operating 
room at the hospital. 

In order to ensure breast cancer patients' access to brachytherapy under Medicare, 
Y-ME respectfully requests that CMS consider the following recommendations: 

1. ClMS should reconsider the proposed assignment of the breast brachytherapy 
codes (CPT 19296 and 19297) to a new APC under the Outpatient Prospective 
Payment System proposed rule. We request that both codes remain in the current 
New Technology codes. Alternatively, CMS should assign breast brachytherapy to a 
more appropriate breast procedure APC that accurately reflects the costs of the 
procedure. 

2. CMS should not make any reductions to the RVUs for breast conservation surgery 
and breast conservation therapy (breast brachytherapy) under the Physician Fee 
Schedule. Should changes be required, Y-ME recommends that CMS not decrease 
the RVUs by more than 5%. 

Y-ME believes that these recommendations would enable health providers and 
hospitals to continue to offer breast brachytherapy to eligible Medicare women. We 
appreciate the opportunity to comment on these proposed regulations and strongly 
urge CMS to reconsider and revise these rules. 

Sincerely, 

Kay Wissmann 
Director of Government Relations 

cc: Helen Pass, MD, President, American Society of Breast Surgeons 
Robert Lee, MD, President, American Brachytherapy Society 
Carol M. Bazell, MD, MPH, - CMS, Director, Division of Outpatient Care 
Carolyn Mullen, Deputy Director, Division of Practitioner Services 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1506-P 
Mail Stop: C4-26-05 
7500 Security Blvd. 
Baltimore, Md. 2 1244- 1850 

To Whom It May Concern: 

Re: PPSCMSlSWP; CY 2007 Proposed Daily Rate for APC Code 0033 - Partial Hospitalization 
Programs and 0322,0323,0324,0325 -Outpatient psychiatric services 

Our hospital, Alta Bates Summit Medical Center is an acute care Hospital facility in Berkeley, California. 
We are part of the Sutter Healthcare system in Northern California. We serve approximately 450 patients on 
an annual basis. We provide intensive psychiatric programs, including partial hospitalization services that 
are greatly needed by the severe and persistently mentally ill and the elderly in our community. 

We are requesting that CMS cease from going forward with the proposed CY 2007 15% rate cut for Partial 
Hospitalization (PHP) and psychiatric Outpatient Services. Coupled with last year's 12.5% reduction for 
PHP, the proposed rate will make it impossible to cover the costs needed to provide an intensive program. 

We strongly support the position of the Association of Ambulatory Behavioral Healthcare regarding their 
proposed considerations, as the response from the organization goes into specific detail concerning the long 
reaching effects the rate cut will have on the patients who are in need of outpatient psychiatric services. 

These less expensive outpatient programs need to be supported by reasonable reimbursement rates that 
adequately cover the costs of providing the services. 

We are asking CMS to allow time and resources to develop a reasonable payment methodology by working 
with provider and community organizations who would welcome the opportunity to work with CMS to 
develop a payment rate that is fair, consistent and predictable. 

Thank you, for the opportunity to respond to this critical issue. 

Director-Outpatient Services 
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AdvaMed 
Advanced Medical Technology Association 

October 6,2006 

Via Electronic and U.S. Mail 

Mark McClellan, MD, PhD, Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1321-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Re: Pro~osed Revisions to Payment Policies Under the Physician Fee Schedule for 
Calendar Year 2007 and Other Chanees to Payment Under Part B (CMS-1321-P1 

Dear Dr. McClellan: 

The Advanced Medical Technology Association (AdvaMed) welcomes the opportunity to 
comment on the Centers for Medicare and Medicaid Services' (CMS) Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2007 (CMS- 
132 1-P, Federal Register, Vol. 7 1, No. 162, Tuesday, August 22,2006, p. 4898 1). 
AdvaMed is the world's largest association representing manufacturers that produce the 
medical devices, diagnostic products, and health information systems that are transforming 
health care through earlier disease detection, less invasive procedures, and more effective 
treatments. Our members produce nearly 90 percent of the health care technology 
purchased annually in the United States and more than 50 percent purchased annually 
around the world. AdvaMed members range from the largest to the smallest medical 
technology innovators and companies. 

AdvaMed appreciates the considerable effort you and your staff have put into the 
development of the proposed Medicare Physician Fee Schedule rule (PFS). While we are 
pleased with some of the proposed changes announced in the rule we remain concerned 
with others. AdvaMed supports the establishment of payment rates under the physician 
fee schedule that are adequate and ensure access to advanced medical technologies by 
Medicare beneficiaries. We will comment on the following issues raised in the proposed 
2007 PFS Rule: 

1. Deficit Reduction Act Proposals 
2. Bone Mass Measurement (BMM) tests 

Bringing innovation to patient care worldwide 
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3. Resource Based Practice Expense RVU Proposals 
4. Clinical Diagnostic Lab Tests 
5. ASP Issues 

PROVISIONS 

I. D M  Proposals 

Proposed Adiustments for Pavment to Imaging Services 

A. Payment for Multiple Imaging Procedures for 2007 

The Deficit Reduction Act (DRA) of 2005 contained two provisions affecting imaging 
services paid under the Medicare physician fee schedule. Among these was a mandate 
that budget neutrality provisions be waived for reductions in payment for contiguous body 
part imaging. Initially, CMS proposed to reduce payments for these services by 50 percent 
beginning in 2006. However, in the final rule CMS decided to phase in the 50 percent 
reduction over a period of two years. Consequently, a 25 percent reduction went into 
effect for 2006 and an additional 25 percent reduction was expected to be phased in as of 
January 1, 2007. 

In the proposed 2007 PFS rule, CMS has indicated that it would be prudent to maintain 
the imaging discount at 25 percent for 2007 while continuing to evaluate the appropriate 
payment for the multiple image procedures subject to the discount. AdvaMed is pleased 
with this decision and commends CMS for not moving to the 50 percent discount. 
AdvaMed encourages CMS to be vigilant in obtaining and evaluating data relating to the 
costs of these procedures so that the most accurate cost information can be used in making 
any future determinations regarding reductions in the price of imaging services. 

B. Reduction in Technical Component for Imaging services Under the PFS to 
OPD Payment Amount 

The DRA requires that, effective January 1,2007, the payments for the technical 
component of certain imaging procedures performed in a physician office be capped at the 
lesser of the Medicare physician fee schedule or the outpatient department (OPD) 
reimbursement rate. AdvaMed is concerned that capping the technical component 
payment at the OPD rate will lead to significant reductions in the payment for imaging 
procedures performed in the physician office setting and may reduce beneficiary access to 
these procedures. 

These findings are supported by a recent report conducted by The Moran Company 
(Moran) in which they analyzed the impact of the DRA provisions.' The Moran report 

1 See Assessing the Deficit Reduction Act Limits on Image Reimbursement: Cross-Site Comparisons of 
Cost and Reimbursement, The Moran Company, September 2006 
http://www.imaginga~cess.orp/reports/index.cfm 
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found that 87% of the procedures whose payments will be affected by the DRA caps 
would be paid at an amount that is less than the estimated cost of performing the 
procedure in the office setting. According to the Moran report, several procedures 
including image guided ultrasound procedures used in the diagnosis of breast cancer, 
PETICT exams used to diagnose cancerous tumors, bone density studies used to diagnose 
osteoporosis, and MR angiography used to locate aneurysms will be cut 35% to upwards 
of 50% if the DRA changes are enacted. These cuts may result in diagnosis and treatment 
delays, increased wait times, and reduced access for patients in rural areas to critical 
imaging services. 

AdvaMed is concerned with the impact of the DRA provisions on image guided treatment 
procedures. CMS has interpreted the DRA provisions regarding imaging issues as relating 
to both "diagnostic" and "image guided" procedures. However, this interpretation is not 
borne out by the MedPAC recommendations, which focus specifically on increased 
utilization of diagnostic imaging services. In fact, in its March 2005 report to Congress 
MedPAC cites the efficacy of two image guided procedures, biopsies for bone-cancer and 
coronary angioplasty, as examples of image guided procedures which benefit patients.? 
The MedPAC analysis did not determine whether growth in imaging utilization was due to 
over-utilization or appropriate expansion of imaging as a diagnostic tool. 

The March 2005 MedPAC report makes several recommendations based on its review of 
diagnostic imaging services including the imposition of coding edits to detect unbundled 
diagnostic imaging services and setting standards for physicians who bill Medicare for 
interpreting diagnostic imaging s t ~ d i e s . ~  The content of the MedPAC report coupled with 
their recommendations suggest that they did not identify issues related to image guided 
treatment procedures. 

Advah4ed is concerned that capping the technical component of imaging procedures, in 
accordance with the DRA mandate, may interfere with patient access to necessary care. 
We therefore recommend that caps to the technical component of imaging services not be 
applied to image guided treatment procedures.4 In order to reduce adverse patient impact, 
we further recommend that any caps to the technical component of imaging services be 
applied in the most prudent manner possible. 

Advah4ed is also concerned that several Category IU CPT imaging codes are incorrectly 
included on the list of DRA cap-eligible procedures (Addendum F). Category III CPT 
codes are dedicated to emerging technologies, are primarily intended for tracking purposes 
only, and are not assigned RVU values at the national level. While some Category III 

2 See Report to the Congress: Medicare Payment Policy. MedPAC, Page 155 (March 2005). 

3 See Report to the Congress: Medicare Payment Policy, MedPAC, Pages 159 and 163 (March 2005). 

4 Approximately 18 image guided treatment procedures would be affected by the DRA caps. These codes 
are all done in conjunction with a surgical or other procedure. Eliminating these codes from the DRA cap 
would have nominal impact, estimated at 2%, on total projected savings. 
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CPT codes are covered under Medicare and are Medicare Carrier-priced, they do not have 
physician fee schedule technical components and therefore would not be subject to the 
DRA mandated caps. Therefore, AdvaMed urges CMS to remove all Category III CPT 
codes from the proposed CPT/HCPCS imaging codes list. 

C. Interaction of the Multiple Imaging Payment Reduction and the OPPS Cap 

The proposed rule recommends that the 25% multiple procedure imaging reduction be 
applied prior to the OPPS cap in the case of procedures impacted by both the multiple 
procedure discounts and the OPPS cap. The OPPS cap would then be applied to the 
reduced amount. CMS has indicated that this method is being applied because the OPPS 
rates may already include implicit discounts. The proposed methodology would be 
implemented while CMS continues to explore the issue. Given the uncertainty of the 
OPPS data we encourage CMS to take an approach that fairly reflects the costs involved in 
performing imaging tests. 

Proposed Addition of Ultrasound Screening for Abdominal Aortic Aneurysm (AAA) 

AdvaMed is pleased that, pursuant to DRA requirements, CMS will be including 
screening for AAA as a covered benefit for Medicare beneficiaries meeting the established 
criteria effective January 1,2007. Providing this potentially life saving screening exam is 
important to beneficiaries. The coverage criterion for the benefit identifies and adequately 
addresses the needs of the Medicare population most at risk for AAA. AdvaMed is also 
pleased with the recommendation to pay for this service at the same level as CPT code 
76775-a service requiring resources and work intensity comparable to that of the 
screening procedure. 

11. Bone Mass Measurement (BMM) Tests 

The proposed rule revises the definition of bone mass measurement (BMM)to remove 
coverage for single photon absorptiometry (SPA) and to include coverage for axial 
skeleton measures (DXA). This change is guided by the shift in technology from SPA to 
DXA. AdvaMed is please that CMS recognizes the technological developments which 
have led to the use of DXA and other technology in accurately assessing BMM. As such, 
AdvaMed would also like to commend CMS for its proposal to allow use of the NCD 
process to identify other BMM systems which can be used to monitor patients with 
osteoporosis and those requiring confirmatory baseline measurements. An NCD is already 
in place relating to the identification of BMM indications and coverage. Allowing new 
devices to go through the NCD process will create consistent coverage determinations for 
these treatments. 

AdvaMed strongly supports CMS's coverage improvement, but is concerned that 
reductions in the reimbursement for BMM procedures utilizing DXA technologies may 
compromise patient access to the technology. Specifically, we are concerned with 
proposed reductions in the payments for CPT codes 76075,76077, and 76977 in 2007. In 
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the proposed regulation, CMS supports its decision to use DXA to monitor bone mineral 
density by stating that, "DXA is precise, safe, and. low in radiation exposure, and permits 
more accurate and reliable monitoring of individuals over time." However, continuing 
reimbursement decreases for procedures utilizing DXA technology may limit patient 
access to this monitoring method and the benefits associated with its use. Therefore, 
AdvaMed encourages CMS to take steps to correct and prevent further reductions in 
payment for procedures utilizing DXA technology. 

111. Resource-Based Practice Expense (PE) RVU Proposals 

Payment for Splint and Cast Supplies 

AdvaMed supports CMS' proposal to reinstate separate coding and payment for cast, 
splint, and strapping supplies under the Medicare Physician Fee Schedule in calendar year 
(CY) 2007. We agree with CMS' conclusion that these supplies are considered medically 
necessary not only for the management of fractures and dislocations, but also for serial 
casting, wound care, and protection. Assigning distinct HCPCS billing codes for these 
supplies, when furnished incident to specified professional services, will enable 
contractors to identify with greater accuracy those instances in which cast, splint, and 
strapping supplies are medically necessary and eligible for payment. 

CMS has requested input from medical specialties and contractors on its proposal to pay 
separately for splint and casting supplies billed with Q-codes. See Federal Register, Vol. 
71, No. 162 page 48987. AdvaMed is aware of a related coding issue that may result in 
underpayment for supplies used in wound care procedures. 

As proposed, CMS' refinements to the practice expense (PE) database would exclude cast, 
splint, and strapping supplies used in compression therapy for venous leg ulcers from the 
list of separately paid supplies. Currently, CMS proposes to use HCPCS Q-codes to 
identify those supplies that would receive separate fee schedule payment amounts, and for 
which supply inputs would be excluded from the PE database. However, paste bandage 
supplies (also referred to as Unna-boot supplies) are currently assigned HCPCS A-codes, 
not HCPCS Q-codes. As a result, contractors would be unable to determine whether to 
make separate fee schedule payments for these supplies when billed with CPT 29580, 
application of paste boot. In addition, because payment for paste bandage supplies would 
be excluded from the PE database for CPT 29580, physicians would be underpaid for use 
of these supplies. AdvaMed recommends that CMS instruct contractors to make separate 
payment for paste bandage supplies when reported on the CMS-1500 claim form with the 
HCPCS A-codes listed below. 

HCPCS 
A6441 
A6442 

Paste bandage supply 
Padding bandage, width >=3" but <5", per yard 
Conforming bandage, non-sterile, width <3", per yard 
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Impact of Practice Expense Changes 

A6452 
A6453 
A6454 
A6455 
A6456 

Changes in the PE relative value units resulting from the incorporation of supplemental 
survey data are expected to have a significant impact on some specialties. Other 
specialties' PE values will be negatively impacted as a result of the transition to a bottom- 
up methodology. The impact of the PE changes, though anticipated, is especially difficult 
given the proposal to reduce the conversion factor by 5.1% in 2007.~ CMS has proposed 
to phase in the PE changes over a four-year period, 2007-2010, to avoid adverse impacts 
on specialty fees. However, the proposed changes will result in significant reductions in 
the reimbursement for several procedures and could adversely impact patient access. For 
example, Medicare payments for a complete course of partial breast irradiation in a 
freestanding center would decrease by (19% in 2007 and 56% in 2010). These decreases 
could result in both reduced access and options for Medicare beneficiaries. AdvaMed 
urges CMS to take steps to ensure that patients continue to have access to the treatments 
and technologies that improve their quality of life and encourages implementation of the 
PE changes in the most practical manner possible. 

High compression bandage, width >=3" but <5", per yard 
Self-adherent bandage, width <3", per yard 
Self-adherent bandage, width >=3" but <5", per yard 
Self-adherent bandage, width >=5", per yard 
Zinc paste impregnated bandage, width >=3" but <5", per yard 

IV. Clinical Diagnostic Lab Tests 

AdvaMed also wishes to comment on the implementation of section 942 of the Medicare 
Prescription Drug, Improvement and Modernization Act of 2003 (MMA), which specified 
improvements to CMS's current process for developing clinical laboratory fee schedule 
(CLFS) payment rates for new or substantially revised pathology or laboratory CPT codes. 
Many of AdvaMed's member companies develop clinical laboratory tests that 
substantially improve the quality of life for Medicare beneficiaries through the prevention 
and early diagnosis of disease. 

5 Prior to publication of the proposed PFS rule the conversion factor was expected to be reduced by 
approximately 4.6%. 
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We appreciate the progress CMS has made to date in improving its process for developing 
payment rates for new or substantially revised CPT codes for clinical laboratory services 
under the Clinical Laboratory Services Fee Schedule (CLFS). We commend the agency 
for holding its annual "Laboratory Public Meeting," which provides the public a forum to 
present views on the tests and services that will be included in the following year's edition 
of CPT. We have appreciated the opportunity to present our comments at this annual 
public meeting for the past few years. 

We believe that providing opportunities for public discussion of agency payment policy 
activities is crucial to an open, transparent process. The expertise that stakeholder groups 
offer at these meetings has resulted in more clinically appropriate payment determinations. 
Further, we appreciate and commend the action the agency has taken to post proposed new 
clinical lab payment determinations for comment, after receiving public input at the open 
public meeting. These measures are consistent with MMA section 942, and we believe 
they represent a significant improvement to CMS's process for determining new test 
payments. 

Notwithstanding these improvements, the MMA included other provisions relating to the 
process for determining payment for new clinical laboratory tests that must be addressed. 
We will identify these provisions as we comment on the following areas: (i) the general 
CMS payment process for developing CLFS payment rates for new or substantially 
revised CPT codes; (ii) the gap-fill process; (iii)the cross-walk process ; and (iv) other 
overarching issues. 

A. General Process Issues 

a. Rationales, Data and Responses to Comments 

In the preamble to the proposed PFS rule, CMS states that the "current process for 
providing public consultation on the establishment of payment amounts . . . is consistent 
with the requirements of section 1833(h)(8)(B)" of the Social Security Act (section 942 of 
the MMA) [71 Federal Register 49063 (Aug. 22,2006)]. While CMS asserts that it is in 
full compliance with the statutory requirements, we note that both the law, and the 
proposed regulations [42 C.F.R. section 414.4061, require that CMS post on the internet a 
list of proposed and final determinations of the payment amounts for tests "with the 
rationale for each determination, the data on which the determinations are based, and 
responses to comments and suggestions from the public." 

We support incorporation of this language in CMS's regulations. However, we note that 
CMS's current practice differs from this requirement. At present, CMS posts its proposed 
and final determinations, but does not post the rationale, data, or responses to comments 
from the public. Thus, there appears to be a discrepancy between what is required by law 
and CMS's assertion in the preamble to these regulations that they are currently complying 
with the law. 
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Making public the rationale and the data on which CMS's proposed and final 
determinations are based, in addition to the CMS responses to comments from the public, 
would be an additional positive step towards increasing transparency and openness in 
CMSys payment process. This is the approach CMS follows for its other payment 
systems, and we strongly urge CMS to conform its practices to both the statutory 
requirements and its own proposed regulatory language in implementing MMA section 
942. Providing this information and an explanation for specific payment determinations 
via the CMS website (similar to the way CMS provides this information and explanation 
in the regulation preambles for other payment systems, including the physician fee 
schedule and the hospital outpatient prospective payment system) would be one way to 
implement this legislative requirement. If CMS is not able to provide the rationale, data, 
and its responses to public comments on the internet and elsewhere, we ask that CMS 
explain why the information is not publicly available. 

b. Web-Posting of All Public Comments or Suggestions 

Additionally, we note that in the past, CMS has not posted on the internet of the public 
suggestions made to the agency regarding payment rates for new or substantially revised 
CPT codes. Posting all such comments or suggestions made to the agency, whether before 
or shortly after the Laboratory Public Meeting that CMS holds annually, would be another 
practice that could improve the CMS payment process. 

c. Announcement of Meetings and Codes to be Discussed 

While we recognize that CMS is required by the NIMA to announce its annual Laboratory 
Public Meeting in the Federal Register "not fewer than 30 days" prior to the meeting, we 
recommend announcing the meeting - and making public the new or substantially revised 
CPT codes that will be the subject of the meeting earlier in the year - at least 60 days in 
advance of the meeting. Providing such advanced notice of the codes to be discussed at 
the meeting will allow for the development of more meaningful and well-considered 
public comments. We note that these comments often require technical expertise that is 
often difficult to obtain within only 30 days and thus extending the notice to 60 days in 
advance of the meeting would be a significant improvement. 

B. Gap-Fill Issues 

We are disappointed that CMS did not address the methodology that contractors should 
use in establishing local gap-fill payment rates for new test codes. AdvaMed members 
believe that it is imperative that CMS set forth a clear approach to pricing these new tests. 
As we have stated on record at several of the open public meetings for the CLFS, 
stakeholders often suggest that the cross-walk process be used for new test codes instead 
of the gap-fill process because the gap-fill methodology is neither well-defined, nor 
monitored by CMS. 
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In the limited, previous instances when gap-fill has been used, carriers made use of a wide 
variety of pricing techniques. Individual carriers set prices based on the following types of 
information or techniques, which illustrate some of the concerns we have with the gap-fill 
process: 

A consultant's recommendations; 

The payment level assigned to "related code(s)" already on the fee schedule, even 
though Medicare officials had chosen not to cross-walk the test and issued 
instructions to carriers to "gap-fill" the test; 

Carrier pricing formulas based variously on relative values imputed to the test, the 
customary charges associated with the test, and so forth; 

Considering prevailing charge data in the carrier area, and reducing these charges 
to a previously set NLA for the test to which it had been "cross-walked" (this was a 
test that had been cross-walked initially, but then subsequently gap-filled); 

Applying an arbitrary percentage reduction in local laboratory charges for the new 
test; 

Carrier surveys of the rates set by other carriers for the test, which were the basis 
for subsequent questionable "calculations" to set carrier "gap fill" rates (e.g., these 
"calculations" produced rates set at the median, average, or some arbitrary 
percentage of the carrier rates collected); 

Carrier surveys of physicians who may not have had any experience with the test at 
issue; 

Carrier use of unverified data from the internet that may not reflect actual cost of 
providing the test in a CLIA-approved laboratory; 

Contacting only one patient to determine the time associated with the test; 

Following the personal opinion of another Carrier Medical Director; and 

Carrier Medical Director discretion. 

Without guidance from CMS on the methodology that should be used by carriers in setting 
"gap fill" payment rates for new tests, there will continue to be uncertainty and variation in 
the rates that are set by carriers, leading to issues with the new test payment rates. Unless 
the "gap fill" price-setting methodology is based on accepted principles, the payment rates 
that are computed will be viewed as arbitrary. Consequently, we recommend that CMS 
make the following changes to improve the gap-fill process: 

Provide more specific, step-by-step direction on the methodology Carriers should 
use when conducting data collection, including the incorporation of external data 
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provided by laboratory providers (of varying size, setting, and patient mix), 
manufacturers, private payers, and other stakeholders; 
Provide instructions on how to incorporate charges for a given new test, 
Specify the minimum requirements this data shall meet to ensure that the data 
collected is valid, meaningful, and unbiased, including establishing a reasonable 
standard for the volume of claims that a carrier should process in developing the 
gap-fill payment rate; 
When newer data is available, contractors should use that data, rather than using 
the least costly alternative or similar ~tandard;~ 
Monitor the carrier's (contractor's) methodology and data reporting, providing, 
where needed, oversight and feedback to contractors to ensure compliance with 
CMS instructions and that appropriate data is being collected; 
At the close of the data collection time period, make available for public inspection 
and comment the proposed new national payment amount. Using informal 
mechanisms for requesting comment, such as the agency's web site -- 

i. To facilitate meaningful comment, provide the data and 
methodology upon which the gap-filled amount is based; 

. . 
11. If based on claims data, provide specific information on the 

number of claims, and the localities from which those claims were 
filed; ... 

111. Provide principles to be employed to ensure that the data used by 
carriers are statistically significant and alternatives to follow if 
statistically significant data are unavailable; and 

iv. Provide any other information or data that was factored into the 
decision-making; 

In cases where such a contractor fails to comply with some or all of CMS- 
prescribed directions on the gap-fill methodology (e.g., to address instances where 
contractors simply cross-walk or rely on prices determined by other contractors, as 
opposed to collecting data individually according to CMS-set methods), that 
contractor's payment rate (and any "data" used to calculate it) should be excluded 
from the calculation of the NLA; 
Establish a mechanism to receive and review additional data, including data 
provided by the laboratory industry, manufacturers, and other stakeholders, in 
order to adjust the proposed national payment amount for the new test. This is 
particularly important in cases where a substantial number of contractor payment 
rates are excluded from the NLA calculation due to concerns with the methodology 
used; 
After taking into account additional data and comments received, publish the final 
national payment amount for the new test, with a clear explanation of the basis for 

6 In particular, we note that the Conference Report to the MMA specifies that "carriers and CMS cannot 
substitute an alternative service for a gap filled amount." Accordingly, the least costly alternative approach 
is inconsistent with this report language. 
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its determination, again using informal publication mechanisms, such as the web 
site; and 
Make public the specific data and methodology upon which the gap-filled amount 
was based, including a listing of the local amounts used to arrive at the NLA, and 
any additional data or information provided during the comment period, with an 
opportunity for public comment thereon. 

We note that CMS is currently using the gap-fill process to develop a payment rate for 
CPT code 83037. We believe that CMS has discretion to accept and implement many of 
the above-mentioned recommendations, even for the current, on-going gap-fill process. 
We recommend that CMS evaluate and consider additional, external data in this context. 

Absent the provision of additional direction to contractors and changes to the gap-fill 
process as recommended above, we recommend that CMS consider an alternative 
approach to setting payment rates for new clinical laboratory test codes. AdvaMed 
supports H.R. 5369, the Clinical Laboratory Fee Schedule Improvement Act of 2006, 
which authorizes a demonstration project that would test a new approach to setting 
payment for molecular diagnostic tests. This approach would set up a stakeholder panel to 
advise CMS on appropriate pricing of such tests through a deliberative process that takes 
into account relevant data, the expertise of stakeholders with an understanding of the 
complexity of the tests, clinical laboratory resources involved, and the estimated impact of 
the test on patient care management. We have attached H.R. 5369 for your reference. We 
urge CMS to consider undertaking such an alternative pricing approach for unique new 
tests to address the longstanding problems with the gap-fill process. 

C. Cross-Walk Issues 

As we mentioned above, the cross-walk process is the primary method recommended by 
interested parties for use in pricing new or substantially revised test codes for the 
Medicare Clinical Laboratory Fee Schedule. This is in part because some cross-walks are 
suggested by stakeholders because the gap-fill process is fraught with uncertainty. 
Nevertheless, we commend CMS for the way it has used the cross-walk process since it 
began considering stakeholder comments at open public meetings and has given careful 
consideration to public comments and expert opinions expressed at these meetings. 

Nevertheless, we see two areas for improvement in the cross-walk process: 

First, we recommend that when CMS chooses to cross-walk new or revised codes 
to existing codes, the cross-walk should be made to the national limitation amount 
(NLA) of the existing code on the fee schedule, rather than the local carrier fee 
schedule amounts which often vary significantly from one geographic area to 
another. If CMS chooses to cross-walk new tests to the NLA of existing tests on 
the fee schedule, this policy will prevent the geographic variation problems 
inherent in the CLFS from worsening. 
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Second, provided that CMS makes significant changes to the gap-fill process to 
improve its predictability (as recommended above), we recommend that CMS 
provide more regulatory specificity to guide the cross-walk process. A specific 
definition of what "comparable" means, with the particular criteria that CMS 
considers, would improve the payment process overall and would provide a 
framework for CMS ultimately to provide the rationale for its particular cross-walk 
decisions. For example, it would be helpful to receive clarification regarding 
whether "comparable" refers to resources involved in performing the test or 
service (e.g., supplies, equipment, lab staff time, etc.), the type of test or service 
performed, or clinical similarity, among other potential factors. 

We note that MMA section 942 requires CMS to set forth criteria for making new 
payment determinations. The MMA conference report specified that such criteria "include 
whether a payment rate should be established through gap-filling or cross-walking to an 
existing code." Clarity on the definition of what is "comparable" would also shed light on 
the basis for CMS's decision to cross-walk or gap-fill a new or substantially revised test 
code. Clarification on this point would be helpful once CMS has made significant 
improvements in the gap-fill process as noted above. 

D. Other Overarching Issues 

In addition, we urge CMS to establish a formal, timely reconsideration process to allow 
stakeholders to seek review of the payment determinations made by CMS or its 
contractors in relation to a given test code. Stakeholders should be able to request and 
receive a reconsideration of: 

A CMS decision to crosswalk or gap-fill a new or revised test code; 
A CMS crosswalk determination; 
A contractor determination of a gap-fill price; andlor 
A CMS calculation of the NLA for a new test. 

Finally, there is considerable uncertainty surrounding how Medicare contractor reform 
will affect the CLFS and the process for developing payment amounts for new or 
substantially revised CPT codes. To improve predictability in this area, we request that 
CMS clarify the following: 

How will local fees be handled when new Medicare Administrative Contractors 
(MACs) are chosen? Will the various local fee schedules be maintained or will 
they be collapsed into a single price for each of the new jurisdictions? If so, what 
process will be used to do this? 
If a new test is gap-fill priced where there is a new MAC, will gap-fill prices 
continue to be set for each of the previous contractor jurisdictions? 
Will the new MACs have a separate medical director for each of the previous 
contractor jurisdictions who will set gap-fill prices for new test codes and maintain 
existing local fee schedules? 
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V. ASP Issues 

The proposed rule recommends changes in the way Group Purchasing Organizations 
(GPOs) administrative fees are recognized. CMS proposes to treat GPO fees that do not 
satisfy the definition of bona fide service fees as price  concession^.^ AdvaMed seeks to 
clarify whether the proposed changes could impact the ability of manufacturers and other 
entities to comply with the GPO safe harbor to the anti-kickback statute found at 42 
C.F.R. §1001.952(j) and requests that implementation of any changes in the treatment of 
administrative fees not affect the existing GPO safe harbor. 

Conclusion 

AdvaMed urges CMS to carefully consider our comments as well as those submitted by 
our member companies, as they provide a unique source of information in developing 
appropriate PFS and clinical diagnostic lab test payment rates. We appreciate the 
opportunity to submit comments on the August 22,2006 proposed PFS rule, and look 
forward to working with CMS to address our concerns. 

Sincerely, 

Executive Vice President 

cc: Herb Kuhn 
Tom Gustafson 
Terry Kay 
Liz Richter 
Laurence Wilson 

Enclosures 

7 CMS proposes to define the term bona fide service fee as fees paid by a manufacturer to an entity that 
represent fair market value for a bona fide, itemized service actually performed on behalf of the 
manufacturer that the manufacturer would otherwise perform (or contract for) in the absence of the service 
arrangement, and that are not passed on, in whole or in part, to a client or customer of an entity, whether or 
not that entity takes title to the drug. 
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Sec. 102. Issuance of regilations on gap-filling for medicare fee schedule for 
clinical diagnostic laborato~y tests. 

Sec. 103. Increased transparency of process for detelmining fee schedule 
amounts for new tests. 

Sec. 104. Advance notice of clinical diagnostic laboratoly test amounts being 
considered for d j u s t m e ~ ~ t  under inherent ~.easonableness au- 
thority. 

TITLE 11-FUTURE REFORM 

Sec. 201. Establishment of medicare demonstration project t o  evaluate new 
approaches t o  coding and payment for cel-tail] molecular diag- 
nostic tests. 

TITLE I-NE2i.R-TERM CHANGES 
SEC. 101. FEE SCHEDULE AND NATIONAL LIMITATION 

AMOUNTS FOR CLINICAL DIAGNOSTIC LAB- 

ORATORY TESTS. 

(a,) IN G E X E R A L . - - ~ ~ C ~ , ~ O I ~  1833(11) of the Social Se- 

curity Act (42 U.S.C. 13951(11)) is a.nlended by a.dding a.t 

the e ~ ~ d  the follo\\ing new pa.ra.g=a.ph: 

" (9) (A) F o r  purposes of this pa.ra.gra.pll : 

"(i) The tern1 'a.n a.nlount detel-mined under 

t,l~is snbsection' means, \vit11 l-espect t80 a clinical lab- 

ora.t,o~:\r test,, the  fee scl~edule a.nlount de t e rnhed  

under ]>a.ra.g~.a.ph (2) (A) (i) for the test, or t . 1 ~  lin1it8a.- 

t,ion a.nlount det,ernlined under pa.~.a.gra.pl~ (4)(R) for 

" (ii ) T11e t,e~.nls 'a.ppl.opriat,e n ~ I i c a . ~ - e  a.dm inis- 

t,ra.t,i\~e con t,~.a.ct,or' a.nd 'nledica.re a.dnlin istm t,ive con - 



1 tra.ctor' Ilasre th meaning given to sue11 terms under t 
2 section 1874A(a.) (3). 

3 " (iii) T11e term 'erroneous decision' nlea.ns, wit11 

4 respect to the determination of a.n a .mou~~ t  deter- 

5 mined under this subsection, any decision, ca.lcula.- 

6 tion, judgment or other a.ction by the S e c r e t a . ~  or 

7 a, medica.re adn~inistra.tive contra.ctor tha.t, based 

8 upon col~sideration of currently known facts, needs 

9 to be modified to produce a. fair and equitable pay- 

10 nlent a.mount, except that such term does not in- 

11 clude typ0gra.phica.l or clerical errors. 

12 "(ill) Tlle term 'non-g0vernmenta.l pa.rty' in- 

13 cludes- 

14 "(I) a, provider of services (a.s defined in 

15 section 186 1 (u)) tha.t furi~jsl~es cli11ica.I diag- 

16 nostic laboratory tests for which pajmlent may 

17 be ma.de under this subsection; 

18 "(11) a. supplier (as defined in section 

19 1861 (d)) that fiirnishes such tests; a.nd 

20 "(111) a nla.nufa.cturer of a, test 01. of a.ny 

2 1 supplies or equjpnient t11a.t a.re used in per- 

22 fornling ssncl~ test. 

23 "(8) AII a.rnol~nt detern~ined 1111der this sul)sectlio~i 

24 nlay be c11a.11ged solely on the ba.sis of- 
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"(i) in the ca.se of a. clia.lige other t1ia.n a. change 

to co r~~ec t  a.l-1 erroneous decision in det,ern~ining such 

a.mount,, the a.uthority provided by the preceding 

pro\isions of this subsection, section 1842 (b) (8), or 

a.1i-y regula.tions, nia.nua1 instructions, or other regu- 

la.toqr guida.nce implementing such provisions; or 

"(ii) in the case of a c1ia.ng.e to  correct a.n erro- 

neous decision in deterriiiliilig such a.n a.mount, the 

a.uthority provided by subpa.ra.gra~plis (C), (D), aad  

(E 1 - 
"(C) Any erroneous decision in determining a.n 

a.niount under tliis subsection niay be corrected only if- 

" (i) a. non-g0vernnlent~a.1 pa.rt;\r subniits a re- 

quest under subpaa.a.gra.pli (D) or (E) for correction 

of t,lie erl.ol.leous decision; a.nd 

"(ii) such party del.nonst,ra.t.es, t,o a.n appro- 

pria.t,e nledica.re a.dn~inist,ra,tive col~tra.ctor under sub- 

pa.ra.g~.a.pl I (D) or the Secret.a.~-y u 11 der s11 bpa.ragra.ph 

(E) , t,l.la,t an erroneous decisioll clea.rl y \??as ma.de. 

"(D) (i) Any non-go1reni111el1t~a.l pa.l-t,-y niay request (in 

such fornl a 11d nla.nller a.s the Sec:reta.~y may require) tJ1a.t 

t l ~ e  a.ppl.opria.te medica.re a.dnlil~ist,ra.ti\!e contra.ct,or cha.lige 

a fee scl~edule anlount det,c!l.~~iilled u~lder  pa.~.ag~*a.pli 

(2)(A) (i) to col.l.ect a.11 erroneous decision ill determining 

sue11 a.l~loul~t,. 



1 "(ii) An37 requqqt under this subpa.ragrap11 shall in- 

2 clude .a. sta.ten~ent of the ba.sis for the 11on-go1rer11n1e11tal 

3 party's belief t11a.t a.n erroneous decision wa.s n1a.de ill de- 

4 termining such a.nlount, together with supporting evidence 
! ! 

5 a.nd a, description of a.ny a.dditi0na.l da.ta. (other t11a.n data. 

6 alrea.dy in the possession of the a.ppropria.te n1edica.re a.d- 

8 "(I) is or may be in the possession of the Sec- 

9 reta .q~ or another medica.re a.dministra.tive con- 

10 tra.ctor; and 

11 "(11) is n e c e s s a . ~  to demonstra.te t11a.t such a.n 

12 erroneous decision exists. 

13 "(iii) If the Secreta.r;\r or a.not11er n1edica.re a.dnlinis- 

14 tra.tive contra.ctor is identified a.s possessii~g or potentially 

15 possessing a.dditio11a.l da.ta, identified by a. 11011-govern- 

16 mental party in a request under this subpa.i.a.g-rap11, the 

17 Secreta.1-y or sucl1 contra.cto~., a.s the case nlay be, shall 

18 n1a.ke ava.ilaS)le to  the noi~-.governn~ei~t~al pa.rt>y \vitl~in 30 

19 days after the da.t,e of the subn~ission of the request a.ny 

20 da.ta. ~ I I  their possession t11a.t meet the des~ript~ion of t<l~e 

2 1 a.dditi0na.l data. idel~t~jfied in such I-equest, ~vitl-1 a.ppro- 

22 pria.t,e saf'eg~~a.rds t,o plwotect confident,ial a.11d pr.opr.ieta.i:\r 

23 infol-111a.tjon. 

24 "(iv) If a.ddit,ioi~al da.t,a, a.re nla.de a~railable t,o a. 11011- 
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a.nlend its request under this subpa.ra.gra.pl1 to incorporate 

sucli da.ta. \vitliii-r 30 days a.fter the date suc11 d a t a  a.re 

i-rla.de ava.ila.ble to  such pa.rty. 

"(v) An a,ppropria.te nledica.re a.dministra.tive con- 

tractor to which a, request is submitted under this sub- 

pa.raga.pll shall make a, determina.tion with respect to 

~vhether to  correct tlie decision that is identified as erro- 

neous in the request not later t1ia.n 60 days after t h e  date 

of the submission of such request, or if later, the da te  of 

the submission of a.n a.mended request under clause (iv). 

Sucll contra.ctor shall determine tha.t the non-govern- 

nlental pa.rty submitting the request- 

"(I) 1-ra.s demonstrated t1-ra.t a.n erroneous deci- 

sion clea.rly was nmde, correct such erroneous deci- 

sion, and i11crea.se the fee schedule a.mou11t a.s of the 

first day of the next cale1lda.r qua.rter to reflect the 

correct,ion of such erroneous decision; or 

" (11) 11a.s fa.iled t,o denionst,ra.t,e t1ia.t a.11 erro- 

neous deci sioil clea.rly 1w.s i-rla.de a.id decline to 

cl.la.13ge t,l-le fee schedule a.n~ount~, 

a.ild shall p~-o\,ide t,o t,he i~oi~-go\:er~~i-r~e~lt~al pa.rty a. written 

expla.ila.t,ioil of tl-le ba.sis for such det,eri3lillatioi1. 

"(16) Ail a]~pi.opi*ia.tre 111edica.i.e a.dniinist,~=a.t~i\le con- 

ti*a.ct,oi. t,o \vllicl~ a. I-equest is snbniit.t,ed nilder tdlis sub- 

pa.1-a.gra.131 I nla,y ilot I-educe a. fee schedule aniouilt pursu- 



1 ant to such request, ~ n d  may reduce such a,]) an~ount  only 

2 pursuant to sectioil 1842 (b) (8). 

3 " (E) (i) Any non-governmental pa.rty may I-equest (in 

4 such form and nlallner a.s tlie S e c r e t a . ~  may require) t11a.t 

5 the Secret,a,q~- 

6 "(I) rexrse  a. deterrriina.tion of a, medicare a.d- 

7 ministra.tive coiitra.ctor under subparagmph (D) tha.t 

8 is a.dverse to the non-governmental pa.rty requesting 

9 it; 

10 "(11) correct a.n erroneous decision in the deter- 

11 mina.tion of a, 1imita.tion a.mount under pa.ragra.pl1 

12 (4)(B); or 

13 "(111) reverse a. determina.tion referred to in 

14 subcla.~~se (I) a.nd correct a.n erroneous decision re- 

15 ferred to in subcla.use (11). 

16 "(ii) Amy i.equest under this subpa.ragra.pl~ shall in- 

17 clude a, sta.tenierit of tlle basis for the no~i-go\~eri~nlentaI 

18 pa.rty's belief t1la.t) a.11 erroneous decision 1va.s 121a.de in de- 

20 a.nd a, description of a,ny a.dditio11a.l data. (ot,l~el- t11a.11 data 

21 a1rea.d-y ill the possession of tlie Secreta.ry 01- the appro- 

22 priate medicare administrative co~ltract~ol* revie~vi~~g the 

23 request. under subparagraph (D)) that- 
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1 "(I) are or ,may be in the possession of the See- 

2 1:eta.r~~ or a.11 a.nother n~edica.re a.dnlinistra.tive con- 

3 tra.ct,or; a.nd 

4 "(11) are  necessa.qr tJo den1onstra.te tl1a.t such a.n 

5 erroi~eous decision exists. 

6 "(iii) If the Secreta,qr or another n1edica.r.e a.dminis- 

7 tra.tive contra.ctor is identified a.s possessing or potentially 

8 possessing a.dditiona1 da.ta. identified by a. non-govern- 

9 nlenta.1 pa.rtj7 in a. request under this subpa.ra.gra.ph, the 

10  Secl.eta.rj7 or such contra.ctor, a.s the ca.se may be, shall 

11 nmke ava.ilable to the non-governmental pa.rty within 30 

12 days a.fter the da.te of the subnlission of the request a.ny 

13 da.ta. ill their possession tha.t meet the description of the 

14 a.dditio11a.l da.ta. identified in such request, with a.ppr.0- 

1 5 pria,t,e sa . fep  a.~.ds to protect ~0nfident~ia.l a,nd PI-oprietary 

16 inforn~a.tion. 

17 "(iv) If a.ddit,iona.l data, a.re nmde a.va.ilable to a. non- 

1 8 gover~lmen tal pa .13~~  under cla.use (iii ), su cll pa.rtjr 

19 a.n~end its request under this subpa.ra.g~.a.l)l~ t.o illcolporate 

20 such da.t,a. \vit11i11 30 days afier the da.t,e such da.ta, a.re 

21 nmde a.va.ila.ble t30 w~cll pa.rty. 

22 " (11) l.'lle Sec~-eta .~y s1.1all ma.ke a, determ ina.tion of 

23 \vI~etl~cr. t,o cor1.ect the errolleous decisio~i t11a.t is the sub- 

24 ject of a ~~eclaest, s~ b~l~jt,t,ed 11 1.1d el. t11 i s subpa.ra.gra.]h not 

25 ]atgel. t1la.11 60 days a.Rer the da.t,e of the snl)~nission of such 
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1 request, or if la,ter, tile submission of a,n amended request 

2 under cla.use (iv). The S e c r e t a . ~  s11aJl det,erinine that  the 

3 non-governmental pa.rty submitting the request- 

4 "(I) ha.s demonstra.ted tha.t a.n erro~leous deci- 

sion clea.rly wa.s nla.de, correct such erroneous deci- 

sion, a.nd increa.se the fee scl~edule a.mount a.s of the 

first day of the nest ca1enda.r qna.rter to reflect the 

correction of such erroneous decision; or 

"(11) 11a.s fa.iled to demonstra.te that a.n erro- 

neous decisiorl clearly wa.s made a.nd decline to 

cl~a.nge the fee schedule a.mount or na.ti0na.l 1imita.- 

tion a.niount, a.s the ca.se niay be, 

a.nd sl~all provide to the non-gover~lmental pa.rty with a. 

v ~ i t t e i ~  exp1a.nat~ion of the ba.sis for sucl~ deternl ination. 

''(vi) Tlle Secreta.gr may not reduce a, fee schedule 

a.n~ount pursua.nt to a. request under this subpa.l.aga.pl~ 

and nlay reduce sucl~ a.n amount only pu rw~a .~~ t ,  to section 

1.842 (b) (8). 

"(F)(i) There sl1a.11 be 110 a.dn~i~~istra.t,ive or judicial 

review under sect,ioll 1869, 1.878, 01- otl~e~-\lise of a.ny de- 

t,er~~lina.t.ion nla.de ul~der subpa.ra.gra.ph (D) or (E). 

"(ii) Notliii~g ill t1.1is pa.ra.g?.a.pl~ sl-1a.11 be (:o~lst~-ued as 

precludii~g aa.d~~~il~ist,ra.t,ive or ,j~dicia.l I-eview of det,ernlina.- 

t,io~ls of tJie a.i~lonllt of benefits tl-]at are ava.ila.ble to a. 

Medicare l>el-~et'icia.i?: in  a. pa.i-ticu1a.1. case.". 



1 0  

1 (h) E F F E C T ~ ~ E  , D A T E . - T ~ ~  a.mendment ma.de by 

2 subsection (a,) sl~all ta.ke effect 011 the date of the ena.ct- 

3 nlent of this Act a.nd sha.11 a.pply to requests for corrections 

4 submitted on 01- a.ftersuch da.te, without rega.rd to whether 

5 final regula.tions to ca.rry out sue11 amendment 11a~ve been 

6 issued. 

7 SEC. 102. ISSUANCE OF REGULATIONS ON GAP-FILLING 

8 FOR MEDICARE FEE SCHEDULE FOR CLIN- 

9 ICAL DIAGNOSTIC LABORATORY TESTS. 

10 Not la.ter than one year after the da.te of the enact- 

11 ment of this Act, the Secreta.ry of Health and Human  

12 S e ~ ~ i c e s  shall issue final regula.tions s p e c i ~ n g  how a.n a.p- 

13 propi.ia.te n~edica.re a.dministra.tive contractor (as  defined 

14 in section 1874A(a.)(3)(B) of the Social Security Act (42 

15 U.S.C. 1 395kk-1 (a) (3) (B)) sllall a.pp1y a. gap-filling n~eth-  

16 odologgr ill deternlining fee schedule a.nlounts establisl~ed 

17 under secttion 1833(11)(2)(A)(i) of such Act (42 U.S.C. 

18 1 395l(l.i) (2) (A) ( i ) ) .  Such reg~~la.t,ions shall specifv- 

19 (1.) a. process for ensuring tl-1a.t tlle resulting fee 

20 scl-iedule an~oui i t ,~  a.re fair, including a, desci.iptJion of 

2 1 the types of da.ta. to be collected for use in sue11 

22 ~~~etliodolog-7 a.nd i;l.~e n~inirnunl ~.equiren~ent,s suc11 

2 3 data, sliall rneet i l l  oi.der to ellsul-e t1lla.t tile da.t,a. a.re 

24 valid, 11lea.11ingfi11, a.nd unbia.sed; 



1 (2) the priliciples to be enlployed to ensure that 

2 such da.ta. a.re sta.tistically significant a.nd alter- 

3 na.ti\res to follo~v if sta.tistica1ly significant da.ta. are 

4 unava.ilable; 
I 

5 (3) the principles to be follo~ved in using da.ta. 

6 to calculate fee schedule a,mounts, including prin- 

7 ciples for excluding da.ta. tha.t do not meet the re- 

8 quirements of pa.ragra.ph (1) a,nd (2); 

9 (4) the methods tlie S e c r e t a . ~  will use to over- 

10 see the applica.tion of a. gap filling methodolog71 by 

11 such contl.a.ctors a.nd the remedies that will be a.va.il- 

12 able ill cases in which such a. contra.ctor fails to  com- 

13 ply 13ritli reg11a.to1-y requirenlents; a.nd 

14 (5) a. process tha,t provides oppoi-t.u I I ~  ties for the 

15 public tlo participate in the developn~ei~t of fee sched- 

16 lxle a.nlounts through the a.pplica.tion of ga.p-filling 

17 n~ethodologies, includii~g relea.se t30 the public of da.ta. 

18 collection p~=ot~ocols a.nd the da.ta, derived f ron~  such 

19 protocols \~rit.ll an oppoi-t,unit;)r for public con~n~eil t  

20 thereon. 

21 SEC. 103. INCREASED TRANSPARENCY OF PROCESS FOR 

22 DETERMINING FEE SCHEDULE AMOUNTS 

23 FOR NEW TESTS. 

24 Seeti011 1 833 (11) (8) of the Social Secl~l-it:\r Act (42 

25 U.S.C. 13951(11)(8) is a.nleilded- 
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1 (1) in subpg.ragra.pI1 (B)(iii), by inserting "to be 

2 conducted in a.11 inter-active fornia.t," a.fter "meet- 

3 ing,"; 

4 (2) in subpa.ragra.ph (B)(iv)- 

5 (A) by inserting "(I)" a.fter "meeting,"; 

6 (13) by striking "determina.tion," and in- 

7 serting "determina.tion a.ndV; a.nd 

8 ( C )  by striking "a, request for" and insert- 

9 ing "(11) publisl~es in the Federal Register a 

10 notice of a, period of not less than 60 days dur- 

11 ing whicl~ the S e c r e t a . ~  will receive"; and 

12 (3) in subpa.ragra.pll ( C ) ,  by striking "Under 

13 the procedures" and ir~serti~ig "In the repla.tions". 

14 SEC. 104. ADVANCE NOTICE OF CLINICAL DIAGNOSTIC LAB- 

15 ORATORY TEST AMOUNTS BEING CONSID- 

16 ERED FOR ADJUSTMENT UNDER INHERENT 

17 REASONABLENESS AUTHORITY. 

18 (a,) LIMIT OK INHER,EXT ~ ~ E A S O N ~ ~ B I ~ E N K S S  AU - 

19 r r ~ - r ~ ~ . ~ ~ ~ . - S e c t 8 i o n  184'2 (b) (9) (A) of the Social Security 

20 Act (42 U.S.C. 1395u(b)(9)(A)) is a.nlended by a.dding a.t 

21 the end the foIlo\ving: "Before publisllil-ig a. p~*o]>osed no- 

22 t,ice ulider subpa.ragra.pl1 (B) 11.i t.]~ ~xespect t,o a.11)~ c1i11ica.l 

23 diag~jost,ic lal)o~=a t,ol*y test, 1)eing eon side]-ed for a.djustnlent 

24 u~idel. pa.~=a.r;l.a.pll (8), a.dva~~ce ~loticc t11a.t sucl~ test is 

25 bei~ig co~~side~.ed for sucl~ a.11 a,d,just~iici~t sliall be provided 



1 3  

to lion-goverllmer~t~l parties (a,s defined in section 

1833(h) (9) (A) (iv)) a.t the meeting required by section 

1833 (h)(8) (B)(iii), together wit11 a.n opportunit;)? for such 

representatives and otl~el. individuals t o  make oral corn- 

nlents on the a.ppropria.teness of sue11 an a.djustment for 

such test.". 

(b) CONFORMING C~~r\r~~.--Sect ion 1833(h) (8) (B) 

of such Act (42 U.S.C. 13951(11)(8)(B)) is a.mended by 

a.dding a.t the end the following: 

"At the meeting required by cla.use (iii), tlie S e c r e t a . ~  

sha.11 provide a.dva.nce notice of inherent rea.sonableness a.d- 

justments under section 1842(b)(8) tha.t a.re being consid- 

ered for clinica.1 dia.gnostic labora.toq? tests, a.nd a.fford a.n 

~pport~unity for non-governme~ltal parties (a.s defined 

1833(h) (9) (A) (iv)) a.t the meeting to con~nlent orally on 

the a.ppropriat,eness of sue11 a.n a.djustn~ent.". 

(c)  EFFECT^^ DATE.--TI~~ a.mendnlentJs nmde bj7 

this section shall beconle ef'fectjve on Janua.1-y 1, 200'7, 

a.nd sl1a.11 a,pply to inherent I-ea.sona.bleness a.d.jtjust,ments 

t11a.t hasre not l~een proposed a.s of such da.tje. 
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1 TITLE II-rFUTURE REFORM 
2 SEC. 201. ESTABLISHMENT OF MEDICARE DEMONSTRATION 

3 PROJECT TO EVALUATE NEW APPROACHES 

4 TO CODING AND PAYMENT FOR CERTAIN MO- 

5 LECULAR DIAGNOSTIC TESTS. 

6 (a) ESTABLISHAIENT OF DEMONSTRATION.- 

7 (1) DEMONSTRATION O F  NEW APPROACHES TO 

8 CODING AND PAYRIE~'T.-T~?~ Secretary of Health 

9 and Hunian Services (in this section referred to  a s  

10 the "Secretaq+"' sl~all establish a demonstration 

11 project under tliis section (in this section referred to 

12 as  the "denio~~stratioii") to eval~xate new approaches 

13 t,o coding and pajment under the n~edicare program 

14 for cli~~ical diagilostic laboratory tests included in 

15 tlie de~mo~istration (in this sectioi? refe1.1.ed t,o a s  "in- 

16 cluded tests"). 

17 (2) I)UR.ATIO~;.--T~I~ den~onsti-ation and anjr 

18 l ~ a ~ r l ~ ~ e n t  anlou~lts assigned under the demonstration 

19 sliall apply solely t,o clai1.11~ s~bnii t~t~ed fbr included 

20 t,c.st,s during t11e 12-caleiidal--quarter period tha t  be- 

21 gills 14,litll t l ~ e  R I * s ~  da-y of the first calendar quarter 

22 to begin at least 250 days after tlie date of the en- 

23 acat~neiit of tliis Act. 

24 (3)  SCOPE.-TII~ i)en~oi~sl~.atjol~ sllall apply 011 

25 w i~atioilal basis to ii~cluded tests ill all settings for 



n7hich p a ~ m e n t ,  for such tests would (but for the 

den~onstration) be made under the fee scliedules and 

limitattion aniouiits established under section 

1833(1i) of the Social Security Act (42 U.S.C. 
I 

13951(h)). 

(4) ISS~JANCE OF TEMPORARY HCPCS CODES; 

CONTINUED APPLICATION OF SUCH CODES.-The 

Secretary shall issue a temporary code or codes 

under tlie Healtli Care Procedure Coding System 

(HCPCS) when needed for an included test, and 

such code or codes- 

(A) shall coi~tinue to apply to the test until 

a pernla~lent code or codes is assigned; aiid 

(13) shall not cease to apply solely because 

tlie demonstratio~i ends. 

(b) INCLUDED TESTS.- 

(1) ELIGIBI~E TESTS.-A clinical diagnostic lab- 

oratory test is eligible to be a11 included test under 

the dernonst,~.ation if- 

(A) the test is a new or exist,ing n~olecular 

diagnostic test that (but for its i~~c lus io l~  in the 

denio~lst~.ation) could be paid ulidei* the fee 

sclledules aild i~at io~ial  linlitatioll a ~ n o u ~ i t  estall- 

lislled under sect,ioii 1833 (11) of tl le Social Secu- 

rity Act (42 U.S.C. 13951(1i)) foi. tlie test; aiid 
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(B) there is the prospect- 

(i) for vide usage of the test in mul- 

tiple geographic areas; and 

(ij) that development of a new code, 

or pa-yrnent, or both, for the test under the 

demonstration will result in reduced ad- 

nlinistrative conlplexity and improved effi- 

ciency. 

(2) INCLUDED TESTS.-A clinical diagnostic 

laboratory test shall be treated as an included test 

if- 

(A) an interested party submits a request 

to the standing panel establislled under sub- 

sectioil (c) that  the test be included in the dem- 

oilstration; and 

(13) the stailding panel determines that the 

test is an eligible test under pal-apaph (1); or 

(3) DEFINITIOKS.-For purposes of t l ~ i s  sec- 

tion- 

(A) tlle tern] "~l~olecular diagnostic test" 

n~eails a clinical diagnostic label-atoiy test per- 

forived oil deox~~il~onucleic  (DNA), i=ibonucleic 

acid (IENA), or prot,ein tllat is d1.a~v11 from a 

1lu111ail being or fronl a disease-causing orga- 

11isl11; and 



(R) tfie tern1 "interested pa,rty" means, 

with I-espect to a, request for inclusion of molec- 

u1a.r dia.gnostic test in the demonstra.tion, a.n in- 

dividual entitled to benefits under title XVIII of 
1 

the Social Security Act, a. ma.nufa.cturer of the 

test, a clinical 1abora.tory offering the test, a. 

professional society, the Centers for Medica.re & 

Medimid Services, a. priva.te payer for such test, 

and a, pllj~sicia,n or other health care practi- 

tioner. 

(c) STANDING PANEL.- 

(1) APPOINTMENT.-Not la.ter t l ~ a a  60 days 

aftel* the da.te of the ena.ctnient of tllis section, the 

Secl-eta.ly sllall a.ppoint a, sta.nding pa.11el (in this sec- 

tion ref'ei.i.ed to a,s the "standing pa.nelV or "pa.nelV') 

to det.ern1ine whether a, test is a.n included test and 

n1a.ke recon~n~enda.tions to the Secreta.iy 011 the  a.p- 

propria.te coding of, a.nd payrr~ei~t for, designa.ted 

c1inica.I diagnostic laboratory tests under the  den)- 

onst,ra.tion. 

(2) COMPOSITION O F  PANEL.- 

(A) IN GENERAL.-T11e st,allding pa.11el 

s l~i l l  be co111pi.ised of 12 nlen~\)el.s. Two of sucl~ 

nlenlbers sllall be i.lon-\rot,ing repi-esei~t~a~t,j\~es of 

' 1Ca.J'e' the Adn~inist,~.a.t~or of the Cei~t~ers for Rlcd' 
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& Medica.iq Services. The Secret,a.ry shall a.p- 

point the other 10 members from- 

(i) orga.niza.tions representing large 

(ii) orga.niza.tions representing small 

clinical la,bora.tories; 

( i i i )  orga,niza.tions representing physi- 

cia.ns wit11 expertise in clinica.1 dia.gnostic 

1a.bora.toi-y tests; 

(iv) orga.~~iza.tions representing other 

11ea.lth professionals with expertise in such 

tests; 

(I:) organiza.tions representing ma.nu- 

f'a.cture1-s of such tests; 

( ~ i  ) 01-ga.niza.t,ions ~.epresei~ting indi- 

~ idua l s  elltitled t,o benefits under title 

X'VTII of the Social Security Act,; 

( ~ i i )  orga.niza.tions representing pri- 

va.t.e payers for wlc1.1 tests (but not nlore 

t11a.11 one n~enlber nlay be a.ppointed to re].>- 

i=esellt. s11c11 orgs.nizatio~~s) ; 

( ~ i i i )  individuals wit11 expertise in clin- 

ical la.bo~.a.t,ory cost a .cconl~t i~~g ( l ~ o t l ~  n1a.cl.o 

and n1icl.o); a.nd 



(p) individuals with other relevant ex- 

pertise. 

(B) TERMS O F  oFFIc~.-Ea.ch nlenlber of 

the panel shall be appointed for the life of the 

panel, except tha.t any individual a.ppointed to 

fill a va.ca.ncy sl~all be appointed for the remain- 

der of the term of the individual who is being 

repla.ced. Any va.ca.ncy sl~all be filled in the 

same manner, a.nd with a representative of the 

sa.me ca.tegor;v under subpa.ragra.ph (A), a.s the 

individual being repheed. 

(3) RULES G O I ~ R N I N G  PAWEL.- 

(A) IK GENEE~AL.-T~~ pa.nel sllall elect its 

c11a.ir. A quo~um shall be required to conduct 

the business of the pa.ne1, aad eight nlembers of 

the panel sl~all constitute a. quorun]. 

(B) CO&~PENSATION. - \~ I~~~  senring 011 

the business of the pa.11el (it~cludil~g t,ra.~rel 

to con1pensa.tion a.t the per die111 equivalent ra.tte 

~~rovided for level A7 of the Execut,ive Sclledule 

u11dc.r section 5315 of title 5, IJ~~it,ed States 

Code, a.nd wl~ile so sel-virlg a.mTa\r fro111 llonle a.nd 

the n~enlbel*'s 1.eg111al. place of busil~ess, a I I I ~ I I I -  



ber ma37 bq allo~ved travel expenses as author- 

ized by the cha.ir of the pa.nel. 

(C) STAFFING.- 

(i) DETAILING.--The panel may seek 

such a.ssista.nce a.nd support of its duties 

from a.ppropria.te Federal Departments 

and agencies. 

(ii) OUTSIDE EXPERTS.-T~~ panel 

nlay reta.in the se i~ices  of such outside ex- 

pelts a.s are necessary for the evalua.tion of 

a, request under this section, and such ex- 

perts shall not be voting members of the 

pa.11 el. 

(D) MEETINGS.-T~~ pa.nel shall meet a.t 

the caJl of the chair a.nd a,t, such intervals 

(~vhich shall not be less than qua.rter1y) a.s ma37 

be ilecessa.iy for the coi~duct of its business. 

The agenda of ea.cI1 ~neeting a.nd a notice of its 

date sl~all be publisl~ed a.t 1ea.st 30 da.ys befbre 

t,lle da.te the meeting occui-s, a.nd, except a.s pro- 

vided in subpa.ra.g~*a.pl~ (E), n~eet~jngs of the 

pa.1~1 sllall be open to the l~ublic. 

(E) FACA.-~'] ~e Federal Ad\isoq7 Con]- 

i~~jt,t,t?e Act (5 U.S.C. App.) sl~all not a.pply to 

t l ~ e  panel, bnt the pa.11e1 111a.y close a.ny port,ioi~ 
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of a meeti\ig that  could be closed if such Act 

, applied. 

(F) TER.RIINATION O F  PAI\TEI,.-T~~ pa.nel 

sha.11 tern~ina.te not more tl1a.n 180 days  a.fter 

the close of the den1onstra.tion. 

(d) Fonn~ AND CONTENT OF REQUESTS F'OR INCLU- 

SION IN THE DE~~ONSTRATION.-A request for inclusion 

of a. clinical dia.gnostic l a b o r a t o ~  test in the demonstra.- 

tion shall be submitted in such form, and sha.11 contain 

such informa.tion a.s the sta.nding pa.ne1 may require, in- 

cluding a.t least- 

(1) a.ny coding a.nd payment deterniina.tions re- 

quest,ed 1vit11 respect to the test; a.nd 

(2) a.ny documenta.tion in support of- 

(A) the eligibility of the test for i~iclusion 

ill the demonstra.tion; and 

(B) a.ny coding a.nd pajm~ent detel-niina.- 

t,ions requested with respect tjo the test, includ- 

ing da.ta, on the typical direct a.nd illdirect lab- 

ora.t,ory costs (including ttest a~quisit~ion costs) 

of the test,. 

The Secreta.1.y sl-1a.11 ca.use to 11ave pnblished in tlw 

Fedelma1 Register a.nd on a.11 a.ppi-o]->ria.t,e ill teri i et  si t,e 

public i~ot~ice of ea.ch such recluest. Sucl~ i11fo1-11la.tiol1 
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1 sl~all be supplieq to the Secreta.1-y by the standing 

2 panel. 

3 (e) CRITERIA FOR ET~ALUATING REQUESTS FOR DE- 

4 TERMINATIONS IN CODING AND PAYMENT.- 

5 (1) IN  GENERAL.-^^ determining whether a. 

6 requested payment determina,tion should be gra,nted, 

7 a.nd wha.t the new payment a.mount for a. test should 

8 be, the sta.nding pa.ne1 (in ma.king its recomrnenda- 

9 tions to the Secreta.q7) and the Secreta.q7 (in deter- 

10 nlining whether to grant such a. determinakion) shall 

11 ta.ke into a.ccount typica.l direct a.nd indirect labora- 

12 tory costs (illcluding test a.cquisition costs), the ex- 

13 pet ted impa.ct of the test on pa.tient care ma.na.ge- 

14 ment, and such other fia.ctors a.s the standing pa.ne1 

15 and the Secret,a.~y, respectively, determilie to be rel- 

16 eva.nt to the determina.tion. 

17 (2) STANDING PANEL.-Not 1a.ter t11a.n 180 

18 da.;)rs a.ft,e~= t,l~e a.ppoirit,nlent of ad1 of the members of 

19 the pa.1le1, the pa.11e1 sl~all, a.ft,er consul tation \zit11 the 

20 Secreta.ry, esta.blisl-1 a.nd ma.ke asra.ila.ble tro t , l~e pub- 

21 lic- 

22 (A) st,a.~~da.rds a.nd pa.ran~et,e~.s for deter- 

23 1.11i11ing w1.1ether t,o I . ~ C O I I I I I I ~ I I ~  tlo the SeclBeta.qr 

24 a coding or paynle~~t ,  d e t , e m ~ i ~ ~ a . t , i o ~ ~  specified in 

25 a. I-equest for inclusio~~ of a. test, ill the dem- 
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onstra,tion,, which shall inclr~de a listing of data, 

elenlents 11ecessa.1-y to support a, request and a, 

standa.rdized procedure for collecting a.nd sub- 

mitting da.ta. on tjrpical costs to the panel; 

(B) policies a.nd procedures for protecting 

the confidentiality of financial a.nd other propri- 

etary da.ta submitted to the pa.nel in support of 

a. request; and 

(C) cost inteivals or cost bands (as de- 

scribed in subsection (g) (1)) that the panel rec- 

ommends tha.t the S e c r e t a . ~  should use for the 

a.ssig~ment of included tests under the dem- 

onst,ra.tion. 

(3) SECKETAELAL DETEKR,IINATIONS.-The See- 

re ta .1~ shall develop a,nd nla.ke a.va.ila.ble to public on 

a.n intel.net, site gvida.nce docun~ents on the stand- 

a.rds a,11d pa~.a.nleters t11a.t will be a.ppl ied in n~a.king: 

Seci~et~a1~ia.1 det,ernlina.tions a.nd on the cost inten~als 

01- cost ba.l~ds to be used under the denlonst~.a.tion 

a.nd OII \1?11ether to grant a. request for a. p a p e n t  or 

coding deternli~~a.t,ion. Such guidance docunlents 

sl1a.11 be developed, 1vhieJ.1 sllall be rr]a.de a.~a.ilable to 

the public a t  lea.st 10 days befoi-e the b e g i n i ~ i ~ g  of 

the den~oi~st,l.a.tioi~, in a. I I I ~ . I ~ I I ~ I -  sjnli1a.1' t,o the ma.ll- 

]lei- in wl-1icl.1 guidance docunlent,~ arc? developed 
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under section 7Ol(h) of the Federal Food, Drug, 

and Cosnletjc Act (21 U.S.C. 371(11)). 

(4) ALTVHORITY TO RECOMMEND RETTISIONS TO, 

AND TO REITSE, COST INTERVALS OR COST 
I 

~ ~ ~ ~ . - - N o t l ~ i n g  in tliis section sl-la11 be construed 

a.s limiting the a.uth0rit-y of tlie sta.nding panel to  

recommend, or the 8ecreta.y to a.dopt, new cost' in- 

terva.1~ or cost ba.nds to a.ccommoda.te changes in 

t,eclinology. 

(f) REVIEW PROCESS.- 

(1) REQUESTS FOR INCLUSION IN DEMONSTRA- 

TION.-A~ interested pa.rty n ~ a y  submit a. request 

for inclusion of a. test in the denlonstra.tion to tlie 

stranding pa.ne1 a.t a.ny t,in~e during a calendar ~7ea.r 

fbr 1~11icl1 the d e m o ~ ~ s t r a . t i o ~ ~  is in effect,, except tha.t 

the sta.i~ding panel may decli~le t,o revie~v and nmke 

reconlnlenda.tiolls or det,ermi~~a.t,ioi~s \vit1l1 I-espect to  

a.11)7 ree(juest that, would result in a. requested coding 

01. pajment de t ,e rn~i~~a. t , io~~ being effective fbr a. pe- 

l-iocl of less t,lla.n 4 cale11da.1- qua.rt,el-s. 

(2) ~ ~ E C O P ~ ~ ~ ~ E N D A T I O N S  OF STANDING 

I ~ ~ ~ ~ ' E I , . - ~ ~ ~ I ~  st,a.nding pa.nel sha.11 ~.evie\$~ ea.cl? re- 

clllest, for a. codillg 01. paynle~lt det,eri~~illat,ion tl-1a.t is 

1.lla.de ~vitll ~.espect to an i~lcluded test,. A p p l ~ i ~ i g  the 

st,a~lda.l.ds e.nd ]~a.re.nlet,e~*s developed u~ldel- sub- 
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1 section (e)(2)(+), the pa,nel shall nla,ke a rec- 

2 o~.rln~enda.tion t,o the Secreta.ly with respect to ea.ch 

3 requested deternlina.tion. 

4 (3  ) SECRETARIAL DETERMINATIONS.- 

(A) QUARTER'LY DETERMINATIONS.-The 

Secreta.qr sllall ma.ke determina.tions 011 whether 

to gra,nt, requested coding and payment deter- 

n1ina.tions on a. qua.rterly basis, but is not re- 

quired to ma.ke such a. deternlina.tion for every 

request n.ra.de (or with respect to  which a. rec- 

onunenda.tion is received from the standing 

panel) during a. pa.rticu1a.r quarter. 

(B) TIME FRARlES FOR DETElIRIINA- 

T ~ ~ N ~ . - D e t ~ e r n l i ~ ~ a , t ~ i o ~ ~ s  of the Secreka.~y sl~adl 

be nmde in a, tinlely nla.nner in a.ccorda.nce wit11 

t,inle fra.mes developed by the standing pa.nel 

t,a.kii~g into a.ccount fa,ctors such a.s wllen a,  re- 

quest (a.nd a. reconin~enda.tio~~ \lit11 respect to 

the i-equest) is nla.de during a, qua.ltelB, the pa.r- 

tlicular type of test involved, a.nd the sta.ffing 

a.lld resources t11a.t may be ~*equii.cd to l - e~ i e~v  

the request. 

( g )  1 3 ~ ~ m ~ ~ ~ ~ ~  METHODOLOGY.- 

(1) IN GENI~R,AL.-IIICIII~~~ tests sl1a.11 be pa.id 

ill a ccoi.da.nce wit11 a. 111ethodologr, develo].>ed 1-r the 
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sta.nding panel, f11a.t esta.blis11es cost i11t~erva.l~ or cost 

bands in a, manner sinli1a.r to those t11a.t a.re used as 

new t e c h ~ ~ o l o ~ ~  a.nlbula.toly payment cla.ssifica.tion 

groups for hospital outpakient senices under section 

1833(t) of the Socia.1 Security Act (42 U.S.C. 

13951(t)), wit11 a. test being a,ssigned to tl?e cost in- 

terval or cost ba.nd t11a.t most closely a.pproximates 

the typical direct and indirect costs (including test 

a.cquisition costs) of the test for a. 1a.bora.to1y. Tests 

t11a.t are included tests for purposes of this section 

shall be excluded from a.ny demonstration project 

under section 1847(e) of such Act (42 U.S.C. 

1395~-3(e) ) .  

(2) PAVEL KECORIMENDATIONS; SECRETARIAL 

DErl'ERMINATIONS.- 

(A) RECOMMENDATIOW; SECRETARIAL 

I ~ ~ T ~ R ~ ~ I I N A T I o N ~ . - ~ ' ~ ~ ~  st,a.lldi~lg ].>a.llel sllaal 

rectonlnlend t,o the Secreta.ly a, cost illter-val or 

cost ba.nd t,o whicl.1 a.11 illcluded test sl~ould be 

a.ssigled, and the Secret,a.,l-y n1a,\7 a.ssign sucl~ 

t,est t,o such ba.nd or iilt,e~val or to a.11otller ba.nd 

01. il I t,el~a.l the Secret,aly det,er.nlines t,o illore 

closely a.pproxinla.t,e the t,ypical direct a.nd indi- 

I-ect cost,s (i~~cludiilg test, a.cquisit,io~i costs) of 

the test,. 



(B) F l ~ ~ ~ ~ ~ ~ ~ ~  OF DETERMINATION 

THAT DIFFERS FROM R~EC~M~~ENDATION.-If 

the 8ecreta.q~ a.ssigns a. test to a. cost interval 

or band other tha.n t11a.t reconiniended by the 

standing pa.ne1, tlie S e c r e t a . ~  shall provide a. 

detailed written explana,tion of the reasons for 

determining tha.t such other interval or band is 

more a.ppropri a.te. 

(3) EFFECT~TE DATE OF SECR.ETARIAL DETER.- 

MINATION.-A determina.tion by the Secretaq with 

respect to a, coding or pa,jmient determinakion for a.n 

included test sliall become effective a.s of the first 

day of tlie ca1enda.r quarter follo\+~ing the ca1enda.r 

qua.rte~- in wliicli the deterniina.tion is rna.de,. 

(4) PE~IODIC LOOK-BACKS O F  INTERVAL OR. 

BAND ASSIGNMENTS.-At the request of the inter- 

ested pa.]-t:\r tl1a.t submitted tlie initial request for a. 

test to be included in the den~onst,ra.tion or of a. 

nienlber of the standing panel, the standing pa.nel 

niay review the a.ppropria.teness of the pa,yrnent in- 

tel.va.l or band to which the test is a.ssigned and 

nmke a. ~.econ~nienda.tion to tlw Secret,a.ry tJha.tr the 

a.ssignment be cha.nged. The Secreta.qr nlay aa.ccept, 

or ~qjec t  such reconln~enda.t,io~~, and if the rec- 

0111111enda.t,i OII is rqj ected, the Secret,a.~y sl~all p~aovide 
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a. detailed expla.l~a.tion of the rea.sons for such rejec- 

tion. 

(5) PUBLICATION O F  DETERMINATIONS.-The 

Secreta.q~ shall publisl~ determina.tions under this 

subsection in a. timely nmnner on a.n a.ppropriate 

internet site. 

(11) REPORTS TO CONGRESS.- 

(1) IN GENERAL.-T~~ Secreta.qr sl~all  submit 

interim a.nd final reports on the denlonstra.tion to 

the Committees on Ways a.nd Means and Energy 

a.nd Comnlerce of the House of Representa.tives and 

the Conlnlittee on Fina.nce of the Sena.te. The in- 

terim I-eport sl~all be subnlitted not later t11a.n the 

close of the second yea.1. of the de~nonstra.tion, and 

the fii1a.1 report shall be subn~itted not 1a.ter t11a.n 

180 days a.f'ter the close of the den~onstration. 

(2) CONTENT OF REPORTS.-T~~I~ reports sub- 

n~it.t,ed ullder pa.ra.gra.pl1 (1) s11a.ll include interim 

and f'illa.1- 

(A) determina.t,ioils 011 ~ v l ~ e t ~ l ~ e r  coding a.nd 

paynlel~t a.ssigill1lents under the denlonstra.tion 

j->i*o\ide fi>l--- 

(i) nlo1.e ecjuita1)le a.lld a.ccurate pay- 

i~lerlt for i~lcluded tests; a.nd 



29 

( ji) reduced a,dministra,tive complexi t ~ r ,  

inlproved efficiency, a.nd improved a.ccess 

to ca.re; a.nd 

(B) recomnlenda.tions on- 

(i) whetller the alterna.tive mecha.nism 

for determining pa,yrnent and coding for in- 

cluded tests should be continued for such 

tests beyond the 12-ca1enda.r-quarter pe- 

riod the denionstra,tion is in effect; and 

(ii) whether the a.pplica.tion of such 

n~echa.nism should be expanded to include 

other new clinical diagnostic 1a.bora.toiy 

tests for vrrhicll payment would otliei~vise 

be i.na.de under the fee sclledules a.nd limits 

establisl~ed under section 1833(11) of the 

Social Security Act (42 U.S.C. 13951(11)). 

(3) COM~IENTS BY STANDING PANEL.-TII~ 

sta.ndiiig pa.11e1 shall submit comments to the corn- 

inittees refelmred to in pa.ra.gra.pl~ ( 1 ~ )  on the interiil~ 

and final repo1.t~ of the Seci-eta.13~. 

( j )  A ~ T ~ ~ H ~ ~ Z I Z A T I ~ N  O F  APPROI>RIATIONS.-TII~~~ 

a.1.e autl-~orjzed t,o be a.ppropria.ted for ea.cl1 of fiscal yea.1.s 

2007 t111.ougl-I 2012, such surrls a,s nla,\r be 1lecessa.l-y tro 

ca.riy out this section. 

0 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

1 ,  I i April 2003 

Bone Marrow Procedures 

CPT codes 38207 - 38215, which describe a series of bone marrow and stem cell harvesting services, were created for CPT 2003 and 
will be slightl$ 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 3 1, 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 of work 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 five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 

A 

CPT Code 
(-New) ' 

Global Period Work RVU 
Recomrnenda tion 

Tracking 
Number 

Codes 38207 b 98215 desCribe vadious steps used to oreserve. orepare and purifi bone marrowlstem cells prior to trans~lantation or 
reinfusion. ~dbdkode may be reporded only once per day repardless of the auantity of bone marrowlstem cells mani~ulated. 

CPT Descriptor 

38207 3<3 Transplant preparation of hematopoietic progenitor cells; 
cryopreservation and storage 

(For diagnostic cryopreservation and storage, see 88240) 

XXX 0.47 

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

CPT Code 
(.New) 

38208 

I 
I 

38209 I 

38210 

3821 1 

38212 

38213 

38214 

3821 5 

F D o  not reook 881 80.881 82 in coniunction with 38207-38215) 

Tracking 
Number 

X4 

X5 

I 

I I 

X6 

X7 

X8 

X9 

X10 

XI1 
I 
t 

I 

Work RVU 
Recomrnenda tion 

0.56 

(interim) 

0.24 

(interim - based on 
old language, will 

need to be adjusted) 

0.94 

(interim) 

0.71 

(interim) 

0.47 

(interim) 

0.24 

(interim) 

0.24 

(interim) 

0.55 

(interim) 

CPT Descriptor 

thawing of previously frozen harvest, without washing 

(For diagnostic thawing and expansion of frozen cells, 
see 88241) 

thawinn of previousl~ frozen harvest. with washing ef 

1 -  
specific cell depletion within harvest, T-cell depletion 

tumor cell depletion 

red blood cell removal 

platelet depletion 

plasma (volume) depletion 

cell concentration in plasma, mononuclear, or buffL 
1 1 coat layer 
I 

Global Period 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 



AMAISpecialty Society RVS Update Committee 
Summary of Recommendations 

April 2002 

Bone Marrow Procedures 

Thirteen new CPT codes were added and two were deleted to provide greater granularity to code accurately 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 38205-3821 5 replace codes 3823 1 Blood-derived 
peripheral stem cell harvesting for transplantation, per collection (Work RVU = 1 .SO) and 8691 5 Bone marrow or peripheral stem 
cell harvest, modification or treatment to eliminate cell type(s) (eg, 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 3823 1 and 8691 5 were not designed for 
modern procedures in Bone Marrow transplant and have virtually no relevance to the present stem cell harvesting and processing work 
and procedure$. The RUC understands that these services are not commonly performed on the Medicare population and very few 
centers perfo ese services (50 centers), therefore a small sample size of 22 is expected. TY, I 

38204 Manag bnt of reckpient h!ematopoieticproginator cell donor search and cell acquisition 
The RUC revi !d d the survey results and the similarities in physician work of the reference code, 80502 Clinicalpathology - 
consultation; omprehensive, for complex diagnostic problem, with review ofpatient's history and medical records (Work 
RVU=1.33). el 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 OBce 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 2sth 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 proginator cell harvest for future transplantation per collection; allogeneic 
38206 Blood derived hematopoietic proginator cell harvest for future transplantation per collection; autologous 
These two codes were previously billed as code 3823 1 Blood derived peripheral stem cell harvesting for transplantation, per 
collection (Work RVU = 1 .SO). The specialty society recommended a value of 2.0 stating code 3823 1 had been undervalued. The 

I 

CPT five-digit code , two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
I 'r 



RUC however found no compellink evidence to increase the value, and believed it had been appropriately valued by the RUC when 
reviewed in 1993. The RUC recommends a relative work value of 1.50 for CPT codes 38205 and 38206. 

38210 & 38207 - 38215 
The RUC reviewed CPT code 382 10 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 3821 5. The RUC first recognized 
that the vignette did not reflect an accurate description of the service of 382 10, however the RUC did believe that the work involved in 
code 86077 Blood bank physician services; diflcult 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 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 physicianslcenters. 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 38207-3821 5. 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 R ~ C  recommends an interim value of 0.94 for code 38210. 

and intensity of codes 86077 and 38210, and then agreed with the rank order established by 
38207 through 3821 5. The RUC agreed with the specialty society's recommended rank 

but also und&tood that the values being established were interim pending hture RUC review and consideration 
at the Septemberc2002 meeting. The RUC recommends the following interim work relative values for CPT codes 38207-38215: 

38242 Bone marrow or blood-derivedperipheral stem cell transplantation; allogeneic donor lymphocyte infusions 

CPT five-digit cdiles, two-digit modifiers, and descriptions only are copyright by the American Medical Association. / I l  



The specialty resented a typical patient that is severely ill and in great risk. Approximately 25% of these procedures are complicated 
by life threatel$ reaction+ to the rhsion.  The RUC agreed with the specialties description of the intensity of intra-service work and 
25th percentile i e of 30 inutes. 

The RUC alsolhrlderstood (hat thisservice could be compared to several other intense procedures including critical care code 99292 
Critical care, evaluation and management of the critically ill or critically injuredpatient; each additional 30 minutes (List separately 
in addition to hoheforprimary 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 Prolongedphysician service in the inpatient setting, requiring direct Cface-to-face) 
patient contact beyond the usual service (eg, maternal 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 prolongedphysician 
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-derivedperipheral stem cell transplantation; allogenic (work R W  = 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. 

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

CPT Code 
(*New) 

38204 

3 8205 

3 8206 

38207 

38208 

Global 
Period 

XXX 

000 

000 

XXX 

XXX 

Work RVU 
Recommendation 

2.0 

1.50 

1.50 

0.47 

(Interim) 

0.56 

Tracking 
Number 

I 

AVI 

1 

X2 
, I  

X3 

X4 

CPT Descriptor 

Management of recipient hernatopoietic progenitor cell donor 
1 search and cell acquisition 
~lood-derived hematopoietic progenitor cell harvesting for 
transplantation, per collection; allogenic 

autologous 

Transplant preparation of hematopoietic progenitor cells; 
cryopreservation and storage 

(For diagnostic cryopreservation and storage, see 88240) 

thawing of previously frozen harvest 



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

CPT Code 
(*New) 

I 

l 38209 

a38210 
I 

,3821 1 

a38212 

a38213 

a38214 

a38215 ' 

34w4 1 

l 3 8242 
- 

CPT Descriptor 

(For diagnostic thawing and expansion of frozen cells, see 
88241) 

/washing of harvest 
I 

specific cell depletion within harvest, T-cell depletion 

tumor cell depletion 

red blood cell removal 

platelet depletion 

plasma (volume) depletion 

cell concentration in plasma, mononuclear, or buffy 
coat layer 

I 

(38231 has been deleted. To report, use 38205-38206) 
Bone marrow or blood-derived peripheral stem cell 

Tracking 
Number 

5 

/ 
X6 

I 

X7 

X8 

X9 

XI0 

XI1 

1 l  
I 

X12 

Global 
Period 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

XXX 

Work RVU 
Recommendation 

(Interim) 

0.24 

(Interim) 

0.94 

(Interim) 

0.71 

(Interim) 

0.47 

(Interim) 

0.24 

(Interim) 

0.24 

(Interim) 

0.55 

(Interim) 

NIA 

1.71 



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

CPT Code 
(*New) 

86915 

Tracking 
Number 

CPT Descriptor 

transplantation; allogeneic donor lymphocyte infusions 

(869 15 has been deleted. To report, use 382 10-382 13) 

Global 
Period 

xxx 

Work RVU 
Recommendation 

NI A 



CPT Code: 38204 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38204 Tracking Number: AVl Global Period: XXX Recommended RVW: 2.0 

CFT Descriptor: Management of recipient hematopoietic proginator cell donor search and cell acquisition 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female with acute leukemia who lacks an HLA 
identical sibling. Because of the need for treatment of the leukemia, a search for an unrelated donor is required. 
The patient's acute leukemia is in relapse. 
The unrelated donor registry has 30 potential donors who are AB matched and 5 who are AB DR matched but are 
molecular subtype mismatched. It is necessary to select potential donors for further HLA typing, review the HLA 
typing to determine which donor is the best possible match and select that donor as the potential donor. While a 
search coordinator orders the testing, the review of which prospective donors are tested and ultimate selection of a 
prospective donor is done by a physician. Criteria are the patient's age, the donor's age, the patient's CMV 
status, the donor's CMV status, and the patient's HLA typing and sub-typing. The urgency of transplantation 
determines how closely the donor must match the recipient to be acceptable and how long the search continues. 
Once a potential unrelated donor is identified, requests are made for information from the unrelated donor registry 
to help decide whether to acquire unrelated bone marrow or stem cells from a prospective donor. The donor size, 
HLA match, and status of patient's leukemia (i.e., in remission or relapse) are used to make this decision. If the 
source of hematopoietic progenitors is an umbilical cord blood, the ordering physician reviews how many cells 
are in the umbilical cord and if possible how many CD34(+) cells, before madding a decision to order that 
particular cord blood. The physician managing the unrelated donor search then write a prescription requesting 
that hematopoietic progenitor cells be collected from the prospective donor and by either a bone marrow harvest 
or a bloodderived peripheral blood progenitor cell collection. The requesting physician requests that the 
progenitor cells be collected to meet the recipient's needs. The bone marrow, stem cells or umbilical cord blood 
is collected, local to the donor. The physician responsible for the donor's collection then informs the physician 
ordering the hematopoietic progenitor what the donor is capable of donating. The recipient's physician determines 
if this is acceptable to meet the needs of the patient or if the search needs to continue to find a donor able to meet 
the recipient's needs. The donor's physician tries to balance all donor safety needs with recipient needs for the 
product. The risk for patient care is high. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

- Description of Post-Senice Work: 

SURVEY DATA: 
-- --- - .. . 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Societv for Hematologv and American Societv for Blood and Marrow Transvlantation - 
- - - -  

- -- -- - .- 

Sample Size: 21 Response Rate: (%): 7 1 . 7  Median RVW: 2.4 

Type of Sample (Circle One): random, m, convenience. Explanation of sample size: 

25th Percentile RVW: 1.5 75th Percentile RVW: 3.25 Low: 1 High: 3 

Median Pre-Service Time: 20 Median Intra-Service Time: 100 

(25th Percentile Intra-Svc Time: 52.5 I 75th Percentile Intra-Svc Time: 120 Low: 0 High: 300 



CPT Code: 38204 

Median Post-Service Time: Level of Service by CPT Code 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 0 

The consensus panel recommends that there be no pre- or post- service time for this CPT code. 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of ~atient's histoiand medical records 

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, h a r d  if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) NewIRevis. Key Reference 
CPT Code: C R  Code: 

Median Pre-Tie 171- 
I Median Intra-Time ( 152.50 1 1 No RUC data I 

1 

Mental Effort and Judgement (Mean) 

I The amount and/or complexity of medical records, dignostic 
tests. and/or other information that must be reviewed and analvzed 

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

I U r g w a l  decision making 
- 1 14.47 1213 - -  

I I 
- -- - 

v - 1  

I Technical skill reauired 1 14.40 1 13.71 I 

- - -  

Physical effort required 1 11.67 1 12.21 1 



CPT Code: 38204 
ps~cbo~oeical st= (Mean) 

1 The risk of significant complications. morbidity a d o r  mortality 1 14.73 
- -  - I Outcome depends on theskill and judgement of physician 1 1 4 . 8 0  1779 ] 

I Estimated risk of mal~ractice suit with ~ o o r  outcome 1 13.73 1 12.93 I 

INTENSITY /COMPLEXITY MEASURES CIT Code Reference 
Service 1 

I Pre-Service intensitvlcom~lexitv 1 14.25 1 13.25 I 

Intra-Service intensity/complexity 1-m 
I Post-Service intensitvIcom~lexitv I 13.57 I 12.57 I 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25m percentile values were more reflective of the time physicians spend 
performing 38204. 

FREQUENCY INFORMATION 

How was this service previously reported? Not ~reviouslv paid (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 proide information for each specialty. 

Specialty Commonly Sometimes 
-- 

Rarely 
- 

Specialty Commonly Sometimes Rarely 

- - 
- - .- - - 

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

Specialty Frequency: 

Specialty Frequency 



CPT Code: 38204 
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 



CPT Code: 38205 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38205 Tracking Number: X 1 Global Period: 000 2,(! 
RUC Recommended RVW: 1.50 

CPT Descriptor: Blood derived hematopoietic proginator cell harvest for future transplantation per collection; 
allogeneic 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient has AML in first relapse with an HLA identical sibling. Allogeneic 
bone rnarrow/stem cell transplant is the only curative procedure. 
First, the physician evaluates whether the donor is a good donor, Hepatitis types (if any), HLA type of the donor, 
transmissible diseases, and donor size versus recipient size to make a decision about using an allogeneic stem cell 
harvest. Then the actual peripheral mononuclear stem cells are harvested from the allogeneic donor using an 
FDA approved apheresis device. Prior to starting the procedure that day the physician checks donor electrolytes, 
creatine, CBC, and ECG. The physcian monitors the amount of RBC's removed by the machine continuously if 
donor and recipient are ABO mismatched. The physcian continuously monitors donor safety by evaluating blood 
pressure, pulse, and replaces electrolytes, especially calcium as determined by patient symptoms and ECG 
monitoring. Post procedure the donor CBC is checked if platelets need to be added from the product. Quality 
assessment of the collection procedure is performed by the physician using cell counts, cell differentials, flow 
cytometry, infection control cultures, etc. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Societv for Hematology and American Societv for Blood and Marrow Tranmlantation 

Sample Size: 21 Response Rate: (%): 7 1 % Median RVW: 2.70 

Type of Sample (CiraeQne): random, bane$ convenience. Explanation of samplesize: 

25th Percentile RVW: 2.38 75th Percentile RVW: 4.0 Low: 2.0 High: 5.0 
-. - -- 

Median Pre-Service Time: 38 Median Intra-Service Time: 60 

b5th Percentile Intra-Svc Time: 45 1 75th Percentile Intra-Svc Time: 120 Low: 10 High: 300 
- - - - 

-- -- 

Median Post-Service Time: Level of=ice by CPT code 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 



CPT Code: 38205 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
90937 Hemodialysis procedure requiring repeated 000 2.1 1 

evaluation(s) with or without substantial 
revision of dialysis prescription 

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 EWIMATES (Median) NewIRevis. Key Reference 
CPT Code: cm code: 

- - - - 

Median Pre-Time I 1138 1 1 0 1  

I Median Irma-Time 1 145 I 1 55 I 

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and Judeement Mean) 

I The amount andlor complexity of medical records, diagnostic 
tests. andlor other information that must be reviewed and analned 

The number of possible diagnosis andlor the number of 
management options that must be considered 

I Urnencv of medical decision m a k  I 14.20 1 14.13 I 

13.87 1 13.93 

Technical SkiIVPhvsical Effort (Mean) 

Technical skill required 1Zr-l- 

I Physical effort required -- --I (2.73 1 (2.80 1 
~sv~ho~oeical  stress (Mean) - - -- - - -  

[The risk of significant complications. morbidity andlor mortality 1 11.271 1 

Outcome depends on the skill and judgement of physician l n ( 1 3 . 8 0 1  

1 Estimated risk of mabractice suit with w o r  outcome 1 14.40 1 13.80 I 



INTENSITYICOMPLEXITY MEASURES CPl' Code Reference 
Service 1 

CPT Code: 38205 

I Post-Service intensitvlwm~lexitv 1 13.33 1 13.00 I 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 2Sm percentile values were more reflective of the time physicians spend 
performing 38205. 

FREQUENCY INFORMATION 

How was this service previously reported? 38231 (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 Frequen-. 

For your specialty, estimate the number of times this service might be provided to Medicare patients nationally 
- - + k m n e - y e a r  period? If this is a recommendation f'rom+df@e specialties please estimate frequency for each - 

-.  - -- 
Spemilty; - -- - - 

Do many physicians perform this service across the ~ni fed  States? X Yes No 



CPT Code: 38206 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CFT Code: 38206 Tracking Number: - X 2 Global Period: 000 
RUC Recommended RVW: 1.50 

CPT Descriptor: Blood derived hematopoietic proginator cell harvest for future transplantation per collection; 
au tologous 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female with Hodgkin's disease in second relapse 
with no marrow involvement. BMT is curative. Autologous peripheral stem cell collection is treatment of choice. 
Recipient needs to be assessed for risk of myelodysplasia, 
First, the patient's bone marrow cellularity is assessed. The hematopoietic progenitor cells are assessed for any 
cytogenetic defects and for any blood transmissible diseases. Bloodderived hematopoietic progenitor cells are 
harvested. Prior to starting the procedure that day the physcian checks patient electrolytes, creatinine, CBC, and 
ECG. The physcian continuously monitors patient safety by evaluating blood pressure, pulse, and replaces 
electrolytes, especially calcium as determined by patient symptoms and ECG monitoring. Post procedure the 
donor CBC is checked if platelets need to be added from the product. Quality assessment of the collection 
procedure is performed by the physician using cell counts, cell differentials, flow cytometry, infection control 
cultures, etc. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Drs. James Ga-iewsk and Sam Silver 

Specialty(s): American Society for Hematolonv and American Society for Blood and Marrow Trans~lantation 

Sample Size: 21 Response Rate: (% ): 71 % Median RVW: 3.0 

Type of Sample (Circle One): random, hGiG-14, convenience. Explanation of sample size: 
.- -- 

25th Percentile RVW: 2.0 75th Percentile RVW: 4.0 Low: 2.0 High: 6.0 

Median Pre-Serviee Time: 40 Median Intra-Service Time: 60 

125th Percentile Intra-Svc T i e :  35 / 75th Percentile Intra-Svc Time: 120 Low: 15 High: 
- - 

Median Post-Service Time- . - - Level of Service by C-PT Code 
Total Time {List cPT Code & # of Visits) 

Immediate Post Service Time: 20 



CPT Code: 38206 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriotor Global Work RVU 
9929 1 Critical care, evaluation and management of XXX 4.0 

the critically ill or critically injured patient; 
first 30-74 minutes 

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 existii 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) NewIRevis. Key Reference 
CPT Code: CP'T Code: 

1 Median Pre-Time 1)- 
1 Median Intra-Tie I 1 45 I 

0 INTENSITYICOMPLEXI'IY MEASURES mean) 

Mental Effort and Judgement (Mean) 

-The number of possible diagmsis andlor the number o f  
management options that must be considered 

Urgency of medical decision making 
- 

1/440/11.20) 

'The amount W o r  complexity of medical records, diagmstic 
tests, andlor other information that must be reviewed and analyzed 

Technical SkilllPhvsid Effort (Mean) 

)4.53 7 1  

r ~echnical skill reauired 1 14.47 1 14.20 1 

(The risk of significant complications, morbidity W o r  mortality 1 ((4.131 

1 Outcome depends on the skill and judgement of physician 17((4.00( 

I Estimated risk of mal~ractice suit with ~ o o r  outcome 1 14.20 1 13.87 I 



CPT Code: 38206 
INTENSITY/COMPLEXITY MEASURES CPT Code Reference 

Senice 1 

Time Seements (Mean) 

 re-~ervice intet~sity~complexity ])4.401)4.ml 

1 Intra-Service intet~siw/comu~exiw 1 14.07 I h.07 1 

Post-Service intemity/complexity 113.671 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25' percentile values were more reflective of the time physicians spend 
performing 38206. 

FREQUENCY INFORMATION 

How was this service previously reported? 38231 (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 r ecommend~ommul t ip le  specialties please estimate frequency fore5di- - 

- - - -- - -- 
specialty. -- 

Specialty Frequency: No Medicare Data on code 

Specialty Frequency 

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



CPT Code: 38207 
AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38207 Tracking Number: - X3 Global Period: XXX D---.sm,,a,a. 1.C 
RUC Recommended RVW: 0.47 

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, bloodderived, or umbilical cord bloodderived hernatopoietic 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 
(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 new product needs to be collected. 

1 Description of Pre-Service Work: 

1 Description of Intra-Service Work: 

1 Description of Post-Service Work: 

-- - - 

SURVEY DATA: 

1 --Presenter(s) Drs. James Gaiewski and Sam Silver - - -  

Specialty(~): American Societv for Hematolony and American Society for Blood and Marrow Transplantation 

-- -I%iSarnple Size: 21 Response Rate: (%): 66% --- Median RVW : 1.42 

Type of Sample (Circle One): random, Ed, convenience. Explanation of sample size: 

P 25th Percentile RVW: 1.23 75th Percentile RVW: 1.88 Low: 1.00 High: 8.00 

1 - - Median Pre-Service Time: 2.5 Median Intra-Service Time: 30 

b5th Percentile Intra-Svc Time: 20 1 75th Percentile Intra-Svc Time: 56.25 Low: 10 High: 420 



CPT Code: 38207 

Median Post-Service Time: Level of Service by CPT Code 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 12.5 

The consensus panel recommends that there be no pre- or post- service time for this CJ?T code. 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

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 certaiu that you are including existing 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESIIMATES (Median) NewIRevis. Key Reference 
CPT Code: CPT Code: 

1 Median Pre-Tie 1 12.5 1 1 No RUC data 1 

Median Inua-Time 

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and ~udgem-1 

The number -ssibIe diagnosis and/or h e  number of 
management options that must be considered 

Urgency of -on making 1/4.14lrl 
- .- -- -- - 

- 

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

Technical SkiU/Phvsical Effort (Mean) 

-- 

13.9) 11).541 

Technical skill required 114.29113.621 

1 Phvsical effort reauired 1 12.43 1 (2.08 I 



CPT Code: 38207 
psvchdopical st- Mean) 

I The risk of significant complications. morbidity a d o r  mortality / )1.36 

Outcome depends on the skill and judgement of physician 114.21- 

I Estimated risk of mal~ractice suit with m r  outcome 1 14.43 1 14.38 I 

I N T E N S I T Y / C O M P L E X I T Y S  CPJ? Code Reference 
Semce 1 

T i e  b e n t s  (Mean) 
~ ~ ~ 

[ he-Service intensityIoomplexity ( 1 G 3  7 12.631 

bra-Service intensity~comp~exity I F I T 1  

1 Post-Service intensitylcomplexity 1 13.22 1 12.63 1 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median t i e  values were 
too high. The panel felt that the 2Sm percentile values were more reflective of the time physicians spend 
performing 38207. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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 inBtmafion for each specialty. 

Specialty Commonly Sometimes Rarely 
-- -- 

Specialty Commonly Sometimes Rarely 

- - 
- - -- 

For your specialty, e s t i k  thexumber of t i e s  this service might be provided nationidly ina-ryearperiod? 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Frequency: 

Specialty Frequency 



CPT Code: 38207 
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: No Medicare Data on code 

Frequency 

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



CPT Code: 38208 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMJ3lWATION 

CPT Code: 38208 Tracking Number: X4 Global Period: XXX - 1.2 
RUC Recommended 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, bloodderived, or umbilical cord bloodderived 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 andlor immunophenotyping by flow cytometry for cd34(+) 
progenitor cells, T-lymphocytes, or tumor cells. 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 new product needs to be collected. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%): 76% Median RVW: 1.42 

TypeofSample (Circle One): random, @, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile RVW: 2.58 Low: 0.37 High: 5 
-- 

Median Pre-Service Time: 5 Median Intra-Service Time: 45 

b5th Percentile Intra-Svc Time: 24 ] 75th Percentile Intra-Svc Time: 60 Low: 5 High: 150 
- 

-- 

Median post-service Time: 
-- -- 

Level of Service by CPT Code 
Total Time (List CFT Code & # of Visits) 

Immediate Post Service Time: 5 

The consensus panel recommends that there be no pre- or post- service time for this CPT code. 



CET Code: 38208 

KEY REFERENCE SERVICE: 

CPT Code CFT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

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. 

NewIRevis. Key Reference 
CPT Code: CPT Code: 

Median Pre-Time ))5)-] 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis andlor the number of 
management options that must be considered 

I Urgency of medical decision making ( (4 .19 113.06 ] 

13.6)[ 

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

Technical SkilllPhvsical Effort (Mt33n) 

13.31 1 13.19 1 

Technical skill required 1 (3.881 (3.191.. 

Physical effort required 

Psvchologid stress- -. 
.- 

~ 

- .- 1 The risk of rignifi&%t complications. morbidity &or mortality 1 14.061 1 3.19 

Outcome depends on the skill and judgement of physician 17113.38( 

Estimated risk of malpractice suit with poor outcome Il*mm 



INTENSITYICOMPLEXITY MEASURES CFT Code Reference 
Service 1 

CFT Code: 38208 

Time Segments (Mean) 

Pre-Service intensity/cornpIexity ]r112.50( 

~ntra-service intensity~comp~exity /)3.75113.131 

1 Post-Service intensitylcomvlexi~ I 13.20 1 12.50 1 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your f d  recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25* percentile values were more reflective of the time physicians spend 
performing 38208. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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 r-dation from multiple specialties please estimate freq- each 

. . specialty. - 

Specialty Frequency: No Medicare Data on code 

Specialty Frequency 

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



CPT Code: 38209 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38209 Tracking Number: X5 Global Period: XXX 2.5 
RUC Recommended RVW: 0.24 

CPT Descriptor: Washing of harvest 

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 
hernatopoiesis. 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 n an 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 salinelalbumin. 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, bloodderived, or umbilical cord bloodderived hematopoietic progenitor cells) must be 
assessed prior to release of product. Examples of quality assurance are nucleated cell count, differential, viability, 
sterility andlor irnmunophenotyping by flow cytometry for cd34(+) progenitor cells, T-lymphocytes, or tumor 
cells. 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 new or additional product needs to be collected. 

1 Description of Pre-Service Work: 

1 Description of Intra-Service Work: 

1 Description of Post-Service Work: 

- 

SURVEY DATA: 

1 Presenter(s) Drs. James Gaiewskj and Sam Silver 

1 Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

1 -ample Size: 21 Response Rate: (%): 57% 
- 

- 
Median RVW: 1.25 
- 

I Type of Sample (Circle One): random, m, 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 

b5th Percentile Intra-Svc Time: 25 1 75th Percentile Intra-Svc Time: 60 Low: 1 High: 240 



Median Post-Service Time: 
CPT Code: 38209 

Level of Service by CPT Code 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 10 

The consensus panel recommends that there be no pre- or post- service time for this CPT code. 

KEY REFERENCE SERVICE 

CPT Code CPT Descriptor 
85097 Bone marrow, smear interpretation 

Global Work RVU 
XXX 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, h a r d  if no RUC time available) for the reference code listed below. 

TIME ESTIMATES (Median) NewlRevis. Key Reference 
CPl" Code: CPT Code: 

( Median Pre-Time 115 ~ [ N o R u c & ~ ~ I  
( Median Inrra-Time 1\25 ) ) N o R u c & ~ ~ ]  

INTENSITYICOMPLEXITY MEASURES fhkan) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis andor the number o f  
management options that must be considered 

- .~~ 

Urgency of medical decision making 1 r?- .~ 

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

Technical SkillIPhvsical Effort Mean) 
. -  - 

-- 

13.33 1 12.82 1 

( Technical skill required -- -- 113.92 113.09 -9 - 

physical effort required J 12.42 ( (2.18 ] 
Psycholoeical Stress Mean) - 

1 The risk of significant complicationr, morbidity a d o r  mortality ] (108 (13.361 



Outcome depends on the skill and judgement of physician 1 ( 3 . Y ) T l  

Estimated risk of malpractice suit with poor outcome 1 1 ~ ~ 1  
INTENSITYICOMPLEXITY MEASURES CIT Code Reference 

Service 1 

Time b t s  mean) 
Pre-Service intensityIcomp~exity I n r 1  

CPT Code: 38209 

Post-Service intensityIcomplexity 113.43113.171 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25"' percentile values were more reflective of the time physicians spend 
performing 38209. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your svecialtv 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 thisservice 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 
CPT Code: 38209 

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



CPT Code: 38210 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SC?MMARY OF RECOMMENDATION 

CFT Code: 38210 Tracking Number: X6 Global Period: XXX -* -- 
RUC Recommended RVW: 0.94 

CFT 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 
rnarrowlperipheral blood progenitor stem cell transplant from his father. The marrow has to be T-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 bloodderived) 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 (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 
new product needs to be collected. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Societv for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%): 71% Median RVW: 2.50 - 

Type of Sample (Circle One): random, m, convenience. Explanation of sample size: 

25th Percentile RVW: 1.50 75th Percentile RVW: 3.25 Low: 1.08 High: 10 

Median Pre-Service Time: 10 Median Intra-Service Time: 60 

-- --- -- 

b5th ~erc>T 75th Percentile Intra-Svc Time: 210 Low: 0 High: 600 

Median Post-Service Time: Level of Service by CPT Code 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 20 
The consensus panel recommends that there be no pre- or  post- service time for this CPT code. 



KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a ciqlex diagnostic problem, with review 
of patient's history and medical records 

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) NewIRevis. Key Refemce 
CPT Code: CPT Code: 

I Median Pre-Time I 110 1 I NO RUC data I 

@ 

Mental Effort and Judgement (Mean) 

1  he amount and/or complexity of medid records, diagnostic 1 14.k  - 1 13-47 1 
tests. and/or other information that must be reviewed and analvzed 

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

I Urgency of medical decision making 1 (4.40 1 13.47 I 

14.131 

Technical SkiUlPhvsical Effort (Mean) 

Technical skill required ]14.60--- 114.14 1 

I Phvsical effort remired 1 12.67 1 12.21 I 
prvrhological stress (Mean) - 

- - 
The risk of significant complications, morbidity andor mortality 1 14.731 7 1  

Outcome depends on the skill and judgement of physician 114.47113.791 

1 Estimated risk of mal~ractice suit with m r  outcome 1 14.27 1 13.79 I 



CPT Code: 38210 
LNTENSITYICOMPLEXITY MEASURES CPT Code Reference 

Service 1 

Time Seements (Mean) 

Ma-Service intensityIcompIexity 1-1().471 

( post-service intensity/comp~exity ( 1 3.70 [ ~2.80 1 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25'" percentile values were more reflective of the time physicians spend 
performing 38210. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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-yearp%xl? If this is a recommendation from multiple special-e 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 



CPT Code: 38211 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 3821 1 Tracking Number: X 7 Global Period: XXX A :  1.5 
RUC Recommended RVW: 0.71 

CPT Descriptor: Tumor Cell Depletion 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 25 year old male with Bcell 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 
bloodderived hematopoietic progenitor cells) must be assessed prior to release of product. Examples of quality 
assurance are nucleated cell count, differential, viability, sterility andior imrnunophenotyping by flow cytometry 
for cd34(+) progenitor cells and or tumor cells. 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 new product needs to be collected. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Society for Hematology and American Society for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%): 71 % Median RVW: 2.27 
- - 

Type of Sample (Circle One): random, a, convenience. Explanation of sample size: 

25th Percentile RVW: 1.63-- 75th Percentile R W :  2.75 Low: 1.00 High: -6.W 

Median Pre-Service Time: 5 Median Intra-Service Time: 60 

b5th Percentile Intra-Svc TEiiT-25 1 75th Percentile Intra-Svc Time: 105 L o w e  High: 3jJl - . - 

Median Post-Service Time: Level of Service by CPT Code 
Total Time [List CPT Code & # of Visits) 

Immediate Post Service Time: 10 

The consensus panel recommends that there be no pre- or post- service time for this CPT code. 



CPT Code: 3821 1 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE@): 
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 existimg 
time data (RUC if available, Harvard if no RUC time available) for the reference code listed below. 

TIME ESTIMATES M i a n 1  NewIRevis. Key Reference 
CPT Code: CPT Code: 

Median Pre-Time 1 1 5 1 -  
I Median Intra-Tie 1125 1 I ~ o ~ ~ ~ d a t a I  

No RUC data 

INTENSITYICOMPLEXITY MEASURES wean) 

Mental Effort and Judgement (Mean) 

I The number of possible diagnosis a d o r  the number of 1 13.80 1 13.86 1 
management o~tions that must be considered 

The amount andor complexity of medical records, diagnostic 
tests. andor other information that must be reviewed and anal- 

I Urgency of medical decision making 1 14.07 1 13.21 ) 

Technical SkUlPhvsical Effort (Mean) 

) Technical skill required 1 14.57 ( 14.00 1 

Physical effort required 112.57- 
- ~svcho~ogica~ stress (Mean) - 

- - 1 The risk of significant complications. morbidity a d o r  mortality I 111861 

Outcome depends on the skill and judgement of physician 1vlm 
Estimated risk of malpractice suit with poor outcome 113.801- 



INTENSITYICOMPLEXXTY MEASURES CPT Code Reference 
Semce 1 

CPT Code: 3821 1 

Time Segments (Mean) 

&-Service intensitylcomplexity - Z k T l m  

Intra-Service intensitylcomplexity 114.14113.471 

I Post-Service intensitvlcomdexitv 1 13.50 I 12.80 I 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the percentile values were more reflective of the time physicians spend 
performing 382 1 1. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 
Medicare frequency for this unlisted code is reviewed) 

(if unlisted code, please ensure that the 

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 
irraone-yearperiod? If this is a recommendation from m u I ~ c i a l t i e s  please estimate frequency for each 
-ty. - - -- 

-. - - -- 

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



CPT Code: 38212 
W S P E C I A L T Y  SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CFT 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 bloodderived hematopoietic progenitor cells) must be assessed prior to release of 
product. Examples of quality assurance are hematwrit, red cell count, nucleated cell count, differential, viability, 
sterility and/or immunophenotyping by flow cytometry for cd34(+) progenitor cells. 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 
new product needs to be collected. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

SURVEY DATA: 

Presenter($ Drs. James Gajewski and Sam Silver 

Specialty(s): American Societv for Hematologv and American Swietv for Blood and Marrow Transplantation 
.- - 

Samplesize: 21 ResponseRate:(%): 71% Median RVW: 1.50 

Type of Sample(Circ1e One): random, m, 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: -- - - 

b5th Percentile IntraSvc Time: 12.5 1 75th Percentile Intra-Svc Time: 120 Low: 0 High: 150 

Median Post-Service Time: Level of Service by CFT Code 
Total Time (List CFT Code & # of Visits) 

Immediate Post Service Time: 15 
The consensus panel recommends that there be no pre- or post- service time for this CPT code. 



CPT Code: 38212 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor 
90935 Hemodialysis procedure with single 

physician evaluation 

Global Work R W  
000 1.22 

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) NewIRevis. Key Reference 
CPT Code: CPT Code: 

Median Pre-Time I n -  
I Median Intra-Time 1 112.5 1 121 

INTENSITYICOMPLEXITY MEASURES (Mead 

Mental Effort and Judeement (MEIn) 

The number of possible diagnosis andlor the number of 
managemen options that must be considered 

The amount and/or complexity of medical records, diagnostic 13.20 1 13.00 1 
tests. and/or other information that must be reviewed and analyzed 

I Ureencv of medical decision makine I 13.60 I 13.20 I 

Technical SkiWhvsical Effort (Mean) 

I Technical skill reauired I 13.80 1 13.53 I 

Physical effort required 111.17- 
- I The risk of significan complications. morbidity andlor mortality 1 14.071 14.07 - 

Outcome depends on the skill and judgement of physician 113.8011 

Estimated risk of malpractice suit with poor outcome 114.33- 



CPT Code: 38212 
INTENSITYICOMPLEXITY MEASURES CFT Code Reference 

Service 1 

Re-Service intensityIcomplexity 112.70- 

Intra-Service intensitylcomplexity 113.8- 

I post-service intensitv/com~lexitv I 13.40 I 12.80 I 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25* percentile values were more reflective of the time physicians spend 
performing 382 12. 

- - ~ - 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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 r e c o m m e n ~ o m  multiple specialties please estimate frequency fomack- 

. - -- --- - - 
- specialty. 

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



CPT Code: 38213 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPTCode: 38213 Tracking Number: X 9 Global Period: XXX *a 
RUC Recommended 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 bloodderived 
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 bloodderived) 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 (FAHCT 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-Senice Work: 

Description of Intra-Senice Work: 

Description of Post-Senice Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 
-- -- 

Specialty(~): American Societv for Hematologv and American Societv for Blood and Marrow Trwlantation 

Sample Size: 21 Response Rate: (%): 52% Median RVW: 1.20 

Type of Sample (Circle One): random, m, convenience. Explanation of sample size: 

23ili -- Percentile RVW: 
- 

1.00 75th Percentile RVW: 1 . 7 5 ~ :  - 3 .80  High: 3.50 - 

Median Pre-Service Time: 10 Median Intra-Service Time: 30 

b5th Percentile Intra-Svc Time: 20 1 75th Percentile Intra-Svc Time: 67.5 Low: 0 High: 180 

Median Post-Service Time: Level of Service by CPT Code 
Total Time {List CPT Code & # of Visits) 

Immediate Post Service Time: 10 



CPT Code: 38213 

The consensus panel recommends that there be no pre- or post- service time for this CFT code. 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

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. 

TUlE ESTIMATES (Median) NewIRevis. Key Reference 
CpT Code: C R  Code: 

1 Median Pre-Time I 110 I I NO RUC data I 

Median Intra-Time 1 m G z i G z - j  

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and Ju&ement (Mean) 

I The amount and/or complexity of medical records. diagnostic 1 
tests. and/or other information that must be reviewed and analvzed 

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

-- 

[urgency of medical decisionnmalang 
- - 1 13.91 1 13.73 -7 

7 1  

. - 
Technical SkillIPhvsidEffort (Mean) 

1 Technical slcill reauired I 14.00 1 (3.82 I 

P S V ~ ~ O I O ~ ~ C ~ ~  st= (Mean) 

1 The risk of significant complicatiom. morbidity andlor mortality 1 14.00 

Outcome depends on the skill and judgement of physician Im1)3.n1 



1 Estimated risk of mal~ractice suit with mor outcome 1 14.00 1 13.45 1 
CPT Code: 38213 

INTENSITY/COhlPLEXlTY MEASURES CFl' Code Reference 
Service 1 

T i e  Segments (Mean) 

Re-Service intensitylcomplexity I 1- 
- 1 Intra-Service intensitylcomplexity I 1 3 . 3 0 1 1 3 . 4 5 ~  ] 

Post-Service intensity/complexity l(3.33- 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25m percentile values were more reflective of the time physicians spend 
performing 38213. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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 recnmmendation from multiple specialties please estimate frequexgbr each 
specialty. - 

Specialty Frequency: No Medicare Data on code 

Specialty Frequency 

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



CPT Code: 38214 
AMAlSPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38214 Tracking Number: X 10 Global Period: XXX 
RUC Recommended RVW: 0.24 

CPT Descriptor: Plasma (volume) depletion 

1 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. 
Plasmalvolume 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 plasrnalexcess 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 marrowderived 
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 cytornetry 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. 

I Description of Pre-Service Work: 

' e  Description of Intra-Service Work: 

Description of Post-Service Work: I 
SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Societv for Hematoloav and American Societv for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%): 71 % Median RVW: 1.30 
- 

Type of Sample (Circle One): random, a, convenience. Explanation of sample size: 

25th Percentile RVW: 1.00 75th Percentile R W ~ :  1.66 Low: 0.50 High: 2.80 

Median Pre-Service Time: 5 Median Intra-Service Time: - 30 

b5th Percentile Intra-Svc Time: 10 1 75th Pe-Intra-Svc Time: 60 Low: 0 High: 120 - - -  

Median Post-Service Time: Level of Service by CPT Code 1 
Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 5 
The consensus panel recommends that there beno pre- or post- service time for this CPT code. 



CPT Code: 38214 

KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

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 ESI'IMATES (Median) NewlRevis. Key Reference 
CFT Code: CPT Code: 

I Median Pre-Time I I S  I 1 NO RUC data I 

I Median Intra-Time 1 1  I ~ ~ ~ u c d a t a  I 

No RUC data 

R 
INTENSITYICOMPLEXITY MEMURES (Mean) 

Mental Effort and Judeement (Mean) 

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

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

I Ureencv of medical decision makine. 1 13.73 1 13.07 I 

13.271 

Technical SkU/Phvsical Effort (Mean) 

Technical s.kill~equired 113.80111611 

Physical effort required 1-112.171 
- -- . .  1 The risk of significant complications. morbidity andor mortality 1 14.13 1 13.93 

Outcome depends on the skill and judgement of physician 

1 Estimated risk of rnal~ractice suit with m r  outcome 1 14.07 I 13.60 I 



CPTCode: 38214 
INTENSITYICOMPLEXITY MEASURES CPT Code Reference 

Semce 1 

Time h e n &  (Mean) 
he-Service intensitylcomplexity 

I Inrra-Service intensitylcomplexity 
- 

113.36 1 1 3 . 2 7 -  1 

Post-Service intensityIcompIexity 113.22- 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your f m l  recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25m percentile values were more reflective of the time physicians spend 
performing 38214. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (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? 1- recommendation from multiple specialties please eshmbzfrequency 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 



CPT Code: 38215 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38215 Tracking Number: X 11 Global Period: XXX 3 
RUC Recommended RVW: 0.55 

CPT Descriptor: Cell concentration in plasma, mononuclear, or buffy coat layer 

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 minim1 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 plasrna/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, 
bloodderived, or umbilical cord bloodderived hematopoietic progenitor cells) must be assessed prior to release 
of product. Examples of quality assurance are hernatocrit,nucleated cell count, differential, viability, sterility 
and/or imrnunophenotyping by flow cytometry for cd34(+) progenitor cells and 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 or if new product needs to be collected. 

'e Description of Pre-Service Work: 

Description of Intra-Senice Work: 

Description of Post-Senice Work: 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Society for Hematolorn and American Society for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%))r71% Median RVW: 1.50 ~ - 

Type of Sample (Circle One): random, m, 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 

- - -  
40 Median Intra-Service Time: 

- - -- 

b5th Percentile Intra-Svc Time: 25 1 7% Percentile Intra-Svc Time: 110 Low: 1 High: 150 

@ 
Median Post-Service Time: Level of Service by CPT Code 

Total Time (List CPT Code & # of Visits) 

Immediate Post Service Time: 15 

The consensus panel recommends that there be no pre- or post- senice time for this CFT code. 



KEY REFERENCE SERVICE: 

CPT Code CPT Descriptor Global Work RVU 
80502 Clinical pathology consultation; comprehensive, XXX 1.33 

for a complex diagnostic problem, with review 
of patient's history and medical records 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICEQ: 
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 ESIlMATES (Median) NewIRevis. Key Reference 
CPT Code: CPT CMe:  

Median P re -T i e  1mI IN.Rucdpu l  

I Median Intra-Time 
- 

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and Judgement (Mean) 

The number of possible diagnosis andor the number of 
management options that must be considered 

/The amount and/or complexity of medical records, diagnostic 1 13.73 1 13.27 1 
tests. andlor other information that must be reviewed and analyzed 

I Ureencv of medical decision makine 114.00 1 (3.53 1 

Technical Skill/Phvsical Effoort (Mean) 

Technical skill required 1 1 ~ ] ) 3 . 8 0 ~  

Physical effort required 1-1- 

Outcome depends on the skill and judgement of physician ]-- 

Estimated risk of malpractice suit with poor outcome ]n)lh9)I 



CPT Code: 38215 
INTENSITYlCOMPLEXITY MEASURES CFT Code Reference 

Service 1 

1 he-&ice intensity~comp~exity I F l n  

( Intra-Service intensitylcomplexity ( 13.64 1 13.20 -1 

Post-Service intensity~comp~exity ) [ I n  

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25'" percentile values were more reflective of the time physicians spend 
performing 38215. 

FREQUENCY INFORMATION 

How was this service previously reported? 86915 (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in your wecialty 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=y%qmiod? If this is a recommendation from multiple !qxa&h please estimate frequency for each 

-- 
s p e c i d Q 7  - 

Specialty Frequency: No Medicare Data on code 

Specialty Frequency 

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



CPT Code: 38242 
AMA~SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code: 38242 Tracking Number: X 12 Global Period: XXX .& ' 
RUC Recommended RVW: 1.71 

CPT Descriptor: Allogeneic donor lyrnphacyte infusion 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: The typical patient is a 35 year old female who has previously received an allogeneic 
bone marrow transplant for chronic myelogenous leukemia. Post-transplant, the patient relapses with the return of 
the Philadelphia chromosome positive cells. A lymphocyte infusion transplant procedure is recommended because 
of this relapse. An allogeneic donor is found for the lymphocyte infusion and the donor has undergone one day of 
pheresis to produce the transplant material. 
Allogeneic lymphocytes are collected using FDA approved apheresis devices. The T e l l  content of the product is 
determined by flow cytometry. The precise dose of T-cells depends on the type of donor and whether the patient 
is being treated for infection or relapsed malignancy. Quality assessment of the product is performed. 

Description of Pre-Service Work: 

Description of Intra-Service Work: 

Description of Post-Service Work: 

- - - -  - - -  - - - - - - - - 

SURVEY DATA: 

Presenter(s) Drs. James Gaiewski and Sam Silver 

Specialty(s): American Societv for Hematologv and American Societv for Blood and Marrow Transplantation 

Sample Size: 21 Response Rate: (%): 7 1 % Median RVW: 2.3 

Type of Sample (Circle One): random, H, convenience. Explanation of sample size: 

25th Percentile RVW: 2.2 75th Percentile RVW: 3.0 Low: 1.5 High: 9.0 

Median Pre-Service Time: 30 Median Intra-Service Time: 60 
- 

125th Percentile Intra-Svc Time: 30 P5th Percentile Intra-Svc Time: 60 Low: 10 High: 150 

3edian Post-Service Time: ---Level of Service by CFT Code 
Total Time (List CPT Code & # of Visits) 

- Immediate Post Service Time: - - --- 20 
- 



CPT Code: 38242 

KEY REFERENCE SERVICE: 

CPT Code CPT Descrivtor Global Work RVU 
38240 Bone marrow or bloodderived peripheral XXX 2.24 

stem cell transplantation; allogenic 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service t i e  (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) NewlRevis. Key Reference 
CPT Code: CPI' Code: 

I Median Pre-Time 1130 1 I No RUC Data I 

Median Intra-Tie 11301- 

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and Judeement (Mean) 

The amount andlor complexity of medical records, diagnostic 
tests. andlor other information that must be reviewed and analvzed 

The number of possible diagnosis a d o r  the number of 
management options that must be considered 

Urgency of medical decision making 1-m 

13.7)1 

--- -- - 

Technical SkffllPhvsical Effort (Mean) 

I Technical skill requxxj 113.73 113.60 

- - - - - - - - - - - - 

Physical effort required 1 1 2 . 6 0  112.67 1 
ean -- 

1 The risk of significant com~licati6%, morbidity andlor mortality 1 1 1 -  

I Outcome deoends on the skill and iudeement of ohvsician 1 14.47 I 13.80 1 

Estimated risk of malpractice suit with poor outcome ( (3.53 ( 12.87 1 



INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Senice 1 

CPT Code: 38242 

Time Semnents Mean) 

Pre-Service intensitylcomplexity 1-rn 
Intra-Service intensitylcomplexity 113.67113.401 

I Post-Service intemitylcomplexity 113.50 113.10 / 

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. 
A panel of physicians from various related societies reviewed the data and felt that the median time values were 
too high. The panel felt that the 25"' percentile values were more reflective of the time physicians spend 
performing 38242. 

FREQUENCY INFORMATION 

How was this service previously reported? 38231 (if unlisted code, please ensure that the 
Medicare frequency for this unlisted code is reviewed) 

How often do physicians in vour 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 i s e e n d a t i o n  from multiple specialties please estimatefreqnency foreach 

-- -- - -- -- 
specialty. - - 

Specialty Frequency: No Medicare Data on code 

Specialty Frequency 

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





AMAISpecialty Society RVS Update Committee 
Summary of Recommendations 

Intracranial Angioplasty and Stenting 

Panel cteated fibe new CPT Codes to describe new procedures involving intracranial angioplasty and stenting. 
action, \here wkre no codes to describe this treatment of patients with impaired cerebral circulation due to arterial 

and stenting of the arteries supplying the brain is more complex than peripheral and coronary angioplasty and 
stenting cases. 

' I  

61630 and 61635 
The RUC first reviewed codes 6 1630 Balloon angioplasty, intracranial (eg, atherosclerotic stenosis), percutaneous and 6 163 5 
Transcatheter placement of intravascular stent(s) , intracranial (eg, athersosclerotic stenosis), including balloon angioplasty if 
performed. Both codes were reviewed in comparison to their key reference service 61 624 Transcatheterpermanent occlusion or 
embolization (eg, for tumor destruction, to achieve hemostasis, to occlude a vascular malformation), percutaneous, any method; 
central nervous system (intracranial, spinal cord) (000 day global, Work RVU = 20.12), their intra-service work per unit of time, and 
physician time. Several of the surveyed respondents chose the specialty society's reference service as the code that they believed best 
represented the intensity of this service. The RUC believed that the specialty's survey results were well distributed reflected the 
intensity of these services. However, the RUC and the presenters agreed, that the specialty's survey results of 61630 and 61635, 
needed some adjustments in physician time and recommended work value to reflect the typical patient encounter. The RUC 
recommends a reduction in the level of one hospital visit from a level two to a level one, and the reduction of the level four 
office visit to a level three, for codes 61630 and 61635. This reduction in the levels of post operative visits were used to reduce the 
physician work recommendation below the surveyed, and specialty recommended, 25th percentile work relative value of 2 1.50. In 
addition, the ~ U C  recommends relative work values of 21.08 for code 61630 and 23.08 for code 61635. 

The presenterdstbted that CPT code 61640 Balloon dilatation of intracranial vasospasm, percutanous, initial vessel was surveyed as 
a 090 day global code prior to the change in the global to a 000 day global code. CMS representatives at the RUC meeting were 
comfortable with the code having a 000 day global period. The specialty society's survey results reflected the work of a 090 global 
code which skewed the median work RVU upward. The RUC compared code 61640 to RUC reviewed code 3721 6 Transcatheter 
placement of intravascular stent(s), cervical carotid artery, percutaneous; without distal embolic protection (090 day global, Work 

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



RVU = 17.98), and realized the intensity for the new code was high, but not as high as code 37216. The RUC discussed the 
specialty's recommended value and believed reductions in physician time and recommended work value were necessary to reflect the 
000 day global period and the typical patient encounter. The RUC recommends the pre-service evaluation and positioning be 
reduced from 70 and 18 minutes to 45 and 12 minutes respectively. While agreeing with the pre-service time change specialty 
society suggested a building block approach consisting of an IWPUT of 0.107, to arrive at the work RVU. The RUC agreed with the 
intensity recommended by the specialty and from the changes in pre-service time, the RUC used the following building block 
approach to establish a work relative value for code 6 1640. 

Building Block Approach 
57 minutes of pre-service evaluation and positioning at an intensity of 0.0224 = 1.28 
20 minutes o f '  re-service scrub and dress at an intensity of 0.008 1 = 0.16 
90 minutes of n a-service work at an intensity of 0.107 = 9.54 
60 minutes ofk ediate post service work with an intensity of 0.0224 = 1.34 
The RUC rec , bends a kelativa work value of 12.32 for code 61640. 

61641 and 61642 
The RUC reviewed the two add-on codes 61641 Balloon dilatation of intracranial vasospasm, percutanous, initial vessel; each 
additional vessel in same vascular family and 6 1642 Balloon dilatation of intracranial vasospasm, percutanous, initial vessel; each 
additional vessel in diffevent vascular family and believed that the intensity for the codes was justified as there is no surgical rescue for 
procedural complications that occur in the cerebral vasculature. The RUC agreed that based on the specialty society's survey results 
indicating a very high intensity, and the RUC reviewed comparison service of 372 16 Transcatheter placement ofintravascular 
stent(s), cervical carotid artery, percutaneous; without distal embolicprotection (090 day global, Work RVU = 17.98), the intensity 
of these two add on codes was approximately 0.144. The RUC multiplied the physician time in the intra-service period by the agreed 
upon intensity to arrive at a relative work value for each code. The resulting work RVUs were deemed appropriate even though they 
were below the median survey results. The RUC and the specialty also agreed that although the survey results indicated pre and post 
service physician time, the typical patient encounter did not include this time, and it was extracted from the survey results. The RUC 
recommends a relative work value of 4.33 for code 61641 and 8.66 for code 61642. 

Practice Expense 
The RUC approved the standard inputs for all of these facility only codes. 

I 
I 

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



CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 

I I 

Work RVU 
Recommendation 

20.12 

(No Change) 

16.60 

(No Change) 

21.08 

23.08 

12.32 

4.33 

Global 
Period 

000 

000 

090 

090 

000 

ZZZ 

CPT Code 
(.New) 

racking 
Number 

I 

CPT Descriptor 

Transcatheter permanent occlusion or embolization (eg, for tumor 
destruction, to achieve hemostasis, to occlude a vascular malformation), 
percutaneous, any method; central nervous system (intracranial, spinal 
cord) 

(See also 3 7204) 

(For radiological supervision and interpretation, use 75894) 
non-central nervous system, head or neck (extracranial, 
brachiocephalic branch) 

(See also 3 7204) 

(For radiological supervision and interpretation, use 75894) 
Balloon angioplasty, intracranial (eg, atherosclerotic stenosis), 
percutaneous 
~ranscbtheter placement of intravascular stent(s) , intracranial (eg, 
athersdsclerotic stenosis), including balloon angioplasty if performed 

(6 1630 and 6 1635 include all selective vascular catheterization of the 
target vascular family, all diagnostic imaging for arteriography of the 
target vascular family and all related radiological supervision and 
interpretation. When diagnostic arteriogram (including imaging and 
selective catheterization) confirms the need for angioplasty or stent 
placement, 61630 and 61635 are inclusive of these services. If 
angioplasty or stenting are not indicated, then the appropriate codes for 
selective catheterization and imaging should be reported in lieu of 61630 
and 6 1635) 
Balloon dilatation of intracranial vasospasm, percutanous, initial vessel 

each additional vessel in same vascular family (List separately 
in addition to code for primary procedure) 

61 624 

I 
61 626 

a61630 
I 

RR1 
I 

a61635 I 
I 

RR2 i 

a61640 

a+61641 

RR3 

RR4 



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

CPT Code 
(.New) 

@+61642 

Tracking 
Number 

RR5 

1 I 

CPT Descriptor 

each additional vessel in different vascular family (List I separately in addition to code for primary procedure) 
I 

(Use 61 641 and 61 642 in conjunction with 61640) 

(61 640,6 164 1,6 1642 include all selective vascular catheterization of 
the target vessel, contrast injection(s), vessel measurement, 
roadmapping, post-dilatation angiography, and fluoroscopic guidance 
for the balloon dilatation) 

Global 
Period 

ZZZ 

Work RVU 
Recommendation 

8.66 





CPT Code:6162X3 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

le Recommended Work Relative Value 
CPT Code:61640 Tracking Number: RR3 Global Period: 000 Specialty Society RVU: 12.71 

RUC RVU: 12.32 
CPT Descriptor: Balloon dilatation of intracranial vasospasm, percutaneous; initial vessel 

(61640, 61641, and 61642 include all selective vascular catheterization of the target vessel, contrast injection(s), vessel 
measurement, roadmapping, postdilatation angiography, and fluoroscopic guidance for balloon dilatation). 

1 CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 42 year-old female with recent subarachnoid hemorrhage deteriorates clinically. She 
undergoes complete cerebral angiography (separately reportable even if performed on the same day), which 
demonstrates significant spasm of the supraclinoid segment of the right internal carotid artery. After reporting this 
finding to the attending neurosurgeon, he requests balloon dilatation of the spastic segment. 

1 Percentage of Survey Respondents who found Vignette to be Typical: 82% 

I 

1 Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 

NOTE: The proposed new code includes all selective vascular catheterization of the target vessel, contrast injection(s), 
vessel measurement, roadmapping, postdilatation angiography, and fluoroscopic guidance for balloon dilatation). 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: . The interventional suite is checked to ensure proper function and configuration 
of the imaging equipment including compliance with all radiation safety issues. . The physician ensures that all technical 
personnel have been familiarized with the technique and are fully familiar with all required devices. Prior films/studies 
are located and reviewed: Don radiation protection. Position (or supervise proper positioning of) patient 

Description of Intra-Service Work: . The common femoral artery is accessed and a sheath placed under sterile 
conditions.. A bolus dose of intravenous heparin is administered: The ACT is checked. Additional heparin is 
given as necessary throughout the procedure, and the ACTS are monitored at appropriate intervals: Pressurized, 
continuous heparinlsaline flush systems are prepared. Meticulous examination of these systems is performed by the 
physician to exclude the possibility of residual air bubbles.. Left common carotid artery selectively catheterized 
with 5 Fr catheter.. Biplane AP and lateral angiograms of the cervical common carotid artery are obtained. If 
necessaryyoblique views are obtained to profile carotid the carotihbifurcation. Biplane AP and lateral (and possibly 
oblique) angiograms of the intracranial vessels are also obtained to determine that no interval change has occurred since 
the original -- diagnostic angiogram: Advance catheter into the external carotid artery over a steerable guidewire: 

Utilizing an exchange wire placed into the external carotid artery, a neuroguide catheter is placed into the 
common carotid artery.. A common carotid artery angiogram is obtained to confirm appropriate positioning of the guide 
catheter below the carotid bifurcation and to exclude the possibility of arterial spasm, dissection or thromboembolus 
duringgukcatheter placement. - The guide catheter is h e u x b n c e d  into the internal carotid artery over a 
steerahkgude wire. . A cervical internal carotid artery angiogramisnbtained to confirm appropriate positioning of the 
guide catheter and to exclude the possibility of arterial spasm, dissection or thromboembolus: Guide catheter is 
placed on continuous heparin flush utilizing a flow control Y-connector.. Biplane AP, lateral and oblique angiograms of 
the cerebral vessels are obtained. High magnification biplane angiograms are then obtained, centered upon the arterial 
stenosis. The target lesion must be carefully reassessed for subtle changes that indicate the development of subacute 
intraluminal thrombus, which is a contraindication to performance of angioplasty. Precise, quantitative measurements of 
the stenotic artery are obtained to determine the proper diameter and length of the angioplasty balloon to be used. 
External reference markers may be placed on the skin in order to calculate the precise dimensions. Prepare 
appropriate size angioplasty balloon. Meticulous preparation is done by the physician to eliminate the air within the 



CPT Code: 61 62x3 
balloon. Advance a steerable micro-guidewire and a low profile microcatheter through the guide catheter into the 
intracranial arteries using an angiographic roadmap. - Gently advance micro-guidewire and microcatheter across the 
arterial stenosis.. Remove the guidewire and replace with an exchange length wire, leaving the wire tip beyond 
the stenotic area.. Remove microcatheter. Advance micro-angioplasty balloon over the exchange wire and across 
the stenosis. . Slowly inflate balloon to dilate the lesion under fluoroscopic control while monitoring balloon pressure: 

Deflate balloon and withdraw into internal carotid artery, leaving the guidewire across the stenosis: 
Obtain post-angioplasty angiograms by injecting contrast through the guide catheter to confirm satisfactory 

dilation of vessel lumen and antegrade filling of distal blood vessels. - Wait fifteen minutes and repeat angiogram to 
exclude the possibility of hyperacute thrombotic occlusion or rebound stenosois. If evidence of rebound stenosis, 
replace balloon to redilate the lesion or exchange for a larger angioplasty balloon if needed.. Again wait fifteen 
minutes and repeat angiogram to exclude the possibility of hyperacute thrombotic occlusion or rebound stenosois.. After 
a fifteen-minute period of observation with no further evidence of restenosis or acute arterial occlusion, remove the 
balloon and wire; then obtain final angiograms of the regional circulation to check for possible embolic complications: 

Remove guide catheter. - All fluoroscopy, contrast injection, angiography and image interpretation 
associated with the arterial stenosis treated is included in the procedure up to this point 

Description of Post-Service Work: A brief operative note is made in the medical record.. Write post-op orders. 
Communicate with family & referring physicians. A complete neurological examination is repeated as 

soon as the patent has emerged from the effects of the anesthesia.. Angiographic imaged are reviewed and post- 
processed including quantitative measurement of any residual arterial stenosis. Final copies are stored in the permanent 
patient record: A detailed operative note is dictated: The femoral artery sheath is removed after the ACT has 
returned to an acceptable level: Review, revise, sign final report. Send formal report to PCP and referring 
providers 

SURVEY DATA 
RUC Meeting Date (mml~yy)  0412005 

- - 

Sample Size: 175 

- - -  - - - 

Survey RVW: 

Pre-Service Evaluation Time: 
-. 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 
. 

IntraBervice Time: 

Presenter(s): 

Specialty(s): 

Sample Type: Random 

- 

Resp n: 41 

- 

Post-Service 
Immed. Post-time: 

Critical Care tirnelvisit(s)l- 

Other Hospital tirnelvisit(s): 

John Barr, MD; John Wilson, MD; Robert Vogelzang, MD 
American Society of lnterventional and Therapeutic Neuroradiology, American Society of 
Neuroradiology, American Association of Neurological Surgeons, Society of 
lnterventional Radiology 

Response: YO 

Low 
9.47 

30.00 

Discharge Day Mgmt: 

Office time/visit(s): 

CPT Code: 61 640 

Total Min** 
- 60.00 

- 0.0 

- 0.0 

25'h pctl 
19.00 

60.00 

CPT code I # of visits 

- 

99291x 0.0 99292x 0.0 - - -- - 

99231x 0.0 99232x 0.0 99233x 0.0 

"Physician standard total minutes: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (1 9); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

- 0.0 

- 0.0 

99238x 0.00 99239x 0.00 

99211~ 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 

Median* 
20.00 

40.0 

17.0 

20.0 

90.00 

75th pctl 
25.00 

.- 

150.00 

Hiah 
40.00 

240.00 



CPT Code:6162X3 

KEY REFERENCE SERVICE: 

Global 
000 

Work RVU 
20.12 

CPT Descriptor Transcatheter permanent occlusion or embolization (eg, for tumor destruction to achieve hemostatis, to 
occlude a vascular malformation), percutaneous, any method; central nervous system (intracranial, spinal cord) 

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 Global Work RVU 

CPT ~ e s c r i ~ t o r  1 

MPC CPT Code 2 

CPT Descri~tor 2 

Global Work RVU 

Other Reference CPT Code Global 
37216 090 

Work RVU 
17.98 

CPT Descriptor Transcatheter placement of intravascular stent(s), cervical carotid artery, percutaneous; without distal 
embolic protection. 

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: 56.0 % 

TIME ESTIMATES Median) NewlRevised Key Reference 
CPT Code: CPT Code: 

I Median Pre-Service Time 
- 1 1  77.00 1 1  0.00 

Median Intra-Service Time - ] ~ l ~ l  

Median Total Time 

Other time if appropriate 



CPT Code:6162X3 

Mental Effort and Judgment (Mean) 
The number of wssible diagnosis andlor the number of1 1 3.83 I 

(management options that must beconsidered 
I 

I Urgency of medical decision making 1 1 4.85 1 1 3.50 

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

T~ 

Technical skill required 1-rn 

7 1  

Physical effon required 1 - r n  

I The risk of significant complications. morbidity and/or mortality ] 

I Outcome deDends on the skill and iudment of ~hvsician 1 1  4.75 1 1  4.10 1 

~ s t i i t e d  risk of malpractice suit with poor outcome ( 1  4.45 ( 1  4.03 

CPT Code Reference 
Service 1 

Time Semnents (Mean) 

1 Pre-Service intensitv/comdexitv I  1 4.03 1 1 3.73 1 

Intra-Service intensityIcomplexity ] - r l  

Post-Service intensityicomplexity J T 1 p Z - l  

ADDITIONAL RATIONALE 
- 

DestxhShe process by which your specialty society r e a c h ~ m a l  recommendation. I f  your society has used-an- 
IWPUT analysis, pleme refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommeendations fir the app~opriate fonnula and format. 
Overview: 

Surveys were distributed to physicians representing specialties and sub-specialties in radiology and surgery. Response 
rate was excellent, and the d i g  are tightly clustered. The procedure seledted most often as reference services were CPT 
61624 transcatheter embolization, and CPT 37216 carotid stent placement, which was recently surveyed by the RUC. 
The transcatheter embolization comparison is appropriate from a clinical perspective since the microvascular surgical 



CPT Code:6162X3 
techniques using the balloon in the intracranial artery are similar. Both procedures have a similar level of extreme 
intensity and potential patient risk to the patient 

Rationale and IWPUT Analysis 

We believe that the survey results and the following IWPUT analysis serve to justify 12.71 as an appropriate RVW for 
this new service if valued with a 000day global. Although a 90day global period was assigned to the intracranial 
vasospasm code we believe that this assignment was done in error and had subsequently asked for pre-facilitation to 
discuss this matter. A 90day global for this code is problematic for several reasons: the typical patient has previously 
undergone a procedure for definite treatment of a ruptured aneurysm. The patient subsequently develops cerebral 
vasospasm during the 90day global period of the original procedure. The patients that will undergo this new procedure 
are symptomatic from cerebral ischemia, are in an ICU and are refractory to medical management consisting of 
hypertensive, hypervolemic therapy. These patients are generally critically ill. After undergoing cerebral angioplasty 
for treatment of this vasospasm they will still require intensive, and potentially prolonged, medical management that will 
still fall under the original %day global period. These patients may subsequently develop vasospasm in other vascular 
territories or recurrent vasospasm within the treated vessel(s). Balloon dilatation may thus be required on more than one 
occasion. This may be performed by another physician because a group of physicians is typically available to provide 
continuous coverage of this procedure. It was clear that our survey respondents had enormous difficulty quantifying the 
post-procedure care. We feel this was because there is enormous variability both in the length of stay and the level of 
post-operative E&M visits. We felt that a 000day global was most appropriate for this code, however, it was assigned a 
%day global by CMS. We surveyed this code with the %day global and have included that data in this summary 
recommendation form. We requested pre-facilitation in an attempt to address the issue of the global period. At the pre- 
facilitation committee meeting, CMS indicated a willingness to reconsider the global period. We have calculated what 
we feel is an appropriate value for 6162x3 with a 000day global utilizing a reverse building block analysis in which we 
backed out the value of all of the post procedure E&M not accounted for in a 000day global. On the basis of this 
analysis, we are recommending an RVW of 12.71 with a calculated IWPUT of 0.106. This value is appropriate relative 
to the key reference service of 61624 in terms of rank order comparison. Unfortunately, this key reference service does 
not have RUC survey data and is not on the RUC MPC. We did compare this code to several 000day global codes on 
the MPC and our values look appropriate in comparison (see the following table) . 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this newlrevised 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.) 

Thesumeyed code is an add-on code or a base code expected tabe 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 p E E i E t a b l e  listing the typical scenario where this newlr~v-e 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:6162X3 ( FREQUENCY INFORMATION 

I How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 37799 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 

1 If the recommendation is from multiple specialties, please provide information for each specialty. 

1 Specialty IRIRadlNeurorad How often? Sometimes 

1 Specialty Neurosurgery How often? Sometimes 

1 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 IRIRadlNeurorad Frequency 20000 Percentage % 

Specialty Neurosurgery Frequency 20000 Percentage % 

Specialty Frequency 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. 

Frequency 15000 

Frequency 15000 

Percentage % 

Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLT) 

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 newlrevised code should be assigned to determine PLI relative valuerSnrgica1 



CPT Code:6162x4 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:6164 1 Tracking Number: RR4 Global Period: ZZZ Specialty Society RVU: 5.00 

RUC R W :  4.33 
CPT Descriptor: Balloon dilatation of intracranial vasospasm, percutaneous; each additional vessel in the same vascular 
family (List separately in addition to code for primary procedure) 

(Use 61641 and 61642 in conjunction with 61640) 
(61640, 61641, and 61642 include all selective vascular catheterization of the target vessel, contrast injection(s), vessel 
measurement, roadmapping, postdilatation angiography, and fluoroscopic guidance for balloon dilatation). 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 55 year-old male with recent subarachnoid hemorrhage. Complete cerebral angiography 
(separately reportable even if performed on the same day) demonstrated significant vasospasm in the supraclinoid left 
internal carotid artery and the MI segment of the left middle cerebral artery. After reporting this finding to the attending 
neurosurgeon, he/she requests balloon dilatation of the spastic segments. The internal carotid spasm balloon dilatation is 
completed (separately reportable) and the M1 segment spasm is now to be balloon dilated. 

NOTE: 61641 is considered an ADD-ON procedure code that should be reported in conjunction with 61640. 
Additionally, the proposed new code includes all selective vascular catheterization of the target vessel, contrast 
injection(s), vessel measurement, roadmapping, postdilatation angiography, and fluoroscopic guidance for balloon 
dilatation). 

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? 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: . A second bolus dose of intravenous heparin may be administered.. The 
ACT is checked. Additional heparin is given as necessary throughout the procedure, and the ACTS are monitored at 
appropriate intervals.. Biplane AP, lateral and oblique angiograms of the cerebral vessels are obtained. High 
magnification biplane angiograms are then obtained, centered upon the arterial stenosis. The target lesion must be 
carefully reassessed for subtle changes that indicate-e development of subacute intraluminal thrombus, wKi5 is a 
contraindication to performance of angioplasty. Precise, quantitative measurements of the stenotic artery are obtained to 
determine the proper diameter and length of the angioplasty balloon to be used. External reference markers may be 
placed on the skin in order to calculate the precise dimensions. . Prepare appropriate size angioplasty balloon. 
Meticulous preparation is done by the physician to eliminate the air within the balloon.. Advance a steerable micro- 
guidewire and a low profile microcatheter through the guide catheter into the 2nd target intracranial arterie(s) (additional 

- vessel, same vascular family) using an angiographuzm&mp: Gently advance micro-guidewire and microcatheter . . 
- across the arterial stenosis: Remove the guid-d replace with an exchange length wire, leavine-p 

beyond the stenotic area.. Remove microcatheter: Advance micro-angioplasty balloon over the exchange wire and 
across the stenosis: Slowly inflate balloon to dilate the lesion under fluoroscopic control while monitoring balloon 
pressure.. Deflate balloon and withdraw into internal carotid artery, leaving the guidewire across the stenosis: 

Obtain post-angioplasty angiograms by injecting contrast through the guide catheter to confirm satisfactory 
dilation of vessel lumen and antegrade filling of distal blood vessels. . Wait fifteen minutes and repeat angiogram to 
exclude the possibility of hyperacute thrombotic occlusion or rebound stenosois: If evidence of rebound stenosis, 
replace balloon to redilate the lesion or exchange for a larger angioplasty balloon if needed.. Again wait fifteen 
minutes and repeat angiogram to exclude the possibility of hyperacute thrombotic occlusion or rebound stenosois: After 





























































































CPT Code:99143 
American Academy of Pediatrics, American College of Emergency Physicians, North 

Specialty(s): 1 American Spine Society, American Association of Oral and Maxillofacial Surgeons 

CPT Code: 991 43 

Sample Size: 196 lResp n: 42 I Response: 21.42 % 
L 

**Physician standard total minutes Der E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (1 9); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

I I 

Sample Type: Convenience 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 

Hinh 
5.00 

67.50 

Low 
1 .OO 

5.00 

Median* 
3.00 

15.0 

0.0 

0.0 

30.00 

CPT code I # of visits 

99291x 0.0 99292x 0.0 

99231x 0.0 99232x 0.0 99233x 0.0 

99238x 0.00 99239x 0.00 

9921 1x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 

25th pctl 
2.00 

25.00 

75th pctl 
3.97 

37.50 

Post-Service 
Immed. Post-time: 

Critical Care timelvisit(s): 

Other Hospital timelvisit(s): 

Discharge Day Mgmt: 

Office timelvisit(s): 

Total Min** 
10.00 

- 0.0 

- 0.0 

- 0.0 

- 0.0 



CPT Code:99 144 

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. 99213 

Indicate what risk factor the newlrevised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:99145 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended work Relative Value 
CPT Code:99145 Tracking Number: FFF3 Global Period: ZZZ Specialty Society R W :  0.27 

RUC R W :  0.23 
CPT Descriptor: Moderate sedation services (other than those services described by codes 0010041999) provided by 
the same physician performing the diagnostic or therapeutic service that the sedation supports, requiring the presence of 
an independent trained observer to assist in the monitoring of the patient's level of consciousness and physiological 
status; each additional 15 minutes intra-service time (List separately in addition to code for primary service) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A patient 5 years of age or older presents with a complaint necessitating performance of some 
procedure or service (i.e., the "supported proceduren), in support for which moderate sedation is deemed clinically 
appropriate. The treating physician will perform both the supported procedure and the moderate sedation service. 

Percentage of Survey Respondents who found Vignette to be Typical: 

Is conscious sedation inherent to this procedure? Percent of survey respondents who stated it is typical? 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: The physician, assisted by the independent trained observer, continually assesses the 
patient's level of consciousness and physiological status throughout performance of the supported procedure. Additional 
doses of sedating agent are ordered by the physician, as needed to maintain the achieved level of sedation for the 
supported procedure. 

Description of Post-Service Work: 

SURVEY DATA 
~RUC Meeting Date (mrnlyyyy) 10412005 

I~resenter(s): (steven Krug, MD; Charles Mick, MD; Lanny Garvar, DMD; Timothy Shahbazian, DDS 1 
American College of Emergency Physicians, North American Spine Society. American 

Specialty(s): Association of Oral and Maxillofacial Surgeons, American Acadernyof Pediatrics 
CPT Code: 991 45 

sample Size: 0 ~ e s p  n: 0 I Response: % ~ 

 re-service Evaluation Time: I I I 0.0 1 I I 

I I 

Sample Type: 

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

Survey RVW: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 
I 

75th pctl 

-- 

0.0 

0.0 

15.00 

Low High 

Immed. Post-time: - 0.00 

25th pctl Median* 



CPT Code:99145 
I Critical Care timelvisit(s~: I 0.0 199291~ 0.0 99292x 0.0 I 
I Other Hospital timelvisit(s): ( 0.0 199231~ 0.0 99232x 0.0 99233x 0.0 I 

Discharge Day Mgmt: 

Office timelvisit(s): 
"Physician standard total minutes Der E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (1 9); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

- 0.0 

- 0.0 

99238x 0.00 99239x 0.00 

9921 1x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 



CPT Code:99145 

KEY REFERENCE SERVICE: 

Global Work RVU 

CPT Descrivtor 

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 

Global Work R W  

Global Work RVU 

Other Reference CPT Code Global 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 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: 0 % of respondents: 0.0 % 

TIME ESTIMATES Median) NewlRevised Key Reference 
CPT Code: CPT Code: 

99145 

Median Pre-Service Time 

[Median lntra-Service Time 1 1  15.00 1 ( I 

Median Discharge Day Management Tie 



CPT Code:99145 

INTENSITYICOMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of ps ib le  diagnosis a d o r  the number of 
management mtions that must be considered 

1 Uraencv of medical decision makim I I I I 1 

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

- - 

Technical SkiUIPhvsical Effort (Mean) 

) 7 1  

1 Technical skill r&ed 1 I I I 1 

Physical effort required 

Psv~ological Stress Mean) 
I D -  

1% risk of significant complications. morbidity a d o r  mortality I - I(/ 
Outcome depends on the skill and judgment of physician I=- 

Estimated risk of malpractice suit with poor outcome l a -  ' ~mNSm/coMPLExm MEASURES CF'T Code Reference 
Service 1 

Time Seements (Mean) 

1  re-service intensity~complexity I I U  

~ntra-service intensity~complexity I I -  

1 Post-Service intensi~/comdexitv I I I I I 

ADDITIONAL RATIONALE 
- P 

D ~ ~ e  process by which your specialty society reached p 6 a l  recommendation. I f  your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recomndafions for the appropriate f o m l a  and format. 
Please see attached revised rationale. 

- - - -  - - 

SERVICES REPORTED WITH MULTIPLE CPT CODES 



CPT Code:99 145 
1. Is this newlrevised 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.) 

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 newlrevised 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) 99141-99142 

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 +requency 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 P q u e n c y  0 Percentage % 

Frequency 0 Percentage % 

Frequency 0 Percentage % 

Do many physicians perform this service across the United States? 



CPT Code:99145 

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. 99212 

Indicate what risk factor the newirevised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:99148 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:99148 Tracking Number: FFF4 Global Period: XXX Specialty Society RVU: 1.84 

RUC RVU: 1.75 
CPT Descriptor: Moderate sedation services (other than those services described by codes 00100-01999), provided by a 
physician other than the health care professional performing the diagnostic or therapeutic service that the sedation 
supports, under 5 years of age; first 30 minutes intra-service time 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 3-year old patient undergoes a procedure that requires moderate sedation to complete safely 
and with minimal emotional trauma. The physician performing the procedure requests that the sedation be delivered and 
monitored by a second physician. 

Percentage of Survey Respondents who found Vignette to be Typical: 87% 

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: The sedating physician first performs and documents a thorough patient assessment to 
assure that moderate sedation can be safely provided outside of an operating room setting. This assessment includes a 
detailed review of the patient's current and past medical history (eg, historical factors necessitating the procedure, 
concurrent acute illness or chronic diseases, current medications, allergy history, immunization status, prior medical and 
surgical history, and response to any previous sedative or analgesic agents, etc). The timing of the patient's last meal 
must also be determined. A physical exam is completed with an emphasis on underlying pathology that might negatively 
impact the induction or recovery from the sedative. Based upon this assessment, and the sedation andlor analgesia 
requirements of the procedure, the sedating physician must then determine the appropriate pharmacologic agent(s) to be 
used, including dosing and route of administration. The sedation process, including the risks and benefits, are explained 
to the parent(s) or legal guardian and consent is obtained. The patient is verbally prepared for the procedure and the 
appropriate monitoring equipment (heart rate, respiration, pulse oximetry, intermittent blood pressure) is connected to 
the patient. The availability and the appropriate functioning of oxygen, suctioning equipment, artificial airways, masks, 
and resuscitation bags are confirmed. 

Description of Intra-Service Work: The sedating agent(s) with or without an analgesic agent is administered and the 
patient is assessed continuously until an effective and safe level of moderate sedation and/or analgesia is achieved. The 
patient is closely monitored by the sedating physician and additional doses of sedating and/or analgesic agentcs) are 
delivered as needed. The sedating physician's intra-service time ends when the procedure is complete, the patient is 
physiologically stable, and face-to-face time with the sedating physician is no longer required. 

Description of Post-Service Work: Upon completion of the sedation and when the patient is physiologically stable, 
patient monitoring is returned to the procedural physician andlor clinical staff. The sedating physician returns and re- 

- assesses the patient until the patient reaches ~ a t i m ~ l e v e l  of consciousness. The sedating physhanAen 
- establishes if predetermined discharge c r i t e r i n b e e n  met. These assessments and the final assesmaUue 

documented in the procedural records and post-sedation instructions are provided to the parent(s) or legal guardian. This 
information is then communicated to the procedural physician. 

SURVEYDATA 
RUC Meeting Date (mmlyyyy) 10412005 

Presenter(8): l~teven Krug, MD; Charles Mick. MD; Lanny Garvar. DMD; Timothy Shahbazian, DDS 



1 CPT Code: 99148 1 

CPT Code:99148 

Specialty(s): 

I Low I 25th pctl I Median* I 75th ~ c t l  I Hiah 

American Academy of Pediatrics, American College of Emergency Physicians, North 
American Spine Society, American Association of Oral and Maxillofacial Surgeons 

I Other Hospital time/visit(s): / - 0.0 (99231~ 0.0 99232x 0.0 99233x 0.0 I 

Sample Size: 71 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 

( Office timelvisit(s): ( 0.0 19921 1x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 1 

Sample Tv~e :  Convenience 

Resp n: 31 

1.20 

10.00 

Post-Service 
Immed. Post-time: 

Critical Care timelvisit(s): 

Discharge Day Mgmt: 

I I I I 
- 

"Physician standard total minutes Der EIM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (1 9); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

Response: 43.66 % 

Total Min** 
- 15.00 

- 0.0 

CPT code I # of visits 

99291x 0.0 99292x 0.0 

1.96 

30.00 

- 0.0 99238x 0.00 99239x 0.00 

3.00 

20.0 

0.0 

0.0 

30.00 

3.62 

45.00 

5.55 

95.00 

I 



CPT Code:99148 

KEY REFERENCE SERVICE: 

Global 
XXX 

Work RVU 
3.99 

CPT Descri~tor Critical w e ,  evaluation and management of the critically ill or injured patient; first 30-74 minutes 

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 Global Work RVU 
92004 XXX 1.67 
CPT Descriptor 1 Ophthalmological services: medical examination and evaluation with initiation of diagnostic and 
treatment program; comprehensive, new patient, one or more visits 

MPC CPT Code 2 Global 
71275 XXX 

Work RVU 
1.92 

CPT Descriptor 2 Computed tomographic angiography, chest, without contrast material@), followed by contrast 
material(s) and further sections, including image post-processing 

Other Reference CPT Code Global 
99284 XXX 

Work RVU 
1.95 

CPT Descriptor Emergency department visit for the evaluation and management of a patient, which requires these three 
key components: a detailed history; a detailed examination; and medical decision making of moderate complexity. 
Counseling andlor coordination of care with other providers or agencies are provided consistent with the nature of the 
problem(s) and the patient's andlor family's needs. Usually, the presenting problem(s) are of high severity, and require 
urgent evaluation by the physician but do not pose an immediate significant threat to life or physiologic function. 

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: 10 % of respondents: 32.2 % 

TIME ESTIMATES (Median) NewIRevised Key Reference 
CPT Code: CPT Code: 

1 Median Pre-Service T i e  I 1 20.00 1 1 15.00 1 

Median Intra-Service T i e  I T \ -  
-- -- 

- I Median Other Hos~ital Visit 

Median Total Time 

Other time if appropriate 



CPT Code:99148 

Mental Effort and Judgment (h'fc3n) 
The number of possible diagnosis and/or the number 7 1  
management omions that must be considered 

I  Urnencv of medical decision makinrr 1 1  4.10 ( 1  4.14 1 

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

Technical SkWPhvsical Effort (Mw) 

Technical skill required 1 [ l r l  

1 3.83 [ 1 4.03 I 

(Physical effort required 1 1  3.31 1 ( 3.31 

ps~ch~~oeical st- (Mean) 

1 The risk of significant comdications. morbidity and/or mortality 1 1 4.52 1 1 4.24 1 

[~utcome depends on the skill and judgment of physician 1 [ 4.76 1 ( 4.28 I 

Estimated risk of malpractice suit with poor outcome 1 [ 7 ]  

INTENSITYICOMPLEXITY MEASURES CPT Code Reference 
I Senice 1 

Time Semnents Mean) 

Pre-Service intensity/complexity 1 [ 3.69 1 1 3.31 1 

I Intra-Service intensity/compIexity 1 - 7 Z I r l  

post-service intensity~comp~exity ] I , . U I r (  

ADDITIONAL RATIONALE 
-- 

- 

Describe the process by which your+ip&ty society reached your final recommendation. I f y o u ~ ~ & e l y  has used an 
lWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

1 Recommendations for the appropriate fonnula and format. .- - 

Please see attached revised rationale. 

1 SERVICES REPORTED WITH MULTIPLE CPT CODES 



CPT Code:99148 
1. Is this newlrevised 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.) 

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 newlrevised 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. NIA 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Using the appropriate anesthesia code. 

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 Pediatrics 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? 35000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty Pediatrics Frequency 15000 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? 500 
If this is a recommendation from multiple specialties please ~~. estimate frequency and percentage for each specialty. 

- 
.~. . . . - . .~  

S p e c i a l t y  Pediatrics Frequency 50 --ntage % 

Specialty 

Specialty 

Frequency 0 Percentage % 

Frequency 0 Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:99148 

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. 99284 

Indicate what risk factor the newirevised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:99149 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CFT Code:99149 Tracking Number: FFF5 Global Period: XXX Specialty Society R W :  1.73 

RUC RVU: 1.64 
CFT Descriptor: Moderate sedation services (other than those services described by codes 00100-01999) provided by a 
physician other than the health w e  professional performing the diagnostic or therapeutic service that the sedation 
supports, age 5 years or older; first 30 minutes intra-service time 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A patient 5 years of age or older presents with a complaint necessitating performance of some 
procedure or service (i.e., the "supported procedure"), in support for which moderate sedation is deemed clinically 
appropriate. One health care professional will perform the supported procedure, while a different physician will provide 
the moderate sedation service. 

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: The sedation process, including risks and benefits, is explained to the patient, 
family, andlor legal guardian, and consent is obtained. The physician providing sedation performs and documents a 
patient assessment to assure that moderate sedation can be safely provided outside of an operating room setting. This 
assessment involves a medical history review (e.g., current medications, allergies, prior medical and surgical history, 
response to any previous sedative or analgesic agents, t i e  since the most recent meal, etc.), as well as a physical exam 
with emphasis on underlying pathology that might negatively impact the induction with or recovery from sedating 
agents. Based upon the patient's age, presenting problem(s), medical history, examination, and the type of sedation- 
supported procedure and its projected duration, the physician determines the appropriate sedating agent(s), route of 
administration, and respective dosage to be used. The patient is verbally prepared for the sedation procedure. The 
physician directs that monitoring technology be implemented as needed. The availability and appropriate knctioning of 
any materiel necessary for cardiorespiratory intervention are confirmed. 

Description of Intra-Service Work: Administration of the sedating agent, with or without an analgesic, is initiated. The 
patient is observed until a safe and effective level of moderate sedation is achieved. The physician continuously face-to- 
face assesses the patient's level of consciousness and physiological status throughout performance of the supported 
procedure. Additional doses of sedating agent are ordered by the physician, as n e e d e f i  maintain the achieved level of 
sedation for the supported procedure. 

Description of Post-Service Work: If, following cessation of continuous face-to-face assessment of the patient's level of 
consciousness and physiological status, there are any untoward reactions resulting from sedation, the physician providing 
sedation determines the appropriate patient care management. The physician reassesses the patient's clinical condition to 
assure that the patient h a s e d  to the pre-sedation level of consciousness. l l k a u s s r n e n t  is documented in the 
medical record, and d i s ~ s t r u c t i o n s  are provided for the patient, family, a n d o r m u a r d i a n .  

=r(s): l~ teven Krug, MD; Charles Mick, MD; Lanny Garvar, DMD; Timothy Shahbazian, DDS 1 

URVEY DATA 

. - 

American College of Emergency Physicians, North American Spine Society, American 

UC Meeting Date (mmlyyyy) 0412005 



CPT Code:99149 
CPT Code: 99 149 

Isample Sire: 251 

- -  I Response: 20.31 % 

Other time if appropriate I r l v /  

I I 

Sample Type: Convenience 

- Low 2dh pctl Median*, 75th pctl 

Survey RVW: 

Pre-Service Evaluation Time: 15.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 

Immed. Post-time: 

Critical Care timelvisit(s): 

Other Hospital timelvisit(s): 

Discharge Day Mgmt: 

Office timelvisit(s): 
"Physician standard total minutes per EIM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

- 11 .OO 

- 0.0 

- 0.0 

- 0.0 

- 0.0 

99291x 0.0 99292x 0.0 

99231x 0.0 99232x 0.0 99233x 0.0 

99238x 0.00 99239x 0.00 

9921 1 x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 



CPT Code:99149 
1. Is this newhevised 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.) 

C] 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. 

C] Multiple codes allow flexibility to describe exactly what components the procedure included. 
C] Multiple codes are used to maintain consistency with similar codes. 
C] Historical precedents. 
C] Other reason (please explain) 

2. Please provide a table listing the typical scenario where this newhevised 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? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Using the appropriate anesthesia code. 

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 ACEP How often? Commonly 

Specialty NASS How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 41000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

Specialty ACEP Frequency 40000 Percentage % 

Specialty NASS Frequency lo00 Percentage % 

Specialty Frequency 43 Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
6,500 If this is a recommendation from multiple specialties please estimate frequency and Dercentarre for each specialty. 

-~ - 
. - 

Specialty ACEP Freque- Percentage % 

Frequency 500 Percentage % 

pecialty Frequency 0 Percentage % 

Do many physicians perform this service across the United States? Yes 



CPT Code:99149 

- - - - - - - -  -- -- 

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. 99284 

Indicate what risk factor the newtrevised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:99150 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CFT Code:99150 Tracking Number: IFF6 Global Period: ZZZ Specialty Society RVU: 0.47 

RUC RVU: 0.47 
CFT Descriptor: Moderate sedation services (other than those services described by codes 00100-01999), provided by a 
physician other than the health care professional performing the diagnostic or therapeutic service that the sedation 
supports; each additional 15 minutes intra-service time (List separately in addition to code for primary service) 

CLINICAL DESCRIF'TION OF SERVICE: 

Vignette Used in Survey: 

Percentage of Survey Respondents who found Vignette to be Typical: 

Is conscious sedation inherent to this procedure? Percent of survey respondents who stated it is typical? 

Is conscious sedation inherent in your reference code? 

Description of Pre-Service Work: 

Description of Intra-Service Work: The patient is closely monitored by the sedating physician and additional doses of 
sedating and/or analgesic agent(s) are delivered as needed. The sedating physician's intra-service time ends when the 
procedure is complete, the patient is physiologically stable, and face-to-face time with the sedating physician is no longer 
required. 

Description of Post-Service Work: 

SURVEY DATA 

Presenter(s): l~teven Krug, MD; Charles Mick, MD; Lanny Garvar, DMD; Timothy Shahbazian, DDS 

1 CPT Code: 991 50 1 

. . 

Specialty(s): 

Sample Size: 0 Resp n: 0 

- 

American Academy of Pediatrics, American College of Emergency Physicians, North 
American Spine Society, American Association of Oral and Maxillofacial Surgeons 

(itra-service Time: 

Sample Type: 

75th pctl 

ost-Service 
Imrned. Post-time: 

- 

Survey RVW: 

Critical Care timelvisit(s): 

Other Hospital timelvisit(s): 

Low 25thpctl 

- 

-- - -- 

Total Min** 
- 0.00 

Pre-Service Evaluation Time: 
- 
Pre-Service Positioning Time: 
-- 

~re-~=ice Scrub, Dress, Wait Time: 

Median* 

----- 
0.0 

0.0 

0.0 

CPT code I # of visits 

- 0.0 

- 0.0 

99291x 0.0 99292x 0.0 

99231x 0.0 99232x 0.0 99233x 0.0 



CPT Code:99150 
Discharge Day Mgmt: - 0.0 199238~ 0.00 99239x 0.00 

Office timelvisit(s): - 0.0 19921 1 x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 
"Physician standard total minutes Der E/M visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 99215 (59); 99214 (38); 99213 (23); 99212 (15); 9921 1 (7). 



CPT Code:99150 

KEY REFERENCE SERVICE: 

Global Work RVU 

CPT Descrivtor 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC7s 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 Descrivtor 1 

MPC CPT Code 2 

CPT Descrivtor 2 

Global 

Global 

Work RVU 

Work RVU 

Other Reference CPT Code Global Work RVU 

CPT Descrivtor 

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: 0 % of respondents: 0.0 % 

TIME ESIlMATES (Median) NewlRevised Key Reference 
CPT Code: CPT Code: 

1 Median Pre-Service Time 1 1  0.00 1 I  1 

Median Intra-Service Time 1-1- -. 



CPT Code:99150 

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

Mental Effort and Judgment (Mean) 

1 Urgency of medical decision making I u -  

The number of possible diagnosis a d o r  the number of 
management options that must be considered 

Technical SkUIPhvsical Effort (Mean) 

7 1  

- - - -  I ~ e c ~ ~ a l  ski11 required I I I  p 

Physical effort required 

~sv~ho~oeical  st- (Mean) 
l o r  

I 

( The risk of significant complications, morbidity and/or mortality I 1 1 1 1 

1 Outcome deoends on the skill and iudmnent of ~hvsician I I I I I 

Estimated risk of malpractice suit with poor outcome I U D  

@I INTENsITY/coMPLEXITY MEAsms CFT Code Reference 
Service 1 

 re-service intensity~complexity I I -  

I Intra-Service intensityIcorndexity I I I I I 

I Post-Service intensitvlcom~lexitv I I I I I 

ADDITIONAL RATIONALE 
-- 

Describe the process by which your specialtpeekty reached your fml recommendation. Ifyour soci-ed an 
W P U T  analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
R e c o m m e ~ o n s  for the appropriate fonnula and format. 
Please see attached revised rationale. 

p~ - - - - 

SERVICES REPORTED WITH MULTIPLE CFT CODES 



CPT Code:99150 
1. Is this newhevised 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.) 

(XI 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. 

(XI Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 

13 Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this newlrevised code is reported with multiple codes. 
Include the CPT codes, global period, work RWs,  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. NIA 

1 FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Using the appropriate anesthesia code. 

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 

Frequency 0 Percentage % 

Frequency 0 Percentage % 

Spec-ialty Frequency 0 Percentage % - I  
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 Dercentage for each specialty. - 

- 

~-?gEzdty Frequency 0 Perciniige % 

Specialty 

Specialty 

Frequency 0 Percentage % 

Frequency 0 Percentage % 

Do many physicians perform this service across the United States? 



CPT Code:99 150 

Professional Liability Insurance Infomation (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. 99213 

Indicate what risk factor the newtrevised code should be assigned to determine PLI relative value. Non-Surgical 





CPT Code: 99143 

AMAISpecialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Lonq Descriptor: Moderate sedation services (other than those services 
described by codes 00100-01999) provided by the same physician performing the 
diagnostic or therapeutic service that the sedation supports, requiring the 
presence of an independent trained observer to assist in the monitoring of the 
patient's level of consciousness and physiological status, under 5 years of age; 
first 30 minutes intra-service time 

Sample Size: Response Rate: (%): Global Period: XXX 

Geographic Practice Setting %: Rural Suburban Urban 

Type of Practice %: - Solo Practice 
Single Specialty Group 
Multispecialty Group - 
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: 

After discussion and analysis by an expert panel consisting of representatives 
from AAP, ACEP, NASS, and AAOMS, the PEAC standard conscious sedation direct 
practice expense inputs were crosswalked to codes 99143-991450. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Two minutes to initiate sedation (PEAC standard) 

Intra-Service Clinical Labor Activities: Clinical labor time equal to the physician intra 
service time for monitoring during the procedure 

- - (PEAC standard) and 15 minutes of follow-up 
monitoring for each hour monitored following the 
procedure (PEA C standard) 

Post-Service Clinical LaboI-Aetkities: NIA 



CPT Code: 99144 

AMAJSpecialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Lonq Descri~tor: Moderate sedation services (other than those services 
described by codes 00100-01999) provided by the same physician performing the 
diagnostic or therapeutic service that the sedation supports, requiring the 
presence of an independent trained observer to assist in the monitoring of the 
patient's level of consciousness and physiological status, age 5 years or older; 
first 30 minutes intra-service time 

Sample Size: Response Rate: (%): Global Period: XXX 

Geographic Practice Setting %: Rural Suburban Urban 

Type of Practice %: Solo Practice 
Single Specialty Group 
Multispecialty Group 
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: 

After discussion and analysis by an expert panel consisting of representatives 
from AAP, ACEP, NASS, and MOMS, the PEAC standard conscious sedation direct 
practice expense inputs were crosswal ked to codes 991 443-991 450. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Two minutes t o  initiate sedation (PEAC standard) 

Intra-Service Clinical Labor Activities: Clinical labor time equal to the physician intra 
senrice time for monitoring during the procedure 
(PEAC standard) and 15 minutes of follow-up 
monitoring for each hour monitored following the 
procedure (PEAC standard) 

Post-Service Clinical Labor Activities: NIA 



CPT Code: 99145 

AMAISpecialty Society Update Process 
PEAC Summary of Recommendation 

ZZZ Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Moderate sedation services (other than those services 
described by codes 001 00-01 999) provided by the same physician performing the 
diagnostic or therapeutic service that the sedation supports, requiring the 
presence of an independent trained observer to assist in the monitoring of the 
patient's level of consciousness and physiological status; each additional 15 
minutes intra-service time (List separately in addition to code for primary service) 

Sample Size: Response Rate: (%): Global Period: ZZZ 

Geographic Practice Setting %: Rural Suburban Urban 

Type of Practice %: Solo Practice 
Single Specialty Group 
Multispecialty Group 
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: 

After discussion and analysis by an expert panel consisting of representatives 
from AAP, ACEP, NASS, and AAOMS, the PEAC standard conscious sedation direct 
practice expense inputs were crosswalked to codes 99143-991450. 

Please describe the clinical activities of your staff: 

Intra-Service Clinical Labor Activities: Clinical labor time equal to the physician intra 
service time for monitoring during the procedure 
(PEAC standad) and 15 minutes of follow-up - 

monitoring for each hour monitored following the 
procedure (PEAC standard) 





AMA Specialty Society Recommendation 
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3 
4 LOCATION CMS Code Staff Type Non Facillty ( Facility Non Facility ' Facility Non Facility Facility 
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Tab C: Moderate Sedation 
99148-99150 (FFF4-FFF6) 

Background: April 1997 RUC Rationale For Codes 99141-99142 

The RUC considered two new CPT codes for conscious sedation; 99141, Sedation with or without 
analgesia (conscious sedation); intravenous, intra-muscular or inhalation, and 991 42, oral, 
rectal and/or intranasal. The RUC agreed that conscious sedation represents the lowest end of 
the spectrum of anesthesia services and the only comparable codes would be anesthesia codes. 
However, the intra service portion for the sedation alone is not as intense as an anesthesia 
service because the physician S attention is devoted to the principal procedure and the pre and 
post work for conscious sedation is more similar to an evaluation and management service. 

The RUC chose to evaluate 991 4 1 and 991 42 by assigning what was believed to be appropriate 
intra-service work per-unit of time (IWPUT) for the pre-, intra-, and post-service periods. When 
reviewing intra-service work, the RUC recommends 50% of the accepted anesthesia intra-work 
intensity, .5(. 01 7)=.0085, and 20 minutes of intra-service work. Half of the anesthesia work 
intensity was selected because physicians do not spend all their time and eflort on anesthesia, in 
that they are involved with the primary service. Twenty minutes of intra-service time is supported 
by the pediatric survey data and adequately distinguishes the provision of sedation from the 
primary procedure. 

For both pre and post-service work the RUC recommends assigning an IWPUT equivalent to an 
evaluation and management service (0.02 7) and assuming I0 minutes for both pre and post time. 
The RUC arrived at I0 minutes of work because it is supported in the survey data which show 
median time in excess of I0 minutes and because it was felt that some of the pre and post-work 
for the primary service overlaps with work for conscious sedation. It was expressed that the 
survey results of 1.80 and 2.40 did not recognize the overlap of time with the primary procedure. 

The resulting calculation is: 10(. 02 7) + 20(. 0085) + 1 O(. 02 7) = 0.71 R W s .  The RUC viewed the 
value of 0.71 R W s  as a middle range. The value was adjusted up for 99141 to 0.80 and down 
for 991 42 to 0.60. This adjustment compensated for the varying levels of dzflculty associated 
with the two routes for administration of the sedation. 

April 2005 Moderate Sedation Revised Rationale 

A coalition of diverse specialties who perform moderate sedation for a wide spectrum of 
indications met and reviewed the survey data. . . 

We believe the median survey times are correct, but the median recommended work RVU is too 
high. The most commonly selected reference code was 99284 (by 27.4%) of respondents. We do 
not think this is a good choice because there is no RUC time data for this code. 99 149 is a 
st?dRtinnde and the most appropriate reference code should comehm this section of CPT. 
Wexskwed anesthesia codes and selected eight anesthesia ccdedkwhich intravenous sedation 
(monitored anesthesia care or deep sedation) is often administered. In many situations, the 
anesthesiologist performing these codes is providing the sedation for the same index procedure 
that a non-anesthesiologist would use 991 49. 



Our expert panel believes that anesthesia codes 0 199 1 and 0 1992 are much better reference codes 
to use for comparison. They were recently reviewed by the RUC and typically the procedures for 
which the anesthesia is required and level of anesthesia administered are similar to the survey 
code. Our survey times are similar to that of these codes. 

CPT 
Code 

00142 

00635 

00640 

01112 

0 1820 

0 1905 

0 199 1 

0 1992 

The values for these codes are 3 and 5 anesthesia base units, respectively. Code 01992 is strictly 
for prone procedures and is typically more complex. We believe 4 base units, an average of these 
two codes best represents the spectrum of cases for which 99149 will be used. Anesthesia coding 

2 

Long Descriptor 

Anesthesia for 
procedures on eye; lens 
surgery 
Anesthesia for 
procedures in lumbar 
region; diagnostic or 
therapeutic lumbar 
puncture 
Anesthesia for 
manipulation of the 
spine or for closed 
procedures on the 
cervical, thoracic or 
lumbar spine 
Anesthesiaforbone 
marrow aspiration 
andlor biopsy, anterior 
or posterior iliac crest 
Anesthesia for all 
closed procedures on 
radius, ulna, wrist, or 
hand bones 
Anesthesia for 
myelography, 
diskography, 
vertebroplasty 
Anesthesia for 
diagnostic or 
therapeutic nerve 
blocks and injections 
(when block or 
injection is performed 
by a different provider); 
other than the prone 
position 
Anesthesia for 
diagnostic or 
therapeutic nerve 
blocks and injections 
(when block or 
injection is performed 
by a different provider); 
prone position 

-. 

Pre-service time 
Intra-service time 
Post-service ti 

Time 
Source 

Nodata 

RUC time 

RUCtime 
2003 

Nodata 

Nodata 

RUC time 

RUC time 
2003 

RUCtime 
2003 

Anesthesia Code 
01992 

15 
30 
10 

5 a s e  units 

Noderate Sedation Code 
99 149 

15 
20 
15 

4 base units 

Anes 
Base 
Units 

4 

4 

3 

5 

3 

5 

3 

5 

Anesthesia Code 
01991 

15 
30 
10 

3 base units - 

Pre- 
Time 

15 

15 

IS 

15 

15 

15 

Intra- 
Time 

42.5 

27.5 

60 

30 

30 

Post- 
Time 

15 

10 

I5 

10 

10 

Pre- & 
Post- 
Times 

27.5 

30 

Total 
Time 

70 

90 

RUC 
Meeting 
Date 

October 
2000 

FebO2 

October 
2000 

April 
2001 

FebO2 

Feb02 

Vignette 

Yes 

Yes 

Yes 

Yes 

Yes 

RUC Review 

NO 

YES 

YES 

YES 

NO 

YES 

YES 

YES 



also includes a time factor (one base unit for each 15 minute of "continuous hands on care"). We 
have added two time units for 99149 for a total of 6 base units. Anesthesia base units can be 
converted to RVUs using the following formula: 

RVUs = anesthesia units x (anesthesia CF/fee CF) x 0.7805 (anesthesia work fraction) 

6 base units x (17.76137.8975) x 0.7805 = 2LUWJs 

Alternate methodology 
We have also applied the same building block methodology used by anesthesia during the 
previous Five-Year Review. 

Our multispecialty expert panel believes that the RVU value based upon evaluation of anesthesia 
base units is too high for 99149. This does, however, identify an upper limit for a very similar 
service. The patients who receive sedation from anesthesiologists may have additional 
comorbidities that may increase the complexity of the service provided. 

Pre-service median time 
Pre-service reference code: 
9924 1 
Intra-service time 

Post-service median time 

Therefore, we have opted to recommend the building block methodology to arrive at the lower 
recommendation of 1.65RWs for 99149. 

99148 is a similar service to 99149 but performed on patients under age five. We believe that the 
median survey times for this codeare correct. The increased pre- and intra-service times are - -  

explained by the needs of younger patients and their parents. 

Total 1.65 RVUs 

15 minutes 

20 minutes: 

5 minutes of Anesthesia Induction 
Level of Intensity (0.057) 

15 minutes of Anesthesia Intensity 
Level 2 (0.03 1) 

1 1 * minutes of Anesthesia Intensity 
Level 1 (0.0224) 
(*I5 minutes less 4 minutes of post-service 

We have calculated a work recommendation for 991 9x4 based on extrapolation of the 
-- 

relationship between the "underrage five" and "age five and over" central venous access codes. 
We determined the relativerelationship between the pediatric and the non-pediatric central 
venous access codes to be 1.065. Applying this scaling factor to 99148 results in a work 

0.64 

0.29 

0.47 

0.25 

recommendation of 1.76. 

1.65 x 1.065 = 1.76 RVUs 



991 50 is an add-on code for each additional 15-minute increment of intra-service time. We 
believe that there is physician work in this code due additional medical decision making and the 
need for additional dosing of sedation agents andlor use of reversal agents. 

We have calculated a work recommendation for 991 50 by multiplying 15 minutes by Anesthesia 
Intensity Level 2 (0.031). 

15 minutes x 0.03 1 = 0.47 RVUs 





AMAISPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

M a y  1999 

VISION SCWENING 

Work Relative Value Recommendntions 

A new CPT code 99 173 Screening test of visual acuity, quantitative, bilateral (The screening test used must employ graduated 
visual acuity stimuli that allow a quantitative estimate of visual acuity (e.g. Snellen Chart). Other identifiable services unrelated 
to this screening test provided at the same time may be reported separately (eg, preventive medicine services). When acuity is 
measured aspart o fa  general ophthalmological service or of an E/M service ofthe eye, it is a diagnostic examination and not a 
screening test) was established to document a vision test which previously had been included as part of an evaluation and 
management service. The RUC concluded that assigning work RVUs to this code would represent an unbundling of evaluation 
and management services and the code should be used for reporting purposes only. The RUC agreed that this important service 
should be distinct so it can be used as a quality measure for reporting purposes, but the RUC concluded there is no separate 
physician work involved in this code. The RUC is therefore not submitting a work recommendation for this code. 

Practice Expense Recommendations 

The RU e amined the practice expense involved in providing this service and agreed that there are clinical labor, supplies and 
procedur 4 s 1 ecific equipment expenses. The RUC recommends that the attached list of direct inputs accurately describes the 
clinical staff time involved in providing the service as well as the supplies and equipment utilized in this service. 

CPTjive-digit codes, two-digit modijiers, and descriptions only are copyright by the American Medical Assoclatlon. 



CPTflve-digit codes, two-diglt modijiers, and descriptions on[y are copyright by the American Medical Association. 

Screening test of visual acuity, quantitative, No Recommendation 

(The screening test used must emulov graduated 
visual acuity stimuli that allow a quantitative 
estimate of visual acuitv (e .~ .  Snellen Chart). Other 
identifiable services unrelated to this screening test 
provided at the same time may be reported 
sedaratelv (eg. vreventive medicine services). 
When acuitv is measured as vart of a general 

I I 

o~hthalmological service or of an WM service of 
the eye, it is a diagnostic examination and not a 
screenine test.) 





AMA/SPECWTY SOCIW RVS UPDATE PROCESS SUMMARY OF RECOMMENDATION 
Direct Practice Expense Inputs (April 1999) 

9917X (01) Global Period: XXX 

CPT Descriptor: Screening test of visual acuity, quantitative, bilateral 
me screening test used must employ graduated visual acuity stimuli that allow a quantitative estimate af 
visual acuity (eg;Snellen chart). Other identifiable s e ~ c e s  unrelated to His screening test provided at 
the same time may be reported separately (eg, preventive medicine services). When acuity is measured 
as part of a general ophthalmological -ce or of an E/M service of the eye, it ib a diagnostic 
examination and not a screening test] 

Reference Code 1: 92002 

Refamnce Code 2. 92081 

SpeciattY(s): Amerfcan Academy of Pediatrics 
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AMAlSpecialty Society RVS Update Committee 
Summary of Recommendations 

April 2005 

Care Plan Oversight 

The limitation of the existing care plan oversight codes for children and adults with special health care needs is not in the definition of 
the service, but in the restriction on setting - patients must be under the care of a home health agency, in hospice or in a nursing 
facility. While a significant number of children and adults with special health care needs and chronic medical conditions for the care 
model and the care plan oversight service code requirements that the patient be under the care of a multidisciplinary care modality, 
many patients are not under the care of a home health agency, in a hospice or in a nursing facility. Thus the limitation of the care plan 
oversight codes is not in the definition of the typical activities and services provided, but in the restriction on setting and circumstance. 
Therefore, the CPT Editorial Panel created two new codes to address this limitation of the existing care plan oversight codes. 

99339 
The RUC reviewed the survey results of 64 pediatricians, geriatricians and home care physicians in regard to the valuation of 99339 
Individual physician supervision of a patient @atient not present) in home, domiciliary or rest home (eg, assisted living facility) 
requiring complex and multidisciplinary care modalities involving regular physician development and/or revision of care plans, 
review of subsequent reports ofpatient status, review of related laboratory and other studies, communication (including telephone 
calls) for purpbses of assessment or care decisions with health care profissional(s), family member(s), surrogate decision maker(s) 
(eg, legal gua di n) and/or key ca~egiver(s) involved in patient's care, integration of new information into the medical treatment plan 
and/or adjust e t of medidal therdpy. within a calendar month; 25-29 minutes and determined that the reference code 99374 
Physician sup ision of a patient under care of home health agency (patient not present) in home, domiciliary or equivalent i; 
environment (eg Alzheimer S facility) requiring complex and multidisciplinary care modalities involving regular physician 
development and/or revision of care plans, review of subsequent reports ofpatient status, review of related laboratory and other 
studies, communication (including telephone calls) for the purposes of assessment or care decisions with health care professional(s), 
family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver($ involved in patient's care, integration of 
new information into the medical treatment plan and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 
(Work RVU=l. 10) was reasonable. When comparing the surveyed code to the reference code, it was determined that the surveyed 
code has more total time than the reference code, 40 and 34 minutes respectively. Furthermore, the RUC recognized that the surveyed 
code required more mental effort, and judgement and higher technical skill than the reference code. Therefore, due to increased times 
and greater intensity and complexity measures, the RUC recommends the median survey value of 1.25 work R W s  for 99339. The 

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



RUC agreed with the specialty societies' recommendation and felt that this value appropriately places this service relative to other 
procedures. In addition, the specialty societies recommended and the RUC agreed that it is reasonable to expect that the proposed 
work values should be more than the existing care plan oversight codes because of an absence of a home health agency to provide 
organizational support for the physician. The RUC recommends 1.25 work RVUs for 99339. 

99340 , 
The RUC reviewed the survey results of 61 pediatricians, geriatricians and home care physicians in regard to the valuation of 99340 

supervision oJa patient (patient not present) in home, domiciliary or rest home (eg, assisted living facility) 
multidisciplinary care modalities involving regular physician development and/or revision of care plans, 

review of subskqhent reports ofpatient status, review of related laboratory and other studies, communication (including telephone 
calls) for purposes of assessment or care decisions with health care professional(s), family member@), surrogate decision maker@) 
(eg, legal guardian) and/or key caregiver(s) involved in patient's care, integration of new information into the medical treatment plan 
and/or adjustment of medical therapy, within a calendar month; 30 minutes or more and determined that the reference code 99375 
Physician supervision of a patient under care of home health agency (patient not present) in home, domiciliary or equivalent 
environment (eg Alzheimer's facility) requiring complex and multidisciplinary care modalities involving regular physician 
development and/or revision of care plans, review of subsequent reports ofpatient status, review of related laboratory and other 
studies, communication (including telephone calls) for the purposes of assessment or care decisions with health care professional(s), 
family member@), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient's care, integration of 
new information into the medical treatment plan and/or adjustment of medical therapy, within a calendar month; 30 minutes or more 
(Work RVU=1.73) was reasonable. When comparing the surveyed code to the reference code, it was determined that the surveyed 
code has more total time than the reference code, 60 and 57 minutes respectively. Furthermore, the RUC recognized that the surveyed 
code required more mental effort, and judgement and higher technical skill than the reference code. Therefore, due to increased times 
and greater intensity and complexity measures, the specialty societies recommends the median survey value of 1.80 work R W s  for 
99340. The RUC agreed with the specialty societies' recommendation and felt that this value appropriately places this service relative 
to other procedures. In addition, the specialty societies recommended and the RUC agreed that it is reasonable to expect that the 
proposed work values should be more than the existing care plan oversight codes because of an absence of a home health agency to 
provide organ za ional support for the physician. The RUC recommends 1.80 work RVUs for 99340. i t  

t! 1 Practice Exw n e 
The specialty society recommended that the practice expense inputs for the new codes, 99339 and 99340, be crosswalked to the 
existing care p l ~  oversight codes 99374 and 99375. The RUC agreed with this crosswalk. The practice expense recommendations 
are attached to this report. 

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



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

CPT Code 
(.New) 

CPT Descriptor Tracking 
Number 

For instructions on the use of codes 99339,99340, see introductory notes for codes 99374-99380 

For care plan oversight services for patients under the care of a home health agency, hospice or nursing facility, see codes 
99374-99380 

Global 
Period 

Work R W  
Recommen- 
dation 

e99339 

i 
I 

e99340 

Individual physician supervision of a patient (patient not present) in home, 
domiciliary or rest home (eg, assisted living facility) requiring complex and 
multidisciplinary care modalities involving regular physician development and/or 
revision of care plans, review of subsequent reports of patient status, review of 
relate4 laboratory and other studies, communication (including telephone calls) 
for puiposes of assessment or care decisions with health care professional(s), 
family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key 
caregiver(s) involved in patient's care, integration of new information into the 
medical treatment plan and/or adjustment of medical therapy, within a calendar 
month; 15-29 minutes 

30 minutes or more 

(Do not report 99339,99340 for patients under the care of a home health agency, 
enrolled in a hospice program, or for nursing facility residents) 

DDD1 

! 

DDD2 

XXX 

XXX 

1.25 

1.80 





CPT Code:99339 
AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:99339 Tracking Number: DDDl Global Period: XXX Specialty Society RVU: 1.25 

RUC RVU: 1.25 
CPT Descriptor: Individual physician supervision of a patient (patient not present) in home, domiciliary or rest home 
(eg, assisted living facility) requiring complex and multidisciplinary care modalities involving regular physician 
development andlor revision of care plans, review of subsequent reports of patient status, review of related laboratory 
and other studies, communication (including telephone calls) for purposes of assessment or care decisions with health 
care professional(s), family member(s), surrogate decision rnaker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information into the medical treatment plan and/or adjustment of medical 
therapy, within a calendar month; 15-29 minutes 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: PEDIATRIC VIGNETTE: A 21-year old with Down Syndrome who is transitioning from 
home care and public special education to a sheltered work program operated by the community service agency. He is 
moderately mentally retarded and ongoing medical problems include hypothyroidism and sensorineural hearing loss. 
Over the past two months his behavior his become progressively disruptive. His previously developed care plan 
includes the active medical and educational/vocational problems with ongoing adjustments being made based on 
feedback from the family and other health care professionals and service providers. The primary care physician 
(internal medicine, family physician, pediatrician) delivers primary care services and manages and coordinates care plan 
activities. Typical ongoing care plan oversight activities include: 

Review of reports including a new audiology assessment and endocrine consultation report 
Telephone call to the audiologist about results of the most recent hearing assessment and recommendations to 

provide hearing amplification to the patient 0: Completion of medical forms for the vocational program listing medical problems, general cognitive and 
physical abilities, and recommendations for behavior management 

Discussion by phone with the family of recent appetite and weight gain noted by the family after beginning a 
new behavior medication, and subsequent call to the psychiatric nurse practitioner at the mental health center who 
recommends a dose change and a dietary consultation 

Review of endocrine recommendations to increase the thyroid dosage, with ensuing phone call to family and the 
pharmacy to prescribe a different dose form of Synthroid 

The physician documents the relevant information in the record that summarizes the above activities. 
GERIATRIC VIGNETTE: The patient is an 84-year old female who lives with her daughter. She has advanced 
Alzheimer's Disease and is dependent in all IADL and most ADL. She has begun to become increasingly agitated. She 
could not cooperate sufficiently toXe brought to the office for evaluation so a home visit was made (reported separately). 
Over the next month the doctor will need to review the care of the patient assessing progress and the effects of the 

interventions. This requires contact with the caregiver to review impacts and to support the caregiver to avoid 
hospitalization and the likely cycle of delirium and nursing home placement that would result. Between 15 and 29 
minutes are spent and documented in these activities. 

Percentage of Survey RespondentsJarbafound 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: Review of subsequent reports of patient status; review of related laboratory and other 
studies 



CPT Code:99339 
Description of Intra-Service Work: Communication for purposes of assessment or care decisions with health care 
professional(s), family member(s), and or key caregivers(s); developmentlrevision of care plan 

a Description of Post-Service Work: Integration of new information into the patient chart 

I~resenter(s): l ~ t e v e  Krug, MD, and Meghan Gerety, MD I 

SURVEY - DALA 
RUC Meeting Date (mmlyyyy) 

~CPT Code: 99339 1 

0412005 

~. 

Specialty(s): 

Isample Sire: 106 IResp n: 64 

- - 
American Academy of Pediatrics; American Geriatric Society; American Academy of 
Home Care Physicians 

I Response: 60.37 % I 
- --- 

Isample Type: Convenience 

I Low 1 2!ih ~ c t l  I Median* I 75th ~ c t l  I Hinh 
(survey RVW: 1 0 . 9 0  1 1.10 1 1.25 1 1.60 1 2.50 1 
- 

[~re-service Evaluation Time: 
-- -- 

(~re-service Positioning Time: 
- - - 

Pre Service Scrub, Dress, Walt Time: I ,  - 
- - 

Intra-Service Time: 

Post-Service 
Immed. Post-time: 

/ Office time/visit(s): I 0.0 (9921 1x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 I 

0.00 

**Physician standard total minutes per U M  visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 
99231 (19); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

Total MinH 
- 10.00 

12.25 

CPT code I # of visits 

Critical Care timelvisit(s): 

Other Hospital timelvisit(s): 

Discharge Day Mgmt: 

20.00 

- 0.0 

- 0.0 

- 0.0 

99291x 0.0 99292x 0.0 

99231x 0.0 99232x 0.0 99233x 0.0 

99238x 0.00 99239x 0.00 

25.00 60.00 



CPT Code:99339 

KEY REFERENCE SERVICE: 

Key CPT Code 
m 7 4  

Global 
XXX 

Work RVU 
1.10 

CPT Descriptor Physician supervision of a patient under care of home health agency (patient not present) in home, 
domiciliary or equivalent environment (eg, Alzheimer's facility) requiring complex and multidisciplinary care modalities 
involving regular physician development and/or revision of care plans, review of subsequent reports of patient status, 
review of related laboratory and other studies, communication (including telephone calls) for the purposes of assessment 
or care decisions with health care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) 
and/or key caregiver(s) involved in the patient's care, integration of new information into the medical treatment plan 
and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 

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 

Global 

Global 

Work RVU 

Work RVU 

Other Reference CPT Code Global Work RVU 
99377 XXX 1.10 

CPT Descriptor Physician supervision of hospice patient (patient not present) requiring complex and multidisciplinary 
care modalities involving regular physician development andlor revision of care plans, review of subsequent reports of 
patient status, review of related laboratory and other studies, communication (including telephone calls) for the purposes 
of assessment or care decisions with health care professional(s), family member(s), surrogate decision maker(s) (eg, 
legal guardian) andlor key caregiver(s) involved in the patient's care, integration of new information into the medical 
treatment plan and/or adjustment of medical therapy, within a calendar month; 15-29 minutes 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Comparethe pre-, intra-, and post-service time (by the median) andthe 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: 58 % of respondents: 90.6 % 

TIME ESTIMATES (Median) NewlRevised Key Reference 
CPT Code: -€FT Code: 

- 99339 -- 99374 

Median Pre-Service T i e  



CPT Code:99339 

Median Office Visit T i e  

I Other time if appropriate 

INTENSFY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis a d o r  the number of 
management mions hat must be considered 

Urgency of medical decision malang 

Technical Skill/Phvsical Effort (Mean) 

The amount a d o r  complexity of medical records. diagnostic 
tests, andlor other information that must be reviewed and analyzed 

I Technical skill required 1-rn 

14.07 

( Physical effort required ) 1 2.47 1 I 2.40 

~ ~ ~ h o l o e i c a l  S~NS (Mean) 

I The risk of significant complications. morbidity and/or mortality I 11 7 1  

Outcome depends on the skill and judgment of physician 171- 

I Estimated risk of mabractice suit with m r  outcome 1 1  3.14 1 1  3.09 1 

I.NTENSFY/COMPLEXITY MEASURES 

T i e  Segments (Mean) 

CPT Code Reference 
Service 1 

I Pre-Service intensitvlcomdexitv I 1 2.74 1 1 2.65 1 

Intra-Service intensitylcomplexity 1 1 3.60 1 1 3.42 1 

Post-Service intensityIcomplexity 1 r l r l  

ADDITIONAL RATIONALE 

Describe the process by which your specialty society reached your final recommendation. Ifyour society har 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:99339 
An expert panel consisting of members of the American Academy of Pediatrics (AAP), the American Geriatrics Society 
(AGS), and the American Academy of Home Care Physicians (AAHCP) reviewed the survey results. Based on the 
consistency of the survey data, they recommend the survey median of 1.25 work RVUs. 

The new service should be valued higher than its reference service code (99374 = 1.10 work RVUs) since 
providing care plan oversight in the absence of a home health agency increases the cornplexitylintensity of the physician 
work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this newlrevised 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 newlrevised 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? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 99374, 99377, or 99379 

How often do physicians in perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pediatrics How often? Sometimes 

Howaften? Sometimes ~~--.. Specialty Geriatrics 

Specialty Home Care Physicians How often? Sometimes 

Estimate the number of times this service mi&t be provided nationally in a one-year period? 175000 - 

If the recommendation is from multiple specialties, please provide the frequency and percentape for each specialty. 

Specialty Pediatrics 

Specialty Geriatrics 

Frequency 60000 

Frequency 1 15000 

Percentage 34.28 % 

Percentage 65.71 % 

Specialty Frequency 0 Percentage 0.00 % 



CPT Code:99339 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
80,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Pediatrics Frequency 50 Percentage 0.06 % 

Specialty Geriatrics Frequency 79000 Percentage 98.75 % 

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? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the newlrevised code should be assigned to determine PLI relative value. Non-Surgical 



CPT Code:99340 
AMAISPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

Recommended Work Relative Value 
CPT Code:W340 Tracking Number: ODD2 Global Period: YXX Specialty Society RVU: 1.80 

RUC RVU: 1.80 
CPT Descriptor: Individual physician supervision of a patient (patient not present) in home, domiciliary or rest home 
(eg, assisted living facility) requiring complex and multidisciplinary care modalities involving regular physician 
development and/or revision of care plans, review of subsequent reports of patient status, review of related laboratory 
and other studies, communication (including telephone calls) for purposes of assessment or care decisions with health 
care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) 
involved in patient's care, integration of new information into the medical treatment plan and/or adjustment of medical 
therapy, within a calendar month; 30 minutes or more 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: PEDIATRIC VIGNElTE: A 21-year old with Down Syndrome who is transitioning from 
home care and public special education to a sheltered work program operated by the community service agency. He is 
moderately mentally retarded and ongoing medical problems include hypothyroidism and sensorineural hearing loss. 
Over the past two months his behavior his become progressively disruptive. His previously developed care plan 
includes the active medical and educational/vocational problems with ongoing adjustments being made based on 
feedback from the family and other health care professionals and service providers. The primary care physician 
(internal medicine, family physician, pediatrician) delivers primary care services and manages and coordinates care plan 
activities. Typical ongoing care plan oversight activities include: 

Review of reports including a new audiology assessment and endocrine consultation report 
Telephone call to the audiologist about results of the most recent hearing assessment and recommendations to 

provide hearing amplification to the patient a: Completion of medical forms for the vocational program listing medical problems, general cognitive and 
physical abilities, and recommendations for behavior management 

Discussion by phone with the family of recent appetite and weight gain noted by the family after beginning a 
new behavior medication, and subsequent call to the psychiatric nurse practitioner at the mental health center who 
recommends a dose change and a dietary consultation 

Review of endocrine recommendations to increase the thyroid dosage, with ensuing phone call to family and the 
pharmacy to prescribe a different dose form of Synthroid 

The physician documents the relevant information in the record that summarizes the above activities. 
GERIATRIC VIGNElTE: The patient is an 84-year old female who lives with her daughter. She has advanced 
Alzheimer's Disease and is dependent in all IADL and most ADL. She has begun to become increasingly agitated. She 
could not cooperate sufficiently to be brought to the office for evaluation ii-ahome visit was made (reported separately). 
Over the next month the doctor will need to review the care of the patient assessing progress and the effects of the 

interventions. This requires contact with the caregiver to review impacts and to support the caregiver to avoid 
hospitalization and the likely cycle of delirium and nursing home placement that would result. Thirty minutes or more 
are spent and documented in these activities. 

Percentage o f y  Respondents who found Vignette to be Typical: 9Q%-. 
- - 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

a Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: Review of subsequent reports of patient status; review of related laboratory and other 
studies 



CPT Code:99340 
Description of Intra-Service Work: Communication for purposes of assessment or care decisions with health care 
professional(s), family member(s), and or key caregivers(s); development/revision of care plan 

Description of Post-Service Work: Integration of new information into the patient chart 

I~resenter(s): l ~ t e v e  Krug, MD, and Meghan Gerety, MD 1 

SURVEY DATA 

American Academy of Pediatrics; American Geriatric Society; American Academy of 
Specialty(s): IHome Care Physicians 

RUC Meeting Date (mmly~y)  

~CPT Code: 99340 1 

0412005 

99231 (1 9); 99238 (36); 9921 5 (59); 9921 4 (38); 9921 3 (23); 9921 2 (1 5); 9921 1 (7). 

Sample Size: 106 Resp n: 61 Response: 57.54 % 

Sample Type: Convenience 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 

75th pctl 
2.00 

40.00 

2 Hiah 
3.00 

60.00 

Low 
1.30 

0.00 

CPT code I # of visits 

99291x 0.0 99292x 0.0 

99231x 0.0 99232x 0.0 99233x 0.0 

99238x 0.00 99239x 0.00 

9921 1x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 

Post-Service 
Immed. Post-time: 

Critical Care timelvisit(s): 

Other Hospital timelvisit(s): 

Discharge Day Mgmt: 

Office timelvisit(s): 
"Physician standard total minutes per EIM visit: 99291 (60); 99292 (30); 99233 (41); 99232 (30); 

2sth ~ c t l  
1.73 

17.50 

Total Min** 
- 15.00 

- 0.0 

- 0.0 

- 0.0 

- 0.0 

Median* 
1.80 

15.0 

0.0 

0.0 

30.00 



CPT Code:99340 

KEY REFERENCE SERVICE: 

Kev CPT Code 
,75 

Global 
XXX 

Work RVU 
1.73 

CPT Descriptor Physician supervision of a patient under care of home health agency (patient not present) in home, 
domiciliary or equivalent environment (eg, Alzheimer's facility) requiring complex and multidisciplinary care modalities 
involving regular physician development andlor revision of care plans, review of subsequent reports of patient status, 
review of related laboratory and other studies, communication (including telephone calls) for the purposes of assessment 
or care decisions with health care professional(s), family member(s), surrogate decision rnaker(s) (eg, legal guardian) 
and/or key caregiver(s) involved in the patient's care, integration of new information into the medical treatment plan 
and/or adjustment of medical therapy, within a calendar month; 30 minutes or more 

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 Global Work RVU 

CPT Descriptor 1 

MPC CPT Code 2 Global Work RVU 

CPT Descriptor 2 

;:thReference CPT Code Global Work RVU 
XXX 1.73 

CPT Descriptor Physician supervision of hospice patient (patient not present) requiring complex and multidisciplinary 
care modalities involving regular physician development and/or revision of care plans, review of subsequent reports of 
patient status, review of related laboratory and other studies, communication (including telephone calls) for the purposes 
of assessment or care decisions with health care professional(s), family member(s), surrogate decision rnaker(s) (eg, 
legal guardian) and/or key caregiver(s) involved in the patient's care, integration of new information into the medical 
treatment plan and/or adjustment of medical therapy, within a calendar month; 30 minutes or more 

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: 57 % of respondents: 93.4 % 

TIME ESTIMATES (Median) Newmevised Key Reference 
CPT Code: CPT Code: 

-- ... ~ -~ ~ 99340 99375 - .. .- - 

Median Pre-Service Time 

Median Intra-Service Time I L 30.00 1 I 32.00 

Median Immediate Post-service Time 



CPT Code:99340 

( Other time if appropriate 

INTENSITYICOMPLEXITY MEASURES Mean) 

Mental Effort and Judement (Mean) 
IThe number of possible diagnosis andln the number of1 71 
management ovtions that must be considered 

I The amount and/or complexity of medical records, diagnostic 1 4.36 1 ( 4.08 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making 1 1 3.46 1 1 3.38 

Technical SkilllWvsical Effort (Mean) 
- 

Technical skill required 1 1 3.59 I L 3.59 

I Phvsical effort reauired I 1 2.64 1 1 2.56 1 
PSVCIIOIO~~CSII stress (Mean) 

I The risk of sianificant comdications. morbiditv and/or mortalitv I 1 3.77 1 I 3.74 I 

Outcome depends on the skill and judgment of physician 1-rn 
I Estimated risk of mal~ractice suit with m r  outcome I 1 3.23 1 I 3.15 I 

INTENSITYICOMPLEXITY MEASURES 

Time Semnents Mean) 

CPT Code Reference 
Semce 1 

( Pre-Service intensitylcomplexity I 1 2.95 1 1 2.82 1 

~ntra-Service intensityIcompIexity 1-1- 

I Post-Service intensitylcomplexity I 1 3.41 1 1 3.10 

ADDITIONAL RATIONALE 

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



CPT Code:99340 
An expert panel consisting of members of the American Academy of Pediatrics (AAP), the American Geriatrics Society 
(AGS), and the American Academy of Home Care Physicians (AAHCP) reviewed the survey results. Based on the 
consistency of the survey data, they recommend the survey median of 1.80 work RVUs. 

The new service should be valued higher than its reference service code (99375 = 1.73 work R W s )  since 
providing w e  plan oversight in the absence of a home health agency increases the complexitylintensity of the physician 
work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this newirevised 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 newirevised 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. NiA 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 99375, 99378, or 99380 

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 Pediatrics How often? Sometimes 

Specialty Geriatrics How often? Sometimes 

Specialty Home Physicians How often? Sometimes 

Estimate the wmber of times this service might be provided nationally $ane-year period? 175000 
If the recommendation is from multiple specialties, please provide the-frequency and percentage for each specialty. 

Frequency 60000 

Frequency 1 15000 

Percentage 34.28 % 

Percentage 65.71 % 

Specialty Frequency 0 Percentage 0.00 % 



CPT Code:99340 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
80,000 If this is'a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. 

Specialty Pediatrics Frequency 50 Percentage 0.06 % 

Specialty Geriatrics Frequency 79000 Percentage 98.75 % 

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 CFT 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 newtrevised code should be assigned to determine PLI relative value. Non-Surgical 





CPT Code: 99339 

AMAISpecialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Lons Descri~tor: Individual physician supervision of a patient (patient not present) in 
home, domiciliary or rest home (eg, assisted living facility) requiring complex and 
multidisciplinary care modalities involving regular physician development andlor 
revision of care plans, review of subsequent reports of patient status, review of related 
laboratory and other studies, communication (including telephone calls) for purposes of 
assessment or care decisions with health care professional(s), family member(s), 
surrogate decision maker(s) (eg, legal guardian) andlor key caregiver(s) involved in 
patient's care, integration of new information into the medical treatment plan andlor 
adjustment of medical therapy, within a calendar month; 15-29 minutes 

Sample Size: Response Rate: (%): Global Period: 

Geographic Practice Setting %: Rural Suburban Urban 

Type of Practice %: Solo Practice 
Single Specialty Group 
Multispecialty Group 
Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
cornpomtion of your special& Society practice Expense CO-ittee: 

After discussion and analysis by an expert panel consisting of representatives from AAP, 
AGS, and AAHCP, the PEAC-approved direct practice expense inputs for codes 99374 and 
99375 were crosswalked to the new codes, 99339 and 99340, respectively. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Selecting appropriate patient chart; telephone calls to 
patientlfamily, other health care-professionals, pharmacy, andlor preauthorization-calls 
to payors; completing forms not otherwise completed by the physician 

Lntra-Service Clinical Labor Activities: NIA 

Post-Service Clinical Labor Activities: Selecting appropriate patient chart; telephone calls to 
patientlfamily, other health care professionals, pharmacy, andlor payors; completing 
forms not otherwise completedby the physician -. - 



CPT Code: 99340 

AMAISpecialty Society Update Process 
PEAC Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Lons Descriptor: Individual physician supervision of a patient (patient not present) in 
home, domiciliary or rest home (eg, assisted living facility) requiring complex and 
multidisciplinary care modalities involving regular physician development and/or 
revision of care plans, review of subsequent reports of patient status, review of related 
laboratory and other studies, communication (including telephone calls) for purposes of 
assessment or care decisions with health care professional(s), family member(s), 
surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in 
patient's care, integration of new information into the medical treatment plan and/or 
adjustment of medical therapy, within a calendar month; 30 minutes or more 

Sample Size: Response Rate: (%): Global Period: 

Geographic Practice Setting %: Rural Suburban Urban 

Type of Practice %: Solo Practice 
Single Specialty Group 
Multispecialty Group 
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: 

After discussion and analysis by an expert panel consisting of representatives from AAP, 
AGS, and AAHCP, the PEAC-approved direct practice expense inputs for codes 99374 and 
99375 were crosswalked to the new codes, 99339 and 99340, respectively. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: Selecting appropriate patient chart; telephone calls to 
patientlfamily, other health care professionals;;ptrarmacy, and/or preauthorization calls 
to payors; completing forms not otherwise completed by the physician 

Intra-Service Clinical Labor Activities: NIA 

Post-Service Clinical Labor Activities: Selecting appropriate patient chart; telephone calls to 
patientlfamily, other health care professionals, ~harmacy, and/or payors; completing - 

-- forms not otherwise completed by the physician 





Ah44 Specially Sociely Recommendation 

Meeting Dab: Apd12005 RUC 
Crosswalk Reference Code: 09374 1 

I Code De8~rlptor: Physklan supedslon ( Code 

3 

4 LOCATION CMS Code SMType 
5 GLOBALPERIOD -- - - -- -- - - - - - -- 

U 3 7 D  RN/LPN/MTA 6 TOTAL CXm'lCAL LABE! TIMEE 
- -- .- 

7 TOTAL P R E S E R ~ ~ l N I C A L y B O ~ T J h f E  - - - - -- 

8 TOTALSERVICE PERIODCgNlCAL LABOR TLME - - - - - 

of a patlent under cam of homo health 
wency (Writ mt~maant) l n  ham, 
domklllary or a q u e k n t  emlmnmonl 

(00. AJrhehwhfaclllty) nqulrlng 
comphx and multldbciplinary cam 

modallfb InvoMng regular p h y a k h  
developmnl a W o r  M b n  of cam 

plans, fwlew of subsequent mporb of 
patient status, nvkw of miatad 
labontoy and other s tudk,  

c o ~ n u n l c r t k n  (Including tekphow 
cab) for puposm of nwsrclMnt or 

cam decWons wlUl health cam 
proh.sioruqs), funlb m k d s ) ,  

sunogate dechbn makeds) (00, bgd 
guardian) and/or b y  camghmds) 

involved In patient's cam, lntegntion of 
new lnfonnrtkn fnto the mad W 

tmabnent plan andlor adjusbnent of 
madkal therapy, within r calendar 

m o m  1529 minutes 

Non Facllity Foclllty Non Faclllty I 

C o ~ l e j e  pre-service diagystic 8 referral Wnns .. 
C o o r d i ~ p r e - s u r g e r y , ~ ~ ~ e s  
Schedule spaceand equipment in facd@- . . 

Start: When patient enters officelfacllity for 
I& ~ . IY!ProcsdUre - . - -  ~. -- -~ 
21 p_r*,-selvic_e.~~-?!!e_s - ~- ~. - . - -- - - 
22 Ftev.!swch!$---~- -. ~- .. - ~ ~ ~. - - -- -- 

'23 Gree! patient anPpm~ide gowning -- . - - -- 
24 Obtain vital 29nx -- - - . -- 

25 educa@n/obtaincon@ Pmvide pre*e_wice 
26 P _ ~ r e ~ ~ m , e q ~ ~ m e ~ l a u ~ ~ ~ ~ s  
27 Ssq_s_cop_e (non_W!!!ssetting onb)-. 
28 Prepas antpp_s_it-atien11.moni@r p_a_tientl set UP IV 
29 S_@ate!a~pk aneslhesia .. _ - .. 
30 I e q e ~ i c t ~  - -  - . . 
31 Assistphysician in pefiormaFedure 

_32 !%%!Service ~ -- . - - ~ ~ ~ 

C ~ m p p l e t ~ d ~ ~ o _ s ~ ~ ~ s , ~ & b  a X:fray requisitions 

Check dressings 8 wound1 home care instructions 
39 l~inateo_Rc_e.visits!~~escri~fn,ns~~~~. H Discharge day management 99238 -12 minutes I 

not otherwise compkEd by the physician; follow-up - -- .. - - -  
41 &one calls and pmscn~tions U 

: e F m  . I - - - ,  .-L.-- "- ' -a~rescnpbons 
knt,es'coit to room; provide gowning; 

I interval history 8 vital signs and chart; assemble previous 
test reporls/results;asslst physician during exam: assist wiU, - 1 dressings, wound care, suture removal; prepare dx test, 1 1  I I I 
prescription forms; post service education, instruction, 
counseling; clean roomlequip, check supplies; coordinate 

. 

- - 

16 

I -- - -- 
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2 

3 

4 
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50 
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53 
54 
55 
56 

Page 2 

A 

MwUng Date: Agdl ZOOS RUC 

0 

I 

C 

domklllary or equlvabnt eMrommnt homa (ag, 8ssl.t 

D I E 

Crosswalk Reference Code: 90374 
Code Drrcrlptor: Physkian sup.Nbkn 
of a p.tknt under un of homo h l t h  
agency (Went not P-1 In honw, 

F 

CPT Cod 
W e  hrlpbw. Lr 
wpenrlskn of a p 

In -9 

1 
1 

I I 
I 

I I 

1 

I I 

I I 

(ag, kheimeh f.clUy) mqulflg 
compbx md multklbJplhuy u r n  

modalitk. involvhg mguluphy.ld 
devekpmnt andlor mvWon of cam 

plans, nvkw of subqmnt nports bf 
prtknt status, nvbw of rdrt.d 
bbor&xy and other .tudk., 

unvnunkaUon (Including trbpbm 
ulh) for pu- ofrsosmwnt or 

CM decbkna wlth IIMIUI u r n  
prdrulolul(s), family nnmkr(.), 

8urrogato doctcrkn maker(.) (ag, legal 
guardian) andlor ky cuogh~(s) 

bwolved In patlent's urn, lntagntkn of 
new InfomrPtkn into tha medM 

trmtment plan andlor adjustment of 
dlul thampy, &In a dandar 

month; 15-29 m1nut.s 

Non Faclllty Faclliiy LOCATION 
99212 27 minutes 
99213 36 mhutes 
99214 53 minutes 
99215 63 minutes 
Other 
- ---- 
El Oflice VISIT The  -- - 

Other Activity  lease specify: 

mquirlng cmnph a 
c ~ m o d a l l t k r l  

physkln &nkpoc 
Urn  plana, r w k w  d 

of patient atatus, 
bbntaY .nd 

communk.tkn (Ir 
u l b )  for puposea 

un  d.cllonr 7 

~ d e u k n r N s ) ,  f 
sutmwta deckkn 

guardbn) andlor 
lnvohd In prdkntb 

new infomution 
bvrbrwnt pl8n m 
d l u l  thampy, 

month; 15.. 

Non Facility 

-- 

- 
- 

-- -- 

0 0 0 

CMS Code 

-- 
-- -- 

- 

Staff Type 
27 

- 36 
53 

- -  63- 
- - 



A M  Speually Society Rmmendal~on 

Crosswalk Reference Code: 89374 
Code Descdptoc Phy8kkn sup.nbkc 
of a prtknt under u r n  of honw health 
agency (Went not pmsent) In honw, 
domkRlPy or equlnbnl emrlmnment 

(m, PWwlnwh frcllity) mquillng 
compbx and mu)tldhclpl(cury u r n  

modaIIU.. ImoMng m g d r  phyrklmn 
devalopmant andlor rnvlsion of u r n  

p l r u ,  rsvl.w of 8ubmquOnt rnpofts of 
prtknt rt.bn. mvlaw of dated 
labontory and other studies, 

communkrtkn (Including tebphone 
u lk) for  puposm of assessment or 
cur decbknr wlth health a m  

p ~ o ~ b n a I ( s ) ,  famib mmbstts), 
wnogate docbkn maker($) (eg, kg.l 

guardla) andlor key umglvor(s) 
i n v o W  In prtknt's urn. inbgmtlon 04 

new Infomution Into tho mm3k.l 
tmabmntplan andlor adjustment of 
mm3k.l therapy, wlthln a d e d a r  

month; 15-29 mlnutea 

AMA Specialty !3ciity 
Recommendation Page 3 



AMA Spedelty Souety Recanmendebon 

- : 99339 Crosswalk Reference Code: 90375 

ofrp.tkntundercurofhomelm.lth 
w e c y  mnt not P-nt) In b, 

domiciliary or aquhdent envlmnnml (q 
A k h e h h  Ml i t y )  nqulrlng tompkx 
8nd multldhciplinrry a m   modal^ 

InvoMng mgubrptry.ld.n denbpnnM 
W o r  rarblon ofcur phns, IWIOW of 
subMqwntnportsofprtknt.tltur, 
mvbw of related labomtory and other 
studks. communkatbn (Including 

teiephom ulk) ~ ~ ~ ~ U I P O S O S  of  
as- or a m  dodslons with h l t l  
a m  professionr~s), famlly nmnkfls). 

ker(s) (w. legal surrogate d e w o n  nuker(s) (w, boa1 
key camgiver(s) I gwrdlan) andlorkey cuogtvefls) hnro 
am, Integrcltlon of In patb~Ws cam, Integration of nm 
nto the dlul InfonnrUon Into tt# dkl ~IW!IM~~ 

or adjustmintof plan War .dJustmint ofmsdbl 
n a calendar tt#npy, wlthln r calendar month; 30 

9 mlnutea t mlnutcn, o r  mom 

4 
5 

6 

7 

8 

Complete p9-service d iagnos  8 refeml f o y s  
Coordk?tepre-surgery services 
&hedu!espace and equipment in facility - _ _ _  

Ppyide p ~ s e ~ i c e  ed~atiodobtain consent 
Follow-up p_hone calls 6 prescript+~s - .  -- 

Oaer Ciinical AZvi[please sp& ) Cornpletinfiorms 

9 
10 - 

not otherwise cornkted by the ehzician 
EKd:When ~at ien l  e n t e ~ o f k c ~ c i l i t v  f o r  -- 

LOCATION 
GLOBALPERIOD . - - 

TOTAL CLINICAL LABOR TIME 

TOTAL PRE-SERV CLINICAL LABOR TIME 

TOTAL SERVICE PERIOD CLINICAL LABOR TIME 

20 ~!J!Ye!Y~~=ed_urs. . .  . _ -  - ~ 

21 P ~ e n ' i c e  se??!!c~ss~ . . - . -- _ ~- 

22 _Review c h a r t s ~  . -- - ~ 

23 Greet patient a n d ~ m ? ~ o w n i n g .  _ - . ~ 

24 Obtain v@lsgns _ - -~ . 
25 Psvjde pre-se~;~e~ducation/obtain conssent . . - - -  

26 Preeare-mm, e c ~ u @ - n t , ~ ! e . .  _ . .  

27 Setup scope Inonfa@!Eee.t?lmn&L _-__ -~ 

28 P~pare.andps:en-patien11 monitor patientset u i V .  
29 Sedate/a~p!ranesh~k- -- - - ~ -~ -- 
30 In!ra_ae!"lce_ - -  -__ ~. 

31 AssE ~!hy_siC'la!! ! ! ~ r f o r m i n 9 p . ~ ~ d ! ~ ~  - -. 

32 PortSv!!ce I..- . 

- 

Id 

TOTAL POST-SERV CLINICAL LABOR TIME I 
Shrt: Following visit when decision for surgery or I 

Monitor pt. folb+ng ceryicccheck tubes, monitors, drains. 
Clean rwmlequipment by physicen staff .. - 

CMS Code 

pp 

M37D 

_ _ _  

I 0.0 I 0.0 0.0 

I I 

Cleansco~e .- . - . 
CkanSurgical Instrument Package 
e ~ w ~ d @ g n o s t i i  formsLlab & X-rayY~quggpns 
R a ~ k w ! ~ a d ~ X - ~ ~ . ! a b ~ a n d g a t h _ o h Y . r e ~ C S ~ .  _ -  -. 
Check dressinas & wound/ home care instructions 

Staff Type Facllity Non Facility F.cllMy 
-- . 

RNnPNlMTA 0.0 36.0 0 8  

0.0 18.0 0.0 

- 0.0- 18.0 0.0 

39 /coo@lnate office vlsns Iprescnpwns . I4 D~schame dav manaaement 99238 -12 minutes 

prescri&n forms; post service education, instruction, 
counseling; clean rwm/equip, check supplies: coordinate 

~- .~ 
16 
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3 

4 

49 
50 
51 
52 
53 

% 
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A 

Mwting Date: Aprll2005 RUC 

B 

and mulUdirdplilury arnmodaUtba 
InvoMng regular physkkn dovdoplmnt 
and/or fwislon ofam plans8 mkw of 
aubseqwnt rnpoltc ofpat&ntsMm, 
rnvkw of rnl.bd labomtory and otJmr 

studies, c o m m u n ~  (including 
tabphone calk) for purposes of 

.rwssmnt or u r n  d u l r k m  wlth h..lth 
u r n  pmfmsknal(s), hmay nwmkr(s), 
sumgate daclrkn nuk.r(a) (r(l, Isgal 

guardian) andlor key umghw(s) InvoM 
In patient's urn, Intagntion of rm 

InfomuUon Into the medical tmatmont 
pian and/or adjustment of medical 
thew, within a ubndar month; 30 

minutea or mom 

Non Facility F=W 

0 0 
Other~c&&l&ase swrfy)  

H I I 

Crosswalk Reference Code: 99375 
Code [k.tdptor: Phy.W.n .up.NWon 

iMMng mguhr 
nt and/or &kn o 
submqwnt reports 
reviewof rnlatd 
other rtudkr, 
cluding tmkphow 
of asaea.mmnt or 
dth health u r n  
~miiy nwmber(s), 
nuk.r(s) (eg, Isgal 
key umglwr(a) 
am,  Intagdon of 
nto the medical 
Vor adjustment of 
utUlin a abndar 
!9 minutea 

Facility 

- 

-- 
-- 
- - 

0 

C 

~ I 
! ~ : 1 
~ I 

of a patbnt under cam of horn hwlth 
agency (patlent not h home, 

domiciliary or equlnbnt a m n t  (og, 
Atrh.br#~'s W l t y )  nquMng compkx 

G 

8: 99339 
divklual physklan 

' I  atknt (patient not 
fomkiliary or mst 
MI lMng facnlty) 
xl muftklhdpliny 

Staff Type 

_ 2 7 - -  -- - - - 
-- 36 -- 
5 3  - 
- 6 3  - 

- - - 

I 
LOCATION --- - -  -- - - -  
99213 36 mtnutes - 
99214 53 m~nutes - - - 

99215 63 mtnutes - 

Other -- - - -- 
- - - - 

~ta10ffw:S~sd Tme - - - - - - - 

CMS Code 

-- 

-- 
-- 

- 



A I B C G H I I 

I 
2 I - e: 99339 Crosswalk Reference Code: 99375 

Meeting Date: bqrll2005 RUC dMdual physicIan Code tk.cdptor: Physkbn ruponhbn 
atknt (patient not of a pDtknt under camof h hulth 
lomklllr y or met agency (-nt not In h, 
ad lMng facfllty) domItUby or aqubknt eOvlromnt (q, 
XI muhklhclpllnay ~ l m e ~ s  fdllty) roquldng can* 
~ M n g  mgular and multld&iplina~y a m  modaUlh 
nt andlor mvbbn d invdvlng regular physklan development 

I subsequent mportt andlor mvisbn of u r n  plans, mvbw of 

I mvkw of r n W  subrrquont mpow of pDtknt rtlhP. 
other studbs, mvk*v of ml.t.d I.bontoy and other 
ciuding tolophorn studlas, communlcltkn (Including 
of assaswant or tolophone u l b )  for pu- d 

I vith health cam assessment or u r n  deebbns wlth health 
tmily memtmr(s), u r n  pmfsulonrI(s), W l y  tnember(s), 
mker(s) (q, legal runogata d d s b n  m&er(s) (eg, logal 

I key cueghnr(s) gu8nll.n) andlor key u m g w s )  involved 

-a- 

AMA Specialty Society 
Recommendation Page 6 



A M  Specialty Society Recommendation 

A I B I C I J I K 
1 1 

RUC 
I CPT Code: 99340 
I Coda Descriptor: IndMdual physkkn 

suponrhlon of a p8Uent (patknt not 
pmsont) In honm, domknhy or nrt - (w, - N n g  f=fllty) 

mquirlng complex and ItI~ltldbClpliluq 
a m  modaliths lnvdvlng regular 

physklm dewlopmmt andlor mvisbn ( 
u r n  plans, nvlw of subseqwnt mport 

ofp8tbntstatus,mvkrvofmlrt.d 
labontoy and other studies, 

communkdon (Including tabphone 
dlr) for purposes of assessment or a 1  

k h l o n s  wfth hwHh a m  
prOfOSShluyS), h l l y  ~ b s r ( S ) ,  

surrogate dochion nuker(s) (w. legal 
guardian) andlor b y  umghvrr(s) lnvolw 

In p8Uent's a m ,  IntegnUon of new 
Informdon Into the medical tm.tmont 

plan andlor adjustment of mrdlcal 
therapy, wlthln a cabndar month; 30 

mlnut.. or  mom 

. 

~~--. ~ 

f -- 

~ - - -  

-- - -  . -~ - y-- 

Uffier ClinZAl Activ i ty~[pleaseX@%@)3Xmp~ foms 
not otherwise completed by the physician; Follow-up 

1 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 fonns; post service education, instruction. 
counseling; clean roomlequip, check supplies; coordinate 

Page 7 



CPT Code: 99340 
Code h r l p t o r :  IndMdlul physkkn 
s u p e ~ l o n  of a patient (patient not 
present) In honm, domkllkry or mst 

horn (eg, .rshted lMng hclllty) 
mqulrlng eompbx and mul6ldbclplinary 

a m  modalIUes InvoMng mgular 
physklm devebpment d o r  d s b n  of 
cam p h ,  ravkw of subsaqwnt mpo* 

of pahnt status, mvkw of mlPt.d 
labontory and other rtudbs, 

communkrtlon (Including t d o p h o ~  
calk) for purposes of assessmnt or an 

dechbns wlUI health cam 
professional(s), family nmmkfls), 

surrogate deciskn nukw(a) (q. legal 
guudian) andlor key camghfls) lnvo 

in patlent's cam. Intogdon of mw 
Information Into the medical &a&naftt 

plan andlor adjusbnent of d W  
therapy, wlUlln a calendar month, 30 

m~nutas or mom ! 
LOCATDN CMS Code Staff Type Non Facllity Facility 

- - -. -. - . --- 
99213 36 minutes -- . - -. - - 36 - 

L- 
99214 53 minutes . -- 53 . . - -- - 

99215 63 minutes -- - - - -- .- - 63 . 

other .- -- - - - I 
Total Otlice Visil Time - 0 I 0 
Other Activitv (please specifv) 

AMA Specialty Society 
Recommendation Page 8 



AMA Specialty Society Recommandatton 

A I B C J I K 

2 I 
-r- CPT Code: 99340 

Mooting DM: April 2005 RUC Cods D..crlp(or: IndMdual phyaiclm 

I 
mupfvlalon of a prtknt (patlent not 
m n t )  In honu,domlcllky or mat 

home (w. .uW lMng f.cllty) 
I mqulflng compbx and multidbclplinuy 

I I u r n  mod.lltk. InvoMng mgu(.r 
phyalcltn devalopment udlor m v b h  of 

I 

I u rn  plus, mvbw ofsubaaquent mport. 
I of patient .Ma, mvbw of m k t d  
I labontoy ud other atudkr, 

1 I communMlon (Including telephone 
I I u l k )  for p u r p o ~ s  of aaaassmnt or a m  
I decklorn with health u m  
I prof.uionrl(8), fimlk nmnkda), 

I I sumgate decklon makeda) (eg, bgd 
I guardlm) andlor key camghnr(a) involved 

I in patbnt'a um, tntegntlon of now 
I infomuon Into tha medical tnrbnrnt 

plan andlor adjusbnent of medical 
I therapy, with111 a ukndar month; 30 
I mlnut.8 or mom 

-- - 

AMA Specialty Society 
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CPT/ivediglt codes, hto-dlgit modijers, d descriptiom only are copyright by the A m e h  Medical Associnnbn. 

- 
Tracking A 

PROLONGEL PHYSICIAN SERVICE WITH DIRECT FACE-TO-FACE) PATIENT CONTACT 

CPT Descriptor 

I 

A 

Qdur  99354-99357 are used when vh~mcim provides vroloneed service involvine direct (face-to-face) patient contact that is beyond the umal service in either the 
inpatient or outpatient setting. This service is reported in addition to other ohymcian service. includine evaluation and management sewicer at my level. Amroorirtc 
codes should be selected for sumlies provided or vrocedunx wrfonned in the care of the oatient durine this veriod, 

Codes 9 9354-9935 7 are used to report the told duration of facotefrce time ment by a physician on a ICiven date vrovidine prolonged service. even if the time spent by 
h e  physician on that dab is not continuous. Code 99354 or 99356 is used to mrt the fir& hour of prolonad service on a given date. dmndine on the place of 
newice. Either code also may be used to report a total duration of prolonned service of 30-60 minutes on a aiven date. Either code should be used only once per date. 
even if h e  time spent by the phvmcian ia not continuous on that date. Proloneed service of less than 30 minutes total duration on a niven data ic no1 eeolrrtely 
p r t e d  because the work involved is included in the total work of the evaluation and manaaemenl codes, 

Code 99355 or 99357 is used to report each additional 30 minutes beyond the firal hour. dmndinn on the D ~ C =  of service. Either code dso may be used to reoort the 
find 15-30 minutea of prolonged service on a Liven Qte. Prolonged service of less than 15 minutes beyond h e  fire( hour or less than 15 minutes beyond h e  final 30 .  
nlinutes is not revofled seol r rk l~ ,  

'I llc following exrmples illuatmte the correct reporting of prolonged physician scrvice wih d k t  patient contact in the office setting: 

Tolll Duration of Rolonged Services Code(s) 
a. less than 30 minuka Not reported 

CPT Code 

I 

Coding 
Change (O New) 

, (lessthin112hour) separately 

Global 
Period 

b. 

c. 

RVtV 
Rccommen- 
dalion 

30-74 minutes 99354 X I 
(10 hr. - 1; hr. 14 &.) 
75-104 rninbtu 1 99354 X 1 and 
(I hr. 15 min. - 1 hr. 44 min.) 99355 X 1 

d. 105-134 rninutt8 99354 X I ~d 
(1 hr. 45 min. - 2 hr. 14 min.) 99355 X 2 

e. 135-164 minutes 99354 X I md 
(2 hr. 15 min. - 2 hr. 44 min.) 99355 X 3 

f. 165-1 94 minutes 99354 X I md 
(2 hr. 45 min. - 3 hr. 14 min.) 99355 X 4 

NIA 99 150 deleted r + a h @ & e i e i - ~ ~  
. . . . 

-&-h?J--eww 
&--'..-- Iwb- u- 
i n g j t - a ~ ~ f  

MX 



CPTJTve-digit ~ C J ,  h d i g i r  mod#ers, and descripfionr ody are copyright by rhe Americm Mediml hsocfation. 

Trrcklng l , 

TTl 

T l - 2  

m 

CPT Code 
(a Nnr) 

99151 

899354 

a99355 

a99356 

77.4 a99357 

CPT Descriptor - 
199 150. 991 5 1 have been deleted. To ramrt. u e  99354-99360) 

Prolonged physician service in the oIlice or other outpatient setting requiring direct (face-tefrce) 
patient contact beyond the umd ucrvice (eg, prolonged ure and trubncnt of an acute ahmatic 
patient in an outpatient setting); fixat hour 

each additional 30 minub 

Prolonged physician rervice in the inpatient setting, -iring direct (faccteface) patient contact 
beyond the u m d  service (eg, matemd felll monitor in^ for high risk delivery or other phydologi- 
c d  monitoring, prolonged c u e  of an acutely ill inpatient); fiM hour 

each rdditiond 30 minutu 

Codhg 
Change 

deletad 

new 

new 

new 

new 

A 

PROLONGEO PHYSICIAN SERVICE WITHOUT DIRECT (PACE-TO-FACE) CONTACT 

Global 
Period 

XXX 

XXX 

XM[ 

M(X 

Codes 99358 

XXX 1.50 

RVIV 
Recommen- 
dation 

NIA 

2.33 

1.20 

3.00 

- 

~ I ! I I ~  

J 

I 
99359 are used when ! ~hv.ici.n vmvidu ~ro10ntze.d senice not involving direct (faceto-face) contact hat ie beyond the umd'serviee in either the 

jnpatient or mmatient d n z .  This oervicc is b be rcwrted in addition to o&a ~ h y d c l m  rervjce. trcludinn evduation md mmaeement wrvices at m y  level. 

Codes 99358 and 99359 are used to mrt the blll duntion of non facetefrct  tima m n t  by a ~hvsician on a niven dale Dmvidine vmloneed service. even if the time 
m n t  by the physician on that date is not continuous. Code 99359 is used to rrwrt the h t  hour of ~roloneed service on a mvcn date reaudless of L e  place of 
gervice. It dso may be ueed to m r t  8 totd duntion of ~ rdoneed  servics of 3040 minutes on a &en date. It should be u& only once w r  date even if the time 
men1 bv the vhvaician is not continuous on that date. b loneed  m i c e  of lesr thm 30 minutes total duration on a tziven data u not swuatelv reported, 

Code 99359 is used to rcoort each additiond 30 minutes beyond the firsl hour renardless of the ~ l a e e  of service. It dso may bs used to mart the find 15-30 minutea 
of ~mlonged service on a i ven  date. Roloneed servica of less thm 15 minuter beyond the first hour or less than 15 minuter beyond the find 30 minutcu is not 
yeported scuua(elv, 

ITS 

TT6 

new 

new 

a99358 

099359 

Prolonged evaluation and management arnica before and\or aRer d k c t  (faceto-face) patient 
conhct (eg, review of extenmve =or& and tc&, communication with other professionals and/or 
the patientlfamily); finrt 3040 minuter 

each additional 30 minutes 

(To repart telephone calls, ace 99371-99373) 

XXX 

MO(: 

2.10 

1.00 







Ihage 1 of 2 
AMAISPECIALTY SOCIETY RVS UPDATJ3 PROCESS 

CONSENSUS RECOMMENDATION 

Tracking Number: CPT Code: 0993X1 Global Period:,= 

CPT Descri~tor: Proloriged physician service in the office or other outpatient setting requiring 
direct (race-to-face) patient contact beyond the usual service (e.g. prolonged care 
and treatment of an acute asthmatic patient in an outpatient setting); first hour 

. . 

Clinical Descri~tian of Service (includinc we- intm- and post-service work, and ty~ical  patient): 

. ' 20 year. old female wit11 a histofy of asthma with acute bronchospasm and moderate respiratory 
distress: 'Initial e\.;rluation and ma~mgement shows r&piratory mte 30, labored breathing and wheezing 
.heard in all lung fields. Office tratrnent is initiated which includes intermittent bronchi0 dilation and 
subcutttneous epinephrine. Requires intermittent physician face-to-face time with patient over a period of 

. '2-3 hours..-.Patient is returned honie subsequent to stabilimtion. 

KEY REFERENCE SERVTCES(S): 

CPT Code CPT Descriptor - RVW 

LUnr); a a u n p r e h u k  -lmlhm: ud d d b n  .uklng d blgh 
mplrxll)'. Counrdlng d l o r  amdlmllon of m e  r i l h  dh.r prmidm a 
wn art  p m l d d  o luh tm l  si lh lhr mture d Ihr problcm(s) and 
tht  pUmt'# andlo- lvnlly'r nods. Uturlly. lhr pruenllry problmn(t) are 
SS modmlr la hlgh temily. Ph.vMans lypbally spmd (O mlnutrr 1- 

. . T m  wllh the pl l lml andlor lamlly. 

omer anrulmtbn r m  a newer t r ta~~shec~ pt~cac. r*hl& rcqulra ~ho. 2.30 
lhrrc k q  cwnponmlr: a ampr&mrlw bwa); a Onprelbcnrirr cumlnallon; 
and m d l a l  d d r h  d n g  d madwale Rmplcrly. Counvllry andlor 
mordlnnlhm d a r e  MU oUvr p d d m  or @a a n  p r d d d  cmulrlml 
r d h  Ube malure d Ib t  pmblrm(r) and Ihe p1lmI.l madlor ramlly wed#. 
Cedly. UI. pramtlng pmblmr(r) are d &lr lo blgh umlly.  
Phyalchns QpIaIly spmd 60 mlnula h M 4 a c r  r i l h  Ihr p U m l  u d h r  
runlb. 

-- 

Jtdationship to Key Reference Scrvice(s1: 

Compared to reference codes 99205 and 99244, the time required 
for TTl is approximately the same; the technical and physical effort is slightly less; the mental effort 
approximately the same while the stress nssociated with stabilizing and managing the asthmatic crisis 
would be substantially greater. Thus, compared to values of 2.30 (99244) and 2.36 (99205) the median 
s w e y e d  value of 2.33 appears appropriate. 



PACE 2 OF 2 

SURWY DATA: 

a: SPECIALTY: Family P r a c t i c e  and I n t e r n a l  Medicine. 

Low: 30 Median IntraService Time: 60 

Median F're-Service Time: NIA 

Length of Hospital Stay: N/A 

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

Other Data: 

High: 180 

Median Post-Service Time: NIA 



I-age I 01 L A JL 
AMAISPECIALTY SOCIETY RVS UlPDATE PROCESS 

CONSENSUS RECOMMENDATION 

@. Tracking Number: CFT Code: @ 993x2 Global Period: . 

CPT Descri~tor : Prolonged physician service in the office or  other outpatient setting requiring 
direct (face-to-face) patient contact beyond the usual service (e-g., prolonged a r e  
and treatnient of an acute asthmatic patient in an outpatient setting); each 
additional 30 minutes . 

Clinical Descriniion of Service (includinz ure- intra- and wst-sen-ice work. and t ~ ~ i & l  rxatient): 

20 year old female with a history of asthma.presents'with acute bronchospasm and moderate respiratory 
' d i i a .  Initial evaluation and mnnagement sho\s'respintory rate 30, labored bre~thing and wheezing 
heard in all Iung fields. Office treatment is initiated which includei intermitt&t bronchi0 dilation and 
subcutaneous epinephrine. Require intermittent physician fa'ce-to-face time with pident over a period of 
2-3 hours. Patient is returned home subsequent lo stabili7ation,~ - . . 

X E Y  REFERENCESERVICIES(S): .... . . . . . . . . . . .. - 

CPT Code CPT Descriptor 

pIknl. ub)ch nqulrcl a1 I d  two d lhue l h m  kry mpmmk 8 

h l W  I n l m d  hhlor): a daalkd n a r n l ~ l b q  m d W  dahbs 
nsldy .( high onnplcd~j. Couasdlng 8ndkr ~ a r d h l b n  .I- wtth 

aha proddm a wends are p m l d c d  mnsblenl rllh.lhe d u r n  of (he 
probkmb) 8nd (he pallcnt's M d k  Bmllfs mds. O.ually. Uu pmfirnl 
b uarrrblc a h u  d- = rlgnlbnl c u u p l h h  r a dgd(lon1 
nff problem. ~nklau O.pblly spmd 35 d n u l a  81 Ulr U d e  8nd on 

-. 

Relationshiu tiiKev Reference Service(s1: 

Compared to reference code 99214 (.98 RVW) the time, technical 
and physical effort and, the mental effort .are equivalent; while the stress of stabilizing and managing the 
asthmatic would be substantially grater .  For 99233 (1.3 RVW), the committee determined that all four 
components were essentially equivalent to those for the surveyed code. Therefore, the recommended 
value of 1.2 (equal to approximately 50% of TTI), while higher than the surveyed median, is appropriate. 

- 

- -. - - 



SURVEY DATA: 

SPECIALTY : Family Practice and Internal Medicine 

Median Intra-Service Time: 30 Low: 10 High: 180 

Median Pre-Service Time: NIA Median Post-Service Time: NlA 

Length of Hospital Stay: N/A 

. ~ & b e r  & Level of Post-Hospital Visits: NIA 

Other Data: 



i'agc 1 of 2 
AMAISI'ECIALTY SOCIETY KVS UPDATE I'ROCESS 

CONSENSUS RECOMMENDATION 

Tracking Nunlher: ?T,1 CPT Code: @993X3 Glohal Period: 

CPT Descri~tor: Prololiged physician service in the inpatient setting, requiring direct (face-to-face) 
patient coatact beyond the usual service (e-g., maternal fetal monitoring for high 
risk delivery or other ,physiological monitoring, prolonged a r e  of an acutely ill 
inp;itient); first hour 

Clinical Descri~tian of Seneice (including we- intt-a- and post-service wvork. and tv~ical  patient): 

33 y a r  old primigmvida presents to hospital in early labor. Admission history and physical reveals 
severe preeclampsia. Physician supervises management of preeclampsia, D' magnesium initiation and 
maintenance, labor augrnentntian with pitocin, and close maternal-fetal monitoring. Physician face-to- 
face invoIvenient indudes 40 minutes of continuous bedside care until the patient is stable, then is 
intermittent over sevwal hours until the delivery. Care involves patient evaluation, monitoring and 
interpretation of laboratory results, and adjustment of therapy as needed. 

KEY REIFERENCE !jERVICES(S): 

CPT Code CPT Descri~tor 

99285 Emcr:my departmmt 4sll far the maluathn and 

RVW 

v a t  d a Ctlml. whkh r q u l r a  thee thro 

key mponmb willlln the amsldnh Im@ by l h e  

u-emqv d lhc ~1 lmI .s  d l n h l  madllbn and mmml 
status: m m p r r h r m l n  hlrca)c. m mmprdenshr m m l d b n .  
mnd dial d d s h  mnkln~ d hkh oonplrrlty. CounIcllng 
mndk ~ ~ d l n a l l u r  d a r e  d l b  olhtr probidm a m ; d s  
mrr proddd casluml r1U1 Ihr matun d Ihc problrm(s) mnd 
Ihr pUml's andtar famlly'a a d s .  Udh Lhr pramllng 
problm(s) are d hlch mvdly  M d  pmc m lmmedhlr aI:nllknl 
lhrol  a Itre or phjrblyk fundbn. 

Rdatiomhiu to Key R e f m c e  Servids): 

Compared to reference code 99285 (2.71 RVW) the time 
required for TT3 would be equivalent for a similar ER patient; t h t  the physical and technical effort 
would be equivalent; and that the average mental effort and level of stress associated with TT3 would 

- equal or slightly exceed that for an average 99285. -ly, the joint committee recommendation of - 

- 3.0 is judged to be appropriate. - - 



PAGE 2 OF 2 

SURVEY DATA: 

I 

SPECIALTY z Family P r a c t i c e  and I n t e r n a l  Medicine 

Median Intra-Service Tie: 60 

Median Pre-Service Time: 

Length of Hospital Stay: 

Number & Level of Post-Hospital Visits:' 

High: 480 

Median Post-Service Time: 

Other Data: 



h g e  J ot L TT4 
AMAISWCIAI,TY SOCIbTY RVS UPDATE PROCESS 

CONSENSUS RECOMMENDATION 

Tracking Nun~hcr: CPT Code: 0 393x4 Globzll Period: 

CPT Descriptor: Prolonged physician service in the inpatient setting, requiring direct (face-to-face) 
patient conhct beyond the usual service (e.g., maternal fetal monitoring for high 
risk.deliverg or other physiological monitorily, prolonged care of an  acutely ill 
inpatient); each ;~dditional 30 rninutes 

Clinical Description of Service (includinr! nre- intr:i- and post-service work, and typical patient): 

34 year old primigr~vidn presents to hospital in a r l y  labor. Admission history and physical reveals 
severe preeclmpsin. Physician supervises management of p r d a m p s i a ,  IV magnesium initiation and 
maintenance, labor pugn~enhtion with pitocin, and close maternal-fetal monitoring. Physician face-to- 
face involvtment includes 40 minutes.ol' continuous bedside a r e  until the patient is stable, then is 
intermittent over several hours until the delivery. Cure i~rvolves patient evaluation, monitoring and 
interpretation of.lahoratory results, and adjustment of thernpy as needed. 

KEY REW~CE'SEKV1CES(S): 

CPT' Code CPT Descriptor 

99233 Subsequmc holp!td a r r  per day. la lhr duatbn .nd ~nrnagemrnt d s  1.30 
prlmc, w h l d  r q u l r a  a1 1-8 lw d L h u  l h r e  key mmponmk l 

d d k d  l n t ~ l  h l s w ;  a de~allcd enmlrPIh; m r d b l  daidon 
mrklng 4 hleh ~ p l e x l ~ ) . .  CovnAng andlor mordlrullm d c n r c  d l h  

other p m d d m  a @rr arr p d d d  4 r l m l  ~ $ U I  lhr trnlurr d the 
problrm(r1 and Ihr pnlml'# n n d h  Iamlly'a nnds. Ulunlly. lhr p3clml 
b urulrblr or ha# dcrrluprd a # l c n l m l  omplbUa, a l rlgnlfbnl 
new problrm. Phwldanr l)-pWty aprnd ZJ rnlnula nI Lhr brdtldc and on 

lhe pallrnl'r hap lb l  floor or unlL 

99243 Olfbx canrulerlban for a nrw or ahblbhrd plUml. w%M trqulra lh-r U ~ r n  1.53 
kryaxnponmb: m ddallrd hbbry; a d&lW mrn ln r l h :  and medlol d.dlon 
making d Iov compldly. Cvunrtllnr a n d k  u r d l r u l l m  M a r e  wlth Ohrr 
p r d d m  a yrnda a n  prm4dd aamlrlrnc rllh lhr ru tun  d the problem@) arr 
dmodcnk urrrl ly. Phykn. t)plal[v s w d  1 mlnutn h x 4 o - b ~  wllh lhr -- 

p l l m l  nndlor famlly. 

Relationqhiu to Key Reference Service(sl: 
- -- 

- 

Compared to reference code 99233 (1.3 RVW) time and mental 
effort are  approximately the same while technicnllphysical effort is somewhat greater and stress 
subshntinlly g r a t e r  owing to the average severity of the condition being managed. Compared to 99243 
<3434WLV), TT4 involves less time and physiaIitechnia1 e fhf -h t -more  menhl effort and stress. 
-T'-@he joint committee recommendation of 1-50 R W V - ( S M M 3 ) ,  while slightly higher than the . 

surveyed median ,  is appropriate. 



PACE 2 OF 2 IT4 

SURVEY DATA: 

SPECIALTY : Family Pract ice  and In te rna l  Medicine 

i 

Median Intra-Service Time: 30 Low: 15 

Median Pre-Service Time: 

Length of Hospital Stay: 

Number & Level of Post-Hospital Visits: 

Other Data: 

High: 480 

Median Post-Service Time: 



I +c I t r r  L ' IT5 
AMAISIBECIALTY SOCIETY RVS UPDATE PROCESS 

CONSENSUS RECOhfhIENDATION 

0' 
Tracking Nunlher: CM' Code: 993x5 Glohal Period: 

CPT Descriptor: Prolonged evaluation and management service hefore and\or after direct (hce-to- 
'face) patierlt conhct (e.g., revie\$# of extensive records and tests, communication 
with other p r ~ f ~ i o n a l s  andlor the patientlfaniiy); first 30-60 minutes 

Clinical Descriptiorl of Service (including Dre- intra- and oost-service \i.ork. and t y ~ i m l  patient): 

A 65 y a r  old new patient with multiple complicated medial  problms, brought to the of ice  by her 
daughter, has been seen and examined by the physician. After the visit, the pl;ysiciun requires extt&ive 
time to talk with the daughter, to review complex and detaiIed medial  records transferred from the 
patient's previous physicians and to complete a comprehensive treatment plan. ' This plan also requires 
the physician to personally initiate and coordinate the care plan with a local-ho.mehealth agency and a 
dietician. 

- KEY REFlERENCE SJ3RVICES(Sl: 

,99241 ~ m c r  masu~~atbn lor m new a s ~ b ~ b h e d  pa~m~, U+WI q u * a  ~ h #  2.30 
lhrw k q  cotnpncn(l: a mmprrhmsh h b l q  a canprehcnrln clsmlna1)on; 
u d  mcdlel dubbn ankh; d nodmu eompkrlly. Cclludlngandkr 
amrdlcmhn oCprrt wllh ocher pror3dm or yml- arc prm3dcd conrlrlml 
rlL Ihc N IW~ of the problrm(r) and L r  pllml'8 a n d k  hrnlb needs. 
U8lully. lb* prnmllnz problrrn(s) arc d d n - a l e  lo high wb.rl(y. 
Physkbm Iyplally ~prnd 60 mlnuca fact-Mae -4th the p l l m l  andlor 
hrnlly. 

relations hi^ to Kev Reference Service(s): 

TT5, ' IT6 and TI7 proved particularly challenging to justify key reference services using the "worksheet" 
approach. The key reference services involved face-tddse time, the surveyed codes do not. Never-the- - 

less, the joint committee concluded that TT5 involved the m e  amount of time, less technicallphysicrl 
dart and stress but involved more ment;ll effort than 99244 (2.3 RVW). The surveyed median of 2.10 is 
thus a reasonable work value. -- 



PAGE 2 OF 2 

SURVEY DATA: 

SPECIALTY : Family  P r a c t i c e  and Internal Medicine 

Median Intra-Service Time: NIA 

Median Pre-Service Time: 25 

Length of Hospital Stay: NIA 

Low: NIA High: NIA 

Median Post-Service Time: 40 

Number & Level of Post-Hospital Visits: 

' . Other Data: 



Page I of 2 TT6 
AMAJSPECIALTY SOCIETY RVS UMDATE PROCESS 

CONSENSUS RECOMMENDATION 

Tracking Number: CFT Code: a993X6 Global Period: 

CPT Descri~tor: Prolonged evaluation and management service before andlor after direct (face-to- 
face) patient contact (e.g., review of extensive records and tests, communication 
with other professionals andlor the patientlfamily); each additional 30 minutes 

(To report telephone calls, see 99371-99373) 

A 65 year'old new patient with multipIe complicated medical problems, brought to the office by her 
daughter, has been seen and examined by the physician. After the visit, the physician requires extensive 
time to talk with the daughter, to review complex and detailed medical records transferred from the 
patient's previous physicians and to complete a comprehensive treatment plan. This plan a h  requires 
the physician to personally initiate and coordinate the a r e  pInn with a local home health ageilcy and a 
dietician. 

- 
KEY REIXREN(TE SERVICIES(S): 

CW Code CPT Descrivtor - RVW 

99214 O f l ~ a  a ocher ou~pa~lrnt >id( lor (he nrlualbn m d  mnnyemrntaf 0.98 
an dablbhed patlml, whlch r q u l r a  81 1 5 1  1-d Uec U l r a  k q  
ampancnk 8 drcnlld hlskvy; 8 drcnlld c~mlmUon;  Dcdhl  
d d l o n  nnklng d modmls a~mplndiy. Gunsdln# ~ d k  o o D l d l a h  
al a r r  wllh &a p r a i d m  or agenda u e  pmridcd omls iml  wllh 
lh8 nntura d (he prablnn(s) u ld  UI prlleml's mudla lamllf* nd.. 
U.wlly  ha praaUng problems).) ur d modoal* (o I116 Hmlty. 
PhyrWm lyplcrlly spmd Y mlnulo I m M d -  d l h  Ihr p l l m l  8ndl 
or falnlk. 

Relationship to Kev Reference Service(s1: 

See TTS. The joint commit& believes that TT6 involves approximately the same time and stress; less 
technicallphysical effort but more mentni effort than 99214 ( 3 8  RVW). The surveyed value of 1.00 also 
equals s l i i h ~ j  Iess than 50% of TT5. 



PACE 2 OF 2 

SURVEY DATA: 

0 .  SPECIALTY : Family Practice and Internal Medicine 

M e d i i  1ntraService' Time: NIA Low: NIA High: NIA 

Media bSerPice Time: 15 

Length of Hospital Stay: NIA 

Other Data: 
. -. - . - . - . 

Medical Post-Service Time: 25 



Page 1 uf 2 Tl-7 
AMAISPIECIALTY SOCIETY RVS UPDATE PROCESS 

CONSENSUS RECOMMENDATION 

Tracking Number: CPT Code: @993X7 Global Period: 

CPT Descriptor: Physician standby service, requiring prolonged physician attendance; each 30 
minutes (e.g., opemtive standby, standby c a r e a n  deliver). for newborn care) 

Clinical Descri~tion of Service (including wre- intra- nnd post-service work. and tvwiml ~atientl :  

24 year old female patient admitted to OB unit attempting VBAC. Fetal monitoring shows increasing, 
fetal distress. Patient's blood pressure is rising and libor progressing slowly. A primary care physician 
is requested by the OBIGYN to standby in the hospital for possible cesarean delivery and neonatnI 
resuscitation as needed. 

KEY REFERENCE sERVICES(S): 

99203 om= u o ~ h u  u l p u m ~  *WI ror the a~nlloa ~ d  ImnageM! d 1.19 
I9W p u m l ,  q*b npIJlm ah- k q a D m m U :  8 M o d  

W h t h ;  ud m d b l  d r l r b n  nolJy d low m p l c d t y .  C.uudlng 
mdlor ooadhlba d a r e  4 t h  ochrr p M d m  r .tmdr are 
pnrl(cd oat lumt  wlUl Ihe nature ot UH problemb) m d  the 
pUmt'r a n d l a  funlly'a nccdr. IJamlly, Ihe pr-tlng probhb) 
d madamle -Ur. Physkhu typlally spend M mlnula I d -  
4L UI. puent mdbr ranllly. 

Belationshi~ to Kev Reference Service(s1: 

See Rationale for 'ITS. The joint committee chose 99203 (1.19 RVlr) as the key reference service there 
being no clear consensus mpos those  surveyed. TT7 involves stnnding by for the provision of services 
requiring time equivalent to 99203; obviously less physicalltechni~al effort; but arguabIy-more mental 
effort in analyzing detailed and complex information and stress in anticipation of providing services to an 
average patient with complexlsevere .- - medical o r  surgical problems. Thus, the survey median of 1.20 
appears appropriate. 



PACE 2 OF 2 

SURVEY DATA: 

e* SPECIALTY: Family Practice and I n t e r n a l  Medicine 

Median Intra-Service Time: NIA .Low: - High: 

Median Re-Service Time: 30 Medical Post-Service Time: NIA 

Length of Hospital Stay: NIA 

Number & Level of Post-Hospital Visits: NIA 

Other Data: 
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AMA SPECIALTY SOCIETY RVS UPDATE COMMITTEE 
SUMMARY OF RECOMMENDATIONS 

April 2000 

Peripheral Vascular Rehabilitation 

Work Relative Value Recommendations 
New code 93668 Peripheral arterial disease vascular rehabilitation, per session describes supervised, treadmill based programs of 
progressive limb exercise, with a subsequent transition to a home-based exercise prescription. This service is intended to treat patients 
with intermittent claudication, patients recovering fiom peripheral vascular surgeries or from peripheral angioplastylstenting 
procedures. Currently, CPT does not contain an existing CPT code that accurately describes therapeutic vascular rehabilitation. 

The RUC evaluated the survey results for new code 93668 Peripheral arterial disease vascular rehabilitation, per session and agreed 
that there was no physician work. 

Practice Expense Recommendations 

The RUC recommends that there are direct inputs for this service when performed in a non-facility setting. Specifically, the RUC 
recommends 20 minutes of RNIExercise physiologist time for this service, as well as supplies and equipment as attached. 



Medicine 
Cardiovascular 
Other Procedures 
Peripheral vascular rehabilitative physical exercise consists of a series of sessions, lasting 45-60 minutes per session, involving use of 
either a motorized treadmill or a track to permit each patient to achieve svmptom-limited claudication. Each session is supervised effa 
w&wmdw& by an exercise physiologist, w, or nurse. The supervising provider monitors the individual patient's 
claudication threshold and other cardiovascular limitations for adjustment of workload. During this supervised rehabilitation program, 
the development of new arrhythmias. symvtoms that might sunnest angina or the continued inability of the patient to progress to an 
adequate level of exercise may require physician review and examination of the patient. These physician services would be separately 

0.00 
No physician 

work 

Peripheral arterial disease vascular rehabilitation, per XXX 





CPT Code 93668: Peripheral Vascular Rehabilitation 
AMAISpecialty Society RVS Update Committee Recommended Practice Expense Direct Inputs 

AMAISpecialty Society Update Process 
Summary of Recommendation 

000 Day Global Period 

In Office Direct Inputs 

CPT Descriptor: Peripheral Arterial Disease Vascular Rehabilitation, per session. Code 93668. 
Tracking number 14/41. 

Questions below are not applicable - survey was not conducted. 

Sample S i z e :  Response Rate: (%): Global Period: 

Tracking Number: Reference Code 1 Reference Code 2 

Geographic Practice Setting %: Rural Suburban Urban 

Solo Practice Type of Practice %: 
Single Specialty Group 
Multispecialty Group 
Medical School Faculty Practice Plan 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Patient orientation to the program. Completion of miscellaneous paperwork. 

Intra-Service Clinical Labor Activities. 

Supervision of patient during exercise session. Progressive conferences with patient. 
Discharge conference. Completion of report to referring physician. 

The RUC assumed that this service is not performed with 1 to 1 supervision and agreed that the 
RN or exercise physiologist is typically supervising three or four patients. Each patient typically 
undergoes Peripheral Arterial Disease Vascular Rehabilitation for 1 hour. 

CPT codes, descriptions and other data only are copyright 1999 American Medical Association (or such 
other date of publication of CPT). All Rights Reserved. Applicable FARSIDFARS Apply. 
American College of Cardiology 
Revised 
51 10/00 

Service 
Period 
(Day of 
service) 

15 minutes 

Pre- 
Service 
Time 

5 minutes 

Clinical Labor 

RNIExercise Physiologist 

Staff Type 

1033 



CPT Code 93668: Peripheral Vascular Rehabilitation 
AMAISpecialty Society RVS Update Committee Recommended Practice Expense Direct Inputs 

1 Medical Supplies 1 Quantity 1 Supply Code ( 

1 Swab. alcohol 12 1 31101 1 

Razor, disposable 

I Gauze. 4x4. non sterile 11 1 31501 1 
I EKG paper 11 1 71005 I 

. - 
1 

1 ECG electrodes dis~osable 13 1 71006 I 

11 104 

**Note: 3 sessions per week (for one hour each) per patient. 

Medical Equipment 

Procedure Specific 
Medical Equipment 

CPT codes, descriptions and other data only are copyright 1999 American Medical Association (or such 2 
other date of publication of CPT). All Rights Resewed. Applicable FARSIDFARS Apply. 
American College of Cardiology 
Revised 
51 1 0100 

Hours per 
week in use 
for all 
services 

Equipment 
Cost 

Equip 
Code 

3** 
varies 

No. of 
units in 
practice 

Treadmill wlECG monitor 
Blood Pressure monitor 

Minutes of 
use per 
procedure 

pppp 

varies 
varies 

E55020 
E55006 

60 
60 




