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The recently completed five-year review by the
American Medical Association (AMA) RVS Update
Committee (RUC) has a great potential to shift
physician payments to cognitive specialties from the
procedural and other specialties if the Centers for
Medicare and Medicaid Services (CMS) upholds the
recommendations made by the RUC to CMS.

A brief review of coding and billing procedures is
needed to appreciate the monumental task achieved by
the RUC during the last five-year review.

The keys to successful coding and billing result from
thorough documentation and proper coding of the visit
or procedure performed. It is critical to document what
work was actually conducted during a patient
encounter.This documentation will justify the Current
Procedural Terminology® (CPT) code used and the
level of evaluation and management (E/M) service
billed. Documentation is necessary for procedures, as
well as E/M services, and it is important that a
complete description of what was accomplished during
the procedure is documented.

Daily, we use two coding systems when we bill for
patient encounters. The International Classification of
Diseases, 9th Revision, Clinical Modification (ICD-9-
CM) system is used to describe the diagnosis, symptoms
or findings for each patient. The ICD-9-CM codes
provide the medical necessity for billing the CPT
codes.The CPT codes are used to define the care given,
the level of intensity, and which procedures were
performed.

There are three manuals that are essential to help with
coding.These are:

• Current Procedural Terminology 2006, published by the
AMA;

• 2006 Professional ICD-9-CM for Physicians, published
by Ingenix; and 

• Appropriate Coding for Critical Care Services and
Pulmonary Medicine: A Practice Management Tool,
published by the American College of Chest
Physicians.

These publications are absolutely essential for one to
understand coding and billing. If one is interested in
physician reimbursement, The Essential RBRVS,
published by Ingenix, is an excellent reference.

Examples of ICD-9-CM codes used by pulmonologists
would be:

• 492.8 (emphysema);
• 493.90 (asthma);
• 491.20 (obstructive chronic bronchitis without

exacerbation);
• 786.05 (shortness of breath);
• 786.3 (hemoptysis); and 
• 786.50 (unspecified chest pain).

These codes must be used to identify diagnoses,
symptoms, conditions, problems, complaints, or other
reasons for the patient encounter procedure or visit. If
no definitive diagnosis can be made, codes for
symptoms or signs are acceptable. ‘Rule out’ conditions
must not be coded.You should code only documented
diagnoses or signs and symptoms. ICD-9-CM codes are
updated twice a year in April and October.

CPT is a code set of descriptive terms and identifying
codes for reporting medical services and procedures
provided by physicians, non-physicians and healthcare
professionals. The CPT code set is maintained and
updated by the CPT Editorial Panel using a rigorous
peer-review editorial process. The CPT codes are
updated yearly to maintain currency with medical
practice. ICD-9-CM codes, on the other hand, are
updated twice a year. The AMA owns and publishes
CPT.The CPT Editorial Panel determines which new
codes are added to the CPT, which old codes are
deleted, and which old codes are modified each year.

There is an Advisory Committee made up of physicians
representing each specialty and subspecialty
organization seated at the House of Delegates of the
AMA. The American College of Clinical Pharmacy
(ACCP) CPT Advisory Committee member is Steven
Peters, MD, from the Mayo Clinic, and the American
Thoracic Society (ATS) Advisory Committee member
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is Stephen Hoffman, MD, from Ohio State University.

An individual, representatives from industry, a medical
association, and specialty organizations are all able to
suggest new codes to be presented to the CPT Editorial
Panel.The meetings of the CPT Editorial Panel are not
open to the public and are attended by invitation only.
Once a new code has been established by the CPT
Editorial Panel, it is then sent to the RBRVS Update
Committee (RUC) of the AMA.

The AMA RUC was established to review and establish
work values for new CPT codes in 1992 after the
implementation of Medicare RBRVS on January 1,
1992. The first meeting of the RUC was on May 30,
1992.

The RUC meets three times a year after the CPT
Editorial Panel, in order to consider new codes for the
establishment of work values, practice expense values,
and professional liability expense values developed by
the CPT Editorial Panel.

The RUC also has advisory committee members
composed of physicians and allied health members
representing the specialty and subspecialty societies
seated on the AMA House of Delegates. The ACCP
RUC advisory member is Edward Diamond, MD, from
Chicago and the ATS advisor is Alan L Plummer, MD,
from Emory University School of Medicine. Scott
Manaker, MD, from the University of Pennsylvania has
just rotated off as a RUC member occupying one of the
rotating seats on the RUC.

The subspecialty and specialty organizations are
responsible for surveying their memberships to
determine the value of the physician work involved in
each new CPT code. The RUC may also consider
established CPT codes which specialty organizations
bring up for review, if the organization feels these codes
are misvalued.

Every five years, all of the CPT codes are eligible for
review. This was mandated by Congress. Any code is
eligible to be reviewed if it is undervalued, overvalued,
or if CMS deems it necessary to review it. All specialty

and subspecialty organizations can also submit codes
they think are misvalued for the five-year process.
Requests for review are sent to the CMS, which submits
the final list of CPT codes for the five-year review to the
RUC. In 1995, when the first five-year review began,
1,118 codes were reviewed. In 2000, during the second
five-year review, 870 codes were reviewed. In 2005, for
the third five-year review, 721 codes were reviewed.

The RUC has developed a unique process to review
codes for each five-year review. In 2005, eight work
groups were formed by the RUC. The work groups
were composed of RUC members, RUC alternate
members, and members from the Advisory Committee.
(Each RUC member has an alternate who sits on the
RUC Committee when the RUC member is unable to
do so.) CMS submitted three pulmonary codes for
review.These were:

• 94010 (simple spirometry);
• 31622 (fiberoptic bronchoscopy); and 
• 94657 (mechanical ventilation, subsequent day).

All of these codes represent large volume procedures
billed to Medicare. The pulmonary and critical care
community also submitted two critical care codes—
99291 and 99292—for review, which were accepted by
CMS. The five codes were surveyed in May and early
June of 2005. Many of these surveys were filled out at
the 2005 ATS meeting when members were asked to
fill out the surveys during the meeting.The data were
tabulated and made available for a special meeting of
the RUC in August specifically convened to review all
of the codes for the five-year review.

Internal medicine formed a subspecialty group of 27
different organizations in 2004. They reviewed all of
the E/M codes and made recommendations to the
RUC in December, 2004, requesting that 35 E/M
codes be reviewed because the work had changed.The
last time E/M codes were reviewed was during the
first five-year review in 1995—10 years ago! After
reviewing all requests, CMS placed the E/M codes on
the agenda for the 2005 five-year review. At the April
2006 RUC meeting, the surgical subspecialties
expressed a desire to work with the internal medicine
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subspecialties to develop a common survey
instrument. In spite of attempts by the surgeons and
internal medicine group, this did not occur. The
internal medicine group surveyed their constituency
in the summer of 2005, surveying 28 codes.
Emergency physicians surveyed five emergency
department codes. About the same time the surgical
specialties surveyed their membership with a survey
tool that was not reviewed or approved by the RUC.
(All survey tools must be approved by the RUC before
they are sent out for an official RUC survey.) The
results from the internal medicine survey indicated
that the work values for the E/M codes surveyed had
increased.The surgical survey found no change in the
work for the E/M codes they surveyed.The data from
all surveys were compiled and were made available for
the August RUC meeting.

At the specially convened August 2005 RUC meeting,
the three pulmonary codes—94010, 31622, and

94657—were presented to work group #4. After the
presentation the work group recommended that the
values for 94010 and 31622 remain the same and that
the value for 94657 be increased to 1.37 from a
previous level of 0.83. The critical care codes—99291
and 99291—were presented to work group #5, along
with all the other E/M codes.

During the August RUC meeting, 686 codes were
reviewed on Thursday and Friday. Work group #5,
which reviewed the E/M codes, spent many hours on
Saturday and Sunday reviewing the 35 E/M codes.
Comments from the surgeons were consistent. The
surgeons felt that no increase in E/M values should be
given because their data indicated that no change in
work had occurred. The internal medicine group had
the opposite view based on their survey and other data.
Because the surgical subspecialties have a
preponderance of usage of the low-level E/M codes,
the Internal Medicine group felt that the work for the
low-level E/M codes should remain the same. A
compromise was reached and the work values for the
first two levels for a new patient office evaluation, the
first two levels of an established office visit and the
lowest value for an office consultation were left

unchanged. Deliberations on the other codes ensued.
By the end of the August meeting, 26 E/M codes had
a consensus for values, and nine E/M codes had no
consensus, which meant that these codes went forth to
the full RUC meeting in September with no
recommendations. Included in the nine codes not
receiving consensus were 99291 and 99292. Between
the August special meeting of the RUC and the regular
RUC meeting in September, work group #5 had
several conference calls to work on recommendations
for these codes.

At the regular September 2005 RUC meeting, the
values for pulmonary codes 94010 and 31622 
were presented to the RUC and were approved.
The subsequent day ventilator code, 94657, was
debated heavily. There was some confusion as to
whether this code applied only to hospitalized
patients, to patients in nursing homes; or to both.
Because of the lack of clarity, the matter was referred

to the CPT Committee for review. At the September
RUC meeting, the E/M codes again were debated 
on Saturday and Sunday. Saturday’s session lasted 
17 hours! 

The RUC finally approved work values for 26 E/M
codes. The RUC reached no consensus on the
subsequent out-patient office visits, 99213, 99214, and
99215 and approved interim values for 99291, 99292,
and four of the hospital E/M codes. Usually by the end
of the September RUC meeting, all of the five-year
review codes would have been finalized for submission
to CMS. However, this time around, this was not
possible because the work values for nine E/M codes
had not been approved by the RUC.

The nine E/M codes not approved were put on 
the agenda for the February 2006 RUC meeting,
which was also a first. Between the September
meeting and the RUC February meeting, work 
group #5 met by conference call in October,
November, December, and January and the Medical
Executive Committee formed by the alliance of the
internal medicine subspecialties also met by
conference call frequently.
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