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March 14, 2010 

William T. Thorwarth Jr., MD 
Chair, CPT Editorial Panel Executive Committee

Marie Mindeman
Director, CPT Coding and Regulatory Affairs
American Medical Association	
515 North State Street
Chicago, IL 60654
Ph: (312) 464-4421
Email: marie.mindeman@ama-assn.org 

Elizabeth Lumakovska
Director, CPT Editorial Research and Development 
515 North State Street
Chicago, IL 60654
Ph: (312) 464-5525 
Email: elizabeth.lumakovska@ama-assn.org


RE: Request for Reconsideration of February, 2011 CPT Editorial Panel Decision on Tab 4 (IOM)


Dear Dr. Thorwarth, Ms. Mindeman and Ms. Lumakovska,

The American Academy of Neurology (AAN), along with the American Clinical Neurophysiology Society (ACNS), North American Spine Surgeons (NASS), and American Association for Neurosurgery (AANS) are writing to appeal the February 2011 decision of the CPT Editorial Panel (“Panel”) for Tab 4 regarding coding for intraoperative monitoring (IOM) services. We strongly believe that Option C, as approved by the Panel, represents a flawed coding proposal. Therefore the undersigned societies ask that the Panel rescind its action approving Option C and, instead, reconsider the three-code option as has been previously proposed by not only the medical societies that regularly perform IOM, but also by the medical societies that represent the end users of IOM services.

Several procedural and practical reasons—outlined below—serve as the basis for this appeal.  

Procedural Issues Leading up to the February CPT Editorial Panel Meeting
The AMA IONM Work Group (IONM WG)—making steady progress prior to the February Panel meeting—had agreed on a January 11 conference call that a final proposal was not ready for discussion among Panel members and that the discussion should be postponed to the June Panel meeting. Workgroup members later learned on January 20—less than one month prior to the Panel meeting—that the Panel did in fact request that the presentation occur during the February meeting (presumably to meet the deadline for the 2013 CPT book cycle). This one-month notice gave medical society advisors considerably less time than is usual process for CPT proposals to provide feedback on the coding options. Coding Change Proposals are typically due months before presentation at the Panel.

Medical society advisors were not given ample opportunity to comment on the CCP presented at the February meeting. Those advisors that did comment were in favor of either a three code option or had no comment. No advisor comments were submitted in support of option C. The proposal was never posted to the AMA Collaboration website in the standard manner. Advisors are typically allowed ample opportunity to review all coding change proposals, however this tab was posted in an unusual manner that did not allow the advisors to submit written comments.  

Further, according to CPT procedure, medical societies’ advisors to the Panel may offer—and post—differing options to coding change proposals that are submitted for discussion at the Panel. The AAN’s Advisor submitted an “Option D” for Tab 4 that was declined by AMA CPT Staff as eligible for inclusion in the materials for the tab. We believe this action was outside the standard CPT operating procedure. 

Medical society advisors to the Panel unanimously supported the three code option rather than a two code solution during the October 2010 Panel meeting. Despite the unanimous support of those advisors, the Panel instead directed the workgroup to further refine a two code option for submission at the February meeting. There was no opportunity to appeal the decision at that point as there was no final coding decision made, only a direction specified for the IONM WG.

Subsequently, at the February meeting, the medical society advisors to the Panel strongly argued against Option C. On both of these occasions, the Panel summarily disregarded the advice of the advisors from medical societies that represent both individuals that provide the service as well as individuals that represent the groups that are the end users of the service in their surgical cases. In these actions the Panel has shown a clear aversion to input from its designated and confirmed medical society advisors.  

Instruction Prior to Discussion at February Panel Meeting
On February 4, a document was circulated outlining the parameters for discussion of the tab at the Panel meeting. The document stated that proponents for each option would be limited to 10 minutes total, and no longer than 2 minutes per speaker. However the actual presentation at the Panel was much different and speakers were not limited. Others who would have attended the meeting in person to speak to the issues were, in effect, told not to attend the meeting; however, there would, in fact, have been opportunity for them to speak to during the Panel discussion. 

Concerns with a Two Code Solution:
The goal of CPT (the most widely accepted medical nomenclature used to report medical procedures and services under public and private health insurance programs) is to help providers code accurately. Coding should reflect current practice rather than change the way in which practice is conducted. There are clearly three different ways IOM services are currently performed, as evidenced by the results of two medical society surveys provided to the Workgroup by AAN and AANEM.

The two-code option is inconsistent with the manner in which other codes in CPT are used, for example, critical care and anesthesia coding. In both of those instances, unit time is allowable. In critical care, unit time is allowed for the time the physician attends to the needs of the particular patient, even when the physician is not in that patient’s room. For anesthesia, unit time is allowable even when the anesthesiologist is not physically present in that specific OR. The coding for neuromonitoring should have adhered to the same standards used for those other time-based services.

Further exacerbating the differences between these models, on-site monitoring serves a different patient population (i.e. different surgical procedures). According to a 2010 AAN survey of members who perform IOM, when taken together, 65% (median) of cases monitored using the distant remote practice model were lumbar or cervical cases while just 15% (median) of those performing the on-site practice model were for those same lumbar or cervical cases. Lumbar and cervical radiculopathy cases are simpler, less complex IOM cases. Clearly, the kinds of cases monitored are different for the two practice models. The intensity of work is therefore different. The number of simultaneous cases safely performed is therefore different. The codes for these services should be different.

Finally, the two-code proposal(s) combine a well-established procedure with the newer, much different practice model whereby a larger number of cases are observed simultaneously. In mandating the two-code proposal, the Panel disregarded its own procedure that requires outcomes literature to support new coding.

Unresolved Issues with Option C as Approved in the February CPT Panel Action Memo
Specifically, the Option C code language as approved by the Panel in the February Action Memo presents a number of practical problems and leaves a number of issues unresolved. 

Though the Panel removed the term ‘broadband’ from fifth paragraph of the introductory language for the new codes since “…the likelihood of this technology becoming obsolete or replaced with new technology is great,” the Panel failed to remove the term ‘bandwidth’ from the following sentence. Use of this term represents flawed language due to the fact that a physician or coding professional would have a difficult time proving to an auditor that the requirement of sufficient data “bandwidth” is met.
 
Two additional parentheticals are needed. First, as a second parenthetical under 959X2, ‘neurophysiologists’ (as they are now being called) should be instructed to use 959X2 in conjunction with 959X1 when monitoring is conducted both within and outside the operating room. Similarly, a second parenthetical should be added for 959X1 instructing ‘neurophysiologists’ to use it in conjunction with 959X2 when monitoring is conducted both within and outside the operating room.  

The IONM WG acknowledged that there is a continuing problem with use of electromyography (EMG) as baseline code for these procedures. Though this has not yet been addressed, the Panel added in paragraph six of the introductory language the word “needle” twice, although some IONM practitioners use surface electrodes. Furthermore, the Panel is advising to use 959X2 with the EMG codes, whereas EMG is a personal supervision service as set forth by current CMS supervision regulations. The coding as approved is therefore confusing. There remains an unresolved conflict between coding and supervision regulations that will be a source of confusion and audit failures.

In the final paragraph of the introductory language, ‘neurophysiologists’ are instructed not to use 959X2 if the monitoring lasts 30 minutes or less. Similar language should be included for 959X1: Do not report 959X1 if the monitoring lasts 7.5 minutes or less. 

This new version of Option C from the Panel excludes the word “testing” from the code descriptors for 959X1 and 959X2. Some IOM services are for monitoring, and some are for testing. The two are different. The new language would only have these codes used for monitoring. The codes, however, should allow either monitoring or testing, since they are used in different scenarios. Monitoring is used when one establishes a baseline and evaluates whether the potentials have changed significantly over time. Monitoring typically lasts for many hours. Testing, on the other hand, is used to answer a specific question that is posed i.e., Where is motor cortex? Is this particular structure a sensory or a motor nerve? Testing is typically shorter in duration. Both monitoring and testing should be coded using 959X1 and 959X2. The language should be consistent throughout the introductory language and code descriptors. The undersigned societies advocate that CPT be inclusive rather than exclusive in this language. Both monitoring and testing must be included.

Regarding the staff note on typical number of simultaneous cases, we agree that this code option fails to sufficiently address this issue. That issue was a basis for AMA Staff Marie Mindeman’s original May 2009 charge to develop revised coding. This is unresolved in the approved language.  We believe that the approved coding option will pose serious problems at the RUC.  If scored by RUC and placed into general use, this coding will cause overpayments to a small number of users, or underpayments most users, or both.

In the approved Option C, the term provider is changed to ‘neurophysiologist’ throughout. The term ‘neurophysiologist’ is used in the community to refer to a wide variety of individuals including basic scientists and technicians. In wording the introductory language in this way, the AMA appears to allow technicians to be the provider. We would urge the Panel to keep the original ‘provider’ term in the introductory language.

Conclusion
For the multitude of reasons listed above, the undersigned societies are concerned that Option C represents a deeply flawed coding proposal and we request that the Panel to rescind its action approving Option C and, instead, reconsider the three-code option as has been previously proposed by not only the medical societies that regularly perform IOM, but also by the medical societies that represent the end users of IOM services. Above all, the coding as currently approved by the Panel does not reflect current clinical practice. 

Thank you for your attention to these concerns. We look forward to discussing this further with the Panel and/or Executive Committee of the Panel at your earliest convenience, and we especially look forward to collaborating with you to find a workable coding solution that captures current practice. Please direct future correspondence to Katie M. Kuechenmeister, AAN Senior Manager Medical Economics by email at kkuechenmeister@aan.com or by phone at (651) 695-2783. 

Sincerely,
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Robert C. Griggs, MD, FAAN				
[image: ]President, American Academy of Neurology		
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Douglas Nordli, MD					James T. Rutka, MD, PhD, FRCS
President, American Clinical Neurophysiology 	President, American Association of
Society	Neurological Surgeons


Cc:	Catherine Rydell, CAE, Executive Director & CEO, AAN
Rod Larson, Chief Health Policy Officer, AAN
	Bruce Levi, JD, General Counsel, AAN
[bookmark: _GoBack]	Amanda Becker, Associate Director Medical Economics, AAN
Catherine J. Hill, Senior Manager Regulatory Affairs, AANS
Jackie Coleman, ACNS
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