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By the time you receive this Bulletin, we
will be well into the hot days of summer.
Find a cool spot and pull out your list of
departmental charge codes, because this issue
provides some timely information on coding.
First, Susan Blonshine reviews important
guidelines to follow when setting or review-
ing your charge master.  This is followed by a
synopsis of new Centers for Medicare and
Medicaid  Services (CMS) (formerly the
Health Care Financing Administration) stan-
dards for physician supervision of diagnostic
tests.  The original guideline is lengthy, so
only cardiopulmonary-related diagnostics are
provided here for your review.  The new stan-
dard was published in April 2001, with no
comment period. However, the AARC did
send the CMS some comments on several
tests.  As of this writing in early summer, the
changes were scheduled to go into effect on
July 1.  So take a look at your lab practices to
ensure compliance, and check the AARC web

site (www.aarc.org) for further updates as
they occur. 

On another note, we are still looking for
volunteers for section committees. The
AARC has issued a policy that each Specialty
Section shall have a Nominations Committee,
Publications Committee, Program
Committee, Recognition Committee, and
Consultant Panel to aid the section in the
accomplishment of its goals and charges.
Additionally, one or two people are needed to
serve as Internet coordinators. Each commit-
tee shall have an appointed chair and mem-
bers.  Do you have a special interest in one of
these areas?  If so, contact me via e-mail at
foss0005@mc.duke.edu for details.  All help
is greatly appreciated.  The  AARC would like
to see more practitioners actively involved in
the Specialty Sections.  This will help ensure
that each section is actively meeting the needs
of members in the specialty area.  WE NEED
YOU! n

Editor’s Note: Portions of this
article were previously  published
in AARC Times.

Understanding and implementing correct
Current Procedural Terminology (CPT) cod-
ing procedures for pulmonary function testing
can be a frustrating process. But we must keep
track of this moving target to maximize reim-
bursement for the procedures performed in
our pulmonary laboratories. The Uniform
Reporting Manual (URM) for Diagnostics is
one tool developed by, and available through,
the AARC that can assist with the process.

The American Medical Association
(AMA) maintains a CPT Editorial Panel of 14
physicians which includes ten AMA nomina-
tions along with one each from Blue Cross
and Blue Shield Association, the Health
Insurance Association of America, the
American Hospital Association, and the
Health Care Financing Administration.  A
CPT Advisory Committee composed primari-
ly of specialty area physicians from the AMA
House of Delegates also supports the panel, as
does a Health Care Professionals Advisory
Committee (HCPAC), which includes allied
health professionals and organizations repre-
senting limited licensed practitioners.

Specific procedures exist for adding, deleting,
or modifying codes. 

The CPT Editorial Panel meets quarterly,
addressing nearly 350 major topics a year.
New CPT codes are enacted on January 1 for
federal programs, but the date may vary for
other payers. Approximately a year ago, the
panel launched the CPT-5 project to review
and improve the codes available in a multi-
tude of areas. (For more information, go to:
h t t p : / / w w w. a m a - a s s n . o rg / m e d - s c i /
cpt/cpt5.htm#workgroups.)

The first step to mastering the coding sys-
tem is to purchase a current CPT coding man-
ual. The new manuals are generally available
in November for the following year. The
AMA publishes this manual along with the
International Classification of Diseases, 9th
Edition, Clinical Modification (ICD-9-CM),
HCPCS Level II Code Book, and the CPT
Assistantnewsletter.  Each section of the CPT
manual has guidelines for using the codes. In
addition, there are specific instructions for the
use of modifiers or other special reports. 

Modifiers are used to indicate that a pro-
cedure or service has been altered by a specif-
ic circumstance but the code has not changed.
The modifier may be used to indicate that
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there is a professional and technical compo-
nent, a part of the service was performed, the
service has been increased or decreased, or it
was provided more than once.  For example,
spirometry interpretation would only carry a
modifier —26. Special reports may be
required to determine the medical appropri-
ateness of services that are rarely provided,
unusual, variable, or new.  Supply codes are

also available and should be used where
appropriate. Review each of the codes and
descriptors, but remember that the codes are
subject to change throughout the year.
Frequent updates are published. In addition to
understanding the CPTcodes, it is also help-
ful to review the ICD-9-CM codes. These are
the diagnosis-related codes. The ICD-9-CM
code must relate to the clinical indication for
testing. 

Next, develop an understanding of reim-
bursement structures for your region, or work
with an individual who has this knowledge.
These structures include Medicaid (state reg-
ulated), Medicare (federally regulated with
regional centers), commercial carriers, and
managed care systems. Frequently, the health
care system will have a coder who is familiar
with the rules for each payer. It is wise to
build a partnership with the financial depart-
ment. Also, communicate with other profes-
sionals in your region and the state society.
One of the benefits of AARC membership and
state society membership is the ability to net-
work with other pulmonary laboratories.

The next task is to verify that you are
billing for all the procedures performed in the
laboratory. Make a list of all the procedures
performed and review the descriptions for
each in the CPTmanual. The most specific
code that best describes the procedure should
be used.  Mutually exclusive codes are
defined as codes that cannot be billed togeth-
er for a patient.  If mutually exclusive codes
are found on a bill, Medicare will reimburse
the lesser amount of the two codes.
Procedures performed, but unlisted in the
codes, present a challenge. On occasion, these
procedures may be reimbursed with good
documentation, but should be used judicious-
ly. Possible codes are found in multiple sec-
tions, including Pulmonary, Allergy, Clinical
Laboratory, Sleep Medicine, Cardiology, and
Neurodiagnostics. The URM is also a helpful
resource, as codes are suggested that relate to
specific procedures. 

In some settings, you may split the techni-
cal portion of the procedure from the profes-
sional portion for billing. One should careful-
ly assess where procedures are performed and
the relationship with the interpreting physi-
cian to make an informed decision. Before
determining the actual charge for a procedure,
costs should be carefully calculated. Again,
your financial department is a great resource
and probably has a system-wide process for
calculating the cost of each procedure.

Each five-digit CPTcode is accompanied by
a three-digit revenue code.  The three-digit code
refers to the service area, such as cardiology,
pulmonary (460), or clinical laboratory.  It is
critical that these codes match.  This allows the
carrier to identify the type of service.  The three-
digit revenue code does not determine revenue
mapping for the health care system.  The labora-
tory procedures will have a different revenue
code than pulmonary procedures, but the same
department may perform the procedures.

As new charge masters are developed,
carefully test the codes and verify their accu-
racy.  On occasion, even if the code is correct
and listed as reimbursed, the code is denied.
This information should be verified before

routinely using a new code.  If the code is
denied in the test population, contact the hos-
pital representative for the specific payer and
understand the issues before proceeding.
Frequently, with programs like asthma educa-
tion, reimbursement can be confirmed with
HMOs prior to launching the program.

One successful strategy to track each of
the details related to billing is the use of an
encounter form. Encounter forms are typical-
ly used in a physician office setting. The
encounter form may include, but is not limit-
ed to:

• Location of the service
• ICD-9 codes
• Test descriptors
• CPTcodes
• Routing of the test through the system
• Interpreting physician
• Date and time test is performed.
Preventing the common sources of errors

is another important strategy. Common
sources of error include:

1. Coding from incomplete or partial
patient records

2. Using only one code when multiple pro-
cedures are performed

3. Failure to use the coding system
required by the payer

4. Assigning the unlisted code in place of
the appropriate code

5. Failure to assign the ICD-9 code or
using one that does not indicate the test
performed

6. Coding from an old CPTmanual 
7. Failure to code additional diagnosis or

incidental procedures
When a claim is denied, look for the obvi-

ous errors first:
1. Check for clerical and coding errors
2. Review medical necessity and docu-

mentation
If the service is not covered, ask why.

Contact the regional HCFA office and ask ques-
tions.  They may require additional documenta-
tion and evidence of positive outcomes associat-
ed with the service or procedure.  Denial of a
claim for a service or procedure that is deemed
necessary with sound documentation should be
challenged. The AARC and the section are
excellent resources. Additional effort, time, and
documentation is often required. 

New challenges in the coding arena, such as
the recent introduction of  PPS for outpatient
laboratories and physician office settings, will
continue to arise. Another change effective July
2001 is the Program Memo released by HCFA
that defines new supervision levels for the
physician payable procedures fee schedule. But
while the target continues to elude some health
care providers, with the assistance of the AARC
government liaison in Washington, DC, and our
diligence as a section, we can move closer to the
bull’s-eye on coding and reimbursement issues.

For more information on new procedures or
to delete or revise procedure codes already in
CPT, contact: Division of Payment Policy and
Programs, Department of Coding and
Nomenclature, American Medical Association,
515 North State Street, Chicago, IL60610. Up-
to-date information may also be found on the
HCFA website: www.hcfa.gov. n
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This Program Memorandum (PM) from the
Centers for Medicare and Medicaid Services
(CMS) (formerly the Health Care Financing
Administration) sets forth revised levels of
physician supervision required for diagnostic
tests payable under the Medicare physician fee
schedule.  Section 410.32(b) of the Code of
Federal Regulations, as adopted in the Medicare
physician fee schedule final rule of October 31,
1997, requires that diagnostic tests covered
under Section 1861(s)(3) of the Social Security
Act and payable under the physician fee sched-
ule with certain exceptions listed in the regula-
tion, have to be performed under the supervision
of an individual meeting the definition of a
“physician” (Section 1861(r) of the Social
Security Act) to be considered reasonable and
necessary and therefore, covered under
Medicare.  This PM was published April 19,
2001.  The planned effective and implementa-
tion date is July 1, 2001 with no comment peri-
od.  The regulation defines the levels of physi-
cian supervision for diagnostic tests as follows:

Physician Codes: Descriptions

1. General Supervisionmeans the proce-
dure is furnished under the physician’s
overall direction and control, but the
physician’s presence is not required dur-
ing the performance of the procedure.
Under general supervision, the training of
the non-physician personnel who actually
perform the diagnostic procedure and the
maintenance of the necessary equipment
and supplies are the continuing responsi-
bility of the physician.

2. Direct Supervision in the office setting
means the physician must be present in the
office suite and immediately available to
furnish assistance and direction through-
out the performance of the procedure.  It
does not mean that the physician must be
present in the room when the procedure is
performed.

3. Personal Supervisionmeans a physician
must be in attendance in the room during

the performance of the procedure. 
4. Physician supervision policy does not

apply when procedure is personally fur-
nished by a qualified, independent psy-
chologist or a clinical psychologist; other-
wise must be performed under the general
supervision of a physician.

5. Physician supervision policy does not
apply when procedure is personally fur-
nished by a qualified audiologist; other-
wise must be performed under the general
supervision of a physician.

6. Procedure must be personally performed
by a physician OR a physical therapist
who is certified by the American Board of
Physical Therapy Specialties (ABPTS) as
a qualified electrophysiological clinical
specialist and is permitted to provide the
service under State law.

Pulmonary Codes Physician Codes Descriptions

94010 1 Spirometry
94014 1 30-day Spirometry (patient initiated)
94015 1 30-day Spirometry (recording, educ. Cal.)
94060 2 Bronchospasm eval -spirometry pre/post BD
94070 2 Bronchoprovocation mult. spirometry
94200 1 Maximum Voluntary Ventilation
94240 1 FRC/RV He dilution, N2 washout, other
94250 1 Expired gas collection separate procedure
94260 1 Thoracic Gas Volume
94350 1 Maldistribution of inspired gas-N2 washout
94360 1 Airway resistance, oscillatory or plethys.
94370 1 Airway closing volume
94375 1 Flow volume Loop
94400 2 Breathing response to CO2

94450 2 Breathing response to hypoxia
94620 1 Simple pulmonary stress test
94621 2 Complex pulmonary stress test 
94664 2 Aerosol admin. for Sputum induction or BD
94665 2 Subsequent aerosol admin. as above
94680 2 Oxygen uptake, expired gas analysis
94681 2 Oxygen uptake and CO2 output
94690 1 Resting indirect O2 uptake, CO2 output
94720 1 Diffusing capacity of Carbon Monoxide
94725 1 Membrane diffusing capacity
94750 1 Pulmonary compliance study
94760 1 Single pulse oximetry
94761 1 Multiple determination pulse oximetry
94762 1 Continuous overnight pulse oximetry
94770 1 CO2 expired gas by infrared analyzer
94772 1 Pediatric pneumogram 12-24 hrs.

Allergy Codes Physician Codes Descriptions

95004 2 Percutaneous tests, allergenic
95024 2 Intracutaneous test, allergenic immediate
95027 2 Skin end point titration
95028 2 Intracutaneous test, allergenic delay rx
95044 2 Patch or application tests
95052 2 Photo patch test
95056 2 Photo tests
95060 3 Opthalmic mucous membrane test
95065 3 Direct nasal mucous membrane test
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95070 3 Inhalation Bronchial challenge, not inc. PFT
with histamine, methacholine

95071 3 Inhalation Bronchial challenge, not inc. PFT
with antigens or gases

95078 3 Provocative test (Rinkel test)

Cardiology Codes Physician Codes Descriptions

93000 1 ECG 12 lead with interp./report
93005 1 ECG tracing only
93012 1 Telephonic transmission ECG 30 day
93015 2 Cardiovascular stress test, with supervision
93016 2 Physician supervision of stress test
93017 2 Stress ECG tracing only, no interp./report
93024 3 Ergonovine provocation test
93040 1 Rhythm ECG with interp./ report
93041 1 Rhythm ECG tracing only
93224 1 24 hr. ECG, superimposed scan, interp.
93225 1 24 hr. ECG recording, hook up, disconnect
93226 1 24 hr. ECG scanning analysis with report
93230 1 24 hr. ECG no superimposed scan, with 

miniature printout, report, interp.
93231 1 24 hr. ECG as 93230 only recording hook-up 

and disconnect
93232 1 24 hr. ECG as 93230, microprocessor 

analysis and report
93235 1 24 hr. ECG with intermittent full size trace

includes report and interp.
93236 1 24 hr. ECG with intermittent full size trace

monitoring, real time data analysis, report
93237 1 24 hr ECG with intermittent full size trace

physician review and interp.
93268 1 ECG pt. demand single or multiple event 

30 days with Dr. review and interpretation
93270 1 ECG pt. demand single or multiple event

recording with hook up, disconnect
93271 1 ECG pt. demand single or multiple event

monitoring and analysis
93278 1 Signal-averaged electrocardiography 

(SAECG) with or without ECG

Neurology Codes Physician Codes Descriptions

95805 1 Multiple sleep latency
95806 1 Sleep study, ventilation, resp. effort, HR, 

SpO2, unattended by technician
95807 1 Sleep study, ventilation, resp. effort, HR, 

SpO2, attended by technician
95808 1 Polysomnography, sleep staging. & 1-3 

additional parameters
95810 1 Polysomnography, sleep staging. & 4 or 

more additional parameters with tech.
95811 1 Polysomnography, sleep staging. & 4 or 

more additional parameters, and CPAP or
BiPAP, attended by technician

95812 1 EEG extended monitoring up to 1 hr
95813 1 EEG extended monitoring >1 hr
95816 1 EEG awake, drowsy, hypervent, photic
95819 1 EEG awake and asleep including 

Hyperventilation and photic stimulate
95822 1 EEG sleep only
95827 1 EEG all night sleep only n

Understanding Pulmonary Function Test Variability
by Michael Snow, RPFT

One of the unique aspects of pulmonary
function tests as compared to other tests such
as ECGs or chest X-rays is that rather than
merely hold still, patients are required to per-
form relatively complicated breathing maneu-

vers and produce a maximum, repeatable
effort.  Given the importance of maximal
efforts, tests are typically repeated until val-
ues stop getting better with practice and/or
some degree of consistency is obtained.  

Since therapists exhibit differing skill lev-
els in eliciting cooperation, and patients pos-
sess varying degrees of comprehension and

“Test Variability” continued on page 5



physical coordination, acceptability guide-
lines were created to determine when the
results were adequate.1,2,3 These guidelines are
based, in part, on published studies, but they
are also based on the collective experience
and judgment of committees.  The guidelines
represent a consensus view of the repeatabili-
ty that could be expected and denote a trade-
off between what could be reasonably expect-
ed versus what would be a clinically mean-
ingful change.  Many laboratories with good
quality control can consistently exceed these
guidelines.

Evaluating changes in response to bron-
chodilators or bronchial challenge testing
requires an understanding of the test variabil-
ity.  Calculating the mean and standard devia-
tion for baseline results can identify the statis-
tical change required for significance.
Assuming the values are normally distributed,
68.3% of the values will be within 1 SD,
95.5% within 2 SDs, and 99.7% within 3 SDs.
For example, if a patient can consistently per-
form FEV1s within 5% of each other, then
looking for 10% change would give a 95%
probability of the change being statistically
significant.  If your lab consistently achieves

3% variability, perhaps the change required
for significance could be set lower.  On the
other hand, if the variability is 10%, then even
a 15% change may not be significant.   The
ATS guidelines for reversibility require a 12%
change and an absolute value change of
200ml.  These guidelines were established
after reviewing measurement variability.

The same logic applies to changes
between visits.  If a patient can repeat DLCO
measurements within 5%, then a 15% change
since the previous visit may be significant.
Another way to evaluate a patient’s progress
is to compare his variability visit to visit.  For
example, a patient may produce FEV1s of
3.1Land 3.3Lat two visits a month apart. This
may not seem like a significant improvement,
but if the variability for the first visit was +/-
10%, while that for the second visit was +/-
3%, it could be argued that this represents a
significant change.

Detection of abnormality by comparing a
patient test with a reference or predicted set
works a bit differently and is beyond the
scope of this article.   However, the SD for the
predicted refers to the composite statistics for
all patients within the test population and rep-
resents the distribution of the values rather
than the repeatability for an individual patient.
Typically, a population will be distributed

over a wide age and height range, and there is
generally a considerable overlap between the
“normal” and diseased subjects.  Significance
limits are generally set wider when comparing
to a population than when  evaluating a
change within a visit.  

Whether you are evaluating response to
bronchodilators or bronchial challenge, or
comparing patient results to predicted values,
it is essential to understand how variability is
related to clinical significance.  Further, it is
critically important to know the variability of
measurements within your own lab.  Without
this knowledge, it is very difficult to evaluate
the appropriateness of therapeutic interven-
tions.
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Want the latest news from the section in
the quickest manner possible? Then access the
Bulletin on the Internet! If you are a section
member and an Internet user, you can get your
section newsletter a week and a half to two
weeks earlier than you would get it in the mail
by going to your section homepage at:
http://www.aarc.org/sections/section_index.

html. You can either read the Bulletin online
or print out a copy for later.

The AARC is encouraging all section
members who use the Internet to opt for the
electronic version of the Bulletin over the
mailed version. Not only will you get the
newsletter faster, you will be helping to save
the AARC money through reduced printing

and mailing costs. These funds can then be
applied to other important programs and pro-
jects, such as ensuring effective representa-
tion for RTs on Capitol Hill.

To change your option to the electronic
section Bulletin, send an email to: men-
doza@aarc.org. n

Get it on the Web

28th Annual Donald F. Egan Scientific
Lecture

COPD — On the Exponential Curve of
Progress
John Heffner, MD, of the Medical

University of South Carolina will the address
COPD and its growing significance for respi-
ratory therapists.
16th Annual Phil Kittr edge Memorial
Lecture

Mechanical Ventilation: How Did We Get
Here and Where Are We Going?
Among therapists, Rich Branson, RRT,

FAARC, of the University of Cincinnati
Medical Center, is well recognized as an
authority and visionary when it comes to
mechanical ventilation. 
27th Annual OPEN FORUM 

Hundreds of original research papers will

be showcased over the four days of the
Congress, reviewing the latest in pediatric,
adult, critical care, home care, and education.
(You can still submit your research project —
deadline July 31). Learn about cutting edge
research in the OPEN FORUM and see the
latest technology in the Exhibit Hall.
17th Annual New Horizons Symposium

This year the topic is airway clearance
techniques. This featured symposium attracts
an audience of hundreds who come to
immerse themselves in the most thorough
review of a clinical topic. 

Secure your early bird low-cost registra-
tion fee now! Register online at
www.aarc.org. Also, continue checking the
AARC website for the latest information on
the Congress.

The AARC’s International Respiratory

Congress is the gold standard of respiratory
care meetings. The Congress boasts:

• The lowest cost of continuing education
per credit of any show, anywhere.

• The largest and most impressive exhibit
hall with the most vendors, where you
can make you best deals on major pur-
chases AT THE SHOW!

• The largest gathering of respiratory care
experts and opinion-makers in the world.

• The most diverse and most dynamic
series of lectures.

• The most opportunities for YOU to par-
ticipate in your profession through
research and networking. n

Experience the Best of the Science, Tradition,
and Future of Respiratory Care

Specialty Practitioner of the Year
Don’t forget to nominate a fellow section member for Specialty Practitioner of the Year! Submit
your nomination online at: www.aarc.org/sections/diagnostics_section/mpotya/poll_form.html. n
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The AARC is currently seeking information on JCAHO accreditation site visits. Please use the following form to
share information from your latest site visit with your colleagues in the Association. The information will be posted
immediately on the AARC web site at http://www.aarc.org/members_area/resources/jcaho.html and will also be fea-
tured in the Bulletin.

Accreditation visit you are reporting (choose one):

❏ Home Care
❏ Hospital
❏ Long Term Care
❏ Pathology & Clinical Laboratory Services

Inspection Date:_____________________________________________________________________________

Facility Name:_______________________________________________________________________________

Contact:____________________________________________________________________________________
(Please provide name and e-mail address.)

1. What was the surveyors’focus during your site visit?______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

2. What areas were cited as being exemplary?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

3. What suggestions were made by the surveyors?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

4. What changes have you made to improve compliance with the guidelines?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Mail or fax your form to:                    
William Dubbs, RRT
AARC Associate Executive Director 
11030 Ables Lane                               
Dallas, TX 75229                               
FAX (972) 484-2720
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