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Chapter 1
General Correct Coding Policies

A. Introduction

The Physicians®™ Current Procedural Terminology (CPT) developed by
the American Medical Association and HCPCS Level 11 codes
developed by the Centers for Medicare and Medicaid Services (CMS)
are listings of descriptive terms and identifying codes for
reporting medical services and procedures performed by
physicians. The codes in the CPT Manual are copyrighted by the
AMA, and updated annually by the CPT Editorial Panel based on
input from the AMA Advisory Committee which serves as a channel
for requests from various providers and specialty societies. The
purpose of both coding systems and annual updates is to
communicate specific services rendered by physicians and other
providers, usually for the purpose of claim submission to third
party (insurance) carriers. A multitude of codes is necessary
because of the wide spectrum of services provided by various
medical care providers. Because many medical services can be
rendered by different methods and combinations of various
procedures, multiple codes describing similar services are
frequently necessary to accurately reflect what service a
physician performs. While often only one procedure is performed
at a patient encounter, multiple procedures are performed at the
same session at other times. In the latter case, the pre-
procedure and post-procedure work does not have to be repeated
and, therefore, a comprehensive code, describing the multiple
services commonly performed together, can be defined.

Third party payers have adopted the CPT coding system for use by
providers to communicate payable services. It therefore becomes
more important to identify the various potential combinations of
services to accurately adjudicate claims.

There are two sets of Correct Coding Initiative tables,
comprehensive/component (correct coding) edits and mutually
exclusive edits. All edits consist of code pairs that are
arranged 1n column 1 and column 2 of the tables. All edits are
included in the comprehensive/component table except those
meeting the criteria for mutually exclusive edits (Chapter 1,
Section R). Edits based on the “Designation of Sex” criteria
(Chapter 1, Section S) are also included in the mutually
exclusive tables. The column 2 code in both tables i1s not
payable with the column 1 code unless the edit permits use of a
modifier associated with CCl (Chapter 1, Section H). The
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following policies encompass general issues/coding principles
that are to be applied in all subsequent chapters. Specific
examples are stated to clarify the policy but do not represent
the only code or service that is included in the policy.

B. Coding Based on Standard of Medical/Surgical Practice

In order for this system to be effective, It Is essential that
the coding description accurately describe what actually
transpired at the patient encounter. Because many physician
activities are so integral to a procedure, it is impractical and
unnecessary to list every event common to all procedures of a
similar nature as part of the narrative description for a code.
Many of these common activities reflect simply normal principles
of medical/surgical care. These 'generic’” activities are assumed
to be i1ncluded as acceptable medical/surgical practice and, while
they could be performed separately, they should not be considered
as such when a code descriptor is defined. Accordingly, all
services integral to accomplishing a procedure will be considered
included In that procedure and, therefore will be considered a
component & part of the comprehensive code.

Many of these generic activities are common to virtually all
procedures. On other occasions, some are integral to only a
certain group of procedures but are still essential to accomplish
these particular procedures. Accordingly, it would be
inappropriate to separately code these services based on standard
medical and surgical principles.

Some examples of generic services integral to standard of
medical/surgical services would include:

- Cleansing, shaving and prepping of skin

- Draping of patient; positioning of patient

- Insertion of intravenous access for medication

- Sedative administration by the physician performing
the procedure (see Chapter 11, Anesthesia section,
for the separate policy)

- Local, topical or regional anesthetic administered by
physician performing procedure

- Surgical approach, including identification of anatomical
landmarks, incision, evaluation of the surgical field,
simple debridement of traumatized tissue, lysis of simple
adhesions, isolation of neurovascular, muscular
(including stimulation for identification), bony or other
structures limiting access to surgical field
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- Surgical cultures

- Wound irrigation

- Insertion and removal of drains, suction devices,
dressings, pumps into same site

- Surgical closure

- Application, management, and removal of postoperative
dressings including analgesic devices (peri-incisional
TENS unit, institution of Patient Controlled Analgesia)

- Preoperative, iIntraoperative and postoperative
documentation, including photographs, drawings,
dictation, transcription as necessary to document the
services provided

- Surgical supplies, unless excepted by existing CMS policy

In the case of iIndividual services, there are numerous specific
services that may typically be involved in order to accomplish a
comprehensive procedure. Generally, performance of these
services represents the standard of practice for a more
comprehensive procedure and the services are therefore to be
included in that service.

Because many of these services are unique to individual CPT
coding sections, the rationale for correct coding will be
described in that particular section. The principle of the
policy to include these services into the comprehensive procedure
remains the same as the principle applied to the generic service
list noted above. Specifically, these principles include:

1. The service represents the standard of care in
accomplishing the overall procedure.

2. The service is necessary to successfully accomplish the
comprehensive procedure; failure to perform the service may
compromise the success of the procedure.

3. The service does not represent a separately identifiable
procedure unrelated to the comprehensive procedure planned.

Specific examples consist of:
Medical:

1. Procurement of a rhythm strip In conjunction with an
electrocardiogram. The rhythm strip would not be separately

reported 1f 1t was procured by the same physician performing the
interpretation, since it is an integral component of the
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interpretation.

2. Procurement of upper extremity (brachial) Doppler study in
addition to lower extremity Doppler study in order to obtain an
"ankle-brachial index"™ (ABI). The upper extremity Doppler would
not be separately reported.

3. Procurement of an electrocardiogram as part of a cardiac
stress test. The electrocardiogram would not be separately
reported if procured as a routine serial EKG typically performed
before, during, and after a cardiac stress test.

Surgical:

1. Removal of a cerumen impaction prior to myringotomy. The
cerumen impaction is precluding access to the tympanic membrane
and 1ts removal i1s necessary for the successful completion of the
myringotomy.

2. Performance of a bronchoscopy prior to a thoracic surgery
(e.g. thoracotomy and lobectomy). Assuming that a diagnostic
bronchoscopy has already been performed for diagnosis and biopsy
and the surgeon is simply evaluating for anatomic assessment for
sleeve or more complex resection, the bronchoscopy would not be
separately reported. Essentially, this "scout'™ endoscopy
represents a part of the assessment of the surgical field to
establish anatomical landmarks, extent of disease, etc. If an
endoscopic procedure is done as part of an open procedure, it is
not separately reported. However, 1If an endoscopy is performed
for purposes of an initial diagnosis on the same day as the open
procedure, the endoscopy i1s separately reported. In the case
where the procedure is performed for diagnostic purposes
immediately prior to a more definitive procedure, the -58
modifier may be utilized to indicate that these procedures are
staged or planned services. Additionally, if endoscopic
procedures are performed on distinct, separate areas at the same
session, these procedures would be reported separately. For
example, a thoracoscopy and mediastinoscopy, being separate
endoscopic procedures, would be separately reported. On the
other hand, a cursory evaluation of the upper airway as part of
bronchoscopic procedure would not be separately reported as a
laryngoscopy, sinus endoscopy, etc.

3. Lysis of adhesions and exploratory laparotomy reported
with colon resection or other abdominal surgery. These
procedures represent gaining access to the organ system of
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interest and are not separately reported.
C. Medical/Surgical Package

As a result of the variety of surgical, diagnostic and
therapeutic non-surgical procedures commonly performed in medical
practice, the extent of the CPT manual has grown. The need for
precise definitions for the various combinations of services is
further warranted because of the dependence of providers on CPT
coding for reporting to third party payers. When a Resource-
Based Relative Value System (RBRVS) is used in conjunction with
CPT coding, the necessity for accurate coding is amplified.

In general, most services have pre-procedure and post-procedure
work associated with them; when performed at a single patient
encounter, the pre-procedure and post-procedure work does not
change proportionately when multiple services are performed.
Additionally, the nature of the pre-procedure and post-procedure
work s reasonably consistent across the spectrum of procedures.

In keeping with the policy that the work typically associated
with a standard surgical or medical service i1s included i1n the
CPT manual code description of the service, some general
guidelines can be developed. With few exceptions these guidelines
transcend a majority of CPT descriptions, irrespective of whether
the service is limited or comprehensive.

1. A majority of iInvasive procedures require the availability
of vascular and/or airway access; accordingly, the work
associated with obtaining this access is included in the pre-
procedure services and returning a patient to the appropriate
post-procedure state is included in the procedural services.
Intravenous access, alrway access (e.g. HCPCS/CPT codes 36000,
36400, 36410) are frequently necessary; therefore, CPT codes
describing these services are not separately reported when
performed in conjunction with a more comprehensive procedure.
Alrway access iIs associated with general anesthesia, and no CPT
code is available for elective intubation. The CPT code 31500 is
not to be reported for elective intubation in anticipation of
performing a procedure as this represents a code for providing
the service of emergency intubation.

Furthermore, CPT codes describing services to gain visualization
of the airway (nasal endoscopy, laryngoscopy, bronchoscopy) were
created for the purpose of coding a diagnhostic or therapeutic
service and are not to be reported as a part of intubation
services.
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When vascular access is obtained, the access generally requires
maintenance of an infusion or use of an anticoagulant (heparin
lock) injection (e.g. CPT codes 90780 - 90784). These services
are necessary for the maintenance of the access and are not to be
separately reported. Additionally, use of an anticoagulant for
access maintenance cannot be separately reported (e.g. CPT code
37201).

In some situations, more invasive access services (central venous
access, pulmonary artery access) are performed with a specific
type of procedure. Because this is not typically the case, the
codes referable to these services may be separately reported.

Placement of central access devices (central lines, pulmonary
artery catheters, etc.) involve passage of catheters through
central vessels and, In the case of PA catheters, through the
right ventricle; additionally, these services often require the
use of fFluoroscopic support. Separate reporting of CPT codes for
right heart catheterization, first order venous catheter
placement or other services which represent a separate procedure,
iIs not appropriate when the CPT code that describes the access
service 1s reported. General fluoroscopic services necessary to
accomplish routine central vascular access or endoscopy cannot be
separately reported unless a specific CPT code has been defined
for this service.

2. When anesthesia is provided by the physician performing
the primary service, the anesthesia services are included in the
primary procedure (CMS Global Surgery Policy). If it is
medically necessary for a separate provider (anesthesiologist/
anesthetist) to provide the anesthesia services (e.g. monitored
anesthesia care), a separate service may be reported.

3. Most procedures require cardiopulmonary monitoring, either
by the physician performing the procedure or an
anesthesiologist/certified registered nurse anesthetist. Because
these services are integral and routine, they are not to be
separately reported. This may include cardiac monitoring,
intermittent EKG procurement, oximetry or ventilation management
(e.g. CPT codes 93000, 93005, 93040, 93041, 94656, 94760, 94761,
94770). These services, when integral to the monitoring service,
are not to be separately reported.

4. When, 1n the course of a procedure, a non-diagnostic
biopsy is obtained and subsequently excision, removal,
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destruction or other elimination of the biopsied lesion is
accomplished, a separate service cannot be reported for the
biopsy procurement as this represents part of the removal. When
a single lesion is biopsied multiple times, only one biopsy
removal service should be reported. When multiple distinct
lesions are non-endoscopically biopsied, a biopsy removal service
may be reported for each lesion separately with a modifier,
indicating a different service was performed or a different site
was biopsied (see Section H of Chapter 1 for definition of the
-59 modifier). The medical record (e.g. operative report) should
indicate the distinct nature of this service. However, for
endoscopic biopsies of lesions, multiple biopsies of multiple
lesions are reported with one unit of service regardless of how
many biopsies are taken. |If separate biopsy removal services are
performed on separate lesions, and it is felt to be medically
necessary to submit pathologic specimens separately, the medical
record should identify the precise location of each biopsy site.
IT the decision to perform a more comprehensive procedure is
based on the biopsy result, the biopsy i1s diagnostic, and the
biopsy service may be separately reported.

5. In the performance of a surgical procedure, i1t iIs routine
to explore the surgical field to determine the anatomic nature of
the field and evaluate for anomalies. Accordingly, codes
describing exploratory procedures (e.g. CPT code 49000) cannot be
separately reported. |If a finding requires extension of the
surgical field and it is followed by another procedure unrelated
to the primary procedure, this service may be separately reported
using the appropriate CPT code and modifiers.

6. When a definitive surgical procedure requires access
through abnormal tissue (e.g. diseased skin, abscess, hematoma,
seroma, etc.), separate services for this access (e.g.
debridement, incision and drainage) are not reported. For
example, if a patient presents with a pilonidal cyst and it is
determined that it 1s medically necessary to excise this cyst, it
would be appropriate to submit a bill for CPT code 11770
(excision of pilonidal cyst); i1t would not, however, be
appropriate to also report for CPT code 10080 (incision and
drainage of pilonidal cyst), as i1t was necessary to perform the
latter to accomplish the primary procedure.

7. When an excision and removal is performed (‘'-ectomy"
code), the approach generally involves incision and opening of
the organ ("-otomy' code). The iIncision and opening of the organ
or lesion cannot be separately reported when the primary service
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is the removal of the organ or lesion.

8. There are frequently multiple approaches to various
procedures, and are often clusters of CPT codes describing the
various approaches (e.g. vaginal hysterectomy as opposed to
abdominal hysterectomy). These approaches are generally mutually
exclusive of one another and, therefore, not to be reported
together for a given encounter. Only the definitive, or most
comprehensive, service performed can be reported. Endoscopic
procedures are often performed as a prelude to, or as a part of,
open surgical procedures. When an endoscopy represents a distinct
diagnostic service prior to an open surgical service and the
decision to perform surgery is made on the basis of the
endoscopy, a separate service for the endoscopy may be reported.
The -58 modifier may be used to indicate that the diagnostic
endoscopy and the open surgical service are staged or planned
procedures.

9. When an endoscopic service i1s performed to establish the
location of a lesion, confirm the presence of a lesion, establish
anatomic landmarks, or define the extent of a lesion, the
endoscopic service Is not separately reported as it is a
medically necessary part of the overall surgical service.
Additionally, when an endoscopic service is attempted and fails
and another surgical service Is necessary, only the successful
service 1s reported. For example, if a laparoscopic
cholecystectomy is attempted and fails and an open
cholecystectomy is performed, only the open cholecystectomy can
be reported; if appropriate, a -22 modifier may be added to
indicate unusual procedural services.

10. A number of CPT codes describe services necessary to
address the treatment of complications of the primary procedure
(e.g. bleeding or hemorrhage). When the services described by
CPT codes as complications of a primary procedure require a
return to the operating room, they may be reported separately;
generally, due to global surgery policy, they should be reported
with the -78 modifier indicating that the service necessary to
treat the complication required a return to the operating room
during the postoperative period. When a complication described
by codes defining complications arises during an operative
session, however, a separate service for treating the
complication is not to be reported. An operative session ends
upon release from the operating or procedure suite (as defined iIn
MCM "4821).
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D. Evaluation and Management Services

All CPT and HCPCS Level 11 codes have a global surgery indicator.
The separate payment for Evaluation and Management (E & M)
services provided on the same day of service as procedures with a
global surgery indicator of “000,” “010,” or *“090” are covered by
global surgery rules.

Procedures with a global surgery indicator of “XXX” are not
covered by these rules. Many of these “XXX” procedures are
performed by physicians and have inherent pre-procedure, intra-
procedure, and post-procedure work usually performed each time
the procedure is completed. This work should never be reported
as a separate E & M code. Other “XXX” procedures are not usually
performed by a physician and have no physician work relative
value units associated with them. A physician should never
report a separate E & M code with these procedures for the
supervision of others performing the procedure or for the
interpretation of the procedure. With most “XXX” procedures, the
physician may, however, perform a significant and separately
identifiable E & M service on the same day of service which may
be reported by appending the —25 modifier to the E & M code.

This E & M service may be related to the same diagnhosis
necessitating performance of the “XXX” procedure but cannot
include any work inherent in the “XXX” procedure, supervision of
others performing the “XXX” procedure, or time for interpreting
the result of the “XXX” procedure.

E. Standard Preparation/Monitoring Service

Anesthesia services require certain other services to prepare a
patient prior to the administration of anesthesia and to monitor
a patient during the course of anesthesia. The advances in
technology allow for iIntraoperative monitoring of a variety of
physiological parameters. Additionally, when monitored
anesthesia care is provided, the attention devoted to patient
monitoring is of a similar level of intensity so that general
anesthesia may be established 1Tt need be. The specific services
necessary to prepare and monitor a patient vary among procedures,
based on the extent of the surgical procedure, the type of
anesthesia (general, MAC, regional, local, etc.), and the
surgical risk. Although a determination as to medical necessity
and appropriateness must be made by the physician performing the
anesthesia, when these services are performed, they are included
in the anesthesia service. Because it is recognized that many of
these services may occur on the same date of surgery but are not
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performed In the course of and as part of the anesthesia
provision for the day, in some cases these codes will be
separately paid by appending the -59 modifier, indicating that
the service rendered was independent of the anesthesia service.

F. Anesthesia Service Included in the Surgical Procedure

Under the National Global Surgical Policy, Medicare does not
allow separate payment for the anesthesia services performed by
the physician who also furnishes the medical or surgical service.
In this case, payment for the anesthesia service is made through
the payment for the medical or surgical service. For example,
separate payment is not allowed for the surgeon=s performance of
a local or surgical anesthesia if the surgeon also performs the
surgical procedure. CPT codes describing anesthesia services or
services that are bundled into anesthesia should not be reported
in addition to the basic procedure requiring the anesthesia
services if performed by the same physician.

G. Coding Services Supplemental to a Principal Procedure (Add-on
Codes)

The CPT coding system identifies certain codes which are to be
submitted i1n addition to other codes. Generally, these are
identified with the statement "list separately in addition to
code for primary procedure'™ in parentheses and other times the
supplemental code is to be used only with certain primary codes
which are parenthetically identified. The basis for these CPT
codes iIs to enable providers to separately identify a service
that i1s performed in certain situations as an additional service
or a commonly performed supplemental service complementary to the
primary procedure. Incidental services that are necessary to
accomplish the primary procedure (e.g. lysis of adhesions in the
course of an open cholecystectomy) are not separately reported.
Certain complications with an iInherent potential to occur in an
invasive procedure are, likewise, not separately reported unless
resulting in the necessity for a significant separate procedure
to be performed. For example, control of bleeding during a
procedure is considered part of the procedure and is not
separately reported.

Supplemental codes frequently specify codes or ranges of codes
with which they are to be used. It would be inappropriate to use
these with codes other than those specified. On occasion, a
procedure described by a CPT code is modified or enhanced, either
due to the unique nature of the clinical situation or due to
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advances 1n technology since the code was first published. When
CPT codes are not labeled as supplemental codes in the manner
described above, they are not to be reported unless the actual
procedure is, iIn fact, performed. Using non-supplemental codes
that approximate part of a more comprehensive procedure but do
not describe a separately identifiable service i1s not
appropriate.

Example: If, In the course of interpreting an echocardiogram,
an ejection fraction is estimated, it would be inappropriate to
code a cardiac blood pool imaging with ejection fraction
determination (CPT code 78472) in addition to an echocardiography
code (CPT code 93307.) Although the cardiac blood pool Imaging
does determine an ejection fraction, it does so by nuclear
gaiting techniques which are not used iIn an echocardiogram.

In other cases codes are interpreted as being supplemental to a
primary code without an explicit statement in the CPT manual that
the code is supplemental. Unless the code is explicitly
identified In such a fashion, 1t would be improper as a coding
convention to submit a primary procedure code as a supplemental
code.

H. Modifiers

In order to expand the information provided by CPT codes, a
number of modifiers have been created by the AMA, the CMS, and
the local Medicare carriers. These modifiers, in the form of two
characters, either numbers, letters, or a combination of each,
are intended to transfer specific information regarding a certain
procedure or service. Modifiers are attached to the end of a
HCPCS/CPT code and give the physician a mechanism to indicate
that a service or procedure has been modified by some
circumstance but i1s still described by the code definition.

Like CPT codes, the use of modifiers (either AMA, CMS or locally-
defined modifiers) requires explicit understanding of the purpose
of each modifier. It i1s also important to identify when the
purpose of a modifier has been expanded or restricted by a third
party payer. It is essential to understand the specific meaning
of the modifier by the payer to which a claim is being submitted
before using it.

There are modifiers created by either the AMA or the CMS which
have been designated specifically for use with the correct coding
and mutually exclusive code pairs. These modifiers are
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-E1 through -E4, -FA, -F1 through -F9, -LC, -LD, -LT, -RC,

-RT, -TA, -T1 through -T9, -25, -58, -59, -78, -79, and -91.

When one of these modifiers is used, it i1dentifies the
circumstances for which both services rendered to the same
beneficiary, on the same date of service, by the same provider
should be allowed separately because one service was performed at
a different site, in a different session, or as a distinct
service. The -59 modifier will be explained in greater detail iIn
this section. In addition, pertinent information about three
other modifiers, the -22, the -25, and the -58 is provided.

1. -22 Modifier: The -22 modifier is identified in the CPT
manual as Aunusual procedural services.@ By definition, this
modifier would be used in unusual circumstances; routine use of
the modifier i1s inappropriate as this practice would suggest
cases routinely have unusual circumstances. When an unusual or
extensive service is provided, i1t iIs more appropriate to utilize
the -22 modifier than to report a separate code that does not
accurately describe the service provided.

2. -25 Modifier: The —-25 modifier is identified in the CPT
Manual as a “significant, separately identifiable evaluation and
management service by the same physician on the same day of the
procedure or other service”. This modifier may be appended to an
evaluation and management (E & M) code reported with another
procedure on the same day of service. CCl includes edits
bundling E & M codes into various procedures not covered by
global surgery rules. If In addition to the procedure the
physician performs a significant and separately identifiable
E & M service beyond the usual pre-procedure, iIntra-procedure,
and post-procedure physician work, the E & M may be reported with
the —25 modifier appended. The E & M and procedure(s) may be
related to the same or different diagnoses.

3. -58 Modifier: The -58 modifier is described as a Astaged
or related procedure or service by the same physician during the
postoperative period.@ It indicates that a procedure was
followed by another procedure or service during the post-
operative period. This may be because 1t was planned
prospectively, because it was more extensive than the original
procedure or because it represents therapy after a diagnostic
procedural service. When an endoscopic procedure is performed
for diagnostic purposes at the time of a more comprehensive
therapeutic procedure, and the endoscopic procedure does not
represent ?scout@ endoscopy, the -58 modifier may be
appropriately used to signify that the endoscopic procedure and
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the more comprehensive therapeutic procedure are staged or
planned procedures. From the National Correct Coding Initiative
perspective, this action would result in the allowance and
reporting of both services as separate and distinct.

4. -59 Modifier: The -59 modifier has been established for
use when several procedures are performed on different anatomical
sites, or at different sessions (on the same day). The specific
language according to the CPT manual is:

-59 Modifier: "Distinct procedural service: Under certain
circumstances, the physician may need to indicate that a
procedure or service was distinct or independent from other
services performed on the same day. Modifier -59 is used to
identify procedures/services that are not normally reported
together, but are appropriate under the circumstances. This may
represent a different session or patient encounter, different
procedure or surgery, different site or organ system, separate
incision/excision, separate lesion, or separate injury (or area
of injury iIn extensive injuries) not ordinarily encountered or
performed on the same day by the same physician.™

When certain services are reported together on a patient by the
same physician on the same date of service, there may be a
perception of "unbundling,’™ when, in fact, the services were
performed under circumstances which did not involve this practice
at all. Because carriers cannot identify this based simply on
CPT coding on either electronic or paper claims, the -59 modifier
was established to permit services of such a nature to bypass
correct coding edits if the modifier is present. The -59 modifier
indicates that the procedure represents a distinct service from
others reported on the same date of service. This may represent
a different session, different surgery, different site, different
lesion, different iInjury or area of Injury (in extensive
injuries). Frequently, another, already established, modifier
has been defined that describes this situation more specifically.
In the event that a more descriptive modifier is available, it
should be used i1n preference to the -59 modifier.

Example: [If a patient requires placement of a flow directed
pulmonary artery catheter for hemodynamic monitoring via the
subclavian vein, i1t would be appropriate to submit the CPT code
93503 (Insertion and placement of flow directed catheter, e.g.
Swan-Ganz for monitoring purposes) for the service. If, later iIn
the day, the catheter must be removed and a central venous
catheter is iInserted through the femoral vein, the appropriate
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code for this service would be CPT code 36010 (Introduction of
catheter, superior or inferior vena cava). Because the pulmonary
artery (PA) catheter requires passage through the vena cava, it
may appear that the service for the PA catheter was being
"unbundled” 1f both services were reported on the same day.
Accordingly, the central venous catheter code should be reported
with the -59 modifier (CPT code 36010-59) indicating that this
catheter was placed in a different site as a different service on
the same day.

Other examples of the appropriate use of the -59 modifier are
contained in the individual chapter policies.

The -59 modifier is often misused. The two codes in a code pair
edit often by definition represent different procedures. The
provider cannot use the -59 modifier for such an edit based on
the two codes being different procedures. However, if the two
procedures are performed at separate sites or at separate patient
encounters on the same date of service, the -59 modifier may be
appended.

Example: The comprehensive/component code edit with
comprehensive code 85102 (bone marrow biopsy) and component code
85095 (bone marrow, aspiration only) are two separate procedures
when performed at separate anatomic sites or separate patient
encounters. In these circumstances, it would be acceptable to
use the —-59 modifier. However, 1T both 85102 and 85095 are
performed at the same site at the same patient encounter which is
the usual practice, the —-59 modifier should NOT be used.
Although 85102 and 85095 are different procedures, they are
bundled when performed at the same site and same patient
encounter.

I. HCPCS/CPT Procedure Code Definition

The format of the CPT manual includes descriptions of procedures
which are, In order to conserve space, not listed in their
entirety for all procedures. The partial description is indented
under the main entry, and constitutes what is always followed by
a semicolon in the main entry. The main entry then encompasses
the portion of the description preceding the semicolon. The main
entry applies to and i1s a part of all iIndented entries which
follow with theilr codes. An example 1is:

70120 Radiologic examination, mastoids; less than three
views per side
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70130 complete, minimum of three views per side

The common portion of the description is "radiologic examination,
mastoids™ and this description is considered a part of both
codes. The distinguishing part of each of these codes is that
which follows the semicolon.

In the course of other procedure descriptions, the code
definition specifies other procedures that are included in this
comprehensive code. CPT procedure code 29855 is an example of
this. By stating in the code description that the code includes
arthroscopy, it follows that the surgical knee arthroscopy(CPT
code 29871) cannot be reported with CPT code 29855 or vice versa.

In addition, a code description may define a correct coding
relationship where one code is a part of another based on the
language used in the descriptor. Some examples of this type of
correct coding by code definition are:

1. "Partial” and "complete™ CPT codes are reported. The
partial procedure is included in the complete procedure.

2. "Partial” and "total' CPT codes are reported. The partial
procedure is included in the total procedure.

3. "Unilateral™ and "bilateral’” CPT codes are reported. The
unilateral procedure i1s included in the bilateral procedure.

4. "Single™ and "multiple™ CPT codes are reported. The
single procedure is included in the multiple procedure.

J. HCPCS/CPT Coding Manual Instruction/Guideline

Each of the six major sections of the CPT manual and several of
the major subsections include guidelines that are unique to that
section. These directions are not all inclusive or limited to
definitions of terms, modifiers, unlisted procedures or services,
special or written reports, details about reporting separate,
multiple or starred procedures and qualifying circumstances.
These Instructions appear in various places and are found at the
beginning of each major section, at the beginning of subsections,
and before or after a series of codes or individual codes. They
define items or provide explanations that are necessary to
appropriately interpret and report the procedures or services and
to define terms that apply to a particular section. Notations
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are made In parentheses when CPT codes are deleted or cross-
referenced to another similar code so that the provider has
better guidance in the appropriate assignment of a CPT code for
the service.

K. Separate Procedure

The narrative for many CPT codes includes a parenthetical
statement that the procedure represents a ''separate procedure.”
The inclusion of this statement indicates that the procedure,
while it can be performed separately, is generally included in a
more comprehensive procedure and the service is not to be
reported when a related, more comprehensive, service is
performed. The '"'separate procedure'™ designation Is used with
codes in the surgery (CPT codes 10000-69999), radiology (CPT
codes 70000-79999) and medicine (CPT codes 90000-99199) sections.
When a related procedure is performed, a code with the
designation of 'separate procedure'™ Is not to be reported with
the primary procedure.

Example: [If the code identified as a ''separate procedure™ is
reported with a related procedure code, such as when a
sesamoidectomy, thumb or finger (CPT code 26185) is reported with
an excision or curettage of a bone cyst or benign tumor of the
proximal, middle, or distal phalanx of the finger with autograft
(CPT code 26215), then the sesamoidectomy (separate procedure)
should not be reported. By definition the "'separate procedure™
is commonly performed as integral and part of a larger service
and usually represents a procedure that the physician performs
through the same iIncision or orifice, at the same site, or using
the same approach.

In the case where a 7?separate procedure@ is performed on the same
day but at a different session, or different site, this code may
be reported with a more comprehensive service but the -59
modifier should be included indicating that this service was, In
fact, a separate service.

In other sections of the CPT manual, the word 'separate'™ i1s used
in a phrase identified as "separate or multiple procedures™ with
a different meaning.
L. Family of Codes

In a family of codes, there are two or more component codes that
are not reported separately because they are included In a more
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comprehensive code as members of the code family. Comprehensive
codes include certain services that are separately identifiable
by other component codes. The component codes as members of the
comprehensive code family represent parts of the procedure that
should not be listed separately when the complete procedure is
done. However, the component codes are considered individually
iT performed independently of the complete procedure and if not
all the services listed in the comprehensive codes were rendered
to make up the total service. If all multiple services described
by a comprehensive code are performed, the comprehensive code
should be reported. It 1s not appropriate to report the separate
component codes individually nor is it appropriate to report the
component code(s) with the comprehensive code.

M. More Extensive Procedure

When procedures are performed together that are basically the
same, or performed on the same site but are qualified by an
increased level of complexity, the less extensive procedure is
included In the more extensive procedure. In the following
situations, the procedure viewed as the most complex would be
reported:

1. “Simple™ and "complex™ CPT codes reported; the simple
procedure is Included In the complex procedure on the same site.

2. "Limited" and "complete'"™ CPT codes reported; the limited
procedure is included in the complete procedure on the same site.

3. "Simple”™ and "complicated” CPT codes reported; the simple
procedure is Included In the complicated procedure on the same
site.

4. "Superficial” and "deep'™ CPT codes reported; the
superficial procedure is included in the deep procedure on the
same site.

5. "Intermediate”™ and "comprehensive”™ CPT codes reported; the
intermediate procedure is included in the comprehensive procedure
on the same site.

6. "Incomplete”™ and "complete™ CPT codes reported; the
incomplete procedure is included In the complete procedure on the
same site.

7. "External™ and "internal”™ CPT codes reported; the external
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procedure is Included In the internal procedure on the same site.
N. Sequential Procedure

An initial approach to a procedure may be followed at the same
encounter by a second, usually more invasive approach. There may
be separate CPT codes describing each service. The second
procedure is usually performed because the initial approach was
unsuccessful in accomplishing the medically necessary service;
these procedures are considered "'sequential procedures™. Only
the CPT code for one of the services, generally the more invasive
service, should be reported. An example of this situation iIs a
failed laparoscopic cholecystectomy, followed by an open
cholecystectomy at the same session. Only the code for the
successful procedure, in this case the open cholecystectomy,
should be reported.

O. With versus Without Procedure

In the CPT manual, there are various procedures that have been
separated into two codes with the definitional difference being
"with" versus "without™ (e.g. with and without contrast). Both
procedure codes cannot be reported. When done together the
"without™ procedure is included in the "with"™ procedure. An
example would be a closed treatment of a fracture with
manipulation and without manipulation. The CPT code without
manipulation i1s included in the code with manipulation. Another
example 1s a procedure described as under or requiring
"anesthesia™ and "without anesthesia.' The "without anesthesia"
procedure code is included in the "under™ or "requiring
anesthesia' procedure code.

P. Laboratory Panel

When all components of a specific organ or disease oriented
laboratory panel (e.g. CPT codes 80074,80061) or of a metabolic
or electrolyte panel (e.g.. CPT codes 80048, 80051 and 80053) are
reported separately, they must be included in the comprehensive
panel code that includes the multiple component tests. The
individual tests that make up a panel are not to be separately
reported.

Example: CPT code 80090(TORCH antibody panel) includes the
following tests:

CPT code 86644: Antibody - cytomegalovirus

Version 7.3
1A-18



CPT code 86694: Antibody - herpes simplex
CPT code 86762: Antibody - rubella
CPT code 86777: Antibody - toxoplasma

When all 4 tests are performed and medically necessary, the panel
test (CPT code 80090) must be reported in place of the individual
tests.

Q. Misuse of Column 2 Code with Column 1 Code

In general, CPT codes have been written as precisely as possible
to not only describe a specific service or procedure but to also
avoid describing similar services or procedures which are already
defined by other CPT codes. When a CPT code is reported, the
physician or non-physician provider must have performed all of
the services noted in the descriptor unless the descriptor states
otherwise. (Frequently, a CPT descriptor will identify certain
services that may or may not be included, usually stating ?with
or without@ a service.) A provider should not report a CPT code
out of the context for which 1t was intended. Providers who are
familiar with procedures or services described in areas or
sections of CPT will understand the specific language of the
descriptor as well as the intent for which the code was
developed. On the other hand, a provider who, for example, is
unfamiliar with an area of CPT may fail to understand the intent
of certain codes. Either intentionally or unintentionally, a
provider may report a service or procedure using a CPT code that
may be construed to describe the service/procedure but, In no
way, was iIntended to be used in this fashion.

CPT codes describing services or procedures that would not
typically be performed with other services or procedures but may
be construed to represent other services have been i1dentified and
paired with the latter (comprehensive) CPT codes. Additionally,
pairs of codes have been identified which would not be reported
together because another code more accurately describes the
services performed.

Example: CPT code 20550 (?Injection, tendon sheath, ligament,
trigger points, or ganglion cyst@) iIs intended to describe a
therapeutic musculoskeletal injection. 1t would represent a
misuse of the code to report this code with other procedures
(e.g. 20520 for simple removal of foreign body in muscle or
tendon sheath) when the only service provided was injection of
local anesthesia in order to accomplish the latter procedure.

Version 7.3
1A-19



R. Mutually Exclusive Procedure

There are numerous procedure codes that are not to be reported
together because they are mutually exclusive of each other.
Mutually exclusive codes are those codes that cannot reasonably
be done 1In the same session. An example of a mutually exclusive
situation is when the repair of the organ can be performed by two
different methods. One repair method must be chosen to repair
the organ and must be reported. A second example is the
reporting of an "initial" service and a ''subsequent” service. It
iIs contradictory for a service to be classified as an initial and
a subsequent service at the same time.

CPT codes that are mutually exclusive of one another based either
on the CPT definition or the medical impossibility/improbability
that the procedures could be performed at the same session can be
identified as code pairs. These codes are not necessarily linked
to one another with one code narrative describing a more
comprehensive procedure compared to the component code, but can
be 1dentified as code pairs that should not be reported together.

In order to identify these code pairs, an iIndependent table of
mutually exclusive codes has been developed as part of the CCI .
This table differs from the traditional table of comprehensive
and component codes. While the codes are listed as column 1 and
column 2 codes, this fact does not mean that the column 2 code is
included in the column 1 code because the column 2 code is a
component or part of the column 1 comprehensive code. Rather the
two codes cannot be reported at the same time. In the processing
of the code pair when reported together, in general the procedure
with the lower work relative value unit will be allowed.
Accordingly, the code for this procedure has been placed iIn
column 1. In cases where the work relative value unit is 0 for
one or both of the procedures or the procedure(s) is (are) not
paid according to the physicians® fee schedule, the code with the
lowest Medicare allowance in general has been i1nserted iIn

column 1.

S. Designation of Sex

Many procedure codes have a sex designation within their
narrative. These codes are not reported with codes having an
opposite sex designation because this would reflect a conflict iIn
sex classification either by the definition of the code
descriptions themselves (as they appear in the CPT manual) or by
the fact that the performance of these procedures on the same
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patient would be anatomically impossible.

The sections that this policy pertains to are the male and female
genital procedures. Other codes indicate in their definition
that a particular sex is required for the use of that particular
code. An example of this situation would be CPT code 53210 for
total urethrectomy including cystostomy in a female as opposed to
CPT code 53215 for the male. Both of these procedures are not to
be reported together. Some other examples of these code pairs
are: 53210-53250, 52275-52270, and 57260-53620. These specific
edits have been included in the Mutually Exclusive Table because
both procedures of a code pair edit cannot be performed on a
patient. (See Section R iIn this chapter for more explanation of
mutually exclusive codes.)

T. Excluded Service

Because some procedures are identified as excluded from coverage
under the Medicare program as "‘excluded services,”™ there is no
need to address the issue of correct coding with these codes. In
the development of National Correct Coding Policy and Correct
Coding Edits, these excluded services have been ignored.

U. Unlisted Service or Procedure

The codes listed after each section and/or subsection which end
in -99 (or a single -9 1In a few cases) are used to report a
service that is not described In any code listed elsewhere in the
CPT manual. Because of advances in technology or physician
expertise with new procedures, a code may not be assigned to a
procedure when the procedure is first iIntroduced as accepted
treatment. The unlisted service or procedure codes are then
necessary to code the service. Every effort should be made to
find the appropriate code to describe the service and frequent
use of these unlisted codes instead of the proper codes is not
appropriate. Correct code assignment would occur after the
documentation has been reviewed and bundling of code pairs would
then take place based on the changed code or correctly submitted
code. The unlisted service or procedure codes have not been
included in the Correct Coding Policy or Edits because of the
multiple procedures that can be assigned to these codes.

V. Modified, Deleted, and Added Code Pairs/Edits

Correct coding (comprehensive/component) and mutually exclusive
code pairs/edits have been developed based on the coding
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conventions defined in the American Medical Association=s CPT
manual instructions and CPT code descriptions, national and local
Medicare policies and edits, the coding guidelines developed by
national societies, the analysis of standard medical and surgical
practice, and the review of provider billing patterns and current
coding practice. Prior to initial implementation, the proposed
code pairs/edits underwent scrutiny by Medicare Part B carriers
and physicians including Carrier Medical Directors,
representatives of the American Medical Association=s CPT
Advisory Committee, and other national medical societies. As a
part of the ongoing refinement of the National Correct Coding
Initiative, a process has been established to address annual
changes 1n CPT and HCPCS Level 11 codes such as additions,
deletions, and modifications of existing codes. Additionally,
ongoing changes occur based on changes in technology, and
standard medical practice, and from continuous input from the
AMA, and various specialty societies. During the refinement
process, correspondence is received from the AMA, national
medical societies, CMS Central and Regional Offices, Contractor
Medical Directors, Medicare Part B carriers, individual
providers, physicians= consultants and other interested parties.
The comments and recommendations are evaluated and considered for
possible modification or deletion of existing code pairs/edits or
additions of new code pairs/edits. Subsequently based on the
contributions from these sources, CMS Central Office decides
which code pairs/edits are modified, deleted, or added.
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HCPCS/CPT Codes

10000 - 69999 .......cccciiiiii, 15
10080......cceiiieiiiiere e 7
LI770. i 7
20520t 19
20550......0cciiii 18
26185, 15
26215, 15
29855, 14
29871 14
31500, 5
36000.......ccciiiei s 5
36010, 13
36400.......ccciiiii 5
36410t 5
BT20L....ciiiiii 5
49000.......cccieiie s 7
52270 20
02275, 20
53210, 20
53215, 20
53250t 20
53620 20
57260, 20
70000 - 79999 ..o 15
70120, 14
70130, 14
TBAT2 ..ot 10
BO048.......ooiiie 17
80051, 17
80053......oe s 17
BO06L.......oiiiiiiiiiie e 17
80074 17
80090.......cciiiiiiiie 18
85095, 13
85102......oiiiiiiiiee 13
86644.......ciii 18
86694 18
BO762.......ciiiiiiiiiieii e 18
BOT 7T .o 18
90000 - 99199........cciiiii, 15

90780 - 90784 ......cvveeeeeeeeeecee e, 5
93000.......cccue et 6
93005.... .t 6
93040......cccoiecieeee e 6
93041 6
93307t 10
93503... et 13
O4B56.......cccveeireeeriece e 6
QAT760.....c..ccce e 6
QATBL.....ooiiiiecie e 6
S O R 6
Modifiers
222 s 11
.\ [ 1o [} =] 8,11
2 11
=25 Modifier......ccovvveiiiiiieeiiine, 9,611, 12
B8 11, 12
-58 MOAIfi€r.....cccveviiiiiiiee i, 4,7,12
1 I 11, 12, 13
-59 Modifier................ 6,9,11,12, 13,16
ST e 11
AT\ (oo ) =] R 8
ST 11
SOL 11
-E1 through -E4......cccooiiiiiei, 11
-F1 through -F9 ..o, 11
FA e, 11
LC 11
LD 11
LT 11
RC e, 11
RT 11
-T1through =T, 11
STA 11
Terms
Abdominal hysterectomy .............ccccoe.ee. 7
Abdominal surgery........ccceeverieiiiiennen. 4
Abnormal .......ccccooviiii e, 7
ADSCESS .. 7
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Acceptable........cccooiiiiiii, 2,13

Accepted treatment ...........ccoceeeeerienenn 20
ACCESS ..vvvvviriiiiiiiiiiiiiaaanes 2,4,5,6,7
Accomplish ........ccccenee. 2,3,6,7,10, 19
ACHIVITIES oo, 2
ACtUAL.....oveeeiii 10
Added....coooeiiiiii 20
Additional SErvice .........ccoevvvveivivineeenne, 10
AdAItIONS.....cocviiiiicciec e 21
Add-0N COUES ..ovvvviviiiiiiiciieee e, 10
AdAress ...ooeeivviieiiieiee e, 8, 20,21
AdNESIONS......ccvvveiiiriiiee i 2,10
AdMInistration .......cccceevvveeeeiiiieee e, 2,9
AdVaNCES......ccovveeeiiriiee e, 9, 10, 20
After .o, 4,12,15, 20
ATTWAY ... 5
AIIWAY CCESS......vivieiiriierieeie e sieeee e 5
AlLINCIUSIVE ..., 15
AlOW.....coviiiiii e, 9
AllOWaNCE .....ccveveeeiieeiiiee e, 12,19
AllOWEd........ccvieeiiiiiee e, 9,6 11,19
Already established...........cccocoevierinnnenn. 13
AMA ..o, 1,11, 21
AMA Advisory Committee..........ccco..... 1
American Medical Association......... 1,21
Analgesic deviCes........cooevvvenieeieniennen, 3
ANAIYSIS.....oiiiiii 21
Anatomic assesSMENt..........cccceeveeeenvennne. 4
Anatomic landmarks ..........c.cceevveeeiinnnn. 8
ANAtomic NALUIe........coeeevcvvveeiiirieee e, 7
Anatomical landmarks ...........ccce........ 2,4
Anatomical SIteS........cccevvvvveeeiiiiieeeenne, 12
Anatomically impossible....................... 20
ANEStNESIA.....cvveeeiiciiiee e, 2,6,9
Anesthesia Service Included in the
Surgical Procedure...........ccooeveviereennenn, 9
ANEStNESIA SEIVICES ...ccecovvvieeeiivieee e, 9
Anesthesiologist...........cocovvnieninniiienen, 6
ANESNELIC ..o, 2
ANESNELISt.....cvveei i, 6
Ankle-brachial indeX.........cccccoevvvereivnnen. 3
Annual changes.........cccoooiiinieinnenn, 21

Annual updates..........cccooeieniininiiiinnn, 1
ANOMANIES ..o 7
Antibody - cytomegalovirus.................. 18
Antibody - herpes simplex.................... 18
Antibody - rubella...........cccoooeeiininenn, 18
Antibody - toxoplasma.............ccccceeu..... 18
Anticoagulant............cccooevoniiiiniiiien, 5
APPENTING ..o 9
APPLICAtIoN. ..o 3
APProach ..., 7,17

Appropriate .. 5, 6, 7, 8, 10, 11, 12, 13, 15,
16, 20

APPropriateness .......cccvveereereesieereeieeneens 9
APPIrOXIMALE ..o, 10
Area of INJUIY .....ccooovviiiiii e 12,13
ASSIGNEU......oiiieiieiiee e 20
ASSIGNMENT .o, 15
ASSOCIAtEd ... 5,8
Attempted.......ccooveiiii 8
ATENTION .o 9
AUtOgraft ......oooeiie e, 15
Availability.........ccooovviiiiiiceee, 5
AVOI.....cooiiiii e, 18
BaSIC...oviiiiiiee e 9
BaSIS ..., 7,10
Before.....occovveeiie e 4,11, 15
Benign ..., 15
Bilateral.........ccooooiiiii e, 14
BIOPSY e 4,6,7
Bleeding ......ccooovviiieiiie e 8
BONE CYSt...coiieiee e, 15
Bone marrow biopsy .........cccoeveveneenenn 13
Bone marrow, aspiration only............... 13
BONY ..o 2
Brachial ..., 3
Bronchoscopy......ccccvvvnveiciiniieniene 4,5
Bundled.......ccoooeiiiiiiii, 9 14
Bundling......cccooeviieiiniiie e 12,20
BYPASS ... 13
CardiaC ......ccovvevenieiieeee e 4,6, 10
Cardiac blood pool imaging.................. 10

Cardiac blood pool imaging with ejection
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fraction determination....................... 10
Cardiac stress test.......coovevvveeevveeeiireeenee. 4
Cardiopulmonary .........ccccevvvenienennnnnn, 6
Carrier Medical Directors ..................... 21
(O8] 1= £ TR 12
(OF: 11T 1,3,4,5,6,9, 15, 17
Catheter......cocvveveiieeiiicieee e, 6, 13
Catheters .......oocevvvveeeiiiee e 6
CCluiiiiiiice e, 1,12, 19
Centers for Medicare and Medicaid

SEIVICES ...ttt 1
Central liNES .....cocvveveiiiiiiee e 6
Central vENoUS acCess ........c.cevveeevvveennen. 5
Central venous catheter......................... 13
Central VESSEIS .......coeevvvvieiiiiiiiee e 6
Certified registered nurse anesthetist...... 6
Cerumen impaction.........cccoceveevieneennnn, 4
Change ......ccoovvieiie e, 5
Changed code........cccooevvrieiininiiieen, 20
Chapter......ccooeiiieiice e, 13, 20
Chapters ......cooevveeiieiee e, 1
Characters .......oocveveiiiiiee e 11
CIrCUMSEANCE......c.vveeeeeiiiie e 11
Claim submisSION........ccvveeiiiiiiee e 1
ClaiMS .o 1
ClasSIfied........coovvvvieiiiiiiiec e 19
Cleansing.......cccocevereninie e, 2
Clinical situation ........ccccceeeeevieeiiiivineenns 10
Closed treatment of a fracture............... 17
(O (V1S (=] £ 7
CMS ..., 1,3,6,11,21
CMS Central and Regional Offices ...... 21
CMS Central Office.....ccc.cceevveeiiivinnnnn 21
CMS Global Surgery Policy.................... 6

Code.1,2,5,6,7,8,9, 10, 11, 13, 14, 15,
16, 17, 18, 19, 20, 21

Code definition...........cccccvevveennne, 11,14
Code desCriptions.........cccceevereereeennnn. 20
Code desCriptor ......c.cevvreereerieeieseeeen, 2
Code edit.......ccoevvveviiiiiciiece e 13
Code family......cccooeviiiiiiiiieiee, 16
Code pair edit.........cccccevveveeiieennnne, 13, 20

Code pairs ......ccccevveuenens 1,11,19, 20, 21
Code pairs/edits.......c.cccveveeiiieeineineenne, 21
Code Pairs/Edits.........cccceveiiieeineiinnnne 20

Codes.. 1,5, 7,8, 9,10, 12, 13, 14, 15, 16,
17,18, 19, 20

Coding....ccoovvreeiiieiene 1,2, 10,12, 20, 21
Coding convention ..........ccccceeeereeennnnn. 10
Coding conventions .........cccceceevveiennnn. 21
Coding desCription..........cccoeeeveeieneennnnn, 2
Coding guidelings .........cccevereeiveinnnnnn 21
Coding prinCiples........cccoocvvveienieniennnn, 1
Coding SYStEMS ......ocverviiiiiieieeieseeie, 1
Colon resection ........ccccveeeveeneeiieseennnen, 4
Column Lo 1,19
Column 2. 1,19
Combination..........cccceeee e, 11
Combinations..........ccceevvereerienieien, 1,4
COMMENLS ... 21
CoOMMON......oiiiiiiieiie e 2,14
Common POrtion .........ccceeeevereeneeiinnnn. 14
Commonly performed............. 1,4, 10,15
Complete......ccooeveiiiiiieee 14,16, 17
Completed......coooevviieiiiiee e, 8
ComMPIEX ..o 4,16
Complicated.........ccooovvviiieieiieiieenn 16
Complications ........c.ccovvvevenieieenienne 8, 10
Component.................. 2,3,13,16,17,19

Comprehensive .... 1, 2, 3,5, 7, 10, 12, 13,
14,15, 16, 17, 18, 19, 20

Comprehensive/component......... 1,13, 20
COMPrOMISE...coveevreiieiiieie e, 3
ConfirM ..o 8
Conflict ..o 19
Considered ..........ccuveeeee.. 2,10, 14, 16, 17
(000 113 11 (1] (=T 14
LO70] 1153 1 {1 1=To IR 18
(070] 01 (=) q FRTTET 18
Contractor Medical Directors................ 21
ContradiCtory .......cccocveveveeienieiieeenn 19
Contributions .....ccceeeveviieeiciee e 21
Control of bleeding .........cccccvvviviinnnn. 10
Copyrighted........cccoveiiiiiiieieee e, 1
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Correct code assignment ............ccccee.ee. 20
Correct coding...........cc...... 1,3,11,14,20
Correct coding editS ........cccccevvervennnen. 13
Correct Coding EditS........ccccoovvviieinnen. 20
Correct Coding Initiative ...........c.c..c....... 1
Correct Coding Policy or Edits............. 20
Correct coding relationship................... 14
Correctly submitted code ...................... 20
Correspondence.........ccoceveeveneeneeninnnnn 21
COUISE ... 6,9, 10, 14
Course of anesthesia .........ccccoeeveviereennenn, 9

CPT...1,3,4,56,7,8,9, 10, 11, 12, 13,
14, 15, 16, 17, 18, 19, 20, 21

CPT Advisory Committee...........c.coc.....

CPT code descriptions .........c.cccceveuenen.

CPT codes 5, 6, 7, 8, 9, 10, 11, 14, 15, 16,
17,18, 19

CPT coding ......cccccvenvenens 1,3,4,5,10, 13
CPT coding Sections ...........ccccceervereennnnn 3
CPT definition.......cccccooeeevieeciiececieee, 19
CPT Editorial Panel .........c...ccoeeevnennnee. 1
CPT Manuall, 4,5, 10, 11, 12, 14, 15, 16,
17, 20, 21
Created .....ccoveeviveeeciieecee e, 5,11
CrIteria cuveeevee e, 1
Cross-referenced ........cccceeevveeiieeecnnenne, 15
Curettage .....oocveveeeie e 15
Current coding practice..........ccccceeevennen. 21
Cursory evaluation ............cccceveeeveneennnn, 4
CYSt e 7
Date Of SUIgerY.....cocvevirieiieesiesieeee e 9
Day Of SEIVICe ......occeevirieiieecieseeee e 8
Debridement.......cccccooveeevieeiiieeciee, 2,7
DECISION ...t 7
DEEP .. 16
DefiNe..cccieciieeeeee e 8,14, 15
Definition.................. 6, 11, 13, 15, 19, 20
Definitional difference.........cccccuue...... 17
Definitions.........ccocveevieeiiieeciee e, 4,15
DefinitiVe ..o, 4,7
Definitive procedure .........cccoceevvrvenennenn 4
Deleted........ccovvevveeeiieecieee, 15, 20, 21

Deletion.......cccooeveiiiiieice e, 21
Deletions .......ccoeveiiiiieiee e, 21
Dependence........ccovveivrieieenesee e 4
DesCription.......ccceveevieiiniienieseeien, 5,14
DeSCriptions .......ccoocevvrieieenieseennen, 5,14
DeSCriptiVe .....cccoovevieiiiie e, 1,13
Descriptive terms .......cccccevvvevenieneeiiennnn 1
Designated........ccccoereeieiinneeesie e, 11
Designation .........ccoceeveenenieneeiesie e, 15
Designation of SeX........cccccevvrieennnnn. 1,19
DeStrUCtiON .......covevieiieie e 6
DetailS ....ccvveeeiieiieee e 15
Determination ........ccccceeeeveenenieenesieennn 9
DIagN0SES .....eeveeieeiieniieie e 12
DIagNOSIS.....veeveeiesieenieeee e 4
DiagnostiC .......ccovveverienininnenn 4,5,7,12
Diagnostic bronchoscopy.........ccccceevenee. 4
Diagnostic endoSCOPY .......cceevereerueevennns 7
DiagnostiC purposes.........cccevveeveeneen. 4,12
DICtatioN.......coooveiirieiiiie e 3
Different.......... 1,6, 11,12, 13, 15, 16, 19
DIrectionsS.......cccoveveeniericie e, 15
Disease oriented.........ccccceveeieeiieneennnnn, 17
Diseased SKin .........ccoocvvviiienenienicienn 7
Distal .....ooiiiiee e, 15
DistinCt........ccoovvvvenenne. 4,6,7,11,12, 13
Distinct procedural service.................... 12
Distinguishing ........ccoccveverinieenenieneen, 14
Documentation...........ccoccevveriennennnnn, 3,20
Doppler study........cccovvreieeneiieieeieeen 3
Drainage......ccooovevereeniiiie e 7
DraiNS....ccveiiiiieie e 2
Draping ..cc.ooeeveeieneenieeee e 2
Drawings ......cooveveneenienienieene e 3
DresSiNgS.....coveerieeienienieniesee e 2,3
DUring ....cccoeeeevenneeieneeen, 4,8,9, 10,12
E&M . 8,9,11,12
Echocardiogram .........cccceovviiieiiennnn, 10
Echocardiography ...........ccccvvvevennnnnenn. 10
-ECtOMY ., 7
Edit. .o 1,13
EditS oovveiicieeeeee, 1,12, 20,21

Version 7.3

1A-25



Effort..ooe 20
Ejection fraction.........ccccceevvviieiiennnnn, 10
Elective intubation ............ccoccooeiiinnnn, 5
Electrocardiogram..........ccccceevvvvenenne 3,4
Electrolyte panel ........ccccoooviviiininnenn, 17
EleCtroniC.......cccccovvviieeiice e 13
Elimination...........ccccoeeviiiieiieccc e 6
Emergency intubation ............cccoeevinnen. 5
Enable .....c.cooveiiii 10
ENCOUNtEr ... 7,17
ENd ..o, 11, 20
ENdOSCOPIC......ccoiiiiiiieiiiieeenn 4,6,8,12
Endoscopic procedure..........cccceevvevnenne. 4
ENdOSCOPIC SEIVICE......coveiveeieieriieie e 8
ENdOSCOPY....coiieieiiiiieicee e 4,6,7
ENdS..cccvveiie 8
Enhanced.........cccovviiiciiiiice e 10
ENGIFEtY..covvieceeeeee e, 14
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EXPaNd ......oooeiiieiee e, 11
Expanded........cccooeiiniiiiie e, 11
EXPEItiSe ..o, 20
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Local Medicare policies........ccccccounue.. 21
Locally defined modifiers ..................... 11

Version 7.3

1A-27



01 1LY =T R 3
Lower eXtremity ......cccoveveeneneenieeienenn 3
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Open Procedure.........ccoveeereeneeieeseennenn, 4
OPENING...coviiiiieieeie e, 7
Operating or procedure suite.................. 8
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Prelude to .....ccooveiieeeeeee e 7
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Provider........cccooevvinennnn, 6, 13, 15,18, 21
Provider billing patterns.............cc.cc..... 21
Providers .......cccccoevvvenienne 1,4,10,18,21
ProviSioN ......ccoooviiiiiieceseecee e 9
Proximal.........ccccoeiiiiieninesiencee e, 15
Pulmonary artery.........ccccevvereenen. 5,6,13
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SaMe INCISION ....cvvveiiiciieec e 15
Same physician ........cccccceeeeeen. 3,9,11,12
Same Provider ........ccccoeeeveeveninnieiennn, 11
Same SeSSIoN ........cceeeevveeennenn. 1,4,17,19
Same sSite......ccveeeeee. 2,13, 14, 15, 16, 17
Scout endOSCOPY ...vovveeverrierieriieeie e, 4
SeCtioN......ccovveeiiiiieeeiinen. 2,3,11,15, 20
SeCtionS.....ccceeeevevieeciiiieeee 15, 16, 18, 20
SeAALIVE.....cvveee e 2
SeMICOION ....ooeiiiiiiiiic e 14

Separate 2, 4,6,7,8,9, 10, 11, 12, 13, 15,
16, 17

Separate areas........ccccevveeeivveenieesiiee e 4
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Shaving ..., 2
SIAE o 14
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SIEEVE ... 4
SOUICES ...eeiiiieeiiie e 21
Special or written reports...........ccccee.... 15
Specialty Societies .........ccoceevvevnrnne. 1,21
Specific..... 1,3,5,6,9, 11,12, 17, 18, 20
SPECITY . 10
SPECLIUM .. 1,5
Staged......coov e 4,7,12
Standard medical and surgical practice. 21
Standard medical practice..................... 21
Standard of Medical/Surgical Practice.... 2
Standard of practice ..........ccceeveverinnnenn, 3
Standard Preparation/Monitoring Service9
State..ee e 5
Statement........ccccveeiiiie e, 10, 15
Stimulation..........ccccoeeiiiii e, 2
SEIUCLUIES ... 2
Subclavian Vein..........cccoeveieiiiinnnn, 13
SUDSECLIONS ... 15
Subsequent ..., 19
SUCCESS .vveeivieeciieeesiiee e sivee e et 3
Successtul ..o 4,8, 17
SUCtion deviCes ........ccccveveveeiieeienieien, 2
Superficial ..., 16
Superior or inferior vena cava............... 13
SUPEIVISION ..o, 8,9
Supplemental...........ccccovevieiiiiiicc e, 10
Supplemental service .........ccccevvevnenee. 10
SUIJBON ..o 4,9
SUIQEIY .ot 7,8,12, 13,15
Surgical .....cooeviiiiieen 2,3,4,9
Surgical approach..........cccceveeveeiienennnnnn, 2
Surgical closure.........ccocovvveiiiieiienen, 2
Surgical CUItUIeS........ccovvviviiiieieiee, 2
Surgical field........ccoocoevviieiiieen, 2,4,7
Surgical knee arthroscopy..........ccccueuee. 14
Surgical procedure .........cccevveiieennnn, 7,9
Surgical risK ..o, 9
Surgical supplies.......ccoevvvriiiiienienene, 3
SWaN-GaNZ.......cccccveeiiie e, 13
Table oo, 1,19

TabIES. ..o, 1
Technology........ccocevevvenieennene. 9,10, 20,21
Tendon sheath .........cccoeevieiiiinnnn, 18, 19
TENS UNIt ..o, 3
TEIMS e 15
TESES i 17,18
TherapeutiC ........ccoccvveeveenene 4,5,12,18
Therapeutic procedure..........cc.cceeevenenne. 12
TRhEerapy ....oooeviiiiieeeee e 12
Third party (insurance) carriers............... 1
Third party payers .......ccccoeevveenvninnnnns 1,4
ThOracic SUrgery......cccoererieneenesienien, 4
ThOracoSCOPY .....coovvveiienieeierieerie e, 4
Thoracotomy ........cccecevveiiiieniere e, 4
Thumb ..o 15
TIME oo 8,9,12, 19
THSSU ..t 2,7
Topical .o, 2
TORCH antibody panel ..........ccccceuee.e. 18
Total oo, 14, 16, 20
Total urethrectomy including cystostomy
........................................................... 20
Traditional ... 19
Transcription .........ccocevveneninneenesieien, 3
Transfer ... 11
TrEAL ..o 8
Treatment ... 8, 17
Trigger POINtS......coceveeeeneeniee e 18
TUMON e 15
Tympanic membrane...........cccoevevervenenn. 4
TYPE i 50914
Typically ..o, 3,4,5,18
Unbundling ..., 12
UNnder.....coooevinnieieneeen, 12,14, 17, 20
Understanding ........ccooovevvieienienieneen, 11
Unilateral.........ccoooeviiiiiiie e, 14
Unintentionally...........ccocooiiiiinnnnen, 18
UNIQUE....eeiieiiie e 3,10, 15
UnNit Of SEIVICE......ovveiiiie e 6
Unlisted COUES ......cccvevveriirieiieecieeien, 20
Unlisted procedures ..........cccoovevervennenn 15
Unlisted Service or Procedure............... 20
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Unrelated..........cooeviiniiiiiieciee 3,7
Unsuccesstul ..., 17
Unusual ... 11
Unusual procedural services ............. 8,11
UPPETr @ITWAY ....ccvveveeiieiie e 4
Upper eXtremity .......ccccoeeveeneneeneeienenn 3
USE oo, 1,5,6,10, 11, 12,13, 20
Vaginal hysterectomy..........cccccceveriennene. 7
VaSCUIar .......ocoveiiiiee e 56
VENA CAVA.....oeviiiieiiiie i 13
Venous catheter placement ..................... 6
Ventilation management............cccocoeue... 6

VIBWS Lot 14
Visualization ........ccceeeveveeee i 5
WIth e 17
With versus Without Procedure............ 17
WIthOUL ..., 17
Without anesthesia...........ccccocoeevveeennee, 17
Without Contrast...........ccoevveveiiivineeenne, 17
WOrK ..o, 1,5,8,9 19
Work relative value unit........................ 19
Wound irrigation..........ccceveeeveieenceiennnnn 2
D0, O G 8,9
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