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The Correct Coding Initiative (CCI), version 15.0, sets its sights on the new 2009
codes rather than adding many new edits for your established codes. Checking the
modifier indicator one key to navigating the new edits. Read on for more tips.

New Lap Hernia Repair Codes Mean New Bundles

You’ve learned to expect that new CPT codes bring new bundles from CCI. The
laparoscopic hernia repair codes are no exception. CCI 15.0 bundles a slew of codes
into 49652 (Laparoscopy, surgical, repair, ventral, umbilical, spigelian, or
epigastric hernia [includes mesh insertion, when performed]; reducible), 49653
(...incarcerated or strangulated), 49654 (Laparoscopy, surgical, repair, incisional
hernia [includes mesh insertion, when performed]; reducible), 49655
(...incarcerated or strangulated), 49656 (Laparoscopy, surgical, repair, recurrent
incisional hernia [includes mesh insertion, when performed]; reducible), and 49657
(...incarcerated or strangulated).

CCI bundles the six new lap hernia repair codes with 36000 (/ntroduction of
needle or intracatheter, vein), 36410 (Venipuncture, age 3 years or older, necessitating
physician's skill [separate procedure], for diagnostic or therapeutic purposes [not to
be used for routine venipuncture]), and 37202 (Transcatheter therapy, infusion other
than for thrombolysis, any type [e.g., spasmolytic, vasoconstrictive]). All of these
bundles have a modifier indicator of “1,” meaning that you can override these edits
with a modifier under the proper circumstances.

The new bundles between 49652-49657 and 43653 (laparoscopic gastrostomy),
44180 (laparoscopic enterolysis), 49320 (diagnostic laparoscopy), 49560 (initial hernia
repair), 49565 (recurrent hernia repair), 58660 (laparoscopic lysis of adhesions), and
69990 (microsurgical techniques) all have a modifier indicator of “0,” however. A “0”
indicator means that you may not unbundle the edit combination under any circum-
stances, according to CCI guidelines. (See the chart on page 36 for additional bundles
for the new laparoscopic hernia repair codes.)

Silver lining: The laparoscopic hernia repair bundles are “pretty intuitive,” says
Charlotte T. Tweed, RHIA, CPC, inpatient coder in the department of medical



education/coding at Florida Hospital in Orlando. “I don’t
think a surgery coder would have much trouble with any
of these edits.” Tweed says the edits mirror these standard
coding guidelines:

1. As with most laparoscopic procedures, you
wouldn’t report both a laparoscopic code and an open
code.

2. You would not code repairs of approaches as you
come back out.

3. Coding rules routinely include lysis of adhesions
with other procedures, and you should not code them
separately unless there are extensive problems requiring
significant extra time.

4. You would not use the mesh code (49568) with the
lap hernia codes because they specifically state mesh is
included with that code. Reporting 49568 would be double
billing for the mesh, Tweed explains.

In addition: You’ll also now find that the not-so-new
laparoscopic repair codes for inguinal hernias (49650,
Laparoscopy, surgical; repair initial inguinal hernia and
49651, ... repair recurrent inguinal hernia) face new edits
this quarter. CCI now bundles both codes with 49650 and
49651 with 58660 (Laparoscopy, surgical; with lysis of
adhesions [salpingolysis, ovariolysis] [separate
procedure]) with a modifier indicator of “0.”

Edits Target Hemorrhoid Destruction Code, Too

CCI also hits the new hemorrhoid destruction code
46930 (Destruction of internal hemorrhoid[s] by thermal
energy [eg, infrared coagulation, cautery, radiofrequency)
several bundling edits. You won’t be able to report 46930
with anesthesia code 00902, manipulation codes 45900-
45915, anorectal exam code 45990, and more. You’ll be
able to use a modifier to break some of the new 46930
bundles — for example, the bundle with nerve block
codes 64415-64417 and new therapeutic, prophylactic, and
diagnostic administration codes 96360-96375. (See the
chart on page 36 for more details.)

“We were hoping the new hemorrhoid destruction
code wouldn’t be bundled into a lot of other codes,” says
Heather Corcoran, coding manager for CGH Billing in
Louisville, Ky. “This is unfortunate but shouldn’t take too
much reimbursement away from us.”

Avoid Overusing Modifier 59

Many of the new code edits have a modifier indica-
tor of “1.” This means that you can unbundle these edits
with the proper modifier under the appropriate clinic-
al circumstances.

Although you can bypass many of the bundles with

modifier 59 (Distinct procedural service), you must meet
the criteria for doing so, says Debra Pierce, MD, MBA,
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CPC, founder and managing member of Pierce MD
Consulting LLC in Rockbridge, Ohio. CPT 2008 revised
the modifier’s descriptor, specifying, “Documentation
must support:

» different session

» different procedure or surgery

« different site or organ system

* separate incision or excision

* separate lesion

* separate injury (or area of injury in extensive

injuries).”

Caution: “CMS has improper use of modifier 59 on
its radar screen and practices are well-advised to exercise
due caution in using this modifier,” Pierce cautions.

Remember: Although you can bypass many of the
bundles using modifier 59, this is the modifier of last
resort. CPT warns that you should not use modifier 59
“when another already established modifier is appropriate,
unless no more descriptive modifier is available, and so
long as it best explains the circumstances,” Pierce says.

New Drug Admin Code Bundles Bring Mixed News

CCI bundles the new revised therapeutic, prophylactic,
and diagnostic administration CPT codes 96360
(Intravenous infusion, hydration; initial, 31 minutes to one
hour), 96365 (Intravenous infusion, for therapy,
prophylaxis, or diagnosis [specify substance or drug],
initial, up to 1 hour), 96372-96375 (Therapeutic, prophy-
lactic, or diagnostic injection [specify substance or drug]
...) into most of the surgical procedures your surgeon
might perform, including 10040-10180 (incision and
drainage) and 49652-49657.

Good news: The modifier indicator for all of these
new bundles is “1,” meaning that you can override these
edits with a modifier under the proper circumstances. (For
more on overriding CCI bundling edits, see “Learn When
You Can Legitimately Override CCI Edits” on the right.)

Same bundles, different codes: The 2009
therapeutic, prophylactic, and diagnostic administration
codes replaced the 2008 CPT intravenous and injection
codes 90760, 90765, 90772, 90774, and 90775. The CCI
15.0 bundles for the new codes mirror the same bundles
that CCI placed on the old 2008 drug administration codes

Plus: You’ll also be out of luck if you try to report
conscious sedation codes 99143-99144 (Moderate
sedation services [other than those services described by
codes 00100-01999] provided by the same physician

performing the diagnostic or therapeutic service that the
sedation supports, requiring the presence of an
independent trained observer to assist in the monitoring of
the patient’s level of consciousness and physiological
status ...) with any of the codes from the 49440-49442
series (tube placement). Medicare payers will deny the
conscious sedation charge, and no modifier can separate
the bundles.

“With each edition of CCI comes more codes that
are forbidden to report with conscious sedation,” says
Aran Hicks, billing consultant for six practices in
Raleigh, N.C.

Want to learn more? To download a free copy of
CCI 15.0 go online to www.cms.hhs.gov/NationalCorrect-
CodInitEd/NCCIEP/list.asp. 4

Learn When You Can Override
CCI Edits, Legitimately

» Get reimbursement for bundled codes
in 3 simple steps.

There are times when you can override Correct
Coding Initiative (CCI) edits and achieve separate
reimbursement for bundled codes. Follow these steps if
you have distinct services:

1. Check the modifier indicator. Each CCI code pair
edit includes a correct coding modifier indicator of “0” or
“1.” A “0” indicator means that you may not unbundle the
edit combination under any circumstances, according to
CCI guidelines. But an indicator of “1” means that you
may use a modifier to override the edit if the procedures
are separate and distinct from one another.

2. Verify that the procedures are independent and
distinct. You should attempt to override CCI code pair
edits only if the paired procedures are separate and
unrelated. For instance, the provider may have provided
the services/procedures at different sessions, at different
anatomic locations, or for different diagnoses.

3. Append modifier 59. You must append modifier 59
(Distinct procedural service) or another appropriate
modifier to the column 2 code to indicate to the payer that
the billed procedures are distinct and separately identi-
fiable. Without modifier 59 or another appropriate
modifier, the payer will simply apply the CCI edits and
deny payment. U
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Clip and Save:

Here’s Your Handy Guide to the 15.0 CCI Edits

D Save this useful list to help troubleshoot when you’re dealing with these changes.

If you get confused and frustrated sorting through all the lines of edits in the Correct Coding Initiative (CCI) files,
refer to this easy-to-decipher chart to know what new code pairs you may separate with a modifier, and what codes
carriers will never pay for. Note: The code in the left column (column 1) represents the comprehensive code. The

bundled codes are in column 2, and the modifier indicator is in column 3. O

Additions

Column 1 Column 2 Mod. Ind.

49650, 49651 58660 0

49650, 49651 96360-96375 1

49652, 49653, 49654, 49655, 49656, 49657 36000, 36410, 37202 1

49652, 49653, 49654, 49655, 49656, 49657 43653, 44180, 49320, 49560, 49565, 58660, 0
69990

49652, 49653 49570, 49572, 49580, 49582, 49585, 49587, | O
49590

49652, 49653, 49654, 49655, 49656, 49657 50715, 51701, 51702, 51703 1

49652, 49653, 49654, 49655, 49656, 49657 62318, 62319, 64415, 64416, 64417, 64450, 1
64470, 64475, 96360, 96365, 96372, 96374,
96375

49653, 49655, 49657 49561, 49666 0

49652, 49653, 49654, 49655, 49656, 49657 49568 1

46930 00902, 45900, 45905, 45910, 45915, 45990, 0
46040, 46080, 46211, 46220, 46600, 46940,
46942, 69990

46930 36000, 36410, 37202, 45380, 51701, 51702, 1
51703, 62318, 62319, 64415, 64416, 64417,
64450, 64470, 64475, 96360, 96365, 96372,
96374, 96375

Deletions

Column 1 Column 2 Mod. Ind.

46935. 46936 46260 0

46947 46934, 46935, 46936 0

46934, 46935, 46936 00902, 45900, 45905, 45910, 45915, 45990, 0

46040, 46080, 46210, 46211, 46220, 46600,
46940, 46942, 69990

46934, 46935, 46936

36000, 36410, 37202, 45380, 51701, 51702,
51703, 62318, 62319, 64415, 64416, 64417,
64450, 64470, 64475, 90760, 90765, 90772,
90774, 90775
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Case Study:
Mind Your Modifiers When Your

Surgeon Works With Others

» Automatically appending modifier 52
could be costing you hundreds.

When your surgeon works with another physician
during a procedure, you can face major coding challenges. If
you don’t coordinate your coding with the other physician’s
coder, both doctors could lose money and face audits.

Learn how to correctly code for these shared
procedures with this real-world case study.

Review the Surgical Case

Scenario: A urologist and a general surgeon
performed surgery on a patient. The urologist did the
orchiopexy and performed the opening and closing. The
general surgeon performed an inguinal hernia repair.

Coding dilemma: Which codes should each
physician report, and what modifiers should the coders
use, asks Betsie Wilson, CPC, professional fee
coordinator and charge capture surgery team lead at
University of Washington Physicians in Seattle, who
presented this case study.

No Bundle Means Two Codes

CPT and the Correct Coding Initiative (CCI) do not
bundle the two procedures together. In fact, if your
general surgeon performed both the hernia repair and the
orchiopexy without another physician, you would report
both procedure codes.

For this case study, each physician will report his
portion of the procedure. You will report the appropriate
inguinal hernia repair code — such as 49500 (Repair
initial inguinal hernia, age 6 months to younger than 5
years, with or without hydrocelectomy, reducible) or
49505 (Repair initial inguinal hernia, age 5 years or
older, reducible). The urologist’s coder will report the
applicable orchiopexy code (54640, Orchiopexy, inguinal
approach, with or without hernia repair).

Expert Opinions Diverge on Modifier 52

As for deciding whether to attach modifier 52
(Reduced services) for your general surgeon in this case,

you’ll need to talk with the physician and review his
documentation.

Some experts say that opening and closing are such a
small portion of a procedure that you should not append
modifier 52 because the reduction in reimbursement
would not be equal to the amount of time and effort the
open/closing normally takes. Some coders, however, feel
that reporting the code without a modifier isn’t correct
coding either.

“I personally don’t add the 52 because the opening
and closing are such a minor portion of the procedure that
I don’t consider the procedure ‘reduced,’” says Michael
A. Ferragamo, MD, FACS, clinical assistant professor at
the State University of New York, Stony Brook.

“We have had several cases lately with other surgeons,
and I have never thought to append modifier 52 because
we didn’t open and/or close,” says Karla D. Garcia,
CPC, coder for Dr. West and Dr. Mayo in Paducah, Ky.

Downside: If your payer reduces every case by a third
of the regular fee because you append modifier 52 even
when your surgeon completes the entire procedure but not
the open/close tasks, your practice could be losing
hundreds of dollars over the course of a year.

Alternative: Some coders disagree, and say that a
surgeon would use modifier 52 in a co-surgery situation
where another surgeon performing a separate procedure
opened and closed the patient. The rationale is that the
first surgeon bills for the procedure with modifier 52
attached, to indicate that the procedure was performed
without opening and closing.

“If your surgeon did not open or close the patient, you
would report your coding with a modifier 52,” says Betsy

(Continued on next page)

You Be the Coder

Hospital Discharge After Consultation

Question: A4 family practice physician admitted a
patient for treatment of severe abdominal pain, and then
consulted with my general surgeon, who follows the
patient through the episode of care. Both physicians
want to report the hospital discharge. Can they split the
discharge billing? If not, who should report it?

Kansas Subscriber

Answer: See page 38. U
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You Be the Coder

Hospital Discharge After Consultation

Answer: It sounds as if the family practice

physician is the admitting “attending” physician.
Therefore, the attending physician is the physician who
reports the discharge code (99238-99239, Hospital
discharge day management ...). According to CPT,
under instructions for Hospital Discharge Services, “To

report concurrent care services provided by a
physician(s) other than the attending physician, use
subsequent hospital care codes 99231-99233.”
Remember: Medicare and many other payers allow
only the admitting physician to bill a discharge for the
patient. However, if another physician in the same
practice performs the discharge service — for example,

if the admitting doctor is not available at the time of
discharge — you can still bill for it. When physicians
are all members of the same group, any of them can
perform the discharge. For example, in a teaching
setting, a resident, fellow, or physician extender of the

group

often performs the discharge.

However, if your surgeon performed a surgical

procedure for the abdominal pain (for example, 44960,

Appendectomy; for ruptured appendix with abscess or
generalized peritonitis), any subsequent hospital care
and discharge services would be part of the postop-
erative global surgical period, and there would be no

charge for subsequent hospital care or discharge
services within the global surgical period.

The problem: This question speaks to a problem
that is an unfortunately common occurrence, experts
say. A family physician admits a patient and consults

the surgeon. The surgeon then actively manages the
day-to-day care for the patient, and the family physician

writes notes that basically concur with the surgical
management. The patient does not undergo a surgical
procedure. In the meantime, the family physician gets
paid daily, while the surgeon gets a single consultation
fee and no follow-up fees. And then upon discharge the

family physician to report that service, too, even if the
surgeon writes all the follow-up discharge orders. In
these situations, the patient should be transferred to the
surgeon so that you can accurately code the services
your physician provides and be properly reimbursed. 1

Donnelly, CPC, PCS, multi-specialty coder at Martin
Memorial Health Systems in Stuart, Fla. “For instance,
while an ob-gyn is doing an open procedure, he notices a
mass within the intestine and calls in a general surgeon. If
the general surgeon does a colectomy, you would code the
appropriate colectomy code with a mod 52.”

Bottom line: You should use your best judgment
based on the operative report and the rules your payer sets
up for modifier 52.

Pitfall: Don’t append modifier 53 (Discontinued
procedure) because your surgeon didn’t open or close. You
look at modifier 52 when the physician completed what he
or she set out to do but did so performing less than the
complete procedure.

Use modifier 52, not 53, when the physician
completed the surgery, but to a lesser extent than the code
describes, Garcia says. “For me, the key phrase is
‘accomplished some result.””

“An incomplete or cancelled procedure would use
modifier 53, not modifier 52,” agrees Laureen Jandroep,
OTR, CPC, CPC-H, CPCEMS, coding analyst for
CodeRyte, Inc. and senior instructor for codingcertifi-
cation.org.

Prepare to submit documentation: When submitting
claims with modifier 52 attached, that you bill the
procedure out at the full fee and include a cover letter that
explains what wasn’t done and why.

“Don’t reduce your fee or else the payer may reduce
your reduction,” Jandroep cautions. “Modifier 52 is one of
those modifiers that will require documentation due to the
varied circumstances. It is not a modifier that triggers a
mathematical formula to be applied. Try to compare to a
similar procedure represented by another CPT code that
could help the payer price the reduced procedure
accordingly,” she suggests.

Skip Modifiers 62 and 80

You should not use modifier 62 (Two surgeons) or
modifier 80 (Assistant surgeon) in this case.

You would only report cosurgeons (using modifier 62)
if the surgeons worked together on the same procedure
and both are reporting the same CPT code, Ferragamo
explains. In this case, each physician has his own
procedure to report.

Example: Your general surgeon and another surgeon
work together to perform a two-physician percutaneous
gastrostomy (PEG) tube placement (43246, Upper
gastrointestinal endoscopy including esophagus, stomach,

Page 38
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and either the duodenum and/or jejunum as appropriate;
with directed placement of percutaneous gastrostomy
tube). You and the other surgeon’s coder would both
report 43246-62.

Modifier 80 is not appropriate for this case study
either, however. Technically, the surgeons are not assisting
one another. Assisting is usually when they are both
working together on a procedure (or procedures).

How it works: “If the surgeon is working on the
hernia while the urologist is working on the orchiopexy,
they are not assisting each other,” Garcia explains. “They
are not sharing equal work and responsibility for one
procedure. Since they are both performing their own
distinct procedure, you would bill your surgery alone, with
no modifier.” 4

READER QUESTIONS

Differentiate lleostomy From Feeding Tube

Question: What is the difference between a tube and
non-tube ileostomy? When can we charge for an
ileostomy? The doctor did a laparoscopic colectomy and
states, “I decided on a diverting ileostomy to protect the
anastomosis.” Is this the time to add the ileostomy?

Connecticut Subscriber

Answer: You should avoid using the term “tube
ileostomy” all together. An ileostomy is when a loop of
ileum is brought up to skin level and opened to divert the
fecal stream. Alternatively, a surgeon may insert a
feeding tube into the jejunum, or more rarely the ileum,
for post-op feeding. While technically this is an
ileostomy, (a hole in the ileum), this is not clinically
referred to as an ileostomy.

The description your surgeon provided sounds like a
standard diverting ileostomy. Look at code 44187
(Laparoscopy, surgical; ileostomy or jejunostomy, non-
tube) in addition to the colectomy code you report. CPT
bundles the ileostomy with total colectomy (such as
44150, Colectomy, total, abdominal, without proctectomy,
with ileostomy or ileoproctostomy), but not with a partial
(such as 44140, Colectomy, partial; with anastomosis).
Therefore, if the surgeon performed a partial colectomy,
you can report both and 44187.

Q

Avoid Losing $20 Per Excision

Question: / just received a pathology report back that
reads: “The largest segment measures 3.5 x 3.5 x 2.0 cm.
A second fragment measures 3.0 x 3.0 x 3.0 cm and then
in aggregate, the smaller fragments measure 3.5 x 3.0 x
2.0cm.” The surgeon excised these lesions from the
patient's back and neck. How should I code this?

Missouri Subscriber

Answer: You cannot code this excision solely from
the pathology report. You need to go back to the
physician’s record of the procedure. You should select the
appropriate lesion excision size code based on the
physician’s report.

Once the specimen is put in the jar and sent to
pathology, the specimen shrinks down, sometimes to half
its original size. CPT’s excision sizes, including margins,
are based on the physician’s measurements at the time of
the excision. Your surgeon should always measure an
excision and document it with a statement, such as, “I’'m
going to excise this X cm length by X width lesion. I took
4 cm margins.”

Reminder: If documentation indicates the margin is
applicable to both sides of the lesion, double that
measurement. For instance, taking a 4 cm margin on each
side of the lesion equals a total of § reportable cm in
addition to the diameter of the lesion itself.

The impact: If your surgeon doesn’t put the original
size in the note, you have to code based on the smaller
excision size listed in the pathology report, which could
cost your practice over $20 per excision.

(Continued on next page)
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Example: The surgeon’s documentation states that he excised a lesion 1.0 cm
length by 2.0 cm width with 0.2 cm margins. The pathology report comes back
benign. You would report 11403 (Excision, benign lesion including margins, except
skin tag [unless listed else-where], trunk, arms or legs, excised diameter 2.1 to
3.0 c¢m) for the 2.4 cm codeable size ([2.0 lesion diameter] + [0.2 x 2 margins]). If,
however, the physician had failed to document the size and the pathology report
measured a 1.0 cm lesion plus 0.1 margins, you could code only 11402 (... excised
diameter 1.1 to 2.0 cm), resulting in a loss of $21 (Code 11403 has 4.50 transitional
nonfacility total relative value units [RVUs] compared to 11402, which the 2009
Medicare Physician Fee Schedule assigns 3.91 RVUs).

Important: You do need the pathology report to choose a code, but not for the
size of the excision. You should always choose the malignant or benign excision
code based on the results of the pathology report even if the physician did not know
at the excision time that the lesion was malignant. The pathology report offers the
definitive diagnosis that serves as the basis for the CPT excision code selection. A
physician might sometimes visually identify a lesion as benign or malignant, but
you still want to code the excision based on the pathology report.

— Technical and coding advice for You Be the Coder and Reader Questions
provided by Marcella Bucknam, CPC, CCS-P, CPC-H, CCS, CPC-P, CPC-
OBGYN, CPC-CARDIO, manager of compliance education for the University of
Washington Physicians (UWP) and Children's University Medical Group (CUMG)
Compliance Program. Q

Have a general surgery coding question?
Get help from our experts!
Send your question to the editor, Leesa Israel, CPC, CPC-URO, CMBS, at
leesai@elijournals.com or call (315) 986-2157.
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