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Concepts/Theory

Coding Guidelines

• Essential knowledge  and guidelines for 
auditors: 

– Surgical packages 

–CCI Edits 

– ICD-9-CM Coding Guidelines 

–CPT Coding Guidelines 

–Modifier s

–LCD’s/NCD’s

Coding Guidelines

ICD -9 and CPT codes 

must be supported by the 
medical necessity of the codes 

billed
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Coding Guidelines

• ICD-9 Guidelines 

–Office guidelines on CDC website  (more 
comprehensive)

–Importance of using ICD-9 guidelines 

–Symbols and coding conventions

Coding Guidelines

• CPT Guidelines

– Anesthesia

– Integumentary 

– Musculoskeletal 

– Respiratory 

– Cardiology 

– Digestive 

Coding Guidelines

• CPT Guidelines (con’t)

–Urinary 

–Male 

– Female

–Nervous

–Eye/Occular

–Auditory 
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Coding Guidelines Radiology

• Direct supervision  

• General supervision  

• Procedures ordered and performed must be 
validated by medical necessity.  

• Diagnosis must reflect a sign, symptom, 
condition, or injury.

Coding Guidelines Radiology

• In case of a screening, a V code should be 
used for the diagnosis  

• Incidental findings should never be listed as 
primary diagnoses.  

• An interventional radiologist is a physician 
who is skilled in both the surgical procedure 
and the radiology portion of an interventional 
radiologic service. 

Coding Guidelines Radiology

• Technical Component Only 

–Modifier TC  

• Professional Component Only 

–Modifier 26  

• Global Service, Professional and 
Technical  

–No Modifier
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Coding Guidelines 
Pathology/Laboratory

• Documentation is required to support the 
medical necessity of laboratory testing 

• If the ordering physician submits an ICD-9 
code, the laboratory must use that code  

Coding Guidelines 
Pathology/Laboratory

• Screening tests are performed when no 
specific sign, symptom, or diagnosis is present 
and the patient has not been exposed to a 
disease.  

• Contact with or exposure to communicable 
diseases should be assigned, not a screening 
code 

Medicine Coding Guidelines

• Immunizations requirements: 

–Type of vaccination/immunization given

– Injection site

–Person administering the injection

–Documentation necessary for the 
administration charges.
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Medicine Coding Guidelines

• Physician Counseling

• 90465 and 90468 are administration of 
vaccination  and physician counsels the 
patient  

• When auditing a medical record that reports 
these services, the medical record must 
include documentation of the physician’s 
interaction with the parent regarding the 
vaccine.   

Medicine Coding Guidelines

• Keep in the mind the following auditing tips: 

–Use specific ICD-9 codes to substantiate 
medical necessity 

–Reference V codes when patient is 
asymptomatic 

–Medicare immunizations 

• HCPCS Level II codes G0008, G0009, and 
G0010. 

Medicine Coding Guidelines

• Psychiatric Services

• Most every psychiatric service is billed based on the 
amount of time spent with the patient.  

• 90801 is the Psychiatric diagnostic interview 
examination  

• Reimbursable if other family, friends, or healthcare 
advisors are seen instead of the patient. 

• Bill once per diagnosis onset 

• Cannot be billed with 90802
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Medicine Coding Guidelines

• Documentation requirements for 90801 require:

– Brief statement of the presenting problem

– History  

–Clinical data should include patient’s verbal 
content, manner of speaking, and nonverbal 
communication

– Mental status

– Appropriate high-risk factors

Medicine Coding Guidelines

• Documentation requirements for 90801 require 
(con’t)
– Complete mental examination
– Diagnosis  
– Initial treatment plan
–Documented evaluation of the patient’s ability 

to work psychotherapeutically
– Where psychotherapy is planned
– Long-term goals  
– Anticipated treatment duration

Medicine Coding Guidelines

• 90802 is a service that is very similar to the 
90801 with the exception of the technique 
used to obtain this information.   

–The documentation requirements for 
90802:

– Same as for 90801
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Medicine Coding Guidelines

• 90804 –90829 are the CPT codes for 
Psychotherapy 

– Documentation requirements include:

– Date, name, age, sex, date of birth, date of 
service, chief complaint

– Pertinent history of present illness to include 
current medications

– Pertinent past psychiatric history

– Pertinent medical history

Medicine Coding Guidelines

• 90804 –90829  (con’t)    
– Pertinent mental status examination and 

symptoms
– Type of therapy provided
– Face-to-face time 
– Appropriate high-risk factors
– Diagnosis 
– Initial treatment plan
– Long-term goals and prognosis
– Anticipated treatment duration

Medicine Coding Guidelines

• Hydration Services

• The Initial Codeis the code that best describes the 
key or primary reason for the encounter regardless of 
the order they are given.

• Only 1 initial code per day except
• When 2 completely separate visits on the same day

• If protocol requires 2 simultaneous infusions

• 30-Minute Rule  
• 30 min or less –round down

• 31 min or more –round up
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Medicine Coding Guidelines

• Hydration Services (con’t)

• Separate E/M may be reported with a -25 
modifier

• Exception: 99211

Medicine Coding Guidelines

• Therapeutic Drug Administration  

–96372 - Therapeutic Administration of a 
injected drug. 

–Make sure drug has been charged in 
addition to the administration 

–Check units for correct billing

Medicine Coding Guidelines

• Chemotherapy administration codes 96401-96549 

• If performed to facilitate the infusion or injection, 
the following services are included:

– Use of local anesthesia

– IV start

– Access to indwelling IV, sub-q cath or port

– Flush at conclusion of infusion

– Standard tubing, syringes, supplies

– Preparation of chemo agent
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Medicine Coding Guidelines

• Chemotherapy Services

• The fluid is considered incidental hydration 
and is not separately reported.  

• Multiple infusions, injections or 
combinations, only “one initial” code should 
be reported  

Medicine Coding Guidelines

• Physical Therapy Services

• Time

–Most PT service codes are time-based 
codes.  

–Time is one of the most important factors 
that must be documented on the chart for 
every patient - for every visit 

• Time reported for the general PT session.   

Medicine Coding Guidelines

• Physical Therapy Services (con’t)

• Additionally, the time spent delivering each 
service described as either a timed or un-timed  

• The therapist should document 

– The total time or the beginning and ending 
time  

– The total time in which the patient is involved 
in services  
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Medicine Coding Guidelines

• Physical Therapy Services (con’t)

• Treatment Documentation  

• Initial Evaluation Documentation –97001

• Past Medical History  

• Examination  

Medicine Coding Guidelines

• Plan of Care - It is required that the plan of 
care includes the following:

• Plan of treatment including goals

• Frequency and duration of treatment

• Diagnosis

• Specific modalities to be employed

• Rehab potential

Medicine Coding Guidelines

• Re-evaluation –97002 - Changes in treatment 
plan should occur on one calendar day and 
therapy may resume on another calendar day.

• When a patient is discharged, 97002 should 
not be billed.

• CMS  guidelines on “re-evaluation”  
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Medicine Coding Guidelines

• CMS prohibits Physical Therapy Assistants 
from billing incident-to for any service 
provided unless the service is provided in an 
independent PT-owned practice.  

• Incident-to Guidelines  

Coding Guidelines

• CPT Guidelines (con’t)

–Category II, III 

– Section Guidelines

–Coding symbols

–General Terms & Meanings

Surgical Package  

• Per CPT Guidelines - Keep in mind that all third 
party payer surgical packages can vary per 
payer

• Local infiltration, metacarpal/metatarsal/digital 
block or topical anesthesia

• Subsequent to the decision for surgery 
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Surgical Package 

• Immediate postoperative care, including 
dictating operative notes, talking with the 
family and other physicians

• Writing orders

• Evaluating the patient in the post-anesthesia 
recovery area

• Typical postoperative follow-up care

• Per CMS Guidelines

• Preoperative visits after the decision for 
surgery is made to operate  

• Intra-operative services that are normally a 
usual and necessary part of a surgical 
procedure

• Complications following surgery  

Surgical Package  

Surgical Package  

• Postoperative visits  

• Post-surgical pain management by the 
surgeon

• Supplies  

• Miscellaneous services  
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• Medicare Postoperative Global Periods

• Medicare has two concepts of postoperative periods:

• Major Surgery –includes 90 days post-op care for visits 
related to the surgery

• Minor Surgery –two types

– 0 days post-op care included in payment of the CPT 
code

– 10 days post-op care included in payment of the CPT 
code

Surgical Package  

Modifier  22

Increased Procedural Services

– Significantly greater  

–ά5ƛŦŦƛŎǳƭǘȅ ǿƛǘƘ ǘƘŜ ǇǊƻŎŜŘǳǊŜέ ƻǊ άŦŜǿ ŜȄǘǊŀ 
ƳƛƴǳǘŜǎ ǎǇŜƴǘ ƻƴ ǘƘŜ ǇǊƻŎŜŘǳǊŜέ  

Modifier 23

Unusual Anesthesia

– General anesthesia was used 
instead of local or regional
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Modifier 24

Unrelated E&M Service by the Same 

Physician During a Postoperative Period

–Only used with E&M codes 

–The physician may need to indicate  
unrelated to the original procedure. 

Modifier 25

Significant, Separate Identifiable E&M Service by 
the Same Physician on the Same Day of the 

Procedure or Service

–E/M service on a day when another service 
was provided to the patient by the same 
physician. 

Modifier 26

Professional Component

–Typically used with radiology services. 

–Professional and technical components  
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Modifier 32

Mandated Services

– Service was required by some entity. 

–NOT used to indicate a second opinion 
requested by a patient, family member or 
another physician. 

Modifier 47

Anesthesia by Surgeon

–Used to report regional or general 
anesthesia provided by the surgeon. 

–The physician acts as anesthesiologist and 
the surgeon 

Modifier 50

Bilateral Procedures

–This modifier is used if the same 
procedure is performed on a mirror-image 
part of the body.

– IMPORTANT CODING TIP: 

• If the CPT code identifies that it is a bilateral 
procedure, you do not attach a 50 modifier. 
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Modifier 51

Multiple Procedures

• More than one procedure  

• Not used with add-on codes  

• Multiple Procedures:

–Same operation, different site 

–Multiple operations, same operative site 

–Procedure performed multiple times 

Modifier 52

Reduced Services

• This modifier is used to indicate a service 
that was provided but was reduced in 
comparison to the full description of the 
service.  

Modifier 53

Discontinued Procedure

–Circumstances in which services were 
discontinued at the direction of the 
ǇƘȅǎƛŎƛŀƴ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴΦ 

–Threatens the well-being of the patient.  
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Modifier 54

Surgical Care Only

–One physician performs a surgical procedure 
and another provides preoperative and/or 
postoperative management. 

Modifier 55

Postoperative Management Only

–Physician performed the postoperative 
management and surgery was performed by 
another physician.  

Modifier 56

Preoperative Management Only

–One physician performed the preoperative 
management and another physician 
performed the surgical procedure.

–Pre-ƻǇ ŎŀǊŜ ƛǎ ǳǎǳŀƭƭȅ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜȄƛǎǘƛƴƎ 
problems.  
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Modifier 57

Decision for Surgery

–This modifier is used when a provider 
evaluates a patient for a problem that is 
significant enough to result in immediate 
surgery or surgery performed within the 
preceding 24 hours.  

Modifier 58

Staged or Related Procedure or Service by the 
Same Physician During the Postoperative Period

–This procedure as a whole must have been 
intended to include the original procedure 
plus one or more subsequent procedures. 

Modifier 59

Distinct Procedural Service

• Modifier -59 is used to indicate that services 
that are usually bundled into one payment 
were provided as separate services. 
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Modifier 62

Two Surgeons

–This modifier is used when two surgeon work 
together as primary surgeons  

–Two physicians of different specialties

Modifier 63

Procedure Performed on Infants less than 4 kg

–This modifier is used when procedures are 
performed on neonates and infants up to a 
present body weight of 4 kg and may involve 
significantly increased complexity and 
physician work commonly associate with 
these patients. 

Modifier 66

Surgical Team

–This modifier was be used for high complex 
procedures requiring services of several 
physicians, often of different specialties, plus 
other highly skilled and specialty trained 
personnel. 
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Modifier 76  
Repeat Procedures by the 

Same Physician  

–Used to indicate that a procedure or service 
was repeated subsequent to the original 
procedure or service by the same physician

Modifier 77

Repeat Procedures by
a Different Physician 

• Used to indicate that a procedure or service 
was repeated subsequent to the original 
procedure or service by a different physician

Modifier 78

Return to the Operating Room for a Related 
Procedure During the Postoperative Period

–Complication resulting from the first 
procedure 

–Second surgery was necessary because of 
complications resulting from the first 
operation
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Modifier 79

Unrelated Procedure or Service by the Same 
Physician During the Postoperative Period

–This modifier is used to indicate that the 
procedure or service during the 
postoperative period was unrelated to the 
original procedure. 

Modifier 80

Assistant Surgeon

–This modifier would be used to identify a 
physician assisting the surgeon for a 
surgical procedure. 

Modifier 81

Minimum Assistant Surgeon

–Requires assistance from another surgeon 
for a short period of time.

– If the surgeon is present during the entire 
procedure, you would use modifier 80. 
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Modifier 82

Assistant Surgeon  

(when qualified resident surgeon not available)

–There is an affiliation with a medical school 
and has a residency program but no resident 
was available

Modifier 90

Reference (Outside) Laboratory

–This modifier is used when laboratory 
procedures are performed by a party other 
than the treating or reporting physician. 

Modifier 91

Repeat Clinical Diagnostic Laboratory Test 

–This modifier may be used when it is 
necessary to repeat the same laboratory test 
on the same day to obtain a subsequent 
(multiple) test results. 
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Modifier 92

Alternative Laboratory Platform Testing

–Testing using a kit you can carry around to 
eliminate permanent space in a lab

Modifier 99

Multiple Modifiers

–Sometimes only one modifier per line 
item can be reported. 

ASC Modifiers

• -25 ςOffice visit/procedure at same visit

• -50 - Bilateral Procedures

• -52 - Reduced services

• -58 ςStaged procedure

• -76 ςRepeat procedure, same physician

• -77 ςRepeat procedure, different physician

• -78 ςReturn to OR

• -79 ςUnrelated procedure

• -91 ςRepeat Clinical lab
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Modifier 27

Multiple Outpatient Hospital 
E/M Encounters on the Same Date

• This modifier provides a means of reporting 
circumstances involving E&M services 
provided by physician in more than one 
outpatient hospital settings.

Modifier 73

Discontinued Out-Patient Hospital/Ambulatory 
Surgery Center Procedure Prior to the 

Administration of Anesthesia

• Due to extenuating circumstances or those that 
threaten the well being of the patient, the 
physician may cancel a surgical or diagnostic 
ǇǊƻŎŜŘǳǊŜ ǎǳōǎŜǉǳŜƴǘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǳǊƎƛŎŀƭ 
preparation, but prior to the administration of 
anesthesia. 

Modifier 74

Discontinued Out-Patient Hospital 
Ambulatory Surgery Center Procedure After 

Administration of Anesthesia

• Due to extenuating circumstances or those 
that threaten the well being of the patient, 
the physician may terminate a surgical or 
diagnostic procedure after the administration 
of anesthesia.
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HCPCS

• Common HCPCS codes: 
– LT 

– RT 

– E1 –E4 

– FA –F9 

– GA 

– RC 

– TA –T9 

– TC 

– QX - QZ

Correct Coding Initiative

• Most HCPCS/CPT codes define 
procedures/services that are inclusive to one 
another.  

• CMS developed a system to prevent 
inappropriate payment of services that should 
not be reported together.   

• Each State will need to review their own laws, 
regulations and policies  

Correct Coding Initiative

• There are two NCCI edit tables: 

• Column One/Column Two Correct Coding Edit 
Table and Mutually Exclusive Edit Table 

• Each edit table contains edits which are pairs 
of HCPCS/CPT codes  

• Outpatient Code Editor (OCE) that edits all 
outpatient claims and assigns APCs for 
Outpatient PPS services/Therapy NCCI edits 
and NCCI edits for Physicians. 
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Correct Coding Initiative

Column
1

Column 
2

In existence 
prior to 96

Effective 
Date

Deletion 
Date

Modifier
0, 1, 9

10021 36000 10/01/2002 * 1

10021 36410 10/01/2002 * 1

10021 37202 10/01/2002 * 1

10021 62318 10/01/2002 * 1

10021 62319 10/01/2002 * 1

10021 64415 10/01/2002 * 1

10021 64416 01/01/2003 * 1

Correct Coding Initiative

• Column 1/ Column 2

• Column 1 code generally represents the major 
procedure or service 

• Column 2 is the code bundled into Column 1 
code 

• When reported with the column 2 code, 
"column 1" generally represents the code with 
the greater work RVU of the two codes.  

Correct Coding Initiative

• ²Ƙŀǘ ŘƻŜǎ ǘƘŜ ƳƻŘƛŦƛŜǊ άлέΣ άмέ ƻǊ άфέ 
indicate? 

• The “0” means no modifiers associated with 
the CCI are allowed  

• The “1” means the modifiers associated with 
the CCI (59) are allowed  

• The “9” indicator is used only on those code 
pairs that have been deleted  
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Correct Coding Initiative

• What is Mutually Exclusive Edits? 

• The mutually exclusive edit table contains 
edits consisting of two codes (procedures) 
which cannot reasonably be performed 
together based on the code definitions or  
anatomic considerations. 

Correct Coding Initiative

• Medically Unlikely Edits

• The CMS Medically Unlikely Edit (MUE) 
program was developed to reduce the paid 
claims error rate for Medicare claims.  

Correct Coding Initiative

• What is the difference between OCE Edits 
and CCI edits? 

• The OCE is used in processing OPPS claims 

• CCI edits are included in the OCE edits

• OCE edits are used exclusively under the 
hospital OPPS  
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Correct Coding Initiative

• The following modifiers are allowed with the 
CCI edits. 

Description Modifiers

Anatomical Modifiers E1ðE-4, FA -F9, LC, LD, RC, LT, 

RT , TA -T9

Global Surgery Modifiers -25, -58, -78, -79

Other Modifiers -59, -91

Correct Coding Initiative

• Modifiers allowed with CCI Edits

–25

–58

–59 

–91


