Basics of Procedural Coding

· Define and spell the terms listed in the vocabulary.

· Identify three purposes of the CPT.

· List the classifications of sections in the CPT.

· Explain the use of guidelines and where they are located.

· Discuss the importance of modifiers.

· Briefly explain the importance of correctly assigning evaluation and management codes.

· Define upcoding and explain why it must be avoided.

· Accurately assign a CPT code based on medical documentation.

· Explain the basic rules for CPT coding.

Vocabulary

bundled codes   -  Procedures or services that are grouped together and paid as one. 

component   -  A constituent part; a part of a larger group. 

downcoding   -  A change in code done by the insurance company that receives a claim resulting in a lesser reimbursement. The change will usually be the code closest to the one submitted on the claim, because the code does not match in some way to the specifications of the insurance company.

modifiers   -  Code additions that explain circumstances that alter a service that has been provided and clarify exactly what was done to the patient.

morbidity   -  The relative incidence of disease.

mortality   -  The number of deaths in a given time or place. 

revenue   -  The total income produced by a given source. 

unbundled codes   -  Separating the components of a procedure and reporting them separately.

upcoding   -  A deliberate increase in a CPT code to receive higher reimbursements.

Utilization  -  Related to the process of reviewing procedures and services for medical necessity.

As with diagnostic coding, accurate use of the CPTA is essential. The medical assistant facilitates accurate medical record keeping and the efficient processing of claims by using the CPT-4, which identifies appropriate procedures and services common to the physician's office. CPT-4 is used in the claims submission process to receive reimbursement from payors as well as to track physician productivity.
Medical assistants are expected to adhere to ethical standards when involved in all aspects of coding. Again, as with diagnostic coding, the medical assistant should consult the attending healthcare provider for clarifkation when a question arises. CPT codes must be maintained, following the changes in guidelines and regulations. Med​ical assistants, because of their involvement in both clinical and administrative aspects of the health care setting, are key persons in converting the verbal and written reasons for an encounter into the universally accepted numeric and alphanumeric codes of CPTA.

Getting to Know the CPT-4
The Evolution of CPT Coding

Current Procedural Terminology was first published in 1966 by the American Medical Association. It was based on the California Relative Value Study, developed by the California Medical Society. Its primary purpose was to simplify the reporting of procedures and/or services provided by physicians. In 1992 the most significant change was made to CPT with the replacement of the office and hospital visit codes with the Evaluation and Management (E&M) codes, identifying key elements to be documented in the medical record. CPT has been revised three times; the edition in current use is CPT-4.
Updates to the CPT

CPT is updated every October by the AMA and published for the next calendar year. The CPT is available as a printed manual or as an electronic file. As with the ICD-9​CM, it is ideal to purchase the printed version to be certain you have the entire contents for easy reference. Because the practice of medicine is constantly changing and new procedures are being developed, the AMA encourages suggestions from physicians, medical societies, and organ​izations. Forms are available from the AMA CPT Editorial Research and Development Department and on the AMA website (given at the end of the chapter). These changes are found in Appendix B of the CPT manual.

Why Use the CPT?

Medicare and most commercial insurance companies use CPT to identify and classify claims for payment. Although its use is standard in physicians' practices, CPT is not rec​ognized in some facility settings or under special guide​lines within an insurance company.

Physicians' practices use CPT to:

· Submit claims for services and procedures 

· Track utilization of services and procedures 

· Measure physician productivity

Format of the CPT

There are three levels of CPT:

Level I codes are developed by the AMA and contained in the current CPT Manual. They are five-digit codes and two-digit modifiers.

Level II codes, known as HCPCS, are national codes developed by CMS to describe medical services and supplies not covered in the CPT. They consist of alphabetic characters (A through V) and four digits. Modifiers are either alphanumerical or two letters (AA to VP).

Level III codes are local codes. Unlike Level I and II, these codes are not common to all carriers. They are assigned by local Medicare carriers to describe new procedures that are not yet in Levels I and II. These codes start with a letter (W through Z) followed by four digits. Note: when the HIPAA standards for electronic transactions are implemented, Level III codes will no longer be recognized for reimburse​ment reporting.
Symbols

Symbols appear in the listings to serve as instructional notes. Understanding their meaning and using their guidance is crucial to accurate coding.

●
New code

▲
Code revision
+ 
CPT add-on codes


Exempt from the use of modifier -51
►◄
Revised guidelines, cross-references, and explanations

With a circle around it refers to CPT Assistant
*
Surgical procedure only

Sections

Evaluation and Management (E&.M). The E&M section appears in the front of the CPT Manual and must be thoroughly understood. There is the most room for error when coding in this section. Since all specialties bill these services and these codes constitute 65% of the total Medicare part B payments to physicians, it is extremely important to understand this section. A full section devoted to understanding E&M coding appears later in this chapter.

Anesthesia Codes. This section contains anesthesia and modifier codes plus the very specific physical status modifiers developed by the American Society of Anesthesiologists to rank patients by level of complexity. The modifiers range from PI (normal healthy) through P6 (brain dead) patients whose organs are being removed for transplantation. There are also add-on codes (+) that explain difficult circumstances. These are located in the Anesthesia Guidelines found at the beginning of the section and also in the medicine section of the CPTA.

Surgery. The surgery section is further divided into 18 subsections by specific type of surgery. General guidelines are found at the beginning of the section and apply to all subsections. The subsections have specifIc guidelines that apply to that particular area. The subsections are further divided into subheadings. One of the most important explanations in the general guidelines is the definition of the surgical package; it is essential to know exactly what is and is not included in the package. All surgeries have global periods. These range from 0 (the actual calendar day of the procedure) up to 90 days (starting the day before the surgery and continues for 90 days). These global periods cover normal "routine" care during that time. Complications, new problems, or other injuries are reported using modifiers.
Radiology. In addition to radiology (x-ray diagnostic procedures), this section includes nuclear medicine and diagnostic ultrasound. This section requires a written report from the radiologist to the physician that ordered the test.

Pathology and Laboratory. Codes in the pathology and laboratory section cover laboratory tests and services of pathologists. It is important to understand that some tests are grouped into panels. These panels give a clearer picture of problems with an organ or disease.

Medicine. The medicine section covers a multitude of services provided to patients ranging from immuniza​tion through testing that is not included in other sections to services provided by a psychiatrist or a phys​ical therapist, and osteopathic manipulation to home healthcare.

SECTIONS

Example

Section:  Surgery

Subsection:  Imegumentary 
Subheading:  Skin; subcutaneous and accessory structures

Category:  Incision and drainage of abscess, CPT code 10060 *

Guidelines at the beginning of each section of the CPT manual refer to the whole section; guidelines specific to the subsections are listed as Notes at the beginning of the subsection. A medical assistant needs to read and under​stand these guidelines. Each section is unique and has very specific requirements. Attempting to code services without a working knowledge of the guidelines can lead to improper coding and possibly loss of revenue.

Classifications of Sections

Section is a general grouping of codes, such as surgery, medicine, laboratory or radiology. It is the 
largest grouping within CPT.

Subsection better defines the section.

Subheading further defines the subsection.

Category directs you to the specific procedures in which you will find the correct code.
Steps in CPT Coding

The following is a brief outline of the considerations you will use in CPT coding.

1. Know the CPT code book; there are changes each year, so even if you have been coding for years, you need to read the introduction, guidelines, and notes 
2. Review all services and procedures performed on the day of the encounter. Include all medications administered and trays and equipment used.

3. Find the procedures and/or services in the index in the back of the CPT book. This will direct you to a code (not a page number!). The code you are looking for may be listed as a procedure, body system, service, or abbreviation (this will usually refer you to the full spelling).

4. Read the description in the code and also any related descriptions that follow a semicolon; this will lead you to the most accurate code.

5. If the service is an E&M code, identify and perform the following:

· Whether this is a new or established patient

· Whether this is a consultation

· Where the service was performed

· Review the documentation to determine the level of service

· Check to determine whether there is a reason to use a modifier

· Assign the five-digit CPT code
Case Study - Assigning a CPT Code

 EQUIPMENT AND SUPPLIES 
· Patient medical record

· Current CPT code book

· Medical dictionary

Initial Office Visit

Date: 3/28/XX

Name: Mr. Patient 

DOB: 9/12/XX

ID: 2345 

Mt. Patient is a 52-year-old white male who for the last 2 months has experienced moderate chest discomfort, radiating to his jaw when he shovels snow.  The pain generally lasts about 5 minutes and is relieved with rest. He states he becomes short of breath when he experiences the chest discomfort.

The patient denies any chest pain or pressure at the present time. He is a diabetic and has been on insulin for the past 10 years. He has no known allergies.

His mother is living and well. His father was a diabetic and died when he was 40. The patient is not sure, but be thinks, his father had a stroke. He bas no brothers or sisters.

Mr. Patient is an electrical engineer and lives at home with his wife and two teenage children. He does not smoke and, drinks an occasional beer.

Present medications: NPH insulin, multiple vitamins.

On physical examination: B/P 160/90. Pulse 90 and regular. Respiratory rate 20. Heigbt5'8". Weight 250 Ibs. Face is somewhat flushed: Neck is supple. carotid upstroke 2 + without bruits. No JVD. The lungs are clear. Heart sounds somewhat distant; st, 52 regular; no systolic murmur appreciated. The abdomen is soft and nontender. The abdominal aorta is not palpable. Femoral and pedal pulses are strong. There is no lower extremity edema, no clubbing or cyanosis. No lymphadenopathy or scars noted. Heme negative brown stool. Prostate not enlarged,

ECG done today in my office shows NSR, rate 90. No 51'-1' abnormalities. The tracing is within normal limits, CXR--negative. Normal cardiac silhouette.

Given Mr. Patient's symptoms, diabetes, obesity, and probable family history, further work-up will include a fasting lipid profile and a nuclear stress test. After these tests, we can further discuss the possible need for a left heart catheterization.

PROCEDURAL STEPS

1. Identify if the patient is new or established.

Note: Using the case described, assume that the key components for Mr. Patient's encounter with regard to evaluation and management are:

· A detailed history

· A detailed examination

· Medical decision making of low complexity

2. Indicate where the patient is being seen.

3. Determine whether the visit is a consultation.

4. Determine whether the visit is due to illness or is a preventive medical service.

5. Determine the level of history.

6. Determine the level of examination.

7. Determine the level of medical decision making. 
8. Assign the most accurate CPT code.

Modifiers

When used, modifiers explain circumstances that alter a service that has been provided. These circumstances do not change the basic meaning of the code but help clarify exactly what was done. It may be that the professional or technical component is being billed, more than one physician was involved in providing the service, a procedure had to be discontinued, and other circumstances. Modifiers can now be found in Appendix A of the CPT codebook.

Multiple Modifiers

Sometimes more than one modifier is needed. When this happens, the first modifier used is -99. This signals the person reviewing the claim that more than one modifier is being used.
Understanding Evaluation and Management
Factors Considered in E&M Coding

Type of Service:  Services covered in the E&M section include, but are not limited to, physician encounters in all locations for "well" or "sick" visits, patient transport, case management services, preventative medicine services and prolonged services.

Place of Service:  For payment purposes the place of service needs to match the type of service. The places of service are as follows:

Office (11)

Patient's home (12)

Inpatient hospital (21)
Outpatient hospital (22)

Emergency department (ED)

.hospital (23)

Ambulatory surgery center (ASC) (24)

Birthing center (25)

Skilled nursing facility (SNF) (31)
Nursing facility (32)

Custodial care facility (33)

Hospice (34)

Federally qualified health center (50)

Inpatient psychiatric facility (51)

Partial hospitalization, psychiatric facility (52)

Community mental health center (53)

Psychiatric residential treatment center (56)

Comprehensive inpatient rehabilitation facility (61) 
Comprehensive outpatient rehabilitation facility (62) 
End-stage renal disease treatment facility (65)
State or local public health clinic (71)

Rural health clinic (72)

Other unlisted facility (99)

Patient Status. Many of the CPT codes are classified by whether a patient is a new or established patient. 

 A new patient is new to the practice or has not been seen by the specialty in group practice for more than 3 years. 

An established patient is one who has a continuing relationship with the practice and has been seen within the last 3 years.
Levels of E&M Services
To understand the levels of history it is important to know the definition and components of the patient's history. The history relates to the patient's clinical picture and depends on the patient for answers to specific questions. The history is composed of the chief complaint, or reason the patient is being seen. This is usually in the patient's own words.

The history of present illness (HPI) identifies the location, severity, timing, modifying factors, quality, duration, context and associated signs and symptoms relating to the chief complaint.

The review of systems (ROS)  has the patient answer questions about the following systems: constitutional, eyes, ear/nose /throat (ENT) and mouth, cardiac, gastrointestinal, muscu​loskeletal, endocrine, neurological, integumentary, psychi​atric, genitourinary, allergic immunologic, respiratory, and hematological/lymphatic.

The past medical (PMH), family, and social history (PFSH) is important, because patients' experiences with illness and surgery, whether they smoke, use illicit drugs and/or alcohol, if they are married, have children, where they live, and what diseases their blood relatives have had play an extremely important part in determining their risk factors for illness 

Now that we understand what makes up the history, the various levels can be discussed.

Problem focused: A problem-focused history con​centrates on the chief complaint; it looks at the symptoms, severity, and duration of the problem. It usually does not include a review of systems (ROS) or family and social history.

Expanded problem focused: The physician proceeds the same as for the problem-focused history but includes a review of the systems that relate to the chief complaint. Usually past, family, and social histories are not included.

Detailed: The physician will document a more exten​sive history, ROS, and will document pertinent past, family, and social histories.

Comprehensive:  The physician will document res​ponses to all of the components listed previously. A comprehensive history is usually taken during an initial visit with patients who have a significant history of illness.
MEDICAL DEDISION MAKING

When a physician makes medical decisions, the decisions are based on many years  of education and experience. To understand what goes into these decisions, the following guidelines have been developed.

NUMBER OF DIAGNOSES/MANAGEMENT OPTIONS. When we read the note the physician writes, we should be able to tell whether the patient's problem is minor or an established problem that is stable or getting worse or whether the patient has a new problem that the physician wants to watch or perhaps to order or perform more tests on.
AMOUNT AND COMPLEXITY OF DATA REVIEWED. The physi​cian's note should tell us what laboratory tests, x-ray diagnostic procedures, and other tests have been ordered or reviewed.

RISK OF COMPLICATIONS AND MORBIDITY OR MORTALITY. There is often risk involved in medical care, either from the treatment given to the patient or from the lack of treatment and professional care. Morbidity, the relative incidence  of disease, and mortality, which relates to the number of deaths from a given disease, are part of the assessment of risks made by the physician.

These three elements play a role in the complexity of the decision-making process used when treating a patient. The physician determines the level of care given to a patient, but must consider these three factors when choosing the E&M levels assigned to a patient on a given encounter. The physician cannot base the choice of E&M levels solely on the time spent with the patient. All elements must be considered when assigning the code. Usually, the physician circles this service code and other procedure codes on the encounter form as or just after the patient is seen in the office. Although a physician may allow the medical assistant to make notations on the encounter form, only the physician makes the decision 
as to which services and procedures are performed.

MEDICAL DECISION-MAKING COMPLEXITY LEVELS

Straightforward: Minimal diagnosis/management options, minimal/none for the amount and complexity
of data to be reviewed, and minimal risk to the patient of complications or death if untreated.

Low-complexity:  Limited number of diagnoses/ management options, limited data to be reviewed, and low risk to the patient of complications or death if untreated.

Moderate-complexity:  Multiple diagnoses/management options, moderate amount and complexity of data to be reviewed, and moderate risk to the patient of complications or death if untreated.

High-complexity:  Extensive diagnoses/management options, extensive amount and complexity of data to be reviewed, and high risk to the patient for com​plications and/or death if the problem is untreated.

EXAMINATION

The examination is the objective part of the patient's visit. The physician examines the patient and makes notes referring to body areas and/or organ systems:

Body areas:  Head including face and neck, chest, including breasts and axillas, abdomen, genitouri​nary (GU), back, including spine and extremities.

Organ systems:  Constitutional, eyes, ears/nose/throat and mouth, cardiovascular, respiratory, gastrointestinal (GI), GU, musculoskeletal, skin, neurological, psychiatric, and hematological/lymphatic/immunologic.

The examination is divided into the following levels:

Problem focused:  The examination is limited to the single body area or single system mentioned in the chief complaint.

Expanded problem focused:  In addition to the limited body area or system, related body areas or organ systems are examined.

Detailed:  An extended examination is performed on the related body areas or organ systems.

Comprehensive:  A "complete" multi-system examina​tion is performed.

CONTRIBUTING FACTORS

Although the determining factors just discussed are the basis for E&M coding, there are circumstances in which other factors contribute to determining the level of service.

Counseling.  Almost all E&M services contain a degree of counseling with the patient and/or the family. This is factored into the E&M code, and as long as this factor does not exceed 50 % of the time spent with the patient, it is included in the E&M code.

Coordination of Care.  Some patients need assis​tance in arranging for care beyond the visit or hospi​talization. Some will need care in a skilled nursing facility or home health care. Others will need hospice care. The primary physician usually coordinates this care.

Nature of the Presenting Problem.  The presenting problem is usually explained in the chief complaint. It can range from something as simple as a cold in an otherwise healthy patient to a life-threatening problem.

Time.  CPT has provided assigned times for each of the CPT E&M codes. Time should not be the determining factor, with one exception: if more than 50 % of the visit is spent counseling, only time determines the level of complexity.

PUTTING IT ALL TOGETHER TO DETERMINE THE CODE

1. Determine whether the patient is new or established.

2. Where is the patient being seen-office, hospital, or other setting?

3. Is this a patient of the practice, or is someone requesting a consultation?

4. Is the patient "sick" or here for preventative medicine services?

5. Is the history problem-focused, expanded problem-focused, detailed, or comprehensive?

6. Is the examination problem-focused, expanded problem-focused, detailed, or comprehensive?

7. Is medical decision making straightforward, low, moderate, or high?

8. Pick the code.

CPT Coding Definitions

Bundled codes describe procedures or services that are grouped together and paid as one. An example would be code 90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine for intramuscular use.

Unbundled codes describe separating the components of a procedure and reporting them separately. To use the diphtheria example, if someone reports the three vaccines separately, it gives the impression that three injections rather than one were given.

Upcoding is a deliberate increase in a CPT code to receive higher reimbursements. This is a target of CMS investigations and should never be done.

Downcoding is usually done by the insurance companies if, on review, the examiner feels the documentation does not match the code description.

CODING TIPS AND HINTS

· Always have the latest edition of CPT and HCPCS.  
· Never code something because it is "close" to the description; research it further.

· Review the guidelines and refer to them as part of your routine. It would be extremely difficult for anyone person to know all the specific guidelines.

· Keep the lines of communication open with the physician and never hesitate to ask for clarification.

· Develop and use an audit sheet that you are comfortable with and do periodic code reviews. This may not be your responsibility, but understanding how a chart audit is done can help you in your coding responsibilities.

· Know the modifiers and use them when appropriate.

· Know abbreviations, especially for laboratory procedures.

 Legal  and Ethical Issues

Medical assistants must be responsible and remain knowl​edgeable about CPT to ensure that no fraud takes place in the coding and claims submission process. Medical assis​tants should also ensure that proper precautions are taken to avoid incorrect coding, data entry errors, and false claims submissions.

Codes or narratives should not be altered in patient chart documentation to increase insurance reimburse​ment or to accommodate policy coverage requirements. Deliberate misrepresentation may carry criminal and/or civil penalties.

SUMMARY OF LEARNING OBJECTIVES
· The CPT serves three basic purposes. 
· First, .it is used to submit claims to third party payers for reimbursement. 
· Second, the CPT is used to track utilization and ensure that the procedures performed relate to the patient diagnosis. 
· Third, the CPT is a method of measuring physician productivity.

· The CPT contains several sections, including general groupings of codes; 
· subsections, which better define the sections; 
· subheadings, which make the subsection even more specific; and 
· categories, where the actual code can be found.

· Guidelines are provided at the beginning of each section of the CPT and offer information about the codes in that particular section and specific coding instructions. Special circumstances for coding may be included. These should be read thoroughly and clearly understood before a medical assistant attempts any coding in that section.

· Modifiers are important, because they further clarify and explain a service that may have been difficult to perform or a. complicated procedure. The modifier offers the payer a logical explanation for extra charges that were incurred because of the special circumstances. If these are not used, the provider may be paid a reduced amount of money.
