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 E&M (evaluation and management) codes.

?
Define up-coding 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 CPT-4 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 payers 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 clarification 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 CPT-4.

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. 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 fully 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.

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.

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)

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

. 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

EXAMINATION

CONTRIBUTING FACTORS

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.

 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.

