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~ CPT Assistant & How to Use |t

During this session we will discuss how CPT Assistant
articles are created and how to effectively use them to
Increase coding accuracy. We will review examples of
coding gray areas and how CPT Assistant provides
valuable information to clarify proper code use.
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CPT-A History

Pre-CPT Assistant

1933 New York Academy of Medicine published Standard Classification of
the Nomenclature of Disease.

1963-81 AMA publishes Current Medical Terminology, a system of preferred
and supplementary terms and descriptors for diseases.

1966 AMA publishes first edition of Current Procedural Terminology.

1970 AMA-CPT second edition published, beginning current 5 digit format.

"""H

HEALTHCON




CPT-A History

Pre-CPT Assistant

1973 AMA-CPT third edition published.
1977 AMA-CPT fourth edition published, begin quarterly updates.
1983 AMA and HCFA agreed to use CPT as a part of the Common

Procedure Coding System (HCPCS) in federal programs to
report physician services.

1984 Annual publication of CPT replaces quarterly updates.
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CPT-A History

1991-1995

The inaugural iIssue of CPT Assistant was published in the winter of
1990/1991. The newsletter was a quarterly publication. The goal was
to create a newsletter that will serve as the authoritative source on

CPT coding from the American Medical Association (AMA).
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CPT-A History

1996

CPT Assistant became a monthly publication in response to an
Increased demand from readership. During the same year, the
archive of CPT Assistant content was made available in CD-ROM
format. In addition, the content of CPT Assistant was also made

avallable for licensing.
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CPT-A History

2004

At the House of Delegates’ annual meeting, the House adopted a
resolution that called on the AMA to study the feasiblility of
developing a national standard for the utilization of codes, code
combination, and modifiers that is consistent with all CPT codes,

guidelines, and conventions.

This was the genesis for establishing the CPT Assistant Editorial
Board (EB).
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CPT-A History

2007

The AMA created an Editorial Board (EB) for CPT Assistant to:

- Formally involve physicians, public and/or private payers, coding
professionals, and other CPT stakeholders to review the publication’s
coding content.

- To ensure published content Is based on input from public and private
payers, physician organizations, nonphysician health care professional
organizations, and other CPT stakeholders.

- To reinforce CPT Assistant as the definitive and authoritative source for
CPT coding guestions.
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CPT-A History

2009

CPT Assistant went online in the AMA’s Online Code Manager

2010

The CPT Assistant Bylaws and mission statement were adopted by the
Editorial Board

2016
CPT Assistant content became available on the AMA’'s CPT smart phone

App
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CPT-A Principles

Mission Statement

The mission of the Board Is to advance the accurate and
consistent use of the CPT® code set by establishing a consensus
among stakeholders in order to provide clear and unambiguous
interpretation of the CPT® code set. Through the efforts of the
Board, the CPT® Assistant newsletter (CPT® Assistant) will
convey proper coding and reporting of procedures and services

described by the Current Procedural Terminology (CPT®) code
set.
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CPT-A Principles

Goals

The complexity of the CPT® code set and the potential for differences
IN Interpretation between payers and providers necessitated the AMA
to create a formal Editorial Board for CPT® Assistant consisting of
payers, providers, panel members, CPT® Advisory Committee
members, Health Care Professionals Advisory Committee ("HCPAC™)
members, hospitals, and AMA staff to address Issues.
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CPT-A Principles

The Board fulfills its mission through the pursuit of the following specific
goals to:

- Achieve a high-quality CPT® Assistant publication;

- Provide a vehicle for reducing conflict between professional and
Institutional providers, third-party payers, specialty societies, and
other health care professionals in the interpretation of CPT®
coding; and

. Promote consistent methods of review and authorship of all
content published in the CPT® Assistant newsletter
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CPT-A Editorial Board

Appointed Board
Members

Elected Board
Members

(The Vice Chairperson of
the Panel)

Mark S. Synovec, MD

Marie L. Mindeman,

(Managing Editor of CPT
Assistant)

(one surgical/one nonsurgical)
Richard Waguespack, MD
Joel F. Bradley, MD

Timothy Swan MD (SIRS)
Sean P. Roddy, MD (SVS)

Ira H. Kraus, DPM (APMA)

Olatokunbo Awodele, MD

Organizational Board Members

Marsha Mason-Wonsley, MA, RN

Claudia J. Bonnell, RN, MLS
Nelly Leon-Chisen, RHIA

Simon P. Cohn, MD

Thomas Weida, MD, FAAFP

Karen O’Hara, BS, CCS-P
(Manager CPT content and development)
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CPT-A Staff

Marie Mindeman, Danielle Pavloski, BS, RHIT, CCS-P & Rejina L. Young

- Andrel Besleaga, RHIT; Janette Meqggs, RHIA; Danielle Pavloski, RHIT,
CCS-P; Arletrice Watkins, MHA, RHIA; Rejina Young

Nancy Baker (Manager, Book and Product Development and Production),

Lisa Chin-Johnson (Senior Developmental Editor), Mary Ann Albanese
(Production Specialist)
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CPT-A Process

. CPT Editorial Panel
. CPT EP Executive Committee
Relative Value Update Committee (RUC)
. Speclalty Societies
- Symposium Attendees
. CPT Assistant Subscribers
- Third Party Payers
- CPT Network Subscribers
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CPT-A Process

- Medical Coders (mostly AAPC members)
« AMA Members

« Physicians (more specialists than PCPs)
- Third Party Payers
= Consultants

= Outpatient Clinics
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CPT-A Process

Featured Article | | | |
Articles with up-to-date information on codes and trends In

the coding industry
Coding Clarification

Articles clarifying coding dilemmas
Coding Brief

Brief coding updates

Then and Now
Revisions, updates and/or reiterations of long-standing
Information

Frequently Asked Questions
Answers to frequently asked questions submitted through

the CPT Network
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Featured Article

| ® March 2017 / Vol
Coding for Endovascular Procedures for
Dialysgis Access 3
Nine new codes for endovascular procedures for dialysis common femoral vein, including the external iliac
access (36901-36909) were added, and four codes (36147, and common iliac veins through the inferior vena
i} 36148, 36870, 75791) were deleted in the Current cava. In some cases, the main central veins may be
Procedural Terminology (CPT®) 2017 code set. These occluded, but the access may continue to function
changes were made in response to a request from the because of the development of large collaterals in the
Relative Value Scale Update Committee (RUC) Relativity neck and chest, in which case these collaterals are
Assessment Workgroup (RAW) to review the existing the “central dialysis segment.”
codes based on a screen identifying codes frequently
5 : . reported together as well as a screen identifying rapidly Peri-anastomotic region: An historic term referring
Ofﬁc lal source fOT CP T COdlng guldance growing services. The new codes bundle services that are to the region of a dialysis circuit near the arterial
commonly performed together. The CPT® 2017 codebook anastomosis encompassing a short segment of the
also includes extensive introductory language and paren- parent artery, the anastomosis, and a short segment
theticals to help guide the use of this code set. This article of the dialysis circuit immediately adjacent to the
discusses these changes and provides guidance on the anastomosis. The peri-anastomotic region is included
appropriate use of these new codes. within the peripheral segment of the dialysis cir-
cuit, and all interventions of the peri-anastomotic
An understanding of the anatomy of the dialysis circuit region are reported as interventions of the peripheral
is requisite to proper coding of endovascular procedures dialysis segment.
within the dialysis circuit. These anatomic definitions are
as follows: Performed through dialysis circuit: Any diagnostic
study or therapeutic intervention within the dialysis
Dialysis circuit: The arteriovenous (AV) dialysis circuit that is performed through a direct percuta-
circuit is the vascular channel used to perform neous access to the dialysis circuit.
hemodialysis. For coding purposes, the dialysis circuit
begins at the arterial anastomosis and extends to the Codes 3690136909 bundle the typical surgical procedure(s)
right atrium. The circuit may be created using either with related radiological supervision and interpretation
an arterial-venous anastomosis, known as an arte- (RS&I) services. Each of these codes includes direct
riovenous fistula (AVF), or a prosthetic graft placed percutaneous access(es) to the fistula (ie, punctures), cath-
between an artery and vein, known as an arteriove- eterizations, catheter manipulations, roadmapping, imaging
nous graft (AVG). The dialysis circuit is comprised guidance, contrast injections, completion angiography,
of two segments, termed the (1) peripheral dialysis and closure of the punctures by any method. The codes
segment and (2) central dialysis segment. are built on a progressive hierarchy, with lesser intensive
services included in codes describing higher intensive ser-
Peripheral dialysis segment: The peripheral dialysis seg- vices. For base codes 36901-36906, diagnostic angiography
ment is the portion of the dialysis circuit that begins of the entire dialysis circuit is included, when performed.
at the arterial anastomosis and extends to the central When interventions are performed, the code that describes
dialysis segment. In the upper extremity, the periph- the highest intensity service provided should be selected so
eral dialysis segment extends through the axillary that only one code is reported. For codes describing stent
vein (or entire cephalic vein in the case of cephalic placement (36903, 36906), balloon angioplasty is included
venous outflow). In the lower extremity, the periph- and is not separately reported, even if balloon angioplasty
eral dialysis segment extends through the common is performed on a separate lesion in the same dialysis
femoral vein. The peripheral dialysis segment segment.
includes the historic “peri-anastomotic region.”
I n Th i S I ssue: Atypical access (eg, for upper extremity dialysis circuits—
= Central dialysis segment: The central dialysis segment common femoral artery/vein, internal jugular vein, brachial
3 Coding for Endovascular Procedures for Dialysis Access includes all draining veins central to the peripheral artery) is not included in codes 36901-36906, and catheter-
dialysis segment. In the upper extremity, the central izations from these locations may be separately reported
6 Presumptive Drug Class Screening Changes dialysis segment includes the veins central to the using existing coding conventions. When separately
axillary and cephalic veins, including the subcla- reporting an atypical access, the medical justification(s)
7 Reporting Insertion of Spinal Biomechanical Device(s) vian and innominate veins through the superior for why an atypical access was necessary to conduct the
vena cava. In the lower extremity, the central procedure must be documented, and the dialysis services
1 0 Frequently Asked Questions dialysis segment includes the veins central to the (36901-36906) must be reported with modifier 52, Reduced
A M A CPT® Assistant March 2017 / Volume 27 Issue 3
AMERICAN MEDICAL
ASSOCIATION




Frequently Asked Questions

Frequently Asked Questions

Eva I u atlo nan d Ma nag eme nt c ase necessary to submit supporting documentation (eg, proce-

X dure report) along with the claim to provide an adequate
Ma nagem 2 nt S ervices description of the nature, extent, and need for the pro-
cedure; and the time, effort, and equipment necessary to
provide the service.

10

Question: Is it appropriate to report Current Procedural
Terminology (CPT®) code 99363 for anticoagulant manage-
ment, initial 90 days of therapy if the patient is admitted after

those 90 days of therapy? Surgery: Respiratory System

Answer: It is appropriate to report code 99363, Anticoagulant Question: What is the appropriate code to report for shaving/
management for an outpatient taking warfarin, physician reduction of a patient’s thyroid notch or Adam’s apple
review and interpretation of International Normalized Ratio (chondrolaryngoplasty)?

(INR) testing, patient instructions, dosage adjustment (as
needed), and ordering of additional tests; initial 90 days of
therapy (must include a minimum of 8 INR measurements)

in this scenario for the initial 90 days of outpatient/
ambulatory treatment. However, usage of this code is inap-
propriate in relation to the subsequent hospitalization and
outpatient care post hospitalization. This is because the
procedure described by code 99363 is provided in the office
or outpatient setting and is used for outpatient services
only and because when anticoagulation therapy is initi-
ated or continued in the inpatient or observation setting,
a new period begins after discharge and is reported with
99364, Anticoagulant management for an outpatient taking
warfarin, physician review and interpretation of International
Normalized Ratio (INR) testing, patient instructions, dosage
adjustment (as needed), and ordering of additional tests; anti-
coagulation management, each subsequent 90 days of therapy
(must include a minimum of 3 INR measurements).

Answer: Currently, there is no specific CPT code to report
for shaving/reduction/partial removal of a patient’s thyroid
notch or Adam’s apple (chondrolaryngoplasty). Although
the procedure is commonly referred to as a “tracheal
shave” it is performed on the thyroid cartilage notch, a
laryngeal structure. The procedure is not performed on the
trachea. The laryngoplasty family of codes (3158031592,
including 31551-31554) was revised in 2017 and none of
these describes this service. Code 31599, Unlisted procedure,
larynx would be the appropriate code to report. When
reporting an unlisted code to describe a procedure or
service, it will be necessary to submit supporting docu-
mentation (eg, procedure report) along with the claim to
provide an adequate description of the nature, extent, and
need for the procedure; and the time, effort, and equipment
necessary to provide the service.

Surgery: Digestive System

If anticoagulant management ends with a final time period )
Question: What is the appropriate code to report a hetero-

of less than 60 outpatient days (short-term), it is not to be

reported with codes 99363 or 99364. Instead, individual topic HWT aﬂotmnsphxfltation (Ieaq{ing the rerl:ipient organ i_“
anticoagulant management encounters should be reported placel while transplanting a donor liver in a different [ectopic]
with 99211, Office or other outpatient wisit for the evalua- location)?

tion and management of an established patient, that may not Answer: Code 47399, Unlisted procedure, liver, should be

require the presence of a physician or other qualified health care
professional. Usually, the presenting problem(s) are minimal.
Typically, 5 minutes are spent performing or supervising these
services. If an office or other outpatient visit occurs, it may
be included in a more expansive evaluation and manage-
ment (E/M) office or other outpatient visit code provided
by the physician, but not both. Please note, third party
payer policies may differ from CPT guidelines.

reported for heterotopic liver allotransplantation. In the
past, code 47136 was used to report this procedure, but
this code was deleted in the CPT 2016 code set due to low
utilization. When reporting an unlisted code to describe a
procedure or service, it will be necessary to submit sup-
porting documentation (eg, procedure report) along with
the claim to provide an adequate description of the nature,
extent, and need for the procedure; and the time, effort,
and equipment necessary to provide the service.

Surgery: Musculoskeletal System

Question: What is the appropriate code to report the excision of Surgery Male G enltal System

1 " 1 7
@ bony ossicle on the knee caused by Osgood-Schlatter disease! Question: The surgeon first performs an exploration to evaluate

Answer: Currently, there is no specific CPT code that the position, size, and structural normality of undescended
describes this procedure. Therefore, code 27599, Unlisted testis (54550). Then the surgeon proceeds to perform an orchi-
procedure, femur or knee, may be reported. When reporting opexy via inguinal approach. Should the exploration (54550)
an unlisted code to describe a procedure or service, it is and the definitive procedure (54640) both be reported?

CPT® Assistant March 2017 / Volume 27 Issue 3




Coding Update

Coding Update: Neurostimulators, Analysis-

Programming

The Neurostimulators, Analysis-Programming subsection
guidelines, which is related to criteria used to report simple
or complex programming of neurostimulators, were revised
in the Current Procedural Terminology (CPT®) 2016 code
set. The revised guidelines clearly describe the intent of
each code in this subsection and differentiate between
“simple” vs “complex” programming procedures (ie, identi-
fying three or fewer parameters for simple vs four or more
for complex procedures). This coding update provides an
overview of the 2016 changes.

95970 Electronic analysis of implanted
neurostimulator pulse generator system
(eg, rate, pulse amplitude, pulse duration,
configuration of wave form, battery status,
electrode selectability, output modulation,
cycling, impedance and patient compliance
measurements): simple or complex brain,
spinal cord, or peripheral (ie, cranial nerve,
peripheral nerve, sacral nerve, neuromuscular)
neurostimulator pulse generator/transmitter,
without reprogramming

95971 simple spinal cord, or peripheral
(ie, peripheral nerve, sacral nerve,
neuromuscular) neurostimulator pulse
generator/transmitter, with intraoperative
or subsequent programming

A95972 complex spinal cord, or peripheral

(ie, peripheral nerve, sacral nerve,
neuromuscular) (except cranial nerve)
neurostimulator pulse generator/
transmitter, with intraoperative or

subsequent programming

95974 complex cranial nerve neurostimulator
pulse generator/transmitter, with
intraoperative or subsequent
programming, with or without nerve
interface testing, first hour

495975 complex cranial nerve neurostimulator
pulse generator/transmitter, with
intraoperative or subsequent
programming, each additional 30 minutes
after first hour (List separately in addition

to code for primary procedure)

(Use 95975 in conjunction with 95974)

95978  Electronic analysis of implanted neurostimulator
pulse generator system (eg, rate, pulse
amplitude and duration, battery status,
electrode selectability and polarity, impedance
and patient compliance measurements),
complex deep brain neurostimulator pulse
generator/transmitter, with initial or subsequent
programming; first hour

495979 each additional 30 minutes after first hour
(List separately in addition to code for

primary procedure)
(Use 95979 in conjunction with 95978)

95980 Electronic analysis of implanted
neurostimulator pulse generator system
(eg, rate, pulse amplitude and duration,
configuration of wave form, battery status,
electrode selectability, output modulation,
cycling, impedance and patient measurements)
gastric neurostimulator pulse generator/
transmitter: intraoperative, with programming

95981 subsequent, without reprogramming
95982 subsequent, with reprogramming

Simple intraoperative or subsequent programming of

the neurostimulator pulse generator/transmitter (95971)
includes changes to three or fewer of the following param-
eters: rate; pulse amplitude; pulse duration; pulse frequency;
eight or more electrode contacts; cycling; stimulation train
duration; train spacing; number of programs; number of
channels; alternating electrode polarities; dose time (stimu-
lation parameters changing in time periods of minutes,
including dose-lockout times); and more than one clinical
feature (eg, rigidity, dyskinesia, tremor). On the other
hand, complex intraoperative or subsequent programming
(95972, 95974, 95975, 95978, and 95979) includes changes
to more than three of the above. Codes 95974 and 95978,
which are reported for the first hour of electronic analysis,
requires the use of modifier 52 for analysis that is less than
31 minutes in duration.

In addition, code 95973 was identified by the American
Medical Association/Specialty Society Relative Value

continued on page 11
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Then and Now

Clzstsistant
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—= % | CPT Assistant THEN and NOW

As medical terminology and the performance of services and
procedures change, so do the associated reporting methods.
In this feature, we will regularly revisit previously published
articles to correct, revise, update, and/or reiterate long-standing

Repair of Retinal Detachment

THEN

The following FAQ was published in the April 2009

issue of CPT® Assistant (p 9). Since then, revisions have
been made for reporting retinal detachment repair in

the Surgery: Posterior Segment subsection of the Current
Procedural Terminology (CPT®) 2016 codebook, which now
makes this FAQ obsolete.

Surgery: Eye and Ocular Adnexa
(67112, 66940)

Question: If a repair of retinal detachment is done by scleral
buckling on a patient who has had a previous retinal detach-
ment repair in the same eye, and an extracapsular lensectomy
is performed during the same session, is it appropriate to report
CPT codes 67112 and 66940? It should be noted that this was

the patient’s natural lens.

Repair of Retinal Detachment

Clove hitch suture
securing ends of buckle

Encircling silicone
Silicone sponge exoplant

Source: CPT Professional 2016. Chicago: American Medical Association; 2015.

Answer: Yes, it is appropriate to report CPT code 67112,
Repair of retinal detachment; by scleral buckling or vitrec-
tomy, on patient having previous ipsilateral retinal detachment
repair(s) using scleral buckling or vitrectomy techniques, and
CPT code 66940, Removal of lens material; extracapsular
(other than 66840, 66850, 66852), during the same session.
Code 66940 is subject to modifier 50 when the repair is
performed bilaterally.

NOW

Code 67112 is deleted in the CPT 2016 code set as an
obsolete procedure. It combined scleral buckling with

an unspecified vitrectomy that could be more accurately
reported with other more specific codes. In addition, codes
67101, 67105, 67107, 67108, and 67113 were revised to
replace the phrase “with or without” with “including . . .
when performed” to maintain CPT convention for consis-
tent terminology.

AGB7101  Repair of retinal detachment, 1 or more
sessions; cryotherapy or diathermy, including
drainage of subretinal fluid, when performed

AG67105 photocoagulation, including drainage of
subretinal fluid, when performed

AG67107 Repair of retinal detachment; scleral
buckling (such as lamellar scleral dissection,
imbrication or encircling procedure), including,
when performed, implant, cryotherapy,
photocoagulation, and drainage of subretinal
fluid

AGT7108 with vitrectomy, any method, including,
when performed, air or gas tamponade,
focal endolaser photocoagulation,
cryotherapy, drainage of subretinal fluid,
scleral buckling, and/or removal of lens by
same technique

CPT® Assistant June 2016 / Volume 26 Issue 6

ABT110

ABT113

by injection of air or other gas (eg,
pneumatic retinopexy)

» (67112 has been deleted. To report, see
67107, 67108, 67110, 67113)«

(For aspiration or drainage of subretinal or
subchoroidal fluid, use 67015)

Repair of complex retinal detachment (eg,
proliferative vitreoretinopathy, stage C-1 or
greater, diabetic traction retinal detachment,
retinopathy of prematurity, retinal tear of
greater than 90 degrees), with vitrectomy and
membrane peeling, including, when performed,
air, gas, or silicone oil tamponade, cryotherapy,
endolaser photocoagulation, drainage of
subretinal fluid, scleral buckling, and/or
removal of lens

Updated Question: If a repair of retinal detachment is
performed by scleral buckling on a patient who has had a
previous retinal detachment repair in the same eye, and an
extracapsular lensectomy is performed during the same session,
what code(s) is reported? It should be noted that this was the
patient’s natural lens.

Updated Answer: The correct code to report depends

on whether vitrectomy was performed. If vitrectomy was
performed, code 67108, Repair of retinal detachment; with
vitrectomy, any method, including, when performed, air or gas
tamponade, focal endolaser photocoagulation, cryotherapy,
drainage of subretinal fluid, scleral buckling, andfor removal of
lens by same technique, would be reported. If vitrectomy was
not performed, and only scleral buckling was performed,
codes 67107, Repair of retinal detachment; scleral buckling
(such as lamellar scleral dissection, imbrication or encircling
procedure), including, when performed, implant, cryotherapy,
photocoagulation, and drainage of subretinal fluid, and 66940,
Removal of lens material; extracapsular (other than 66840,
66850, 66852), would be reported 4
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CPT-A Editorial Board Process Flow

Summary documents with all
recommended revisions
created, conflicts In comments
resolved, and Summary
Documents posted for Editorial
Board second review

Posted to collaboration web Board member revisions sent
site for independent review by back to staff
members of Editorial Board (2 week deadline)




CPT-A Post-Summary Process Flow

Additional changes
made based upon
revisions proposed In
second Board Review

Post-Summary draft
sent back to the
author

Draft finalized and
sent for production
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May-17 | 1/27/17 2/10/17 2/1¢/17 |2/21/17 | 3/7/17 31017 | 3/17/17 | 3/22/17 4/4/17 4/5/17 | 4/13/17 4/14/17 4/17/117 4/18/17 4/20/17 4/24/17 4/26/17 4/28/17 5/1/17 5/1/7 5/1/17 5/1/17 5/15/17 5/10/17
Actual
Jun-17 2/27/17 3/9/17 3/15/17 |13/17/17 | 4/5/17 4/10/17 | 471417 | 4/19/17 5/2/17 5/3/17 | 5/11/17 5/12/17 5/15/17 5/16/17 5/18/17 5/22/17 5/24/17 5/26/17 5/30/17 5/30/17 5/30/17 5/30/17 6/15/17 6/8/17
Actual
Jul-17 3/17/17 4/3/17 4/10/17 |14/12/17 | 4/25/17 4/28/17 5/5/17 5/9/17 5/22/17 | 5/23/17 e/1/17 6/2/17 6/5/17 6/9/17 6/13/17 6/15/17 6/19/17 6/21/17 6/22/17 6/23/17 6/23/17 6/23/17 7/17/17 71717
Actual
Aug-17 4/14/17 ST 5/8/17 |S/A11/17 | 5/25/17 5/30/17 6/6/17 6/9/17 6/23/17 | 6/26/17 7/6/17 N7 717 7/14/17 7/18/17 7/20/17 7/24/17 7/26/17 7/27/17 7/28/17 7/28/17 7/28/17 8/15/17 8/15/17
Actual
Sep-17 4/26/17 5/9/17 5/1e/17 |5/19/17 | &/2/17 6/7/17 6/14/17 | 6/19/17 8/1/17¢ 8/2/17 | 8/10/17 8/11/17 8/15/17 8/18/17 8/22/17 8/24/17 8/28/17 8/30/17 8/31/17 9117 9/1/17 9117 9/15/17 9/15/17
Actual
Oct-17 6/23/17 7/10/17 7T | 7/20/17 ) 8/2/7 8/8/17 8/15/17 | 8/18/17 9/5/17 9/6/17 | 9/14/17 9/15/17 9/18/17 9/20/17 9/22/17 9/26/17 9/28/17 10/2/17 10/3/17 10/4/17 10/4/17 10/4/17 10/16/17 10/16/17
Actual
Nov-17 | 7/21/17 8/4/17 8/11/17 |8/15/17 | 8/29/17 9/1/17 9/8/17 9/13/17 9/26/17 | 9/27/17 | 10/5/17 10/6/17 10/11/17 10/13/17 1011717 | 10/19/17 |[10/23/17 | 10/25/17 10/26/17 10/27/17 10/27/17 |(10/27/17 | 11/15/17 11/15/17
Actual
Dec-17 8/23/17 9/6/17 9/13/17 |9/15/17 | 9/29/17 10/4/17 |110/11/17 | 10/17/17 | 10/30/17 | ###E# | 11/8/17 11/9/17 11/14/17 11/16/17 | 11/2017 | 11/22/17 [11/27/17 | 11/29/17 11/30/17 12/1/17 12/1/17 12/1/17 12/15/17 12/15/17
Actual
Jan-18 9/22/17 10/6/17 | 10/16/17 | #8848 | 11/1/17 11/7/17 1111417 | 11A7AT7 | 12/5/17 | 12/6/17 | 12/14/17 [ 12/15/17 | 12/18/17 12/20/17 | 12/22/17 | 12/27/17 |12/29/17 1/2/18 1/2/18 1/3/18 1/3/18 1/3/17 1/16/18 1/16/18
Actual
Bull #1 3/10/17 3/24/17 3/31/17 | 4/4/17 | 4/18/17 4/21/17 | 4/28/17 5/3/17 5/16/17 | 5/17/17 | 5/25/17 5/26/17 5/30/17 5/30/17 6/1/17 6/5/17 e/7/17 6/9/17 6/12/17 6/13/17 6/13/17 6/13/17 7/14/17 7/14/17
Actual
Bull#2 8/21/17 9/6/17 9/13/17 |19/18/17 | 10/2/17 10/5/17 1101217 | 10/17/17 | 10/30/17 | ####a# | 11/8/17 11/9/17 11/14/17 11/16/17 | 11/20/17 | 11/22/17 | 11/27/17 | 11/29/17 11/30/17 12/1/17 12/1/17 12/1/17 12/15/17 12/15/17
Actual

*Partial (ie, If not all of the articles were received on a given date, the cell will give the date that the last article was rec'd.)
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CPT-A Process

Referred to CPT-A Editorial Board Meetings (meeting 3x/year held In
conjunction with the CPT Editorial Panel):
Decision made by CPT-A EB, eqg:
Pull article

Publish consensus opinion
Send article/FAQ back to specialty societies for further revisions/clarifications
to the decision made by EB

Referred to the CPT Editorial Panel EC
Suggest CPT coding solution (to be prepared by specialty society or
AMA staff)

"""H
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CPT-A Process

* On occasion, during CPT Editorial Board discussion, an issue arises which
demonstrates changes in applicability of a code, new procedures being submitted
with that code, or lack of clarity that should be addressed with more than just an
educational article

* These issues are referred to the Executive Committee and then to the Panel

* |f the iIssue can be clarified without modifications to the code structure, an article is
then written which incorporates that clarification

 If the Issue appears to merit a new coding solution, the relevant specialty societies
are directed to submit a code change application to resolve the issue

f"'v" \1\1
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CPT-A Exemplars

* Prior to 2007 the use of code 88356 per CMS claims data was around 1000/per year.

» 88356 (Morphometric analysis; nerve) is a long established CPT created to codify the
procedure of peripheral nerve analysis, typically done by neuropathologists in the
assessment of peripheral neuropathies, including sensory neuropathies.

* The service captured in 88356 involves the morphometric measurement of various
parameters (eg, total number, density, and diameter of myelinated fibers including
myelin thickness and g ratio) on epoxy resin-embedded, gluteraldehyde fixed, and
toluidine blue stained nerve tissue, typically from the sural nerve.

» A dramatic rise In the volume of (~15x) was noted In subsequent years and was
identified in a RUC “High Growth Services” screen.

(¥)AAPC
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CPT-A Exemplar #1

* As a part of the RUC review the predominant specialty (CAP) using 88356 was
requested to respond to the utilization screen).

» |nvestigating the cause identified a new service, performed in high numbers by a
limited number of providers.

. (a.k.a., intraepidermal nerve fiber [IENF]
density) was identified as a procedure that was rapidly growing in volume that
providers were capturing for payment using the 88356 code.

* This testing requires special histologic evaluation of skin biopsies utilizing
guantitative immunohistochemistry for neural elements (ie, panaxonal marker, anti—
protein gene product 9.5). The number of intra-epidermal nerve fibers per linear
millimeter of epidermis identified by the physician and are reported.

(¥)AAPC
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CPT-A Exemplar #1

» This testing result has been reportedly used In the assessment of sensory
neuropathies seen in diabetes mellitus, cancer chemotherapy, as well as idiopathic
neuropathies.

» The analysis was quite different from the sural nerve biopsy assessment
* The CAP responded to the RUC with their findings.
* They were requested to resurvey the 88356 service for potential revaluation

* They were also requested to write a CPT Assistant article to address their
findings regarding

f"'v" \1\1
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CPT-A Exemplar #1

The case of “epidermal nerve fiber density testing”

In the June 2014 Edition of CPT Assistant
an FAQ was published:

Pathology and Laboratory:
Surgical Pathology

Question:

What is the appropriate CPT code to
capture epidermal nerve fiber density
testing on skin biopsies?

ance. These new codes (as well as the add-on codes 19082,
19084, and 19086) include all of the imaging performed
on the guidance modality for that entire procedure (eg,

all stereotactic imaging for stereotactic-guided biopsy, all

ultrasound imaging for ultrasound-guided biopsy, and all
MRI imaging for MRI-guided biopsy).

Note that this new family of codes does not include a
mammogram obtained on mammography equipment.

The 2014 National Correct Coding Initiative (NCCI)
instructions support this coding recommendation with
the following statement: If a breast biopsy, needle local-
ization wire, metallic localization clip, or other breast
procedure is performed with mammographic guidance
(eg, 19281, 19282), the physician should not separately
report a post-procedure mammography code (eg, 77051,
77052, 77055-77057, G0202-G0206) for the same patient-
encounter. The radiologic guidance codes include all
imaging by the defined modality required to perform the
procedure.

Pathology and Laboratory:
Surgical Pathology

Question: What is the appropriate CPT code to capture epi-
dermal nerve fiber density testing on skin biopsies?

Answer: Epidermal nerve fiber density testing (also referred
to as intraepidermal nerve fiber [[ENF] density) involves
special histologic evaluation of skin biopsies utilizing
quantitative immunohistochemistry for neural elements
(ie, panaxonal marker, anti-protein gene product 9.5). The
physician identifies and reports the number of intraepi-
dermal nerve fibers per linear millimeter of epidermis. This
report is used in the assessment of sensory neuropathies
seen in diabetes mellitus and cancer chemotherapy, as well
as idiopathic causes.

There is currently no specific CPT code to encompass
[ENF-density testing. As no specific CPT code exists

for IENF density testing, code 88399, Unlisted surgical
pathology procedure, should be used to report this service.
When reporting an unlisted code to describe a procedure
or service, it is necessary to submit supporting documenta-
tion (eg, procedure report) along with the claim to provide
an adequate description of the nature, extent, need for the
procedure, and the time, effort and equipment necessary to
provide the service.

Although [ENF density testing involves quantita-

tive immunohistochemistry, neither CPT code 88342 ,
Immunohistochemistry or immunocytochemistry, each sepa-
rately identifiable antibody per block, cytologic preparation,

or hematologic smear; first separately identifiable antibody per
slide, nor 88360, Morphometric analysis, tumor immunohis-
tochemistry (eg, Her-2/neu, estrogen receptor/progesterone

receptor), quantitative or semiquantitative, each antibody;
manual, nor 88361, Morphometric analysis, tumor immuno-
histochemistry (eg, Her-2/neu, estrogen receptor/progesterone
receptor), quantitative or semiquantitative, each antibody;
using computer-assisted technology, is the appropriate code
to report for this service. CPT code 88342 cannot be used
because it does not include quantitative immunohisto-
chemistry. CPT codes 88360 and 88361 are not appropriate
because the tissue used in IENF is not tumorous, but rather
represents grossly normal (typically distal leg) skin.

Similarly, CPT code 88356, Morphometric analysis; nerve,
is not the appropriate code to use for [IENF-density testing
either. Nerve morphometry is used in the assessment of
peripheral neuropathies, including sensory neuropathies.
The service described by code 88356 involves the morpho-
metric measurement of various parameters (eg, number,
density, and diameter of myelinated fibers including myelin
thickness and g-ratio) on epoxy resin—embedded, glutar-
aldehyde fixed, and toluidine blue—stained nerve tissue,
typically utilizing the sural nerve.

Medicine: Noninvasive Vascular
Diagnostic Studies

Question: May code 93975, Duplex scan of arterial inflow
and venous outflow of abdominal, pelvic, scrotal contents
and/or retroperitoneal organs; complete study, and code
03979, Duplex scan of aorta, inferior vena cava, iliac
vasculature, or bypass grafts; unilateral or limited study, be

reported together at the same session, or are the components of
code 93979 included when code 93975 is reported?

Answer: Codes 93975 and 93979 may not be reported
together on the same day of service when performed by the
same physician. The elements of code 93979 are included
in code 93975, as indicated by the code descriptor for code
93975, which describes duplex evaluation of arterial supply
and venous drainage of an organ(s) in the abdomen, retro-
peritoneum, or pelvis, while code 93979 describes limited
evaluation of the aorta, inferior vena cava, iliac vascula-
ture, or grafts involving these vessels.

Category Il

Question: What is the appropriate code to report a nuclear
medicine myocardial sympathetic innervation imaging study?

Answer: Category Il codes 0331T and 0332T were estab-
lished in 2013 for reporting myocardial sympathetic
innervation imaging. Code 0331T describes a planar
study, whereas code 0332T describes a planar and single
photon emission computed tomography (SPECT) study.
The quantitative assessment of the heart to mediastinum
(H/M) ratio is included in codes 0331T and 0332T and is
not reported separately. 4

CPT® Assistant June 2014 / Volume 24 Issue 6
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CPT-A Exemplar #1

In the June 2014 Edition of CPT Assistant FAQ:

“There is currently no specific CPT code to encompass IENF density testing *

*...88356 (Morphometric analysis; nerve) is not appropriately used for IENF density
testing. *

“As no specific CPT code exists for IENF density testing, 88399 (Unlisted surgical
pathology procedure) should be used to codify this service.”

""’h\.
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~ How to find CPT Assistant Materials

. CPT Manual
. CPT Mobile App
. CPT Assistant Annual Index

. CPT Assistant online

. Qutside resources (eg, OPTUM360°)
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CPT-A Exemplar #1

The case of “epidermal nerve fiber

88355  Morphometric analysis; skeletal muscle

<) CPT Assistant Dec 11:18

88356 nerve
<) CPT Assistant Dec 11:18, Jun 14:15

88358 tumor (eg, DNA ploidy)
) CPT Changes: An Insider's View 2004

<) CPT Assistant Jul 98:4, Jul 99:11, Jun 02:11, Jun 06:17,
Dec 11:18

ensity testing”

CPT 2017 Pathology and Laboratory / Surgical Pathology ~ 88341—88367
#4 88341 each additional single antibody stain procedure (List 88360  Morphometric analysis, tumor immunohistochemistry (eg,
separately in addition to code for primary procedure) Her-2/neu, estrogen receptor/progesterone receptor),
©) CFT Changes: An Insider's View 2015 guantitative or semigquantitative, per specimen, each
) CPT Assistant Jun 15:11 single antibody stain procedure; manual
L ) CPT Changes: An Insider’s View 2005, 2015
{Use 88341 in conjunction with 88342) ) (T Assistant Dec 1118, Jun 1415
{For multiplex antibody stain procedure, use 88344) 38361 using computer-assisted technology
88344 each multiplex antibody stain procedure ©) CPT Changes: An insider's View 2004, 2005, 2015
) CPT Changes: An Insider's View 2015 ©) CPT Assistant Dec 11:18, Jun 14:15
O CPT Assistant Jun 15:11 (Do not report 88360, 88361 in conjunction with 88341,
{Do not use more than one unit of 88341, 88342, or 88344 88342, or 88344 unless each procedure is for a different
for the same separately identifiable antibody per antibody)
specimen) . . . . .
(Morphometric analysis of a multiplex antibody stain
{Do not report 88341, 88342, 88344 in conjunction with should be reported with one unit of 88360 or 88361, per
BB360, 88361 unless each procedure is for a different specimen)
antibody) (For morphometric analysis using in situ hybridization
(When multiple separately identifiable antibodies are techniques, see 88367, 88368}
app_l ied to the same Specimen lie, multiplex antibody (When semi-thin plastic-embedded sections are
stain procedure], use ane unit of 88344) . S . .
performed in conjunction with morphometric analysis,
{When multiple antibodies are applied to the same slide only the morphometric analysis should be reported; if
that are not separately identifiable, [eg, antibady performed as an independent procedure, see codes
cocktails], use 88342, unless an additional separately 88300-88303 for surgical pathology.)
identifiable antibody is also used, then use 88344) 88362  Nerve teasing preparations
Immunofluorescence, per specimen; initial single ©) CPT Assistant Dec 11:18
antibody stain procedure 88363  Examination and selection of retrieved archival (ie,

88355

88356

88358

©) CPT Changes: An Insider’s View 2016
9 CPT Assistant Dec 11:18

(88347 has been deleted. To report, see 88346, 88350)

each additional single antibody stain procedure (List
separately in addition to code for primary procedure) 88364
©) CFT Changes: An Insider's View 2016 88365

(Report 88350 in conjunction with 88346)

{Do not report 88346 and 88350 for fluorescent in situ
hybridization studies, see 88364, 88365, 88366, 83367,
88368, 88369, 88373, 88374, and 88377)

(Do not report 88346 and 88350 for multiplex
immunofluorescence analysis, use 88399)

#+ 88364

Electron microscopy, diagnostic
£ CFT Assistant Dec 11:18

(88349 has been deleted. To report, use 88348) 88366

Code is out of numerical sequence. See 88300-88399

Morphometric analysis; skeletal muscle
©) CPT Assistant Dec 11:18 88367

nerve
a CPT Assistant Dec 11:18, Jun 14:15

tumar (eg, DNA ploidy)
) CPT Changes: An Insider's View 2004

a CPT Assistant Jul 98:4, Jul 99:11, Jun 02:11, Jun 06:17,
Dec 11:18

{Do not report 88358 with 88313 unless each procedure
is for a different special stain)

previously diagnosed) tissue(s) for molecular analysis (eg,
KRAS mutational analysis)

©) CPT Changes: An Insider’s View 2011

©) CPT Assistant Oct 10:10, Dec 10:10, Dec 11:18

Code is out of numerical sequence. See 88300-88399

In situ hybridization (eg, FISH), per specimen; initial
single probe stain procedure
s CPT Changes: An Insider's View 2005, 2015

s CPT Assistant Jun 02:11, Mar 05:16, Dec 11:18, May 12:3,
Sep13:3

each additional single probe stain procedure (List

separately in addition to code for primary procedure)
©) CPT Changes: An insider's View 2015

(Use 88364 in canjunction with 88365)

each multiplex probe stain procedure
©) CPT Changes: An insider's View 2015

(Do not report 88365, 88366 in conjunction with 88367,
BB368, 88374, 88377 for the same probe)

Morphometric analysis, in situ hybridization (quantitative
or semi-quantitative), using computer-assisted
technology, per specimen; initial single probe stain
procedure

€ (PT Changes: An Insider's View 2005, 2015

s CPT Assistant Mar 05:16, Oct 10:9, Dec 11:18, May 125,
Sep13:3

A=FRovisedcode  @=New code W= <4=Contains new or revised text @ =Modifier 51 exempt

American Medical Association 575

Pathology and Laboratory




CPT-A Exemplar #1
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Frequently Asked Questions:Pathology and
Laboratory: Surgical Pathology

Question: What is the appropriate CPT code to
capture epidermal nerve fiber density testing on
skin biopsies?

Answer: Epidermal nerve fiber density testing
(also referred to as intraepidermal nerve fiber
[[ENF] density) involves special histologic
evaluation of skin biopsies utilizing quantitative
immunohistochemistry for neural elements (ie,
panaxonal marker, anti-protein gene product 9.5).
The physician 1dentifies and reports the number
of intraepidermal nerve fibers per linear
millimeter of epidermis. This report 1s used in the
assessment of sensory neuropathies seen in
diabetes mellitus and cancer chemotherapy, as
well as 1diopathic causes.

There 1s currently no specific CPT code to
encompass IENF-density testing. As no specific
CPT code exists for IENF density testing, code
88399, Unlisted surgical pathology procedure,

should be used to report this service. When
reporting an unlisted code to describe a procedure



CPT-A Exemplar #1

Back Issue Index—Winter 1990-December 20

The following index provides a list of all CPT Assistant articles since winter 1990. Each entry is alphabetized by article title, followed
Issue number, year and month or season, and page number in which the article begins.
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Back Issue Index—Winter 1990-December 201

The following index provides a list of all CPT Assistant articles since winter 1990. Each entry is alphabetized by article title, followed by

issue number, year and month or season, and page number in which the article begins.

2001 Changes to RBRVS, 1, 2001 Jan, 1

2002 Hospital Outpatient Prospective Payment
Svstem Payment Status Indicators, OPPS
Update, 1, 2002, Jan, 7

2004 Changes to RBRVS, 1, 2004, Jan, 1

2005 Medicare Physician Payment Changes,
Coding Communication, 2, 2005, Feb, 7,
80061, 82465,82947, 82950, 82951, 83718,
84478, 93000, 99203

2006 Medicare Physician Payment Changes, 1,
2006, Jan,1, 15400, 15401, 99324, 99325,
99326, 99327, 99328, 99334, 99335, 99336,
99337, 99339, 99340, 99341, 99342, 09343,
99344, 99345, 99347, 99348, 99349, 99350

2007 Medicare Physician Payment Changes, 1,
2007, Jan, 1, 27130, 27236, 27447

2008 Medicare Physician Payment Changes, 1,
2008, Jan, 1, 92002, 92004, 92012, 92014,
99406, 99407

2009 Changes for Neonatal and Pediatric Inpatient
Coding, Coding Communication, 3, 2009, Mar,
3, 99201, 99202, 99203, 99204, 99205, 99211,
99212, 99213, 99214, 99215, 99231, 99232,
99233, 99291, 99292, 99381, 99391, 99460,
09461, 99462, 99463, 99464, 99465, 99468,
99469, 99471, 99472, 99475, 99476, 99477,
09478, 99479, 99480

2011 Respiratory System Surgery/Pulmonary
Medicine/Cat Il Bronchial Valve Changes, 1,
2011, Jan, 6, 0250T, 0251T, 0252T, 31626,
31627, 31634, 95800, 95801, 95806

2011 Rewvisions to Modifiers 50, 76, 77, and 78, 8,
2011, Aug, 6, 97602

2012 Medicare Physician Payment Changes,
1,2012,Jan,3,22612, 22630, 22633, 22634,
27096, 29880, 29881, 67210, 67220, 94726,
04727, 94728, 94729, 99205, 99211, 99215,
99304, 99306, 99307, 99310, 99315, 99318,
99324, 99328, 99334, 99337, 99339, 99340,
09341, 99345, 99347, 99350

20979, A Closer Look at, Coding Communication,
11, 2000, Nov, 8, 20979

3D Rendering Coding Clarification 76376 and
76377, Coding Consultation, 12, 2005, Dec, 7,
70496, 70498, 70544, 70545, 70546, 70547,
70548, 70549, 71275, 71555, 72159, 72191,

72198, 73206, 73225, 73706, 73725, 74175,
74185, 75635, 76376, 76377, 78000, 78099,
78102, 78199, 78201, 78299, 78300, 78399,
78414, 78499, 78580, 78599, 78600, 78699,
78700, 78799, 78800, 78811, 78812, 78813,
78814, 78815, 78816, 78999
6-Minute Test, 94620 (Q&A), Coding

Consultation, 7, 2005, Jul, 13, 94620

A

A Review of Reporting Time-Based Codes, 8, 2014,
Aug, 5, 00100, 01999, 90832, 90833, 90839,
90840, 95972, 95974, 95978, 99143, 99144,
00145, 99148, 99149, 99150, 99201, 99292,
99401, 99404

AMA Announces Annual CPT Coding
Symposium, Program Announcement, 8, 2001,
Aug, 9

AMA Announces CPT Online Continuing
Education for Coding Professionals, Program
Announcement, 3, 2001, Mar, 9

AMA Conducting Physician Practice Information
survey, 9, 2007, Sep, 8

AMA Establishes the CPT Assistant Editorial
Board, 2, 2007, Feb, 1

AMA Fact Sheet on Reporting for HINI, 10,
2009, Oct, 3, 90465, 90466, 90467, 90468,
00471, 90472, 90473, 90474, 90655, 90656,
00657, 90658, 90660, 90661, 90662

AMA House of Delegates Addresses Coding Issues,
Coding Communication, 8, 1996, Aug, 5

AMA to Hold Annual CPT Coding Symposium,
Program Announcement, 8, 2000, Aug, 10

AMA's Involvement in Coding, An Historical View
of the, Coding Communication, 8, 1996, Aug, 7

AMA/JCPT Website: The Vehicle for Code Set
Transparency, 2, 2013, Feb, 7

AMA /[Specialty Sociery RVS Update Process, 12,
2007, Dec, 3

Abdominal Paracentesis (49082, 49083)/Peritoneal
Lavage (49084), 12, 2012, Dec, 9, 49082,
49083, 49084, 76705, 76942, 77002, 77012,
77021
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Ablation Therapy of Bone Tumors (20982-20983),
Coding Update, 7, 2015, Jul, 8, 20982, 20983,
20999, 76940, 77002, 77013, 77022

Abortions, Coding for the Treatment of, Coding
Clarification, 3, 1993, Fall 9, 59200, 59812,
59820, 59821, 59830, 59840, 59841, 59850,
59851, 59852, 99201, 99233

Abscess Drainage, Reporting of, Coding
Communication, 3,1998, Mar, 8, 32201, 44901,
47011, 48511, 49041, 49061, 49423, 49424,
50021, 58823, 75989, 76080

Abuse, Coding the Diagnosis and Treatment of, 2,
1993, Summer, 17, 99201

Acoustic Neuroma, Case-by-case, 2, 1991,
Summer, 4, 20926, 61526, 61712, 88304, 88331

Active Wound Care Management, Coding
Communication, 5, 2002, May, 5, 97601,
97602

Active Wound Care Management, 6, 2005, Jun,
1, 11040, 11041, 11042, 11043, 11044, 97597,
97598, 97601, 97602, 97605, 97606

Active Wound Care Management, 97597, 97606,
11040, 11044 (Q&A), Coding Consultation,
6, 2005,Jun,10,11040, 11041, 11042, 11043,
11044, 97597, 975098, 97602, 97605, 97606

Active Wound Care Management: Low Frequency
Ultrasound, Medicine, 6, 2014, Jun, 11, 97597,
97598, 97602, 97610

Acupuncture Coding Clarification, Coding
Communication, 6, 2005, Jun, 5, 97810, 97811,
07813, 97814

Acupuncrure, 97810 (Q&A), Coding
Consultation, 6, 2006, Jun, 20, 97810, 97813

Adaptive Behavior Assessments and Treatment
Descriptors for July 1, 2014 Reporting, Category
111 Codes,6,2014,Jun,3,0359T, 0360T, 036IT,
0362T, 0363T, 0364T, 0365T, 0366T, 0367T,
0368T, 0369T, 0370T, 0371T, 0372T, 0373T,
90791, 90792, 90834, 90853, 92521, 92522,
92523, 92524, 96101, 96110, 96116, 96118,
96150, 96151, 96152, 96153, 96154, 96155,
97003, 97004, 99366, 99367, 99368, 99457,
99489

Add-On (Attached) Procedures vs. Multiple
Procedures, 3, 1991, Fall 6, 11606, 12034,




CPT-A Exemplar #1

The case of “epidermal nerve fiber density testing”
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CPT-A Exemplar #1

The case of “epidermal nerve fiber density testing”

* Result;

* 21% decrease In the volume of 88356 from 2013 to
2015!




CPT-A Exemplar #2

« 2013 RUC-RAW identified 95971 and 95972 as high volume growth
services & regquested that these services be surveyed.

* During the 2014 RUC survey review they recommended that codes

95971, 95972 and 95973 be referred to CPT to address the entire family ‘,‘1
regarding the time referenced in the CPT code descriptors. Specifically %{
noting that code 95972 specifies “first hour” but survey results indicated 5

the majority of physicians reporting this code take less than 30 minutes
to complete the service.

* A coding proposal was prepared by specialty societies, to address this
CO n Ce rn . http://www.medtronic.com/us-en/patients/treatments-

therapies/drug-pump-chronic-pain/getting-a-
device/neurostimulators-surgery.html

(¥)AAPC
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CPT-A Exemplar #2

 The CPT Editorial Panel approved for 2016:
* Modification of 95972, to strike reference to time
» Deletion of 95973, that previously referred to "each additional 30
minutes after first hour”

» |t was determined that this modification to CPT2016 was significant
enough to warrant additional notification and explanation in CPT
Assistant, as It appeared that there was a potential for inappropriate
use of these codes.

""’h\.
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CPT-A Exemplar #2

The case of "Neurostimulator electronic analysis ”

Coding Update: Neurostimulators, Analysis-

Programming

The Neurostimulators, Analysis-Programming subsection
guidelines, which is related to criteria used to report simple
or complex programming of neurostimulators, were revised
in the Current Procedural Terminology (CPT®) 2016 code
set. The revised guidelines clearly describe the intent of
each code in this subsection and differentiate between
“simple” vs “complex” programming procedures (ie, identi-
fying three or fewer parameters for simple vs four or more
for complex procedures). This coding update provides an
overview of the 2016 changes.

95970  Electronic analysis of implanted
neurostimulator pulse generator system
(eg, rate, pulse amplitude, pulse duration,
configuration of wave form, battery status,
electrode selectability, output modulation,
cycling, impedance and patient compliance
measurements); simple or complex brain,
spinal cord, or peripheral (ie, cranial nerve,
peripheral nerve, sacral nerve, neuromuscular)
neurostimulator pulse generator/transmitter,
without reprogramming

95971 simple spinal cord, or peripheral
(ie, peripheral nerve, sacral nerve,
neuromuscular) neurostimulator pulse
generator/transmitter, with intraoperative
or subsequent programming

A95972 complex spinal cord, or peripheral

(ie, peripheral nerve, sacral nerve,
neuromuscular) (except cranial nerve)
neurostimulator pulse generator/
transmitter, with intraoperative or

subsequent programming

95974 complex cranial nerve neurostimulator
pulse generator/transmitter, with
intraoperative or subsequent
programming, with or without nerve
interface testing, first hour

+95975

complex cranial nerve neurostimulator
pulse generator/transmitter, with
intraoperative or subsequent
programming, each additional 30 minutes
after first hour (List separately in addition
to code for primary procedure)

(Use 95975 in conjunction with 95974)

95978  Electronic analysis of implanted neurostimulator
pulse generator system (eg, rate, pulse
amplitude and duration, battery status,
electrode selectability and polarity, impedance
and patient compliance measurements),
complex deep brain neurostimulator pulse
generator/transmitter, with initial or subsequent
programming; first hour

each additional 30 minutes after first hour
(List separately in addition to code for
primary procedure)

+95979

(Use 95979 in conjunction with 95978)

95980  Electronic analysis of implanted
neurostimulator pulse generator system
(eg, rate, pulse amplitude and duration,
configuration of wave form, battery status,
electrode selectability, output modulation,
cycling, impedance and patient measurements)
gastric neurostimulator pulse generator/
transmitter; intraoperative, with programming

95981 subsequent, without reprogramming
95982 subsequent, with reprogramming

Simple intraoperative or subsequent programming of

the neurostimulator pulse generator/transmitter (95971)
includes changes to three or fewer of the following param-
eters: rate; pulse amplitude; pulse duration; pulse frequency;
eight or more electrode contacts; cycling; stimulation train
duration; train spacing; number of programs; number of
channels; alternating electrode polarities; dose time (stimu-
lation parameters changing in time periods of minutes,
including dose-lockout times); and more than one clinical
feature (eg, rigidity, dyskinesia, tremor). On the other
hand, complex intraoperative or subsequent programming
(95972, 95974, 95975, 95978, and 95979) includes changes
to more than three of the above. Codes 95974 and 95978,
which are reported for the first hour of electronic analysis,
requires the use of modifier 52 for analysis that is less than
31 minutes in duration.

In addition, code 95973 was identified by the American
Medical Association/Specialty Society Relative Value

continued on page 11
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CPT-A Additional Exemplars

(The articles that you will NOT see In CPT Assistant)

1. Specialty society prepares an article to hallmark a new use for an
established code series for a new service (a.k.a. code re-birth!)

2. Speclalty society prepares an article to provide rebuttal to a payor
policy determination.

3. Payor Medical Director suggests article to legitimize payor policy
determination.

""’h\.
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CPT-A Additional Exemplars

(The articles that you will not see in CPT Assistant)

The role of CPT Assistant IS never to redefine the use of CPT, rather to
clarify the appropriate use of the codeset.

HEALTHCON




What you say Is the primarily use of CPT Assistant®

CPT Assistant Usage

To answer day-to-day coding questions 83%

To select correct codes 79%
To appeal insurance denials 48%
To create educational materials 48%

To validate coding auditors 39%

Others

4%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

*Online survey of current subscribers 3/15
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How Is CPT-A used nationally?

CMS and Contractor Medical Directors (CMDs) use CPT Assistant content as
guidance to set NCD and LCD policies

Many third party payers (eg, Blue Cross Blue Shield) use the content as the
” when reviewing claims data, as well as setting payer
policies

The Relativity Assessment Group (RAW) of the RUC use the content when
determining proper utilization of codes

AHA and other organizations use the content as the official source on setting
outpatient hospital coding compliance programs

Specialty societies and State medical societies use the information to educate
their members and other users on proper use of the CPT code set

(¥)AAPC
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CPT Assistant (CPT-A) Principles

 CPT-A s an excellent source to provide authoritative guidance to
assist In the appropriate and consistent use of the CPT code set

 The CPT coding manual must be written in enough detail and
specificity to make CPT-A an ancillary resource In the vast majority
of coding areas. (prospective and retrospective of code creation)

 CPT-A, like the coding manual should be self-explanatory for the
majority of the readership.

(¥)AAPC
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CPT Assistant in a nutshell!

. CPT-A imparts coding advice from an AMA perspective as the

. CPT-A provides a vehicle for reducing conflict between providers,
third-party payers, and specialty societies

. CPT-A provides supporito CPT Panel, Editorial Board, & RUC
(RAW) process

. Other organizations produce coding reference content, but none
have ability to replicate the authority of CPT-A!
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