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Introduction

• Coding and billing is a boring subject and isn’t 
taught very well but it is essential to getting 
paid for services that have been provided

• Huge fines can be assessed when coding is 
done wrong



Outline
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ICD-10
• ICD-10

– “International Statistical Classification of Diseases 
and Related Health Problems” (WHO)

– It contains codes for diseases, signs and 
symptoms, abnormal findings, complaints, social 
circumstances, and external causes of injury or 
diseases

– Base Classification allows for over 14,400 codes



ICD-10

• We will do an example of coding carpal tunnel 
from diagnosis to surgery and management

– G56.01 - R Carpal Tunnel Syndrome

– G56.02 - L Carpal Tunnel Syndrome

– G56.03 – Bilateral Carpal Tunnel Syndrome



What are CPT Codes?

• “Current Procedural Terminology” (AMA)

• “Describes medical, surgical, and diagnostic 
services and is designed to communicate 
uniform information about medical services 
and procedures among physicians”



Types of CPT Codes

• Evaluation and Management: 99201 – 99499

• Anesthesia: 00100 – 01999; 99100 – 99140

• Surgery: 10021 – 69990

• Radiology: 70010 – 79999

• Pathology and Laboratory: 80047 – 89398

• Medicine: 90281 – 99199; 99500 – 99607









CPT Codes

• Some specialties cross multiple CPT code 
categories – for example hand surgery 

• Plastics, Ortho, Neuro



Hand Surgery

• CPT - 11760 – Repair of Nail Bed

• CPT – 25215 – Carpectomy; all bones of 
proximal row

• CPT – 64721 – Neuroplasty (carpal tunnel 
release)



Hand Surgery

• Carpal Tunnel Release

– 64721 

• “Neuroplasty and/or transposition; median nerve at 
carpal tunnel”

• Endoscopic Carpal Tunnel Release

– 29848 



Bundling
• A bundling package defines which surgical CPT codes can be 

reimbursed either separately or in combination. For example, 29880 is 
the CPT code for a medial AND lateral meniscectomy. Therefore, 
several codes would be bundled together or billing for multiple 
procedures would be “disallowed” by the bundling package. These 
bundled procedures include: 

– 29881 – medial OR lateral meniscectomy is obviously included with medial 
AND lateral. 

– 28982 – medial OR lateral meniscal repair cannot be reimbursed when you 
have performed a meniscectomy. 

– 28983 – medial AND lateral meniscal repair cannot be reimbursed when you 
have performed a meniscectomy. 



Modifiers

• The most common modifier used is the 59 modifier

• Modifier 59 is used to identify procedures or services 
that are not normally reported together but are 
appropriate under the circumstances.



Bundling
• If you perform several procedures in one surgical setting, 

example – arthroscopic rotator cuff repair, acromioplasty, 
distal clavicle resection and biceps tenodesis. This 
procedure would be coded: 

• Arthroscopic rotator cuff repair – 29827 

• Arthroscopic biceps tenodesis – 29828, 59 modifier 

• Arthroscopic distal clavicle resection – 29824, 59 modifier 

• Arthroscopic acromioplasty – 29826 



Unbundling

• Unbundling occurs when multiple CPT codes 
are billed for the component parts of a 
procedure when there is a single code 
available that includes the complete procedure

• It is akin to the value meal at a restaurant 
including all of the food items for a set price 
vs. purchasing each item a la carte



Unbundling

• Unbundling errors—coding separately for 
procedures that should have been bundled—
are a frequent cause of claims denials and 
negative audit findings. Conversely, 
unnecessary bundling harms reimbursement.



Global Period

• A global period is a period of time starting with 
a surgical procedure and ending some period 
of time after the procedure (Established by 
CMS)

• 090 - Major surgery with a 1‐day preoperative 
period and 90‐day postoperative period 
included in the fee schedule amount. 



Global Period

• The payment for the index procedure covers 
all additional costs of management for 90 days 
post-operatively (for major surgeries)

• Regardless of the number of post-operative 
visits or the length of each visit the payment is 
the same (for the first 90 days)

• E&M code 99024 for post-op visits 



Office Billing

• Called Evaluation and Management (E&M)

• Main codes used designate whether the 
patient is a new patient or established patient

• The visit is then coded level 1 to level 5 based 
on the complexity of the care provided



New Patient

• New patient is billed as 99201-99205 based on 
level of visit

– Has not received professional services from the 
physician or any other providers in the same 
practice group and specialty within the last 3 years



Established Patient

• Established patient is billed as 99211 – 99215 
again based on level

– Has received professional services from the 
physician or any other providers in the same 
practice group and specialty within the last 3 years



90 day global

• CTP Code 99024

– There is a 90-day post-operative period where all 
follow-up services are considered part of the 
global fee and cannot be billed seperately



Consultation Codes
• 99241-99245

– Service requested by another physician

– Advice must be object of request, not transfer of 
care

– Request must be documented in chart

– Level of visit must be documented

– Written response to requesting physician must be 
provided by consulting physician



Level of E&M Service Performed

• Component Based

– history, examination, and medical decision making

– levels include problem focused, expanded 
problem focused, detailed, comprehensive

– billing level is limited to the lowest level of history, 
examination, or medical decision making



Level of E&M Service Performed

• Time Based

– When visit consists mainly of counseling and 
coordination of care



E&M Coding

Key Components to both new and established 
patient visits 

1. Chief Compliant and History (CC and Hx) 

2. Physical Examination (PE)
3. Medical Decision Making (MDM) 



New Patient



Physical Exam

• The goal is that every new patient visit is a level 3 physical exam! This 
means we must document 12 bullets, which is easily achievable. If you 
are using an EMR and are achieving meaningful use you will likely have 
to record the blood pressure, height and weight. What exactly does 
‘meaningful use’ mean? Meaningful use is the set of standards defined 
by the Centers for Medicare & Medicaid Services Incentive Programs 
that governs the use of electronic health records and allows eligible 
providers and hospitals to earn incentive payments by meeting specific 
criteria. The true goal of meaningful use is to promote the use of EMRs. 
If not you do not need the vital signs for EMR purposes, you can still 
obtain twelve bullets. 



Physical Exam

• It is important is to realize that a level 4 or 5 
new patient visit requires 30 bullets which = all 
the bullets available from vitals signs to lymph 
node exam! 

• See example on next slide







Established Patient Visits
• Established Patient

– Seen by you or your partner within the past 3 years (otherwise 
considered new patient)

• Key Components are still: 

– History

– Physical Exam 

– Medical Decision Making

• However – only 2 of these 3 components must be met 
(or exceeded) to qualify for a particular code level





Thank you!


