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Complex Rules of HCPCS Simplified for Success.

Simplify the complex rules governing HCPCS codes with this straightforward,
exclusive Ingenix reference that now indicates thousands of more code
descriptions. Check billing and coding information for Medicare, reduce the number
of errors in code selection and understand the clinical meanings of and differences
between HCPCS codes.

< Know the differences between similar HCPCS codes
< Code HCPCS codes and modifiers more accurately

< Train new coders and medical staff

Key Features and Benefits

The one-of-a-kind Coders’ Desk Reference for HCPCS Level Il provides both
experienced and new coders, medical staff, payers and health care professionals
with comprehensive and informative guidance to a wide variety of commonly
asked questions and definitions.

m Alphanumerical HCPCS Level Il codes = Additional chapters on

with lay descriptions. Understand the
clinical definitions of supplies and
services more clearly with thousands
of new codes.

m Modifier definitions, diagnosis code
suggestions and usage rules. Use the
thorough modifier list with narrative
explanations to choose modifiers and
E/M codes accepted by payers.

m Coding and billing instructions.
Reduce research time and improve
coding accuracy when you know the
quickest way to bill and code HCPCS
Level Il codes.

documentation, durable medical
equipment (DME), fraud and

abuse, compliance and HIPAA.
Prevent the risk of audits and fines
by understanding the regulatory
requirements that affect HCPCS Level
Il coding.
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Introduction to HCPCS

Coding is a complicated business. It is not enough to
have current copies of the International Classification
of Diseases, Ninth Edition, Clinical Modification
(ICD-9-CM), Physicians Current Procedural
Terminology, Fourth Edition (CPT®), and Healthcare
Common Procedure Coding System (HCPCS Level
1I) books. Medical coders also need dictionaries and
specialty texts if they are to accurately translate
physicians’ operative reports or patient charts into
reimbursement codes.

Thats why Ingenix has developed the Coders’ Desk
Reference series—to provide a one-stop resource
with answers to a wide variety of coding questions.
We polled the medical reimbursement community
and our technical staff to determine the issues
causing bottlenecks in a coder’s workload.

We found that experienced coders are frustrated by
limited definitions accompanying many CPT,
ICD-9-CM, and HCPCS Level II codes. Beginning
coders need guidelines on the use of ICD-9-CM,
CPT, and HCPCS codes and basic information about
medical and reimbursement issues. Everyone
requires up-to-date information about the
anticipated changes to these coding systems.

Coders’ Desk Reference for HCPCS answers the
questions of both experienced and novice medical
coders concerning medical supplies and equipment,
as well as select services provided on an outpatient
basis. It is a compendium of answers to a wide
variety of coding questions and an introduction to
new systems in coding structures. In order to code
accurately, you must first have an understanding of
the coding systems.

Coding Systems

Coding is the means by which providers and
suppliers communicate their services with Medicare,
Medicaid, third-party payers, and managed care
organizations (MCOs). The correct use and
reporting of modifiers and codes have become the
defining elements in the reimbursement process for
medical and surgical services, including services and
items of durable medical equipment, prosthetics,
orthotics, and supplies (DMEPOS). Assignment of
the appropriate codes and adequate medical record
documentation are necessary to avoid or minimize
risk of fraud and abuse charges.

ICD-9-CM Diagnosis Coding

Diagnostic statements contained within medical
records and other medical documentation are
assigned codes from the ICD-9-CM. The correct use
and reporting of ICD-9-CM codes is an important
facet of the reimbursement process.

Diagnosis codes establish the necessity for which
medical and surgical services, procedures, and
DMEPOS items are furnished. Coding with
1CD-9-CM is mandatory for all Medicare claims,
Medicaid claims, third-party payer claims, and most
MCO claims. In rare instances, claims for services or
procedures submitted to self-funded insurance pools
and workers’ compensation carriers do not require
1CD-9-CM codes, but do require a clearly descriptive
diagnostic statement.

When reporting the appropriate diagnosis codes on
claims for services, procedures, and DMEPOS items
furnished to patients, ICD-9-CM diagnosis codes,
CPT codes, and HCPCS Level II codes must be
linked to identify the reason each service or
procedure is rendered.

Providers and suppliers nationwide have discovered
that many payers, including Medicare and Medicaid
programs, will deny or delay claims because of
incorrect or inappropriate ICD-9-CM code
assignments. Many providers and suppliers have
experienced these costly denials and delays.
Following are some of the problem areas identified
by payers in the use of ICD-9-CM codes:

¢ Invalid ICD-9-CM codes used

¢ ICD-9-CM codes not reported to the highest
level of specificity (e.g., four-digit and five-digit
codes must be reported if appropriate)

¢ Additional digits, particularly zeroes, added to
valid three-digit or four-digit ICD-9-CM codes
to make them five-digit codes. This invalidates
the ICD-9-CM codes

¢ No medical record or supplier documentation
given to support the use of a particular
ICD-9-CM code

¢ ICD-9-CM code reported does not match the
sex of the patient

¢ ICD-9-CM code reported does not adequately
support the service billed, or is not a diagnosis
code recognized under medical necessity policy
for the service reported
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Coders’ Desk Reference for HCPCS

CPT Codes (HCPCS Level 1)

CPT is a standardized system of five-digit codes and
descriptive terms developed, maintained, and
copyrighted by the American Medical Association
(AMA). Updated annually, CPT codes communicate
to payers, and in some instances other providers and
even patients, the procedures and services
performed during a medical encounter.

CPT codes are the most widely accepted procedure
codes for reporting medical services performed by
physicians and facilities for many outpatient
services. Considered HCPCS Level I codes, Medicare
and Medicaid carriers are required to use CPT codes
on health care claims, as designated in The Health
Insurance Portability and Accountability Act of 1996
(HIPAA). An example of a CPT code follows:

30115 Excision, nasal polyp(s), extensive

Codes are grouped by body system, site, and/or type
of procedure or service. They compose a nationally
recognized system of codes that describe various
services and procedures, including the following:

¢ Evaluation and management
e Anesthesia

e Surgery

e Radiology

e Laboratory and pathology

e Medicine

HCPCS Level Il Codes

HCPCS is an acronym (pronounced “hick-picks”)
for the Healthcare Common Procedure Coding
System. This coding system presents national codes
used to report supplies and equipment, as well as
select services provided on an outpatient basis.
HCPCS codes are published by CMS and updated
annually. These codes can be obtained through the
federal government and through publishers such as
Ingenix, which produces a complete annual and
updateable edition of the HCPCS Level 11 codes.

HCPCS Level II codes may be used throughout the
United States in all Medicare regions. They consist
of one alpha character (A through V) followed by

four digits. For example:

J7308 Aminolevulinic acid HCL for topical
administration, 20%, single unit dosage

form (354 mg)

L4350 Ankle control orthosis, stirrup style,
rigid, includes any type interface,
prefabricated, includes fitting and

adjustment

HCPCS Level II codes describe:

e DME equipment, devices, accessories, supplies,
and repairs; prosthetics; orthotics; medical and
surgical supplies

e Medications
e Provider services

e Temporary Medicare codes (most commonly
found in the Q codes)

e Other disparate items and services, such as
ambulance services

e Temporary national codes (non-Medicare) (S
codes)

The majority of services and procedures performed
are reported with CPT codes. However, because the
CPT coding system does not describe specific
durable medical equipment (DME), prosthetics,
orthotics, supplies, and certain other services, the
HCPCS Level II coding system must be used. A word
of caution: CPT codes are accepted industry-wide by
third-party payers including:

*  Medicare

e Medicaid

e Commercial/private plans

e Workers’ compensation carriers

e Managed care plans (including PPOs and
HMOs)

e Third-party administrators for self-funded
health plans

CPT and HCPCS Level II codes are designated code
sets for use in electronic HIPAA complaint
transactions. CPT codes are widely accepted by
third-party payers with minimal problems. HIPAA
covered entities are by law required to accept
HCPCS Level 1T codes. However, providers may
encounter problems with some HCPCS Level 11
codes. For example, Medicare does not accept
HCPCS Level II codes that begin with an S and many
third-party payers do not accept codes that begin
with a G.

Payers who accept HCPCS Level II codes require the
code that most accurately describes the item
provided. For example, a Medicare patient is given a
physician’s order for a gastrostomy tube. Durable
medical equipment Medicare administrative
contractors (DME MAC) instructs providers to
report HCPCS code B4086 Gastrostomy/
jejunostomy tube, any material, any type (standard
or low profile), each. If this patient had been a
non-Medicare beneficiary covered by a plan that did
not accept HCPCS Level 11 codes, the CPT code
99070 Supplies and materials (except spectacles),
provided over and above those usually included
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Using Modifiers

The HCPCS Level 11 codes are alphanumeric codes
developed by CMS as a complementary coding
system to the AMAs CPT codes. HCPCS Level 11
codes describe procedures, services, and supplies
not found in the CPT® manual. D

code.

Similar to the CPT coding system, HCPCS Level II

codes contain modifiers that serve to further define E
services and items without changing the basic
meaning of the HCPCS Level II code with which G
they are reported. HCPCS Level 11 modifiers range H
from A1 to VP, and include such diverse modifiers as 1
E1 Upper left, eyelid, GJ Opt out physician or
practitioner for emergency or urgent service, and Q6
Service furnished by a locum tenens physician. J
N
It is important to note that HCPCS Level II P
modifiers may be used in conjunction with CPT R
codes, such as 69436 LT Tympanostomy (requiring
insertion of ventilating tube), general anesthesia, left S
ear. Likewise, CPT modifiers can be used when X

reporting HCPCS Level II codes, such as 14396 50
Ankle contracture splint, bilateral (this scenario can
also be reported with modifiers RT and LT,
depending on the third-party payer’s protocol). In
some cases, a report may be required to accompany
the claim to support the need for a particular
modifier’s use, especially in cases when the presence
of a modifier causes suspension of the claim for

manual review and pricing. Al
A2
Ambulance Modifiers A3
For ambulance services modifiers, there are single A4
alpha characters with distinct definitions that are A5
paired together to form a two-character modifier. A6
The first character indicates the origination of the A7
patient (e.g., private residence, physician office, etc.)
and the second character indicates the destination of ~ A8
the patient (e.g., hospital, skilled nursing facility, A9
etc.). When reporting ambulance services, the name g4

of the hospital or facility should be included on the
claim. If reporting the scene of an accident or acute
event (character S) as the origin of the patient, a
written description of the actual location of the
scene or event must be included with the claim.

Ambulance modifiers must be reported as two
characters. The first character represents the origin
and the second character represents the destination.
For example, an ambulance transport from an
accident scene to an acute care hospital would have

modifier SH appended to the ambulance HCPCS

Ambulance Modifier Listing

Diagnostic or therapeutic site other than “P”
or “H” when these are used as origin codes

=
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=
o
==
=
o
&

Residential domiciliary, custodial facility
(other than 1819 facility)

Hospital-based ESRD facility

Hospital

Site of transfer (for example, airport or
helicopter pad) between types of ambulance

Freestanding ESRD facility
Skilled nursing facility
Physician’s office

Residence

Scene of accident or acute event

Intermediate stop at physician’s office on way
to hospital (destination code only). Note:
Modifier X can only be used as a designation
code in the second position of a modifier

HCPCS Level Il Modifiers

Alphabetical Listing

Dressing for one wound

Dressing for two wounds
Dressing for three wounds
Dressing for four wounds
Dressing for five wounds
Dressing for six wounds

Dressing for seven wounds
Dressing for eight wounds
Dressing for nine or more wounds

Anesthesia performed personally by
anesthesiologist

CPT codes approved for use with modifier
AA are 00100-01999.

If an anesthetist assists the physician in the
care of a single patient, the service is
considered personally performed by the
physician. The anesthesiologist should
report this service with modifier AA and
the appropriate CPT code from series
00100-01999.
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