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Colorectal cancer is the second leading cancer killer in the United States after lung cancer.  According to the Centers for Disease Control and Prevention (CDC), if everybody age 50 or older had regular screening tests, at least one-third of deaths from this cancer could be avoided.  An estimated 60 percent of adults aged 50 or older have not been screened properly.
Colorectal cancer often starts with no symptoms.  Many people wait until they have developed tumors large enough to cause symptoms such as blood in their stool, persistent abdominal cramps and changes in bowel habit. Often, by the time these symptoms occur, it is too late and treatment fails.  If detected in the early stage, the disease can be cured in most cases.

A colonoscopy is the most thorough screening test available.  The night before the test, the patient will have to drink specials fluids, which is known as colonoscopy preparation or “colon prep”.  This is to cleanse away fecal matter so the physician will have a clear view.  These fluids (or sometimes pills) are usually prescribed by a physician, but there are also some over-the-counter methods.  Many patients state the prep is the most uncomfortable part of the procedure.  The patient is sedated prior to the colonoscopy and, especially with a good prep, can be relatively painless.  The physician inserts the colonoscope, a narrow, flexible, lighted tube with a video camera at the end, through the anus and advances the scope slowly through the entire colon.  The physician visualizes the entire colon, which may also include the terminal ileum, on a video screen and may obtain biopsies or perform other procedures if necessary.   The procedure usually takes about 30 – 60 minutes.  
Thanks, in part, to celebrities like Katie Couric and Morgan Freeman, screening colonoscopy rates have started to increase and the CDC and CMS are working to increase awareness.  March was National Colorectal Cancer Awareness Month.  CMS sent a special edition Medlearn Matters article <http://www.cms.hhs.gov/MedlearnMattersArticles/downloads/SE0613.pdf> on colorectal cancer screening to remind providers to encourage their patients ages 50 and older to get screened for colorectal cancer. Hopefully, we will see an ever greater increase in screenings over the next few months.  Now, let’s ensure our providers get reimbursed appropriately for these services!
CPT CODING COLONOSCOPIES 

Coding for colonoscopies can be challenging for coders.  As mentioned above, colonoscopies are performed as screening procedures, but they many also be therapeutic.  Often times, multiple procedures are performed through the scope and the coder must determine when it is or isn’t appropriate to bill separately.  Another area to take into to consideration is the type of insurance the patient has.  Medicare has some guidelines that differ from other payors.  
First, let’s get familiar with some of the most common colonoscopy codes and their definitions.  
G0105 – Colorectal cancer screening; colonoscopy on individual at high-risk
G0121 – Colorectal cancer screening; colonoscopy on individual not meeting criteria for high-risk

These HCPCS codes are primarily for Medicare use.  There are some private payors, particularly the Medicare replacement policies that will also accept these codes.  These will be discussed in detail later in this article.  
45378 – Colonoscopy, flexible, proximal to splenic flexure; diagnostic, with or without collection of specimen(s) by brushing or washing, with or without collection colon decompression (separate procedure).  Because this code is diagnostic and a separate procedure, it should never be reported with any other colonoscopy code.  Per the CPT manual, when a diagnostic endoscopy is followed by a surgical endoscopy, the diagnostic endoscopy is considered part of the surgical endoscopy and is not to be separately reported.  Only when the provider performs a diagnostic colonoscopy with brushings, washings and/or decompression and nothing else (no biopsies, excisions, etc.) should this code be reported.  

45379 – Colonoscopy, flexible, proximal to splenic flexure; with removal of foreign body.  

45380 – Colonoscopy, flexible, proximal to splenic flexure; with biopsy, single or multiple. The physician performs colonoscopy and obtains tissue samples.  This code can only be reported once regardless of the number of biopsies.  According to CPT Assistant, July 2004, this code is also used to describe polypectomy with cold biopsy forceps.  A cold biopsy with forceps is not the same as hot biopsy forceps and it is not a snare technique, therefore codes 45384 and 45385 would not be appropriate.  If the physician does remove a polyp or other lesion with a different technique and then takes a biopsy on a separate lesion, this code may be reported in addition with modifier -59.
45381 – Colonoscopy, flexible, proximal to splenic flexure; with directed submucosal injections(s), any substance. The physician injects a substance into the submucosa, directed at specific areas through the scope while viewing the colon. (E.g. saline, India Ink).  This code is not to be used for injections used to control bleeding.  45381 may be reported in addition to other procedures with modifier -51 or -59.  
45382 – Colonoscopy, flexible, proximal to splenic flexure; with control of bleeding (e.g. injections, laser, stapling, plasma coagulator).  This code is used when a physician controls bleeding in the colon due to a condition such as diverticulosis.  This code is not used to report control of bleeding caused by a procedure performed during the same encounter.  For example, there may be small amount of bleeding after a polyp is excised.   This would not be reported because control of bleeding is integral to therapeutic or surgical procedures.  However, if the physician treated a bleeding condition and then removed a polyp at a different location, the services may be reported together with modifier -59.  
45383 – Colonoscopy, flexible, proximal to splenic flexure; with ablation of tumor(s), polyp(s), or other lesion(s) not amendable to removal by hot biopsy forceps, bipolar cuatery or snare technique.  This code is used when a physician ablates tumors, polyps or other lesions by laser or other method (e.g. fulguration).   

45384 – Colonoscopy, flexible, proximal to splenic flexure; with removal of tumor(s), polyp(s), or other lesion(s) by hot biopsy forceps or bipolar cuatery.  Hot biopsy forceps (also called monopolar cautery forceps) have “jaws” that are between 1 and 2 mm in size and can open up to about 1 cm wide to encompass a small polyp or lesion. The physician then applies cautery to ablate the base of the polyp (or other lesion) so it can be retrieved and sent to pathology for analysis.  
45385 – Colonoscopy, flexible, proximal to splenic flexure; with removal of tumor(s), polyp(s), or other lesion(s) by snare technique.  Snaring involves “lassoing” a polyp or lesion with a wire loop and shaving it off the bowel wall.  The snare may or may not be heated.  Any snare technique including cold snare, hot snare, and bipolar snare would be reported with this code.  The snare technique is the most often used technique and is best when removing both sessile polyps (those attached by a large base) and pedunculated polyps (those attached by a stalk). 

CODING MULTIPLE PROCEDURES
When more than one procedure is performed using the same technique, report only one code.  For example, if the physician removes multiple polyps throughout the colon with snare technique, 45385 can be reported only once.  
However, if multiple polyps or lesions are removed with different techniques, you may report each separately.  For example, a physician removes a polyp with snare technique in the rectum and then biopsies a lesion in the transverse colon, you may report 45385 and 45380-59.  

In the absence of a CCI edit, always list the procedure with the highest RVU first. 

Per The National Correct Coding Manual, Chapter 6, page 8:

“The NCCI edit with column one CPT code 45385 (Flexible colonoscopy with removal of tumor(s), polyp(s), or lesion(s) by snare technique) and column two CPT code 45380 (Flexible colonoscopy with single or multiple biopsies) is often bypassed by utilizing modifier -59.  Use of modifier -59 with the column two CPT code 45380 of this NCCI edit is only appropriate if the two procedures are performed on separate lesions or at separate patient encounters.”
Per the February 1999 Coding Consultation section of CPT Assistant: 

“From a CPT coding perspective, if the same lesion is biopsied, and subsequently removed during the same operative session, then you should only report the code for the removal of the lesion. However, if one lesion is biopsied, and a separate lesion is removed during the same operative session, then it would be appropriate to report a code for the biopsy of one lesion, and an additional code for the removal of the separate lesion. 

Under certain circumstances the physician may need to indicate that a procedure or service was distinct or independent from other services performed on the same day. Modifier -59, Distinct Procedural Service, is used to identify procedures/services that are not normally reported together, but are appropriate under the circumstances. This may represent a different session or patient encounter, different procedure or surgery, different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or performed on the same day by the same physician. Therefore, if one lesion is biopsied, and a separate lesion is removed, then it would be appropriate to append modifier -59 to the code reported for the biopsy procedure.”
ICD-9 CODING

First you must determine what the intent of the procedure was – was it for a routine screening? Or was it to diagnose a patient who presented with signs or symptoms?  
If the colonoscopy was for a screening, regardless of findings, the primary diagnosis should be a screening code (such as V76.51).  The Official ICD-9-CM Guidelines for Coding and Reporting state: 
“A screening code may be a first listed code if the reason for the visit is specifically the screening exam. It may also be used as an additional code if the screening is done during an office visit for other health problems. A screening code is not necessary if the screening is inherent to a routine examination, such as a pap smear done during a routine pelvic examination. 

Should a condition be discovered during the screening then the code for the condition may be assigned as an additional diagnosis. 

The V code indicates that a screening exam is planned. A procedure code is required to confirm that the screening was performed.”
For example a patient presents for a screening colonoscopy and during the course of the colonoscopy a polyp was found in the sigmoid colon and removed with snare technique.  This would be coded as 45385, V76.51, 211.3.  

On the other hand, if the colonoscopy is performed as a diagnostic service because of the patient’s symptoms, such as blood in stool, the findings should be coded as the primary diagnosis.  If the colonoscopy turns out to be normal, then the symptoms would be coded as the primary diagnosis.  
“Codes that describe symptoms and signs, as opposed to diagnoses, are acceptable for reporting purposes when a diagnosis has not been established (confirmed) by the provider. Chapter 16 of ICD-9-CM, Symptoms, Signs, and Ill-defined conditions (codes 780.0 - 799.9) contain many, but not all codes for symptoms.”

CODING COLONOSCOPIES FOR MEDICARE PATIENTS
Coding diagnostic colonoscopies for Medicare patients does not differ from the guidelines outlined above.  However, coding for screening colonoscopies for Medicare patients does differ as Medicare requires the use of HCPCS codes.  
G0105 – Colorectal cancer screening; colonoscopy on individual at high-risk

G0121 – Colorectal cancer screening; colonoscopy on individual not meeting criteria for high-risk

Beneficiaries are considered to be at high risk for colorectal cancer if they have any of the following:

· A close relative (sibling, parent, or child) who has had colorectal cancer or an

adenomatous polyp ;

· A family history of adenomatous polyposis;

· A family history of hereditary nonpolyposis colorectal cancer;

· A personal history of adenomatous polyps;

· A personal history of colorectal cancer;

· A personal history of inflammatory bowel disease, including Crohn's Disease

and ulcerative colitis.
For beneficiaries 50 and older not considered to be at high risk for developing colorectal cancer, Medicare covers one screening colonoscopy every 10 years.

For beneficiaries considered to be at high risk for developing colorectal cancer, Medicare covers one screening colonoscopy every two years, regardless of age.  
Remember, if a beneficiary chooses to have a screening test more often than is covered by Medicare, they should be informed that they will responsible for the charges and should sign an ABN.  
Per Medicare Claims Processing Manual, Chapter 18 - Preventive and Screening Services: If during the course of the screening colonoscopy, a lesion or growth is detected which results in a biopsy or removal of the growth, the appropriate diagnostic procedure (CPT code) classified as a colonoscopy with biopsy or removal should be billed and paid rather than code G0105 or G0121. 

Therefore, if a Medicare patient comes in for a screening colonoscopy but a polyp is discovered and retrieved you would report the appropriate CPT code instead of the screening “G code”.  
WARNING: According the ICD-9 guidelines outlined previously, you would use the appropriate screening diagnosis code as the primary diagnosis code if the patient presented for a screening regardless of the findings.  However, your Medicare carrier’s guidelines may contradict these guidelines.  If this is the case, you should follow your carrier’s guidelines instead of the ICD-9 guidelines.  

For example, NHIC Medicare (Medicare carrier for New England and California claims) has a specific LCD (local coverage decision) for CPT codes 45378 – 45385 and V76.51 is NOT a covered diagnosis.  

Update 1.23.08 – CLARIFICATION FROM CMS:

http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0746.pdf
“CMS advises that, whether or not an abnormality is found, if a service to a Medicare beneficiary starts out as a screening examination (colonoscopy or sigmoidoscopy), then the primary diagnosis should be indicated on the form CMS-1500 (or its electronic equivalent) using the ICD-9 code for the screening examination. 

Item 21 (Diagnosis or Nature of Illness or Injury) 

• Indicate the Primary Diagnosis using the International Classification of Diseases, Ninth Revision, Clinical Modification, (ICD-9-CM) code for the screening examination (colonoscopy or sigmoidoscopy), and 

• Indicate the Secondary Diagnosis using the ICD-9-CM code for the abnormal finding (polyp, etc.). 

Item 24E (Diagnosis Pointer) 

• Enter only "2" (to link the procedure (polypectomy or biopsy) with the abnormal finding (polyp, etc.)” 

INCOMPLETE COLONOSCOPIES 
An incomplete colonoscopy is one in which the physician is unable to pass the scope past the splenic flexure.   This may happen because of various reasons including a poor prep.  CPT guidelines state “for an incomplete colonoscopy, with full preparation for a colonoscopy, use a colonoscopy code with modifier -52 and provide documentation.”

However, Medicare’s guidelines state to use modifier -53 in this situation.  Failure to use modifier -53 will result in a denial (because of frequency limitations) when the patient returns for their repeat colonoscopy next week or next month.  
Take this quiz to test your knowledge (answers on next page).  
1.  35-year-old patient with a family history of colon cancer comes in for a colonoscopy due to blood in stool and abdominal pain.  A small area of diverticular bleeding was discovered in the sigmoid colon and cauterized.  A small polyp was also seen and removed with cold forceps in the descending colon.  The remainder of the colon was normal.  
2.  A 68-year-old Medicare patient comes in for her first screening colonoscopy.  The medical record does not indicate the patient meets high-risk criteria.  The entire colon was normal.  
3.  A 55-year-old patient (non-Medicare) comes in for a screening colonoscopy.  During the exam, the physician removes a small sessile polyp with snare technique in the rectosigmoid junction.  
4.  A 48-year-old patient with persistent abdominal cramping comes in for colonoscopy.  Several suspicious areas throughout the colon were biopsied.  
5.  A 66-year-old Medicare with a history of colon cancer comes in for a screening colonoscopy.  Colon prep was very poor and the physician was not able to advance the scope past the splenic flexure.  
6.  A 50-year-old patient (non-Medicare) with a family history of colon cancer comes in for a screening colonoscopy.  The entire colon was normal.  
7.  A 72-year-old patient comes in for colonoscopy due to abdominal pain and diarrhea.  Two large pedunculated polyps in the descending colon were removed with snare technique.  One small polyp in the transverse colon was removed with monopolar cautery forceps.  An area of erythematous mucosa was biopsied in the ascending colon.  
ANSWERS:

#1:  
45380 – 211.3, V16.0

45382-59 – 562.12, V16.0

45382 is bundled into 45380.  Because the physician treated a bleeding condition and then removed the polyp with cold forceps at a different location, the services may be reported together with modifier -59.  

#2:
G0121 – V76.51

#3:
45385 – V76.51, 211.4

#4:
45380 – 789.00

#5:  

G0105-53 – V10.05

#6:  
45378 – V76.51, V16.0

#7: 
45385 – 211.3

45384-59 – 211.3

45380-59 – 569.89
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