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Physician Fee Schedule Relative Value File 
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PART ONE

The Global Surgical Package

What is this global surgical package?  There are multiple necessary services rendered by a surgeon when performing a procedure.   These services form a “surgical package”.   For example, if a surgeon needs to remove a gallbladder, he or she would have to perform multiple services to accomplish this:  pre-operative services, prepping the patient for surgery, making an abdominal incision, repairing the surgical wound, and post-operative care to name a few.  When an insurance company pays for the surgery, the payment is made for the entire “package” of services rather than for each individual service provided.   When you submit code 47600 for the gallbladder removal, you should not also submit codes for the laparotomy, wound repair, or post-operative services because the payment you will receive already includes payment for these services.  Billing for services that are included in the surgery is known as “unbundling”. 

What is included in the global surgical package? 
**Notice some differences between CPT and CMS guidelines!!**

Per CPT: 

· The operation itself and intraoperative care

· Local anesthesia 

· One related E/M service subsequent to the decision for surgery.  

· Writing orders

· Routine supplies (provided by the surgeon’s office)

· Evaluation of the patient in the postanesthesia recovery area

· Typical postoperative follow-up care – including usual complications - for a designated number of days (global days – see below) depending on the global period assigned to the CPT code.  

Per CMS:  

· The operation itself and intraoperative care

· Local and regional anesthesia 

· One related E/M service subsequent to the decision for surgery. 

· Writing orders

· All supplies (provided by the surgeon’s office)

· Evaluation of the patient in the postanesthesia recovery area

· All related postoperative follow-up care – including complications that do not require a return to the operating room - for a designated number of days depending on the global period assigned to the CPT code.  

What are global days?  

The period of time following each surgery that is included in the surgical package is established by the payor.  This is referred to as the global surgery period or global days.   
Many payors follow CMS (Medicare) guidelines for determining the number of global days.  The global period is usually 90 days for major procedures and 0 or 10 days for minor procedures.   

To determine the number of global days a particular procedure has (according to CMS), refer to the National Physician Fee Schedule Relative Value File, which can be downloaded for free at http://cms.hhs.gov/PhysicianFeeSched/PFSRVF/list.asp#TopOfPage. (Directions for Using the National Physician Fee Schedule Relative Value File later in article.)

What if the patient returns for services during the global period? 

First you must determine how many global days were associated with the procedure and what kind of insurance they have.  (Remember, not all insurances follow the CMS guidelines.  You should query each payor).  Once you do this and determine the global concept does apply you can proceed as stated below.  (If the concept does not apply, then you would bill any services performed as usual.)    

· If a patient returns to the surgeon’s office for a routine postoperative follow-up visit, including minor, expected/usual complications, you can not bill for this service.  It is included in the payment received for the surgery.  You may track the service using code 99024.  This also applies to routine follow-up visits in the hospital.  

· If a patient returns for an office or hospital visit due to unusual or unexpected complications directly related to the procedure: 

· For payors that follow CMS guidelines: You cannot bill separately because all related postoperative follow-up care – including complications that do not require a return to the operating room are included.  

· For all others:  You should bill the office visit with a –24 modifier (unrelated E/M service during post-op period).   
· If a patient returns for a minor procedure in the office due to minor complications:

· For payors that follow CMS guidelines: You cannot bill separately because all related postoperative follow-up care – including complications that do not require a return to the operating room are included.  

· For all others: You should bill the procedure with a –79 Modifier (unrelated E/M service during post-op period)
· If a patients returns to the office or hospital for an unrelated E/M service:

· Bill the visit with modifier –24 (E/M service unrelated to the original procedure)

· If a patient returns to the office or the operating room for an unrelated procedure:

· Bill the procedure with a –79 modifier (unrelated procedure during the post-op period)

· A new post-op period begins when using –79 modifier

· If a patient is returned to the operating room for a related procedure:  

· Bill the surgery with a –78 modifier (Return to operating room for a related procedure).  A new post-op period does not begin.  

· If a patient returns to office or operating room for a staged procedure (planned) or a procedure that is more extensive than the original procedure:

· Bill the surgery with a –58 modifier (staged or related procedure).

·  A new post-op period begins when using –58 modifier. 

You should review the Surgery Guidelines in your CPT manual to fully understand the CPT definition of the Surgical Package.  

Please also read the following resources to understand CMS’s Global Surgery guidelines:

* CMS’s Global Surgery Guidelines 

http://cms.hhs.gov/manuals/downloads/clm104c12.pdf
* NHIC’s General Surgery Billing Guide 

http://www.medicarenhic.com/providers/pubs/surgeryguide.pdf
* Modifiers 58, 78 and 79
 http://www.medicarenhic.com/providers/articles/surgerymod_1207.pdf 
* Billing Tips to Avoid Global Surgery Denials http://www.medicarenhic.com/providers/billing/globalsurgtips_0605.htm
PART TWO
Correct Coding

What is Unbundling?
“Unbundling” is the practice of assigning multiple CPT codes to a service that could accurately be described by one code.  

Under certain circumstances, codes that would normally be considered bundled may be billed together.  These situations may be reported using the appropriate anatomical modifier or modifier -59.    

Modifier -59 (Distinct Procedural Service): 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 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. However, when another already established modifier is appropriate, it should be used rather than modifier 59. Only if there is not a more descriptive modifier available, and the use of modifier 59 best explains the circumstances, should modifier 59 be used.

If you turn to your CPT manual and read the guidelines for excision of benign lesions (code series 11400 – 11471) you will notice that these codes include simple closure.  This means if the physician removes a lesion and then places stitches to repair the defect, you should report only the code for the lesion removal.  But, let’s say you have a patient, who comes in for stitches for a cut on the leg, also happens to have a skin lesion on his neck that’s been bothering him.  The physician repairs the leg wound with simple closure and also removes the skin lesion.  If you submit the two codes together, they will deny because they are bundled.  But, because they were done at two different anatomic sites, you should report the component code (in this case, the simple repair) with a modifier -59.  

Also throughout the CPT manual, there are instructions indicating situations when modifier -59 should be used.  For example, under codes 76818 and 76819 (fetal biophysical profile with or without non-stress testing), it tells you that assessments for any additional fetuses should be reported separately with modifier -59.  

Another thing to watch for in the CPT manual are codes marked as “separate procedure”.  

Separate procedures
The services described by these codes are often considered components of other services performed at the same time and should not be reported separately.  However, if they are performed alone, they may be reported.  These codes may also be reported when done on the same day as another service if they are unrelated or distinct.  For example, Dr. Gyn dilates the cervical canal (57800) (separate procedure) and inserts an IUD (58300).  Because the cervix is normally dilated when an IUD is inserted, it is considered an integral component and not reported separately.   You would report only the 58300.  But, if the dilation was the only procedure performed, then it would be reported.   

According to CMS’s National Correct Coding Policy Manual for Part B Medicare Carriers, codes designated as “separate procedure” “should not be reported when performed along with another procedure in an anatomically related region through the same skin incision or orifice”.  Therefore, codes designated as “separate procedure” should only be reported if done at an anatomically unrelated site.  

CMS’s National Correct Coding Initiative

CMS carriers (and most other payors) use NCCI edits within their claim processing systems.  It is important to understand the edits to avoid unbundling and claims denials.  

The NCCI edits can be downloaded here: http://www.cms.hhs.gov/NationalCorrectCodInitEd/NCCIEP/list.asp#TopOfPage 

CCI includes two different sets of edits:    
1. The Column 1/Column 2 edits identify code pairs that should not be billed together because one service inherently includes the other. 

2. The Mutually Exclusive edits identify code pairs that, for clinical reasons, are unlikely to be performed on the same patient on the same day. 

When using CCI, you need to check both the Column 1/Column2 and the Mutually Exclusive folders.
The edit files, which are posted as Excel spreadsheets, are indexed by procedural code ranges for easy navigation.  (If you were looking for CPT code 20610, then you would go to the file marked "20000-29999" in both the Column1/Column 2 folder and the Mutually Exclusive folder.)  You can use the find feature in Excel to quickly locate the code you are inquiring about.  

Each file is set up with two columns (A & B) that identify pairs of services that normally should not be billed by the same physician for the same patient on the same day.  

The code indicated in the RIGHT column (column B) is bundled into the code indicated in the left column (column A).  Under normal circumstances, the code in the column B should not be billed with the code in the column A, unless there is an indicator of “9” in column F, which means the code pair edit was a mistake and can be disregarded.  

· If there is an indicator of “0” in column F, the codes can never be billed together.  

· If there is an indicator of “1”, the codes may be billed together if appropriate.  

The existence of a CCI edit indicates that the two codes cannot be reported together unless there is an indicator of “1” AND the two corresponding procedures are performed at separate patient encounters, separate anatomic locations, or on separate lesions.  (Per CMS)

Just because there is an indicator of “1” does NOT mean you can automatically add the -59.  This is a fraudulent billing practice.  You must ensure that the services are truly distinct before appending a modifier.  

In fact, according to a report by the OIG (http://oig.hhs.gov/oei/reports/oei-03-02-00771.pdf), “Forty percent of code pairs billed with modifier 59 in FY 2003 did not meet program requirements, resulting in $59 million in improper payments”.  
Check the documentation in the patient’s medical record.  If documentation does not support the distinct nature of the services, they should not be reported.  

MORE EXAMPLES:  

A. 20550 is bundled into 20610 with an indicator of “1”, so, if a provider injected both a ligament and a joint of the same shoulder, you would not be able to bill both codes per CCI.  However, if the provider injected a ligament of the LEFT shoulder and a joint of the RIGHT shoulder, this would be considered a separate anatomical location and would be appropriately billed together.  Use of anatomical modifiers –LT and -RT would allow the claim to get paid by bypassing the edits.  (Consult your CPT manual for a complete list of anatomical modifiers.)

B. 94664 is bundled into 94640 with an indicator of “1”.  If a patient had an appointment in the morning that included a nebulizer treatment and inhaler teaching, you would not be able to bill the 94664.  On the other hand, let’s say a patient had a morning appointment and also had inhaler teaching.  If, later in the same day, the patient had an asthma attack and returned to the same physician for a nebulizer treatment, you would be able to bill for both services because they were done at separate patient encounters.  Under these circumstances, anatomical modifiers do not apply so use of modifier –59 is appropriate.  Submit the code in column B, in this case the 94664, with a –59 modifier.  

For additional information and examples, read Medicare’s article on proper usage of modifier -59:  http://www.cms.hhs.gov/NationalCorrectCodInitEd/Downloads/modifier59.pdf
National Correct Coding Initiative Coding Policy Manual:

CMS also publishes the National Correct Coding Policy Manual, which is a reference tool that explains the rationale for NCCI edits.  http://www.cms.hhs.gov/NationalCorrectCodiNitEd/01_overview.asp   

Below are just some of the common policies found in the National Correct Coding Policy Manual that you should be aware of.   (I highly recommend that every coder read the entire manual!)  

· Coding based on standards of medical practice.  Any activities that are integral to a procedure are considered to be included in each surgical code.  Some examples of services that are integral to all codes are:

· Cleansing, shaving, and prepping of skin

· Draping, prepping and positioning of the patient

· Insertion of IV access for medication

· Anesthesia administered by the physician performing the procedure

· Surgical approach including:  identification of anatomical landmarks, incision & evaluation/exploration of surgical field, simple debridement of traumatized tissue, lysis of simple adhesions and isolation of structures that are limiting access to the surgical field.   

· Wound irrigation and surgical cultures

· Insertion and removal of drains, suction devices, dressings and pumps into same site
· Surgical closure
Generally, if a service is necessary to successfully accomplish a procedure and failure to perform it would compromise the success of the procedure, it is considered to be an integral part – bundled – and should not be billed separately.  

EXAMPLE:  

Lysis of adhesions and exploratory laparotomy reported with colon resection or other abdominal procedure.   These procedures represent gaining access to the organ system of interest and are NOT separately reported.  

(However, lysis of adhesions that are extensive (more than an hour) would be considered unusual and modifier –22 can be used on the colon resection or other abdominal procedure code.  Per the NHIC Part B Resource (March 2005, pg 120) – “lysis of adhesions that requires greater than one hour would be considered outside the range for expected difficulty”.) 

Generally, when a lesser service is followed by a more extensive service on the same anatomic location, only the more extensive service is reported.  

EXAMPLE: A lesion is biopsied and then destroyed - bill only for the destruction because it is more extensive.

· Endoscopic procedures: 

· Surgical endoscopies always include diagnostic endoscopy.  (e.g.  pt goes in for a screening colonoscopy – 45378, but ends up having a polyp removed.  Only the code for the surgical procedure would be coded – 45385)

· “Scout” endoscopies performed prior to an open procedure to establish the location or extent of a lesion, or evaluation for anatomic assess represent a part of assessment of the surgical field.  This is necessary to accomplish the overall procedure and is not billed separately.  




HOWEVER, if the intent was a diagnostic endoscopy for the purpose of an initial diagnosis and the decision to perform a procedure was made based on the endoscopy, it may be appropriate to report the diagnostic endoscopy separately and bill the open surgical procedure with a –58 modifier.  

EXAMPLES:  

1.  A patient, who has already been diagnosed with lung disease, comes in for a lobectomy.  Prior to opening the patient, the surgeon performs a bronchoscopy to evaluate the extent of the lesion.  It would not be appropriate to bill the diagnostic bronchoscopy, as it is part of the assessment of the surgical field.  

2.  A different patient with an abnormal chest x-ray, who has not had a definite diagnosis made, is scheduled for a diagnostic bronchoscopy.  During the bronchoscopy, the surgeon discovers that the patient has extensive lung cancer and decides the patient needs surgery right away.  The surgeon gets consent from the patient and proceeds at that point with an open lobectomy.  In this case it would be appropriate to bill the bronchoscopy separately, as it was not performed as part of the open procedure but a separate and distinct procedure.  

· Endoscopic procedures converted to open procedures.  When an endoscopic procedure is attempted but fails and another surgical procedure is necessary, code only the successful procedure.  For example, if laparoscopic cholecystectomy is attempted and fails and an open cholecystectomy is performed, code only the open cholecystectomy.  In some cases, if the surgery was extensive, it may be appropriate to append modifier –22 (unusual procedural services).

Abdominal Procedures: 

· Appendectomies are commonly performed incidentally during many abdominal procedures.  The appendectomy is only reported separately if it is medically necessary. 

· Hernia repairs are reported only if it is medically necessary at a different incisional site.  If, in the course of an open abdominal procedure, a hernia is repaired “on the way” to the organ system of interest, it is considered incidental and not billed separately.  

· When a recurrent hernia requires repair, the appropriate recurrent hernia repair code is reported.  

PART THREE
The National Physician Fee Schedule Relative Value File

The National Physician Fee Schedule Relative Value File, which can be downloaded for free at      

http://cms.hhs.gov/PhysicianFeeSched/http://www.cms.hhs.gov/physicianfeesched/pfsrvf/list.asp?listpage=3PFSRVF/list.asp#TopOfPage  is issued yearly and updated quarterly by CMS.  It contains information about every HCPCS and CPT code.  Below are explanations of which columns you should be most familiar with and what they mean.  This information applies to Medicare claims and other payors who follows CMS guidelines.  (For more detailed information about each column, see the PDF called “RVUPUF08”.)

· You will need UNzip software to download the file.  

· When you go the above page, click on the link for 2008 and download “rvu08a.zip”.  
· The folder you download will contain 16 files.  
· Open the EXCEL file called “PPRVU08”.    
· (NOTE:  I am using the 2008 (1st quarter) fee schedule as an example in this article.  This applies to dates of service January 1, 2008 – March 31, 2008.  If you need a different  fee sched, download a different file.  A  is first quarter, B  for 2nd quarter and so on.) 

To begin, highlight column A and then use the find feature (Ctrl + F) in Excel to locate the code you want information about.  

COLUMN A, B, C
· Column A is the numeric CPT or HCPCS code.  

· Column B is for Professional Component (-26) or Technical Component (-TC) modifiers if applicable.  (Additional information under Column N)

· Column C is the written description of the CPT or HCPCS code.  

COLUMN D – Status Code

A letter indicator identifies the fee schedule status of each code.  

· A – Active code.  These codes are paid under the physician fee schedule.

· B – Bundled code.  These codes are always bundled into any other services provided on the same day.  Payment may be made if it is the only service provided on that DOS. 

· C - Carriers price the code.  These codes generally require documentation attached and the carrier will price the code on an individual basis.  

· E – Excluded.  The codes are excluded from the physician fee schedule.

· G – Not valid for Medicare purposes.  Medicare uses another code for reporting of, and payment for, these services. (Usually a CPT code that must be replaced with a HCPCS code). (Subject to 90-day grace period). 

· I - Not valid for Medicare purposes.  Medicare uses another code for reporting of, and payment for, these services. (Usually a CPT code that must be replaced with a HCPCS code). (Not subject to 90-day grace period).

· N – Non-covered service
· P – Bundled/excluded codes.  Supplies not paid under the physician fee schedule. 

· R – Restricted coverage.  Special coverage instructions apply.

· T – Bundled code. These codes are only paid if there are no other services payable under the physician fee schedule billed on the same date by the same provider.  

· X – Statutory exclusion.  These codes represent services or items that are not in the statutory definition of “physician services: for fee schedule payment purposes. (Examples: ambulance services and clinical lab services.)  

COLUMN F THROUGH S – Relative Value Units (RVUs)

RVUs are assigned to each code based on work (time, effort, technical expertise, etc. required by the provider), overhead expenses (practice expense) (PE), and malpractice insurance (MP).  Usually, RVUs are higher in an office setting than in a facility because of the overhead expenses required by the office.  Medicare’s fee schedule is calculated by taking the established Total RVUs (work + PE + MP) and multiplying them by the GPCI (geographic practice cost indices) and then multiplying by the Conversion Factor (CF).  

For a complete, detailed explanation of the Fee Schedule and the payment calculations see the PDF file called “RVUPUF08

· * Column Q is the non-facility RVU total (office)

· * Column S is the facility RVU total (hospital or other facility)

COLUMN T – PC/TC (professional component/technical component indicator)

Allows you determine whether modifiers –26 and –TC should be used with the code.

· 0 – Physician service codes only.  These codes should never be split into PC/TC

· 1 – Diagnostic tests or radiology services.  Modifiers –26 and –TC can be used with these codes.

· 2 – Professional component only.  These codes describe physician work only (e.g. 93010 EKG interpretation and report).  These codes already describe professional component only and there is another associated code to describe the technical portion only and another one to describe the global service.  Modifiers –26 and –TC cannot be used with these codes.  

· 3 – Technical component only.  These codes describe technical component only (e.g. 93005 EKG tracing only).  There is another associated code to describe the professional portion only and another one to describe the global service.  Modifiers –26 and –TC cannot be used with these codes.  

· 4 – Global test only codes.  These codes can only be billed globally.  Modifiers –26 and –TC cannot be used with these codes because there are different codes to describe the PC/TC components.  

· 5 – Incident to codes.  These codes will not be paid when they are provided to hospital outpatient or inpatient patients.  Modifiers –26 and –TC cannot be used with these codes.  

· 6 – Laboratory physician interpretation codes.  These codes are clinical lab codes for which separate payment for interpretations by lab physicians may be made.  Actual performance of the test is paid under the lab fee schedule.  Modifier –TC cannot be used with these codes.  

· 7 – Physical therapy service.  Payment may not be made if an independently practicing PT or OT provides the service to inpatient or hospital outpatient patients. 

· 9 – Concept does not apply
COLUMN U – Global Days

Provides the postoperative time frames that apply to each surgical procedure or other indicators that describe the applicability of the global concept to the service.  

· 000 – Endoscopic or minor procedure that has no global period.

· 010 – Minor procedure with a 10-day global period.  

· 090 – Major procedure with a 90-day global period.

· MMM – Maternity codes.

· XXX – Global concept does not apply.

· YYY – Carrier determines whether global concept applies.

· ZZZ – Code related to another service.  (Add-on codes).

COLUMN Y – Multiple Procedure

Indicates which payment adjustment rule for multiple procedures applies to this service.

· 0 – No payment adjustment rules apply.  If procedure is reported on the same day as another procedure, the full fee schedule amount will be paid.  

· 2 – Standard payment adjustment rules for multiple procedures apply.  If procedure is reported on the same day as another procedure with an indicator of 2, the procedure with the highest RVU will be paid at 100% of the physician fee schedule amount and each subsequent service will be reduced by 50%.  If more than five of these procedures are performed on the same DOS, a report may be required.  
· 3 – Special rules for multiple Endoscopic procedures apply.  (see page 81 & 82 in Chapter 12 of the Medicare Claims Processing Manual - http://cms.hhs.gov/manuals/downloads/clm104c12.pdf 

· 9 – Concept does not apply
COLUMN Z – Bilateral Procedures 
Indicates which services are subject to (or not subject to) bilateral payment adjustments.

· 0 – Adjustment does not apply.  Do NOT bill with a –50 modifier. If this procedure is reported with modifier –50, only a single code will be paid.  The bilateral adjustment is inappropriate because of (a) physiology or anatomy or (b) because the code descriptor specifically states that it is a unilateral procedure and there is another code for the bilateral procedure.  

· 1 – 150% payment adjustment does apply.  Do bill with a –50 modifier. If this procedure is billed with a –50 modifier, 150% of the fee schedule amount for this code will be paid.  (100% for left side and 50% for right side).

· 2 – Adjustment does not apply.  Do NOT bill with a –50 modifier. RVUs are already based on the procedure being performed bilaterally because the code descriptor specifically states that the procedure is bilateral.  

· 3 – Adjustment does not apply.  Do bill with a –50 modifier or –LT/-RT. Services in this category are generally radiology procedures or other diagnostic tests which are not subject to special payment adjustments.  If these codes are billed with –50, -LT/RT, or 2 units, 100% of each service will be paid.  

COLUMN AA – Assist at Surgery  

Provides an indicator for services in which an assistant at surgery may or may not be paid.
· 0 – Send with notes.  Assists at surgery will be paid as long as supporting documentation is submitted that establishes medical necessity.  

· 1 – Assistant at surgery will never be paid.  
· 2 – Assistant at surgery will be paid. (notes are not required)  
· 9 – Concept does not apply. 
COLUMN AB – Co-surgeons

Provides an indicator for services for which two surgeons, each in a different specialty, may or may not be paid. 

· 0 – Co-surgeons not permitted for this procedure

· 1 – Send with notes.  Co-surgeons could be paid; supporting documentation is required to establish the medical necessity of two surgeons for the procedure.  

· 2 – Co-surgeons permitted.  No documentation required if the two specialty requirements are met. 
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