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COPYRIGHT

© 2007 Mississippi Workers’ Compensation Commission
Fee data © 2007 Ingenix

All rights reserved. Printed in the United States of America.
No part of this publication may be reproduced or
transmitted in any form or by any means, electronic or
mechanical, including photocopy, recording, or storage in a
database retrieval system, without the prior written
permission of the publisher.

PUBLISHER'S NOTICE

The Mississippi Workers” Compensation Medical Fee Schedule is
designed to be an accurate and authoritative source of
information about medical coding and reimbursement.
Every reasonable effort has been made to verify its accuracy,
and all information is believed reliable at the time of
publication. Absolute accuracy, however, cannot be
guaranteed.

Ingenix worked closely with the Mississippi Workers’
Compensation Commission in the development, formatting,
and production of this Fee Schedule. However, all decisions
resulting in the final content of this Fee Schedule were made
solely by the Mississippi Workers” Compensation
Commission.

This publication is made available with the understanding
that the publisher is not engaged in rendering legal and other
services that require a professional license.

For additional copies of this publication or other fee
schedules, please call 1.800.INGENIX (464.3649).

AMERICAN MEDICAL ASSOCIATION NOTICE

The five character codes included in the Mississippi Workers’
Compensation Medical Fee Schedule are obtained from the
Current Procedural Terminology (CPT®), copyright 2006 by
the American Medical Association (AMA). CPT is developed
by the AMA as a listing of descriptive terms and five
character identifying codes and modifiers for reporting
medical services and procedures performed by physicians.

The responsibility for the content of the Mississippi Workers’
Compensation Medical Fee Schedule is with the State of
Mississippi Workers” Compensation Commission and no
endorsement by the AMA is intended or should be implied.
The AMA disclaims responsibility for any consequences or
liability attributable or related to any use, nonuse or
interpretation of information contained in the Mississippi
Workers” Compensation Medical Fee Schedule. No fee
schedules, basic unit values, relative value guides,

conversion factors or scales are included in any part of CPT.
Any use of CPT outside of the Mississippi Workers’
Compensation Medical Fee Schedule should refer to the most
current Current Procedural Terminology which contains the
complete and most current listing of CPT codes and
descriptive terms. Applicable FARS/DFARS apply.

AMERICAN SOCIETY OF ANESTHESIOLOGISTS'

Nortice
Relative Value Guide © 2006 American Society of
Anesthesiologists. All Rights Reserved.

Relative Value Guide™ is a relative value study and not a fee
schedule. It is intended only as a guide. ASA does not
directly or indirectly practice medicine or dispense medical
services. ASA assumes no liability for data contained or not
contained herein.

Relative Value Guide™ is a trademark of the American Society
of Anesthesiologists.
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Introduction

Pursuant to Mississippi Code Annotated (MCA), section
71-3-15(3)(Rev. 2000), the following Fee Schedule,
including Cost Containment and Utilization Management
rules and guidelines, is hereby established in order to
implement a medical cost containment program. This Fee
Schedule, and accompanying rules and guidelines, applies to
medical services rendered after the effective date of July 1,
2007. This Fee Schedule establishes the maximum level of
medical and surgical reimbursement for the treatment of
work-related injuries and/or illnesses, which the Mississippi
Workers’ Compensation Commission deems to be fair and
reasonable.

This Fee Schedule shall be used by the Workers’
Compensation Commission, insurance payers, and
self-insurers for approving and paying medical charges of
physicians, surgeons, and other health care providers for
services rendered under the Mississippi Workers’
Compensation Law. This Fee Schedule applies to all medical
services provided to injured workers by physicians, and also
covers other medical services arranged for by a physician. In
practical terms, this means professional services provided by
hospital-employed physicians, as well as those physicians
practicing independently, are reimbursed under this Fee
Schedule.

The Commission will require the use of the most current
version of the CPT book and HCPCS codes and modifiers in
effect at the time services are rendered. All coding, billing
and other issues, including disputes, associated with a claim,
shall be determined in accordance with the CPT rules and
guidelines in effect at the time service is rendered, unless
otherwise provided in this Fee Schedule or by the
Commission. As used in this Fee Schedule, CPT refers to the
American Medical Association’s Current Procedural
Terminology codes and nomenclature. CPT is a registered
trademark of the American Medical Association. HCPCS is
an acronym for the Centers for Medicare and Medicaid
Services’ (CMS) Healthcare Common Procedure Coding
System and includes codes for procedures, equipment, and
supplies not found in the CPT book. However, the inclusion
of a service, product or supply in the CPT book or HCPCS
book does not necessarily imply coverage, reimbursement or
endorsement.

l. FORMAT

This Fee Schedule is comprised of the following sections:
Introduction; General Rules; Billing and Reimbursement
Rules; Medical Records Rules; Dispute Resolution Rules;
Utilization Review Rules; Rules for Modifiers and Code
Exceptions; Pharmacy Rules; Nurse Practitioner and
Physcian Assistant Rules; Home Health Rules; Skilled
Nursing Facility Rules; Evaluation and Management;
Anesthesia; Pain Management; Surgery; Radiology;
Pathology and Laboratory; Medicine Services; Physical
Medicine; Dental, Durable Medical Equipment (DME),
Orthotics, Prosthetics and Other HCPCS Codes; Inpatient
Hospital Payment Schedule and Rules; and Forms. Each
section listed above has specific instructions
(rules/guidelines). The Fee Schedule is divided into these
sections for structural purposes only. Providers are to use the
specific section(s) that contains the procedure(s) they
perform or the service(s) they render. In the event a
rule/guideline contained in one of the specific service
sections conflicts with a general rule/guideline, the
specific section rule/guideline will supercede.

This Fee Schedule utilizes Current Procedural Terminology
(CPT) codes and guidelines under copyright agreement with
the American Medical Association. The descriptions
included are full procedure descriptions. A complete list of
modifiers is included in a separate section for easy reference.

Il. ScoPe

The Mississippi Workers” Compensation Medical Fee Schedule
does the following:

A.  Establishes rules/guidelines by which the employer shall
furnish, or cause to be furnished, to an employee who
suffers a bodily injury or occupational disease covered
by the Mississippi Workers” Compensation Law,
reasonable and necessary medical, surgical, and hospital
services medicines, supplies or other attendance or
treatment as necessary. The employer shall provide to
the injured employee such medical or dental surgery,
crutches, artificial limbs, eyes, teeth, eyeglasses, hearing
apparatus, and other appliances which are reasonable
and necessary to treat, cure, and/or relieve the employee
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Mississippi Workers’ Compensation Medical Fee Schedule

from the effects of the injury/illness, in accordance with
MCA §71-3-15 (Rev. 2000), as amended.

B. Establishes a schedule of maximum reimbursement
allowances (MRA) for such treatment, attendance,
service, device, apparatus, or medicine.

C. Establishes rules/guidelines by which a health care
provider shall be paid the lesser of (a) the providers
total billed charge, or (b) the maximum reimbursement
allowance (MRA) established under this Fee Schedule.

D. Establishes rules for cost containment to include
utilization review of health care and health care services,
and provides for the acquisition by an employer/payer,
other interested parties, and the Mississippi Workers’
Compensation Commission, of the necessary records,
medical bills, and other information concerning any
health care or health care service under review.

E. Establishes rules for the evaluation of the
appropriateness of both the level and quality of health
care and health care services provided to injured
employees, based upon medically accepted standards.

E  Authorizes employers/payers to withhold payment from,
or recover payment from, health facilities or health care
providers that have made excessive charges or which
have provided unjustified and/or unnecessary
treatment, hospitalization, or visits.

G. Provides for the review by the employer/payer or
Commission any health facility or health care provider
records and/or medical bills that have been determined
not to be in compliance with the schedule of charges
established herein.

H. Establishes that a health care provider or facility may be
required by the employer/payer to explain in writing the
medical necessity of health care or health care service
that is not usually associated with, is longer and/or more
frequent than, the health care or health care service
usually accompanying the diagnosis or condition for
which the patient is being treated.

I.  Provides for medical cost containment review and
decision responsibility. The rules and definitions
hereunder are not intended to supersede or modify the
Workers’ Compensation Act, the administrative rules of
the Commission, or court decisions interpreting the Act
or the Commission’s administrative rules.

J. Provides for the monitoring of employer/payers to
determine their compliance with the criteria and
standards established by this Fee Schedule.

Establishes deposition/witness fees.

~

Establishes fees for medical reports.

M. Provides for uniformity in billing of provider services.

Establishes rules/guidelines for billing.

Establishes rules/guidelines for reporting medical claims
for service.

Establishes rules/guidelines for obtaining medical
services by out-of-state providers.

Establishes rules/guidelines for Utilization Review to
include pre-certification, concurrent review, discharge
planning and retrospective review.

Establishes rules for dispute resolution which includes
an appeal process for determining disputes which arise
under this Fee Schedule.

Establishes a Peer Review system for determining
medical necessity. Peer review is conducted by
professional practitioners of the same specialty as the
treating medical provider on a particular case.

Establishes the list of health care professionals who are
considered authorized providers to treat employees
under the Mississippi Workers” Compensation Law; and
who, by reference in this rule, will be subject to the
rules, guidelines and maximum reimbursement limits in
this Fee Schedule.

Establishes financial and other administrative penalties
to be levied against payers or providers who fail to
comply with the provisions of the Fee Schedule,
including but not limited to interest charges for late
billing or payment, percentage penalties for late billing
or payment, and additional civil penalties for practices
deemed unreasonable by the Commission.

MEDICAL NECESSITY

The concept of medical necessity is the foundation of all
reimbursement made under the provision of section
71-3-15, Mississippi Code of 1972, as amended. For
reimbursement to be made, services and supplies must meet
the definition of “medically necessary.”

A.

For the purpose of the Workers’ Compensation
Program, any reasonable medical service or supply used
to identify or treat a work-related injury/illness which is
appropriate to the patient’s diagnosis, is based upon
accepted standards of the health care specialty involved,
represents an appropriate level of care given the location
of service, the nature and seriousness of the condition,
and the frequency and duration of services, is not
experimental or investigational, and is consistent with
or comparable to the treatment of like or similar
non-work related injuries, is considered “medically
necessary.” The service must be widely accepted by the
practicing peer group, based on scientific criteria, and
determined to be reasonably safe. It must not be

CPT only © 2006 American Medical Association. All Rights Reserved.



Introduction

experimental, investigational, or research in nature
except in those instances in which prior approval of the
payer has been obtained. For purposes of this provision,
“peer group” is defined as similarly situated physicians
of the same specialty, licensed in the State of Mississippi,
and qualified to provide the services in question.

B. Services for which reimbursement is due under this Fee
Schedule are those services meeting the definition of
“medically necessary” above and which are required to
determine or diagnose whether a work-related injury or
illness has been sustained, or which are required for the
remedial treatment or diagnosis of an on-the-job injury,
a work-related illness, a pre-existing condition affected
by the injury or illness, or a complication resulting from
the injury or illness, and which are provided for such
period as the nature of the injury or process of recovery
may require.

C. Treatment of conditions unrelated to the injuries
sustained in an industrial accident may be denied as
unauthorized if the treatment is directed toward the
non-industrial condition or if the treatment is not
deemed medically necessary for the patient’s
rehabilitation from the industrial injury.

IV. DEFINITIONS

Act means Mississippi Workers’ Compensation Law,
Mississippi Code Annotated (MCA), section 71-3-1 et seq
(Rev. 2000 as amended).

Adjust means that a payer or a payer’s agent reduces or

otherwise alters a health care provider’s request for payment.

Appropriate care means health care that is suitable for a
particular patient, condition, occasion, or place.

Bill means a claim submitted by a provider to a payer for
payment of health care services provided in connection with
a covered injury or illness.

Bill adjustment means a reduction of a fee on a provider’s
bill, or other alteration of a provider’s bill.

By report (BR) means that the procedure is new, or is not
assigned a maximum fee, and requires a written description
included on or attached to the bill. “BR” procedures require a
complete listing of the service, the dates of service, the
procedure code, and the payment requested. The report is
included in the reimbursement for the procedure.

Carrier means any stock company, mutual company, or
reciprocal or inter-insurance exchange authorized to write or
carry on the business of Workers’ Compensation Insurance

in this State, or self-insured group, or third-party payer, or
self-insured employer, or uninsured employer.

CMS-1500 means the CMS-1500 form and instructions that
are used by noninstitutional providers and suppliers to bill
for outpatient services. Use of the most current CMS-1500
form is required. (Implementation of the CMS-1500 (08-05)
form that has been revised to accommodate reporting of the
National Provider Identifier (NPI) has been postponed by
CMS. The previous version, form CMS-1500 (12-90),
should be used until replaced with form CMS-1500 (08-05).

Commission means the Mississippi Workers’ Compensation
Commission.

Case means a covered injury or illness occurring on a
specific date and identified by the worker’s name and date of
injury or illness.

Consultation means a service provided by a physician
whose opinion or advice regarding evaluation and/or
management of a specific problem is requested by another
physician or other appropriate source. If a consultant,
subsequent to the first encounter, assumes responsibility for
management of the patients condition, that physician
becomes a treating physician. The first encounter is a
consultation and shall be billed and reimbursed as such. A
consultant shall provide a written report of his/her findings.
A second opinion is considered a consultation.

Controverted claim is a workers’ compensation claim which
is pending before the Commission and in which the patient
or patients legal representative has filed a Petition to
Controvert.

Covered injury or illness means an injury or illness for
which treatment is mandated under the Act.

Critical care means care rendered in a variety of medical
emergencies that requires the constant attention of the
practitioner, such as cardiac arrest, shock, bleeding,
respiratory failure, postoperative complications, and is
usually provided in a critical care unit or an emergency
department.

Day means a continuous 24-hour period.

Diagnostic procedure means a service that helps determine
the nature and causes of a disease or injury.

Durable medical equipment (DME) means specialized
equipment designed to stand repeated use, appropriate for
home use, and used solely for medical purposes.

Expendable medical supply means a disposable article that
is needed in quantity on a daily or monthly basis.

CPT only © 2006 American Medical Association. All Rights Reserved.
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Follow-up care means the care which is related to the
recovery from a specific procedure and which is considered
part of the procedure’s maximum reimbursement allowance,
but does not include complications.

Follow-up days are the days of care following a surgical
procedure which are included in the procedure’s maximum
reimbursement allowance amount, but which do not include
complications. The follow-up day period begins on the day
of the surgical procedure(s).

Health care review means the review of a health care case,
bill, or both by the payer or the payers agent.

Incident to means that the services and supplies are
commonly furnished as an integral part of the primary
service or procedure.

Incidental surgery means surgery performed through the
same incision, on the same day, by the same doctor, not
increasing the difficulty or follow-up of the main procedure,
or not related to the diagnosis.

Incorrect payment means the provider was not reimbursed
according to the rules/guidelines of the Fee Schedule and the
payer has failed to provide any reasonable basis for the
adjusted payment.

Independent medical examination (IME) means a
consultation provided by a physician to evaluate a patient at
the request of the Commission. This evaluation may include
an extensive record review and physical examination of the
patient and requires a written report.

Independent procedure means a procedure that may be
carried out by itself, completely separate and apart from the
total service that usually accompanies it.

Inpatient services means services rendered to a person who
is admitted as an inpatient to a hospital.

Maximum reimbursement allowance (MRA) means the
lesser of the providers total billed charge, or the maximum
specific fee set forth in this Fee Schedule; or, the usual and
customary fee.

Medical only case means a case that does not involve more
than five (5) days of disability or lost work time and for
which only medical treatment is required.

Medically accepted standard means a measure set by a
competent authority as the rule for evaluating quality or
quantity of health care or health care services and which may
be defined in relation to any of the following:

*  Professional performance

e Professional credentials
e The actual or predicted effects of care
e The range of variation from the norm

Medically necessary means any reasonable medical service
or supply used to identify or treat a work-related
injury/illness which is appropriate to the patient’s diagnosis,
is based upon accepted standards of the health care specialty
involved, represents an appropriate level of care given the
location of service, the nature and seriousness of the
condition, and the frequency and duration of services, is not
experimental or investigational, and is consistent with or
comparable to the treatment of like or similar non-work
related injuries.

Medical record means a record in which the medical service
provider records the subjective findings, objective findings,
diagnosis, treatment rendered, treatment plan, and return to
work status and/or goals and impairment rating as
applicable.

Medical supply means either a piece of durable medical
equipment or an expendable medical supply.

Observation services means services rendered to a person
who is designated or admitted as observation status.

Operative report means the practitioner’s written
description of the surgery and includes all of the following:
e A preoperative diagnosis;

e A postoperative diagnosis;

e A step-by-step description of the surgery;

e Adescription of any problems that occurred in surgery;
and

e The condition of the patient upon leaving the operating
room.

Optometrist means an individual licensed to practice
optometry.

Orthotic equipment means an orthopedic apparatus
designed to support, align, prevent, or correct deformities,
or improve the function of a moveable body part.

Orthotist means a person skilled in the construction and
application of orthotic equipment.

Outpatient service means services provided to patients at a
time when they are not hospitalized as inpatients.

Payer means the employer or self-insured employed group,
carrier, or third-party administrator (TPA) who pays the
provider billings.

CPT only © 2006 American Medical Association. All Rights Reserved.
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Pharmacy means the place where the science, art, and
practice of preparing, preserving, compounding, dispensing,
and giving appropriate instruction in the use of drugs is
practiced.

Practitioner means a person licensed, registered, or certified
as an acupuncturist, audiologist, doctor of chiropractic,
doctor of dental surgery, doctor of medicine, doctor of
osteopathy, doctor of podiatry, doctor of optometry,
massage therapist, nurse, nurse anesthetist, nurse
practitioner, occupational therapist, orthotist, pharmacist,
physical therapist, physician assistant, prosthetist,
psychologist, or other person licensed, registered, or
certified as a health care professional or provider.

Primary procedure means the therapeutic procedure most
closely related to the principal diagnosis, and in billing, the
CPT code with the highest relative value unit (RVU) that is
neither an add-on code nor a code exempt from modifier 51
shall be considered the primary procedure. Reimbursement
for the primary procedure is not dependent on the ordering
or re-ordering of codes.

Procedure means a unit of health service.

Procedure code means a five—digit numerical sequence or a
sequence containing an alpha character and preceded or
followed by four digits, which identifies the service
performed and billed.

Properly submitted bill means a request by a provider for
payment of health care services submitted to a payer on the
appropriate forms with appropriate documentation and
within the time frame established under the guidelines of the
Medical Fee Schedule.

Prosthesis means an artificial substitute for a missing body
part.

Prosthetist means a person skilled in the construction and
application of prostheses.

Provider means a facility, health care organization, or a
practitioner who provides medical care or services.

Secondary procedure means a surgical procedure performed
during the same operative session as the primary surgery but
considered an independent procedure that may not be
performed as part of the primary surgery.

Special report means a report requested by the payer to
explain or substantiate a service or clarify a diagnosis or
treatment plan.

Specialist means a board-certified practitioner,
board-eligible practitioner, or a practitioner otherwise

considered an expert in a particular field of health care
service by virtue of education, training, and experience
generally accepted by practitioners in that particular field of
health care service.

A usual and customary rate/fee is a reimbursement
allowance equal to the amount displayed by the Ingenix
MDR Charge Payment System (Mississippi State Version) for
the procedure at the 40th percentile. The Ingenix MDR
Charge Payment System is a national database of Relative
and Actual Charge Data (RACD) which includes charge
information for the State of Mississippi.

V. How T0 INTERPRET THE FEE SCHEDULE

CPT Code

The first column lists the American Medical Association’s
(AMA) CPT code. CPT 2007 codes are used by arrangement
with the AMA.

Add-on Codes
+ denotes procedure codes that are considered “add-on”
codes as defined in the CPT book.

Modifier 51 Exempt

O denotes procedure codes that are exempt from the use of
modifier 51 and are not designated as add-on
procedures/services as defined in the CPT book.

Conscious Sedation
©® denotes procedure codes that include conscious sedation
as an inherent part of providing the procedure.

Description
This Fee Schedule uses actual 2007 CPT full descriptions.

Relative Value

This column lists the relative value assigned to each
procedure. There are, however, procedures too variable to
accept a set value—these are “by report” procedures and are
noted BR.

Amount
This column lists the total reimbursable as a monetary
amount.

PC Amount

Where there is an identifiable professional and technical
component to a procedure, the portion considered to be the
professional component is listed. The professional
component gives the total reimbursable as a monetary

CPT only © 2006 American Medical Association. All Rights Reserved.
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amount. The technical component can be identified as the
Amount minus the PC Amount.

FUD

Follow-up days included in a surgical procedure’s global
charge are listed in this column.

Assist Surg

The assistant surgeon column identifies procedures that are
approved for an assistant to the primary surgeon whether a
physician, registered nurse first assistant (RNFA, RA), or
other individual qualified for reimbursement as an assistant
under the Fee Schedule.

ASC Amount

Ambulatory Surgery Center (ASC) payment is made for
facility services furnished in conjunction with outpatient
surgical procedures.

Facility Fee

The facility fee is paid to the facility for services in
conjunction with outpatient pain management, pathology,
laboratory, and radiology procedures.

VI. AUTHORIZED PROVIDERS

The following health care providers are recognized by the
Mississippi Workers” Compensation Commission as
acceptable to provide treatment to injured workers under the
terms of the Act, and must comply with the rules, guidelines,
billing and reimbursement policies and maximum
reimbursement allowance (MRA) contained in this Fee
Schedule when providing treatment or service under the
terms of the Act:

Acupuncturist (L.A.C.)

Audiologist

Certified Registered Nurse Anesthetist (C.R.N.A.)
Doctor of Chiropractic (D.C.)

Doctor of Dental Surgery (D.D.S.)/Doctor of Dental
Medicine (D.D.M.)

Doctor of Osteopathy (D.O.)
Licensed Clinical Social Worker (L.C.S.W))

Licensed Nursing Assistant

Licensed Practical Nurse (L.PN.)

Massage Therapist

Medical Doctor (M.D.)

Nurse Practitioner (N.P)

Occupational Therapist (O.T.)

Optometrist (O.D.)

Oral Surgeon M.D., D.O., DM.D., D.D.S.)
Pharmacist (R.Ph.)

Physical Therapist (PT.)

Physician Assistant (PA.)

Podiatrist (D.PM.)

Prosthetist or Orthotist

Psychologist (Ph.D.)

Registered Nurse (R.N.)

Registered Nurse First Assistant (R.N.EA., R.A.)
Speech Therapist

All health care providers, as listed herein, are subject to the
rules, limitations, exclusions, and maximum reimbursement
allowances of this Fee Schedule. Medical treatment under
the terms of the Act may be provided by any other person
licensed, registered or certified as a health care professional if
approved by the payer or Commission, and in such case,
said provider and payer shall be subject to the rules and
guidelines, including maximum reimbursement amounts,
provided herein.

VII. INFORMATION PROGRAM

The Workers’ Compensation Commission shall provide
ongoing information regarding this Fee Schedule for
providers, payers, their representatives and any other
interested persons or parties. This information shall be
provided primarily through informational sessions and
seminar presentations at our Annual Education Conference
as well as the distribution of appropriate information
materials via the Commission’s website, and by other means
as needed.
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. CONFIRMATORY CONSULTATION

As provided in section 71-3-15(1) of the Act, and in
M.W.C.C. General Rule 9, a payer/employer may request a
second opinion examination or evaluation for the purpose of
evaluating temporary or permanent disability or medical
treatment being rendered. This examination is considered a
confirmatory consultation. The confirmatory consultation is
billed using the appropriate level and site specific
consultation code appended with modifier 32 to indicate a

mandated service and paid in accordance with the Fee
Schedule.

Il. CoDING STANDARD

A.  The most current version of the American Medical
Association’s Current Procedural Terminology (CPT) book,
and, where appropriate, the codes and descriptors of the
American Society of Anesthesiologists' Relative Value
Guide™ | in effect at the time service is rendered or
provided shall be the authoritative coding guide, unless
otherwise specified in this Fee Schedule.

B. The most current version of HCPCS Level II codes
developed by CMS in effect at the time service is
rendered or provided shall be the authoritative coding
guide for durable medical equipment, prosthetics,
orthotics, and other medical supplies (DMEPOS), unless
otherwise specified in this Fee Schedule.

lll. DeposITION/WITNESS FEES; MEDICAL
RECORDS AFFIDAVIT

A. Any health care provider who gives a deposition or is
otherwise subpoenaed to appear in proceedings pending
before the Commission shall be paid a witness fee as
provided by M.W.C.C. Procedural Rule 18(h) in the
amount of $25.00 per day plus mileage reimbursement
at the rate authorized by M.W.C.C. General Rule 14.
Procedure code 99075 must be used to bill for a
deposition.

B. Inaddition to the above fee and mileage reimbursement,
any health care provider who gives testimony by
deposition or who appears in person to testify at a
hearing before the Commission shall be paid $500.00

IV.

<

for the first hour and $125.00 per quarter hour
thereafter. This fee includes necessary preparation time.
In the event a deposition is cancelled through no fault of
the provider, the provider shall be entitled to a payment
of $250.00 unless notice of said cancellation is given to
the provider at least 72 hours in advance. In the event a
deposition is cancelled through no fault of the provider
within 24 hours of the scheduled time, then, in that
event, the provider shall be paid the rate due for the first
hour of a deposition. Nothing stated herein shall
prohibit a medical provider and a party seeking to take
the medical provider’s deposition from entereing into a
separate contract which provides for reimbursement
other than as above provided.

Pursuant to Mississippi Workers’ Compensation
Commission Procedural Rule 9, an examining or
treating physician may execute an affidavit in lieu of
direct testimony. The Physicians Medical Record
Custodian is allowed to sign the affidavit in lieu of the
physician’s signature. Such charge for execution of the
affidavit is limited to a maximum reimbursement of
$25.00. Reimbursement for copies of medical records
that are attached to affidavits shall be made as outlined
elsewhere in the Fee Schedule.

IMPAIRMENT RATING

In determining the extent of permanent impairment
attributable to a compensable injury, the provider shall
base this determination on the most current edition of
the Guides to the Evaluation of Permanent Impairment, as
published and copyrighted by the American Medical
Association, or on any other credible, accepted source
for rating permanent impairment.

A provider is entitled to reimbursement for conducting
an impairment rating evaluation and determining the
extent of permanent impairment, and should bill for
such services using CPT codes 99455 or 99456.

INDEPENDENT MEDICAL EXAMINATION (IME)

An independent medical examination (IME) may be
ordered by the Mississippi Workers’ Compensation
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Vi

VII.

Commission or its Administrative Judges. A practitioner
other than the treating practitioner must do the medical
examination, and the Commission or Judge shall
designate the examiner.

An independent medical examination (IME) shall
include a study of previous history and medical care
information, diagnostic studies, diagnostic x-rays, and
laboratory studies, as well as an examination and
evaluation. An IME can only be ordered by the Workers’
Compensation Commission or one of its Administrative
Judges. A copy of the report must be sent to the patient,
or his attorney if represented, the payer, and the
Mississippi Workers” Compensation Commission.

The fee for the IME may be set by the Commission or
Judge, or negotiated by the payer and provider prior to
setting the appointment, and in such cases,
reimbursement shall be made according to the order of
the Commission or Judge, or according to the mutual
agreement of the parties. In the absence of an agreement
or order regarding reimbursement for an IME, the
provider shall bill for the IME using the appropriate
level and site-specific consultation code appended with
modifier 32 to indicate a mandated service, and shall be
reimbursed according to the Fee Schedule.

MAXiMum MEDICAL IMPROVEMENT

When an employee has reached maximum medical
improvement (MMI) for the work related injury and/or
illness, the physician should promptly, and at least
within fourteen (14) days, submit a report to the payer
showing the date of maximum medical improvement.

Maximum medical improvement is reached at such time
as the patient reaches the maximum benefit from
medical treatment or is as far restored as the permanent
character of his injuries will permit and/or the current
limits of medical science will permit. Maximum medical
improvement may be found even though the employee
will require further treatment or care.

OuT-OF-STATE MEDICAL TREATMENT

state, or more cost-effective care can be provided
out-of-state. In determining whether out-of-state
treatment is more cost effective, this question must be
viewed from both the payer and patient’s perspective. As
stated in General Rule 9, treatment should be provided
in an area reasonably convenient to the place of the
injury or the residence of the injured employee, in
addition to being reasonably suited to the nature of the
injury.

C. Reimbursement for out-of-state services shall be based

on one of the following, in order of preference: (1) the
workers’ compensation fee schedule for the state in
which services are rendered; or (2) in cases where there
is no applicable fee schedule for the state in which
services are rendered, or the fee schedule in said state
excludes or otherwise does not provide reimbursement
allowances for the services rendered, reimbursement
should be paid at the usual and customary rate for the
geographical area in which the services are rendered; or
(3) reimbursement for out-of-state services may be
based on the mutual agreement of the parties.

D. Prior authorization must be obtained from the payer for

referral to out-of-state providers. The documentation
must include the following:

1. Name and location of the out-of-state provider,

2. Justification for an out-of-state provider, including
qualifications of the provider and description of
services being requested.

VIII. AUTHORIZATION FOR TREATMENT

A.  Prior Authorization. Providers must request

authorization from the payer before service is rendered
for the services and supplies listed below:

1. Non-emergency elective inpatient hospitalization
2. Non-emergency elective inpatient surgery

3. Non-emergency elective outpatient surgery
4

Physical medicine treatments after 15 visits or 30
days, whichever comes first

5. Rental or purchase of supplies or equipment over

A. Each employer shall furnish all reasonable and the amount of $50.00 per item

necessary drugs, supplies, hospital care and services,

and medical and surgical treatment for the work-related 6. Rental or purchase of TENS

injury or illness. All such care, services, and treatment 7. Home health services

shall be performed at facilities within the state when g

. 8. Pain clinic/therapy programs
available.
s : . 9. External spinal stimulators

B.  When billing for out-of-state services, supporting P

documentation is necessary to show that the service 10. Pain control programs

being provided cannot be performed Wi'thm th? state, 11. Work hardening programs, back schools, functional

the same quality of care cannot be provided within the capacity testing, 15O kinetic testing
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12. Referral for orthotics or prosthetics

13. Referral for acupuncture

14. Referral for biofeedback

15. Referral to psychological testing/counseling
16. Referral to substance abuse program

17. Referral to weight reduction program

18. Referral to any non-emergency medical service
outside the State of Mississippi

19. Repeat MRI (more than one per injury)
20. Repeat CT Scan (more than one per injury)

B. Response Time. The payer must respond within two
(2) business days to a request of prior authorization for
non-emergency services.

C. Federal Facilities. Treatment provided in federal
facilities requires authorization from the payer.
However, federal facilities are exempt from the billing
requirements and reimbursement policies in this
manual.

D. Pre-certification for Non-emergency Surgery.
Providers must pre-certify all non-emergency surgery.
However, certain catastrophic cases require frequent
returns to the operating room (O.R.) (e.g., burns may
require daily surgical debridement). In such cases, it is
appropriate for the provider to obtain certification of the
treatment plan to include multiple surgical procedures.
The provider’s treatment plan must be specific and
agreement must be mutual between the provider and
the payer regarding the number and frequency of
procedures certified.

E. Retrospective Review. Failure to obtain pre-certification
as required by this Fee Schedule shall not, in and of
itself, result in a denial of payment for the services
provided. Instead, the payer shall conduct a
retrospective review of the services, and if the payer
determines that the services provided would have been
pre-certified, in whole or in part, if pre-certification had
been timely sought by the provider, then the payer shall
reimburse the provider for the approved services
according to the Fee Schedule, or, if applicable,
according to the separate fee agreement between the
payer and provider, less a ten percent (10%) penalty for
the provider failure to obtain pre-certification as
required by this Fee Schedule. This penalty shall be
computed as ten percent (10%) of the total allowed
reimbursement. If, upon retrospective review, the payer
determines that pre-certification would not have been
given, or would not have been given as to part of the
requested services, then the payer shall dispute the bill

and proceed in accordance with the Billing and Payment
Rules as hereafter provided.

E  Authorization Provided by Employer or Payer. When
authorization for treatment is sought and obtained from
the employer, or payer, whether verbally or in writing,
and medical treatment is rendered in good faith reliance
on this authorization, the provider is entitled to
payment from the employer or payer for the initial visit
or evaluation, or in emergency cases, for treatment
which is medically necessary to stabilize the patient.
Reimbursement is not dependent on, and payment is
due regardless of, the outcome of medically necessary
services which are provided in good faith reliance upon
authorization given by the employer or payer.

IX. RETURN TO WORK

If an employee is capable of some form of gainful
employment, it may be proper for the physician to release
the employee to light work and make a specific report to the
payer as to the date of such release and setting out any
restrictions on such light work. It can be to the employee’s
economic advantage to be released to light work, since
he/she can receive compensation based on sixty-six and
two-thirds percent (66 2/3%) of the difference between the
employee’s earnings in such light work and the employee’s
pre-injury average weekly wage. The physician’s judgment in
such matters is extremely important, particularly as to
whether the patient is medically capable of returning to
work in some capacity.

X.  SELECTION OF PROVIDERS

The selection of appropriate providers for diagnostic testing
or analysis, including but not limited to CAT scans, MRI,
x-ray, and laboratory, for physical or occupational therapy,
including work hardening, functional capacity evaluations,
back schools, chronic pain programs, massage therapy, or for
orthotics or prosthetics, shall be at the direction of the
treating or prescribing physician. In the absence of specific
direction from the treating or prescribing physician, the
selection shall be made by the payer, in consultation with the
treating or prescribing physician.

The selection of providers for the purchase or rental of
durable medical equipment shall be at the direction of the

payer.

The selection of providers for medical treatment or service,
other than as above provided, shall be in accordance with
the provisions of MCA section 71-3-15 (Rev. 2000).
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Billing and Reimbursement
Rules

GENERAL PROVISIONS

Maximum Reimbursement Allowance (MRA). Unless
the payer and provider have a separate fee contract
which provides for a different level of reimbursement,
the maximum reimbursement allowance for health care
services shall be the lesser of (a) the provider’s total
billed charge, or (b) the maximum specific fee
established by the Fee Schedule. Items or services or
procedures which do not have a maximum specific fee
established by this Fee Schedule shall be reimbursed at
the usual and customary fee as defined in this Fee
Schedule, and in such cases, the maximum
reimbursement allowance shall be the lesser of (1) the
providers total billed charge, or (2) the usual and
customary fee as defined by this Fee Schedule.

If this Fee Schedule does not establish a maximum
specific fee for a particular service or procedure, and a
usual and customary rate cannot be determined because
the Ingenix MDR Charge Payment System database does
not contain a fee for same, then the maximum
reimbursement allowance shall be the provider’s total
billed charge.

Separate Fee Contract. An employer/payer may enter
into a separate contractual agreement with a medical
provider regarding reimbursement for services provided
under the provisions of the Mississippi Workers’
Compensation Law, and if an employer/payer has such
an a contractual agreement with a provider designed to
reduce the cost of workers’ compensation health care
services, the contractual agreement shall control as to
the amount of reimbursement and shall not be subject
to the maximum reimbursement allowance otherwise
established by exempt from the Fee Schedule.
However, all other rules, guidelines and policies as
provided in this Fee Schedule shall apply and shall be
considered to be automatically incorporated into such
agreement.

1. Repricing Agreements. Payers and providers may
voluntarily enter into repricing agreements

designed to contain the cost of workers’
compensation health care after the medical care or
service has been provided, and in such case, the
reimbursement voluntarily agreed to by the parties
shall control to the exclusion of the Fee Schedule.
However, the time spent by the payer and provider
attempting to negotiate a post-care repricing
agreement does not extend the time elsewhere
provided in this Fee Schedule for billing claims,
paying claims, requesting correction of an incorrect
payment, requesting reconsideration, seeking
dispute resolution, or reviewing and responding to
requests for correction or reconsideration or
dispute resolution. In addition, applicable interest
and penalties related to late billing and/or late
payment shall continue to accrue as otherwise
provided. Efforts to negotiate a post-care repricing
agreement do not justify late billing or payment,
and either party may seek further relief in
accordance with the rules provided herein should
billing or payment not be made within the time
otherwise due under these rules. No party shall be
obligated to negotiate or enter into a repricing
agreement of any kind whatsoever.

No party, in attempting to negotiate a repricing or
other post treatment price reduction agreement,
shall state or imply that consent to such an
agreement is mandatory, or that the failure to enter
into any such agreement may result in audit, delay
of payment, or other adverse consequence. If the
Commission determines that any party, or other
person in privity therewith, has made such false or
misleading statements in an effort to coerce another
party’s consent to a repricing or other price
reduction agreement outside the Fee Schedule, the
Commission may refer the matter to the
appropriate authorities to consider whether such
conduct warrants criminal prosecution under
section 71-3-69 of the Law. This statute declares
that any false or misleading statement or
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representation made for the purpose of wrongfully
withholding any benefit or payment otherwise due
under the terms of the Workers’ Compensation Law

shall be considered a felony. In addition, the

Commission may levy a civil penalty in an amount
not to exceed ten thousand dollars ($10,000.00) if

it finds that payment of a just claim has been

delayed without reasonable grounds, as provided in

section 71-3-59(2) of the Law.

C. Billing Forms. Billing for provider services shall be
standardized and submitted on the following forms:

Providers must bill outpatient professional services on
the most recently authorized paper or electronic version

of the CMS-1500 (formerly HCFA-1500) form,
regardless of the site of service. Health care facilities
must bill on the most recently authorized uniform
billing form. The electronic version of the UB-04
(CMS-1450) is required beginning May 23, 2007.

D. Identification Number. All professional reimbursement
submissions by Covered Healthcare Providers as defined
under CMS rules for the implementation of the National

Provider Identifier (NPI) must include the National

Provider Identifier (NPI) field so as to enable the specific
identification of individual providers without the need

for other unique provider identification numbers.

Providers who do not yet have an NPI should continue
to use their legacy identifiers until such time as an NPI is
obtained. Providers are required to obtain an NPI within
the dates specified by CMS in its implementation rules.

E. Physician Specialty. The rules and reimbursement
allowances in the Mississippi Workers” Compensation
Medical Fee Schedule do not address physician

specialization within a specialty. Payment is not based
on the fact that a physician has elected to treat patients
with a particular/specific problem. Reimbursement to
qualified physicians is the same amount regardless of

specialty.

E  “No Show” Appointments. When an appointment is
made for a physician visit by the employer or payer, and

the claimant/patient does not show, the provider is
entitled to payment at the rate allowed for a minimal
office visit.

G. “After Hours” and Other Adjunct Service Codes.

When an office service occurs after a provider’s normal
business hours, procedure code 99050 may be billed.

Other adjunct service codes (99051-99060) may be
billed as appropriate. Typically, only a single adjunct

service code is reported per encounter. However, there

may be circumstances in which reporting multiple
adjunct codes per patient encounter may be
appropriate.

H. Portable Services. When procedures are performed

using portable equipment, bill the appropriate
procedure code. The charge for the procedure includes
the cost of the portable equipment.

Injections.

1. Reimbursement for injections includes charges for
the administration of the drug and the cost of the
supplies to administer the drug. Medications are
charged separately.

2. The description must include the name of the
medication, strength, and dose injected.

3. When multiple drugs are administered from the
same syringe, reimbursement will be for a single
injection.

4. Reimbursement for anesthetic agents such as
Xylocaine and Carbocaine, when used for
infiltration, is included in the reimbursement for
the procedure performed and will not be separately
reimbursed.

5. Anesthetic agents for local infiltration must not be
billed separately; this is included in the
reimbursement for the procedure.

6. Reimbursement for intra-articular and intra-bursal
injections (steroids and anesthetic agents) may be
separately billed. The description must include the
name of the medication, strength, and volume
given.

Supplies. Use CPT code 99070 or specific HCPCS
Level II codes to report supplies over and above those
usually included with the office visit or service
rendered. Do not bill for supplies that are currently
included in surgical packages, such as gauze, sponges,
and Steri-Strips®. Supplies and materials provided by
the physician over and above those usually included
with the office visit (drugs, splints, sutures, etc.) may be
charged separately and reimbursed at a reasonable rate.

INSTRUCTIONS TO PROVIDERS

All bills for service must be coded with the appropriate
CPT, ASA, or HCPCS Level II code.

The attending physician must file the appropriate billing
form and necessary documentation within thirty (30)
days of rendering services on a newly diagnosed
work-related injury or illness. Subsequent billings must
be submitted at least every thirty (30) days, or within
thirty (30) days of each treatment or visit, whichever last
occurs, with the appropriate medical records to
substantiate the medical necessity for continued
services. Late billings will be subject to discounts, not to

12
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exceed one and one-half percent (1.5%) per month of
the bill or part thereof which was not timely billed, from
the date the billing or part thereof is first due until
received by the payer. Any bill or part thereof not
submitted to the payer within sixty (60) days after the
due date under this rule shall be subject to an additional
discount penalty equal to ten percent (10%) of the total
bill or part therof.

Fees in excess of the maximum reimbursement
allowance (MRA) must not be billed to the employee,
employer, or payer. The provider cannot collect any
non-allowed amount.

If it is medically necessary to exceed the Fee Schedule
limitations and/or exclusions, substantiating
documentation must be submitted by the provider to
the payer with the claim form.

If a provider believes an incorrect payment was made
for services rendered, or disagrees for any reason with
the payment and explanation of review tendered by the
payer, then the provider may request reconsideration
pursuant to the rules set forth in part V below.

If, after the resolution of a reconsideration request or a
formal dispute resolution request, or otherwise, the
provider is determined to owe a refund to the payer, the
amount refunded shall bear interest at the rate of one
and one-half percent (1.5%) per month from the date
the refunded amount was first received by the provider,
until refunded to the payer.

INSTRUCTIONS TO PAYERS

An employers/payer’s payment shall reflect any
adjustments in the bill made through the
employer’s/payer’s bill review program. The
employer/payer must provide an explanation of review
(EOR) to a health care provider whenever
reimbursement differs from the amount billed by the
provider. This must be done individually for each bill.

In a case where documentation does not indicate the
service was performed, the charge for the service may be
denied. The explanation of review (EOR) must clearly
and specifically indicate the reason for the denial.

(1) When a billed service is documented, but the code
selected by the provider is not, in the payer’s/reviewer’s
estimation, the most accurate code available to describe
the service, the reviewer must not deny payment, but
shall reimburse based on the revised code. The
explanation of review (EOR) must clearly and
specifically detail the reason(s) for recoding the service
or otherwise altering the claim. No claim shall be

recoded or otherwise revised or altered without the
payer having actually reviewed the medical records
associated with the claim which document the service(s)
provided.

(2) As an alternative to recoding or altering a claim, the
payer may treat the matter under rule E(1) and (2)
below by paying any undisputed portion of the bill, and
notifying the provider by explanation of review (EOR)
that the remaining parts of the bill are denied or
disputed.

Properly submitted bills must be paid within thirty (30)
days of receipt by the payer. Properly submitted bills not
fully paid within thirty (30) days of receipt by the payer
shall automatically include interest on the unpaid
balance at the rate of one and one-half percent (1.5%)
per month from the due date of any unpaid remaining
balance until such time as the claim is fully paid and
satisfied. Properly submitted bills not fully paid within
sixty (60) days of receipt will be subject to an additional
penalty equal to ten percent (10%) of the unpaid
remaining balance, including interest as herein
provided.

(1) When an employer/payer disputes or otherwise
adjusts a bill or portion thereof, the employer/payer
shall pay the undisputed or unadjusted portion of the
bill within thirty (30) days of receipt of the bill. Failure
to pay the undisputed portion when due shall subject
the payer to interest and penalty as above provided on
the undisputed portion of the bill. If the dispute is
ultimately resolved in the provider’s favor, interest and
penalty on the disputed amounts will apply from the
original due date of the bill.

(2) When a payer disputes a bill or portion thereof, the
payer shall notify the provider within thirty (30) days of
the receipt of the bill of the reasons for disputing the bill
or portion thereof, and shall notify the provider of its
right to provide additional information and to request
reconsideration of the payer’s action. The payer shall set
forth the clear and specific reasons for disputing a bill or
portion thereof on the explanation of review (EOR), and
shall provide additional documentation if necessary to
provide an adequate explanation of the dispute.

Reimbursement determinations shall be based on
medical necessity of services to either establish a
diagnosis or treat an injury/illness. Thus, where service
is provided in good faith reliance on authorization given
by the employer or payer, reimbursement shall not be
dependent on the outcome of medically necessary
diagnostic services or treatment.
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IV.  FaciuTy FEE RULES

Please refer to the Pain Management section for the
State-specific facility reimbursement rules to be used for
outpatient pain management procedures.

Please refer to the Surgery section for the State-specific
facility reimbursement rules to be used for ambulatory
surgery center (ASC) procedures.

A. Prepayment Review for Facilities. The payer must
perform a prepayment review on inpatient hospital bills
and outpatient surgery bills in order to verify the
charges submitted.

1. Ata minimum, the pre-payment review should:

a. Validate that prior authorization was approved
according to Fee Schedule guidelines;

b. Validate that the length of stay and the level of
service was appropriate for the diagnosis;

c.  Review the bill for possible overcharges or
billing errors;

d. Determine if an on-site audit is appropriate;
e. Identify over utilization of services;

f. Identify those bills and case records that shall
be subject to professional review by a physician
or appropriate peer.

2. The payer must reimburse the hospital within thirty
(30) days of receipt of a valid claim form if
prepayment review criteria are met. An exception to
the thirty (30) day payment time will be made if
additional documentation is requested for
prepayment review, and in such cases, payment
should be made within thirty (30) days following
receipt of this additional documentation if
prepayment review criteria are met. If a full audit is
scheduled, eighty percent (80%) of the total bill
must be paid prior to the audit, and in such event,
the payer shall not be liable for interest and penalty
as above provided on any additional sums which
may be due following completion of the audit.
Failure to pay eighty percent (80%) of the total bill
prior to the audit shall result in interest and penalty
as above provided being added to the total amount
determined to be due, from the original due date
until paid.

3. 1If the hospital does not forward copies of requested
medical records to the payer after two (2)
consecutive requests following the initial request, or
if it fails to submit necessary or adequate
documentation to support the hospital services
rendered, the payer should perform a charge audit.

C.

Charge Audit. All charge audits must be performed

on-site unless otherwise agreed to by the provider and

payer.

1. The following information must be provided to the
hospital by the payer/auditor when scheduling an

audit:

a. Patient name

b. Account number

c. Date(s) of service
d. Diagnosis(es)

e. Total amount of bill
f.  Insurance company

g. Name of audit requester
h. Telephone number and address of requester

2. A hospital must schedule a charge audit within
thirty (30) days of a request by a payer/auditor.

3. Hospitals shall be reimbursed an audit fee of
$50.00 for associated audit costs.

4. When a charge audit is necessary, the auditor must
identify additional charges for medically necessary
hospital services that were ordered by the
authorized physician and were provided, but were
not included, on the initial bill.

5. The auditor must review and verify the audit
findings with a hospital representative at the
conclusion of the audit. The hospital may waive its
right to the exit conference.

6. The auditor must provide written explanation of
the final reimbursement determination based on
the audit findings, whether or not an exit
conference is held with the hospital. This written
explanation must be provided within thirty (30)
days following the conclusion of the audit.

When any hospital bill that has been prescreened and
found to be correct, or when corrections have been
made to the bill as required, or when a hospital bill has
been audited and verified as correct, it must be paid
within thirty (30) days thereafter.

Any hospital bill not paid when due under these rules
shall automatically include interest at the rate of one and
one-half percent (1.5%) per month from the due date of
such bill until paid. Any such bill not paid within sixty
(60) days after it is due under these rules will be subject
to an additional penalty equal to ten percent (10%) of
the total amount due, including interest as herein
provided.

14
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Implantables. An implantable is an item that is
implanted into the body for the purpose of permanent
placement, and remains in the body as a fixture.
Absorbable items, temporary items, or other items used
to help place the implant, are not within the definition
of “implantable” and are not reimbursed as such.

Implantables are included in the applicable DRG
reimbursement for inpatient treatment, and, therefore,
the provider of inpatient services is not required to
furnish the payer with an invoice for implantables. For
implantables used in the outpatient setting,
reimbursement shall be made separately from the
facility fee and all other charges; the provider shall
furnish a suitable invoice evidencing the cost of the
implantable to the payer within sixty (60) days from the
date of service. Upon receipt of this invoice, the payer
shall pay the amount due within thirty (30) days
thereafter. Implantables shall be reimbursed at cost plus
ten percent (10%).

ExpLANATION OF REVIEW (EOR)

Payers must provide an explanation of review (EOR) to
health care providers for each bill whenever the payer’s
reimbursement differs from the amount billed by the
provider, or when an original claim is altered or
adjusted by the payer. The EOR must be provided
within thirty (30) days of receipt of the bill, and must
accompany any payment that is being made.

A payer may use the listed EOR codes and descriptors
or may develop codes of their own to explain why a
providers charge has been reduced or disallowed, or
why a claim has been altered or adjusted in some other
way. In all cases, the payer must clearly and specifically
detail the reasons for adjusting or altering a bill,
including references to the applicable provisions of the
Fee Schedule or CPT book, or other source(s) used as
the basis for the EOR. Should the EOR include an
alteration in the codes submitted on the original claim,
it must be based on a review of the medical records
documenting the service.

. The EOR must contain appropriate identifying

information to enable the provider to relate a specific
reimbursement to the applicable claimant, the
procedure billed, and the date of service.

Acceptable EORs may include manually produced or
computerized forms that contain the EOR codes, written
explanations, and the appropriate identifying
information.

The following EOR codes may be used by the payer to
explain to the provider why a procedure or service is not
reimbursed as billed, provided clear and specific detail
is included, along with references to the applicable

VI.

A,

provisions of the Fee Schedule or CPT book, or other
source(s) used as the basis for the EOR;

001  These services are not reimbursable under the
Workers’ Compensation Law for the following
reason(s): [Provide specific reason(s) why
services are not reimbursable under the Workers’
Compensation Law]

002  Charges exceed maximum reimbursement
allowance [Specify]

003  Charge is included in the basic surgical
allowance [Specify]

004  Surgical assistant is not routinely allowed for this
procedure. Documentation of medical necessity
required [Specify]

005  This procedure is included in the basic allowance
of another procedure [Specify the other
procedure]

006  This procedure is not appropriate to the
diagnosis [Specify]

007  This procedure is not within the scope of the
license of the billing provider [Specify]

008  Equipment or services are not prescribed by a
physician [Specify]

009  This service exceeds reimbursement limitations
[Specify]

010  This service is not reimbursable unless billed by
a physician [Specify]

011 Incorrect billing form [Specify]

012  Incorrect or incomplete identification number of
billing provider [Specify]

013 Medical report required for payment [Specify]

014 Documentation does not justify level of service
billed [Specify]

015  Place of service is inconsistent with procedure
billed [Specify]

016  Invalid procedure code [Specify]

017  Prior authorization was not obtained [Specify]

REQUEST FOR RECONSIDERATION

When, after examination of the explanation of review
(EOR) and other documentation, a health care provider
is dissatisfied with a payer’s payment or dispute of a bill
for medical services, reconsideration may be requested
by the provider. Any other matter in dispute between
the provider and payer may be subject to
reconsideration as herein provided at the request of
either party, including, but not limited to, a request by

CPT only © 2006 American Medical Association. All Rights Reserved.
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the payer for refund of an alleged over-payment.
Alleged over-payments should be addressed through the
dispute resolution process, if necessary, and not by way
of unilateral recoupment initiated by the payer on
subsequent billings.

payment, and an additional ten percent (10%) penalty if
applicable.

If the dispute is not resolved within the above time after
a proper request for reconsideration has been served by
the provider or payer, then either party may request

B. A provider or payer must make a written request for further review by the Commission pursuant to the
reconsideration within thirty (30) days from the receipt Dispute Resolution Rules set forth hereafter.
of the exp1a§at1on.of review (EOR), or other Wntten Failure to seek reconsideration within the time above
documentation evidencing the basis for the dipute. A . iy
_ ) : provided shall bar and prohibit any further
request for reconsideration must be accompanied by a . . . . . .
o ) ; ) reconsideration or review of the bill or other issue in
copy of the bill in question, the payers’” explanation of . o
i - ) question unless, for good cause shown, the Commission
review (EOR), and/or any additional documentation to . . . .
, , or its representative extends the time for seeking
support the request for reconsideration. . . .
reconsideration or review under these rules. In no event
C. The payer or provider, upon receipt of a request for shall the time for seeking reconsideration hereunder be
reconsideration, must review and re-evaluate the extended by more than an additional thirty (30) days,
original bill and accompanying documentation, and, and any such request for additional time in which to
must notify the requesting party within twenty (20) seek reconsideration or further review must be made in
days thereafter of the results of the reconsideration. The writing to the Commission within the initial thirty (30)
response must adequately explain the reason(s) for the day period set forth in paragraph B. above.
dec151or1, aljld cite the specific basis upon which the final Requests by either provider or payer for refunds, or for
determination was made. If the payer finds the -
o ) A o additional payment, or other requests related to the
provider’s request for reconsideration is meritorious, s . .
i , billing or payment of a claim, must be sought in
and that additional payment(s) should be made, or if the . . .
: _ i accordance with the specific rules set forth herein. No
provider finds the payers request for refund or other . . .
) ok " retrospective audits or dispute requests shall be allowed
payment is meritorious, the additional payment should . . 4 . .
L , beyond the time otherwise provided herein for seeking
be made within the above twenty (20) day period. Any . . .
n ‘ Y reconsideration and/or review.
additional payment(s) made in response to a provider’s
or payer’s request for reconsideration shall include
interest from the original due date of the bill or
16 CPT only © 2006 American Medical Association. All Rights Reserved.
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MEDICAL RECORDS

The medical record, which documents the patient’s
course of treatment, is the responsibility of the provider
and is the basis for determining medical necessity and
for substantiating the service(s) rendered; therefore,
failure to submit necessary or adequate documentation
to support the services rendered may result in the
services being disallowed.

A medical provider may not charge any fee for
completing a medical report or form required by the
Workers’ Compensation Commission which is part of
the required supporting documentation which
accompanies a request for payment. The supporting
documentation that is required to substantiate the
medical treatment is included in the fee for service and
does not warrant a separate fee as it is incidental to
providing medical care. CPT code 99080 is appropriate
for billing special reports required by the payer or their
representatives.

Medical records must be legible and include, as
applicable:

1. Initial office visit notes which document a history
and physical examination appropriate to the level of
service indicated by the presenting injury/illness or
treatment of the ongoing injury/illness;

2. Progress notes which reflect patient complaints,
objective findings, assessment of the problem, and
plan of care or treatment;

3. Copies of lab, x-ray, or other diagnostic tests that
reflect current progress of the patient and/or
response to therapy or treatment;

4. Physical medicine/occupational therapy progress
notes that reflect the patient’s response to
treatment/therapy;

5. Operative reports, consultation notes with report,
and/or dictated report; and

6. Impairment rating (projected and actual) and
anticipated MMI date.

A plan of care should be included in the medical record
and should address, as applicable, the following:

The disability;
Degree of restoration anticipated;
Measurable goals;

Specific therapies to be used;

A e

Frequency and duration of treatments to be
provided;

6. Anticipated return to work date;
7. Projected impairment.

Health care providers must submit copies of records and
reports to payers upon request. Providers can facilitate
the timely processing of claims and payment for services
by submitting appropriate documentation to the payer
when requested. Only those records for a specific date
of injury are considered non-privileged as it relates to a
workers’ compensation injury. The employer/payer is
not privileged to non-work related medical information.

Providers must submit documentation for the following:
1. The initial office visit;

2. A progress report if still treating after thirty (30)
days;

3. Evaluation for physical medicine treatment (PT.,
O.T,, CM.T, OM.T.);

4. A progress report every thirty (30) days for physical
medicine services;

5. An operative report or office note (if done in the
office) for a surgical procedure;

6. A consultation;
7. The anesthesia record for anesthesia services;

8. A functional capacity or work hardening
evaluation;

9.  When billing a by report (BR) service, a description
of the service is required;

10. Whenever a modifier is used to describe an unusual
circumstance;

11. Whenever the procedure code descriptors include a
written report.

CPT only © 2006 American Medical Association. All Rights Reserved.
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G. Hospitals and other inpatient facilities must submit This applies to copies of microfiche and other electronic
required documentation with the appropriate billing media or storage systems.
s o follows There is a maximum reimbursement allowance of fifty
1. Admission history and physical; dollars ($50.00) for a particular inpatient medical
. . record, exclusive of postage, handling and retrieval
2. Discharge summary; - o
charges as set forth below. This is per admission.
3. Operati ts;
—— As provided by MCA section 11-1-52(1) (Supp. 2006),
4. Pathology reports; as amended, the provider may add ten percent (10%) of
5. Consultations and other dictated reports; the total charge to cover the cost of postage and
handling, and may charge an additional fifteen dollars
6. (Emergency room records. ($15.00) for retrieving records stored off the premises
where the provider’ facility or office is located.
L. CoPIES OF RECORDS Coples’of records requested by the patient and/or the
. . patient’ attorney or legal representative will be
A.  Outpatient Records. The payer may request additional . : o . .
. . : reimbursed according to the provisions of this section
records or reports from the provider concerning service =
: . on additional reports and records.
or treatment provided to a patient other than on an
inpatient basis. These additional records and reports Documentation submitted by the provider which has
will be reimbursed as follows: not been specifically requested will not be subject to
1-5 pages — $15.00 reimbursement.
6+ pages — $.50 per page in addition to the above fee gelaétg Oc)a;if?ﬁx(ifzzscrggziiza;%:a;lf zzct);rile(i(g}afrﬂsm do
This applies to copies of microfiche and other electronic not have to be returned to the provider.)
media or storage systems. Payers, their representatives, and other parties
As provided by MCA section 11-1-52(1) (Supp. 2006), requesting records and reports must be specific in their
as amended, the provider may add ten percent (10%) of requests so as not to place undue demands on provider
the total charge to cover the cost of postage and time for copying records.
handling, and may Fharge an additional fifteen douars Providers should respond promptly (within fourteen
($15.00) for retrieving records stored off the premises . o
1 e . (14) working days) to requests for additional records
where the providerss facility or office is located.
and reports.
B. Inpatient Records. The payer may request addlthnal Records requested by the Mississippi Workers’
records or reports from a facility concerning inpatient ; o 4 .
. ) . Compensation Commission will be furnished by the
service or treatment provided to a patient. Such reports . . -
. . provider without charge to the Commission.
or records requested by the payer will be reimbursed as
follows: Any additional reimbursement, including copy service
. vendors, other than is specifically set forth above, is not
15 pages — $15.00/per admission required, and providers or their vendors will not be paid
6+ pages — $.50 per page/per admission in addition to any additional amounts.
the above fee
18 CPT only © 2006 American Medical Association. All Rights Reserved.
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Dispute Resolution Rules

l. GENERAL PROVISIONS

A. Unresolved disputes may be appealed to and resolved
by the Mississippi Workers’ Compensation
Commission.

B. Reconsideration must be sought by the provider or
payer prior to a request for resolution of a dispute being
sent to the Commission. This provides the payer and
provider an opportunity to resolve most concerns in a
timely manner.

C. All communication between parties in dispute will be
handled by the Mississippi Worker’s Compensation
Commission, Cost Containment Division. In addition,
there will be no communication between the parties in
dispute and any Peer Reviewer who might be called
upon to assist the Commission in the resolution of a
dispute.

. FORMS AND DOCUMENTATION

A, Valid requests for resolution of a dispute must be
submitted on the “Request for Resolution of Dispute”
form (in the Forms section) along with the following:

1. Copies of the original and resubmitted bills in
dispute that include dates of service, procedure
codes, charges for services rendered and any
payment received, and an explanation of any
unusual services or circumstances;

2. EORincluding the specific reimbursement;
Supporting documentation and correspondence;

4. Specific information regarding contact with the
payer; and

5. Any other information deemed relevant by the

applicant for dispute resolution.

B. A request for Resolution of Dispute must be submitted
to:

Mississippi Workers” Compensation Commission
Cost Containment Division

1428 Lakeland Drive

PO. Box 5300

Jackson, MS 39296-5300

lll. TiME FOR FILING

A Request for Resolution of Dispute must be filed with the
Commission within twenty (20) days following the payer’s
or provider’s response to a request for reconsideration of any
matter in dispute, or, in cases where the payer or provider
fails to respond to a request for reconsideration, within
twenty (20) days of the expiration of the time in which said
response should have been provided. Failure to file a
Request for Resolution of Dispute within this time shall bar
any further action on the disputed issue(s) unless, for good
cause shown, the Commission or its Cost Containment
Director extends the time for filing said request. In no event
will the time for filing a Request for Resolution of Dispute be
extended by more than once or more than an additional
twenty (20) days from the time said request was first due to
be filed, provided the request for additional time in which to
file a Request for Resolution of Dispute is filed within the
initial twenty (20) day period provided herein. The decision
to extend the time for filing a Request for Resolution of
Dispute based on “good cause” shall be entirely at the
discretion of the Commission or its Cost Containment
Director. Mere neglect will not constitute “good cause.”

IV. PROCEDURE BY COST CONTAINMENT
DiviSIiON

A.  Requests for dispute resolution will be reviewed and
decided by the Cost Containment Division of the
Commission within thirty (30) days of receipt of the
request, unless additional time is required to
accommodate a Peer Review. The payer and/or provider
may be contacted by telephone for additional
information if necessary.

B. Every effort will be made to resolve disputes by
telephone or in writing. The payer and provider may be
requested to attend an informal hearing conducted by a
Commission representative. Failure to appear at an
informal hearing may result in dismissal of the request
for dispute resolution.

C. Following review of all documentation submitted for
dispute resolution and/or following contact with the
payer and/or provider for additional information and/or
negotiation, the Cost Containment Division shall render

CPT only © 2006 American Medical Association. All Rights Reserved.
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an administrative decision on the request for dispute
resolution.

Cases involving medical care determination may be
referred for Peer Review, but only on request of the
Commission. The peer review consultant will render an
opinion and submit same to the Commission
representative within the time set by the Cost
Containment Division. The Commission representative
will notify the parties in dispute if a Peer Review has
been requested, and of the peer consultant’s
determination.

CommissION REVIEW OF A DISPUTE

Any party aggrieved by the decision of the Cost
Containment Division shall have twenty (20) days from
the date of said decision to request review by the
Commission. Failure to file a written request for review
with the Commission within this twenty (20) day period
shall bar any further review or action with regard to the
issue(s) presented. No extension of time within which to
file for Commission review of a dispute under these
Rules shall be allowed.

The Commission shall consider the request for review
and issue a decision thereon within thirty (30) days after
said request is filed, unless otherwise provided by the
Commission.

Following the decision of the Commission, or following
the conclusion of the dispute resolution process at any
stage without an appeal to the Commission, no further
audit, adjustment, refund, review, consideration,
reconsideration or appeal with respect to the claim in
question may be sought by either party.

The costs incurred in seeking Commission review,
including reasonable attorney fees, if any, shall be
assessed to the party who requested review if that party’s
position is not sustained by the Commission.
Otherwise, each party shall bear their own costs,
including attorney’ fees.

If the Commission determines that a dispute is based on
or arises from a billing error, a payment adjustment or
error, including but not limited to improper bundling of
service codes, unbundling, downcoding, code shifting,
or other action by either party to the dispute, or if the
Commission determines that a provider or payer has
unreasonably refused to comply with the Law, the Rules

B. The request for review by the Commission shall be filed of the Commission, including this Fee Schedule, or with
with the Cost Containment Division of the Mississippi any decision of the Commission or its representatives,
Workers’ Compensation Commission, and shall be in and that this causes proceedings with respect to the
writing and shall state the grounds on which the billing and/or payment for covered medical services to
requesting party relies. All documentation submitted to be instituted or continued or delayed without
and considered by the Cost Containment Division, reasonable grounds, then the Commission may require
including the Request for Resolution of Dispute form, the responsible party or parties to pay the reasonable
along with a copy of the decision of the Cost expenses, including attorney’s fees, if any, to the
Containment Division, shall be attached to the request opposing party; and, in addition, the Commission may
for review which is filed with the Commission. levy against the responsible party or parties a civil

C. The Commission shall review the issue(s) solely on the penalty not to exceed the sum of ten thousand dollars
basis of the documentation submitted to the Cost ($10,000.00), payable to the Commission, as provided
Containment Division. No additional documentation in section 71-3-59(2) of the Law. The award of costs
not presented to and considered by the Cost and penalties as herein provided shall be in addition to
Containment Division shall be considered by the interest and penalty charges which may apply under
Commission on review, unless specifically requested by other provisions of this Fee Schedule.
the Commission, and no hearing or oral argument shall
be allowed.
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The Mississippi Workers’ Compensation Commission
requires mandatory utilization review of certain medical
services and charges associated with the provision of medical
treatment covered under the Act and subject to the Fee
Schedule. These rules are set forth to encourage consistency
in the procedures for interaction between workers’
compensation utilization review agents, representatives or
organizations, providers, and payers. The provisions herein
set forth regarding utilization review are subject to the
requirements of MCA section 41-83-1 et seq. (Rev. 2005), as
amended, and any regulations adopted pursuant thereto by
the State Department of Health or the State Board of Medical
Licensure, and in the event of conflict between this Fee
Schedule, and the requirements of the above statute, and any
implementing regulations, the provisions of this Fee
Schedule or other applicable rules of the Mississippi
Workers’ Compensation Commission shall govern.

. SERVICES REQUIRING UTILIZATION REVIEW
Mandatory utilization review is required for the following:
A. All admissions to inpatient facilities of any type

All surgical procedures, inpatient and outpatient
Repeat MRI (more than one per injury)

Repeat CT Scan (more than one per injury)

m g 0O %

Work hardening programs, pain management
programs, back schools, massage therapy, acupuncture,
biofeedback

E  External spinal stimulators
FCE and isokinetic testing

H. Physical medicine treatments, after fifteen (15) visits or
thirty (30) days, whichever comes first

I. Home health

Il.  DEFINITIONS

Case Management. The clinical and administrative process
in which timely, individualized, and cost effective medical
rehabilitation services are implemented, coordinated, and
evaluated on an ongoing basis for patients who have

sustained an injury or illness. Use of case management is
optional in Mississippi.

Certification. A determination by a utilization review
organization or agent that an admission, extension of stay, or
other health care service has been reviewed and, based on
the information provided, meets the clinical requirements
for medical necessity, appropriateness, level of care, or
effectiveness under the requirements of the workers’
compensation program.

Clinical Peer. A health professional that holds unrestricted
license and is qualified to practice in the same or similar
specialty as would typically manage the medical condition,
procedures, or treatment under review. Generally, as a peer
in a similar specialty, the individual must be in the same
profession (i.e., the same licensure category as the ordering
provider).

Clinical Rationale. A statement that provides additional
clarification of the clinical basis for a non-certification
determination. The clinical rationale should relate the
non-certification determination to the worker’s condition or
treatment plan, and should supply a sufficient basis for a
decision to pursue an appeal.

Clinical Review Criteria. The written screens, decision
rules, medical protocols, or guidelines used by the payer’s
Utilization Management Program as an element in the
evaluation of medical necessity and appropriateness of
requested admissions, procedures, and services.

Concurrent Review. Utilization management conducted
during a worker’s hospital stay or course of treatment,
sometimes called continued stay review.

Discharge Planning. The process of assessing a patient’s
need for medically appropriate treatment after
hospitalization and affecting an appropriate and timely
discharge.

Expedited Appeal. An expedited appeal is a request for
additional review of a determination not to certify imminent
or ongoing services, an admission, an extension of stay, or
other medical services of an imminent or ongoing nature.
Also sometimes referred to as a reconsideration request.

CPT only © 2006 American Medical Association. All Rights Reserved.
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First Level Clinical Review. Review conducted by registered
nurses and other appropriate licensed or certified health
professionals. First level clinical review staff may approve
requests for admissions, procedures, and services that meet
clinical review criteria, but must refer requests that do not
meet clinical review criteria to second level clinical peer
reviewers for approval or denial.

Notification. Correspondence transmitted by mail,
telephone, facsimile, and/or electronic data interchange
(EDD).

Pre-certification. The review and assessment of medical
necessity and appropriateness of services before they occur.
The appropriateness of the site or level of care is assessed

along with the duration and timing of the proposed services.

Provider. A licensed health care facility, program, agency, or
health professional that delivers health care services.

Retrospective Review. Utilization review conducted after
services have been provided to the worker.

Second Level Clinical Review. Clinical review conducted by
appropriate clinical peers when a request for an admission,
procedure, or service does not meet clinical review criteria.

Standard Appeal. A request to review a determination not
to certify an admission, extension of stay, or other health
care service.

Third Level Clinical Review. Clinical review conducted by
appropriate clinical peers who were not involved in second
level review when a decision not to certify a requested
admission, procedure, or service has been appealed. The
third level peer reviewer must be in the same or like
specialty as the requesting provider.

Utilization Review. Evaluation of the necessity,
appropriateness, and efficiency for the use of health care
services. It includes both prospective and concurrent review,
and may include retrospective review under certain
circumstances.

Utilization Reviewer. An entity, organization, or
representative thereof, or other person performing utilization
review activities or services on behalf of an employer, payer
or third-party claims administrator.

Variance. A deviation from a specific standard.

Ill. STANDARDS

Utilization review organizations or programs are required to
meet the following standards:

The payer’s utilization reviewer must comply with the
requirements of MCA section 41-83-1 et seq. (Rev.
2005), as amended, and any regulations adopted
pursuant thereto by the State Department of Health or
the State Board of Medical Licensure, and shall have
utilization review agents or representatives who are
properly qualified, trained, supervised, and supported
by explicit clinical review criteria and review
procedures.

The first level review is performed by individuals who
are health care professionals, who possess a current and
valid professional license, and who have been trained in
the principles and procedures of utilization review.

The first level reviewers are required to be supported by
a doctor of medicine who has an unrestricted license to
practice medicine.

The second level review is performed by clinical peers
who hold a current, unrestricted license and are
oriented in the principles and procedures of utilization
review. The second level review shall be conducted for
all cases where clinical determination to certify cannot
be made by first level clinical reviewers. Second level
clinical reviewers shall be available within one (1)
business day by telephone or other electronic means to
discuss the determination with the attending physicians
or other ordering providers. In the event more
information is required before a determination can be
rendered by a second level reviewer, the
attending/ordering provider must be notified of the
delay and given a specific time frame for determination.

The payer’s utilization reviewer shall conduct third level
reviews by requiring peers who serve in this capacity to
hold a current, unrestricted license and be board
certified in a specialty board approved by the American
Board of Medical Specialties. Board certification
requirement is not applicable to reviewers who are not
doctors of medicine. Third level clinical reviewers shall
be in the same profession or similar specialty as typically
manages the medical condition, procedure, or treatment
under review.

The payer’s utilization reviewer shall maintain written
policies and procedures for the effective management of
its utilization review activities.

The payer maintains the responsibility for the oversight
of the delegated functions if the payer delegates
utilization review responsibility to a vendor. The vendor
or organization to which the function is being delegated
must be currently certified by the Mississippi Board of
Health, Division of Licensure and Certification to
perform utilization management in the State of
Mississippi. The payer who has another entity perform
utilization review functions or activities on its behalf

22
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Utilization Review Rules

maintains full responsibility for compliance with the
rules.

The payer’s utilization reviewer shall maintain a
telephone review service that provides access to its
review staff at a toll free number from at least 9:00 a.m.
to 5:00 p.m. CST each normal business day. There
should be an established procedure for receiving or
redirecting calls after hours or receiving faxed requests.
Reviews should be conducted during hospitals’ and
health professionals’ reasonable and normal business
hours.

The payer’s utilization reviewer shall collect only the
information necessary to certify the admission
procedure or treatment, length of stay, frequency, and
duration of services. The utilization reviewer should
have a process to share all clinical and demographic
information on individual workers among its various
clinical and administrative departments to avoid
duplicate requests to providers. (Providers may use the
Mississippi Workers” Compensation Commission
Utilization Review Request Form.)

IV.  PROCEDURES FOR REVIEW DETERMINATIONS

The following procedures are required for effective review
determination.

A

Review determinations must be made within two (2)
business days of receipt of the necessary information on
a proposed non-emergency admission or service
requiring a review determination. The Mississippi
Workers’ Compensation Utilization Review Request
Form may be used to request pre-certification.

When an initial determination is made to certify,
notification shall be provided promptly, at least within
one (1) business day or before the service is scheduled,
whichever first occurs, either by telephone or by written
notification to the provider or facility rendering the
service. If an initial determination to certify is provided
by telephone, a written notification of the determination
shall be provided within two (2) business days. The
written notification shall include the number of days
approved, the new total number of days or services
approved, and the date of admission or onset of
services.

When a determination is made not to certify, notify the
attending or ordering provider or facility by telephone
within one (1) business day and send a written
notification within one (1) business day. The written
notification must include the principal reason/clinical
rationale for the determination not to certify and
instructions for initiating an appeal. Reasons for a
determination not to certify may include, among other

things, the lack of adequate information to certify after a
reasonable attempt has been made to contact the
attending physician.

The payer’s utilization reviewer shall inform the
attending physician and/or other ordering provider of
their right to initiate an expedited appeal or standard
appeal of a determination not to certify, and the
procedure to do so.

1. Expedited appeal—When an initial determination
not to certify a health care service is made prior to
or during an ongoing service requiring review, and
the attending physician believes that the
determination warrants immediate appeal, the
attending physician shall have an opportunity to
appeal that determination over the telephone on an
expedited basis within one (1) business day.

a. Each private review agent shall provide for
reasonable access to its consulting physician(s)
for such appeals.

b. Both providers of care and private review
agents should attempt to share the maximum
information by phone, fax, or otherwise to
resolve the expedited appeal (sometimes called
a reconsideration request) satisfactorily.

c. Expedited appeals, which do not resolve a
difference of opinion, may be resubmitted
through the standard appeal process.

2. Standard appeal—A standard appeal will be
considered, and notification of the appeal decision
given to the provider, not later than thirty (30) days
after receiving the required documentation for the
appeal.

a. An attending physician who has been
unsuccessful in an attempt to reverse a
determination not to certify should be
provided the clinical rationale for the
determination upon request.

3. Retrospective review—For retrospective review, the
review determination shall be based on the medical
information available to the attending or ordering
provider at the time the medical care was provided,
and on any other relevant information regardless of
whether the information was available to or
considered by the provider at the time the care or
service was provided.

a.  When there is retrospective determination not
to certify an admission, stay, or other service,
the attending physician or other ordering
provider and hospital or facility shall receive
written notification.
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b. Notification should include the principal

reason for the determination and a statement of
method for standard appeal.

Emergency admissions or surgical
procedures—Emergency admissions or surgical
procedures must be reported to the payer by the
end of the next business day. Post review activities
will be performed following emergency admissions,
and a continued stay review will be initiated.

a.

If a licensed physician certifies in writing to the
payer or its agent or representative within
seventy-two (72) hours of an admission that
the injured worker admitted was in need of
emergency admission to hospital care, such
shall constitute a prima facie case for the
medical necessity of the admission. An
admission qualifies as an emergency admission
if it results from a sudden onset of illness or
injury which is manifested by acute symptoms
of sufficient severity that the failure to admit to
hospital care could reasonably result in (1)
serious impairment of bodily function(s), (2)
serious or permanent dysfunction of any bodily
organ or part or system, (3) permanently
placing the person’ health in jeopardy, or (4)
other serious medical consequence.

b. To overcome a prima facie case for emergency
admission as established above, the utilization
reviewer must demonstrate by clear and
convincing evidence that the patient was not in
need of an emergency admission.

Failure of the health care provider to provide necessary
information for review may result in denial of
certification.

When a payer and provider have completed the
utilization review appeals process and cannot agree on a
resolution to a dispute, either party can appeal to the
Cost Containment Division of the Mississippi Workers’
Compensation Commission, and should submit this
request on the Request for Dispute Resolution Form
adopted by the Commission. A request for resolution of
a utilization review dispute should be filed with the
Commission within twenty (20) days following the
conclusion of the underlying appeal process provided
by the utilization reviewer. The Commission shall
consider and decide a request for resolution of a
utilization review dispute in accordance with the
Dispute Resolution Rules provided elsewhere in this Fee
Schedule.
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Rules for Modifiers and Code

Exceptions

Please see the modifier rules in each section of the Mississippi
Workers” Compensation Medical Fee Schedule for a complete
listing of appropriate modifiers for each area.

A. Modifier codes must be used by providers to identify
procedures or services that are modified due to specific
circumstances.

B. When modifier 22 is used to report an unusual service,
a report explaining the medical necessity of the situation
must be submitted with the claim to the payer. It is not
appropriate to use modifier 22 for routine billing.

C. The use of modifiers does not imply or guarantee that a
provider will receive reimbursement as billed.
Reimbursement for a modified service or procedure is
based on documentation of medical necessity and
determined on a case-by-case basis.

D. Modifiers allow health care providers to indicate that a
service was altered in some way from the stated
description without actually changing the definition of
the service.

. MobiFiers FOR CPT (HCPCS LeveL I) CoDES

This section contains a list of modifiers used with CPT
codes. Also consult each practice-area section of the Fee
Schedule for additional modifiers.

21 Prolonged Evaluation and Management Services
When the face-to-face or floor/unit service(s) provided is
prolonged or otherwise greater than that usually required for
the highest level of evaluation and management service
within a given category, it may be identified by adding
modifier 21 to the evaluation and management code
number. A report may also be appropriate.

22 Unusual Procedural Services
When the service(s) provided is greater than that usually
required for the listed procedure, it may be identified by

adding modifier 22 to the usual procedure number. A report
may also be appropriate.

23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no
anesthesia or local anesthesia, because of unusual
circumstances must be done under general anesthesia. This
circumstance may be reported by adding modifier 23 to the
procedure code of the basic service.

24 Unrelated Evaluation and Management Services by

the Same Physician During a Postoperative Period
The physician may need to indicate that an evaluation and
management service was performed during a postoperative
period for a reason(s) unrelated to the original procedure.
This circumstance may be reported by adding modifier 24 to
the appropriate level of E/M service.

25 Significant, Separately Identifiable Evaluation and
Management Service by the Same Physician on the
Same Day of the Procedure or Other Service

The physician may need to indicate that on the day a

procedure or service identified by a CPT code was

performed, the patient’s condition required a significant,
separately identifiable E/M service above and beyond the
other service provided or beyond the usual preoperative and
postoperative care associated with the procedure that was
performed. A significant, separately identifiable E/M service
is defined or substantiated by documentation that satisfies
the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services

Guidelines for instructions on determining level of E/M

service). The E/M service may be prompted by the symptom

or condition for which the procedure and/or service was
provided. As such, different diagnoses are not required for
reporting of the E/M services on the same date. This
circumstance may be reported by adding modifier 25 to the
appropriate level of E/M service. Note: This modifier is not
used to report an E/M service that resulted in a decision to

perform surgery. See modifier 57.
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26 Professional Component

Certain procedures are a combination of a physician
component and a technical component. When the physician
component is reported separately, the service may be
identified by adding modifier 26 to the usual procedure
number.

TC Technical Component (HCPCS Level Il Modifier)
Certain procedures are a combination of a physician
component and a technical component. When the technical
component is reported separately, the service may be
identified by adding modifier TC to the usual procedure
number.

Mississippi’s note: The technical component is calculated by
subtracting the professional component amount from the total
amount for the reimbursement.

32 Mandated Services

Services related to mandated consultation and/or related
services (e.g., PRO, third-party payer, governmental,
legislative, or regulatory requirement) may be identified by
adding modifier 32 to the basic procedure.

47 Anesthesia by Surgeon

Regional or general anesthesia provided by the surgeon may
be reported by adding modifier 47 to the basic service. (This
does not include local anesthesia.) Note: Modifier 47 would
not be used as a modifier for the anesthesia procedures
00100-01999.

Mississippi’s note: Reimbursement is made for base units only.

50 Bilateral Procedure

Unless otherwise identified in the listings, bilateral
procedures that are performed at the same operative session
should be identified by adding modifier 50 to the
appropriate five-digit code.

51 Multiple Procedures

When multiple procedures, other than E/M Services, are
performed at the same session by the same provider, the
primary procedure or service may be reported as listed. The
additional procedure(s) or service(s) may be identified by
appending modifier 51 to the additional procedure or service
code(s). Note: This modifier should not be appended to
designated “add-on” codes (see the applicable CPT book).

Mississippi’s note: This modifier should not be appended to
designated “modifier 51 exempt” codes as specified in the
applicable CPT book.

52 Reduced Services

Under certain circumstances a service or procedure is
partially reduced or eliminated at the physician’s discretion.
Under these circumstances the service provided can be
identified by its usual procedure number and the addition of
modifier 52, signifying that the service is reduced. This
provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For
hospital outpatient reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances the physician may elect to
terminate a surgical or diagnostic procedure. Due to
extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that
a surgical or diagnostic procedure was started but
discontinued. This circumstance may be reported by adding
modifier 53 to the code reported by the physician for the
discontinued procedure. Note: This modifier is not used to
report the elective cancellation of a procedure prior to the
patient’s anesthesia induction and/or surgical preparation in
the operating suite. For outpatient hospital/ambulatory
surgery center (ASC) reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

54 Surgical Care Only

When one physician performs a surgical procedure and
another provides preoperative and/or postoperative
management, surgical services may be identified by adding
modifier 54 to the usual procedure number.

55 Postoperative Management Only

When one physician performed the postoperative
management and another physician performed the surgical
procedure, the postoperative component may be identified
by adding modifier 55 to the usual procedure number.

56 Preoperative Management Only

When one physician performed the preoperative care and
evaluation and another physician performed the surgical
procedure, the preoperative component may be identified by
adding modifier 56 to the usual procedure number.
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57 Decision for Surgery

An evaluation and management service that resulted in the
initial decision to perform the surgery may be identified by
adding modifier 57 to the appropriate level of E/M service.

58 Staged or Related Procedure or Service by the Same
Physician During the Postoperative Period
The physician may need to indicate that the performance of
a procedure or service during the postoperative period was:
a) planned prospectively at the time of the original procedure
(staged); b) more extensive than the original procedure; or ¢)
for therapy following a diagnostic surgical procedure. This
circumstance may be reported by adding modifier 58 to the
staged or related procedure. Note: This modifier is not used
to report the treatment of a problem that requires a return to
the operating room. See modifier 78.

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 no more descriptive
modifier is available, and the use of modifier 59 best explains
the circumstances, should modifier 59 be used.

62 Two Surgeons

When two surgeons work together as primary surgeons
performing distinct part(s) of a procedure, each surgeon
should report his/her distinct operative work by adding
modifier 62 to the procedure code and any associated
add-on code(s) for that procedure as long as both surgeons
continue to work together as primary surgeons. Each
surgeon should report the cosurgery once using the same
procedure code. If an additional procedure(s) (including an
add-on procedure(s)) is performed during the same surgical
session, a separate code(s) may be reported with modifier 62
added. Note: If a co-surgeon acts as an assistant in the
performance of additional procedure(s) during the same
surgical session, those service(s) may be reported using a
separate procedure code(s) with modifier 80 or modifier 82
added, as appropriate.

66 Surgical Team

Under some circumstances, highly complex procedures
(requiring the concomitant services of several physicians,
often of different specialties, plus other highly skilled,
specially trained personnel, various types of complex
equipment) are carried out under the “surgical team”
concept. Such circumstances may be identified by each
participating physician with the addition of modifier 66 to
the basic procedure number used for reporting services.

76 Repeat Procedure by Same Physician

The physician may need to indicate that a procedure or
service was repeated subsequent to the original procedure or
service. This circumstance may be reported by adding
modifier 76 to the repeated procedure/service.

77 Repeat Procedure by Another Physician

The physician may need to indicate that a basic procedure or
service performed by another physician had to be repeated.
This situation may be reported by adding modifier 77 to the
repeated procedure/service.

78 Return to the Operating Room for a Related Procedure
During the Postoperative Period
The physician may need to indicate that another procedure
was performed during the postoperative period of the initial
procedure. When this subsequent procedure is related to the
first, and requires the use of the operating room, it may be
reported by adding modifier 78 to the related procedure.
(For repeat procedures on the same day, see modifier 76.)

79 Unrelated Procedure or Service by the Same
Physician During the Postoperative Period

The physician may need to indicate that the performance of

a procedure or service during the postoperative period was

unrelated to the original procedure. This circumstance may

be reported by using modifier 79. (For repeat procedures on

the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding
modifier 80 to the usual procedure number(s).

Mississippi’s note: Reimbursement is twenty percent (20%) of the
maximum reimbursement allowance.

81 Minimum Assistant Surgeon
Minimum surgical assistant services are identified by adding
modifier 81 to the usual procedure number.

Mississippi’s note: Physician reimbursement is ten percent (10%)
of the allowable.
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82 Assistant Surgeon (when qualified resident surgeon
not available)

The unavailability of a qualified resident surgeon is a

prerequisite for use of modifier 82 appended to the usual

procedure code number(s).

90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other
than the treating or reporting physician, the procedure may
be identified by adding modifier 90 to the usual procedure
number.

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary
to repeat the same laboratory test on the same day to obtain
subsequent (multiple) test results. Under these
circumstances, the laboratory test performed can be
identified by its usual procedure number and the addition of
modifier 91. Note: This modifier may not be used when tests
are rerun to confirm initial results; due to testing problems
with specimens or equipment; or for any other reason when
a normal, one-time, reportable result is all that is required.
This modifier may not be used when other code(s) describes
a series of test results (e.g., glucose tolerance tests,
evocative/suppression testing). This modifier may only be
used for a laboratory test(s) performed more than once on
the same day on the same patient.

99 Multiple Modifiers

Under certain circumstances two or more modifiers may be
necessary to completely delineate a service. In such
situations, modifier 99 should be added to the basic
procedure and other applicable modifiers may be listed as
part of the description of the service.

AA Anesthesiologist Services Performed Personally by
an Anesthesiologist

Report modifier AA when the anesthesia services are

personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than Four
Concurrent Anesthesia Procedures

Report modifier AD when the anesthesiologist supervises

more than four concurrent anesthesia procedures.

AS Assistant at Surgery Services Provided by Registered
Nurse First Assistant

Assistant at surgery services provided by a registered nurse

first assistant or other qualified individual (excluding

assistant at surgery services provided by a physician) are

identified by adding modifier AS to the listed applicable

surgical procedures. The use of the AS modifier is

appropriate for any code that otherwise is reimbursable for a
physician assisting a surgeon in the operating room.

Mississippi’s note: AS reimbursement is ten percent (10%) of the
allowable. For assistant at surgery services provided by a
physician, see modifiers 80, 81, and 82.

NP Nurse Practitioner (Mississippi Modifier)

This modifier should be added to the appropriate CPT code
to indicate that the services being billed were rendered or
provided by a nurse practitioner.

0K Medical Direction of Two, Three, or Four Concurrent
Anesthesia Procedures Involving Qualified
Individuals (CRNA) by an Anesthesiologist

Report modifier QK when the anesthesiologist supervises

two, three, or four concurrent anesthesia procedures

involving qualified individuals (CRNA or AA).

0X CRNA Service: With Medical Direction by an
Anesthesiologist

Regional or general anesthesia provided by the CRNA or AA

with medical direction by a physician may be reported by

adding modifier QX.

QY Medical Direction of One Certified Registered Nurse
Anesthetist (CRNA) by an Anesthesiologist

Report modifier QY when the anesthesiologist supervises

one CRNA or AA.

0Z CRNA Service: Without Medical Direction by an
Anesthesiologist

Regional or general anesthesia provided by the CRNA or AA

without medical direction by a physician may be reported by

adding modifier QZ.

Il. MobIFiIERS APPROVED FOR AMBULATORY
SURGERY CENTER (ASC) HOSPITAL
OUTPATIENT USE

This section contains a list of modifiers used with
ambulatory surgery center and hospital-based outpatient
services. Also consult each practice-area section of the Fee
Schedule for additional modifiers.

25 Significant, Separately Identifiable Evaluation and
Management Service by the Same Physician on the
Same Day of the Procedure or Other Service

The physician may need to indicate that on the day a

procedure or service identified by a CPT code was

performed, the patient’s condition required a significant,
separately identifiable E/M service above and beyond the
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Rules for Modifiers and Code Exceptions

other service provided or beyond the usual preoperative and
postoperative care associated with the procedure that was
performed. A significant, separately identifiable E/M service
is defined or substantiated by documentation that satisfies
the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services
Guidelines for instructions on determining level of E/M
service). The E/M service may be prompted by the symptom
or condition for which the procedure and/or service was
provided. As such, different diagnoses are not required for
reporting of the E/M services on the same date. This
circumstance may be reported by adding modifier 25 to the
appropriate level of E/M service. Note: This modifier is not
used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57.

27 Multiple Outpatient Hospital E/M Encounters on the
Same Date
For hospital outpatient reporting purposes, utilization of
hospital resources related to separate and distinct E/M
encounters performed in multiple outpatient hospital
settings on the same date may be reported by adding
modifier 27 to each appropriate level outpatient and/or
emergency department E/M code(s). This modifier provides
ameans of reporting circumstances involving evaluation and
management services provided by physician(s) in more than
one (multiple) outpatient hospital setting(s) (e.g., hospital
emergency department, clinic). Note: This modifier is not to
be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For
physician reporting of all outpatient evaluation and
management services provided by the same physician on the
same date and performed in multiple outpatient setting(s)
(e.g., hospital emergency department, clinic), see Evaluation
and Management, Emergency Department, or Preventive
Medicine Services codes.

50 Bilateral Procedure

Unless otherwise identified in the listings, bilateral
procedures that are performed at the same operative session
should be identified by adding modifier 50 to the
appropriate five digit code.

52 Reduced Services

Under certain circumstances a service or procedure is
partially reduced or eliminated at the physician’s discretion.
Under these circumstances the service provided can be
identified by its usual procedure number and the addition of
modifier 52, signifying that the service is reduced. This
provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For
hospital outpatient reporting of a previously scheduled

procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74.

58 Staged or Related Procedure or Service by the Same
Physician During the Postoperative Period
The physician may need to indicate that the performance of
a procedure or service during the postoperative period was:
a) planned prospectively at the time of the original procedure
(staged); b) more extensive than the original procedure; or ¢)
for therapy following a diagnostic surgical procedure. This
circumstance may be reported by adding modifier 58 to the
staged or related procedure. Note: This modifier is not used
to report the treatment of a problem that requires a return to
the operating room. See modifier 78.

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 no more descriptive
modifier is available, and the use of modifier 59 best explains
the circumstances, should modifier 59 be used.

73 Discontinued Out-Patient Hospital/Ambulatory
Surgery Center (ASC) Procedure Prior to the
Administration of Anesthesia

Due to extenuating circumstances or those that threaten the

well-being of the patient, the physician may cancel a surgical

or diagnostic procedure subsequent to the patient’s surgical
preparation (including sedation when provided, and being
taken to the room where the procedure is to be performed),
but prior to the administration of anesthesia (local, regional
block(s) or general). Under these circumstances, the
intended service that is prepared for but cancelled can be
reported by its usual procedure number and the addition of
modifier 73. Note: The elective cancellation of a service prior
to the administration of anesthesia and/or surgical
preparation of the patient should not be reported. For
physician reporting of a discontinued procedure, see

modifier 53.
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74 Discontinued Out-Patient Hospital/Ambulatory
Surgery Center (ASC) Procedure After Administration
of Anesthesia

Due to extenuating circumstances or those that threaten the

well-being of the patient, the physician may terminate a

surgical or diagnostic procedure after the administration of

anesthesia (local, regional block(s), general) or after the
procedure was started (incision made, intubation started,
scope inserted, etc). Under these circumstances, the
procedure started but terminated can be reported by its

usual procedure number and the addition of modifier 74.

Note: The elective cancellation of a service prior to the

administration of anesthesia and/or surgical preparation of

the patient should not be reported. For physician reporting

of a discontinued procedure, see modifier 53.

76 Repeat Procedure by Same Physician

The physician may need to indicate that a procedure or
service was repeated subsequent to the original procedure or
service. This circumstance may be reported by adding
modifier 76 to the repeated procedure/service.

77 Repeat Procedure by Another Physician

The physician may need to indicate that a basic procedure or
service performed by another physician had to be repeated.
This situation may be reported by adding modifier 77 to the
repeated procedure/service.

78 Return to the Operating Room for a Related Procedure
During the Postoperative Period

The physician may need to indicate that another procedure
was performed during the postoperative period of the initial
procedure. When this subsequent procedure is related to the
first, and requires the use of the operating room, it may be
reported by adding modifier 78 to the related procedure.
(For repeat procedures on the same day, see modifier 76.)

79 Unrelated Procedure or Service by the Same
Physician During the Postoperative Period

The physician may need to indicate that the performance of

a procedure or service during the postoperative period was

unrelated to the original procedure. This circumstance may

be reported by using modifier 79. (For repeat procedures on

the same day, see modifier 76.)

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary
to repeat the same laboratory test on the same day to obtain
subsequent (multiple) test results. Under these
circumstances, the laboratory test performed can be
identified by its usual procedure number and the addition of
modifier 91. Note: This modifier may not be used when tests
are rerun to confirm initial results; due to testing problems

with specimens or equipment; or for any other reason when
a normal, one-time, reportable result is all that is required.
This modifier may not be used when other code(s) describe a
series of test results (e.g., glucose tolerance tests,
evocative/suppression testing). This modifier may only be
used for laboratory test(s) performed more than once on the
same day on the same patient.

lll. MobiFiers FOR HCPCS LeveL Il CODES

This section contains a list of commonly used modifiers with
HCPCS Level II DME codes. Other HCPCS Level 11
modifiers, including those which can be used with CPT
codes, are acceptable modifiers.

AU Item furnished in conjunction with a urological,
ostomy, or tracheostomy supply

AV Item funished in conjunction with a prosthetic
device, prosthetic, or orthotic

AW Item furnished in conjunction with a surgical
dressing

KC Replacement of special power wheelchair interface
NU Purchased new equipment

RR Rental equipment (listed amount is the per-month
allowance)

UE Purchased used equipment

IV. CoDE EXCEPTIONS

A.  Unlisted Procedure Codes. If a procedure is performed

that is not listed in the Medical Fee Schedule, the
provider must bill with the appropriate “Unlisted
Procedure” code and submit a narrative report to the
payer explaining why it was medically necessary to use
an unlisted procedure code.

The CPT book contains codes for unlisted procedures.
Use these codes only when there is no procedure code
that accurately describes the service rendered. A report
is required as these services are reimbursed by report
(see below).

B. By Report (BR) Codes. By report (BR) codes are used
by payers to determine the reimbursement for a service
or procedure performed by the provider that does not
have an established maximum reimbursement
allowance (MRA).
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1. Reimbursement for procedure codes listed as “BR”
must be determined by the payer based on
documentation submitted by the provider in a
special report attached to the claim form. The
required documentation to substantiate the medical
necessity of a procedure does not warrant a separate
fee. Information in this report must include, as
appropriate:

a A complete description of the actual procedure

or service performed;

b. The amount of time necessary to complete the
procedure or service performed,

c. Accompanying documentation that describes
the expertise and/or equipment required to
complete the service or procedure.

2. Reimbursement of “BR” procedures should be based
on the usual and customary rate.

C. Category II Codes. This Fee Schedule does not include

Category Il codes as published in CPT 2007. Category 11
codes are supplemental tracking codes that can be used
for performance measurements. These codes describe
clinical components that are typically included and
reimbursed in other services such as evaluation and
management (E/M) or laboratory services. These codes
do not have an associated relative value or fee.

Category III Codes. This Fee Schedule does not include
Category III codes published in CPT 2007. If a provider
bills a Category III code, payment may be denied.

Add-On Codes. Some of the listed procedures are
commonly carried out in addition to the primary
procedure performed. These additional or supplemental
procedures are designated as add-on codes with a +
symbol, and are listed in the applicable CPT book.
Add-on codes can be readily identified by specific
descriptor nomenclature which includes phrases such as
“each additional” or “(List separately in addition to code
for primary procedure).”

The “add-on” code concept in the CPT book applies
only to add-on procedures/services performed by the
same physician. Add-on codes describe additional
intra-service work associated with the primary
procedure (e.g., additional digit(s), lesion(s)
neurorrhaphy(s), vertebral segment(s), tendon(s),
joint(s)).

Add-on codes are always performed in addition to the
primary service/procedure, and must never be reported
as a stand-alone code. All add-on codes found in the
CPT book are exempt from the multiple procedure

concept (see modifier 51 definition in this section).
Add-on codes are reimbursed at one hundred percent
(100%) of the maximum reimbursement allowance.

Refer to the most current version of the CPT book for a
complete list of add-on codes.

Codes Exempt From Modifier 51. Certain codes are
exempt from the use of modifier 51 but have not been
designated as CPT add-on procedures/services. Please
consult the most current CPT book for the list of codes
that are exempt from modifier 51. Codes designated as
exempt from modifier 51 are identified with a ©
symbol, and are listed in the applicable CPT book.

All codes exempt from modifier 51 found in the CPT
book are exempt from the multiple procedure concept
(see modifier 51 definition in this section). Codes
exempt from modifier 51 are reimbursed at one
hundred percent (100%) of the maximum
reimbursement allowance or the provider’s usual charge
whichever is less.

Moderate (Conscious) Sedation. To report moderate
(conscious) sedation provided by the physician also
performing the diagnostic or therapeutic service for
which conscious sedation is being provided, see codes
99143-99145. Tt is not appropriate for the physician
performing the sedation and the service for which the
conscious sedation is being provided to report the
sedation separately when the code is listed with the
conscious sedation symbol ®. The conscious sedation
symbol identifies services that include moderate
(conscious) sedation. A list of codes for services that
include moderate (conscious) sedation is also included
in the applicable CPT book.

For procedures listed with ®, when a second physician
other than the health care professional performing the
diagnostic or therapeutic services provides moderate
(conscious) sedation in the facility setting (e.g., hospital,
outpatient hospital/ambulatory surgery center, skilled
nursing facility), the second physician reports the
associated moderate sedation procedure/service using
codes 99148-99150. Moderate (conscious) sedation
services are not reported additionally when performed
by the second physician in the nonfacility setting (e.g.,
physician office, freestanding imaging center).

Moderate sedation codes are not used to report minimal
sedation (anxiolysis), deep sedation, or monitored
anesthesia care.

CPT only © 2006 American Medical Association. All Rights Reserved.
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Pharmacy Rules

1. SCOPE

This section provides specific rules for the dispensing of and
payment for medications and other pharmacy services
prescribed to treat work-related injury/illness under the
terms of the Act.

Il.  DEFINITIONS

A. Medications are defined as drugs prescribed by a
licensed health care provider and include name brand
and generic drugs as well as patented or
over-the-counter drugs.

B. Average Wholesale Price means the AWP based on the
most current edition of the Drug Topics Red Book in effect
at the time the medication is dispensed.

lll.  RuLes

A.  Consistent with the Mississippi Pharmacy Practice Act,
the following rules apply with regard to the selection of
generic equivalent drug products:

1. A pharmacist may select a generic equivalent drug
product only when such selection results in a lower
cost to the payer, unless product selection is
expressly prohibited by the prescriber.

2. A pharmacist shall select a generic equivalent drug
product when:

a. The patient requests the selection of a generic
equivalent drug product;

b. The provider has not expressly prohibited
product selections; and

c. Product selection will result in lower cost to
the patient and/or payer.

3. When requested by the patient to dispense the drug
product as ordered by the prescriber, a pharmacist
shall not select a generic equivalent drug product.

B. A payer may not prohibit or limit any person from
selecting a pharmacy or pharmacist of his/her choice,

IV.

and may not require any person to purchase pharmacy
services, including prescription drugs, exclusively
through a mail-order pharmacy or program.

Dietary supplements, including but not limited to
minerals, vitamins, and amino acids are not
reimbursable unless a specific compensable dietary
deficiency has been clinically established.

Not more than one dispensing fee shall be paid per drug
within a ten (10) day period.

REIMBURSEMENT

Reimbursement for pharmaceuticals ordered for the
treatment of work-related injury/illness is as follows:

1. Brand/Trade Name Medications: Average Wholesale
Price (AWP) plus a five dollar ($5.00) dispensing
fee.

2. Generic Medications: Average Wholesale Price
(AWP) plus a five dollar ($5.00) dispensing fee.

3.  Over-the-counter medications are reimbursed at
usual and customary rates.

4. Dispensing fees are payable only if the prescription
is filled under the direct supervision of a registered
pharmacist. If a physician dispenses medications
from his/her office, a dispensing fee is not allowed.

Supplies and equipment used in conjunction with
medication administration should be billed with the
appropriate HCPCS codes and shall be reimbursed
according to the Fee Schedule. Supplies and equipment
not listed in the Fee Schedule will be reimbursed at the
usual and customary rate.

Mail-order pharmaceutical services are subject to the
rules and reimbursement limitations of this Fee
Schedule when supplying medications to Mississippi
Workers’ Compensation claimants.

CPT only © 2006 American Medical Association. All Rights Reserved.
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Nurse Practitioner and
Physician Assistant Rules

I.  Modifier NP should be attached to the appropriate CPT service may cause a delay or improper payment by the
code when billing services rendered by the nurse payer. The payer will reimburse the bill which is
practitioner. The nurse practitioner must use his/her received first.
unique identifier to bill for all services. Nurse IV. The physician assistant shall be reimbursed at the same

practitioners must comply with the requirements for a
National Provider Identifier (NPI) as specified in the
Billing and Reimbursement Rules of this Fee Schedule.

rate as for the nurse practitioner, and the same rules as
apply to the nurse practitioners with regard to billing
and reimbursement, shall apply to the physician
II. The nurse practitioner is reimbursed at eighty-five assistant.

percent (85%) of the maximum allowable for the v

Modifier PA should be attached to the appropriate CPT
procedure.

code when billing services rendered by the physician
III. There is only one fee allowed for each CPT code. It is assistant.

the decision of the physician or the nurse practitioner as

to who will bill for a service when both have shared in

the provision of the service. Incorrect billing of the
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Home Health Rules

SCOPE

This section of the Fee Schedule pertains to home health
services provided to patients who have a work-related
injuryrillness.

A.

The determination that the injury/illness or condition is
work related must be made by the payer and home
health services shall be pre-certified as medically
necessary by the payer’s Utilization Management
Program.

All nursing services and personal care services shall have
prior authorization by the payer.

A description of needed nursing or other attendant care
must accompany the request for authorization.

REIMBURSEMENT

If a payer and provider have a mutually agreed upon
contractual arrangement governing the payment for
home health services to injured/ill employees, the payer
shall reimburse under the contractual agreement and
not according to the Fee Schedule.

In the absence of a mutually agreed upon contractual
arrangement governing payment for home health
service, reimbursement shall be made as in other cases
(see Billing and Reimbursement Rules) in an amount
equal to the maximum reimbursement allowance
(MRA).

A visit made simultaneously by two or more workers
from a home health agency to provide a single covered
service for which one supervises or instructs the other
shall be counted as one visit.

A visit is defined as time up to and including the first
two hours.

The maximum reimbursement rates listed herein are
inclusive of mileage and other incidental travel
expenses, unless otherwise agreed to by the payer and
provider.

RATES

A.  The following rates apply to services provided by or

through a home health agency:

Service Fee Per Visit

Skilled Nursing Care $120.00
Physical Therapy $125.00
Speech Therapy $135.00
Occupational Therapy $135.00
Medical Social Services $170.00
Home Health Aid $60.00

For services that exceed two hours, reimbursement for
time in excess of the first two hours shall be pro-rated
and based on an hourly rate equal to fifty percent (50%)
of the above visit fee. For home health services rendered
in less than the first hour, reimbursement shall be made
for one hour at the hourly rate. For services which
exceed one hour, but are provided in less than two
hours, reimbursement shall be made for a visit as above
provided.

NOTE: In addition to the Skilled Nursing Care fees
above, an additional sum of $7.16 per visit shall be
added to cover the cost of medical supplies, provided
the billing form adequately specifies what supplies were
utilized.

The following Private Duty Rates shall apply:

Skilled Nursing Care — R.N.
Skilled Nursing Care — L.PN.

$44.00 per hour
$37.00 per hour
$20.00 per hour
Sitter $13.00 per hour

Certified Nurse Assistant

Any reimbursement to persons not working under a
professional license, such as a spouse or relative, will be
at the same rate as allowed for a private duty sitter,
excpet that under no circumstances shall a person not
working under a professional license be reimbursed
under this provision more than the sum of two hundred
fifty dollars ($250.00) per day.

CPT only © 2006 American Medical Association. All Rights Reserved.
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D. Professional providers not assigned a maximum
allowable rate for home health services and who have
not negotiated their rates with the payer prior to
provision of home health care, shall be reimbursed at
the usual and customary rate, or the total billed charge,
whichever is less.
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Skilled Nursing Facility Rules

11

The maximum reimbursement amount for medical care
provided within the confines of a freestanding skilled
nursing facility, a hospital based skilled nursing facility,
or a swing bed facility, shall be three hundred dollars
($300.00) per day. This rate covers and includes all
routine and ancillary health care services provided to a
claimant during each day of a covered skilled nursing
facility stay.

The following services are excluded from the daily
skilled nursing facility rate, and shall reimbursed
separately and in addition to the above daily rate:
cardiac catherization; angiography; magnetic resonance
imaging (MRI) and computerized axial tomography
(CT) scans; radiation therapy and chemotherapy;
emergency services, which are defined as an admission
or services necessitated by a sudden onset of illness or
injury which is manifested by acute symptoms of
sufficient severity that the failure to provide services

1.

could reasonably result in (a) serious impairment of
bodily function(s), (b) serious or permanent dysfunction
of any bodily organ or part or system, (c¢) permanently
placing the person’s health in jeopardy, or (d) other
serious medical consequence; outpatient services when
provided in a hospital or other free standing outpatient
facility separate from the skilled nursing facility;
customized prosthetic services; ambulance
transportation related to any of the above service; and
services provided independent of the facility by
physicians, and other medical practitioners (e.g., NP,
PA, CRNA, psychologist).

As in other cases, the above provisions shall not apply to
any mutual agreement or contract entered into by the
payer and provider which sets forth the terms for the
provision of skilled nursing facility services and
reimbursement therefor.

CPT only © 2006 American Medical Association. All Rights Reserved.
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Evaluation and Management

This section contains rules and codes used to report
evaluation and management services.

Note: Rules used by all physicians in reporting their services
are presented in the General Rules section.

DEFINITIONS AND RULES

Definitions and rules pertaining to evaluation and
management services are as follows:

A

Consultations. The CPT book defines a consultation as
“a type of service provided by a physician whose
opinion or advice regarding evaluation and/or
management of a specific problem is requested by
another physician or other appropriate source.” (This
includes referrals for a second opinion.) Consultations
are reimbursable only to physicians with the appropriate
specialty for the services provided.

In order to qualify as a consultation the following
criteria must be met:

e The verbal or written request for a consult
must be documented in the patient’s medical
record;

*  The consultant’s opinion and any services
ordered or performed must be documented by
the consulting physician in the patient’s
medical record,;

*  The consulting physician must provide a
written report to the requesting physician or
other appropirate source.

A payer/employer may request a second opinion
examination or evaluation for the purpose of evaluating
temporary or permanent disability or medical treatment
being rendered, as provided in MCA §71-3-15(1) (Rev.
2000). This examination is considered a confirmatory
consultation. The confirmatory consultation is billed
using the appropriate level and site specific consultation
code, 99241-99245 for office or other outpatient
consultations and 99251-99255 for inpatient
consultations, appended with modifier 32 to indicate a
mandated service.

Referral. Subject to the definition of “consulation”
provided in this Fee Schedule, a referral is the transfer of
the total or specific care of a patient from one physician
to another and does not constitute a consultation.
(Initial evaluations and subsequent services are
designated as listed in E/M services).

New and Established Patient Service. Several code
subcategories in the Evaluation and Management
section are based on the patient’s status as new or
established. The new versus established patient
guidelines also clarify the situation in which a physician
is on call or covering for another physician. In this
instance, classify the patient encounter the same as if it
were for the physician who is unavailable.

e New Patient. A new patient is one who has not
received any professional services from the
physician, or another physician of the same
specialty who belongs to the same group practice,
within the past three years.

e Established Patient. An established patient is a
patient who has been treated for the same injury by
any physician, of the same specialty, who belongs to
the same group practice.

E/M Service Components. The first three components
of history, examination, and medical decision-making
are the keys to selecting the correct level of E/M codes,
and all three components must be met or exceeded in
the documentation of an initial evaluation. However, in
established, subsequent, and follow-up categories, only
two of the three must be met or exceeded for a given
code.

1. The history component is categorized by four
levels:

a. Problem Focused. Chief complaint; brief history
of present illness or problem.

b.  Expanded Problem Focused. Chief complaint;
brief history of present illness;
problem-pertinent system review.

c.  Detailed. Chief complaint; extended history of
present illness; problem-pertinent system
review extended to include a review of limited
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The

The

number of additional systems; pertinent past,
family medical and/or social history directly
related to the patient’s problems.

d. Comprehensive. Chief complaint; extended
history of present illness; review of systems
that are directly related to the problems
identified in the history of the present illness,
plus a review of all additional body systems;
complete past, family, and social history.

The physical exam component is similarly divided
into four levels of complexity:

a.  Problem Focused. An exam limited to the
affected body area or organ system.

b.  Expanded Problem Focused. A limited
examination of the affected body area or organ
system and other symptomatic or related organ
systems.

c.  Detailed. An extended examination of the
affected body areas and other symptomatic or
related organ systems.

d. Comprehensive. A general multi-system
examination or a complete examination of a
single organ system.

CPT book identifies the following body areas:

*  Head, including the face

e Neck

*  Chest, including breasts and axillae

*  Abdomen

*  Genitalia, groin, buttocks

*  Back

*  Each extremity

CPT book identifies the following organ systems:

*  Constitutional symptoms (fevers, weight loss,
etc.)

* Eyes

e Ears, nose, mouth, and throat
e Cardiovascular

*  Respiratory

e Gastrointestinal

*  Genitourinary

e Musculoskeletal

e Skin

*  Neurologic

»  Psychiatric

¢ Hematologic/lymphatic
e Allergic/immunologic

Medical decision-making is the final piece of the
E/M coding process. Medical decision making refers
to the complexity of establishing a diagnosis or
selecting a management option that can be
measured by the following:

a. The number of diagnoses and/or the number of
management options to be considered.

b. The amount and/or complexity of medical
records, diagnostic tests, and other information
that must be retrieved, reviewed, and analyzed.

c.  The risk of significant complications,
morbidity, mortality, as well as co-morbidities
associated with the patient’s presenting
problems, the diagnostic procedures, and/or
the possible management options.

E. Contributory Components.

1.

Counseling, coordination of care, and the nature of
the presenting problem are not major
considerations in most encounters, so they
generally provide contributory information to the
code selection process. The exception arises when
counseling or coordination of care dominates the
encounter (more than fifty percent (50%) of the
time spent). Document the exact amount of time
spent to substantiate the selected code and what
was clearly discussed during the encounter.
Counseling is defined in the CPT book as a
discussion with a patient and/or family concerning
one or more of the following areas:

a. Diagnostic results, impressions, and/or
recommended diagnostic studies;

b. Prognosis;

c.  Risks and benefits of management (treatment)
options;

d. Instructions for management (treatment)

and/or follow-up;

e. Importance of compliance with chosen
management (treatment) options;

f.  Risk factor reduction;
g. Patient and family education.

E/M codes are designed to report actual work
performed, not time spent. But when counseling or
coordination of care dominates the encounter, time
overrides the other factors and determines the
proper code. For office encounters, count only the
time spent face-to-face with the patient and/or
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family. For hospital or other inpatient encounters,
count the time spent rendering services for that
patient while on the patient’s unit, on the patient’s
floor, or at the patient’s bedside.

E Interpretation of Diagnostic Studies in the Emergency
Room

1. Only one fee for the interpretation of an x-ray or
EKG procedure will be reimbursed per procedure.

2. The payer is to provide reimbursement to the
provider that directly contributed to the diagnosis
and treatment of the individual patient.

3. [Itis necessary to provide a signed report in order to
bill the professional component of a diagnostic
procedure. The payer may require the report before
payment is rendered.

4. If more than one bill is received, physician specialty
should not be the deciding factor in determining
which physician to reimburse.

Example: In many EDs, an emergency room (ER)
physician orders the x-ray on a particular patient. If
the ER physician interprets the x-ray making a
notation as to the findings in the chart and then
treats the patient according to these radiological
findings, the ER physician should be paid for the
interpretation and report. There may be a
radiologist on staff at the particular facility with
quality control responsibilities at that particular
facility. However, the fact that the radiolgosit reads
all x-rays taken in the ED for quality control
purposes is not sufficient to command a separate or
additional reimbursement from the payer.

There is a provision for payment of a second
interpreetation under unusual circumstances such
as a questionable finding for which the physician
performing the initial interpretation requests the
expertise of another physician (i.e., expertise of a
radiologist). CPT code 76140 is to be used when a
second opinion is required for a radiological
procedure. Reimbursement is limited to the
professional component listed in the Fee Schedule
for that procedure.

6. A review alone of an x-ray or EKG does not meet
the conditions for separate payment of a service, as
it is already included in the ED visit.

Il. GENERAL GUIDELINES

The E/M code section is divided into subsections by type and
place of service. Keep the following in mind when coding
each service setting:

e A patient is considered an outpatient at a health
care facility until formal inpatient admission occurs.

e All physicians use codes 99281-99285 for
reporting emergency department services,
regardless of hospital-based or non-hospital-based
status.

e Admission to a hospital or nursing facility includes
E/M services provided elsewhere on the same day.

lIl.  OFFICE OR OTHER QUTPATIENT SERVICES
(99201-99215)

Use the Office or Other Outpatient Services codes to report
the services for most patient encounters. Multiple office or
outpatient visits provided on the same calendar date are
billable if medically necessary and include documentation to
support medical necessity.

IV. HoSPITAL OBSERVATION SERVICES

(99217-99220)
CPT codes 99217 through 99220 report E/M services
provided to patients designated or admitted as “observation
status” in a hospital. It is not necessary that the patient be
located in an observation area designated by the hospital to
use these codes; however, whenever a patient is placed in a
separately designated observation area of the hospital or
emergency department, these codes should be used.

The instructional notes for Initial Hospital Observation Care
include the following:

A, Use these codes to report the encounters by the
supervising physician when the patient is designated as
“observation status.”

B. These codes include initiation of “observation status,”
supervision of the health care plan for observation, and
performance of periodic reassessments.

C. When a patient is admitted to observation status in the
course of an encounter in another site of service (e.g.,
hospital emergency department, physician’s office,
nursing facility), all E/M services provided by that
physician on the same day are included in the admission
for hospital observation. Only one physician can report
initial observation services. Do not use these observation
codes for post-recovery of a procedure that is considered
a global surgical service.

D. Observation services are included in the inpatient
admission service when provided on the same date. Use
Initial Hospital Care codes for services provided to a
patient who, after receiving observation services, is
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admitted to the hospital on the same date. The
observation service is not reported separately.

E. Admission to a hospital or nursing facility includes
evaluation and management services provided
elsewhere (office or emergency department) by the
admitting physician on the same day.

E  For a patient admitted to the hospital on a date
subsequent to the date of observation status, the
hospital admission would be reported separately with
the appropriate Initial Hospital Care code
99221-99223.

G. For a patient admitted and discharged from observation
or inpatient status on the same date, the services should
be reported with codes 99234-99236.

See Office and Other Outpatient Consultation codes

to report observation encounters by other physicians.

V.  OBSERVATION CARE DISCHARGE SERVICES

(99217)

A, CPT code 99217 is used only if discharge from
observation status occurs on a date other than the initial
date of observation. The code includes final examination
of the patient, discussion of the hospital stay,
instructions for continuing care, and preparation of
discharge records.

B. If a patient is admitted to and subsequently discharged
from observation status on the same date, see codes
00234-99236.

C. Do not report observation discharge 99217 in
conjunction with a hospital admission.

VI.  HOSPITAL INPATIENT SERVICES
(99221-99239)

The codes for hospital inpatient services report admission to
a hospital setting, follow-up care provided in a hospital
setting, and hospital discharge day management. For
inpatient care, the time component includes not only
face-to-face time with the patient but also the physician’s
time spent in the patient’s unit or on the patient’s floor. This
time may include family counseling or discussing the
patient’s condition with the family; establishing and
reviewing the patient’s record; documenting within the chart;
and communicating with other health care professionals,
such as other physicians, nursing staff, respiratory therapists,
etc.

A. If the patient is admitted to a facility on the same day as
any related outpatient encounter (office, emergency

department, nursing facility, etc.), report the total care as
one service with the appropriate Initial Hospital Care
code.

B. For initial hospital care of a patient admitted on one
date and discharged a subsequent day, report
99221-99223 for the initial inpatient care,
99231-99233 for the subsequent hospital care
excluding the discharge day.

C. For a patient admitted and discharged for inpatient
services or observation status on the same date, report
the service with CPT codes 99234-99236.

D. Code 99238 or 99239 reports hospital discharge day
management, but excludes discharge of a patient from
observation status and inpatients admitted and
discharged on the same date. When concurrent care is
provided on the day of discharge by a physician other
than the attending physician, report these services using
Subsequent Hospital Care codes.

VII. MuLTIPLE HOSPITAL VISITS

Not more than one hospital visit per day shall be payable
except when documentation describes the medical necessity
of more than one visit by a particular practitioner. Hospital
visit codes shall be combined into the single code that best
describes the service rendered.

VIIl. CONSULTATIONS (99241-99255)

Consultations in CPT 2007 fall under two subcategories:
Office or Other Outpatient Consultations, and Inpatient
Consultations. If counseling dominates the encounter, time
determines the correct code.

Most requests for a consultation come from the attending
physician, the employer, an attorney, or other appropriate
source. Include the name of the requesting physician or
other source on the claim form or electronic billing.
Confirmatory consultations may be requested by the patient
and/or family or may result from a second (or third) opinion.
When requested by the patient and/or family the service is
not reported with consultation codes, but may be reported
using the office, home service, or domiciliary/rest home care
codes. When required by the attending physician or other
appropriate source, report the service with a consultation
code for the appropriate site of service, 99241-99245 for
office or other outpatient consultation or 99251-99255 for
inpatient consultation.

The consultant may initiate diagnostic and/or therapeutic
services, such as writing orders or prescriptions and
initiating treatment plans.
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The opinion rendered and services ordered or performed
must be documented in the patient’s medical record and a
report of this information communicated to the requesting
entity.

Report separately any identifiable procedure or service
performed on, or subsequent to, the date of the initial
consultation.

When the consultant assumes responsibility for the
management of any or all of the patient’s care subsequent to
the consultation encounter, consult codes are no longer
appropriate. Depending on the location, identify the correct
subsequent or established patient codes.

IX. EMERGENCY DEPARTMENT SERVICES
(99281-99288)

Emergency department (ED) service codes do not
differentiate between new and established patients and are
used by hospital-based and non-hospital-based physicians.
The notes in the CPT book clearly define an emergency
department as “an organized hospital-based facility for the
provision of unscheduled episodic services to patients who
present for immediate medical attention. The facility must be
available 24 hours a day.” This guideline indicates that care
provided in the ED setting for convenience should not be
coded as an ED service. Also note that more than one ED
service can be reported per calendar day if medically
necessary.

Codes 99281-99288 are used to report services provided in
a medical emergency. If, however, the physician sees the
patient in the emergency room out of convenience for either
the patient or physician, the appropriate office visit code
should be reported (99201-99215) and reimbursement will
be made accordingly.

X.  CriTicAL CARE SERVICES (99291-99300)

Critical care is the direct delivery by a physician(s) of
medical care for a critically ill or critically injured patient. A
critical illness or injury acutely impairs one or more vital
organ systems such that there is a high probability of
imminent or life threatening deterioration in the patient’s
condition. Critical care involves high complexity decision
making to assess, manipulate, and support vital system
function(s) to treat single or multiple vital organ system
failure and/or to prevent further life threatening deterioration
of the patient’s condition. Examples of vital organ system
failure include, but are not limited to: central nervous system
failure, circulatory failure, shock, renal, hepatic, metabolic,
and/or respiratory failure. Although critical care typically
requires interpretation of multiple physiologic parameters

and/or application of advanced technology(s), critical care
may be provided in life threatening situations when these
elements are not present. Critical care may be provided on
multiple days, even if no changes are made in the treatment
rendered to the patient, provided that the patient’s condition
continues to require the level of physician attention
described above.

Providing medical care to a critically ill, injured, or
postoperative patient qualifies as a critical care service only if
both the illness or injury and the treatment being provided
meet the above requirements. Critical care is usually, but not
always, given in a critical care area, such as the coronary care
unit, intensive care unit, pediatric intensive care unit,
respiratory care unit, or the emergency care facility.

Critical care services provided to infants 29 days through 24
months of age are reported with pediatric critical care codes
99293 and 99294. Critical care services provided to infants
older than one month of age at the time of admission to an
intensive care unit are reported with critical care codes
09291 and 99292. Critical care services provided to
neonates (28 days of age or less at the time of admission to
an intensive care unit) are reported with the neonatal critical
care codes 99295, 99296, 99298, 99299, and 99300. The
neonatal critical care codes are reported as long as the
neonate qualifies for critical care services during the hospital
stay. The reporting of pediatric and neonatal critical care
services is not based on time, the type of unit (e.g., pediatric
or neonatal critical care unit) or the type of provider
delivering the care. For additional instructions on reporting
these services, see the Inpatient Neonatal and Pediatric
Critical Care section of the CPT book and codes
99293-99300.

Services for a patient who is not critically ill but happens to
be in a critical care unit are reported using other appropriate
E/M codes.

Critical care and other E/M services may be provided to the
same patient on the same date by the same physician.

The following services are included in reporting critical care
when performed during the critical period by the
physician(s) providing critical care: the interpretation of
cardiac output measurements (93561, 93562), chest x-rays
(71010, 71015, 71020), pulse oximetry (94760, 94761,
94762), blood gases, and information data stored in
computers (e.g., ECGs, blood pressures, Hematologic data
(99090)); gastric intubation (43752, 91105); temporary
transcutaneous pacing (92953); ventilatory management
(94002-94004, 94660, 94662); and vascular access
procedures (36000, 36410, 36415, 36540, 36600). Any
services performed which are not listed above should be
reported separately when performed in conjunction with
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critical services reported with code 99291-99292. When
reporting inpatient neonatal and pediatric critical care
services 99293-99300, consult the CPT book for additional
procedures that are bundled into codes 99293-99300.

Codes 99291-99292 should not be reported for the
physician’s attendance during the transport of critically ill or
injured patients to or from a facility or hospital. Physician
transport services of the critically ill or injured pediatric
patient (24 months of age or less) are separately reportable,
see 99289, 99290.

The critical care codes 99291 and 99292 are used to report
the total duration of time spent by a physician providing
critical care services to a critically ill or critically injured
patient, even if the time spent by the physician on that date
is not continuous. For any given period of time spent
providing critical care services, the physician must devote his
or her full attention to the patient and, therefore, cannot
provide services to any other patient during the same period
of time.

Xl. NuRSING FACILITY SERVICES (99304-99318)

Nursing facility E/M services have been grouped into four
subcategories: Initial Nursing Facility Care, Subsequent
Nursing Facility Care, Nursing Facility Discharge Services,
and Other Nursing Facility Services. Included in these codes
are E/M services provided to patients in nursing facilities
(formerly called skilled nursing facilities (SNFs)),
intermediate care facilities (ICFs), long-term care facilities
(LTCFs), and psychiatric residential treatment centers.
Psychiatric residental treatment centers must provide a “24
hour therapeutically planned and professionally staffed
group living and learning environment.” Report other
services, such as medical psychotherapy, separately when
provided in addition to E/M services.

Xll. DomiciLIARY, REST HOME (E.G., BOARDING
HoMeE), oR CUSTODIAL CARE SERVICES
(99324-99340)

The evaluation and management codes are used to report
care given to patients residing in a facility that provides room
and board and other personal assistance services. The facility
is generally a long-term facility. The facility’s services do not
include a medical component. Typical times have not been
established for this code group.

XIll. HomE SERVICES (99341-99350)

Services and care provided at the patient’s home are coded
from this subcategory. Typical times have not been
established for this code group.

XIV. PROLONGED SERVICES (99354-99359)

A, Prolonged Physician Setvice with Direct Patient Contact
(99354-99357). Prolonged physician services are
reportable in addition to other physician services,
including any level of E/M service. The codes report the
total duration of face-to-face time spent by the physician
on a given date, even if the time is not continuous.

Codes 99354 or 99356 report the first hour of
prolonged service on a given date, depending on the
place of service. Code 99355 or 99357 is used to report
each additional 30 minutes beyond the first hour.
Services lasting less than 15 minutes are not reportable
in this category, and the services must extend 15
minutes or more into the next time period to be
reportable. For example, services lasting one hour and
twelve minutes are reported by code 99354 or code
99356 alone. Services lasting one hour and seventeen
minutes are reported using the code for the first hour
plus the code for an additional 30 minutes.

Prolonged physician services should be reported only
once per date of service, even if the time spent is not
continuous. Please refer to CPT 2007 for a more
complete explanation of prolonged physician care.

B.  Prolonged Physician Service without Direct Patient Contact.
Use code 99358 to report the first hour and 99359 for
each additional 30 minutes. All aspects of time reporting
are the same as explained above for direct patient
contact services.

Prolonged physician services without direct patient
contact may include review of extensive records and
tests, and communication (other than telephone calls,
99371-99373) with other professionals and/or the
patient and family. These are beyond the usual services
and include both inpatient and outpatient settings.
Report these services in addition to other services
provided, including any level of E/M service.

XV. PHYSICIAN STANDBY SERVICES (99360)

Code 99360 is used to report physician standby service that
is requested by another physician and that involves
prolonged physician attendance without direct (face-to-face)
patient contact. The physician may not be providing care or
services to other patients during this period. This code is not
used to report time spent proctoring another physician. It is
also not used if the period of standby ends with the
performance of a procedure subject to a “surgical” package
by the physician who was on standby.

Code 99360 is used to report the total duration of time spent
by a physician on a given date on standby. Standby service of
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less than 30 minutes total duration on a given date is not
reported separately.

Second and subsequent periods of standby beyond the first
30 minutes may be reported only if a full 30 minutes of
standby was provided for each unit of service reported.

XVI. CASE MANAGEMENT SERVICES
(99361-99373)

Physician case management is a process in which a physician
is responsible for direct care of a patient, and for
coordinating and controlling access to or initiating and/or
supervising other health care services needed by the patient.

XVII. CARE PLAN OVERSIGHT SERVICES
(99339-99340, 99374-99380)

Care plan oversight services are reported separately from
codes for office/outpatient, hospital, home, nursing facility,
or domiciliary services. The complexity and the approximate
physician time spent in care plan oversight services provided
within a thirty (30) day period determines the code to be
billed.

Only one physician may report care plan oversight services
during a given period of time, reflecting the physician’s sole
or predominant supervisory role with the patient. These
codes should not be used for supervision of a patient in a
nursing facility or under the care of a home health agency
unless they require recurrent supervision of therapy. Care
plan oversight services are considered part of the patient
evaluation and management services when less than fifteen
(15) minutes are provided during a thirty (30) day period.

XVIII.SPecIAL EVALUATION AND MANAGEMENT
SERVICES (99450-99456)

This series of codes was introduced in CPT 1995 to report
physician evaluations in order to establish baseline
information for insurance certification and/or work-related
or medical disability.

XIX. OTHER EVALUATION AND MANAGEMENT
SERVICES (99499)

This is an unlisted code to report E/M services not
specifically defined in the CPT book.

XX. MODIFIERS

Modifiers augment CPT codes to more accurately describe
the circumstances of services provided. When applicable, the
circumstances should be identified by a modifier code: a
two-digit number placed after the usual procedure code,
separated by a hyphen. If more than one modifier is needed,
place the multiple modifiers code 99 after the procedure
code to indicate that two or more modifiers will follow.
Modifiers commonly used with E/M procedures are as
follows:

21 Prolonged Evaluation and Management Services
When the face-to-face or floor/unit service(s) provided is
prolonged or otherwise greater than that usually required for
the highest level of evaluation and management service
within a given category, it may be identified by adding
modifier 21 to the evaluation and management code
number. A report may also be appropriate.

24 Unrelated Evaluation and Management Service by

the Same Physician During a Postoperative Period
The physician may need to indicate that an evaluation and
management service was performed during a postoperative
period for a reason(s) unrelated to the original procedure.
This circumstance may be reported by adding modifier 24 to
the appropriate level of E/M service.

25 Significant, Separately Identifiable Evaluation and
Management Service by the Same Physician on the
Same Day of the Procedure or Other Service

The physician may need to indicate that on the day a

procedure or service identified by a CPT code was

performed, the patient’s condition required a significant,
separately identifiable E/M service above and beyond the
other service provided or beyond the usual preoperative and
postoperative care associated with the procedure that was
performed. A significant, separately indentifiable E/M service
is defined or substantiated by documentation that satisfies
the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services

Guidelines for instructions on determining level of E/M

service). The E/M service may be prompted by the symptom

or condition for which the procedure and/or service was
provided. As such, different diagnoses are not required for
reporting of the E/M services on the same date. This
circumstance may be reported by adding modifier 25 to the
appropriate level of E/M service. Note: This modifier is not
used to report an E/M service that resulted in a decision to

perform surgery. See modifier 57.

32 Mandated Services
Services related to mandated consultation and/or related
services (eg, PRO, third-party payer, governmental,
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legislative, or regulatory requirement) may be identified by
adding modifier 32 to the basic procedure.

52 Reduced Services

Under certain circumstances a service or procedure is
partially reduced or eliminated at the physician’s discretion.
Under these circumstances the service provided can be
identified by its usual procedure number and the addition of
modifier 52, signifying that the service is reduced. This
provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For

hospital outpatient reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

57 Decision for Surgery

An evaluation and management service that resulted in the
initial decision to perform the surgery may be identified by
adding modifier 57 to the appropriate level of E/M service.
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99201

99202

99203

99204

99205

99211

99212

99213

99214

99215

99217

Description

Office or other outpatient visit for the evaluation and management of a new patient, which requires
these three key components: a problem focused history; a problem focused examination;
straightforward medical decision making. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the presenting problem(s) are self limited or minor. Physicians typically spend 10
minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of a new patient, which requires
these three key components: an expanded problem focused history; an expanded problem focused
examination; straightforward medical decision making. Counseling and/or coordination of care with
other providers or agencies are provided consistent with the nature of the problem(s) and the patient’s
and/or family’s needs. Usually, the presenting problem(s) are of low to moderate severity. Physicians
typically spend 20 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of a new patient, which requires
these three key components: a detailed history; a detailed examination; medical decision making of
low complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate severity. Physicians typically spend 30 minutes face-to-face
with the patient and/or family.

Office or other outpatient visit for the evaluation and management of a new patient, which requires
these three key components: a comprehensive history; a comprehensive examination; medical
decision making of moderate complexity. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family's
needs. Usually, the presenting problem(s) are of moderate to high severity. Physicians typically spend
45 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of a new patient, which requires
these three key components: a comprehensive history; a comprehensive examination; medical
decision making of high complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family's
needs. Usually, the presenting problem(s) are of moderate to high severity. Physicians typically spend
60 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of an established patient, that may
not require the presence of a physician. Usually, the presenting problem(s) are minimal. Typically, 5
minutes are spent performing or supervising these services.

Office or other outpatient visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a problem focused history; a problem focused
examination; straightforward medical decision making. Counseling and/or coordination of care with
other providers or agencies are provided consistent with the nature of the problem(s) and the patient’s
and/or family's needs. Usually, the presenting problem(s) are self limited or minor. Physicians typically
spend 10 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of an established patient, which
requires at least two of these three key components: an expanded problem focused history; an
expanded problem focused examination; medical decision making of low complexity. Counseling and
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of low to
moderate severity. Physicians typically spend 15 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a detailed history; a detailed examination;
medical decision making of moderate complexity. Counseling and/or coordination of care with other
providers or agencies are provided consistent with the nature of the problem(s) and the patient’s
and/or family’s needs. Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 25 minutes face-to-face with the patient and/or family.

Office or other outpatient visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a comprehensive history; a comprehensive
examination; medical decision making of high complexity. Counseling and/or coordination of care with
other providers or agencies are provided consistent with the nature of the problem(s) and the patient's
and/or family’s needs. Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 40 minutes face-to-face with the patient and/or family.

Observation care discharge day management (This code is to be utilized by the physician to report all
services provided to a patient on discharge from observation status if the discharge is on other than
the initial date of observation status. To report services to a patient designated as observation status
or inpatient status and discharged on the same date, use the codes for Observation or Inpatient Care
Services [including Admission and Discharge Services, 99234-99236 as appropriate.])

Relative

Value
0.94

1.64

243

3.69

4.63

0.53

0.97

1.57

2.38

3.22

1.74

Amount
$47.47

$82.82

$122.72

$186.35

$233.82

$26.77

$48.99

$79.29

$120.19

$162.61

$87.87
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Relative

Code Description Value  Amount

99218 |Initial observation care, per day, for the evaluation and management of a patient which requires these 1.64 $82.82
three key componants: a detailed or comprehensive history; a detailed or comprehensive examination;
and medical decision making that is straightforward or of low complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. Usually, the problem(s) requiring admission to
observation status are of low severity.

99219 Initial observation care, per day, for the evaluation and management of a patient, which requires these 2.1 $136.86
three key components: a comprehensive history; a comprehensive examination; and medical decision
making of moderate complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the problem(s) requiring admission to observation status are of moderate severity.

99220 Initial observation care, per day, for the evaluation and management of a patient, which requires these 3.82 $192.91
three key components: a comprehensive history; a comprehensive examination; and medical decision
making of high complexity. Counseling and/or coordination of care with other providers or agencies
are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs.
Usually, the problem(s) requiring admission to observation status are of high severity.

99221 Initial hospital care, per day, for the evaluation and management of a patient, which requires these 2.24 $113.12
three key components: a detailed or comprehensive history; a detailed or comprehensive examination;
and medical decision making that is straightforward or of low complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. Usually, the problem(s) requiring admission are of
low severity. Physicians typically spend 30 minutes at the bedside and on the patient’s hospital floor or
unit.

99222 Initial hospital care, per day, for the evaluation and management of a patient, which requires these 3.14 $158.57
three key components: a comprehensive history; a comprehensive examination; and medical decision
making of moderate complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the problem(s) requiring admission are of moderate severity. Physicians typically
spend 50 minutes at the bedside and on the patient’s hospital floor or unit.

99223 Initial hospital care, per day, for the evaluation and management of a patient, which requires these 4.58 $231.29
three key components: a comprehensive history; a comprehensive examination; and medical decision
making of high complexity. Counseling and/or coordination of care with other providers or agencies
are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs.
Usually, the problem(s) requiring admission are of high severity. Physicians typically spend 70 minutes
at the bedside and on the patient's hospital floor or unit.

99231 Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at 0.94 $47.47
least two of these three key components: a problem focused interval history; a problem focused
examination; medical decision making that is straightforward or of low complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family’s needs. Usually, the patient is stable, recovering or
improving. Physicians typically spend 15 minutes at the bedside and on the patient’s hospital floor or
unit.

99232 Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at 1.68 $84.84
least two of these three key components: an expanded problem focused interval history; an expanded
problem focused examination; medical decision making of moderate complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. Usually, the patient is responding inadequately to
therapy or has developed a minor complication. Physicians typically spend 25 minutes at the bedside
and on the patient’s hospital floor or unit.

99233 Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at 240 $121.20
least two of these three key components: a detailed interval history; a detailed examination; medical
decision making of high complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the patientis unstable or has developed a significant complication or a significant new
problem. Physicians typically spend 35 minutes at the bedside and on the patient’s hospital floor or
unit.

99234 Observation or inpatient hospital care, for the evaluation and management of a patient including 3.30 $166.65
admission and discharge on the same date which requires these three key components: a detailed or
comprehensive history; a detailed or comprehensive examination; and medical decision making that is
straightforward or of low complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family's
needs. Usually the presenting problem(s) requiring admission are of low severity.
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Relative
Code Description Value  Amount
99235 Observation or inpatient hospital care, for the evaluation and management of a patient including 4.35 $219.68

admission and discharge on the same date which requires these three key components: a
comprehensive history; a comprehensive examination; and medical decision making of moderate
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family's needs. Usually the
presenting problem(s) requiring admission are of moderate severity.

99236 Observation or inpatient hospital care, for the evaluation and management of a patient including 5.42 $273.1
admission and discharge on the same date which requires these three key components: a
comprehensive history; a comprehensive examination; and medical decision making of high
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually the
presenting problem(s) requiring admission are of high severity.

99238 Hospital discharge day management; 30 minutes or less 1.73 $87.37
99239 Hospital discharge day management; more than 30 minutes 2.50 $126.25
99241 Office consultation for a new or established patient, which requires these three key components: a 1.28 $64.64

problem focused history; a problem focused examination; and straightforward medical decision
making. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family's needs. Usually, the
presenting problem(s) are self limited or minor. Physicians typically spend 15 minutes face-to-face
with the patient and/or family.

99242 Office consultation for a new or established patient, which requires these three key components: an 2.36 $119.18
expanded problem focused history; an expanded problem focused examination; and straightforward
medical decision making. Counseling and/or coordination of care with other providers or agencies are
provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,
the presenting problem(s) are of low severity. Physicians typically spend 30 minutes face-to-face with
the patient and/or family.

99243 Office consultation for a new or established patient, which requires these three key components: a 3.23 $163.12
detailed history; a detailed examination; and medical decision making of low complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of
moderate severity. Physicians typically spend 40 minutes face-to-face with the patient and/or family.

99244 Office consultation for a new or established patient, which requires these three key components: a 474 $239.37
comprehensive history; a comprehensive examination; and medical decision making of moderate
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate to high severity. Physicians typically spend 60 minutes
face-to-face with the patient and/or family.

99245 Office consultation for a new or established patient, which requires these three key components: a 5.88 $296.94
comprehensive history; a comprehensive examination; and medical decision making of high
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate to high severity. Physicians typically spend 80 minutes
face-to-face with the patient and/or family.

99251 Inpatient consultation for a new or established patient, which requires these three key components: a 1.21 $61.11
problem focused history; a problem focused examination; and straightforward medical decision
making. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are self limited or minor. Physicians typically spend 20 minutes at the bedside
and on the patient’s hospital floor or unit.

99252 Inpatient consultation for a new or established patient, which requires these three key components: 1.94 $97.97
an expanded problem focused history; an expanded problem focused examination; and
straightforward medical decision making. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family's
needs. Usually, the presenting problem(s) are of low severity. Physicians typically spend 40 minutes at
the bedside and on the patient’s hospital floor or unit.

99253 Inpatient consultation for a new or established patient, which requires these three key components: a 2.87 $144.94
detailed history; a detailed examination; and medical decision making of low complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of
moderate severity. Physicians typically spend 55 minutes at the bedside and on the patient’s hospital
floor or unit.
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Code Description Value  Amount

99254 Inpatient consultation for a new or established patient, which requires these three key components: a 413 $208.57
comprehensive history; a comprehensive examination; and medical decision making of moderate
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate to high severity. Physicians typically spend 80 minutes at the
bedside and on the patient’s hospital floor or unit.

99255 Inpatient consultation for a new or established patient, which requires these three key components: a 5.15 $260.08
comprehensive history; a comprehensive examination; and medical decision making of high
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate to high severity. Physicians typically spend 110 minutes at the
bedside and on the patient’s hospital floor or unit.

99281 Emergency department visit for the evaluation and management of a patient, which requires these 0.51 $25.76
three key components: a problem focused history; a problem focused examination; and
straightforward medical decision making. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the presenting problem(s) are self limited or minor.

99282 Emergency department visit for the evaluation and management of a patient, which requires these 0.98 $49.49
three key components: an expanded problem focused history; an expanded problem focused
examination; and medical decision making of low complexity. Counseling and/or coordination of care
with other providers or agencies are provided consistent with the nature of the problem(s) and the
patient’s and/or family’s needs. Usually, the presenting problem(s) are of low to moderate severity.

99283 Emergency department visit for the evaluation and management of a patient, which requires these 1.60 $80.80
three key components: an expanded problem focused history; an expanded problem focused
examination; and medical decision making of moderate complexity. Counseling and/or coordination of
care with other providers or agencies are provided consistent with the nature of the problem(s) and
the patient’s and/or family’s needs. Usually, the presenting problem(s) are of moderate severity.

99284 Emergency department visit for the evaluation and management of a patient, which requires these 2.91 $146.96
three key components: a detailed history; a detailed examination; and medical decision making of
moderate complexity. Counseling and/or coordination of care with other providers or agencies are
provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,
the presenting problem(s) are of high severity, and require urgent evaluation by the physician but do
not pose an immediate significant threat to life or physiologic function.

99285 Emergency department visit for the evaluation and management of a patient, which requires these 4.36 $220.18
three key components within the constraints imposed by the urgency of the patient’s clinical condition
and/or mental status: a comprehensive history; a comprehensive examination; and medical decision
making of high complexity. Counseling and/or coordination of care with other providers or agencies
are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs.
Usually, the presenting problem(s) are of high severity and pose an immediate significant threat to life
or physiologic function.

99288 Physician direction of emergency medical systems (EMS) emergency care, advanced life support 0.00 BR

99289 Critical care services delivered by a physician, face-to-face, during an interfacility transport of 5.92 $298.96
critically ill or critically injured pediatric patient, 24 months of age or less; first 30-74 minutes of hands
on care during transport

+ 99290 Critical care services delivered by a physician, face-to-face, during an interfacility transport of 3.04 $153.52
critically ill or critically injured pediatric patient, 24 months of age or less; each additional 30 minutes
(List separately in addition to code for primary service)

99291 Critical care, evaluation and management of the critically ill or critically injured patient; first 30-74 6.76 $341.38

minutes
+ 99292 Critical care, evaluation and management of the critically ill or critically injured patient; each 3.02 $152.51

additional 30 minutes (List separately in addition to code for primary service)

99293 Initial inpatient pediatric critical care, per day, for the evaluation and management of a critically ill 19.97 $1,008.49
infant or young child, 29 days through 24 months of age

99294 Subsequentinpatient pediatric critical care, per day, for the evaluation and management of a critically 9.88 $498.94
ill infant or young child, 29 days through 24 months of age

99295 Initial inpatient neonatal critical care, per day, for the evaluation and management of a critically ill 22.90 $1,156.45
neonate, 28 days of age or less

99296 Subsequentinpatient neonatal critical care, per day, for the evaluation and management of a critically 9.87 $498.44
ill neonate, 28 days of age or less

99298 Subsequentintensive care, per day, for the evaluation and management of the recovering very low 3.51 $177.26
birth weight infant (present body weight less than 1500 g)

99299 Subsequent intensive care, per day, for the evaluation and management of the recovering low birth 3.25 $164.13

weight infant (present body weight of 1500-2500 g)
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99300 Subsequentintensive care, per day, for the evaluation and management of the recovering infant 3.13 $158.07
(present body weight of 2501-5000 g)
99304 Initial nursing facility care, per day, for the evaluation and management of a patient which requires 1.61 $81.31

these three key components: a detailed or comprehensive history; a detailed or comprehensive
examination; and medical decision making that is straightforward or of low complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the problem(s) requiring admission
are of low severity.

99305 Initial nursing facility care, per day, for the evaluation and management of a patient which requires 2.14 $108.07
these three key components: a comprehensive history; a comprehensive examination; and medical
decision making of moderate complexity. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family's
needs. Usually, the problem(s) requiring admission are of moderate severity.

99306 Initial nursing facility care, per day, for the evaluation and management of a patient, which requires 2.63 $132.82
these three key components: a comprehensive history; a comprehensive examination; and medical
decision making of high complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the problem(s) requiring admission are of high severity.

99307 Subsequent nursing facility care, per day, for the evaluation and management of a patient, which 0.84 $42.42
requires at least two of these three key components: a problem focused interval history; a problem
focused examination; straightforward medical decision making. Counseling and/or coordination of
care with other providers or agencies are provided consistent with the nature of the problem(s) and
the patient’s and/or family’s needs. Usually, the patient is stable, recovering, or improving.

99308 Subsequent nursing facility care, per day, for the evaluation and management of a patient, which 1.39 $70.20
requires at least two of these three key components: an expanded problem focused interval history; an
expanded problem focused examination; medical decision making of low complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the patient is responding
inadequately to therapy or has developed a minor complication.

99309 Subsequent nursing facility care, per day, for the evaluation and management of a patient, which 1.95 $98.48
requires at least two of these three key components: a detailed interval history; a detailed
examination; medical decision making of moderate complexity. Counseling and/or coordination of care
with other providers or agencies are provided consistent with the nature of the problem(s) and the
patient’s and/or family’s needs. Usually, the patient has developed a significant complication or a
significant new problem.

99310 Subsequent nursing facility care, per day, for the evaluation and management of a patient, which 244 $123.22
requires at least two of these three key components: a comprehensive interval history; a
comprehensive examination; medical decision making of high complexity. Counseling and/or
coordination of care with other providers or agencies are provided consistent with the nature of the
problem(s) and the patient’s and/or family’s needs. The patient may be unstable or may have
developed a significant new problem requiring immediate physician attention.

99315 Nursing facility discharge day management; 30 minutes or less 1.51 $76.26
99316 Nursing facility discharge day management; more than 30 minutes 1.98 $99.99
99318 Evaluation and management of a patient involving an annual nursing facility assessment, which 1.61 $81.31

requires these three key components: A detailed interval history; A comprehensive examination; and
Medical decision making that is of low to moderate complexity. Counseling and/or coordination of
care with other providers or agencies are provided consistent with the nature of the problem(s) and
the patient’s and/or family’s needs. Usually, the patient is stable, recovering, or improving.

99324 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires 1.44 $72.72
these three key components: A problem focused history; A problem focused examination; and
Straightforward medical decision making. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the presenting problem(s) are of low severity. Physicians typically spend 20 minutes
with the patient and/or family or caregiver.

99325 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires 2.10 $106.05
these three key components: An expanded problem focused history; An expanded problem focused
examination; and Medical decision making of low complexity. Counseling and/or coordination of care
with other providers or agencies are provided consistent with the nature of the problem(s) and the
patient’s and/or family's needs. Usually, the presenting problem(s) are of moderate severity. Physicians
typically spend 30 minutes with the patient and/or family or caregiver.

99326 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires 3.02 $152.51
these three key components: A detailed history; A detailed examination; and Medical decision making
of moderate complexity. Counseling and/or coordination of care with other providers or agencies are
provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,
the presenting problem(s) are of moderate to high severity. Physicians typically spend 45 minutes with
the patient and/or family or caregiver.
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99327 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires 3.97 $200.49
these three key components: A comprehensive history; A comprehensive examination; and Medical
decision making of moderate complexity. Counseling and/or coordination of care with other providers
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the presenting problem(s) are of high severity. Physicians typically spend 60 minutes
with the patient and/or family or caregiver.

99328 Domiciliary or rest home visit for the evaluation and management of a new patient, which requires 491 $247.96
these three key components: A comprehensive history; A comprehensive examination; and Medical
decision making of high complexity. Counseling and/or coordination of care with other providers or
agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s
needs. Usually, the patient is unstable or has developed a significant new problem requiring
immediate physician attention. Physicians typically spend 75 minutes with the patient and/or family or
caregiver.

99334 Domiciliary or rest home visit for the evaluation and management of an established patient, which 1.1 $56.06
requires at least two of these three key components: A problem focused interval history; A problem
focused examination; Straightforward medical decision making. Counseling and/or coordination of
care with other providers or agencies are provided consistent with the nature of the problem(s) and
the patient’s and/or family’s needs. Usually, the presenting problem(s) are self-limited or minor.
Physicians typically spend 15 minutes with the patient and/or family or caregiver.

99335 Domiciliary or rest home visit for the evaluation and management of an established patient, which 1.75 $88.38
requires at least two of these three key components: An expanded problem focused interval history;
An expanded problem focused examination; Medical decision making of low complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of low
to moderate severity. Physicians typically spend 25 minutes with the patient and/or family or caregiver.

99336 Domiciliary or rest home visit for the evaluation and management of an established patient, which 2.69 $135.85
requires at least two of these three key components: A detailed interval history; A detailed
examination; Medical decision making of moderate complexity. Counseling and/or coordination of
care with other providers or agencies are provided consistent with the nature of the problem(s) and
the patient's and/or family’s needs. Usually, the presenting problem(s) are of moderate to high severity.
Physicians typically spend 40 minutes with the patient and/or family or caregiver.

99337 Domiciliary or rest home visit for the evaluation and management of an established patient, which 3.95 $199.48
requires at least two of these three key components: A comprehensive interval history; A
comprehensive examination; Medical decision making of moderate to high complexity. Counseling
and/or coordination of care with other providers or agencies are provided consistent with the nature
of the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of
moderate to high severity. The patient may be unstable or may have developed a significant new
problem requiring immediate physician attention. Physicians typically spend 60 minutes with the
patient and/or family or caregiver.

99339 Individual physician supervision of a patient (patient not present) in home, domiciliary or rest home 1.76 $88.88
(eg, assisted living facility) requiring complex and multidisciplinary care modalities involving regular
physician development and/or revision of care plans, review of subsequent reports of patient status,
review of related laboratory and other studies, communication (including telephone calls) for
purposes of assessment or care decisions with health care professional(s), family member(s),
surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient’s care,
integration of new information into the medical treatment plan and/or adjustment of medical therapy,
within a calendar month; 15-29 minutes

99340 Individual physician supervision of a patient (patient not present) in home, domiciliary or rest home 245 $123.73
(eg, assisted living facility) requiring complex and multidisciplinary care modalities involving regular
physician development and/or revision of care plans, review of subsequent reports of patient status,
review of related laboratory and other studies, communication (including telephone calls) for
purposes of assessment or care decisions with health care professional(s), family member(s),
surrogate decision maker(s) (eg, legal guardian) and/or key caregiver(s) involved in patient’s care,
integration of new information into the medical treatment plan and/or adjustment of medical therapy,
within a calendar month; 30 minutes or more

99341 Home visit for the evaluation and management of a new patient, which requires these three key 1.43 $72.22
components: A problem focused history; A problem focused examination; and Straightforward medical
decision making. Counseling and/or coordination of care with other providers or agencies are
provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,
the presenting problem(s) are of low severity. Physicians typically spend 20 minutes face-to-face with
the patient and/or family.

99342 Home visit for the evaluation and management of a new patient, which requires these three key 2.10 $106.05
components: An expanded problem focused history; An expanded problem focused examination; and
Medical decision making of low complexity. Counseling and/or coordination of care with other
providers or agencies are provided consistent with the nature of the problem(s) and the patient’s
and/or family’s needs. Usually, the presenting problem(s) are of moderate severity. Physicians typically
spend 30 minutes face-to-face with the patient and/or family.
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Home visit for the evaluation and management of a new patient, which requires these three key 3.04 $153.52

components: A detailed history; A detailed examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the
presenting problem(s) are of moderate to high severity. Physicians typically spend 45 minutes
face-to-face with the patient and/or family.

Home visit for the evaluation and management of a new patient, which requires these three 3.98 $200.99
components: A comprehensive history; A comprehensive examination; and Medical decision making

of moderate complexity. Counseling and/or coordination of care with other providers or agencies are

provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,

the presenting problem(s) are of high severity. Physicians typically spend 60 minutes face-to-face with

the patient and/or family.

Home visit for the evaluation and management of a new patient, which requires these three key 491 $247.96
components: A comprehensive history; A comprehensive examination; and Medical decision making

of high complexity. Counseling and/or coordination of care with other providers or agencies are

provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually,

the patient is unstable or has developed a significant new problem requiring immediate physician

attention. Physicians typically spend 75 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which requires at least two of 1.1 $56.06
these three key components: A problem focused interval history; A problem focused examination;

Straightforward medical decision making. Counseling and/or coordination of care with other providers

or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s

needs. Usually, the presenting problem(s) are self limited or minor. Physicians typically spend 15

minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which requires at least two of 1.75 $88.38
these three key components: An expanded problem focused interval history; An expanded problem

focused examination; Medical decision making of low complexity. Counseling and/or coordination of

care with other providers or agencies are provided consistent with the nature of the problem(s) and

the patient’s and/or family's needs. Usually, the presenting problem(s) are of low to moderate severity.

Physicians typically spend 25 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which requires at least two of 2.70 $136.35
these three key components: A detailed interval history; A detailed examination; Medical decision

making of moderate complexity. Counseling and/or coordination of care with other providers or

agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s

needs. Usually, the presenting problem(s) are moderate to high severity. Physicians typically spend 40

minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which requires at least two of 3.98 $200.99
these three key components: A comprehensive interval history; A comprehensive examination;

Medical decision making of moderate to high complexity. Counseling and/or coordination of care with

other providers or agencies are provided consistent with the nature of the problem(s) and the patient’s

and/or family’s needs. Usually, the presenting problem(s) are of moderate to high severity. The patient

may be unstable or may have developed a significant new problem requiring immediate physician

attention. Physicians typically spend 60 minutes face-to-face with the patient and/or family.

Prolonged physician service in the office or other outpatient setting requiring direct (face-to-face) 2.4 $121.71
patient contact beyond the usual service (eg, prolonged care and treatment of an acute asthmatic

patient in an outpatient setting); first hour (List separately in addition to code for office or other

outpatient Evaluation and Management service)

Prolonged physician service in the office or other outpatient setting requiring direct (face-to-face) 239 $120.70
patient contact beyond the usual service (eg, prolonged care and treatment of an acute asthmatic

patient in an outpatient setting); each additional 30 minutes (List separately in addition to code for

prolonged physician service)

Prolonged physician service in the inpatient setting, requiring direct (face-to-face) patient contact 2.21 $111.61
beyond the usual service (eg, maternal fetal monitoring for high risk delivery or other physiological

monitoring, prolonged care of an acutely ill inpatient); first hour (List separately in addition to code for

inpatient Evaluation and Management service)

Prolonged physician service in the inpatient setting, requiring direct (face-to-face) patient contact 222 $112.1
beyond the usual service (eg, maternal fetal monitoring for high risk delivery or other physiological

monitoring, prolonged care of an acutely ill inpatient); each additional 30 minutes (List separately in

addition to code for prolonged physician service)

Prolonged evaluation and management service before and/or after direct (face-to-face) patient care 249 $125.75
(eg, review of extensive records and tests, communication with other professionals and/or the

patient/family); first hour (List separately in addition to code(s) for other physician service(s) and/or

inpatient or outpatient Evaluation and Management service)
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+ 99359 Prolonged evaluation and management service before and/or after direct (face-to-face) patient care 1.20 $60.60
(eg, review of extensive records and tests, communication with other professionals and/or the
patient/family); each additional 30 minutes (List separately in addition to code for prolonged physician

service)

99360 Physician standby service, requiring prolonged physician attendance, each 30 minutes (eg, operative 1.13 $57.07
standby, standby for frozen section, for cesarean/high risk delivery, for monitoring EEG)

99361 Medical conference by a physician with interdisciplinary team of health professionals or 1.91 $96.40

representatives of community agencies to coordinate activities of patient care (patient not present);
approximately 30 minutes

99362 Medical conference by a physician with interdisciplinary team of health professionals or 3.33 $168.32
representatives of community agencies to coordinate activities of patient care (patient not present);
approximately 60 minutes

99363 Anticoagulant management for an outpatient taking warfarin, physician review and interpretation of 2.84 $143.42
International Normalized Ratio (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)

99364 Anticoagulant management for an outpatient taking warfarin, physician review and interpretation of 0.99 $50.00
International Normalized Ratio (INR) testing, patient instructions, dosage adjustment (as needed), and
ordering of additional tests; each subsequent 90 days of therapy (must include a minimum of 3 INR
measurements)

99371 Telephone call by a physician to patient or for consultation or medical management or for coordinating 0.30 $15.30
medical management with other health care professionals (eg, nurses, therapists, social workers,
nutritionists, physicians, pharmacists); simple or brief (eg, to report on tests and/or laboratory results,
to clarify or alter previous instructions, to integrate new information from other health professionals
into the medical treatment plan, or to adjust therapy)

99372 Telephone call by a physician to patient or for consultation or medical management or for coordinating 0.76 $38.28
medical management with other health care professionals (eg, nurses, therapists, social workers,
nutritionists, physicians, pharmacists); intermediate (eg, to provide advice to an established patient on
a new problem, to initiate therapy that can be handled by telephone, to discuss test results in detail, to
coordinate medical management of a new problem in an established patient, to discuss and evaluate
new information and details, or to initiate new plan of care)

99373 Telephone call by a physician to patient or for consultation or medical management or for coordinating 1.52 $76.51
medical management with other health care professionals (eg, nurses, therapists, social workers,
nutritionists, physicians, pharmacists); complex or lengthy (eg, lengthy counseling session with
anxious or distraught patient, detailed or prolonged discussion with family members regarding
seriously ill patient, lengthy communication necessary to coordinate complex services of several
different health professionals working on different aspects of the total patient care plan)

99374 Physician supervision of a patient under care of home health agency (patient not present) in home, 1.70 $85.85
domiciliary or equivalent environment (eg, Alzheimer's facility) requiring complex and multidisciplinary
care modalities involving regular physician development and/or revision of care plans, review of
subsequent reports of patient status, review of related laboratory and other studies, communication
(including telephone calls) for purposes of assessment or care decisions with health care
professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 15-29 minutes

99375 Physician supervision of a patient under care of home health agency (patient not present) in home, 2.98 $150.49
domiciliary or equivalent environment (eg, Alzheimer's facility) requiring complex and multidisciplinary
care modalities involving regular physician development and/or revision of care plans, review of
subsequent reports of patient status, review of related laboratory and other studies, communication
(including telephone calls) for purposes of assessment or care decisions with health care
professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 30 minutes or more

99377 Physician supervision of a hospice patient (patient not present) requiring complex and 1.70 $85.85
multidisciplinary care modalities involving regular physician development and/or revision of care
plans, review of subsequent reports of patient status, review of related laboratory and other studies,
communication (including telephone calls) for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 15-29 minutes

99378 Physician supervision of a hospice patient (patient not present) requiring complex and 3.27 $165.14
multidisciplinary care modalities involving regular physician development and/or revision of care
plans, review of subsequent reports of patient status, review of related laboratory and other studies,
communication (including telephone calls) for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 30 minutes or more
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99380

99381

99382

99383

99384

99385

99386

99387

99391

99392

99393

99394

99395

99396

Description

Physician supervision of a nursing facility patient (patient not present) requiring complex and
multidisciplinary care modalities involving regular physician development and/or revision of care
plans, review of subsequent reports of patient status, review of related laboratory and other studies,
communication (including telephone calls) for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 15-29 minutes

Physician supervision of a nursing facility patient (patient not present) requiring complex and
multidisciplinary care modalities involving regular physician development and/or revision of care
plans, review of subsequent reports of patient status, review of related laboratory and other studies,
communication (including telephone calls) for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision maker(s) (eg, legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment plan
and/or adjustment of medical therapy, within a calendar month; 30 minutes or more

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; infant (age younger than 1 year)

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; early childhood (age 1 through 4 years)

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; late childhood (age 5 through 11 years)

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; adolescent (age 12 through 17 years)

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; 18-39 years

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; 40-64 years

Initial comprehensive preventive medicine evaluation and management of an individual including an
age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, new patient; 65 years and older

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; infant (age younger than 1 year)

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; early childhood (age 1 through 4 years)

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; late childhood (age 5 through 11 years)

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; adolescent (age 12 through 17 years)

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; 18-39 years

Periodic comprehensive preventive medicine reevaluation and management of an individual including
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor
reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic
procedures, established patient; 40-64 years

Relative

Value
1.69

2.55

2.49

2.68

2.64

2.87

2.87

3.35

3.64

1.94

2.16

2.14

2.35

2.37

2.62

Amount
$85.35

$128.78

$125.75

$135.34

$133.32

$144.94

$144.94

$169.18

$183.82

$97.97

$109.08

$108.07

$118.68

$119.69

$132.31
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Periodic comprehensive preventive medicine reevaluation and management of an individual including 2.90 $146.45
an age and gender appropriate history, examination, counseling/anticipatory guidance/risk factor

reduction interventions, and the ordering of appropriate immunization(s), laboratory/diagnostic

procedures, established patient; 65 years and older

Code
99397

99401 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an individual 1.00 $50.50
(separate procedure); approximately 15 minutes

99402 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an individual 1.67 $84.34
(separate procedure); approximately 30 minutes

99403 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an individual 2.31 $116.66
(separate procedure); approximately 45 minutes

99404 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an individual 297 $149.99
(separate procedure); approximately 60 minutes

99411 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to individuals in a 0.33 $16.67
group setting (separate procedure); approximately 30 minutes

99412 Preventive medicine counseling and/or risk factor reduction intervention(s) provided to individuals in a 0.48 $24.24
group setting (separate procedure); approximately 60 minutes

99420 Administration and interpretation of health risk assessment instrument (eg, health hazard appraisal) 0.23 $11.62

99429 Unlisted preventive medicine service 0.00 BR

99431 History and examination of the normal newborn infant, initiation of diagnostic and treatment programs 1.45 $73.23
and preparation of hospital records. (This code should also be used for birthing room deliveries.)

99432 Normal newborn care in other than hospital or birthing room setting, including physical examination of 2.15 $108.58
baby and conference(s) with parent(s)

99433 Subsequent hospital care, for the evaluation and management of a normal newborn, per day 0.77 $38.89

99435 History and examination of the normal newborn infant, including the preparation of medical records. 1.97 $99.49

(This code should only be used for newborns assessed and discharged from the hospital or birthing
room on the same date.)

99436 Attendance at delivery (when requested by delivering physician) and initial stabilization of newborn 1.85 $93.43

99440 Newborn resuscitation: provision of positive pressure ventilation and/or chest compressions in the 3.63 $183.32
presence of acute inadequate ventilation and/or cardiac output

99450 Basic life and/or disability examination that includes: Measurement of height, weight and blood 0.00 BR

pressure; Completion of a medical history following a life insurance pro forma; Collection of blood
sample and/or urinalysis complying with chain of custody protocols; and Completion of necessary
documentation/certificates.

99455 Work related or medical disability examination by the treating physician thatincludes: Completion of a 0.00 BR
medical history commensurate with the patient’s condition; Performance of an examination
commensurate with the patient’s condition; Formulation of a diagnosis, assessment of capabilities and
stability, and calculation of impairment; Development of future medical treatment plan; and Completion
of necessary documentation/certificates and report.

99456 Work related or medical disability examination by other than the treating physician that includes: 0.00 BR
Completion of a medical history commensurate with the patient’s condition; Performance of an
examination commensurate with the patient’s condition; Formulation of a diagnosis, assessment of
capabilities and stability, and calculation of impairment; Development of future medical treatment
plan; and Completion of necessary documentation/certificates and report.

99499 Unlisted evaluation and management service 0.00 BR
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Anesthesia

l. INTRODUCTION

The base units in this section have been determined on an
entirely different basis from the relative values in other
sections. A conversion factor applicable to this section is not
applicable to any other section.

The American Society of Anesthesiologists’ (ASA) Relative
Value Guide™ 2007 is recognized as an appropriate
assessment of current relative values for specific
anesthesiology procedures. It is the basis for the assigned
base units for CPT codes in the Anesthesia section of the Fee
Schedule.

The conversion factor for anesthesia services has been
designated at $42.00 per unit.

Total anesthesia value is defined in the following formula:

Base units + time units + modifying units x conversion
factor = reimbursement

Il. BASE UNITS

Base units are listed for most procedures. This value is
determined by the complexity of the service and includes all
usual anesthesia services except the time actively spent in
anesthesia care and the modifying factors. The base units
include preoperative and postoperative visits, the
administration of fluids and/or blood incident to the
anesthesia care, and interpretation of noninvasive
monitoring (ECG, temperature, blood pressure, oximetry,
and other usual monitoring procedures). The basic
anesthesia unit includes the routine follow-up care and
observation (including recovery room observation and
monitoring). When multiple surgical procedures are
performed during the same period of anesthesia, only the
highest base unit allowance of the various surgical
procedures will be used.

lll. Time UNiTS

Time begins when the anesthesiologist begins to prepare the
patient for anesthesia care in the operating room or in an
equivalent area. Time ends when the anesthesiologist is no
longer in personal attendance, that is, when the patient may
be safely placed under postoperative supervision. The
anesthesia time units will be calculated in 15-minute
intervals, or portions thereof, equaling one (1) time unit. No
additional time units are allowed for recovery room time and
monitoring.

IV.  SPECIAL CIRCUMSTANCES
A. Physical Status Modifiers
Physical status modifiers are represented by the initial

letter P followed by a single digit from one (1) to six (6)
defined below:

Status |Description Base
Units
P1 A normal healthy patient 0
P2 A patient with mild systemic disease 0
P3 A patient with severe systemic disease 1
P4 A patient with severe systemic disease 2
that is a constant threat to life
P5 A moribund patient who is not expected to 3
survive without the operation
P6 A patient declared brain-dead whose 0
organs are being removed for donor
purposes

The above six levels are consistent with the American
Society of Anesthesiologists (ASA) ranking of patient
physical status. Physical status is included in the CPT
book to distinguish between various levels of
complexity of the anesthesia service provided.

B. Qualifying Circumstances
1. Qualifying circumstances warrant additional value
due to unusual events. The following list of CPT
codes and the corresponding anesthesia unit values
may be listed if appropriate. The unit value listed is
added to the existing anesthesia base units.

CPT only © 2006 American Medical Association. All Rights Reserved.
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CPT |Description Units

99100 | Anesthesia for patient of extreme age, 1
younger than one year and older than seventy
(List separately in addition to code for primary
anesthesia procedure)

99116 | Anesthesia complicated by utilization of total 5
body hypothermia (List separately in addition
to code for primary anesthesia procedure)

99135 | Anesthesia complicated by utilization of 5
controlled hypotension (List separately in
addition to code for primary anesthesia
procedure)

99140 | Anesthesia complicated by emergency 2
conditions (specify conditions) (List separately
in addition to code for primary anesthesia
procedure) (An emergency is defined as
existing when delay in treatment of a patient
would lead to a significant increase in the
threat to life or body part.)

2. Payers must utilize their medical consultants when
there is a question regarding modifiers and/or
special circumstances for anesthesia charges.

V. MONITORED ANESTHESIA CARE

Monitored anesthesia care occurs when the attending
physician requests that an anesthesiologist be present during
a procedure. This may be to insure compliance with
accepted procedures of the facility. Monitored anesthesia
care includes pre-anesthesia exam and evaluation of the
patient. The anesthesiologist must participate or provide
medical direction for the plan of care. The anesthesiologist,
resident, or nurse anesthetist must be in continuous physical
presence and provide diagnosis and treatment of
emergencies. This will also include noninvasive monitoring
of cardiocirculatory and respiratory systems with
administration of oxygen and/or intravenous administration
of medications. Reimbursement will be the same as if general
anesthesia had been administered (time units + base units).

VI. REIMBURSEMENT FOR ANESTHESIA SERVICES

A. Criteria for Reimbursement
Anesthesia services may be billed for any one of the
three following circumstances:

1. An anesthesiologist provides total and individual
anesthesia service.

2. An anesthesiologist directs a CRNA or AA.

3. Anesthesia provided by a CRNA or AA working
independent of an anesthesiologist’s supervision is
covered under the following conditions:

a. The service falls within the CRNAs or AAs
scope of practice and scope of license as
defined by law.

b. The service is supervised by a licensed health
care provider who has prescriptive authority in
accordance with the clinical privileges
individually granted by the hospital or other
health care organization.

Reimbursement

1.

The maximum reimbursement allowance for
anesthesia is calculated by adding the base unit
value, the number of time units, any applicable
modifier and/or unusual circumstances units, and
multiplying the sum by a dollar amount
(conversion factor) allowed per unit.

Reimbursement includes the usual pre- and
postoperative visits, the care by the anesthesiologist
during surgery, the administration of fluids and/or
blood, and the usual monitoring services. Unusual
forms of monitoring, such as central venous,
intra-arterial, and Swan-Ganz monitoring, may be
reimbursed separately.

When an unlisted service or procedure is provided,
the value should be substantiated with a report.
Unlisted services are identified in this Fee Schedule
as by report (BR).

When it is necessary to have a second
anesthesiologist, the necessity should be
substantiated BR. The second anesthesiologist will
receive five base units + time units (calculation of
total anesthesia value).

Payment for covered anesthesia services is as
follows:

a.  When the anesthesiologist provides an
anesthesia service directly, payment will be
made in accordance with the Billing and
Reimbursement Rules of this Fee Schedule.

b.  When an anesthesiologist provides medical
direction to the CRNA or AA providing the
anesthesia service, then the reimbursement will
be divided between the two of them at fifty
percent (50%).

c. When the CRNA or AA provides the anesthesia
service directly, then payment will be the lesser
of the billed charge or eighty percent (80%) of
the maximum allowable listed in the Fee
Schedule for that procedure.

Anesthesiologists, CRNAs, and AAs must bill their
services with the appropirate modifiers to indicate
which one provided the service. Bills NOT properly
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coded may cause a delay or error in reimbursement
by the payer. Application of the appropriate
modifier to the bill for service is the responsibility
of the provider, regardless of the place of service.
Modifiers are as follows:

AA Anesthesiologist services performed personally
by an anesthesiologist

AD Medical supervision by a physician: more than
four concurrent anesthesia procedures

QK Medical direction of two, three, or four
concurrent anesthesia procedures involving
qualified individuals (CRNA or AA) by an
anesthesiologist

QX CRNA or AA service: with medical direction by
an anesthesiologist

QY Medical direction of one certified registered
nurse anesthetist (CRNA or AA) by an
anesthesiologist

QZ CRNA service: without medical direction by an
anesthesiologist

VII. ANESTHESIA MODIFIERS

All anesthesia services are reported by using the anesthesia
five-digit procedure codes. The basic value for most
procedures may be modified under certain circumstances as
listed below. When applicable, the modifying circumstances
should be identified by the addition of the appropriate
modifier (including the hyphen) after the usual anesthesia
code. Certain modifiers require a special report for
clarification of services provided.

Modifiers commonly used in anesthesia are as follows:

22 Unusual Procedural Services

When the service(s) provided is greater than that usually
required for the listed procedure, it may be identified by
adding modifier 22 to the usual procedure number. A report
may also be appropriate.

Mississippi’s note: By definition, this modifier would be used in
unusual circumstances only. Use of this modifier does not
guarantee additional reimbursement.

23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no
anesthesia or local anesthesia, because of unusual
circumstances must be done under general anesthesia. This
circumstance may be reported by adding modifier 23 to the
procedure code of the basic service.

32 Mandated Services

Services related to mandated consultation and/or related
services (eg, PRO, third-party payer, governmental,
legislative, or regulatory requirement) may be identified by
adding modifier 32 to the basic procedure.

53 Discontinued Procedure

Under certain circumstances the physician may elect to
terminate a surgical or diagnostic procedure. Due to
extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that
a surgical or diagnostic procedure was started but
discontinued. This circumstance may be reported by adding
modifier 53 to the code reported by the physician for the
discontinued procedure. Note: This modifier is not used to
report the elective cancellation of a procedure prior to the
patient’s anesthesia induction and/or surgical preparation in
the operating suite.

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 no more descriptive
modifier is available, and the use of modifier 59 best explains
the circumstances, should modifier 59 be used.

AA Anesthesia Services Performed Personally by the
Anesthesiologist:

Report modifier AA when the anesthesia services are

personally performed by an anesthesiologist.

AD Medical Supervision by a Physician; More Than Four
Concurrent Anesthesia Procedures:

Report modifier AD when the anesthesiologist supervises

more than four concurrent anesthesia procedures.

0K Medical Direction of Two, Three, or Four Concurrent
Anesthesia Procedures Involving Qualified
Individuals:

Report modifier QK when the anesthesiologist supervises

two, three, or four concurrent anesthesia procedures.

CPT only © 2006 American Medical Association. All Rights Reserved.
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0X CRNA or AA Service with Medical Direction by a
Physician:

Regional or general anesthesia provided by the CRNA or AA

with medical direction by a physician may be reported by

adding modifier QX.

QY Medical Supervision by Physician of One CRNA or
AA:

Report modifier QY when the anesthesiologist supervises

one CRNA or AA.

0Z CRNA or AA Service without Medical Direction by a
Physician:

Regional or general anesthesia provided by the CRNA or AA

without medical direction by a physician may be reported by

adding modifier QZ
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Code Description Base Unit
00100 Anesthesia for procedures on salivary glands, including biopsy 5.00
00102  Anesthesia for procedures involving plastic repair of cleft lip 6.00
00103  Anesthesia for reconstructive procedures of eyelid (eg, blepharoplasty, ptosis surgery) 5.00
00104  Anesthesia for electroconvulsive therapy 4.00
00120  Anesthesia for procedures on external, middle, and inner ear including biopsy; not otherwise specified 5.00
00124  Anesthesia for procedures on external, middle, and inner ear including biopsy; otoscopy 4.00
00126  Anesthesia for procedures on external, middle, and inner ear including biopsy; tympanotomy 4.00
00140 Anesthesia for procedures on eye; not otherwise specified 5.00
00142  Anesthesia for procedures on eye; lens surgery 6.00
00144  Anesthesia for procedures on eye; corneal transplant 6.00
00145  Anesthesia for procedures on eye; vitreoretinal surgery 6.00
00147  Anesthesia for procedures on eye; iridectomy 6.00
00148  Anesthesia for procedures on eye; ophthalmoscopy 4.00
00160 Anesthesia for procedures on nose and accessory sinuses; not otherwise specified 5.00
00162  Anesthesia for procedures on nose and accessory sinuses; radical surgery 1.00
00164  Anesthesia for procedures on nose and accessory sinuses; biopsy, soft tissue 4.00
00170  Anesthesia for intraoral procedures, including biopsy; not otherwise specified 5.00
00172  Anesthesia for intraoral procedures, including biopsy; repair of cleft palate 6.00
00174  Anesthesia for intraoral procedures, including biopsy; excision of retropharyngeal tumor 6.00
00176  Anesthesia for intraoral procedures, including biopsy; radical surgery 7.00
00190 Anesthesia for procedures on facial bones or skull; not otherwise specified 5.00
00192  Anesthesia for procedures on facial bones or skull; radical surgery (including prognathism) 7.00
00210  Anesthesia for intracranial procedures; not otherwise specified 11.00
00212  Anesthesia for intracranial procedures; subdural taps 5.00
00214  Anesthesia for intracranial procedures; burr holes, including ventriculography 9.00
00215  Anesthesia for intracranial procedures; cranioplasty or elevation of depressed skull fracture, extradural 9.00
(simple or compound)

00216  Anesthesia for intracranial procedures; vascular procedures 15.00

00218  Anesthesia for intracranial procedures; procedures in sitting position 13.00

00220 Anesthesia for intracranial procedures; cerebrospinal fluid shunting procedures 10.00

00222 Anesthesia for intracranial procedures; electrocoagulation of intracranial nerve 6.00

00300 Anesthesia for all procedures on the integumentary system, muscles and nerves of head, neck, and 5.00
posterior trunk, not otherwise specified

00320 Anesthesia for all procedures on esophagus, thyroid, larynx, trachea and lymphatic system of neck; not 6.00
otherwise specified, age 1 year or older

00322 Anesthesia for all procedures on esophagus, thyroid, larynx, trachea and lymphatic system of neck; needle 3.00
biopsy of thyroid

00326  Anesthesia for all procedures on the larynx and trachea in children younger than 1 year of age 8.00

00350 Anesthesia for procedures on major vessels of neck; not otherwise specified 10.00

00352  Anesthesia for procedures on major vessels of neck; simple ligation 5.00

00400 Anesthesia for procedures on the integumentary system on the extremities, anterior trunk and perineum; 3.00
not otherwise specified

00402  Anesthesia for procedures on the integumentary system on the extremities, anterior trunk and perineum; 5.00
reconstructive procedures on breast (eg, reduction or augmentation mammoplasty, muscle flaps)

00404  Anesthesia for procedures on the integumentary system on the extremities, anterior trunk and perineum; 5.00
radical or modified radical procedures on breast

00406  Anesthesia for procedures on the integumentary system on the extremities, anterior trunk and perineum; 13.00
radical or modified radical procedures on breast with internal mammary node dissection

00410  Anesthesia for procedures on the integumentary system on the extremities, anterior trunk and perineum; 4.00
electrical conversion of arrhythmias

00450  Anesthesia for procedures on clavicle and scapula; not otherwise specified 5.00

00452  Anesthesia for procedures on clavicle and scapula; radical surgery 6.00

00454  Anesthesia for procedures on clavicle and scapula; biopsy of clavicle 3.00
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00470  Anesthesia for partial rib resection; not otherwise specified 6.00
00472  Anesthesia for partial rib resection; thoracoplasty (any type) 10.00
00474  Anesthesia for partial rib resection; radical procedures (eg, pectus excavatum) 13.00
00500 Anesthesia for all procedures on esophagus 15.00
00520 Anesthesia for closed chest procedures; (including bronchoscopy) not otherwise specified 6.00
00522  Anesthesia for closed chest procedures; needle biopsy of pleura 4.00
00524  Anesthesia for closed chest procedures; pneumocentesis 4.00
00528  Anesthesia for closed chest procedures; mediastinoscopy and diagnostic thoracoscopy not utilizing one 8.00
lung ventilation

00529  Anesthesia for closed chest procedures; mediastinoscopy and diagnostic thoracoscopy utilizing one lung 11.00
ventilation

00530 Anesthesia for permanent transvenous pacemaker insertion 4.00

00532  Anesthesia for access to central venous circulation 4.00

00534  Anesthesia for transvenous insertion or replacement of pacing cardioverter-defibrillator 7.00

00537 Anesthesia for cardiac electrophysiologic procedures including radiofrequency ablation 10.00

00539  Anesthesia for tracheobronchial reconstruction 18.00

00540  Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm, and mediastinum (including 12.00
surgical thoracoscopy); not otherwise specified

00541 Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm, and mediastinum (including 15.00
surgical thoracoscopy); utilizing one lung ventilation

00542  Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm, and mediastinum (including 15.00
surgical thoracoscopy); decortication

00546  Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm, and mediastinum (including 15.00
surgical thoracoscopy); pulmonary resection with thoracoplasty

00548  Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm, and mediastinum (including 17.00
surgical thoracoscopy); intrathoracic procedures on the trachea and bronchi

00550  Anesthesia for sternal debridement 10.00

00560 Anesthesia for procedures on heart, pericardial sac, and great vessels of chest; without pump oxygenator 15.00

00561 Anesthesia for procedures on heart, pericardial sac, and great vessels of chest; with pump oxygenator, 25.00
younger than one year of age

00562 Anesthesia for procedures on heart, pericardial sac, and great vessels of chest; with pump oxygenator 20.00

00563  Anesthesia for procedures on heart, pericardial sac, and great vessels of chest; with pump oxygenator 25.00
with hypothermic circulatory arrest

00566  Anesthesia for direct coronary artery bypass grafting without pump oxygenator 25.00

00580  Anesthesia for heart transplant or heart/lung transplant 20.00

00600 Anesthesia for procedures on cervical spine and cord; not otherwise specified 10.00

00604  Anesthesia for procedures on cervical spine and cord; procedures with patient in the sitting position 13.00

00620 Anesthesia for procedures on thoracic spine and cord; not otherwise specified 10.00

00622  Anesthesia for procedures on thoracic spine and cord; thoracolumbar sympathectomy 13.00

00625 Anesthesia for procedures on the thoracic spine and cord, via an anterior transthoracic approach; not 13.00
utilizing one lung ventilation

00626  Anesthesia for procedures on the thoracic spine and cord, via an anterior transthoracic approach; utilizing 15.00
one lung ventilation

00630  Anesthesia for procedures in lumbar region; not otherwise specified 8.00

00632  Anesthesia for procedures in lumbar region; lumbar sympathectomy 7.00

00634  Anesthesia for procedures in lumbar region; chemonucleolysis 10.00

00635  Anesthesia for procedures in lumbar region; diagnostic or therapeutic lumbar puncture 4.00

00640  Anesthesia for manipulation of the spine or for closed procedures on the cervical, thoracic or lumbar spine 3.00

00670  Anesthesia for extensive spine and spinal cord procedures (eg, spinal instrumentation or vascular 13.00
procedures)

00700 Anesthesia for procedures on upper anterior abdominal wall; not otherwise specified 4.00

00702  Anesthesia for procedures on upper anterior abdominal wall; percutaneous liver biopsy 4.00

00730  Anesthesia for procedures on upper posterior abdominal wall 5.00

00740 ﬁnegthesia for upper gastrointestinal endoscopic procedures, endoscope introduced proximal to 5.00

uodenum
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00750  Anesthesia for hernia repairs in upper abdomen; not otherwise specified 4.00
00752  Anesthesia for hernia repairs in upper abdomen; lumbar and ventral (incisional) hernias and/or wound 6.00
dehiscence

00754  Anesthesia for hernia repairs in upper abdomen; omphalocele 7.00

00756  Anesthesia for hernia repairs in upper abdomen; transabdominal repair of diaphragmatic hernia 7.00

00770  Anesthesia for all procedures on major abdominal blood vessels 15.00

00790 Anes.tfhe;ia for intraperitoneal procedures in upper abdomen including laparoscopy; not otherwise 7.00
specifie

00792  Anesthesia for intraperitoneal procedures in upper abdomen including laparoscopy; partial hepatectomy 13.00
or management of liver hemorrhage (excluding liver biopsy)

00794  Anesthesia for intraperitoneal procedures in upper abdomen including laparoscopy; pancreatectomy, 8.00
partial or total (eg, Whipple procedure)

00796 {-\nejsthesti)a for intraperitoneal procedures in upper abdomen including laparoscopy; liver transplant 30.00
recipien

00797  Anesthesia for intraperitoneal procedures in upper abdomen including laparoscopy; gastric restrictive 11.00
procedure for morbid obesity

00800  Anesthesia for procedures on lower anterior abdominal wall; not otherwise specified 4.00

00802  Anesthesia for procedures on lower anterior abdominal wall; panniculectomy 5.00

00810  Anesthesia for lower intestinal endoscopic procedures, endoscope introduced distal to duodenum 5.00

00820  Anesthesia for procedures on lower posterior abdominal wall 5.00

00830  Anesthesia for hernia repairs in lower abdomen; not otherwise specified 4.00

00832 Anesthesia for hernia repairs in lower abdomen; ventral and incisional hernias 6.00

00834  Anesthesia for hernia repairs in the lower abdomen not otherwise specified, younger than 1 year of age 5.00

00836  Anesthesia for hernia repairs in the lower abdomen not otherwise specified, infants younger than 37 weeks 6.00
gestational age at birth and younger than 50 weeks gestational age at time of surgery

00840 Anes.tfhe;ia for intraperitoneal procedures in lower abdomen including laparoscopy; not otherwise 6.00
specifie

00842  Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; amniocentesis 4.00

00844 Anestthesia for intraperitoneal procedures in lower abdomen including laparoscopy; abdominoperineal 7.00
resection

00846  Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; radical hysterectomy 8.00

00848  Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; pelvic exenteration 8.00

00851 Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; tubal 6.00
ligation/transection

00860 Anes.tfhe;ia for extraperitoneal procedures in lower abdomen, including urinary tract; not otherwise 6.00
specifie

00862  Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; renal procedures, 7.00
including upper one-third of ureter, or donor nephrectomy

00864  Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; total cystectomy 8.00

00865  Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; radical 7.00
prostatectomy (suprapubic, retropubic)

00866  Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; adrenalectomy 10.00

00868 ?ne.st.hesi)a for extraperitoneal procedures in lower abdomen, including urinary tract; renal transplant 10.00
recipient

00870  Anesthesia for extraperitoneal procedures in lower abdomen, including urinary tract; cystolithotomy 5.00

00872  Anesthesia for lithotripsy, extracorporeal shock wave; with water bath 7.00

00873  Anesthesia for lithotripsy, extracorporeal shock wave; without water bath 5.00

00880  Anesthesia for procedures on major lower abdominal vessels; not otherwise specified 15.00

00882  Anesthesia for procedures on major lower abdominal vessels; inferior vena cava ligation 10.00

00902 Anesthesia for; anorectal procedure 5.00

00904  Anesthesia for; radical perineal procedure 7.00

00906  Anesthesia for; vulvectomy 4.00

00908  Anesthesia for; perineal prostatectomy 6.00

00910  Anesthesia for transurethral procedures (including urethrocystoscopy); not otherwise specified 3.00
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00912 {-\nest?e)sia for transurethral procedures (including urethrocystoscopy); transurethral resection of bladder 5.00
umor(s

00914  Anesthesia for transurethral procedures (including urethrocystoscopy); transurethral resection of prostate 5.00

00916 /l;\lnezt_hesia for transurethral procedures (including urethrocystoscopy); post-transurethral resection 5.00

eeding

00918  Anesthesia for transurethral procedures (including urethrocystoscopy); with fragmentation, manipulation 5.00
and/or removal of ureteral calculus

00920 Anesthesia for procedures on male genitalia (including open urethral procedures); not otherwise specified 3.00

00921 ﬁ_rpetstheisia for procedures on male genitalia (including open urethral procedures); vasectomy, unilateral or 3.00

ilatera

00922  Anesthesia for procedures on male genitalia (including open urethral procedures); seminal vesicles 6.00

00924  Anesthesia for procedures on male genitalia (including open urethral procedures); undescended testis, 4.00
unilateral or bilateral

00926 _Anegthtlasia for procedures on male genitalia (including open urethral procedures); radical orchiectomy, 4.00
inguina

00928 AESSth'GSiF for procedures on male genitalia (including open urethral procedures); radical orchiectomy, 6.00
abdomina

00930 Anﬁtfgesi? for procedures on male genitalia (including open urethral procedures); orchiopexy, unilateral 4.00
or bilatera

00932  Anesthesia for procedures on male genitalia (including open urethral procedures); complete amputation of 4.00
penis

00934  Anesthesia for procedures on male genitalia (including open urethral procedures); radical amputation of 6.00
penis with bilateral inguinal lymphadenectomy

00936  Anesthesia for procedures on male genitalia (including open urethral procedures); radical amputation of 8.00
penis with bilateral inguinal and iliac lymphadenectomy

00938  Anesthesia for procedures on male genitalia (including open urethral procedures); insertion of penile 4.00
prosthesis (perineal approach)

00940 Anes.tfhe;ia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); not otherwise 3.00
specifie

00942  Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); colpotomy, 4.00
vaginectomy, colporrhaphy, and open urethral procedures

00944  Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); vaginal 6.00
hysterectomy

00948 Aneslthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); cervical 4.00
cerclage

00950 Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); culdoscopy 5.00

00952  Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium); hysteroscopy 4.00
and/or hysterosalpingography

01112  Anesthesia for bone marrow aspiration and/or biopsy, anterior or posterior iliac crest 5.00

01120 Anesthesia for procedures on bony pelvis 6.00

01130  Anesthesia for body cast application or revision 3.00

01140  Anesthesia for interpelviabdominal (hindquarter) amputation 15.00

01150  Anesthesia for radical procedures for tumor of pelvis, except hindquarter amputation 10.00

01160  Anesthesia for closed procedures involving symphysis pubis or sacroiliac joint 4.00

01170  Anesthesia for open procedures involving symphysis pubis or sacroiliac joint 8.00

01173  Anesthesia for open repair of fracture disruption of pelvis or column fracture involving acetabulum 12.00

01180  Anesthesia for obturator neurectomy; extrapelvic 3.00

01190  Anesthesia for obturator neurectomy; intrapelvic 4.00

01200  Anesthesia for all closed procedures involving hip joint 4.00

01202  Anesthesia for arthroscopic procedures of hip joint 4.00

01210  Anesthesia for open procedures involving hip joint; not otherwise specified 6.00

01212  Anesthesia for open procedures involving hip joint; hip disarticulation 10.00

01214  Anesthesia for open procedures involving hip joint; total hip arthroplasty 8.00

01215  Anesthesia for open procedures involving hip joint; revision of total hip arthroplasty 10.00

01220  Anesthesia for all closed procedures involving upper two-thirds of femur 4.00

01230  Anesthesia for open procedures involving upper two-thirds of femur; not otherwise specified 6.00
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01232  Anesthesia for open procedures involving upper two-thirds of femur; amputation 5.00
01234  Anesthesia for open procedures involving upper two-thirds of femur; radical resection 8.00
01250 Anesthesia for all procedures on nerves, muscles, tendons, fascia, and bursae of upper leg 4.00
01260  Anesthesia for all procedures involving veins of upper leg, including exploration 3.00
01270  Anesthesia for procedures involving arteries of upper leg, including bypass graft; not otherwise specified 8.00
01272  Anesthesia for procedures involving arteries of upper leg, including bypass graft; femoral artery ligation 4.00
01274  Anesthesia for procedures involving arteries of upper leg, including bypass graft; femoral artery 6.00
embolectomy

01320 Anesthesia for all procedures on nerves, muscles, tendons, fascia, and bursae of knee and/or popliteal 4.00
area

01340  Anesthesia for all closed procedures on lower one-third of femur 4.00

01360  Anesthesia for all open procedures on lower one-third of femur 5.00

01380  Anesthesia for all closed procedures on knee joint 3.00

01382  Anesthesia for diagnostic arthroscopic procedures of knee joint 3.00

01390  Anesthesia for all closed procedures on upper ends of tibia, fibula, and/or patella 3.00

01392  Anesthesia for all open procedures on upper ends of tibia, fibula, and/or patella 4.00

01400 Anesthesia for open or surgical arthroscopic procedures on knee joint; not otherwise specified 4.00

01402  Anesthesia for open or surgical arthroscopic procedures on knee joint; total knee arthroplasty 1.00

01404  Anesthesia for open or surgical arthroscopic procedures on knee joint; disarticulation at knee 5.00

01420  Anesthesia for all cast applications, removal, or repair involving knee joint 3.00

01430  Anesthesia for procedures on veins of knee and popliteal area; not otherwise specified 3.00

01432  Anesthesia for procedures on veins of knee and popliteal area; arteriovenous fistula 6.00

01440  Anesthesia for procedures on arteries of knee and popliteal area; not otherwise specified 8.00

01442  Anesthesia for procedures on arteries of knee and popliteal area; popliteal thromboendarterectomy, with 8.00
or without patch graft

01444  Anesthesia for procedures on arteries of knee and popliteal area; popliteal excision and graft or repair for 8.00
occlusion or aneurysm

01462 Anesthesia for all closed procedures on lower leg, ankle, and foot 3.00

01464  Anesthesia for arthroscopic procedures of ankle and/or foot 3.00

01470 Anesthesia for procedures on nerves, muscles, tendons, and fascia of lower leg, ankle, and foot; not 3.00
otherwise specified

01472  Anesthesia for procedures on nerves, muscles, tendons, and fascia of lower leg, ankle, and foot; repair of 5.00
ruptured Achilles tendon, with or without graft

01474 Anesthesia for procedures on nerves, muscles, tendons, and fascia of lower leg, ankle, and foot; 5.00
gastrocnemius recession (eg, Strayer procedure)

01480  Anesthesia for open procedures on bones of lower leg, ankle, and foot; not otherwise specified 3.00

01482  Anesthesia for open procedures on bones of lower leg, ankle, and foot; radical resection (including below 4.00
knee amputation)

01484  Anesthesia for open procedures on bones of lower leg, ankle, and foot; osteotomy or osteoplasty of tibia 4.00
and/or fibula

01486  Anesthesia for open procedures on bones of lower leg, ankle, and foot; total ankle replacement 1.00

01490 Anesthesia for lower leg cast application, removal, or repair 3.00

01500 Anesthesia for procedures on arteries of lower leg, including bypass graft; not otherwise specified 8.00

01502 Ant?]stthesia for procedures on arteries of lower leg, including bypass graft; embolectomy, direct or with 6.00
catheter

01520  Anesthesia for procedures on veins of lower leg; not otherwise specified 3.00

01522  Anesthesia for procedures on veins of lower leg; venous thrombectomy, direct or with catheter 5.00

01610 Anesthesia for all procedures on nerves, muscles, tendons, fascia, and bursae of shoulder and axilla 5.00

01620  Anesthesia for all closed procedures on humeral head and neck, sternoclavicular joint, acromioclavicular 4.00
joint, and shoulder joint

01622  Anesthesia for diagnostic arthroscopic procedures of shoulder joint 4.00

01630  Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint, 5.00
acromioclavicular joint, and shoulder joint; not otherwise specified

01632  Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint, 6.00
acromioclavicular joint, and shoulder joint; radical resection
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Code Description Base Unit
01634  Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint, 9.00
acromioclavicular joint, and shoulder joint; shoulder disarticulation
01636  Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint, 15.00
acromioclavicular joint, and shoulder joint; interthoracoscapular (forequarter) amputation
01638  Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint, 10.00
acromioclavicular joint, and shoulder joint; total shoulder replacement
01650  Anesthesia for procedures on arteries of shoulder and axilla; not otherwise specified 6.00
01652  Anesthesia for procedures on arteries of shoulder and axilla; axillary-brachial aneurysm 10.00
01654  Anesthesia for procedures on arteries of shoulder and axilla; bypass graft 8.00
01656  Anesthesia for procedures on arteries of shoulder and axilla; axillary-femoral bypass graft 10.00
01670  Anesthesia for all procedures on veins of shoulder and axilla 4.00
01680  Anesthesia for shoulder cast application, removal or repair; not otherwise specified 3.00
01682  Anesthesia for shoulder cast application, removal or repair; shoulder spica 4.00
01710  Anesthesia for procedures on nerves, muscles, tendons, fascia, and bursae of upper arm and elbow; not 3.00
otherwise specified
01712  Anesthesia for procedures on nerves, muscles, tendons, fascia, and bursae of upper arm and elbow; 5.00
tenotomy, elbow to shoulder, open
01714  Anesthesia for procedures on nerves, muscles, tendons, fascia, and bursae of upper arm and elbow; 5.00
tenoplasty, elbow to shoulder
01716  Anesthesia for procedures on nerves, muscles, tendons, fascia, and bursae of upper arm and elbow; 5.00
tenodesis, rupture of long tendon of biceps
01730  Anesthesia for all closed procedures on humerus and elbow 3.00
01732  Anesthesia for diagnostic arthroscopic procedures of elbow joint 3.00
01740  Anesthesia for open or surgical arthroscopic procedures of the elbow; not otherwise specified 4.00
01742  Anesthesia for open or surgical arthroscopic procedures of the elbow; osteotomy of humerus 5.00
01744 ﬁnesthesia for open or surgical arthroscopic procedures of the elbow; repair of nonunion or malunion of 5.00
umerus
01756  Anesthesia for open or surgical arthroscopic procedures of the elbow; radical procedures 6.00
01758 ﬁnesthesia for open or surgical arthroscopic procedures of the elbow; excision of cyst or tumor of 5.00
umerus
01760  Anesthesia for open or surgical arthroscopic procedures of the elbow; total elbow replacement 1.00
01770  Anesthesia for procedures on arteries of upper arm and elbow; not otherwise specified 6.00
01772  Anesthesia for procedures on arteries of upper arm and elbow; embolectomy 6.00
01780  Anesthesia for procedures on veins of upper arm and elbow; not otherwise specified 3.00
01782  Anesthesia for procedures on veins of upper arm and elbow; phleborrhaphy 4.00
01810 Anesthesia for all procedures on nerves, muscles, tendons, fascia, and bursae of forearm, wrist, and hand 3.00
01820 Anesthesia for all closed procedures on radius, ulna, wrist, or hand bones 3.00
01829  Anesthesia for diagnostic arthroscopic procedures on the wrist 3.00
01830  Anesthesia for open or surgical arthroscopic/endoscopic procedures on distal radius, distal ulna, wrist, or 3.00
hand joints; not otherwise specified
01832  Anesthesia for open or surgical arthroscopic/endoscopic procedures on distal radius, distal ulna, wrist, or 6.00
hand joints; total wrist replacement
01840  Anesthesia for procedures on arteries of forearm, wrist, and hand; not otherwise specified 6.00
01842  Anesthesia for procedures on arteries of forearm, wrist, and hand; embolectomy 6.00
01844  Anesthesia for vascular shunt, or shunt revision, any type (eg, dialysis) 6.00
01850 Anesthesia for procedures on veins of forearm, wrist, and hand; not otherwise specified 3.00
01852  Anesthesia for procedures on veins of forearm, wrist, and hand; phleborrhaphy 4.00
01860  Anesthesia for forearm, wrist, or hand cast application, removal, or repair 3.00
01905  Anesthesia for myelography, discography, vertebroplasty 5.00
01916  Anesthesia for diagnostic arteriography/venography 5.00
01920 Anesthesia for cardiac catheterization including coronary angiography and ventriculography (not to 1.00
include Swan-Ganz catheter)
01922  Anesthesia for non-invasive imaging or radiation therapy 7.00
01924  Anesthesia for therapeutic interventional radiologic procedures involving the arterial system; not 6.00

otherwise specified
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Code Description Base Unit
01925  Anesthesia for therapeutic interventional radiologic procedures involving the arterial system; carotid or 8.00
coronary
01926 Anesthesia for therapeutic interventional radiologic procedures involving the arterial system; intracranial, 10.00
intracardiac, or aortic
01930  Anesthesia for therapeutic interventional radiologic procedures involving the venous/lymphatic system 5.00
(not to include access to the central circulation); not otherwise specified
01931 Anesthesia for therapeutic interventional radiologic procedures involving the venous/lymphatic system 1.00
(not to include access to the central circulation); intrahepatic or portal circulation (eg, transcutaneous
porto-caval shunt (TIPS))
01932  Anesthesia for therapeutic interventional radiologic procedures involving the venous/lymphatic system 7.00
(not to include access to the central circulation); intrathoracic or jugular
01933  Anesthesia for therapeutic interventional radiologic procedures involving the venous/lymphatic system 8.00
(not to include access to the central circulation); intracranial
01951 Anesthesia for second and third degree burn excision or debridement with or without skin grafting, any 3.00
site, for total body surface area (TBSA) treated during anesthesia and surgery; less than four percent total
body surface area
01952  Anesthesia for second and third degree burn excision or debridement with or without skin grafting, any 5.00
site, for total body surface area (TBSA) treated during anesthesia and surgery; between four and nine
percent of total body surface area
+ 01953  Anesthesia for second and third degree burn excision or debridement with or without skin grafting, any 1.00
site, for total body surface area (TBSA) treated during anesthesia and surgery, each additional nine
percent total body surface area or part thereof (List separately in addition to code for primary procedure)
01958  Anesthesia for external cephalic version procedure 5.00
01960  Anesthesia for vaginal delivery only 5.00
01961  Anesthesia for cesarean delivery only 7.00
01962  Anesthesia for urgent hysterectomy following delivery 8.00
01963  Anesthesia for cesarean hysterectomy without any labor analgesia/anesthesia care 10.00
01965  Anesthesia for incomplete or missed abortion procedures 4.00
01966  Anesthesia for induced abortion procedures 4.00
01967  Neuraxial labor analgesia/anesthesia for planned vaginal delivery (this includes any repeat subarachnoid 5.00
needle placement and drug injection and/or any necessary replacement of an epidural catheter during
labor)
+ 01968  Anesthesia for cesarean delivery following neuraxial labor analgesia/anesthesia (List separately in 3.00
addition to code for primary procedure performed)
+ 01969  Anesthesia for cesarean hysterectomy following neuraxial labor analgesia/anesthesia (List separately in 5.00
addition to code for primary procedure performed)
01990  Physiological support for harvesting of organ(s) from brain-dead patient 7.00
01991 Anesthesia for diagnostic or therapeutic nerve blocks and injections (when block or injection is performed 3.00
by a different provider); other than the prone position
01992  Anesthesia for diagnostic or therapeutic nerve blocks and injections (when block or injection is performed 5.00
by a different provider); prone position
01996  Daily hospital management of epidural or subarachnoid continuous drug administration 3.00
01999  Unlisted anesthesia procedure(s) 0.00
+ 99100 Anesthesia for patient of extreme age, younger than 1year and older than 70 (List separately in addition to 0.00
code for primary anesthesia procedure)
+ 99116  Anesthesia complicated by utilization of total body hypothermia (List separately in addition to code for 0.00
primary anesthesia procedure)
+ 99135  Anesthesia complicated by utilization of controlled hypotension (List separately in addition to code for 0.00
primary anesthesia procedure)
+ 99140  Anesthesia complicated by emergency conditions (specify) (List separately in addition to code for primary 0.00
anesthesia procedure)
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Pain Management

In addition to the General Rules, this section provides
specific rules for Pain Management services.

REIMBURSEMENT FOR PAIN MANAGEMENT
SERVICES

A. Pain Management Base Units for Professional

Services

Base units for professional services in the Pain
Management section are state-specific and have been
authorized by the Mississippi Workers” Compensation
Commission for the professional reimbursement of
procedures in Pain Management. Reimbursement is for
base units only. Time units will not be considered for
reimbursement purposes.

The conversion factor for Pain Management is forty-two
dollars ($42.00) per unit. The formula for calculating
professional reimbursement is:

Base unit x conversion factor ($42.00) =
professional reimbursement

Facility Fees

Pain management facility fees are state-specific and are
based upon the intensity of the procedure and the
amount of resources required in completing the
procedure. The facility fee is paid for the use of
personnel, materials, drugs, equipment and space. The
facility reimbursement is all-inclusive and will not be
unbundled.

The reimbursement for the use of fluoroscopy (CPT
codes 77002 and 77003) is to be one hundred dollars
($100.00), regardless of the number of procedures
performed, and may only be billed once per date of
service.

CPT code 77002 is to be used for fluoroscopic guidance
for needle placement for CPT code 64510 Cervical
(stellate ganglion) sympathetic block, or CPT code
64520 Thoracic or lumbar blocks.

CPT code 77003 is to be used for fluoroscopic guidance
and localization of needle or catheter tip for spine or
paraspinous diagnostic or therapeutic injection
procedures (i.e., epidural, transforaminal epidural,

paravertebral facet joint or facet joint nerve, or sacroiliac
joint), including neurolytic agent destruction.

The facility reimbursement amount for pain
management services is listed in the Facility Fee
column. This amount is specific to the the pain
management section and the facility and not to be used
for any other section or physician services.
Reimbursement for multiple pain procedures performed
in a facility shall be:

*  One hundred percent (100%) for the primary
procedure

*  Fifty percent (50%) for the second and any
subsequent procedures

Reimbursement for Injection/Destruction Procedures

The current CPT codes for Pain Management typically
have separate codes for injections that may involve
additional levels (e.g., 64470 is for injection of cervical
facet single or first level, and 64472 is used for
additional levels).

Facet injections, medial branch blocks and nerve
destruction procedures are reimbursed at a maximum of
three (3) total anatomic joint levels. Additional level or
bilateral modifiers may be used to allow up to a
maximum of two (2) additional service levels (but not
more) for facet or medial branch blocks in the
cervical/thoracic (64472) or lumbar (64476) for a
maximum of three (3) procedure levels reimbursed per
treatment session or day. Additional injected site levels,
beyond the first three (3), will not be reimbursed. These
procedures are unilateral by definition. Bilateral
modifiers may be used when nerves are treated
bilaterally. Reimbursement of the bilateral modifier is
fifty percent (50%) of the base amount for the second or
contralateral side. Procedures are considered inherently
bilateral, and modifiers denoting bilateral injections do
not alter reimbursement amounts.

Reimbursement for injection/destruction procedure
codes is made on the basis of nerves treated (e.g.,
destruction by neurolytic agent of the L4-L5 facets
counts as two (2) levels/nerves and should be billed as
64622 (first level/nerve) and 64623 (each additional
level)). There are two nerves supplying each joint and
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reimbursement is based upon nerve(s) treated, not the
joint levels treated. This applies to CPT codes 64622,
64623 (lumbar), and 64626, 64627 (cervical/thoracic).
These procedures are unilateral by definition.
Additionally, bilateral modifiers may be used when
nerves are treated bilaterally. Reimbursement of the
bilateral modifier is fifty percent (50%) of the base
amount for the second or contralateral side.

4. Multiple Epidural Injections in a Single Treatment
Day/Session. In order to obtain reimbursement for more
than one epidural injection in a single treatment
day/session (either multiple levels or bilateral injections)
there must be appropriate documentation in the
medical records of a medical condition for which
multiple injections would be appropriate. For bilateral
injections, this includes the presence of significant
bilateral radiating/radicular pain. For multiple level
injections, this includes conditions for which an
additional injected level could be anticipated to result in
improved clinical outcomes. These conditions would
include:

»  Disc pathology (e.g., protrusion) at one level with a
dermatomal pain distribution of an adjacent level
(e.g., disc affects the traversing nerve root, such as
an 14/5 disc herniation affecting the traversing L5
nerve root).

e Multiple dermatomal nerve root involvement.

A maximum of two (2) levels of transforaminal epidural
steroid injections are reimbursable for a given date of
service. This applies to codes 64479, 64480, 64483,
and 64484.

Reimbursement is still limited to two epidural
procedures (either two levels, or one level bilaterally)
per date of service.

5. A maximum of one (1) interlaminar epidural steroid
injection is reimbursable for a given date of service. This
applies to codes 62310 and 62311.

6. A maximum of three (3) facet level procedures are
reimbursable for a given date of service. This maximum
applies to facet joint injections and nerve blocks, codes
64470-64476. Nerve destruction procedures, codes
64622-64627, are limited to two (2) facet levels (three
(3) nerve branches), unilateral and bilateral, per given
date of service.

D. Multiple Procedure Reimbursement

Reimbursement for multiple pain procedures shall be:

*  One hundred percent (100%) for the primary procedure

»  Fifty percent (50%) for the second and any subsequent
procedures

For purposes of reimbursement, each injection is considered
a separate procedure and will be reimbursed according to
the multiple procedure rule. Multiple level injection codes
reported with add-on codes (e.g., 64480, 64484, 64486,
64627) shall be reimbursed as additional procedures under
applicable multiple injection rules as explained in this
section. The reimbursement rate for these add-on procedure
codes is fifty percent (50%) of the rate for the primary (base)
procedure. Because these are add-on codes, the listed
amount for the procedure is fifty percent (50%) of the
primary (base) procedure and the add-on code will be
reimbursed at the full amount listed in the Fee Schedule.

No more than two (2) types of pain management procedures
can be performed on a given day, unless otherwise approved
by the payer. “Type” is defined as any procedure code
involving an anatomically different structure (e.g., spinal
nerve, facet joint, sacroiliac joint, trigger point, etc.). Joints
and nerves in different anatomical regions (cervical, thoracic,
lumbar, sacral) are considered to be different “types” and are
limited to two (2) procedures per given day. Additional level
injections in the same area are not considered different
“types,” and for the purpose of this rule, are considered to be
the same “type.” However, the multiple level restrictions, as
detailed herein, still apply.

Example: A three-level lumbar facet injection would be
billed as 64475 for the first level and 64476 for each
additional level. Reimbursement is as follows:

Level Code Base Reimbursement
Units

First 64475 10 $420.00

Second 64476 5 $210.00

Third 64476 5 $210.00

Total Reimbursement $840.00

Note: The reimbursement for each of the additional levels is
fifty percent (50%) of the reimbursement amount for the
first level. However, because these are add-on codes, the
reduction in reimbursement is a function of the reduction in
the base units. The base units for the second and additional
levels already reflect the fifty percent (50%) reduction, so an
additional reduction would not be applied when
adjudicating the claim. Add-on codes are reimbursed at one
hundred percent (100%) of the allowable.

Il REIMBURSEMENT FOR REFILL OF PAIN PUMPS

A, Code 95990. This CPT code, which applies to refilling
and maintenance of an implantable pump or reservoir
for drug delivery spinal (intrathecal, epidural) or brain
(intraventricular), is reimbursed at the specified MRA
listed in the Medicine section of the Fee Schedule.

12

CPT only © 2006 American Medical Association. All Rights Reserved.



Pain Management

Evaluation and Management Services. Refilling and
maintenance of implantable pump or reservoir for pain
management drug delivery is a global service. An
evaluation and management service is not paid
additionally unless significant additional or other
cognitive services are provided and documented. To
report a significant, separately identifiable evaluation
and management service, append modifier 25 to the
appropriate evaluation and management code.
Documentation is required and payment will be allowed
if supported by the documentation.

Drugs. Those drugs used in the refill of the pain pump
shall be reimbursed in accordance with the Pharmacy
Rules contained in the Pharmacy Rules section of this
Fee Schedule.

Compounding Fee. If the drugs used in the refill of the
pain pump must be compounded, the compounding
service shall be reimbursed at $157.44 per individual
refill. Report the compounding service with code
S9430, Pharmacy compounding and dispensing
services.

CPT Code 95990. This CPT code, which applies to
refilling and maintenance of an implantable pump or
reservoir for drug delivery, spinal (intrathecal, epidural)
or brain (intraventricular), is reimbursed per the
physicians’ fee schedule.

“DIAGNOSTIC ONLY" INJECTIONS AND
PROCEDURES

Valid “diagnostic only” injections require a reasonably
alert patient capable of adequately determining the
amount or level of pain relieved or produced by the
procedure. This requires judicious use of sedatives in
the performance of such procedures. Clearly, analgesic
medications such as intravenous narcotics are to be
avoided during the procedure and evaluation phase of
testing, as these medications can affect the validity of
such diagnostic tests. The results of the tests and drugs
used during the injection or procedure must be part of
the medical records, and available for review by the
payer. Failure to document the patient’s response to a
diagnostic procedure or injection, and the level of
alertness following the procedure or injection, could
result in denial of reimbursement.

Discography requires a reasonably alert patient capable
of discriminating the quality and quantity of discomfort
during the performance of the procedure in order to
provide valid information on concordant or
non-concordant pain. The results of the tests and drugs

used during the procedure must be part of the medical
records, and available for review by the payer. Failure to
document the patient’s response to the procedure, and
level of alertness during discography could result in
denial of reimbursement.

Medial branch (facet nerve) or diagnostic intra-articular
facet injections require an alert patient, free from undue
influence of intravenous narcotics in order to more
reliably determine the analgesic response to the
procedure. Failure to document the patient’s response
to the procedure or injection, and level of alertness after
the procedure for diagnostic facet nerve or facet
intra-articular injections could result in denial of
reimbursement.

Diagnostic injections with local anesthetics require
documentation of analgesic response through any
validated pain measurement test (e.g., numerical pain
scale, visual analogue scale). This should be performed
after the procedure during the time that there would be
an expected analgesic response (every thirty (30)
minutes for at least one (1) hour). This must be
documented and the documentation must be available
to the payer for review. The documentation must also
include the drugs used during the procedure, and
comments on the patient’s level of alertness at each time
period when the pain or response is evaluated. If the
patient’s pre-procedure pain was determined by
provocative exam tests or maneuvers, these should be
repeated during the evaluation period following the
procedure, to differentiate analgesia related to the
procedure from positional analgesia, such as, for
example, that which may be provided by lying in a
recovery bed.

Intravenous narcotic pain medications are typically to
be avoided for diagnostic analgesic injections, such as
facet joint or nerve blocks, as they would be expected to
provide an analgesic benefit completely independent of
the injection itself. Sedatives such as midazolam or
propofol can be used judiciously, if necessary, avoiding
excessive post-procedure sedation. Proper
documentation must be provided to support a request
for reimbursement.

Other injections with both therapeutic and potentially
diagnostic benefit, such as selective nerve root or
peripheral nerve blocks or therapeutic facet injections
(see T modifiers), would ideally be performed with
minimal sedation and avoidance of intravenous
narcotics. However, as these injections also have
potential therapeutic benefit, this is NOT a requirement
for reimbursement.
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IV.  PHYSICAL THERAPY

In the pain management setting, no more than two (2)
modalities and/or procedures may be used on a date of
service (e.g., heat/cold, ultrasound, diathermy,
iontophoresis, TENS, electrical stimulation, muscle
stimulation, etc.). Multiple modalities should be performed
sequentially. Only one (1) modality can be reported for
concurrently performed procedures.

V.  GENERAL RULES

A. Reimbursement for an approved epidural series is
limited to two (2) injections. Further injections require a
positive analgesic response for approval. For the first
injection, the initial analgesic response may be
temporary. However, after the second injection, there
must be a residual and progressive analgesic benefit in
order to perform a third injection. Documentation of a
positive patient response will be required to continue
epidural treatment. If there is no documented pain relief
after two (2) injections, no further injections will be
considered medically necessary.

B. Reimbursement will be limited to three (3) epidural
pain injections in a twelve (12) month period unless the
payer gives prior approval for more than three (3) such
injections. Separate billing for the drug injected is not
appropriate and will not be reimbursed.

C. Modifiers

PM Pain Management

Modifier PM, which is a Mississippi-specific pain
management code modifier, is no longer required, and will
not be recognized for reimbursement for dates of service
beginning July1, 2007.

Modifiers T and D (Mississippi State Modifiers)

Facet joint/nerve injections can be used for diagnostic or
therapeutic indications, or both. These injections should be
used with modifier D to indicate a diagnostic intention of the
injection, or with modifier T to indicate a therapeutic
intention of the injection.

Intra-articular joint injections (cervical, thoracic, lumbar),
which can have both diagnostic and therapeutic indications,
should always be considered primarily therapeutic and
should be billed using modifier T.

The number of facet injections subject to reimbursement is
limited to four (4) dates of service with a maximum of two
(2) therapeutic and two (2) diagnostic injections for the
initial twelve (12) month period of treatment per anatomical
region. This allows for a total of four (4) dates of service,
regardless of the number of levels treated, which levels are

treated, or which side (left or right or bilateral) is treated, in
the same anatomical region. For coding purposes, the spine
is divided into three (3) anatomical regions, cervical,
thoracic, and lumbar/sacral. If treatment for facet related
pain continues past twelve (12) months, further injections
are limited to a total of three (3) dates of service per twelve
(12) month period. This limit applies to both therapeutic
and diagnostic injections combined, and reimbursement
beyond the initial twelve (12) month period is further
limited to no more than two (2) injections of either type, as
determined by modifiers T or D, per twelve (12) month
period. Failure to designate injections with the appropriate T
or D modifier will limit reimbursement to no more than two
(2) facet joint/nerve injections per twelve (12) month period.
This rule applies to cervical, thoracic and lumbar facet joint
and facet joint nerve injections. Facet injections in different
anatomical areas are not subject to the above limits, as each
different anatomical area would be subject to its own
separate limit as described above.

Facet nerve (medial branch ablation) for cervical, thoracic
or lumbar nerves will only be reimbursed once per nine (9)
month period.

D. In order to be eligible for reimbursement under this Fee
Schedule, pain management procedures or services
which are specifically governed by the rules in this Pain
Management section of the Fee Schedule must be
performed by a licensed physician holding either an
M.D. or D.O. degree. Pain management procedures
specifically governed herein which are performed by
any other person, such as a Certified Registered Nurse
Anesthetist (CRNA), shall not be reimbursed under this
Fee Schedule.

E. Trigger point injection is considered one (1) procedure
and is reimbursed as such regardless of the number of
injection sites. Billing for multiple injections, and
multiple regions, falls under the same one-procedure
rule. Two codes are available for reporting trigger point
injections: use 20552 for injection(s) of single or
multiple trigger point(s) in one or two muscles, or
20553 when three or more muscles are involved. When
billing for multiple injections, and multiple regions,
only code 20552 OR 20553 is allowed per date of
service.

E  Sacroiliac arthroscopy (CPT code 73542) assumes the
use of a fluoroscope and is considered an integral part of
the procedures(s). Therefore, an additional fee for the
fluoroscopy (CPT code 77002) is not warranted and will
not be reimbursed.

G. Epidurography (CPT code 72275), a/k/a “epidural
myelogram” or “epidural without dural puncture,” is the
proper code to use for contrast material injected into the
epidural space. The epidurography code involves the
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inherent use of a fluoroscope, and, therefore, an
additional fluoroscopy fee for procedure code 77003 is
not reimbursable.

CPT code 62318 includes needle placement, catheter
infusion and subsequent injections. Code 62318 should
be used for multiple solutions injected by way of the
same catheter, or multiple bolus injections during the
initial procedure. The epidural needle or catheter
placement is inherent to the procedure, and, therefore,
no additional charge for needle or catheter placement is
allowed.

Investigational Procedures. The following procedures
are considered investigational, and, therefore, do not
presently qualify for reimbursement under the
Mississippi Workers” Compensation Medical Fee Schedule:

1. Intradiscal electrothermal therapy (IDET) (22526,
22527) and intradiscal annuloplasty by other
method (0062T, 00637T);

2. Intraventricular administration of Morphine;

3. Pulse radiofrequency, regardless of procedure
involved or indication (e.g., medial branch
radiofrequency, dorsal root radiofrequency, etc.). If
pulsed radiofrequency is used, but not specifically
recorded as such in the medical records, the payer
may retroactively deny payment for the service and
request for reimbursement from the provider;

4. Intradiscal therapies used in discography, such as
percutaneous disc decompression (Dekompressor),
fluoroscopic, laser, radiofrequency, and thermal
disc therapies;

5. Percutaneous disc nucleoplasty;

6. Epidural adhesiolysis, also known as Racz
procedure or lysis of epidural adhesions.

The following procedures must be performed
fluoroscopically in order to qualify for reimbursement:

1. Facet injections (64470, 64472, 64475, 64476)
2. Sacroiliac (SI) injections (27096)

3. Transforaminal epidural steroid injections (64479,
64480, 64483, 64484)

4. Cervical translaminar/interlaminar epidural
injections (62310)

Any analgesia/sedation used in the performance of the
procedures in this section is considered integral to the
procedure, and will not be separately reimbursed. This
rule applies whether or not the person administering the
analgesia/sedation is the physician who is performing
the pain management injection. Administration of
analgesia/sedation by a different person from the
physician performing the injection, including an RN,

PA, CRNA, or MD/DO, DOES NOT allow for separate
billing of analgesia/sedation.

Anatomical descriptions of the procedures performed
must accompany the bill for service in order for
reimbursement to be made. These descriptions must
include landmarks used in determining needle
positioning, needles used, and the type and quantity of
drugs injected. Tolerance to the procedure, and side
effects or lack thereof should be included in this
documentation.

. Discography. Discography is a diagnostic test to identify

(or rule out) painful intervertebral discs. Discography is
appropriate only in patients for whom no other
treatment options remain except for possible surgical
stabilization (spinal fusion). A discography is then used
on these patients to determine which discs, if any, are
painful and abnormal, so that a surgical correction
(fusion) can be performed. If a patient is not considered
to be a candidate for surgery (fusion), then a discogram
is not considered medically necessary. Investigational
intradiscal therapies such as percutaneous disc
decompression (Dekompressor), fluoroscopic, laser,
radiofrequency, and thermal disc therapies are not an
indication for a discography.

Reimbursement of discography:

62290 — 10 units; additional levels denoted with
modifier 51 or 59 are reimbursed at five (5) units
per level

62291 — 12 units; additional levels denoted with
modifier 51 or 59 are reimbursed at six (6) units
per level

72285, 72295 — 8 units

The radiographic interpretation codes 72285 and 72295
can only be used ONCE per treatment session and
additional level modifiers are not allowed.

When reporting the radiological supervision and
interpretation professional components for discography
(72285, 72295), the anatomical localization for needle
placement is inclusive with the procedure and code
77003 should NOT be additionally reported.

Radiographic interpretation codes 72285 and 72295
must include a thorough description of radiographic
findings available in a separate report with hard copy
radiographs or other media, such as digital, that will
allow review of images (AP and lateral at a minimum).

BOTOX. BOTOX is not indicated for the relief of
musculoskeletal pain, and its use as such is not covered
by the Fee Schedule. An exception is made when
BOTOX treatment is indicated for spasticity or other
indications and requires prior approval.

CPT only © 2006 American Medical Association. All Rights Reserved.
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O. Use of Opioids or Other Controlled Substances for results in psychological dependence on the use
Management of Chronic (Non-Terminal) Pain. It is of substances for their psychic effects and is
recognized that optimal or effective treatment for characterized by compulsive use despite harm.
chronic pain may require the use of opioids or other Physical dependence and tolerance are normal
controlled substances. The proper and effective use of physiological consequences of extended opioid
opioids or other controlled substances has been therapy for pain and should not be considered
specifically addressed by the Mississippi Board of addiction.

Medlcgl Llcensqre. Unless otherwise dul’ecFed by the d. “Physical Dependence” is a physiological state
Commission, reimbursement for prescriptions for ‘ S
. of neuroadaptation to a substance which is
opioids or other controlled substances used for the .
, ) _ characterized by the emergence of a
management or treatment of chronic, non-terminal pain . .
, _ withdrawal syndrome if the use of the
shall not be provided under this Fee Schedule unless :
, . , , substance is stopped or decreased abruptly, or
treatment is sufficiently documented and complies with . o - .
) i if an antagonist is administered. Withdrawal
the following Rules and Regulations, as promulgated by . . )
e ‘ : may be relieved by re-administration of the
the Mississippi State Board of Medical Licensure, and 4 4
o , substance. Physical dependence is a normal
supplemented by the Commission accordingly: physiological consequence of extended opioid
1. DEFINITIONS: For the purpose of this provision, therapy for pain and should not be considered
the following terms have the meanings indicated: addiction.
a. “Chronic Pain” is a pain state in which the e. “Substance Abuse” is the use of any
cause of the pain cannot be removed or substance(s) for non-therapeutic purposes; or
otherwise treated and which in the generally use of medication for purposes other than
accepted course of medical practice, no relief those for which it is prescribed.
or cure of the cause of the pain is possible or f.  “Tolerance” is a physiological state resulting
none has been found after reasonable efforts f . .
] ] o i rom regular use of a drug in which an
including, but not limited to, evaluation by the . .
] - increased dosage is needed to produce the
attending physician and one or more ; .
o T e same effect or a reduced effect is observed with
physicians specializing in the treatment of the .
) a constant dose. Tolerance occurs to different
area, system, or organ of the body perceived as d . : .
i i T egrees for various drug effects, including
the source of the pain. Further, if a patient is . . L :
- sedation, analgesia and constipation. Analgesic
receiving controlled substances for the 4 .
i ) tolerance is the need to increase the dose of
treatment of pain for a prolonged period of - . .
] ) ) opioid to achieve the same level of analgesia.
time (more than six (6) months), then they will :
, : Such tolerance may or may not be evident
be considered for the purposes of this duri .
, . ) o uring treatment and does not equate with
regulation to have “de facto” chronic pain and addiction
subject to the same requirements of this ’
regulation. “Terminal Disease Pain” should not Notwithstanding any other provisions of these rules
be confused with “Chronic Pain.” For the and regulations, a physician may prescribe,
purpose of this section, “Terminal Disease administer, or dispense controlled substances in
in” i in arisi i it Schedules 1II, TIN, III, IIIN, IV and V, or other drugs
Pain” is pain arising from a medical condition &
for which there is no possible cure and the having addiction-forming and addiction-sustaining
patient is expected to live no more than six (6) liability to a person in the usual course of treatment
months. of that person for a diagnosed condition causing
chronic pain.
b. “Acute Pain” is the normal, predicted P
physiological response to an adverse chemical, Notwithstanding any other provisions of these rules
thermal, or mechanical stimulus and is and regulations, as to the prescribing,
associated with surgery, trauma and acute administration, or dispensation of controlled
illness. It is generally time limited and is substances in Schedules 11, 1IN, II1, IIIN, IV and V,
responsive to therapies, including controlled or other drugs having addiction-forming and
substances as defined by the U.S. Drug addiction-sustaining liability, use of said
Enforcement Administration. Title 21 CFR Part medications in the treatment of chronic pain should
1301 Food and Drugs. be done with caution. A physician may administer,
dispense or prescribe said medications for the
c. “Addiction” is a neurobehavioral syndrome P P
with genetic and environmental influences that
76 CPT only © 2006 American Medical Association. All Rights Reserved.



Pain Management

purpose of relieving chronic pain, provided that the
following conditions are met:

a. Before initiating treatment utilizing a Schedules
11, TIN, III, IIIN, IV or V controlled substance,
or any other drug having addiction-forming
and addiction-sustaining liability, the
physician shall conduct an appropriate
risk/benefit analysis by reviewing his own
records of prior treatment, or review the
records of prior treatment which another
treating physician has provided to the
physician, that there is an indicated need for
long term controlled substance therapy. Such a
determination shall take into account the
specifics of each patient’s diagnosis, past
treatments and suitability for long term
controlled substance use either alone or in
combination with other indicated modalities
for the treatment of chronic pain. This shall be
clearly entered into the patient medical record,
and shall include consultation/referral reports
to determine the underlying pathology or cause
of the chronic pain.

b. Documentation in the patient record shall
include a complete medical history and
physical examination that indicates the
presence of one or more recognized medical
indications for the use of controlled
substances.

c.  Documentation of a written treatment plan
which shall contain stated objectives as a
measure of successful treatment and planned
diagnostic evaluations, e.g., psychiatric
evaluation or other treatments. The plan
should also contain an informed consent
agreement for treatment that details relative
risks and benefits of the treatment course. This
should also include specific requirements of
the patient, such as using one physician and
pharmacy if possible, and urine/serum
medication level monitoring when requested,
but no less than once every twelve (12)
months.

d. Periodic review and documentation of the
treatment course is conducted at reasonable
intervals (no less than every six months) with
modification of therapy dependent on the
physician’s evaluation of progress toward the
stated treatment objectives. This should
include referrals and consultations as necessary
to achieve those objectives.

No physician shall administer, dispense or
prescribe a controlled substance or other drug
having addiction-forming and addiction-sustaining
liability that is non-therapeutic in nature or
non-therapeutic in the manner the controlled
substance or other drug is administered, dispensed
or prescribed.

No physician shall administer, dispense or
prescribe a controlled substance for treatment of
chronic pain to any patient who has consumed or
disposed of any controlled substance or other drug
having addiction-forming and addiction-sustaining
liability other than in strict compliance with the
treating physician’s directions. These circumstances
include those patients obtaining controlled
substances or other abusable drugs from more than
one physician and those patients who have
obtained or attempted to obtain new prescriptions
for controlled substances or other abusable drugs
before a prior prescription should have been
consumed according to the treating physician’s
directions. This requirement will not be enforced in
cases where a patient has legitimately temporarily
escalated a dose of their pain medication due to an
acute exacerbation of their condition but have
maintained a therapeutic dose level, however, it will
be required of the treating physician to document
in the patient record that such increase in dose level
was due to a recognized indication and was within
appropriate therapeutic dose ranges. Repetitive or
continuing escalations should be a reason for
concern and a re-evaluation of the present
treatment plan shall be undertaken by the
physician.

No physician shall prescribe any controlled
substance or other drug having addiction-forming
or addiction-sustaining liability to a patient who is a
drug addict for the purpose of “detoxification
treatment,” or “maintenance treatment,” and no
physician shall administer or dispense any narcotic
controlled substance for the purpose of
“detoxification treatment” or “maintenance
treatment” unless they are properly registered in
accordance with MCA section 303(g) 21 U.S.C.
823(g). Nothing in this paragraph shall prohibit a
physician from administering narcotic drugs to a
person for the purpose of relieving acute
withdrawal symptoms when necessary while
arrangements are being made for referral for
treatment. Not more than one (1) day’s medication
may be administered to the person or for the
person’s use at one time. Such emergency treatment
may be carried out for not more than three (3) days.
Nothing in this paragraph shall prohibit a physician

CPT only © 2006 American Medical Association. All Rights Reserved.

n



Mississippi Workers’ Compensation Medical Fee Schedule

from administering or dispensing narcotic
controlled substances in a hospital to maintain or
detoxify a person as an incidental adjunct to
medical or surgical treatment of conditions other
than addiction.

7. In addition to the specific Rules and Regulations
promulgated by the Mississippi State Board of
Medical Licensure as set forth above and
incorporated herein, the payer may, as in other
cases, obtain a second opinion from an appropriate
and qualified physician to determine the
appropriateness of the treatment being rendered,
including but not limited to the appropriateness of
the continuing use of opioids or other controlled
substances for treatment of the patient’s chronic
pain. However, any such second opinion shall not
be used as the basis for abrupt withdrawal of
medication or payment therefor. Nothing in this
paragraph shall prohibit a physician from
administering narcotic drugs to a person for the
purpose of relieving acute withdrawal symptoms
when necessary while arrangements are being made
for referral or discontinuance of treatment, and the
payer shall provide reimbursement in accordance
with this Fee Schedule, as follows: not more than
one (1) day’s medication may be administered to
the person or for the person’s use at one time. Such
emergency treatment may be carried out for not
more than three (3) days. Discontinuance of
treatment or reimbursement of prescriptions based
on a second opinion obtained hereunder shall be
subject to review by the Commission pursuant to
the Dispute Resolution Rules set forth in the
Dispute Resolution Rules section in this Fee
Schedule.

Radiographic Codes in Pain Management. Beginning
January 1, 2007, code 76003 is replaced by code 77002,
and code 76005 (fluoroscopy for injection) is replaced
by code 77003. Description of service and
reimbursement will remain the same.

Codes 72000-72220 which apply to radiographic
examination of the spine are not reimbursed concurrent

with the pain management procedures in this section or
with fluoroscopy services.

Code 73542 is not separately reimbursed with facet or
sacroiliac joint injections.

Soft Tissue Injections. “Myofascial, myoneural, and
trigger point injections” are synonymous and are to be
reimbursed with the 20552 and/or 20553 codes.
Modifiers for additional injections are not allowed with
these codes. Reimbursement for codes 20552 and
20553 will be identical, and not additive.

Codes 20550 and 20551 are used for the injections of
tendon origins and are NOT to be used for “myofascial,
myoneural or trigger point” injections. Failure to
observe this rule could result in denial of service on
retrospective review and/or request for reimbursement.

Code 20612 is to be used for the aspirations/injection of
a ganglion cyst and NOT for “myofascial, myoneural, or
trigger point” injections. Failure to observe this rule
could result in denial of service on retrospective review
and/or request for reimbursement.

Implantation of spinal cord stimulators. The following
conditions must be met for consideration of spinal cord
stimulators.

*  Patient must have a medical condition for which
spinal cord stimulation (SCS) is a recognized and
accepted form of treatment.

e There must be a trial stimulation that includes a
minimum seven (7) day home trial with the
temporary stimulating electrode.

e During the trial stimulation, the patient must report
at least fifty percent (50%) pain reduction during
the last four (4) days of the stimulation trial.

*  Psychological screening must be used to determine
if the patient is free from:

— Substance abuse issues
— Untreated psychiatric conditions

— Major psychiatric illness that could impair the
patient’s ability to respond appropriately to the
trial stimulation

CPT only © 2006 American Medical Association. All Rights Reserved.
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Assist Facility

Description Surg Fee

20526 Injection, therapeutic (eg, local anesthetic, corticosteroid), carpal tunnel See1l1’1age $140.00
20550 Injection(s); single tendon sheath, or ligament, aponeurosis (eg, plantar fascia) 3.00 000 N $140.00
20551 Injection(s); single tendon origin/insertion 3.00 000 N $140.00
20552 Injection(s); single or multiple trigger point(s), one or two muscle(s) 3.00 000 N $140.00
20553 Injection(s); single or multiple trigger point(s), three or more muscle(s) 3.00 000 N $140.00
20600 Arthrocentesis, aspiration and/or injection; small joint or bursa (eg, fingers, toes)  3.00 000 N $140.00
20605 Arthrocentesis, aspiration and/or injection; intermediate joint or bursa (eg, SeePage 000 N $140.00
temporomandibular, acromioclavicular, wrist, elbow or ankle, olecranon bursa) m
20610 Arthrocentesis, aspiration and/or injection; major joint or bursa (eg, shoulder, ~ SeePage 000 N $140.00
hip, knee joint, subacromial bursa) m
27096 Injection procedure for sacroiliac joint, arthrography and/or anesthetic/steroid 71.00 000 N $400.00
62263 Percutaneous lysis of epidural adhesions using solution injection (eg, hypertonic ~ 20.00 010 N $350.00

saline, enzyme) or mechanical means (eg, catheter) including radiologic
localization (includes contrast when administered), multiple adhesiolysis
sessions; 2 or more days

62264 Percutaneous lysis of epidural adhesions using solution injection (eg, hypertonic ~ 14.00 010 N $350.00
saline, enzyme) or mechanical means (eg, catheter) including radiologic
localization (includes contrast when administered), multiple adhesiolysis
sessions; 1 day

62270 Spinal puncture, lumbar, diagnostic 5.00 000 N $85.00
62272 Spinal puncture, therapeutic, for drainage of cerebrospinal fluid (by needle or 8.00 000 N $85.00
catheter)
62273 Injection, epidural, of blood or clot patch 8.00 000 N $450.00
62280 Injection/infusion of neurolytic substance (eg, alcohol, phenol, iced saline 8.00 010 N $450.00
solutions), with or without other therapeutic substance; subarachnoid
62281 Injection/infusion of neurolytic substance (eg, alcohol, phenol, iced saline 17.00 010 N $475.00
solutions), with or without other therapeutic substance; epidural, cervical or
thoracic
62282 Injection/infusion of neurolytic substance (eg, alcohol, phenol, iced saline 16.00 010 N $525.00
solutions), with or without other therapeutic substance; epidural, lumbar, sacral
(caudal)
62290 Injection procedure for discography, each level; lumbar 10.00 000 N $480.00
62291 Injection procedure for discography, each level; cervical or thoracic 13.00 000 N $480.00
62310 Injection, single (not via indwelling catheter), not including neurolytic 9.00 000 N $450.00

substances, with or without contrast (for either localization or epidurography), of
diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic,
opioid, steroid, other solution), epidural or subarachnoid; cervical or thoracic

62311 Injection, single (not via indwelling catheter), not including neurolytic 8.00 000 N $425.00
substances, with or without contrast (for either localization or epidurography), of
diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic,
opioid, steroid, other solution), epidural or subarachnoid; lumbar, sacral (caudal)

62318 Injection, including catheter placement, continuous infusion or intermittent 10.00 000 N $450.00
bolus, not including neurolytic substances, with or without contrast (for either
localization or epidurography), of diagnostic or therapeutic substance(s)
(including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or
subarachnoid; cervical or thoracic

62319 Injection, including catheter placement, continuous infusion or intermittent 9.00 000 N $425.00
bolus, not including neurolytic substances, with or without contrast (for either
localization or epidurography), of diagnostic or therapeutic substance(s)
(including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or
subarachnoid; lumbar, sacral (caudal)

64400 Injection, anesthetic agent; trigeminal nerve, any division or branch 10.00 000 N $125.00
64402 Injection, anesthetic agent; facial nerve 71.00 000 N $125.00
64405 Injection, anesthetic agent; greater occipital nerve 5.00 000 N $125.00
64408 Injection, anesthetic agent; vagus nerve 71.00 000 N $125.00
64410 Injection, anesthetic agent; phrenic nerve 8.00 000 N $480.00
64412 Injection, anesthetic agent; spinal accessory nerve 7.00 000 N $480.00
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Description

FUD

Assist Facility

Surg Fee

64413 Injection, anesthetic agent; cervical plexus $140.00
64415 Injection, anesthetic agent; brachial plexus, single 8.00 000 N $250.00
64416 Injection, anesthetic agent; brachial plexus, continuous infusion by catheter 13.00 010 N $250.00
(including catheter placement) including daily management for anesthetic agent
administration
64417 Injection, anesthetic agent; axillary nerve 8.00 000 N $250.00
64418 Injection, anesthetic agent; suprascapular nerve 5.00 000 N $120.00
64420 Injection, anesthetic agent; intercostal nerve, single 5.00 000 N $250.00
64421 Injection, anesthetic agent; intercostal nerves, multiple, regional block 8.00 000 N $250.00
64425 Injection, anesthetic agent; ilioinguinal, iliohypogastric nerves 5.00 000 N $140.00
64430 Injection, anesthetic agent; pudendal nerve 5.00 000 N $140.00
64435 Injection, anesthetic agent; paracervical (uterine) nerve 5.00 000 N $140.00
64445 Injection, anesthetic agent; sciatic nerve, single 7.00 000 N $140.00
64446 Injection, anesthetic agent; sciatic nerve, continuous infusion by catheter, 12.00 010 N $485.00
(including catheter placement) including daily management for anesthetic agent
administration
64447 Injection, anesthetic agent; femoral nerve, single 7.00 000 N $150.00
64448 Injection, anesthetic agent; femoral nerve, continuous infusion by catheter 12.00 010 N $150.00
(including catheter placement) including daily management for anesthetic agent
administration
64449 Injection, anesthetic agent; lumbar plexus, posterior approach, continuous 12.00 010 N $150.00
infusion by catheter (including catheter placement) including daily management
for anesthetic agent administration
64450 Injection, anesthetic agent; other peripheral nerve or branch 5.00 000 N $125.00
64470 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint ~ 10.00 000 N $465.00
nerve; cervical or thoracic, single level
+ 64472 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint 5.00 000 N $395.00
nerve; cervical or thoracic, each additional level (List separately in addition to
code for primary procedure)
64475 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint 8.00 000 N $465.00
nerve; lumbar or sacral, single level
+ 64476 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facetjoint ~ 4.00 000 N $395.00
nerve; lumbar or sacral, each additional level (List separately in addition to code
for primary procedure)
64479 Injection, anesthetic agent and/or steroid, transforaminal epidural; cervical or 10.00 000 N $465.00
thoracic, single level
+ 64480 Injection, anesthetic agent and/or steroid, transforaminal epidural; cervical or 6.00 000 N $425.00
thoracic, each additional level (List separately in addition to code for primary
procedure)
64483 Injection, anesthetic agent and/or steroid, transforaminal epidural; lumbar or 8.00 000 N $465.00
sacral, single level
+ 64484 Injection, anesthetic agent and/or steroid, transforaminal epidural; lumbar or 5.00 000 N $425.00
sacral, each additional level (List separately in addition to code for primary
procedure)
64505 Injection, anesthetic agent; sphenopalatine ganglion 8.00 000 N $140.00
64508 Injection, anesthetic agent; carotid sinus (separate procedure) 7.00 000 Y $140.00
64510 Injection, anesthetic agent; stellate ganglion (cervical sympathetic) 7.00 000 N $450.00
64517 Injection, anesthetic agent; superior hypogastric plexus 10.00 N $450.00
64520 Injection, anesthetic agent; lumbar or thoracic (paravertebral sympathetic) 8.00 000 N $450.00
64530 Injection, anesthetic agent; celiac plexus, with or without radiologic monitoring 12.00 000 N $475.00
64600 Destruction by neurolytic agent, trigeminal nerve; supraorbital, infraorbital, 10.00 010 N $670.00
mental, or inferior alveolar branch
64605 Destruction by neurolytic agent, trigeminal nerve; second and third division 20.00 010 N $670.00
branches at foramen ovale
64610 Destruction by neurolytic agent, trigeminal nerve; second and third division 20.00 010 N $670.00
branches at foramen ovale under radiologic monitoring
64620 Destruction by neurolytic agent, intercostal nerve 10.00 010 N $670.00
80 CPT only © 2006 American Medical Association. All Rights Reserved. Fee data © 2007 Ingenix
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64622 Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or 12.00 010 N $750.00

sacral, single level
+ 64623 Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or 6.00 000 N $395.00

sacral, each additional level (List separately in addition to code for primary
procedure)

64626 Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or 12.00 010 N $750.00
thoracic, single level

+ 64627 Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or 6.00 000 N $395.00

thoracic, each additional level (List separately in addition to code for primary
procedure)

64630 Destruction by neurolytic agent; pudendal nerve 10.00 010 N $365.00

64640 Destruction by neurolytic agent; other peripheral nerve or branch 9.00 010 N $365.00

64680 Destruction by neurolytic agent, with or without radiologic monitoring; celiac 20.00 010 N $450.00
plexus

64681 Destruction by neurolytic agent, with or without radiologic monitoring; superior 16.00 010 N $650.00
hypogastric plexus

72275 Epidurography, radiological supervision and interpretation 3.00 000 N BR

72285 Discography, cervical or thoracic, radiological supervision and interpretation 8.00 N BR

72295 Discography, lumbar, radiological supervision and interpretation 12.00 N BR

73542 Radiological examination, sacroiliac joint arthrography, radiological supervision 3.00 000 N BR
and interpretation

95991 Refilling and maintenance of implantable pump or reservoir for drug delivery, 3.00 000 N BR
spinal (intrathecal, epidural) or brain (intraventricular); administered by
physician
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GENERAL GUIDELINES

Global Reimbursement

The reimbursement allowances for surgical procedures
are based on a global reimbursement concept that
covers performing the basic service and the normal
range of care required after surgery.

Global reimbursement includes:
1. The operation per se

2. Local infiltration, metacarpal/metatarsal/digital
block or topical anesthesia

3. Subsequent to the decision and/or authorization for
surgery, one related E/M encounter on the date
immediately prior to or on the date of the
procedure (including history and physical), but
does not include the initial consultation

4. Immediate postoperative care, including dictating
operative notes, talking with the family and other
physicians

5. Writing orders

6. Evaluating the patient in the postanesthesia
recovery area

7. Normal, uncomplicated follow-up (FU) care for the
time periods indicated in the follow- up days (FUD)
column to the right of each procedure code. The
number in that column establishes the days during
which no additional reimbursement is allowed for
the usual care provided following surgery, absent
complications or unusual circumstances.

8. The maximum reimbursement allowances cover all
normal postoperative care, including the removal of
sutures by the surgeon or associate. Follow-up days
are specified by procedure. Follow-up days listed
are for 0, 10, or 90 days and are listed in the Fee
Schedule as 000, 010, or 090. Follow-up days may
also be listed as MMM indicating that services are
for uncomplicated maternity care, XXX indicating
that the global surgery concept does not apply, YYY
indicating that the follow-up period is to be set by
the payer (used primarily with BR procedures), or
777 indicating that the code is related to another

service and is treated in the global period of the
other procedure billed in conjunction with the ZZZ
procedure (used primarily with add-on and exempt
from modifier 51 codes). The day of surgery is day
one when counting follow-up days. Hospital
discharge day management is considered to be
normal, uncomplicated follow-up care.

Follow-up Care for Diagnostic Procedures

Follow-up care for diagnostic procedures (e.g.,
endoscopy, injection procedures for radiography)
includes only the care related to recovery from the
diagnostic procedure itself. Care of the condition for
which the diagnostic procedure was performed or of
other concomitant conditions is not included and may
be charged for in accordance with the services rendered.

Follow-up Care for Therapeutic Surgical Procedures
Follow-up care for therapeutic surgical procedures
includes only care that is usually part of the surgical
procedure. Complications, exacerbations, recurrence, or
the presence of other diseases or injuries requiring
additional services concurrent with the procedure(s) or
during the listed period of normal follow-up care may
warrant additional charges.

Separate Procedures

Separate procedures are commonly carried out as an
integral part of another procedure. They should not be
billed in conjunction with the related procedure. These
procedures may be billed when performed
independently by adding modifier 59 to the specific
“separate procedure” code.

Additional Surgical Procedure(s)

When an additional surgical procedure(s) is carried out
within the listed period of follow-up care for a previous
surgery, the follow-up periods will continue
concurrently to their normal terminations.

Microsurgery, Operating Microscope, and Use of Code
69990

The surgical microscope is employed when the surgical
services are performed using the technique of
microsurgery. Code 69990 should be reported (without

CPT only © 2006 American Medical Association. All Rights Reserved.

83



Mississippi Workers’ Compensation Medical Fee Schedule

modifier 51 appended) in addition to the code for the
primary procedure performed. Do not use 69990 for
reporting visualization with magnifying loupes or

procedures during the same session and entry site are
incidental to the major procedure.

corrected vision. Do not report code 69990 in addition K. Biopsy Procedures
to procedures where the use of the operating A biopsy of the skin and another surgical procedure
microscope is considered an inclusive component. The performed on the same lesion on the same day must be
operating microscope is considered inclusive in the billed as one procedure.
following codes only: 15756-15758; 15842; 19364,
19368 20955-20962: 20969—-20973: 26551-26554- L. Repair of Nerves, Blood Vessels, and Tendons with
26556; 31526; 31531; 31536; 31541; 31545; 31546; Wound Repairs ‘
31561 31571 43116 43496: 49906 61548 The repair of nerves, blood vessels, and tendons is
63075-63078; 64727; 64820-64823; 65091-68850. usually reported under the appropriate system. The
For purposes of clarification, if microsurgery technique repair of assoc1ated WOU'l’l'dS is included in the primary
is employed and the primary procedure code is not pro'cedure unlegs it qualifies as a corr'lplex'wound, in
contained in the aforementioned list, it is appropriate to which case modifier 51 may be applied. Simple
report 69990 with the primary procedure performed exploraugn of nerves, blooq vessels, agd tendons
and reimbursement is required for said services. (For exposed in an open wound is also considered part of the
example, code 63030 is not included in the essential treatment of the wound closure and is not a
aforementioned list and, as such, it is appropriate for separate procedure unless appreciable dissection is
providers to report 69990 along with 63030 to describe required.
microsurgical technique. Reimbursement for 69990 is
. : : . ! M. Suture Removal
required provided operative documentation affirms Billine for suture removal by the operating sureeon is
microsurgical technique and not just visualization with 5 . oval by the op b SUT8
magnifying loupes or corrected vision not appropriate as this is considered part of the global
' fee.
G Unique Te‘chmques‘ 4 N. Joint Manipulation Under Anesthesia
A surgeon is not entitled to an extra fee for a unique There is no charee for manipulation of a ioint under
technique. It is inappropriate to use modifier 22 unless . g P ] .
the procedure is significantly more difficult than anesthesia when it is preceded or followed by a surgical
indicated by the descrintion of the code procedure on that same day by that surgeon. However,
Y P ’ when manipulation of a joint is the scheduled
H. Surgical Destruction procedure and it indicates additional procedures are
Surgical destruction is part of a surgical procedure, and necessaty gnd appropriate, fifty percent (50%) of the
different methods of destruction (e.g., laser surgery) are manipulation may be allowed.
not ordmarﬂy listed separately unless the technique O. Supplies and Materials
substantially alters the standard management of a . : : .
problem or condition. Exceptions under special Supphes and materials provided by the physician (e.g,
circumstances are provided for by separate code sterile trays/drugs) over and above those usually
numbers included with the office visit may be listed separately
' using CPT code 99070 or specific HCPCS Level 11
I.  Incidental Procedure(s) codes.
An .addltlonal charge for an 1QC1denta1 procedqre (e.g., P Plastic and Metallic Implants
incidental appendectomy, incidental scar excisions, . -
puncture of ovarian cysts, simple lysis of adhesions Plast1§ and me[glhc implants OF non-autogenous graft
simple repair of hiatal her’nia etc.) is not customary’and materials supplied by the physician are to be reimbursed
does not warrant additional reimbursement. aL cost.
J. Endoscopic Procedures Q. Aspirations and ‘Inject-io‘ns -
When multiple endoscopic procedures are performed .PW‘CFU re of a cavity or Jomt for aspiration followed by
by the same practitioner at a single encounter, the major ;Egﬁi?g:éﬁltezezziiic agent s one procedure and
procedure is reimbursed at one hundred percent '
(100%). If a secondary procedure is performed through R Surgical Assistant
the same opening/grifice, fifty percent (50%) is_ ) 1. Physician surgical assistant — For the purpose of
allowable as a multiple procedure. However, diagnostic reimbursement, a physician who assists at surgery
is reimbursed as a surgical assistant. Assistant
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surgeons should use modifier 80 and are allowed
twenty percent (20%) of the maximum
reimbursement allowance (MRA) for the
procedure(s).

2. Registered Nurse Surgical Assistant

a. Registered nurses who have completed an
approved first assistant training course may be
allowed a fee when assisting a surgeon in the
operating room (O.R.).

b. The maximum reimbursement allowance for
the registered nurse first assistant (RNFA) is
ten percent (10%) of the surgeon’s fee for the
procedure(s) performed.

c. Under no circumstances will a fee be allowed
for an assistant surgeon and a RNFA at the
same surgical encounter.

d. Registered nurses on staff in the O.R. of a
hospital, clinic, or outpatient surgery center do
not qualify for reimbursement as a RNFA

e. CPT codes with modifier AS should be used to
bill for RNFA services on a CMS-1500 form
and should be submitted with the charge for
the surgeon’s services.

Operative Reports

An operative report must be submitted to the payer
before reimbursement can be made for the surgeon’s or
assistant surgeon’s services.

Needle Procedures

Needle procedures (lumbar puncture, thoracentesis,
jugular or femoral taps, etc.) should be billed in
addition to the medical care on the same day.

Therapeutic Procedures

Therapeutic procedures (injecting into cavities, nerve
blocks, etc.) (CPT codes 20526-20610, 64400, 64450)
may be billed in addition to the medical care for a new
patient. (Use appropriate level of service plus injection.)

In follow-up cases for additional therapeutic injections
and/or aspirations, an office visit is only indicated if it is
necessary to re-evaluate the patient. In this case, a
minimal visit may be listed in addition to the injection.
Documentation supporting the office visit charge must
be submitted with the bill to the payer. Reimbursement
for therapeutic injections will be made according to the
multiple procedure rules.

Trigger point injection is considered one procedure and
reimbursed as such regardless of the number of
injection sites. Two codes are available for reporting
trigger point injections. Use 20552 for injection(s) of

single or multiple trigger point(s) in one or two muscles
or 20553 when three or more muscles are involved.

Anesthesia by Surgeon

In certain circumstances it may be appropriate for the
attending surgeon to provide regional or general
anesthesia. Anesthesia by the surgeon is considered to
be more than local or digital anesthesia. Identify this
service by adding modifier 47 to the surgical code. Only
base anesthesia units are allowed. See the Anesthesia
section.

Therapeutic/Diagnostic Injections
Injections are considered incidental to the procedure
when performed with a related invasive procedure.

Intervertebral Biomechanical Device(s) and Use of
Code 22851

Code 22851 describes the application of an
intervertebral biomechanical device to a vertebral defect
or interspace. Code 22851 should be listed in
conjunction with a primary procedure without the use
of modifier 51. The use of 22851 is limited to one
instance per single interspace or single vertebral defect
regardless of the number of devices applied and infers
additional qualifying training, experience, sizing, and/or
use of special surgical appliances to insert the
biomechanical device. Qualifying devices include
manufactured pre-machined synthetic or allograft
biomechanical devices, or methyl methacrylate
constructs, and are not dependant on a specific
manufacturer, shape, or material of which it is
constructed. (For example, the use of code 22851
would be appropriate during a cervical arthrodesis
(22554) when applying a synthetic alloy cage, a
threaded bone dowel, or a pre-machined hexahedron
tricortical allograft biomechanical device. Surgeons
utilizing generic non-machined bony allografts or
autografts are referred to code sets 20930-20931,
20936-20938 respectively.)

AMBULATORY SURGERY CENTERS

Definition

For purposes of this section of the Fee Schedule,
"ambulatory surgery center" means an establishment
with an organized medical staff of physicians; with
permarnent facilities that are equipped and operated
primarily for the purpose of performing surgical
procedures; with continuous physicians and registered
nurses on site or on call, which provides services and
accommodations for patients to recover for a period not
to exceed twenty-three (23) hours after surgery. An
ambulatory surgery center may be a freestanding facility
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or may be attached to a hospital facility. For purposes of
Workers' Compensation reimbursement to ASCs, the
facility must be an approved Medicare ASC.

home. These items will be reimbursed according to
Fee Schedule MRA or HCPCS MRA, whichever is
appropriate.

B. Coding and Billing Rules C. Facility Fee Reimbursement for ASCs

1. Facility fees for ambulatory surgery must be billed 1. The Mississippi Worker's Compensation
on the UB-04 form. Commission has adopted the Medicare ASC

2. The CPT/HCPCS code(s) of the procedure(s) Payment Groups for classifying payment of facility
performed determines the reimbursement for the ez ot pulbuleliony sty
facility fee. Report all procedures performed. 2. The ASC payment rate has been added to the CPT

3. If more than one surgical procedure is furnished in code listing of fees in thg Surgery section of the Fee

ol tive encounter. the multinle Schedule. The column lists the total approved
a single opera , p o ,

q le applies. The primary procedure is facility fee for that particular CPT code.

procedure rule app p Y P
reimbursed at one hundred percent (100%) of the 3. The facility fees will be paid for medically necessary
maximum reimbursable allowance (MRA), the services only. All ambulatory elective procedures
second and subsequent procedures are reimbursed must be precertified according to the rules and
at fifty percent (50%) of the MRA. guidelines of the Fee Schedule.

4. 1f the billed total for an outpatient surgical 4. Procedures not assigned an ASC facility fee will be
encounter is less than the ASC MRA, the lesser of reimbursed according to the lesser of total billed
the charges is paid to the facility. charges or usual and customary rates.

5. The payment rate for an ASC surgical procedure
includes all facility services directly related to the
procedure performed on the day of surgery. Facility lll.  MuLTIPLE PROCEDURES
services include:

A.  Multiple Procedure Reimbursement Rule
*  Nursing and technician services Multiple procedures performed during the same
»  Use of the facility operative session at the same operative site are
) ] ) ) ) reimbursed as follows:

* Drugs, biologicals, surgical dressings, splints,

casts and equipment directly related to the * One hundred percent (100%) of the allowable

provision of the surgical procedure fee for the primary procedure
e Materials for anesthesia e Fifty percent (50%) of the allowable fee for the

o ) ) second through fifth procedure

*  Administration, record keeping and

housekeeping items and services e Sixth and subsequent procedures are

' ' reimbursed by report

6. Separate payment is not made for the following
services that are directly related to the surgery: B. Bilateral Procedure Reimbursement Rule
Pharmacy Physicians and staff are sometimes confused by the

) ) ) definition of bilateral. Bilateral procedures are identical
*  Medical/surgical supplies procedures (i.e., use the same CPT code) performed on
»  Sterile supplies the same anatomic site but on opposite sides of the
+  Operating room services body. Furthermore, each procedure should be
performed through its own separate incision to qualify
*  Anesthesia as bilateral. For example, open reductions of bilateral
«  Ambulatory surgical care fractures of the mandible treated through a common
incision would not qualify under the definition of
*  Recovery room bilateral and would be reimbursed according to the
e Treatment or Observation room multiple procedure rule. Medicare’s accepted method of
s : . . billing bilateral services is to list the procedure once and
7. Facility fees do not include physician services, p e . .
. . add modifier 50. Mississippi is adopting this same
x-rays, diagnostic procedures, laboratory licv. Refer to th le below:
procedures, CRNA or anesthesia physician services, poticy: Belet to the example below:
prosthetic devices, ambulance services, braces, 69300-50  Otoplasty, protruding ear
artificial limbs or DME for use in the patient's
86 CPT only © 2006 American Medical Association. All Rights Reserved.
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Place a “2” in the UNITS column of the CMS-1500 claim
form so that payers are aware that two procedures were
performed. List the charge as one hundred fifty percent
(150%) of your normal charge. Reimbursement shall be
at one hundred fifty percent (150%) of the amount
allowed for a unilateral procedure(s). For example, if the
allowable for a unilateral surgery is one hundred dollars
($100.00) and it is performed bilaterally,
reimbursement shall be one hundred fifty dollars
($150.00). However, if the procedure description states
“bilateral,” reimbursement shall be as listed in the Fee
Schedule since the fee was calculated for provision of
the procedure bilaterally.

Multiple Procedures—Different Areas Rule

When multiple surgical procedures are performed in
different areas of the body during the same operative
sessions and the procedures are unrelated (e.g.,
abdominal hernia repair and a knee arthroscopy), the
multiple procedure reimbursement rule will apply

independently to each area. Modifier 51 must be added.

Multiple Procedure Billing Rules

1. The primary procedure, which is defined as the
procedure with the highest RVU, must be billed
with the applicable CPT code.

2. The second or lesser or additional procedure(s)
must be billed by adding modifier 51 to the codes,
unless the procedure(s) is exempt from modifier 51
or qualifies as an add-on code.

REPAIR OF WOUNDS

Definitions
Wound repairs are classified as simple, intermediate, or
complex.

1. Simple repair. Simple repair is repair of superficial
wounds involving primarily epidermis and dermis
or subcutaneous tissues without significant
involvement of deeper structures and simple one
layer closure/suturing. This includes local
anesthesia and chemical or electrocauterization of
wounds not closed.

2. Intermediate repair. Intermediate repair is repair
of wounds that requires layered closure of one or
more of the subcutaneous tissues and superficial
(non-muscle) fascia, in addition to the skin
(epidermal and dermal) closure. Single-layer
closure of heavily contaminated wounds that
require extensive cleaning or removal of particulate
matter also constitutes intermediate repair.

3. Complex repair. Complex repair is repair of
wounds requiring more than layered closure, scar
revision, debridement (e.g., traumatic lacerations or
avulsions), extensive undermining, stents or
retention sutures. It may include creation of the
defect and necessary preparation for repairs or the
debridement and repair of complicated lacerations
or avulsions.

Reporting
The following instructions are for reporting services at
the time of the wound repair:

1. The repaired wound(s) should be measured and
recorded in centimeters, whether curved, angular,
or stellate.

2. When multiple wounds are repaired, add together
the lengths of those in the same classification (see
above) and anatomical grouping and report as a
single item. When more than one classification of
wound is repaired, list the more complicated as the
primary procedure and the less complicated as the
secondary procedure using modifier 51.

3. Debridement is considered a separate procedure
only when gross contamination requires prolonged
cleansing, when appreciable amounts of devitalized
or contaminated tissue are removed, or when
debridement is carried out separately without
immediate primary closure (extensive debridement
of soft tissue and/or bone).

4. Report involvement of nerves, blood vessels, and
tendons under the appropriate system (nervous,
musculoskeletal, etc.) for repair. The repair of these
wounds is included in the fee for the primary
procedure unless it qualifies as a complex wound,
in which case modifier 51 applies.

5. Simple ligation of vessels in an open wound is
considered part of any wound closure, as is simple
exploration of nerves, blood vessels, or tendons.

6. Adjacent tissue transfers, flaps and grafts include
such procedures as Z-plasty, W- plasty, V-4-plasty
or rotation flaps. Reimbursement is based on the
size of the defect. Closing the donor site with a skin
graft is considered an additional procedure and will
be reimbursed in addition to the primary
procedure. Excision of a lesion prior to repair by
adjacent tissue transfer is considered “bundled” into
the tissue transfer procedure and is not reimbursed
separately.

7. Wound exploration codes should not be billed with
codes that specifically describe a repair to major
structure or major vessel. The specific repair code
supersedes the use of a wound exploration code.

CPT only © 2006 American Medical Association. All Rights Reserved.
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V.

MUSCULOSKELETAL SYSTEM

of modifier 76 to the usual procedure code to
indicate “repeat procedure” by the same physician.

A. Ca§ting a.nd Strapping _ ' 5. The term “complicated” appears in some

This 'apphes. to severe mgsde sprains or strains that musculoskeletal code descriptions. It implies an

require casting or strapping,. infection occurred or the surgery took longer than

1. Initial (new patient) treatment for soft tissue usual. Be sure the medical record documentation
injuries must be billed under the appropriate office supports the “complicated” descriptor to justify
visit code. reimbursement.

2. When a cast or strapping is applied during an initial Bone, Cartilage, and Fascia Grafts
visit, supplies and materials (e.g., stockinet, plaster, 1. Reimbursement for obtaining autogenous bone,
fiberglass, ace bandages) may be itemized and cartilage or fascia grafts, or other tissue through
billed separately using the appropriate HCPCS separate incisions is made only when the graft is not
Level II code. described as part of the basic procedure.

3. When initial casting and/or strapping is applied for 2. Tissue obtained from a cadaver for grafting must be
the first time during an established patient visit, billed using code 99070 and accompanied by a
reimbursement may be made for the itemized report in order to ensure an equitable
supplies and materials in addition to the reimbursement by the payer.
appropriate established patient visit.

4. Replacement casts or strapping provided during a Arthroscopy
follow-up visit (established patient) include Note: Surgical arthroscopy always includes a diagnostic
reimbursement for the replacement service as well arthroscopy. Only in the most unusual case is an
as the removal of casts, splints, or strapping. increased fee justified because of increased complexity
Follow-up visit charges may be reimbursed in of the intra-articular surgery performed.
addition to replacement casting and strapping only 1. Diagnostic arthroscopy should be billed at fifty
when additional significantly identifiable medical percent (50%) when followed by open surgery.
services are provided. Office notes should ) ) ) )

bstantiate medical necessity of the visit. Cast 2. Diagnostic arthroscopy is not billed when followed
subs y )
supplies may be billed using the appropriate by arthroscopic surgery
HCPCS Level II code and reimbursed separately. 3. If there are only minor findings that do not confirm
a significant preoperative diagnosis, the procedure
B. Fracture Care should be billed as a diagnostic arthroscopy.

1. Fracture care is a global service. It includes the
examination, restoration or stabilization of the Arthrodesis Procedures
fracture, application of the first cast, and cast Many revisions have occurred in CPT coding for
removal. Casting material is not considered part of arthrodesis procedures. References to bone grafting and
the global package and may be reimbursed fixation are now procedures which are listed and
separately. It is inappropriate to bill an office visit reimbursed separately from the arthrodesis codes.
since the reason for the encounter 1s for frgcture To help alleviate any misunderstanding about when to
care. However, if the patient requires surgical de a discectomy in addition to an arthrodesis, the
intervention, additional reimbursement can be €0 Y . . » ’

‘ statement “including minimal discectomy” to prepare
made for the appropriate E/M code to properly interspace has been added to the anterior interbod
evaluate the patient for surgery. Use modifier 57 tn h P 1 el

, echnique. If the disk is removed for decompression of
with the E/M code. the spinal cord, the decompression should be coded and

2. Reimbursement for fracture care includes the reimbursed separately.
application and removal of the first cast or traction
device only. Replacement casting during the period
of follow-up care is reimbursed separately.

3. The phrase “with manipulation” describes
reduction of a fracture.

4. Re-reduction of a fracture performed by the
primary physician may be identified by the addition
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E  External Spinal Stimulators Post Fusion

1.

The following criteria is established for the
medically accepted standard of care when
determining applicability for the use of an external
spinal stimulator. However, the medical necessity
should be determined on a case-by-case basis.

a. Patient has had a previously failed spinal
fusion, and/or

b. Patient is scheduled for revision or repair of
pseudoarthrosis, and/or

c. The patient smokes greater than a pack of
cigarettes per day and is scheduled for spinal
fusion

The external spinal stimulator is not approved by
the Mississippi Workers” Compensation
Commission for use in primary spinal fusions.

The external spinal stimulator will be reimbursed
by report (BR).

Precertification is required for use of the external
spinal stimulator.

G. Carpal Tunnel Release
The following intraoperative services are included in the
global service package for carpal tunnel release and
should not be reported separately and do not warrant
additional reimbursement:

»  Surgical approach

» Isolation of neurovascular structures

*  Video imaging

+ Stimulation of nerves for identification
» Application of dressing, splint, or cast
*  Tenolysis of flexor tendons

*  Flexor tenosynovectomy

*  Excision of lipoma of carpal canal

*  Exploration of incidental release of ulnar nerve
* Division of transverse carpal ligament
*  Use of endoscopic equipment

*  Placement and removal of surgical drains or
suction device

e (Closure of wound

VI.

BURNS, LOCAL TREATMENT

A. Degree of Burns

1.

Code 16000 must be used when billing for
treatment of first degree burns when no more than
local treatment of burned surfaces is required.

Codes 16020-16030 must be used when billing for
treatment of partial-thickness burns only.

The claim form must be accompanied by a report
substantiating the services performed.

Major debridement of foreign bodies, grease,
epidermis, or necrotic tissue may be billed
separately under codes 11000-11001. Modifier 51
does not apply.

B. Percentage of Total Body Surface Area
The following definitions apply to codes 16020-16030:

1.

“Small” means less than five percent (5%) of the
total body surface area

“Medium” means whole face or whole extremity or
five to ten percent (5%—10%) of the total body
surface area

“Large” means more than one extremity or greater
than ten percent (10%) of the total body surface
area

C. Reimbursement

1.

VII.

To identify accurately the proper procedure code
and substantiate the descriptor for billing, the exact
percentage of the body surface involved and the
degree of the burn must be specified on the claim
form submitted or by attaching a special report.
Claims submitted without this specification will be
returned to the physician for this additional
information.

Hospital visits, emergency room visits, or critical
care visits provided by the same physician on the
same day as the application of burn dressings will
be reimbursed as a single procedure at the highest
level of service.

NERVE BLOCKS

A. Diagnostic or Therapeutic

1.

Please refer to the Pain Management section for
guidelines and reimbursement of nerve blocks.

Medications such as steroids, pain medication, etc.,
may be separately billed using the appropriate
HCPCS Level II code.

CPT only © 2006 American Medical Association. All Rights Reserved.
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a. The name of the medication(s), dosage, and
volume must be identified.

b. Medication will be reimbursed according to
fees listed in the HCPCS section. If not listed in
HCPCS, reimbursement will be according to
the Pharmacy section in the General
Guidelines.

B. Anesthetic
When a nerve block for anesthesia is provided by the
operating room surgeon, the procedure codes listed in
the Anesthesia section must be followed.

VIII. MODIFIERS

Listed services and procedures may be modified under
certain circumstances. When applicable, the modifying
circumstance should be identified by the addition of the
appropriate modifier code. The modifier may be reported by
a two-digit number placed after the usual procedure number
and separated by a hyphen. If more than one modifier is
used, place the multiple modifiers code 99 immediately after
the procedure code. This indicates that one or more
additional modifier codes follow. Modifiers commonly used
in surgery are as follows:

22 Unusual Procedural Services

When the services provided are greater than that usually
required for the listed procedure, it may be identified by
adding modifier 22 to the usual procedure number. A report
may also be appropriate.

Mississippi’s note: By definition, this modifier would be used in unusual
circumstances only. Use of this modifier does not guarantee additional
reimbursement.

26 Professional Component

Certain procedures are a combination of a physician
component and a technical component. When the physician
component is reported separately, the service may be
identified by adding modifier 26 to the usual procedure
number.

32 Mandated Services

Services related to mandated consultation and/or related
services (e.g., PRO, third-party payer, governmental,
legislative, or regulatory requirement) may be identified by
adding modifier 32 to the basic procedure.

47 Anesthesia by Surgeon

Regional or general anesthesia provided by the surgeon may
be reported by adding modifier 47 to the basic service. (This
does not include local anesthesia.) Note: Modifier 47 would

not be used as a modifier for the anesthesia procedures
00100-01999.

Mississippi’s note: Reimbursement is made for base units only.

50 Bilateral Procedure

Unless otherwise identified in the listings, bilateral
procedures that are performed during the same operative
session should be identified by adding modifier 50 to the
appropriate five-digit code.

51 Multiple Procedures

When multiple procedures, other than evaluation and
management services, are performed at the same session by
the same provider, the primary procedure or service may be
reported as listed. The additional procedure(s) or service(s)
may be identified by appending modifier 51 to the
additional procedure or service code(s). Note: This modifier
should not be appended to designated “add-on” codes (see
the applicable CPT book).

Mississippi’s note: This modifier should not be appended to
designated “modifier 51 exempt” codes as specified in the
applicable CPT book.

52 Reduced Services

Under certain circumstances a service or procedure is
partially reduced or eliminated at the physician’s discretion.
Under these circumstances the service provided can be
identified by its usual procedure number and the addition of
modifier 52, signifying that the service is reduced. This
provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For
hospital outpatient reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances, the physician may elect to
terminate a surgical or diagnostic procedure. Due to
extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that
a surgical or diagnostic procedure was started but
discontinued. This circumstance may be reported by adding
modifier 53 to the code reported by the physician for the
discontinued procedure. Note: This modifier is not used to
report the elective cancellation of a procedure prior to the
patient’s anesthesia induction and/or surgical preparation in
the operating suite.

90
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54 Surgical Care Only

When one physician performs a surgical procedure and
another provides preoperative and/or postoperative
management, surgical services may be identified by adding
modifier 54 to the usual procedure number.

55 Postoperative Management Only

When one physician performed the postoperative
management and another physician performed the surgical
procedure, the postoperative component may be identified
by adding modifier 55 to the usual procedure number.

56 Preoperative Management Only

When one physician performed the preoperative care and
evaluation and another physician performed the surgical
procedure, the preoperative component may be identified by
adding modifier 56 to the usual procedure number.

57 Decision for Surgery

An evaluation and management service that resulted in the
initial decision to perform the surgery may be identified by
adding modifier 57 to the appropriate level of E/M service.

58 Staged or Related Procedure or Service by the
Same Physician During the Postoperative Period
The physician may need to indicate that the performance of
a procedure or service during the postoperative period was:
a) planned prospectively at the time of the original
procedure (staged); b) more extensive than the original
procedure; or ¢) for therapy following a diagnostic surgical
procedure. This circumstance may be reported by adding
modifier 58 to the staged or related procedure. Note: This
modifier is not used to report the treatment of a problem

that requires a return to the operation room. See modifier
78.

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 no more descriptive
modifier is available, and the use of modifier 59 best explains
the circumstances, should modifier 59 by used.

62 Two Surgeons

When two surgeons work together as primary surgeons
performing distinct part(s) of a procedure, each surgeon
should report his/her distinct operative work by adding
modifier 62 to the procedure code and any associated
add-on code(s) for that procedure as long as both surgeons
continue to work together as primary surgeons. Each
surgeon should report the co-surgery once using the same
procedure code. If an additional procedure(s) (including an
add-on procedure(s)) is performed during the same surgical
session, a separate code(s) may be reported with modifier 62
added. Note: If a co- surgeon acts as an assistant in the
performance of an additional procedure(s) during the same
surgical session, the service(s) may be reported using a
separate procedure code(s) with modifier 80 or modifier 82
added, as appropriate.

66 Surgical Team

Under some circumstances, highly complex procedures
(requiring the concomitant services of several physicians,
often of different specialties, plus other highly skilled,
specially trained personnel and various types of complex
equipment) are carried out under the “surgical team”
concept. Such circumstances may be identified by each
participating physician with the addition of modifier 66 to
the basic procedure number used for reporting services.

76 Repeat Procedure by Same Physician

The physician may need to indicate that a procedure or
service was repeated subsequent to the original procedure or
service. This circumstance may be reported by adding
modifier 76 to the repeated procedure/service.

77 Repeat Procedure by Another Physician

The physician may need to indicate that a basic procedure or
service performed by another physician had to be repeated.
This situation may be reported by adding modifier 77 to the
repeated procedure/service.

78 Return to the Operating Room for a Related
Procedure During the Postoperative Period
The physician may need to indicate that another procedure
was performed during the postoperative period of the initial
procedure. When this subsequent procedure is related to the
first and requires the use of the operating room, it may be
reported by adding modifier 78 to the related procedure.
(For repeat procedures on the same day, see modifier 76.)

79 Unrelated Procedure or Service by the Same
Physician During the Postoperative Period

The physician may need to indicate that the performance of

a procedure or service during the postoperative period was

unrelated to the original procedure. This circumstance may

CPT only © 2006 American Medical Association. All Rights Reserved.
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be reported by using modifier 79. (For repeat procedures on
the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding
modifier 80 to the usual procedure number(s).

Mississippi’s note: Reimbursement is twenty percent (20%) of the
maximum reimbursement allowance.

81 Minimum Assistant Surgeon
Minimum surgical assistant services are identified by adding
modifier 81 to the usual procedure number.

Mississippi’s note: Physician reimbursement is ten percent (10%) of the
allowable.

82 Assistant Surgeon (when qualified resident
surgeon not available)

The unavailability of a qualified resident surgeon is

prerequisite for use of modifier 82 appended to the unusual

procedure code number(s).

90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other
than the treating or reporting physician, the procedure may
be identified by adding modifier 90 to the usual procedure
number.

99 Multiple Modifiers

Under certain circumstances two or more modifiers may be
necessary to completely delineate a service. In such
situations, modifier 99 should be added to the basic
procedure and other applicable modifiers may be listed as
part of the description of the service.

AS Assistant At Surgery Services Provided By
Registered Nurse First Assistant

Assistant at surgery services provided by a Registered Nurse
First Assistant (RNFA), Nurse Practitioner or Clinical Nurse
Specialist are identified by adding modifier AS to the listed
applicable surgical procedures. The use of the AS moidifier is
appropriate for any code that otherwise is reimbursable for a
physician assisting a surgeon in the operating room.

Mississippi’s note: Modifier AS reimbursement is ten percent (10%) of the

IX. MOoDIFIERS APPROVED FOR AMBULATORY
SURGERY CENTER (ASC) HOSPITAL
OUTPATIENT USE

25 Significant, Separately Identifiable Evaluation and
Management Service by the Same Physician on the
Same Day of the Procedure or Other Service

The physician may need to indicate that on the day a

procedure or service identified by a CPT code was

performed, the patient’s condition required a significant,
separately identifiable E/M service above and beyond the
other service provided or beyond the usual preoperative and
postoperative care associated with the procedure that was
performed. A significant, separately indentifiable E/M service
is defined or substantiated by documentation that satisfies
the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services

Guidelines for instructions on determining level of E/M

service). The E/M service may be prompted by the symptom

or condition for which the procedure and/or service was
provided. As such, different diagnoses are not required for
reporting of the E/M services on the same date. This
circumstance may be reported by adding modifier 25 to the
appropriate level of E/M service. Note: This modifier is not
used to report an E/M service that resulted in a decision to

perform surgery. See modifier 57.

27 Multiple Outpatient Hospital E/M Encounters on
the Same Date
For hospital outpatient reporting purposes, utilization of
hospital resources related to separate and distinct E/M
encounters performed in multiple outpatient hospital
settings on the same date may be reported by adding
modifier 27 to each appropriate level outpatient and/or
emergency departement E/M code(s). This modifier provides
a means of reporting circumstances involving evaluation and
managment services provided by physician(s) in more than
one (multiple) outpatient hospital setting(s) (e.g., hospital
emergency department, clinic). Note: This modifier is not to
be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For
physician reporting of all outpatient evaluation and
management services provided by the same physician on the
same date and performed in multiple outpatient setting(s)
(e.g., hospital emergency department, clinic), see Evaluation
and Management, Emergency Department, or Preventive

allowable. Medicine Services codes.
50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral
procedures that are performed at the same operative session
should be identified by adding modifier 50 to the
appropriate five digit code.
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52 Reduced Services

Under certain circumstances a service or procedure is
partially reduced or eliminated at the physician’s discretion.
Under these circumstances the service provided can be
identified by its usual procedure number and the addition of
modifier 52, signifying that the service is reduced. This
provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For
hospital outpatient reporting of a previously scheduled
procedure/service that is partially reduced or cancelled as a
result of extenuating circumstances or those that threaten the
well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved
for ASC hospital outpatient use).

58 Staged or Related Procedure or Service by the

Same Physician During the Postoperative Period
The physician may need to indicate that the performance of
a procedure or service during the postoperative period was:
a) planned prospectively at the time of the original procedure
(staged); b) more extensive than the original procedure; or ¢)
for therapy following a diagnostic surgical procedure. This
circumstance may be reported by adding modifier 58 to the
staged or related procedure. Note: This modifier is not used
to report the treatment of a problem that requires a return to
the operating room. See modifier 78.

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 no more descriptive
modifier is available, and the use of modifier 59 best explains
the circumstances, should modifier 59 be used.

73 Discontinued Out-Patient Hospital/ Ambulatory
Surgery Center (ASC) Procedure Prior to the
Administration of Anesthesia

Due to extenuating circumstances or those that threaten the

well-being of the patient, the physician may cancel a surgical

or diagnostic procedure subsequent to the patientis surgical
preparation (including sedation when provided, and being

taken to the room where the procedure is to be performed),
but prior to the administration of anesthesia (local, regional

block(s) or general). Under these circumstances, the
intended service that is prepared for but cancelled can be
reported by its usual procedure number and the addition of
modifier 73. Note: The elective cancellation of a service
prior to the administration of anesthesia and/or surgical
preparation of the patient should not be reported. For
physician reporting of a discontinued procedure, see
modifier 53.

74 Discontinued Out-Patient Hospital/ Ambulatory
Surgery Center (ASC) Procedure After
Administration of Anesthesia

Due to extenuating circumstances or those that threaten the

well-being of the patient, the physician may terminate a

surgical or diagnostic procedure after the administration of

anesthesia (local, regional block(s), general) or after the
procedure was started (incision made, intubation started,
scope inserted, etc). Under these circumstances, the
procedure started but terminated can be reported by its

usual procedure number and the addition of modifier 74.

Note: The elective cancellation of a service prior to the

administration of anesthesia and/or surgical preparation of

the patient should not be reported. For physician reporting

of a discontinued procedure, see modifier 53.

76 Repeat Procedure by Same Physician

The physician may need to indicate that a procedure or
service was repeated subsequent to the original procedure or
service. This circumstance may be reported by adding
modifier 76 to the repeated procedure/service.

77 Repeat Procedure by Another Physician

The physician may need to indicate that a basic procedure or
service performed by another physician had to be repeated.
This situation may be reported by adding modifier 77 to the
repeated procedure/service.

78 Return to the Operating Room for a Related
Procedure During the Postoperative Period
The physician may need to indicate that another procedure
was performed during the postoperative period of the initial
procedure. When this subsequent procedure is related to the
first, and requires the use of the operating room, it may be
reported by adding modifier 78 to the related procedure.
(For repeat procedures on the same day, see modifier 76.)

79 Unrelated Procedure or Service by the Same
Physician During the Postoperative Period

The physician may need to indicate that the performance of

a procedure or service during the postoperative period was

unrelated to the original procedure. This circumstance may

be reported by using modifier 79. (For repeat procedures on

the same day, see modifier 76.)
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91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary
to repeat the same laboratory test on the same day to obtain
subsequent (multiple) test results. Under these
circumstances, the laboratory test performed can be
identified by its usual procedure number and the addition of
modifier 91. Note: This modifier may not be used when
tests are rerun to confirm initial results; due to testing

problesm with specimens or equipment; or for any other
reason when a normal, one-time, reportable result is all that
is required. This modifier may not be used when other
code(s) describe a series of test results (e.g., glucose
tolerance tests, evocative/suppression testing). This modifier
may only be used for laboratory test(s) performed more than
once on the same day on the same patient.
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Relative PC Assist ASC
Description Value Amount Amount FUD Surg Amount

Fine needle aspiration; without imaging guidance $282.23
10022 Fine needle aspiration; with imaging guidance 3.63 $303.11 000 N
10040 Acne surgery (eg, marsupialization, opening or removal of 2.21 $184.54 010 N
multiple milia, comedones, cysts, pustules)
10060 Incision and drainage of abscess (eg, carbuncle, suppurative 248 $207.08 010 N

hidradenitis, cutaneous or subcutaneous abscess, cyst, furuncle,
or paronychia); simple or single
10061 Incision and drainage of abscess (eg, carbuncle, suppurative 433 $361.56 010 N
hidradenitis, cutaneous or subcutaneous abscess, cyst, furuncle,
or paronychia); complicated or multiple

10080 Incision and drainage of pilonidal cyst; simple 417 $348.20 010 N

10081 Incision and drainage of pilonidal cyst; complicated 6.38 $532.73 010 N

10120 Ir_lcislion and removal of foreign body, subcutaneous tissues; 3.35 $279.73 010 N
simple

10121 Incision and removal of foreign body, subcutaneous tissues; 6.28 $524.38 010 N $669.00
complicated

10140 Incision and drainage of hematoma, seroma or fluid collection 347 $289.75 010 N

10160 Puncture aspiration of abscess, hematoma, bulla, or cyst 2.90 $242.15 010 N

10180 Incision and drainage, complex, postoperative wound infection 5.45 $455.08 010 N $669.00

11000 Debridement of extensive eczematous or infected skin; up to 10% 1.23 $102.71 000 N
of body surface

+ 11001 Debridement of extensive eczematous or infected skin; each 0.54 $45.09 000 N

additional 10% of the body surface (List separately in addition to
code for primary procedure)

11004 Debridement of skin, subcutaneous tissue, muscle and fascia for ~ 14.11 $1,178.19 000 N
necrotizing soft tissue infection; external genitalia and perineum
11005 Debridement of skin, subcutaneous tissue, muscle and fascia for 19.00 $1,586.50 000 N

necrotizing soft tissue infection; abdominal wall, with or without
fascial closure

11006 Debridement of skin, subcutaneous tissue, muscle and fascia for 17.65 $1,473.78 000 N
necrotizing soft tissue infection; external genitalia, perineum and
abdominal wall, with or without fascial closure

+ 11008 Removal of prosthetic material or mesh, abdominal wall for 6.97 $582.00 000 N

necrotizing soft tissue infection (List separately in addition to
code for primary procedure)

11010 Debridement including removal of foreign material associated 11.26 $940.21 010 N $377.28
with open fracture(s) and/or dislocation(s); skin and
subcutaneous tissues

11011 Debridementincluding removal of foreign material associated 13.06 $1,090.51 000 N $377.28
with open fracture(s) and/or dislocation(s); skin, subcutaneous
tissue, muscle fascia, and muscle

11012 Debridement including removal of foreign material associated 18.66 $1,558.11 000 N $377.28
with open fracture(s) and/or dislocation(s); skin, subcutaneous
tissue, muscle fascia, muscle, and bone

11040 Debridement; skin, partial thickness 1.07 $89.35 000 N
11041 Debridement; skin, full thickness 1.32 $110.22 000 N
11042 Debridement; skin, and subcutaneous tissue 1.82 $151.97 000 N $246.63
11043 Debridement; skin, subcutaneous tissue, and muscle 6.50 $542.75 010 N $246.63
11044 Debridement; skin, subcutaneous tissue, muscle, and bone 8.7 $727.29 010 N $634.65
11055 Paring or cutting of benign hyperkeratotic lesion (eg, corn or 1.07 $89.35 000 N

callus); single lesion
11056 Paring or cutting of benign hyperkeratotic lesion (eg, corn or 1.32 $110.22 000 N

callus); two to four lesions
11057 Paring or cutting of benign hyperkeratotic lesion (eg, corn or 1.62 $135.27 000 N

callus); more than four lesions
11100 Biopsy of skin, subcutaneous tissue and/or mucous membrane 217 $181.20 000 N

(including simple closure), unless otherwise listed; single lesion
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11101 Biopsy of skin, subcutaneous tissue and/or mucous membrane 0.74 $61.79
(including simple closure), unless otherwise listed; each
separate/additional lesion (List separately in addition to code for
primary procedure)

11200 Removal of skin tags, multiple fibrocutaneous tags, any area; up 1.84 $153.64 010 N
to and including 15 lesions
+ 11201 Removal of skin tags, multiple fibrocutaneous tags, any area; 0.44 $36.74 000 N

each additional ten lesions (List separately in addition to code for
primary procedure)

11300 Shaving of epidermal or dermal lesion, single lesion, trunk, arms 1.53 $127.76 000 N
or legs; lesion diameter 0.5 cm or less

11301 Shaving of epidermal or dermal lesion, single lesion, trunk, arms 2.01 $167.84 000 N
or legs; lesion diameter 0.6 to 1.0 cm

11302 Shaving of epidermal or dermal lesion, single lesion, trunk, arms 2.4 $201.24 000 N
or legs; lesion diameter 1.1t0 2.0 cm

11303 Shaving of epidermal or dermal lesion, single lesion, trunk, arms 2.88 $240.48 000 N
or legs; lesion diameter over 2.0 cm

11305 Shaving of epidermal or dermal lesion, single lesion, scalp, neck, 1.58 $131.93 000 N
hands, feet, genitalia; lesion diameter 0.5 cm or less

11306 Shaving of epidermal or dermal lesion, single lesion, scalp, neck, 2.14 $178.69 000 N
hands, feet, genitalia; lesion diameter 0.6 to 1.0 cm

11307 Shaving of epidermal or dermal lesion, single lesion, scalp, neck, 250 $208.75 000 N
hands, feet, genitalia; lesion diameter 1.1 to 2.0 cm

11308 Shaving of epidermal or dermal lesion, single lesion, scalp, neck, 2.93 $244.66 000 N
hands, feet, genitalia; lesion diameter over 2.0 cm

11310 Shaving of epidermal or dermal lesion, single lesion, face, ears, 1.88 $156.98 000 N
eyelids, nose, lips, mucous membrane; lesion diameter 0.5 cm or
less

11311 Shaving of epidermal or dermal lesion, single lesion, face, ears, 233 $194.56 000 N
eyelids, nose, lips, mucous membrane; lesion diameter 0.6 to 1.0
cm

11312 Shaving of epidermal or dermal lesion, single lesion, face, ears, 2.69 $224.62 000 N
eyelids, nose, lips, mucous membrane; lesion diameter 1.1 to 2.0
cm

11313 Shaving of epidermal or dermal lesion, single lesion, face, ears, 3.46 $288.91 000 N
eyelids, nose, lips, mucous membrane; lesion diameter over 2.0
cm

11400 Excision, benign lesion including margins, except skin tag (unless 2.80 $233.80 010 N
listed elsewhere), trunk, arms or legs; excised diameter 0.5 cm or
less

11401 Excision, benign lesion including margins, except skin tag (unless 3.30 $275.55 010 N
listed elsewhere), trunk, arms or legs; excised diameter 0.6 to 1.0
cm

11402 Excision, benign lesion including margins, except skin tag (unless 3.67 $306.45 010 N
listed elsewhere), trunk, arms or legs; excised diameter 1.1to 2.0
cm

11403 Excision, benign lesion including margins, except skin tag (unless 423 $353.21 010 N
listed elsewhere), trunk, arms or legs; excised diameter 2.1 to 3.0
cm

11404 Excision, benign lesion including margins, except skin tag (unless 482 $402.47 010 N $499.50
listed elsewhere), trunk, arms or legs; excised diameter 3.1to 4.0
cm

11406 Excision, benign lesion including margins, except skin tag (unless 6.61 $551.94 010 N $669.00
listed elsewhere), trunk, arms or legs; excised diameter over 4.0
cm

11420 Excision, benign lesion including margins, except skin tag (unless 277 $231.30 010 N

listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter 0.5 cm or less

11421 Excision, benign lesion including margins, except skin tag (unless 3.53 $294.76 010 N
listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter 0.6to 1.0 cm
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11422 Excision, benign lesion including margins, except skin tag (unless 3.93 $328.16
listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter 1.1t0 2.0 cm

11423 Excision, benign lesion including margins, except skin tag (unless 463 $386.61 010 N
listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter 2.1t0 3.0 cm

11424 Excision, benign lesion including margins, except skin tag (unless 5.29 $441.72 010 N $669.00
listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter 3.1t0 4.0 cm

11426 Excision, benign lesion including margins, except skin tag (unless 7.58 $632.93 010 N $669.00
listed elsewhere), scalp, neck, hands, feet, genitalia; excised
diameter over 4.0 cm

11440 Excision, other benign lesion including margins, except skin tag 3.15 $263.03 010 N
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter 0.5 cm or less

11441 Excision, other benign lesion including margins, except skin tag 3.83 $319.81 010 N
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter 0.6 to 1.0 cm

11442 Excision, other benign lesion including margins, except skin tag 428 $357.38 010 N
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter 1.1t0 2.0 cm

11443 Excision, other benign lesion including margins, except skin tag 5.20 $434.20 010 N
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter 2.1t0 3.0 cm

11444 Excision, other benign lesion including margins, except skin tag 6.56 $547.76 010 N $499.50
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter 3.1t0 4.0 cm

11446 Excision, other benign lesion including margins, except skin tag 8.75 $730.63 010 N $669.00
(unless listed elsewhere), face, ears, eyelids, nose, lips, mucous
membrane; excised diameter over 4.0 cm

11450 Excision of skin and subcutaneous tissue for hidradenitis, 8.22 $686.37 090 N $669.00
axillary; with simple or intermediate repair

11451 Excision of skin and subcutaneous tissue for hidradenitis, 10.92 $911.82 090 Y $669.00
axillary; with complex repair

11462 Excision of skin and subcutaneous tissue for hidradenitis, 8.1 $677.19 090 N $669.00
inguinal; with simple or intermediate repair

11463 Excision of skin and subcutaneous tissue for hidradenitis, 11.22 $936.87 090 Y $669.00
inguinal; with complex repair

11470 Excision of skin and subcutaneous tissue for hidradenitis, 8.88 $741.48 090 N $669.00
perianal, perineal, or umbilical; with simple or intermediate repair

11471 Excision of skin and subcutaneous tissue for hidradenitis, 11.55 $964.43 090 Y $669.00
perianal, perineal, or umbilical; with complex repair

11600 Excision, malignant lesion including margins, trunk, arms, or legs; 418 $349.03 010 N
excised diameter 0.5 cm or less

11601 Excision, malignant lesion including margins, trunk, arms, or legs; 4.83 $403.31 010 N
excised diameter 0.6 to 1.0 cm

11602 Excision, malignant lesion including margins, trunk, arms, or legs; 5.20 $434.20 010 N
excised diameter 1.1t0 2.0 cm

11603 Excision, malignant lesion including margins, trunk, arms, or legs; 5.97 $498.50 010 N
excised diameter 2.1t0 3.0 cm

11604 Excision, malignant lesion including margins, trunk, arms, or legs; 6.63 $553.61 010 N $627.74
excised diameter 3.1t0 4.0 cm

11606 Excision, malignant lesion including margins, trunk, arms, or legs; 9.25 $772.38 010 N $669.00
excised diameter over 4.0 cm

11620 Excision, malignant lesion including margins, scalp, neck, hands, 418 $349.03 010 N
feet, genitalia; excised diameter 0.5 cm or less

11621 Excision, malignant lesion including margins, scalp, neck, hands, 4.85 $404.98 010 N
feet, genitalia; excised diameter 0.6 to 1.0 cm

11622 Excision, malignant lesion including margins, scalp, neck, hands, 5.46 $455.91 010 N

feet, genitalia; excised diameter 1.1t0 2.0 cm
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11623 Excision, malignant lesion including margins, scalp, neck, hands, 6.48 $541.08
feet, genitalia; excised diameter 2.1 to 3.0 cm
11624 Excision, malignant lesion including margins, scalp, neck, hands, 7.40 $617.90 010 N $669.00
feet, genitalia; excised diameter 3.1 to 4.0 cm
11626 Excision, malignant lesion including margins, scalp, neck, hands, 9.26 $773.21 010 N $669.00
feet, genitalia; excised diameter over 4.0 cm
11640 Excision, malignant lesion including margins, face, ears, eyelids, 4.32 $360.72 010 N
nose, lips; excised diameter 0.5 cm or less
11641 Excision, malignant lesion including margins, face, ears, eyelids, 5.25 $438.38 010 N
nose, lips; excised diameter 0.6 to 1.0 cm
11642 Excision, malignant lesion including margins, face, ears, eyelids, 6.06 $506.01 010 N
nose, lips; excised diameter 1.1t0 2.0 cm
11643 Excision, malignant lesion including margins, face, ears, eyelids, 7.21 $602.04 010 N
nose, lips; excised diameter 2.1t0 3.0 cm
11644 Excision, malignant lesion including margins, face, ears, eyelids, 9.01 $752.34 010 N $669.00
nose, lips; excised diameter 3.1 to 4.0 cm
11646 Excision, malignant lesion including margins, face, ears, eyelids, 11.98 $1,000.33 010 N $669.00
nose, lips; excised diameter over 4.0 cm
11719 Trimming of nondystrophic nails, any number 0.45 $37.58 000 N
11720 Debridement of nail(s) by any method(s); one to five 0.70 $58.45 000 N
11721 Debridement of nail(s) by any method(s); six or more 1.03 $86.01 000 N
11730 Avulsion of nail plate, partial or complete, simple; single 224 $187.04 000 N
+ 11732 Auvulsion of nail plate, partial or complete, simple; each additional 1.05 $87.68 000 N
nail plate (List separately in addition to code for primary
procedure)
11740 Evacuation of subungual hematoma 0.98 $81.83 000 N
11750 Excision of nail and nail matrix, partial or complete, (eg, ingrown 475 $396.63 010 N
or deformed nail) for permanent removal;
11752 Excision of nail and nail matrix, partial or complete, (eg, ingrown 6.76 $564.46 010 N
or deformed nail) for permanent removal; with amputation of tuft
of distal phalanx
11755 Biopsy of nail unit (eg, plate, bed, matrix, hyponychium, proximal 3.01 $251.34 000 N
and lateral nail folds) (separate procedure)
11760 Repair of nail bed 4.48 $374.08 010 N
11762 Reconstruction of nail bed with graft 6.08 $507.68 010 N
11765 Wedge excision of skin of nail fold (eg, for ingrown toenail) 2.73 $227.96 010 N
11770 Excision of pilonidal cyst or sinus; simple 6.18 $516.03 010 N $765.00
11771 Excision of pilonidal cyst or sinus; extensive 12.02 $1,003.67 090 N $765.00
11772 Excision of pilonidal cyst or sinus; complicated 15.01 $1,253.34 090 N $765.00
11900 Injection, intralesional; up to and including seven lesions 1.21 $101.04 000 N
11901 Injection, intralesional; more than seven lesions 1.50 $125.25 000 N
11920 Tattooing, intradermal introduction of insoluble opaque pigments 5.07 $423.35 000 N
to correct color defects of skin, including micropigmentation; 6.0
sg cm or less
11921 Tattooing, intradermal introduction of insoluble opaque pigments 5.68 $474.28 000 N
to correct color defects of skin, including micropigmentation; 6.1
t0 20.0 sq cm
+ 11922 Tattooing, intradermal introduction of insoluble opaque pigments 1.60 $133.60 000 N
to correct color defects of skin, including micropigmentation;
each additional 20.0 sq cm (List separately in addition to code for
primary procedure)
11950 Subcutaneous injection of filling material (eg, collagen); 1 cc or 1.89 $157.82 000 N
less
11951 Subcutaneous injection of filling material (eg, collagen); 1.1 to 5.0 2.60 $217.10 000 N
cc
11952 Subcutaneous injection of filling material (eg, collagen); 5.1 to 3.51 $293.09 000 N
10.0 cc
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11954 Subcutaneous injection of filling material (eg, collagen); over 10.0 418 $349.03
cc
11960 Insertion of tissue expander(s) for other than breast, including 21.69 $1,811.12 090 N $669.00
subsequent expansion
11970 Replacement of tissue expander with permanent prosthesis 14.31 $1,194.89 090 N $765.00
11971 Removal of tissue expander(s) without insertion of prosthesis 11.91 $994.49 090 N $499.50
11975 Insertion, implantable contraceptive capsules 2.95 $246.33 000 N
11976 Removal, implantable contraceptive capsules 3.53 $294.76 000 N
11977 Removal with reinsertion, implantable contraceptive capsules 5.54 $462.59 000 N
11980 Subcutaneous hormone pellet implantation (implantation of 2.56 $213.76 000 N
estradiol and/or testosterone pellets beneath the skin)
11981 Insertion, non-hiodegradable drug delivery implant 3.21 $268.04 000 Y
11982 Removal, non-biodegradable drug delivery implant 3.74 $312.29 000 Y
11983 Ben?oval with reinsertion, non-biodegradable drug delivery 5.58 $465.93 000 Y
implant
12001 Simple repair of superficial wounds of scalp, neck, axillae, 3.62 $302.27 010 N

external genitalia, trunk and/or extremities (including hands and
feet); 2.5 cm or less
12002 Simple repair of superficial wounds of scalp, neck, axillae, 3.84 $320.64 010 N
external genitalia, trunk and/or extremities (including hands and
feet); 26 cmto 7.5 cm
12004 Simple repair of superficial wounds of scalp, neck, axillae, 450 $375.75 010 N
external genitalia, trunk and/or extremities (including hands and
feet); 7.6 cmto 125 cm
12005 Simple repair of superficial wounds of scalp, neck, axillae, 5.61 $468.44 010 N $136.86
external genitalia, trunk and/or extremities (including hands and
feet); 12.6 cmt0 20.0 cm
12006 Simple repair of superficial wounds of scalp, neck, axillae, 6.96 $581.16 010 N $136.86
external genitalia, trunk and/or extremities (including hands and
feet); 20.1 cmt0 30.0 cm
12007 Simple repair of superficial wounds of scalp, neck, axillae, 7.87 $657.15 010 N $136.86
external genitalia, trunk and/or extremities (including hands and
feet); over 30.0 cm

12011 Simple repair of superficial wounds of face, ears, eyelids, nose, 3.83 $319.81 010 N
lips and/or mucous membranes; 2.5 cm or less
12013 Simple repair of superficial wounds of face, ears, eyelids, nose, 421 $351.54 010 N
lips and/or mucous membranes; 2.6 cm to 5.0 cm
12014 Simple repair of superficial wounds of face, ears, eyelids, nose, 4.96 $414.16 010 N
lips and/or mucous membranes; 5.1 cmto 7.5 cm
12015 Simple repair of superficial wounds of face, ears, eyelids, nose, 6.22 $519.37 010 N
lips and/or mucous membranes; 7.6 cm to 12.5 cm
12016 Simple repair of superficial wounds of face, ears, eyelids, nose, 7.36 $614.56 010 N $136.86
lips and/or mucous membranes; 12.6 cm to 20.0 cm
12017 Simple repair of superficial wounds of face, ears, eyelids, nose, 6.51 $543.59 010 Y $136.86
lips and/or mucous membranes; 20.1 cm to 30.0 cm
12018 Simple repair of superficial wounds of face, ears, eyelids, nose, 7.81 $652.14 010 Y $136.86
lips and/or mucous membranes; over 30.0 cm
12020 Treatment of superficial wound dehiscence; simple closure 6.47 $540.25 010 N $136.86
12021 Treatment of superficial wound dehiscence; with packing 3.74 $312.29 010 N $136.86
12031 Layer closure of wounds of scalp, axillae, trunk and/or 481 $401.64 010 N
extremities (excluding hands and feet); 2.5 cm or less
12032 Layer closure of wounds of scalp, axillae, trunk and/or 6.59 $550.27 010 N
extremities (excluding hands and feet); 2.6 cmto 7.5 cm
12034 Layer closure of wounds of scalp, axillae, trunk and/or 6.43 $536.91 010 N $136.86
extremities (excluding hands and feet); 7.6 cm to 12.5 cm
12035 Layer closure of wounds of scalp, axillae, trunk and/or 8.69 $725.62 010 N $136.86

extremities (excluding hands and feet); 12.6 cm to 20.0 cm

Fee data © 2007 Ingenix CPT only © 2006 American Medical Association. All Rights Reserved. 99



Mississippi Workers’ Compensation Medical Fee Schedule

Relative PC Assist ASC
Description Value Amount Amount FUD Surg Amount

12036 Layer closure of wounds of scalp, axillae, trunk and/or 9.71 $810.79 $136.86
extremities (excluding hands and feet); 20.1 cm to 30.0 cm
12037 Layer closure of wounds of scalp, axillae, trunk and/or 10.92 $911.82 010 Y $484.92
extremities (excluding hands and feet); over 30.0 cm
12041 Layer closure of wounds of neck, hands, feet and/or external 5.21 $435.04 010 N
genitalia; 2.5 cm or less
12042 Layer closure of wounds of neck, hands, feet and/or external 6.22 $519.37 010 N
genitalia; 26 cmto 7.5 cm
12044 Layer closure of wounds of neck, hands, feet and/or external 6.85 $571.98 010 N $136.86
genitalia; 7.6 cm to 12.5 cm
12045 Layer closure of wounds of neck, hands, feet and/or external 8.90 $743.15 010 N $136.86
genitalia; 12.6 cm to 20.0 cm
12046 Layer closure of wounds of neck, hands, feet and/or external 10.65 $889.28 010 Y $136.86
genitalia; 20.1 cm to 30.0 cm
12047 Layer closure of wounds of neck, hands, feet and/or external 11.07 $924.35 010 Y $484.92
genitalia; over 30.0 cm
12051 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 5.92 $494.32 010 N
mucous membranes; 2.5 cm or less
12052 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 6.34 $529.39 010 N
mucous membranes; 2.6 cm to 5.0 cm
12053 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 6.82 $569.47 010 N
mucous membranes; 5.1 cmto 7.5 cm
12054 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 144 $621.24 010 N $136.86
mucous membranes; 7.6 cmto 12.5 cm
12055 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 9.31 $777.39 010 N $136.86
mucous membranes; 12.6 cm to 20.0 cm
12056 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 11.93 $996.16 010 Y $136.86
mucous membranes; 20.1 cm to 30.0 cm
12057 Layer closure of wounds of face, ears, eyelids, nose, lips and/or 12.40 $1,035.40 010 Y $484.92
mucous membranes; over 30.0 cm
13100 Repair, complex, trunk; 1.1 cmto 2.5 cm 7.23 $603.71 010 N $484.92
13101 Repair, complex, trunk; 2.6 cmto 7.5 cm 8.78 $733.13 010 N $484.92
+ 13102 Repair, complex, trunk; each additional 5 cm or less (List 2.47 $206.25 000 N $136.86
separately in addition to code for primary procedure)
13120 Repair, complex, scalp, arms, and/or legs; 1.1 cm to 2.5 cm 7.51 $627.09 010 N $136.86
13121 Repair, complex, scalp, arms, and/or legs; 2.6 cmto 7.5 cm 9.49 $792.42 010 N $136.86
+ 13122 Repair, complex, scalp, arms, and/or legs; each additional 5 cm 293 $244.66 000 N $136.86
or less (List separately in addition to code for primary procedure)
13131 Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, 8.21 $685.54 010 N $136.86
genitalia, hands and/or feet; 1.1 cmto 2.5 cm
13132 Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, 12.57 $1,049.60 010 N $136.86
genitalia, hands and/or feet; 2.6 cmto 7.5 cm
+ 13133 Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, 3.87 $323.15 000 N $136.86

genitalia, hands and/or feet; each additional 5 cm or less (List
separately in addition to code for primary procedure)

13150 Repair, complex, eyelids, nose, ears and/or lips; 1.0 cm or less 8.61 $718.94 010 N $484.92

13151 Repair, complex, eyelids, nose, ears and/or lips; 1.1 cmto 2.5 cm 9.31 $777.39 010 N $484.92

13152 Repair, complex, eyelids, nose, ears and/or lips; 2.6 cmto 7.5 cm 12.52 $1,045.42 010 N $484.92

+ 13153 Repair, complex, eyelids, nose, ears and/or lips; each additional 5 434 $362.39 000 N $136.86

cm or less (List separately in addition to code for primary
procedure)

13160 Secondary closure of surgical wound or dehiscence, extensive 19.34 $1,614.89 090 N $669.00
or complicated

14000 Adjacenttissue transfer or rearrangement, trunk; defect 10sqcm  14.87 $1,241.65 090 N $669.00
or less

14001 Adjacent tissue transfer or rearrangement, trunk; defect 10.1 sq 19.31 $1,612.39 090 N $765.00

cmto 30.0 sq cm
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14020 Adjacent tissue transfer or rearrangement, scalp, arms and/or 16.51 $1,378.59 $765.00
legs; defect 10 sq cm or less

14021 Adjacent tissue transfer or rearrangement, scalp, arms and/or 21.50 $1,795.25 090 N $765.00
legs; defect 10.1 sq cmto 30.0 sq cm

14040 Adjacent tissue transfer or rearrangement, forehead, cheeks, 17.38 $1,451.23 090 N $669.00
chin, mouth, neck, axillae, genitalia, hands and/or feet; defect 10
sq cm or less

14041 Adjacent tissue transfer or rearrangement, forehead, cheeks, 23.50 $1,962.25 090 N $765.00

chin, mouth, neck, axillae, genitalia, hands and/or feet; defect
10.1 sq cm to 30.0 sq cm

14060 Adjacent tissue transfer or rearrangement, eyelids, nose, ears 17.86 $1,491.31 090 N $765.00
and/or lips; defect 10 sq cm or less

14061 Adjacent tissue transfer or rearrangement, eyelids, nose, ears 25.50 $2,129.25 090 N $765.00
and/or lips; defect 10.1 sq cm to 30.0 sq cm

14300 Adjacent tissue transfer or rearrangement, more than 30 sq cm, 24.86 $2,075.81 090 Y $945.00
unusual or complicated, any area

14350 Filleted finger or toe flap, including preparation of recipient site 18.19 $1,518.87 090 Y $765.00

15002 Surgical preparation or creation of recipient site by excision of 7.89 $658.82 000 N $484.92

open wounds, burn eschar, or scar (including subcutaneous
tissues), or incisional release of scar contracture, trunk, arms,
legs; first 100 sq cm or 1% of body area of infants and children

+ 15003 Surgical preparation or creation of recipient site by excision of 1.75 $146.13 000 N $484.92
open wounds, burn eschar, or scar (including subcutaneous
tissues), or incisional release of scar contracture, trunk, arms,
legs; each additional 100 sq cm or each additional 1% of body
area of infants and children (List separately in addition to code
for primary procedure)

15004 Surgical preparation or creation of recipient site by excision of 9.51 $794.09 000 N $484.92
open wounds, burn eschar, or scar (including subcutaneous
tissues), or incisional release of scar contracture, face, scalp,
eyelids, mouth, neck, ears, orbits, genitalia, hands, feet and/or
multiple digits; first 100 sq cm or 1% of body area of infants and
children

+ 15005 Surgical preparation or creation of recipient site by excision of 294 $245.49 000 N $484.92
open wounds, burn eschar, or scar (including subcutaneous
tissues), or incisional release of scar contracture, face, scalp,
eyelids, mouth, neck, ears, orbits, genitalia, hands, feet and/or
multiple digits; each additional 100 sq cm or each additional 1% of
body area of infants and children (List separately in addition to
code for primary procedure)

15040 Harvest of skin for tissue cultured skin autograft, 100 sq cm or 6.43 $536.91 000 N $136.86
less

15050 Pinch graft, single or multiple, to cover small ulcer, tip of digit, or 12.51 $1,044.59 090 N $484.92
other minimal open area (except on face), up to defect size 2 cm
diameter

15100 Split-thickness autograft, trunk, arms, legs; first 100 sq cmorless,  21.95 $1,832.83 090 N $669.00
or 1% of body area of infants and children (except 15050)

+ 15101 Split-thickness autograft, trunk, arms, legs; each additional 100 522 $435.87 000 N $765.00

sq cm, or each additional 1% of body area of infants and children,
or part thereof (List separately in addition to code for primary

procedure)
15110 Epidermal autograft, trunk, arms, legs; first 100 sq cm or less, or 21.36 $1,783.56 090 N $669.00
1% of body area of infants and children
+ 15111 Epidermal autograft, trunk, arms, legs; each additional 100sqcm, 3.1 $259.69 000 N $499.50

or each additional 1% of body area of infants and children, or part
thereof (List separately in addition to code for primary procedure)
15115 Epidermal autograft, face, scalp, eyelids, mouth, neck, ears, 2045 $1,707.58 090 N $669.00
orbits, genitalia, hands, feet, and/or multiple digits; first 100 sq cm
or less, or 1% of body area of infants and children
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Epidermal autograft, face, scalp, eyelids, mouth, neck, ears, $499.50
orbits, genitalia, hands, feet, and/or multiple digits; each

additional 100 sq cm, or each additional 1% of body area of

infants and children, or part thereof (List separately in addition to

code for primary procedure)

15120 Split-thickness autograft, face, scalp, eyelids, mouth, neck, ears, ~ 21.89 $1,827.82 090 N $669.00
orbits, genitalia, hands, feet, and/or multiple digits; first 100 sq cm
or less, or 1% of body area of infants and children (except 15050)

+ 15121 Split-thickness autograft, face, scalp, eyelids, mouth, neck, ears, 7.00 $584.50 000 N $765.00
orbits, genitalia, hands, feet, and/or multiple digits; each
additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15130 Dermal autograft, trunk, arms, legs; first 100 sq cm or less, or 1% 17.05 $1,423.68 090 N $669.00
of body area of infants and children
+ 15131 Dermal autograft, trunk, arms, legs; each additional 100 sq cm, or 254 $212.09 000 N $499.50

each additional 1% of body area of infants and children, or part
thereof (List separately in addition to code for primary procedure)

15135 Dermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits, 20.83 $1,739.31 090 N $669.00
genitalia, hands, feet, and/or multiple digits; first 100 sq cm or
less, or 1% of body area of infants and children

+ 15136 Dermal autograft, face, scalp, eyelids, mouth, neck, ears, orbits, 2.39 $199.57 000 N $499.50
genitalia, hands, feet, and/or multiple digits; each additional 100
sg cm, or each additional 1% of body area of infants and children,
or part thereof (List separately in addition to code for primary

procedure)
15150 Tissue cultured epidermal autograft, trunk, arms, legs; first 25 sq 17.67 $1,475.45 090 N $669.00
cm or less
+ 15151 Tissue cultured epidermal autograft, trunk, arms, legs; additional 3.29 $274.72 000 N $499.50

1sq cm to 75 sq cm (List separately in addition to code for
primary procedure)

+ 15152 Tissue cultured epidermal autograft, trunk, arms, legs; each 4,04 $337.34 000 N $499.50
additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15155 Tissue cultured epidermal autograft, face, scalp, eyelids, mouth, 17.89 $1,493.82 090 N $669.00
neck, ears, orbits, genitalia, hands, feet, and/or multiple digits;
first 25 sq cm or less

+ 15156 Tissue cultured epidermal autograft, face, scalp, eyelids, mouth, 430 $359.05 000 N $499.50
neck, ears, orbits, genitalia, hands, feet, and/or multiple digits;
additional 1 sq cm to 75 sq cm (List separately in addition to code
for primary procedure)

+ 15157 Tissue cultured epidermal autograft, face, scalp, eyelids, mouth, 477 $398.30 000 N $499.50
neck, ears, orbits, genitalia, hands, feet, and/or multiple digits;
each additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15170 Acellular dermal replacement, trunk, arms, legs; first 100 sq cm or 9.73 $812.46 090 N
less, or 1% of body area of infants and children
+ 15171 Acellular dermal replacement, trunk, arms, legs; each additional 2.26 $188.71 000 N

100 sq cm, or each additional 1% of body area of infants and
children, or part thereof (List separately in addition to code for
primary procedure)

15175 Acellular dermal replacement, face, scalp, eyelids, mouth, neck, 13.41 $1,119.74 090 N
ears, orbits, genitalia, hands, feet, and/or multiple digits; first 100
sq cm or less, or 1% of body area of infants and children

+ 15176 Acellular dermal replacement, face, scalp, eyelids, mouth, neck, 3.59 $299.77 000 N
ears, orbits, genitalia, hands, feet, and/or multiple digits; each
additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15200 Full thickness graft, free, including direct closure of donor site, 18.59 $1,552.27 090 N $765.00
trunk; 20 sq cm or less
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15201 Full thickness graft, free, including direct closure of donor site, 3.83 $319.81 $484.92

trunk; each additional 20 sq cm (List separately in addition to
code for primary procedure)

15220 Full thickness graft, free, including direct closure of donor site, 17.49 $1,460.42 090 N $669.00
scalp, arms, and/or legs; 20 sq cm or less
+ 15221 Full thickness graft, free, including direct closure of donor site, 3.48 $290.58 000 N $484.92

scalp, arms, and/or legs; each additional 20 sq cm (List
separately in addition to code for primary procedure)
15240 Full thickness graft, free, including direct closure of donor site, 20.71 $1,729.29 090 N $765.00

forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands,
and/or feet; 20 sq cm or less

+ 15241 Full thickness graft, free, including direct closure of donor site, 437 $364.90 000 N $484.92
forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands,
and/or feet; each additional 20 sq cm (List separately in addition
to code for primary procedure)

15260 Full thickness graft, free, including direct closure of donor site, 21.86 $1,825.31 090 N $669.00
nose, ears, eyelids, and/or lips; 20 sq cm or less
+ 15261 Full thickness graft, free, including direct closure of donor site, 4.98 $415.83 000 N $484.92

nose, ears, eyelids, and/or lips; each additional 20 sq cm (List
separately in addition to code for primary procedure)

15300 Allograft skin for temporary wound closure, trunk, arms, legs; first 1.92 $661.32 090 N $484.92
100 sq cm or less, or 1% of body area of infants and children
+ 15301 Allograft skin for temporary wound closure, trunk, arms, legs; 1.51 $126.09 000 N $484.92

each additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15320 Allograft skin for temporary wound closure, face, scalp, eyelids, 9.06 $756.51 090 N $484.92
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple
digits; first 100 sq cm or less, or 1% of body area of infants and
children

+ 15321 Allograft skin for temporary wound closure, face, scalp, eyelids, 2.25 $187.88 000 N $484.92
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple
digits; each additional 100 sq cm, or each additional 1% of body
area of infants and children, or part thereof (List separately in
addition to code for primary procedure)

15330 Acellular dermal allograft, trunk, arms, legs; first 100 sq cm or 1.26 $606.21 090 N $484.92
less, or 1% of body area of infants and children
+ 15331 Acellular dermal allograft, trunk, arms, legs; each additional 100 1.50 $125.25 000 N $484.92

sq cm, or each additional 1% of body area of infants and children,
or part thereof (List separately in addition to code for primary
procedure)

15335 Acellular dermal allograft, face, scalp, eyelids, mouth, neck, ears, 8.06 $673.01 090 N $484.92
orbits, genitalia, hands, feet, and/or multiple digits; first 100 sq cm
or less, or 1% of body area of infants and children

+ 15336 Acellular dermal allograft, face, scalp, eyelids, mouth, neck, ears, 2.19 $182.87 000 N $484.92
orbits, genitalia, hands, feet, and/or multiple digits; each
additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15340 Tissue cultured allogeneic skin substitute; first 25 sq cm or less 174 $646.29 010 N
+ 15341 Tissue cultured allogeneic skin substitute; each additional 25 sq 1.15 $96.03 000 N
cm
15360 Tissue cultured allogeneic dermal substitute, trunk, arms, legs; 8.43 $703.91 090 N
first 100 sq cm or less, or 1% of body area of infants and children
+ 15361 Tissue cultured allogeneic dermal substitute, trunk, arms, legs; 1.75 $146.13 000 N

each additional 100 sq cm, or each additional 1% of body area of
infants and children, or part thereof (List separately in addition to
code for primary procedure)

15365 Tissue cultured allogeneic dermal substitute, face, scalp, eyelids, 8.75 $730.63 090 N
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple
digits; first 100 sq cm or less, or 1% of body area of infants and
children
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15366 Tissue cultured allogeneic dermal substitute, face, scalp, eyelids, 217 $181.20
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple
digits; each additional 100 sq cm, or each additional 1% of body
area of infants and children, or part thereof (List separately in
addition to code for primary procedure)

15400 Xenograft, skin (dermal), for temporary wound closure, trunk, 8.66 $723.1 090 N $484.92
arms, legs; first 100 sq cm or less, or 1% of body area of infants
and children
+ 15401 Xenograft, skin (dermal), for temporary wound closure, trunk, 271 $226.29 000 N $484.92

arms, legs; each additional 100 sq ¢cm, or each additional 1% of
body area of infants and children, or part thereof (List separately
in addition to code for primary procedure)

15420 Xenograft skin (dermal), for temporary wound closure, face, 9.78 $816.63 090 N $484.92
scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet,
and/or multiple digits; first 100 sq cm or less, or 1% of body area
of infants and children

+ 15421 Xenograft skin (dermal), for temporary wound closure, face, 2.85 $237.98 000 N $484.92
scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet,
and/or multiple digits; each additional 100 sq cm, or each
additional 1% of body area of infants and children, or part thereof
(List separately in addition to code for primary procedure)

15430 Acellular xenograft implant; first 100 sq cm or less, or 1% of body 1294 $1,080.49 090 N $484.92
area of infants and children
+ 15431 Acellular xenograftimplant; each additional 100 sq cm, or each 5.05 $421.42 000 N $484.92

additional 1% of body area of infants and children, or part thereof
(List separately in addition to code for primary procedure)

15570 Formation of direct or tubed pedicle, with or without transfer; 21.42 $1,788.57 090 N $765.00
trunk

15572 Formation of direct or tubed pedicle, with or without transfer; 19.73 $1,647.46 090 N $765.00
scalp, arms, or legs

15574 Formation of direct or tubed pedicle, with or without transfer; 21.30 $1,778.55 090 N $765.00
forehead, cheeks, chin, mouth, neck, axillag, genitalia, hands or
feet

15576 Formation of direct or tubed pedicle, with or without transfer; 18.92 $1,579.82 090 N $765.00
eyelids, nose, ears, lips, or intraoral

15600 Delay of flap or sectioning of flap (division and inset); at trunk 9.05 $755.68 090 Y $765.00

15610 Delay of flap or sectioning of flap (division and inset); at scalp, 7.48 $624.58 090 Y $765.00
arms, or legs

15620 Delay of flap or sectioning of flap (division and inset); at forehead,  11.05 $922.68 090 N $945.00
cheeks, chin, neck, axillag, genitalia, hands, or feet

15630 Delay of flap or sectioning of flap (division and inset); at eyelids, 10.93 $912.66 090 N $765.00
nose, ears, or lips

15650 Transfer, intermediate, of any pedicle flap (eg, abdomen to wrist, 11.73 $979.46 090 Y $1,075.50
Walking tube), any location

15731 Forehead flap with preservation of vascular pedicle (eg, axial 26.11 $2,180.19 090 N $765.00
pattern flap, paramedian forehead flap)

15732 Muscle, myocutaneous, or fasciocutaneous flap; head and neck 36.99 $3,088.67 090 Y $765.00
(eg, temporalis, masseter muscle, sternocleidomastoid, levator
scapulae)

15734 Muscle, myocutaneous, or fasciocutaneous flap; trunk 31.85 $3,160.48 090 Y $765.00

15736 Muscle, myocutaneous, or fasciocutaneous flap; upper extremity  34.85 $2,909.98 090 N $765.00

15738 Muscle, myocutaneous, or fasciocutaneous flap; lower extremity ~ 36.72 $3,066.12 090 Y $765.00

15740 Flap; island pedicle 22.05 $1,841.18 090 N $669.00

15750 Flap; neurovascular pedicle 21.91 $1,829.49 090 Y $669.00

15756 Free muscle or myocutaneous flap with microvascular 57.81 $4,827.14 090 Y
anastomosis

15757 Free skin flap with microvascular anastomosis 57.59 $4,808.77 090 Y

15758 Free fascial flap with microvascular anastomosis 57.66 $4,814.61 090 Y

15760 Graft; composite (eg, full thickness of external ear or nasal ala), 19.66 $1,641.61 090 N $669.00

including primary closure, donor area
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15770 Graft, derma-fat-fascia 15.58 $1,300.93 $765.00

15775 Punch graft for hair transplant; 1 to 15 punch grafts 8.12 $678.02 000 N $484.92

15776 Punch graft for hair transplant; more than 15 punch grafts 10.68 $891.78 000 N $484.92

15780 Dermabrasion; total face (eg, for acne scarring, fine wrinkling, 19.91 $1,662.49 090 N
rhytids, general keratosis)

15781 Dermabrasion; segmental, face 12.11 $1,011.19 090 N

15782 Dermabrasion; regional, other than face 14.06 $1,174.01 090 N

15783 Dermabrasion; superficial, any site, (eg, tattoo removal) 11.36 $948.56 090 N

15786 Abrasion; single lesion (eg, keratosis, scar) 5.42 $452.57 010 N

+ 15787 Abrasion; each additional four lesions or less (List separately in 1.37 $114.40 000 N

addition to code for primary procedure)

15788 Chemical peel, facial; epidermal 9.16 $764.86 090 N

15789 Chemical peel, facial; dermal 13.00 $1,085.50 090 N

15792 Chemical peel, nonfacial; epidermal 8.83 $737.31 090 N

15793 Chemical peel, nonfacial; dermal 9.73 $812.46 090 N

15819 Cervicoplasty 17.46 $1,457.91 090 Y

15820 Blepharoplasty, lower eyelid; 12.74 $1,063.79 090 N $765.00

15821 Blepharoplasty, lower eyelid; with extensive herniated fat pad 13.65 $1,139.78 090 N $765.00

15822 Blepharoplasty, upper eyelid; 10.15 $847.53 090 N $765.00

15823 Blepharoplasty, upper eyelid; with excessive skin weighting 15.60 $1,302.60 090 N $1,075.50
down lid

15824 Rhytidectomy; forehead 2243 $1,873.07 000 Y $765.00

15825 Rhytidectomy; neck with platysmal tightening (platysmal flap, 25.24 $2,107.21 000 Y $765.00
P-flap)

15826 Rhytidectomy; glabellar frown lines 18.23 $1,521.87 000 Y $765.00

15828 Rhytidectomy; cheek, chin, and neck 47.67 $3,980.28 000 Y $765.00

15829 Rhytidectomy; superficial musculoaponeurotic system (SMAS) 53.28 $4,448.55 000 Y $1,075.50
flap

15830 Excision, excessive skin and subcutaneous tissue (includes 28.28 $2,361.38 090 Y $765.00
lipectomy); abdomen, infraumbilical panniculectomy

15832 Excision, excessive skin and subcutaneous tissue (includes 21.40 $1,786.90 090 Y $765.00
lipectomy); thigh

15833 Excision, excessive skin and subcutaneous tissue (includes 19.96 $1,666.66 090 Y $765.00
lipectomy); leg

15834 Excision, excessive skin and subcutaneous tissue (includes 20.1 $1,679.19 090 Y $765.00
lipectomy); hip

15835 Excision, excessive skin and subcutaneous tissue (includes 20.74 $1,731.79 090 Y $484.92
lipectomy); buttock

15836 Excision, excessive skin and subcutaneous tissue (includes 17.57 $1,467.10 090 Y $765.00
lipectomy); arm

15837 Excision, excessive skin and subcutaneous tissue (includes 18.22 $1,521.37 090 N
lipectomy); forearm or hand

15838 Excision, excessive skin and subcutaneous tissue (includes 13.63 $1,138.11 090 Y
lipectomy); submental fat pad

15839 Excision, excessive skin and subcutaneous tissue (includes 19.47 $1,625.75 090 N $765.00
lipectomy); other area

15840 Graft for facial nerve paralysis; free fascia graft (including 24.27 $2,026.55 090 Y $945.00
obtaining fascia)

15841 Graft for facial nerve paralysis; free muscle graft (including 40.24 $3,360.04 090 Y $945.00
obtaining graft)

15842 Graft for facial nerve paralysis; free muscle flap by microsurgical ~ 64.12 $5,354.02 090 Y
technique

15845 Graft for facial nerve paralysis; regional muscle transfer 22.64 $1,890.44 090 Y $945.00
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15847 Excision, excessive skin and subcutaneous tissue (includes 9.81 $819.47 $765.00
lipectomy), abdomen (eg, abdominoplasty) (includes umbilical

transposition and fascial plication) (List separately in addition to
code for primary procedure)

15850 Removal of sutures under anesthesia (other than local), same 2.22 $185.37 000 N
surgeon

15851 Removal of sutures under anesthesia (other than local), other 242 $202.07 000 N
surgeon

15852 Dressing change (for other than burns) under anesthesia (other 1.17 $97.70 000 N
than local)

15860 Intravenous injection of agent (eg, fluorescein) to test vascular 2.78 $232.13 000 N
flow in flap or graft

15876 Suction assisted lipectomy; head and neck 0.00 BR 000 N $765.00

15877 Suction assisted lipectomy; trunk 0.00 BR 000 N $765.00

15878 Suction assisted lipectomy; upper extremity 0.00 BR 000 N $765.00

15879 Suction assisted lipectomy; lower extremity 0.00 BR 000 N $765.00

15920 Excision, coccygeal pressure ulcer, with coccygectomy; with 14.00 $1,169.00 090 N $377.28
primary suture

15922 Excision, coccygeal pressure ulcer, with coccygectomy; with 17.81 $1,487.14 090 Y $945.00
flap closure

15931 Excision, sacral pressure ulcer, with primary suture; 15.86 $1,324.31 090 N $765.00

15933 Excision, sacral pressure ulcer, with primary suture; with 19.69 $1,644.12 090 Y $765.00
ostectomy

15934 Excision, sacral pressure ulcer, with skin flap closure; 21.93 $1,831.16 090 N $765.00

15935 Excision, sacral pressure ulcer, with skin flap closure; with 26.44 $2,207.74 090 Y $945.00
ostectomy

15936 Excision, sacral pressure ulcer, in preparation for muscle or 21.57 $1,801.10 090 N $945.00
myocutaneous flap or skin graft closure;

15937 Excision, sacral pressure ulcer, in preparation for muscle or 25.21 $2,105.04 090 Y $945.00
myocutaneous flap or skin graft closure; with ostectomy

15940 Excision, ischial pressure ulcer, with primary suture; 16.51 $1,378.59 090 N $765.00

15941 Excision, ischial pressure ulcer, with primary suture; with 21.92 $1,830.32 090 Y $765.00
ostectomy (ischiectomy)

15944 Excision, ischial pressure ulcer, with skin flap closure; 21.25 $1,774.38 090 Y $765.00

15945 Excision, ischial pressure ulcer, with skin flap closure; with 23.62 $1,972.27 090 Y $945.00
ostectomy

15946 Excision, ischial pressure ulcer, with ostectomy, in preparation 38.92 $3,249.82 090 Y $945.00
for muscle or myocutaneous flap or skin graft closure

15950 Excision, trochanteric pressure ulcer, with primary suture; 13.57 $1,133.10 090 N $765.00

15951 Excision, trochanteric pressure ulcer, with primary suture; with 19.67 $1,642.45 090 Y $945.00
ostectomy

15952 Excision, trochanteric pressure ulcer, with skin flap closure; 20.31 $1,695.89 090 Y $765.00

15953 Excision, trochanteric pressure ulcer, with skin flap closure; with ~ 22.90 $1,912.15 090 N $945.00
ostectomy

15956 Excision, trochanteric pressure ulcer, in preparation for muscle 21.67 $2,310.45 090 Y $765.00
or myocutaneous flap or skin graft closure;

15958 Excision, trochanteric pressure ulcer, in preparation for muscle 28.05 $2,342.18 090 Y $945.00
or myocutaneous flap or skin graft closure; with ostectomy

15999 Unlisted procedure, excision pressure ulcer 0.00 BR 000 N

16000 Initial treatment, first degree burn, when no more than local 1.1 $142.79 000 N
treatment is required

16020 Dressings and/or debridement of partial-thickness burns, initial 2.05 $171.18 000 N
or subsequent; small (less than 5% total body surface area)

16025 Dressings and/or debridement of partial-thickness burns, initial 3.57 $298.10 000 N $100.67

or subsequent; medium (eg, whole face or whole extremity, or 5%
to 10% total body surface area)
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16030 Dressings and/or debridement of partial-thickness burns, initial 423 $353.21 $149.75

or subsequent; large (eg, more than one extremity, or greater
than 10% total body surface area)

16035 Escharotomy; initial incision 5.33 $445.06 090 N

+ 16036 Escharotomy; each additional incision (List separately in addition 212 $177.02 000 N
to code for primary procedure)

17000 Destruction (eg, laser surgery, electrosurgery, cryosurgery, 1.67 $139.45 010 N

chemosurgery, surgical curettement), premalignant lesions (eg,
actinic keratoses); first lesion

+ 17003 Destruction (eg, laser surgery, electrosurgery, cryosurgery, 0.18 $15.03 000 N
chemosurgery, surgical curettement), premalignant lesions (eg,
actinic keratoses); second through 14 lesions, each (List
separately in addition to code for first lesion)

© 17004 Destruction (eg, laser surgery, electrosurgery, cryosurgery, 4.08 $340.68 010 N
chemosurgery, surgical curettement), premalignant lesions (eg,
actinic keratoses), 15 or more lesions

17106 Destruction of cutaneous vascular proliferative lesions (eg, laser ~ 9.14 $763.19 090 N
technique); less than 10 sq cm

17107 Destruction of cutaneous vascular proliferative lesions (eg, laser 16.14 $1,347.69 090 N
technique); 10.0 to 50.0 sq cm

17108 Destruction of cutaneous vascular proliferative lesions (eg, laser ~ 21.77 $1,817.80 090 Y
technique); over 50.0 sq cm

17110 Destruction (eg, laser surgery, electrosurgery, cryosurgery, 2.31 $192.89 010 N

chemosurgery, surgical curettement), of benign lesions other
than skin tags or cutaneous vascular lesions; up to 14 lesions

17111 Destruction (eg, laser surgery, electrosurgery, cryosurgery, 2.73 $227.96 010 N
chemosurgery, surgical curettement), of benign lesions other
than skin tags or cutaneous vascular lesions; 15 or more lesions

17250 Chemical cauterization of granulation tissue (proud flesh, sinus 1.76 $146.96 000 N
or fistula)
17260 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 2.20 $183.70 010 N

cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter 0.5 cm or less

17261 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 2.96 $247.16 010 N
cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter 0.6 to 1.0 cm

17262 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 3.63 $303.11 010 N
cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter 1.1t0 2.0 cm

17263 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 4,01 $334.84 010 N
cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter 2.1t0 3.0 cm

17264 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 433 $361.56 010 N
cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter 3.1to 4.0 cm

17266 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 498 $415.83 010 N
cryosurgery, chemosurgery, surgical curettement), trunk, arms or
legs; lesion diameter over 4.0 cm

17270 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 3.15 $263.03 010 N
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter 0.5 cm or less

17271 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 342 $285.57 010 N
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter 0.6 to 1.0 cm

17272 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 3.92 $327.32 010 N
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter 1.1 to 2.0 cm

17273 Destruction, malignant lesion (eg, laser surgery, electrosurgery, 4.40 $367.40 010 N
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter 2.1 to 3.0 cm
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17274

172176

17280

17281

17282

17283

17284

17286

17311

17312

17313

17314

Description

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter 3.1 to 4.0 cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), scalp, neck,
hands, feet, genitalia; lesion diameter over 4.0 cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter 0.5 cm or
less

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter 0.6 to 1.0
cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter 1.1t0 2.0
cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter 2.1 to 3.0
cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter 3.1to 4.0
cm

Destruction, malignant lesion (eg, laser surgery, electrosurgery,
cryosurgery, chemosurgery, surgical curettement), face, ears,
eyelids, nose, lips, mucous membrane; lesion diameter over 4.0
cm

Mohs micrographic technique, including removal of all gross
tumor, surgical excision of tissue specimens, mapping, color
coding of specimens, microscopic examination of specimens by
the surgeon, and histopathologic preparation including routine
stain(s) (eg, hematoxylin and eosin, toluidine blue), head, neck,
hands, feet, genitalia, or any location with surgery directly
involving muscle, cartilage, bone, tendon, major nerves, or
vessels; first stage, up to 5 tissue blocks

Mohs micrographic technique, including removal of all gross
tumor, surgical excision of tissue specimens, mapping, color
coding of specimens, microscopic examination of specimens by
the surgeon, and histopathologic preparation including routine
stain(s) (eg, hematoxylin and eosin, toluidine blue), head, neck,
hands, feet, genitalia, or any location with surgery directly
involving muscle, cartilage, bone, tendon, major nerves, or
vessels; each additional stage after the first stage, up to 5 tissue
blocks (List separately in addition to code for primary procedure)

Mohs micrographic technique, including removal of all gross
tumor, surgical excision of tissue specimens, mapping, color
coding of specimens, microscopic examination of specimens by
the surgeon, and histopathologic preparation including routine
stain(s) (eg, hematoxylin and eosin, toluidine blue), of the trunk,
arms, or legs; first stage, up to 5 tissue blocks

Mohs micrographic technique, including removal of all gross
tumor, surgical excision of tissue specimens, mapping, color
coding of specimens, microscopic examination of specimens by
the surgeon, and histopathologic preparation including routine
stain(s) (eg, hematoxylin and eosin, toluidine blue), of the trunk,
arms, or legs; each additional stage after the first stage, up to 5
tissue blocks (List separately in addition to code for primary
procedure)

Relative
Value

5.29

6.25

2.92

3.75

4.34

5.31

6.24

8.10

16.61

10.02

15.17

9.28

PC
Amount Amount

$441.72

$521.88

$243.82

$313.13

$362.39

$443.39

$521.04

$676.35

$1,386.94

$836.67

$1,266.70

$774.88

010

010

010

010

010

010

010

000

000

000

000
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Surg Amount
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17315 Mohs micrographic technique, including removal of all gross 1.96 $163.66
tumor, surgical excision of tissue specimens, mapping, color
coding of specimens, microscopic examination of specimens by
the surgeon, and histopathologic preparation including routine
stain(s) (eg, hematoxylin and eosin, toluidine blue), each
additional block after the first 5 tissue blocks, any stage (List
separately in addition to code for primary procedure)

17340 Cryotherapy (CO2 slush, liquid N2) for acne 1.09 $91.02 010 N
17360 Chemical exfoliation for acne (eg, acne paste, acid) 2.90 $242.15 010 N
17380 Electrolysis epilation, each 30 minutes 1.19 $99.53 000 N
17999 Unlisted procedure, skin, mucous membrane and subcutaneous 0.00 BR 000 N
tissue
19000 Puncture aspiration of cyst of breast; 278 $232.13 000 N
+ 19001 Puncture aspiration of cyst of breast; each additional cyst (List 0.67 $55.95 000 N
separately in addition to code for primary procedure)
19020 Mastotomy with exploration or drainage of abscess, deep 10.20 $851.70 090 N $669.00
19030 Injection procedure only for mammary ductogram or 4.23 $353.21 000 N
galactogram
19100 Biopsy of breast; percutaneous, needle core, not using imaging 3.37 $281.40 000 N $360.00
guidance
19101 Biopsy of breast; open, incisional 1.72 $644.62 010 N $669.00
19102 Biopsy of breast; percutaneous, needle core, using imaging 5.62 $469.27 000 N $360.00
guidance
19103 Biopsy of breast; percutaneous, automated vacuum assisted or 14.63 $1,221.61 000 N $593.66
rotating biopsy device, using imaging guidance
19105 Ablation, cryosurgical, of fibroadenoma, including ultrasound 49.55 $4,137.43 000 N
guidance, each fibroadenoma
19110 Nipple exploration, with or without excision of a solitary 10.41 $869.24 090 N $669.00
lactiferous duct or a papilloma lactiferous duct
19112 Excision of lactiferous duct fistula 9.93 $829.16 090 N $765.00
19120 Excision of cyst, fibroadenoma, or other benign or malignant 10.65 $889.28 090 N $765.00
tumor, aberrant breast tissue, duct lesion, nipple or areolar lesion
(except 19300), open, male or female, one or more lesions
19125 Excision of breast lesion identified by preoperative placementof  11.70 $976.95 090 N $765.00
radiological marker, open; single lesion
+ 19126 Excision of breast lesion identified by preoperative placement of 3.96 $330.66 000 N $765.00
radiological marker, open; each additional lesion separately
identified by a preoperative radiological marker (List separately
in addition to code for primary procedure)
19260 Excision of chest wall tumor including ribs 28.90 $2,413.15 090 Y
19271 Excision of chest wall tumor involving ribs, with plastic 39.72 $3,316.62 090 Y
reconstruction; without mediastinal lymphadenectomy
19272 Excision of chest wall tumor involving ribs, with plastic 43.71 $3,654.80 090 Y
reconstruction; with mediastinal lymphadenectomy
19290 Preoperative placement of needle localization wire, breast; 4,02 $335.67 000 N $499.50
+ 19291 Preoperative placement of needle localization wire, breast; each 1.78 $148.63 000 N $499.50
additional lesion (List separately in addition to code for primary
procedure)
+ 19295 Image guided placement, metallic localization clip, 2.58 $215.43 000 Y $160.14

percutaneous, during breast biopsy (List separately in addition to
code for primary procedure)
19296 Placement of radiotherapy afterloading balloon catheterintothe 11854  $9,898.09 000 N $2,008.50
breast for interstitial radioelement application following partial
mastectomy, includes imaging guidance; on date separate from
partial mastectomy
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Placement of radiotherapy afterloading balloon catheter into the 232 $193.72 $2,008.50
breast for interstitial radioelement application following partial
mastectomy, includes imaging guidance; concurrent with partial
mastectomy (List separately in addition to code for primary
procedure)
© 19298 Placement of radiotherapy afterloading brachytherapy catheters ~ 43.22 $3,608.87 000 N $2,008.50
(multiple tube and button type) into the breast for interstitial
radioelement application following (at the time of or subsequent
to) partial mastectomy, includes imaging guidance

19300 Mastectomy for gynecomastia 12.71 $1,061.29 090 N $945.00
19301 Mastectomy, partial (eg, lumpectomy, tylectomy, 9.68 $808.28 090 Y $765.00
quadrantectomy, segmentectomy);
19302 Mastectomy, partial (eg, lumpectomy, tylectomy, 20.57 $1,717.60 090 Y $1,492.50
quadrantectomy, segmentectomy); with axillary
lymphadenectomy
19303 Mastectomy, simple, complete 20.79 $1,735.97 090 Y $945.00
19304 Mastectomy, subcutaneous 12.86 $1,073.81 090 Y $945.00
19305 Mastectomy, radical, including pectoral muscles, axillary lymph 25.44 $2,124.24 090 Y
nodes
19306 Mastectomy, radical, including pectoral muscles, axillary and 26.46 $2,209.41 090 Y
internal mammary lymph nodes (Urban type operation)
19307 Mastectomy, modified radical, including axillary lymph nodes, 26.61 $2,221.94 090 Y
with or without pectoralis minor muscle, but excluding pectoralis
major muscle
19316 Mastopexy 18.97 $1,584.00 090 Y $945.00
19318 Reduction mammaplasty 28.18 $2,353.03 090 Y $945.00
19324 Mammaplasty, augmentation; without prosthetic implant 11.66 $973.61 090 N $945.00
19325 Mammaplasty, augmentation; with prosthetic implant 15.54 $1,297.59 090 N $2,008.50
19328 Removal of intact mammary implant 11.67 $974.45 090 N $499.50
19330 Removal of mammary implant material 14.92 $1,245.82 090 N $499.50
19340 Immediate insertion of breast prosthesis following mastopexy, 9.81 $819.14 000 N $669.00
mastectomy or in reconstruction
19342 Delayed insertion of breast prosthesis following mastopexy, 21.99 $1,836.17 090 Y $765.00
mastectomy or in reconstruction
19350 Nipple/areola reconstruction 22.40 $1,870.40 090 N $945.00
19355 Correction of inverted nipples 18.10 $1,511.35 090 N $945.00
19357 Breast reconstruction, immediate or delayed, with tissue 37.13 $3,100.36 090 Y $1,075.50
expander, including subsequent expansion
19361 Breast reconstruction with latissimus dorsi flap, without 37.42 $3,124.57 090 Y
prosthetic implant
19364 Breast reconstruction with free flap 67.92 $5,671.32 090 Y
19366 Breast reconstruction with other technique 34.03 $2,841.51 090 Y  $1,075.50
19367 Breast reconstruction with transverse rectus abdominis 44.42 $3,709.07 090 Y
myocutaneous flap (TRAM), single pedicle, including closure of
donor site;
19368 Breast reconstruction with transverse rectus abdominis 54.66 $4,564.11 090 Y

myocutaneous flap (TRAM), single pedicle, including closure of
donor site; with microvascular anastomosis (supercharging)

19369 Breast reconstruction with transverse rectus abdominis 50.31 $4,200.89 090 Y
myocutaneous flap (TRAM), double pedicle, including closure of
donor site
19370 Open periprosthetic capsulotomy, breast 16.31 $1,361.89 090 N $945.00
19371 Periprosthetic capsulectomy, breast 18.84 $1,573.14 090 N $945.00
19380 Revision of reconstructed breast 18.36 $1,533.06 090 N $1,075.50
19396 Preparation of moulage for custom breast implant 4.20 $350.70 000 N
19499 Unlisted procedure, breast 0.00 BR 000 N
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20000 Incision of soft tissue abscess (eg, secondary to osteomyelitis); $407.48
superficial
20005 Incision of soft tissue abscess (eg, secondary to osteomyelitis); 7.19 $600.37 010 N $669.00
deep or complicated
20100 Exploration of penetrating wound (separate procedure); neck 14.76 $1,232.46 010 Y
20101 Exploration of penetrating wound (separate procedure); chest 9.37 $782.40 010 N
20102 Exploration of penetrating wound (separate procedure); 11.36 $948.56 010 Y
abdomen/flank/back
20103 Exploration of penetrating wound (separate procedure); 13.89 $1,159.82 010 Y
extremity
20150 Excision of epiphyseal bar, with or without autogenous softtissue ~ 22.40 $1,870.40 090 Y
graft obtained through same fascial incision
20200 Biopsy, muscle; superficial 4.60 $384.10 000 N $669.00
20205 Biopsy, muscle; deep 6.31 $526.89 000 N $765.00
20206 Biopsy, muscle, percutaneous needle 7.08 $591.18 000 N $360.00
20220 Biopsy, bone, trocar, or needle; superficial (eg, ilium, sternum, 5.29 $441.72 000 N $377.28
spinous process, ribs)
20225 Biopsy, bone, trocar, or needle; deep (eg, vertebral body, femur) 23.39 $1,953.07 000 N $627.74
20240 Biopsy, bone, open; superficial (eg, ilium, sternum, spinous 5.80 $484.30 010 N $669.00
process, ribs, trochanter of femur)
20245 Biopsy, bone, open; deep (eg, humerus, ischium, femur) 15.58 $1,300.93 010 N $765.00
20250 Biopsy, vertebral body, open; thoracic 9.22 $769.87 010 Y $765.00
20251 Biopsy, vertebral body, open; lumbar or cervical 10.37 $865.90 010 Y $765.00
20500 Injection of sinus tract; therapeutic (separate procedure) 3.25 $271.38 010 N
20501 Injection of sinus tract; diagnostic (sinogram) 3.46 $288.91 000 N
20520 Removal of foreign body in muscle or tendon sheath; simple 472 $394.12 010 N
20525 Removal of foreign body in muscle or tendon sheath; deep or 12.29 $1,026.22 010 N $765.00
complicated
20526 Injection, therapeutic (eg, local anesthetic, corticosteroid), 1.91 $181.45 000 N
carpal tunnel
20550 Injection(s); single tendon sheath, or ligament, aponeurosis (eg, 1.45 $121.08 000 N
plantar fascia)
20551 Injection(s); single tendon origin/insertion 1.42 $118.57 000 N
20552 Injection(s); single or multiple trigger point(s), one or two 1.33 $111.06 000 N
muscle(s)
20553 Injection(s); single or multiple trigger point(s), three or more 1.49 $124.42 000 N
muscle(s)
20600 Arthrocentesis, aspiration and/or injection; small joint or bursa 1.33 $111.06 000 N
(eg, fingers, toes)
20605 Arthrocentesis, aspiration and/or injection; intermediate joint or 1.45 $137.75 000 N
bursa (eg, temporomandibular, acromioclavicular, wrist, elbow or
ankle, olecranon bursa)
20610 Arthrocentesis, aspiration and/or injection; major joint or bursa 1.80 $171.00 000 N
(eg, shoulder, hip, knee joint, subacromial bursa)
20612 Aspiration and/or injection of ganglion cyst(s) any location 1.44 $120.24 000 N
20615 Aspiration and injection for treatment of bone cyst 5.58 $465.93 010 N
20650 Insertion of wire or pin with application of skeletal traction, 473 $394.96 010 N $765.00
including removal (separate procedure)
© 20660 Application of cranial tongs, caliper, or stereotactic frame, 5.99 $500.17 000 N
including removal (separate procedure)
20661 Application of halo, including removal; cranial 10.95 $914.33 090 N
20662 Application of halo, including removal; pelvic 11.55 $964.43 090 Y
20663 Application of halo, including removal; femoral 10.91 $910.99 090 Y
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Application of halo, including removal, cranial, 6 or more pins $1,498.83

placed, for thin skull osteology (eg, pediatric patients,
hydrocephalus, osteogenesis imperfecta), requiring general

anesthesia

20665 Removal of tongs or halo applied by another physician 3.37 $281.40 010 N

20670 Removal of implant; superficial, (eg, buried wire, pin or rod) 12.18 $1,017.03 010 N $499.50
(separate procedure)

20680 Removal of implant; deep (eg, buried wire, pin, screw, metal 14.50 $1,210.75 090 Y $765.00
band, nail, rod or plate)

O 20690 Application of a uniplane (pins or wires in one plane), unilateral, 6.35 $530.23 090 N $669.00
external fixation system
© 20692 Application of a multiplane (pins or wires in more than one plane),  10.46 $873.41 090 Y $765.00

unilateral, external fixation system (eg, llizarov, Monticelli type)

20693 Adjustment or revision of external fixation system requiring 11.57 $966.10 090 N $765.00
anesthesia (eg, new pin(s) or wire(s) and/or new ring(s) or bar(s))

20694 Removal, under anesthesia, of external fixation system 11.18 $933.53 090 N $499.50

20802 Replantation, arm (includes surgical neck of humerus through 63.77 $5,324.80 090 Y
elbow joint), complete amputation

20805 Replantation, forearm (includes radius and ulna to radial carpal 83.11 $6,939.69 090 Y
joint), complete amputation

20808 Replantation, hand (includes hand through metacarpophalangeal 10494  $8,762.49 090 Y
joints), complete amputation

20816 Replantation, digit, excluding thumb (includes 67.58 $5,642.93 090 Y

metacarpophalangeal joint to insertion of flexor sublimis tendon),
complete amputation

20822 Replantation, digit, excluding thumb (includes distal tip to 59.53 $4,970.76 090 Y
sublimis tendon insertion), complete amputation
20824 Replantation, thumb (includes carpometacarpal jointto MP joint),  67.06 $5,599.51 090 Y
complete amputation
20827 Replantation, thumb (includes distal tip to MP joint), complete 61.55 $5,139.43 090 Y
amputation
20838 Replantation, foot, complete amputation 59.49 $4,967.42 090 Y
© 20900 Bone graft, any donor area; minor or small (eg, dowel or button) 14.78 $1,234.13 090 Y $765.00
© 20902 Bone graft, any donor area; major or large 15.11 $1,261.69 090 Y $945.00
© 20910 Cartilage graft; costochondral 10.64 $888.44 090 Y $765.00
O 20912 Cartilage graft; nasal septum 11.99 $1,001.17 090 N $765.00
© 20920 Fascia lata graft; by stripper 9.80 $818.30 090 N $945.00
© 20922 Fascia lata graft; by incision and area exposure, complex or 14.40 $1,202.40 090 Y $765.00
sheet
© 20924 Tendon graft, from a distance (eg, palmaris, toe extensor, 12.64 $1,055.44 090 Y $945.00
plantaris)
© 20926 Tissue grafts, other (eg, paratenon, fat, dermis) 10.67 $890.95 090 N $945.00
© 20930 Allograftfor spine surgery only; morselized 3.23 $269.29 000 N
O 20931 Allograft for spine surgery only; structural 293 $278.35 000 N
O 20936 Autograftfor spine surgery only (includes harvesting the graft); 4.91 $409.73 000 Y
local (eg, ribs, spinous process, or laminar fragments) obtained
from same incision
O 20937 Autograft for spine surgery only (includes harvesting the graft); 4.42 $369.07 000 Y
morselized (through separate skin or fascial incision)
20938 Autograft for spine surgery only (includes harvesting the graft); 483 $403.31 000 Y

structural, bicortical or tricortical (through separate skin or
fascial incision)

20950 Monitoring of interstitial fluid pressure (includes insertion of 7.50 $626.25 000 N
device, eg, wick catheter technique, needle manometer
technique) in detection of muscle compartment syndrome

20955 Bone graft with microvascular anastomosis; fibula 63.72 $5,320.62 090 Y
20956 Bone graft with microvascular anastomosis; iliac crest 67.63 $5,647.11 090 Y

112 CPT only © 2006 American Medical Association. All Rights Reserved. Fee data © 2007 Ingenix



Surgery

Relative PC Assist ASC
Description Value Amount Amount FUD Surg Amount

20957 Bone graft with microvascular anastomosis; metatarsal $5,365.71
20962 Bone graft with microvascular anastomosis; other than fibula, 67.10 $5,602.85 090 Y
iliac crest, or metatarsal
20969 Free osteocutaneous flap with microvascular anastomosis; other 70.54 $5,890.09 090 Y
than iliac crest, metatarsal, or great toe
20970 Free osteocutaneous flap with microvascular anastomosis; iliac 70.60 $5,895.10 090 Y
crest
20972 Free osteocutaneous flap with microvascular anastomosis; 64.95 $5,423.33 090 Y
metatarsal
20973 Free osteocutaneous flap with microvascular anastomosis; great  70.46 $5,883.41 090 Y
toe with web space
20974 Electrical stimulation to aid bone healing; noninvasive 1.44 $120.24 000 N
(nonoperative)
20975 Electrical stimulation to aid bone healing; invasive (operative) 451 $376.59 000 Y $56.27
20979 Low intensity ultrasound stimulation to aid bone healing, 1.40 $116.90 000 N
noninvasive (nonoperative)
© 20982 Ablation, bone tumor(s) (eg, osteoid osteoma, metastasis) 108.99 $9,100.67 000 Y
radiofrequency, percutaneous, including computed tomographic
guidance
20999 Unlisted procedure, musculoskeletal system, general 0.00 BR 000 N
21010 Arthrotomy, temporomandibular joint 17.72 $1,479.62 090 Y $669.00
21015 Radical resection of tumor (eg, malignant neoplasm), soft tissue 10.58 $883.43 090 Y $765.00
of face or scalp
21025 Excision of bone (eg, for osteomyelitis or bone abscess); 23.60 $1,970.60 090 N $669.00
mandible
21026 Excision of bone (eg, for osteomyelitis or bone abscess); facial 13.66 $1,140.61 090 N $669.00
bone(s)
21029 Removal by contouring of benign tumor of facial bone (eg, fibrous ~ 17.73 $1,480.46 090 Y $669.00
dysplasia)
21030 Excision of benign tumor or cyst of maxilla or zygoma by 11.41 $952.74 090 N
enucleation and curettage
21031 Excision of torus mandibularis 8.78 $733.13 090 N
21032 Excision of maxillary torus palatinus 8.94 $746.49 090 N
21034 Excision of malignant tumor of maxilla or zygoma 32.43 $2,707.91 090 Y $765.00
21040 Excision of benign tumor or cyst of mandible, by enucleation 11.47 $957.75 090 N $669.00
and/or curettage
21044 Excision of malignant tumor of mandible; 21.39 $1,786.07 090 Y $669.00
21045 Excision of malignant tumor of mandible; radical resection 29.64 $2,474.94 090 Y
21046 Excision of benign tumor or cyst of mandible; requiring intra-oral ~ 26.28 $2,194.38 090 N $669.00
osteotomy (eg, locally aggressive or destructive lesion(s))
21047 Excision of benign tumor or cyst of mandible; requiring extra-oral ~ 32.53 $2,716.26 090 Y $669.00
osteotomy and partial mandibulectomy (eg, locally aggressive or
destructive lesion(s))
21048 Excision of benign tumor or cyst of maxilla; requiring intra-oral 26.75 $2,233.63 090 N
osteotomy (eg, locally aggressive or destructive lesion(s))
21049 Excision of benign tumor or cyst of maxilla; requiring extra-oral 30.83 $2,574.31 090 Y
osteotomy and partial maxillectomy (eg, locally aggressive or
destructive lesion(s))
21050 Condylectomy, temporomandibular joint (separate procedure) 21.00 $1,753.50 090 Y $765.00
21060 Meniscectomy, partial or complete, temporomandibular joint 19.55 $1,632.43 090 Y $669.00
(separate procedure)
21070 Coronoidectomy (separate procedure) 15.79 $1,318.47 090 Y $765.00
21076 Impression and custom preparation; surgical obturator 25.31 $2,113.39 010 Y
prosthesis
21077 Impression and custom preparation; orbital prosthesis 63.06 $5,265.51 090 Y
21079 Impression and custom preparation; interim obturator prosthesis ~ 42.83 $3,576.31 090 N
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21080 Impression and custom preparation; definitive obturator $4,064.78
prosthesis
21081 Impression and custom preparation; mandibular resection 44.20 $3,690.70 090 N
prosthesis
21082 Impression and custom preparation; palatal augmentation 40.12 $3,350.02 090 Y
prosthesis
21083 Impression and custom preparation; palatal lift prosthesis 38.01 $3,173.84 090 Y
21084 Impression and custom preparation; speech aid prosthesis 43.33 $3,618.06 090 N
21085 Impression and custom preparation; oral surgical splint 17.30 $1,444.55 010 N
21086 Impression and custom preparation; auricular prosthesis 47.14 $3,936.19 090 Y
21087 Impression and custom preparation; nasal prosthesis 46.58 $3,889.43 090 N
21088 Impression and custom preparation; facial prosthesis 0.00 BR 090 Y
21089 Unlisted maxillofacial prosthetic procedure 0.00 BR 000 N
21100 Application of halo type appliance for maxillofacial fixation, 16.53 $1,380.26 090 Y $669.00
includes removal (separate procedure)
21110 Application of interdental fixation device for conditions other 16.43 $1,371.91 090 N
than fracture or dislocation, includes removal
21116 Injection procedure for temporomandibular joint arthrography 4.63 $386.61 000
21120 Genioplasty; augmentation (autograft, allograft, prosthetic 15.55 $1,298.43 090 N $1,492.50
material)
21121 Genioplasty; sliding osteotomy, single piece 17.19 $1,485.47 090 Y  $1,492.50
21122 Genioplasty; sliding osteotomies, two or more osteotomies (eg, 17.20 $1,436.20 090 Y $1,492.50
wedge excision or bone wedge reversal for asymmetrical chin)
21123 Genioplasty; sliding, augmentation with interpositional bone 22.13 $1,847.86 090 Y $1,492.50
grafts (includes obtaining autografts)
21125 Augmentation, mandibular body or angle; prosthetic material 68.95 $5,757.33 090 Y $1,492.50
21127 Augmentation, mandibular body or angle; with bone graft, onlay 66.44 $5,547.74 090 Y $2,008.50
or interpositional (includes obtaining autograft)
21137 Reduction forehead; contouring only 17.83 $1,488.81 090 Y
21138 Reduction forehead; contouring and application of prosthetic 22.56 $1,883.76 090 Y
material or bone graft (includes obtaining autograft)
21139 Reduction forehead; contouring and setback of anterior frontal 25.00 $2,087.50 090 Y
sinus wall
21141 Reconstruction midface, LeFort [; single piece, segment 32.85 $2,742.98 090 Y
movement in any direction (eg, for Long Face Syndrome), without
bone graft
21142 Reconstruction midface, LeFort I; two pieces, segment movement  32.64 $2,725.44 090 Y
in any direction, without bone graft
21143 Reconstruction midface, LeFort I; three or more pieces, segment  33.25 $2,776.38 090 Y
movement in any direction, without bone graft
21145 Reconstruction midface, LeFort [; single piece, segment 31.72 $3,149.62 090 Y

movement in any direction, requiring bone grafts (includes
obtaining autografts)

21146 Reconstruction midface, LeFort I; two pieces, segment movement ~ 38.96 $3,253.16 090 Y
in any direction, requiring bone grafts (includes obtaining
autografts) (eg, ungrafted unilateral alveolar cleft)

21147 Reconstruction midface, LeFort I; three or more pieces, segment  40.09 $3,347.52 090 Y
movement in any direction, requiring bone grafts (includes
obtaining autografts) (eg, ungrafted bilateral alveolar cleft or
multiple osteotomies)

21150 Reconstruction midface, LeFort II; anterior intrusion (eg, 41.58 $3,471.93 090 Y
Treacher-Collins Syndrome)

21151 Reconstruction midface, LeFort Il; any direction, requiring bone 48.36 $4,038.06 090 Y
grafts (includes obtaining autografts)

21154 Reconstruction midface, LeFort Ill (extracranial), any type, 53.21 $4,443.04 090 Y
requiring bone grafts (includes obtaining autografts); without
LeFort |
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21155 Reconstruction midface, LeFort Il (extracranial), any type, 59.36 $4,956.56
requiring bone grafts (includes obtaining autografts); with LeFort

21159 Reconstruction midface, LeFort Ill (extra and intracranial) with 72.37 $6,042.90 090 Y
forehead advancement (eg, mono bloc), requiring bone grafts
(includes obtaining autografts); without LeFort |

21160 Reconstruction midface, LeFort IIl (extra and intracranial) with 73.01 $6,096.34 090 Y
forehead advancement (eg, mono bloc), requiring bone grafts
(includes obtaining autografts); with LeFort |

21172 Reconstruction superior-lateral orbital rim and lower forehead, 42.59 $3,556.27 090 Y
advancement or alteration, with or without grafts (includes
obtaining autografts)

21175 Reconstruction, bifrontal, superior-lateral orbital rims and lower 51.55 $4,304.43 090 Y
forehead, advancement or alteration (eg, plagiocephaly,
trigonocephaly, brachycephaly), with or without grafts (includes
obtaining autografts)

21179 Reconstruction, entire or majority of forehead and/or supraorbital ~ 36.46 $3,044.41 090 Y
rims; with grafts (allograft or prosthetic material)

21180 Reconstruction, entire or majority of forehead and/or supraorbital ~ 41.12 $3,433.52 090 Y
rims; with autograft (includes obtaining grafts)

21181 Reconstruction by contouring of benign tumor of cranial bones 17.85 $1,490.48 090 Y $1,492.50
(eg, fibrous dysplasia), extracranial

21182 Reconstruction of orbital walls, rims, forehead, nasoethmoid 49.93 $4,169.16 090 Y

complex following intra- and extracranial excision of benign
tumor of cranial bone (eg, fibrous dysplasia), with multiple
autografts (includes obtaining grafts); total area of bone grafting
less than 40 sq cm

21183 Reconstruction of orbital walls, rims, forehead, nasoethmoid 55.99 $4,675.17 090 Y
complex following intra- and extracranial excision of benign
tumor of cranial bone (eg, fibrous dysplasia), with multiple
autografts (includes obtaining grafts); total area of bone grafting
greater than 40 sq cm but less than 80 sq cm

21184 Reconstruction of orbital walls, rims, forehead, nasoethmoid 62.15 $5,189.53 090 Y
complex following intra- and extracranial excision of benign
tumor of cranial bone (eg, fibrous dysplasia), with multiple
autografts (includes obtaining grafts); total area of bone grafting
greater than 80 sq cm

21188 Reconstruction midface, osteotomies (other than LeFort type) 40.25 $3,360.88 090 Y
and bone grafts (includes obtaining autografts)
21193 Reconstruction of mandibular rami, horizontal, vertical, C, or L 30.98 $2,586.83 090 Y
osteotomy; without bone graft
21194 Reconstruction of mandibular rami, horizontal, vertical, C, or L 34.58 $2,887.43 090 Y
osteotomy; with bone graft (includes obtaining graft)
21195 Reconstruction of mandibular rami and/or body, sagittal split; 33.10 $2,763.85 090 Y
without internal rigid fixation
21196 Reconstruction of mandibular rami and/or body, sagittal split; 35.68 $2,979.28 090 Y
with internal rigid fixation
21198 Osteotomy, mandible, segmental; 27.69 $2,312.12 090 Y
21199 Osteotomy, mandible, segmental; with genioglossus 24.91 $2,079.99 090 Y
advancement
21206 Osteotomy, maxilla, segmental (eg, Wassmund or Schuchard) 2143 $2,290.41 090 Y  $1,075.50
21208 Osteoplasty, facial bones; augmentation (autograft, allograft, or 35.97 $3,003.50 090 Y  $1,492.50
prosthetic implant)
21209 Osteoplasty, facial bones; reduction 18.92 $1,579.82 090 Y $1,075.50
21210 Graft, bone; nasal, maxillary or malar areas (includes obtaining 4113 $3,434.36 090 N $1,492.50
graft)
21215 Graft, bone; mandible (includes obtaining graft) 65.22 $5,445.87 090 N $1,492.50
21230 Graft; rib cartilage, autogenous, to face, chin, nose or ear 19.01 $1,587.34 090 Y $1,492.50
(includes obtaining graft)
21235 Graft; ear cartilage, autogenous, to nose or ear (includes 17.03 $1,422.01 090 N $1,492.50

obtaining graft)
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21240 Arthroplasty, temporomandibular joint, with or without autograft 27.88 $2,327.98 $945.00
(includes obtaining graft)

21242 Arthroplasty, temporomandibular joint, with allograft 25.54 $2,132.59 090 Y $1,075.50

21243 Arthroplasty, temporomandibular joint, with prosthetic joint 41.49 $3,464.42 090 Y $1,075.50
replacement

21244 Reconstruction of mandible, extraoral, with transosteal bone 25.10 $2,095.85 090 Y $1,492.50
plate (eg, mandibular staple bone plate)

21245 Reconstruction of mandible or maxilla, subperiosteal implant; 26.94 $2,249.49 090 Y $1,492.50
partial

21246 Reconstruction of mandible or maxilla, subperiosteal implant; 21.32 $1,780.22 090 Y $1,492.50
complete

21247 Reconstruction of mandibular condyle with bone and cartilage 40.51 $3,382.59 090 Y
autografts (includes obtaining grafts) (eg, for hemifacial
microsomia)

21248 Reconstruction of mandible or maxilla, endosteal implant (eg, 25.09 $2,095.02 090 N $1,492.50
blade, cylinder); partial

21249 Reconstruction of mandible or maxilla, endosteal implant (eg, 35.79 $2,988.47 090 Y  $1,492.50
blade, cylinder); complete

21255 Reconstruction of zygomatic arch and glenoid fossa with bone 34.19 $2,854.87 090 Y
and cartilage (includes obtaining autografts)

21256 Reconstruction of orbit with osteotomies (extracranial) and with 28.53 $2,382.26 090 Y

bone grafts (includes obtaining autografts) (eg,
micro-ophthalmia)

21260 Periorbital osteotomies for orbital hypertelorism, with bone 28.85 $2,408.98 090 Y
grafts; extracranial approach
21261 Periorbital osteotomies for orbital hypertelorism, with bone 55.66 $4,647.61 090 Y
grafts; combined intra- and extracranial approach
21263 Periorbital osteotomies for orbital hypertelorism, with bone 48.06 $4,013.01 090 Y
grafts; with forehead advancement
21267 Orbital repositioning, periorbital osteotomies, unilateral, with 39.01 $3,257.34 090 Y $1,492.50
bone grafts; extracranial approach
21268 Orbital repositioning, periorbital osteotomies, unilateral, with 46.92 $3,917.82 090 Y
bone grafts; combined intra- and extracranial approach
21270 Malar augmentation, prosthetic material 21.73 $1,814.46 090 Y $1,075.50
21275 Secondary revision of orbitocraniofacial reconstruction 19.79 $1,652.47 090 Y $1,492.50
21280 Medial canthopexy (separate procedure) 12.56 $1,048.76 090 N  $1,075.50
21282 Lateral canthopexy 8.40 $701.40 090 N  $1,075.50
21295 Reduction of masseter muscle and bone (eg, for treatment of 4.35 $363.23 090 Y $499.50
benign masseteric hypertrophy); extraoral approach
21296 Reduction of masseter muscle and bone (eg, for treatment of 9.60 $801.60 090 Y $499.50
benign masseteric hypertrophy); intraoral approach
21299 Unlisted craniofacial and maxillofacial procedure 0.00 BR 000 N
21310 Closed treatment of nasal bone fracture without manipulation 2.77 $231.30 000 N $226.08
21315 Closed treatment of nasal bone fracture; without stabilization 6.03 $503.51 010 N $226.08
21320 Closed treatment of nasal bone fracture; with stabilization 5.80 $484.30 010 N $669.00
21325 Open treatment of nasal fracture; uncomplicated 1213 $1,012.86 090 N $945.00
21330 Open treatment of nasal fracture; complicated, with internal 14.83 $1,238.31 090 Y $1,075.50
and/or external skeletal fixation
21335 Open treatment of nasal fracture; with concomitant open 17.93 $1,497.16 090 N $1,492.50
treatment of fractured septum
21336 Open treatment of nasal septal fracture, with or without 15.72 $1,312.62 090 N $945.00
stabilization
21337 Closed treatment of nasal septal fracture, with or without 9.28 $774.88 090 N $669.00
stabilization
21338 Open treatment of nasoethmoid fracture; without external 19.85 $1,657.48 090 Y $945.00
fixation
21339 Open treatment of nasoethmoid fracture; with external fixation 21.64 $1,806.94 090 Y $1,075.50
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21340 Percutaneous treatment of nasoethmoid complex fracture, with $1,623.24 $945.00

splint, wire or headcap fixation, including repair of canthal
ligaments and/or the nasolacrimal apparatus

21343 Open treatment of depressed frontal sinus fracture 28.93 $2,415.66 090 Y

21344 Open treatment of complicated (eg, comminuted or involving 37.37 $3,120.40 090 Y
posterior wall) frontal sinus fracture, via coronal or multiple
approaches

21345 Closed treatment of nasomaxillary complex fracture (LeFort Il 18.72 $1,563.12 090 Y $1,492.50
type), with interdental wire fixation or fixation of denture or splint

21346 Open treatment of nasomaxillary complex fracture (LeFort Il 23.23 $1,939.71 090 Y
type); with wiring and/or local fixation

21347 Open treatment of nasomaxillary complex fracture (LeFort Il 28.57 $2,385.60 090 Y
type); requiring multiple open approaches

21348 Open treatment of nasomaxillary complex fracture (LeFort Il 28.01 $2,338.84 090 Y
type); with bone grafting (includes obtaining graft)

21355 Percutaneous treatment of fracture of malar area, including 10.31 $860.89 010 Y $765.00
zygomatic arch and malar tripod, with manipulation

21356 Open treatment of depressed zygomatic arch fracture (eg, Gillies  11.74 $980.29 010 Y $765.00
approach)

21360 Opentreatment of depressed malar fracture, including zygomatic ~ 12.85 $1,072.98 090 Y
arch and malar tripod

21365 Open treatment of complicated (eg, comminuted or involving 26.96 $2,251.16 090 Y

cranial nerve foramina) fracture(s) of malar area, including
zygomatic arch and malar tripod; with internal fixation and
multiple surgical approaches

21366 Open treatment of complicated (eg, comminuted or involving 30.19 $2,520.87 090 Y
cranial nerve foramina) fracture(s) of malar area, including
zygomatic arch and malar tripod; with bone grafting (includes
obtaining graft)

21385 Open treatment of orbital floor blowout fracture; transantral 17.44 $1,456.24 090 Y
approach (Caldwell-Luc type operation)
21386 Open treatment of orbital floor blowout fracture; periorbital 16.25 $1,356.88 090 Y
approach
21387 Open treatment of orbital floor blowout fracture; combined 18.63 $1,555.61 090 Y
approach
21390 Open treatment of orbital floor blowout fracture; periorbital 18.50 $1,544.75 090 Y
approach, with alloplastic or other implant
21395 Open treatment of orbital floor blowout fracture; periorbital 23.35 $1,949.73 090 Y
approach with bone graft (includes obtaining graft)
21400 Closed treatment of fracture of orbit, except blowout; without 4,09 $341.52 090 N $669.00
manipulation
21401 Closed treatment of fracture of orbit, except blowout; with 11.39 $951.07 090 Y $765.00
manipulation
21406 Open treatment of fracture of orbit, except blowout; without 13.15 $1,098.03 090 Y
implant
21407 Open treatment of fracture of orbit, except blowout; with implant 15.59 $1,301.77 090 Y
21408 Open treatment of fracture of orbit, except blowout; with bone 21.52 $1,796.92 090 Y
grafting (includes obtaining graft)
21421 Closed treatment of palatal or maxillary fracture (LeFort | type), 15.98 $1,334.33 090 Y $945.00
with interdental wire fixation or fixation of denture or splint
21422 Open treatment of palatal or maxillary fracture (LeFort | type); 16.52 $1,379.42 090 Y
21423 Open treatment of palatal or maxillary fracture (LeFort | type); 19.74 $1,648.29 090 Y

complicated (comminuted or involving cranial nerve foramina),
multiple approaches

21431 Closed treatment of craniofacial separation (LeFort Ill type) using ~ 17.15 $1,432.03 090 Y
interdental wire fixation of denture or splint
21432 Open treatment of craniofacial separation (LeFort Il type); with 16.55 $1,381.93 090 Y

wiring and/or internal fixation
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21433 Open treatment of craniofacial separation (LeFort Ill type); 41.73 $3,484.46
complicated (eg, comminuted or involving cranial nerve
foramina), multiple surgical approaches
21435 Open treatment of craniofacial separation (LeFort Il type); 32.21 $2,689.54 090 Y
complicated, utilizing internal and/or external fixation techniques
(eg, head cap, halo device, and/or intermaxillary fixation)
21436 Open treatment of craniofacial separation (LeFort Il type); 47.37 $3,955.40 090 Y
complicated, multiple surgical approaches, internal fixation, with
bone grafting (includes obtaining graft)

21440 Closed treatment of mandibular or maxillary alveolar ridge 11.23 $937.7 090 Y
fracture (separate procedure)
21445 Open treatment of mandibular or maxillary alveolar ridge fracture  16.65 $1,390.28 090 Y $945.00
(separate procedure)
21450 Closed treatment of mandibular fracture; without manipulation 11.65 $972.78 090 Y $226.08
21451 Closed treatment of mandibular fracture; with manipulation 15.79 $1,318.47 090 Y $696.23
21452 Percutaneous treatment of mandibular fracture, with external 15.03 $1,255.01 090 Y $669.00
fixation
21453 Closed treatment of mandibular fracture with interdental fixation 18.25 $1,523.88 090 Y $765.00
21454 Open treatment of mandibular fracture with external fixation 13.41 $1,119.74 090 Y $1,075.50
21461 Open treatment of mandibular fracture; without interdental 31.78 $3,154.63 090 Y $945.00
fixation
21462 Open treatment of mandibular fracture; with interdental fixation 42.26 $3,528.71 090 Y $1,075.50
21465 Open treatment of mandibular condylar fracture 22.54 $1,882.09 090 Y $945.00
21470 Open treatment of complicated mandibular fracture by multiple 29.06 $2,426.51 090 Y
surgical approaches including internal fixation, interdental
fixation, and/or wiring of dentures or splints
21480 Closed treatment of temporomandibular dislocation; initial or 2.31 $192.89 000 N $226.08
subsequent
21485 Closed treatment of temporomandibular dislocation; complicated ~ 13.84 $1,155.64 090 N $669.00
(eg, recurrent requiring intermaxillary fixation or splinting), initial
or subsequent
21490 Open treatment of temporomandibular dislocation 22.66 $1,892.11 090 Y $765.00
21495 Open treatment of hyoid fracture 15.08 $1,259.18 090 Y
21497 Interdental wiring, for condition other than fracture 13.83 $1,154.81 090 Y $669.00
21499 Unlisted musculoskeletal procedure, head 0.00 BR 000 N
21501 Incision and drainage, deep abscess or hematoma, soft tissuesof ~ 10.32 $861.72 090 N $669.00
neck or thorax;
21502 Incision and drainage, deep abscess or hematoma, soft tissues of  13.07 $1,091.35 090 Y $669.00
neck or thorax; with partial rib ostectomy
21510 Incision, deep, with opening of bone cortex (eg, for osteomyelitis ~ 11.68 $975.28 090 Y
or bone abscess), thorax
21550 Biopsy, soft tissue of neck or thorax 5.78 $482.63 010 N
21555 Excision tumor, soft tissue of neck or thorax; subcutaneous 10.09 $842.52 090 N $669.00
21556 Excision tumor, soft tissue of neck or thorax; deep, subfascial, 9.79 $817.47 090 N $669.00
intramuscular
21557 Radical resection of tumor (eg, malignant neoplasm), soft tissue 14.22 $1,187.37 090 Y
of neck or thorax
21600 Excision of rib, partial 13.16 $1,098.86 090 Y $669.00
21610 Costotransversectomy (separate procedure) 25.95 $2,166.83 090 Y $669.00
21615 Excision first and/or cervical rib; 17.10 $1,427.85 090 Y
21616 Excision first and/or cervical rib; with sympathectomy 20.95 $1,749.33 090 Y
21620 Ostectomy of sternum, partial 13.12 $1,095.52 090 Y
21627 Sternal debridement 13.62 $1,137.27 090 Y
21630 Radical resection of sternum; 31.26 $2,610.21 090 Y
21632 Radical resection of sternum; with mediastinal lymphadenectomy  30.94 $2,583.49 090 Y
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21685 Hyoid myotomy and suspension 23.93 $1,998.16
21700 Division of scalenus anticus; without resection of cervical rib 10.26 $856.71 090 Y $669.00
21705 Division of scalenus anticus; with resection of cervical rib 15.63 $1,305.11 090 Y
21720 Division of sternocleidomastoid for torticollis, open operation; 8.99 $750.67 090 Y $765.00
without cast application
21725 Division of sternocleidomastoid for torticollis, open operation; 12.83 $1,071.31 090 Y $132.69
with cast application
21740 Reconstructive repair of pectus excavatum or carinatum; open 26.68 $2,221.78 090
21742 Reconstructive repair of pectus excavatum or carinatum; 26.64 $2,224.27 090 Y
minimally invasive approach (Nuss procedure), without
thoracoscopy
21743 Reconstructive repair of pectus excavatum or carinatum; 35.05 $2,926.68 090 Y
minimally invasive approach (Nuss procedure), with
thoracoscopy
21750 Closure of median sternotomy separation with or without 17.78 $1,484.63 090 Y
debridement (separate procedure)
21800 Closed treatment of rib fracture, uncomplicated, each 2.31 $192.89 090 N $155.43
21805 Open treatment of rib fracture without fixation, each 6.18 $516.03 090 Y $669.00
21810 Treatment of rib fracture requiring external fixation (flail chest) 12.19 $1,017.87 090 Y
21820 Closed treatment of sternum fracture 3.16 $263.86 090 N $155.43
21825 Open treatment of sternum fracture with or without skeletal 14.15 $1,181.53 090 Y
fixation
21899 Unlisted procedure, neck or thorax 0.00 BR 000 N
21920 Biopsy, soft tissue of back or flank; superficial 5.58 $465.93 010 N
21925 Biopsy, soft tissue of back or flank; deep 9.92 $828.32 090 N $669.00
21930 Excision, tumor, soft tissue of back or flank 11.00 $918.50 090 N $669.00
21935 Radical resection of tumor (eg, malignant neoplasm), soft tissue 28.38 $2,369.73 090 N $765.00
of back or flank
22010 Incision and drainage, open, of deep abscess (subfascial), 21.68 $1,810.28 090 N
posterior spine; cervical, thoracic, or cervicothoracic
22015 Incision and drainage, open, of deep abscess (subfascial), 21.50 $1,795.25 090 N
posterior spine; lumbar, sacral, or lumbosacral
22100 Partial excision of posterior vertebral component (eg, spinous 19.52 $1,629.92 090 Y

process, lamina or facet) for intrinsic bony lesion, single vertebral
segment; cervical

22101 Partial excision of posterior vertebral component (eg, spinous 19.52 $1,629.92 090 Y
process, lamina or facet) for intrinsic bony lesion, single vertebral
segment; thoracic

22102 Partial excision of posterior vertebral component (eg, spinous 19.57 $1,634.10 090 Y
process, lamina or facet) for intrinsic bony lesion, single vertebral
segment; lumbar

+ 22103 Partial excision of posterior vertebral component (eg, spinous 3.67 $306.45 000 Y
process, lamina or facet) for intrinsic bony lesion, single vertebral
segment; each additional segment (List separately in addition to
code for primary procedure)

22110 Partial excision of vertebral body, for intrinsic bony lesion, 24.34 $2,032.39 090 Y
without decompression of spinal cord or nerve root(s), single
vertebral segment; cervical

22112 Partial excision of vertebral body, for intrinsic bony lesion, 2421 $2,021.54 090 Y
without decompression of spinal cord or nerve root(s), single
vertebral segment; thoracic

22114 Partial excision of vertebral body, for intrinsic bony lesion, 24.33 $2,031.56 090 Y
without decompression of spinal cord or nerve root(s), single
vertebral segment; lumbar

+ 22116 Partial excision of vertebral body, for intrinsic bony lesion, 3.69 $308.12 000 Y
without decompression of spinal cord or nerve root(s), single
vertebral segment; each additional vertebral segment (List
separately in addition to code for primary procedure)
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Osteotomy of spine, posterior or posterolateral approach, one $3,618.06
vertebral segment; cervical

22212 Osteotomy of spine, posterior or posterolateral approach, one 35.65 $2,976.78 090 Y
vertebral segment; thoracic
22214 Osteotomy of spine, posterior or posterolateral approach, one 36.13 $3,016.86 090 Y
vertebral segment; lumbar
+ 22216 Osteotomy of spine, posterior or posterolateral approach, one 9.66 $806.61 000 Y

vertebral segment; each additional vertebral segment (List
separately in addition to primary procedure)

22220 Osteotomy of spine, including discectomy, anterior approach, 39.10 $3,264.85 090 Y
single vertebral segment; cervical

22222 0steotomy of spine, including discectomy, anterior approach, 36.09 $3,013.52 090 Y
single vertebral segment; thoracic

22224 Osteotomy of spine, including discectomy, anterior approach, 38.71 $3,232.29 090 Y
single vertebral segment; lumbar

+ 22226 Osteotomy of spine, including discectomy, anterior approach, 9.57 $799.10 000 Y

single vertebral segment; each additional vertebral segment (List
separately in addition to code for primary procedure)

22305 Closed treatment of vertebral process fracture(s) 453 $378.26 090

22310 Closed treatment of vertebral body fracture(s), without 6.67 $556.95 090
manipulation, requiring and including casting or bracing

22315 Closed treatment of vertebral fracture(s) and/or dislocation(s) 20.49 $1,710.92 090 N $155.43
requiring casting or bracing, with and including casting and/or
bracing, with or without anesthesia, by manipulation or traction

22318 Open treatment and/or reduction of odontoid fracture(s) and or 38.96 $3,253.16 090 Y
dislocation(s) (including os odontoideum), anterior approach,
including placement of internal fixation; without grafting

22319 Open treatment and/or reduction of odontoid fracture(s) and or 43.25 $3,611.38 090 Y
dislocation(s) (including os odontoideum), anterior approach,
including placement of internal fixation; with grafting

22325 Open treatment and/or reduction of vertebral fracture(s) and/or 33.61 $2,806.44 090 Y
dislocation(s), posterior approach, one fractured vertebrae or
dislocated segment; lumbar

22326 Open treatment and/or reduction of vertebral fracture(s) and/or 35.58 $2,970.93 090 Y
dislocation(s), posterior approach, one fractured vertebrae or
dislocated segment; cervical

22327 Open treatment and/or reduction of vertebral fracture(s) and/or 34.81 $2,906.64 090 Y
dislocation(s), posterior approach, one fractured vertebrae or
dislocated segment; thoracic

+ 22328 Open treatment and/or reduction of vertebral fracture(s) and/or 1.23 $603.71 000 Y
dislocation(s), posterior approach, one fractured vertebrae or
dislocated segment; each additional fractured vertebrae or
dislocated segment (List separately in addition to code for
primary procedure)

22505 Manipulation of spine requiring anesthesia, any region 3.01 $251.34 010

22520 Percutaneous vertebroplasty, one vertebral body, unilateral or 66.80 $5,577.80 010
bilateral injection; thoracic

22521 Percutaneous vertebroplasty, one vertebral body, unilateral or 62.20 $5,193.70 010 N $2,008.50
bilateral injection; lumbar

+ 22522 Percutaneous vertebroplasty, one vertebral body, unilateral or 6.28 $524.38 000 N $2,008.50
bilateral injection; each additional thoracic or lumbar vertebral
body (List separately in addition to code for primary procedure)

22523 Percutaneous vertebral augmentation, including cavity creation 15.60 $1,302.60 010 N
(fracture reduction and bone biopsy included when performed)
using mechanical device, one vertebral body, unilateral or
bilateral cannulation (eg, kyphoplasty); thoracic

22524 Percutaneous vertebral augmentation, including cavity creation 14.92 $1,245.82 010 N
(fracture reduction and bone biopsy included when performed)
using mechanical device, one vertebral body, unilateral or
bilateral cannulation (eg, kyphoplasty); lumbar

=2

$155.43
$155.43

=2

=

$669.00
$2,008.50

<
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22525

© 22526

+© 22527

22532

22533

+ 22534

22548

22554

22556

22558

+ 22585

22590
22595
22600

22610
22612

+ 22614

22630

+ 22632

22800
22802

Description

Percutaneous vertebral augmentation, including cavity creation
(fracture reduction and bone biopsy included when performed)
using mechanical device, one vertebral body, unilateral or
bilateral cannulation (eg, kyphoplasty); each additional thoracic
or lumbar vertebral body (List separately in addition to code for
primary procedure)

Percutaneous intradiscal electrothermal annuloplasty, unilateral
or bilateral including fluoroscopic guidance; single level

Percutaneous intradiscal electrothermal annuloplasty, unilateral
or bilateral including fluoroscopic guidance; one or more
additional levels (List separately in addition to code for primary
procedure)

Arthrodesis, lateral extracavitary technique, including minimal
discectomy to prepare interspace (other than for
decompression); thoracic

Arthrodesis, lateral extracavitary technique, including minimal
discectomy to prepare interspace (other than for
decompression); lumbar

Arthrodesis, lateral extracavitary technique, including minimal
discectomy to prepare interspace (other than for
decompression); thoracic or lumbar, each additional vertebral
segment (List separately in addition to code for primary
procedure)

Arthrodesis, anterior transoral or extraoral technique,
clivus-C1-C2 (atlas-axis), with or without excision of odontoid
process

Arthrodesis, anterior interbody technique, including minimal
discectomy to prepare interspace (other than for
decompression); cervical below C2

Arthrodesis, anterior interbody technique, including minimal
discectomy to prepare interspace (other than for
decompression); thoracic

Arthrodesis, anterior interbody technique, including minimal
discectomy to prepare interspace (other than for
decompression); lumbar

Arthrodesis, anterior interbody technique, including minimal
discectomy to prepare interspace (other than for
decompression); each additional interspace (List separately in
addition to code for primary procedure)

Arthrodesis, posterior technique, craniocervical (occiput-C2)
Arthrodesis, posterior technique, atlas-axis (C1-C2)

Arthrodesis, posterior or posterolateral technique, single level;
cervical below C2 segment

Arthrodesis, posterior or posterolateral technique, single level;
thoracic (with or without lateral transverse technique)

Arthrodesis, posterior or posterolateral technique, single level,
lumbar (with or without lateral transverse technique)

Arthrodesis, posterior or posterolateral technique, single level;
each additional vertebral segment (List separately in addition to
code for primary procedure)

Arthrodesis, posterior interbody technique, including
laminectomy and/or discectomy to prepare interspace (other
than for decompression), single interspace; lumbar

Arthrodesis, posterior interbody technique, including
laminectomy and/or discectomy to prepare interspace (other
than for decompression), single interspace; each additional
interspace (List separately in addition to code for primary
procedure)

Arthrodesis, posterior, for spinal deformity, with or without cast;
up to 6 vertebral segments

Arthrodesis, posterior, for spinal deformity, with or without cast; 7
to 12 vertebral segments

Relative
Value

6.96

53.13

43.20

42.16

38.86

9.50

45.45

32.21

40.73

37.00

8.83

37.48
35.60
30.44

30.19
39.33

10.31

37.81

8.36

33.50

53.63

PC
Amount Amount

$581.16

$4,436.36

$3,607.20

$3,520.36

$3,244.81

$793.25

$3,795.08

$3,059.95

$3,400.96

$3,515.00

$838.85

$3,129.58
$2,972.60
$2,541.74

$2,520.87
$3,736.35

$979.45

$3,591.95

$698.06

$2,797.25

$4,478.11

FUD

010

000

090

090

000

090

090

090

090

000

090
090
090

090

090

000

090

000

090

090

Assist ASC
Surg Amount
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Arthrodesis, posterior, for spinal deformity, with or without cast; $5,189.53
13 or more vertebral segments

22808 Arthrodesis, anterior, for spinal deformity, with or without cast; 2 45.20 $3,774.20 090 Y
to 3 vertebral segments

22810 Arthrodesis, anterior, for spinal deformity, with or without cast;4 ~ 50.82 $4,243.47 090 Y
to 7 vertebral segments

22812 Arthrodesis, anterior, for spinal deformity, with or without cast; 8 55.15 $4,605.03 090 Y
or more vertebral segments

22818 Kyphectomy, circumferential exposure of spine and resection of 55.55 $4,638.43 090 Y

vertebral segment(s) (including body and posterior elements);
single or 2 segments

22819 Kyphectomy, circumferential exposure of spine and resection of 62.85 $5,247.98 090 Y
vertebral segment(s) (including body and posterior elements); 3
or more segments

22830 Exploration of spinal fusion 20.07 $1,906.65 090 Y

© 22840 Posterior non-segmental instrumentation (eg, Harrington rod 20.15 $1,682.53 000 Y
technique, pedicle fixation across one interspace, atlantoaxial
transarticular screw fixation, sublaminar wiring at C1, facet
screw fixation)

O 22841 Internal spinal fixation by wiring of spinous processes 9.81 $819.47 000 Y
O 22842 Posterior segmental instrumentation (eg, pedicle fixation, dual 20.16 $1,915.20 000 Y
rods with multiple hooks and sublaminar wires); 3 to 6 vertebral
segments
O 22843 Posterior segmental instrumentation (eg, pedicle fixation, dual 21.23 $1,772.11 000 Y
rods with multiple hooks and sublaminar wires); 7 to 12 vertebral
segments
O 22844 Posterior segmental instrumentation (eg, pedicle fixation, dual 26.16 $2,184.36 000 Y

rods with multiple hooks and sublaminar wires); 13 or more
vertebral segments

O 22845 Anterior instrumentation; 2 to 3 vertebral segments 19.31 $1,834.45 000 Y
© 22846 Anterior instrumentation; 4 to 7 vertebral segments 20.06 $1,675.01 000 Y
© 22847 Anterior instrumentation; 8 or more vertebral segments 22.01 $1,837.84 000 Y
© 22848 Pelvic fixation (attachment of caudal end of instrumentation to 9.52 $794.92 000 Y
pelvic bony structures) other than sacrum
22849 Reinsertion of spinal fixation device 32.45 $2,709.58 090 Y
22850 Removal of posterior nonsegmental instrumentation (eg, 17.69 $1,477.12 090 Y
Harrington rod)
O 22851 Application of intervertebral biomechanical device(s) (eg, 10.70 $1,016.50 000 Y
synthetic cage(s), threaded bone dowel(s), methylmethacrylate)
to vertebral defect or interspace
22852 Removal of posterior segmental instrumentation 16.92 $1,607.40 090 Y
22855 Removal of anterior instrumentation 21.29 $2,278.72 090 Y
22857 Total disc arthroplasty (artificial disc), anterior approach, 36.58 $3,054.43 090 Y
including discectomy to prepare interspace (other than for
decompression), lumbar, single interspace
22862 Revision including replacement of total disc arthroplasty 44.60 $3,724.10 090 Y
(artificial disc) anterior approach, lumbar, single interspace
22865 Removal of total disc arthroplasty (artificial disc), anterior 43.43 $3,626.41 090 Y
approach, lumbar, single interspace
22899 Unlisted procedure, spine 0.00 BR 000 N
22900 Excision, abdominal wall tumor, subfascial (eg, desmoid) 9.58 $799.93 090 Y $945.00
22999 Unlisted procedure, abdomen, musculoskeletal system 0.00 BR 000 N
23000 Removal of subdeltoid calcareous deposits, open 12.98 $1,083.83 090 Y $669.00
23020 Capsular contracture release (eg, Sever type procedure) 17.15 $1,432.03 090 Y $669.00
23030 |Incision and drainage, shoulder area; deep abscess or 10.77 $899.30 010 N $499.50
hematoma
23031 Incision and drainage, shoulder area; infected bursa 10.45 $872.58 010 N $765.00
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Incision, bone cortex (eg, osteomyelitis or bone abscess), $1,466.26 $765.00
shoulder area

23040 Arthrotomy, glenohumeral joint, including exploration, drainage, 17.86 $1,491.31 090 Y $765.00
or removal of foreign body

23044 Arthrotomy, acromioclavicular, sternoclavicular joint, including 14.19 $1,184.87 090 N $945.00
exploration, drainage, or removal of foreign body

23065 Biopsy, soft tissue of shoulder area; superficial 4.85 $404.98 010 N

23066 Biopsy, soft tissue of shoulder area; deep 12.08 $1,008.68 090 N $669.00

23075 Excision, soft tissue tumor, shoulder area; subcutaneous 6.18 $516.03 010 N $669.00

23076 Excision, soft tissue tumor, shoulder area; deep, subfascial, or 13.62 $1,137.27 090 N $669.00
intramuscular

23077 Radical resection of tumor (eg, malignant neoplasm), soft tissue 28.72 $2,398.12 090 Y $765.00
of shoulder area

23100 Arthrotomy, glenchumeral joint, including biopsy 12.05 $1,006.18 090 Y $669.00

23101 Arthrotomy, acromioclavicular joint or sternoclavicular joint, 11.16 $931.86 090 Y  $1,492.50
including biopsy and/or excision of torn cartilage

23105 Arthrotomy; glenohumeral joint, with synovectomy, with or 15.82 $1,320.97 090 Y $945.00
without biopsy

23106 Arthrotomy; sternoclavicular joint, with synovectomy, with or 11.83 $987.81 090 N $945.00
without biopsy

23107 Arthrotomy, glenohumeral joint, with joint exploration, with or 16.48 $1,376.08 090 Y $945.00
without removal of loose or foreign body

23120 Claviculectomy; partial 13.95 $1,164.83 090 Y  $1,075.50

23125 Claviculectomy; total 17.45 $1,457.08 090 Y $1,075.50

23130 Acromioplasty or acromionectomy, partial, with or without 15.04 $1,255.84 090 N $1,075.50
coracoacromial ligament release

23140 Excision or curettage of bone cyst or benign tumor of clavicle or 12.50 $1,043.75 090 N $945.00
scapula;

23145 Excision or curettage of bone cyst or benign tumor of clavicle or 16.88 $1,409.48 090 Y $1,075.50
scapula; with autograft (includes obtaining graft)

23146 Excision or curettage of bone cyst or benign tumor of clavicle or 15.34 $1,280.89 090 Y $1,075.50
scapula; with allograft

23150 Excision or curettage of bone cyst or benign tumor of proximal 15.94 $1,330.99 090 Y $945.00
humerus;

23155 Excision or curettage of bone cyst or benign tumor of proximal 19.54 $1,631.59 090 Y $1,075.50
humerus; with autograft (includes obtaining graft)

23156 Excision or curettage of bone cyst or benign tumor of proximal 16.74 $1,397.79 090 Y $1,075.50
humerus; with allograft

23170 Sequestrectomy (eg, for osteomyelitis or bone abscess), clavicle ~ 13.30 $1,110.55 090 N $669.00

23172 Sequestrectomy (eg, for osteomyelitis or bone abscess), scapula  13.46 $1,123.91 090 Y $669.00

23174 Sequestrectomy (eg, for osteomyelitis or bone abscess), humeral  18.65 $1,557.28 090 Y $669.00
head to surgical neck

23180 Partial excision (craterization, saucerization, or diaphysectomy) 17.95 $1,498.83 090 N $945.00
bone (eg, osteomyelitis), clavicle

23182 Partial excision (craterization, saucerization, or diaphysectomy) 17.13 $1,430.36 090 Y $945.00
bone (eg, osteomyelitis), scapula

23184 Partial excision (craterization, saucerization, or diaphysectomy) 19.28 $1,609.88 090 Y $945.00
bone (eg, osteomyelitis), proximal humerus

23190 Ostectomy of scapula, partial (eg, superior medial angle) 13.78 $1,150.63 090 Y $945.00

23195 Resection, humeral head 18.42 $1,538.07 090 Y $1,075.50

23200 Radical resection for tumor; clavicle 21.77 $1,817.80 090 Y

23210 Radical resection for tumor; scapula 22.68 $1,893.78 090 Y

23220 Radical resection of bone tumor, proximal humerus; 26.70 $2,229.45 090 Y

23221 Radical resection of bone tumor, proximal humerus; with 30.06 $2,510.01 090 Y

autograft (includes obtaining graft)
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Radical resection of bone tumor, proximal humerus; with $3,513.68
prosthetic replacement

23330 Removal of foreign body, shoulder; subcutaneous 5.52 $460.92 010 N $499.50
23331 Removal of foreign body, shoulder; deep (eg, Neer 14.59 $1,218.27 090 Y $499.50
hemiarthroplasty removal)
23332 Rﬁmcl)(\jlal)of foreign body, shoulder; complicated (eg, total 22.04 $1,840.34 090 Y
shoulder
23350 |Injection procedure for shoulder arthrography or enhanced 419 $349.87 000 N
CT/MRI shoulder arthrography
23395 Muscle transfer, any type, shoulder or upper arm; single 31.87 $2,661.15 090 Y $1,075.50
23397 Muscle transfer, any type, shoulder or upper arm; multiple 28.66 $2,393.11 090 Y  $1,492.50
23400 Scapulopexy (eg, Sprengels deformity or for paralysis) 24.35 $2,033.23 090 Y  $1,492.50
23405 Tenotomy, shoulder area; single tendon 15.72 $1,312.62 090 Y $669.00
23406 Tenotomy, shoulder area; multiple tendons through same incision ~ 19.68 $1,643.28 090 Y $669.00
23410 Reptair of ruptured musculotendinous cuff (eg, rotator cuff) open;  22.55 $1,882.93 090 Y $1,075.50
acute
23412 Rﬁpai( of ruptured musculotendinous cuff (eg, rotator cuff) open; 24.00 $2,004.00 090 Y $1,492.50
chronic
23415 Coracoacromial ligament release, with or without acromioplasty 18.46 $1,541.41 090 N $1,075.50
23420 Reconstruction of complete shoulder (rotator) cuff avulsion, 26.18 $2,487.10 090 Y  $1,492.50
chronic (includes acromioplasty)
23430 Tenodesis of long tendon of biceps 18.56 $1,763.20 090 Y $945.00
23440 Resection or transplantation of long tendon of biceps 19.21 $1,604.04 090 Y $945.00
23450 Capsulorrhaphy, anterior; Putti-Platt procedure or Magnuson 23.98 $2,002.33 090 Y $1,075.50
type operation
23455 Capsulorrhaphy, anterior; with labral repair (eg, Bankart 25.58 $2,135.93 090 Y $1,492.50
procedure)
23460 Capsulorrhaphy, anterior, any type; with bone block 27.65 $2,308.78 090 Y $1,075.50
23462 tCaps?lorrhaphy, anterior, any type; with coracoid process 26.98 $2,252.83 090 Y  $1,492.50
ransfer
23465 Eapsubllorrflzaphy, glenohumeral joint, posterior, with or without 28.10 $2,346.35 090 Y $1,075.50
one bloc
23466 papstt)l_llc_)tr\;haphy,glenohumeraljoint,any type multi-directional 21.52 $2,614.40 090 Y  $1,492.50
instabili
23470 Arthroplasty, glenohumeral joint; hemiarthroplasty 30.70 $2,563.45 090 Y
23472 Arthroplasty, glenohumeral joint; total shoulder (glenoid and 31.711 $3,153.80 090 Y
proximal humeral replacement (eg, total shoulder))
23480 Osteotomy, clavicle, with or without internal fixation; 20.65 $1,724.28 090 N $945.00
23485 Osteotomy, clavicle, with or without internal fixation; with bone 24.25 $2,024.88 090 Y $1,492.50

graft for nonunion or malunion (includes obtaining graft and/or
necessary fixation)

23490 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 20.46 $1,708.41 090 Y $765.00
without methylmethacrylate; clavicle

23491 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 25.69 $2,145.12 090 Y $765.00
without methylmethacrylate; proximal humerus

23500 Closed treatment of clavicular fracture; without manipulation 5.03 $420.01 090 N $155.43

23505 Closed treatment of clavicular fracture; with manipulation 8.28 $691.38 090 N $155.43

23515 Open treatment of clavicular fracture, with or without internal or 14.32 $1,195.72 090 Y $765.00
external fixation

23520 Closed treatment of sternoclavicular dislocation; without 5.13 $428.36 090 N $155.43
manipulation

23525 Closed treatment of sternoclavicular dislocation; with 8.29 $692.22 090 N $155.43
manipulation

23530 Open treatment of sternoclavicular dislocation, acute or chronic,  13.60 $1,135.60 090 Y $765.00

23532 Open treatment of sternoclavicular dislocation, acute or chronic; 15.40 $1,285.90 090 Y $945.00

with fascial graft (includes obtaining graft)
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23540 Closed treatment of acromioclavicular dislocation; without $429.19 $155.43
manipulation

23545 Closed treatment of acromioclavicular dislocation; with 1.42 $619.57 090 N $155.43
manipulation

23550 Open treatment of acromioclavicular dislocation, acute or 14.14 $1,180.69 090 Y $765.00
chronic;

23552 Open treatment of acromioclavicular dislocation, acute or 16.34 $1,364.39 090 Y $945.00
chronic; with fascial graft (includes obtaining graft)

23570 Closed treatment of scapular fracture; without manipulation 5.37 $448.40 090 N $155.43

23575 Closed treatment of scapular fracture; with manipulation, withor ~ 9.05 $755.68 090 N $155.43

without skeletal traction (with or without shoulder joint
involvement)

23585 Open treatment of scapular fracture (body, glenoid or acromion) 17.14 $1,431.19 090 Y $765.00
with or without internal fixation

23600 Closed treatment of proximal humeral (surgical or anatomical 7.61 $635.44 090 N
neck) fracture; without manipulation

23605 Closed treatment of proximal humeral (surgical or anatomical 11.25 $939.38 090 N $155.43
neck) fracture; with manipulation, with or without skeletal
traction

23615 Open treatment of proximal humeral (surgical or anatomical 20.16 $1,683.36 090 Y $945.00

neck) fracture, with or without internal or external fixation, with
or without repair of tuberosity(s);
23616 Open treatment of proximal humeral (surgical or anatomical 36.71 $3,065.29 090 Y $945.00
neck) fracture, with or without internal or external fixation, with
or without repair of tuberosity(s); with proximal humeral
prosthetic replacement

23620 Closed treatment of greater humeral tuberosity fracture; without 6.17 $515.20 090 N
manipulation

23625 Closed treatment of greater humeral tuberosity fracture; with 9.08 $758.18 090 N $155.43
manipulation

23630 Open treatment of greater humeral tuberosity fracture, with or 14.39 $1,201.57 090 Y $1,075.50
without internal or external fixation

23650 Closed treatment of shoulder dislocation, with manipulation; 7.04 $587.84 090 N $155.43
without anesthesia

23655 Closed treatment of shoulder dislocation, with manipulation; 9.03 $754.01 090 N $499.50
requiring anesthesia

23660 Open treatment of acute shoulder dislocation 14.28 $1,192.38 090 Y $765.00

23665 Closed treatment of shoulder dislocation, with fracture of greater ~ 10.00 $835.00 090 N $155.43
humeral tuberosity, with manipulation

23670 Open treatment of shoulder dislocation, with fracture of greater 15.17 $1,266.70 090 Y $765.00
humeral tuberosity, with or without internal or external fixation

23675 Closed treatment of shoulder dislocation, with surgical or 13.18 $1,100.53 090 N $155.43
anatomical neck fracture, with manipulation

23680 Open treatment of shoulder dislocation, with surgical or 18.86 $1,574.81 090 Y $765.00
anatomical neck fracture, with or without internal or external
fixation

23700 Manipulation under anesthesia, shoulder joint, including 4.83 $458.85 010 N $499.50
application of fixation apparatus (dislocation excluded)

23800 Arthrodesis, glenohumeral joint; 25.20 $2,104.20 090 Y $945.00

23802 Arthrodesis, glenohumeral joint; with autogenous graft (includes 29.45 $2,459.08 090 Y $1,492.50
obtaining graft)

23900 Interthoracoscapular amputation (forequarter) 33.16 $2,768.86 090 Y

23920 Disarticulation of shoulder; 26.73 $2,231.96 090 Y

23921 Disarticulation of shoulder; secondary closure or scar revision 10.86 $906.81 090 N $484.92

23929 Unlisted procedure, shoulder 0.00 BR 000 N

23930 |Incision and drainage, upper arm or elbow area; deep abscess or 9.07 $757.35 010 N $499.50
hematoma

23931 Incision and drainage, upper arm or elbow area; bursa 742 $619.57 010 N $669.00
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23935 Incision, deep, with opening of bone cortex (eg, for osteomyelitis ~ 12.41 $1,036.24 $669.00
or bone abscess), humerus or elbow

24000 Arthrotomy, elbow, including exploration, drainage, or removal of ~ 11.62 $970.27 090 Y $945.00
foreign body

24006 Arthrotomy of the elbow, with capsular excision for capsular 17.64 $1,472.94 090 Y $945.00
release (separate procedure)

24065 Biopsy, soft tissue of upper arm or elbow area; superficial 5.51 $460.09 010 N

24066 Biopsy, soft tissue of upper arm or elbow area; deep (subfascial 14.29 $1,193.22 090 N $669.00
or intramuscular)

24075 Excision, tumor, soft tissue of upper arm or elbow aresa; 11.42 $953.57 090 N $669.00
subcutaneous

24076 Excision, tumor, soft tissue of upper arm or elbow area; deep 11.47 $957.75 090 N $669.00
(subfascial or intramuscular)

24077 Radical resection of tumor (eg, malignant neoplasm), soft tissue 20.04 $1,673.34 090 Y $765.00
of upper arm or elbow area

24100 Arthrotomy, elbow; with synovial biopsy only 9.79 $817.47 090 Y $499.50

24101 Arthrotomy, elbow; with joint exploration, with or without biopsy, 12.32 $1,028.72 090 Y $945.00
with or without removal of loose or foreign body

24102 Arthrotomy, elbow; with synovectomy 15.27 $1,275.05 090 Y $945.00

24105 Excision, olecranon bursa 8.21 $685.54 090 N $765.00

24110 Excision or curettage of bone cyst or benign tumor, humerus; 14.41 $1,203.24 090 N $669.00

24115 Excision or curettage of bone cyst or benign tumor, humerus; 17.79 $1,485.47 090 Y $765.00
with autograft (includes obtaining graft)

24116 Excision or curettage of bone cyst or benign tumor, humerus; 21.68 $1,810.28 090 Y $765.00
with allograft

24120 Excision or curettage of bone cyst or benign tumor of head or 12.88 $1,075.48 090 Y $765.00
neck of radius or olecranon process;

24125 Excision or curettage of bone cyst or benign tumor of head or 14.40 $1,202.40 090 Y $765.00

neck of radius or olecranon process; with autograft (includes
obtaining graft)

24126 Excision or curettage of bone cyst or benign tumor of head or 15.63 $1,305.11 090 Y $765.00
neck of radius or olecranon process; with allograft

24130 Excision, radial head 12.52 $1,045.42 090 N $765.00

24134 Sequestrectomy (eg, for osteomyelitis or bone abscess), shaftor ~ 19.24 $1,606.54 090 Y $669.00
distal humerus

24136 Sequestrectomy (eg, for osteomyelitis or bone abscess), radial 15.68 $1,309.28 090 N $669.00
head or neck

24138 Sequestrectomy (eg, for osteomyelitis or bone abscess), 16.35 $1,365.23 090 Y $669.00
olecranon process

24140 Partial excision (craterization, saucerization, or diaphysectomy) 18.63 $1,555.61 090 Y $765.00
bone (eg, osteomyelitis), humerus

24145 Partial excision (craterization, saucerization, or diaphysectomy) 15.81 $1,320.14 090 N $765.00
bone (eg, osteomyelitis), radial head or neck

24147 Partial excision (craterization, saucerization, or diaphysectomy) 16.40 $1,369.40 090 N $669.00
bone (eg, osteomyelitis), olecranon process

24149 Radical resection of capsule, soft tissue, and heterotopic bone, 28.12 $2,348.02 090 Y
elbow, with contracture release (separate procedure)

24150 Radical resection for tumor, shaft or distal humerus; 24.29 $2,028.22 090 Y

24151 Radical resection for tumor, shaft or distal humerus; with 28.15 $2,350.53 090 Y
autograft (includes obtaining graft)

24152 Radical resection for tumor, radial head or neck; 18.08 $1,509.68 090 Y

24153 Radical resection for tumor, radial head or neck; with autograft 16.69 $1,393.62 090 Y
(includes obtaining graft)

24155 Resection of elbow joint (arthrectomy) 20.91 $1,745.99 090 Y $765.00

24160 Implant removal; elbow joint 15.03 $1,255.01 090 N $669.00

24164 Implant removal; radial head 12.29 $1,026.22 090 N $765.00

24200 Removal of foreign body, upper arm or elbow area; subcutaneous  5.05 $421.68 010 N
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Removal of foreign body, upper arm or elbow area; deep $1,184.87 $669.00
(subfascial or intramuscular)

24220 |Injection procedure for elbow arthrography 4.61 $384.94 000 N

24300 Manipulation, elbow, under anesthesia 9.70 $809.95 090 N

24301 Muscle or tendon transfer, any type, upper arm or elbow, single 18.75 $1,565.63 090 Y $945.00
(excluding 24320-24331)

24305 Tendon lengthening, upper arm or elbow, each tendon 14.36 $1,199.06 090 Y $945.00

24310 Tenotomy, open, elbow to shoulder, each tendon 11.77 $982.80 090 Y $765.00

24320 Tenoplasty, with muscle transfer, with or without free graft, 18.84 $1,573.14 090 Y $765.00
elbow to shoulder, single (Seddon-Brookes type procedure)

24330 Flexor-plasty, elbow (eg, Steindler type advancement); 17.88 $1,492.98 090 Y $765.00

24331 Flexor-plasty, elbow (eg, Steindler type advancement); with 19.67 $1,642.45 090 Y $765.00
extensor advancement

24332 Tenolysis, triceps 14.75 $1,231.63 090 N

24340 Tenodesis of biceps tendon at elbow (separate procedure) 15.26 $1,274.21 090 Y $765.00

24341 Repair, tendon or muscle, upper arm or elbow, each tendon or 17.50 $1,461.25 090 Y $765.00
muscle, primary or secondary (excludes rotator cuff)

24342 Reinsertion of ruptured biceps or triceps tendon, distal, with or 19.70 $1,644.95 090 Y $765.00
without tendon graft

24343 Repair lateral collateral ligament, elbow, with local tissue 17.40 $1,452.90 090 Y

24344 Reconstruction lateral collateral ligament, elbow, with tendon 217.00 $2,254.50 090 Y
graft (includes harvesting of graft)

24345 Repair medial collateral ligament, elbow, with local tissue 17.30 $1,444.55 090 Y $669.00

24346 Reconstruction medial collateral ligament, elbow, with tendon 26.83 $2,240.31 090 Y
graft (includes harvesting of graft)

24350 Fasciotomy, lateral or medial (eg, tennis elbow or epicondylitis); 11.06 $1,050.70 090 N $765.00

24351 Fasciotomy, lateral or medial (eg, tennis elbow or epicondylitis); 12.09 $1,009.52 090 N $765.00
with extensor origin detachment

24352 Fasciotomy, lateral or medial (eg, tennis elbow or epicondylitis); 12.89 $1,076.32 090 Y $765.00
with annular ligament resection

24354 Fasciotomy, lateral or medial (eg, tennis elbow or epicondylitis); 12.88 $1,075.48 090 N $765.00
with stripping

24356 Fasciotomy, lateral or medial (eg, tennis elbow or epicondylitis); 13.24 $1,257.80 090 Y $765.00
with partial ostectomy

24360 Arthroplasty, elbow; with membrane (eg, fascial) 22.44 $1,873.74 090 Y $1,075.50

24361 Arthroplasty, elbow; with distal humeral prosthetic replacement 25.17 $2,101.70 090 Y $1,075.50

24362 Arthroplasty, elbow; with implant and fascia lata ligament 26.13 $2,181.86 090 Y $1,075.50
reconstruction

24363 Arthroplasty, elbow; with distal humerus and proximal ulnar 36.60 $3,056.10 090 Y $1,492.50
prosthetic replacement (eg, total elbow)

24365 Arthroplasty, radial head; 15.95 $1,331.83 090 Y  $1,075.50

24366 Arthroplasty, radial head; with implant 17.08 $1,426.18 090 Y  $1,075.50

24400 Osteotomy, humerus, with or without internal fixation 20.54 $1,715.09 090 Y $945.00

24410 Multiple osteotomies with realignment on intramedullary rod, 26.12 $2,181.02 090 Y $945.00
humeral shaft (Sofield type procedure)

24420 Osteoplasty, humerus (eg, shortening or lengthening) (excluding 24.52 $2,047.42 090 Y $765.00
64876)

24430 Repair of nonunion or malunion, humerus; without graft (eg, 25.41 $2,121.74 090 Y $765.00
compression technique)

24435 Repair of nonunion or malunion, humerus; with iliac or other 26.18 $2,186.03 090 Y $945.00
autograft (includes obtaining graft)

24470 Hemiepiphyseal arrest (eg, cubitus varus or valgus, distal 16.80 $1,402.80 090 Y $765.00
humerus)

24495 Decompression fasciotomy, forearm, with brachial artery 16.87 $1,408.65 090 Y $669.00
exploration
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24498 Prophylactic treatment (nailing, pinning, plating or wiring), with 21.90 $1,828.65 $765.00
or without methylmethacrylate, humeral shaft

24500 Closed treatment of humeral shaft fracture; without manipulation 8.21 $685.54 090 N $155.43

24505 Closed treatment of humeral shaft fracture; with manipulation, 12.03 $1,004.51 090 N $155.43
with or without skeletal traction

24515 Open treatment of humeral shaft fracture with plate/screws, with ~ 21.87 $1,826.15 090 Y $945.00
or without cerclage

24516 Treatment of humeral shaft fracture, with insertion of 21.66 $1,808.61 090 Y $945.00
intramedullary implant, with or without cerclage and/or locking
screws

24530 Closed treatment of supracondylar or transcondylar humeral 8.86 $739.81 090 N $155.43
fracture, with or without intercondylar extension; without
manipulation

24535 Closed treatment of supracondylar or transcondylar humeral 15.03 $1,255.01 090 N $155.43

fracture, with or without intercondylar extension; with
manipulation, with or without skin or skeletal traction

24538 Percutaneous skeletal fixation of supracondylar or transcondylar ~ 18.64 $1,556.44 090 N $669.00
humeral fracture, with or without intercondylar extension
24545 Open treatment of humeral supracondylar or transcondylar 19.78 $1,651.63 090 Y $945.00

fracture, with or without internal or external fixation; without
intercondylar extension
24546 Open treatment of humeral supracondylar or transcondylar 28.00 $2,338.00 090 Y  $1,075.50
fracture, with or without internal or external fixation; with
intercondylar extension

24560 Closed treatment of humeral epicondylar fracture, medial or 7.39 $617.07 090 N $155.43
lateral; without manipulation

24565 Closed treatment of humeral epicondylar fracture, medial or 12.42 $1,037.07 090 N $155.43
lateral; with manipulation

24566 Percutaneous skeletal fixation of humeral epicondylar fracture, 17.14 $1,431.19 090 N $669.00
medial or lateral, with manipulation

24575 Open treatment of humeral epicondylar fracture, medial or 19.91 $1,662.49 090 Y $765.00
lateral, with or without internal or external fixation

24576 Closed treatment of humeral condylar fracture, medial or lateral; 7.78 $649.63 090 N $155.43
without manipulation

24577 Closed treatment of humeral condylar fracture, medial or lateral; 12.93 $1,079.66 090 N $155.43
with manipulation

24579 Open treatment of humeral condylar fracture, medial or lateral, 21.39 $1,786.07 090 Y $765.00
with or without internal or external fixation

24582 Percutaneous skeletal fixation of humeral condylar fracture, 19.27 $1,609.05 090 N $669.00
medial or lateral, with manipulation

24586 Open treatment of periarticular fracture and/or dislocation of the ~ 27.50 $2,296.25 090 Y $945.00
elbow (fracture distal humerus and proximal ulna and/or proximal
radius);

24587 Open treatment of periarticular fracture and/or dislocation of the ~ 27.23 $2,273.1 090 Y $1,075.50

elbow (fracture distal humerus and proximal ulna and/or proximal
radius); with implant arthroplasty

24600 Treatment of closed elbow dislocation; without anesthesia 8.96 $748.16 090 N $155.43
24605 Treatment of closed elbow dislocation; requiring anesthesia 11.10 $926.85 090 N $669.00
24615 Open treatment of acute or chronic elbow dislocation 17.86 $1,491.31 090 Y $765.00
24620 Closed treatment of Monteggia type of fracture dislocation at 13.49 $1,126.42 090 Y $155.43

elbow (fracture proximal end of ulna with dislocation of radial
head), with manipulation
24635 Open treatment of Monteggia type of fracture dislocation at 27.59 $2,303.77 090 Y $765.00
elbow (fracture proximal end of ulna with dislocation of radial
head), with or without internal or external fixation

24640 Closed treatment of radial head subluxation in child, nursemaid 2.97 $248.00 010 N
elbow, with manipulation

24650 Closed treatment of radial head or neck fracture; without 6.04 $504.34 090 N
manipulation
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24655 Closed treatment of radial head or neck fracture; with 10.49 $875.92 $155.43
manipulation

24665 Open treatment of radial head or neck fracture, with or without 16.07 $1,341.85 090 Y $945.00
internal fixation or radial head excision;

24666 Open treatment of radial head or neck fracture, with or without 18.19 $1,518.87 090 Y $945.00

internal fixation or radial head excision; with radial head
prosthetic replacement

24670 Closed treatment of ulnar fracture, proximal end (olecranon 6.77 $565.30 090 N $155.43
process); without manipulation

24675 Closed treatment of ulnar fracture, proximal end (olecranon 10.95 $914.33 090 N $155.43
process); with manipulation

24685 Open treatment of ulnar fracture proximal end (olecranon 16.81 $1,403.64 090 Y $765.00
process), with or without internal or external fixation

24800 Arthrodesis, elbow joint; local 20.25 $1,690.88 090 Y $945.00

24802 Arthrodesis, elbow joint; with autogenous graft (includes 25.07 $2,093.35 090 Y $1,075.50
obtaining graft)

24900 Amputation, arm through humerus; with primary closure 17.48 $1,459.58 090 Y

24920 Amputation, arm through humerus; open, circular (guillotine) 17.45 $1,457.08 090 Y

24925 Amputation, arm through humerus; secondary closure or scar 13.41 $1,119.74 090 Y $765.00
revision

24930 Amputation, arm through humerus; re-amputation 18.23 $1,522.21 090 Y

24931 Amputation, arm through humerus; with implant 20.28 $1,693.38 090 Y

24935 Stump elongation, upper extremity 25.04 $2,090.84 090 Y

24940 Cineplasty, upper extremity, complete procedure 21.03 $1,756.01 090 Y

24999 Unlisted procedure, humerus or elbow 0.00 BR 000 N

25000 Incision, extensor tendon sheath, wrist (eg, deQuervains disease)  10.06 $840.01 090 N $765.00

25001 Incision, flexor tendon sheath, wrist (eg, flexor carpi radialis) 8.00 $668.00 090 N

25020 Decompression fasciotomy, forearm and/or wrist, flexor OR 15.20 $1,269.20 090 N $765.00

extensor compartment; without debridement of nonviable muscle
and/or nerve

25023 Decompression fasciotomy, forearm and/or wrist, flexor OR 28.44 $2,374.74 090 Y $765.00
extensor compartment; with debridement of nonviable muscle
and/or nerve

25024 Decompression fasciotomy, forearm and/or wrist, flexor AND 18.33 $1,530.56 090 N $765.00
extensor compartment; without debridement of nonviable muscle
and/or nerve

25025 Decompression fasciotomy, forearm and/or wrist, flexor AND 21.57 $2,302.10 090 Y $765.00
extensor compartment; with debridement of nonviable muscle
and/or nerve

25028 Incision and drainage, forearm and/or wrist; deep abscess or 13.26 $1,107.21 090 N $499.50
hematoma

25031 |Incision and drainage, forearm and/or wrist; bursa 11.70 $976.95 090 Y $669.00

25035 Incision, deep, bone cortex, forearm and/or wrist (eg, 20.43 $1,705.91 090 Y $669.00
osteomyelitis or bone abscess)

25040 Arthrotomy, radiocarpal or midcarpal joint, with exploration, 14.77 $1,233.30 090 Y  $1,075.50
drainage, or removal of foreign body

25065 Biopsy, soft tissue of forearm and/or wrist; superficial 5.45 $455.08 010 N

25066 Biopsy, soft tissue of forearm and/or wrist; deep (subfascial or 11.06 $923.51 090 N $669.00
intramuscular)

25075 Excision, tumor, soft tissue of forearm and/or wrist area; 9.59 $800.77 090 N $669.00
subcutaneous

25076 Excision, tumor, soft tissue of forearm and/or wrist area; deep 14.09 $1,176.52 090 N $765.00
(subfascial or intramuscular)

25077 Radical resection of tumor (eg, malignant neoplasm), soft tissue 21.62 $1,805.27 090 Y $765.00
of forearm and/or wrist area

25085 Capsulotomy, wrist (eg, contracture) 12.55 $1,047.93 090 Y $765.00

25100 Arthrotomy, wrist joint; with biopsy 9.16 $764.86 090 Y $669.00
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25101 Arthrotomy, wrist joint; with joint exploration, with or without $888.44 $765.00
biopsy, with or without removal of loose or foreign body

25105 Arthrotomy, wrist joint; with synovectomy 13.18 $1,100.53 090 Y $945.00
25107 Arthrotomy, distal radioulnar joint including repair of triangular 15.80 $1,319.30 090 Y $765.00
cartilage, complex

25109 Excision of tendon, forearm and/or wrist, flexor or extensor, each ~ 12.40 $1,035.40 090 N

25110 Excision, lesion of tendon sheath, forearm and/or wrist 10.79 $900.97 090 N $765.00
25111 Excision of ganglion, wrist (dorsal or volar); primary 8.17 $682.20 090 N $765.00
25112 Excision of ganglion, wrist (dorsal or volar); recurrent 9.90 $826.65 090 N $945.00
25115 Radical excision of bursa, synovia of wrist, or forearm tendon 23.30 $1,945.55 090 N $945.00

sheaths (eg, tenosynovitis, fungus, Thc, or other granulomas,
rheumatoid arthritis); flexors
25116 Radical excision of bursa, synovia of wrist, or forearm tendon 19.88 $1,659.98 090 Y $945.00
sheaths (eg, tenosynovitis, fungus, Thc, or other granulomas,
rheumatoid arthritis); extensors, with or without transposition of
dorsal retinaculum

25118 Synovectomy, extensor tendon sheath, wrist, single 10.13 $845.86 090 N $669.00
compartment;

25119 Synovectomy, extensor tendon sheath, wrist, single 13.62 $1,137.27 090 Y $765.00
compartment; with resection of distal ulna

25120 Excision or curettage of bone cyst or benign tumor of radius or 17.58 $1,467.93 090 Y $765.00
ulna (excluding head or neck of radius and olecranon process);

25125 Excision or curettage of bone cyst or benign tumor of radius or 19.67 $1,642.45 090 Y $765.00

ulna (excluding head or neck of radius and olecranon process);
with autograft (includes obtaining graft)

25126 Excision or curettage of bone cyst or benign tumor of radius or 20.08 $1,676.68 090 Y $765.00
ulna (excluding head or neck of radius and olecranon process);
with allograft

25130 Excision or curettage of bone cyst or benign tumor of carpal 11.70 $976.95 090 Y $765.00
bones;

25135 Excision or curettage of bone cyst or benign tumor of carpal 14.46 $1,207.41 090 Y $765.00
bones; with autograft (includes obtaining graft)

25136 Excision or curettage of bone cyst or benign tumor of carpal 12.78 $1,067.13 090 Y $765.00
bones; with allograft

25145 Sequestrectomy (eg, for osteomyelitis or bone abscess), forearm  17.87 $1,492.15 090 Y $669.00
and/or wrist

25150 Partial excision (craterization, saucerization, or diaphysectomy) 15.44 $1,289.24 090 N $669.00
of bone (eg, for osteomyelitis); ulna

25151 Partial excision (craterization, saucerization, or diaphysectomy) 19.66 $1,641.61 090 Y $669.00
of bone (eg, for osteomyelitis); radius

25170 Radical resection for tumor, radius or ulna 25.98 $2,169.33 090 Y

25210 Carpectomy; one bone 12.78 $1,067.13 090 Y $765.00

25215 Carpectomy; all bones of proximal row 16.68 $1,392.78 090 Y $945.00

25230 Radial styloidectomy (separate procedure) 11.39 $951.07 090 N $945.00

25240 Excision distal ulna partial or complete (eg, Darrach type or 12.04 $1,005.34 090 Y $945.00
matched resection)

25246 Injection procedure for wrist arthrography 461 $384.94 000 N

25248 Exploration with removal of deep foreign body, forearm or wrist 13.43 $1,121.41 090 N $669.00

25250 Removal of wrist prosthesis; (separate procedure) 12.92 $1,078.82 090 Y $499.50

25251 Removal of wrist prosthesis; complicated, including total wrist 17.61 $1,470.44 090 Y $499.50

25259 Manipulation, wrist, under anesthesia 9.67 $807.45 090 N

25260 Repair, tendon or muscle, flexor, forearm and/or wrist; primary, 20.59 $1,719.27 090 N $945.00
single, each tendon or muscle

25263 Repair, tendon or muscle, flexor, forearm and/or wrist; 20.49 $1,710.92 090 Y $669.00

secondary, single, each tendon or muscle
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Repair, tendon or muscle, flexor, forearm and/or wrist; $1,977.28 $765.00

secondary, with free graft (includes obtaining graft), each tendon
or muscle

25270 Repair, tendon or muscle, extensor, forearm and/or wrist; 17.40 $1,452.90 090 Y $945.00
primary, single, each tendon or muscle

25272 Repair, tendon or muscle, extensor, forearm and/or wrist; 19.19 $1,602.37 090 Y $765.00
secondary, single, each tendon or muscle

25274 Repair, tendon or muscle, extensor, forearm and/or wrist; 21.82 $1,821.97 090 Y $945.00
secondary, with free graft (includes obtaining graft), each tendon
or muscle

25275 Repair, tendon sheath, extensor, forearm and/or wrist, with free 16.57 $1,383.60 090 Y $945.00
graft (includes obtaining graft) (eg, for extensor carpi ulnaris
subluxation)

25280 Lengthening or shortening of flexor or extensor tendon, forearm 19.23 $1,605.71 090 Y $945.00
and/or wrist, single, each tendon

25290 Tenotomy, open, flexor or extensor tendon, forearm and/or wrist, 19.15 $1,599.03 090 N $765.00
single, each tendon

25295 Tenolysis, flexor or extensor tendon, forearm and/or wrist, single, ~ 18.11 $1,512.19 090 N $765.00
each tendon

25300 Tenodesis at wrist; flexors of fingers 17.41 $1,453.74 090 Y $765.00

25301 Tenodesis at wrist; extensors of fingers 16.66 $1,391.11 090 Y $765.00

25310 Tendon transplantation or transfer, flexor or extensor, forearm 20.63 $1,722.61 090 Y $765.00
and/or wrist, single; each tendon

25312 Tendon transplantation or transfer, flexor or extensor, forearm 23.00 $1,920.50 090 Y $945.00

and/or wrist, single; with tendon graft(s) (includes obtaining
graft), each tendon

25315 Flexor origin slide (eg, for cerebral palsy, Volkmann contracture),  24.40 $2,037.40 090 Y $765.00
forearm and/or wrist;

25316 Flexor origin slide (eg, for cerebral palsy, Volkmann contracture), 28.17 $2,352.20 090 Y $765.00
forearm and/or wrist; with tendon(s) transfer

25320 Capsulorrhaphy or reconstruction, wrist, open (eg, capsulodesis,  23.90 $1,995.65 090 Y $765.00

ligament repair, tendon transfer or graft) (includes synovectomy,
capsulotomy and open reduction) for carpal instability

25332 Arthroplasty, wrist, with or without interposition, with or without 21.10 $1,761.85 090 Y  $1,075.50
external or internal fixation

25335 Centralization of wrist on ulna (eg, radial club hand) 24.31 $2,029.89 090 Y $765.00

25337 Reconstruction for stabilization of unstable distal ulna or distal 22.57 $1,884.60 090 N $1,075.50

radioulnar joint, secondary by soft tissue stabilization (eg, tendon
transfer, tendon graft or weave, or tenodesis) with or without
open reduction of distal radioulnar joint

25350 Osteotomy, radius; distal third 2233 $1,864.56 090 Y $765.00

25355 Osteotomy, radius; middle or proximal third 24.58 $2,052.43 090 Y $765.00

25360 Osteotomy; ulna 21.84 $1,823.64 090 Y $765.00

25365 Osteotomy; radius AND ulna 28.15 $2,350.53 090 Y $765.00

25370 Multiple osteotomies, with realignment on intramedullary rod 29.86 $2,493.31 090 Y $765.00
(Sofield type procedure); radius OR ulna

25375 Multiple osteotomies, with realignment on intramedullary rod 29.48 $2,461.58 090 Y $945.00
(Sofield type procedure); radius AND ulna

25390 Osteoplasty, radius OR ulna; shortening 24.60 $2,054.10 090 Y $765.00

25391 Osteoplasty, radius OR ulna; lengthening with autograft 30.28 $2,528.38 090 Y $945.00

25392 Osteoplasty, radius AND ulna; shortening (excluding 64876) 30.04 $2,508.34 090 Y $765.00

25393 Osteoplasty, radius AND ulna; lengthening with autograft 34.09 $2,846.52 090 Y $945.00

25394 Osteoplasty, carpal bone, shortening 18.98 $1,584.83 090 Y

25400 Repair of nonunion or malunion, radius OR ulna; without graft (eg,  25.81 $2,155.14 090 Y $765.00
compression technique)

25405 Repair of nonunion or malunion, radius OR ulna; with autograft 31.64 $2,641.94 090 Y $945.00

(includes obtaining graft)
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25415 Repair of nonunion or malunion, radius AND ulna; without graft 29.61 $2,472.44 $765.00
(eg, compression technique)

25420 Repair of nonunion or malunion, radius AND ulna; with autograft 34.72 $2,899.12 090 Y $945.00
(includes obtaining graft)
25425 Repair of defect with autograft; radius OR ulna 33.89 $2,829.82 090 Y $765.00
25426 Repair of defect with autograft; radius AND ulna 32.76 $2,735.46 090 Y $945.00
25430 Insertion of vascular pedicle into carpal bone (eg, Hori 17.16 $1,432.86 090 Y
procedure)
25431 Repair of nonunion of carpal bone (excluding carpal scaphoid 19.71 $1,645.79 090 Y
(navicular)) (includes obtaining graft and necessary fixation),
each bone
25440 Repair of nonunion, scaphoid carpal (navicular) bone, with or 20.07 $1,675.85 090 Y $945.00

without radial styloidectomy (includes obtaining graft and
necessary fixation)

25441 Arthroplasty with prosthetic replacement; distal radius 23.57 $1,968.10 090 Y $1,075.50

25442 Arthroplasty with prosthetic replacement; distal ulna 19.93 $1,664.16 090 Y $1,075.50

25443 (Arth_ropllas)ty with prosthetic replacement; scaphoid carpal 19.08 $1,593.18 090 Y  $1,075.50
navicular

25444 Arthroplasty with prosthetic replacement; lunate 20.58 $1,718.43 090 Y $1,075.50

25445 Arthroplasty with prosthetic replacement; trapezium 18.02 $1,504.67 090 Y $1,075.50

25446 Arthroplasty with prosthetic replacement; distal radius and 29.35 $2,450.73 090 Y $1,492.50
partial or entire carpus (total wrist)

25447 Arthroplasty, interposition, intercarpal or carpometacarpal joints 19.94 $1,664.99 090 Y $1,075.50

25449 Revision of arthroplasty, including removal of implant, wrist joint 25.83 $2,156.81 090 Y $1,075.50

25450 Elpiphyseal arrest by epiphysiodesis or stapling; distal radius OR 17.96 $1,499.66 090 N $765.00
ulna

25455 Elpiphyseal arrest by epiphysiodesis or stapling; distal radius AND ~ 19.32 $1,613.22 090 N $765.00
ulna

25490 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 22.74 $1,898.79 090 Y $765.00
without methylmethacrylate; radius

25491 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 23.89 $1,994.82 090 Y $765.00
without methylmethacrylate; ulna

25492 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 27.53 $2,298.76 090 Y $765.00
without methylmethacrylate; radius AND ulna

25500 Closed treatment of radial shaft fracture; without manipulation 6.12 $511.02 090 N

25505 Closed treatment of radial shaft fracture; with manipulation 12.04 $1,005.34 090 N $155.43

25515 Open treatment of radial shaft fracture, with or withoutinternalor ~ 17.31 $1,445.39 090 Y $765.00
external fixation

25520 Closed treatment of radial shaft fracture and closed treatment of ~ 13.44 $1,122.24 090 N $155.43

dislocation of distal radioulnar joint (Galeazzi
fracture/dislocation)

25525 Open treatment of radial shaft fracture, with internal and/or 23.23 $1,939.71 090 Y $945.00
external fixation and closed treatment of dislocation of distal
radioulnar joint (Galeazzi fracture/dislocation), with or without
percutaneous skeletal fixation

25526 Open treatment of radial shaft fracture, with internal and/or 26.97 $2,252.00 090 Y $1,075.50
external fixation and open treatment, with or without internal or
external fixation of distal radioulnar joint (Galeazzi
fracture/dislocation), includes repair of triangular fibrocartilage

complex
25530 Closed treatment of ulnar shaft fracture; without manipulation 5.96 $497.66 090 N
25535 Closed treatment of ulnar shaft fracture; with manipulation 11.51 $961.09 090 N $155.43
25545 Open treatment of ulnar shaft fracture, with or without internalor ~ 17.12 $1,429.52 090 Y $765.00
external fixation
25560 Closed treatment of radial and ulnar shaft fractures; without 6.21 $518.54 090 N
manipulation
25565 Closed treatment of radial and ulnar shaft fractures; with 12.59 $1,051.27 090 N $155.43
manipulation
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25574 Open treatment of radial AND ulnar shaft fractures, with internal $1,251.67 $765.00
or external fixation; of radius OR ulna

25575 Open treatment of radial AND ulnar shaft fractures, with internal 22.02 $1,838.67 090 Y $765.00
or external fixation; of radius AND ulna
25600 Closed treatment of distal radial fracture (eg, Colles or Smith 6.83 $570.31 090 N

type) or epiphyseal separation, includes closed treatment of
fracture of ulnar styloid, when performed; without manipulation
25605 Closed treatment of distal radial fracture (eg, Colles or Smith 14.46 $1,207.41 090 N $155.43
type) or epiphyseal separation, includes closed treatment of
fracture of ulnar styloid, when performed; with manipulation

25606 Percutaneous skeletal fixation of distal radial fracture or 16.96 $1,416.16 090 N $765.00
epiphyseal separation

25607 Open treatment of distal radial extra-articular fracture or 17.03 $1,422.01 090 Y $1,075.50
epiphyseal separation, with internal fixation

25608 Open treatment of distal radial intra-articular fracture or 19.49 $1,627.42 090 Y $1,075.50
epiphyseal separation; with internal fixation of 2 fragments

25609 Open treatment of distal radial intra-articular fracture or 24.85 $2,074.98 090 Y $1,075.50
epiphyseal separation; with internal fixation of 3 or more
fragments

25622 Closed treatment of carpal scaphoid (navicular) fracture; without 7.00 $584.50 090 N
manipulation

25624 Closed treatment of carpal scaphoid (navicular) fracture; with 11.04 $921.84 090 N $155.43
manipulation

25628 Open treatment of carpal scaphoid (navicular) fracture, with or 17.62 $1,471.27 090 Y $765.00
without internal or external fixation

25630 Closed treatment of carpal bone fracture (excluding carpal 117 $598.70 090 N
scaphoid (navicular)); without manipulation, each bone

25635 Closed treatment of carpal bone fracture (excluding carpal 10.56 $881.76 090 N $155.43
scaphoid (navicular)); with manipulation, each bone

25645 Open treatment of carpal bone fracture (other than carpal 14.20 $1,185.70 090 Y $765.00
scaphoid (navicular)), each bone

25650 Closed treatment of ulnar styloid fracture 7.46 $622.91 090 N

25651 Percutaneous skeletal fixation of ulnar styloid fracture 11.37 $949.40 090 Y

25652 Open treatment of ulnar styloid fracture 15.14 $1,264.19 090 N

25660 Closed treatment of radiocarpal or intercarpal dislocation, one or 9.59 $800.77 090 Y $155.43
more bones, with manipulation

25670 Open treatment of radiocarpal or intercarpal dislocation, one or 15.21 $1,270.04 090 Y $765.00
more bones

25671 Percutaneous skeletal fixation of distal radioulnar dislocation 12.68 $1,058.78 090 N $499.50

25675 Closed treatment of distal radioulnar dislocation with 10.35 $864.23 090 Y $155.43
manipulation

25676 Open treatment of distal radioulnar dislocation, acute or chronic 15.74 $1,314.29 090 Y $669.00

25680 Closed treatment of trans-scaphoperilunar type of fracture 10.91 $910.99 090 Y $155.43
dislocation, with manipulation

25685 Open treatment of trans-scaphoperilunar type of fracture 18.11 $1,512.19 090 Y $765.00
dislocation

25690 Closed treatment of lunate dislocation, with manipulation 11.24 $938.54 090 Y $155.43

25695 Open treatment of lunate dislocation 15.75 $1,315.13 090 Y $669.00

25800 Arthrodesis, wrist; complete, without bone graft (includes 19.17 $1,600.70 090 Y $945.00
radiocarpal and/or intercarpal and/or carpometacarpal joints)

25805 Arthrodesis, wrist; with sliding graft 21.98 $1,835.33 090 Y $1,075.50

25810 Arthrodesis, wrist; with iliac or other autograft (includes 21.83 $1,822.81 090 Y $1,075.50
obtaining graft)

25820 Arthrodesis, wrist; limited, without bone graft (eg, intercarpal or 15.45 $1,290.08 090 Y $945.00
radiocarpal)

25825 Arthrodesis, wrist; with autograft (includes obtaining graft) 18.82 $1,571.47 090 Y $1,075.50

25830 Arthrodesis, distal radioulnar joint with segmental resection of 2459 $2,053.27 090 Y $1,075.50

ulna, with or without bone graft (eg, Sauve-Kapandji procedure)
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25900 Amputation, forearm, through radius and ulna; 21.55 $1,799.43

25905 (A‘m;lmluiatio)n, forearm, through radius and ulna; open, circular 21.27 $1,776.05 090 Y
guillotine

25907 Amputation, forearm, through radius and ulna; secondary closure 19.05 $1,590.68 090 Y $765.00
or scar revision

25909 Amputation, forearm, through radius and ulna; re-amputation 21.18 $1,768.53 090 Y

25915 Krukenberg procedure 34.76 $2,902.46 090 Y

25920 Disarticulation through wrist; 16.95 $1,415.33 090 Y

25922 Disarticulation through wrist; secondary closure or scar revision 14.83 $1,238.31 090 Y $765.00

25924 Disarticulation through wrist; re-amputation 16.90 $1,411.15 090 Y

25927 Transmetacarpal amputation; 20.27 $1,692.55 090 Y

25929 Transmetacarpal amputation; secondary closure or scar revision ~ 13.84 $1,155.64 090 Y $765.00

25931 Transmetacarpal amputation; re-amputation 19.02 $1,588.17 090 N

25999 Unlisted procedure, forearm or wrist 0.00 BR 000 N

26010 Drainage of finger abscess; simple 6.75 $563.63 010 N

26011 Drainage of finger abscess; complicated (eg, felon) 10.49 $875.92 010 N $499.50

26020 Drainage of tendon sheath, digit and/or palm, each 10.41 $869.24 090 N $669.00

26025 Drainage of palmar bursa; single, bursa 10.21 $852.54 090 Y $499.50

26030 Drainage of palmar bursa; multiple bursa 12.01 $1,002.84 090 Y $669.00

26034 Inbcision,)bone cortex, hand or finger (eg, osteomyelitis or bone 13.01 $1,086.34 090 N $669.00
abscess

26035 Dec)ompression fingers and/or hand, injection injury (eg, grease 19.42 $1,621.57 090 Y
gun

26037 Decompressive fasciotomy, hand (excludes 26035) 13.99 $1,168.17 090 Y

26040 Fasciotomy, palmar (eg, Dupuytren’s contracture); percutaneous 1.52 $627.92 090 N $945.00

26045 Fasciotomy, palmar (eg, Dupuytren’s contracture); open, partial 11.44 $955.24 090 N $765.00

26055 Tendon sheath incision (eg, for trigger finger) 16.15 $1,348.53 090 N $669.00

26060 Tenotomy, percutaneous, single, each digit 6.41 $535.24 090 N $669.00

26070 Arthrotomy, with exploration, drainage, or removal of loose or 7.1 $593.69 090 N $669.00
foreign body; carpometacarpal joint

26075 Arthrotomy, with exploration, drainage, or removal of loose or 71.66 $639.61 090 N $945.00
foreign body; metacarpophalangeal joint, each

26080 Arthrotomy, with exploration, drainage, or removal of loose or 9.31 $777.39 090 N $945.00
foreign body; interphalangeal joint, each

26100 Arthrotomy with biopsy; carpometacarpal joint, each 1.87 $657.15 090 N $669.00

26105 Arthrotomy with biopsy; metacarpophalangeal joint, each 8.07 $673.85 090 N $499.50

26110 Arthrotomy with biopsy; interphalangeal joint, each 7.68 $641.28 090 N $499.50

26115 Excision, tumor or vascular malformation, soft tissue of hand or 16.39 $1,368.57 090 N $669.00
finger; subcutaneous

26116 Excision, tumor or vascular malformation, soft tissue of hand or 11.73 $979.46 090 N $669.00
finger; deep (subfascial or intramuscular)

26117 Radical resection of tumor (eg, malignant neoplasm), soft tissue 15.88 $1,325.98 090 N $765.00
of hand or finger

26121 Fasciectomy, palm only, with or without Z-plasty, other local 14.73 $1,229.96 090 N $945.00
tissue rearrangement, or skin grafting (includes obtaining graft)

26123 Fasciectomy, partial palmar with release of single digit including 19.7 $1,645.79 090 N $945.00
proximal interphalangeal joint, with or without Z-plasty, other
Ioc?tl)jtissue rearrangement, or skin grafting (includes obtaining
grar);

+ 26125 Fasciectomy, partial palmar with release of single digit including 1.15 $597.03 000 N $945.00

proximal interphalangeal joint, with or without Z-plasty, other
local tissue rearrangement, or skin grafting (includes obtaining
graft); each additional digit (List separately in addition to code for
primary procedure)
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26130 Synovectomy, carpometacarpal joint 11.10 $926.85 $765.00

26135 Synovectomy, metacarpophalangeal jointincluding intrinsic 13.61 $1,136.44 090 Y $945.00
release and extensor hood reconstruction, each digit

26140 Synovectomy, proximal interphalangeal joint, including extensor 12.36 $1,032.06 090 N $669.00
reconstruction, each interphalangeal joint

26145 Synovectomy, tendon sheath, radical (tenosynovectomy), flexor 12.56 $1,048.76 090 N $765.00
tendon, palm and/or finger, each tendon

26160 Excision of lesion of tendon sheath or joint capsule (eg, cyst, 15.13 $1,263.36 090 N $765.00
mucous cyst, or ganglion), hand or finger

26170 Excision of tendon, palm, flexor or extensor, single, each tendon 9.84 $821.64 090 N $765.00

26180 Excision of tendon, finger, flexor or extensor, each tendon 10.75 $897.63 090 N $765.00

26185 Sesamoidectomy, thumb or finger (separate procedure) 12.47 $1,041.25 090 Y $945.00

26200 Excision or curettage of bone cyst or benign tumor of metacarpal;  11.04 $921.84 090 N $669.00

26205 Excision or curettage of bone cyst or benign tumor of metacarpal;,  14.87 $1,241.65 090 N $765.00
with autograft (includes obtaining graft)

26210 Excision or curettage of bone cyst or benign tumor of proximal, 10.74 $896.79 090 N $669.00
middle, or distal phalanx of finger;

26215 Excision or curettage of bone cyst or benign tumor of proximal, 13.55 $1,131.43 090 N $765.00
middle, or distal phalanx of finger; with autograft (includes
obtaining graft)

26230 Partial excision (craterization, saucerization, or diaphysectomy) 12.45 $1,039.58 090 N $1,489.43
bone (eg, osteomyelitis); metacarpal

26235 Partial excision (craterization, saucerization, or diaphysectomy) 1217 $1,016.20 090 N $765.00
bone (eg, osteomyelitis); proximal or middle phalanx of finger

26236 Partial excision (craterization, saucerization, or diaphysectomy) 10.78 $900.13 090 N $765.00
bone (eg, osteomyelitis); distal phalanx of finger

26250 Radical resection, metacarpal (eg, tumor), 14.04 $1,172.34 090 Y $765.00

26255 Radical resection, metacarpal (eg, tumor); with autograft 22.36 $1,867.06 090 Y $765.00
(includes obtaining graft)

26260 Radical resection, proximal or middle phalanx of finger (eg, 13.38 $1,117.23 090 Y $765.00
tumor);

26261 Radical resection, proximal or middle phalanx of finger (eg, 15.88 $1,325.98 090 Y $765.00
tumor); with autograft (includes obtaining graft)

26262 Radical resection, distal phalanx of finger (eg, tumor) 11.19 $934.37 090 Y $669.00

26320 Removal of implant from finger or hand 8.40 $701.40 090 N $669.00

26340 Manipulation, finger joint, under anesthesia, each joint 71.57 $632.10 090 N

26350 Repair or advancement, flexor tendon, not in zone 2 digital flexor 19.72 $1,646.62 090 N $499.50

tendon sheath (eg, no man’s land); primary or secondary without
free graft, each tendon

26352 Repair or advancement, flexor tendon, not in zone 2 digital flexor 2213 $1,847.86 090 Y $945.00
tendon sheath (eg, no man’s land); secondary with free graft
(includes obtaining graft), each tendon

26356 Repair or advancement, flexor tendon, in zone 2 digital flexor 21.62 $2,306.27 090 N $945.00
tendon sheath (eg, no man’s land); primary, without free graft,
each tendon

26357 Repair or advancement, flexor tendon, in zone 2 digital flexor 23.40 $1,953.90 090 Y $945.00
tendon sheath (eg, no man’s land); secondary, without free graft,
each tendon

26358 Repair or advancement, flexor tendon, in zone 2 digital flexor 24.86 $2,075.81 090 Y $945.00
tendon sheath (eg, no man’s land); secondary, with free graft
(includes obtaining graft), each tendon

26370 Repair or advancement of profundus tendon, with intact 21.28 $1,776.88 090 Y $945.00
superficialis tendon; primary, each tendon
26372 Repair or advancement of profundus tendon, with intact 24.43 $2,039.91 090 Y $945.00

superficialis tendon; secondary with free graft (includes
obtaining graft), each tendon

26373 Repair or advancement of profundus tendon, with intact 23.27 $1,943.05 090 Y $765.00
superficialis tendon; secondary without free graft, each tendon
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26390 Excision flexor tendon, with implantation of synthetic rod for $1,837.84 $945.00
delayed tendon graft, hand or finger, each rod

26392 Removal of synthetic rod and insertion of flexor tendon graft, 26.22 $2,189.37 090 Y $765.00
hand or finger (includes obtaining graft), each rod

26410 Repair, extensor tendon, hand, primary or secondary; without 15.79 $1,318.47 090 N $765.00
free graft, each tendon

26412 Repair, extensor tendon, hand, primary or secondary; with free 18.79 $1,568.97 090 Y $765.00
graft (includes obtaining graft), each tendon

26415 Excision of extensor tendon, with implantation of synthetic rod for ~ 19.05 $1,590.68 090 Y $945.00
delayed tendon graft, hand or finger, each rod

26416 Removal of synthetic rod and insertion of extensor tendon graft 22.40 $1,870.40 090 N $765.00
(includes obtaining graft), hand or finger, each rod

26418 Repair, extensor tendon, finger, primary or secondary; without 15.82 $1,320.97 090 N $945.00
free graft, each tendon

26420 Repair, extensor tendon, finger, primary or secondary; with free 19.62 $1,638.27 090 Y $945.00
graft (includes obtaining graft) each tendon

26426 Repair of extensor tendon, central slip, secondary (eg, 18.55 $1,548.93 090 N $765.00

boutonniere deformity); using local tissue(s), including lateral
band(s), each finger

26428 Repair of extensor tendon, central slip, secondary (eg, 20.36 $1,700.06 090 Y $765.00
boutonniere deformity); with free graft (includes obtaining graft),
each finger

26432 Closed treatment of distal extensor tendon insertion, with or 13.67 $1,141.45 090 N $765.00
without percutaneous pinning (eg, mallet finger)

26433 Repair of extensor tendon, distal insertion, primary or secondary; 14.70 $1,227.45 090 N $765.00
without graft (eg, mallet finger)

26434 Repair of extensor tendon, distal insertion, primary or secondary; ~ 17.09 $1,427.02 090 Y $765.00
with free graft (includes obtaining graft)

26437 Realignment of extensor tendon, hand, each tendon 16.79 $1,401.97 090 N $765.00

26440 Tenolysis, flexor tendon; palm OR finger, each tendon 17.49 $1,460.42 090 N $765.00

26442 Tenolysis, flexor tendon; palm AND finger, each tendon 24.61 $2,054.94 090 N $765.00

26445 Tenolysis, extensor tendon, hand OR finger, each tendon 16.45 $1,373.58 090 N $765.00

26449 Tenolysis, complex, extensor tendon, finger, including forearm, 23.22 $1,938.87 090 Y $765.00
each tendon

26450 Tenotomy, flexor, palm, open, each tendon 10.71 $894.29 090 N $765.00

26455 Tenotomy, flexor, finger, open, each tendon 10.62 $886.77 090 N $765.00

26460 Tenotomy, extensor, hand or finger, open, each tendon 10.31 $860.89 090 N $765.00

26471 Tenodesis; of proximal interphalangeal joint, each joint 16.44 $1,372.74 090 Y $669.00

26474 Tenodesis; of distal joint, each joint 16.02 $1,337.67 090 Y $669.00

26476 Lengthening of tendon, extensor, hand or finger, each tendon 15.55 $1,298.43 090 N $499.50

26477 Shortening of tendon, extensor, hand or finger, each tendon 15.67 $1,308.45 090 N $499.50

26478 Lengthening of tendon, flexor, hand or finger, each tendon 16.96 $1,416.16 090 N $499.50

26479 Shortening of tendon, flexor, hand or finger, each tendon 16.74 $1,397.79 090 Y $499.50

26480 Transfer or transplant of tendon, carpometacarpal area or 20.78 $1,735.13 090 Y $765.00
dorsum of hand; without free graft, each tendon

26483 Transfer or transplant of tendon, carpometacarpal area or 22.96 $1,917.16 090 Y $765.00

dorsum of hand; with free tendon graft (includes obtaining graft),
each tendon

26485 Transfer or transplant of tendon, palmar; without free tendon 22.15 $1,849.53 090 Y $669.00
graft, each tendon

26489 Transfer or transplant of tendon, palmar; with free tendon graft 21.64 $1,806.94 090 Y $765.00
(includes obtaining graft), each tendon

26490 Opponensplasty; superficialis tendon transfer type, each tendon 20.69 $1,727.62 090 Y $765.00

26492 Opponensplasty; tendon transfer with graft (includes obtaining 22.78 $1,902.13 090 Y $765.00
graft), each tendon

26494 Opponensplasty; hypothenar muscle transfer 20.94 $1,748.49 090 Y $765.00
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26496 Opponensplasty; other methods 22.44 $1,873.74 $765.00

26497 ]Iransfer of tendon to restore intrinsic function; ring and small 22.62 $1,888.77 090 Y $765.00
inger

26498 Transfer of tendon to restore intrinsic function; all four fingers 29.78 $2,486.63 090 Y $945.00

26499 Correction claw finger, other methods 21.47 $1,792.75 090 Y $765.00

26500 Reconstruction of tendon pulley, each tendon; with local tissues 16.85 $1,406.98 090 Y $945.00
(separate procedure)

26502 Reconstruction of tendon pulley, each tendon; with tendon or 18.72 $1,563.12 090 Y $945.00
fascial graft (includes obtaining graft) (separate procedure)

26508 Release of thenar muscle(s) (eg, thumb contracture) 17.14 $1,431.19 090 N $765.00

26510 Cross intrinsic transfer, each tendon 16.13 $1,346.86 090 Y $765.00

26516 Capsulodesis, metacarpophalangeal joint; single digit 18.81 $1,570.64 090 Y $499.50

26517 Capsulodesis, metacarpophalangeal joint; two digits 21.92 $1,830.32 090 Y $765.00

26518 Capsulodesis, metacarpophalangeal joint; three or four digits 21.93 $1,831.16 090 Y $765.00

26520 Capsulectomy or capsulotomy; metacarpophalangeal joint, each 18.24 $1,523.04 090 N $765.00
joint

26525 Capsulectomy or capsulotomy; interphalangeal joint, each joint 18.35 $1,532.23 090 N $765.00

26530 Arthroplasty, metacarpophalangeal joint; each joint 13.09 $1,093.02 090 Y $765.00

26531 Arthhrqpllasty, metacarpophalangeal joint; with prosthetic implant,  15.26 $1,274.21 090 Y $1,492.50
each joint

26535 Arthroplasty, interphalangeal joint; each joint 9.31 $777.39 090 N  $1,075.50

26536 _Artl;roplasty, interphalangeal joint; with prosthetic implant, each 16.28 $1,359.38 090 Y  $1,075.50
join

26540 Repair of collateral ligament, metacarpophalangeal or 17.74 $1,481.29 090 Y $945.00
interphalangeal joint

26541 Reconstruction, collateral ligament, metacarpophalangeal joint, 21.41 $1,787.74 090 Y  $1,492.50
single; with tendon or fascial graft (includes obtaining graft)

26542 Reconstruction, collateral ligament, metacarpophalangeal joint, 18.23 $1,522.21 090 Y $945.00
single; with local tissue (eg, adductor advancement)

26545 Reconstruction, collateral ligament, interphalangeal joint, single, ~ 18.53 $1,547.26 090 Y $945.00
including graft, each joint

26546 Repair non-union, metacarpal or phalanx, (includes obtaining 25.05 $2,091.68 090 Y $945.00
bone graft with or without external or internal fixation)

26548 _Re_zptair and reconstruction, finger, volar plate, interphalangeal 20.34 $1,698.39 090 Y $945.00
join

26550 Pollicization of a digit 38.89 $3,241.32 090 Y $669.00

26551 Transfer, toe-to-hand with microvascular anastomosis; great toe 81.12 $6,773.52 090 Y
wrap-around with bone graft

26553 Transfer, toe-to-hand with microvascular anastomosis; other 67.70 $5,652.95 090 Y
than great toe, single

26554 Transfer, toe-to-hand with microvascular anastomosis; other 93.45 $7,803.08 090 Y
than great toe, double

26555 Transfer, fir}ger to another position without microvascular 34.85 $2,909.98 090 Y $765.00
anastomosis

26556 Transfer, free toe joint, with microvascular anastomosis 76.49 $6,386.92 090 Y

26560 Repair of syndactyly (web finger) each web space; with skin flaps ~ 14.86 $1,240.81 090 Y $669.00

26561 Regair(}{syndactyly (web finger) each web space; with skinflaps ~ 22.96 $1,917.16 090 Y $765.00
and grafts

26562 Repair of syndactyly (web finger) each web space; complex (eg, 33.38 $2,781.23 090 Y $945.00
involving bone, nails)

26565 Osteotomy; metacarpal, each 18.11 $1,512.19 090 Y  $1,075.50

26567 Osteotomy; phalanx of finger, each 18.24 $1,523.04 090 Y $1,075.50

26568 Osteoplasty, lengthening, metacarpal or phalanx 23.84 $1,990.64 090 Y $765.00

26580 Repair cleft hand 32.90 $2,747.15 090 Y $1,075.50

26587 Reconstruction of polydactylous digit, soft tissue and bone 23.48 $1,960.58 090 Y $1,075.50
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Repair macrodactylia, each digit $2,7115.42 $1,075.50

26591 Repair, intrinsic muscles of hand, each muscle 12.24 $1,022.04 090 Y $765.00

26593 Release, intrinsic muscles of hand, each muscle 15.91 $1,328.49 090 N $765.00

26596 Excision of constricting ring of finger, with multiple Z-plasties 18.03 $1,505.51 090 Y $669.00

26600 Closed treatment of metacarpal fracture, single; without 6.20 $517.70 090 N
manipulation, each bone

26605 Closed treatment of metacarpal fracture, single; with 7.56 $631.26 090 N $155.43
manipulation, each bone

26607 Closed treatment of metacarpal fracture, with manipulation, with ~ 11.66 $973.61 090 Y $155.43
external fixation, each bone

26608 Percutaneous skeletal fixation of metacarpal fracture, each bone  11.77 $982.80 090 N $945.00

26615 Open treatment of metacarpal fracture, single, with or without 10.87 $907.65 090 N $945.00
internal or external fixation, each bone

26641 Closed treatment of carpometacarpal dislocation, thumb, with 8.47 $707.25 090 N
manipulation

26645 Closed treatment of carpometacarpal fracture dislocation, thumb 9.72 $811.62 090 N $155.43
(Bennett fracture), with manipulation

26650 Percutaneous skeletal fixation of carpometacarpal fracture 12.59 $1,051.27 090 N $669.00
dislocation, thumb (Bennett fracture), with manipulation, with or
without external fixation

26665 Open treatment of carpometacarpal fracture dislocation, thumb 14.28 $1,192.38 090 N $945.00
(Bennett fracture), with or without internal or external fixation

26670 Closed treatment of carpometacarpal dislocation, other than 7.83 $653.81 090 N
thumb, with manipulation, each joint; without anesthesia

26675 Closed treatment of carpometacarpal dislocation, other than 10.33 $862.56 090 N $155.43
thumb, with manipulation, each joint; requiring anesthesia

26676 Percutaneous skeletal fixation of carpometacarpal dislocation, 12.37 $1,032.90 090 N $669.00
other than thumb, with manipulation, each joint

26685 Open treatment of carpometacarpal dislocation, other than 13.44 $1,122.24 090 N $765.00
thumb; with or without internal or external fixation, each joint

26686 Open treatment of carpometacarpal dislocation, other than 15.21 $1,270.04 090 Y $765.00
thumb; complex, multiple or delayed reduction

26700 Closed treatment of metacarpophalangeal dislocation, single, 7.36 $614.56 090 N
with manipulation; without anesthesia

26705 Closed treatment of metacarpophalangeal dislocation, single, 9.69 $809.12 090 N $155.43
with manipulation; requiring anesthesia

26706 Percutaneous skeletal fixation of metacarpophalangeal 10.48 $875.08 090 N $155.43
dislocation, single, with manipulation

26715 Open treatment of metacarpophalangeal dislocation, single, with ~ 11.49 $959.42 090 N $945.00
or without internal or external fixation

26720 Closed treatment of phalangeal shaft fracture, proximal or middle 450 $375.75 090 N
phalanx, finger or thumb; without manipulation, each

26725 Closed treatment of phalangeal shaft fracture, proximal or middle 8.18 $683.03 090 N

phalanx, finger or thumb; with manipulation, with or without skin
or skeletal traction, each

26727 Percutaneous skeletal fixation of unstable phalangeal shaft 11.59 $967.77 090 N $1,492.50
fracture, proximal or middle phalanx, finger or thumb, with
manipulation, each

26735 Open treatment of phalangeal shaft fracture, proximal or middle 11.79 $984.47 090 N $945.00
phalanx, finger or thumb, with or without internal or external
fixation, each

26740 Closed treatment of articular fracture, involving 5.19 $433.37 090 N
metacarpophalangeal or interphalangeal joint; without
manipulation, each

26742 Closed treatment of articular fracture, involving 8.92 $744.82 090 N $155.43
metacarpophalangeal or interphalangeal joint; with manipulation,
each
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26746 Open treatment of articular fracture, involving 11.60 $968.60 N  $1,075.50

metacarpophalangeal or interphalangeal joint, with or without
internal or external fixation, each

26750 Closed treatment of distal phalangeal fracture, finger or thumb; 420 $350.70 090 N
without manipulation, each

26755 Closed treatment of distal phalangeal fracture, finger or thumb; 7.52 $627.92 090 N
with manipulation, each

26756 Percutaneous skeletal fixation of distal phalangeal fracture, 10.23 $854.21 090 N $669.00
finger or thumb, each

26765 Open treatment of distal phalangeal fracture, finger or thumb, 8.75 $730.63 090 N $945.00
with or without internal or external fixation, each

26770 Closed treatment of interphalangeal joint dislocation, single, with 6.33 $528.56 090 N
manipulation; without anesthesia

26775 Closed treatment of interphalangeal joint dislocation, single, with 8.97 $749.00 090 N
manipulation; requiring anesthesia

26776 Percutaneous skeletal fixation of interphalangeal joint 10.91 $910.99 090 N $669.00
dislocation, single, with manipulation

26785 Open treatment of interphalangeal joint dislocation, with or 8.92 $744.82 090 N $669.00
without internal or external fixation, single

26820 Fusion in opposition, thumb, with autogenous graft (includes 20.91 $1,745.99 090 Y $1,075.50
obtaining graft)

26841 Arthrodesis, carpometacarpal joint, thumb, with or without 19.76 $1,649.96 090 Y $945.00
internal fixation;

26842 Arthrodesis, carpometacarpal joint, thumb, with or without 21.12 $1,763.52 090 Y $945.00
internal fixation; with autograft (includes obtaining graft)

26843 Arthrodesis, carpometacarpal joint, digit, other than thumb, each;  19.36 $1,616.56 090 Y $765.00

26844 Arthrodesis, carpometacarpal joint, digit, other than thumb, each; 21.62 $1,805.27 090 Y $765.00
with autograft (includes obtaining graft)

26850 Arthrodesis, metacarpophalangeal joint, with or without internal 18.61 $1,553.94 090 Y $945.00
fixation;

26852 Arthrodesis, metacarpophalangeal joint, with or without internal 2091 $1,745.99 090 Y $945.00
fixation; with autograft (includes obtaining graft)

26860 Arthrodesis, interphalangeal joint, with or without internal 15.29 $1,276.72 090 N $765.00
fixation;

+ 26861 Arthrodesis, interphalangeal joint, with or without internal 2.1 $226.29 000 N $669.00

fixation; each additional interphalangeal joint (List separately in
addition to code for primary procedure)

26862 Arthrodesis, interphalangeal joint, with or without internal 19.23 $1,605.71 090 Y $945.00
fixation; with autograft (includes obtaining graft)
+ 26863 Arthrodesis, interphalangeal joint, with or without internal 6.05 $505.18 000 Y $765.00

fixation; with autograft (includes obtaining graft), each additional
joint (List separately in addition to code for primary procedure)

26910 Amputation, metacarpal, with finger or thumb (ray amputation), 18.56 $1,549.76 090 N $765.00
single, with or without interosseous transfer

26951 Amputation, finger or thumb, primary or secondary, any joint or 15.68 $1,309.28 090 N $669.00
phalanx, single, including neurectomies; with direct closure

26952 Amputation, finger or thumb, primary or secondary, any joint or 17.42 $1,454.57 090 N $945.00
phalanx, single, including neurectomies; with local advancement
flaps (V-Y, hood)

26989 Unlisted procedure, hands or fingers 0.00 BR 000 N

26990 Incision and drainage, pelvis or hip joint area; deep abscess or 15.25 $1,273.38 090 N $499.50
hematoma

26991 |Incision and drainage, pelvis or hip joint area; infected bursa 17.89 $1,493.82 090 N $499.50

26992 Incision, bone cortex, pelvis and/or hip joint (eg, osteomyelitisor ~ 24.14 $2,015.69 090 Y
bone abscess)

27000 Tenotomy, adductor of hip, percutaneous (separate procedure) 11.17 $932.70 090 N $669.00

27001 Tenotomy, adductor of hip, open 13.46 $1,123.91 090 Y $765.00

27003 Tenotomy, adductor, subcutaneous, open, with obturator 14.37 $1,199.90 090 Y $765.00
neurectomy
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Tenotomy, hip flexor(s), open (separate procedure) $1,524.71

27006 Tenotomy, abductors and/or extensor(s) of hip, open (separate 18.39 $1,535.57 090 Y
procedure)

27025 Fasciotomy, hip or thigh, any type 21.68 $1,810.28 090 Y

27030 Arthrotomy, hip, with drainage (eg, infection) 23.72 $1,980.62 090 Y

27033 Arthrotomy, hip, including exploration or removal of loose or 24.47 $2,043.25 090 Y $765.00
foreign body

27035 Denervation, hip joint, intrapelvic or extrapelvic intra-articular 28.52 $2,381.42 090 Y $945.00
branches of sciatic, femoral, or obturator nerves

27036 Capsulectomy or capsulotomy, hip, with or without excision of 24.77 $2,068.30 090 Y

heterotopic bone, with release of hip flexor muscles (ie, gluteus
medius, gluteus minimus, tensor fascia latae, rectus femoris,
sartorius, iliopsoas)

27040 Biopsy, soft tissue of pelvis and hip area; superficial 8.04 $671.34 010 N $499.50

27041 Biopsy, soft tissue of pelvis and hip area; deep, subfascial or 16.82 $1,404.47 090 N $627.74
intramuscular

27047 Excision, tumor, pelvis and hip area; subcutaneous tissue 14.88 $1,242.48 090 N $669.00

27048 Excision, tumor, pelvis and hip area; deep, subfascial, 11.47 $957.75 090 Y $765.00
intramuscular

27049 Radical resection of tumor, soft tissue of pelvis and hip area (eg, 24.10 $2,012.35 090 Y $765.00
malignant neoplasm)

27050 Arthrotomy, with biopsy; sacroiliac joint 9.04 $754.84 090 Y $765.00

27052 Arthrotomy, with biopsy; hip joint 13.45 $1,123.08 090 Y $765.00

27054 Arthrotomy with synovectomy, hip joint 16.78 $1,401.13 090 Y

27060 Excision; ischial bursa 10.39 $867.57 090 N  $1,075.50

27062 Excision; trochanteric bursa or calcification 11.07 $924.35 090 N $1,075.50

27065 Excision of bone cyst or benign tumor; superficial (wing of ilium, 12.16 $1,015.36 090 Y  $1,075.50
symphysis pubis, or greater trochanter of femur) with or without
autograft

27066 Excision of bone cyst or benign tumor; deep, with or without 19.95 $1,665.83 090 Y  $1,075.50
autograft

27067 Excision of bone cyst or benign tumor; with autograft requiring 25.16 $2,100.86 090 Y $1,075.50
separate incision

27070 Partial excision (craterization, saucerization) (eg, osteomyelitisor ~ 20.88 $1,743.48 090 Y

bone abscess); superficial (eg, wing of ilium, symphysis pubis, or
greater trochanter of femur)

27071 Partial excision (craterization, saucerization) (eg, osteomyelitisor ~ 22.68 $1,893.78 090 Y
bone abscess); deep (subfascial or intramuscular)
27075 Radical resection of tumor or infection; wing of ilium, one pubic 57.32 $4,786.22 090 Y
or ischial ramus or symphysis pubis
27076 Radical resection of tumor or infection; ilium, including 39.61 $3,307.44 090 Y
acetabulum, both pubic rami, or ischium and acetabulum
27077 Radical resection of tumor or infection; innominate bone, total 66.42 $5,546.07 090 Y
27078 Radical resection of tumor or infection; ischial tuberosity and 24.98 $2,085.83 090 Y
greater trochanter of femur
27079 Radical resection of tumor or infection; ischial tuberosity and 24.39 $2,036.57 090 Y
greater trochanter of femur, with skin flaps
27080 Coccygectomy, primary 11.86 $990.31 090 Y $669.00
27086 Removal of foreign body, pelvis or hip; subcutaneous tissue 6.30 $526.05 010 N $499.50
27087 Removal of foreign body, pelvis or hip; deep (subfascial or 15.60 $1,302.60 090 Y $765.00
intramuscular)
27090 Removal of hip prosthesis; (separate procedure) 20.81 $1,737.64 090 Y
27091 Removal of hip prosthesis; complicated, including total hip 39.34 $3,284.89 090 Y
prosthesis, methylmethacrylate with or without insertion of
spacer
27093 Injection procedure for hip arthrography; without anesthesia 5.39 $450.07 000 N
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27095 Injection procedure for hip arthrography; with anesthesia 6.68 $557.78
27096 Injection procedure for sacroiliac joint, arthrography and/or 522 $435.87 000 N
anesthetic/steroid
27097 Release or recession, hamstring, proximal 16.21 $1,353.54 090 Y $765.00
27098 Transfer, adductor to ischium 15.71 $1,311.79 090 Y $765.00
27100 Transfer external oblique muscle to greater trochanter including 20.29 $1,694.22 090 Y $945.00
fascial or tendon extension (graft)
27105 Transfer paraspinal muscle to hip (includes fascial or tendon 21.29 $1,771.72 090 Y $945.00
extension graft)
27110 Transfer iliopsoas; to greater trochanter of femur 23.45 $1,958.08 090 Y $945.00
27111 Transfer iliopsoas; to femoral neck 22.05 $1,841.18 090 Y $945.00
27120 Acetabuloplasty; (eg, Whitman, Colonna, Haygroves, or cup type)  31.86 $2,660.31 090 Y
27122 Acetabuloplasty; resection, femoral head (eg, Girdlestone 27.64 $2,307.94 090 Y
procedure)
27125 Hemiarthroplasty, hip, partial (eg, femoral stem prosthesis, 217.75 $2,317.13 090 Y
bipolar arthroplasty)
27130 Arthroplasty, acetabular and proximal femoral prosthetic 35.91 $2,998.49 090 Y
replacement (total hip arthroplasty), with or without autograft or
allograft
27132 Conversion of previous hip surgery to total hip arthroplasty, with 42.11 $3,516.19 090 Y
or without autograft or allograft
27134 Revision of total hip arthroplasty; both components, with or 49.13 $4,102.36 090 Y
without autograft or allograft
27137 Revision of total hip arthroplasty; acetabular component only, 37.38 $3,121.23 090 Y
with or without autograft or allograft
27138 Revision of total hip arthroplasty; femoral component only, with 38.90 $3,248.15 090 Y
or without allograft
27140 Osteotomy and transfer of greater trochanter of femur (separate 22.53 $1,881.26 090 Y
procedure)
27146 Osteotomy, iliac, acetabular or innominate bone; 31.60 $2,638.60 090 Y
27147 Osteotomy, iliac, acetabular or innominate bone; with open 36.20 $3,022.70 090 Y
reduction of hip
27151 Osteotomy, iliac, acetabular or innominate bone; with femoral 34.52 $2,882.42 090 Y
osteotomy
27156 Osteotomy, iliac, acetabular or innominate bone; with femoral 43.08 $3,597.18 090 Y
osteotomy and with open reduction of hip
27158 Osteotomy, pelvis, bilateral (eg, congenital malformation) 31.97 $2,669.50 090 Y
27161 Osteotomy, femoral neck (separate procedure) 30.60 $2,555.10 090 Y
27165 Osteotomy, intertrochanteric or subtrochanteric including 33.78 $2,820.63 090 Y
internal or external fixation and/or cast
27170 Bone graft, femoral head, neck, intertrochanteric or 29.46 $2,459.91 090 Y
subtrochanteric area (includes obtaining bone graft)
27175 Treatment of slipped femoral epiphysis; by traction, without 16.28 $1,359.38 090 N
reduction
27176 Treatment of slipped femoral epiphysis; by single or multiple 22.55 $1,882.93 090 Y
pinning, in situ
27177 Open treatment of slipped femoral epiphysis; single or multiple 27.56 $2,301.26 090 Y
pinning or hone graft (includes obtaining graft)
27178 Opentreatment of slipped femoral epiphysis; closed manipulation ~ 21.97 $1,834.50 090 Y
with single or multiple pinning
27179 Open treatment of slipped femoral epiphysis; osteoplasty of 24.34 $2,032.39 090 Y
femoral neck (Heyman type procedure)
27181 Open treatment of slipped femoral epiphysis; osteotomy and 26.06 $2,176.01 090 Y
internal fixation
27185 Epiphyseal arrest by epiphysiodesis or stapling, greater 18.42 $1,538.07 090 N

trochanter of femur
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Prophylactic treatment (nailing, pinning, plating or wiring) with or $2,085.83
without methylmethacrylate, femoral neck and proximal femur

27193 Closed treatment of pelvic ring fracture, dislocation, diastasis or 11.32 $945.22 090 N $155.43
subluxation; without manipulation

27194 Closed treatment of pelvic ring fracture, dislocation, diastasis or 18.12 $1,513.02 090 Y $669.00
subluxation; with manipulation, requiring more than local
anesthesia

27200 Closed treatment of coccygeal fracture 415 $346.53 090 N

27202 Open treatment of coccygeal fracture 23.01 $1,921.34 090 Y $669.00

27215 Open treatment of iliac spine(s), tuberosity avulsion, or iliac wing ~ 18.33 $1,530.56 090 Y

fracture(s) (eg, pelvic fracture(s) which do not disrupt the pelvic
ring), with internal fixation

27216 Percutaneous skeletal fixation of posterior pelvic ring fracture 26.31 $2,196.89 090 Y
and/or dislocation (includes ilium, sacroiliac joint and/or sacrum)

27217 Open treatment of anterior ring fracture and/or dislocation with 25.39 $2,120.07 090 Y
internal fixation (includes pubic symphysis and/or rami)

27218 Open treatment of posterior ring fracture and/or dislocation with ~ 33.72 $2,815.62 090 Y
internal fixation (includes ilium, sacroiliac joint and/or sacrum)

27220 Closed treatment of acetabulum (hip socket) fracture(s); without 12.72 $1,062.12 090 N
manipulation

27222 Closed treatment of acetabulum (hip socket) fracture(s); with 24.37 $2,034.90 090 N
manipulation, with or without skeletal traction

27226 Open treatment of posterior or anterior acetabular wall fracture, 24.51 $2,046.59 090 Y
with internal fixation

27227 Open treatment of acetabular fracture(s) involving anterior or 41.66 $3,478.61 090 Y

posterior (one) column, or a fracture running transversely across
the acetabulum, with internal fixation

27228 Open treatment of acetabular fracture(s) involving anterior and 47.86 $3,996.31 090 Y
posterior (two) columns, includes T-fracture and both column
fracture with complete articular detachment, or single column or
transverse fracture with associated acetabular wall fracture,
with internal fixation

27230 Closed treatment of femoral fracture, proximal end, neck; without ~ 11.45 $956.08 090 N $155.43
manipulation

27232 Closed treatment of femoral fracture, proximal end, neck; with 19.23 $1,605.71 090 N
manipulation, with or without skeletal traction

27235 Percutaneous skeletal fixation of femoral fracture, proximal end,  22.81 $1,904.64 090 N
neck

27236 Open treatment of femoral fracture, proximal end, neck, internal 29.25 $2,442.38 090 Y
fixation or prosthetic replacement

27238 Closed treatment of intertrochanteric, peritrochanteric, or 10.99 $917.67 090 N $155.43
subtrochanteric femoral fracture; without manipulation

27240 Closed treatment of intertrochanteric, peritrochanteric, or 23.59 $1,969.77 090 N

subtrochanteric femoral fracture; with manipulation, with or
without skin or skeletal traction

27244 Treatment of intertrochanteric, peritrochanteric, or 29.05 $2,425.68 090 Y
subtrochanteric femoral fracture; with plate/screw type implant,
with or without cerclage

27245 Treatment of intertrochanteric, peritrochanteric, or 35.69 $3,390.55 090 Y

subtrochanteric femoral fracture; with intramedullary implant,
with or without interlocking screws and/or cerclage

27246 Closed treatment of greater trochanteric fracture, without 9.1 $785.74 090 N $155.43
manipulation

27248 Open treatment of greater trochanteric fracture, with or without 19.45 $1,624.08 090 Y
internal or external fixation

27250 Closed treatment of hip dislocation, traumatic; without 11.64 $971.94 090 N $155.43
anesthesia

27252 Closed treatment of hip dislocation, traumatic; requiring 18.69 $1,560.62 090 N $669.00
anesthesia
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27253 Open treatment of hip dislocation, traumatic, without internal $1,984.80
fixation
27254 Open treatment of hip dislocation, traumatic, with acetabular 31.76 $2,651.96 090 Y

wall and femoral head fracture, with or without internal or
external fixation

27256 Treatment of spontaneous hip dislocation (developmental, 1.52 $627.92 010 N
including congenital or pathological), by abduction, splint or
traction; without anesthesia, without manipulation

27257 Treatment of spontaneous hip dislocation (developmental, 8.25 $688.88 010 N $765.00
including congenital or pathological), by abduction, splint or
traction; with manipulation, requiring anesthesia

27258 Open treatment of spontaneous hip dislocation (developmental, 21.61 $2,305.44 090 Y
including congenital or pathological), replacement of femoral
head in acetabulum (including tenotomy, etc);

27259 Open treatment of spontaneous hip dislocation (developmental, 38.29 $3,197.22 090 Y
including congenital or pathological), replacement of femoral
head in acetabulum (including tenotomy, etc); with femoral shaft

shortening

27265 Closed treatment of post hip arthroplasty dislocation; without 9.82 $819.97 090 N $155.43
anesthesia

27266 Closed treatment of post hip arthroplasty dislocation; requiring 14.34 $1,197.39 090 N $669.00
regional or general anesthesia

27275 Manipulation, hip joint, requiring general anesthesia 450 $375.75 010 N $669.00

27280 Arthrodesis, sacroiliac joint (including obtaining graft) 25.54 $2,132.59 090 Y

27282 Arthrodesis, symphysis pubis (including obtaining graft) 20.37 $1,700.90 090 Y

27284 Arthrodesis, hip joint (including obtaining graft); 40.63 $3,392.61 090 Y

27286 Arthrodesis, hip joint (including obtaining graft); with 40.82 $3,408.47 090 Y
subtrochanteric osteotomy

27290 Interpelviabdominal amputation (hindquarter amputation) 39.06 $3,261.51 090 Y

27295 Disarticulation of hip 31.47 $2,627.75 090 Y

27299 Unlisted procedure, pelvis or hip joint 0.00 BR 000 N

27301 |Incision and drainage, deep abscess, bursa, or hematoma, thigh 16.64 $1,389.44 090 N $765.00
or knee region

27303 Incision, deep, with opening of bone cortex, femur or knee (eg, 15.85 $1,323.48 090 Y
osteomyelitis or bone abscess)

27305 Fasciotomy, iliotibial (tenotomy), open 11.53 $962.76 090 Y $669.00

27306 Tenotomy, percutaneous, adductor or hamstring; single tendon 9.60 $801.60 090 Y $765.00
(separate procedure)

27307 Tenotomy, percutaneous, adductor or hamstring; multiple 11.65 $972.78 090 Y $765.00
tendons

27310 Arthrotomy, knee, with exploration, drainage, or removal of 17.90 $1,494.65 090 Y $945.00
foreign body (eg, infection)

27323 Biopsy, soft tissue of thigh or knee area; superficial 5.97 $498.50 010 N $499.50

27324 Biopsy, soft tissue of thigh or knee area; deep (subfascial or 9.30 $776.55 090 N $499.50
intramuscular)

27325 Neurectomy, hamstring muscle 12.55 $1,047.93 090 Y $669.00

27326 Neurectomy, popliteal (gastrocnemius) 11.90 $993.65 090 Y $669.00

27327 Excision, tumor, thigh or knee area; subcutaneous 10.7 $894.29 090 N $669.00

27328 Excision, tumor, thigh or knee area; deep, subfascial, or 10.18 $850.03 090 N $765.00
intramuscular

27329 Radical resection of tumor (eg, malignant neoplasm), soft tissue 25.16 $2,100.86 090 Y $945.00
of thigh or knee area

27330 Arthrotomy, knee; with synovial biopsy only 9.83 $820.81 090 N $945.00

27331 Arthrotomy, knee; including joint exploration, biopsy, or removal 11.70 $976.95 090 Y $945.00
of loose or foreign bodies

27332 Arthrotomy, with excision of semilunar cartilage (meniscectomy)  15.81 $1,320.14 090 Y $945.00

knee; medial OR lateral
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27333 Arthrotomy, with excision of semilunar cartilage (meniscectomy)  14.38 $1,200.73 $945.00
knee; medial AND lateral

27334 Arthrotomy, with synovectomy, knee; anterior OR posterior 16.86 $1,407.81 090 Y $945.00

27335 Arthrotomy, with synovectomy, knee; anterior AND posterior 19.07 $1,592.35 090 Y $945.00
including popliteal area

27340 Excision, prepatellar bursa 8.95 $747.33 090 N $765.00

27345 Excision of synovial cyst of popliteal space (eg, Baker's cyst) 11.82 $986.97 090 Y $945.00

27347 Excision of lesion of meniscus or capsule (eg, cyst, ganglion), 12.28 $1,025.38 090 Y $945.00

nee

27350 Patellectomy or hemipatellectomy 16.10 $1,344.35 090 Y $945.00

27355 Excision or curettage of bone cyst or benign tumor of femur; 14.97 $1,250.00 090 Y $765.00

27356 Ei(ICiSiopt or curettage of bone cyst or benign tumor of femur; with ~ 18.23 $1,522.21 090 Y $945.00
allogra

27357 Excision or curettage of bone cyst or benign tumor of femur; with ~ 20.29 $1,694.22 090 Y $1,075.50
autograft (includes obtaining graft)

+ 27358 Excision or curettage of bone cyst or benign tumor of femur; with 7.44 $621.24 000 Y  $1,075.50

internal fixation (List in addition to code for primary procedure)

27360 Partial excision (craterization, saucerization, or diaphysectomy) 21.24 $1,773.54 090 Y $1,075.50

bone, femur, proximal tibia and/or fibula (eg, osteomyelitis or
bone abscess)

27365 Radical resection of tumor, bone, femur or knee 30.33 $2,532.56 090 Y

27370 Injection procedure for knee arthrography Ly $368.24 000 N

27372 Removal of foreign body, deep, thigh region or knee area 15.05 $1,256.68 090 Y  $1,492.50

27380 Suture of infrapatellar tendon; primary 14.82 $1,2371.47 090 Y $499.50

27381 Suture of infrapatellar tendon; secondary reconstruction, 20.08 $1,676.68 090 Y $765.00
including fascial or tendon graft

27385 Suture of quadriceps or hamstring muscle rupture; primary 15.88 $1,325.98 090 Y $765.00

27386 Suture of quadriceps or hamstring muscle rupture; secondary 20.87 $1,742.65 090 Y $765.00
reconstruction, including fascial or tendon graft

27390 Tenotomy, open, hamstring, knee to hip; single tendon 10.79 $900.97 090 Y $499.50

27391 Tenotomy, open, hamstring, knee to hip; multiple tendons, one leg ~ 14.18 $1,184.03 090 Y $669.00

27392 Et_aln?ton;y, open, hamstring, knee to hip; multiple tendons, 17.50 $1,461.25 090 Y $765.00

ilatera

27393 Lengthening of hamstring tendon; single tendon 12.58 $1,050.43 090 Y $669.00

27394 Lengthening of hamstring tendon; multiple tendons, one leg 16.25 $1,356.88 090 Y $765.00

27395 Lengthening of hamstring tendon; multiple tendons, bilateral 21.93 $1,831.16 090 Y $765.00

27396 Transplant, hamstring tendon to patella; single tendon 15.31 $1,278.39 090 Y $765.00

27397 Transplant, hamstring tendon to patella; multiple tendons 21.93 $1,831.16 090 Y $765.00

27400 Transfer, tendon or muscle, hamstrings to femur (eg, Egger'stype  16.58 $1,384.43 090 Y $765.00
procedure)

27403 Arthrotomy with meniscus repair, knee 16.00 $1,336.00 090 Y $945.00

27405 Repair, primary, torn ligament and/or capsule, knee; collateral 16.80 $1,402.80 090 Y $945.00

27407 Repair, primary, torn ligament and/or capsule, knee; cruciate 19.34 $1,614.89 090 Y $945.00

27409 Repair, primary, torn ligament and/or capsule, knee; collateral 24.03 $2,006.51 090 Y $945.00
and cruciate ligaments

27412 Autologous chondrocyte implantation, knee 40.95 $3,419.33 090 Y

27415 Osteochondral allograft, knee, open 34.55 $2,884.93 090 Y

27418 Anterior tibial tubercleplasty (eg, Maquet type procedure) 20.79 $1,735.97 090 Y $765.00

27420 Reconstruction of dislocating patella; (eg, Hauser type 18.67 $1,558.95 090 Y $765.00
procedure)

27422 Reconstruction of dislocating patella; with extensor realignment 18.60 $1,553.10 090 Y $1,492.50
and/or muscle advancement or release (eg, Campbell, Goldwaite
type procedure)

27424 Reconstruction of dislocating patella; with patellectomy 18.61 $1,553.94 090 Y $765.00
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27425 Lateral retinacular release, open $916.00 $1,492.50

27427 Ligamentous reconstruction (augmentation), knee; 17.86 $1,491.31 090 Y $765.00
extra-articular

27428 Ligamentous reconstruction (augmentation), knee; intra-articular ~ 27.19 $2,270.37 090 Y $945.00
(open)

27429 Ligamentous reconstruction (augmentation), knee; intra-articular ~ 30.37 $2,535.90 090 Y $945.00
(open) and extra-articular

27430 Quadricepsplasty (eg, Bennett or Thompson type) 18.46 $1,541.41 090 Y $945.00

27435 Capsulotomy, posterior capsular release, knee 19.60 $1,636.60 090 Y $945.00

27437 Arthroplasty, patella; without prosthesis 16.41 $1,370.24 090 N $945.00

27438 Arthroplasty, patella; with prosthesis 20.86 $1,741.81 090 Y  $1,075.50

27440 Arthroplasty, knee, tibial plateau; 17.98 $1,501.33 090 Y

27441 Arthroplasty, knee, tibial plateau; with debridement and partial 19.08 $1,593.18 090 Y $1,075.50
synovectomy

27442 Arthroplasty, femoral condyles or tibial plateau(s), knee; 21.76 $1,816.96 090 Y $1,075.50

27443 Arthroplasty, femoral condyles or tibial plateau(s), knee; with 20.46 $1,708.41 090 Y  $1,075.50
debridement and partial synovectomy

27445 Arthroplasty, knee, hinge prosthesis (eg, Walldius type) 31.66 $2,643.61 090 Y

27446 Arthroplasty, knee, condyle and plateau; medial OR lateral 28.24 $2,358.04 090 Y
compartment

27447 Arthroplasty, knee, condyle and plateau; medial AND lateral 38.66 $3,228.11 090 Y
compartments with or without patella resurfacing (total knee
arthroplasty)

27448 Osteotomy, femur, shaft or supracondylar; without fixation 20.60 $1,720.10 090 Y

27450 Osteotomy, femur, shaft or supracondylar; with fixation 25.59 $2,136.77 090 Y

27454 Osteotomy, multiple, with realignment on intramedullary rod, 32.26 $2,693.71 090 Y
femoral shaft (eg, Sofield type procedure)

27455 Osteotomy, proximal tibia, including fibular excision or osteotomy ~ 23.68 $1,977.28 090 Y

(includes correction of genu varus (bowleg) or genu valgus
(knock-knee)); before epiphyseal closure

27457 Osteotomy, proximal tibia, including fibular excision or osteotomy ~ 24.38 $2,035.73 090 Y
(includes correction of genu varus (bowleg) or genu valgus
(knock-knee)); after epiphyseal closure

27465 Osteoplasty, femur; shortening (excluding 64876) 29.33 $2,449.06 090 Y

27466 Osteoplasty, femur; lengthening 29.61 $2,472.44 090 Y

27468 Osteoplasty, femur; combined, lengthening and shortening with 33.24 $2,775.54 090 Y
femoral segment transfer

27470 Repair, nonunion or malunion, femur, distal to head and neck; 29.47 $2,460.75 090 Y
without graft (eg, compression technique)

27472 Repair, nonunion or malunion, femur, distal to head and neck; 31.98 $2,670.33 090 Y
with iliac or other autogenous bone graft (includes obtaining
graft)

27475 Arrest, epiphyseal, any method (eg, epiphysiodesis); distal femur 16.42 $1,371.07 090 N

27477 Arrest, epiphyseal, any method (eg, epiphysiodesis); tibia and 18.23 $1,522.21 090 N
fibula, proximal

27479 Arrest, epiphyseal, any method (eg, epiphysiodesis); combined 23.02 $1,922.17 090 Y
distal femur, proximal tibia and fibula

27485 Arrest, hemiepiphyseal, distal femur or proximal tibia or fibula 16.76 $1,399.46 090 N
(eg, genu varus or valgus)

27486 Revision of total knee arthroplasty, with or without allograft; one 35.26 $2,944.21 090 Y
component

27487 Revision of total knee arthroplasty, with or without allograft; 44 57 $3,721.60 090 Y
femoral and entire tibial component

27488 Removal of prosthesis, including total knee prosthesis, 29.77 $2,485.80 090 Y
methylmethacrylate with or without insertion of spacer, knee

27495 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 28.46 $2,376.41 090 Y

without methylmethacrylate, femur
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27496 Decompression fasciotomy, thigh and/or knee, one compartment $1,038.74 N $1,075.50
(flexor or extensor or adductor);

27497 Decompression fasciotomy, thigh and/or knee, one compartment ~ 13.32 $1,112.22 090 Y $765.00
(flexor or extensor or adductor); with debridement of nonviable
muscle and/or nerve

27498 Decompression fasciotomy, thigh and/or knee, multiple 14.73 $1,229.96 090 Y $765.00
compartments;

27499 Decompression fasciotomy, thigh and/or knee, multiple 16.42 $1,371.07 090 Y $765.00
compartments; with debridement of nonviable muscle and/or
nerve

27500 Closed treatment of femoral shaft fracture, without manipulation 12.56 $1,048.76 090 N $155.43

27501 Closed treatment of supracondylar or transcondylar femoral 12.34 $1,030.39 090 N $155.43
fracture with or without intercondylar extension, without
manipulation

27502 Closed treatment of femoral shaft fracture, with manipulation, 19.72 $1,646.62 090 N $155.43
with or without skin or skeletal traction

27503 Closed treatment of supracondylar or transcondylar femoral 19.90 $1,661.65 090 Y $155.43

fracture with or without intercondylar extension, with
manipulation, with or without skin or skeletal traction

27506 Open treatment of femoral shaft fracture, with or without external ~ 32.91 $2,747.99 090 Y
fixation, with insertion of intramedullary implant, with or without
cerclage and/or locking screws

27507 Open treatment of femoral shaft fracture with plate/screws, with 24.81 $2,071.64 090 Y
or without cerclage

27508 Closed treatment of femoral fracture, distal end, medial or lateral ~ 12.71 $1,061.29 090 N $155.43
condyle, without manipulation

27509 Percutaneous skeletal fixation of femoral fracture, distal end, 16.16 $1,349.36 090 Y $765.00

medial or lateral condyle, or supracondylar or transcondylar, with
or without intercondylar extension, or distal femoral epiphyseal

separation

27510 Closed treatment of femoral fracture, distal end, medial or lateral ~ 17.33 $1,447.06 090 N $155.43
condyle, with manipulation

27511 Open treatment of femoral supracondylar or transcondylar 25.60 $2,137.60 090 Y

fracture without intercondylar extension, with or without internal
or external fixation

27513 Open treatment of femoral supracondylar or transcondylar 34.00 $2,839.00 090 Y
fracture with intercondylar extension, with or without internal or
external fixation

27514 Open treatment of femoral fracture, distal end, medial or lateral 33.20 $2,772.20 090 Y
condyle, with or without internal or external fixation

27516 Closed treatment of distal femoral epiphyseal separation; without ~ 11.90 $993.65 090 N $155.43
manipulation

27517 Closed treatment of distal femoral epiphyseal separation; with 16.41 $1,370.24 090 Y $155.43
manipulation, with or without skin or skeletal traction

27519 Open treatment of distal femoral epiphyseal separation, with or 27.94 $2,332.99 090 Y
without internal or external fixation

27520 Closed treatment of patellar fracture, without manipulation 7.54 $629.59 090 N $155.43

27524 Open treatment of patellar fracture, with internal fixation and/or 18.89 $1,577.32 090 Y
partial or complete patellectomy and soft tissue repair

27530 Closed treatment of tibial fracture, proximal (plateau); without 9.41 $785.74 090 N $155.43
manipulation

27532 Closed treatment of tibial fracture, proximal (plateau); with or 15.07 $1,258.35 090 N $155.43
without manipulation, with skeletal traction

27535 Open treatment of tibial fracture, proximal (plateau); unicondylar, ~ 22.27 $1,859.55 090 Y
with or without internal or external fixation

27536 Open treatment of tibial fracture, proximal (plateau); bicondylar, 29.49 $2,462.42 090 Y
with or without internal fixation

27538 Closed treatment of intercondylar spine(s) and/or tuberosity 11.27 $941.05 090 N $155.43

fracture(s) of knee, with or without manipulation
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27540 Open treatment of intercondylar spine(s) and/or tuberosity 23.53 $1,964.76

fracture(s) of the knee, with or without internal or external

fixation
27550 Closed treatment of knee dislocation; without anesthesia 11.85 $989.48 090 N $155.43
27552 Closed treatment of knee dislocation; requiring anesthesia 15.34 $1,280.89 090 Y $499.50
27556 Open treatment of knee dislocation, with or without internal or 27.04 $2,257.84 090 Y

external fixation; without primary ligamentous repair or
augmentation/reconstruction

27557 Open treatment of knee dislocation, with or without internal or 31.05 $2,592.68 090 Y
external fixation; with primary ligamentous repair
27558 Open treatment of knee dislocation, with or without internal or 31.74 $2,650.29 090 Y

external fixation; with primary ligamentous repair, with
augmentation/reconstruction

27560 Closed treatment of patellar dislocation; without anesthesia 8.50 $709.75 090 N $155.43

27562 Closed treatment of patellar dislocation; requiring anesthesia 10.90 $910.15 090 N $499.50

27566 Open treatment of patellar dislocation, with or without partial or 22.41 $1,871.24 090 Y $669.00
total patellectomy

27570 Manipulation of knee joint under general anesthesia (includes 3.61 $301.44 010 N $499.50
application of traction or other fixation devices)

27580 Arthrodesis, knee, any technique 36.38 $3,037.73 090 Y

27590 Amputation, thigh, through femur, any level; 20.29 $1,694.22 090 Y

27591 Amputation, thigh, through femur, any level; immediate fitting 22.80 $1,903.80 090 Y
technique including first cast

27592 Amputation, thigh, through femur, any level; open, circular 17.22 $1,437.87 090 Y
(guillotine)

27594 Amputation, thigh, through femur, any level; secondary closure or ~ 12.54 $1,047.09 090 N $765.00
scar revision

27596 Amputation, thigh, through femur, any level; re-amputation 18.22 $1,521.37 090 N

27598 Disarticulation at knee 18.47 $1,542.25 090 Y

27599 Unlisted procedure, femur or knee 0.00 BR 000 N

27600 Decompression fasciotomy, leg; anterior and/or lateral 10.56 $881.76 090 N $765.00
compartments only

27601 Decompression fasciotomy, leg; posterior compartment(s) only 10.84 $905.14 090 N $765.00

27602 Decompression fasciotomy, leg; anterior and/or lateral, and 12.97 $1,083.00 090 Y $765.00
posterior compartment(s)

27603 Incision and drainage, leg or ankle; deep abscess or hematoma 12.71 $1,061.29 090 N $669.00

27604 Incision and drainage, leg or ankle; infected bursa 10.93 $912.66 090 N $669.00

27605 Tenotomy, percutaneous, Achilles tendon (separate procedure); 10.09 $842.52 010 N $499.50
local anesthesia

27606 Tenotomy, percutaneous, Achilles tendon (separate procedure); 1.61 $635.44 010 N $499.50
general anesthesia

27607 Incision (eg, osteomyelitis or bone abscess), leg or ankle 15.04 $1,255.84 090 N $669.00

27610 Arthrotomy, ankle, including exploration, drainage, or removal of  16.30 $1,361.05 090 N $669.00
foreign body

27612 Arthrotomy, posterior capsular release, ankle, with or without 14.25 $1,189.88 090 Y $765.00
Achilles tendon lengthening

27613 Biopsy, soft tissue of leg or ankle area; superficial 5.56 $464.26 010 N

27614 Biopsy, soft tissue of leg or ankle area; deep (subfascial or 13.24 $1,105.54 090 N $669.00
intramuscular)

27615 Radical resection of tumor (eg, malignant neoplasm), soft tissue 22.54 $1,882.09 090 Y $765.00
of leg or ankle area

27618 Excision, tumor, leg or ankle area; subcutaneous tissue 11.44 $955.24 090 N $669.00

27619 Excision, tumor, leg or ankle area; deep (subfascial or 18.52 $1,546.42 090 N $765.00
intramuscular)

27620 Arthrotomy, ankle, with joint exploration, with or without biopsy, 11.65 $972.78 090 Y $945.00

with or without removal of loose or foreign body
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27625 Arthrotomy, with synovectomy, ankle; $1,257.51 $945.00

27626 Arthrotomy, with synovectomy, ankle; including 16.25 $1,356.88 090 Y $945.00
tenosynovectomy

27630 Excision of lesion of tendon sheath or capsule (eg, cyst or 12.76 $1,065.46 090 N $765.00
ganglion), leg and/or ankle

27635 Excision or curettage of bone cyst or benign tumor, tibia or fibula;  14.90 $1,244.15 090 N $765.00

27637 Excision or curettage of bone cyst or benign tumor, tibia or fibula,  18.83 $1,572.31 090 Y $765.00
with autograft (includes obtaining graft)

27638 Excision or curettage of bone cyst or benign tumor, tibia or fibula; ~ 19.60 $1,636.60 090 Y $765.00
with allograft

27640 Partial excision (craterization, saucerization, or diaphysectomy) 22.56 $1,883.76 090 N $669.00
bone (eg, osteomyelitis or exostosis); tibia

27641 Partial excision (craterization, saucerization, or diaphysectomy) 18.17 $1,517.20 090 N $669.00
bone (eg, osteomyelitis or exostosis); fibula

27645 Radical resection of tumor, bone; tibia 27.13 $2,265.36 090 Y

27646 Radical resection of tumor, bone; fibula 24.33 $2,031.56 090 Y

27647 Radical resection of tumor, bone; talus or calcaneus 20.70 $1,728.45 090 Y $765.00

27648 Injection procedure for ankle arthrography 4.24 $354.04 000 N

27650 Repair, primary, open or percutaneous, ruptured Achilles tendon;  17.75 $1,482.13 090 Y $765.00

27652 Repair, primary, open or percutaneous, ruptured Achilles tendon;  18.94 $1,581.49 090 N $765.00
with graft (includes obtaining graft)

27654 Repair, secondary, Achilles tendon, with or without graft 17.72 $1,479.62 090 Y $765.00

27656 Repair, fascial defect of leg 13.26 $1,107.21 090 Y $669.00

27658 Repair, flexor tendon, leg; primary, without graft, each tendon 9.71 $810.79 090 Y $499.50

27659 Repair, flexor tendon, leg; secondary, with or without graft, each 12.84 $1,072.14 090 Y $669.00
tendon

27664 Repair, extensor tendon, leg; primary, without graft, each tendon 9.33 $779.06 090 N $669.00

27665 Repair, extensor tendon, leg; secondary, with or without graft, 10.65 $889.28 090 Y $669.00
each tendon

27675 Repair, dislocating peroneal tendons; without fibular osteotomy 13.1 $1,094.69 090 Y $669.00

27676 Repair, dislocating peroneal tendons; with fibular osteotomy 15.62 $1,304.27 090 Y $765.00

27680 Tenolysis, flexor or extensor tendon, leg and/or ankle; single, 11.07 $924.35 090 N $765.00
each tendon

27681 Tenolysis, flexor or extensor tendon, leg and/or ankle; multiple 13.02 $1,087.17 090 N $669.00
tendons (through separate incision(s))

27685 Lengthening or shortening of tendon, leg or ankle; single tendon 14.56 $1,215.76 090 Y $765.00
(separate procedure)

27686 Lengthening or shortening of tendon, leg or ankle; multiple 14.33 $1,196.56 090 N $765.00
tendons (through same incision), each

27687 Gastrocnemius recession (eg, Strayer procedure) 11.79 $984.47 090 Y $765.00

27690 Transfer or transplant of single tendon (with muscle redirection 15.54 $1,297.59 090 Y $945.00
or rerouting); superficial (eg, anterior tibial extensors into
midfoot)

27691 Transfer or transplant of single tendon (with muscle redirection 18.40 $1,536.40 090 Y $945.00

or rerouting); deep (eg, anterior tibial or posterior tibial through
interosseous space, flexor digitorum longus, flexor hallucis
longus, or peroneal tendon to midfoot or hindfoot)

+ 27692 Transfer or transplant of single tendon (with muscle redirection 2.88 $240.48 000 Y $765.00
or rerouting); each additional tendon (List separately in addition
to code for primary procedure)

27695 Repair, primary, disrupted ligament, ankle; collateral 12.63 $1,054.61 090 N $669.00

27696 Repair, primary, disrupted ligament, ankle; both collateral 15.08 $1,259.18 090 N $669.00
ligaments

27698 Repair, secondary, disrupted ligament, ankle, collateral (eg, 16.71 $1,395.29 090 Y $669.00
Watson-Jones procedure)

27700 Arthroplasty, ankle; 15.44 $1,289.24 090 Y  $1,075.50
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27702 Arthroplasty, ankle; with implant (total ankle) 25.26 $2,109.21

27703 Arthroplasty, ankle; revision, total ankle 28.78 $2,403.13 090 Y

27704 Removal of ankle implant 13.81 $1,153.14 090 N $669.00

27705 Osteotomy; tibia 19.34 $1,614.89 090 Y $669.00

27707 Osteotomy; fibula 9.79 $817.47 090 N $669.00

27709 Osteotomy; tibia and fibula 25.92 $2,164.32 090 Y $669.00

27712 Osteotomy; multiple, with realignment on intramedullary rod (eg, 26.93 $2,248.66 090 Y
Sofield type procedure)

27715 Osteoplasty, tibia and fibula, lengthening or shortening 26.65 $2,225.28 090 Y

27720 Repair of nonunion or malunion, tibia; without graft, (eg, 22.09 $1,844.52 090 Y
compression technique)

27722 Repair of nonunion or malunion, tibia; with sliding graft 22.00 $1,837.00 090 Y

27724 Repair of nonunion or malunion, tibia; with iliac or other autograft ~ 32.29 $2,696.22 090
(includes obtaining graft)

27725 Repair of nonunion or malunion, tibia; by synostosis, with fibula, 29.73 $2,482.46 090 Y
any method

27727 Repair of congenital pseudarthrosis, tibia 25.57 $2,135.10 090 Y

27730 Arrest, epiphyseal (epiphysiodesis), open; distal tibia 14.71 $1,228.29 090 N $669.00

27732 Arrest, epiphyseal (epiphysiodesis), open; distal fibula 10.47 $874.25 090 N $669.00

27734 Arrest, epiphyseal (epiphysiodesis), open; distal tibia and fibula 15.46 $1,290.91 090 N $669.00

27740 Arrest, epiphyseal (epiphysiodesis), any method, combined, 17.82 $1,487.97 090 Y $669.00
proximal and distal tibia and fibula;

27742 Arrest, epiphyseal (epiphysiodesis), any method, combined, 16.88 $1,409.48 090 Y $669.00
proximal and distal tibia and fibula; and distal femur

27745 Prophylactic treatment (nailing, pinning, plating or wiring) withor ~ 18.98 $1,584.83 090 Y $765.00
without methylmethacrylate, tibia

27750 Closed treatment of tibial shaft fracture (with or without fibular 8.13 $678.86 090 N $155.43
fracture); without manipulation

27752 Closed treatment of tibial shaft fracture (with or without fibular 13.02 $1,087.17 090 N $155.43
fracture); with manipulation, with or without skeletal traction

27756 Percutaneous skeletal fixation of tibial shaft fracture (with or 14.05 $1,173.18 090 Y $765.00
without fibular fracture) (eg, pins or screws)

27758 Open treatment of tibial shaft fracture, (with or without fibular 22.10 $1,845.35 090 Y $945.00
fracture) with plate/screws, with or without cerclage

27759 Treatment of tibial shaft fracture (with or without fibular fracture) 25.18 $2,102.53 090 Y $945.00
by intramedullary implant, with or without interlocking screws
and/or cerclage

27760 Closed treatment of medial malleolus fracture; without 7.84 $654.64 090 N $155.43
manipulation

27762 Closed treatment of medial malleolus fracture; with manipulation,  11.78 $983.63 090 N $155.43
with or without skin or skeletal traction

27766 Open treatment of medial malleolus fracture, with or without 16.28 $1,359.38 090 N $765.00
internal or external fixation

27780 Closed treatment of proximal fibula or shaft fracture; without 6.97 $582.00 090 N $155.43
manipulation

27781 Closed treatment of proximal fibula or shaft fracture; with 10.11 $844.19 090 N $155.43
manipulation

27784 Open treatment of proximal fibula or shaft fracture, with or 14.15 $1,181.53 090 N $765.00
without internal or external fixation

27786 Closed treatment of distal fibular fracture (lateral malleolus); 7.44 $621.24 090 N $155.43
without manipulation

27788 Closed treatment of distal fibular fracture (lateral malleolus); with ~ 10.29 $859.22 090 N $155.43
manipulation

27792 Open treatment of distal fibular fracture (lateral malleolus), with 15.14 $1,264.19 090 N $765.00
or without internal or external fixation

27808 Closed treatment of bimalleolar ankle fracture, (including Potts); 1.78 $649.63 090 N $155.43

without manipulation
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27810 Closed treatment of bimalleolar ankle fracture, (including Potts); $964.43 $155.43
with manipulation

27814 Open treatment of bimalleolar ankle fracture, with or without 20.09 $1,908.55 090 Y $765.00
internal or external fixation

27816 Closed treatment of trimalleolar ankle fracture; without 7.38 $616.23 090 N $155.43
manipulation

27818 Closed treatment of trimalleolar ankle fracture; with manipulation ~ 11.97 $999.50 090 N $155.43

27822 Open treatment of trimalleolar ankle fracture, with or without 23.03 $1,923.01 090 Y $765.00

internal or external fixation, medial and/or lateral malleolus;
without fixation of posterior lip

27823 Open treatment of trimalleolar ankle fracture, with or without 26.08 $2,177.68 090 Y $765.00
internal or external fixation, medial and/or lateral malleolus; with
fixation of posterior lip

27824 Closed treatment of fracture of weight bearing articular portionof ~ 7.31 $610.39 090 N $155.43
distal tibia (eg, pilon or tibial plafond), with or without anesthesia;
without manipulation

27825 Closed treatment of fracture of weight bearing articular portion of ~ 13.38 $1,117.23 090 N $155.43
distal tibia (eg, pilon or tibial plafond), with or without anesthesia;
with skeletal traction and/or requiring manipulation

27826 Open treatment of fracture of weight bearing articular 17.91 $1,495.49 090 Y $765.00
surface/portion of distal tibia (eg, pilon or tibial plafond), with
internal or external fixation; of fibula only

27827 Open treatment of fracture of weight bearing articular 28.89 $2,412.32 090 Y $765.00
surface/portion of distal tibia (eg, pilon or tibial plafond), with
internal or external fixation; of tibia only

27828 Open treatment of fracture of weight bearing articular 32.73 $2,732.96 090 Y $945.00

surface/portion of distal tibia (eg, pilon or tibial plafond), with
internal or external fixation; of both tibia and fibula

27829 Open treatment of distal tibiofibular joint (syndesmosis) 12.53 $1,046.26 090 Y $669.00
disruption, with or without internal or external fixation

27830 Closed treatment of proximal tibiofibular joint dislocation; without ~ 8.37 $698.90 090 N $155.43
anesthesia

27831 Closed treatment of proximal tibiofibular joint dislocation; 9.24 $771.54 090 N $155.43
requiring anesthesia

27832 Open treatment of proximal tibiofibular joint dislocation, with or 12.85 $1,072.98 090 Y $669.00
without internal or external fixation, or with excision of proximal
fibula

27840 Closed treatment of ankle dislocation; without anesthesia 8.37 $698.90 090 N $155.43

27842 Closed treatment of ankle dislocation; requiring anesthesia, with 1" $982.80 090 N $499.50
or without percutaneous skeletal fixation

27846 Open treatment of ankle dislocation, with or without 18.52 $1,546.42 090 Y $765.00
percutaneous skeletal fixation; without repair or internal fixation

27848 Open treatment of ankle dislocation, with or without 21.57 $1,801.10 090 Y $765.00
percutaneous skeletal fixation; with repair or internal or external
fixation

27860 Manipulation of ankle under general anesthesia (includes 4.42 $369.07 010 Y $499.50
application of traction or other fixation apparatus)

27870 Arthrodesis, ankle, open 26.25 $2,191.88 090 Y $945.00

27871 Arthrodesis, tibiofibular joint, proximal or distal 17.38 $1,451.23 090 Y $945.00

27880 Amputation, leg, through tibia and fibula; 2251 $1,879.59 090 Y

27881 Amputation, leg, through tibia and fibula; with immediate fitting 2247 $1,876.25 090 Y
technique including application of first cast

27882 Amputation, leg, through tibia and fibula; open, circular 16.23 $1,355.21 090 Y
(guillotine)

27884 Amputation, leg, through tibia and fibula; secondary closure or 14.58 $1,217.43 090 N $765.00
scar revision

27886 Amputation, leg, through tibia and fibula; re-amputation 16.61 $1,386.94 090 N
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27888 Amputation, ankle, through malleoli of tibia and fibula (eg, Syme, 17.90 $1,494.65
Pirogoff type procedures), with plastic closure and resection of

nerves
27889 Ankle disarticulation 17.29 $1,443.72 090 N $765.00
27892 Decompression fasciotomy, leg; anterior and/or lateral 13.54 $1,130.59 090 Y $765.00

compartments only, with debridement of nonviable muscle
and/or nerve

27893 Decompression fasciotomy, leg; posterior compartment(s) only, 13.48 $1,125.58 090 Y $765.00
with debridement of nonviable muscle and/or nerve
27894 Decompression fasciotomy, leg; anterior and/or lateral, and 20.49 $1,710.92 090 Y $765.00

posterior compartment(s), with debridement of nonviable muscle
and/or nerve

27899 Unlisted procedure, leg or ankle 0.00 BR 000 N

28001 |Incision and drainage, bursa, foot 6.05 $505.18 010 N

28002 Incision and drainage below fascia, with or without tendon 11.25 $939.38 010 N $765.00
sheath involvement, foot; single bursal space

28003 Incision and drainage below fascia, with or without tendon 15.81 $1,320.14 090 N $765.00
sheath involvement, foot; multiple areas

28005 Incision, bone cortex (eg, osteomyelitis or bone abscess), foot 15.44 $1,289.24 090 N $765.00

28008 Fasciotomy, foot and/or toe 9.59 $800.77 090 N $765.00

28010 Tenotomy, percutaneous, toe; single tendon 5.46 $455.91 090 N

28011 Tenotomy, percutaneous, toe; multiple tendons 1.80 $651.30 090 N $765.00

28020 Arthrotomy, including exploration, drainage, or removal of loose 11.67 $974.45 090 N $669.00
or foreign body; intertarsal or tarsometatarsal joint

28022 Arthrotomy, including exploration, drainage, or removal of loose 10.50 $876.75 090 N $669.00
or foreign body; metatarsophalangeal joint

28024 Arthrotomy, including exploration, drainage, or removal of loose 10.15 $847.53 090 N $669.00
or foreign body; interphalangeal joint

28035 Release, tarsal tunnel (posterior tibial nerve decompression) 11.59 $967.77 090 N $945.00

28043 Excision, tumor, foot; subcutaneous tissue 1.5 $647.13 090 N $669.00

28045 Excision, tumor, foot; deep, subfascial, intramuscular 10.73 $895.96 090 N $765.00

28046 Rfa;iical resection of tumor (eg, malignant neoplasm), soft tissue 20.05 $1,674.18 090 N $765.00
of foot

28050 Arthrotomy with biopsy; intertarsal or tarsometatarsal joint 9.87 $824.15 090 N $669.00

28052 Arthrotomy with biopsy, metatarsophalangeal joint 9.41 $785.74 090 N $669.00

28054 Arthrotomy with biopsy; interphalangeal joint 8.70 $726.45 090 N $669.00

28055 Neurectomy, intrinsic musculature of foot 9.94 $829.99 090 Y $945.00

28060 Fasciectomy, plantar fascia; partial (separate procedure) 11.36 $948.56 090 N $669.00

28062 Fasciectomy, plantar fascia; radical (separate procedure) 13.62 $1,131.27 090 N $765.00

28070 Synovectomy; intertarsal or tarsometatarsal joint, each 11.09 $926.02 090 N $765.00

28072 Synovectomy; metatarsophalangeal joint, each 10.89 $909.32 090 N $765.00

28080 Excision, interdigital (Morton) neuroma, single, each 10.42 $870.07 090 N $765.00

28086 Synovectomy, tendon sheath, foot; flexor 13.04 $1,088.84 090 Y $669.00

28088 Synovectomy, tendon sheath, foot; extensor 10.18 $850.03 090 N $669.00

28090 Excision of lesion, tendon, tendon sheath, or capsule (including 10.17 $849.20 090 N $765.00
synovectomy) (eg, cyst or ganglion); foot

28092 Excision of lesion, tendon, tendon sheath, or capsule (including 9.36 $781.56 090 N $765.00
synovectomy) (eg, cyst or ganglion); toe(s), each

28100 Excision or curettage of bone cyst or benign tumor, talus or 13.99 $1,168.17 090 Y $669.00
calcaneus;

28102 Excision or curettage of bone cyst or benign tumor, talus or 13.87 $1,158.15 090 Y $765.00
calcaneus; with iliac or other autograft (includes obtaining graft)

28103 Excision or curettage of bone cyst or benign tumor, talus or 11.32 $945.22 090 Y $765.00

calcaneus; with allograft
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28104 Excision or curettage of bone cyst or benign tumor, tarsal or 11.29 $942.72 $669.00
metatarsal, except talus or calcaneus;
28106 Excision or curettage of bone cyst or benign tumor, tarsal or 11.92 $995.32 090 Y $765.00

metatarsal, except talus or calcaneus; with iliac or other
autograft (includes obtaining graft)

28107 Excision or curettage of bone cyst or benign tumor, tarsal or 12.66 $1,057.11 090 Y $765.00
metatarsal, except talus or calcaneus; with allograft

28108 Excision or curettage of bone cyst or benign tumor, phalanges of 9.37 $782.40 090 N $669.00
foot

28110 Ostectomy, partial excision, fifth metatarsal head (bunionette) 9.91 $827.49 090 N $765.00
(separate procedure)

28111 Ostectomy, complete excision; first metatarsal head 1.77 $982.80 090 N $765.00

28112 Ostectomy, complete excision; other metatarsal head (second, 10.87 $907.65 090 N $765.00
third or fourth)

28113 Ostectomy, complete excision; fifth metatarsal head 12.58 $1,050.43 090 N $765.00

28114 Ostectomy, complete excision; all metatarsal heads, with partial 23.93 $1,998.16 090 Y $765.00

proximal phalangectomy, excluding first metatarsal (eg, Clayton
type procedure)

28116 Ostectomy, excision of tarsal coalition 16.56 $1,382.76 090 N $765.00
28118 Ostectomy, calcaneus; 12.93 $1,079.66 090 Y $945.00
28119 Ostectomy, calcaneus; for spur, with or without plantar fascial 11.49 $959.42 090 N $945.00
release
28120 Partial excision (craterization, saucerization, sequestrectomy, or 13.34 $1,113.89 090 N $1,492.50
diaphysectomy) bone (eg, osteomyelitis or bossing); talus or
calcaneus
28122 Partial excision (craterization, saucerization, sequestrectomy, or 15.05 $1,256.68 090 Y $765.00

diaphysectomy) bone (eg, osteomyelitis or bossing); tarsal or
metatarsal bone, except talus or calcaneus

28124 Partial excision (craterization, saucerization, sequestrectomy, or 10.45 $872.58 090 N
S(i:physectomy) bone (eg, osteomyelitis or bossing); phalanx of

28126 Resection, partial or complete, phalangeal base, each toe 8.31 $693.89 090 N $765.00

28130 Talectomy (astragalectomy) 16.14 $1,347.69 090 Y $765.00

28140 Metatarsectomy 14.63 $1,221.61 090 N $765.00

28150 Phalangectomy, toe, each toe 9.49 $792.42 090 N $765.00

28153 Resection, condyle(s), distal end of phalanx, each toe 8.60 $718.10 090 N $765.00

28160 Hemiphalangectomy or interphalangeal joint excision, toe, 8.93 $745.66 090 N $765.00
proximal end of phalanx, each

28171 Radical resection of tumor, bone; tarsal (except talus or 15.61 $1,303.44 090 Y $765.00
calcaneus)

28173 Radical resection of tumor, bone; metatarsal 17.18 $1,434.53 090 N $765.00

28175 Radical resection of tumor, bone; phalanx of toe 12.36 $1,032.06 090 N $765.00

28190 Removal of foreign body, foot; subcutaneous 5.55 $463.43 010 N

28192 Removal of foreign body, foot; deep 10.63 $887.61 090 N $669.00

28193 Removal of foreign body, foot; complicated 11.99 $1,001.17 090 N $627.74

28200 Repair, tendon, flexor, foot; primary or secondary, without free 10.35 $864.23 090 N $765.00
graft, each tendon

28202 Repair, tendon, flexor, foot; secondary with free graft, each 14.59 $1,218.27 090 Y $765.00
tendon (includes obtaining graft)

28208 Fepdair, tendon, extensor, foot; primary or secondary, each 9.85 $822.48 090 N $765.00
endon

28210 Repair, tendon, extensor, foot; secondary with free graft, each 13.14 $1,097.19 090 Y $765.00
tendon (includes obtaining graft)

28220 Tenolysis, flexor, foot; single tendon 9.81 $819.14 090 N

28222 Tenolysis, flexor, foot; multiple tendons 11.46 $956.91 090 N $499.50

28225 Tenolysis, extensor, foot; single tendon 8.52 $711.42 090 N $499.50
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Tenolysis, extensor, foot; multiple tendons $839.18

28230 Tenotomy, open, tendon flexor; foot, single or multiple tendon(s) 9.49 $792.42 090 N
(separate procedure)

28232 Tenotomy, open, tendon flexor; toe, single tendon (separate 8.41 $702.24 090 N
procedure)

28234 Tenotomy, open, extensor, foot or toe, each tendon 8.61 $718.94 090 N $669.00

28238 Reconstruction (advancement), posterior tibial tendon with 15.66 $1,307.61 090 Y $765.00
excision of accessory tarsal navicular bone (eg, Kidner type
procedure)

28240 Tenotomy, lengthening, or release, abductor hallucis muscle 9.63 $804.11 090 N $669.00

28250 Division of plantar fascia and muscle (eg, Steindler stripping) 12.28 $1,025.38 090 Y $765.00
(separate procedure)

28260 Capsulotomy, midfoot; medial release only (separate procedure) 15.32 $1,279.22 090 Y $765.00

28261 Capsulotomy, midfoot; with tendon lengthening 22.35 $1,866.23 090 Y $765.00

28262 Capsulotomy, midfoot; extensive, including posterior talotibial 31.97 $2,669.50 090 Y $945.00
capsulotomy and tendon(s) lengthening (eg, resistant clubfoot
deformity)

28264 Capsulotomy, midtarsal (eg, Heyman type procedure) 19.43 $1,622.41 090 Y $499.50

28270 Capsulotomy; metatarsophalangeal joint, with or without 10.38 $866.73 090 N $765.00
tenorrhaphy, each joint (separate procedure)

28272 Capsulotomy; interphalangeal joint, each joint (separate 8.52 $711.42 090 N
procedure)

28280 Syndactylization, toes (eg, webbing or Kelikian type procedure) 11.97 $999.50 090 N $669.00

28285 Correction, hammertoe (eg, interphalangeal fusion, partial or 10.11 $844.19 090 N $765.00
total phalangectomy)

28286 Correction, cock-up fifth toe, with plastic skin closure (eg, 9.95 $830.83 090 N $945.00
Ruiz-Mora type procedure)

28288 Ostectomy, partial, exostectomy or condylectomy, metatarsal 12.50 $1,043.75 090 N $765.00
head, each metatarsal head

28289 Hallux rigidus correction with cheilectomy, debridement and 16.68 $1,392.78 090 Y $765.00
capsular release of the first metatarsophalangeal joint

28290 Correction, hallux valgus (bunion), with or without 12.71 $1,061.29 090 N $669.00
sesamoidectomy; simple exostectomy (eg, Silver type procedure)

28292 Correction, hallux valgus (bunion), with or without 16.96 $1,416.16 090 Y $669.00
sesamoidectomy; Keller, McBride, or Mayo type procedure

28293 Correction, hallux valgus (bunion), with or without 22.83 $1,906.31 090 Y $765.00
sesamoidectomy; resection of joint with implant

28294 Correction, hallux valgus (bunion), with or without 16.73 $1,396.96 090 Y $765.00
sesamoidectomy; with tendon transplants (eg, Joplin type
procedure)

28296 Correction, hallux valgus (bunion), with or without 18.10 $1,511.35 090 Y $765.00

sesamoidectomy; with metatarsal osteotomy (eg, Mitchell,
Chevron, or concentric type procedures)

28297 Correction, hallux valgus (bunion), with or without 19.03 $1,589.01 090 Y $765.00
sesamoidectomy; Lapidus-type procedure

28298 Correction, hallux valgus (bunion), with or without 15.99 $1,335.17 090 Y $765.00
sesamoidectomy; by phalanx osteotomy

28299 Correction, hallux valgus (bunion), with or without 20.85 $1,740.98 090 Y  $1,075.50
sesamoidectomy; by double osteotomy

28300 Osteotomy; calcaneus (eg, Dwyer or Chambers type procedure), 16.99 $1,418.67 090 Y $669.00
with or without internal fixation

28302 Osteotomy; talus 16.68 $1,392.78 090 Y $669.00

28304 Osteotomy, tarsal bones, other than calcaneus or talus; 17.99 $1,502.17 090 Y $669.00

28305 Osteotomy, tarsal bones, other than calcaneus or talus; with 17.30 $1,444.55 090 Y $765.00
autograft (includes obtaining graft) (eg, Fowler type)

28306 Osteotomy, with or without lengthening, shortening or angular 13.38 $1,117.23 090 Y $945.00

correction, metatarsal; first metatarsal
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28307 Osteotomy, with or without lengthening, shortening or angular 17.30 $1,444.55 $945.00
correction, metatarsal; first metatarsal with autograft (other than
first toe)

28308 Osteotomy, with or without lengthening, shortening or angular 11.82 $986.97 090 Y $669.00
correction, metatarsal; other than first metatarsal, each

28309 Osteotomy, with or without lengthening, shortening or angular 22.54 $1,882.09 090 Y $945.00
correction, metatarsal; multiple (eg, Swanson type cavus foot
procedure)

28310 Osteotomy, shortening, angular or rotational correction; proximal ~ 11.83 $987.81 090 N $765.00
phalanx, first toe (separate procedure)

28312 Osteotomy, shortening, angular or rotational correction; other 10.70 $893.45 090 N $765.00
phalanges, any toe

28313 Reconstruction, angular deformity of toe, soft tissue procedures 11.08 $925.18 090 N $669.00
only (eg, overlapping second toe, fifth toe, curly toes)

28315 Sesamoidectomy, first toe (separate procedure) 10.41 $869.24 090 N $945.00

28320 Repair, nonunion or malunion; tarsal bones 16.24 $1,356.04 090 Y $945.00

28322 Repair, nonunion or malunion; metatarsal, with or without bone 18.22 $1,521.37 090 Y $945.00
graft (includes obtaining graft)

28340 Reconstruction, toe, macrodactyly; soft tissue resection 14.03 $1,171.51 090 N $945.00

28341 Reconstruction, toe, macrodactyly; requiring bone resection 16.13 $1,346.86 090 N $945.00

28344 Reconstruction, toe(s); polydactyly 10.40 $868.40 090 N $945.00

28345 Reconstruction, toe(s); syndactyly, with or without skin graft(s), 12.78 $1,067.13 090 N $945.00
each web

28360 Reconstruction, cleft foot 24.93 $2,081.66 090 Y

28400 Closed treatment of calcaneal fracture; without manipulation 5.92 $494.32 090 N $155.43

28405 Closed treatment of calcaneal fracture; with manipulation 9.65 $805.78 090 N $155.43

28406 Percutaneous skeletal fixation of calcaneal fracture, with 13.42 $1,120.57 090 N $669.00
manipulation

28415 Open treatment of calcaneal fracture, with or without internal or 31.16 $2,601.86 090 Y $765.00
external fixation;

28420 Open treatment of calcaneal fracture, with or without internal or ~ 30.41 $2,539.24 090 Y $945.00
external fixation; with primary iliac or other autogenous bone
graft (includes obtaining graft)

28430 Closed treatment of talus fracture; without manipulation 5.56 $464.26 090 N

28435 Closed treatment of talus fracture; with manipulation 7.51 $627.09 090 N $155.43

28436 Percutaneous skeletal fixation of talus fracture, with 10.80 $901.80 090 N $669.00
manipulation

28445 Open treatment of talus fracture, with or without internal or 28.66 $2,393.11 090 Y $765.00
external fixation

28450 Treatment of tarsal bone fracture (except talus and calcaneus); 5.10 $425.85 090 N
without manipulation, each

28455 Treatment of tarsal bone fracture (except talus and calcaneus); 6.76 $564.46 090 N
with manipulation, each

28456 Percutaneous skeletal fixation of tarsal bone fracture (except 6.93 $578.66 090 N $669.00
talus and calcaneus), with manipulation, each

28465 Open treatment of tarsal bone fracture (except talus and 13.52 $1,128.92 090 N $765.00
calcaneus), with or without internal or external fixation, each

28470 Closed treatment of metatarsal fracture; without manipulation, 5.14 $429.19 090 N
each

28475 Closed treatment of metatarsal fracture; with manipulation, each 6.40 $534.40 090 N

28476 Percutaneous skeletal fixation of metatarsal fracture, with 8.48 $708.08 090 N $669.00
manipulation, each

28485 Open treatment of metatarsal fracture, with or without internal or 11.25 $939.38 090 N $945.00
external fixation, each

28490 Closed treatment of fracture great toe, phalanx or phalanges; 3.19 $266.37 090 N

without manipulation
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28495 Closed treatment of fracture great toe, phalanx or phalanges; 391 $326.49
with manipulation

28496 Percutaneous skeletal fixation of fracture great toe, phalanx or 10.50 $876.75 090 N $669.00
phalanges, with manipulation

28505 Open treatment of fracture great toe, phalanx or phalanges, with ~ 11.98 $1,000.33 090 N $765.00
or without internal or external fixation

28510 Closed treatment of fracture, phalanx or phalanges, other than 272 $227.12 090 N
great toe; without manipulation, each

28515 Closed treatment of fracture, phalanx or phalanges, other than 3.51 $293.09 090 N
great toe; with manipulation, each

28525 Open treatment of fracture, phalanx or phalanges, other than 10.88 $908.48 090 N $765.00
great toe, with or without internal or external fixation, each

28530 Closed treatment of sesamoid fracture 2.60 $217.10 090 N

28531 Open treatment of sesamoid fracture, with or without internal 9.51 $794.09 090 N $765.00
fixation

28540 Closed treatment of tarsal bone dislocation, other than talotarsal; 4,65 $388.28 090 N
without anesthesia

28545 Closed treatment of tarsal bone dislocation, other than talotarsal; 5.22 $435.87 090 N $499.50
requiring anesthesia

28546 Percutaneous skeletal fixation of tarsal bone dislocation, other 10.57 $882.60 090 N $669.00
than talotarsal, with manipulation

28555 Open treatment of tarsal bone dislocation, with or without 16.69 $1,393.62 090 Y $669.00
internal or external fixation

28570 Closed treatment of talotarsal joint dislocation; without 423 $353.21 090 N
anesthesia

28575 Closed treatment of talotarsal joint dislocation; requiring 7.49 $625.42 090 N $155.43
anesthesia

28576 Percutaneous skeletal fixation of talotarsal joint dislocation, with 8.86 $739.81 090 N $765.00
manipulation

28585 Open treatment of talotarsal joint dislocation, with or without 16.58 $1,384.43 090 Y $765.00
internal or external fixation

28600 Closed treatment of tarsometatarsal joint dislocation; without 4.88 $407.48 090 N
anesthesia

28605 Closed treatment of tarsometatarsal joint dislocation; requiring 6.18 $516.03 090 N $155.43
anesthesia

28606 Percutaneous skeletal fixation of tarsometatarsal joint 9.89 $825.82 090 N $669.00
dislocation, with manipulation

28615 Open treatment of tarsometatarsal joint dislocation, with or 17.15 $1,432.03 090 Y $765.00
without internal or external fixation

28630 Closed treatment of metatarsophalangeal joint dislocation; 3.42 $285.57 010 N
without anesthesia

28635 Closed treatment of metatarsophalangeal joint dislocation; 4,09 $341.52 010 N $499.50
requiring anesthesia

28636 Percutaneous skeletal fixation of metatarsophalangeal joint 6.91 $576.99 010 N $765.00
dislocation, with manipulation

28645 Open treatment of metatarsophalangeal joint dislocation, with or 9.85 $822.48 090 N $765.00
without internal or external fixation

28660 Closed treatment of interphalangeal joint dislocation; without 2.52 $210.42 010 N
anesthesia

28665 Closed treatment of interphalangeal joint dislocation; requiring 3.54 $295.59 010 N $499.50
anesthesia

28666 Percutaneous skeletal fixation of interphalangeal joint 5.24 $437.54 010 N $765.00
dislocation, with manipulation

28675 Open treatment of interphalangeal joint dislocation, with or 10.15 $847.53 090 N $765.00
without internal or external fixation

28705 Arthrodesis; pantalar 33.23 $2,774.1 090 Y $945.00

28715 Arthrodesis; triple 24.58 $2,052.43 090 Y $945.00

28725 Arthrodesis; subtalar 20.57 $1,717.60 090 Y $945.00
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28730 Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; $1,754.34 $945.00
28735 Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; ~ 20.14 $1,681.69 090 Y $945.00
with osteotomy (eg, flatfoot correction)
28737 Arthrodesis, with tendon lengthening and advancement, 17.86 $1,491.31 090 Y $1,075.50
midtarsal, tarsal navicular-cuneiform (eg, Miller type procedure)
28740 Arthrodesis, midtarsal or tarsometatarsal, single joint 20.29 $1,694.22 090 Y $945.00
28750 Arthrodesis, great toe; metatarsophalangeal joint 20.31 $1,695.89 090 N $945.00
28755 Arthrodesis, great toe; interphalangeal joint 11.36 $948.56 090 N $945.00
28760 Arthrodesis, with extensor hallucis longus transfer to first 17.58 $1,467.93 090 Y $945.00
metatarsal neck, great toe, interphalangeal joint (eg, Jones type
procedure)
28800 Amputation, foot; midtarsal (eg, Chopart type procedure) 14.55 $1,214.93 090 Y
28805 Amputation, foot; transmetatarsal 18.21 $1,520.54 090 Y
28810 Amputation, metatarsal, with toe, single 1.1 $927.69 090 N $669.00
28820 Amputation, toe; metatarsophalangeal joint 12.61 $1,052.94 090 N $669.00
28825 Amputation, toe; interphalangeal joint 10.88 $908.48 090 N $669.00
28890 Extracorporeal shock wave, high energy, performed by a 8.91 $743.99 090 Y
physician, requiring anesthesia other than local, including
ultrasound guidance, involving the plantar fascia
28899 Unlisted procedure, foot or toes 0.00 BR 000 N
29000 Application of halo type body cast (see 20661-20663 for insertion) 5.83 $486.81 000 Y
29010 Application of Risser jacket, localizer, body; only 5.60 $467.60 000 Y
29015 Application of Risser jacket, localizer, body; including head 5.52 $460.92 000 Y
29020 Application of turnbuckle jacket, body; only 5.52 $460.92 000 Y
29025 Application of turnbuckle jacket, body; including head 5.86 $489.31 000 Y
29035 Application of body cast, shoulder to hips; 5.50 $459.25 000 Y
29040 Application of body cast, shoulder to hips; including head, 5.11 $426.69 000 Y
Minerva type
29044 Application of body cast, shoulder to hips; including one thigh 6.22 $519.37 000 Y
29046 Application of body cast, shoulder to hips; including both thighs 6.06 $506.01 000 Y
29049 Application, cast; figure-of-eight 2.19 $182.87 000 N
29055 Application, cast; shoulder spica 4.86 $405.81 000 Y
29058 Application, cast; plaster Velpeau 2.83 $236.31 000 N
29065 Application, cast; shoulder to hand (long arm) 2.25 $187.88 000 N
29075 Application, cast; elbow to finger (short arm) 2.07 $172.85 000 N
29085 Application, cast; hand and lower forearm (gauntlet) 2.20 $183.70 000 N
29086 Application, cast; finger (eg, contracture) 1.61 $134.44 000 N
29105 Application of long arm splint (shoulder to hand) 2.10 $175.35 000 N
29125 Application of short arm splint (forearm to hand); static 1.61 $134.44 000 N
29126 Application of short arm splint (forearm to hand); dynamic 1.92 $160.32 000 N
29130 Application of finger splint; static 0.97 $81.00 000 N
29131 Application of finger splint; dynamic 1.23 $102.7 000 N
29200 Strapping; thorax 1.31 $109.39 000 N
29220 Strapping; low back 1.31 $109.39 000 N
29240 Strapping; shoulder (eg, Velpeau) 1.51 $126.09 000 N
29260 Strapping; elbow or wrist 1.26 $105.21 000 N
29280 Strapping; hand or finger 1.26 $105.21 000 N
29305 Application of hip spica cast; one leg 5.53 $461.76 000 Y
29325 Application of hip spica cast; one and one-half spica or both legs  6.06 $506.01 000 Y
29345 Application of long leg cast (thigh to toes); 3.24 $270.54 000 N

156 CPT only © 2006 American Medical Association. All Rights Reserved. Fee data © 2007 Ingenix



Surgery

Relative PC Assist ASC
Description Value Amount Amount FUD Surg Amount

29355 tA\}pplication of long leg cast (thigh to toes); walker or ambulatory $278.06 N
pe

29358 Application of long leg cast brace 3.60 $300.60 000 N

29365 Application of cylinder cast (thigh to ankle) 2.90 $242.15 000 N

29405 Application of short leg cast (below knee to toes); 213 $177.86 000 N

29425 Application of short leg cast (below knee to toes); walking or 2.29 $191.22 000 N
ambulatory type

29435 Application of patellar tendon bearing (PTB) cast 281 $234.64 000 N

29440 Adding walker to previously applied cast 1.26 $105.21 000 N

29445 Application of rigid total contact leg cast 3.63 $303.11 000 N

29450 Arllnpmation of clubfoot cast with molding or manipulation, longor ~ 3.63 $303.11 000 N
short leg

29505 Application of long leg splint (thigh to ankle or toes) 1.85 $154.48 000 N

29515 Application of short leg splint (calf to foot) 1.64 $136.94 000 N

29520 Strapping; hip 1.33 $111.06 000 N

29530 Strapping; knee 1.31 $109.39 000 N

29540 Strapping; ankle and/or foot 0.97 $81.00 000 N

29550 Strapping; toes 0.94 $78.49 000 N

29580 Strapping; Unna boot 1.23 $102.71 000 N

29590 Denis-Browne splint strapping 1.31 $109.39 000 N

29700 Removal or bivalving; gauntlet, boot or body cast 1.50 $125.25 000 N

29705 Removal or bivalving; full arm or full leg cast 1.62 $135.27 000 N

29710 Removal or bivalving; shoulder or hip spica, Minerva, or Risser 292 $243.82 000 N
jacket, etc.

29715 Removal or bivalving; turnbuckle jacket 2.10 $175.35 000 N

29720 Repair of spica, body cast or jacket 1.89 $157.82 000 N

29730 Windowing of cast 1.59 $132.77 000 N

29740 Wedging of cast (except clubfoot casts) 232 $193.72 000 N

29750 Wedging of clubfoot cast 2.37 $197.90 000 N

29799 Unlisted procedure, casting or strapping 0.00 BR 000 N

29800 Arthroscopy, temporomandibular joint, diagnostic, with or 13.51 $1,128.09 090 Y $765.00
without synovial biopsy (separate procedure)

29804 Arthroscopy, temporomandibular joint, surgical 16.35 $1,365.23 090 Y $765.00

29805 Arthroscopy, shoulder, diagnostic, with or without synovial 11.80 $985.30 090 N $765.00
biopsy (separate procedure)

29806 Arthroscopy, shoulder, surgical; capsulorrhaphy 26.68 $2,221.78 090 N $765.00

29807 Arthroscopy, shoulder, surgical; repair of SLAP lesion 26.01 $2,470.95 090 N $765.00

29819 Arthroscopy, shoulder, surgical; with removal of loose body or 14.74 $1,230.79 090 N $765.00
foreign body

29820 Arthroscopy, shoulder, surgical; synovectomy, partial 13.59 $1,134.77 090 Y $765.00

29821 Arthroscopy, shoulder, surgical; synovectomy, complete 14.86 $1,240.81 090 Y $765.00

29822 Arthroscopy, shoulder, surgical; debridement, limited 14.45 $1,206.58 090 Y $765.00

29823 Arthroscopy, shoulder, surgical; debridement, extensive 15.76 $1,497.20 090 Y $765.00

29824 Arthroscopy, shoulder, surgical; distal claviculectomy including 16.65 $1,581.75 090 Y  $1,075.50
distal articular surface (Mumford procedure)

29825 Arthroscopy, shoulder, surgical; with lysis and resection of 14.72 $1,229.12 090 Y $765.00
adhesions, with or without manipulation

29826 Arthroscopy, shoulder, surgical; decompression of subacromial 16.90 $1,605.50 090 Y $765.00
space with partial acromioplasty, with or without coracoacromial
release

29827 Arthroscopy, shoulder, surgical; with rotator cuff repair 21.57 $2,619.15 090 Y  $1,075.50
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29830 Arthroscopy, elbow, diagnostic, with or without synovial biopsy 11.35 $947.73 $765.00
(separate procedure)

29834 Arthroscopy, elbow, surgical; with removal of loose body or 12.37 $1,032.90 090 Y $765.00
foreign body

29835 Arthroscopy, elbow, surgical; synovectomy, partial 12.66 $1,057.11 090 Y $765.00

29836 Arthroscopy, elbow, surgical; synovectomy, complete 14.55 $1,214.93 090 Y $765.00

29837 Arthroscopy, elbow, surgical; debridement, limited 13.30 $1,110.55 090 Y $765.00

29838 Arthroscopy, elbow, surgical; debridement, extensive 14.89 $1,414.55 090 Y $765.00

29840 Arthroscopy, wrist, diagnostic, with or without synovial biopsy 11.03 $921.01 090 Y $765.00
(separate procedure)

29843 Arthroscopy, wrist, surgical; for infection, lavage and drainage 11.82 $986.97 090 Y $765.00

29844 Arthroscopy, wrist, surgical; synovectomy, partial 12.42 $1,037.07 090 Y $765.00

29845 Arthroscopy, wrist, surgical; synovectomy, complete 14.05 $1,173.18 090 Y $765.00

29846 Arthroscopy, wrist, surgical; excision and/or repair of triangular 13.01 $1,086.34 090 Y $765.00
fibrocartilage and/or joint debridement

29847 Artthrl?_?_?;)py, wrist, surgical; internal fixation for fracture or 13.44 $1,122.24 090 Y $765.00
instabili

29848 |Endoscopy, wrist, surgical, with release of transverse carpal 12.00 $1,002.00 090 N $2,008.50
igament

29850 Arthroscopically aided treatment of intercondylar spine(s) and/or ~ 13.71 $1,144.79 090 Y $945.00

tuberosity fracture(s) of the knee, with or without manipulation;
without internal or external fixation (includes arthroscopy)

29851 Arthroscopically aided treatment of intercondylar spine(s) and/or ~ 23.53 $1,964.76 090 Y $945.00
tuberosity fracture(s) of the knee, with or without manipulation;
with internal or external fixation (includes arthroscopy)

29855 Arthroscopically aided treatment of tibial fracture, proximal 19.80 $1,653.30 090 Y $945.00
(plateau); unicondylar, with or without internal or external
fixation (includes arthroscopy)

29856 Arthroscopically aided treatment of tibial fracture, proximal 25.29 $2,111.72 090 Y $945.00
(plateau); bicondylar, with or without internal or external fixation
(includes arthroscopy)

29860 Arthroscopy, hip, diagnostic with or without synovial biopsy 16.10 $1,344.35 090 Y $945.00
(separate procedure)

29861 Arthroscopy, hip, surgical; with removal of loose body or foreign 17.711 $1,478.79 090 Y $945.00
body

29862 Arthroscopy, hip, surgical; with debridement/shaving of articular ~ 19.82 $1,654.97 090 Y  $2,008.50

cartilage (chondroplasty), abrasion arthroplasty, and/or
resection of labrum

29863 Arthroscopy, hip, surgical; with synovectomy 19.56 $1,633.26 090 Y $945.00

29866 Arthroscopy, knee, surgical; osteochondral autograft(s) (eg, 26.33 $2,198.56 090 N
mosaicplasty) (includes harvesting of the autograft)

29867 Arthroscopy, knee, surgical; osteochondral allograft (eg, 31.88 $2,661.98 090 N
mosaicplasty)

29868 Arthroscopy, knee, surgical; meniscal transplantation (includes 42.84 $3,577.14 090 N
arthrotomy for meniscal insertion), medial or lateral

29870 Arthroscopy, knee, diagnostic, with or without synovial biopsy 10.17 $849.20 090 N $765.00
(separate procedure)

29871 Arthroscopy, knee, surgical; for infection, lavage and drainage 12.74 $1,063.79 090 N $765.00

29873 Arthroscopy, knee, surgical; with lateral release 12.85 $1,072.98 090 N $765.00

29874 Arthroscopy, knee, surgical; for removal of loose body or foreign 13.35 $1,114.73 090 Y $765.00

body (eg, osteochondritis dissecans fragmentation, chondral
fragmentation)

29875 Arthroscopy, knee, surgical; synovectomy, limited (eg, plica or 12.43 $1,037.91 090 Y $945.00
shelf resection) (separate procedure)

29876 Arthroscopy, knee, surgical; synovectomy, major, two or more 16.04 $1,339.34 090 N $945.00
compartments (eg, medial or lateral)

29877 Arthroscopy, knee, surgical; debridement/shaving of articular 15.17 $1,266.70 090 Y $945.00

cartilage (chondroplasty)
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Arthroscopy, knee, surgical; abrasion arthroplasty (includes 16.25 $1,543.75 $765.00

chondroplasty where necessary) or multiple drilling or
microfracture

29879

29880 Arthroscopy, knee, surgical; with meniscectomy (medial AND 16.97 $1,612.15 090 Y $945.00
lateral, including any meniscal shaving)

29881 Arthroscopy, knee, surgical; with meniscectomy (medial OR 15.81 $1,501.95 090 Y $945.00
lateral, including any meniscal shaving)

29882 Arthroscopy, knee, surgical; with meniscus repair (medial OR 17.06 $1,424.51 090 N $765.00
lateral)

29883 Arthroscopy, knee, surgical; with meniscus repair (medial AND 21.08 $1,760.18 090 Y $765.00
lateral)

29884 Arthroscopy, knee, surgical; with lysis of adhesions, with or 15.11 $1,261.69 090 Y $765.00
without manipulation (separate procedure)

29885 Arthroscopy, knee, surgical; drilling for osteochondritis 18.35 $1,532.23 090 Y $765.00

dissecans with bone grafting, with or without internal fixation
(including debridement of base of lesion)

29886 Arthroscopy, knee, surgical; drilling for intact osteochondritis 15.46 $1,290.91 090 N $765.00
dissecans lesion

29887 Arthroscopy, knee, surgical; drilling for intact osteochondritis 18.26 $1,524.71 090 Y $765.00
dissecans lesion with internal fixation

29888 Arthroscopically aided anterior cruciate ligament 24.89 $2,078.32 090 Y $765.00
repair/augmentation or reconstruction

29889 Arthroscopically aided posterior cruciate ligament 30.23 $2,524.21 090 Y $765.00
repair/augmentation or reconstruction

29891 Arthroscopy, ankle, surgical, excision of osteochondral defect of 17.22 $1,437.87 090 Y $765.00
talus and/or tibia, including drilling of the defect

29892 Arthroscopically aided repair of large osteochondritis dissecans 17.93 $1,497.16 090 Y $765.00

lesion, talar dome fracture, or tibial plafond fracture, with or
without internal fixation (includes arthroscopy)

29893 Endoscopic plantar fasciotomy 13.04 $1,088.84 090 Y  $1,883.34

29894 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical;, with ~ 12.97 $1,083.00 090 Y $765.00
removal of loose body or foreign body

29895 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical; 12.69 $1,059.62 090 Y $765.00
synovectomy, partial

29897 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical; 13.33 $1,113.06 090 Y $765.00
debridement, limited

29898 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical; 14.80 $1,235.80 090 Y $765.00
debridement, extensive

29899 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical, with ~ 26.33 $2,198.56 090 Y $765.00
ankle arthrodesis

29900 Arthroscopy, metacarpophalangeal joint, diagnostic, includes 11.70 $976.95 090 Y $765.00
synovial biopsy

29901 Arthroscopy, metacarpophalangeal joint, surgical; with 12.95 $1,081.33 090 Y $765.00
debridement

29902 Arthroscopy, metacarpophalangealjoint, surgical; with reduction 13.26 $1,107.21 090 Y $765.00
of displaced ulnar collateral ligament (eg, Stenar lesion)

29999 Unlisted procedure, arthroscopy 0.00 BR 000 N

30000 Drainage abscess or hematoma, nasal, internal approach 5.40 $450.90 010 N

30020 Drainage abscess or hematoma, nasal septum 4.84 $404.14 010 N

30100 Biopsy, intranasal 3.00 $250.50 000 N

30110 Excision, nasal polyp(s), simple 4.96 $414.16 010 N

30115 Excision, nasal polyp(s), extensive 10.05 $839.18 090 N $669.00

30117 Excision or destruction (eg, laser), intranasal lesion; internal 17.23 $1,438.71 090 N $765.00
approach

30118 Excision or destruction (eg, laser), intranasal lesion; external 18.46 $1,541.41 090 Y $765.00
approach (lateral rhinotomy)

30120 Excision or surgical planing of skin of nose for rhinophyma 11.90 $993.65 090 N $499.50

30124 Excision dermoid cyst, nose; simple, skin, subcutaneous 6.69 $558.62 090 N
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30125 Excision dermoid cyst, nose; complex, under bone or cartilage 15.11 $1,261.69 $669.00

30130 Excision inferior turbinate, partial or complete, any method 8.90 $743.15 090 N $765.00

30140 Suliﬂwdcous resection inferior turbinate, partial or complete, any 9.77 $815.80 090 N $669.00
metho

30150 Rhinectomy; partial 19.84 $1,656.64 090 N $765.00

30160 Rhinectomy; total 19.48 $1,626.58 090 Y $945.00

30200 Injection into turbinate(s), therapeutic 245 $204.58 000 N

30210 Displacement therapy (Proetz type) 3.24 $270.54 010 N

30220 Insertion, nasal septal prosthesis (button) 6.05 $505.18 010 N $696.23

30300 Removal foreign body, intranasal; office type procedure 5.54 $462.59 010 N

30310 Removal foreign body, intranasal; requiring general anesthesia 4.95 $413.33 010 Y $499.50

30320 Removal foreign body, intranasal; by lateral rhinotomy 11.27 $941.05 090 Y $669.00

30400 Rpinopllas_ty, primary; lateral and alar cartilages and/or elevation 25.63 $2,140.11 090 N $945.00
of nasal tip

30410 Rhinoplasty, primary; complete, external parts including bony 31.15 $2,601.03 090 Y $1,075.50
pyramid, lateral and alar cartilages, and/or elevation of nasal tip

30420 Rhinoplasty, primary; including major septal repair 33.57 $2,803.10 090 N  $1,075.50

30430 Rhinkc;plasty, secondary; minor revision (small amount of nasaltip ~ 23.16 $1,933.86 090 Y $765.00
wor

30435 Rhinoplasty, secondary; intermediate revision (bony work with 30.65 $2,559.28 090 Y $1,075.50
osteotomies)

30450 Rhinoplasty, secondary; major revision (nasal tip work and 39.91 $3,332.49 090 Y  $1,492.50
osteotomies)

30460 Rhinoplasty for nasal deformity secondary to congenital cleft lip 19.51 $1,629.09 090 Y $1,492.50
and/or palate, including columellar lengthening; tip only

30462 Rhinoplasty for nasal deformity secondary to congenital cleft lip 39.46 $3,294.91 090 Y  $2,008.50

and/or palate, including columellar lengthening; tip, septum,
osteotomies

30465 Repair of nasal vestibular stenosis (eg, spreader grafting, lateral 23.61 $1,971.44 090 Y $2,008.50
nasal wall reconstruction)

30520 Septoplasty or submucous resection, with or without cartilage 13.47 $1,124.75 090 N $945.00
scoring, contouring or replacement with graft

30540 Repair choanal atresia; intranasal 16.41 $1,370.24 090 Y  $1,075.50

30545 Repair choanal atresia; transpalatine 23.51 $1,963.09 090 Y  $1,075.50

30560 Lysis intranasal synechia 6.06 $506.01 010 N $226.08

30580 Repair fistula; oromaxillary (combine with 31030 if antrotomy is 14.85 $1,239.98 090 N $945.00
included)

30600 Repair fistula; oronasal 13.68 $1,142.28 090 Y $945.00

30620 Septal or other intranasal dermatoplasty (does not include 14.66 $1,224.11 090 N $1,492.50
obtaining graft)

30630 Repair nasal septal perforations 14.82 $1,237.47 090 N $1,492.50

30801 Cautery and/or ablation, mucosa of inferior turbinates, unilateral 5.19 $433.37 010 N $499.50
or bilateral, any method; superficial

30802 Cautery and/or ablation, mucosa of inferior turbinates, unilateral 6.61 $551.94 010 N $499.50
or bilateral, any method; intramural

30901 Control nasal hemorrhage, anterior, simple (limited cautery 252 $210.42 000 N
and/or packing) any method

30903 Control nasal hemorrhage, anterior, complex (extensive cautery 432 $360.72 000 N $108.72
and/or packing) any method

30905 Control nasal hemorrhage, posterior, with posterior nasal packs 5.51 $460.09 000 N $108.72
and/or cautery, any method; initial

30906 Control nasal hemorrhage, posterior, with posterior nasal packs 6.31 $526.89 000 N $108.72
and/or cautery, any method; subsequent

30915 Ligation arteries; ethmoidal 13.69 $1,143.12 090 N $669.00

30920 Ligation arteries; internal maxillary artery, transantral 19.51 $1,629.09 090 N $765.00
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30930 Fracture nasal inferior turbinate(s), therapeutic 2.87 $239.65 $945.00

30999 Unlisted procedure, nose 0.00 BR 000 N

31000 Lavage by cannulation; maxillary sinus (antrum puncture or 4,02 $335.67 010 N
natural ostium)

31002 Lavage by cannulation; sphenoid sinus 4.95 $413.33 010 Y

31020 Sinusotomy, maxillary (antrotomy); intranasal 11.40 $951.90 090 N $669.00

31030 Sinusotomy, maxillary (antrotomy); radical (Caldwell-Luc) without ~ 17.02 $1,421.17 090 N $765.00
removal of antrochoanal polyps

31032 Sinusotomy, maxillary (antrotomy); radical (Caldwell-Luc) with 13.60 $1,135.60 090 N $945.00
removal of antrochoanal polyps

31040 Pterygomaxillary fossa surgery, any approach 18.75 $1,565.63 090 N

31050 Sinusotomy, sphenoid, with or without biopsy; 11.58 $966.93 090 N $669.00

31051 Sinusotomy, sphenoid, with or without biopsy; with mucosal 15.18 $1,267.53 090 N $945.00
stripping or removal of polyp(s)

31070 Sinusotomy frontal; external, simple (trephine operation) 10.15 $847.53 090 N $669.00

31075 Sinusotomy frontal; transorbital, unilateral (for mucocele or 18.65 $1,557.28 090 Y $945.00
osteoma, Lynch type)

31080 Sinusotomy frontal; obliterative without osteoplastic flap, brow 25.28 $2,110.88 090 Y $945.00
incision (includes ablation)

31081 Sinusotomy frontal; obliterative, without osteoplastic flap, 29.25 $2,442.38 090 Y $945.00
coronal incision (includes ablation)

31084 Sinpsotomy frontal; obliterative, with osteoplastic flap, brow 21.58 $2,302.93 090 Y $945.00
incision

31085 Sinusotomy frontal; obliterative, with osteoplastic flap, coronal 29.35 $2,450.73 090 Y $945.00
incision

31086 Sinpsotomy frontal; nonobliterative, with osteoplastic flap, brow 26.73 $2,231.96 090 Y $945.00
incision

31087 Sinusotomy frontal; nonobliterative, with osteoplastic flap, 26.49 $2,211.92 090 Y $945.00
coronal incision

31090 Sinusotomy, unilateral, three or more paranasal sinuses (frontal, 23.24 $1,940.54 090 N $1,075.50
maxillary, ethmoid, sphenoid)

31200 Ethmoidectomy; intranasal, anterior 13.58 $1,133.93 090 N $669.00

31201 Ethmoidectomy; intranasal, total 17.42 $1,454.57 090 N  $1,075.50

31205 Ethmoidectomy; extranasal, total 21.40 $1,786.90 090 Y $765.00

31225 Maxillectomy; without orbital exenteration 4287 $3,579.65 090 Y

31230 Maxillectomy; with orbital exenteration (en bloc) 48.11 $4,017.19 090 Y

31231 Nasal endoscopy, diagnostic, unilateral or bilateral (separate 4.45 $371.58 000 N
procedure)

31233 Nasal/sinus endoscopy, diagnostic with maxillary sinusoscopy 6.37 $531.90 000 N $129.59
(via inferior meatus or canine fossa puncture)

31235 Nasal/sinus endoscopy, diagnostic with sphenoid sinusoscopy 7.39 $617.07 000 N $499.50
(via puncture of sphenoidal face or cannulation of ostium)

31237 Nasal/sinus endoscopy, surgical; with biopsy, polypectomy or 7.99 $667.17 000 N $669.00
debridement (separate procedure)

31238 Nasal/sinus endoscopy, surgical; with control of nasal 8.24 $688.04 000 N $499.50
hemorrhage

31239 Nasal/sinus endoscopy, surgical; with dacryocystorhinostomy 16.51 $1,378.59 010 Y $945.00

31240 Nasal/sinus endoscopy, surgical; with concha bullosa resection 418 $349.03 000 N $669.00

31254 Nasal/sinus endoscopy, surgical; with ethmoidectomy, partial 7.19 $600.37 000 N $765.00
(anterior)

31255 Nasal/sinus endoscopy, surgical; with ethmoidectomy, total 10.67 $890.95 000 N  $1,075.50
(anterior and posterior)

31256 Nasal/sinus endoscopy, surgical, with maxillary antrostomy; 5.21 $435.04 000 N $765.00

31267 Nasal/sinus endoscopy, surgical, with maxillary antrostomy; with 8.41 $702.24 000 N $765.00

removal of tissue from maxillary sinus
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Nasal/sinus endoscopy, surgical with frontal sinus exploration, $1,123.08 $765.00
with or without removal of tissue from frontal sinus

31287 Nasal/sinus endoscopy, surgical, with sphenoidotomy; 6.13 $511.86 000 N $765.00

31288 Nasal/sinus endoscopy, surgical, with sphenoidotomy; with AL $593.69 000 N $765.00
removal of tissue from the sphenoid sinus

31290 Nasal/sinus endoscopy, surgical, with repair of cerebrospinal 29.13 $2,432.36 010 Y
fluid leak; ethmoid region

31291 Nasal/sinus endoscopy, surgical, with repair of cerebrospinal 30.73 $2,565.96 010 Y
fluid leak; sphenoid region

31292 Nasal/sinus endoscopy, surgical; with medial or inferior orbital 25.21 $2,105.04 010 Y
wall decompression

31293 Nasal/sinus endoscopy, surgical; with medial orbital wall and 27.43 $2,290.41 010 Y
inferior orbital wall decompression

31294 Nasal/sinus endoscopy, surgical; with optic nerve 31.58 $2,636.93 010 Y
decompression

31299 Unlisted procedure, accessory sinuses 0.00 BR 000 N

31300 Laryngotomy (thyrotomy, laryngofissure); with removal of tumor 29.93 $2,499.16 090 Y $1,075.50
or laryngocele, cordectomy

31320 Laryngotomy (thyrotomy, laryngofissure); diagnostic 15.54 $1,297.59 090 Y $669.00

31360 Laryngectomy; total, without radical neck dissection 45.10 $3,765.85 090 Y

31365 Laryngectomy; total, with radical neck dissection 57.08 $4,766.18 090 Y

31367 Laryngectomy; subtotal supraglottic, without radical neck 50.52 $4,218.42 090 Y
dissection

31368 Laryngectomy; subtotal supraglottic, with radical neck dissection ~ 57.38 $4,791.23 090 Y

31370 Partial laryngectomy (hemilaryngectomy); horizontal 43.03 $4,010.51 090 Y

31375 Partial laryngectomy (hemilaryngectomy); laterovertical 44.93 $3,751.66 090 Y

31380 Partial laryngectomy (hemilaryngectomy); anterovertical 44.64 $3,727.44 090 Y

31382 Partial laryngectomy (hemilaryngectomy); antero-latero-vertical 48.45 $4,045.58 090 Y

31390 Pharyngolaryngectomy, with radical neck dissection; without 64.37 $5,374.90 090 Y
reconstruction

31395 Pharyngolaryngectomy, with radical neck dissection; with 69.30 $5,786.55 090 Y
reconstruction

31400 Arytenoidectomy or arytenoidopexy, external approach 24.37 $2,034.90 090 Y $669.00

31420 Epiglottidectomy 20.15 $1,682.53 090 Y $669.00

© 31500 Intubation, endotracheal, emergency procedure 2.79 $232.97 000 N

31502 Tracheotomy tube change prior to establishment of fistula tract 0.89 $74.32 000 N

31505 Laryngoscopy, indirect; diagnostic (separate procedure) 2.02 $168.67 000 N

31510 Laryngoscopy, indirect; with biopsy 5.11 $426.69 000 N $669.00

31511 Laryngoscopy, indirect; with removal of foreign body 5.16 $430.86 000 N $129.59

31512 Laryngoscopy, indirect; with removal of lesion 5.12 $427.52 000 Y $669.00

31513 Laryngoscopy, indirect; with vocal cord injection 3.40 $283.90 000 N $129.59

31515 Laryngoscopy direct, with or without tracheoscopy; for aspiration ~ 5.18 $432.53 000 N $499.50

31520 Laryngoscopy direct, with or without tracheoscopy; diagnostic, 3.95 $329.83 000 N
newborn

31525 Laryngoscopy direct, with or without tracheoscopy; diagnostic, 6.12 $511.02 000 N $499.50
except newborn

31526 Laryngoscopy direct, with or without tracheoscopy; diagnostic, 4.09 $341.52 000 N $669.00
with operating microscope or telescope

31527 Laryngoscopy direct, with or without tracheoscopy; with 493 $411.66 000 Y $499.50
insertion of obturator

31528 Laryngoscopy direct, with or without tracheoscopy; with dilation, 3.66 $305.61 000 N $669.00
initial

31529 Laryngoscopy direct, with or without tracheoscopy; with dilation, ~ 4.19 $349.87 000 Y $669.00
subsequent
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31530 Laryngoscopy, direct, operative, with foreign body removal, 5.12 $427.52 $669.00

31531 Laryngoscopy, direct, operative, with foreign body removal; with 5.57 $465.10 000 N $765.00
operating microscope or telescope

31535 Laryngoscopy, direct, operative, with biopsy; 4.92 $410.82 000 N $669.00

31536 Laryngoscopy, direct, operative, with biopsy; with operating 5.52 $460.92 000 N $765.00
microscope or telescope

31540 Laryngoscopy, direct, operative, with excision of tumor and/or 6.34 $529.39 000 N $765.00
stripping of vocal cords or epiglottis;

31541 Laryngoscopy, direct, operative, with excision of tumor and/or 6.95 $580.33 000 N $945.00

stripping of vocal cords or epiglottis; with operating microscope
or telescope

31545 Laryngoscopy, direct, operative, with operating microscope or 9.21 $769.04 000 N $945.00
telescope, with submucosal removal of non-neoplastic lesion(s)
of vocal cord; reconstruction with local tissue flap(s)

31546 Laryngoscopy, direct, operative, with operating microscope or 14.20 $1,185.70 000 N $945.00

telescope, with submucosal removal of non-neoplastic lesion(s)
of vocal cord; reconstruction with graft(s) (includes obtaining

autograft)

31560 Laryngoscopy, direct, operative, with arytenoidectomy;, 8.17 $682.20 000 Y  $1,075.50

31561 Laryngoscopy, direct, operative, with arytenoidectomy; with 8.93 $745.66 000 Y $1,075.50
operating microscope or telescope

31570 Laryngoscopy, direct, with injection into vocal cord(s), 9.02 $753.17 000 N $669.00
therapeutic;

31571 Laryngoscopy, direct, with injection into vocal cord(s), 6.54 $546.09 000 N $669.00
therapeutic; with operating microscope or telescope

31575 Laryngoscopy, flexible fiberoptic; diagnostic 2.90 $242.15 000 N

31576 Laryngoscopy, flexible fiberoptic; with biopsy 5.48 $457.58 000 N $669.00

31577 Laryngoscopy, flexible fiberoptic; with removal of foreign body 6.06 $506.01 000 N $354.63

31578 Laryngoscopy, flexible fiberoptic; with removal of lesion 6.91 $576.99 000 N $669.00

31579 Laryngoscopy, flexible or rigid fiberoptic, with stroboscopy 5.71 $476.79 000 N

31580 Laryngoplasty; for laryngeal web, two stage, with keel insertion 29.32 $2,448.22 090 Y $1,075.50
and removal

31582 Laryngoplasty; for laryngeal stenosis, with graft or core mold, 46.81 $3,908.64 090 Y  $1,075.50
including tracheotomy

31584 Laryngoplasty; with open reduction of fracture 31.21 $3,107.04 090 Y

31587 Laryngoplasty, cricoid split 23.53 $1,964.76 090 Y

31588 Laryngoplasty, not otherwise specified (eg, for burns, 21.28 $2,271.88 090 Y  $1,075.50
reconstruction after partial laryngectomy)

31590 Laryngeal reinnervation by neuromuscular pedicle 22.37 $1,867.90 090 Y $1,075.50

31595 Section recurrent laryngeal nerve, therapeutic (separate 18.70 $1,561.45 090 Y $669.00
procedure), unilateral

31599 Unlisted procedure, larynx 0.00 BR 000 N

31600 Tracheostomy, planned (separate procedure); 10.20 $851.70 000 N

31601 Tracheostomy, planned (separate procedure); younger than two 6.60 $551.10 000 Y
years

31603 Tracheostomy, emergency procedure; transtracheal 5.73 $478.46 000 N $499.50

31605 Tracheostomy, emergency procedure; cricothyroid membrane 471 $393.29 000 N

31610 Tracheostomy, fenestration procedure with skin flaps 17.14 $1,431.19 090 N

31611 Construction of tracheoesophageal fistula and subsequent 12.70 $1,060.45 090 Y $765.00
insertion of an alaryngeal speech prosthesis (eg, voice button,
Blom-Singer prosthesis)

31612 Tracheal puncture, percutaneous with transtracheal aspiration 1.99 $166.17 000 N $499.50
and/or injection

31613 Tracheostoma revision; simple, without flap rotation 10.52 $878.42 090 N $669.00

31614 Tracheostoma revision; complex, with flap rotation 16.96 $1,416.16 090 N $669.00
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© 31615 Tracheobronchoscopy through established tracheostomy 454 $379.09 $499.50
incision
+© 31620 Endobronchial ultrasound (EBUS) during bronchoscopic 7.10 $592.85 000 N $499.50

diagnostic or therapeutic intervention(s) (List separately in
addition to code for primary procedure(s))

© 31622 Bronchoscopy, rigid or flexible, with or without fluoroscopic 8.23 $687.21 000 N $499.50
guidance; diagnostic, with or without cell washing (separate
procedure)

© 31623 Bronchoscopy, rigid or flexible, with or without fluoroscopic 9.04 $754.84 000 N $669.00
guidance; with brushing or protected brushings

© 31624 Bronchoscopy, rigid or flexible, with or without fluoroscopic 8.39 $700.57 000 N $669.00
guidance; with bronchial alveolar lavage

© 31625 Bronchoscopy, rigid or flexible, with or without fluoroscopic 8.93 $745.66 000 N $669.00
guidance; with bronchial or endobronchial biopsy(s), single or
multiple sites

© 31628 Bronchoscopy, rigid or flexible, with or without fluoroscopic 10.62 $886.77 000 N $669.00
guidance; with transbronchial lung biopsy(s), single lobe

© 31629 Bronchoscopy, rigid or flexible, with or without fluoroscopic 17.54 $1,464.59 000 N $669.00

guidance; with transbronchial needle aspiration biopsy(s),
trachea, main stem and/or lobar bronchusfi)

31630 Bronchoscopy, rigid or flexible, with or without fluoroscopic 5.36 $447 .56 000 N $669.00
guidance; with tracheal/bronchial dilation or closed reduction of
fracture

31631 Bronchoscopy, rigid or flexible, with or without fluoroscopic 5.93 $495.16 000 N $669.00

guidance; with placement of tracheal stent(s) (includes
tracheal/bronchial dilation as required)

+ 31632 Bronchoscopy, rigid or flexible, with or without fluoroscopic 1.94 $161.99 000 N
guidance; with transbronchial lung biopsy(s), each additional
lobe (List separately in addition to code for primary procedure)

+ 31633 Bronchoscopy, rigid or flexible, with or without fluoroscopic 2.29 $191.22 000 N
guidance; with transbronchial needle aspiration biopsy(s), each
additional lobe (List separately in addition to code for primary

procedure)
© 31635 Bronchoscopy, rigid or flexible, with or without fluoroscopic 9.42 $786.57 000 N $669.00
guidance; with removal of foreign body
31636 Bronchoscopy, rigid or flexible, with or without fluoroscopic 5.85 $488.48 000 N $669.00

guidance; with placement of bronchial stent(s) (includes
tracheal/bronchial dilation as required), initial bronchus

+ 31637 Bronchoscopy, rigid or flexible, with or without fluoroscopic 2.08 $173.68 000 N $499.50
guidance; each additional major bronchus stented (List
separately in addition to code for primary procedure)

31638 Bronchoscopy, rigid or flexible, with or without fluoroscopic 6.48 $541.08 000 N $669.00

guidance; with revision of tracheal or bronchial stent inserted at
previous session (includes tracheal/bronchial dilation as

required)

31640 Bronchoscopy, rigid or flexible, with or without fluoroscopic 6.83 $570.31 000 N $669.00
guidance; with excision of tumor

31641 Bronchoscopy, (rigid or flexible); with destruction of tumor or 6.65 $555.28 000 N $669.00

relief of stenosis by any method other than excision (eg, laser
therapy, cryotherapy)

31643 Bronchoscopy, (rigid or flexible); with placement of catheter(s) 453 $378.26 000 N $669.00
for intracavitary radioelement application
© 31645 Bronchoscopy, (rigid or flexible); with therapeutic aspiration of 8.05 $672.18 000 N $499.50
tracheobronchial tree, initial (eg, drainage of lung abscess)
© 31646 Bronchoscopy, (rigid or flexible); with therapeutic aspiration of 1.35 $613.73 000 N $499.50
tracheobronchial tree, subsequent
© 31656 Bronchoscopy, (rigid or flexible); with injection of contrast 8.89 $742.32 000 N $499.50
material for segmental bronchography (fiberscope only)
31715 Transtracheal injection for bronchography 1.40 $116.90 000 N
31717 Catheterization with bronchial brush hiopsy 9.70 $809.95 000 N $354.63
31720 Catheter aspiration (separate procedure); nasotracheal 1.33 $111.06 000 N $70.98

164 CPT only © 2006 American Medical Association. All Rights Reserved. Fee data © 2007 Ingenix



Surgery

Relative PC Assist ASC
Description Value Amount Amount FUD Surg Amount

31725 Catheter aspiration (separate procedure); tracheobronchial with 245 $204.58
fiberscope, bedside
31730 Transtracheal (percutaneous) introduction of needle wire 10.75 $897.63 000 N $354.63
dilator/stent or indwelling tube for oxygen therapy
31750 Tracheoplasty; cervical 31.93 $2,666.16 090 Y $1,075.50
31755 Tracheoplasty; tracheopharyngeal fistulization, each stage 40.72 $3,400.12 090 Y $669.00
31760 Tracheoplasty; intrathoracic 34.43 $2,874.91 090 Y
31766 Carinal reconstruction 46.03 $3,843.51 090 Y
31770 Bronchoplasty; graft repair 33.84 $2,825.64 090 Y
31775 Bronchoplasty; excision stenosis and anastomosis 36.13 $3,016.86 090 Y
31780 Excision tracheal stenosis and anastomosis; cervical 29.69 $2,479.12 090 Y
31781 Excision tracheal stenosis and anastomosis; cervicothoracic 35.94 $3,000.99 090 Y
31785 Excision of tracheal tumor or carcinoma; cervical 27.08 $2,261.18 090 Y
31786 Excision of tracheal tumor or carcinoma; thoracic 38.36 $3,203.06 090 Y
31800 Suture of tracheal wound or injury; cervical 17.09 $1,427.02 090 Y
31805 Suture of tracheal wound or injury; intrathoracic 20.82 $1,738.47 090 Y
31820 Surgical closure tracheostomy or fistula; without plastic repair 10.11 $844.19 090 Y $499.50
31825 Surgical closure tracheostomy or fistula; with plastic repair 14.27 $1,191.55 090 Y $669.00
31830 Revision of tracheostomy scar 10.25 $855.88 090 N $669.00
31899 Unlisted procedure, trachea, bronchi 0.00 BR 000 N
© 32000 Thoracentesis, puncture of pleural cavity for aspiration, initial or 4.33 $361.56 000 N $334.17
subsequent
© 32002 Thoracentesis with insertion of tube with or without water seal 5.18 $432.53 000 N
(eg, for pneumothorax) (separate procedure)
32005 Chemical pleurodesis (eg, for recurrent or persistent 8.30 $693.05 000 N
pneumothorax)
® 32019 Insertion of indwelling tunneled pleural catheter with cuff 22.93 $1,914.66 000 N
O® 32020 Tube thoracostomy with or without water seal (eg, for abscess, 4.64 $387.44 000 N
hemothorax, empyema) (separate procedure)
32035 Thoracostomy; with rib resection for empyema 17.24 $1,439.54 090 Y
32036 Thoracostomy; with open flap drainage for empyema 18.83 $1,572.31 090 Y
32095 Thoracotomy, limited, for biopsy of lung or pleura 15.59 $1,301.77 090 Y
32100 Thoracotomy, major; with exploration and bhiopsy 24.33 $2,031.56 090 Y
32110 Thoracotomy, major; with control of traumatic hemorrhage 36.39 $3,038.57 090 Y
and/or repair of lung tear
32120 Thoracotomy, major; for postoperative complications 21.48 $1,793.58 090 Y
32124 Thoracotomy, major; with open intrapleural pneumonolysis 22.86 $1,908.81 090 Y
32140 Thoracotomy, major; with cyst(s) removal, with or without a 24.47 $2,043.25 090 Y
pleural procedure
32141 Thoracotomy, major; with excision-plication of bullae, with or 34.63 $2,891.61 090 Y
without any pleural procedure
32150 Thoracotomy, major; with removal of intrapleural foreign body or  24.61 $2,054.94 090 Y
fibrin deposit
32151 Thoracotomy, major; with removal of intrapulmonary foreign body  25.36 $2,117.56 090 Y
32160 Thoracotomy, major; with cardiac massage 18.43 $1,538.91 090 Y
32200 Pneumonostomy; with open drainage of abscess or cyst 27.41 $2,288.74 090 Y
® 32201 Pneumonostomy; with percutaneous drainage of abscess or cyst ~ 24.04 $2,007.34 000 Y
32215 Pleural scarification for repeat pneumothorax 20.09 $1,677.52 090 Y
32220 Decortication, pulmonary (separate procedure); total 40.05 $3,344.18 090 Y
32225 Decortication, pulmonary (separate procedure); partial 24.65 $2,058.28 090 Y
32310 Pleurectomy, parietal (separate procedure) 22.91 $1,912.99 090 Y
32320 Decortication and parietal pleurectomy 39.85 $3,327.48 090 Y
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32400 Biopsy, pleura; percutaneous needle $314.80 $499.50
32402 Biopsy, pleura; open 14.10 $1,177.35 090 Y
32405 Biopsy, lung or mediastinum, percutaneous needle 249 $207.92 000 N $499.50
32420 Pneumocentesis, puncture of lung for aspiration 2.74 $228.79 000 N $334.17
32440 Removal of lung, total pneumonectomy; 40.57 $3,387.60 090 Y
32442 Removal of lung, total pneumonectomy; with resection of 70.26 $5,866.71 090 Y
segment of trachea followed by broncho-tracheal anastomosis
(sleeve pneumonectomy)
32445 Removal of lung, total pneumonectomy; extrapleural 11.22 $6,447.87 090 Y
32480 Removal of lung, other than total pneumonectomy; single lobe 38.25 $3,193.88 090 Y
(lobectomy)
32482 Removal of lung, other than total pneumonectomy; two lobes 40.69 $3,397.62 090 Y
(bilobectomy)
32484 Removal of lung, other than total pneumonectomy; single 36.74 $3,067.79 090 Y
segment (segmentectomy)
32486 Removal of lung, other than total pneumonectomy; with 55.74 $4,654.29 090 Y
circumferential resection of segment of bronchus followed by
broncho-bronchial anastomosis (sleeve lobectomy)
32488 Removal of lung, other than total pneumonectomy; all remaining 56.59 $4,725.27 090 Y
lung following previous removal of a portion of lung (completion
pneumonectomy)
32491 Removal of lung, other than total pneumonectomy; 37.69 $3,147.12 090 Y
excision-plication of emphysematous lung(s) (bullous or
non-bullous) for lung volume reduction, sternal split or
transthoracic approach, with or without any pleural procedure
32500 Removal of lung, other than total pneumonectomy; wedge 37.14 $3,101.19 090 Y
resection, single or multiple
+ 32501 Resection and repair of portion of bronchus (bronchoplasty) 6.36 $531.06 000 Y

when performed at time of lobectomy or segmentectomy (List
separately in addition to code for primary procedure)

32503 Resection of apical lung tumor (eg, Pancoast tumor), including 4718 $3,939.53 090 Y
chest wall resection, rib(s) resection(s), neurovascular
dissection, when performed; without chest wall reconstruction(s)

32504 Resection of apical lung tumor (eg, Pancoast tumor), including 53.77 $4,489.80 090 Y

chest wall resection, rib(s) resection(s), neurovascular
dissection, when performed; with chest wall reconstruction

32540 Extrapleural enucleation of empyema (empyemectomy) 39.53 $3,300.76 090 Y

32601 Thoracoscopy, diagnostic (separate procedure); lungs and 7.99 $667.17 000 Y
pleural space, without biopsy

32602 Thoracoscopy, diagnostic (separate procedure); lungs and 8.67 $723.95 000 Y
pleural space, with biopsy

32603 Thoracoscopy, diagnostic (separate procedure); pericardial sac, 11.18 $933.53 000 Y
without biopsy

32604 Thoracoscopy, diagnostic (separate procedure); pericardial sac, 12.49 $1,042.92 000 Y
with biopsy

32605 Thoracoscopy, diagnostic (separate procedure); mediastinal 10.03 $837.51 000 Y
space, without hiopsy

32606 Thoracoscopy, diagnostic (separate procedure); mediastinal 12.02 $1,003.67 000 Y
space, with biopsy

32650 Thoracoscopy, surgical; with pleurodesis (eg, mechanical or 17.66 $1,474.61 090 Y
chemical)

32651 Thoracoscopy, surgical; with partial pulmonary decortication 26.05 $2,175.18 090 Y

32652 Thoracoscopy, surgical; with total pulmonary decortication, 39.22 $3,274.87 090 Y
including intrapleural pneumonolysis

32653 Thoracoscopy, surgical; with removal of intrapleural foreign body ~ 25.26 $2,109.21 090 Y
or fibrin deposit

32654 Thoracoscopy, surgical; with control of traumatic hemorrhage 27.65 $2,308.78 090 Y
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Thoracoscopy, surgical; with excision-plication of bullae, $1,967.26
including any pleural procedure

32656 Thoracoscopy, surgical; with parietal pleurectomy 21.21 $1,771.04 090 Y

32657 Th(?r.atlzoscopy, surgical; with wedge resection of lung, single or 20.84 $1,740.14 090 Y
multiple

32658 Thoracoscopy, surgical; with removal of clot or foreign body from  19.10 $1,594.85 090 Y
pericardial sac

32659 Thoracoscopy, surgical; with creation of pericardial window or 19.36 $1,616.56 090 Y
partial resection of pericardial sac for drainage

32660 Thoracoscopy, surgical; with total pericardiectomy 26.98 $2,252.83 090 Y

32661 Thoracoscopy, surgical; with excision of pericardial cyst, tumor, 21.26 $1,775.21 090
or mass

32662 Thoracoscopy, surgical; with excision of mediastinal cyst, tumor, 23.88 $1,993.98 090 Y
or mass

32663 Thoracoscopy, surgical; with lobectomy, total or segmental 35.26 $2,944.21 090 Y

32664 Thoracoscopy, surgical; with thoracic sympathectomy 22.44 $1,873.74 090 Y

32665 Thoracoscopy, surgical; with esophagomyotomy (Heller type) 29.71 $2,480.79 090 Y

32800 Repair lung hernia through chest wall 23.34 $1,948.89 090 Y

32810 Closure of chest wall following open flap drainage for empyema 22.70 $1,895.45 090 Y
(Clagett type procedure)

32815 Open closure of major bronchial fistula 61.03 $5,096.01 090 Y

32820 Major reconstruction, chest wall (posttraumatic) 34.69 $2,896.62 090 Y

32850 Donor pneumonectomy(s) (including cold preservation), from 0.00 BR 000 Y
cadaver donor

32851 Lung transplant, single; without cardiopulmonary bypass 68.37 $5,708.90 090 Y

32852 Lung transplant, single; with cardiopulmonary bypass 76.98 $6,427.83 090 Y

32853 Lung transplant, double (bilateral sequential or en bloc); without 81.78 $6,828.63 090 Y
cardiopulmonary bypass

32854 Lung transplant, double (bilateral sequential or en bloc); with 88.36 $7,378.06 090 Y
cardiopulmonary bypass

32855 Backbench standard preparation of cadaver donor lung allograft 0.00 BR 000 Y

prior to transplantation, including dissection of allograft from
surrounding soft tissues to prepare pulmonary venous/atrial cuff,
pulmonary artery, and bronchus; unilateral

32856 Backbench standard preparation of cadaver donor lung allograft ~ 0.00 BR 000 Y
prior to transplantation, including dissection of allograft from
surrounding soft tissues to prepare pulmonary venous/atrial cuff,
pulmonary artery, and bronchus; bilateral

32900 Resection of ribs, extrapleural, all stages 34.11 $2,848.19 090 Y

32905 Thoracoplasty, Schede type or extrapleural (all stages); 34.00 $2,839.00 090 Y

32906 Thoracoplasty, Schede type or extrapleural (all stages); with 42.10 $3,515.35 090 Y
closure of bronchopleural fistula

32940 Pneumonolysis, extraperiosteal, including filling or packing 31.24 $2,608.54 090 Y
procedures

32960 Pneumothorax, therapeutic, intrapleural injection of air 3.49 $291.42 000 N

32997 Total lung lavage (unilateral) 9.02 $753.17 000 N

32998 Ablation therapy for reduction or eradication of one or more 74.11 $6,188.19 000 Y

pulmonary tumor(s) including pleura or chest wall when involved
by tumor extension, percutaneous, radiofrequency, unilateral

32999 Unlisted procedure, lungs and pleura 0.00 BR 000 N
® 33010 Pericardiocentesis; initial 3.00 $250.50 000 N $334.17
© 33011 Pericardiocentesis; subsequent 3.05 $254.68 000 N $334.17
33015 Tube pericardiostomy 13.22 $1,103.87 090 N
33020 Pericardiotomy for removal of clot or foreign body (primary 21.88 $1,826.98 090 Y
procedure)
33025 Creation of pericardial window or partial resection for drainage 20.34 $1,698.39 090 Y
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33030 Pericardiectomy, subtotal or complete; without cardiopulmonary ~ 32.32 $2,698.72
bypass

33031 Pericardiectomy, subtotal or complete; with cardiopulmonary 35.90 $2,997.65 090 Y
bypass

33050 Excision of pericardial cyst or tumor 25.08 $2,094.18 090 Y

33120 Excision of intracardiac tumor, resection with cardiopulmonary 39.65 $3,310.78 090 Y
bypass

33130 Resection of external cardiac tumor 34.59 $2,888.27 090 Y

33140 Transmyocardial laser revascularization, by thoracotomy; 39.10 $3,264.85 090 Y
(separate procedure)

+ 33141 Transmyocardial laser revascularization, by thoracotomy; 4.36 $364.06 000 Y

performed at the time of other open cardiac procedure(s) (List
separately in addition to code for primary procedure)
33202 Insertion of epicardial electrode(s); open incision (eg, 19.76 $1,649.96 090 Y
thoracotomy, median sternotomy, subxiphoid approach)
33203 Insertion of epicardial electrode(s); endoscopic approach (eg, 20.20 $1,686.70 090 N
thoracoscopy, pericardioscopy)
33206 |Insertion or replacement of permanent pacemaker with 11.73 $979.46 090 N
transvenous electrode(s); atrial
33207 Insertion or replacement of permanent pacemaker with 13.68 $1,142.28 090 N
transvenous electrode(s); ventricular
33208 Insertion or replacement of permanent pacemaker with 12.81 $1,069.64 090 N
transvenous electrode(s); atrial and ventricular
33210 Insertion or replacement of temporary transvenous single 4.52 $377.42 000 N
chamber cardiac electrode or pacemaker catheter (separate
procedure)
33211 Insertion or replacement of temporary transvenous dual chamber 4.67 $389.95 000 N
pacing electrodes (separate procedure)
33212 Insertion or replacement of pacemaker pulse generator only; 8.85 $738.98 090 N $765.00
single chamber, atrial or ventricular
33213 Insertion or replacement of pacemaker pulse generator only; 10.04 $838.34 090 N $765.00
dual chamber
33214 Upgrade of implanted pacemaker system, conversion of single 12.61 $1,052.94 090 Y
chamber system to dual chamber system (includes removal of
previously placed pulse generator, testing of existing lead,
insertion of new lead, insertion of new pulse generator)
33215 Repositioning of previously implanted transvenous pacemaker or 8.04 $671.34 090 N
pacing cardioverter-defibrillator (right atrial or right ventricular)
electrode
© 33216 Insertion of a transvenous electrode; single chamber (one 9.90 $826.65 090 N
electrode) permanent pacemaker or single chamber pacing
cardioverter-defibrillator
© 33217 Insertion of a transvenous electrode; dual chamber (two 9.90 $826.65 090 N
electrodes) permanent pacemaker or dual chamber pacing
cardioverter-defibrillator
© 33218 Repair of single transvenous electrode for a single chamber, 10.18 $850.03 090 N
permanent pacemaker or single chamber pacing
cardioverter-defibrillator
© 33220 Repair of two transvenous electrodes for a dual chamber 10.25 $855.88 090 N

permanent pacemaker or dual chamber pacing
cardioverter-defibrillator

© © 0 ©

® 06 0 ©6

© 33222 Reuvision or relocation of skin pocket for pacemaker 9.24 $771.54 090 N $669.00
®© 33223 Revision of skin pocket for single or dual chamber pacing 10.99 $917.67 090 Y $669.00
cardioverter-defibrillator
33224 |Insertion of pacing electrode, cardiac venous system, for left 12.95 $1,081.33 000 N

ventricular pacing, with attachment to previously placed
pacemaker or pacing cardioverter-defibrillator pulse generator
(including revision of pocket, removal, insertion, and/or
replacement of generator)
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Insertion of pacing electrode, cardiac venous system, for left $961.09
ventricular pacing, at time of insertion of pacing

cardioverter-defibrillator or pacemaker pulse generator

(including upgrade to dual chamber system) (List separately in

addition to code for primary procedure)

33226 Repositioning of previously implanted cardiac venous system 12.50 $1,043.75 000 N
(left ventricular) electrode (including removal, insertion and/or
replacement of generator)

®© 33233 Removal of permanent pacemaker pulse generator 6.51 $543.59 090 N $669.00
® 33234 Removal of transvenous pacemaker electrode(s); single lead 12.70 $1,060.45 090 N
system, atrial or ventricular
© 33235 Removal of transvenous pacemaker electrode(s); dual lead 16.62 $1,387.77 090 N
system
33236 Removal of permanent epicardial pacemaker and electrodes by 20.30 $1,695.05 090 Y
thoracotomy; single lead system, atrial or ventricular
33237 Removal of permanent epicardial pacemaker and electrodes by 21.72 $1,813.62 090 Y
thoracotomy; dual lead system
33238 Removal of permanent transvenous electrode(s) by thoracotomy ~ 24.00 $2,004.00 090 Y
®© 33240 Insertion of single or dual chamber pacing 12.04 $1,005.34 090 N
cardioverter-defibrillator pulse generator
®© 33241 Subcutaneous removal of single or dual chamber pacing 6.10 $509.35 090 Y
cardioverter-defibrillator pulse generator
33243 Removal of single or dual chamber pacing 34.51 $2,881.59 090 Y
cardioverter-defibrillator electrode(s); by thoracotomy
© 33244 Removal of single or dual chamber pacing 22.52 $1,880.42 090 N
cardioverter-defibrillator electrode(s); by transvenous extraction
®© 33249 Insertion or repositioning of electrode lead(s) for single or dual 23.17 $1,934.70 090 Y
chamber pacing cardioverter-defibrillator and insertion of pulse
generator
33250 Operative ablation of supraventricular arrhythmogenic focus or 37.18 $3,104.53 090 Y

pathway (eg, Wolff-Parkinson-White, atrioventricular node
re-entry), tract(s) and/or focus (foci); without cardiopulmonary
bypass

33251 Operative ablation of supraventricular arrhythmogenic focus or 41.02 $3,425.17 090 Y
pathway (eg, Wolff-Parkinson-White, atrioventricular node
re-entry), tract(s) and/or focus (foci); with cardiopulmonary

bypass

33254 Operative tissue ablation and reconstruction of atria, limited (eg, ~ 34.50 $2,880.75 090 Y
modified maze procedure)

33255 Operative tissue ablation and reconstruction of atria, extensive 41.51 $3,466.09 090 Y
(eg, maze procedure); without cardiopulmonary bypass

33256 Operative tissue ablation and reconstruction of atria, extensive 49.59 $4,140.77 090 Y
(eg, maze procedure); with cardiopulmonary bypass

33261 Operative ablation of ventricular arrhythmogenic focus with 41.01 $3,424.34 090 Y
cardiopulmonary bypass

33265 Endoscopy, surgical; operative tissue ablation and 34.50 $2,880.75 090 Y

reconstruction of atria, limited (eg, modified maze procedure),
without cardiopulmonary bypass
33266 Endoscopy, surgical; operative tissue ablation and 47.20 $3,941.20 090 Y
reconstruction of atria, extensive (eg, maze procedure), without
cardiopulmonary bypass

33282 Implantation of patient-activated cardiac event recorder 8.56 $714.76 090 N

33284 Remo(\j/al of an implantable, patient-activated cardiac event 6.37 $531.90 090 N
recorder

33300 Repair of cardiac wound; without bypass 53.86 $4,497.31 090 Y

33305 Repair of cardiac wound; with cardiopulmonary bypass 86.51 $7,223.59 090 Y

33310 Cardiotomy, exploratory (includes removal of foreign body, atrial 30.17 $2,519.20 090 Y
or ventricular thrombus); without bypass

33315 Cardiotomy, exploratory (includes removal of foreign body, atrial 37.48 $3,129.58 090 Y

or ventricular thrombus); with cardiopulmonary bypass
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33320 Suture repair of aorta or great vessels; without shunt or $2,256.17
cardiopulmonary bypass

33321 Suture repair of aorta or great vessels; with shunt bypass 31.45 $2,626.08 090 Y

33322 Suture repair of aorta or great vessels; with cardiopulmonary 34.94 $2,917.49 090 Y
bypass

33330 Insertion of graft, aorta or great vessels; without shunt, or 35.59 $2,971.77 090 Y
cardiopulmonary bypass

33332 Insertion of graft, aorta or great vessels; with shunt bypass 35.31 $2,948.39 090 Y

33335 |Insertion of graft, aorta or great vessels; with cardiopulmonary 47.91 $4,000.49 090 Y
bypass

33400 Valvuloplasty, aortic valve; open, with cardiopulmonary bypass 56.86 $4,747.81 090 Y

33401 Valvuloplasty, aortic valve; open, with inflow occlusion 38.09 $3,180.52 090 Y

33403 Valvuloplasty, aortic valve; using transventricular dilation, with 39.74 $3,318.29 090 Y
cardiopulmonary bypass

33404 Construction of apical-aortic conduit 46.40 $3,874.40 090 Y

33405 Replacement, aortic valve, with cardiopulmonary bypass; with 59.96 $5,006.66 090 Y
prosthetic valve other than homograft or stentless valve

33406 Replacement, aortic valve, with cardiopulmonary bypass; with 11.74 $5,990.29 090 Y
allograft valve (freehand)

33410 Replacement, aortic valve, with cardiopulmonary bypass; with 62.97 $5,258.00 090 Y
stentless tissue valve

33411 Replacement, aortic valve; with aortic annulus enlargement, 80.63 $6,732.61 090 Y
noncoronary cusp

33412 Replacement, aortic valve; with transventricular aortic annulus 65.18 $5,442.53 090 Y
enlargement (Konno procedure)

33413 Replacement, aortic valve; by translocation of autologous 81.01 $6,764.34 090 Y

pulmonary valve with allograft replacement of pulmonary valve
(Ross procedure)

33414 Repair of left ventricular outflow tract obstruction by patch 54.31 $4,534.89 090 Y
enlargement of the outflow tract

33415 Resection or incision of subvalvular tissue for discrete 49.85 $4,162.48 090 Y
subvalvular aortic stenosis

33416 Ventriculomyotomy (-myectomy) for idiopathic hypertrophic 50.86 $4,246.81 090 Y
subaortic stenosis (eg, asymmetric septal hypertrophy)

33417 Aortoplasty (gusset) for supravalvular stenosis 43.57 $3,638.10 090 Y

33420 Valvotomy, mitral valve; closed heart 34.33 $2,866.56 090 Y

33422 L/alvotomy, mitral valve; open heart, with cardiopulmonary 43.92 $3,667.32 090 Y

ypass

33425 Valvuloplasty, mitral valve, with cardiopulmonary bypass; 63.15 $5,273.03 090 Y

33426 Valvuloplasty, mitral valve, with cardiopulmonary bypass; with 60.70 $5,068.45 090
prosthetic ring

33427 Valvuloplasty, mitral valve, with cardiopulmonary bypass; radical ~ 64.82 $5,412.47 090 Y
reconstruction, with or without ring

33430 Replacement, mitral valve, with cardiopulmonary bypass 68.45 $5,715.58 090 Y

33460 Valvectomy, tricuspid valve, with cardiopulmonary bypass 55.93 $4,670.16 090 Y

33463 Valvuloplasty, tricuspid valve; without ring insertion 69.71 $5,820.79 090 Y

33464 Valvuloplasty, tricuspid valve; with ring insertion 58.36 $4,873.06 090 Y

33465 Replacement, tricuspid valve, with cardiopulmonary bypass 64.05 $5,348.18 090 Y

33468 Tricuspid valve repositioning and plication for Ebstein anomaly 47.67 $3,980.45 090 Y

33470 Valvotomy, pulmonary valve, closed heart; transventricular 30.40 $2,538.40 090 Y

33471 Valvotomy, pulmonary valve, closed heart; via pulmonary artery 33.16 $2,768.86 090 Y

33472 Valvotomy, pulmonary valve, open heart; with inflow occlusion 34.85 $2,909.98 090 Y

33474 L/alvotomy, pulmonary valve, open heart; with cardiopulmonary 51.01 $4,259.34 090 Y

ypass
33475 Replacement, pulmonary valve 58.41 $4,877.24 090 Y
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33476 Right ventricular resection for infundibular stenosis, with or $3,173.00
without commissurotomy

33478 Outflow tract augmentation (gusset), with or without 41.05 $3,427.68 090 Y
commissurotomy or infundibular resection

33496 Repair of non-structural prosthetic valve dysfunction with 43.27 $3,613.05 090 Y
cardiopulmonary bypass (separate procedure)

33500 Repair of coronary arteriovenous or arteriocardiac chamber 40.25 $3,360.88 090 Y
fistula; with cardiopulmonary bypass

33501 Repair of coronary arteriovenous or arteriocardiac chamber 27.67 $2,310.45 090 Y
fistula; without cardiopulmonary bypass

33502 Repair of anomalous coronary artery from pulmonary artery 33.13 $2,766.36 090 Y
origin; by ligation

33503 Repair of anomalous coronary artery from pulmonary artery 31.79 $2,654.47 090 Y
origin; by graft, without cardiopulmonary bypass

33504 Repair of anomalous coronary artery from pulmonary artery 37.50 $3,131.25 090 Y
origin; by graft, with cardiopulmonary bypass

33505 Repair of anomalous coronary artery from pulmonary artery 49.43 $4,121.41 090 Y

origin; with construction of intrapulmonary artery tunnel
(Takeuchi procedure)

33506 Repair of anomalous coronary artery from pulmonary artery 53.47 $4,464.75 090 Y
origin; by translocation from pulmonary artery to aorta
33507 Repair of anomalous (eg, intramural) aortic origin of coronary 45.43 $3,793.41 090 Y
artery by unroofing or translocation
+ 33508 Endoscopy, surgical, including video-assisted harvest of vein(s) 0.42 $35.07 000 Y

for coronary artery bypass procedure (List separately in addition
to code for primary procedure)

33510 Coronary artery bypass, vein only; single coronary venous graft 51.32 $4,285.22 090 Y
33511 Coronary artery bypass, vein only; two coronary venous grafts 55.46 $4,630.91 090 Y
33512 Coronary artery bypass, vein only; three coronary venous grafts 61.39 $5,126.07 090 Y
33513 Coronary artery bypass, vein only; four coronary venous grafts 63.13 $5,271.36 090 Y
33514 Coronary artery bypass, vein only; five coronary venous grafts 65.86 $5,499.31 090 Y
33516 Corf(%nary artery bypass, vein only; six or more coronary venous 68.53 $5,722.26 090 Y
grafts
© 33517 Coronary artery bypass, using venous graft(s) and arterial 455 $379.93 000 Y

graft(s); single vein graft (List separately in addition to code for
arterial graft)

© 33518 Coronary artery bypass, using venous graft(s) and arterial 9.65 $805.78 000 Y
graft(s); two venous grafts (List separately in addition to code for
arterial graft)

O 33519 Coronary artery bypass, using venous graft(s) and arterial 13.01 $1,086.34 000 Y
graft(s); three venous grafts (List separately in addition to code
for arterial graft)

© 33521 Coronary artery bypass, using venous graft(s) and arterial 15.96 $1,332.66 000 Y
graft(s); four venous grafts (List separately in addition to code for
arterial graft)

© 33522 Coronary artery bypass, using venous graft(s) and arterial 18.44 $1,539.74 000 Y
graft(s); five venous grafts (List separately in addition to code for
arterial graft)

O 33523 Coronary artery bypass, using venous graft(s) and arterial 21.23 $1,772.11 000 Y
graft(s); six or more venous grafts (List separately in addition to
code for arterial graft)

+ 33530 Reoperation, coronary artery bypass procedure or valve 12.20 $1,018.70 000 Y
procedure, more than one month after original operation (List
separately in addition to code for primary procedure)

33533 Coronary artery bypass, using arterial graft(s); single arterial 50.37 $4,205.90 090 Y
graft

33534 Coronary artery bypass, using arterial graft(s); two coronary 57.50 $4,801.25 090 Y
arterial grafts

33535 Coronary artery bypass, using arterial graft(s); three coronary 62.93 $5,254.66 090 Y

arterial grafts
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Coronary artery bypass, using arterial graft(s); four or more $5,595.34
coronary arterial grafts

33542 Myocardial resection (eg, ventricular aneurysmectomy) 61.74 $5,155.29 090 Y

33545 Repair of postinfarction ventricular septal defect, with or without ~ 73.26 $6,117.21 090 Y
myocardial resection

33548 Surgical ventricular restoration procedure, includes prosthetic 73.54 $6,140.59 090 Y

patch, when performed (eg, ventricular remodeling, SVR, SAVER,
Dor procedures)

+ 33572 Coronary endarterectomy, open, any method, of left anterior 6.06 $506.01 000 Y
descending, circumflex, or right coronary artery performed in
conjunction with coronary artery bypass graft procedure, each
vessel (List separately in addition to primary procedure)

33600 Closure of atrioventricular valve (mitral or tricuspid) by suture or ~ 44.04 $3,677.34 090 Y
patch

33602 Closure of semilunar valve (aortic or pulmonary) by suture or 4279 $3,572.97 090 Y
patch

33606 Anastomosis of pulmonary artery to aorta (Damus-Kaye-Stansel 45.90 $3,832.65 090 Y
procedure)

33608 Repair of complex cardiac anomaly other than pulmonary atresia ~ 47.20 $3,941.20 090 Y

with ventricular septal defect by construction or replacement of
conduit from right or left ventricle to pulmonary artery

33610 Repair of complex cardiac anomalies (eg, single ventricle with 45.68 $3,814.28 090 Y
subaortic obstruction) by surgical enlargement of ventricular
septal defect

33611 Repair of double outlet right ventricle with intraventricular tunnel ~ 50.03 $4,177.51 090 Y
repair;

33612 Repair of double outlet right ventricle with intraventricular tunnel ~ 52.71 $4,401.29 090 Y
repair; with repair of right ventricular outflow tract obstruction

33615 Repair of complex cardiac anomalies (eg, tricuspid atresia) by 49.47 $4,130.75 090 Y

closure of atrial septal defect and anastomosis of atria or vena
cava to pulmonary artery (simple Fontan procedure)

33617 Repair of complex cardiac anomalies (eg, single ventricle) by 56.80 $4,742.80 090 Y
modified Fontan procedure
33619 Repair of single ventricle with aortic outflow obstruction and 70.33 $5,872.56 090 Y

aortic arch hypoplasia (hypoplastic left heart syndrome) (eg,
Norwood procedure)

33641 Repair atrial septal defect, secundum, with cardiopulmonary 39.69 $3,314.12 090 Y
bypass, with or without patch

33645 Direct or patch closure, sinus venosus, with or without 40.53 $3,384.26 090 Y
anomalous pulmonary venous drainage

33647 Repair of atrial septal defect and ventricular septal defect, with 43.14 $3,602.19 090 Y
direct or patch closure

33660 Repair of incomplete or partial atrioventricular canal (ostium 46.02 $3,842.67 090 Y
primum atrial septal defect), with or without atrioventricular
valve repair

33665 Repair of intermediate or transitional atrioventricular canal, with ~ 48.75 $4,070.63 090 Y
or without atrioventricular valve repair

33670 Repair of complete atrioventricular canal, with or without 50.49 $4,215.92 090 Y
prosthetic valve

33675 Closure of multiple ventricular septal defects; 55.03 $4,595.01 090 Y

33676 Closure of multiple ventricular septal defects; with pulmonary 56.77 $4,740.30 090 Y
valvotomy or infundibular resection (acyanotic)

33677 Closure of multiple ventricular septal defects; with removal of 59.01 $4,927.34 090 Y
pulmonary artery band, with or without gusset

33681 Closure of single ventricular septal defect, with or without patch;  47.69 $3,982.12 090 Y

33684 Closure of single ventricular septal defect, with or without patch;  49.36 $4,121.56 090 Y
with pulmonary valvotomy or infundibular resection (acyanotic)

33688 Closure of single ventricular septal defect, with or without patch; ~ 46.12 $3,851.02 090 Y
with removal of pulmonary artery band, with or without gusset

33690 Banding of pulmonary artery 29.91 $2,497.49 090 Y
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Complete repair tetralogy of Fallot without pulmonary atresia; $3,802.59

33694 Complete repair tetralogy of Fallot without pulmonary atresia; 50.38 $4,206.73 090 Y
with transannular patch

33697 Complete repair tetralogy of Fallot with pulmonary atresia 54.45 $4,546.58 090 Y

including construction of conduit from right ventricle to
pulmonary artery and closure of ventricular septal defect

33702 Repair sinus of Valsalva fistula, with cardiopulmonary bypass; 40.35 $3,369.23 090 Y

33710 Repair sinus of Valsalva fistula, with cardiopulmonary bypass; 45.04 $3,760.84 090 Y
with repair of ventricular septal defect

33720 Repair sinus of Valsalva aneurysm, with cardiopulmonary bypass  40.23 $3,359.21 090 Y

33722 Closure of aortico-left ventricular tunnel 39.98 $3,338.33 090 Y

33724 Repair of isolated partial anomalous pulmonary venous return 39.34 $3,284.89 090 Y
(eg, Scimitar Syndrome)

33726 Repair of pulmonary venous stenosis 51.80 $4,325.30 090 Y

33730 Complete repair of anomalous pulmonary venous return 51.33 $4,286.06 090 Y
(supracardiac, intracardiac, or infracardiac types)

33732 Repair of cor triatriatum or supravalvular mitral ring by resection 43.32 $3,617.22 090 Y
of left atrial membrane

33735 Atrial septectomy or septostomy; closed heart (Blalock-Hanlon 30.82 $2,573.47 090 Y
type operation)

33736 Atrial septectomy or septostomy; open heart with 36.39 $3,038.57 090 Y
cardiopulmonary bypass

33737 Atrial septectomy or septostomy; open heart, with inflow 33.42 $2,790.57 090 Y
occlusion

33750 Shunt; subclavian to pulmonary artery (Blalock-Taussig type 31.51 $2,631.09 090 Y
operation)

33755 Shunt; ascending aorta to pulmonary artery (Waterston type 31.99 $2,671.17 090 Y
operation)

33762 Shunt; descending aorta to pulmonary artery (Potts-Smith type 3272 $2,732.12 090 Y
operation)

33764 Shunt; central, with prosthetic graft 33.16 $2,768.86 090 Y

33766 Shunt; superior vena cava to pulmonary artery for flow to one 35.64 $2,975.94 090 Y
lung (classical Glenn procedure)

33767 Shunt; superior vena cava to pulmonary artery for flow to both 37.58 $3,137.93 090 Y
lungs (bidirectional Glenn procedure)

+ 33768 Anastomosis, cavopulmonary, second superior vena cava (List 10.94 $913.49 000 Y

separately in addition to primary procedure)

33770 Repair of transposition of the great arteries with ventricular 54.48 $4,549.08 090 Y

septal defect and subpulmonary stenosis; without surgical
enlargement of ventricular septal defect

33771 Repair of transposition of the great arteries with ventricular 54.10 $4,517.35 090 Y
septal defect and subpulmonary stenosis; with surgical
enlargement of ventricular septal defect

33774 Repair of transposition of the great arteries, atrial baffle 47.27 $3,947.05 090 Y
procedure (eg, Mustard or Senning type) with cardiopulmonary
bypass;

33775 Repair of transposition of the great arteries, atrial baffle 43.29 $4,032.22 090 Y

procedure (eg, Mustard or Senning type) with cardiopulmonary
bypass; with removal of pulmonary band

33776 Repair of transposition of the great arteries, atrial baffle 51.33 $4,286.06 090 Y
procedure (eg, Mustard or Senning type) with cardiopulmonary
bypass; with closure of ventricular septal defect

33777 Repair of transposition of the great arteries, atrial baffle 50.21 $4,192.54 090 Y
procedure (eg, Mustard or Senning type) with cardiopulmonary
bypass; with repair of subpulmonic obstruction

33778 Repair of transposition of the great arteries, aortic pulmonary 61.00 $5,093.50 090 Y
artery reconstruction (eg, Jatene type);
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33779 Repair of transposition of the great arteries, aortic pulmonary 56.10 $4,684.35
artery reconstruction (eg, Jatene type); with removal of
pulmonary band
33780 Repair of transposition of the great arteries, aortic pulmonary 60.35 $5,039.23 090 Y
artery reconstruction (eg, Jatene type); with closure of
ventricular septal defect
33781 Repair of transposition of the great arteries, aortic pulmonary 58.33 $4,870.56 090 Y
artery reconstruction (eg, Jatene type); with repair of
subpulmonic obstruction

33786 Total repair, truncus arteriosus (Rastelli type operation) 58.64 $4,896.44 090 Y

33788 Reimplantation of an anomalous pulmonary artery 39.94 $3,334.99 090 Y

33800 Aortic suspension (aortopexy) for tracheal decompression (eg, 25.87 $2,160.15 090 Y
for tracheomalacia) (separate procedure)

33802 Division of aberrant vessel (vascular ring); 27.48 $2,294.58 090 Y

33803 Division of aberrant vessel (vascular ring); with reanastomosis 30.65 $2,559.28 090 Y

33813 Obliteration of aortopulmonary septal defect; without 32.64 $2,725.44 090 Y
cardiopulmonary bypass

33814 Obliteration of aortopulmonary septal defect; with 39.69 $3,314.12 090 Y
cardiopulmonary bypass

33820 Repair of patent ductus arteriosus; by ligation 25.66 $2,142.61 090 Y

33822 Repair of patent ductus arteriosus; by division, younger than 18 26.74 $2,232.79 090 Y
years

33824 Repair of patent ductus arteriosus; by division, 18 years and older ~ 30.60 $2,555.10 090 Y

33840 Excision of coarctation of aorta, with or without associated 31.20 $2,605.20 090 Y
patent ductus arteriosus; with direct anastomosis

33845 Excision of coarctation of aorta, with or without associated 34.61 $2,889.94 090 Y
patent ductus arteriosus; with graft

33851 Excision of coarctation of aorta, with or without associated 33.12 $2,765.52 090 Y

patent ductus arteriosus; repair using either left subclavian
artery or prosthetic material as gusset for enlargement

33852 Repair of hypoplastic or interrupted aortic arch using autogenous ~ 34.98 $2,920.83 090 Y
or prosthetic material; without cardiopulmonary bypass

33853 Repair of hypoplastic or interrupted aortic arch using autogenous ~ 47.95 $4,003.83 090 Y
or prosthetic material; with cardiopulmonary bypass

33860 Ascending aorta graft, with cardiopulmonary bypass, with or 76.60 $6,396.10 090 Y
without valve suspension;

33861 Ascending aorta graft, with cardiopulmonary bypass, with or 63.19 $5,276.37 090 Y
without valve suspension; with coronary reconstruction

33863 Ascending aorta graft, with cardiopulmonary bypass, with or 78.40 $6,546.40 090 Y

without valve suspension; with aortic root replacement using
composite prosthesis and coronary reconstruction

33870 Transverse arch graft, with cardiopulmonary bypass 65.88 $5,500.98 090 Y

33875 Descending thoracic aorta graft, with or without bypass 50.83 $4,244.31 090 Y

33877 Repair of thoracoabdominal aortic aneurysm with graft, with or 85.53 $7,141.76 090 Y
without cardiopulmonary bypass

33880 Endovascular repair of descending thoracic aorta (eg, aneurysm,  46.49 $3,881.92 090 Y

pseudoaneurysm, dissection, penetrating ulcer, intramural
hematoma, or traumatic disruption); involving coverage of left
subclavian artery origin, initial endoprosthesis plus descending
thoracic aortic extension(s), if required, to level of celiac artery
origin

33881 Endovascular repair of descending thoracic aorta (eg, aneurysm,  40.13 $3,350.86 090 Y
pseudoaneurysm, dissection, penetrating ulcer, intramural
hematoma, or traumatic disruption); not involving coverage of left
subclavian artery origin, initial endoprosthesis plus descending
thoracic aortic extension(s), if required, to level of celiac artery
origin
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33883 Placement of proximal extension prosthesis for endovascular $2,472.44
repair of descending thoracic aorta (eg, aneurysm,
pseudoaneurysm, dissection, penetrating ulcer, intramural
hematoma, or traumatic disruption); initial extension

+ 33884 Placement of proximal extension prosthesis for endovascular 10.67 $890.95 000 Y
repair of descending thoracic aorta (eg, aneurysm,
pseudoaneurysm, dissection, penetrating ulcer, intramural
hematoma, or traumatic disruption); each additional proximal
extension (List separately in addition to code for primary

procedure)

33886 Placement of distal extension prosthesis(s) delayed after 25.70 $2,145.95 090 Y
endovascular repair of descending thoracic aorta

33889 Open subclavian to carotid artery transposition performed in 21.42 $1,788.57 000 Y

conjunction with endovascular repair of descending thoracic
aorta, by neck incision, unilateral

33891 Bypass graft, with other than vein, transcervical retropharyngeal ~ 27.52 $2,297.92 000 Y
carotid-carotid, performed in conjunction with endovascular
repair of descending thoracic aorta, by neck incision

33910 Pulmonary artery embolectomy; with cardiopulmonary bypass 41.70 $3,481.95 090 Y

33915 Pulmonary artery embolectomy; without cardiopulmonary bypass  33.35 $2,784.73 090 Y

33916 Pulmonary endarterectomy, with or without embolectomy, with 40.34 $3,368.39 090 Y
cardiopulmonary bypass

33917 Repai?tof pulmonary artery stenosis by reconstruction with patch ~ 38.04 $3,176.34 090 Y
orgra

33920 Repair of pulmonary atresia with ventricular septal defect, by 46.88 $3,914.48 090 Y

construction or replacement of conduit from right or left ventricle
to pulmonary artery

33922 Transection of pulmonary artery with cardiopulmonary bypass 35.81 $2,990.14 090 Y

+ 33924 Ligation and takedown of a systemic-to-pulmonary artery shunt, 7.68 $641.28 000 Y
performed in conjunction with a congenital heart procedure (List
separately in addition to code for primary procedure)

33925 Repair of pulmonary artery arborization anomalies by 46.26 $3,862.71 090 Y
unifocalization; without cardiopulmonary bypass

33926 Repair of pulmonary artery arborization anomalies by 63.25 $5,281.38 090 Y
unifocalization; with cardiopulmonary bypass

33930 Donor cardiectomy-pneumonectomy (including cold 0.00 BR 000 Y
preservation)

33933 Backbench standard preparation of cadaver donor heart/lung 0.00 BR 000 Y

allograft prior to transplantation, including dissection of allograft
from surrounding soft tissues to prepare aorta, superior vena
cava, inferior vena cava, and trachea for implantation

33935 Heart-lung transplant with recipient 91.92 $7,675.32 090 Y
cardiectomy-pneumonectomy

33940 Donor cardiectomy (including cold preservation) 0.00 BR 000 Y

33944 Backbench standard preparation of cadaver donor heart 0.00 BR 000 Y

allograft prior to transplantation, including dissection of allograft
from surrounding soft tissues to prepare aorta, superior vena
cava, inferior vena cava, pulmonary artery, and left atrium for

implantation
33945 Heart transplant, with or without recipient cardiectomy 110.12  $9,195.02 090 Y
33960 Prolonged extracorporeal circulation for cardiopulmonary 25.15 $2,100.03 000 Y
insufficiency; initial 24 hours
+ 33961 Prolonged extracorporeal circulation for cardiopulmonary 14.14 $1,180.69 000 Y

insufficiency; each additional 24 hours (List separately in addition
to code for primary procedure)

33967 Insertion of intra-aortic balloon assist device, percutaneous 6.70 $559.45 000 Y
33968 Removal of intra-aortic balloon assist device, percutaneous 0.89 $74.32 000 N
33970 Insertion of intra-aortic balloon assist device through the femoral 9.23 $770.11 000 Y

artery, open approach
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33971 Removal of intra-aortic balloon assist device including repair of $1,501.33
femoral artery, with or without graft

33973 Insertion of intra-aortic balloon assist device through the 13.49 $1,126.42 000 Y
ascending aorta

33974 Removal of intra-aortic balloon assist device from the ascending ~ 23.03 $1,923.01 090 Y
aorta, including repair of the ascending aorta, with or without
graft

33975 Insertion of ventricular assist device; extracorporeal, single 28.30 $2,363.05 000 Y
ventricle

33976 |Insertion of ventricular assist device; extracorporeal, 31.56 $2,635.26 000 Y
biventricular

33977 Removal of ventricular assist device; extracorporeal, single 31.50 $2,630.25 090 Y
ventricle

33978 Removal of ventricular assist device; extracorporeal, 34.99 $2,921.67 090 Y
biventricular

33979 Insertion of ventricular assist device, implantable intracorporeal, ~ 63.07 $5,266.35 000 Y
single ventricle

33980 Removal of ventricular assist device, implantable intracorporeal, 92.10 $7,690.35 090 Y
single ventricle

33999 Unlisted procedure, cardiac surgery 0.00 BR 000 N

34001 Embolectomy or thrombectomy, with or without catheter; carotid, ~ 24.53 $2,048.26 090 Y
subclavian or innominate artery, by neck incision

34051 Embolectomy or thrombectomy, with or without catheter; 24.98 $2,085.83 090 Y
innominate, subclavian artery, by thoracic incision

34101 Embolectomy or thrombectomy, with or without catheter; axillary, ~ 16.28 $1,359.38 090 Y
brachial, innominate, subclavian artery, by arm incision

34111 Embolectomy or thrombectomy, with or without catheter; radial 16.29 $1,360.22 090 Y
or ulnar artery, by arm incision

34151 Embolectomy or thrombectomy, with or without catheter; renal, 37.31 $3,115.39 090 Y
celiac, mesentery, aortoiliac artery, by abdominal incision

34201 Embolectomy or thrombectomy, with or without catheter; 24.63 $2,056.61 090 Y
femoropopliteal, aortoiliac artery, by leg incision

34203 Embolectomy or thrombectomy, with or without catheter; 25.99 $2,170.17 090 Y
popliteal-tibio-peroneal artery, by leg incision

34401 Thrombectomy, direct or with catheter; vena cava, iliac vein, by 37.24 $3,109.54 090 Y
abdominal incision

34421 Thrombectomy, direct or with catheter; vena cava, iliac, 19.52 $1,629.92 090 Y
femoropopliteal vein, by leg incision

34451 Thrombectomy, direct or with catheter; vena cava, iliac, 40.39 $3,372.57 090 Y
femoropopliteal vein, by abdominal and leg incision

34471 Thrombectomy, direct or with catheter; subclavian vein, by neck  25.96 $2,167.66 090 Y
incision

34490 Thrombectomy, direct or with catheter; axillary and subclavian 16.33 $1,363.56 090 N
vein, by arm incision

34501 Valvuloplasty, femoral vein 25.51 $2,130.09 090 Y

34502 Reconstruction of vena cava, any method 40.60 $3,390.10 090 Y

34510 Venous valve transposition, any vein donor 29.01 $2,422.34 090 Y

34520 Cross-over vein graft to venous system 28.07 $2,343.85 090 Y

34530 Saphenopopliteal vein anastomosis 26.15 $2,183.53 090 Y

34800 Endovascular repair of infrarenal abdominal aortic aneurysm or 30.48 $2,545.08 090 Y
dissection; using aorto-aortic tube prosthesis

34802 Endovascular repair of infrarenal abdominal aortic aneurysm or 33.03 $2,758.01 090 Y
dissection; using modular bifurcated prosthesis (one docking
limb)

34803 Endovascular repair of infrarenal abdominal aortic aneurysm or 33.94 $2,833.99 090 Y
dissection; using modular bifurcated prosthesis (two docking
limbs)
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34804 Endovascular repair of infrarenal abdominal aortic aneurysm or 32.99 $2,754.67
dissection; using unibody bifurcated prosthesis

34805 Endovascular repair of infrarenal abdominal aortic aneurysm or 31.37 $2,619.40 090 Y
dissection; using aorto-uniiliac or aorto-unifemoral prosthesis
+ 34808 Endovascular placement of iliac artery occlusion device (List 5.60 $467.60 000 Y
separately in addition to code for primary procedure)
34812 Open femoral artery exposure for delivery of endovascular 9.34 $779.89 000 Y
prosthesis, by groin incision, unilateral
+ 34813 Placement of femoral-femoral prosthetic graft during 6.46 $539.41 000 Y

endovascular aortic aneurysm repair (List separately in addition
to code for primary procedure)

34820 Openiliac artery exposure for delivery of endovascular 13.30 $1,110.55 000 Y
prosthesis or iliac occlusion during endovascular therapy, by
abdominal or retroperitoneal incision, unilateral

34825 Placement of proximal or distal extension prosthesis for 18.61 $1,553.94 090 Y
endovascular repair of infrarenal abdominal aortic or iliac
aneurysm, false aneurysm, or dissection; initial vessel

+ 34826 Placement of proximal or distal extension prosthesis for 5.46 $455.91 000 Y

endovascular repair of infrarenal abdominal aortic or iliac
aneurysm, false aneurysm, or dissection; each additional vessel
(List separately in addition to code for primary procedure)

34830 Open repair of infrarenal aortic aneurysm or dissection, plus 49.08 $4,098.18 090 Y
repair of associated arterial trauma, following unsuccessful
endovascular repair; tube prosthesis

34831 Open repair of infrarenal aortic aneurysm or dissection, plus 50.75 $4,237.63 090 Y
repair of associated arterial trauma, following unsuccessful
endovascular repair; aorto-bi-iliac prosthesis

34832 Open repair of infrarenal aortic aneurysm or dissection, plus 52.76 $4,405.46 090 Y
repair of associated arterial trauma, following unsuccessful
endovascular repair; aorto-bifemoral prosthesis

34833 Open iliac artery exposure with creation of conduit for delivery of ~ 16.62 $1,387.77 000 Y
aortic or iliac endovascular prosthesis, by abdominal or
retroperitoneal incision, unilateral

34834 Open brachial artery exposure to assist in the deployment of 7.60 $634.60 000 Y
aortic or iliac endovascular prosthesis by arm incision, unilateral

34900 Endovascular graft placement for repair of iliac artery (eg, 24.32 $2,030.72 090 Y
aneurysm, pseudoaneurysm, arteriovenous malformation,
trauma)

35001 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 30.50 $2,546.75 090 Y

or total) and graft insertion, with or without patch graft; for
aneurysm and associated occlusive disease, carotid, subclavian
artery, by neck incision

35002 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 32.11 $2,681.19 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, carotid, subclavian artery, by neck incision

35005 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 2].54 $2,299.59 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
vertebral artery

35011 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 26.78 $2,236.13 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm and associated occlusive disease, axillary-brachial
artery, by arm incision

35013 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 33.12 $2,765.52 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, axillary-brachial artery, by arm incision

35021 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 31.97 $2,669.50 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
innominate, subclavian artery, by thoracic incision
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Direct repair of aneurysm, pseudoaneurysm, or excision (partial $3,002.66
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, innominate, subclavian artery, by thoracic
incision

35045 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 25.85 $2,158.48 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,

radial or ulnar artery

35081 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 45.38 $3,789.23 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
abdominal aorta

35082 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 57.90 $4,834.65 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, abdominal aorta

35091 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 49.70 $4,149.95 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
abdo;ninal aorta involving visceral vessels (mesenteric, celiac,
renal

35092 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 69.08 $5,768.18 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, abdominal aorta involving visceral vessels
(mesenteric, celiac, renal)

35102 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 49.36 $4,121.56 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
abdominal aorta involving iliac vessels (common, hypogastric,
external)

35103 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 60.06 $5,015.01 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, abdominal aorta involving iliac vessels
(common, hypogastric, external)

35111 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 37.00 $3,089.50 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
splenic artery

35112 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 44.85 $3,744.98 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, splenic artery

35121 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 44.44 $3,710.74 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
hepatic, celiac, renal, or mesenteric artery

35122 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 52.08 $4,348.68 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, hepatic, celiac, renal, or mesenteric artery

35131 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 31.73 $3,150.46 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
iliac artery (common, hypogastric, external)

35132 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 45.33 $3,785.06 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, iliac artery (common, hypogastric, external)

35141 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 30.09 $2,512.52 090 Y
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
common femoral artery (profunda femoris, superficial femoral)

35142 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 35.74 $2,984.29 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, common femoral artery (profunda femoris,
superficial femoral)
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35151 Direct repair of aneurysm, pseudoaneurysm, or excision (partial $2,833.16
or total) and graft insertion, with or without patch graft; for
aneurysm, pseudoaneurysm, and associated occlusive disease,
popliteal artery

35152 Direct repair of aneurysm, pseudoaneurysm, or excision (partial 39.16 $3,269.86 090 Y
or total) and graft insertion, with or without patch graft; for
ruptured aneurysm, popliteal artery

35180 Repair, congenital arteriovenous fistula; head and neck 21.14 $1,765.19 090 Y

35182 Repair, congenital arteriovenous fistula; thorax and abdomen 45.29 $3,781.72 090 Y

35184 Repair, congenital arteriovenous fistula; extremities 21.32 $2,281.22 090 Y

35188 Repliuir, acquired or traumatic arteriovenous fistula; head and 22.98 $1,918.83 090 Y $945.00
nec

35189 Repair, acquired or traumatic arteriovenous fistula; thorax and 42.35 $3,536.23 090 Y
abdomen

35190 Repair, acquired or traumatic arteriovenous fistula; extremities 19.97 $1,667.50 090 Y

35201 Repair blood vessel, direct; neck 25.09 $2,095.02 090 Y

35206 Repair blood vessel, direct; upper extremity 20.51 $1,712.59 090 Y

35207 Repair blood vessel, direct; hand, finger 18.43 $1,538.91 090 Y $945.00

35211 Repair blood vessel, direct; intrathoracic, with bypass 35.72 $2,982.62 090 Y

35216 Repair blood vessel, direct; intrathoracic, without bypass 45.65 $3,811.78 090 Y

35221 Repair blood vessel, direct; intra-abdominal 36.82 $3,074.47 090 Y

35226 Repair blood vessel, direct; lower extremity 22.76 $1,900.46 090 Y

35231 Repair blood vessel with vein graft; neck 31.10 $2,596.85 090 Y

35236 Repair blood vessel with vein graft; upper extremity 26.11 $2,180.19 090 Y

35241 Repair blood vessel with vein graft; intrathoracic, with bypass 31.28 $3,112.88 090 Y

35246 Repair blood vessel with vein graft; intrathoracic, without bypass  40.75 $3,402.63 090 Y

35251 Repair blood vessel with vein graft; intra-abdominal 44.05 $3,678.18 090 Y

35256 Repair blood vessel with vein graft; lower extremity 21.62 $2,306.27 090 Y

35261 Repair blood vessel with graft other than vein; neck 27.40 $2,287.90 090 Y

35266 Repair blood vessel with graft other than vein; upper extremity 22.95 $1,916.33 090 Y

35271 Eepair blood vessel with graft other than vein; intrathoracic, with ~ 35.50 $2,964.25 090 Y

ypass

35276 Repair blood vessel with graft other than vein; intrathoracic, 37.42 $3,124.57 090 Y
without bypass

35281 Repair blood vessel with graft other than vein; intra-abdominal 42.11 $3,516.19 090 Y

35286 Repair blood vessel with graft other than vein; lower extremity 25.34 $2,115.89 090 Y

35301 Thromboendarterectomy, including patch graft, if performed; 28.29 $2,362.22 090 Y
carotid, vertebral, subclavian, by neck incision

35302 Thromboendarterectomy, including patch graft, if performed; 29.25 $2,442.38 090 Y
superficial femoral artery

35303 Thromboendarterectomy, including patch graft, if performed; 32.13 $2,682.86 090 Y
popliteal artery

35304 Thromboendarterectomy, including patch graft, if performed; 33.43 $2,791.41 090 Y
tibioperoneal trunk artery

35305 Thromboendarterectomy, including patch graft, if performed; 32.13 $2,682.86 090 Y
tibial or peroneal artery, initial vessel

+ 35306 Thromboendarterectomy, including patch graft, if performed; 12.04 $1,005.34 000 Y

each additional tibial or peroneal artery (List separately in
addition to code for primary procedure)

35311 Thromboendarterectomy, including patch graft, if performed; 40.29 $3,364.22 090 Y
subclavian, innominate, by thoracic incision

35321 Thromboendarterectomy, including patch graft, if performed; 2413 $2,014.86 090 Y
axillary-brachial

35331 Thromboendarterectomy, including patch graft, if performed; 39.33 $3,284.06 090 Y

abdominal aorta
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Thromboendarterectomy, including patch graft, if performed, $3,133.76
mesenteric, celiac, or renal

35351 Thromboendarterectomy, including patch graft, if performed; iliac ~ 34.59 $2,888.27 090 Y

35355 Thromboendarterectomy, including patch graft, if performed; 28.15 $2,350.53 090 Y
iliofemoral

35361 Thromboendarterectomy, including patch graft, if performed; 42.43 $3,542.91 090 Y
combined aortoiliac

35363 Thromboendarterectomy, including patch graft, if performed; 45.38 $3,789.23 090 Y
combined aortoiliofemoral

35371 Thromboendarterectomy, including patch graft, if performed; 22.42 $1,872.07 090 Y
common femoral

35372 Thromboendarterectomy, including patch graft, if performed; 26.88 $2,244.48 090 Y
deep (profunda) femoral

+ 35390 Reoperation, carotid, thromboendarterectomy, more than one 434 $362.39 000 Y

month after original operation (List separately in addition to code
for primary procedure)

+ 35400 Angioscopy (non-coronary vessels or grafts) during therapeutic 4.15 $346.53 000 N
intervention (List separately in addition to code for primary
procedure)
35450 Transluminal balloon angioplasty, open; renal or other visceral 13.76 $1,148.96 000 Y
artery
35452 Transluminal balloon angioplasty, open; aortic 9.63 $804.11 000 Y
35454 Transluminal balloon angioplasty, open; iliac 8.48 $708.08 000 Y
35456 Transluminal balloon angioplasty, open; femoral-popliteal 10.28 $858.38 000 Y
35458 Transluminal balloon angioplasty, open; brachiocephalic trunk or ~ 13.12 $1,095.52 000 Y
branches, each vessel
35459 Transluminal balloon angioplasty, open; tibioperoneal trunk and 11.97 $999.50 000 Y
branches
35460 Transluminal balloon angioplasty, open; venous 8.40 $701.40 000
© 35470 Transluminal balloon angioplasty, percutaneous; tibioperoneal 90.22 $7,533.37 000 N
trunk or branches, each vessel
© 35471 Transluminal balloon angioplasty, percutaneous; renal or visceral ~ 101.31 $8,459.39 000 N
artery
© 35472 Transluminal balloon angioplasty, percutaneous; aortic 66.84 $5,581.14 000 Y
© 35473 Transluminal balloon angioplasty, percutaneous; iliac 62.33 $5,204.56 000 N
© 35474 Transluminal balloon angioplasty, percutaneous; 87.88 $7,337.98 000 N
femoral-popliteal
® 35475 Transluminal balloon angioplasty, percutaneous; 63.10 $5,268.85 000 N
brachiocephalic trunk or branches, each vessel
© 35476 Transluminal balloon angioplasty, percutaneous; venous 48.21 $4,025.54 000 N
35480 Transluminal peripheral atherectomy, open; renal or other 15.26 $1,274.21 000 Y
visceral artery
35481 Transluminal peripheral atherectomy, open; aortic 10.75 $897.63 000 Y
35482 Transluminal peripheral atherectomy, open; iliac 9.31 $777.39 000 Y
35483 Transluminal peripheral atherectomy, open; femoral-popliteal 11.39 $951.07 000 Y
35484 Transluminal peripheral atherectomy, open; brachiocephalic 14.23 $1,188.21 000 Y
trunk or branches, each vessel
35485 Transluminal peripheral atherectomy, open; tibioperoneal trunk 13.28 $1,108.88 000 Y
and branches
35490 Transluminal peripheral atherectomy, percutaneous; renal or 15.77 $1,316.80 000 Y
other visceral artery
35491 Transluminal peripheral atherectomy, percutaneous; aortic 11.04 $921.84 000 Y
35492 Transluminal peripheral atherectomy, percutaneous; iliac 9.70 $809.95 000 Y
35493 Transluminal peripheral atherectomy, percutaneous; 11.73 $979.46 000 N
femoral-popliteal
35494 Transluminal peripheral atherectomy, percutaneous; 14.60 $1,219.10 000 N

brachiocephalic trunk or branches, each vessel
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35495 Transluminal peripheral atherectomy, percutaneous; $1,141.45
tibioperoneal trunk and branches

+ 35500 Harvest of upper extremity vein, one segment, for lower extremity 8.66 $723.11 000 Y
or coronary artery bypass procedure (List separately in addition
to code for primary procedure)

35501 Bypa§; graft, with vein; common carotid-ipsilateral internal 39.39 $3,289.07 090 Y
caroti
35506 Bypass graft, with vein; carotid-subclavian or subclavian-carotid ~ 34.77 $2,903.30 090 Y
35508 Bypass graft, with vein; carotid-vertebral 35.51 $2,965.09 090 Y
35509 Bypass graft, with vein; carotid-contralateral carotid 38.33 $3,200.56 090 Y
35510 Bypass graft, with vein; carotid-brachial 33.54 $2,800.59 090 Y
35511 Bypass graft, with vein; subclavian-subclavian 31.63 $2,641.11 090 Y
35512 Bypass graft, with vein; subclavian-brachial 32.89 $2,746.32 090 Y
35515 Bypass graft, with vein; subclavian-vertebral 35.22 $2,940.87 090 Y
35516 Bypass graft, with vein; subclavian-axillary 31.06 $2,593.51 090 Y
35518 Bypass graft, with vein; axillary-axillary 31.93 $2,666.16 090 Y
35521 Bypass graft, with vein; axillary-femoral 34.12 $2,849.02 090 Y
35522 Bypass graft, with vein; axillary-brachial 32.03 $2,674.51 090 Y
35525 Bypass graft, with vein; brachial-brachial 30.35 $2,534.23 090 Y
35526 Bypass graft, with vein; aortosubclavian or carotid 45.90 $3,832.65 090 Y
35531 Bypass graft, with vein; aortoceliac or aortomesenteric 54.07 $4,514.85 090 Y
35533 Bypass graft, with vein; axillary-femoral-femoral 41.92 $3,500.32 090 Y
35536 Bypass graft, with vein; splenorenal 47.18 $3,939.53 090 Y
35537 Bypass graft, with vein; aortoiliac 56.49 $4,716.92 090 Y
35538 Bypass graft, with vein; aortobi-iliac 63.10 $5,268.85 090 Y
35539 Bypass graft, with vein; aortofemoral 59.31 $4,952.39 090 Y
35540 Bypass graft, with vein; aortobifemoral 66.11 $5,520.19 090 Y
35548 Bypass graft, with vein; aortoiliofemoral, unilateral 32.31 $2,697.89 090 Y
35549 Bypass graft, with vein; aortoiliofemoral, bilateral 35.26 $2,944.21 090 Y
35551 Bypass graft, with vein; aortofemoral-popliteal 39.76 $3,319.96 090 Y
35556 Bypass graft, with vein; femoral-popliteal 36.55 $3,051.93 090 Y
35558 Bypass graft, with vein; femoral-femoral 32.86 $2,743.81 090 Y
35560 Bypass graft, with vein; aortorenal 47.91 $4,000.49 090 Y
35563 Bypass graft, with vein; iliciliac 36.93 $3,083.66 090 Y
35565 Bypass graft, with vein; iliofemoral 35.50 $2,964.25 090 Y
35566 Bypass graft, with vein; femoral-anterior tibial, posterior tibial, 43.88 $3,663.98 090 Y
peroneal artery or other distal vessels
35571 Bypass graft, with vein; popliteal-tibial, -peroneal artery or other ~ 36.50 $3,047.75 090 Y
distal vessels
+ 35572 Harvest of femoropopliteal vein, one segment, for vascular 9.26 $773.21 000 Y

reconstruction procedure (eg, aortic, vena caval, coronary,
peripheral artery) (List separately in addition to code for primary

procedure)

35583 |In-situ vein bypass; femoral-popliteal 37.86 $3,161.31 090 Y

35585 |In-situ vein bypass; femoral-anterior tibial, posterior tibial, or 44.74 $3,735.79 090 Y
peroneal artery

35587 In-situ vein bypass; popliteal-tibial, peroneal 31.73 $3,150.46 090 Y

© 35600 Harvest of upper extremity artery, one segment, for coronary 6.77 $565.30 000 Y

artery bypass procedure

35601 Bypass graft, with other than vein; common carotid-ipsilateral 37.08 $3,096.18 090 Y
internal carotid

35606 Bypass graft, with other than vein; carotid-subclavian 31.48 $2,628.58 090 Y
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35612 Bypass graft, with other than vein; subclavian-subclavian $2,055.77 Y
35616 Bypass graft, with other than vein; subclavian-axillary 29.60 $2,471.60 090 Y
35621 Bypass graft, with other than vein; axillary-femoral 30.01 $2,505.84 090 Y
35623 Bypass graft, with other than vein; axillary-popliteal or -tibial 36.68 $3,062.78 090 Y
35626 Bypass graft, with other than vein; aortosubclavian or carotid 41.75 $3,486.13 090 Y
35631 Bypass graft, with other than vein; aortoceliac, aortomesenteric, ~ 50.37 $4,205.90 090 Y
aortorenal
35636 Bypass graft, with other than vein; splenorenal (splenic to renal 44.23 $3,693.21 090 Y
arterial anastomosis)
35637 Bypass graft, with other than vein; aortoiliac 44.97 $3,755.00 090 Y
35638 Bypass graft, with other than vein; aortobi-iliac 45.68 $3,814.28 090 Y
35642 Bypass graft, with other than vein; carotid-vertebral 27.66 $2,309.61 090 Y
35645 Bypass graft, with other than vein; subclavian-vertebral 217.02 $2,256.17 090 Y
35646 Bypass graft, with other than vein; aortobifemoral 46.49 $3,881.92 090 Y
35647 Bypass graft, with other than vein; aortofemoral 41.90 $3,498.65 090 Y
35650 Bypass graft, with other than vein; axillary-axillary 28.74 $2,399.79 090 Y
35651 Bypass graft, with other than vein; aortofemoral-popliteal 36.96 $3,086.16 090 Y
35654 Bypass graft, with other than vein; axillary-femoral-femoral 37.19 $3,105.37 090 Y
35656 Bypass graft, with other than vein; femoral-popliteal 29.35 $2,450.73 090 Y
35661 Bypass graft, with other than vein; femoral-femoral 29.42 $2,456.57 090 Y
35663 Bypass graft, with other than vein; ilioiliac 34.02 $2,840.67 090 Y
35665 Bypass graft, with other than vein; iliofemoral 31.97 $2,669.50 090 Y
35666 Bypass graft, with other than vein; femoral-anterior tibial, 34.48 $2,879.08 090 Y
posterior tibial, or peroneal artery
35671 Bypass graft, with other than vein; popliteal-tibial or -peroneal 30.35 $2,534.23 090 Y
artery
+ 35681 Bypass graft; composite, prosthetic and vein (List separately in 217 $181.20 000 Y
addition to code for primary procedure)
+ 35682 Bypass graft; autogenous composite, two segments of veins from 9.73 $812.46 000 Y
two locations (List separately in addition to code for primary
procedure)
+ 35683 Bypass graft; autogenous composite, three or more segments of 11.48 $958.58 000 Y

vein from two or more locations (List separately in addition to
code for primary procedure)

+ 35685 Placement of vein patch or cuff at distal anastomosis of bypass 5.47 $456.75 000 Y
graft, synthetic conduit (List separately in addition to code for
primary procedure)

+ 35686 Creation of distal arteriovenous fistula during lower extremity 4.53 $378.26 000 Y

bypass surgery (non-hemodialysis) (List separately in addition to
code for primary procedure)

35691 Transposition and/or reimplantation; vertebral to carotid artery 26.94 $2,249.49 090 Y
35693 Transposition and/or reimplantation; vertebral to subclavian 23.59 $1,969.77 090 Y
artery
35694 Transposition and/or reimplantation; subclavian to carotid artery 28.05 $2,342.18 090 Y
35695 Transposition and/or reimplantation; carotid to subclavian artery 28.76 $2,401.46 090 Y
+ 35697 Reimplantation, visceral artery to infrarenal aortic prosthesis, 4.07 $339.85 000 Y
each artery (List separately in addition to code for primary
procedure)
+ 35700 Reoperation, femoral-popliteal or femoral (popliteal)-anterior 418 $349.03 000 Y

tibial, posterior tibial, peroneal artery, or other distal vessels,
more than one month after original operation (List separately in
addition to code for primary procedure)

35701 Exploration (not followed by surgical repair), with or without lysis ~ 14.24 $1,189.04 090 Y
of artery; carotid artery
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35721 Exploration (not followed by surgical repair), with or without lysis $1,017.03
of artery; femoral artery

35741 Exploration (not followed by surgical repair), with or without lysis ~ 13.35 $1,114.73 090 Y
of artery; popliteal artery

35761 Exploration (not followed by surgical repair), with or without lysis 9.88 $824.98 090 Y
of artery; other vessels

35800 Exploration for postoperative hemorrhage, thrombosis or 12.62 $1,053.77 090 Y
infection; neck

35820 Exploration for postoperative hemorrhage, thrombosis or 43.76 $3,653.96 090 Y
infection; chest

35840 Exploration for postoperative hemorrhage, thrombosis or 16.30 $1,361.05 090 Y
infection; abdomen

35860 Exploration for postoperative hemorrhage, thrombosis or 10.71 $894.29 090 Y
infection; extremity

35870 Repair of graft-enteric fistula 34.32 $2,865.72 090 Y

35875 Thrombectomy of arterial or venous graft (other than 15.96 $1,332.66 090 Y $2,008.50
hemodialysis graft or fistula);

35876 Thrombectomy of arterial or venous graft (other than 25.52 $2,130.92 090 Y  $2,008.50
hemodialysis graft or fistula); with revision of arterial or venous
graft

35879 Revision, lower extremity arterial bypass, without thrombectomy, ~ 25.12 $2,097.52 090 Y
open; with vein patch angioplasty

35881 Revision, lower extremity arterial bypass, without thrombectomy,  28.02 $2,339.67 090 Y
open; with segmental vein interposition

35883 Revision, femoral anastomosis of synthetic arterial bypass graft 32.90 $2,747.15 090 Y

in groin, open; with nonautogenous patch graft (eg, Dacron,
ePTFE, bovine pericardium)

35884 Revision, femoral anastomosis of synthetic arterial bypass graft 34.94 $2,917.49 090 Y
in groin, open; with autogenous vein patch graft

35901 Excision of infected graft; neck 13.63 $1,138.11 090 Y

35903 Excision of infected graft; extremity 15.58 $1,300.93 090 Y

35905 Excision of infected graft; thorax 47.04 $3,927.84 090 Y

35907 Excision of infected graft; abdomen 51.76 $4,321.96 090 Y

36000 Introduction of needle or intracatheter, vein 0.71 $59.29 000 N

36002 Injection procedures (eg, thrombin) for percutaneous treatment 4.61 $384.94 000 N
of extremity pseudoaneurysm

36005 Injection procedure for extremity venography (including 8.70 $726.45 000 Y
introduction of needle or intracatheter)

36010 Introduction of catheter, superior or inferior vena cava 19.56 $1,633.26 000

36011 Selective catheter placement, venous system; first order branch 28.71 $2,397.29 000 N
(eg, renal vein, jugular vein)

36012 Selective catheter placement, venous system; second order, or 2248 $1,877.08 000 N
more selective, branch (eg, left adrenal vein, petrosal sinus)

36013 Introduction of catheter, right heart or main pulmonary artery 23.30 $1,945.55 000 N

36014 Selective catheter placement, left or right pulmonary artery 22.53 $1,881.26 000 N

36015 Selective catheter placement, segmental or subsegmental 25.51 $2,130.09 000 N
pulmonary artery

36100 Introduction of needle or intracatheter, carotid or vertebral artery ~ 14.82 $1,237.47 000 N

36120 Introduction of needle or intracatheter; retrograde brachial 12.24 $1,022.04 000 N
artery

36140 Introduction of needle or intracatheter; extremity artery 14.12 $1,179.02 000 N

36145 Introduction of needle or intracatheter; arteriovenous shunt 13.79 $1,151.47 000 N
created for dialysis (cannula, fistula, or graft)

36160 Introduction of needle or intracatheter, aortic, translumbar 15.52 $1,295.92 000 N

36200 Introduction of catheter, aorta 18.66 $1,558.11 000 N

36215 Selective catheter placement, arterial system; each first order 31.06 $2,593.51 000 N

thoracic or brachiocephalic branch, within a vascular family
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36216 Selective catheter placement, arterial system; initial second 33.62 $2,807.27
order thoracic or brachiocephalic branch, within a vascular
family
36217 Selective catheter placement, arterial system; initial third order 58.75 $4,905.63 000 N

or more selective thoracic or brachiocephalic branch, within a
vascular family

+ 36218 Selective catheter placement, arterial system; additional second 5.70 $475.95 000 N
order, third order, and beyond, thoracic or brachiocephalic
branch, within a vascular family (List in addition to code for initial
second or third order vessel as appropriate)

36245 Selective catheter placement, arterial system; each first order 35.68 $2,979.28 000 N
abdominal, pelvic, or lower extremity artery branch, within a
vascular family

36246 Selective catheter placement, arterial system; initial second 34.30 $2,864.05 000 N
order abdominal, pelvic, or lower extremity artery branch, within
a vascular family

36247 Selective catheter placement, arterial system; initial third order 54.35 $4,538.23 000 N
or more selective abdominal, pelvic, or lower extremity artery
branch, within a vascular family

+ 36248 Selective catheter placement, arterial system; additional second 479 $399.97 000 N
order, third order, and beyond, abdominal, pelvic, or lower
extremity artery branch, within a vascular family (List in addition
to code for initial second or third order vessel as appropriate)

36260 |Insertion of implantable intra-arterial infusion pump (eg, for 14.99 $1,251.67 090 N $765.00
chemotherapy of liver)

36261 Revision of implanted intra-arterial infusion pump 9.23 $770.7 090 Y $669.00

36262 Removal of implanted intra-arterial infusion pump 6.91 $576.99 090 N $499.50

36299 Unlisted procedure, vascular injection 0.00 BR 000 N

36400 Venipuncture, younger than age 3 years, necessitating 0.66 $55.11 000 N

physician’s skill, not to be used for routine venipuncture; femoral
or jugular vein

36405 Venipuncture, younger than age 3 years, necessitating 0.58 $48.43 000 N
physician’s skill, not to be used for routine venipuncture; scalp
vein

36406 Venipuncture, younger than age 3 years, necessitating 0.46 $38.41 000 N
physician's skill, not to be used for routine venipuncture; other
vein

36410 Venipuncture, age 3 years or older, necessitating physician’s skill 0.47 $39.25 000 N
(separate procedure), for diagnostic or therapeutic purposes (not
to be used for routine venipuncture)

36415 Collection of venous blood by venipuncture 0.12 $9.60 000 N
36416 Collection of capillary blood specimen (eg, finger, heel, ear stick) 0.12 $9.60 000 N
36420 Venipuncture, cutdown; younger than age 1year 1.24 $103.54 000 N
36425 Venipuncture, cutdown; age 1 or over 0.96 $80.16 000 N
36430 Transfusion, blood or blood components 1.05 $87.68 000 N
36440 Push transfusion, blood, 2 years or younger 1.36 $113.56 000 N
36450 Exchange transfusion, blood; newborn 2.95 $246.33 000 N
36455 Exchange transfusion, blood; other than newborn 3.29 $274.72 000 N
36460 Transfusion, intrauterine, fetal 8.81 $735.64 000 Y
36468 Single or multiple injections of sclerosing solutions, spider veins 0.00 BR 000 N
(telangiectasia); limb or trunk
36469 Single or multiple injections of sclerosing solutions, spider veins 0.00 BR 000 N
(telangiectasia); face
36470 Injection of sclerosing solution; single vein 3.72 $310.62 010 N
36471 Injection of sclerosing solution; multiple veins, same leg 4.57 $381.60 010 N
36475 Endovenous ablation therapy of incompetent vein, extremity, 53.98 $4,507.33 000 N $2,008.50

inclusive of all imaging guidance and monitoring, percutaneous,
radiofrequency; first vein treated
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36476 Endovenous ablation therapy of incompetent vein, extremity, 10.61 $885.94 $2,008.50
inclusive of all imaging guidance and monitoring, percutaneous,
radiofrequency; second and subsequent veins treated in a single
extremity, each through separate access sites (List separately in
addition to code for primary procedure)

36478 Endovenous ablation therapy of incompetent vein, extremity, 49.26 $4,113.21 000 N $2,008.50
inclusive of all imaging guidance and monitoring, percutaneous,
laser; first vein treated

+ 36479 Endovenous ablation therapy of incompetent vein, extremity, 10.81 $902.64 000 N $2,008.50
inclusive of all imaging guidance and monitoring, percutaneous,
laser; second and subsequent veins treated in a single extremity,
each through separate access sites (List separately in addition to
code for primary procedure)

36481 Percutaneous portal vein catheterization by any method 9.29 $775.72 000 N
36500 Venous catheterization for selective organ blood sampling 468 $390.78 000 N
36510 Catheterization of umbilical vein for diagnosis or therapy, 421 $356.55 000 N
newborn
36511 Therapeutic apheresis; for white blood cells 2.33 $194.56 000 N
36512 Therapeutic apheresis; for red blood cells 2.35 $196.23 000 N
36513 Therapeutic apheresis; for platelets 2.4 $201.24 000 N
36514 Therapeutic apheresis; for plasma pheresis 16.97 $1,417.00 000 N
36515 Therapeutic apheresis; with extracorporeal immunoadsorption 62.56 $5,223.76 000 N
and plasma reinfusion
36516 Therapeutic apheresis; with extracorporeal selective adsorption  76.55 $6,391.93 000 N
or selective filtration and plasma reinfusion
36522 Photopheresis, extracorporeal 34.65 $2,893.28 000
36540 Collection of blood specimen from a completely implantable 0.56 $46.84 000 N
venous access device
36550 Declotting by thrombolytic agent of implanted vascular access 0.74 $61.79 000 N
device or catheter
© 36555 Insertion of non-tunneled centrally inserted central venous 71.86 $656.31 000 N $499.50
catheter; younger than 5 years of age
36556 |Insertion of non-tunneled centrally inserted central venous 71.37 $615.40 000 N $499.50
catheter; age 5 years or older
© 36557 Insertion of tunneled centrally inserted central venous catheter, 24.60 $2,054.10 010 N $669.00
without subcutaneous port or pump; younger than 5 years of age
© 36558 Insertion of tunneled centrally inserted central venous catheter, 24.27 $2,026.55 010 N $669.00
without subcutaneous port or pump; age 5 years or older
© 36560 Insertion of tunneled centrally inserted central venous access 33.64 $2,808.94 010 N $765.00
device, with subcutaneous port; younger than 5 years of age
®© 36561 Insertion of tunneled centrally inserted central venous access 33.61 $2,806.44 010 N $765.00
device, with subcutaneous port; age 5 years or older
© 36563 Insertion of tunneled centrally inserted central venous access 32.19 $2,687.87 010 N $765.00
device with subcutaneous pump
© 36565 Insertion of tunneled centrally inserted central venous access 28.87 $2,410.65 010 N $765.00
device, requiring two catheters via two separate venous access
sites; without subcutaneous port or pump (eg, Tesio type
catheter)
© 36566 Insertion of tunneled centrally inserted central venous access 53.60 $4,475.60 010 N $765.00
device, requiring two catheters via two separate venous access
sites; with subcutaneous port(s)
© 36568 Insertion of peripherally inserted central venous catheter (PICC), 8.87 $740.65 000 N $499.50
without subcutaneous port or pump; younger than 5 years of age
36569 Insertion of peripherally inserted central venous catheter (PICC), 8.38 $699.73 000 N $499.50
without subcutaneous port or pump; age 5 years or older
© 36570 Insertion of peripherally inserted central venous access device, 35.83 $2,991.81 010 N $765.00
with subcutaneous port; younger than 5 years of age
®© 36571 Insertion of peripherally inserted central venous access device, 36.35 $3,035.23 010 N $765.00

with subcutaneous port; age 5 years or older
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36575 Repair of tunneled or non-tunneled central venous access 464 $387.44 $669.00

catheter, without subcutaneous port or pump, central or
peripheral insertion site

© 36576 Repair of central venous access device, with subcutaneous port 9.71 $810.79 010 N $669.00
or pump, central or peripheral insertion site
© 36578 Replacement, catheter only, of central venous access device, 13.87 $1,158.15 010 N $669.00
with subcutaneous port or pump, central or peripheral insertion
site
36580 Replacement, complete, of a non-tunneled centrally inserted 1.53 $628.76 000 N $499.50

central venous catheter, without subcutaneous port or pump,
through same venous access

© 36581 Replacement, complete, of a tunneled centrally inserted central 21.62 $1,805.27 010 N $669.00
venous catheter, without subcutaneous port or pump, through
same venous access

© 36582 Replacement, complete, of a tunneled centrally inserted central 29.39 $2,454.07 010 N $765.00
venous access device, with subcutaneous port, through same
Venous access

© 36583 Replacement, complete, of a tunneled centrally inserted central 29.45 $2,459.08 010 N $765.00
venous access device, with subcutaneous pump, through same
venous access

36584 Replacement, complete, of a peripherally inserted central venous 1.43 $620.41 000 N $499.50

catheter (PICC), without subcutaneous port or pump, through
same venous access

© 36585 Replacement, complete, of a peripherally inserted central venous  30.81 $2,572.64 010 N $765.00
access device, with subcutaneous port, through same venous
access
36589 Removal of tunneled central venous catheter, without 4.41 $368.24 010 N $499.50
subcutaneous port or pump
© 36590 Removal of tunneled central venous access device, with 6.85 $571.98 010 N $499.50
subcutaneous port or pump, central or peripheral insertion
36595 Mechanical removal of pericatheter obstructive material (eg, 18.94 $1,581.49 000 N
fibrin sheath) from central venous device via separate venous
access
36596 Mechanical removal of intraluminal (intracatheter) obstructive 4.10 $342.35 000 N
material from central venous device through device lumen
36597 Repositioning of previously placed central venous catheter under ~ 3.44 $287.24 000 N
fluoroscopic guidance
36598 Contrastinjection(s) for radiologic evaluation of existing central 3.24 $270.54 000 N

venous access device, including fluoroscopy, image
documentation and report

36600 Arterial puncture, withdrawal of blood for diagnosis 0.80 $66.80 000 N
O 36620 Arterial catheterization or cannulation for sampling, monitoring 1.32 $110.22 000 N
or transfusion (separate procedure); percutaneous
36625 Arterial catheterization or cannulation for sampling, monitoring 2.68 $223.78 000 N
or transfusion (separate procedure); cutdown
36640 Arterial catheterization for prolonged infusion therapy 3.1 $259.69 000 N $499.50
(chemotherapy), cutdown
© 36660 Catheterization, umbilical artery, newborn, for diagnosis or 1.78 $148.63 000 N
therapy
36680 Placement of needle for intraosseous infusion 1.64 $136.94 000 N
36800 Insertion of cannula for hemodialysis, other purpose (separate 418 $349.03 000 N $765.00
procedure); vein to vein
36810 Insertion of cannula for hemodialysis, other purpose (separate 5.61 $468.44 000 N $765.00
procedure); arteriovenous, external (Scribner type)
36815 Insertion of cannula for hemodialysis, other purpose (separate 3.85 $321.48 000 N $765.00
procedure); arteriovenous, external revision, or closure
36818 Arteriovenous anastomosis, open; by upper arm cephalic vein 18.25 $1,523.88 090 Y $765.00
transposition
36819 Arteriovenous anastomosis, open; by upper arm basilic vein 20.98 $1,751.83 090 Y $765.00

transposition
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36820 Arteriovenous anastomosis, open; by forearm vein transposition $1,753.50 $765.00
36821 Arteriovenous anastomosis, open; direct, any site (eg, Cimino 13.95 $1,164.83 090 Y $765.00
type) (separate procedure)
36822 Insertion of cannula(s) for prolonged extracorporeal circulation 9.98 $833.33 090 N
for cardiopulmonary insufficiency (ECMO) (separate procedure)
36823 Insertion of arterial and venous cannula(s) for isolated 32.64 $2,725.44 090 N

extracorporeal circulation including regional chemotherapy
perfusion to an extremity, with or without hyperthermia, with
removal of cannula(s) and repair of arteriotomy and venotomy

sites

36825 Creation of arteriovenous fistula by other than direct 15.21 $1,270.04 090 Y $945.00
arteriovenous anastomosis (separate procedure); autogenous
graft

36830 Creation of arteriovenous fistula by other than direct 17.43 $1,455.41 090 Y $945.00

arteriovenous anastomosis (separate procedure);
nonautogenous graft (eg, biological collagen, thermoplastic

graft)

36831 Thrombectomy, open, arteriovenous fistula without revision, 12.06 $1,007.01 090 Y $2,008.50
autogenous or nonautogenous dialysis graft (separate
procedure)

36832 Revision, open, arteriovenous fistula; without thrombectomy, 15.38 $1,284.23 090 Y $945.00
autogenous or nonautogenous dialysis graft (separate
procedure)

36833 Revision, open, arteriovenous fistula; with thrombectomy, 17.36 $1,449.56 090 Y $945.00
autogenous or nonautogenous dialysis graft (separate
procedure)

36834 Plastic repair of arteriovenous aneurysm (separate procedure) 16.04 $1,339.34 090 Y $765.00

36835 Insertion of Thomas shunt (separate procedure) 11.87 $991.15 090 Y $945.00

36838 Distal revascularization and interval ligation (DRIL), upper 31.25 $2,609.38 090 Y
extremity hemodialysis access (steal syndrome)

36860 External cannula declotting (separate procedure); without 4.08 $340.68 000 N $191.10
balloon catheter

36861 External cannula declotting (separate procedure); with balloon 3.96 $330.66 000 N $765.00
catheter

© 36870 Thrombectomy, percutaneous, arteriovenous fistula, autogenous  54.48 $4,549.08 090 N $2,008.50

or nonautogenous graft (includes mechanical thrombus
extraction and intra-graft thrombolysis)

37140 Venous anastomosis, open; portocaval 34.68 $2,895.78 090 Y

37145 Venous anastomosis, open; renoportal 37.17 $3,103.70 090 Y

37160 Venous anastomosis, open; caval-mesenteric 32.59 $2,721.21 090 Y

37180 Venous anastomosis, open; splenorenal, proximal 36.81 $3,073.64 090 Y

37181 Venous anastomosis, open; splenorenal, distal (selective 39.41 $3,290.74 090 Y
decompression of esophagogastric varices, any technique)

37182 Insertion of transvenous intrahepatic portosystemic shunt(s) 22.08 $1,843.68 000 N

(TIPS) (includes venous access, hepatic and portal vein
catheterization, portography with hemodynamic evaluation,
intrahepatic tract formation/dilatation, stent placement and all
associated imaging guidance and documentation)

37183 Revision of transvenous intrahepatic portosystemic shunt(s) 10.55 $880.93 000 N
(TIPS) (includes venous access, hepatic and portal vein
catheterization, portography with hemodynamic evaluation,
intrahepatic tract recanulization/dilatation, stent placement and
all associated imaging guidance and documentation)

© 37184 Primary percutaneous transluminal mechanical thrombectomy, 73.96 $6,175.66 000 N
noncoronary, arterial or arterial bypass graft, including
fluoroscopic guidance and intraprocedural pharmacological
thrombolytic injection(s); initial vessel
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Primary percutaneous transluminal mechanical thrombectomy, 24.17 $2,018.20
noncoronary, arterial or arterial bypass graft, including

fluoroscopic guidance and intraprocedural pharmacological

thrombolytic injection(s); second and all subsequent vessel(s)

within the same vascular family (List separately in addition to

code for primary mechanical thrombectomy procedure)

+© 37186 Secondary percutaneous transluminal thrombectomy (eg, 49.93 $4,169.16 000 N
nonprimary mechanical, snare basket, suction technique),
noncoronary, arterial or arterial bypass graft, including
fluoroscopic guidance and intraprocedural pharmacological
thrombolytic injections, provided in conjunction with another
percutaneous intervention other than primary mechanical
thrombectomy (List separately in addition to code for primary
procedure)

© 37187 Percutaneous transluminal mechanical thrombectomy, vein(s), 71.94 $6,006.99 000 N
including intraprocedural pharmacological thrombolytic
injections and fluoroscopic guidance

© 37188 Percutaneous transluminal mechanical thrombectomy, vein(s), 62.10 $5,185.35 000 N
including intraprocedural pharmacological thrombolytic
injections and fluoroscopic guidance, repeat treatment on
subsequent day during course of thrombolytic therapy

+© 37185

37195 Thrombolysis, cerebral, by intravenous infusion 8.41 $702.40 000 N

37200 Transcatheter biopsy 5.82 $485.97 000 N

37201 Transcatheter therapy, infusion for thrombolysis other than 1.25 $605.38 000 N
coronary

37202 Transcatheter therapy, infusion other than for thrombolysis, any 8.66 $723.1 000 N
type (eg, spasmolytic, vasoconstrictive)

© 37203 Transcatheter retrieval, percutaneous, of intravascular foreign 36.67 $3,061.95 000 N

body (eg, fractured venous or arterial catheter)

37204 Transcatheter occlusion or embolization (eg, for tumor 23.52 $1,963.92 000 N

destruction, to achieve hemostasis, to occlude a vascular
malformation), percutaneous, any method, non-central nervous
system, non-head or neck

37205 Transcatheter placement of an intravascular stent(s), (except 11.81 $986.14 000 N
coronary, carotid, and vertebral vessel), percutaneous; initial
vessel
+ 37206 Transcatheter placement of an intravascular stent(s), (except 5.48 $457.58 000 N

coronary, carotid, and vertebral vessel), percutaneous; each
additional vessel (List separately in addition to code for primary

procedure)
37207 Transcatheter placement of an intravascular stent(s), 11.59 $967.77 000 Y
(non-coronary vessel), open; initial vessel
+ 37208 Transcatheter placement of an intravascular stent(s), 5.60 $467.60 000 Y

(non-coronary vessel), open; each additional vessel (List
separately in addition to code for primary procedure)

37209 Exchange of a previously placed intravascular catheter during 2.91 $242.99 000 N
thrombolytic therapy
© 37210 Uterine fibroid embolization (UFE, embolization of the uterine 56.16 $4,689.36 000 N

arteries to treat uterine fibroids, leiomyomata), percutaneous
approach inclusive of vascular access, vessel selection,
embolization, and all radiological supervision and interpretation,
intraprocedural roadmapping, and imaging guidance necessary
to complete the procedure

© 37215 Transcatheter placement of intravascular stent(s), cervical 28.04 $2,341.34 090 N
carotid artery, percutaneous; with distal embolic protection

® 37216 Transcatheter placement of intravascular stent(s), cervical 26.04 $2,174.34 090 N
carotid artery, percutaneous; without distal embolic protection

+ 37250 Intravascular ultrasound (non-coronary vessel) during diagnostic 2.87 $239.65 000 N

evaluation and/or therapeutic intervention; initial vessel (List
separately in addition to code for primary procedure)

+ 37251 Intravascular ultrasound (non-coronary vessel) during diagnostic 217 $181.20 000 N
evaluation and/or therapeutic intervention; each additional
vessel (List separately in addition to code for primary procedure)
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Vascular endoscopy, surgical, with ligation of perforator veins, $1,537.24 $765.00
subfascial (SEPS)

37501 Unlisted vascular endoscopy procedure 0.00 BR 000 N
37565 Ligation, internal jugular vein 17.59 $1,468.77 090 Y
37600 Ligation; external carotid artery 18.69 $1,560.62 090 Y
37605 Ligation; internal or common carotid artery 21.33 $1,781.06 090 Y
37606 Ligation; internal or common carotid artery, with gradual 13.71 $1,144.79 090 Y
occlusion, as with Selverstone or Crutchfield clamp
37607 Ligation or banding of angioaccess arteriovenous fistula 9.86 $823.31 090 N $765.00
37609 Ligation or biopsy, temporal artery 1.51 $627.09 010 N $669.00
37615 Ligation, major artery (eg, post-traumatic, rupture); neck .71 $977.79 090 Y
37616 Ligation, major artery (eg, post-traumatic, rupture); chest 21.36 $2,284.56 090 Y
37617 Ligation, major artery (eg, post-traumatic, rupture); abdomen 33.15 $2,768.03 090 Y
37618 Ligation, major artery (eg, post-traumatic, rupture); extremity 9.57 $799.10 090 Y
37620 |Interruption, partial or complete, of inferior vena cava by suture, 16.76 $1,399.46 090 Y
ligation, plication, clip, extravascular, intravascular (umbrella
device)
37650 Ligation of femoral vein 13.13 $1,096.36 090 Y $669.00
37660 Ligation of common iliac vein 31.25 $2,609.38 090 Y
37700 Ligation and division of long saphenous vein at saphenofemoral 6.61 $551.94 090 N 669.00
junction, or distal interruptions
37718 Ligation, division, and stripping, short saphenous vein 10.40 $868.40 090 N $765.00
37722 Ligation, division, and stripping, long (greater) saphenous veins 12.38 $1,033.73 090 N $765.00
from saphenofemoral junction to knee or below
37735 Ligation and division and complete stripping of long or short 16.49 $1,376.92 090 Y $765.00
saphenous veins with radical excision of ulcer and skin graft
and/or interruption of communicating veins of lower leg, with
excision of deep fascia
37760 Ligation of perforator veins, subfascial, radical (Linton type), with ~ 16.19 $1,351.87 090 Y $765.00
or without skin graft, open
37765 Stab phlebectomy of varicose veins, one extremity; 10-20 stab 11.70 $976.95 090 N
incisions
37766 :Sta.b.phlebectomy of varicose veins, one extremity; more than 20 14.11 $1,178.19 090 N
incisions
37780 Ligation and division of short saphenous vein at saphenopopliteal 6.77 $565.30 090 N $765.00
junction (separate procedure)
37785 Ligation, division, and/or excision of varicose vein cluster(s), one 9.14 $763.19 090 N $765.00
leg
37788 Penile revascularization, artery, with or without vein graft 32.99 $2,754.67 090 Y
37790 Penile venous occlusive procedure 12.68 $1,058.78 090 Y $765.00
37799 Unlisted procedure, vascular surgery 0.00 BR 000 N
38100 Splenectomy; total (separate procedure) 25.78 $2,152.63 090 Y
38101 Splenectomy; partial (separate procedure) 26.28 $2,194.38 090 Y
+ 38102 Splenectomy; total, en bloc for extensive disease, in conjunction 6.49 $541.92 000 Y
with other procedure (List in addition to code for primary
procedure)
38115 Repair of ruptured spleen (splenorrhaphy) with or without partial ~ 28.57 $2,385.60 090 Y
splenectomy
38120 Laparoscopy, surgical, splenectomy 24.78 $2,069.13 090 Y
38129 Unlisted laparoscopy procedure, spleen 0.00 BR 000 N
38200 Injection procedure for splenoportography 3.42 $285.57 000 N
38204 Management of recipient hematopoietic progenitor cell donor 1.86 $155.31 000 N
search and cell acquisition
38205 Blood-derived hematopoietic progenitor cell harvesting for 2.06 $172.01 000 N

transplantation, per collection; allogenic
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38206 Blood-derived hematopoietic progenitor cell harvesting for $172.01
transplantation, per collection; autologous

38207 Transplant preparation of hematopoietic progenitor cells; 0.43 $35.91 000 N
cryopreservation and storage

38208 Transplant preparation of hematopoietic progenitor cells; 0.52 $43.42 000 N
thawing of previously frozen harvest, without washing

38209 Transplant preparation of hematopoietic progenitor cells; 0.23 $19.21 000 N
thawing of previously frozen harvest, with washing

38210 Transplant preparation of hematopoietic progenitor cells; 0.38 $73.48 000 N
specific cell depletion within harvest, T-cell depletion

38211 Transplant preparation of hematopoietic progenitor cells; tumor 0.66 $55.11 000 N
cell depletion

38212 Transplant preparation of hematopoietic progenitor cells; red 0.44 $36.74 000 N
blood cell removal

38213 Transplant preparation of hematopoietic progenitor cells; platelet 0.23 $19.21 000 N
depletion

38214 Transplant preparation of hematopoietic progenitor cells; plasma 0.23 $19.21 000 N
(volume) depletion

38215 Transplant preparation of hematopoietic progenitor cells; cell 0.51 $42.59 000 N
concentration in plasma, mononuclear, or buffy coat layer

38220 Bone marrow; aspiration only 448 $374.08 000 N

38221 Bone marrow; biopsy, needle or trocar 4.94 $412.49 000 N

38230 Bone marrow harvesting for transplantation 7.92 $661.32 010 N

38240 Bone marrow or blood-derived peripheral stem cell 3.13 $261.36 000 N
transplantation; allogenic

38241 Bone marrow or blood-derived peripheral stem cell 3.14 $262.19 000 N
transplantation; autologous

38242 Bone marrow or blood-derived peripheral stem cell 2.38 $198.73 000 N
transplantation; allogeneic donor lymphocyte infusions

38300 Drainage of lymph node abscess or lymphadenitis; simple 6.42 $536.07 010 N $499.50

38305 Drainage of lymph node abscess or lymphadenitis; extensive 10.95 $914.33 090 N $669.00

38308 Lymphangiotomy or other operations on lymphatic channels 10.59 $884.27 090 Y $669.00

38380 Suture and/or ligation of thoracic duct; cervical approach 13.68 $1,142.28 090 Y

38381 Suture and/or ligation of thoracic duct; thoracic approach 20.51 $1,712.59 090 Y

38382 Suture and/or ligation of thoracic duct; abdominal approach 16.50 $1,371.75 090 Y

38500 Biopsy or excision of lymph node(s); open, superficial 1.57 $632.10 010 N $669.00

38505 Biopsy or excision of lymph node(s); by needle, superficial (eg, 3.16 $263.86 000 N $360.00
cervical, inguinal, axillary)

38510 Biopsy or excision of lymph node(s); open, deep cervical node(s) 12.20 $1,018.70 010 N $669.00

38520 Biopsy or excision of lymph node(s); open, deep cervical node(s) 11.05 $922.68 090 N $669.00
with excision scalene fat pad

38525 Biopsy or excision of lymph node(s); open, deep axillary node(s) 9.84 $821.64 090 N $669.00

38530 Biopsy or excision of lymph node(s); open, internal mammary 12.87 $1,074.65 090 Y $669.00
node(s)

38542 Dissection, deep jugular node(s) 10.37 $865.90 090 Y $669.00

38550 Excision of cystic hygroma, axillary or cervical; without deep 11.16 $931.86 090 Y $765.00
neurovascular dissection

38555 Excision of cystic hygroma, axillary or cervical; with deep 23.85 $1,991.48 090 Y $945.00
neurovascular dissection

38562 Limited lymphadenectomy for staging (separate procedure); 16.79 $1,401.97 090 Y
pelvic and para-aortic

38564 Limited lymphadenectomy for staging (separate procedure); 16.71 $1,395.29 090 Y
retroperitoneal (aortic and/or splenic)

38570 Laparoscopy, surgical; with retroperitoneal lymph node sampling  13.46 $1,123.91 010 Y  $2,008.50

(biopsy), single or multiple
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38571 Laparoscopy, surgical; with bilateral total pelvic 20.34 $1,698.39 $2,008.50
lymphadenectomy
38572 Laparoscopy, surgical; with bilateral total pelvic 23.93 $1,998.16 010 Y $2,008.50

lymphadenectomy and peri-aortic lymph node sampling (biopsy),
single or multiple

38589 Unlisted laparoscopy procedure, lymphatic system 0.00 BR 000 N
38700 Suprahyoid lymphadenectomy 18.30 $1,528.05 090 Y
38720 Cervical lymphadenectomy (complete) 30.09 $2,512.52 090 Y
38724 Cervical lymphadenectomy (modified radical neck dissection) 32.48 $2,712.08 090 Y
38740 Axillary lymphadenectomy; superficial 15.79 $1,318.47 090 Y $669.00
38745 Axillary lymphadenectomy; complete 20.14 $1,681.69 090 Y $945.00
+ 38746 Thoracic lymphadenectomy, regional, including mediastinal and 6.68 $557.78 000 Y
peritracheal nodes (List separately in addition to code for primary
procedure)
+ 38747 Abdominal lymphadenectomy, regional, including celiac, gastric, 6.60 $551.10 000 Y
portal, peripancreatic, with or without para-aortic and vena caval
nodes (List separately in addition to code for primary procedure)
38760 Inguinofemoral lymphadenectomy, superficial, including 19.94 $1,664.99 090 Y $669.00
Cloguets node (separate procedure)
38765 Inguinofemoral lymphadenectomy, superficial, in continuity with 30.84 $2,575.14 090 Y
pelvic lymphadenectomy, including external iliac, hypogastric,
and obturator nodes (separate procedure)
38770 Pelvic lymphadenectomy, including external iliac, hypogastric, 20.02 $1,671.67 090 Y
and obturator nodes (separate procedure)
38780 Retroperitoneal transabdominal lymphadenectomy, extensive, 25.84 $2,157.64 090 Y
including pelvic, aortic, and renal nodes (separate procedure)
38790 Injection procedure; lymphangiography 2.04 $170.34 000 N
© 38792 Injection procedure; for identification of sentinel node 0.98 $81.83 000 N
38794 Cannulation, thoracic duct 7.68 $641.28 090 Y
38999 Unlisted procedure, hemic or lymphatic system 0.00 BR 000 N
39000 Mediastinotomy with exploration, drainage, removal of foreign 12.20 $1,018.70 090 Y
body, or biopsy; cervical approach
39010 Mediastinotomy with exploration, drainage, removal of foreign 20.74 $1,731.79 090 Y
body, or biopsy; transthoracic approach, including either
transthoracic or median sternotomy
39200 Excision of mediastinal cyst 22.77 $1,901.30 090 Y
39220 Excision of mediastinal tumor 29.01 $2,422.34 090 Y
39400 Mediastinoscopy, with or without biopsy 12.70 $1,060.45 010 N
39499 Unlisted procedure, mediastinum 0.00 BR 000 N
39501 Repair, laceration of diaphragm, any approach 20.59 $1,719.27 090 Y
39502 Repair, paraesophageal hiatus hernia, transabdominal, with or 24.55 $2,049.93 090 Y
without fundoplasty, vagotomy, and/or pyloroplasty, except
neonatal
39503 Repair, neonatal diaphragmatic hernia, with or without chest 14145 $11,811.08 090 Y
tube insertion and with or without creation of ventral hernia
39520 Repair, diaphragmatic hernia (esophageal hiatal); transthoracic 24.96 $2,084.16 090 Y
39530 Repair, diaphragmatic hernia (esophageal hiatal); combined, 23.65 $1,974.78 090 Y
thoracoabdominal
39531 Repair, diaphragmatic hernia (esophageal hiatal); combined, 24.90 $2,079.15 090 Y
thoracoabdominal, with dilation of stricture (with or without
gastroplasty)
39540 Repair, diaphragmatic hernia (other than neonatal), traumatic; 20.92 $1,746.82 090 Y
acute
39541 Repair, diaphragmatic hernia (other than neonatal), traumatic; 22.50 $1,878.75 090 Y
chronic
39545 Imbrication of diaphragm for eventration, transthoracic or 22.41 $1,871.24 090 Y

transabdominal, paralytic or nonparalytic
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Resection, diaphragm; with simple repair (eg, primary suture) $1,616.56
39561 Resection, diaphragm; with complex repair (eg, prosthetic 29.55 $2,467.43 090 Y
material, local muscle flap)
39599 Unlisted procedure, diaphragm 0.00 BR 000 N
40490 Biopsy of lip 2.90 $242.15 000 N
40500 Vermilionectomy (lip shave), with mucosal advancement 11.41 $952.74 090 N $669.00
40510 Excision of lip; transverse wedge excision with primary closure 11.35 $947.73 090 N $669.00
40520 Excision of lip; V-excision with primary direct linear closure 12.14 $1,013.69 090 N $669.00
40525 Excision of lip; full thickness, reconstruction with local flap (eg, 13.75 $1,148.13 090 N $669.00
Estlander or fan)
40527 Excision of lip; full thickness, reconstruction with cross lip flap 16.25 $1,356.88 090 N $669.00
(Abbe-Estlander)
40530 Resection of lip, more than one-fourth, without reconstruction 13.15 $1,098.03 090 N $669.00
40650 Repair lip, full thickness; vermilion only 10.28 $858.38 090 N $696.23
40652 Repair lip, full thickness; up to half vertical height 11.98 $1,000.33 090 N $696.23
40654 Repair lip, full thickness; over one-half vertical height, or complex ~ 13.91 $1,161.49 090 N $696.23
40700 Plastic repair of cleft lip/nasal deformity; primary, partial or 22.64 $1,890.44 090 N  $1,492.50
complete, unilateral
40701 Plastic repair of cleft lip/nasal deformity; primary bilateral, one 28.33 $2,365.56 090 Y $1,492.50
stage procedure
40702 Plastic repair of cleft lip/nasal deformity; primary bilateral, one of ~ 21.92 $1,830.32 090 Y
two stages
40720 Plastic repair of cleft lip/nasal deformity; secondary, by 24.60 $2,054.10 090 Y $1,492.50
recreation of defect and reclosure
40761 Plastic repair of cleft lip/nasal deformity; with cross lip pedicle 26.02 $2,172.67 090 N $765.00
flap (Abbe-Estlander type), including sectioning and inserting of
pedicle
40799 Unlisted procedure, lips 0.00 BR 000 N
40800 Drainage of abscess, cyst, hematoma, vestibule of mouth; simple ~ 4.38 $365.73 010 N
40801 Drainage of abscess, cyst, hematoma, vestibule of mouth; 6.85 $571.98 010 N $669.00
complicated
40804 Removal of embedded foreign body, vestibule of mouth; simple 469 $391.62 010 N
40805 Removal of embedded foreign body, vestibule of mouth; 1.4 $618.74 010 Y
complicated
40806 Incision of labial frenum (frenotomy) 2.29 $191.22 000 Y
40808 Biopsy, vestibule of mouth 3.85 $321.48 010 N
40810 Excision of lesion of mucosa and submucosa, vestibule of mouth; 438 $365.73 010 N
without repair
40812 Excision of lesion of mucosa and submucosa, vestibule of mouth; 6.30 $526.05 010 N
with simple repair
40814 Excision of lesion of mucosa and submucosa, vestibule of mouth; 8.62 $719.77 090 N $669.00
with complex repair
40816 Excision of lesion of mucosa and submucosa, vestibule of mouth; 9.06 $756.51 090 N $669.00
complex, with excision of underlying muscle
40818 Excision of mucosa of vestibule of mouth as donor graft 7.98 $666.33 090 N $226.08
40819 Excision of frenum, labial or buccal (frenumectomy, 6.77 $565.30 090 N $499.50
frenulectomy, frenectomy)
40820 Destruction of lesion or scar of vestibule of mouth by physical 5.51 $460.09 010 N
methods (eg, laser, thermal, cryo, chemical)
40830 Closure of laceration, vestibule of mouth; 2.5 cm or less 5.60 $467.60 010 N
40831 Closure of laceration, vestibule of mouth; over 2.5 cm or complex 1.38 $616.23 010 Y $499.50
40840 Vestibuloplasty; anterior 19.05 $1,590.68 090 Y $669.00
40842 Vestibuloplasty; posterior, unilateral 19.19 $1,602.37 090 Y $765.00
40843 Vestibuloplasty; posterior, bilateral 24.66 $2,059.11 090 Y $765.00
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40844 Vestibuloplasty; entire arch $2,708.74 $1,075.50

40845 Vestibuloplasty; complex (including ridge extension, muscle 35.86 $2,994.31 090 Y $1,075.50
repositioning)

40899 Unlisted procedure, vestibule of mouth 0.00 BR 000 N

41000 Intraoral incision and drainage of abscess, cyst, or hematoma of 3.67 $306.45 010 N
tongue or floor of mouth; lingual

41005 Intraoral incision and drainage of abscess, cyst, or hematoma of 4.82 $402.47 010 Y $226.08
tongue or floor of mouth; sublingual, superficial

41006 Intraoral incision and drainage of abscess, cyst, or hematoma of 8.22 $686.37 090 Y $499.50
tongue or floor of mouth; sublingual, deep, supramylohyoid

41007 Intraoral incision and drainage of abscess, cyst, or hematoma of 8.32 $694.72 090 Y $499.50
tongue or floor of mouth; submental space

41008 Intraoral incision and drainage of abscess, cyst, or hematoma of 8.35 $697.23 090 Y $499.50
tongue or floor of mouth; submandibular space

41009 |Intraoral incision and drainage of abscess, cyst, or hematoma of 8.91 $743.99 090 Y $226.08
tongue or floor of mouth; masticator space

41010 Incision of lingual frenum (frenotomy) 4.45 $371.58 010 N $499.50

41015 Extraoral incision and drainage of abscess, cyst, or hematoma of 9.67 $807.45 090 Y $226.08
floor of mouth; sublingual

41016 Extraoral incision and drainage of abscess, cyst, or hematoma of 9.98 $833.33 090 Y $499.50
floor of mouth; submental

41017 Extraoral incision and drainage of abscess, cyst, or hematoma of  10.04 $838.34 090 Y $499.50
floor of mouth; submandibular

41018 Extraoral incision and drainage of abscess, cyst, or hematoma of ~ 11.54 $963.59 090 Y $499.50
floor of mouth; masticator space

41100 Biopsy of tongue; anterior two-thirds 3.86 $322.31 010 N

41105 Biopsy of tongue; posterior one-third 3.80 $317.30 010 N

41108 Biopsy of floor of mouth 3.21 $268.04 010 N

41110 Excision of lesion of tongue without closure 4.61 $384.94 010 N

41112 Excision of lesion of tongue with closure; anterior two-thirds 7.40 $617.90 090 N $669.00

41113 Excision of lesion of tongue with closure; posterior one-third 8.16 $681.36 090 N $669.00

41114 Excision of lesion of tongue with closure; with local tongue flap 15.56 $1,299.26 090 Y $669.00

41115 Excision of lingual frenum (frenectomy) 5.29 $441.72 010 N

41116 Excision, lesion of floor of mouth 7.04 $587.84 090 N $499.50

41120 Glossectomy; less than one-half tongue 25.41 $2,121.74 090 Y $1,075.50

41130 Glossectomy; hemiglossectomy 30.69 $2,562.62 090 Y

41135 Glossectomy; partial, with unilateral radical neck dissection 51.17 $4,272.70 090 Y

41140 Glossectomy; complete or total, with or without tracheostomy, 53.57 $4,473.10 090 Y
without radical neck dissection

41145 Glossectomy; complete or total, with or without tracheostomy, 65.92 $5,504.32 090 Y
with unilateral radical neck dissection

41150 Glossectomy; composite procedure with resection floor of mouth ~ 52.37 $4,372.90 090 Y
and mandibular resection, without radical neck dissection

41153 Glossectomy; composite procedure with resection floor of mouth, ~ 56.24 $4,696.04 090 Y
with suprahyoid neck dissection

41155 Glossectomy; composite procedure with resection floor of mouth,  68.36 $5,708.06 090 Y
mandibular resection, and radical neck dissection (Commando
type)

41250 Repair of laceration 2.5 cm or less; floor of mouth and/or anterior 492 $410.82 010 N $226.08
two-thirds of tongue

41251 Repair of laceration 2.5 cm or less; posterior one-third of tongue 5.52 $460.92 010 Y $226.08

41252 Repair of laceration of tongue, floor of mouth, over 2.6 cm or 6.99 $583.67 010 Y $669.00
complex

41500 Fixation of tongue, mechanical, other than suture (eg, K-wire) 10.88 $908.48 090 N $499.50

41510 Suture of tongue to lip for micrognathia (Douglas type procedure)  11.01 $919.34 090 Y $499.50
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41520 Frenoplasty (surgical revision of frenum, eg, with Z-plasty) 7.66 $639.61 $669.00
41599 Unlisted procedure, tongue, floor of mouth 0.00 BR 000 N
41800 Drainage of abscess, cyst, hematoma from dentoalveolar 434 $362.39 010 N $132.69
structures
41805 Removal of embedded foreign body from dentoalveolar 4.46 $372.41 010 Y
structures; soft tissues
41806 Removal of embedded foreign body from dentoalveolar 6.99 $583.67 010 Y
structures; bone
41820 Gingivectomy, excision gingiva, each quadrant 5.61 $468.27 000 N
41821 Operculectomy, excision pericoronal tissues 1.26 $105.38 000 N
41822 Excision of fibrous tuberosities, dentoalveolar structures 6.50 $542.75 010 N
41823 Excision of osseous tuberosities, dentoalveolar structures 9.53 $795.76 090 N
41825 Excision of lesion or tumor (except listed above), dentoalveolar 4.56 $380.76 010 N
structures; without repair
41826 Excision of lesion or tumor (except listed above), dentoalveolar 5.51 $460.09 010 N
structures; with simple repair
41827 Excision of lesion or tumor (except listed above), dentoalveolar 9.49 $792.42 090 N $669.00
structures; with complex repair
41828 Fxcisi_cf);l) of hyperplastic alveolar mucosa, each quadrant 7.12 $594.52 010 Y
speci
41830 Alveolectomy, including curettage of osteitis or sequestrectomy 8.7 $727.29 010 Y
41850 Destruction of lesion (except excision), dentoalveolar structures 2.80 $234.13 000 Y
41870 Periodontal mucosal grafting 7.01 $585.34 000 Y
41872 Gingivoplasty, each quadrant (specify) 8.15 $680.53 090 Y
41874 Alveoloplasty, each quadrant (specify) 8.34 $696.39 090 N
41899 Unlisted procedure, dentoalveolar structures 0.00 BR 000 N
42000 Drainage of abscess of palate, uvula 3.75 $313.13 010 N $226.08
42100 Biopsy of palate, uvula 3.44 $287.24 010 N
42104 Excision, lesion of palate, uvula; without closure 441 $368.24 010 N
42106 Excision, lesion of palate, uvula; with simple primary closure 5.68 $474.28 010 N
42107 Excision, lesion of palate, uvula; with local flap closure 10.34 $863.39 090 N $669.00
42120 Resection of palate or extensive resection of lesion 22.75 $1,899.63 090 Y $945.00
42140 Uvulectomy, excision of uvula 5.46 $455.91 090 N $669.00
42145 Palatopharyngoplasty (eg, uvulopalatopharyngoplasty, 16.64 $1,389.44 090 N $1,075.50
uvulopharyngoplasty)
42160 Destruction of lesion, palate or uvula (thermal, cryo or chemical) 5.91 $493.49 010 N
42180 Repair, laceration of palate; up to 2 cm 5.59 $466.77 010 Y $226.08
42182 Repair, laceration of palate; over 2 cm or complex 1.71 $648.80 010 Y $669.00
42200 Palatoplasty for cleft palate, soft and/or hard palate only 22.15 $1,849.53 090 Y $1,075.50
42205 Ealatoplalsty for cleft palate, with closure of alveolar ridge; soft 23.23 $1,939.71 090 Y $1,075.50
tissue only
42210 Palatoplasty for cleft palate, with closure of alveolar ridge; with 26.64 $2,224.44 090 Y  $1,075.50
bone graft to alveolar ridge (includes obtaining graft)
42215 Palatoplasty for cleft palate; major revision 17.94 $1,497.99 090 Y $1,492.50
42220 Palatoplasty for cleft palate; secondary lengthening procedure 13.88 $1,158.98 090 Y $1,075.50
42225 Palatoplasty for cleft palate; attachment pharyngeal flap 25.38 $2,119.23 090 Y
42226 Lengthening of palate, and pharyngeal flap 24.11 $2,013.19 090 Y  $1,075.50
42227 Lengthening of palate, with island flap 23.90 $1,995.65 090 Y
42235 Repair of anterior palate, including vomer flap 19.32 $1,613.22 090 Y $1,075.50
42260 Repair of nasolabial fistula 20.40 $1,703.40 090 Y $945.00
42280 Maxillary impression for palatal prosthesis 3.62 $302.27 010 Y
42281 Insertion of pin-retained palatal prosthesis 460 $384.10 010 N
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42299 Unlisted procedure, palate, uvula 0.00 BR
42300 Drainage of abscess; parotid, simple 476 $397.46 010 N $499.50
42305 Drainage of abscess; parotid, complicated 10.58 $883.43 090 Y $669.00
42310 Drainage of abscess; submaxillary or sublingual, intraoral 3.79 $316.47 010 Y $226.08
42320 Drainage of abscess; submaxillary, external 5.68 $474.28 010 Y $226.08
42330 Sialolithotomy; submandibular (submaxillary), sublingual or 5.36 $447.56 010 N
parotid, uncomplicated, intraoral
42335 _Sitalolithlotomy; submandibular (submaxillary), complicated, 8.34 $696.39 090 N
intraora
42340 Sialolithotomy; parotid, extraoral or complicated intraoral 10.70 $893.45 090 Y $669.00
42400 Biopsy of salivary gland; needle 247 $206.25 000 N
42405 Biopsy of salivary gland; incisional 7.20 $601.20 010 N $669.00
42408 Excision of sublingual salivary cyst (ranula) 10.53 $879.26 090 Y $765.00
42409 Marsupialization of sublingual salivary cyst (ranula) 7.49 $625.42 090 Y $765.00
42410 Excision of parotid tumor or parotid gland; lateral lobe, without 15.33 $1,280.06 090 Y $765.00
nerve dissection
42415 Excision of parotid tumor or parotid gland; lateral lobe, with 21.72 $2,314.62 090 Y  $1,492.50
dissection and preservation of facial nerve
42420 Excision of parotid tumor or parotid gland; total, with dissection 31.88 $2,661.98 090 Y $1,492.50
and preservation of facial nerve
42425 Excision of parotid tumor or parotid gland; total, en bloc removal 21.02 $1,755.17 090 Y  $1,492.50
with sacrifice of facial nerve
42426 Excision of parotid tumor or parotid gland; total, with unilateral 34.08 $2,845.68 090 Y
radical neck dissection
42440 Excision of submandibular (submaxillary) gland 1.4 $952.74 090 Y $765.00
42450 Excision of sublingual gland 10.51 $877.59 090 Y $669.00
42500 P.Iastlic repair of salivary duct, sialodochoplasty; primary or 10.03 $837.51 090 N $765.00
simple
42505 Plastic repair of salivary duct, sialodochoplasty; secondary or 13.19 $1,101.37 090 N $945.00
complicated
42507 Parotid duct diversion, hilateral (Wilke type procedure); 12.42 $1,037.07 090 Y $765.00
42508 Parotid duct diversion, bilateral (Wilke type procedure); with 17.48 $1,459.58 090 Y $945.00
excision of one submandibular gland
42509 Parotid duct diversion, hilateral (Wilke type procedure); with 21.24 $1,773.54 090 Y $945.00
excision of both submandibular glands
42510 Parotid duct diversion, bilateral (Wilke type procedure); with 15.54 $1,297.59 090 Y $945.00
ligation of both submandibular (Wharton's) ducts
42550 Injection procedure for sialography 4.12 $344.02 000 N
42600 Closure salivary fistula 11.36 $948.56 090 Y $499.50
42650 Dilation salivary duct 1.89 $157.82 000 N
42660 .Dillati(.)n and catheterization of salivary duct, with or without 2.48 $207.08 000 N
injection
42665 Ligation salivary duct, intraoral 6.85 $571.98 090 Y  $1,492.50
42699 Unlisted procedure, salivary glands or ducts 0.00 BR 000 N $
42700 Incision and drainage abscess; peritonsillar 4.29 $358.22 010 N $226.08
42720 Incision and drainage abscess; retropharyngeal or 10.83 $904.31 010 N $499.50
parapharyngeal, intraoral approach
42725 Incision and drainage abscess; retropharyngeal or 19.79 $1,652.47 090 Y $669.00
parapharyngeal, external approach
42800 Biopsy; oropharynx 3.59 $299.77 010 N
42802 Biopsy; hypopharynx 6.05 $505.18 010 N $499.50
42804 Biopsy; nasopharynx, visible lesion, simple 487 $406.65 010 N $499.50
42806 Biopsy; nasopharynx, survey for unknown primary lesion 5.51 $460.09 010 N $669.00
42808 Excision or destruction of lesion of pharynx, any method 5.35 $446.73 010 N $669.00
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42809 Removal of foreign body from pharynx 409 $341.52
42810 Excision branchial cleft cyst or vestige, confined to skin and 8.98 $749.83 090 Y $765.00
subcutaneous tissues
42815 Excision branchial cleft cyst, vestige, or fistula, extending 13.36 $1,115.56 090 Y $1,075.50
beneath subcutaneous tissues and/or into pharynx
42820 Tonsillectomy and adenoidectomy; younger than age 12 117 $598.70 090 Y $765.00
42821 Tonsillectomy and adenoidectomy; age 12 or over 154 $629.59 090 N  $1,075.50
42825 Tonsillectomy, primary or secondary; younger than age 12 6.34 $529.39 090 Y $945.00
42826 Tonsillectomy, primary or secondary; age 12 or over 6.22 $519.37 090 N $945.00
42830 Adenoidectomy, primary; younger than age 12 5.02 $419.17 090 Y $945.00
42831 Adenoidectomy, primary; age 12 or over 5.43 $453.41 090 Y $945.00
42835 Adenoidectomy, secondary; younger than age 12 4.60 $384.10 090 Y $945.00
42836 Adenoidectomy, secondary; age 12 or over 5.98 $499.33 090 Y $945.00
42842 Radical resection of tonsil, tonsillar pillars, and/or retromolar 22.53 $1,881.26 090 Y
trigone; without closure
42844 Radical resection of tonsil, tonsillar pillars, and/or retromolar 32.68 $2,728.78 090 Y
trigone; closure with local flap (eg, tongue, buccal)
42845 Radical resection of tonsil, tonsillar pillars, and/or retromolar 53.30 $4,450.55 090 Y
trigone; closure with other flap
42860 Excision of tonsil tags 453 $378.26 090 N $765.00
42870 Excision or destruction lingual tonsil, any method (separate 13.76 $1,148.96 090 N $765.00
procedure)
42890 Limited pharyngectomy 32.18 $2,687.03 090 Y  $1,492.50
42892 Resection of lateral pharyngeal wall or pyriform sinus, direct 41.74 $3,485.29 090 Y $1,492.50
closure by advancement of lateral and posterior pharyngeal
walls
42894 Resection of pharyngeal wall requiring closure with 53.96 $4,505.66 090 Y
myocutaneous flap
42900 Suture pharynx for wound or injury 8.66 $723.11 010 Y $499.50
42950 Pharyngoplasty (plastic or reconstructive operation on pharynx) 19.54 $1,631.59 090 Y $669.00
42953 Pharyngoesophageal repair 25.51 $2,130.09 090 Y $
42955 Pharyngostomy (fistulization of pharynx, external for feeding) 18.26 $1,524.71 090 Y $669.00
42960 Control oropharyngeal hemorrhage, primary or secondary (eg, 417 $348.20 010 Y $108.72
post-tonsillectomy); simple
42961 Control oropharyngeal hemorrhage, primary or secondary (eg, 10.33 $862.56 090 Y
post-tonsillectomy); complicated, requiring hospitalization
42962 Control oropharyngeal hemorrhage, primary or secondary (eg, 12.78 $1,067.13 090 Y $669.00
post-tonsillectomy); with secondary surgical intervention
42970 Control of nasopharyngeal hemorrhage, primary or secondary 9.59 $800.77 090 N

(eg, postadenoidectomy); simple, with posterior nasal packs, with
or without anterior packs and/or cautery

42971 Control of nasopharyngeal hemorrhage, primary or secondary 11.27 $941.05 090 Y
(eg, postadenoidectomy); complicated, requiring hospitalization

42972 Control of nasopharyngeal hemorrhage, primary or secondary 12.79 $1,067.97 090 Y $765.00
(eg, postadenoidectomy); with secondary surgical intervention

42999 Unlisted procedure, pharynx, adenoids, or tonsils 0.00 BR 000 N

43020 Esophagotomy, cervical approach, with removal of foreign body 13.34 $1,113.89 090 Y

43030 Cricopharyngeal myotomy 12.98 $1,083.83 090 Y

43045 Esophagotomy, thoracic approach, with removal of foreign body 32.65 $2,726.28 090 Y

43100 Excision of lesion, esophagus, with primary repair; cervical 15.46 $1,290.91 090 Y
approach

43101 Excision of lesion, esophagus, with primary repair; thoracic or 25.32 $2,114.22 090 Y

abdominal approach
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