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Overview 

Quality of medical records 

MD query 

Incomplete documentation 

Documenting medical necessity 

Missing information 

NCCI or not? 

Claims match 

Specialty specifics 

Conclusion 

 



3 

 

Quality of Medical Records 
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MD Query 



 

Incomplete Documentation  
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Inconsistencies within the operative report 

Procedure headings vs. actual description 

Blanks in the medical records 

Path reports and H&Ps 
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Medical Policies and LCDs 

Know how your carriers edit 

What if dictation doesn’t support medical necessity? 

Leading vs. educating providers 
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United Healthcare 

Ablative treatment for spinal pain 

Frequency of six months or longer (maximum of two times over a 
12 month period) and provided there has been a 50% or greater 
documented reduction in pain for 10-12 weeks 

Documentation requirements must include: 

Temperature of the administration 

Duration of ablation 

Specific identification of side and level of medial branch blocks 

Specific cervical, thoracic and/or lumbar ablated by side and 
level 

Percentage of pain relief with prior ablation if applicable 

Duration of improvement from previous ablation if applicable 

Specific diagnosis codes to support medical necessity 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medical Policies and LCDs cont. 
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Medical Policies and LCDs cont. 

Anthem 

Percutaneous neurolysis for chronic neck and back pain 

Medical necessity 

No prior spinal fusion surgery in the vertebral level 

Pain that is not radicular 

Low back or neck pain, suggesting facet joint origin 

Pain that has failed to respond to three months of 
conservative management 

A diagnostic temporary block with local anesthetic of 
the facet nerve or injection in to the facet joint that 
has resulted in at least a 50% reduction in pain 

A minimum of six months has elapsed since prior RF 
treatment (per side, per anatomical level of the spine) 
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Medical Policy and LCDs cont. 

Medicare 

Diagnostic colonoscopy 

Medical necessity examples 

Unexplained iron deficiency anemia 

Evaluation within six months of the removal of sessile polyps to 
determine and document total excision.  If evaluation indicates 
that residual polyp is present, excision should be done with repeat 
colonoscopy within six months.  After evidence of total excision 
without return of the polyp, repeat colonoscopy yearly. 

Evaluation at one and four year intervals after resection of 
multiple or large (> 10mm) adenomatous polyps.  Subsequent 
surveillance intervals may then be increased to every five years.  

Evaluation in one year after the removal of multiple adenomas.  If 
examination proves negative then repeat in three years.  After 
one negative three year follow up examination, repeat exam 
every five years.   

Specific diagnosis codes to support medical necessity 
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Reconciliation process 

Tracking for timely filing 

Potential lost revenue 

Approaching surgeons 

Unbilled report 
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NCCI or Not? 

What is your facility’s policy? 

Which carriers utilize NCCI? 

What about workers’ compensation? 

How do edit systems affect cash? 
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Claims Match 

Do you know when your facility codes do not match the 

professional codes? 

Do you know what happens when they don’t?  

Put together a process to correct claims which do not match 

Negative balance invoicing 
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Common Specialty Clarifications:  

Screening Colonoscopy 

Diagnostic test only and symptoms should not be present 

Diagnosis on the operative report should list screening 

If other indications are listed as diagnoses, confirm with surgeon 
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Common Specialty Clarifications:  

Screening Colonoscopy Example 
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Common Specialty Clarifications:  

Bunionectomy 

Diagnosis driven procedure 

Patient must have a current bunion or bunion history 

AMA response for correction of hallux rigidus with implant 
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Common Specialty Clarifications:  

Bunionectomy Example 
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Common Specialty Clarifications:  

Pain Management 

Transforaminal injections/selective nerve root block (CPT 64479-

64483) 

Transforaminal injection is reported per facet joint level 

Selective nerve root block is reported per nerve 

New codes for RFAs (CPT 64633 – 64636) 

Prior to 2012, reported per nerve 

Effective 2012, reported per facet joint 
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Common Specialty Clarifications:  

Distal Radial Fracture 

CPT codes 25607, 25608 and 25609 

Is the fracture extra-articular or intra-articular? 

If intra-articular, need to know number of fragments fixated 

Accurate documentation necessary 
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Common Specialty Clarifications:  

Distal Radial Fracture Example 
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Common Specialty Clarifications:  

FESS/Turbinectomies 

Partial ethmoidectomy vs. total (CPT 31254 and CPT 31255) 

Is the specific turbinate mentioned?  

Is the specific method mentioned? 

Was tissue removed and, if so, what type? 

Accurate documentation of the different sinuses necessary 
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Common Specialty Clarifications:  

FESS/Turbinectomies Example 
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Common Specialty Clarifications:  

Lesion Excisions 

Depth 

Size 

Separate incisions 

Additional reimbursement 
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Common Specialty Clarifications:  

Lesion Excisions Example 
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Common Specialty Clarifications:  

Pain Block 

Medicare’s National Correct Coding Initiative Policy Manual 

Chapter 8, section C. Nervous System, #15 

“Medicare Global Surgery Rules prevent separate payment for postoperative 

pain management when provided by the physician performing an operative 

procedure.  CPT codes 36000, 36410, 37202, 62310-62319, 64400-64484, 

and 96360-96376 describe some services that may be utilized for 

postoperative pain management.  The services described by these codes may 

be reported by the physician performing the operative procedure only if 

provided for purposes unrelated to the postoperative pain management, the 

operative procedure, or anesthesia for the procedure.” 
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Common Specialty Clarifications: 

Conscious Sedation 

AMA issued opinion that all procedures whose description involves time 

must have an intra-service duration of more than 50% of the time 

interval to be billed 

Intra-service refers to the time spent providing the service as oppose 

to pre-time or post time.  

Conscious sedation (CPT 99144) for the first 30 minutes must span at 

least 16 minutes to be billed 

Conscious sedation (CPT 99145) for each additional 15 minutes must 

have an intra-service time of at least eight minutes to be billed 

Start and stop time must be documented in order to bill for service 
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Common Specialty Clarifications: 

Topaz Ablation Including Wand 

Topaz grid procedure performed for plantar fasciitis in the foot 

and epicondylitis of the elbow 

Minimally invasive procedure 

CPT code is unlisted due to procedure performed for Topaz grid 

procedure 
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Common Specialty Clarifications: 

Subtalar Arthrodesis vs. Arthroereisis 

Arthrodesis (CPT 28725) is fusing a joint due to instability 

Arthroereisis (CPT 28899, S2117) is placing an implant to 

reposition and stabilize the rear foot 
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Common Specialty Clarifications: 

Subacromial Decompression 

Arthroscopic subacromial decompression (CPT 29826)  changes 

for 2012 

Add on code to 29806 – 29825, 29827, 29828 

Cannot be reported as a stand alone code 

What if it’s being billed with an open rotator cuff repair? 
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