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Suggested Coding: Bill a 99291 for the ED care and then the appropriate number of 99292 units to account for 
subsequent critical care time. Critical care codes depend on the intensity of service not the venue in which they 
are rendered. 

A 52 modifier should be used for the sub-total colectomy (44150). The VAC (97606) does not require a modifier 
but does require documentation of wound size (>50 sq. cm.) 

For the 2nd look: don’t bill a 49002, but rather a 44310 (creation of ileostomy) with 58 modifier and 43830 
(gastrostomy) with 79 modifier. 

For the dehiscence: 13160 (secondary closure of surgical wound/dehiscence)with addon code 15777 for use of 
mesh. 

For the IVC filter (37191), a 79 modifier is required.  

               

How to bill for: 

1. Incisional hernia repair with mesh (code 49568 indicates that the abd closure is for necrotizing soft tissue 
infection) 

Suggested coding: 49568 is appropriate, no modifier necessary. Remember to apply appropriate modifier 
when indicated. 

2. Complex abdominal wall closure or secondary abd wall closure (is 49900 the correct code?) 

Suggested coding: Use of 13160 is more appropriate and garners more RVUs 

3. Abdominal washout/vak change ( is 49020 with 97606 the best code?) 

Suggested coding: Use49002 with 58 modifier then 97606 documenting wound size without any modifier. 

4. Colon resection (when bowel is left in discontinuity) (44140 code includes “with anastomosis”) 

Suggested coding: 44140 is appropriate but using a 52 modifier (reduced service—i.e. no anastamosis) 

5. Colon anastomosis (or small bowel anastomosis) when the bowel has previously been resected and in 
discontinuity and will now be reanastomosed without further resection (code 44140 includes resection)  

Suggested coding: Use 44130 (enteroenterostomy) with 58 modifier 

  



CASE TWO 

This is a case of a 63-year-old male with a history of laparoscopic transabdominal right inguinal hernia repair, 
right nephrectomy, prostatectomy, cystectomy with ileal neobladder reconstruction and right to left femoral to 
femoral bypass graft. He presented with an incarcerated recurrent right inguinal hernia causing a high-grade 
bowel obstruction. We started with a right groin approach to the hernia, avoiding the fem-fem graft. Dense 
adhesions made the hernia unable to be reduced. Multiple loops of intestine were densely adherent to the hernia 
sac down into the right scrotum. An enterotomy resulted from the extensive dissection and adhesiolysis. At this 
point we performed a midline laparotomy to reduce the bowel and examine it thoroughly. Extensive dissection 
was required to reduce the bowel from the hernia defect. Small bowel resection was performed due to dense 
adhesions and the enterotomy performed during dissection. This was only a few centimeters from the ileocecal 
valve, resulting in ileocecectomy. Inguinal hernia repair was performed with bioprosthetic mesh. The entire 
procedure with extensive lysis of adhesions took approximately 5 hours. This was coded as open right inguinal 
hernia repair with bioprosthetic mesh, exploratory laparotomy with extensive lysis of adhesions and ileocecectomy 
with anastomosis. Does this justify the 22 modifier due to prolonged operation? Blood loss was not overall very 
significant. Is there any way to more clearly described and code these extremely prolonged reoperative cases that 
require lysis of adhesions and complex approaches? 

Answer: Very appropriate to use 22 modifier. Unfortunately you can not bill for the lysis of adhesions, but can do 
so for the hernia with mesh and bowel resection. Documentation is key here, noting that due to the extensive 
adhesions and altered surgical field (no longer a modifier) it was not possible to repair the hernia without resecting 
bowel. 

               

Questions? 

Use of advanced practitioners in the ICU.  Can they bill in the same 24 hour period that you as a critical surgeon 
would bill for the initial or subsequent daily critical care rounding.  I ask this because we are moving towards 
24hour coverage in the ICU by Advanced Practitioners and need to justify their expense.  This also includes 
residents at night. 

Answer: Advanced practitioners can bill for subsequent critical care visits the same as for physicians. The key as 
to whether they can bill a 99291 or 99292 for a first subsequent visit rests on whether they have the same or 
different billing number from the physician (or practitioner) that preceded them. Subsequent visits of their own, or 
from the physician or practitioner seeing the pt earlier, should generate a 99292 with appropriate time 
documentation. Remember that after midnight starts a new billing cycle and therefore the first critical care service 
after midnight should generate a 99291 even if care by the same provider was rendered on the same call shift, 
but before midnight. 
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Billing and Coding Complex
Emergency Surgical Cases

Thomas J. Esposito, MD, MPH

Loyola University Medical Center

Maywood, IL

Billing and Coding

An Art and a Science

Not Bilking the System

Not Gaming the System

Getting your ‘just due’

Beating them at their own game

WHEN IN DOUBT

Submit

Track

Appeal

(Know your CMS contact)

WHAT’S IT WORTH TO 
YOU

Procedure CPT WRVU

Ex Lap 49000 12.54

Re-Opening Lap 49002 17.63

Retroperitoneal Expl 49010 16.06

IVC Filter 37191 4.71

Abd Wall Reconst with 
Flaps

15734 19.86

CVP Line
 Exchange
 U/S Guided
 Fluro

36556 (5)
36580
76937
77001

2.50
1.31
0.30
0.38
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WHAT’S IT WORTH TO 
YOU

Procedure CPT WRVU

PEG
 Laryngoscopy

43246
31525

4.32
2.63

Bladder Pressure 51725 (6) 1.71

Compartment Pressure
ABI
VAC

<50 sq cm
>50 sq cm

20950
93922

97605
97606

1.26
0.25

0.55
0.60

Perc Trach
 Bronch

31730
31622

2.85
2.78

Open Trach 31600 7.19

Procedure CPT WRVU

Conscious Sedation
 1st 30 min
 Additional 30 min

99144
99145

XXX
XXX

Ligate Mesenteric Vessel 37617 23.79

WHAT’S IT WORTH TO 
YOU

Lysis of Adhesions
CPT - 44005

Can Use

No other procedure

Can’t use

Any other procedure 
during laparotomy 

MODIFIERS
WHICH, WHEN, WHY

E & M Modifiers
57 – Denotes decision for surgery day of or day before.  
Global period starts after E&M with 57.

24 – Denotes unrelated E&M service.  Prevents denial 
of post-op visits.  Post-op E & M must be for different 
dx/ICD-9 than the primary dx, i.e. unrelated to original 
procedure.

25 – Denotes significant separately identifiable E & M 
on the day of a procedure.  Allows billing for both E & M 
and the subsequent procedure.
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CPT MODIFIERS

51 – Multiple procedures.  Apply to procedures other 
than the primary procedure.  Allows multiple CPTs to 
be accepted rather than denied.

59 – Distinct procedural service.  Identifies procedures 
usually not reported together to prevent them from 
being considered as bundled under the primary 
procedure.

a)  different session

b)  different procedure or surgery

c)  different site or organ system

d)  separate incision/excision

e)  separate injury

CPT MODIFIERS
58 – Staged (i.e.planned) or related procedure during 
post-op/global period.  Allows full payment for follow-up 
operation(s) (no reductions).  Begins a new post-
operative/global period. No fee reduction.

78 – Unplanned return to OR following initial operation 
for a related procedure during global period (e.g. 
complications from first operation).  Does not start new 
global period.  Partial fee reduction.

79 – Return to OR for unrelated procedure during 
global period of a previous operation. Starts new post-
op period.  No fee reduction.

CPT MODIFIERS

• 52- Reduced Service. Partial performance of a    
procedure (e.g. leaving bowel in discontinuity). 
Informational only. No fee or RVU reduction.

• 53- Discontinued Service. Unsafe to proceed with the 
procedure. Allows payment for procedure.

62 – Two surgeons. Same specialty vs different 
specialty (carrier dependent) complete single 
procedure but perform separate distinct parts.  
Specific documentation essential.  Allows partial 
payment to both surgeons (fee splitting).  ??? Politics

82 – Assistant surgeon.  No qualified surgical 
resident.  Allows assistant fee.  (NP/PA?)

CPT MODIFIERS
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CPT MODIFIERS

22 – Increased Procedural Services.  Procedure 
requires substantially more effort/time than usual.  
Documentation essential (extra time and reason why 
– technical difficulty, patient severity, physical & 
mental effort).

Allows 15 – 30% (hospital dependent) fee increase

Subject to closer scrutiny

Delays payment

CASE STUDY #1

You are consulted on an in-patient with Head and
Neck Cancer for a feeding gastrostomy. You
decide to attempt a PEG in the OR, on the same
day. Initial attempts to intubate the esophagus are
difficult and you utilize laryngoscopy, intubate the
esophagus but can not pass the scope past the
cricopharyngeus. You abort further attempts at
endoscopy and proceed to open G-Tube.

CASE #1 – Coding Options

a) In-patient consult (99255)
Modifier 25 + 57

b) Upper endoscopy/PEG (43246)
Modifier 53/52

c) Laryngoscopy (31525)
Modifier 59

d) Open G-Tube (43830)
+/- Modifier 22

Best Option – a) with 25 and 57 modifier, then d) 
using 22 Modifier. (WRVU 14.85)

CASE STUDY #2

A young male is shot multiple times in the trunk at 
11:00 PM.  You spend 35 minutes evaluating and 
resuscitating him in the ED.  You perform a FAST, 
personally intubate him, do an ABI because of 
diminished pulses and place a central line with the 
aid of ultrasound.  You then take the patient for a 
laparotomy.
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CASE #2 – CODING OPTIONS
E & M  99291, 99285, 99223, none

Modifiers – 25, 57, none

Procedures

CVP Line – 36556, 76937, both, none

Modifiers – 59, 51, none

Intubation – 31500

Modifiers – 59, 51, none

ABI – 93922

Modifiers – 59, 51, none

FAST – 76700

Modifiers – 59, 51, none

CASE #2 - Suggested Coding 

E & M = 99291 + 25 + 57

Procedures = 31500, 36556 +51, 76937, 76700, 
93922

Total WRVU = 15.19

CASE #2 - Continued

At laparotomy you perform a splenectomy, small 
bowel resection x2, leaving bowel in 
discontinuity, explore a left perinephric 
hematoma with packing, ligate a mesenteric 
bleeder in the transverse mesocolon and staple 
across an anterior gastrotomy.  You also ligate 
the right iliac artery and vein and ask a vascular 
colleague to assist in placing an iliac arterial 
shunt. You place a VAC and bring the pt to the 
ICU at 2am and spend another 90 min 
resuscitating him. 

CASE #2 - QUESTIONS

What can you bill for from the operation:
Additional critical care in the OR

Additional critical care post op in the ICU
What ICD-9 Codes (different/same)

What and how many units (99291, 99292)

Ex Lap (49000)

Bowel resection x2 (44120 x1, 44120 x2), modifier?

Retroperitoneal Exploration (49010) Modifier?

Ligation Iliac artery (37617) Modifier?

Ligation Iliac vein (35221) Modifier?

Ligation Mesenteric Vessel (35221) Modifier?
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Repair of gastrotomy (43840) Modifier?

Placement of arterial shunt (36147)
Vascular Surgeon?   Modifier?

Application of VAC device (97606)  Modifier?

CASE #2 – QUESTIONS (cont)

CASE #2 – SUGGESTED 
OPTIMAL CODING

Procedure CPT WRVU

Post-Op Critical Care 99291 + 99292, 24
(518.5, 958.4)

6.75

Ex Lap – NO XX

Splenectomy 38100, 59 19.55

Bowel Resection 44120,51,52; 44120, 51, 
52

20.83 x2

Retroperitoneal
Exploration – NO

XX

Ligation Mesenteric 
Vessel

35221 26.62

Ligation Iliac Vein 35221, 59 26.62

Ligation Iliac Artery 37617, 51 23.79

CASE #2 – SUGGESTED 
OPTIMAL CODING

Procedure CPT WRVU

Repair Gastrotomy 43840, 51 22.83

Arterial Shunt 36147, 62 3.72

VAC Appliction 97606 0.60

Total WRVU = 172.14

CASE #2 - CONTINUED

Your colleague (same specialty -Trauma Surgeon) sees the patient 
on morning rounds at 7:00 AM for 45 minutes and then again at 
noon for another 45 minutes at which time she decides to take the 
patient back to the OR to re-vascularize his lower extremity and 
remove packs.

At that second laparotomy she restores small bowel continuity, 
removes peri-nephric packs and consults Urology, who do a hemi-
nephrectomy with her assistance.  Vascular Surgeons then perform 
an interpolation graft on the iliac, with her help.  She performs a 
feeding jejunostomy, distal to anastamoses and a 4 compartment 
fasciotomy after checking compartment pressures.  She re-applies 
the VAC and finally performs a percutaneous trach with 
bronchoscope guidance.  The patient returns to the ICU at 4:00PM.
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What can/should she bill for?
Critical Care – 99291, 99292 (#? Modifier?)  RVU = 
4.5/2.25

Re-exploration – 49002

Small bowel anastamoses – 44130 (x1, x2, Modifier?)  
RVU = 22.11

Removal of retroperitoneal packing

Hemi-nephrectomy – 50240 (Modifier?) RVU= 24.21

CASE #2 – QUESTIONS 
CASE #2  

MORE QUESTIONS 

Re-vascularization of LE - CPTXXX (Modifier?)

Measurement of Compartment Pressures

Fasciotomy – 27602 (Modifier?)  RVU= 7.82

Feeding Jejunostomy – 44015 (Modifier?)  RVU = 
2.62

Bronchoscopy – 31622 (Modifier?) RVU= 2.78

Perc trach – 31730  WRVU – 2.85

CASE #2 – SUGGESTED 
OPTIMAL CODING

Procedure CPT WRVU

Critical Care 99292 – 24, 57 x3 6.75

SB Anastamoses 44130 – 58; 44130-58,59 44.22

Fasciotomy 27602 – 79, 51 7.82

Trach 31730 2.85

VAC 97606 0.60

Bronchoscopy NO – BUNDLED XXX

Interposition Graft

Hemi-nephrectomy 50240 24.21

Opening recent lap 49002 - NO

Retroperitoneal 
Expl/Packing removal

NO

Total WRVU = 86.45

CASE #2 

Finally, you are called to the bedside at 5:00PM 
because the colleague who just operated is back 
in the OR with another trauma patient.  The 
patient is hypoxic and hypotensive.  You are 
there for 90 minutes and perform bronchoscopy, 
do an ultrasound to assess volume and cardiac 
function, along with potential 
pneumohemothorax and then decide to place a 
Swan Ganz catheter through an existing 
subclavian cordis introducer.
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CASE #2 - QUESTIONS

What can/should you bill for?
Critical Care (99291, 99292, Modifier?, none)

Ultrasound (76700, 76604, both, neither, modifier)

Swan Ganz (93503, Modifier?, No Charge?)

Bronchoscopy (31622, Modifier?)

What ICD-9 code(s)

CASE #2 – SUGGESTED 
OPTIMAL CODING

Procedure CPT WRVU

Critical Care 99292 – 24, 25 x3 6.75

U/S Abdomen 76700 0.81

U/S Chest 76604 0.55

Bronchoscopy 31622 - 51 2.78

Swan Ganz 93503 2.91

Total WRVU = 13.8

CASE #3

You perform a Hartman’s procedure on an 
insulin dependent diabetic.  Post-op, while he is 
on a surgical floor, you manage his blood 
glucose and adjust insulin dose daily.

Is this care included in the global package?

If not, how do you bill for this post-op care?

CASE #3 – OPTIONS FOR 
CODING

CPT – None, 99291, 99233
Modifier – none, 24, 25, 59, other?

ICD-9 – 250.0, 790.6, 562.11

SUGGESTED
99233 – 24 using 250.0 ICD-9

WRVU = 2.00
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CASE #3b

In a similar patient who is NOT diabetic, on post-
op day 3 the colostomy is still not productive, 
there are no bowel sounds and the NG output is 
1.5 liters.  

How do you bill for his post-op care?

CASE #3b
OPTIONS FOR CODING

CPT – none, 99291, 99233
Modifier – none, 24

ICD-9 – 997.4, 263.8, 562.11

SUGGESTED

99233 – 24, using ICD-9 - 997.4 
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Billing and Coding in the ICU and ED 

R. Lawrence Reed, II, MD FACS FCCM
Director of Trauma Services, IU Health Methodist Hospital

Professor of Surgery, Indiana University
Indianapolis, IN

My assigned tasks

• Necessary components for billing critical care 
time

• Billing moderate sedation and procedures

• Billing E and M codes vs critical care time in the 
ED

• How to properly bill the patient who arrives as a 
trauma alert, but goes home from the ED

• Billing with acute care practitioners/midlevel 
providers

Necessary components for billing

• Billing anything requires:
– Appropriate & adequate documentation, 

whether service (i.e, E&M) or procedure
– ICD-9 code (for now)

•Always use the code with the largest number of 
digits, if possible (i.e., 560.81 should  be used 
instead of 560.8)

– CPT code
– ± modifier(s) for billing peri-procedural care

Documentation for adult critical care CPT 
codes: 99291 & 99292

• Requirements for critical care billing using 99291 
& 99292
– Medical necessity
– Time
– In perioperative (global) period:

•a diagnosis justifying  the critical care that is different 
from the operative diagnosis 

•a modifier to indicate the critical care is not bundled 
into the global package payment

• Your note must reflect these items to justify 
payment

• Think of your note as your invoice
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Medical necessity

Time

ICD-9 Codes: The “why”

CPT Codes: The “what”

Your Note is Your Invoice: 
Medical Necessity

• Critical care is defined as the care of critically ill or critically 
injured patients who require the full & exclusive attention of a 
physician

• Critical illness or injury is defined as one that acutely impairs 
one or more vital organ systems such that there is high 
probability of imminent or life threatening deterioration in the 
patient’s condition. 

• The mere presence of a patient in an ICU or CCU, or the 
patient’s use of a ventilator, is not sufficient to warrant billing 
critical care services

• Documentation should support that patient is critically ill and 
receiving critical care

• Wherever possible, indicate the consequences if the patient 
were not receiving critical care

Your Note is Your Invoice: Time

• Adult critical care daily visits are time-based codes
• Physician progress note must contain documentation of the 

total time involved providing critical care services
• Must be the actual time spent by the physician, not a resident, 

fellow, or allied health provider
• The time must be personally documented by the billing 

physician
• Teaching time does not count toward critical care time

– Asking questions of the team for diagnostic and treatment 
options does count

• Critical care of less than 30 minutes duration on any given day 
is reported with an evaluation and management code. 

Your Note is Your Invoice: Time

• 99291 and 99292 are used to report the total 
duration of time spent in critical care E&M

• Time must be exclusive
– Time cannot be shared with another patient
– Time cannot include time spent on procedures 

that are billed separately

• Time does not need to be continuous; should 
total all interrupted segments

• Total time must be documented in the chart
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A poor note on an unstable ICU 
patient

“Pt. w/severe resp. failure.  FIO2 to 80% 
w/PEEP 15. CXR w/diffuse bilat. 
infiltrates. Still bleeding d/t 
coagulopathy. Xfused 4U PRBCs over 
24°, along with FFP & cryo.  On Epi & 
dobs w/BP in 90s.  Will supp K+, Ca++ & 
Mg++.  Consider Xygress.”

Avoid abbreviations!!!
The note is not 
the only thing 

that’s hopeless!!!

A poor note on an unstable ICU 
patient

“Pt. w/severe resp. failure.  FIO2 to 80% 
w/PEEP 15. CXR w/diffuse bilat. 
infiltrates. Still bleeding d/t 
coagulopathy. Xfused 4U PRBCs over 
24°, along with FFP & cryo.  On Epi & 
dobs w/BP in 90s.  Will supp K+, Ca++ & 
Mg++.  Consider Xygress.”

What are the critical care conditions or diagnoses?

How much time was spent managing this patient?

What did the author do in that time?

A better note: same unstable ICU 
patient

“Mr. Jones remains in critical condition requiring constant attention.  While immediately available to 
the patient, I examined him and reviewed his recent events, ICU flow sheet data, laboratory 
analyses, and imaging studies.  His current critical care problems include: 

1) Severe respiratory failure.  I have had to increase his inspired oxygen concentration 
(FIO2) to 80% to maintain his arterial oxygen (PaO2) above 60 while on positive end-expiratory 
pressure (PEEP) of 15. Clearly, he needs continuous mechanical ventilation to sustain life.  His chest 
XRay shows diffuse bilateral infiltrates, consistent with Acute Respiratory Distress Syndrome (ARDS).

2) Coagulopathy with hemorrhage.  I transfused him 4 units of packed red blood cells 
over the past 24 hours, along with fresh-frozen plasma & cryoprecipitate.  Continuous assessment 
and supplementation is necessary to prevent uncontrolled hemorrhage and hypovolemia.

3) Hemodynamic instability.  He requires continuous infusions of vasoactive agents 
(epinephrine and dobutamine) to maintain his systolic arterial blood pressure in the 90s.  
Otherwise, he would progress into circulatory shock, organ failures, and death.

4) Multiple electrolyte disturbances.  Today’s laboratory data reveal a low potassium of 
3.3, a low ionized calcium of 1.08, and low magnesium of 1.5.  We will administer supplements of 
these electrolytes in order to forestall further deterioration and circulatory disturbances.
The overall picture is that of overwhelming sepsis with septic shock, unresponsive to current broad-
spectrum antibiotic management.  He is a good candidate for Xygress, although his prognosis 
remains grim. I spent a total of 80 minutes in the critical care of this patient.”

A better note: same unstable ICU 
patient
“Mr. Jones remains in critical condition requiring constant 
attention.  While immediately available to the patient, I examined 
him and reviewed his recent events, ICU flow sheet data, 
laboratory analyses, and imaging studies.  His current critical care 
problems include: 

1) Severe respiratory failure.  I have had to increase his 
inspired oxygen concentration (FIO2) to 80% to maintain his 
arterial oxygen (PaO2) above 60 while on positive end-expiratory 
pressure (PEEP) of 15. Clearly, he needs continuous mechanical 
ventilation to sustain life.  His chest XRay shows diffuse bilateral 
infiltrates, consistent with Acute Respiratory Distress Syndrome 
(ARDS).
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A better note: same unstable ICU 
patient
“Mr. Jones remains in critical condition requiring constant 
attention.  While immediately available to the patient, I examined 
him and reviewed his recent events, ICU flow sheet data, 
laboratory analyses, and imaging studies.  His current critical care 
problems include: 

1) Severe respiratory failure.  I have had to increase his 
inspired oxygen concentration (FIO2) to 80% to maintain his 
arterial oxygen (PaO2) above 60 while on positive end-expiratory 
pressure (PEEP) of 15. Clearly, he needs continuous mechanical 
ventilation to sustain life.  His chest XRay shows diffuse bilateral 
infiltrates, consistent with Acute Respiratory Distress Syndrome 
(ARDS).

Standard phrases like these can be 
automated.

A better note: same unstable ICU 
patient

“2) Coagulopathy with hemorrhage.  I transfused him 4 
units of packed red blood cells over the past 24 hours, along with 
fresh-frozen plasma & cryoprecipitate.  Continuous assessment 
and supplementation is necessary to prevent uncontrolled 
hemorrhage and hypovolemia.

3) Hemodynamic instability.  He requires continuous 
infusions of vasoactive agents (epinephrine and dobutamine) to 
maintain his systolic arterial blood pressure in the 90s.  
Otherwise, he would progress into circulatory shock, organ 
failures, and death.

4) Multiple electrolyte disturbances.  Today’s laboratory 
data reveal a low potassium of 3.3, a low ionized calcium of 1.08, 
and low magnesium of 1.5.  We will administer supplements of 
these electrolytes in order to forestall further deterioration and 
circulatory disturbances.”

These phrases justify 
critical care billing

A better note: same unstable ICU 
patient

“The overall picture is that of 
overwhelming sepsis with septic shock, 
unresponsive to current broad-spectrum 
antibiotic management.  He is a good 
candidate for Xygress, although his 
prognosis remains grim. I spent a total of 80 
minutes in the critical care of this patient.”

This note generates $246,60 
from Medicare in Indiana in 2013

(possibly more after the DoctorFix)

Modifiers

• Modifiers are used to 
indicate that the basic 
assumptions about a 
charge have been changed

• The CPT system currently 
contains 34 modifiers.
– 6 modifiers are applied to 

CPT codes for E&M Services
– 27 modifiers are applied to 

procedural CPT codes
– 1 can be applied to both

• Modifiers are listed in 
Appendix A of the CPT 
book
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Modifiers should be applied when:

• the modifier adds more information regarding 
the anatomic site of the procedure;

• the modifier helps to eliminate the appearance 
of duplicate billing; or

• a modifier will help to eliminate the appearance 
of unbundling. 

Global surgical package

• Global package = Surgical tradition
– i.e., post-operative suture removal

• Defined services included in global surgical period: 
Routine postoperative care only

• Different global periods for different procedures
– 90 days
– 10 days
– 0 days
– “YYY” – variability in global period can be 

determined by carrier

• RVU table published annually by CMS identifies 
how many "Global Days” associated with 
procedures

Modifiers indicate that global package 
does not apply in these circumstances 

• Initial consultation or evaluation of the problem by the surgeon 
to determine the need for surgery

• Services of other physicians, typically dealing with other 
conditions

• Collaborative care is separately billable, but not shared care

• Visits unrelated to the diagnosis for which the surgical 
procedure is performed

• Treatment for the underlying condition or an added course of 
treatment which is not part of normal recovery from surgery

• Diagnostic tests and procedures, including diagnostic 
radiological procedures

• Clearly distinct surgical procedures during the postoperative 
period which are not reoperations or treatment for 
complications

Modifiers indicate that global package 
does not apply in these circumstances 

• Treatment for postoperative complications which requires 
a return trip to OR

• If a less extensive procedure fails, and a more extensive 
procedure is required, the second procedure is payable 
separately

• For certain services performed in a physician's office, 
separate payment may be made for a surgical tray (code 
A4550).   Also, splints and casting supplies are payable 
separately

• Immunosuppressive therapy for organ transplants
• Critical care services (codes 99291 and 99292) 

unrelated to the surgery where a seriously injured or 
burned patient is critically ill and requires constant 
attendance of the physician
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Requirements for Billing During the 
Global Period: Modifiers

-79 (Unrelated)
-78 (Related)
-58 (Staged)

-24 (Unrelated)Post-procedure day 
global period

-51 (Multiple)
-59 (Distinct)

-25 (Unrelated; for 0- & 10-day 
globals)
-57 (Decision for surgery; for 90-day 
globals)

Same day as global 
procedure

Procedure
Evaluation & 
ManagementPeriod

Type of CPT Code Being Modified:

Example of modifier use

• Coding & Billing for Initial Assessment + FAST exam in ED:
– Initial H&P: CPT 99223 (High complexity)

• 3.86 wRVUs
• 5.81 total RVUs

– FAST: CPT 76700 (Ultrasound, abdominal, real time with 
image documentation; complete)

• 0.81 wRVUs
• 4.23 total RVUs

– Documentation:
• Extensive H&P – necessary for head-to-toe initial assessment
• Capture FAST image into chart
• Bill 99223-25 and 76700

– For almost all procedures, Medicare assumes any E&M work is 
bundled into the procedure’s global payment

– The -25 modifier indicates that assumption in invalid

Billing E and M codes vs critical care 
time in the ED

E&M Type Complexity

Low Low-
Medium

Medium Medium-
High

High

Initial  
hospital care

Code 99221 99222 99223

wRVUs 1.92 2.61 3.86

Outpatient 
consultation

Code 99241 99242 99243 99244 99245

wRVUs 0.64 1.34 1.88 3.02 3.77

Emergency 
Department 
visit

Code 99281 99282 99283 99284 99285

wRVUs 0.45 0.88 1.34 2.56 3.8

Critical care

1st hour Additional
½ hours

Code 99291 99292

wRVUs 4.5 2.25

Billing moderate sedation and 
procedures

• Moderate sedation codes: 99143-99150
– Defined as a drug induced depression of consciousness. 

The patient maintains the ability to respond purposely to 
verbal direction or verbal direction either alone or 
accompanied by light tactile stimulation. Interventions 
are not required to maintain the patient’s airway.

– Included services:
• Assessment of the patient
• Establishment of IV access
• Administration of agent(s)
• Maintenance of sedation
• Monitoring of oxygen saturation, heart rate, and blood 

pressure, and 
• Recovery



2/4/2013

7

Billing moderate sedation while 
performing the procedure

• Moderate sedation codes:
– 99143: 1st 30 minutes of moderate sedation 

provided by the same physician performing the 
procedure for patients <5 y/o

– 99144: 1st 30 minutes of moderate sedation 
provided by the same physician performing the 
procedure for patients ≥5 y/o

– 99145: Each additional 15 minutes.

Billing moderate sedation while 
someone else performs the procedure

• Moderate sedation codes:
– 99148: 1st 30 minutes of moderate sedation 

provided by a physician other than the one 
performing the procedure for patients <5 y/o

– 99149: 1st 30 minutes of moderate sedation 
provided by a physician other than the one 
performing the procedure for patients ≥5 y/o

– 99150: Each additional 15 minutes.

Documenting moderate sedation

• The intraservice time should be documented in 
the ED chart. 
– Starts with the administration of the sedation 

agent(s), 
– Requires continuous face to face attendance
– Ends at the conclusion of this personal contact 

by the physician
– Assessment of the patient and recovery, once 

personal contact is concluded, are not included 
in intraservice time.

Bundled Conscious Sedation

• 321  procedure codes which include Moderate (Conscious) 
Sedation, therefore separate billing for MCS is not allowed.
– Appendix G in CPT manual
– Includes:

• Bronchoscopies
• Chest tubes
• Pericardiocentesis
• Pacemaker insertions
• Central lines
• Endoscopies
• Percutaneous drainages
• TEEs
• PA (Swan-Ganz) catheter insertions

• Codes 99143-99145 (MCS performed by individual performing 
the procedure) should not be used with the procedures in 
appendix G
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Moderate (Conscious) Sedation Payment

• Currently valued by Medicare as 0.00 RVUs

• Payments are carrier specific

• Payments range from $19 - $25 per 30 minutes

• Payments are higher for physician administering 
MCS and not performing the procedure

• Physicians performing the procedure are locked 
out of payment for many procedures due to 
bundling

How to bill the patient who arrives as a 
trauma alert, but goes home from the ED

• Options:
– Outpatient consultation (99241-99245)
– ED visit (99281-99285)

• No injuries = no diagnoses = no billable 
service?
– Use V71.4 (Observation for trauma)
– Also useful for overall trauma service 

management of patient with multiple injuries 
which are managed by other specialties

Billing with physician extenders

• Physician extenders can bill:
– By themselves

• 85% of Medicare Physician Fee Schedule (MPFS) payment
– “Incident to” physician services

• 100% of MPFS payment
• Must be employed by physician (i.e., not by hospital)
• Physician must perform the initial exam
• Physician must directly supervise the physician extender
• Usually applied for PEs working in physician’s office when 

physician is present
• Medicare does not pay physician for “incident to” services 

performed in the hospital
– With physician in shared visits

• Different insurance companies may have different rules for 
physician extenders from Medicare’s

Billing with physician extenders
• Shared visits

– physician extender & physician from the same service who both perform 
face-to-face E&M services on the same day

– combine their services as one E&M charge
– Bill it under the physician’s provider number
– Reimbursed at 100% of 80% of the Physician Fee Schedule rate. 
– Example: NP rounds on patients in AM, then accompanies physician or 

physician rounds independently in PM
• Physician extender visits

– only the extender conducts a fac e-to-face evaluation
– bill must be submitted under the extender’sname and provider number
– cannot be submitted under the physician’s name and provider number
– Medicare will pay the extender or extender’s employer 85% of 80% of 

the Physician Fee Schedule rate.
– Example: NP rounds on patients.  Physician in the ED & OR all day and 

never rounds on service
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Potential problems with physician 
extenders

• Extenders employed by hospital
– Become competitors with self-employed physicians for RVUs
– Only one billable visit per day by the service
– Likely exception: Critical Care

• Multiple providers from multiple specialty codes can perform critical 
care during the day

– not simultaneously
– General surgeon specialty code: 02
– Critical care physician specialty code: 81
– NP specialty code: 50

• Extenders employed by physician or same organization that 
employs physician
– Collaborative relationship
– Billing under physician’s number depends upon level of physician 

involvement

Summary

• Specific requirements detail what is necessary to 
bill critical care in the global period.  ALL ARE 
ACHIEVABLE

• Billing for moderate sedation is often a long run for 
a short slide

• If the patient meets criteria for critical care 
services, bill it instead of other E&M codes

• The non-injured patient carries the diagnosis code 
of V71.4 in order to get paid for your E&M services

• Physician extenders can be a huge benefit if your 
program is structured properly
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