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2  DISCLAIMER

* The purpose of these handouts is to accompany the presentation conducted by Margie Scalley Vaught, and
sponsored by Cobbe Consulting Management. It is only a supplemental workbook and is not a substitute
for the CPT or the ICD-10-CM coding manuals. There is no guarantee that the use of this publication will
prevent differences of opinion with providers or carriers in reimbursement disputes. Margie SVaught, or any
third-party sponsor provide nor implied or exFressed warranty regarding the content of this publication or
seminar due to constant changing regulations, laws and policies. It is further noted that any and all liability
arising from the use of materials or information in this publication and/or presented at a seminar is the sole
responsibility of the participant, and their respective employers, who by his or her purchase of this
publication and/or attendance at a seminar evidences agreement to hold harmless the aforementioned
parties, their employees and affiliates. The intent of this publication is to be used as a teaching “tool”
accompanying the oral presentation only.

» 2020 Edition

* ©All rights reserved. No part of this publication may be reproduced in any form or by any means without
the express written permission of the publisher. Seminars and their material are protected by copyright.

* The speaker does not have any financial relationships with commercial interest organizations.
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> CHAPTER FOUR NCCI UPDATES

* Spinal procedure bundling

* Many spinal procedures are grouped into families of codes where there are separate primary
procedure codes describing the procedure at a single vertebral level in the cervical, thoracic, or
lumbar region of the spine.Within some families of codes there is an add-on code (AOC) for
reporting the same procedure at each additional level without specification of the spinal region for
the add-on code (AOC).When multiple procedures from one of these families of codes are
performed at contiguous vertebral levels, a physician shall report only one primary code within the
family of codes for one level and shall report additional contiguous levels utilizing the add-on code(s)
(AOCQ) in the family of codes.The reported primary code should be the one corresponding to the
spinal region of the first procedure. If multiple procedures from one of these families of codes are
performed through separate skin incisions at multiple vertebral levels that are not contiguous and in
different regions of the spine, the physician may report one primary code for each non-contiguous
region.




6 CHAPTER FOUR CONTINUED

* “For example, the family of CPT codes 22532-22534 describes arthrodesis by lateral extracavitary
technique. CPT code 22532 describes the procedure for a single thoracic vertebral segment. CPT
code 22533 describes the procedure for a single lumbar vertebral segment. CPT code 22534 is an
add-on code describing the procedure for each additional thoracic or lumbar vertebral segment.If a
physician performs arthrodesis by lateral extracavitary technique on contiguous vertebral segments
such as T12 and L1, only one primary procedure code, the one for the first procedure, may be
reported.The procedure on the second vertebral body may be reported with CPT code 22534.1If a

physician performs the procedure at T 10 and L4 through separate skin incisions, the physician may
report CPT codes 22532 and 22533

* Two separate incisions were made not ONE continuous incision




7 CHAPTER FOUR UPDATES CONTINUED

* CPT codes 22600-22614 describe arthrodesis by posterior or posterolateral technique.
* CPT codes 22630-22632 describe arthrodesis by posterior interbody technique.

* CPT codes 22633-22634 describe arthrodesis by combined posterior or posterolateral

technique with posterior interbody technique.




8 MORE CHAPTER 4 NCC| UPDATES

* CPT code 22614 is an add-on code that may be reported with primary CPT
codes 22600,22610,22612,22630, or 22633.

 CPT code 22632 is an add-on code that may be reported with primary CPT
codes 22612,22630,0r 22633.

* CPT code 22634 is an add-on code that may be reported with primary CPT code 22633.

* Reminding you of what add on codes can go with what primary code

* CCl is all about technique and continuous and incision




9 CHAPTER FOUR UPDATES CONTINUED

* If a physician performs arthrodesis across multiple interspaces using the same technique in

the same spinal region, the physician shall report a primary code for the first interspace and

an add-on code for each additional interspace.

* Example - Posterior fusion L1-L5 = one primary - 22612; and the rest add on -
22614x3

* If the interspaces span two different spinal regions through the same skin incision, the
physician shall report a primary code for the first interspace and an add-on code for each
additional interspace.

* Example = Posterior fusion T10-L3 (thoracic and lumbar regions)- Same skin incision

— one primary — 22612; the rest add on code 226 14x4




10 CHAPTER FOUR UPDATES CONTINUED

 If the interspaces span two different spinal regions through different skin incisions, the

physician may report a primary code for the first interspace through each skin incision and an

add-on code for each additional interspace through the same skin incision.

* Example - Double fusion at L4/5 and L5/S1 (Lumbar region-separate incision) with
posterior fusion at T9-T 10 (thoracic region — separate incision) — 22633; 22634 (lumbar

region); 226 10-59 (thoracic region)




I CHAPTER FOUR UPDATES CONTINUED

* If a physician performs arthrodesis across multiple contiguous interspaces through the same

skin incision using different techniques, the physician shall report one primary code for the first

interspace and add-on codes for each additional interspace.

* Example - Posterior fusion T 1-S1 with PLIF and posterior fusion at L4/5 - 22633;
22614x6 — multiple contiguous and same incision-different techniques

* If a physician performs arthrodesis across multiple non-contiguous interspaces through the

same skin incision using different techniques, the physician shall report one primary code for

the first interspace and add-on codes for each additional interspace.

* Example - Posterior fusion T 1-L| and PLIF at L4/5 - 22630; 226 1 4x2 - one incision

made from TI I-L5 - different techniques — non-contiguous interspaces




12 CHAPTER FOUR UPDATES CONTINUED

* If a physician performs arthrodesis across multiple non-contiguous interspaces through
different skin incisions using different techniques, the physician may report one primary code

for the first interspace through each skin incision and add-on codes for each additional

interspace through the same skin incision.
* Example - Posterior fusionT9-T | 1, with PLIF and posterior fusion at L4-S| -T9-
TI11 (one incision) billed 22610;22614; L4-S| (separate incision) billed 22633;
22634

* Example - Anterior cervical fusion with discectomy C2-3 (22551) and posterior
fusion cervical C4-7 - (22600, 226 1 4x2)- separate incisions - different techniques

— non-contiguous interspaces




13 CHAPTER FOUR UPDATES CONTINUED

* |2.The procedure-to-procedure(PTP) edit with column one CPT code 22630 (Arthrodesis,
posterior interbody technique, including laminectomy and/or discectomy to prepare interspace
(other than for decompression), single interspace; lumbar) and column two CPT code 63056
(Transpedicular approach with decompression of spinal cord, equina and/or nerve root(s) (eg,
herniated intervertebral disc), single segment; lumbar (including transfacet, or lateral extraforaminal

approach) (eg, far lateral herniated intervertebral disc)) consists of two CPT codes with code

descriptors representing different surgeries. The edit indicates that the two procedures shall not

be reported together at the same anatomic site (spinal level) at the same patient

encounter. A physician shall not use modifier 59 or -X{ES} to bypass this edit unless the two

procedures are performed at separate anatomic sites (i.e., different spinal levels) or separate

patient encounters on the same date of service.




14 EXAMPLE OF 22630 AND 63056

* When doing interbody and far lateral discectomy CMS is saying

* Example — PLIF at L3/4 with far lateral discectomy at L4/5 — then

both codes can be reported.

* Example — PLIF at L4/5 along with far lateral discectomy at L4/5 —

Only one code can be reported




15 63056 AND 22633 TOGETHER CPT ASSISTANT

* “Question: May both code 63056, Transpedicular approach with decompression
of spinal cord, equina and/or nerve root(s) (eg, herniated intervertebral disk),
single segment; lumbar, and code 22630, Arthrodesis, posterior interbody
technique, including laminectomy and/or discectomy
to prepare interspace (other than for decompression), single interspace; lumbar,

be reported for the same interspace/segment?




- ANSWER...

* Answer: No.To report both codes 63056 and 22630 for the same interspace/segment would represent duplicative
work. For posterior (PLIF) or transforaminal (TLIF) approach lumbar interbody fusions, CPT code 22630 is used, and
the dissection needed to access the disc space in these approaches is considered an incidental component of the

fusion procedure.Although code 22630 includes the phrase “including ... discectomy to prepare interspace (other
than for decompression)” and code 63056 is a discectomy for decompression, the discectomy described in code
22630 is either the same or more extensive than the discectomy described in code 63056.

* Code 63056 represents a lateral extracavitary approach (LECA) technique which uses a posterior incision with a
posterior-lateral dissection to the anterior spinal region that enables simultaneous anterior and posterior spinal
exposure for decompression and arthrodesis (fusion). Using the LECA technique for anterior lumbar spinal

decompression and corpectomy, the surgeon is able to remove the posterior spinal structures (such as the lamina and

facet joints) along with the anterior spinal structures (vertebral bodies and discs) and their associated pathology.”
Nov 201 | CPT Assistant




22830 PER CCIAND CPT

* 9. Exploration of the surgical field is a standard surgical practice. Physicians
should not report a HCPCS/CPT code describing exploration of a surgical
field with another HCPCS/CPT code describing a procedure in that surgical
field. For example, CPT code 22830 describes exploration of a spinal fusion.
CPT code 22830 should not be reported with another procedure of the spine
in the same anatomic area. However, if the spinal fusion exploration is

performed in a different anatomic area than another spinal procedure, CPT

code 22830 may be reported separately with modifier 59 or XS.




18

MORE ISSUES

22830 — Exploration of Fusion
* CPT and CCl states can be reported IF different level

* Example exploration and refusion at L2/3 just 22612 would be reported not
additional 22830

* Example exploration of L2/3 and L3/4 with refusion at L3/4 — you could
report both — different level

* NASS feels you should check with your given payer/carrier if they will allow

same levels




19 BUNDLING OF DECOMPRESSION SPINE

* “CMS payment policy does not allow separate payment for CPT codes 63042
(Laminotomy...; lumbar) or 63047 (Laminectomy...; lumbar) with CPT codes
22630 or 22633 (Arthrodesis; lumbar) when performed at the same
interspace. If the two procedures are performed at different interspaces,
the two codes of an edit pair may be reported with modifier 59 or XS.”

* This is a CMS — Federally Funded program policy — private payers my have
different ones

* But CPT is now weighing in...




63047 WITH 22630 OR 22633

20
* CPT Assistant May 2018

 Coding Correction: Reporting Codes 22633 and 63047

* In the Frequently Asked Questions (FAQ) section (page | 1) of the October 2016 issue of CPT® Assistant, the
Surgery: Nervous System answer incorrectly stated that codes 22633, Arthrodesis, combined posterior or
posterolateral technique with posterior interbody technique including laminectomy and/or discectomy sufficient to
prepare interspace (other than for decompression), single interspace and segment; lumbar, and 63047, Laminectomy,
facetectomy and foraminotomy (unilateral or bilateral with decompression of spinal cord, cauda equina and/or nerve
root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar, may not be reported for the same
interspace. On further analysis of this issue, it was demonstrated that this recommendation was inconsistent
with previously published CPT® Assistant advice, which is that codes 22633 and 63047 may be reported for
the same interspace when additional work is required to complete a decompression at a single spinal level. It
is also appropriate to report codes 22633 and 63047, if the two procedures are performed at different
interspaces. Modifier 59, Distinct Procedural Service, should then be appended to indicate that these are two

distinct procedures.”




21 CONTINUED MAY 2018 CPT ASSISTANT

* “This correction aligns the coding advice with historical precedent published prior to the incorrect revisions in advice
given in the October 2016 FAQ.

* The following is the corrected coding advice:
* Surgery: Nervous System

* Question: The procedure described in code 63047 was performed for decompression, which was documented in the operative
note. In addition, the procedure described in code 22633 was also performed at the same interspace. How should this be
reported?

* Answer: Codes 22633 and 63047 may be reported for the same interspace when additional work is required to
complete a decompression at a single spinal level. It is also appropriate to report codes 22633 and 63047, if the two
procedures are performed at different interspaces. Modifier 59, Distinct Procedural Service, should then be appended to

indicate that these are two distinct procedures.”




22 CCI CLARIFIES CAGES AND PLATES FOR ANTERIOR
SPINAL PROCEDURES

* [0.CPT codes 22853 and 22854 describe insertion of interbody biomechanical device(s) into
intervertebral disc space(s). Integral anterior instrumentation to anchor the device to the
intervertebral disc space when performed is not separately reportable. It is a misuse of anterior
instrumentation CPT codes (e.g., 22845-22847) to report this integral anterior instrumentation.
However, additional anterior instrumentation (i.e., plate, rod) unrelated to anchoring the device
may be reported separately appending an NCCl-associated modifier such as modifier 59 or XU.

* Great link to see if cages are connected with screws

http://www.medicalexpo.com/medical-manufacturer/lumbar-interbody-fusion-cage-28427-

_2.html
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23  EXAMPLES OF CAGE/PLATE COMBOS




24 CAGE CODES...

* +22853 — Insertion of interbody biomechanical device(s) (e.g., synthetic cage, mesh)
with integral anterior instrumentation for device anchoring (e.g., screws,
flanges), when performed, to intervertebral disc space in conjunction with interbody
arthrodesis, each interspace (list separately in addition to code for primary procedure)

* +22854 — Insertion of intervertebral biomechanical device(s) (e.g. synthetic cage, mesh)
with integral anterior instrumentation for device anchoring (e.g., screws,
flanges) when performed, to vertebral corpectomy(ies) (vertebral body
resection, partial or complete) defect, in conjunction with interbody
arthrodesis, each contiguous defect (list separately in addition to code for primary

procedure)




25 CAGE CODESWITH GUIDELINES

* +22859 — Insertion of intervertebral biomechanical device(s) (e.g., synthetic cage, mesh,
methylmethacrylate) to intervertebral disc space or vertebral body defect without
interbody arthrodesis, each contiguous defect (list separately in addition to code for

primary procedure)
* There are long lists of primary codes under each of the above.Also, it states:

* (22853, 22854, 22859 may be reported more than once for noncontiguous defects) and

* (For application of an intervertebral bone device/graft, see 20930, 20931, 20936, 20937,
20938)”




26 CAGE EXCHANGE. ..

AMA website KB #: 6000 Date: 09/14/201 |
Surgery - Musculoskeletal System

Question - A surgeon performs revision surgery on a patient with a diagnosis of pseudarthrosis of L4-5. He re-
moves a previously placed polyetheretherketone (PEEK) interbody CAGE and then performs a revision poster-
olateral interbody fusion placing a new PEEK CAGE at the same spinal level, L4-5. Is it appropriate to report code
22849 for removal and replacement of the interverteral PEEK CAGE at L4-5?

Answer - No. It is not appropriate to report code 22849, Reinsertion of spinal fixation device, in addition to code
22851, Application of intervertebral biomechanical device(s) (eg, synthetic CAGE(s), methylmethacrylate) to
vertebral defect or interspace (List separately in addition to code for primary procedure), for the placement of the
new PEEK CAGE, as the removal of the existing PEEK CAGE is considered inherent in the replacement and not

additionally reportable. Modifier 22, Increased Procedural Services, may be appended to code 22851."




EXAMPLES OF
CAGE/PLATE COMBOS
AANS




CERVICAL FUSION WITH PLATES AND
CAGES




i RVU VALUES - DECREASING

* 22853 — work value = 4.25 — Total RVU value 7.64 (depending on location)
* 22854 — work value = 5.50 — Total RVU value 9.89 (depending on location)
* 22859 — work value = 5.50 —Total RVU value 9.89 (depending on location)

* As opposed to 2016 values

* 2285| — work value = 6.70 — total RVU 1 1.95 (depending on location)
e 22845 — work value = 11.94 — total RVU 21.42 (depending on location)
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SPINAL INSTRUMENTATION ISSUES 22849

* “Code 22849 should not be reported in conjunction with 22850, 22852 and 22855
for the same spinal levels.”

* “Only the appropriate insertion code (22840-22848) should be reported when
previously place spinal instrumentation is being removed or revised during the same
session where new instrumentation is inserted at levels including all or part of the

previously instrumented segments.”

* “Do not report the reinsertion code (22849) or removal (22850, 22852, 22855)
procedures in addition to insertion of new instrumentation (22840-22848).”
CPT guidelines




* MORE ISSUES

* Reinsertion (22849) should be used when hardware is going back in at the SAME levels/location (ie
for failed hardware, nonunion, etc). Reinsertion includes removal (22850, 22852, 22855).

* Insertion (22840-22848) is used when new hardware is put in which ‘exceeds’ the previously placed
hardware and insertion includes removal (22850, 22852, 22855).

* 22849 — Reinsertion of spinal fixation device

* Per NASS “The consensus for 22849 is for instrumentation removed and reinserted at the same

level(s). When inserting at different/additional level(s) use the primary instrumentation codes.” 2018

Common Coding Scenarios
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EXAMPLES

* Removed previous hardware at L1-5 and replaced at LI-5
* Coding just 22849

* Removed previous posterior instrumentation T3-8 and replaced at T5-8,

exploration of fusion at T3/4
* Coding 22830-59; 22842

* Can’t bill for the removal as it is considered inclusive in the replacing, but

can bill for the exploration of fusion at T3/4 since nothing else was done

at that level.




% INSTRUMENTATION ISSUES

* 22840 vs. 22842 Counting levels — you count the vertebral bodies
 Posterior instrumentation LI-S| = 6 levels — 22842
* Instrumentation posterior L4/5 = | level — 22840
* CPT Assistant Jan 201 | - "Code 22840 is used to report the placement of non-segmental instrumentation. Non-
segmental instrumentation is defined as fixation at each end of the construct and may span several vertebral

segments without attachment to the intervening segments. Fusion of two adjacent vertebrae is considered non-

segmental.”

* CPT Assistant July 1996 - " If there are less than three vertebrae involved, then code 22840, Posterior non-

segmental instrumentation (eg, single Harrington rod technique), would be reported, since it indicates a non-

segmental instrumentation involving two vertebrae."




34 SCOLIOSISVS. FUSION




"~ SPINE DEFORMITY VS.ARTHRODESIS CODING

* When to use the scoliosis vs. arthrodesis codes

* Scoliosis Research Society (SRS) - https://www.srs.org/professionals/online-

education-and-resources/coding-corner/common-scenarios

* NASS states in the 201 1-2018 Common Coding Scenarios states:

* “The multilevel deformity arthrodesis codes have been primarily used for
pediatric/adolescent patients by convention while the degenerative arthrodesis
codes 22612 and 22614 have been used for adult deformity. This remains

controversial in some circumstances.’
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36 AAOS BULLETIN AUGUST 2004

* "Arthrodesis—The sixth edition of A Manual of Orthopedic Terminology defines spinal arthrodesis as: "A procedure
to remove the cartilage of any joint to encourage bones of that joint to fuse, or grow together, where motion is not
desired."

» Confusion in selecting arthrodesis codes results from the use of CPT terms 'interspace’ and 'vertebral SEGMENT.'
Both terms are used in the arthrodesis section (22XXX series). For example, code 22630, for posterior lumbar
interbody fusion (PLIF or TLIF) is defined as "Arthrodesis, posterior interbody technique, including laminectomy and/or
diskectomy to prepare interspace (other than for decompression), single interspace; lumbar," which is normally done
just in the lumbar spine area because the spinal cord is in the way in other locations. This description uses the term
'interspace.

* However, code 22612 describes "Arthrodesis, posterior or posterolateral technique, single level; lumbar" and
code 22614 states for "each additional vertebral SEGMENT." This seems to be giving conflicting information as to how
to appropriately code for multiple level arthrodesis. Fusing a single level technically includes two vertebrae and the
intercalary disc.A single vertebra cannot be fused to itself, and adding another vertebra to the fusion requires the
crossing of an interspace.”




37 COUNTING FUSION LEVELS

Posterior or posterolateral fusion of L1-L5 = 4 level fusion

. 22612 (L1/2);22614 (L2/3); 22614 (L3/4); 22614 (L4/5)

Interbody fusions/discectomy anterior C3-C7 = 4 |evel fusion

» 2255] (C3/4); 22552 (C4/5); 22552 (C5/6); 22552 (C6/7)

CPT assistant March 1996- "CPT code 22612,Arthrodesis, posterior or posterolateral
technique, with local bone or bone allograft and/or internal fixation; lumbar.This should

be reported for the fusion performed at the L3-L4 interspace.”

* You count the interspace/segment between the two vertebral bodies




38 VERTEBRAL BODY
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39 SPINAL GUIDELINES UPDATED

* Guidance for spinal procedures added to assist coding. Definitions of the terms percutaneous,
endoscopic, open, indirect visualization and direct visualization located in the nervous system will make it easier

to select codes next year.“The primary approach and visualization define the service,” CPT notes.

* Fluoroscopic needle guidance becomes an add-on service. Don’t try to report needle guidance codes
(77002,77003) as stand-alone services next year. Because of a revision that makes them revised add-on
services, the imaging service must be reported with a parent code.A note for +77002 lists 57 codes that it may
be reported with when performed, including trigger point injections (20552-20553). Codes that may be
reported with +77003 include stellate ganglion injections (64510).

* The 2017 CPT manual delete mention of an endoscope from the descriptors for decompression codes 62287
and 0274T-0275T.




40 NEW GUIDELINES

* Lateral Extracavitary Approach for Extradural Exploration/decompression

* “For vertebral corpectomy, the term partial is used to describe removal of a substantial
portion of the body of the vertebra. In the cervical spine, the amount of bone removed is defined as
at least one-half of the vertebral body. In the thoracic and lumbar spine, the amount of bone
removed is defined as at least one-third of the vertebral body.”

* Cervical — greater than 50% removed

* Thoracic/Lumbar — greater than 1/3 removed




CORPECTOMY




42 POSTOP IMAGING WILL SHOW... CORPECTOMY VS.
TLIF/PLIF — INTERBODY FUSIONS

FLEXION
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43 KEY NEW GUIDELINES

* Percutaneous — Image-guided procedures (eg., CT or fluoro) performed with indirect visualization of the

spine without the use of any device that allows visualization through a surgical incision.

* Endoscopic — Spinal procedures performed with continuous direct visualization of the spine through an

endoscope.

* Open — Spinal procedures performed with continuous direct visualization of the spine through a surgical
incision.

* Indirect visualization — Imaged-guided (eg CT or Fluor), not light-based visualization

* Direct visualization — Light-based visualization can be performed by eye or with surgical loupes, microscope

or endoscope.

* You select code based on the approach used for the ocedure.




44 ENDOSCOPIC DISCECTOMY

* New code for endoscopic decompression of spinal cord 62380— describes that
CPT added new code for endoscopic decompression of neural elements. CMS

is proposing that a work RVU value of 9.09 be assigned to this code.

* 62380 - Endoscopic decompression of spinal cord, nerve root(s), including
laminotomy, partial facetectomy, foraminotomy, discectomy and/or excision of

herniated intervertebral disc, | interspace, lumbar

* (For open procedures, see 63030, 63056). (For bilateral procedure, report 62380 with modifier 50)




45 CPT EXAMPLE

* A 42 year-old male has had severe back pain with sciatica and weakened foot dorsiflexion. He has not
responded to restricted activities... An MRI confirmed clinical signs, and shows a herniated disc at L4/5
as well as erosion of the cartilage and possible bone spurs in the facet joint at the same level. The disc
herniation and bone spurs are compressing the nerve L5 exiting nerve root.

* “A needle is inserted through the skin into the disc space via transforaminal or interlaminar approach.
The stiletto of the needle is removed and a guidewire is put through the needle in place.A skin incision
is made and soft tissue is sequentially dilated over the wire under fluoro control. Special bone burrs or
reamers are used to carefully enlarge the foramen under fluoro and guidewire control, in order to
insert a beveled working tube through which a working channel endoscope is provided... All neural
structures are decompressed by removal of the herniated disc... All nucleus material
from within the canal as well as bone fragments from within the disc space are
removed...”




46
DISCECTOMY & FUSION CERVICAL

* 22551 - Arthrodesis, anterior interbody, including disc space preparation,
discectomy, osteophytectomy and decompression of spinal cord and/or nerve roots;

cervical below C2

* 22552 - Arthrodesis, anterior interbody, including disc space preparation,
discectomy, osteophytectomy and decompression of spinal cord and/or nerve roots;
cervical below C2, each additional interspace (List separately in addition to code for

separate procedure)

* Combination codes... can’t report separately

* Don’t try — Don’t be creative- CPT policy — not just Medicare policy




47 OSTEOTOMY CODES

* Ponte and Smith-Peterson Osteotomies —22210-22216
* Pedicle subtraction Osteotomies (PSO) — 22206-22208

* Watch for payer policies regarding appropriate ICD-10 codes — They are looking for
spinal deformities or claims will be denied

* BCBS New York (Empire) —“Procedure to Diagnosis: identifies certain procedures
that are not eligible for reimbursement with the reported diagnosis code in accordance
with the Health Plan’s reimbursement policy and/or correct coding guideline. For
example:

* 22206,22207 22208,22210,22212,22214,22216,22220, 22222, 22224, and 22226 (spinal osteotomy)
reported with a diagnosis other than kyphosis or scoliosis.”




45 LET’S LOOK AT 63030, 63042 AND 63047
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49 CODES 63030, 63042 & 63047

* Code 63030 — Discectomy with endo assistance — not FULLY endoscopic

* Code 63042 — Re-Discectomy for re-herniation

¢ Code 63047 — Decompression for spinal stenosis




50 CODE 63042

* 63042 Laminotomy (hemilaminectomy), with decompression of nerve
root(s), including partial facetectomy, foraminotomy and/or excision of

herniated intervertebral disc, reexploration, single interspace; lumbar

* Example — Redo Lumbar single level discectomy and laminectomy

* Use this code for re-herniations




51 63040-63044

* "CPT Changes:An Insider's View 2001 states: "Codes 63040-63044 are the only codes that may
be reported for procedures performed on a recurrent herniated nucleus pulposusat each previously
explored cervical or lumbar interspace.The term ‘reexploration’ simply relates to the repeat surgical
exposure of a previous surgical tract and target at the same site on the same patient at a time after
an initial surgical procedure(s) was performed.As with other CPT code descriptors, the timeframe

associated with the reexploration procedure is not specifically stated. Should reexploration be required

within the operative period of an initial procedure, then the appropriate reexploration code(s) should

be reported with the modifier 78 [unplanned return to the operating room] appended" (emphasis
added)."




22 NASS COMMENTS 63040-63044

* The North American Spine Society (NASS) publication, 2009 -2018 Common
Coding Scenarios, confirms this guidance: "Code 63042 is recommended for use
when there is recurrent herniated disc requiring excision. If only revision
laminectomy is performed report 63047 and 63048." - the example was

"Revision lumbar three level laminectomy L3/4, L4/5 and L5/S|*
* NASS states that 63042 should only be reported AFTER the 90 day global for

the first discectomy

* CPT does not state this —You will need to check with payer/carrier




53 CPT ASSISTANT NOV 2012

* “To further clarify, if a discectomy is performed during a laminectomy for
stenosis, it is included in codes 63045-63048. CPT code 63047 is reported to

describe the procedures performed for lateral recess stenosis, for example, those

that are caused by either ligamentumflavum hypertrophy or facet arthropathy. Code
63047 may be reported in the event the disc is removed along with the performance
of a laminectomy, facetectomy and foraminotomy because discectomy is considered

an inclusive component of code 63047, when performed, although it is not

specifically stated in the descriptor nomenclature.*




54
CODE 63047

* Use this code for stenosis

* Example: Revision lumbar 3 level laminectomy (L3-S1) for stenosis
* Coding — 63047; 63048x2

* Even though this is a revision/redo the key is they are doing for stenosis. Remember that
63042 is for re-herniation issues!

CPT has stated "Code 63047 is reported to describe the procedures performed for lateral
recess stenosis, for example, caused by either ligamentum flavum hypertrophy or facet

arthropathy. 63047 is used for lateral recess stenosis and can be unilateral or bilateral and does

not matter if it is revision surgery*“




55 DOCUMENTATION

——POSTOPERATIVE DIAGNOSES:
1. Lumbar spinal stenosis L3 segment.
2. Lumbar spinal stenosis L4 segment.
3. Lumbar spinal stenosis L5 segment.

PROCEDURES:
1. An 13 level bilateral laminectomy, facetectomy, foraminotomy.

7 An L4 level bilateral laminectomy, facetectomy, foraminotomy.
3. An L4 level bilateral laminectomy, facetectomy, foraminotomy.




T undermined the ligamentum flavum at undersurface of L3 with Kerrison

rongeurs using the midline to decompress the central canal at L3 up to the
56 level of the L3 pedicles. The dura was protected well. I followed the L3

nerve roots below the L3 pedicles into the foramen bilaterally completing

— foraminotomies as needed. -

Once we were at the L4 level the exact same procedure was done decompressing
the central canal at L4, the lateral recess at the L4 nerve roots and the
following the L4 nerve roots into respective pedicles with foraminotomies as

needed.

I found the L5 level. The exact same procedure was done, decompressing the
central canal at LS, the lateral recess at the L5 nerve roots, and then
following the L5 nerve roots into respective pedicles bilaterally. Once
completed, the entire area was fully decompressed. Bone wax and Surgicel
were used for hemostasis. The wound had been thoroughly irrigated.




* HOW TO COUNT DECOMPRESSION..

* “For example, if just the L5 roots are seen with an L4/L5 lami, code 63047
“Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with
decompression of spinal cord, cauda equina and/or nerve root(s), (eg, spinal or lateral
recess stenosis)), single vertebral segment; lumbar” would be reported. If both the L4
and L5 root pairs are seen in this procedure, codes 63047 and 63048 would be used.

The documentation must support the root levels being decompressed.” AAOS August
2004

* NAME that NERVE root being decompressed!




°8 JULY 2012 CPT ASSISTANT

* “To illustrate, code 63030 may be reported only when an open surgical technique (nhot only
an endoscopic approach/technique) is used, and when the intrinsic essential components of this

code are performed, namely, a resection of the vertebral component, spinous processes, and

lamina, which must include a discectomy for decompression of the nerve root(s), as well as any

laminotomy, laminectomy, or foraminotomy along with partial facetectomy as needed for

decompression of the nerves, or required as part of the surgical approach. The repair of a small

intraoperative dural laceration or leak, and the harvesting and placement of a soft tissue graft,

muscle, or fat when obtained from within the primary surgical incision are considered as part of

the intraservice work and are not reported separately. If laminotomy with decompression of
nerve root(s) is not performed, it would not be appropriate to report code 63030 for the
excision of the herniated intervertebral disc.”

e




59 TERMS AND CONFUSION

 XLIF - extreme lateral Tlumbar interbody fusion

TLIF — transforaminal lumbar interbody fusion

PLIF — posterior lumbar interbody fusion

DLIF - direct lateral lumbar interbody fusion

LECA - lateral extracavitary approach — considered anterior

approach

XLIF and DLIF are considered an anterior lumbar approach (ALIF)
and would be reported by CPT code 22558, not code 22533.




60 OCTOBER 2009 CPT ASSISTANT

* “As the LECA arthrodesis is an anterior fusion from a posterior incision, it can be differentiated from extreme
lateral lumbar interbody fusion (XLIF) and direct lateral lumbar interbody fusion (DLIF) approaches by the
location of the incision in addition to the dissection plane.The XLIF and DLIF approaches utilize an incision in the
lateral trunk/flank with the dissection through the retroperitoneal space, rather than a posterior incision with
dissection through the lateral paraspinal space as in a LECA. Due to this, the XLIF and DLIF are considered
an anterior lumbar approach (ALIF) and would be reported by CPT code 22558, not code 22533.

* Given this fact, code 22533 is also not typically reported for arthrodesis after a disc decompression procedure in
which a corpectomy is not performed, such as in a lumbar interbody fusion via a posterior (PLIF) or

transforaminal (TLIF) approach. For such lumbar interbody fusions, CPT code 22630 is used, and the dissection

needed to access the disc space in these approaches is considered an incidental component of the fusion

procedure.”




61 CODING TWO
PRIMARIES

* Remember what CCI stated
about only being able to
report one primary per
session when continuous
levels/regions.

* Only except now is separate
incisions-separate regions

’. g
s 15 4
LB

; /

g .

3 |

y

\ £ &
o~ .

www.shutterstock.com - 417318073




2 \WHAT ABOUT CROSSING LEVELS?

* Example
* Arthrodesis posterior T9-L3
* Coding — only one primary — which one!?
* 22610 vs.22612 and then 22614 for each additional level

* “Confusion arises when there is crossover of anatomic regions, such as a multiple level

arthrodesis of T10-L2. Coders have wondered if more than one primary code can be reported,
such as 22610 for the TI0-T11,22612 for the LI1-L2 and 22614 for the additional levels.

* If an arthrodesis crosses over both the thoracic and lumbar locations, AAOS recommends that
you report 22612 as the primary arthrodesis code for lumbar. CPT and CMS indicate that
performing an arthrodesis at the lumbar level requires more work value than one in the
thoracic area. (Federal Register 2003—226 12 has a work relative value unit [RYU] of 20.97;22610
has a work RVU of 16.00)” AAQOS August 2004

* Some will say report the primary that you did the most work in -




63 SCOLIOSIS PAYER ISSUES

* Some are now asking for imaging not just interpretations

* Have your surgeon state in the operative note what the patient’s Cobb

angle is as well as the patient’s age.

* We used to never have problems with scoliosis reimbursement for

children now more is needed.




Spinal surgery
Issues




65 LAMINECTOMY PROCEDURES BCBS

Guideline #: CG-SURG-38

Medically Necessary:

Note: When procedure is performed using a percutaneous or endoscopic approach (as opposed to an open
approach with direct visualization), refer to SURG.0007 | Percutaneous and Endoscopic Spinal Surgery.

Lumbar laminectomy, hemilaminectomy, laminotomy (for unilateral symptoms), and/or discectomy is
considered medically necessary when at least one of the following criteria is met:
* A. Conus medullaris syndrome (spinal cord compression) confirmed by appropriate imaging studies with severe

or progressive neurologic deficits consistent with spinal cord compression (for example, fecal or urinary
incontinence); or

* B. Cauda equina syndrome with neurologic deficits (bowel or bladder dysfunction, saddle anesthesia, bilateral
neurologic abnormalities of the lower extremities) confirmed by physical examination and appropriate imaging




66 CONTINUED BCBS LAMINECTOMY POLICY

* C.Lumbar spinal stenosis and/or foraminal stenosis confirmed by appropriate imaging studies,
with either:

* |.severe and progressive symptoms of pain or neurogenic claudication (buttock or leg) unresponsive to

at least 6 weeks of conservative nonoperative therapy; or

* 2.significant motor deficit preventing ambulation; or

* Note: Conservative non-operative therapy consists of an appropriate combination of medication
(for example, Non-Steroidal Anti-Inflammatory Drugs [NSAIDs], analgesics), physical therapy,

spinal manipulation therapy, epidural steroid injections, or other interventions based on the

individual’s specific presentation, physical findings and imaging results.




N CONTINUED BCBS LAMINECTOMY POLICY

* D.Lumbar herniated intervertebral disc with nerve root compression confirmed by appropriate

imaging studies and the following additional criteria are met:

* |.Radicular pain with physical findings of nerve compression (for example, absent lower extremity reflex or

loss of sensation in dermatomal distribution) or alternative clinical findings consistent with radiculopathy; and

2.All other reasonable sources of pain have been ruled out; and

3. Findings on imaging correspond to the clinical findings and neurological examination;

°* and

4. Symptoms are interfering with either:

a. functional activities of daily living and persist despite at least 6 weeks of conservative nonoperative therapy;

or

* b.are associated with significant or progressive motor deficits; or




68 CONTINUED BCBS LAMINECTOMY POLICY

* E.When performed with dorsal rhizotomy as a treatment for spasticity (for example, cerebral
palsy); or

* EWhen performed with biopsy or excision when signs or symptoms indicative of lumbar disease
(for example, pain, motor weakness) and imaging suggests tumor or metastatic neoplasm, an
infectious process (for example, epidural abscess), arteriovenous malformation, malignant or non-
malignant mass; or

* G.Acute fracture causing symptomatic nerve root compression.

* Note: Conservative non-operative therapy consists of an appropriate combination of medication
(for example, Non-Steroidal Anti-Inflammatory Drugs [NSAIDs], analgesics), physical therapy, spinal
manipulation therapy, epidural steroid injections, or other interventions based on the individual’s

specific presentation, physical findings and imaging results.




MEDICARE ISSUES
69

Wanting to develop NCD for arthrodesis based on diagnoses.

All will require:

Pain and significant functional impairment despite a history of 3 months of conservative therapy (non-surgical

medical management) as clinically appropriate addressing the following:

— Anti-inflammatory medications;Analgesics; Daily exercise;Activity lifestyle modification;VWeight reduction as
appropriate; Supervised physical therapy (PT) [Activities of daily living (ADLs) diminished despite completing a
plan of care

Patient is a nonsmoker, or has refrained from smoking for at least 6 weeks prior to planned surgery, or has

received counseling on the effects of smoking on surgical outcomes and treatment for smoking cessation if
accepted.

If cognitive, behavioral, or addiction issues are identified, the documentation should support assessment and

treatment prior to surgical management.




0 FIRST COAST

* Indications: Spinal fusion should only be considered as a last step in the treatment of chronic back pain and is not
indicated for most persons suffering from back pain. Lumbar spinal fusion surgery may be considered medically

necessary and covered for the following indications:

* l. Lumbar spinal instability for ANY of the following indications when confirmed by appropriate diagnostic

testing (e.g., radiographic imaging, biopsy, bone aspirate, bone scan and gallium scan) * Acute spinal fracture
* Progressive neurological impairment (e.g., increased weakness or bladder instability)

* Neural compression after spinal fracture

* Epidural compression or vertebral destruction from tumor or abscess

* Spinal tuberculosis

* Spinal debridement for infection (e.g., osteomyelitis)

» Spinal deformity (e.g., idiopathic scoliosis over 40°, progressive degenerative scoliosis)

* In addition to Pain, Smoking and Cognitive issues.




/1 CONTINUED FIRST COAST

* 1. Spinal stenosis with associated spondylolisthesis (see classifications below), for a single level
(e.g., L4-L5), or other documented evidence of instability (e.g., facet joint instability (iatrogenic)
related to decompression) when ALL the following criteria are met:

— Back pain with symptoms of neurogenic claudication or radicular pain
* Radiographic evidence of spondylolisthesis when applicable - Classification of slippage in
spondylolisthesis is defined as follows:
Grade | =1% to 25%
Grade 11=26% to 50%
Grade lI=51% to 75%
Grade IV=76% to 100%

GradeV = spondyloptosis and occurs when the L5 vertebra completely slides over the top of
the sacrum

— In addition to Pain, Smoking and Cognitive issues




72 lll. SPONDYLOLYSIS

* lll. Spondylolysis (i.e., pars interarticular fracture), and isthmic spondylolisthesis, when ANY of the
following criteria are met:

— Confirmed progressive deformity
* Neurologic compromise
* Symptomatic high grade spondylolisthesis demonstrated on plain x-rays
* Multilevel spondylolysis
* Symptomatic low-grade spondylolisthesis associated with pain and
significant functional impairment

—In addition to Pain, Smoking and Coghnitive issues




/3 IV-DDD

* IV. Degenerative disc disease (DDD) in the absence of instability when all of

the following criteria have been met as clinically appropriate for the patient’s current

episode of care:

* Single level DDD demonstrated on imaging studies (e.g., CT scan, MRI, or

discography) as the likely cause of pain.The case specific indications for two level or

the rare three or more |level planned fusion procedure must be directly addressed

in the pre procedure record with clinical correlation to diagnostic testing results (such

as disk-space narrowing, end plate changes, annular changes, etc.).

* In addition to Pain, Smoking and Cognitive issues

s




74
V — LUMBAR FUSION S/P PRIOR SURGERY

* V. Lumbar fusion following prior spinal surgery for the following:

* Recurrent disc herniation despite clinically appropriate post operative nonsurgical medical
management (post-operative case specific conservative therapy is prescribed as clinically

appropriate in addition to documentation of pain and functional impairment).

* Adjacent segment degeneration despite clinically appropriate post-operative nonsurgical

medical management (post-operative case specific conservative therapy is prescribed as

clinically appropriate in addition to documentation of pain and functional impairment).




75 V - LUMBAR FUSION S/P PRIOR SURGERY
CONTINUED

* Associated spondylolisthesis (i.e.,anterolisthesis) after prior spinal surgery with ALL the following as

clinically appropriate:
— Recurrent symptoms consistent with neurological compromise
— Significant functional impairment
— Neural compression is documented by recent post-operative imaging

— Unsuccessful improvement despite 3 months of clinically appropriate post-operative nonsurgical
medical management (post-operative case specific conservative therapy is prescribed as clinically

appropriate in addition to documentation of pain and functional impairment)

— Instability is documented by appropriate imaging

— Patient had some relief of pain symptoms following the prior spinal surgery




76

VI —TREATMENT OF PSEUDOARTHROSIS

* Vl. Treatment of pseudoarthrosis (i.e., nonunion of prior fusion) at the same

level after 12 months from prior surgery and ALL of the following are met:

— Imaging studies confirm evidence of pseudoarthrosis (e.g., radiographs, CT)

— Unsuccessful improvement despite 3 months of clinically appropriate post-operative nonsurgical medical
management (post-operative case specific conservative therapy is prescribed as clinically appropriate in

addition to documentation of pain and functional impairment).

— Patient had some relief of pain symptoms following the prior spinal surgery




77 LIMITATIONS

* Lumbar spinal fusion for the following conditions is not considered medically necessary and is

noncovered:

— When performed with initial primary laminectomy/discectomy for nerve root
decompression or spinal stenosis, without documented spondylolisthesis or documentation

of instability (e.g., documented intraoperative iatrogenic instability)

— Lumbar fusion at multi-levels (2 or more) for pure DDD unless case specific indications for

two level or the rare three or more level planned fusion procedure is directly addressed in

the pre-procedure record




DOCUMENTATION

* Documentations Requirements

* Medical record documentation maintained by the physician must substantiate the medical need for lumbar spinal

fusion surgery and must include the following:
* Office notes/hospital record, including history and physical by the attending/treating physician

* Documentation of the history and duration of unsuccessful conservative therapy (non-surgical medical management)

when applicable.
* Interpretation and reports for X-rays, MRI’s, CT’s, etc.
* Medical clearance reports (as applicable)
* Documentation of smoking abstinence (as applicable)

¢ Complete operative report outlining operative approach used and all the components of the spine surgery




» ADDITIONAL INFO

* AAQOS backing this:

* http://www.aaos.org/Research/guidelines/guide.asp

* http://www.aaos.org/news/aaosnow/feb09/coverl.asp



http://www.aaos.org/Research/guidelines/guide.asp
http://www.aaos.org/news/aaosnow/feb09/cover1.asp
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