Discussion Regarding the NCCI Edits – Impact to Maryland Hospitals
Discussion at Maryland AAHAM 46th Annual Institute –
September 13, 2018

1. Who is doing what – if you’ve been using the NCCI edits already
– all or some of them?

•
•
•
•

2.

The HSCRC has never understood why they see such significant variations between
hospitals
Variations in the “roll up” of services/RVUs to meet payer requirements so hospital will
get paid for services – RVUs still are effectively reported correctly.
Impact to HSCRC reporting is highly dependent on how the changes are implemented.
Denials in the future for incorrect use of modifiers means you’ve already reported
volumes to HSCRC

Introduction to NCCIhttps://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html
[bolding and red type is added for today’s session]

“National Correct Coding Initiative (NCCI) Edits Apply to OPPS and Non-OPPS Claims

The Centers for Medicare and Medicaid Services (CMS) developed the NCCI edits to
promote national correct coding methodologies. The purpose of NCCI edits is to
prevent improper payment when incorrect code combinations are reported. This
editing applies to services provided to the same beneficiary, on the same date of
service, by the same provider. Reporting both codes will generally result in the denial of
payment for one of the services. However, certain code combinations are deemed
allowable if the appropriate modifier is reported. In such cases, the patient’s
medical record must reflect that the modifier used appropriately describes
separate services. For a list of modifiers, please visit the Claims Center of our website.
All institutional outpatient claims, regardless of facility type, process through the
Integrated Outpatient Code Editor (IOCE); which includes various editing such as NCCI
editing. CMS publishes a listing of codes, which are updated on a quarterly basis, on
their website documenting the prohibited/acceptable code combination pairs. Each
quarterly revision contains tables to identify which edits apply to OPPS claims and to
non-OPPS claims.
Based on the implementation of the IOCE specifications from Change Request (CR)
10699, for claims received on or after July 1, 2018, regardless of the date of service, the
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following provider types that previously were not subject to NCCI edits '20' (W7020) and
'40' (W7040) are now subject to these edits:
Community Mental Health Centers (CMHCs)
Critical Access Hospitals (CAHs)
Indian Health Service hospitals
End Stage Renal Disease (ESRD) facilities
Maryland (MD) Waiver hospitals

Description of the edits:
W7020- Code 2 of a pair that is not allowed by NCCI even if appropriate modifier is present
W7040- Code 2 of a code pair that would be allowed by NCCI if appropriate modifier is present

Review the most current quarterly release file located on CMS' website for detailed
OPPS claims and non-OPPS claims updates. CMS released a Special Edition Article
SE18012 on September 4, 2018, which provides a reminder on billing requirements
implemented for non-OPPS providers.

Effects on Appeal Claim Adjustments
Effective July 1, 2018, appeal decisions at all levels (Redetermination, Reconsideration,
and Administrative Law Judge (ALJ)) resulting in a claim adjustment will now be subject
to NCCI editing. The impact to providers affected by this change in editing may result in
an unprocessed claim adjustment, which will Return to Provider (RTP) for correction.
Since this claim adjustment was adjudicated due to an appeal decision, the provider will
need to make the necessary changes to address the NCCI editing to the RTP claim as
appropriate by using the claims correction process outlined in the Fiscal Intermediary
Standard System (FISS) Manual Chapter 4.2 Claims Correction (21, 23, 25) for
payment consideration.
NOTE: Do not resubmit these claim corrections as a new claim, corrections/changes
must be made to the RTP claim. Assistance with resolving RTP claims is available
through our Customer Contact Center (JH) (JL)”
3.

How to Use NCCI Edits

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNProducts/Downloads/How-To-Use-NCCI-Tools.pdf
The NCCI is comprised of two provider-type choices of PTP code pair edits and three providertype choices of MUEs:
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PTP Code Pair Edits [Since 1996 the Medicare NCCI procedure to procedure (PTP)
edits have been assigned to either the Column One/Column Two Correct Coding edit
file or the Mutually Exclusive edit file based on the criterion for each edit.]
1. PTP Edits-Practitioners
These PTP code pair edits are applied to claims submitted by physicians, non-physician
practitioners, and Ambulatory Surgery Center (ASCs).
2. PTP Edits-Hospital
This set of PTP code pair edits is applied to the following Types of Bills (TOBs) subject to the
Outpatient Code Editor (OCE): Hospitals (TOB 12X and 13X), Skilled Nursing Facilities (SNFs) (TOB 22X
and 23X), Home Health Agencies (HHAs) Part B (TOB 34X), Outpatient Physical Therapy and SpeechLanguage Pathology Providers (OPTs) (74X), and Comprehensive Outpatient Rehabilitation Facilities
(CORFs)

(TOB 75X).

MUEs [The CMS developed Medically Unlikely Edits (MUEs) to reduce the paid claims
error rate for Part B claims. An MUE for a HCPCS/CPT code is the maximum units of
service that a provider would report under most circumstances for a single beneficiary
on a single date of service.]
1. Practitioner MUEs
These edits are applied to all claims submitted by physicians and other practitioners.
2. Durable Medical Equipment (DME) Supplier MUEs
These edits are applied to claims submitted to DME MACs. (At this time, this file will include
HCPCS A-B and E-V codes in addition to HCPCS codes under the DME MAC jurisdiction.)
3. Facility Outpatient MUEs
These edits are applied to all claims for TOB 13X, 14X, and Critical Access Hospitals (CAHs)
[85X].
Coding decisions for edits are based on conventions defined in the American Medical
Association’s (AMA’s) “CPT Manual,” national and local policies and edits, coding guidelines
developed by national societies, analysis of standard medical and surgical practices, and a
review of current coding practices. Prior to the implementation of MUEs, the proposed edits are
released for review and comment to the AMA, national medical/surgical societies, and other
national health care organizations, including non-physician professional societies, hospital
organizations, laboratory organizations, and durable medical equipment organizations. Similarly,
proposed PTP code pair edits are released to various national health care organizations for
review and comment prior to implementation.
MUEs were reviewed as part of the recent HSCRC Appendix D Respiratory Task Force.
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4.

We are way behind:
https://www.cms.gov › Medicare › National Correct Coding Initiative Edits

With the October 1, 2011 PTP and MUE quarterly version updates, CMS is now
posting the changes to each of its National Correct Coding Initiative Procedureto-Procedure (PTP) and Medically Unlikely Edit (MUE) published edit files on a
quarterly basis.

5.
Learning NCCI – need to understand use of NCCI chart and the
various codes that tell you what is allowed and not allowed.
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Also see for 2018:
https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/2
018-NCCI-Correspondence-Manual.pdf
6.

Concerns about “Just Adding the Modifiers” to by-pass the Editor
• Does the medical record documentation support the use of
the modifier?
• Can you simply believe that a MAC says – “just add the
modifier 59 or 25 to get the claim paid?
• Setting up a path to cause future problems?

7.

Definition of 59 (Not used for E/M type CPT codes)

https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/modifier59.pdf

“The Medicare National Correct Coding Initiative (NCCI) includes Procedure-to-Procedure
(PTP) edits that define when two Healthcare Common Procedure Coding System (HCPCS)/
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Current Procedural Terminology (CPT) codes should not be reported together either in all
situations or in most situations.
For PTP edits that have a Correct Coding Modifier Indicator (CCMI) of “0,” the codes
should never be reported together by the same provider for the same beneficiary on the same
date of service. If they are reported on the same date of service, the column one code is
eligible for payment and the column two code is denied.
For PTP edits that have a CCMI of “1,” the codes may be reported together only in defined
circumstances which are identified on the claim by the use of specific NCCI-associated
modifiers. (Refer to the National Correct Coding Initiative Policy Manual for Medicare
Services, Chapter 1, for general information about the NCCI program, PTP edits, CCMIs,
and NCCI-associated modifiers.) One function of NCCI PTP edits is to prevent payment for
codes that report overlapping services except in those instances where the services are
“separate and distinct.” Modifier 59 is an important NCCI-associated modifier that is often
used incorrectly.
The CPT Manual defines modifier 59 as follows:
“Distinct Procedural Service: Under certain circumstances, it may be necessary to
indicate that a procedure or service was distinct or independent from other non-E/M
services performed on the same day. Modifier 59 is used to identify
procedures/services, other than E/M services, that are not normally reported
together, but are appropriate under the circumstances. Documentation must support
a different session, 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 individual. 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.
Note: Modifier 59 should not be appended to an E/M service. To report a separate
and distinct E/M service with a non-E/M service performed on the same date, see
modifier 25.”
Modifier 59 and other NCCI-associated modifiers should NOT be used to bypass a
PTP edit unless the proper criteria for use of the modifier are met. Documentation in
the medical record must satisfy the criteria required by any NCCI-associated
modifier that is used.

8.
Definition of “X” modifiers – created by CMS to reduce use of
modifier 59. https://www.cms.gov/Regulations-andGuidance/Guidance/Transmittals/downloads/R1422OTN.pdf
“CMS has defined four new HCPCS modifiers to selectively identify subsets of Distinct
Procedural Services (-59 modifier) as follows:
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• XE Separate Encounter, A Service That Is Distinct Because It Occurred During A Separate
Encounter
• XS Separate Structure, A Service That Is Distinct Because It Was Performed On A
Separate Organ/Structure
• XP Separate Practitioner, A Service That Is Distinct Because It Was Performed By A
Different Practitioner
• XU Unusual Non-Overlapping Service, The Use Of A Service That Is Distinct Because It
Does Not Overlap Usual Components Of The Main Service
These modifiers, collectively referred to as -X{EPSU} modifiers, define specific subsets of
the -59 modifier. CMS will not stop recognizing the -59 modifier but notes that CPT
instructions state that the -59 modifier should not be used when a more descriptive modifier
is available.
CMS will continue to recognize the -59 modifier in many instances but may selectively
require a more specific - X{EPSU} modifier for billing certain codes at high risk for
incorrect billing. For example, a particular NCCI PTP code pair may be identified as payable
only with the -XE separate encounter modifier but not the -59 or other -X{EPSU} modifiers.
The -X{EPSU} modifiers are more selective versions of the -59 modifier so it would be
incorrect to include both modifiers on the same line.”
9.

Definition of Modifier 25 and its proper use – Not a New Issue
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNMattersArticles/downloads/mm5025.pdf

“Common Procedural Terminology (CPT) modifier -25 identifies a significant,
separately identifiable evaluation and management (E/M) service. It should be used
when the E/M service is above and beyond the usual pre- and post- operative work
of a procedure with a global fee period performed on the same day as the E/M
service.
• Different diagnoses are not required for reporting the E/M service on the same date
as the procedure or other service with a global fee period. Modifier -25 is added to
the E/M code on the claim.
• Both the medically necessary E/M service and the procedure must be appropriately
and sufficiently documented by the physician or qualified NPP in the patient’s
medical record to support the need for Modifier -25 on the claim for these services,
even though the documentation is not required to be submitted with the claim.”

10.

An overall “draft” summary of Maryland Impacts – and Concerns
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Type of Service
Emergency and Free
Standing Emergency
Services

Weights

Status

1 RVU = 15 minutes of
CCT

Concern-weights are MD-specific and procedures performed in ER
are bundled

Hyperbaric Chamber

Hours of Treatment

Concern-weights are MD-specific and not all hospitals are using
OPPS C-codes

Observation Service

Hours

Clinic

1 RVU = 5 minutes of
CCT

Concern-procedures performed at bedside are bundled
Weight concern only with time vs. non-time based and potential
underlying assumptions with RVUs-coding guidance disclaimer
included

Electrocardiography

HSCRC RVUs

Weight concern only with potential underlying assumptions with
RVUs-no coding guidance present

Labor & Delivery

HSCRC RVUs

Laboratory
Pulmonary Function
and Respiratory
Therapy

HSCRC RVUs

Weight concern only with potential underlying assumptions with
RVUs-codes not present
Weight concern only with potential underlying assumptions with
RVUs-no coding guidance present

Imaging
Interventional
Radiology
Cardiovascular
Lithotripsy
Operating Room
Operating Room – Clinic
Psychiatric Day and
Night Care Services

Medicare Fee Schedule

Concern as MD was unable to use national weights with last year's
conversion and needed to use AARP weights
Weight concern only with time vs. non-time based and potential
underlying assumptions with RVUs-no specific coding guidance
included
No concern-inpatient only
No concern-hospitals do not use CPT codes for anesthesiology
No concern-converted to national weights, no charging guidance
included
No concern-converted to national weights, no charging guidance
included

Minutes & 1 RVU for
imaging
Procedures
Minutes
Minutes

No concern-no specific RVUs by CPT assigned and coded by HIM
No concern-single code
No concern-no specific RVUs by CPT assigned
No concern-no specific RVUs by CPT assigned

Radiation Therapeutic
Renal Dialysis
Room/Bed
Same Day Surgery

Medicare Fee Schedule
Treatments
Days
Encounters

Rehab - PT, OT, SLP,
AUD
Ambulance-Rebounded
Anesthesiology

AARP minutes

HSCRC RVUs
HSCRC RVUs
Minutes

Electroencephalography Medicare Fee Schedule

Encounters

No concern-no specific RVUs by CPT assigned
No concern-converted to national weights, no charging guidance
included
No concern-inpatient only (emergent outpatients are rare)
No concern-inpatient only
No concern-rolled up with operating room on claim form
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11.

Departmental Issues – Emergency Department:
R.C. 451/452 move into 450
a. Only use 450 for Medicare and straight Medicaid- and out of state - only –
i. RVUs should be based on the level.
b. Need 451 for MCOs, unless it’s a MCO that pays on the 450.

12.

Departmental Issues – Lab:
a. Can’t bill 81001 and G0480
“Specimen validity testing is not eligible to be separately billed under any
procedure codes (e.g. 81000, 81001, 81002, 81003, 81005, 81099, 82570,
83986, or any other code). This is because for all codes in range 80305 –
80307 & G0480 – G0483, G0659, the code description indicates that this
testing is included if it was performed.”

•

See https://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/ClinicalLabFeeSched/Downloads/CY2017-CLFS-Codes-FinalDeterminations.pdf

b. Issue with 87070 and 87075 - Culture – aerobic and anaerobic :
87070 BCBST Code redundant to self/should not be reported more than once
due to standard
Description
87075 BCBST Code redundant to self/should not be reported more than once
due to standard
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Description

13.

Departmental Issues – Radiology:
Can’t bill 70544 and 70553 (since 2011) together if same an anatomical
body part.
https://downloads.cms.gov/medicare-coveragedatabase/lcd_attachments/31355_1/L31355_RAD023_CBG_030111.pdf
https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/clm104c13.pdf
Also, Refer to CPT Assistant, June 2002, p. 11, where the question of whether
MRI and MRA can be reported separately when performed on the same
anatomical region (head) is raised. The AMA’s comment is as follows: “If a
separate MRI examination of an anatomic region is performed, and that
nonangiographic examination is separately interpreted and written, then it
may be separately reported in addition to the MRA examination.”
So if in a situation in which the MRI and MRA are both integral to the stroke
protocol, do not require individual physician medical decision-making, and

Discussion Re NCCI Edits on Maryland Hospital - AAHAM September 13, 2018

Page 10

result in the creation of a single report without individual interpretation— you
should only report the MRI of the brain.
14.

Departmental Issues – Physical Therapy
Using 97116 and 97530 together

97116 Gait Training
Group
97150 Therapeutic
Procedures

59 Modifier
97164y; 97168y
allowed
97164y; 97168y; 97110y; 97112y; 97113y;
97116y; 97124y; 97140y; 97530y; 97532y;
59 Modifier NOT allowed
97533y; 97535y; 97537y; 97542y; 97760y;
97761y

Therapies are considered edited pairs and are not billable on the same date of service
unless the provider appends modifier -59 (Distinct procedural service) properly. Only
the therapists can indicate that the procedure or service was distinct or independent
from other services performed on the same day. Therapists sometimes have a
legitimate reason for providing both services. Sometimes a patient has more than
one diagnosis, such as a shoulder problem and a knee problem. The therapist may
address the shoulder problem with a land-based exercise, whereas the knee problem
may be susceptible to impact or post-surgery stressors and thus require the
buoyancy of a water-based program. Then the 59 should be added to the code for
which it is allowed.
15.

Departmental Issues – Respiratory

Billing together: 94010, 94760, 94799
94010 Spirometry, including graphic record, total and timed vital capacity, expiratory
flow rate measurement(s), with or without maximal voluntary ventilation
94760 Noninvasive ear or pulse oximetry for oxygen saturation; single determination
94799

Unlisted pulmonary service or procedure

Potentially issue of coding and need of E/M code? Need to review the actual medical
record to evaluate use of modifier 59.
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