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Disclaimer

 THE WEBINARS ARE PROVIDED "AS IS" WITHOUT ANY EXPRESS OR 
IMPLIED WARRANTY OF ANY KIND INCLUDING WARRANTIES OF 
MERCHANTABILITY, NONINFRINGEMENT OF 
INTELLECTUALPROPERTY, OR FITNESS FOR ANY PARTICULAR 
PURPOSE. IN NO EVENT SHALL himagine OR ITS SUPPLIERS BE 
LIABLE FOR ANY DAMAGES WHATSOEVER (INCLUDING, WITHOUT 
LIMITATION, DAMAGES FOR LOSS OF PROFITS, BUSINESS 
INTERRUPTION, LOSS OF INFORMATION) ARISING OUT OF THE USE 
OF OR INABILITY TO USE THE MATERIALS, EVEN IF himagine HAS 
BEEN ADVISED OF THE POSSIBILITY OF SUCH DAMAGES
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Ownership of Webinars/Material

 You may download one copy of the slides for the Webinars for your personal, non-
commercial internal use only unless specifically licensed to do otherwise by 
himagine in writing. This is a license, not a transfer of title, and is subject to the 
following restrictions: you may not:

▪ Modify the webinars or use them for any commercial purpose, or any public 
display, performance, sale or rental

▪ Remove any copyright or other proprietary notices from the Webinars

▪ Transfer the Webinars to another person

 The educational webinars and the printed materials made available pursuant 
thereto (collectively, the “Webinars”) are the property of himagine solutions Inc. 
(“himagine”), are provided as a service to our employees and our clients and may 
be used for informational purposes only. himagine has prepared the Webinars 
using official Centers for Medicare and Medicaid Services (CMS) documents, 
Federal Register, and recognized input from the Cooperating Parties. While 
himagine has made reasonable efforts to ensure the content of the Webinars is 
accurate, himagine makes no representation, warranty, or guarantee that this 
information is error-free, or that the use of information within the Webinars will 
prevent differences of opinion with payers. The ultimate responsibility for correctly 
using the coding system lies with the user.
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Housekeeping
 Please enter your coding questions in the Q&A box.

 A copy of all coding questions and answers will be emailed to webinar 
registrants  once all webinars are complete. 

 Handout is in the control panel. Right click handout and Save as to your 
desktop.

 After the presentation quiz links will be emailed out to all attendees. After 
passing the quiz you will receive you CEU certificate.

 Recommend being hardwired in and close all other browsers as the 
bandwidth is quite large for this webinar.

 Google Chrome is the ideal platform.

 Hit F5 to refresh the page if having issues viewing presentation.

 Please do not use any emails for technical issues– use the Q&A box.

 If still having audio issues recommend using your cellphone for audio 
instead of the computer only. 

 Log out and back in.

 Restart your computer, if needed.
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IMPORTANT CEU NOTE FOR WEBINAR ATTENDEES

 himagine solutions offers industry-specific webinars at no cost to the attendee.   Each webinar is approved by AHIMA, AAPC or the NCRA and provides 
continuing education units (CEU).   We list important points below which you should read if you elect to attend one of our free webinars.  himagine is 
not responsibleshould you not qualify to receive or did not receive your CEU certificate.

▪ You must attend at least 45 minutes of the webinar to earn the CEU(s).

▪ You must enroll for each webinar and provide a valid email address where the CEU certificate will be sent.  Please be aware i f you use your work 
email, it may be considered spam and prevent you from receiving.  We suggest you add to your contact list the email address h imagine will use to 
send the CEU certificate, himeducation@himaginesolutions.com.  This may allow the email to go to your inbox instead of spam.  You may want to 
check with your employer’s IT department.

▪ The CEU is sent two to three weeks post the webinar.

▪ It is your responsibility to print, insert your name, title and date of the webinar and store the CEU for future reference.  You will need the 
certificate when it comes time to renew your certification.  It is the responsibility of the attendee to ensure he or she has the documents required 
for maintaining his or her certification.  himagine no longer tracks this information.

▪ While himagine will still record the webinar and place the webinar on our website, beginning May 2020, you must attend one of the scheduled 
live sessions to receive the CEU certificate.  We will continue to offer several sessions for this reason.

▪ While previously recorded webinars will still be available to view, CEU certificates will no longer be provided.  You may vie w the webinars through 
the himagine solutions home page “Webinars –Previous Webinars” or by clicking the link https://himaginesolutions.com/previous-webinars/.

▪ You will not receive email notifications post the webinar.  The CEU certificate is sent from an email address which does not allow a return 
response.

 While we recognize the changes recently made differ from past practice, over 88% of attendees receive the CEU email which con tains the certificate 
simply by following instructions.  Of the 88% of attendees who received the CEU email, 81% opened, printed and completed the required information.

 himagine is committed to the ongoing development of HIM professionals and the changes we made will help ensure we are able to continue 
providing webinars at no cost to attendees 

 himagine is considering offering premium access to participants willing to pay a nominal fee. Premium members would:

▪ Get guaranteed access into the webinars (you don’t have to worry about not accessing the webinar because we’ve reached maximum 
participation)

▪ Get live customer support

 Please answer the premium webinar question in the post webinar survey so that we can gauge your interest.  

 We thank you for your continued participation in our webinars. 

mailto:himeducation@himaginesolutions.com
https://himaginesolutions.com/previous-webinars/
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About the Presenter

Jody Meece, RHIA, CCS

▪himagine Educator/Auditor
▪30+ years of HIM experience in coding, auditing, 

compliance and education

Kitty Dugre, CCS, CDIP

▪himagine Educator/Auditor
▪ 35+ years in HIM experience in coding, education, 

auditing and compliance
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 Do you know an HIM executive that needs 
support with the following:

▪ Utilization & Cost Modeling 

▪ Flexible Staffing Solution (Coding, 
Registry, CDI, Case Management)

▪ Audit & Education

himagine Solutions

Doug Montgomery, VP of Client Development
dmontgomery@himaginesolutions.com
813.624.5300

Mason Henk, Manager of Recruitment
jhenk@himaginesolutions.com

Do you know an HIM professional that is 
looking for the following:

● A new opportunity

● Supplementing their income

● Flexibility of working from home

mailto:cspring@himaginesolutions.com
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Agenda
 Ask the Editor

▪ Carotid Artery Disease Not Specified as 
Occlusion/Stenosis

▪ Traumatic Subdural Hematoma 
Enhanced by Coumadin

▪ Rib Fractures due to 
Cardiopulmonary Resuscitation

▪ Seventh Character Extension for 
Mandibular Fracture Malunion

▪ Traumatic Laceration Evolving to 
Ulceration in Diabetic Patient

▪ Hemoccult Positive Stool Finding
• “With” Guideline 

▪ 37 weeks pregnancy contractions
▪ Depression and Anxiety
▪ Toxic Metabolic Encephalopathy and 

Hepatic Encephalopathy
▪ Hepatic vs Toxic-Metabolic 

Encephalopathy
▪ Postprocedural Vasoplegic Circulatory

Shock
▪ Surveillance Upper Endoscopy

• What is Familial Adenomatous 
Polyposis?

▪ Iliofemoral Endarterectomy and 
Furthest Point of Entry

▪ Placement of Sentinel™ Embolic 
Protection Device with Deployment of 
Single Filter

▪ Kock Pouch Revision Surgery
▪ Rectal Suction Biopsy
▪ Total Proctocolectomy with Creation of 

J-Pouch
▪ Acute Exacerbation of Cystic Fibrosis 

with Bronchiectasis
▪ Evolving Deep Tissue Injury

➢ AHIMA and AHA FAQ: ICD-10-CM/PCS Coding 
for COVID-19

➢ https://journal.ahima.org/ahima-and-aha-faq-

on-icd-10-cm-coding-for-covid-19/

https://journal.ahima.org/ahima-and-aha-faq-on-icd-10-cm-coding-for-covid-19/


Ask the Editor
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Carotid Artery Disease Not Specified as 
Occlusion/Stenosis

Question:  

A 78-year-old patient is diagnosed with bilateral internal carotid artery disease that is 
not specified as due to occlusion or stenosis. What is the correct code assignment for 
carotid artery disease? 

Answer: 

Query the provider whether the patient has occlusion/stenosis of the internal carotid 
arteries. If the provider confirms this diagnosis, assign code I65.23, Occlusion and 
stenosis of bilateral carotid arteries. 

If the provider confirms that there is no occlusion or stenosis, assign code I77.9, 
Disorder of arteries and arterioles, unspecified, for carotid artery disease, since the 
classification does not provide a more specific code. 

First Quarter 2021 Pg. 4



11April 19, 2021

Traumatic Subdural Hematoma Enhanced by Coumadin

Question:  

A patient presents to the hospital due to traumatic head injury, without loss of 
consciousness, after tripping, falling and hitting the back of his head on a chair. The 
patient has a past medical history of atrial fibrillation and is on Coumadin 
maintenance. Following computed tomography (CT) scan of the head, the provider 
diagnosed a small subdural hematoma. The physician was queried regarding the 
hematoma and anticoagulant use and indicated that the subdural hematoma was 
due to the trauma, but the hematoma was enhanced because of Coumadin therapy. 
How would a traumatic subdural hematoma enhanced by Coumadin therapy be 
coded? 

Answer: 

Assign code S06.5X0A, Traumatic subdural hemorrhage without loss of 
consciousness, initial encounter, for the subdural hemorrhage due to injury. Codes 
D68.32, Hemorrhagic disorder due to extrinsic circulating anticoagulants, T45.515A, 
Adverse effect of anticoagulants, initial encounter, and Z79.01, Long term (current) 
use of anticoagulants, should be assigned as additional codes to capture the 
enhanced bleeding due to Coumadin. In this scenario, the provider has indicated 
that the Coumadin contributed to the bleeding; therefore, code D68.32 is 
appropriate. Code W01.190A, Fall on same level from slipping, tripping and 
stumbling with subsequent striking against furniture, should also be assigned to 
identify the external cause of the injury. 

First Quarter 2021 Pg. 4-5
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Rib Fractures due to Cardiopulmonary Resuscitation

Question: 

An 89-year-old female patient who was admitted to the hospital for cardiac workup 
became hypotensive and unresponsive following a cardiac catheterization procedure. 
The patient’s pulse was nonpalpable and cardiopulmonary resuscitation (CPR) was 
initiated. Subsequently, the patient suffered several fractured ribs secondary to the 
chest compressions. Per the Official Guidelines for Coding and Reporting and advice 
previously published in Coding Clinic, Second Quarter 2019, page 24, traumatic injury 
codes should not be assigned for injuries that occur during, or as a result of, a 
medical intervention. How should a rib fracture, occurring due to CPR be captured 
since a traumatic fracture code cannot be assigned? 

Answer: 

Assign code M96.89, Other intraoperative and postprocedural complications and 
disorders of the musculoskeletal system, to capture the rib fractures due to CPR. 
Code Y84.8, Other medical procedures as the cause of abnormal reaction of the 
patient, or of later complication, without mention of misadventure at the time of the 
procedure, should be assigned to describe the external cause of the injury. 

Fractures of the rib are a known risk and are not uncommon, following closed chest 
compression. Elderly patients and persons with pre-existing medical conditions, such 
as osteoporosis, have an increased risk for this type of injury. 

First Quarter 2021 Pg. 5-6
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Seventh Character Extension for Mandibular Fracture 
Malunion

Question:  

A patient is admitted for surgical treatment of fracture malunion, involving the 
right mandibular condyle and mandibular symphysis. He had previously 
undergone open reduction with internal fixation. Category S02, Fracture of skull 
and facial bones, does not provide a seventh character to describe subsequent 
encounter for fracture malunion. What is the appropriate code assignment and 
seventh character for a subsequent encounter due to malunion of mandibular 
fracture? 

Answer: 

Assign codes S02.66XK, Fracture of symphysis of mandible, subsequent encounter 
for fracture with nonunion, and S02.611K, Fracture of condylar process of right 
mandible, subsequent encounter for fracture with nonunion, for the malunion of 
the mandibular symphysis and right mandibular condyle fractures. Since there is 
no specific seventh character extension, describing malunion in category S02, 
assign “K” (nonunion), as the best available option. 

First Quarter 2021 Pg. 6
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Traumatic Laceration Evolving to Ulceration in Diabetic 
Patient

Question:  

A patient, with type 2 diabetes mellitus, presented for follow up of a previous 
traumatic laceration, which the patient reported had worsened. The provider 
documented diabetic ulceration secondary to laceration of the left ankle, and 
further described the ulcer as full thickness with breakdown of skin. Are two 
codes assigned, one for the laceration and one for the ulcer? Alternatively, should 
only the ulcer be coded? How should this diagnosis be reported? 

Answer: 

Assign codes E11.622, Type 2 diabetes mellitus with other skin ulcer, L97.322, 
Non-pressure chronic ulcer of left ankle with fat layer exposed, and S91.012S, 
Laceration without foreign body, left ankle, sequela, for the diabetic full thickness 
ulceration with breakdown of skin secondary to the laceration of the left ankle. 

In this case, the laceration has evolved to an ulceration. The ulcer is a different 
problem; requires different treatment; and would be classified as sequela of the 
laceration. Therefore, codes are assigned for the diabetic ulcer and the laceration, 
to fully capture the patient’s conditions. 

First Quarter 2021 Pg. 7-8
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Hemoccult Positive Stool Finding
Question:  

A patient with guaiac positive stool presents for outpatient 
esophagogastroduodenoscopy (EGD) and colonoscopy. The EGD revealed a non-
bleeding gastric antral erosion. The colonoscopy revealed a polyp at the ileocecal 
valve, diverticulosis of the descending and sigmoid colon and mild internal 
hemorrhoids, all without active bleeding. Coding Clinic, Third Quarter 2018, pages 
21-23, advised to assign combination codes “with bleeding” for conditions where 
ICD-10-CM makes a linkage between the conditions and bleeding. Does this advice 
also apply to occult/guaiac positive stool without provider documentation of 
bleeding/ hemorrhage? 

Answer: 

Assign code R19.5, Other fecal abnormalities, for the occult positive stool finding. 
Codes describing the conditions without bleeding would be assigned for the EGD and 
colonoscopy diagnostic results. 

Combination codes “with bleeding” should not be assigned based on a lab finding 
alone. Codes for confirmed or definitive diagnoses are only assigned when the 
diagnostic test results have been interpreted and documented by the provider. 

First Quarter 2021 Pg. 9-10
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37-Week Pregnancy with Contractions

Question:

An obstetric patient presents due to “contractions” at 37 weeks' gestation. During the 
encounter, the provider noted “No vaginal bleeding or rupture of membranes.” The 
patient was released and instructed to follow-up with her obstetrician. Would a 
diagnosis of “contractions” be considered “false labor” (based on the weeks of 
gestation)? Does the documentation need to state “false labor” in order to code as 
such? How would a diagnosis of “contractions” be reported?

Answer:

Assign code O47.1, False labor at or after 37 completed weeks of gestation, for a 
diagnosis stated only as “contractions” in a patient who has completed 37 weeks of 
pregnancy. This code assignment includes threatened labor and Braxton Hicks 
contractions. The provider’s documentation must indicate contractions, rather than 
symptoms, such as abdominal pain or gas pain.

First Quarter 2021 Pg. 10
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Depression and Anxiety
Question:  

When the provider’s documentation indicates a patient has both depression and 
anxiety by using terminology such as depression and anxiety or depression with anxiety, 
are these diagnoses coded separately? Does the classification assume a linkage 
between the two conditions? There are no Excludes 1 notes that prohibit coding 
depression and anxiety together. What is the appropriate code assignment for a patient 
with depression and anxiety? 

Answer: 

The classification does not assume a linkage between depression and anxiety; 
therefore, documentation of the two conditions is not sufficient to link them together. 
Assign codes F32.9, Major depressive disorder, single episode, unspecified, and F41.9, 
Anxiety disorder, unspecified, when the documentation has not established a linkage 
between the depression and the anxiety. 

If, however, the provider does indicate a relationship between the two conditions, it 
would be appropriate to assign code F41.8, Other specified anxiety disorders. This code 
assignment includes anxiety depression and mixed anxiety and depressive disorder. 

Mixed anxiety and depressive disorder, also known as MADD, is a distinct clinical 
diagnosis. In ICD-10-CM, it is not classified the same as unspecified anxiety and 
depression. Unless there is a linkage in the documentation to indicate a single disorder, 
these conditions should be coded separately.

First Quarter 2021 Pg. 10-11
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Toxic Metabolic Encephalopathy and Hepatic 
Encephalopathy

Question:  

A 70-year-old patient with a history of nonalcoholic steatohepatitis (NASH) cirrhosis 
complicated by hepatic encephalopathy and diabetes presented to the emergency 
department (ED) secondary to altered mental status. The patient was admitted for a 
full work-up and was diagnosed with toxic metabolic encephalopathy (TME) secondary 
to acute on chronic hepatic encephalopathy. Is it appropriate to separately report TME
when due to hepatic encephalopathy? Would TME be considered inherent to hepatic 
encephalopathy? How should toxic metabolic encephalopathy due to acute on chronic 
hepatic encephalopathy be coded? 

Answer: 

Assign codes K72.00, Acute and subacute hepatic failure without coma, K72.10, 
Chronic hepatic failure, without coma, and G92, Toxic encephalopathy, for toxic 
metabolic encephalopathy due to acute on chronic hepatic encephalopathy. Code G92 
is assigned separately to specifically capture the toxic metabolic encephalopathy. All 
three codes are needed to capture the patient’s diagnoses. 

First Quarter 2021 Pg. 13
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Hepatic vs Toxic-Metabolic Encephalopathy

 Hepatic encephalopathy is a result of liver disease. When your liver isn’t 
functioning properly, the toxins that your liver usually removes from your body 
are instead allowed to build up in your blood and can eventually reach your 
brain.

 Toxic-metabolic encephalopathy is a result of infections, toxins, or organ failure. 
When the electrolytes, hormones, or other chemicals in the body are off their 
normal balance, they can impact the brain’s function. This can also include the 
presence of an infection in the body or presence of toxic chemicals. The 
encephalopathy usually resolves when the underlying chemical imbalance is 
restored, or offending infection/toxin removed.
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Hepatic Encephalopathy

https://www.youtube.com/watch?v=st7G2vyLSiY
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Postprocedural Vasoplegic Circulatory Shock

Question:

A 71-year-old patient with multiple vessel coronary artery disease and severe aortic valve 
stenosis underwent coronary artery bypass graft (CABG) surgery and aortic valve 
replacement (AVR). Following surgery, the patient was diagnosed with postprocedural 
circulatory shock - primarily vasoplegia. The Alphabetic Index does not have entries for 
vasoplegic or circulatory shock. What is the correct ICD-10-CM code assignment for 
postprocedural vasoplegic circulatory shock?

Answer:

Assign code T81.19XA, Other postprocedural shock, initial encounter, for vasoplegic
circulatory shock following surgery. Assign additional codes for any manifestations 
present.

Postprocedural shock is classified to code T81.10-, and can be located in the Index to 
Diseases as follows:

Shock

postprocedural T81.10-

specified type NEC T81.19

Category I97, Intraoperative and post-procedural complications and disorders of the 
circulatory system, not elsewhere classified, is not appropriate when the complication is 
specifically indexed to a T code in chapter 19.

First Quarter 2021 Pg. 13-14
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Surveillance Upper Endoscopy

Question:

A patient undergoes surveillance upper gastrointestinal (GI) endoscopy due to a 
personal and family history of familial adenomatous polyposis (FAP). The endoscope is 
introduced into the mouth and after thorough examination of the upper 
gastrointestinal tract, no evidence of a mass or polyp is found. What diagnosis codes 
are assigned for a personal and family history of FAP? Is this surveillance endoscopy 
considered a screening or a follow-up exam?

Answer:

Assign code Z12.89, Encounter for screening for malignant neoplasm of other sites, for 
the surveillance upper GI endoscopy. Codes Z86.010, Personal history of colonic 
polyps, Z83.71, Family history of colonic polyps, Z15.09, Genetic susceptibility to other 
malignant neoplasm, and Z84.81, Family history of carrier of genetic disease, should 
also be assigned.

A surveillance endoscopy is still a screening for malignancy, and in this case, the 
endoscopy is considered a high-risk screening exam, because of the history of FAP.

First Quarter 2021 Pg. 14-15
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Familial Adenomatous Polyposis (FAP)

 Familial adenomatous polyposis (FAP) is a rare, inherited condition caused by a 
defect in the adenomatous polyposis coli (APC) gene. Most people inherit the gene 
from a parent. But for 25 to 30 percent of people, the genetic mutation occurs 
spontaneously.

 FAP causes extra tissue (polyps) to form in your large intestine (colon) and rectum. 
Polyps can also occur in the upper gastrointestinal tract, especially the upper part 
of your small intestine (duodenum). If untreated, the polyps in the colon and 
rectum are likely to become cancerous when you are in your 40s.

 Most people with familial adenomatous polyposis eventually need surgery to 
remove the large intestine to prevent cancer. The polyps in the duodenum also can 
develop cancer, but they can usually be managed by careful monitoring and by 
removing polyps regularly.
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Video

https://www.youtube.com/watch?v=FXHFV7zpH0c
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Iliofemoral Endarterectomy and Furthest Point of 
Entry

Question:

The patient had calcified plaque involving the entire common femoral artery, 
extending into bilateral distal external iliac arteries, with stenotic lesions in the 
profunda femoris and superficial femoral arteries. The surgeon performed bilateral 
iliofemoral profunda femoris endarterectomy with a patch graft. During surgery, 
distal dissection of the external iliac artery was carried out bilaterally. Arteriotomy 
was made in the common femoral artery and plaque was removed. The external 
iliac, proximal common femoral and profunda femoris arteries were 
endarterectomized, with an eversion technique to the external iliac and common 
femoral arteries. The arteriotomy was then extended into the superficial femoral 
artery, atheromatous plaque was removed, and Bovine pericardial patch was 
fashioned. When assigning ICD-10-PCS codes, what is considered the most proximal 
site (i.e., the most proximal site of surgical dissection or the most proximal anatomic 
site of the vessel)?

First Quarter 2021 Pg. 15-16
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Iliofemoral Endarterectomy and Furthest Point of 
Entry

Answer: 

Assign the following ICD-10-PCS code: 

04CJ0ZZ Extirpation of matter from left external iliac artery, open approach, 
and

04CH0ZZ Extirpation of matter from right external iliac artery, open approach 
for the bilateral endarterectomies. 

In procedures on the vascular system where a single procedure spans more than 
one body part as defined by the ICD-10-PCS body part value, the body part value 
assigned is the anatomically most proximal (closest to the heart) vessel operated 
on regardless of the access site/point of entry used to get to that vessel. 

The documentation states that calcified atheromatous plaque involved multiple 
body parts, and the dissection commenced at the external iliac artery and 
completed at the superficial femoral artery. Therefore, the external iliac artery is 
the most proximal anatomical vessel treated and the appropriate body part. 

First Quarter 2021 Pg. 15-16
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Anatomy

Procedure Note: Arteriotomy was made in the 
common femoral artery and plaque was 
removed. The external iliac, proximal common 
femoral and profunda femoris arteries were 
endarterectomized. The arteriotomy was then 
extended into the superficial femoral artery, 
atheromatous plaque was removed and Bovine 
pericardial patch was fashioned.

Branches of body parts 
B4.2 
Where a specific branch of a body part does 
not have its own body part value in PCS, the 
body part is typically coded to the closest 
proximal branch that has a specific body part 
value. 
In the cardiovascular body systems, if a general 
body part is available in the correct root 
operation table, and coding to a proximal 
branch would require assigning a code in a 
different body system, the procedure is coded 
using the general body part value.
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Placement of Sentinel™ Embolic Protection Device with 
Deployment of Single Filter

Question:  

A patient with aortic stenosis underwent transcatheter aortic valve replacement 
(TAVR). Prior to the TAVR, one filter of a dual filter Sentinel™ Embolic Protection 
Device was deployed in the innominate artery. The provider was not able to advance 
the left carotid filter due to excessive subclavian tortuosity. Following successful 
TAVR, the Sentinel™ Embolic Protection Device was removed over the wire. Since the 
left carotid filter could not be advanced, is there a way to capture successful 
deployment of one of the filters of the dual filter Sentinel™Embolic Protection 
Device? Would it be appropriate to assign code X2A5312, Cerebral embolic filtration, 
dual filter in innominate artery and left common carotid artery, percutaneous 
approach, new technology group 2?

First Quarter 2021 Pg. 16-17
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Answer: 

Assign the following procedure code: 

03JY3ZZ Inspection of upper artery, percutaneous approach, for the insertion of the 
Sentinel™ Embolic Protection Device into the innominate artery. 

Assign also the appropriate code for the TAVR procedure. 

It would be inappropriate to assign code X2A5312, Cerebral embolic filtration, dual 
filter in innominate artery and left common carotid artery, percutaneous approach, 
new technology group 2, since the device was deployed into the innominate artery 
only. As stated in Coding Clinic, Fourth Quarter 2016, page 115, Table X2A (Assistance 
of the Cardiovascular System) captures the placement of two filters into precerebral 
arteries (innominate and left common carotid) during certain cardiac procedures that 
have a known risk of perioperative stroke. 

If the intended procedure is discontinued or otherwise not completed, code the 
procedure to the root operation performed. If a procedure is discontinued before any 
other root operation is performed, code the root operation Inspection of the body 
part or anatomical region inspected (ICD-10-PCS Official Guidelines for Coding and 
Reporting, section B3.3). 

Placement of Sentinel™ Embolic Protection Device with 
Deployment of Single Filter cont.

First Quarter 2021 Pg. 16-17
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Video

https://www.youtube.com/watch?v=gIWwUflGMrI
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Rectal Suction Biopsy

Question:

A patient presented for biopsy of the rectum. During the procedure, a rectal suction 
biopsy gun was loaded with specimen capsules and advanced through the anus. Two 
samples were obtained from the posterior rectal wall and sent for histopathology. 
Would a rectal suction biopsy be assigned the root operation, Excision or Extraction?

Answer:

Assign the following procedure code:

0DDP8ZX Extraction of rectum, via natural or artificial opening endoscopic, 
diagnostic, for the suction biopsy of the rectum.

Removing the specimen via suction meets the definition of the root operation 
Extraction: Pulling or stripping out or off all or a portion of a body part by the use of 
force. The approach value “Via natural or artificial opening, endoscopic” is assigned, 
as it is the closest available equivalent.

First Quarter 2021 Pg. 20-21
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Total Proctocolectomy with Creation of J-Pouch

Question:  

A male patient presents for surgical treatment of ulcerative colitis refractory to 
medical therapy. Laparoscopic restorative proctocolectomy with ileal pouch–anal 
anastomosis (IPAA) is performed. What is the correct procedure code assignment for 
creation of an ileal pouch–anal anastomosis following restorative proctocolectomy? 

Answer: 

Assign the following procedure code: 

0DUP47Z Supplement rectum with autologous tissue substitute, percutaneous 
endoscopic approach, for the creation of the J-pouch to the anus. 

Following restorative proctocolectomy, an ileoanal pouch is created using the ileum 
as a reservoir for stool and connecting it to the anus, thus allowing for predictable 
and controllable bowel movements. The diseased rectal mucosal layer is removed, 
but the rectal musculature is retained in order to preserve continence. The objective 
is to supplement the rectum by creating a new lining using intestinal tissue. 

First Quarter 2021 Pg. 22-23
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Laparoscopic Restorative Proctocolectomy with Ileal 
Pouch–Anal Anastomosis (IPAA)
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Acute Exacerbation of Cystic Fibrosis with 
Bronchiectasis

Question:  

A patient presents to the hospital for treatment of an exacerbation of cystic fibrosis 
(CF) and bronchiectasis. Our physicians state that bronchiectasis is common in CF, and 
that the admission is for the CF exacerbation. Which condition is sequenced as the 
principal diagnosis, CF exacerbation or bronchiectasis?

Answer: 

Assign code E84.0, Cystic fibrosis with pulmonary manifestation, as the principal 
diagnosis. Assign code J47.1, Bronchiectasis with (acute) exacerbation, to show the 
specific manifestation of the CF. 

Patients with CF have a defective gene resulting in thick sticky mucus production, 
clogging the lungs. This leads to chronic lung infections with dilation and destruction 
of the airways (bronchiectasis). 

First Quarter 2021 Pg. 23-24
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Evolving Deep Tissue Injury

Question:  

A patient presents with a sacral deep tissue injury (DTI), and undergoes surgical 
debridement. Following excisional debridement, the provider documents “Stage 4 
pressure ulcer of the sacrum.” Should guideline I.C.12.a.7, be interpreted to mean 
that only one code (L89.--6) is assigned for the DTI, whether the stage is later 
revealed or not? What is the correct ICD-10- CM code assignment and present on 
admission (POA) indicator, for this case? 

Answer: 

Assign code L89.154, Pressure ulcer of sacral region, stage 4, to capture the stage 4 
pressure ulcer revealed following debridement of the DTI, with the POA indicator “Y”.

First Quarter 2021 Pg. 24



AHIMA and AHA FAQ: ICD-10-
CM/PCS Coding for COVID-19



37April 19, 2021

COVID FAQ

Question: A patient presents to the emergency department with 
complaints of throat tingling and chest tightness following 
administration of the COVID-19 vaccine. The provider documented 
allergic reaction to COVID-19 vaccine. The current ICD-10-CM indexing 
for allergy to vaccine points to a code for serum reaction. How should 
this case be coded? (3/1/21)

Answer: Assign codes T78.49XA, Other allergy, initial encounter; 
R07.89, Other chest pain; and R09.89, Other specified symptoms and 
signs involving the circulatory and respiratory systems.  The currently 
approved COVID-19 vaccines in the United States are not serum 
based, and therefore code T80.62XA-, Other serum reaction due to 
vaccination, initial encounter is not appropriate.
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COVID FAQ

Question:  A patient presents to the emergency department with 
complaint of malaise following administration of the COVID-19 
vaccine. The provider documented adverse effect of COVID-19 
vaccine. How should this case be coded? (3/1/21)

Answer: Assign codes R53.81, Other malaise; and T50.B95A, Adverse 
effect of other viral vaccines, initial encounter.
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COVID FAQ

Question:  A patient presents to the emergency department via 
ambulance after complaining of hives and swelling, severe breathing 
problems, and swelling in the throat, following administration of the 
COVID-19 vaccine. The provider documented anaphylactic reaction to 
COVID-19 vaccine. The current ICD-10-CM indexing for anaphylactic 
reaction to immunization points to a code for serum reaction. 
However, since the COVID-19 vaccine is not serum based, may we use 
code T80.52? (3/1/21)

Answer: Assign code T80.52XA, Anaphylactic reaction due to 
vaccination, initial encounter, for documented anaphylactic reaction 
to the COVID-19 vaccine. Although subcategory T80.5, identifies 
anaphylactic reaction to serum, it is the closest available code to 
capture this condition
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COVID FAQ

Question:  Should normal or expected side effects of the COVID-19 
vaccination be coded for patients seeking medical care or for patients 
in nursing homes, hospitals, etc., when the side effects meet reporting 
requirements? (3/1/21)

Answer: Yes, it would be appropriate to report a code(s) for side 
effects when the patient requires additional treatment or medical 
care such as monitoring or treatment for the side effects. Assign the 
code for the nature of the effect (e.g. fever) followed by code 
T50.B95A, Adverse effect of other viral vaccines, initial encounter.
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COVID FAQ

Question:  A patient was COVID-19 positive at a short-term acute care hospital 
where he was being cared for COVID-19 related respiratory problems and 
completed treatment with Remdesivir and Dexamethasone. After more than a 2 
month stay, the patient is now transferred to a long-term care hospital (LTCH) 
with acute respiratory failure for tracheostomy weaning. At the time of transfer, 
the patient had been weaned from ventilator to tracheostomy collar at 28%. 
Diagnosis on admission was history of COVID-19, acute respiratory failure, and 
tracheostomy dependence. When queried regarding the patient’s COVID-19 
status on admission to the LTCH, the provider indicated that the patient was no 
longer infectious and is being admitted only to treat the residual respiratory 
failure requiring oxygenation via tracheostomy. May we assign code J96.90 as a 
principal diagnosis, followed by code Z86.16, Personal history of COVID-19, since 
the patient no longer has a COVID-19 infection? (3/1/21)
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COVID FAQ

Answer: Query the provider whether “residual respiratory failure” refers to acute on 
chronic, or chronic respiratory failure. Assign the appropriate respiratory failure code 
based on the response, followed by code B94.8, Sequelae of other specified 
infectious and parasitic diseases, as a secondary diagnosis, for the sequelae of COVID-
19 infection, since the patient has been documented as no longer infectious for 
COVID-19.

Although the provider referred to “history of COVID-19,” a personal history code is 
inappropriate in this case. As defined in the ICD-10-CM Official Guidelines for Coding 
and Reporting, Section IB. “A sequela is the residual effect (condition produced) after 
the acute phase of an illness or injury has terminated.” In addition, Section I. C.21,c,( 
4) states “Personal history codes explain a patient’s past medical condition that no 
longer exists and is not receiving any treatment, but that has the potential for 
recurrence, and therefore may require continued monitoring.”



43April 19, 2021

COVID FAQ
Question:  Patient has a long history of multiple transfers between short term acute 
care hospitals (STACH) and long-term care hospitals (LTCH) for nearly 8 months. 
Patient is status post prolonged hospitalizations for respiratory failure and critical 
illness secondary to COVID-19 pneumonia. He never fully recovered from a 
respiratory standpoint. He is now admitted into the LTCH with COVID-19 listed as past 
history for continued treatment of respiratory failure with prolonged mechanical 
ventilation for further continuation of vent weaning and rehab services. COVID-19 
treatment was completed 8 months ago at the STACH.

Provider documentation states chronic respiratory failure secondary to COVID-19 
related ARDS, and status post tracheostomy. Patient is currently on prolonged 
mechanical ventilation most likely from diaphragm weakness and tenacious 
secretions complicated by pulmonary hypertension with some degree of prominent 
lung dysfunction. Would the correct coding and sequencing for the above scenario be 
J96.10, Chronic respiratory failure, followed by Z86.16, for history of COVID, or B94.8 
for sequela of COVID? (3/1/21)

Answer: Assign code J96.10, Chronic respiratory failure, unspecified whether with 
hypoxia or hypercapnia, as the principal diagnosis since the ARDS has resolved. In 
addition, assign code B94.8, Sequelae of other specified infectious and parasitic 
diseases, as a secondary diagnosis, since the patient no longer has an active COVID-
19 infection.
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COVID FAQ
Question: Three weeks ago, the patient was admitted for COVID-19 related respiratory 
problems, with a positive COVID-19 test result at that time. She was treated with 
Remdesivir and Dexamethasone and was discharged with a five-day prednisone pulse. 
Since being discharged, the patient had not been feeling well, and was readmitted 
with worsening cough, pleuritic chest pain and dizziness. Subsequent COVID-19 tests 
were negative; however, the provider’s discharge diagnosis listed, “Pneumonia due to 
COVID-19 virus.” Our infectious disease expert believes that the pneumonia should be 
coded as a sequela rather than as an acute manifestation of COVID-19 infection. 
Would pneumonia be considered an acute manifestation of COVID-19, a late 
effect/sequela of COVID-19, or is the COVID-19 coded as a personal history since the 
most recent COVID test is negative? What is the principal diagnosis, COVID-19 
infection or pneumonia? (3/1/21)

Answer: Assign code U07.1. COVID-19, as the principal diagnosis. Code J12. 82, 
Pneumonia due to coronavirus disease 2019, would be assigned as an additional 
diagnosis. The Instructional Note under code U07.1 directs to use an additional code 
to identify pneumonia or other manifestations. Therefore, when a patient presents 
with an acute manifestation of COVID-19, such as pneumonia, code U07.1 is 
sequenced, as the principal or first diagnosis, regardless of whether the patient’s most 
recent COVID-19 test is positive or negative. The Official Guidelines for Coding and 
Reporting for sequela state, “A sequela is the residual effect (condition produced) 
after the acute phase of an illness or injury has terminated.”
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COVID FAQ

Question: How is an encounter/admission for COVID-associated pneumonia 
coded, when the patient’s latest COVID-19 test results are negative? (3/1/21)

Answer: Assign code U07.1. COVID-19, as the principal or first-listed diagnosis, 
because the pneumonia is an acute manifestation of the COVID-19 infection. 
Assign code J12.82, Pneumonia due to coronavirus disease 2019, as an additional 
diagnosis. The Instructional Note under code U07.1 directs to use an additional 
code to identify pneumonia or other manifestations. Therefore, when a patient 
presents with an acute manifestation of COVID-19, such as pneumonia, code 
U07.1 should be reported as the principal or first diagnosis, regardless of whether 
the patient’s most recent COVID-19 test is positive or negative.
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COVID FAQ

Question:  A patient who tested negative for COVID-19 several times as an outpatient 
now presents to the Emergency Department because of worsening symptoms. The 
patient was admitted for treatment of possible pneumonia. He was retested for 
COVID-19, and the results were still negative; however, a COVID-19 antibody test was 
positive. The provider’s final diagnostic statement lists, “Post COVID-19 organizing 
pneumonia.” Would pneumonia be considered an acute manifestation of COVID-19, a 
late effect/sequela of COVID- 19, or is the COVID-19 coded as a personal history since 
the most recent COVID-19 test is negative? What is the principal diagnosis, COVID-19 
or pneumonia? (3/1/21)

Answer: Based on the documentation provided, the patient has an organizing 
pneumonia due to previous COVID-19 infection. Assign code J84.89, Other specified 
interstitial pulmonary diseases, followed by code B94.8. Sequelae of other specified 
infectious and parasitic diseases, for a diagnosis of post COVID-19 organizing 
pneumonia.

Code J84.89 may be located by the following Index entry:
-Pneumonia

-organizing J84.89
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COVID FAQ

Question: The patient is diagnosed with acute COVID-19 viral infection with bilateral 
pneumonia and adult respiratory distress syndrome (ARDS) resulting in acute hypoxic 
and hypercapnic respiratory failure. The provider documented that the patient 
developed acute right-sided hydropneumothorax, likely due to barotrauma due to 
mechanical ventilation. Since the patient had COVID-19 pneumonia, which can 
weaken the lungs, would this effect code assignment? How should this case be 
coded? 

Answer: Assign code U07.1. COVID-19, as the principal or first-listed diagnosis, 
because the pneumonia is an acute manifestation of the COVID-19 infection. Assign 
code J12.82, Pneumonia due to coronavirus disease 2019, as an additional diagnosis. 
In addition, assign codes J95.859, Other complication of respirator [ventilator], 
J95.811, Postprocedural pneumothorax, and J94.8, Other specified pleural conditions, 
as secondary diagnoses, to capture hydropneumothorax barotrauma due to 
mechanical ventilation. The presence of COVID-19 does not affect code assignment of 
hydropneumothorax barotrauma.



CPT Assistant
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Female Urinary Voiding Prosthesis

Female urinary retention due to impaired detrusor contractility (IDC) typically 
is the result of neurologic disease or injury (e.g., multiple sclerosis, spinal cord 
injury). 

▪ 0596T Temporary female intraurethral valve-pump (i.e., voiding 
prosthesis); initial insertion, including urethral measurement

▪ 0597T Temporary female intraurethral valve-pump (i.e., voiding 
prosthesis); replacement   

▪ (Do not report 0596T, 0597T in conjunction with 51610, 51700,  51701, 
51702, 51703, 51705)

Removal of the prosthesis prior to replacement is not reported separately. In 
addition, removal without replacement would be reported with an 
appropriate evaluation and management (E/M) service code.
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inFlow™ Urinary Prosthesis

https://vesiflo.com/what-is-inflow/
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Balloon Septoplasty

Question:

How should a balloon septoplasty in which an intranasal balloon is used to displace 
or replace the deviated septum without incisions and without removing septal 
cartilage to straighten the septum be reported?

Answer:

Currently, there is no specific code to report this service. Therefore, it would be 
appropriate to report code 30999, Unlisted procedure, nose. Septoplasty is an open 
procedure with well-defined work and the scenario described neither matches an 
open procedure nor the work described in code 30520, Septoplasty or 
submucous resection, with or without cartilage scoring, contouring or replacement 
with graft. When reporting an unlisted code to describe a procedure or service, it is 
necessary to submit supporting documentation (e.g., procedure report) along with 
the claim to provide an adequate description of the nature, extent, and need for the 
procedure and the time, effort, and equipment necessary to provide the service.
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Balloon Septoplasty

Before After

Inflated 
balloon 
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Microwave Therapy Ablation of Liver Lesion

Question: A surgeon used microwave therapy to perform laparoscopic 
ablation of a liver lesion. What is the correct code to report for this 
procedure?

Answer: Microwave is part of the radiofrequency spectrum; therefore, 
code 47370, Laparoscopy, surgical, ablation of 1 or more liver tumor(s); 
radiofrequency, should be reported for this procedure.
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Microwave Ablation
Radiofrequency ablation (RFA) and microwave ablation (MWA) are treatments that 
use image guidance to place a needle through the skin into a liver tumor. In RFA, 
high-frequency electrical currents are passed through an electrode in the needle, 
creating a small region of heat. In MWA, microwaves are created from the needle to 
create a small region of heat. The heat destroys the liver cancer cells. RFA and MWA 
are effective treatment options for patients who might have difficulty with surgery 
or those whose tumors are less than one and a half inches in diameter. The success 
rate for completely eliminating small liver tumors is greater than 85 percent

https://www.youtube.com/watch?v=rJbT5Hfe99Q

https://www.youtube.com/watch?v=rJbT5Hfe99Q
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Digital Nerve Repairs In The Web Spaces Of The Hand

Question:

What code(s) should be reported for common 
digital nerve repairs in the web spaces of the 
hand?

Answer:

Codes 64834, Suture of 1 nerve; hand or foot, 
common sensory nerve, and 64837, Suture of 
each additional nerve, hand or foot (List 
separately in addition to code for primary 
procedure), would be reported for common 
digital nerve repairs in the hand and/or palm. 
If the common digital nerve branches into the 
proper digital nerve, then codes 64831, Suture 
of digital nerve, hand or foot; 1 nerve, and 
64832, Suture of digital nerve, hand or foot; 
each additional digital nerve (List separately in 
addition to code for primary procedure), would 
be reported.
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Repair of Digital Nerve

Question: 

For the upper extremity, do codes 64831 and 64832 indicate repair of each digital 
nerve in the same finger or any finger of the same hand repaired?

Answer: 

Code 64831, Suture of digital nerve, hand or foot; 1 nerve, is reported for repair 
of the first digital nerve in the finger. Code 64832, Suture of digital nerve, hand or 
foot; each additional digital nerve (List separately in addition to code for primary 
procedure), is reported for the repair of each additional nerve, regardless if it is in 
the same finger or different finger.
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Paraspinal Interfascial Plane (PIP) Nerve Block

Question: 

What code(s) should be reported for paraspinal inter-fascial plane (PIP) nerve 
blocks for spinal surgeries, cervical, thoracic, or lumbar multifidus plane nerve 
blocks and thoracic or lumbar longissimus plane blocks provided for 
postoperative pain management?

Answer: 

Currently, there is no specific code to report this service; therefore, report code 
64999, Unlisted procedure, nervous system. When reporting an unlisted code to 
describe a procedure or service, it will be necessary to submit supporting 
documentation (e.g., procedure report) along with the claim to provide an 
adequate description of the nature, extent, need for the procedure and the time, 
effort, and equipment necessary to provide the service.
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Ultrasound-guided Continuous Fascia Iliaca Block

Question: 

How should an ultrasound-guided continuous fascia iliaca block used to provide 
postoperative pain control to patients who undergo surgical procedures on the hip or 
knee be reported?

Answer: 

Currently, there is no specific code to report this service; therefore, report code 
64999, Unlisted procedure, nervous system, for the injection, and code 76942, 
Ultrasonic guidance for needle placement (e.g., biopsy, aspiration, injection, 
localization device), imaging supervision and interpretation, for the ultrasound 
guidance. Imaging is not bundled into code 64999; therefore, the same health care 
professional could perform and report codes 64999 and 76942. Use of modifier 26, 
Professional Component, with code 76942 may be appropriate if the service is 
performed in the facility setting. When reporting an unlisted code to describe a 
procedure or service, it is necessary to submit supporting documentation (e.g., 
procedure report) along with the claim to provide an adequate description of the 
nature, extent, and need for the procedure and the time, effort, and equipment 
necessary to provide the service.
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Surgery: Eye and Ocular Adnexa

Question:

When a physician performs both a blepharoplasty (15823) and a ptosis repair 
(67908), is it appropriate to report both codes?

Answer:

Yes, codes 15823, Blepharoplasty, upper eyelid; with excessive skin weighing 
down lid, and 67908, Repair of blepharoptosis; conjunctivo-tarso-Muller’s muscle-
levator resection (eg, Fasanella-Servat type), may be reported separately per CPT 
coding convention because these are separate and distinct procedures. When 
these two procedures are performed on the same upper eyelid, it is necessary to 
append modifier 59, Distinct Procedural Service, to the lower-valued code, ie, 
code 67908. Note that third-party payer guidelines may differ from CPT coding 
guidelines, as both coverage and payment policy are determined by individual 
insurers and third-party payers. For reimbursement or third-party payer policy 
questions, contact the appropriate payer.

https://ocm.ama-assn.org/OCM/CPTAA/15823
https://ocm.ama-assn.org/OCM/CPTAA/67908
https://ocm.ama-assn.org/OCM/CPTAA/15823
https://ocm.ama-assn.org/OCM/CPTAA/67908
https://ocm.ama-assn.org/OCM/CPTAA/67908
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Coding Correction: Reporting Patellofemoral Arthroplasty 
With Trochlear Resurfacing

Question: 

When the physician performs a “patellofemoral” arthroplasty in which the prosthesis 
is inserted into the trochlear groove (and not into the femoral condyles), is it still 
appropriate to report code 27442, Arthroplasty, femoral condyles or tibial plateau(s), 
knee? Or would code 27599, Unlisted procedure, femur or knee, be reported 
because there is no CPT code that describes trochlear replacement?

Answer: 

To clarify, code 27442 is used to report procedures performed before successful knee 
arthroplasties, in which surgeons would resurface the femur to address the 
femorotibial joint, i.e., not the patellofemoral joint, are performed. Therefore, it 
would be appropriate to report unlisted code 27599, Unlisted procedure, femur or 
knee, for the entire procedure. Patellofemoral arthroplasty involves greater effort 
and more work than is needed for the procedure represented by code 27438, 
Arthroplasty, patella; with prosthesis, because a trochlear implant is added. However, 
it represents less work than is required for the procedure reported with code 27446, 
Arthroplasty, knee, condyle and plateau; medial OR lateral compartment. Note that 
code 27446 does not include patellofemoral arthroplasty. Thus, there is no CPT code 
that reflects the work performed in this clinical scenario. 



Thank You!
Jody Meece RHIA,CCS

Kitty Dugre CCS, CDIP
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%20eliminating%20stool
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