
 
 
 
 
 
 

QUARTERLY  
NATIONAL CORRECT CODING INITIATIVE (NCC/CCI)  

Version 21.1 CHANGES EFFECTIVE April 1, 2015 
 

Refer to User Guide: National Correct Coding Initiative (NCCI) 
 

According to The Centers for Medicare & Medicaid Services (CMS), the National Correct Coding Initiative (NCC/CCI) was 
developed to encourage correct coding methodologies and to regulate improper coding that leads to inappropriate 
payment for Part B claims. CMS develops these coding policies based on coding conventions defined in the American 
Medical Association’s Current Procedural Terminology (CPT) manual, national and local policies and edits, coding 
guidelines developed by national societies, analysis of standard medical and surgical practice, and review of current 
coding practice. 
 

Effective April 1, 2015, Version 21.1 edits were added. A total of 1106 new code pairs were added and 18 deleted. 
These edits may impact the way providers report the new joint injection codes, among other changes with allergy tests 
and gastro services. Recall modifier indicator of 1 indicates a modifier correctly used may bypass the edit to allow a pair 
of bundled CPT codes to both be paid.  A modifier indicator of 0 means the pair of bundled CPT codes will never be paid 
together as no modifier is allowed to bypass the edit.   
This quarter’s most notable changes include the following: 
  

Correct Coding Initiative (CCI) version 21.1 expands on CPT guidance that states providers may not report joint injection 
codes 20604, 20606 and 20611 with 76942 (Ultrasonic guidance for needle placement [e.g., biopsy, aspiration, injection, 
localization device], imaging supervision and interpretation) because the definition of the injection included ultrasound 
guidance. Medicare bundles 76970 (Ultrasound study follow-up [specify]) into the three injection codes with a modifier 
indicator of “1,” so providers may use a modifier to report medically necessary services, All six of the injection codes also 
are bundled into more than 130 reconstruction, resection, repair and treatment of dislocation and fracture codes from the 
musculoskeletal section with a modifier indicator of “1.” Don’t attempt to report 22505 (Manipulation of spine requiring 
anesthesia, any region) with the osteopathic manipulative treatment codes or chiropractic anipulative treatment of the 
spine (98925-98929 or 98940-94842). Those edits have a modifier indicator of “0,” which creates an unbreakable edit 
pair. New myelography codes 62302-62305 contain the new 3-D transesophageal echocardiography service (93355), but 
the pairs also have a modifier indicator of “1.” 
 

When performing a select number of allergy tests, providers will get paid for assessing the nitric oxide levels of patients 
with a history of a respiratory disorder, which brings an additional $19.67 (Medicare participating, national average) into 
the practice each time the test is delivered. Providers will be able to bill code 95012 (Nitric oxide expired gas 
determination) with common immunotherapy administration, antigen testing and rapid desensitization tests because the 
edit pairs for those codes have been deleted in the latest version of the NCC/CCI. Because the edit pairs have been 
deleted, providers will be allowed to bill 95012 and an appropriate immunotherapy service separately when provided to 
the same patient on the same date of service.  
 

The most common services providers may use with 95012, according to 2013 Medicare data, the latest available, include: 
• 95165 (Preparation and provision of single or multiple antigens for allergen immunotherapy), with 6.9 million 

services billed; 
• 95117 (Injection of incremental dosages of allergen, 2 or more injections), with 2.4 million services billed; 
• 95144 (Preparation and provision of single-dose vials of allergen antigens for allergy immunotherapy), with 

195,000 services billed.  
 

The latest CCI edits also unbundle rapid desensitization testing (95180) from the nitric oxide test.  If providers bill 95180 
alone, the provider is in line to receive $134.80 from Medicare, according to 2015 final Medicare physician fee schedule 
data; with the additional 95012 respiratory test, that total jumps to $154.47. The CCI edit unbundles 95102 from codes 
95117-95180. 
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CCI refines billing of new gastro codes. Be careful what is billed in conjunction with four gastro codes that took effect Jan. 
1. According to the latest CCI code pair edits, only specific codes can be billed on the same date of service as the 
following four G codes: 

• G6019 (Colonoscopy through stoma; with ablation of tumor[s], polyp[s], or other lesion[s] not amenable to 
removal by hot biopsy forceps, bipolar cautery or snare technique). 

• G6020 (Colonoscopy through stoma; with transendoscopic stent placement [includes predilation]). 
• G6024 (Colonoscopy, flexible; proximal to splenic flexure; with ablation of tumor[s], polyp[s], or other lesion[s] not 

amenable to removal by hot biopsy forceps, bipolar cautery or snare technique). 
• G6025 (Colonoscopy, flexible, proximal to splenic flexure; with transendoscopic stent placement [includes 

predilation]).  
 

The lesion removal codes — G6019 and G6024 —can be billed on the same date of service, if medically necessary, as 
codes 44403 (Colonoscopy through stoma; with endoscopic mucosal resection) and 93355 (Echocardiography, 
transesophageal [TEE] for guidance of a transcatheter intracardiac or great vessel[s] structural intervention[s]), both of 
which are effective as of Jan. 1 as well. 
 

The colonoscopy with stent codes — G6020 and G6025 — can be billed with 99355 on the same date of service, 
according to the CCI edits.  
 

However, CCI has bundled the G codes with a number of other services, which means the provider is not allowed to bill 
any of the four colonoscopy codes named above with TAP block codes (64486–64489). For G6024 and G6025 only, 
others on the do-not-bill list include 0377T (Anoscopy with directed submucosal injection of bulking agent for fecal 
incontinence), 45349 (Sigmoidoscopy, flexible; with endoscopic mucosal resection) and 45350 (Sigmoidoscopy, flexible; 
with endoscopic mucosal resection) and 45350 (Sigmoidoscopy, flexible; with band ligation[s] [e.g., hemorrhoids]). 
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See prior News Blasts for previous NCCI Changes (available via 
www.medtronsoftware.com). 
 

Contact Software Support for assistance or any questions via:  
From MEDPM or MEDEHR Sign On screens, double click on ‘support@medtronsoftware.com’ to compose an 

email to the Software Support Dept. 
-OR- 

Phone:  (985) 234-0599 (local) 
  (800) 978-0599 (toll free) 

-OR- 
Fax:  (985) 234-0609 

CCI Version 21.0 scorecard
Changes effective Jan. 1.

Code Range CCI Code Pairs Added CCI Code Pairs Deleted
0001T - 0999T 1,039 2,848
00000 - 09999 1,623 911
10000 - 19999 1,890 269
20000 - 29999 12,901 3,419
30000 - 39999 11,910 1,201
40000 - 49999 5,514 2,709
50000 - 59999 4,216 4
60000 - 69999 6,346 3,294
70000 - 79999 1,302 2,622
80000 - 89999 11,469 112
90000 - 99999 2,533 429
A0000 - V9999 4,507 1,390

Totals 65,250 19,208

Note: Code range is based on the comprehensive code of the edit
Source:  Part B News analysis of CCI 20.3 changes. 
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