
 

 
 
 
 
 
 
 
 

ATTENTION PROVIDERS 
QUARTERLY UPDATES 

NATIONAL CORRECT CODING INITIATIVE (NCC/CCI) 
VERSIONS 22.1, 22.2, 22.3 

 
 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. https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html 
 
CMS (through an outsourced vendor - Correct Coding Solutions, LLC.) develops these coding policies based on coding 
conventions defined in the American Medical Association’s (AMA) 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.  
 
Version 22.1, Changes Effective April 1, 2016 
Version 22.1 edits address more than 20,000 code pairs while the vast majority of the edits pertain to four intravenous 
infusion codes.  
 
The large-scale edit to the infusion codes, to which CMS attributed a “1” modifier, means you can bill those services with their 
1-modifier code pairs when you administer both services to the same patient on the same date of service (DOS). The four 
infusion codes, along with their 2016 pricing (national, non-facility), are: 

• 96361 (Intravenous infusion, hydration; each additional hour [List separately in addition to code for primary procedure]) 
— $15.40. 

• 96366 (Intravenous infusion, for therapy, prophylaxis, or diagnosis [specify substance or drug]; each additional hour 
[List separately in addition to code for primary procedure]) — $18.98. 

• 96367 (Intravenous infusion, for therapy, prophylaxis, or diagnosis [specify substance or drug]; additional sequential 
infusion of a new drug/substance, up to 1 hour [List separately in addition to code for primary procedure]) — $30.79. 

• 96368 (Intravenous infusion, for therapy, prophylaxis, or diagnosis [specify substance or drug]; concurrent infusion  
• ([List separately in addition to code for primary procedure]) — $20.77. 

 
Avoid anticoagulation confusion 
Also starting April 1, you shouldn’t bill anticoagulation management codes 99363-99364 with hospital inpatient codes, 
according to the latest CCI edits. The edits align with official CPT coding guidance, which is clear: “These services are 
outpatient services only,” states the CPT Manual. That means you should avoid billing 99363-99364 with observation codes 
99217-99226, inpatient codes 99221-99223 and 99231-99233, same-day codes 99233-99236, critical care services codes 
99291-99292 and nursing facility codes 99304-99318. However, CMS confirmed that you’re eligible to bill the anticoagulation-
management codes with non-face-to-face services in the 99441-99449 range. The same restrictions and permissions attributed 
to 99363-99364 apply to HCPCS code G0250 (Physician review, interpretation, and patient management of home testing for 
patient with either mechanical heart valve[s], chronic atrial fibrillation, or venous thromboembolism who meets Medicare 
coverage criteria; testing not occurring more frequently than once a week; billing units of service include 4 tests), according to 
the edits. 
 
Don’t bundle your bronchoscopy codes 
Watch for edits to the new bronchoscopy codes (31652-31654) that debuted in the CPT manual in 2016. CMS clarified that 
bronchoscopy codes 31652 and 31653 are subject to a no-billing bundle with the main bronchoscopy code 31622 
(Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; diagnostic, with cell washing, when 
performed [separate procedure]), according to the version 22.1 edits. The new bronchoscopy codes include “fluoroscopic 
guidance” when performed, so don’t bill imaging separately. 
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Note: The additional bronchoscopy codes led to the deletion of 31620, which expired Dec. 31, 2015, so look to the more 
detailed codes to match up your services with the correct codes. The CCI edits also bundled several codes with 31654 
(Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with transendoscopic endobronchial 
ultrasound [EBUS] during bronchoscopic diagnostic or therapeutic intervention[s] for peripheral lesion[s] [List separately in 
addition to code for primary procedure[s]), also new in 2016. You’re restricted from billing 31654 with the following codes on 
the same date of service: 31575 (Laryngoscopy, flexible fiberoptic; diagnostic), 89220 (Sputum specimen collection) and  
92511 (Examination of the nose and throat using an endoscope).  
 
Latest on laparoscopy bundles 
You gained some flexibility with laparoscopy coding as a result of the latest CCI edits. CMS made a small change in the 50000 
code series, allowing you to bill laparoscopy codes 58552 and 58554 with two colpopexy codes — 57280 (Colpopexy, 
abdominal approach) and 57283 (Colpopexy, vaginal; intra-peritoneal approach [uterosacral, levator myorrhaphy]). 
 
Mind medically unlikely edits  
Obstetricians, take note: The latest CCI edits reduced the medically unlikely edits number for common ultrasound services from 
three to two — meaning you’re allowed to bill two services — not three — for the same patient on the same DOS and expect to 
get paid, effective April 1. The affected codes are: 

• 76802 (Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal evaluation, first trimester 
[< 14 weeks 0 days], transabdominal approach; each additional gestation [List separately in addition to code for 
primary procedure]). 

• 76810 (Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal evaluation, after first 
trimester [> or = 14 weeks 0 days], transabdominal approach; each additional gestation [List separately in addition to 
code for primary procedure]).  

• 76812 (Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal evaluation plus detailed 
fetal anatomic examination, transabdominal approach; each additional gestation [List separately in addition to code for 
primary procedure]). 

• 76814 (Ultrasound, pregnant uterus, real time with image documentation, first trimester fetal nuchal translucency 
measurement, transabdominal or transvaginal approach; each additional gestation [List separately in addition to code 
for primary procedure]). 

 
See the NCCI Policy Manual for Medicare Services Effective 01/01/2016:  
 https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/2016-NCCI-Policy-Manual.zip 
 
Version 22.2, Changes Effective July 1, 2016 
The latest Correct Coding Initiative (CCI) edits contained in the version 22.2 update go into effect July 1, adding 1,181 new 
code pairs including 318 pairs in the 20000 series of CPT codes and 218 pairs in the E/M series, while deleting six code pairs.   
 
Providers who apply casts to patients in the emergency department may bill both the E/M service and the casting service, 
according to the code update.  The CCI edits attribute a “1” modifier to code pairs involving the 29000-29750 series and 
emergency room (ER) E/M codes 99281-99285.  For example, the provider may report code 29580 (Strapping; Unna boot) or 
29405 (Application of short leg cast [below knee to toes]) along with E/M code 99283 (Emergency department visit, moderately 
severe problem).  With the new edits in place, you can report both codes and know that your claim will pass unchallenged, 
which may help decrease the relatively high denial rates on frequently billed casting codes. 
 
Don’t fear a claim rejection when you bill vision screening code 99173 (Screening test of visual acuity, quantitative, bilateral) 
with an E/M code (99201-99498).  The new CCI edits give the code pair a “1” modifier, so you can submit both codes to your 
payers when you perform the vision screening during an office visit. 
 
You’ll find new restrictions and allowances governing lung-cancer screening code G0297 (Low dose ct scan [ldct] for lung 
cancer screening). Specifically, you’re restricted from billing G0297 with the following codes because the pairs take a “0” 
modifier:  

• 01922 (Anesthesia for non-invasive imaging or radiation therapy) 
• 36591 (Collection of blood specimen from a completely implantable venous access device) 
• 39592 (Collection of blood specimen using established central or peripheral catheter, venous, not otherwise specified) 

 
However, G0297 takes a “1” modifier with two codes:  

• 75571 (Computed tomography, heart, without contrast material, with quantitative evaluation of coronary calcium) 
• 76380 (Computed tomography, limited or localized follow-up study) 

So you can bill both services when provided. Also note that you’re limited to billing G0297 and G0296 (Counseling visit to 
discuss need for lung cancer screening [ldct] using low dose ct scan [service is for eligibility determination and shared decision 
making]) just once per day, according to a medically unlikely edits (MUE) update. 

https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/Downloads/2016-NCCI-Policy-Manual.zip
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Version 22.3, Changes Effective October 1, 2016 
The latest Correct Coding Initiative (CCI) edits contained in the version 22.3 update go into effect October 1, adding 42,081 
new code pairs while deleting 73 code pairs, see 22.3 scorecard below for numbers per code ranges.  Highlights of the 
changes are below. 
 
Debridement codes the target of latest Correct Coding Initiative edits 
Shore up your documentation and be prepared to submit a modifier to get common debridement services paid for, as the latest 
edits from the Correct Coding Initiative (CCI) overwhelmingly target skin and wound debridement codes.  Effective Oct. 1, CCI 
version 22.3 edits add more than 42,000 new code pairs to the extensive list of bundled codes.  Most of the new code pairs 
bundle 14 debridement services —11000-11006, 11042-11047 and 97597-97598 — into thousands of CPT surgical and 
medical procedures.  The majority of new edits take a “1” modifier, which means you’re eligible to bill the two services 
contained in the code pair on the same date of service — but, as usual, you’ll need a modifier to override those types of 
bundles and get the claims through. 
 
To unbundle, make sure your provider documents that the debridement or wound care codes address a condition that is 
separate from the primary procedure.  With these new code pairs, CMS is stating that it would not expect to see debridement 
or wound care billed in conjunction with the primary code to address the same problem.  
 
The CCI coding policy manual spells that out. “If a definitive surgical procedure requires access through diseased tissue (e.g., 
necrotic skin, abscess, hematoma, seroma), a separate service for this access (e.g., debridement, incision and drainage) is not 
separately reportable.  For example, debridement of skin and subcutaneous tissue at the site of an abdominal incision made to 
perform an intra-abdominal procedure is not separately reportable,” states the manual.  
 
Example: Incision code 10120 (Incision and removal of foreign body, subcutaneous tissues; simple) is now bundled with the 14 
debridement and wound care codes described above and takes a 1 modifier.  Let’s say you also perform 11000 (Debridement 
of extensive eczematous or injected skin; up to 10% of body surface) during the same encounter to address a separate 
problem.  In that case, you’ll need to attach modifier 59 (Distinct procedural service) to 11000 to get the claim through.   
 
Casting codes also bundled  
Under the latest CCI edits, you’ll find additional bundles involving debridement services in the 11000-11047 series, with a 1 
modifier attached to an array of casting codes.  Specifically, the 11000-11047 debridement codes have 54 casting and 
strapping codes as new component codes, ranging from 29000 (Application of halo type body cast) to 29584 (Application of 
vein wound compression system upper arm, forearm, hand, and fingers).  
 
The new code pairs enforce longstanding policy in the CCI manual that prohibits you from billing debridement with casting and 
strapping: “Debridement CPT codes (e.g., 11042-11044, 97597) and grafting CPT codes (e.g., 15040-15776) should not be 
reported with a casting/splinting/strapping CPT code (e.g., 29445, 29580, 29581) for the same anatomic area,” states the CCI 
Policy Manual, Chapter 4.  In this case, because the casting codes are bundled into the debridement codes — and not the 
other way around — you’ll have to attach the modifier to the casting code to get the claim through. 
 
Home visits under the knife 
In an edit specific to lesion removal during a homevisit encounter, you’ll find a new code bundle tying together 11055 (Paring or 
cutting of benign hyperkeratotic lesion [e.g., corn or callus]; single lesion) and home visit codes 99324-99328 and 99341-
99345.   
 
Restricted: Lung cancer screening and more 
You’ll find several service pairs on the do-not-bill list under version 22.3 edits because CMS attributed the pairs a “0” modifier, 
which restricts billing on same-day services. The 0-modifier pairs include:  

• Radiology and lung cancer screening codes. You’re restricted from billing G0297 (Low dose ct scan [ldct] for lung 
cancer screening) with two radiology codes: 71250 (Computed tomography, thorax; without contrast material) and 
71270 (Computed tomography, thorax; without contrast material, followed by contrast material[s] and further sections). 

• Inhalation treatment services. You’ll see a denial if you bill 94640 (Respiratory inhaled pressure or non-pressure 
treatment to relieve airway obstruction or for sputum specimen) and 94645 (Respiratory inhaled aerosol treatment to 
relieve airway obstruction) on the same day.  The CCI edit confirms CPT guidance, which instructs you to select 94644 
and add-on code 94645 “for continuous inhalation treatment of one hour or more.”  For more than one inhalation 
treatment performed on the same date, attach modifier 76 (Repeat procedure) to 94640. 

• Tendon graft and ligament surgery. The new code bundles restrict billing on tendon graft procedure code 20924 and 
two ligament surgeries: 29888 (Arthroscopically aided anterior cruciate ligament repair/augmentation or reconstruction) 
and 29889 (Arthroscopically aided posterior cruciate ligament repair/augmentation or reconstruction). 
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2016 Scorecards: 

          
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 


