
1

Coding for Ear Procedures 
2020

Barbara J. Cobuzzi, MBA, CPC, COC, CPC-P, CPC-I, CPCO, 
CENTC

DISCLAIMER

This material is designed to offer basic information for the
billing and coding of medical evaluation & management
services, using common coding systems. The information
presented here is based on the experience, training and
interpretation of the author. Although the information has
been carefully researched & checked & re-checked for
accuracy and completeness, neither the author, the
instructors, CRN Healthcare Solutions accept any
responsibility or liability with regard to errors, omissions,
misuse or misinterpretation.

1

2



2

Impacted Cerumen Removal

 Removal of impacted cerumen is probably the most frequently 
performed service when caring for patient’s ears.

 69209: Removal impacted cerumen using irrigation/lavage, 
unilateral 
 69209 can be performed by clinical staff, incident to the physician. 
 69209 does not involve instruments and uses lavage or irrigation to 

soften the cerumen in order to remove it from the ear.
 69209 is a unilateral code, meaning that if an ear wash to remove 

the impacted cerumen is performed on both ears, the 50 modifier 
would be reported. 

Impacted Cerumen Removal

 69210: Removal impacted cerumen requiring 
instrumentation, unilateral 
 Although 69210 is a unilateral code, meaning that the 50 modifier 

would be used if the impacted cerumen was removed from both 
ears, Medicare Part B does not recognize that 69210 is a unilateral 
code. 

 Medicare Part B will not pay claims that are submitted with 
69210-50. Therefore, do NOT use the 50 modifier on Medicare 
Part B claims.

 The 50 modifier should be used for all other payers, when the 
impacted cerumen is removed from both ears.
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 CMS requires that physicians meet the following criteria for 
reimbursement of the removal of impacted cerumen:
 The procedure is the sole reason for the patient encounter;
 A physician or non-physician (nurse practitioner, physician assistants, or clinical 

nurse specialist) carries out the treatment.
 The patient in question is symptomatic; and
 The supporting documentation shows significant time and effort, requiring the 

skill of a physician or APP, was required to perform the service.
 The documentation must demonstrate that instruments such as forceps, 

cerumen spoon, etc was needed and used to remove the impacted cerumen
 There must be a separate procedure note documenting the removal of the 

impacted cerumen. Do not put the details of the procedure as part of the “Ear 
bullet” in the exam section of an E&M service.

CMS Criteria for Cerumen 
Removal

Furthermore, for CMS reimbursement of an E/M visit and cerumen 
removal, the following criteria must be met (This is what the 
documentation should show):

1. The initial reason for the patient’s visit was separate from the cerumen 
removal.

2. Otoscopic examination of the tympanic membrane is not possible due to the 
impaction;

3. Removal of the impacted cerumen requires the expertise of the physician or 
non-physician practitioner and is personally performed by him or her; and

4. The procedure requires a significant amount of time and effort, and all of the 
above criteria are clearly documented in the patient’s medical record.

CMS Criteria for E&M and 
Cerumen Removal
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Cerumen Removal

An internist requests your evaluation of
a 67 year old male with a sudden depreciation in hearing, especially 
in his right ear. 

During the visit the new patient reveals a 10 yr. hx of firearm use 
and complains of difficulty hearing, tinnitus and a constant full 
feeling in his ears.  At the time of the consult, you notice bilateral 
cerumen impaction and suspect some hearing loss.  You remove the 
cerumen and send him down the hall for a comprehensive 
audiogram.

Impacted Cerumen Removal

AMA CPT® Description change in 2014:
Removal impacted cerumen requiring instrumentation, unilateral
Notes: (For bilateral procedure, report 69210 with modifier 50) 
The “Separate Procedure” designation was removed in 2014

BUT the CMS fee schedule does not recognize the new 
bilateral status of 69210.  For CMS bill 69210 with no modifier 
even when performed on both sides
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HCPCS II Code G0268

“Removal of impacted cerumen 
(one or both ears) by physician 
on same date of service as 
audiologic function testing”

CMS - G0268

 G0268 is NOT a replacement for 69210 per CMS

 If you are not doing an audio on the same day as 
cerumen removal, DON’T bill G0268

 Same RVU’s for both G0268 and 69210

 Bill only one unit of service even when the removal of 
the impacted cerumen is performed on both ears
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REMOVAL IMPACTED CERUMEN REQUIRING INSTRUMENTATION 
 

              ____      
Patient Name              Date of Birth   Date of Service 

 
 

  LEFT EAR/INDICATIONS TO PERFORM PROCEDURE 
  

Visual considerations:  Cerumen impairs exam of clinically significant portions of the: 
                    External Auditory Canal    Tympanic Membrane     Middle Ear Condition     All 
 
Qualitative considerations:  Extremely hard, dry, irritative cerumen causing symptoms such as: 
                    Pain    Itching    Hearing Loss    All 
 
Inflammatory considerations: 
        Foul Odor     infection     Dermatitis     Other  ___________________ 
 
Quantitative Considerations: Obstructive, copious cerumen that cannot be removed without magnification and multiple 
instrumentations requiring physical skills of the physician/nurse practitioner.   
 

   INSTRUMENTATION  
   Wax Currette         Wire Loops         Forceps    Suction      Otoscope 

 

   OTHER CONTRIBUTING FACTORS: 

   Binocular Microscope Required 

   Time Factor     Time Spent:__________  
   Anesthesia:  (1% Lidocane w/epinephrine and Sodium Bicarb) 
  

  RIGHT EAR/INDICATIONS TO PERFORM PROCEDURE 
  

Visual considerations:  Cerumen impairs exam of clinically significant portions of the: 
                    External Auditory Canal    Tympanic Membrane     Middle Ear Condition     All 
 
Qualitative considerations:  Extremely hard, dry, irritative cerumen causing symptoms such as: 
                    Pain    Itching    Hearing Loss    All 
 
Inflammatory considerations: 
       Foul Odor     infection     Dermatitis     Other  ___________________ 
 
Quantitative Considerations: Obstructive, copious cerumen that cannot be removed without magnification and multiple 
instrumentations requiring physical skills of the physician/nurse practitioner.   
 

   INSTRUMENTATION  
   Wax Currette         Wire Loops         Forceps    Suction      Otoscope 

 

    OTHER CONTRIBUTING FACTORS: 

   Binocular Microscope Required 

   Time Factor     Time Spent:__________  
   Anesthesia:  (1% Lidocane w/epinephrine and Sodium Bicarb) 

         
                
        Provider's  Signature 
 

CMS Criteria for E&M, Cerumen Removal 
& Hearing Evaluation

1. Tinnitus
2. Difficulty hearing
3. Fullness in ears

CPT Modifier Diagnosis Units

9920x 25 H93.293, H93.13, 
H91.13

1

G0268 H61.23 1

92557 H90.3 1

CORRECT!
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CMS Criteria for E&M, Cerumen 
Removal & Hearing Evaluation

 Diagnoses:
 H93.293 Other abnormal auditory 

perceptions, bilateral
 H93.13 Tinnitus, bilateral
 H91.13 Presbycusis, bilateral
 H61.23 Impacted cerumen, bilateral
 H90.3 Sensorineural hearing loss, 

bilateral

Notice that the 4th, 
5th or 6th character 
defines the ear: 
1 Right
2 Left
3 Bilateral
9   Unspecified

Actual Case Sample:
Coding from the Op Report

Preoperative Diagnosis
Bilateral Chronic Otitis Media

Procedure (as written)

Bilateral Middle Ear Exploration, with 
placement of bilateral T-type tubes, foreign 
body removal left, with fat-graft myringoplasty 
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Chronic Otitis Media: Case 
Sample

A four year old girl with a two year history of 
chronic otitis media presents with a runny nose 
and fever complaining that her ear hurts. MD, 
nurse and mother attempt to examine  her ear, 
but all attempts fail.  MD consults with mother 
and agree to take her to the OR to get a better 
look.   

Chronic Otitis Media: Case Sample
(cont.)

Child was brought to the OR under general anesthesia.   On 
evaluation of the right tympanic membrane, the right TM had thick 
scar and effusion.  The middle was widely opened and evacuated.
Middle ear was fine, had no signs of cholesteatoma or granulation 
issue.  A T-tube was then placed.  On evaluation of the left ear, an 
old tympanostomy tube was found posteriorly which was removed 
and fat graft myringoplasty was undertaken posteriorly.

A wide anterior incision was made and middle ear was found to be 
clear as well as thick attached effusion which was removed.  T-tube 
was placed.  Procedure terminated, child was awakened and taken 
to recovery.
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CODE IT

A. 69205 LT, 92502-50, 69420

B. 69420 RT,69424 LT, 92502-50 

C. 69424 LT, 69420 RT, 69620 LT

D. 69620 LT, 69436-59, RT

E. 69436-50,51, 69420 LT, 69424 
LT

A. 69205 LT, 92502-50, 69420

B. 69420 RT,69424 LT, 92502-50 

C. 69424 LT, 69420 RT, 69620 LT

D. 69620 LT, 69436-59, RT

E. 69436-50,51, 69420 LT, 69424 LT

And the Answer Is… D
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CODE IT

69620: Myringoplasty (surgery confined to the drumhead 
and donor area) for the left ear.  It also includes the removal 
of the old tube and placement of the new tube.  The old 
tube is NEVER considered a foreign body.

69436-59: Tympanoplasty (requiring insertion of ventilating 
tube), general anesthesia.  This code is reported for the 
insertion of the T-tube on the right side under general 
anesthesia.

Ventilating Tube Removal

 Ventilating tube removal performed without the use of general anesthesia is 
considered part of an E&M service. 

 If binocular microscopy is used to assist in removal of the ventilating tube(s), 
92504, Binocular microscopy (separate diagnostic procedure) may also be 
coded in addition to an E&M service.

 Note that 92504 is a separate procedure, which means it cannot be coded 
when anything other ear CPT® is also performed

 If the ventilating tube is removed with the patient under general anesthesia, 
69424, Ventilating tube removal requiring general anesthesia is coded. 

 For bilateral procedures, report 69424 with the 50 modifier.
 Ventilating tube removal is considered incidental and therefore bundled 

with other ear procedures (eg: 69210, 69420, 69421, 69433-69676, 69710-
69745, 69801-69330).
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Ear Wick Placement

Q: I saw a new patient with otitis externa 
and put in an ear wick.  I can’t find the code 
for it. Is it a tympanostomy code or an 
unlisted procedure 69399?  We never get 
paid for 99 codes.

A: There is no CPT code for placing an ear wick.
Typically, it is considered an integral part of the E&M service.  
If the microscope was used  to place the 
wick,  you can report 92504 (binocular microscopy) as 
well.  Remember to document this and attach modifier 
-25 to the E&M code.

Mastoidectomy/Canal Wall Up

In this procedure the external auditory canal wall is 
preserved. The cortex overlying the mastoid bone is 
first drilled, the tegmen, sigmoid sinus and sinodural
angle are next identified and Koerner's septum is 
entered. Once in the antrum the attic is exposed and 
the external auditory canal wall is thinned down. 
Disease is removed along with the head of the malleus 
and incus if necessary. The middle ear space is 
accessed through the external auditory canal. 
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Codes for Canal UP

69641
69643
69644

Tympanoplasty with 
antrotomy or 

mastoidectomy, …

69635
69636
69637

Tympanoplasty with 
mastoidectomy, …

Mastoidectomy/Canal Wall Down

In this procedure the steps of the canal wall up 
mastoidectomy are performed and the canal 
wall is then drilled away. This approach offers 
the widest access of the middle ear, antrum and 
attic as well as the mastoid. The external 
auditory canal is drilled to the level of the facial 
nerve which is identified and left with a thin 
plate of bone covering it.

23

24



13

Codes for Canal DOWN

69645
Tympanoplasty with 

mastoidectomy,
radical or complete 

with OCR…

Tympanoplasty with 
mastoidectomy,

radical or complete 
without  OCR…

69646

69990 Operating Microscope 
(Microdissection)

 Developed to replace two microsurgical codes 61712 & 
64830

 Can be billed with surgical procedures that require the 
use of a surgical microscope in order to perform 
techniques of MICROSURGERY, when not an inclusive 
part of the major procedure
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69990 Operating Microscope 
(Microdissection)

 The surgical microscope is employed when the surgical 
services are performed using the techniques of 
microsurgery. Code 69990 should be reported (without 
modifier 51 appended) in addition to the code for the 
primary procedure performed. 

 Do not use 69990 for visualization with magnifying 
loupes or corrected vision. 

 Do not report 69990 in addition to procedures where 
use of the operating microscope (microdissection) is an 
inclusive component

69990 Operating Microscope 
(Microdissection)

 Otology codes have never been evaluated by RUC
 Check with carriers in advance and get policy in writing, 

many still pay!  
 Medicare NCCI bundles 69990 with otology codes, but CPT 

does not indicate ear surgical codes in the list of the 
inclusive CPT® codes that already include microdissection!

 Make sure documentation supports use of microsurgical 
technique

 Do not use with PE tubes!  
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Injection into Inner Ear

Treatment for Meniere’s Disease
Dizziness, vertigo
Vestibuloactive Drugs

 Aminoglycosides
 Anti-inflammatory Steroids

Injected through the tympanic membrane to deliver 
drug to the round window for absorption into the 
inner ear.

NOT A MYRINGOTOMY

Inner Ear Injection

 Labyrinthotomy, with 
perfusion of 
vestibuloactive drug(s); 
transcanal

CODE AS 69801
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Definition and global period changed with CPT 2011 
 Now has Zero Global days, so subsequent injections are coded 

and billed
 Applies to all injection techniques, ie, ear wick (Microwick or 

Silverstein), TM tube, catheter, syringe, etc.
 Went from 17.48 RVUs when it had a 90 day global to 5.94 

RVUs when the global period was eliminated, in 2011 
 Current RVUs in 2020 are 6.05

Inner Ear Injection

Inner Ear Injection

 Bill your “J” code each time you do the inner ear injection 
and use 69801

 For example, if the perfusion is gentamicin, the “J” code 
would be J1580, Injection, garamycin, gentamicin, up to 
80 mg, times the number of units perfused 

 Decadron’s “J” code is J1094, Injection, dexamethasone 
acetate, 1 mg or J1100, Injection, dexamethasone sodium 
phosphate, 1 mg 
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Gold Weights

 The code for billing gold weight placement in the 
upper eyelid is CPT code 67912, "Correction of 
lagophthalmos, with implantation of upper eyelid load 
e.g., (gold weight).”

Gold Weights

 Unspecified lagophthalmos is coded H02.20x
 6th Character: 

 1 right upper lid
 4 left upper eyelid
 C bilateral upper and lower eyelids (there is no option for 

bilateral upper lid only
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Gold Weights

 Cicatricial (inability to close the eyelids due to 
scarring. Definition: A type of lagophthalmos that 
occurs following trauma or surgery.) is coded H02.21x
 6th character

 1 right upper eyelid
 4 left upper eyelid
 C bilateral upper and lower eyelids (there is no option for 

bilateral upper lid only

Gold Weights

 Mechanical lagophthalmos (occurs when the nerves in 
the muscle function correctly, but an external factor 
prevents closing, such as scars on the eyelids or 
conjunctiva, eyelid) is coded H02.22x
 6th character

 1 right upper eyelid
 4 left upper eyelid
 C bilateral upper and lower eyelids (there is no option for 

bilateral upper lid only
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Gold Weights

 Paralytic lagophthalmos (incomplete closure of the 
eyelids as a result of paralysis of the seventh cranial 
nerve, usually from lesions affecting the nuclear or 
peripheral portion of the nerve) is coded H02.22x
 6th character

 1 right upper eyelid
 4 left upper eyelid
 C bilateral upper and lower eyelids (there is no option for 

bilateral upper lid only
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Staying in Contact

 Should you have any questions after the 
conference, you can contact me at:   
(732) 739-7466 or via E-mail at: 
b.cobuzzi@att.net

39


