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General Overview of Auditing

Brief Review of ICD-10-CM

Gyn Visits-E/M, Wellness 

Minor Procedures

Major Procedures

Obstetrics
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Disclaimer

This presentation was created for educational purposes only.  
The information is accurate and current as of the day it was 
created to the best of my knowledge.  The information is 
subject to change in response to ICD-10-CM updates, CMS 
regulations, quarterly AHA Coding Clinic Guidance, CPT 
Assistant Guidance and other governing parties.  No portion of 
this presentation may be shared without prior permission from 
Oncospark.
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The Institute of Internal Auditors

“Audit objectives represent the high-level goals and anticipated 
accomplishments of the review and address controls and risk 
associated with the client’s activity.  The audit scope defines 
the parameters to be used toward achieving those objectives.”
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History of Audits

The government and commercial payers use auditing to 
determine if payments are being made accordingly.  In 1996, 
the OIG began audits which are the most extensive in terms of 
the size of the settlements and the implications for providers.  
Many of the selected audits have been in the dollar recovery 
amounts often in the millions for large and small physician 
offices as well as hospitals.
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Types of Audits

Internal versus External Audits

Focused versus Random Audits

Prospective versus Retrospective Audits

Peer Review

Edits and Denials
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Performing Audits

The Importance of medical auditing is having a well thought 
out plan and having the plan in writing.  This can include your 
regular monthly/quarterly/New Provider/yearly audits as well as 
focused audits of need to include your coders and auditors.  
Make sure the audit schedule is also documented in the 
compliance policy.
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The Reason for the Audit

You always want to state the reason/objective for the audit.  As 
providers can be defensive when they hear the word “audit” 
when it serves as a great “checks and balances system” which 
allows for full compliance.
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Establishing the Type of Audit
This step is to decide how to establish your audits.  To start with 
a baseline audit for all providers to regular audits to focused 
audits when there is a need.  You would create your report or 
have it generated for retrospective audits.  For prospective 
audits, you will select claims and have them help pending the 
audit findings.

For prospective, retrospective and focused reviews you can use 
the following criteria as follows:  A random selection, controlled 
(specific level or type of service), high volume services, high-risk 
services, frequent denials and past errors.
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How Many Charts Should We Audit?

This step is deciding how many records to audit.  A good 
selection is 10-15 charts per provider.

The OIG recommends auditing 5 -10 random charts per 
physician when performing your annual compliance audits.
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Ten Steps to Audits

Determine who will perform the audit
Define the scope of the audit
Determine the type of audit and areas to review
Request necessary medical record, billing
Assemble reference materials
Develop customized data capture tools
Develop a report for the finding(s)
Determine recommendations and corrective action
Implement quality improvement initiatives
Determine if corrective actions have resolved issues

11

Audit Parameters

Once the objective/scope of the audit is determined, you 
should consider other parameters.  The following choices 
below will depend on the actual audit objective:

The entire chart or just one record/DOS

Multiple patients with the same diagnosis or cpt, depending on 
the focus of the audit

Multiple patients seen on the same date of service-if this audit 
is to determine accuracy of time based services

12
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The Role of Audits

The chart audit is a detailed review of the medical record to 
determine what procedure/service was performed and to see if 
it was documented and reported correctly.  There are many 
components that can be measured in an audit to include:

Provider and staff compliance with documentation 
requirements
Provider and staff compliance with payer guidelines
Adherence to office protocols
**Share the findings with all involved parties

13

How to Set-Up Your Audits

To start with a baseline audit for all providers to regular audits 
to focused audits when there is a need.  You will want to either 
run a utilization report or another type of report for the review 
of need.

A suggestion is to have it stored in a shared folder so it is easily 
accessible to those who are granted access.
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Internal Audits

Every practice should make sure that they implement an 
internal auditing policy.  Although an auditing program of 
provider charges and billing is a large task, if often leads to 
improved claims, cash flow and compliance with payer rules 
and regulations.  Chart audits/reviews/quality reviews can 
actually serve many purposes from compliance to 
administrative to clinical.  The audits can help identify specific 
coding issues, incorrect billing patterns and other findings.

My suggestion for other types of audits:  Medications and 
devices.  Edits and Denial Audits will allow coders to get the 
claim our accurately with original claim submission.

15

External Audits

For external audits, they are performed by an organization 
other than the provider or provider group, usually by federal or 
state agencies.  The key to external audits is to be prepared 
with written policies in place, including the contact information 
for the provider’s attorney for specific scenarios such as an 
audit/investigation that renders a search warrant or subpoena.

Make sure to report ALL audit requests to your manager and/or 
compliance officer.
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Medical Record Documentation

Medical record documentation has remained at the top area of 
concern in all audits for any hospital, physician practice or other 
health facility or organization.  The answer is simple, medical 
record documentation documents what service was provided 
and the reason for providing them.  A medical record is a legal 
document and is therefore used to support the care and/or 
treatment provided to a patient, thereby adding to the need for 
up-to-date, consistent and thorough information.
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The Audit Data

After you begin auditing, you want to record your findings as 
some practices have audit software (Audit Manager) or use 
spreadsheets.  

Once the audit is complete and the data is documented, you 
can run reports for that specific audit as well as cumulative 
reports.
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Report of Audit Findings

The knowledge of how to develop and prepare a well drafted 
and detailed report is very important for the auditor.  The audit 
report should identify the key findings and present the analysis, 
rational and recommendations in a format that is easy for the 
auditee to read, understand and apply.

19

Other Coding Tools

Coding Companion Book

Optum’s Coders Desk Reference for Procedures

CPT Assistant

AHA Coding Clinic

Utilization reports

OIG Work Plan
20
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Basic Guidelines for Diagnosis Coding

Code to the highest degree of specificity
Link the diagnosis code to the correct CPT code
Code to the highest degree of certainty
Sequence the diagnosis
Code only relevant diagnosis
Each service must be supported by an ICD  code
The most specific diagnosis code helps ensure proper 
reimbursement and reflect the appropriateness of care
Avoid unspecified diagnosis when possible

21

2023 Summary of Chapter 14-Disease of the 
GU System

No Guideline Changes

179 New Codes, 0 Revised, 7 Deleted

Expansion of Endometriosis, 135 New Codes
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Endometriosis, N80.00 - N80.D9

135 New Endometriosis Codes Were Added to the ICD-10-CM 
Code Set for FY 2023

The new codes will provide details in terms of laterality, 
location, depth of invasion(deep, superficial or unspecified), 
volume of disease and specific organ(s) involved.

The addition and use of these codes to specifically describe the 
type and location of endometriosis will have direct implications 
on disease management and clinical outcomes.

23

Acute versus Chronic

If a patient’s condition is described as both acute/subacute and 
chronic, and a single code does not describe this combination, 
the ICD-10-CM code book provides instruction to report the 
acute (sub-acute) code as the first listed with the chronic code 
secondary.

24
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Diabetes

For patients that may have multiple complications of diabetes 
the guidelines state that as many codes are necessary from a 
category may be reported.  The sequencing of the codes would 
be dependent upon the main reason for the particular 
encounter.

For some of the combination codes for diabetes may still 
require a second code.  It is important to pay attention and 
read the instructional note(s) that indicates the use of 
additional codes to identify manifestations.   The notes also are 
helpful in the sequencing and reporting of additional codes.

25

Diabetes as a Secondary Manifestation

Diabetes can also result from other specific disease processes 
(such as malignant neoplasm, genetic disorders) or a late effect 
of poisoning.  Diabetes secondary to another condition is coded 
differently than primary diabetes and should be documented 
appropriately.  Codes under category E08, E09 or E13 identify 
complications or manifestations associated with secondary 
diabetes.

The sequencing notes are in the tabular so pay close attention 
to the instructional notes for the “use additional codes” and 
“code first” for code order.

26
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Poisoning, Adverse Effect and Underdosing

Poisoning, assign appropriate poisoning code first followed by the 
manifestation codes.

Adverse effect, assign codes for the nature of the adverse effect 
(hives, renal failure, etc) first followed by the adverse effect code.

Underdosing, assign codes for the nature of the underdosing first, 
followed by the underdosing code.

*For drug abuse or dependence to the substance, report the abuse 
or dependence code as an additional diagnosis.

27

Sequela-Late Effects

For sequela (late effect) codes, they are usually reported as 
secondary diagnoses, with the effect or reason for the visit as 
the primary diagnosis.  

There is no time limit in which late effects can occur.
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New Patient versus Established Patient

A new patient is one who has not received professional services 
from the physician or another physician of the exact same specialty 
in the same group practice within the past three years.  Professional 
services are face-to-face services reported by specific CPT code(s).

Patients are:

Self referred and referred by a healthcare provider for treatment

An established patient is one who has received professional 
services from the physician or another physician of the exact same 
specialty and subspecialty who belongs to the same group practice 
within the past three years.

29

Consultations

Consultation is a type of E/M service provided at the request of 
another physician or other appropriate source:

To recommend care for a specific condition or problem, OR

To determine whether to accept responsibility for entire care or 
care of a specific condition or problem

Criteria for a consultation:  Must be requested by a physician or 
other appropriate source, ex Physician Assistant, Nurse 
Practitioner

30
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Preoperative Evaluations

When the patient present for the preoperative evaluation only, 
sequence first a code from category Z01.818.  Then assign the 
code(s) to describe the reason for the surgery as an additional 
code.

31

Preventive Care

Preventive care, also known as annual visits, physicals or well 
woman exams, do not require the same components of other 
E/M services.

These are age specific codes and always bill with Z codes, not 
illness diagnosis codes.  Also includes a review and treatment 
of stable chronic conditions.

A separate E/M may be billed if there is an additional, 
significant problem with supporting documentation.

32
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Medicare Preventive Coverage

Comprehensive preventive exams are not covered.  Covered 
services include:
Pelvic/clinical breast exam
Screening Pap test
Screening hemoccult
Screening mammography
Bone mass measurement
Annual Wellness Visit
Diabetes screening
Flu shots

33

Screening Pelvic/Breast Exam, G0101

Once every 2 years for all women (23 months have passed following 
the month of the last exam).

Annually for high risk women (11 months have passed following the 
month of the last exam).

Both the deductible and copays are waved under the Affordable 
Care Act (ACA).

Note:  G0101 only indicates defined exam elements.  Does not 
include other elements common to a well-woman exam.  Does not 
include Review of Systems or Past Family or Social History.

34
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Screening Pelvic/Breast Exam, Elements

Inspection/palpation of 
breasts

Digital rectal

Urethra

Urethral Meatus

Bladder

External Genitalia

Vagina 

Cervix

Uterus

Adnexa/parametria

Anus and Perineum
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Collection of Screening Pap Smear, Q0091

Screening-The Absence of illness, disease, symptoms

Criteria for coverage same as G0101

Patient is not charged a deductible/copay per ACA

Interpretation is paid separately to the lab/Pathologist

Q0091 is not to be used for collection of diagnostic pap smear

36
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Procedural Coding for Screening Services

HCPCS codes:

G0101-Screening pelvic/clinical breast exam

Q0091-Collection of screening pap smear

Q0091, G0101 and/or problem-oriented E/M all may be reported as 
appropriate

99397-Periodic comprehensive preventive medicine 65 years and 
older, may be reported and patient will be responsible for this 
service

37

Women at High Risk
Childbearing age and any of 
the following apply:

Cervical or vaginal cancer 
is/was present

Abnormalities found in 
preceding 3 years

Meets other Medicare high 
risk criteria

Other women at high risk for 
cervical cancer with one of the 
following 5 criteria:

Onset of sexual activity under age 
16

Five or more sexual partners in a 
lifetime

History of STI (including HPV and/or 
HIV)

Fewer than 3 negative Pap smears 
within previous than 7 years

Absence of any Pap smear within 
previous 7 years
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Surgical Procedures

Based on a global package concept

All rules and modifiers apply to any physician/qualified healthcare 
provider in the same specialty and same group as a surgeon.

Global Package Concept

CPT

Medicare

Other third party payer definitions and rules

39

Medicare Global Surgical Package

Preoperative Work:

Hospital admission paperwork
Interval H & P
Review records
Obtain consent
Check instruments, position patient
Scrub, gown, glove, wait time

40
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Medicare Global Surgical Package, cont’d

Intraoperative Work:

Skin-to-skin time
Varies according to surgery

Postoperative Work:

Other services in OR, recovery, hospital
Post-op visits in hospital, discharge management
Related office visits during global period

Minor procedures 0-10 days global period
Major procedures 90 day global period

Number and level of visits varies

41

Minor Surgical Procedures

Include:

Preoperative:  Same day visits
Intraoperative:  All integral procedures
Postoperative:

0 day global:  Related visits on the same day
10 day global:  Follow-up visits for 10 days that are related to 

recovery from surgery

42
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Modifier 25

When reporting Modifier 25 with an E/M code the E/M service 
must be “above and beyond” the minimal evaluation and 
management normally performed for a procedure.  The 
documentation should support the medical necessity for both 
the E/M and the other service.

43

Coding Tip-E/M

The American College of Obstetricians and Gynecologists (ACOG) 
provides the following guidance when coding and billing for 
medical visits and same-day procedures:

If Clinician and patient discuss a number of contraceptive options, 
decide on a method and then an implant or IUD is inserted during 
the visit, an E/M service may be reported, depending on the 
documentation

If the patient come is in for another reason and during the same 
visit, a procedure is performed then both the E/M service and 
procedure may be reported.

44
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E/M Services, Components of an E/M

Chief Complaint(CC)-Notes should include a CC, usually stated in the 
patient’s words (except preventive visits)

HPI-Documentation of the symptoms and/or the diseases and disorders 
from the rendering provider

History-No longer part of the audit equation

Exam-No longer part of the audit equation

Medical Decision Making (MDM)-combines the thought and work 
involved in treating the patient.  The overarching criterion for payment is 
medical necessity.

45

E/M 2021-What to Document
Reason for the encounter

Relevant patient history

Appropriate exam

Review of prior test results

Assessment

Plan of Care

Date and identity of the provider performing the service

46
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E/M 2021, How is the Level Selected

The total time for the E/M service performed on the date of the 
encounter

OR

The level of medical decision making (MDM)

47

E/M 2021, Activities that Count for Time
Preparing to see the patient (reviewing test)

Obtaining or reviewing separately obtained 
history

Performing a medical appropriate exam

Counseling/educating the 
patient/family/caregiver

Ordering medications, tests, procedures

Referring and communicating with other 
healthcare professionals (when not separately 
reported)

Documenting clinical 
information in the health record

Independently interpreting 
results (not separately reported) 
and communicating the results 
to the patient/family/caregiver

Care coordination (not 
separately reported)

48
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Payer’s Rules

Most payers follow Medicare global period

Many do not pay separately for E/M services for management 
of “expected complications”

In most cases, the patient will have a copay for all E/M services 
billed in addition to the global package (related or unrelated to 
surgery)

49

Destruction, Vulva, Perineum and Introitus, 
56501-56515
56501-Destruction of lesion(s), vulva simple (eg, laser surgery, 
electrosurgery, cryosurgery, chemosurgery)

56515-extensive (eg, laser surgery, electrosurgery, cryosurgery, 
chemosurgery)

Destruction of lesions by any method

There is no CPT definition of simple and extensive

50

Note
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Excision, Vulva, Perineum, Introitus, 56605-
56740
Codes 56605 and 56606 are designated “separate procedures”

56606 is an add-on (+) code and describes each separate 
additional lesion biopsied from vulva/perineum

Code can not stand alone, must be billed with 56605

56620-56640-Vulvectomy:  surgical removal of portion of vulva
Based on extent and size of area removed

51

Endoscopy, Cervix Uteri, 57452-57456

57452-Colposcopy of the cervix including upper/adjacent vagina

57454-with biopsy(s) of the cervix and endocervical curettage

57455-with biopsy(s) of the cervix

574560 with endocervical curettage

For reporting colposcopies of multiple sites, use modifier -51 as 
appropriate.  For colposcopic examination/procedures involving the 
vulva, see 56820, 56821; cervix, see 57452-57461

52
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Excision, Cervix Uteri, 57510-57513

57510-Cautery of cervix, electro or thermal
57511-cryo-cautery, initial or repeat
57513-laser ablation

Cryotherapy-A special cold probe is used to destroy abnormal tissue 
by freezing it.  This procedure is done in your healthcare provider’s 
office.  It takes only a few minutes and usually does not require 
anesthesia.

Laser Therapy-A laser(narrow beam of intense light) is used to 
destroy abnormal tissue.  This procedure is done at the hospital and 
general anesthesia is used.

53

Excisional Treatments, 57620-57622

54
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Endometrial Biopsy, 58100
Endometrial sampling with or 
without endocervical sampling, 
without cervical dilation, any 
method (separate procedure).

Endometrium-lining of the 
uterus

Tissue samples can show cell 
changes due to abnormal tissues 
or variations in hormone levels.  
A biopsy can also check for 
uterine infections such as 
endometritis.
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Intrauterine Device, 58300-58301

58301-Removal of Intrauterine Device (IUD)
Also considered a minor procedure due to the global 

surgical days is -0-

IUD Removal and Reinsertion
Code both the CPT code 58301 for the IUD removal and 

58300 for the IUD reinsertion with a modifier -51 on the second 
procedure in order to be reimbursed appropriately for the 
services.

56
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Hysteroscopy, Corpus Uteri, 58555-58565
58555-Hysteroscopy, diagnostic (separate procedure)

58558-Hysteroscopy, surgical with sampling (biopsy) of endometrium and/or 
polypectomy, with or without D&C

58559- with lysis of intrauterine adhesions (any method)

58561- with removal of leiomyomata

58562- with removal of impacted foreign body

58563- with endometrial ablation (eg, endometrial resection, electrosurgical 
ablation, thermoablation)

58565- with bilateral fallopian tube cannulation to induce occlusion by placement of 
permanent implants

57

Laparoscopy, Oviduct/Ovary, 58660-58571
58660-Laparoscopy, surgical; with lysis of adhesions

58661- with removal of adnexal structures (partial or total oophorectomy and/or salpingectomy

58662- with fulguration or excision of lesions of the ovary, pelvic viscera or peritoneal surface by any 
method

58670- with fulguration of oviducts (with or without transection)

58671- with occlusion of oviducts by device (eg, band, clip or Falope ring)

Surgical laparoscopy always includes a diagnostic laparoscopy

58

Note
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Ablation, 58353-58356
58353-Endometrial ablation, thermal, 
without hysteroscopic guidance
(For hysteroscopic procedure, use 
58563)

58356-Endometrial cryoablation with 
ultrasonic guidance, including 
endometrial curettage, when 
performed

For 58353, uses heat. The physician 
inserts a soft, flexible balloon attached to 
a catheter. The balloon is inflated with 
fluid, and it expands to fit the size and 
shape of the uterus. The fluid is heated 
and stays in the uterus for several 
minutes. The fluid is drained and the 
balloon, catheter are removed.

For 58356, cryoablation and ultrasound 
guidance is used. A thin device is inserted 
through the cervix to uterus and the 
cryoablation device freezes the targeted 
tissue. Ultrasound allows for real-time 
monitoring.

59

Major Surgical Procedures
INCLUDE 
Preoperative: 

E/M services beginning one day prior

Intraoperative:
All usual intra-operative procedures

Anesthesia administered by surgeon

Postoperative:
Complications treated outside the operating or procedure room

Related visits for 90 days

Post-surgical pain management by surgeon.

60
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Major Surgical Procedures, cont’d
DO NOT INCLUDE 

Preoperative:

⮚ E/M services at which decision for surgery made. 

⮚ Diagnostic tests and procedures. 

⮚ Treatment required to stabilize seriously ill patients (trauma, burns)

Intraoperative: Unrelated procedures 

Postoperative:

⮚ Visits unrelated to the diagnosis for surgery.

⮚ Treatment of underlying condition.

⮚ An added course of treatment which is not part of normal recovery from surgery

⮚ Treatment of complications in the OR or procedure room

61

Repair, Vagina, 57240-57265
57240-Anterior colporrhaphy, repair of cystocele with or without repair of urethrocele, 
including cystourethroscopy, when performed

57250-Posterior colporrhaphy, repair of rectocele with or without perineorrhaphy

57260-Combined anteroposterior colporrhaphy, including cystourethroscopy, when 
performed

+57267-Insertion of mesh or other prosthesis for repair of pelvic floor defect, each site 
(anterior, posterior compartment), vaginal approach (List separately in addition to code 
for primary procedure)

62

61

62



12/8/2022

32

Myomectomy, Laparoscopic, 58545-58546

58545-Laparoscopy, surgical, myomectomy, excision; 1 to 4 intramural 
myomas with total weight of 250 g or less and/or removal of surface myomas

58546-Laparoscopy, surgical, myomectomy, excision; 5 or more intramural 
myomas and/or intramural myomas with total weight greater than 250 g

63

Tip:  Code this procedure with your operative 
report and pathology report!

Myomectomy, Abdominal, 58140-58146
58140-Myomectomy, excision of fibroid tumor(s) of uterus, 1 – 4 intramural myoma(s) 
with total weight of 250 g or less and/or removal of surface myoma(s); abdominal 
approach

58145- vaginal approach

58146-Myomectomy, excision of fibroid tumor(s) of uterus, 5 or more intramural 
myomas and/or intramural myomas with total weight greater than 250 g, abdominal 
approach

Note:  Make sure to code this procedure once you have the path report along with the op report!

64

Note
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Hysterectomy
58150-58294 not by scope
58541-58554, 58570-58579 by scope

Total
Removal of fundus + cervix (e.g., 58150)
TAH = removed through abdomen
TVH = removed through vagina

Partial
Removal of fundus (cervix remains) (e.g., 58180)
LSH (Laparoscopic supracervical)

65

Total Abdominal Hysterectomy(TAH), 58150

58150-Total abdominal hysterectomy with or without removal of 
tube(s), with or without removal of ovary(s)

58152-with colpo-urethrocystopexy (eg, Marshall-Marchetti-
Krantz, Burch)

The codes have been arranged by the approach and extent of the 
procedure. There are approximately 30 types of hysterectomy 
codes

66

65

66



12/8/2022

34

Vaginal Hysterectomy (TVH), 58260-58291
58260-Vaginal hysterectomy, for uterus 250 g or less;

58262-Vaginal hysterectomy, for uterus 250 g or less; with removal of tube(s), and/or ovary(s)

58263-Vaginal hysterectomy, for uterus 250 g or less; with removal of tube(s), and/or ovary(s), with 
repair of enterocele

58267-with colpo-urethrocystopexy (MMK type, Pereyra type)with or without endoscopic control

58270-Vaginal hysterectomy, for uterus 250 g or less; with repair of enterocele

58280-Vaginal hysterectomy, with total or partial vaginectomy; with repair of enterocele

58290-Vaginal hysterectomy, for uterus greater than 250 g;

58291-Vaginal hysterectomy, for uterus greater than 250 g; with removal of tube(s) and/or ovary(s)

The vaginal hysterectomy is the removal of the uterus via an incision in the vagina

67

Laparoscopic Supracervical Hysterectomy 
(LSH), 58541-58544

58541-Laparoscopy, surgical, 
supracervical hysterectomy, for uterus 
250 g or less;

58542-Laparoscopy, surgical, 
supracervical hysterectomy, for uterus 
250 g or less; with removal of tube(s) 
and/or ovary(s)

58543-Laparoscopy, surgical, 
supracervical hysterectomy, for uterus 
greater than 250 g;

58544-Laparoscopy, surgical, 
supracervical hysterectomy, for uterus 
greater than 250 g; with removal of 
tube(s) and/or ovary(s)

This procedure is done 
laparoscopically by detaching the 
uterus from the cervix and 
surrounding tissue with the tissues 
being removed through the abdomen

This is another procedure where you 
want the path report and the 
op report when coding

68
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Laparoscopic Hysterectomy (LAVH), 58550-
58554
58550-Laparoscopy surgical, with 
vaginal hysterectomy, for uterus 250 
g or less;
58552-Laparoscopy surgical, with 
vaginal hysterectomy, for uterus 250 
g or less; with removal of tube(s) 
and/or ovary(s)
58553-Laparoscopy, surgical, with 
vaginal hysterectomy, for uterus 
greater than 250 g;
58554-Laparoscopy, surgical, with 
vaginal hysterectomy, for uterus 
greater than 250 g; with removal of 
tube(s) and/or ovary(s)

The laparoscopic hysterectomy is 
performed using the laparoscope, 
inserted via several small incisions in 
the body.

This is another procedure where you 
want the path report and the op 
report when coding.

69

Total Laparoscopic Hysterectomy (TLH), 
58570-58573
58570-Laparoscopy, surgical, with total 
hysterectomy, for uterus 250 g or less;

58571-Laparoscopy, surgical, with 
total hysterectomy, for uterus 250 g 
or less;
58572-Laparoscopy, surgical, with 
total hysterectomy, for 
uterus greater than 250 g
58573-Laparoscopy, surgical, with total 
hysterectomy, for uterus greater than 250 g; 
with removal of tube(s) and/or ovary(s)

Detachment of entire uterine cervix 
and body via the laparoscope
Tissues are removed through the 
abdomen or vagina

This is another procedure where you 
want the path report and the op report when 
coding.
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2023 Summary of Chapter 15-Pregnancy, 
childbirth and the puerperium

182 new codes, 0 revised, 14 deleted
Expanded code sets for fetal anomalies

New and revised guidelines
I.15.a.7.  Completed weeks of gestation
I.C.15.i.  Gestational (pregnancy induced) diabetes
I.C.15.q.4.  Hemorrhage following elective abortion

71

O00 - O9A- Fetal Anomalies

The Society for Maternal Fetal Medicine (SMFM) and the American 
College of Obstetricians and Gynecologists (ACOG) requested that the 
O35 code sections for fetal anomalies (Central Nervous System 
Anomalies (CNS), Chromosomal Anomalies and Fetal Abnormalities and 
Damage) be expanded to allow for specificity for appropriate diagnosis 
coding and to assist in measuring the incidence of these specific 
anomalies, which is very valuable from a public health perspective.  By 
doing this, it will allow tracking, measurement and ultimately improved 
treatment modalities for identified fetal anomalies.  Birth defects affect 
one in about 33 babies born in the US yearly.
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Normal Antepartum Care
Initial prenatal history and physical.

Subsequent history and physicals. 

Weight, blood pressure, fetal heart rate 

Visits (13)

⮚ Monthly to 28 weeks

⮚ Biweekly to 36 weeks

⮚ Weekly to delivery

73

Services Excluded From the Antepartum 
Package
Additional E/M services for unrelated conditions

Inpatient admission, observation care, and subsequent visits for complications
⮚ Only those occurring greater than 1 day prior to delivery.

Diagnosis unrelated to pregnancy. 

Report labs, visits, etc. separately.

Services reported at time of encounter.

Do not count towards the number of antepartum visits.
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Services Related to Pregnancy
The patient may be seen more frequently than the typical 13 antepartum visits due to: 

⮚ At risk status

⮚ Current complication

⮚ Need for diagnostic tests

At-risk is not the same as current “complications of pregnancy”.

Additional visits are not reported if active problems do not develop.

Medically necessary diagnostic test may be reported.

75

Vaginal Delivery

59400-Routine obstetrical care including antepartum, vaginal delivery (with 
or without episiotomy, and/or forceps) and postpartum care

59409-Vaginal delivery only (with or without episiotomy and/or forceps)
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Cesarean and VBAC Delivery

59510-Routine obstetric care including antepartum care, cesarean 
delivery, and postpartum care

59514-Cesarean delivery only

59610-Routine obstetric care including antepartum care, vaginal 
delivery (with or without episiotomy and/or forceps) and postpartum 
care, after previous cesarean delivery

77

Services Related to Pregnancy
Additional visits for current complication of pregnancy may be reported.
⮚ Pregnancy complicated by hypertension.
⮚ Vaginal bleeding

Additional E/M services reported at the time of delivery.

Diagnostic tests, etc. reported at the time of the service.

Report the diagnosis that prompted the additional visits. 

The date the service was provided should be reported on the claim form.
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Services Related to Pregnancy cont’d

Do not report visits in addition to package if:

⮚ Total number of visits is <13 or
⮚ Visits are not for complications in current pregnancy

Levels based on CPT definitions and guidelines

79

Ultrasound Component Services
Certain diagnostic tests including, ultrasound and fetal stress tests, include 2 components:

Professional Component (26)

⮚ Supervision of tests (if any)

⮚ Interpretation

⮚ Written Report 

Technical Component (TC)

⮚ Technical Salary/benefits (if any)

⮚ Equipment

⮚ Supplies

Together they comprise the total service.
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Reporting Ultrasound Services
Performed at hospital or other facility:
⮚ Physician who performs or interprets the test bills the Professional Component (26).
⮚ Facility bills the Technical Component (TC).

Performed at physician’s office or physician owned facility:
⮚ Physician reports total service without a modifier.

Payers have various rules for reimbursing ultrasound procedures 
⮚ Limited number per pregnancy.
⮚ Routine considered as part of package with variations on “diagnostic” ultrasounds.

Most payers will only reimburse for one interpretation of the same ultrasound.

81

Obstetric versus Gynecologic Ultrasound 
Codes

Established diagnosis of pregnancy 

⮚ Report obstetric ultrasound code even if no longer pregnant or problem is independent of 
pregnancy.

Without established diagnosis of pregnancy.

⮚ Report Gynecologic ultrasound

Select the appropriate category:

⮚ Code based on indication 

All codes include” 

⮚ Supervision of sonographer performing examination (if any)

⮚ Image documentation

⮚ Preparation of written report
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Fetal and Maternal Evaluation 1st Trimester

76801 – Ultrasound, pregnant uterus, real time with image documentation, fetal and 
maternal evaluation, first trimester (<14 weeks 0 days), transabdominal approach, since or 
first gestation
+76802- – each additional gestation (List separately in addition to code for primary procedure.

Determination of the number of gestation sacs and fetuses
Gestational sac/fetal measurements appropriate for gestation.
Survey of visible fetal and placental anatomic structure. 
Qualitative assessment of amniotic fluid volume/gestational sac shape. 
Examination of maternal uterus and adnexa. 
Service generally performed for a specific reason

83

Fetal and Maternal Evaluation 2nd and 3rd 
Trimester
76805 – Ultrasound, pregnant uterus, real time with image documentation, fetal and maternal evaluation, 
after first trimester (greater than or equal to 14 weeks 0 days), transabdominal approach; single or first 
gestation.

+76810 – each additional gestation (List separately in addition to code for primary procedure performed).

Determination of the number of fetuses and amniotic/chorionic sacs.

Measurements appropriate for gestational age.

Survey of intracranial, spinal, and abdominal anatomy.

Evaluation of the four chambered heart.
Assessment of the umbilical cord insertion site.
Survey of placenta location.

Amniotic fluid assessment.

Examination of maternal adnexa, when visible
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Limited Ultrasound

76815 – Ultrasound, pregnant uterus, real time with image documentation, limited (eg, fetal 
heartbeat, placental location, fetal position and/or qualitative amniotic fluid volume), one or more 
fetuses.

Used for one or more fetuses.

No trimester designation. 

Quick look of one or more of the following:

⮚ Fetal position
⮚ Fetal heartbeat

⮚ Placental location

⮚ Qualitative amniotic fluid volume

85

Follow-Up Ultrasound
76816 – Ultrasound, pregnant, uterus, real time with image documentation, follow-up (eg, re-
evaluation of fetal size by measuring standard growth parameters and amniotic fluid volume, re-
evaluation of organ system(s) suspected or confirmed to be abnormal on a previous scan), 
transabdominal approach per fetus. 

Code is reported once per fetus.

CPT states that modifier 59 should be attached to each fetus beyond the first.

Used for either of the following:
⮚ Reassessment of fetal size and interval growth, OR
⮚ Re-evaluation of one or more anatomic abnormalities of a fetus previously demonstrated 

on ultrasound.
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Transvaginal Ultrasound
76817 – Ultrasound, pregnant uterus, real time with image documentation, 
transvaginal.

May include
⮚ Evaluation of the embryo and gestational sac(s).
⮚ Evaluation of the maternal uterus, adnexa, and/or cervix.

No multiple gestation designation.

May be reported in addition to transabdominal as clinically indicated.

87

Ultrasound Imaging and Interpretation

Some services are reported using both an ultrasound and procedure code and an 
ultrasound guidance code. 

Physician must perform the procedure and perform (or supervise) the guidance to report 
both services. 

If Radiologist provided guidance, then OB reports procedure code only.
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Ultrasound Imaging

89

Abortion Care, 59812-59857
59812-Treatment of incomplete 
abortion, any trimester, completed 
surgically

59820-Treatment of missed abortion, 
completed surgically, first trimester

59821- second trimester

59840-Induced abortion by dilation 
and curettage

For appropriate code for termination of 
pregnancy, you must know the following:

What was the cause of or reason for 
termination?
When was the pregnancy terminated?
What services were rendered?
Was the patient in labor before 
termination?
Was the labor enhanced?
Was the labor induced?
Were there products of conception 
already expelled? Completely?
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OTHER MATERNAL DISEASES of Pregnancy and Childbirth Complications, Abortion, 
Congenital Anomalies, and Perinatal Conditions
CHAPTER 23 Complications of Pregnancy, Childbirth, and the Puerperium

ICD-10-CM provides category O99 to describe other maternal diseases classifiable elsewhere but complicating pregnancy, childbirth, and the puerperium. 
This category includes conditions that complicate the pregnant state, are aggravated by the pregnancy, or are a main reason for obstetric care. 

Examples include:

O99.0- Anemia

O99.1- Other diseases of the blood and blood-forming organs and certain disorders involving the immune mechanism

O99.2- Endocrine, nutritional, and metabolic diseases

O99.3- Mental disorders and diseases of the nervous system

O99.4- Diseases of the circulatory system

O99.5- Diseases of the respiratory system

O99.6- Diseases of the digestive system

O99.7- Diseases of the skin and subcutaneous tissue

O99.8- Other specified diseases and conditions

O99.6- Diseases of the digestive system

O99.7- Diseases of the skin and subcutaneous tissue

O99.8- Other specified diseases and conditions

91

OTHER MATERNAL DISEASES OF PREGNANCY AND CHILDBIRTH COMPLICATIONS, ABORTION, CONGENITAL 
ANOMALIES, AND PERINATAL CONDITIONS
CHAPTER 23 COMPLICATIONS OF PREGNANCY, CHILDBIRTH, AND THE PUERPERIUM

An additional code is used to identify the specific condition. For example:

A patient is admitted five weeks postpartum with acute cholecystitis and cholelithiasis. Code O99.63, Diseases of 
the digestive system complicating the puerperium, and code K80.00, Calculus of gallbladder with acute 
cholecystitis without obstruction, are assigned.

A patient, who is four weeks postpartum, is admitted secondary to postpartum depression. Code O99.345, Other 
mental disorders complicating the puerperium, and code F53.0, Postpartum depression, are assigned.

Malignant neoplasms complicating pregnancy, childbirth, and the puerperium are classified to subcategory O9A.1, 
with additional code(s) to identify the specific neoplasm. This subcategory is for conditions classified to C00 
through C96. Maternal care for benign tumor of corpus uteri is coded to O34.1-, while maternal care for benign 
tumor of cervix is classified to O34.4-.
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AHA CC 3rd Q 2015, Page 40, O26.893

Rh incompatibility status clarification

ICD-10-CM/PCS Coding Clinic, Third Quarter ICD-10 2015 Page: 40 Effective with discharges: October 7, 2015

Question:

When a Rh negative mother delivers at term without complication, and she is administered Rhogam prophylactically during the admission, would 
code Z31.82, Encounter for Rh incompatibility status, be assigned or is code O36.093-, Maternal care for other rhesus isoimmunization, third 
trimester more appropriate 

Answer:

Assign code O26.893, Other specified pregnancy related conditions, third trimester, along with other codes to represent the delivery. Code 
Z67.91, Unspecified blood type, Rh negative, may be assigned as an additional diagnosis, if the blood type is not known. If the blood type is 
known, a more specific code from category Z67 can be assigned.

93

AHA CC 1st Q 2021, Page 10, O47.1

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. 
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AHA CC 1st Q 2021, Pages 8-9, O99.284

Question: A 24-year-old pregnant patient was admitted for induction of labor. Her medical history includes subclinical 
hypothyroidism, which is being treated with levothyroxine. When referencing “hypothyroidism,” in the Alphabetic Index, the 
only subentry for “subclinical” includes the phrase “iodine deficiency related” which is indexed to code E02, Subclinical iodine
deficiency hypothyroidism. Is it appropriate to assign code E02 when subclinical hypothyroidism is documented without mention
of iodine-deficiency? What is the appropriate code assignment for subclinical hypothyroidism, which is not specified?

Answer: Assign code O99.284, Endocrine, nutritional and metabolic diseases complicating childbirth, along with code E03.8, 
Other specified hypothyroidism, for subclinical hypothyroidism, not further specified, during this patient’s delivery encounter.
Codes that include “other” are appropriate for use when the information in the medical record provides detail for which a 
specific code does not exist, in this case subclinical hypothyroidism. Code E02, Subclinical iodine-deficiency hypothyroidism, 
should only be assigned when subclinical hypothyroidism is documented as due to iodine deficiency. Subclinical hypothyroidism
is a condition in which the body does not produce enough thyroid hormones and is an early, mild form of hypothyroidism. The 
condition is considered “subclinical” because while the serum level of the thyroid stimulating hormone (TSH) is slightly elevated, 
the thyroid hormones (T3 and T4) produced by the thyroid gland are within normal range. Patients with subclinical 
hypothyroidism may later develop overt hypothyroidism

95

AHA CC 1st Q 2020, Page 10, O98.82

Maternal group B Streptococcus infection

ICD-10-CM/PCS Coding Clinic, First Quarter ICD-10 2020 Page: 10 Effective with discharges: March 5, 2020

Question: A 27-year-old female presented for delivery, at 37 weeks gestation. She was found to have fluid leak, 
and fever. The provider diagnosed an active group B Streptococcus (GBS) infection, which was treated with 
penicillin. What ICD- 10-CM code is assigned for an active GBS infection? Is code assignment affected by the 
site of the active culture (e.g., GI tract, urinary tract, genital tract)?

Answer: Assign codes O98.82, Other maternal infectious and parasitic diseases complicating childbirth, and B95.1, 
Streptococcus, group B, as the cause of diseases classified elsewhere, for maternal active GBS infection 
complicating childbirth. Coding professionals should not assign codes based on positive cultures/lab values 
and/or the site cultured; code assignment is based on the provider's diagnostic statement of the specified 
condition.
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AHA CC 2nd Q 2022, Page 3, O48.0

Question: Does the provider need to document “post-term” or 
“post-dates” to code O48.0, post-term pregnancy? 
Answer: No. The provider documentation of the number of 

completed weeks of gestation, from 40-42 weeks, is sufficient 
to report O48.0, post-term pregnancy.

97

Conclusions

Providers are concerned with the care of their patients.

Historically, coding primarily focused on CPT coding.

The healthcare environment and reimbursement is ever changing, 
so attention must be given to both CPT and ICD-10-CM especially as 
we transition to value based care.

Accurate and complete documentation is critical to ensuring 
accurate reimbursement and appropriate patient care so if we have 
an outside audit, we know our services are reported correctly.
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Encounter Note Review, 1 of 2
61 year-old female presents for office visit.  Patient is being worked up for post-menopausal 
bleeding.  Recent U/S within normal limits and patient is following up for an endometrial biopsy.

Pelvic examination shows normal external genitalia, BUS normal.  Vagina, urethral opening, urinary 
bladder, urethra within normal limits.  Cervix is parous, intact perineum.  Uterus is normal with 
scant bleeding.

Bimanual exam was done to determine position of uterus.  Vaginal speculum was inserted and the 
cervix was visualized.  The instrument was withdrawn as it was rotated 3-4 times to obtain the 
sample which was sent in formalin to pathology.

Patient tolerated the procedure well without complications.  Standard post-procedure care was 
explained and return precautions are given.

Signed:  Dr. Alpha Alpha

E/M level 99213-25 and Endometrial biopsy  using Pipelle 58100

99

Encounter Note Review, 2 of 2
71 year old female presents for physical examination.  She had her last pap and pelvic exam last year with no abnormal 
findings.  Patient is menopausal with no complaints, no prior gyn surgery and states she was treated for STD 
approximately 10 years ago.  She needs to have a refill of her Metformin refilled.  She states her fasting BS in the AM are 
running below a 100 and PM are below 120.  She states she has occasional tingling her both feet and no other 
symptoms.

Breast are symmetrical without lesions, masses, discharge or dimpling.  Pelvic exam shows normal external genitalia, 
BUS normal.  Vagina, urethral opening, urinary bladder, urethra within normal limits.  Cervix is parous, intact perineum.  
Uterus is normal.  Pap smear is obtained.

HT 5’7”, Wt 165, BP 155/95 Cardio:  RRR Resp:  no wheezing or rales, no edema in BLE

Impression:  Type 2 DM without complications, will await pap results
Plan:  Refill Metformin 500 mg 1 po bid.  Patient will follow up with endocrinologist, Dr. Zeta, to work-up feet tingling 
and order for A1C given.

Signed:  Dr. Beta Beta

99213-25 E11.9  G0101-25 Z00.00  Q0091-25  Z00.00
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Questions

101

Thank you and Happy Holidays!

Barbara Shaw, CPC, CPCO, CDEO, CPMA, CRC, CEDC, ACDIS-Approved CDI 
Apprentice.  I have over 30 years of experience in the middle revenue cycle in 
healthcare as a coder, auditor, CDI, educator, practice administrator and manager. I 
have over seven years of experience in the Risk Adjustment specialty and 
thoroughly enjoy it from implementation of Risk Adjustment and Outpatient CDI 
teams to Auditing to Education opportunities to collaboration with Coding, 
Auditing, Population Health and CDI teams.  I have contributed with focused audits 
in Emergency Medicine, OB/GYN and Risk Adjustment.  My current position is a CDI 
Specialist/Provider Educator with Devoted Health, and I am a current member of 
AAPC Suffolk, VA Chapter as the Vice President/ Education Officer.
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Contact Us

educationteam@oncospark.com

www.sparkadvise.com

(817) 767-9374

CONFIDENTIAL © 2022
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