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This article presents some of
the changes in Current
Procedural Terminology

2002 (CPT). Modifications such
as the new features of CPT, the
definition of the global surgical
package, instructions for the use
of CPT, and revisions to modifi-
ers will interest all surgeons and
their billing staffs. The remain-
der of the article will probably
be of interest only to general
surgeons, closely related special-
ties, and their billing staffs.

New features of CPT
In August 2000, CPT was se-

lected as the procedure coding
system for physician and hospi-
tal outpatient services under the
Health Insurance Portability
and Accountability Act of 1996
(HIPAA). An elaborate assess-
ment was done of CPT prior to
that time to ensure that CPT
met the needs of many users.
Physicians, nonphysician health
care providers, researchers,
managed care plans, hospitals,
and other institutional provid-
ers all were consulted to deter-
mine what changes they would
make to CPT. The result was the
development of a number of im-
provements in CPT, which
helped to ensure that it would
be selected as the coding system
for physician services under
HIPAA. The early changes are
appearing in 2002, with more
changes to be reflected in future
editions of CPT.

For 2002, CPT established 25
codes in a new category called
emerging technology. The codes
in this category do not have to
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meet the usual CPT requirements that the proce-
dures be widely performed and that the appropri-
ate Food and Drug Administration approvals have
been received. The creation of this category of
codes is an especially welcome development now
that third-party payors are beginning to pay for
some of the costs associated with investigational
procedures. Emerging technology codes:

• Have a four-digit number followed by a “T”
and are in code-number sequence. The five-digit
alphanumeric number does not have any mean-
ing beyond identifying it as an emerging technol-
ogy code. Numbers are sequential as codes are as-
signed, so the first emerging technology code was
assigned 0001T, the second was assigned 0002T,
etc. Therefore, codes will not be logically ordered
according to the type of services they represent,
and if closely related codes are approved at differ-
ent times, they will not appear together.

• Must be reported instead of unlisted proce-
dure codes that end in 99. Cross-references will
be placed in the traditional part of CPT to facili-
tate proper reporting.

• Do not have a relative value assigned for
Medicare, although certainly a private payor may
choose to pay for the code. For Medicare, no pay-
ment will be made for codes that have a national
noncoverage determination; coverage and pay-
ment will be at the discretion of local carriers for
the rest of the codes.

• Can be moved into the main part of CPT at
any time as long as they meet the criteria for tra-
ditional codes.

• “Sunset” after five years. There are a very
large number of editorial changes in CPT 2002.
Editorial revision will continue in 2003 because
efforts are being made to systematically change
certain aspects of CPT’s structure. These changes
are in addition to editorial changes made to indi-
vidual codes to clarify them or because new codes
have been added. Of course, none of these edito-
rial changes will result in the assignment of new
relative values.

One large group of editorial changes was made
to standardize the terminology throughout CPT.
In the past, for example, the term “allograft” has
been used in some descriptors, and the term “ho-
mograft” has been used in other descriptors. Now
only the term “allograft” will be used. The list of
terms is quite extensive, with some terms seman-

tically very close (“dilation” and “dilitation”) and
some terms far apart (“Hirschsprung disease” and
“congenital megacolon”). Only the approved terms
will be used in the future.

The CPT editorial panel did not select the
“winning” term. Instead, CPT was run against
the Metathesarus of the National Library of
Medicine to identify synonyms. Primary factors
in the selection of terms by the CPT editorial
panel were the preferred terms of the
Metathesarus and the predominant physician
usage. The same process is being used for other
applications, such as electronic medical records;
thus, CPT’s inclusion of Metathesarus terms will
facilitate the merging of CPT into computerized
medical record systems.

Another large group of editorial changes has
been made to substitute concrete terms for the
phrases “any method,” “any approach,” or “any
technique.” For example, in the codes 17000-17286
for destruction of skin lesions, the phrase “any
method” has been replaced by “e.g., laser surgery,
electrosurgery, cryosurgery, chemosurgery, surgi-
cal curettement.” Much the same was done with
“any approach” in that the approaches are now
named, and for “any techniques” as some or all of
the techniques are now named.

There also has been a change in the way the CPT
editorial panel conducts business, with more
changes planned in the future. The meetings of
the editorial panel are now open to physicians who
serve on the CPT Advisory Committee, the AMA/
Specialty Society RVS Update Committee (RUC)
and the RUC Advisory Committee, and the Prac-
tice Expense Advisory Committee (PEAC), and the
staff of those committee members. Proposals for
CPT changes are most often submitted by spe-
cialty societies and presented to the panel by rep-
resentatives from those societies. When proposals
are made by other individuals or groups, the au-
thor of the proposal is invited to attend and par-
ticipate in the portion of the panel meeting that
deals with the proposal.

This new process enlarges the role of the spe-
cialty societies in the editorial process and makes
it more important that they have a representa-
tive present when codes of interest are being dis-
cussed. A very practical outcome has been that the
specialty society representatives have an oppor-
tunity to point out problems they see in an action
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that the panel is about to take. This capability will
be especially helpful when the panel chooses to
modify the coding proposals.

Definition of the global surgical package
The CPT definition of the global surgical pack-

age has been expanded considerably to specify ad-
ditional services that are widely recognized as part
of the surgical package (see box, right). We believe
that it will help bring about greater standardiza-
tion of the global surgical package. Significant ad-
ditions include:

 • One related evaluation and management (E/
M) encounter on the day prior to or on the day of
surgery. Note that this is not the visit when the
decision to have surgery is made. The decision for
surgery E/M encounter is still separately billable
with the appropriate modifier. For major proce-
dures, the modifier is –57 (Decision for surgery),
and for minor procedures it is modifier –25 (Sig-
nificant, separately identifiable evaluation and
management service by the same physician on the
same day of the procedure of other service).

 • “Typical” postoperative care. Because the ba-
sic surgical package definition now states that it
includes typical postoperative care, any unusual
treatment may be reported using the –24 modi-
fier. The language with respect to follow-up care
for therapeutic procedures has been revised to
emphasize that the treatments of atypical events
such as “complications, exacerbations, recurrence,
or the presence of other diseases or injuries” are
separately billable with appropriate modifiers. The
most frequently used modifiers are –24 (Unrelated
evaluation and management service by the same
physician during a postoperative period), –78 (Re-
turn to the operating room for a related proce-
dure during the postoperative period), and –79
(Unrelated procedure or service by the same phy-
sician during the postoperative period).

Instructions for use of CPT
There has been an important modification to the

instructions for use of CPT when there is no de-
scriptor that exactly matches the procedure done.
The old language indicated that the procedure that
“most accurately” identifies the procedure per-
formed should be selected. The language now reads
as follows, with changes in wording in bold type
here for easy identification:

CPT surgical
package definition

The services provided by the physician to any
patient by their very nature are variable. The CPT
codes that represent a readily identifiable surgi-
cal procedure thereby include, on a procedure-by-
procedure basis, a variety of services. In defining
the specific services “included” in a given CPT sur-
gical code, the following services are always in-
cluded in addition to the operation per se:

• Local infiltration, metacarpal/metatarsal/
digital block or topical anesthesia.

• Subsequent to the decision for surgery, one
related E/M [evaluation and management] en-
counter on the date immediately prior to or on
the date of procedure (including history and physi-
cal).

• Immediate postoperative care, including dic-
tating operative notes, and talking with the fam-
ily and other physicians.

• Writing orders.
• Evaluating the patient in the postanesthesia

recovery area.
• Typical postoperative follow-up care.

Select the name of the procedure or service that
accurately identifies the service performed. Do
not select a CPT code that merely approxi-
mates the service provided. If no such pro-
cedure or service exists, then report the ser-
vice using the appropriate unlisted proce-
dure or service code…. Any service or proce-
dure should be adequately documented in the
medical record.

This language, of course, makes it easier to raise
questions of fraud when the procedure actually
performed does not match the code reported. To
be more precise, a payor conducting an investiga-
tion will be judging how well the medical record
matches the procedure. Of course, Medicare, Med-
icaid, and other government programs have been
concerned about fraud for some time. HIPAA ex-
tended these same standards to private payors, so
they now have the same tools to fight fraud. Be
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careful about reporting a code that results in a
higher payment than the procedure actually done.

This change in language doubtless will result in
the addition of more codes to CPT. General sur-
geons wishing to pursue additional codes should
contact Irene Dworakowski, Coding and Reim-
bursement Associate, in the College’s Washington
Office at idworakowski@facs.org.

Modifiers for two surgeons
and altered surgical field (modifider –62)

The modifier that permits reporting of two sur-
geons serving as co-surgeons on a case has been
changed to permit its use for the primary proce-
dure and any associated code(s), as long as both
surgeons continue to work together as primary
surgeons. Previously, its use was limited to a single
procedure code, meaning that often one surgeon
did not get appropriate reimbursement for the
work he or she did, and the codes used did not re-
flect the full picture of what was done. The need
to report multiple codes when performing ante-
rior spinal access procedures drove this change.
Therefore, there are several places where notes
have been added to the spine sections (in both the
musculoskeletal surgery portion and in the neu-
rosurgery portion) of CPT, giving specific direc-
tion regarding the new use of the modifier. A quick
review of coding basics: A co-surgeon writes a sepa-
rate operative note regarding his or her partici-
pation in the procedure and may play a role in the
postoperative care. An assistant at surgery does
none of these things.

In CPT 2001, a separate modifier, –60, was es-
tablished to indicate that there was increased op-
erative complexity or time caused by an altered
surgical field. This modifier has been deleted as
well as the note referring to it in the text of un-
usual procedural service modifier, –22. Medicare
did not recognize modifier –60 and there were re-
ports that other payors were not recognizing it
either. Deletion of the modifier and reference to it
means that an altered surgical field is reported
using the –22 modifier.

Vascular procedures
Prior to 2002, code 35646 was used to report

both aortofemoral and aortobifemoral bypass
grafts performed with synthetic conduit. Code
35646 now refers only to aortobifemoral bypass

grafting and a new code, 35647, refers to
aortofemoral bypass grafting.

Adjuvant techniques may be required at the time
a bypass graft is created to improve the graft’s
patency. A new add-on code, 35685, was created
for the placement of a vein patch or cuff at the
distal anastomosis of a bypass graft. Another new
add-on code, 35686, was developed for the creation
of a distal arteriovenous fistula during lower ex-
tremity bypass surgery.

A new code, 36002, was added to describe throm-
bin injection for percutaneous treatment of an ex-
tremity pseudoaneurysm. This new procedure is
performed most commonly for pseudoaneurysms
that develop after cardiac catheterization or pe-
ripheral angiography. This injection code is de-
signed to be reported in addition to a guidance
code, and most commonly that will be 76942, Ul-
trasonic guidance for needle placement (for ex-
ample, biopsy, aspiration, injection, localization
device), radiological supervision and interpreta-
tion. A note was added instructing users not to
report this code when placing a vascular sealant
to close an arteriotomy site at the time the
angiographic catheter is removed.

A new code, 36820, for hemodialysis graft pro-
cedure by forearm vein transposition was created.
Code 36819 was editorially revised by inserting
“upper arm” so that it reads “Arteriovenous anas-
tomosis, open; by upper arm basilic vein transpo-
sition.”

Finally, the introductory notes to the
endovascular abdominal aortic aneurysm repair
codes have been revised to clarify procedures that
are separately reportable.

Procedures on the intestine, rectum, and anus
Revisions also were made to create separate

codes for laparoscopic small bowel resections
and laparoscopic colon resections. The revisions
made the open small bowel (codes 44120-44121)
and laparoscopic small bowel (codes 44202-
44203) similar. Code 44202 was revised to make
it describe a single resection and anastomosis
of the small bowel (Laparoscopy, surgical; en-
terectomy, resection of small intestine, single
resection and anastomosis) and a new add-on
code, 44203, was created for each additional re-
section and anastomosis.  Code 44202,
Laparoscopy, surgical; colectomy, partial, with
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anastomosis, and code 44205, Laparoscopy, sur-
gical; colectomy, partial, with removal of the ter-
minal ileum with ileocolostomy were added.

Code 45136, Excision of ileoanal reservoir with
ileostomy, was added to describe the excision of a
previously created ileoanal reservoir. Code 46020,
Placement of seton, has also been added.

Ablation of liver tumors
Codes were added to the surgery section for ab-

lation of liver tumors and to the radiology section
for guidance for the ablation of tissue. Specifically,
codes were added in a newly created laparoscopy
section for the liver; they are code 47370,
Laparoscopy, surgical, ablation of one or more
liver tumor(s); radiofrequency, and code 47371,
Laparoscopy, surgical, ablation of one or more
liver tumor(s); cryosurgical. Code 47380 was also
added for Ablation, open, of one or more liver
tumor(s); radiofrequency and code 47381 was
added for Ablation, open, of one or more liver
tumor(s); cryosurgical. Finally, code 47382 was
added for Ablation, one or more liver tumor(s);
percutaneous radiofrequency. In the radiology sec-
tion, three codes were added for the computerized
topographical, magnetic resonance, and ultrasonic
guidance and monitoring of tissue ablation (codes
76362, 76394, and 76490, respectively).

Pediatric surgery
Two new codes were added to describe an

esophagoplasty for repair of a congenital defect.
Code 43313 is for Esophagoplasty for congenital
defect, (plastic repair or reconstruction), thoracic
approach; without repair of congenital tracheoe-
sophageal fistula. Code 43314 describes the pro-
cedure with repair of a congenital tracheoesoph-
ageal fistula.

Three new codes were added for resection of the
small intestine for congenital atresia. Code 44126
is for Enterectomy, resection of small intestine for
congenital atresia, single resection and anastomo-
sis of proximal segment of intestine; without ta-
pering. Code 44127 includes tapering and code
44128 is an add-on code for each additional resec-
tion and anastomosis.

Two codes were added for initial inguinal her-
nia repair on preterm infants. The codes them-
selves are very simple, paralleling the pair of codes
already in CPT for children under the age of six
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months and for children from six months to less
than five years. Code 49491 is for Repair, initial
inguinal hernia, preterm infant (less than 37
weeks gestation at birth), performed from birth
up to 50 weeks postconceptual age, with or with-
out hydrocelectomy; reducible. Code 49492 is for
the repair of an incarcerated or strangulated her-
nia in an infant of the same age.

The measurement of age is complex but is ex-
plained in notes in CPT. The infant must have
been less than 37 weeks gestational age at birth
and be less than 50 weeks postconceptional age at
the time of the hernia repair. Postconceptional age
is gestational age at birth plus the age of the in-
fant in weeks. An editorial change was made in
the existing codes so that preterm infants of less
than 50 weeks postconceptional age are excluded
from codes 49495 and 49496. V


