
Dermatologists must be certain
to bill for biopsies only when
applicable criteria are met. Skin

biopsy Code 11100 covers the work of
harvesting tissue to be sent to pathology.
When that work is accomplished by
another procedure, such as an ED&C or
an excision, the tissue is considered to be
harvested through that procedure and
not charged separately as a biopsy.

For example, when a dermatologist
does an ED&C of a suspected skin can-
cer on a patient’s back and sends the
first bit of curetted tissue to pathology, it
would be inappropriate to code both
11100 and 17262. Only one code can
be used for services provided on the
same lesion. The tissue in question was
harvested through the ED&C; the fact
that a specimen is sent to pathology
does not mean a biopsy was performed.

This improper physician coding can
be exacerbated by inappropriate applica-
tion of the 59 modifier. Some physicians
or billing personnel place the 59 modifi-
er on both codes, which may result in
payment despite the inaccurate coding.
Some practices simply apply the 59
modifier to all surgical codes “to be sure
we get it on the right one.” This method
is totally inappropriate. 

The 59 modifier identifies a “distinct
procedural service.” According to CPT,
“This may represent a different session
or patient encounter, different procedure
or surgery, different site or organ system,
separate incision or excision…” 

Consider a perhaps unusual situa-
tion in which the modifier could prove

useful. Suppose a patient comes to the
office for excision and repair of a BCC
on her left arm, 11602, 12032. On her
way back to her car, the patient cuts
her right arm on a piece of metal pro-
truding from a building under con-
struction. She returns to the office; the
dermatologist performs a simple repair
of the right arm, 12002. 

The fact that the two treatments
were discrete surgeries and were per-
formed at different sessions on the
same day allows use of the 59 modifier.
The Correct Coding Initiative (CCI), the
document necessary for appropriate use
of the 59 modifier, shows the excision
code, 11602, in the left column and

the simple repair code, 12002, in the
right column (12032 is not bundled
with either code). The pairing shows
indicator “1,” which means that the 59
modifier can be used to “unbundle” the
codes and bill for both of them. The 59
modifier is always added to the code in
the right column. It has nothing to do
with the value of the procedure.

To know for certain where to apply
the 59 modifier, refer to The Correct
Coding Initiative—the definitive source.
This publication can be downloaded
free from Medicare’s website, but a
much more user-friendly version can be
purchased from the Inga Ellzey Practice
Group at www.iepg.com.  
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Appropriate and Inappropriate 
Uses for the 59 Modifier
The 59 modifier “unlocks” bundling when a dermatologist provides a 
“distinct procedural service.”
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Billing for No-shows? Many practices question whether they should bill patients who miss appointments.
Typically, a charge for missed appointments policy is instituted based on the assumption that the practice lost revenue
due to the no-show and, with sufficient notice, could have filled that patient’s slot with another paying patient who
needed to be seen. However, in reality such policies are rarely straightforward. For example, it is difficult to defend
charging a patient for not showing up for an appointment when he or she is never seen at the appointed time.
However, if your practice runs late only infrequently and under very unusual circumstances, it may be appropriate to
charge for a no-show. The charge should be enough to make an impact—perhaps $50.00 to $75.00. 

Some argue against a fee, on the premise that many patients will not pay it and will also not return to your practice.
But if you lose a patient who does not show up for appointments, have you really lost anything of value? 

Follow these three steps if you implement a no-show fee:
1. Plan an effective date for beginning to charge. 
2. Prepare a statement that will become part of your new patient paperwork explaining the policy and require patients
to sign it. 
3. Explain the new policy to established patients when they call for appointments or when their appointments are
confirmed. Have them sign the statement when they arrive for the appointment. 

There is no CPT code for a no-show and no insurance company that we know of will cover such fees. You would be
limited only if your contract prohibits the charge. Medicare does not require an ABN for a no-show charge because it
is not a covered charge.  

      


