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Cerumen Removal

Simple removal of cerumen, such as with irrigation should not be coded separately from the office visit.  If removal of impacted cerumen requires significant time and the skills of a physician or qualified non-physician provider (such as a nurse practitioner or physician assistant), it can be coded separately using 69210 Removal impacted cerumen (separate procedure), one or both ears.  Diagnosis code 380.4-Impacted cerumen should be linked to 69210 on the charge ticket.  If a significant, separately identifiable E/M service is also performed; modifier 25 should be added to the E/M code.  

Binocular Microscopy

92504 Binocular microscopy (separate procedure) cannot be billed in addition to other procedures performed on the ear such as removal of impacted cerumen.  For example, if you are using the microscope to assist with removal of impacted cerumen, only the cerumen removal should be coded.  If the binocular microscope is used to look into the ear and no other procedure is done, then 92504 may be coded.  The use of the microscope must be clearly documented in the medical record.  92504 has a minor E/M component built into the code therefore you may choose to bill 92504 OR an E/M code, but not both.  However, if a significant, separately identifiable E/M service is provided on the same day as 92504, you can report the E/M service, but you must add a modifier 25 to the E/M service.  

There are instances in which it would be appropriate to code the microscopy in addition to other procedures.  For example, if the physician uses the microscope to examine the ear and also does a nasal endoscopy, both procedures should be coded.  

Coding Scenarios

Scenario #1

Patient presents to the office with a complaint of left ear pain with associated hearing loss x one week. The patient denies any fever or discharge from the ear.  The patient is in no acute distress.  B/P is 120/80 P: 70 R: 16.  Using the binocular microscope, exam of the left ear reveals a large cerumen impaction and the TM cannot be visualized.  After removal of the impaction, the TM is noted to be red and inflamed.  Nasal and oral mucosa are moist.  Neck is supple with no lymphadenopathy.  Large cerumen impaction-removed-drops given to patient to use once daily at night to reduce build-up, otitis media-antibiotic given.

Coding:  
99213-25  
DX:  382.9, 380.4



69210   

DX: 380.4

Scenario #2

Patient presents with pain in the left ear and scratchy throat x 2 days associated with a low-grade fever.  Patient denies any hearing loss or fluid from the ears.  The patient is in NAD and vitals are stable.  Using the binocular microscope, exam of the left ear reveals some cerumen, which is removed, and a bulging left TM. Nasal and oral mucosa are moist.  Pharynx is slightly red.  Neck is supple with no lymphadenopathy.  1. Otitis media-antibiotic given. 2. Pharyngitis.

Coding:
99213-25  
DX:  382.9, 462



92504 

DX: 382.9

Scenario #3

Patient presents with 2-day history of decreased hearing.  Exam reveals large cerumen impaction, which is removed.  Instructed patient on proper ear cleaning.  Return prn.

Coding:
69210 

DX: 380.4

References:  “Otolaryngology Coding Alert” July 2004, May 2003, “Otolaryngology Coder’s Pink Sheet”
June 2003, CPT 2004 Professional Edition

For additional clarification, please contact Greta Ryan at gryan@siumed.edu or 545.7876

