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Introduction

Interventional Radiology (IR) procedures, 
while low in volume compared to some 
services, such as the laboratory, are a 
high compliance risk due to the amount 
of reimbursement involved. A simple 
abdominal aortogram with iliofemoral 
run-offs is reimbursed to the hospital 
by Medicare nationally at $1,954.38 
in 2009. When you have an active 
angio/interventional department, also 
performing therapeutic procedures such 
as angioplasty and stent placement, the 
reimbursement can run up into thousands 
of dollars. Due to the complexity of the 
coding for these procedures and some of 
the process pitfalls that are encountered, 
numerous errors can occur in the 
charging, coding, editing and billing 
process. Therefore, it is important to 
periodically perform an IR billing audit to 
determine that all components necessary 
for accurate, compliant billing of IR work 
correctly. Our national database of cases 
reviewed shows an incline in complex 

Interventional Radiology case errors 
(Graph 1) and a slight decline in the 
fi nancial impact for those errors (Graph 
2).

Complex IR Cases

Our experience with performing 
case audits has shown that there are 
specifi c areas that are more problem 
prone. To perform a successful audit of 
Interventional Radiology procedures all 
these areas need to be included. There 
are specifi c steps to be taken that will 
improve the process and lead to a more 
successful outcome. Some are typical for 
all audit projects and some are a little less 
common.

Step 1—Defi ne Your Sample

As with all auditing, Interventional 
Radiology auditing starts with 
identifi cation of the cases to be audited. 
Interventional Radiology can be a little 
more diffi cult due to the variety of cases 
that may be performed. The audit should 

Graph 1—Interventional Radiology Case Error Trend

Executive Summary
Interventional Radiology (IR) is one of the more diffi cult areas to bill correctly. It is 
highly specialized and, depending on the procedure and where that procedure is 
performed, there can be a physician professional and technical component as well 
as a hospital component. Most often, the hospital will enter its facility charge before 
the physician report is prepared. Rarely is there a reconciliation of the billing to the 
physician report which documents what was actually done.

In addition to the complex coding rules and the need to remain profi cient with 
the rules, clinical staff will often charge what they see the physician do without 
understanding why a procedure is done. Having this understanding is key to 
whether the procedure is able to be billed separately. This will usually result in 
charging errors. Finally, there are handoffs between clinical and administrative staffs 
and systems.

This article provides the key steps necessary to conduct an effective audit of IR 
charging, coding, editing, and billing processes.



June 2009 Association of Healthcare Internal Auditors New Perspectives  11

concentrate on the high dollar cases, but 
should also sample the simpler higher-
volume cases.

We recommend that a sample size of 100–
200 cases be used. Seventy-five percent of 
the cases should be complex, including 
diagnostic angiography, transcatheter 
therapies, biliary interventions, urinary 
tract interventions, etc. The other twenty 
five percent should be simple—those 
cases that are reimbursed at less than 
$1,000 each and/or are only reported 
with one or two CPT codes. Simple cases 
include image guided biopsies, cyst 
aspirations, abscess drainages, central 
catheter procedures, vertebroplasties, 
etc. While simple cases represent fewer 
dollars, they are often error-prone due to 
process issues.

The simple Interventional Radiology 
procedures may not be performed in 
the Interventional Radiology or Special 
Procedures Suite. Frequently these 
procedures are performed in Ultrasound, 
Computed Tomography (CT) and 
diagnostic radiology. These additional 
clinical areas should be included in the 
audit.

Step 2—Identify how Coding is 
Handled

It is important to know whether all codes 
are chargemaster-driven or if Health 
Information Management (HIM) is soft 
coding (assigning the CPT code through 
the encoder on a case-by-case basis) the 

surgical portion of the procedures. This 
information is used in determining how 
to pull the case list and localize where a 
coding error may have occurred.

Step 3—Create Your Case List

The method of identifying specific cases 
to include in the audit may be performed 
in a number of ways depending on the 
sophistication of information systems. 
Some facilities will find it easiest to 
use the Interventional Radiology log of 
patients treated to identify cases. Other 
facilities will find it more expeditious to 
perform a database search using a list of 
Common Procedure Terminology (CPT) 
codes. The caveat when doing a database 
search is that the same case may come up 
multiple times, as multiple CPT codes are 
reported for each case.  

If HIM is assigning the surgical procedure 
codes for these cases, the HIM database 
may be the best source to perform a 
search by CPT code. Usually only surgical 
procedure codes will be coded, so the 
70,000 series of CPT codes should not be 
included if this method is utilized.

Step 4—Identify Cases to be 
Included by Pulling the Bills

Depending on the search method utilized 
in Step 2, further investigation needs to 
be performed to verify whether the case 
should be included. For example, if you 
are doing an audit of only outpatient 
cases and used the Interventional 

Radiology log book to identify cases, you 
will need to verify they were not admitted 
after the procedure. The log book is only 
current up to the time of the case.

If you want to audit outpatient Medicare 
cases only, if the case list isn’t created by 
a search of the billing database, the cases 
on the case list must be investigated to 
verify they meet the auditing criteria. The 
only way the case list can be verified as 
accurate is to review the bill for each case 
on the list.  

The billing information for the case 
should be the first document collected. 
When reviewing Medicare claims, the 
detailed remittance advice for the service 
is the best source of billing information. 
The remittance advice gives you the 
added insight of what wasn’t reimbursed 
separately and why.

Step 5—Pull Other Key Information

Once all the bills have been pulled, 
the other necessary documents can 
be accumulated. While I reference the 
“pulling” of information, pulling includes 
identifying and reviewing the information 
on-line. 

The other three key data items are the 
detail bill showing what was charged by 
the department, the Coding Summary 
showing what was coded by HIM, and 

the transcribed physician report for the 
procedure(s). Once you have this data 
available, you are ready to perform the 
audit.

Step 6—Audit Cases

The key piece of information in the audit 
is the physician report. In more than 90 
percent of facilities, charges are entered 

Graph 2—Interventional Radiology Financial Impact of Case Errors

It is important to 
periodically perform 

an IR billing audit 
to determine that 
all components 
necessary for 

accurate, compliant 
billing of IR work 

correctly.
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prior to the physician’s report being 
completed. In addition, the report is not 
compared to what was charged.

The physician report should be 
scrutinized to determine all separately 
billable CPT codes. The procedures 
documented by the report should be 
compared to the codes billed. If they 
match, the charging and coding process 
is working well. If they don’t match, the 
errors should be documented.

Step 7 - Determine Where the Error 
Occurred

While it would seem that the error had 
to occur either in the Interventional 
Radiology department at the time of 
charging or in HIM at the time of coding, 
you will find it isn’t that easy. Errors occur 
for many other reasons.

The core issue in Interventional Radiology 
charging is that no one ever reconciles 
charges to the physician dictated report. 
Clinical staff charge based on what they 
see the physician performing. They 
do not always know why a procedure 
is performed, which is critical to 
determining whether it is separately 
billable. This disconnect will usually 
result in charging errors. These errors 
are a result of a process that excludes a 
key piece of the information needed for 
accurate billing—the report.

The reason the detail charges and coding 
summary are required for the audit is 
to identify where issues occurred for 
educational opportunities. However, these 
documents quite often uncover process 
issues that no one knows are occurring, 
which result in incorrect bills. Very often 
what went out the door on the bill is quite 
different from what was charged by the 
department and coded by HIM. Let’s 
examine some examples of identification 
of where errors occurred.

Charge Errors

The root causes of some errors are not 
always as simple as they look. If there is 
a wrong code on the bill and it is on the 
detail charge report, it is a charge error. 
However, that doesn’t necessarily mean 
someone charged the incorrect charge 
item. It can be due to an incorrect CPT 
code assigned in the charge description 
master (CDM) or it can be a mapping 
issue between the radiology information 

system (RIS) and the CDM. The RIS is a 
separate system used to manage all the 
activities of a radiology department. It 
has many capabilities that may include 
patient tracking, staff productivity 
monitoring, report generation, order-
entry and charge capture. Charge capture 
is performed through the RIS with each 
charge item in RIS mapped to a service 
code in the CDM. Occasionally the 
mapping isn’t accurate and the correct 
charge item is selected in the RIS, but 
the incorrect CDM line item is charged. 
Review of the mapping between the two 
systems should be conducted at least 
annually.

Charge sheets can also cause errors. 
Many departments do not allocate time 
to update charge sheets. They become 
obsolete but continue to be used. Charge 
sheets should be updated at least once a 
year as CPT codes are revised each year. 
When this is done the old charge sheets 
need to be collected and destroyed so 
they won’t find their way into the system 
thereby creating potential billing errors.

However, it may just be an incorrect 
charge entered in the clinical area. Every 
staff member may be responsible for 
selecting the charges for the cases they 
perform. The complex coding system 
for Interventional Radiology, and the 

multitude of coding rules, make it 
difficult for all of the technologists and 
nurses in the department to stay proficient 
on the how to charge compliantly.  

Coding Errors

If there is an inaccurate surgical code on 
a bill and it is listed on the HIM coding 
summary, it is a coding error. There is a 
much cleaner process for soft coding as 
the report is available and the encoder 
has National Correct Coding Initiative 
(NCCI) edits loaded. It provides guidance 
of what cannot be billed separately. HIM 
needs to determine the appropriateness of 
using a distinct procedure modifier (-59) 
to bypass an NCCI edit.

Other Errors
There are often errors that occur 
after charging and coding have been 
performed. There are several types of 
errors that can occur:

HIM CPT code does not appear 1. 
on the bill—Codes assigned in an 
encoder are programmed to look for 
specific revenue codes on the bill to 
drop next to. If that revenue code 
is not on the bill, the code may not 
drop. The clinical department has 
to charge for the surgical procedure 
so there will be a revenue code 
and charge amount on the bill for 
the HIM code to attach to. If the 
department does not charge, the code 
will not drop. If the code does not 
drop, it does not get billed. 

Charges on the detail bill are not on 2. 
the final claim—Before a claim is 
billed it goes through the facility’s 
“scrubber” software to check for any 
NCCI violations. Often there is not 
a process in place for someone with 
Interventional Radiology coding 
rule knowledge to determine how 
to handle a code being flagged as an 
edit. The distinct procedure modifier 
(-59) is usually not chargemaster 
driven (and shouldn’t be), so 
someone has to assign modifiers later. 
The choice is to attach a -59 modifier 
or to delete the charge. Without 
knowledge of which is correct, the 
safest thing is to delete the charge; 
which is what usually happens.

The old charge sheets need to be collected and destroyed so 
they won’t find their way into the system thereby creating 

potential billing errors.
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There are codes on the bill that neither 3. 
came from the chargemaster or from 
HIM.—Other areas sometimes have 
authority to edit bills. Sometimes 
a nurse auditing department has a 
software system in use that flags every 
diagnostic angiography radiological 
supervision and interpretation code 
to have a corresponding catheter 
placement code. Catheter placements 
may be added, which can turn out to 
be unbundling.

Another way that procedures 
can appear on a bill is by a 
misunderstanding of an instruction. 
The billing office could be asked 
to change a revenue code on a 
particular service when it was billed 
to Medicare. Miscommunication 
may result in adding a charge for 
the service instead of modifying an 
existing charge. Duplicate coding is 
the result.

Surgical codes are duplicated on the 4. 
bill—When CPT codes are hard-
coded in the chargemaster and 
also soft coded by HIM the billing 
system parameters determine how 

codes coming from the two sources 
are handled. The HIM code can 
be ignored, it can overwrite the 
chargemaster-driven code, or it can 
duplicate. In this instance the codes are 
probably coming from both sources. 

Another source of duplicate surgical 
codes that sometimes appears 
is when the radiology staff goes 
to the operating room (OR) to 
do procedures. We normally see 
under-charging in this scenario, 
as they charge fluoroscopy when 
they’ve performed guidance for an 
intervention. However, especially 
in the case of aortic stent graft 
procedures (which are inpatient–only, 
so will not appear in an outpatient 
audit), the Interventional Radiology 
department wants to charge the same 
CPT codes as the radiologist is going 
to bill. Since the surgical procedure 
was performed in the OR, the OR 
is already charging for the surgical 
component. This is double billing.

Summary
There are other reasons why an 
Interventional Radiology bill goes 

out the door incorrectly, but the ones 
discussed in this article are a few of the 
most common. By picking the correct 
cases and following all errors through 
every step of the process, an audit can 
be extremely beneficial. However, the 
audit process is successful only if you 
can put corrective action in place to 
eliminate the errors identified. This 
involves a team effort across many 
departments, but will reward you with 
compliant billing for these complex 
procedures. 
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