Coding Quiz

1. This abbreviation that refers to a resection of the prostate by using a scope passed through the urethra is called?

a. TURP

b. TURBT

c. BPH

d. UPJ

2. The word part for drooping, sagging, prolapse is:

a. Lysis

b. Tripsy

c. Ptosis

d. Uria

3. The term cystocele is defined as a(n):

a. Stone in bladder

b. Drooping of the bladder

c. Protrusion of the bladder

d. Inflammation of the bladder

4. The first portion of the small intestine is:

a. Jejunum

b. Ileum

c. Duodenum

d. Cecum

5. This is the area behind the cornea:

a. Anterior chamber

b. Choiroid layer

c. Ciliary body

d. Fundus

6. The ICD-9CM code for a four week old female with obstructive apnea

a. 770.8

b. 770.82

c. 769

d. 770.83

7. Mrs. Freeman is a 56 year old white female admitted for multiple problems.  Physician examined her in the ICU.  She has fluid overload with acute renal failure and was started on ultrafiltration by the nephrologists on duty.  She also has an abnormal chest x ray.  She has pre existing DM type 2 and sepsis.  She is now sedated and on a ventilator because of respiratory failure.  Code the diagnoses only:

a. 782.3, 585, 792, 250.40,039.9,  518.81

b. 789.5, 584.7, 793.1, 250.4, 039.9, 518.81

c. 276.5, 587, 793.1, 250.00, 038.9, 518.81, 99223

d. 276.6, 584.9, 793.1,250.00, 038.9, 518.81

8. What is the HCPCS modifier for great toe of the right foot?

a. T1

b. T3

c. T4

d. T5

9. Patient seen at the ASC for a follow up rigid cystoscopy due to recent bladder cancer.  Please code the facility fee and appropriate ICD-9CM code.

_______________________

10. Physician performed blepharoplasties.  On what body site would these be?

a. Cornea

b. Retina

c. Anterior chamber

d. Eyelid

11. What is the name of the shaft of a long bone?

a. Diaphysis

b. Epiphysis

c. Perineum

d. Periosteum

12. What is the ICD-9CM code for sarcoidosis with cardiomyopathy?

a. 135, 517.8

b. 135, 428.8

c. 425.8, 135

d. 135, 425.8, V71.7

13. Fill in the blank with the appropriate ICD-9CM code(s) for facet syndrome.

a. ____________________

14. Fill in the blank with the appropriate ICD-9CM code(S) for a patient with NIDDM with proliferative diabetic retinopathy.

a. ____________________

OPERATIVE NOTE
PREOPERATIVE DIAGNOSIS:

Left hydronephrosis

POSTOPERATIVE DIAGNOSIS:

Left hydronephrosis

ANESTHESIA:




Conscious sedation.

INDICATIONS FOR SURGERY:

This is a 79-year old woman with recently found asymptomatic left hydronephrosis.  The treatment alternatives, indications for the planned procedure and risks were discussed with her in detail and an informed consent was obtained.

RADIOLOGIC FINDINGS:

Left retrograde pyelogram was performed.  The left ureter was normal in the pelvis.  In the upper ureter it was medially deviated but had no filling defect.  As the ureter met the renal pelvis, there was some tortuosity and an apparent narrow area that appeared to be consistent with a vascular crossing.  There was marked dialation of the renal pelvis and collecting system.  The upper colon infundibulum was long and narrow and dialated.  No filling defects were seen.

PROCEDURE:
The patient was brought to the operating room where intravenous conscience sedation was administered.  She was placed in the lithotomoy position and prepped and draped in the usual fashion for cystoscopy.  Cystoscopy showed a normal bladder and urethra.  The uretheral orifices were of normal size, shape and location.  A 6 French open ended catheter was passed into the distal left ureter and left retrograde pyelogram was performed as discussed above.  Multiple oblique views were taken to define the anatomy.  At the end of the procedure, a decision was made that no stent would be placed and that I would discuss the findings with her as an outpatient.  She was taken to the recovery area in good condition. 

Code Facility :_____________________________________

Operative Note

Preoperative Diagnosis:  Nuclear sclerotic and posterior sub capsular cataract, right eye;
Postoperative Diagnosis:  Same
Anesthesia:  Local with MAC
Operative Procedure:  The patient had preoperative instillation of dilating eye drops and 1% Xylocaine Jelly was placed in the superior temporal conjunctiva.  Following this, the patient was placed in a supine position and the operative eye was prepped and draped in a sterile ophthalmic fashion.  An eyelid speculum was placed.  A conjunctival peritomy was performed between 11:30 o’clock and 12:30 o’clock positon 2mm superior to the limbus.  Xylocaine 1%, preservative free, 0.2cc was instilled subtenon’s superiorly with a cannula.  Bleeding was controlled with wetfield cautery.  A scleral tunnel was fashioned starting 2.5mm superior to the limbus and 5.0mm in width and carried forward into clear cornea with a crescent blade.  A 2 o’clock and 10 o’clock peripheral corneal paracentesis were made with a diamond blade.  Preservative free Lidocaine, .2cc was placed into the anterior chamber.  A 360 degree continuous circular anterior capsulorrhexis was performed using a bend 23ga needle under the protection of BSS.  Hydrodissection of the capsule and cortex was done with BSS.  The anterior chamber was entered with a 3mm keratome.  Phacoemulsification of the nucleus was then accomplished.  It was extremely dense and difficult to free up from the epinucleus.  The remaining cortex was removed with the irrigation-aspriation tip.  The scleral tunnel was enlarged to 5mm with a keratome.   A posterior chamber lends made by Bausch & Lomb, model __________, with a power of ____ diopter was then placed into the capsular bag under the protection of BSS, via an anterior chamber maintainer.  The lens haptics were enclosed within the bad and the lens was well-centered.  The wound was noted to seal watertight to firm external pressure.  No sutures were used.  The conjunctival flap was placed back into position.  Tobradex drops were instilled on the eye postoperatively.  No eye patch or eye shield was placed.  The patient was taken to the recovery room awake and alert.
Prognosis:  Immediate and remote good
Specimen sent to lab:   None
Complications:  None
Code Facility :_____________________________________

Operative Note
Post operative diagnosis:  
DEGENERATION, CERVICAL DISC

DERANGEMENT CERVICAL  FACET JOINT

MYOFASCIAL PAIN

Procedure:  facet block, fluoroscopic guidance

Consent:  A PARQ conference was held with the patient and written informed consent was signed prior to the procedure or administration of sedation.

Position: The patient was placed in the prone position.

Sedation:  conscious  fentanyl 100 mcg midazolam 1mg.  Dedicated nurse monitoring was used throughout the procedure with continuous monitoring of oxygen saturation and heart rate and intermittent monitoring of mental status and blood pressure.

Details of Procedure:  The patient was prepared and draped in the usual sterile fashion.  After skin infiltration with lidocaine 1%, under careful fluoroscopic control, a 25ga needle was directed to the levels listed.

Level:
  C23
Side:  left
Target:  median branch
Aspiration:  negative
Local Anesthetic:  marcaine, .75% 1.0ml
Steroid:  Depomedrol 5mg, fentanyl 12mcg
Level: C34
Side: Left
Target:  median branch
Aspiration: negative
Local Anesthetic:  marcaine, .75% 1.0ml
Steriod: Depomedrol 5mg, fentanyl 12mcg
Level:  C45
Side: left

Target:  median branch

Aspiration:  negative

Local Anesthetic:  marcaine, .75% 1.0ml

Steroid:  Depomedrol 5mg, fentanyl 12mcg

Impression:
Needle placement forleft C34 and C45 median branch facet block
Plan:  Repeat injection if the patient has significant but incomplete pain relief.  Follow up in my office for continued myofascial work
Complications:  none
Status:  meets discharge criteria
Patient education:  post-procedure care, follow up instructions
Disposition:  telephone-follow up

Code Facility :_____________________________________

OPERATIVE NOTE
PREOPERATIVE DIAGNOSIS:
Hematuria
POSTOPERATIVE DIAGNOSIS:  Bladder tumor   (assume path report says benign)
BRIEF HISTORY:  

The patient is a 48-year old man who was evaluated for hematuria.  A CT scan demonstrated a filling defect and possible lesion at the left ureteral pelvic junction.

DESCRIPTION OF PROCEDURE:

The patient was taken to the operating room and after placement of adequate general anesthesia the patient was placed in the dorsal lithotomy position.  The genitalia was prepped and draped in the sterile fashion.  The urethra was cannulated with a 23 French ACMI cystoscope and this was passed under direct vision into the patient’s bladder.  The patient was found to have both edema and probable left-sided bladder tumor extending into the posterior wall of the left bladder.  Using an open-ended catheter, a left retrograde pyelogram was obtained demonstrating left ureterectasis and a left ureteral pelvic junction obstruction.  A 0.035 mm guide wire was then passed under fluoroscopic guidance to the left kidney.  The ureter was dialated using a Nottingham dialator and using the DUR8 flexible ureteroscope, the patient underwent ureteroscopy.  The patient was found to have a small kink in the ureter at the left ureter pelvic junction, but no lesions were noted.  The ureteroscope was removed and the patient’s bladder tumor (3 cm) was resected using the 26 French ACMI resectoscope.  The periphery of the tumor was then cauterized.  The patient was taken to the recovery room in good condition.

Code Facility :_____________________________________

Procedure Note

CLINICAL INDICATIONS:

The patient presents with chronic pyrosis.

POSTPROCEDURE DIAGNOSES:
1.  Extensive ulceration of the esophagus between the 27 and 33 cm level with possible Barrett’s esophagus.

2.   5 cm hiatal hernia

MEDICATIONS:



Fentanyl 100 mcg IV; Versed 4 mg IV.

Continuous pulse oximetry was monitored.  The O2 saturation remained above 95% throughout the procedure.  Vital signs remained stable throughout the procedure.
DESCRIPTION:

Informed consent was obtained prior to the procedure.  The patient was placed in a left lateral Sims position.  The Olympus GIF Q160 flexible fiberoptic videoendoscope was passed into the esophagus without difficulty.  The esophageal mucosa appeared normal up to the 28 cm level where erythema, ulcerations, erosions were noted and possible Barrett’s esophagus.  The ulcerations extended to the lower esophageal sphincter pinch area at the 33 cm level, and at that point, the ulcers were confluent.  Multiple biopsies were taken.  The stomach was entered.  Retroversion was performed.  The patient was noted to have a 5 cm hiatal hernia.  The gastric fundus, cardia, body, antrum and pylorus appeared normal.  The duodenal bulb and the second portion of the duodenum appeared normal.  The scope was withdrawn.  The air was removed from the stomach.  There was good hemostasis to the biopsy sites.  Estimated blood loss was less than 5 ml.  Complications:  none.
PLAN:

The patient will follow up with me in a week for results.  She may need to have surveillance upper endoscopy.  She is to take the Aciphex 20 mg b.i.d.

Code Facility :_____________________________________

Operative and Post Operative Note

CHIEF COMPLAINT:
low back pain
DIAGNOSIS:


Sacroiliac pain, lumbar radiculopathy 
PROCEDURE:

Right Sacroiliac joint injection




Fluoroscopic guidance





I.V. sedation

CONSENT:
Informed consent was obtained prior to the procedure.  The patient was given the opportunity to ask questions regarding the procedure and its associated risks.  The patient was informed that with any injection procedure there is a risk of bleeding.  If a bleeding complication does occur, however it is unlikely (less than 1% chance) that a transfusion of blood products would be necessary.  Pheumothorax (collapsed lung) can occur but is rare.  The patient was informed of the potential for nerve root injury, which can lead to permanent pain and/or weakness, and the laceration of the spinal dura, which can lead to prolonged spinal headaches.  The patient was aware that infections can occur after injection procedures.  If the infection does occur it will require hospitalization and potentially surgery, and could lead to epidural abscess with paralysis or even death.  The patient was informed that an antibiotic would be added to the contrast injected into the disc, in an effort to avoid infection.  The patient understands that some patients will have a severe flare-up in their pain for a few days after an injection procedure.  In some individuals this increase in pain can last longer, or in rare cases even be permanent.  Additionally, the patient understands that we may be injecting a variety of substances into the spine for diagnostic and/or therapeutic purposes.  These substances include, but are not limited to, local anesthetics, corticosteroids, contrast agents, and antibiotics.  Although unusual, adverse reactions to these medications can occur, including allergic reactions and temporary seizures.  If corticosteroids are used there is a risk of hyperglycemia (increased blood sugar) and aseptic necrosis of the hip.

ANESTHESIA:  Prior to and during the procedure, the patient was monitored with pulse oximetry and blood pressure cuff.  Supplemental oxygen was administered by nasal cannula.  Intravenous anesthesia with fentanyl and midazolam in order to decrease the insertional pain and anxiety.  At the time of injection the patient was awake, alert, and responding appropriately.  The patient tolerated the procedure well, and oxygenation, blood pressure, and pulse rate were maintained within normal limits during the procedure.  The patient was awake and alert on leaving the surgery suite.
DESCRIPTION OF PROCEDURE:
The back was prepped and draped in a sterile fashion with betadine.

1. Fluoroscopic examination of the spine.

Prior to injection procedures, a fluoroscopic examination of the spine was performed to confirm bony anatomy and determine appropriate site for needle placement.
2. NEEDLE PLACEMENT.

The skin and subcutaneous tissues were anesthetized with 1% buffered lidocaine.

A 22 gauge spinal needle was then advanced to the right sacroiliac join in an oblique view using constant fluoroscopic guidance.  Aspiration was negative for blood.
3. SACRILIAC JOINT ARTHROGRAM:

2cc of contrast was then injected and noted to flow throughout the sacroiliac joint without evidence of leakage out either the superior or inferior pole.
4. STERIOD INJECTION

A 3cc solution containing 40 milligrams of Depo-medrol mixed with 2cc of 2%lidocaine, was then injected into the joint.
5. Post operative evaluation:

Post operatively vital signed were stable and the patient was discharged to home with post operative instructions to follow up by phone in two days and the clinic on a prn basis.

Code Facility :_____________________________________

PROCEDURE NOTE
CLINICAL INDICATIONS:



The patient presents for a screening for colon cancer.
PREPROCEDURE DIAGNOSIS:


1.   Screening for colon cancer.

2. Family history of colon cancer.

POSTPROCEDURE DIAGNOSES:   1.   1 cm sessile hepatic flexure polyp. (assume path   report states as benign)
2. A diminutive rectal polyp. (assume path report states as benign).
MEDICATIONS:




Fentanyl 100 mcg IV; Versed 1 mg IV.
Continuous pulse oximetry were monitored.  The O2 saturation remained above 95% throughout the procedure.  Vital signs remained stable throughout the procedure.
DESCRIPTION:

Informed consent was obtained prior to the procedure.  The patient was placed in a left lateral Sims position.  Digital examination was unremarkable.  There was a 2 mm nodule in the median lobe of the prostate that felt benign.  Sphincter tone was good.  The Olympus PCF160 was passed into the rectum.  Retroversion revealed no abnormalities.  The rectal mucosa appeared normal.  The prep was excellent.  There was a diminutive polyp in the mid rectum.   This was removed with cold biopsy forceps.  The colonscope was advanced to the perminal ileum.  In the hepatic flexure, there was a 6 mm sessile polyp.  This was removed with cold snare plypectomy and retrieved.  No other abnormalities were seen.  The air was removed from the colon upon withdrawal of the scope.  The patient tolerated the procedure well.  No complications were noted.  Estimated blood loss was less than 5 ml.
PLAN:
The patient will follow-up with me in a week for results.  Surveillance for colon cancer to be repeated in three years.
Code Facility :_____________________________________

OPERATIVE NOTE
PREOPERATIVE DIAGNOSIS:


Medial meniscus tear, right knee.
POSTOPERATIVE DIANGOSES:

1.   Medial meniscus tear, right knee.

2. Chondromalacia of the patella and the medial      femoral condyle.

OPERATION:




1.   Arthroscopy, right knee
2. Parial right medial meniscectomy.

3. Chondroplasty of the patella and medial femoral condyle.
ANESTHESIA:




General.
TOURNIQUET TIME:



30 minutes
INDICATIONS:

This is a 53 year old male who sustained an injury to his right knee while playing softball in August of 2004.  This was a twisting injury.  He was also officiating in wrestling and had pain more toward the medial aspect of the knee.  The pain persisted with twisting maneuvers.  His symptoms were suggestive of a medial meniscus tear of the right knee.  He was brought up for arthroscopy.
PROCEDURE:

After adequate preop medication, the patient was brought to the operative suite where he was placed under general anesthetic.  LMA was placed.  The patient’s right leg was then prepped and draped sterilely.  It was exsanguinated.  The tourniquet was inflated to 350 mmHg for a total tourniquet time of approximately 30 minutes.
The trocar was place superior medially in the knee.  Anteromedial and anterolateral stab wounds were made.  The arthroscope was placed in the anterolateral portal and connected to the video/video arthroscopy.  The arthroscope was placed through the suprapatellar pouch under the patella, where there were some grade 2 chondromalacia changes in the midportion of the patella.  A chondroplasty was performed with a 50 degree angle ArthriCare wand.  The arthroscope was then placed on the medial femoral condyle into the medial compartment where some grade 2 and areas of grade 3 chondromalacia changes were noted of the medial femoral condyle.  In addition, there was a small flap tear, as well as some degenerative tearing of the posterior horn of the medial meniscus.  Using a combination of basket forceps, full rays resector and 50 degree angle ArthriCare wand, a partial medial menisectomy was performed.  In addition, chrondroplasty was performed of the medial femoral condyle.  The arthroscope was then placed on the intracondylar nortch of the anterior cruciate ligament.  It was identified, probed, stresses and was normal.  It was then placed in the lateral compartment where the lateral femoral condyle and lateral tibial plateau were normal.  The lateral meniscus was normal.
Operative Notes Page 2

The knee was then thoroughly irrigated.  The arthroscope was removed as was the cannula that was placed supermediallly in the knee.  The portals were approximated with 3-0 nylon suture.  The knee was injected with 1 cc of Celestone and approximately 9 cc of 0.25% Marcaine eith epinephrine.  The knee was then dresses with 4x4’s, sterile Webril, and an Ace wrap applied, and the patient taken fron the operative suite to the recovery room in satisfactory condition with stable vital signs.

Code Facility :_____________________________________

Operative Note
HISTORY OF PRESENT ILLNESS:


The patient is an 8-year-old female with chronic bilateral otitis media with effusion with documented conductive hearing loss.
PREOPERATIVE DIAGNOSIS:

Chronic serous otitis media

OSTOPERATIVE DIAGNOSIS:

Chronic serous otitis media
ANESTHESIA:



General mask.
FINDINGS:
There was thick mucoid fluid in the right middle ear and thin serous fluid in the left middle ear.
DESCRIPTION OF PROCEDURE:

The patient was taken to the operating room and placed on the operating table in the supine position.  After routine induction of general anesthesia by mask, attention was turned to the right ear which was cleaned of cerumen with a curette.  A radial myringotomy was made anterior to the umbo.  A moderate amount of mucoid fluid was suctioned from the middle ear.  A 1 mm white Teflon Sheehy bobbin tube was placed through the myringotomy and the external auditory canal was filled with Ciprodex drops.
Attention was turned to the left ear there an identical procedure was undertaken.  The external auditory canals were plugged with cotton balls.  The patient tolerated the procedure well.  She was allowed to awaken from anesthesia and was taken to the recovery room in good condition.

Code Facility :_____________________________________

OPERATIVE NOTE
PREOPERATIVE DIAGNOSIS:
Right shoulder AC joint arthritis and impingement with rotator cuff tear.
POSTOPERATIVE DIAGNOSIS:
Right shoulder AC joint arthritis and impingement with rotator cuff tear.
ANESTHESIA:




General with supplemental interscalene block
PROCEDURE:
The patient was prepped and draped in the usual sterile manner after induction of satisfactory general anesthetic.  Preoperative antibiotics (1 gm of Ancef) was given.  The shoulder joint was distended from a posterior aspect with a ringers lactate solution.  A posterior portal was made.  The arthroscope entered the glenohumeral joint.  An additional anterior portal was made.  A shaver was placed in the anterior portal for debridement and visualization.  Inspection of the joint demonstrated minimal defenerative changes at the glenohumeral articulation.  The glenolabrum was intact.  There were no loose bodies noted.  The biceps tendon had minor fraying, but was intact.  There was noted to be a tear of the rotator cuff with the ends of the cuff retracted medially.

The arthroscope was then retracted and instered more superiorly in the subacromial space.  An additional lateral portal was made.  The shaver was placed in the lateral portal and synovial tissue debrided for improved visualization.  A combination of the shaver and vapor unit were used for further debridement and removal of periosteal tissue off the undersurface of the acromion and the permanent articulation.  There was noted to be prominence of the inferior aspect of the clavicle as articulation.  Mild increased prominence of the under surface of the acromion toward the anterior lateral aspect was also noted.  The rotator cuff tear was again visualized.  It was noted to retract medially and pulled away from the bone.  Utilizing a combination of the bur and then shaver, an acromioplasty was performed.  More bone was taken from the anterior aspect and tapered posteriorly.  The arthroscope was also placed in the lateral portal and the bur posteriorly for improved access and visualization.  With the arthroscope laterally, the operative instruments were placed at the anterior portal and approximately 1 cm of distal clavicle resected.  Intraoperative photos were obtained during the procedure.
Operative Notes page 2
It was elected to perform a mini open rotator cuff repair.  The arthroscopic instruments were removed.  An approximately 3cm incision was made from the anterior aspect of the lateral acromion with care to subcutaneous tissue.  The deltoid muscle was entered longitudinally in its fibers and deep retractors placed.  The cuff tear was apparent.  Again it was noted to be retracted medially.  There was only very minimal soft tissue remaining attached to the humeral head laterally.  The area of proposed attachment was roughened with bur and rasp.  Sutures were placed in the medial cuff tissue with the aid of Express sew needle.  A nonabsorbable ankle suture was placed in reason of the proposed attachment.  This had two separate #2 sutures attached to this.  Those sutures were passed to the cuff tissue medially.  Additional #2 sutures were then placed from the posterior aspect of the cuff tear to the remnant of lateral cuff tissue.   These sutures were then all tied down superiorly and satisfactory repair was felt to be achieved.  0.5% Marcaine was injected to the glenohumeral and subacromial space for additional postoperative pain relieft.  The arthroscopic portal was closed with simple sutures of 4-0 nylon.  The deltoid fascia was closed with a running suture of 2-0 Vicryl, subcutaneous tissue and the “mini open” wounds cloes with 2-0 Vicryl.  The skin in this would was closed with running subcuticular suture of 4-0 Monocryl.  There were reinforced with Benzoin and steri strips.  A compression gauze dressing and sling were applied.  There were no complications.  The patient tolerated the procedure well and transferred to the recovery room in stable condition.
Code Facility :_____________________________________

PROCEDURE NOTE

CLINICAL INDICATIONS:
The patient presents with dysphagia.  She is deemed to be an appropriate candidate for EGD and dilation.

PREPROCEDURE DIAGNOSIS:
Dysphagia
POSTPROCEDURE DIANOSIS:
1.  No evidence of esophageal stricture.

2. Paraesophageal hernia and hiatal hernia.

3. Antral erosion of small ulceration.
MEDICATIONS:
Fentanyl 100 mcg IV; Versed 2 mg IV.

Continuous pulse oximetry was monitored.  The O2 saturations remained above 95% throughout the procedure.  Vital signs remained stable throughout the procedure.
DESCRIPTION:
Informed consent was obtained prior to the procedure.  The patient was placed in a left lateral Sims position. The Olympus GIFQ160 flexible fiberoptic videoendoscope was passed into the esophagus.  Esophageal dysmotility was seen.  There were no erosions, ulcerations, obstruction or stricture.  The Z-line was at 40 cm.  The stomach was entered.  Retroversion revealed that presence of a hiatal hernia as well as a paraesophageal hernia.  The gastric body appeared normal.  The antrum showed erosion and a small ulceration measuring about 2-3mm.  Multiple biopsies were taken.  The pylorus appeared normal.  The duodenal bulb and the second portion of the duodenum appeared normal.  The scope was withdrawn.  Air was removed from the stomach.  I passed the 32, 36, 40, 44, 50 and 54 French Maloney dilator without resistance.  There was no blood on the dilator.  The procedure was terminated.  The patient tolerated the procedure well.  No complications were noted.  Estimated blood loss less than 5 ml.
Code Facility :_____________________________________

