
Injection coding is often confusing,
and the complexity of coding and
reimbursement for injections
performed in the office setting is
compounded by coding rules, payor
rules, separate reporting of evalua-
tion and management (e&M)
services, and lack of clear
documentation.

Remember that common injec-
tions administered by orthopaedists
from the musculoskeletal section of
the American Medical Association’s
2009 Current Procedural
Terminology (CPT®) are consid-
ered “surgical” injections. This
means that reimbursement for these
services includes the following:
• any type of local anesthesia,

including hematoma blocks
• the e&M service, if it is not a

significant, separate service

Overview
Table 1 lists the most common
musculoskeletal injections (exclu-
sive of injections for nerve blocks,
epidural injections, and other pain
management procedures). no
global days are associated with
these joint injections/minor proce-
dures. If the injection is the only
surgical procedure performed or if
the patient’s visit occurs outside of
the global period for other surgical
procedures, no modifier is needed
for postoperative services.

If the injection is performed on
the same day that an e&M service
occurs, however, append modifier
25 to the e&M code.

Because injections are consid-
ered surgical procedures, they
require a procedure note. The
procedure note should include a
signed consent, documentation of
the anatomic location, preparation
of the site, local anesthetic adminis-
tration, name and dosage of drug
administered, and patient reaction.
Documentation should also include
all postoperative instructions
related to the minor surgical
procedure.

Reporting E&M
with injections
Do not automatically bill an e&M
with every joint injection. If the
e&M is the significant separate
service, the e&M and the injection
are both reportable. If the e&M is
not the significant service or is not
performed for a separate
problem/diagnosis, however, and
the patient is returning in follow
up, the e&M is most likely not
separately reportable. Many payors
will bundle established patient visits
and minor procedures and include
the e&M in the surgical procedure.

The following scenarios demon-
strate when the e&M should be
reported separately.

Scenario 1: you see a patient at the
request of Dr. Primary Care for
evaluation of right knee pain and
swelling. you evaluate the patient
and aspirate 30 ml from the joint.
The patient returns to Dr. Primary
Care for follow-up care. This
scenario should be coded as
follows:

In this case, the e&M and the
aspiration are separately reportable
because the reason for the visit was
the evaluation and management
service (consultation) and the deci-
sion to perform the aspiration was
made following the e&M service.

Scenario 2: A week later, the
patient returns to have his knee
checked. During the visit, the
patient complains of left ankle pain.
you take a new history, examine
the patient, and aspirate the knee,
obtaining 20 ml of fluid. This
scenario should be coded as
follows:

The e&M service is reported
separately because it is for a sepa-
rate condition and different
anatomic location than the
aspiration.

Scenario 3: What if the patient had
returned to have his knee checked
2 weeks after an initial aspiration
for an effusion? The patient notes
that the knee was swelling again.
you evaluate the patient and find
no significant change in either the
patient’s history or the knee, except
for the return of the swelling. you
do not take any radiographs.

In this scenario, with no signifi-
cant changes in the patient’s condi-
tion and the medical decision to
perform the exact same procedure
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Table 1: Common Musculoskeletal Injections

Anatomic Area 2009 NF** 2009 F* Global
CPT Code Descriptor Injected RVU RVU Days

20526 Injection, therapeutic (eg, local Carpal Tunnel 1.93 1.52 0
anesthetic, corticosteroid), carpal tunnel

20550 Injection(s); single tendon sheath, Tendon Sheath 1.49 1.11 0
or ligament, aponeurosis
(eg, plantar “fascia”)

20551 Injection(s); single tendon origin/insertion Tendon Sheath 1.47 1.13 0
20552 Injection(s); single or multiple trigger Muscle 1.33 0.95 0

point(s), one or two muscle(s)
20553 Injection(s); single or multiple trigger point(s) Muscle 1.48 1.05 0

three or more muscle(s)
20600 Arthrocentesis, aspiration and/or injection; Joint/Bursa 1.40 1.06 0

small joint or bursa (eg, fingers, toes)
20605 Arthrocentesis, aspiration and/or injection; Joint/Bursa 1.50 1.10 0

intermediate joint or bursa (eg,
temporomandibular, acromioclavicular, wrist,
elbow or ankle, olecranon bursa)

20610 Arthrocentesis, aspiration and/or injection; Joint/Bursa 1.94 1.32 0
major joint or bursa (eg, shoulder, hip,
knee joint, subacromial bursa)

20612 Aspiration and/or injection of ganglion Ganglion Cyst 1.50 1.14 0
cyst(s) any location

*Transitional Facility RVUs; **Transitional Non-Facility RVUs See CODINg, page 30

CPT/
Modifier Description Diagnosis
9920x-25 new patient knee pain

visit

20610 Aspiration, effusion,
joint, major joint

CPT/
Modifier Description Diagnosis
9921x-25 established Ankle pain

patient visit

20610 Aspiration, effusion,
joint, major joint
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