
Spread and share change: 
1. Extend to other procedural specialties 

including Urology, Orthopaedics and 
Obstetrics/Gynaecology, Endoscopy  

2. Promulgate via CEC further afield. 
 
 

 
 

 
 
 

Breaking Upcoding Rates of Proceduralists 
(BURP project) 

Background 
VMO Surgeons in a Peer Group B1 public 
networked hospital are remunerated on a Fee 
for Service (FFS) model and make claims of 
the codes for the services they perform on 
public patients for subsequent reimbursement 
by V-money (state funds). 
Surgical interventions are coded using one or 
more Medical Benefits Schedule (MBS) 
procedure codes costed at 100, 110 or 120% 
of the MBS fee (depending on time of day) 
and calculated using the Multiple Procedure 
Rule (MPR) 100%, 50% and 25% subsequent. 
The practice of upcoding involves surgeons 
listing supplemental procedure codes to the 
primary procedure. Upcoding is not improper 
especially if the procedure is consented for 
prior to surgery, or it is performed as defined in 
the MBS with proper indication, and is 
adequately documented. At other times it is 
questionable and may be a form of over-
servicing if the procedure was not performed 
as defined or criteria for presence of the 
pathology were not met.  
Unofficial reports from nursing staff and other 
surgeons suggest that some surgeons upcode 
certain interventions at a rate significantly 
greater than their peers (“high range 
upcoders”). 
 
 

 
 
 

Aim Statement 
Within 9 months of a planned intervention the 
coding practices of high range upcoders will 
have aligned with those of their peers. 
 
 
 Problem identified 
Within the Department of General Surgery 
there is wide variation in the supplemental or 
indicator codes included in claims for 30445 
(Laparoscopic cholecystectomy “LC”). For this 
project the indicator codes are 30393 
(Laparoscopic division of adhesions in 
association with another intra-abdominal 
procedure where the time taken to divide the 
adhesions exceeds 45 minutes “LOA”) and 
30621 (Umbilical, epigastric or linea alba 
hernia, repair of, in a person 10 years of age or 
over “RUH”). Initial audit of indicator coding 
showed a range of claims for LOA of 0 to 46% 
and RUH of 0 to 33%. It is likely that these 
ranges reflect differences in coding practices 
rather than different incidences in pathology. 

Changes made 
1. Diagnosis: Compare procedure coding 

before and after an appropriate coding 
discussion both as a group and 
individually. Question: “is this reasonable?” 

2. Intervention: Surgeons are informed of 
the existence of unwarranted coding 
variation. Correct coding practices are 
agreed to. The nine months after the 
intervention coding will be re-audited. 

3. Upcoding practices: Upcoding expected 
to fall in line with the agreed principles. 

4. Departmental discussion: After a repeat 
audit in 12 months, payment to recalcitrant 
surgeons of undocumented upcoded 
procedures will be denied. 
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Surgeon rationale for upcoding includes: 
1. “I was taught to code this way”. 
2. Purported increased hospital 

reimbursement. 
3. Adding 30393/LOA a surrogate code for 

increased degree of difficulty. 
 
 
 

 
 

 
 
 

National Standard 
Procedure coding for operations performed 
follows MBS rules but in the V-money work 
flow is not subject to the same (electronic) 
scrutiny it would be if submitted to Medicare.  

 
 

 
 

 
 
 

Results (Fig. 1) 
1. 13 general surgeons were active 

throughout the 47 week study period and 
performed 2036 LCs as a primary 
procedure. 

2. Review of coding practices across the 13 
surgeons suggested that upcoding of either 
of the two indicator procedures of up to 
12% of their LC case volume was within 
the expected range. 

3. 5 surgeons (9,10,11,12,13) were identified 
at initial audit of the prior 38 months to 
exhibit excessive upcoding behaviour 
involving one or both of the indicator 
codes. All have high surgical case volume.  

4. Surgeons 9, 10 and 12 abruptly 
discontinued excessive upcoding after the 
intervention. 

5. Surgeon 11, a recent VMO appointee in 
the department and the highest volume 
surgeon across all procedures showed a 
modest decrease. 
 

Fig.1 
 

 
 
 
 

Results (cont’d) 
6. Surgeon 13, the most recently 

appointed in the Department with the 
second highest surgical volume 
exhibited no significant change in 
upcoding behaviour. 

7. Surgeons 2, 3 and 7 (the project 
author) increased upcoding after the 
intervention to the upper limit of the 
acceptable range but are 
intermediate volume surgeons and 
the numbers are small. 

8. Surgeon 8 exceeded the expected 
range for RUH prior to the 
intervention and was below range 
afterwards. As an intermediate 
volume surgeon this is of uncertain 
significance. 

Outcome: Goals were reached in 3 of 5 
high range upcoders, reached partially in 
one and unattained in one. 
$ savings: the mean claim per case in the 
high range (and high volume) upcoding 
surgeon group was $906 prior to 
intervention and $869 thereafter. 
Annual claims for 512 Laparoscopic 
cholecystectomies totalled $ 453,876 prior 
to intervention and project to $440,880 
thereafter, a modest savings of $13,000. 
 

 
 

 
 
 

Sustainment of change: 
1. Annual audit. 
2. Extension to other high volume 

procedures. 
3. Inclusion in coding workshops. 
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