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Introduction 

Gastroenterologists increasingly perform advanced, device-enabled, and endosurgical procedures that evolve 
faster than the CPT code set can be updated. As a result, there are situations where no existing CPT code 
accurately captures the route, technique, or intensity of the service being delivered. In these cases, using an 
unlisted code is not a last-resort workaround, but the correct, compliant mechanism to describe the work 
performed, support medical necessity, and negotiate appropriate payment with payers. A thoughtful 
unlisted-code strategy—grounded in careful code selection, well-chosen comparator codes, robust 
documentation, and proactive payer communication—allows GI practices to report innovative care accurately 
while preserving coding integrity and laying the groundwork for future dedicated CPT codes. 

What is an unlisted code? 

Unlisted codes are Category I CPT codes that serve as catch-all options when a specific descriptor does not 
exist. They: 

• Typically end in “89” or “99” (e.g., 43499, 45399, 48999). 

• Do not describe a defined procedure or have assigned RVUs or a standard fee schedule amount. 

• Are intended to capture new techniques, device-enabled procedures, or unique/complex services not 
otherwise described in CPT. 

When should an unlisted code be used? 

An unlisted code should be reported only when no existing CPT code accurately describes the overall 
procedure. This includes situations where: 

• The procedure uses a novel route, technique, or technology not reflected in any current code. 

• The “closest” specific code would misrepresent the work, approach, or risk profile. 

Even if a code appears “similar,” if it does not fully and accurately capture the service, an unlisted code is 
the appropriate choice. The guiding principle is: if you would have to substantially bend the clinical reality 
to fit into a specific code, you should use an unlisted code instead. 

GI example: G-POEM (gastric per-oral endoscopic myotomy) 

A contemporary, high-impact example is G-POEM for refractory gastroparesis: 

• The endoscopist performs a per-oral endoscopic myotomy of the pylorus: creating a submucosal 
tunnel in the gastric antrum and cutting the pyloric muscle to improve gastric emptying. 

• Existing CPT codes for endoscopic dilation, botulinum toxin injection, or standard pyloroplasty 
do not describe this submucosal tunneling and full-thickness pyloromyotomy technique. 

• Open or laparoscopic pyloroplasty codes reflect a different surgical approach and cannot be applied 
directly to an endoluminal myotomy without misrepresentation. 

In this setting, the most accurate coding is: 

43999 – Unlisted procedure, stomach for G-POEM. 

Using a conventional EGD, dilation, or surgical pyloroplasty code would either understate the work or 
mischaracterize the technique and approach. Reporting 43999 with a carefully chosen comparator respects 
both the clinical complexity and CPT compliance 



ASGE UNLISTED CODE TOOLKIT  3 | P a g e  

How should an unlisted code be reported? 

Because unlisted codes have no inherent descriptor or payment amount, successful reporting requires 
deliberate planning. 

1. Confirm payer‑specific billing instructions 

• Review each payer’s policy regarding unlisted codes. 
• Determine whether submissions must include a separate cover letter, specific claim‑form fields, or 

electronic attachments. 
• Clarify any pre‑service review requirements and how to reference supporting documents. 

2. Seek prior authorization when feasible 

• For many unlisted services—especially high‑cost or emerging procedures like G‑POEM—prior 
authorization is strongly recommended: 

• Confirm that the payer agrees 43999 is the appropriate unlisted code for G‑POEM. 
• Provide a concise clinical summary: refractory gastroparesis, failure of medical and prior endoscopic 

therapy, planned G‑POEM technique. 
• Share your proposed comparator code (e.g., a laparoscopic or open pyloroplasty code) and anticipated 

fee range based on relative complexity and time. 

3. Select and justify a comparator code 

• The comparator code is central to establishing a fair payment level: 
• Choose a CPT code with similar time, intensity, and risk, such as a surgical pyloroplasty code that 

reflects comparable operative complexity and post‑procedure management. 
• In your supporting documentation, explain: 
• How G‑POEM is similar to the comparator (indication, degree of myotomy, risk of 

bleeding/perforation, need for anesthesia and post‑procedural monitoring). 
• How it is different (endoluminal submucosal tunneling, lack of external incision, specific device and 

energy use, endoscopic closure). 
• If G‑POEM is more time‑consuming or technically complex in your hands, clearly articulate those 

differences (longer procedure time, need for advanced endoscopic expertise, specialized equipment), 
and specify that you are requesting a payment level at or above the comparator. 

4. Provide comprehensive, targeted documentation 

Strong documentation can significantly improve the likelihood and speed of payment. For G‑POEM under 
43999, you should be prepared to submit: 

• A detailed operative report that includes: 
• Clinical indication and failure of prior conventional therapies. 
• Step‑by‑step description of the G‑POEM (mucosal incision, submucosal tunneling, pyloric myotomy, 

closure). 
• Devices, disposables, and closure methods used. 
• Total procedure time, technical challenges, and any intra‑procedural complication management. 
• Relevant pre‑ and post‑procedure data (e.g., gastric emptying study results, symptom scores) if 

requested. 
• Literature references and society statements supporting G‑POEM as an accepted option for refractory 

gastroparesis. 
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Because these claims almost always undergo manual review, expect longer adjudication timelines. As 
payers become more familiar with GPOEM under 43999 and see consistent documentation and 
requested fees, processing may become faster and more predictable. 

Other coding rules and pitfalls 

Two general principles are especially important when using unlisted codes in GI: 

Modifier use 

• Modifiers generally should not be appended to unlisted codes. Modifiers describe how a clearly 
defined service has been altered; since unlisted codes lack specific descriptors, applying modifiers is 
usually considered inappropriate. 

Multiple procedures and sites 

o When multiple related components of one innovative procedure (e.g., the various steps of 
G-POEM) are performed on the same anatomical site, report the unlisted code once, 
supported by documentation describing all components. 

o If a similar unlisted procedure is performed on different anatomical sites during the same 
session, you may report the appropriate unlisted code for each site, with separate, clearly 
labeled descriptions. 

 

Gastroenterological Unlisted Codes 

An example list of gastroenterological unlisted codes: 

CPT Code Descriptor 

43499 Unlisted procedure, esophagus 

43999  Unlisted procedure, stomach 

44799  Unlisted px small intestine 

44899  Unlisted procedure, Meckel's diverticulum and the mesentery 

45399  Unlisted procedure, colon 

45999  Unlisted procedure, rectum 

46999  Unlisted procedure, anus 

47399  Unlisted procedure, liver 

47999  Unlisted procedure, biliary tract 

48999  Unlisted procedure, pancreas  

91299 Unlisted diagnostic gastroenterology procedure 
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Practical GI strategy for unlisted codes 

For gastroenterologists, unlisted codes are essential to accurately capture cutting‑edge interventions such as: 

• G‑POEM for refractory gastroparesis. 
• Novel endoscopic bariatric therapies (before dedicated CPT codes exist). 
• Other complex endoluminal procedures that do not match legacy CPT language. 

A practical strategy should: 

• Reserve unlisted codes for truly uncoded services. 
• Pair each unlisted procedure (e.g., G‑POEM under 43999) with a well‑chosen comparator code and a 

clear value argument. 
• Use robust, clear documentation and obtain prior authorization when possible. 
• Recognize that payment may be slower and more variable but improves as payers gain experience. 

Handled thoughtfully, unlisted codes allow GI practices to innovate while maintaining coding integrity and 
supporting fair reimbursement for new and complex procedures like G‑POEM. 

 



ASGE UNLISTED CODE TOOLKIT  6 | P a g e  

Sample Payer Letter 
[Date] 

[Medical Director Name] 
[Plan / Payer Name] 
[Address] 
[City, State ZIP] 

Re: Request for Reimbursement – Unlisted GI Endoscopic Procedure 
Patient: [Patient Name], [DOB] 
Member ID: [Member ID] 
Dates of Service: [Date of Procedure] 
Treating Physician: [Physician Name], [Credentials] 
Facility: [Facility Name] 

Dear [Dr. / Mr. / Ms.] [Last Name], 

I am writing to request consideration and reimbursement for a gastroenterology endoscopic procedure 
performed on the above-referenced patient that is most appropriately reported with an unlisted CPT code. 
The service performed is not accurately described by any existing CPT code and therefore requires use of an 
unlisted code with a comparator for valuation. 

Clinical background and medical necessity 

[Patient Name] is a [age]-year-old [male/female] with a history of [relevant diagnoses, e.g., refractory 
gastroparesis, complex stricture, etc.]. Despite optimized medical therapy and prior standard endoscopic 
and/or surgical interventions ([briefly list]), the patient continued to experience significant symptoms, 
including [key symptoms], with documented impact on nutrition, quality of life, and risk of further 
complications. 

Given the failure of conventional treatment options and the patient’s ongoing symptoms and objective 
findings ([e.g., abnormal imaging, gastric emptying study, endoscopic findings]), our multidisciplinary team 
determined that an advanced endoscopic procedure was medically necessary to address the underlying 
pathology and prevent further deterioration. 

Procedure performed 

On [date], we performed a therapeutic endoscopic procedure as follows: 

• [Describe access and approach, e.g., upper or lower endoscopy, EUS guidance, creation of a 
submucosal tunnel, transmural access, etc.] 

• [Describe the key therapeutic steps, e.g., myotomy, stricturotomy, advanced dissection, resection, 
debridement, or creation of a new conduit or outflow tract.] 

• [Describe devices and technology used, e.g., specialized knives, energy devices, stents, closure 
devices, fluoroscopy, etc.] 

• [Describe complexity, duration, and intra-procedure management, e.g., prolonged procedure time due 
to fibrosis, bleeding management, careful dissection near vital structures, need for advanced closure, 
etc.] 

This procedure involved a level of technical complexity, risk, and intra-procedural decision-making that is not 
captured by existing CPT codes for standard diagnostic endoscopy, dilation, or simple mucosal resection. It 
represents a distinct endoscopic therapeutic intervention intended to address a specific structural or motility 
problem in a minimally invasive manner. 
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Rationale for unlisted code use 

After careful review of the current CPT code set, we determined that there is no specific CPT code that 
accurately describes the work performed. Existing codes: 

• Either describe simpler endoscopic procedures (e.g., diagnostic endoscopy, dilation, injection, standard 
polypectomy), 

• Or describe open or laparoscopic surgical procedures that do not reflect the endoluminal, endoscopic 
approach and workflow. 

Reporting one of these codes would misrepresent the nature and intensity of the service and would not be 
consistent with correct coding principles. Accordingly, we have reported this procedure using the following 
unlisted code: 

• CPT [Unlisted code, e.g., 43999 / 44799 / 45399 / 48999] – Unlisted procedure, [anatomical site] 

This choice most accurately reflects the anatomic location and category of service while acknowledging that 
the procedure is not otherwise specified in CPT. 

Suggested comparator code and valuation 

To assist in determining an appropriate reimbursement amount for the unlisted service, we propose the 
following comparator code: 

• Comparator code: CPT [comparator code and title] 

• Rationale for comparison: 

o The comparator code describes a procedure of similar indication (e.g., treatment of refractory 
obstruction, motility disorder, or complex structural pathology). 

o The procedural time, technical difficulty, and risk profile for the service we performed are 
comparable to, and in some respects exceed, those associated with [comparator code], due to 
[e.g., advanced endoscopic techniques, submucosal tunneling, extensive dissection, and need 
for specialized devices and closure]. 

o Post-procedural monitoring, complication management, and recovery considerations are 
similar to those of the comparator procedure. 

Based on these factors, we respectfully request that reimbursement for CPT [unlisted code] be aligned with, or 
reasonably related to, CPT [comparator code] for this service. We believe this represents a fair reflection of the 
physician work, technical resources, and clinical risk involved. 

Documentation and supporting information 

Enclosed with this letter, we have provided the following to support coverage and payment: 

• Complete procedure report detailing the indication, technique, devices used, findings, and immediate 
outcome. 

• Relevant clinic notes, imaging reports, and prior endoscopic/surgical history documenting medical 
necessity and failure of conventional therapies. 

• [Optional] Published literature and/or society guidance supporting the use of this advanced 
endoscopic technique in appropriately selected patients. 

These materials demonstrate that the procedure was reasonable, medically necessary, and performed in 
accordance with current standards of care for complex [condition]. 
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Request 

Given the absence of a specific CPT code for this advanced endoscopic procedure, we believe that reporting 
CPT [unlisted code] with CPT [comparator code] as a valuation benchmark is the most accurate and compliant 
approach. We respectfully request that [Plan / Payer Name]: 

1. Recognize CPT [unlisted code] as the appropriate code to describe the procedure performed on [date 
of service]; and 

2. Reimburse CPT [unlisted code] at a rate comparable to CPT [comparator code], in recognition of the 
documented time, complexity, resources, and clinical risk. 

Thank you for your careful review of this request and the accompanying documentation. Please contact me at 
[phone number] or [email address] if you require any additional information, clinical records, or clarification. 

Sincerely, 

[Physician Name], [Degrees] 
[Title / Specialty] 
[Practice / Institution Name] 
[NPI] 
[Contact Information] 

Enclosures: 

• Operative / Procedure Report 
• Relevant Clinic Notes and Test Results 
• Supporting Literature / Guidelines 


