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Proximal vs Distal: Why Location Changes Coding 

Same body part. Different location. Potentially a different coding path. 

WHY THIS MATTERS 

Anesthesia coders often see the same bone, nerve, vessel, or extremity described at different points along its course. The words 

proximal and distal tell you where the documented anatomy is located relative to the trunk or point of origin. That distinction 

can affect how the surgical procedure is understood, which anesthesia code family is reviewed, and how a regional or ancillary 

procedure is interpreted. 

THE CODING TIP 

Find the reference point before deciding what proximal or distal means. In the limbs, proximal generally means closer to the 

trunk and distal means farther from the trunk. For branching structures such as nerves and vessels, the terms may describe 

position relative to the structure's origin or course. 

PROXIMAL VS DISTAL AT A GLANCE 

TERM PLAIN-LANGUAGE MEANING MEMORY TOOL 

PROXIMAL Closer to the trunk or point of origin Proximal = proximity to the starting 
point 

DISTAL Farther from the trunk or point of origin Distal = distant from the starting point 

THINK ALONG THE LIMB 

REGION MORE PROXIMAL MORE DISTAL 

Upper extremity Shoulder / proximal humerus Wrist / hand / fingers 

Lower extremity Hip / proximal femur Ankle / foot / toes 

Humerus Near shoulder Near elbow 

Radius / ulna Near elbow Near wrist 

Femur Near hip Near knee 

Tibia / fibula Near knee Near ankle 

THE BONE NAME ALONE IS NOT ENOUGH 

Seeing “humerus,” “femur,” “radius,” or “tibia” does not fully identify the operative location. A procedure involving the proximal 

humerus occurs near the shoulder, while a distal humerus procedure occurs near the elbow. Likewise, proximal femur anatomy 

is associated with the hip region, while distal femur anatomy is associated with the knee region. 

Coder question: Where on the bone is the procedure actually being performed? 

WHY THIS CAN MATTER FOR ANESTHESIA CODING 

• Anesthesia code selection is based on the procedure and anatomical site described by the applicable code set—not simply 

the name of the bone. 

• A proximal and distal procedure on the same long bone may involve different anatomical regions. 

• The final operative procedure should be translated anatomically before selecting the anesthesia code. 

• Do not assume that every procedure on the humerus belongs with the shoulder or every procedure on the femur belongs 

with the hip. 

• Use the current ASA CROSSWALK/RVG and CPT documentation to verify the correct anesthesia coding path. 

NERVES: PROXIMAL VS DISTAL CAN CHANGE WHAT IS BEING TARGETED 

Peripheral nerves travel from more proximal origins toward distal branches. A block performed at one point along a nerve's 

course may provide different coverage from a block performed farther distally. The coder should identify the documented target 

and location rather than assuming that all injections involving the same nerve name represent the same service. 

• Determine whether the injection is at a plexus level, major named nerve, or distal branch. 

• Do not code a parent nerve simply because a distal branch originates from it. 



• Do not assume that a block's clinical nickname identifies the exact level of the neural target. 

• Use needle-tip location and injectate deposition when the detailed procedure note provides them. 

VESSELS: FOLLOW THE COURSE 

Arteries and veins also have proximal and distal relationships. The vessel name, access site, catheter destination, and procedure 

performed all matter. “Distal” does not mean unimportant—it may distinguish a different vascular segment or procedural 

location. 

PROXIMAL / DISTAL ≠ SUPERIOR / INFERIOR 

Proximal and distal describe relationship to a point of origin or attachment. Superior and inferior describe position above or 

below another structure. These directional terms answer different anatomical questions and should not be used 

interchangeably. 

THE 4-STEP LOCATION CHECK 

• 1. Identify the STRUCTURE — bone, nerve, vessel, joint, muscle, tendon, or other anatomy. 

• 2. Identify the REFERENCE POINT — trunk, attachment, origin, or course of the structure. 

• 3. Identify the LOCATION — proximal, middle, or distal portion. 

• 4. Translate that location into the operative/anesthesia region before selecting the code. 

STRUCTURE + REFERENCE POINT + LOCATION + PROCEDURE = CODING PATH 

QUICK EXAMPLES 

DOCUMENTATION ANATOMY TRANSLATION 

Proximal humerus fracture repair Humerus near the shoulder—not simply “arm surgery.” 

Distal humerus fracture repair Humerus near the elbow—a different anatomical region from 
the proximal humerus. 

Proximal femur procedure Femur near the hip. 

Distal femur procedure Femur near the knee. 

Distal nerve branch block A branch farther along the neural pathway; do not 
automatically treat it as a proximal parent-nerve block. 

COMMON CODING MISTAKES 

• Coding from the bone name without identifying which end is involved. 

• Treating proximal and distal as synonyms for upper and lower. 

• Assuming the same anesthesia code applies everywhere along a long bone. 

• Confusing distal location with a distal nerve branch. 

• Reporting the parent nerve when documentation identifies only a distal branch. 

• Ignoring the final operative site because the scheduled procedure used broader terminology. 

• Choosing a code before translating the anatomy into the correct body region. 

CODER'S TIP 

Do not stop at “what structure?” Ask “where on the structure?” That second question is often what turns a broad anatomical 

description into a precise coding decision. 

WHEN TO STOP AND REVIEW 

• The procedure identifies a long bone but not the operative segment. 

• The scheduled procedure and final operative note describe different locations. 

• The selected anesthesia code appears to correspond to a different anatomical region. 

• The nerve block title does not identify whether the target is proximal or distal along the neural pathway. 

• The detailed note identifies a branch but the proposed code describes the parent nerve. 

• You cannot determine the reference point needed to interpret “proximal” or “distal.” 

• The coding decision depends on an anatomical assumption rather than documentation. 

ANATOMY MEMORY PEARL 

PROXIMAL → CLOSER TO ORIGIN     |     DISTAL → FARTHER FROM ORIGIN 



AUTHORITATIVE RESOURCES 

• Current AMA CPT code set — verify exact anatomical descriptors, procedure definitions, guidelines, and parenthetical 

instructions. 

• Current ASA Relative Value Guide (RVG) and CROSSWALK — verify anesthesia code relationships to the documented surgical 

procedure. 

• Current CMS Medicare NCCI Policy Manual and applicable payer guidance when anatomical location affects separate 

reporting. 

• Reputable clinical anatomy references for anatomical orientation; final coding decisions should be based on authoritative 

coding guidance. 

BOTTOM LINE 

Same structure does not mean same location. Find where the procedure happened before deciding how it codes.  
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