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FROM THE INTERMEDIARY MEDICAL DIRECTOR

Into the Future

edicare continues to take an active approach to education
and coverage of new services for beneficiaries.

Recognizing the power of multimedia communication,
Medicare has recently launched a new Web site, the National
Medicare Education Program (NMEP), in collaboration with
private organizations and senior alliances. The NMEP creates a
coordinated Medicare educational network extending from a
national level to acommunity level. This Web siteisintended to
educate and empower Medicare beneficiaries to make informed
choices as wise consumersin a dynamic health care system.

Department of Health and Human Services (DHHS)
Secretary, Donna Shalaa, in her opening statement of the NMEP,
acknowledged that informing present and future beneficiaries
about the changing Medicare system is alarge undertaking, but
one that cannot be ignored. The challenge, according to
Secretary Shalala, isto help beneficiaries understand that,
although new plan options and services are available, traditional
fee-for-service Medicare remains an acceptable choice. More
details on the NMEP and ongoing information updates can be
found on the Web site: www.nmep.org.

Medicare coverage processes are also being redesigned to be more open and accessible via the Internet, to inform
the public of the progress and determination of issues under coverage review, and to provide email contact so interested
parties may send comments and feedback. This Web site is www.hcfa.gov/quality.

Continuing with this active approach, M edicare has been eval uating new, innovative techniques and treatments not
traditionally covered by Medicare. Thishasresulted in anumber of new national coverage policies. Among theseare
cryosurgery of the prostate gland, which uses extremely cold temperaturesto treat patients with prostate cancer. (Itis
important to note that cryosurgery of the prostrate for advanced cancer remains a noncovered service under Medicare.)
Another exampleisthe new national policy for coverage of pancreastransplantation. An overview of thisand other new
policiesareincluded in the Medical Policy section of the June/July 1999 Medicare A Bulletin. We expect Medicare to
continue to be on the cutting edge by creating policiesfor coverage of new technology as we move into the next
millennium.

Sincerely,

Sidney R. Sewell, M.D.
Medicare Medical Director

Third-party Web sites. This document contains references to sites operated by third parties. Such references are provided for your convenience only.
BCBSF and/or FCSO do not control such sites and are not responsible for their content. The inclusion of these references within this document does not
suggest any endorsement of the material on such sites or any association with their operators.
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ADMINISTRATIVE

About The Medicare A Bulletin

he Medicare A Bulletin is a comprehensive, bimonthly

magazine for al Florida Part A providers. It is published
six timesannually (every two months), plusthe annual HCPCS
special issue. The schedule for the remainder of 1999 is:

» October/November 1999
» December 1999/January 2000
» HCPCS 2000 Special Issue (late December)

The Bulletin is mailed during the first half of the first
month of publication (e.g., early August for the August/
September issug).

Who Receives the Bulletin?

If you were previously receiving individually distributed
Part A bulletins, you will now receive the comprehensive Medi-
care A Bulletin. Please remember that Medicare Part A (First
Coast Service Options, Inc.) usesthe same mailing addressfor
all correspondence. No issue of the Bulletin may be sent to a
specific person/department within an office. To ensure contin-
ued receipt of all Medicare correspondence, providers must
keep their mailing addresses current.

What Is in the Bulletin?

The Bulletin is divided into general and facility-spe-
cific sections.

The publication begins with an article by the
contractor’s Medical Director. Following is the Adminis-
trative section, containing general information for all fa
cilitiesand Part A providers, including Y ear 2000 informa-
tion, ARU upgrades, Medicare secondary payer, cost re-
ports, and interest rates. Next isthe General Coverage sec-
tion, with coverage guidelines applicableto all facilitiesand
Part A providers.

Following Medical Policy are sections specific to fa-
cility types. These will appear in the Bulletin only when an
article in that category is published (for example, if no
CORF/ORF information isin the issue, that section will be
omitted.) Also, asneeded, Electronic Datalnterchange (EDI)
and Fraud and Abuse sections will appear, as well as edu-
cational resource material, such as Medifest schedules,
Medicare Online BBS (the contractor’ sonline bulletin board
system), and reproducible forms. (Section order may vary
fromissuetoissue.) Anindex to the Bulletin and important
phone numbers are in the back .

The Medicare A Bulletin Represents Formal
Notice of Coverage Policies

Articles included in each Medicare A Bulletin represent
formal notice that specific coverage policies have or will take
effect on the date given. Providers who receive each issue are
expected to read, understand, and abide by the policies out-
lined in this document to ensure compliance with Medicare
coverage and payment guidelines. Medicare Part A (First Coast
Service Options, Inc.) maintains the mailing lists for each is-
sue; inclusion on these mailing listsimpliesthat the issue was
received by the provider in the event there is a dispute over
whether a provider received advance notice regarding cover-
age of a specific service and the financial liability for it.

Do You Have Comments?

The publications staff welcomes your feedback on the
Bulletin and appreciatesyour continued support. Please mail
comments to:

Medicare Publications Department
Editor, Medicare A Bulletin

P.O. Box 2078

Jacksonville, FL 32231-0048

In responsetoreader comments, the Medical Policy section in the center of the Bulletin
may beremoved separately, without disturbing therest of the articles.

The Florida Medicare A Bulletin

August/September 1999



YEear 2000

Y2K Provider Readiness Survey Results Reveal Providers Have Some

Work to Do...

n a recent survey conducted by First Coast Service
Options, Inc. (FCSO), providers were asked about their
“readiness’ for Y2K. Here are some of the key results.
The good news isthat 92 percent of the responding pro-
viderssaid they consider their practice (computer systems, tele-
phone systems, etc.) Y 2K compliant. Unfortunately, only 51
percent of the responding providers have a contingency plan
in place, in the event one or more failures occur. In other
words, only half the providers who responded to the survey
have taken time to think through and develop a backup plan
for potential Y2K related failures. Even if providers have a
contingency plan, they should discuss the issue with whom
they do business (e.g., computer vendor, billing service) to
ensure those organizations have a backup plan, too. For ex-
ample, what action will the billing service take if claims can-
not be transmitted electronically?

More than 87 percent of the responding providers said
they have no special plan to reduce claim filing or review in-
ventory before January 1, 2000. However, most providersre-
ported that when filing claimsthey stay fairly current by filing
within 1-3 days from the date of the service. Medicareisurg-
ing providersto keep claim and review filing inventories cur-
rent. That means claims should be filed within 5 days from
the date of service.

Providers should file review requests as soon as determi-
nationsthey disagree with arereceived. Medicareisrequesting
that all inventoriesbe depleted by no later than October 1, 1999.
This document is a Year 2000 disclosure made pursuant to the Year 2000

Information and Readiness DisclosureAct (S.2392). Your legal rightsregard-
ing the use of the statements made herein may be substantialy limited as

provided in the Act. <

Y2K Future Date Testing Available

he Health Care Financing Administration (HCFA) hasinstructed contractors to make available to providers the ability
to test electronic claim submissionsin afuture date environment. First Coast Service Options, Inc. (FCSO) is offering
this Y 2K testing utility to the healthcare community from September 1, 1999, through October 29, 1999. To participatein
Y 2K future date testing with FCSO, please call Mary Anne Zingaro of the Medicare EDI Department at (904) 791-8769 or

submit awritten request to the address below:

Medicare EDI Department - 7 Center
P. O. Box 44071
Jacksonville, FL 32231

ThisdocumentisaY ear 2000 disclosure made pursuant to the Y ear 2000 I nformation and Readiness Disclosure Act (S.2392). Y our legal rightsregarding
the use of the statements made herein may be substantially limited as provided in the Act. +

GENERAL INFORMATION

Assisted Suicide Funding Restriction Act of 1997

he Assisted Suicide Funding Restriction Act of 1997

(Public Law 105-12) prohibits the use of federal funds
to provide or pay for any health care item or service, or
health benefit coverage for the purpose of causing, or as-
sisting to cause, the death of any individual. The prohibi-
tion does not pertain to the withholding or withdrawing of
medical treatment or care, nutrition or hydration. In addi-
tion, the prohibition does not pertain to the provision of an
item or service for the purpose of alleviating pain or dis-
comfort, even if such use may increase therisk of death, so

long as the item or service is not furnished for the specific
purpose of causing death.

Medicare payment for such servicesisalready excluded
by section 1862 (a) (1) (A) of the Act, which states that no
payment may be made under Part A or Part B for any ex-
penses incurred for items or services that are not reason-
able and necessary for the diagnosis or treatment of illness
or injury, or toimprovethe functioning of amalformed body
member. <

August/September 1999
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ADMINISTRATIVE

Sanctioned Provider Information Available on the Internet

he Office of the Inspector General (OIG) keeps public
records of individualg/entities that are excluded from
reimbursement under Medicare (Title XVIII of the Social
Security Act). Thisinformation isavailable on the Internet.

Providers may access www.ar net.gov/eplsfor the list
of debarred, excluded, and suspended providers and enti-
ties. ThisWeb siteisupdated daily. «

Health Care-Related Web Sites

he following list of Web sites is published

solely as a helpful tool for finding information re-
lated to the Medicare program, health care and health
care quality issues.

Medicare Program

Medicare Computer Based Training (CBT)
www.medicaretraining.com

Health Care Financing Administration (HCFA) Home Page,
National Provider System
www.hcfa.gov

Medicare Coverage | ssues
www.medicare.gov
www.hcfa.gov

HCFA National Education Program
www.nmed.org

HCFA Transmittals
www.hcfa.gov/pubforms/transmit

HCFA 1500, UB-92 (1450) Claim Forms,
Electronic Data Interchange (EDI) Formats
www.hcfa.gov/imedicare/edi/edi.htm

Electronic Claim Format, Year 2000 (Y 2K) Claim Specifications
www.hcfa.gov/medicare/edi3.htm

Paper Claims, 1491-1490 Ambulance Claim Forms,
Y ear 2000 (Y 2K) Claim Specifications
www.hcfa.gov/medicare/edi5.htm

Evaluation & Management (E& M) Documentation Information
www.hcfa.gov/medicare/mcar pti.htm

Clinical Laboratory Fee Schedules
www.hcfa.gov/stats/pufiles.htm

SNF/PPS Consolidated Billing
www.hcfa.gov/medicare/cbga.htm and
www.hcfa.gov/medicare/ppsga.htm

Correct Coding Initiative (CCI) Information & Ordering
WwWw.ntis.gov/cci

Medicare Program Safeguards

DHHS, Office of the Inspector General (OIG)
Fraud Alert
www.dhhs.gov/proorg/oig/frdalrt/index.htm

Compliance Program/Workplan
www.dhhs.gov/proorg/oig

Goverment Services Administration (GSA)
Debarment, Exclusion, and Suspension List
www.arnet.gov/epls/

Department of Health and Human Services
Database for all Sanctioned Providers
www.hhs.gov

Government-Related
American Compliance Institute, Alexandria, VA
www.compliance.com

Consumer Information
Health and Health Care Quality
WWW.CONSUmer.gov

Center for Healthcare Information Management
www.chim.org

Coalition Against Insurance Fraud, Washington, DC
www.insurancefraud.org

Code of Federal Regulations
www.access.gpo.gov/nara/cfr/index.html

Congressiona Record
WWW.access.gpo.gov/su-docs/aces/aces150.html

False Claims Act Legal Center, Taxpayers Against Fraud
www.access.taf.org

Federal Register
WWW.access.gpo.gov/su_docsy

Department of Justice
www.usdoj.gov

National Health Care Anti-Fraud Association
www.nhcaa.org

Supreme Court Decisions
www.law.cornell.edu

U.S. House of Representatives
www.house.gov

U.S. Senate
wWww.senate.gov

U.S. Sentencing Commission
VWWWW.USSC.gOV

Agency for Health Care Administration (AHCA)
www.fdhc.state.fl.us/medicaid/index.html

Medical Associations

Florida Medical Association
www.fmaonline.org

Florida Hospital Association
www.fha.org

For Year 2000 (Y 2K) issues refer to Medicare A Bulletin
G-361, page 13, issued January 25, 1999. «

Third-party Web sites. This document contains references to sites operated by third parties. Such references are provided for your convenience only.
BCBSF and/or FCSO do not control such sites and are not responsible for their content. The inclusion of these references within this document does not
suggest any endorsement of the material on such sites or any association with their operators.
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ADMINISTRATIVE

Promoting Influenza and Pneumococcal Vaccinations

he flu season is here! Please re-

member to promoteinfluenzaand
pneumococcal vaccinations, both
Medicare Part B covered preventive
health care benefits. These vaccines
greatly reduce hospital admissionsfor
pneumonia and deaths due to compli-
cations from influenza. Research
shows that a provider’ s recommenda
tion isastrong motivator for a patient
to get vaccinated.

Standing orders are one example
of an effective strategy that ahospital,
public hedlth clinic, or nursing home
can useto increaseimmunization rates.
For example, a physician could write
a standing order in the hospital inpa-
tient setting requiring the assessment
and vaccination of all Medicare pa-
tients. A missed opportunity in the
inpatient hospital setting occurswhen
a beneficiary is discharged without
being offered and receiving an influ-
enza and/or pneumococcal vaccina-
tion. Missed opportunities can often
result in a beneficiary being readmit-
ted to a hospital for influenza and re-
lated illnesses, like pneumonia. Un-
fortunately, missed vaccination oppor-
tunities occur in al settings. Strate-
gies aimed at modifying systems for
delivering care, such as standing or-
ders, are one way of reducing missed

opportunities. Please notethat astand-
ing order is not required for Medicare
coverage of influenzaimmunizations,
butitisrequired for coverage of pneu-
mococcal vaccinations.

Other strategiesare also effective
in reducing missed vaccination oppor-
tunities. Health care providers and
their office personnel can promotein-
fluenza and pneumococcal vaccina-
tions by hanging posters on the facil-
ity walls to function as reminders for
both the provider and his/her patients,
and by using wall charts to track im-
munizations. Most importantly, phy-
sicians can make influenza and pneu-
mococcal vaccinations available in
their office or refer patients to other
health care providers for these vacci-
nations. Postcards and phone callsto
patients to remind them to get vacci-
nated are also powerful incentives.

The most effective strategies for
increasing influenza and pneumococ-
cal immunizations involve the health
care provider. Simply put, Medicare
beneficiaries are most likely to get
immunized when their health care pro-
vider specifically recommends vacci-
nation. We ask that providers realize
their significant roles and discuss and
promote influenza and pneumococcal
vaccinations with their patients.

Please remember that whileinflu-
enza immunizations are seasona and
should be given every year in thefall,
pneumococcal vaccinations can be
given at any time of the year. Gener-
ally, one pneumococcal vaccination
after the age of 65isall aperson needs
to be protected for alifetime. How-
ever, persons who are considered at
highest risk, such as persons with
chronic illnesses, like diabetes, and
cardiovascular or pulmonary disease,
and peoplewith compromised immune
systems, like chronic renal failure,
should discuss the necissity of a
booster pneumococcal vaccination
with their doctor. If any person 65 and
over is unsure of his’her pneumococ-
cal vaccination status, revaccinationis
recommended and will be covered by
Medicare Part B.

Your Medicare contractor can
provide you with free brochures and
posters to display in general areas, to
promote both influenza and pneumo-
coccal vaccinations. To request these
materialsor for instructions on how to
bill Medicare for influenza and pneu-
mococcal vaccinations, please call
Medicare Part A Customer Service at
(904) 355-8899. <«

New Form to Report Unsolicited/Voluntary Refund Checks

edicarefiscal intermediaries generally receive volun-

tary refunds from providersin the form of an adjust-
ment bill. Occasionally, a provider may send a check or
report the voluntary refund as a credit balance. When the
fiscal intermediary receives these checks with insufficient
or missing information, the outcome causes delays and in-
correct posting of the funds.

Medicare has developed the “Overpayment Refund”
form (see sample on the following page) to assist providers
with the return of voluntary refunds. If this form is prop-
erly filled out and submitted with avoluntary refund check,
the payment will be credited timely and accurately.

The Office of the Inspector General (OIG), working
with the Department of Justice and the Health Care Financ-
ing Administration (HCFA), has developed two initiatives
to combat health care fraud and abuse by encouraging health
care providers to comply with the federal health care rules
and regulations.

¢ Compliance Program Guidance — a voluntary initia
tive providing guidance, recommendations, and sugges-
tionsto health care providers, to establish aninternal self-
monitoring process that will aid them in detecting po-
tentially fraudulent and/or abusive practicesresulting in
overpayments due the Medicare program.

¢ Corporate Integrity Agreements (CIA) — amandatory
initiative entered into between ahealth care provider and
OIG. InaCIA, the provider is required to undertake
specific compliance obligations, such as designating a
compliance officer, undergoing training, and being au-
dited. The provider must report compliance activities
on an annual basisto OIG.

Both initiatives are designed to assist providersto prop-
erly refund inappropriately received Medicare trust funds.

Providers should indicate on the Overpayment Refund form
if they are subject to a CIA initiative when sending arefund, in
order to credit the global settlement being reportedto OIG.

August/September 1999
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OVERPAYMENT REFUND

TO BE COMPLETED BY MEDICARE CONTRACTOR
Date:
Contractor Deposit Control # Date of Deposit:
Contractor Contact Name: Phone #
Contractor Address:;
Contractor Fax:

TO BE COMPLETED BY PROVIDER/PHY SICIAN/SUPPLIER
Please complete and forward to:

Medicare Part A
P.O. Box 2711
Jacksonville, FL 32231-0048

This form, or a similar document containing the following information, should accompany every voluntary
refund so that receipt of check is properly recorded and applied.

PROVIDER/PHY SICIAN/SUPPLIER NAME

ADDRESS

PROVIDER/PHY SICIAN/SUPPLIER # CHECK NUMBER
CONTACT PERSON: PHONE ( )
AMOUNT OF CHECK $ CHECK DATE

REFUND INFORMATION

For each claim, provide the following:

Patient Name HIC#
Medicare Claim Number Claim Amount Refunded $
Reason Code for Claim Adjustment: (Select reason code from list below. Use one reason per claim)

(Pleaselist all claim numbersinvolved. Attach separate sheet, if necessary)

Note: If Specific Patient/HI C/Claim #/Claim Amount data not available for all claims due to Satisti-
cal Sampling, please indicate methodology and formula used to deter mine amount and reason
for over payment:

For Institutional Facilities Only:
Cost Report Y ear(s)
(If multiple cost report years are involved, provide a breakdown by amount and corresponding cost report year.)

For OIG Reporting Requirements:
Do you have a Corporate Integrity Agreement with OIG? Yes No

Reason Codes;

Billing/Clerical Error M SP/Other Payer Involvement Miscellaneous

01 - Corrected Date of Service 08 - MSP Group Health Plan Insurance 13 - Insufficient Documentation
02 - Duplicate 09 - MSP No Fault Insurance 14 - Patient Enrolled in an HMO
03 - Corrected CPT Code 10 - MSP Liahility Insurance 15 - Services Not Rendered

04 - Not Our Patient(s) 11 - MSP, Workers Comp.(Including 16 - Medical Necessity

05 - Modifier Added/Removed Black Lung 17 - Other (Please Specify)

06 - Billed in Error 12 - Veterans Administration

07 - Corrected CPT Code

The Florida Medicare A Bulletin August/September 1999



GENERAL COVERAGE

GENERAL COVERAGE

Coverage Expansion of Certain Oral Anti-Cancer Drugs to Include FDA

Approved Oral Anti-Cancer Prodrugs
he Omnibus Budget Reconciliation Act of 1993 (OBRA
‘93) provided for coverage of certain oral drugs used to

treat patientswith cancer. Under the original interpretation of
the law, Medicare paid for certain oral anti-cancer drugs only
if that drug has the same active ingredients as a non-self-
administered drug. In addition, both the injectable and the
ora drug must have the same chemical and generic name and
be approved for the same indications.

Based on recent advances in drug technology, Medicare
has reexamined its initial interpretation and now alows for
coverage of certain oral anti-cancer drugs called “prodrugs’
(e.g., prodrugs specifically used as anti-cancer drugs) when
these drugs are approved by the Food and Drug Administra-
tion (FDA). Prodrugs have the same active ingredientsin the
body asinjectable anti-cancer drugs. Anoral drug may havea
different chemical composition as an injectable drug at the
outset, but will have the same chemical composition as the
injectable drug when the body metabolizes the oral drug.
Hence, this broader interpretation permits coverage of alter-
native forms of administration of the drug.

Coverage Expansion Effective Date

Coveragefor FDA-approved oral anti-cancer prodrugs
is effective for claims with dates of service on or after
January 1, 1999.

Billing Requirements

FDA-approved oral anti-cancer prodrugs must be billed
using the UB-92 HCFA-1450 claim form or its electronic
equivalent, by following the general filing instructions.

Reporting and Coding Requirements

FDA-approved oral anti-cancer prodrugs must be reported
under revenue code 636 and HCPCS level 11 code J8999 (pre-
scription drug oral, chemotherapeutic, not otherwise specified).
Additional reporting requirements are:

* Name of the FDA-approved oral anti-cancer prodrug(s)
¢ Number of units (one tablet or capsule equals one unit)
¢ Diagnosis of cancer

Thefollowing chart isaguide for reporting FDA-approved
oral anti-cancer prodrugs.

.Revenwa Code 636 42
HMame of the Prodrug 43
HCPCS-11 12093 44
Mutaher of Units 46
Total Charges 47
Diagnosis of Cancer 6775
Patient Control Humber 3

Reimbursement Guidelines

Payment for FDA-approved oral anti-cancer prodrugs
for hospitals is made based on Medicare Part B methodol-
ogy, which allows 95 percent of the median averagewhole-
sale price (AWP) for these drugs when furnished by a pro-
vider. Deductible and coinsurance apply.

Payment for oral anti-cancer drugs or FDA-approved
oral anti-cancer prodrugsis denied if adiagnosis of cancer
isnot indicated in form locator 67-75 of the UB-92 HCFA-
1450 claim form or its electronic equivalent. <

Q0163-Q0181: Coverage Modification for Oral Antiemetic Drugs

he coverage of oral antiemetic drugs, asfull therapeutic

replacements for intravenous dosage forms as part of
cancer chemotherapeutic regimen, has been modified to
reflect that two or more oral antiemetics used concurrently
may be covered when used asafull therapeutic replacement
for theintravenousform of the antiemetic therapy that would
otherwise have been given during the chemotherapy
treatment.

The Balanced Budget Act of 1997 extended the cover-
age of oral antiemetic drugs under the following conditions:

* Coverageis provided only for oral drugs approved by the
FDA for use as antiemetic drugs.

* Theoral antiemetic drugs must either be administered by the
treating physician or in accordance with awritten order from

the physician as part of a cancer chemotherapy regimen.

¢ Ord antiemetic drugs administered with a particular che-
motherapy treatment must beinitiated within 2 hours of the
administration of the chemotherapeutic agent and may be
continued for aperiod not to exceed 48 hoursfrom that time.

* The oral antiemetic drugs provided must be used as a
full therapeutic replacement for the intravenous anti-
emetic drugs that would have otherwise been adminis-
tered at the time of the chemotherapy treatment.

Only drugs pursuant to a physician’s order at thetime
of the chemotherapy treatment qualify for thisbenefit. The
dispensed number of dosage units may not exceed a load-
ing dose administered within two hours of that treatment,
plus a supply of additional dosage units not to exceed 48
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GENERAL COVERAGE

hours of therapy. However, more than one oral antiemetic
drug may be prescribed and will be covered for concurrent
usage within these parameters if more than one oral anti-
emetic is needed to fully replace the intravenous drugs that
would otherwise have been given.

Oral drugsthat are not approved by the FDA for use as
antiemetics and which are used by treating physicians
adjunctively inamanner incidental to cancer chemotherapy
are not covered by this benefit and are not reimbursable
within the scope of this benefit.

Medicare recognizes that alimited number of patients
will fail on oral antiemetic drugs. Intravenous antiemetics
may be covered (subject to the rules of medical necessity)
when furnished to patients who fail on oral antiemetic

therapy.

Note: Existing coverage policies authorizing the administration of
suppositories to prevent vomiting when oral cancer drugs are
used are unchanged by this new coverage.

Coverage Effective Date

Medicare provides coverage for claims with dates of
service on or after January 1, 1998, for ora antiemetic
drugs as full therapeutic replacements for intravenous dos-
age forms as part of a chemotherapeutic regimen provided
that the drugs are administered or prescribed by aphysician
for use immediately before, at, or within 48 hours after the
time of administration of the chemotherapeutic agent.

Allowable Period Definition

For purposes of this provision, the allowable period of
covered therapy is defined to include day one, the date of
service of the chemotherapy drug (beginning with the time
of treatment), plus a period not to exceed two additional
calendar days, or a maximum period up to 48 hours. Oral
antiemetic drugs must be prescribed on aper chemotherapy
treatment basis. For example, only enough of the oral anti-
emetic drugs for one 24- or 48-hour dosage regimen (de-
pending upon the drug) must be prescribed/supplied for each
incidence of chemotherapy treatment at a time. The
beneficiary’ smedical record must be documented to reflect
that the beneficiary isreceiving the oral antiemetic drugsas
full therapeutic replacement for an intravenous antiemetic
drug as part of a cancer chemotherapeutic regimen.

HCPCS Codes

Q0163  DIPHENHYDRAMINEHYDROCHLORIDE, 50
mg, oral, FDA approved prescription antiemetic,
for use as a complete therapeutic substitute for an
IV antiemetic at time of chemotherapy treatment
not to exceed a 48-hour dosage regimen.
PROCHLORPERAZINE MALEATE, 5 mg,
oral, FDA approved prescription antiemetic, for
use as a complete therapeutic substitute for an
IV antiemetic at thetime of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
PROCHLORPERAZINE MALEATE, 10 mg,
oral, FDA approved prescription antiemetic, for
use as a complete therapeutic substitute for an
IV antiemetic at thetime of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
GRANISETRON HYDROCHLORIDE, 1 mg,
oral, FDA approved prescription antiemetic, for
use as a complete therapeutic substitute for an
IV antiemetic at thetime of chemotherapy treat-
ment, not to exceed a 24-hour dosage regimen.

Q0164

Q0165

Q0166

Q0167

Q0168

Q0169

Q0170

Q0171

Q0172

Q0173

Q0174

Q0175

Q0176

Q0177

Q0178

DRONABINOL, 2.5 mg, ora, FDA approved
prescription antiemetic, for use as a complete
therapeutic substitute for an 1V antiemetic at the
time of chemotherapy treatment, not to exceed
a 48-hour dosage regimen.

DRONABINOL, 5mg, oral, FDA approved pre-
scription antiemetic, for use asacompl etethera-
peutic substitutefor an IV antiemetic at thetime
of chemotherapy treatment, not to exceed a 48-
hour dosage regimen.

PROMETHAZINE HYDROCHLORIDE, 12.5
mg, oral, FDA approved prescription antiemetic,
for use as a complete therapeutic substitute for
an 1V antiemetic at the time of chemotherapy
treatment, not to exceed a 48-hour dosage regi-
men.

PROMETHAZINE HYDROCHLORIDE, 25
mg, oral, FDA approved prescription antiemetic,
for use as a compl ete therapeutic substitute for
an 1V antiemetic at the time of chemotherapy
treatment, not to exceed a 48-hour dosage regi-
men.

CHLORPROMAZINE HYDROCHLORIDE,
10 mg, ora, FDA approved prescription anti-
emetic, for use as a compl ete therapeutic substi-
tute for an 1V antiemetic at the time of chemo-
therapy treatment, not to exceed a 48-hour dos-
age regimen.

CHLORPROMAZINE HYDROCHLORIDE,
25 mg, oral, FDA approved prescription anti-
emetic, for use as acompl ete therapeutic substi-
tute for an 1V antiemetic at the time of chemo-
therapy treatment, not to exceed a 48-hour dos-
age regimen.

TRIMETHOBENZAMIDE HYDROCHLO-
RIDE, 250 mg, oral, FDA approved prescrip-
tion antiemetic, for use as a compl ete therapeu-
tic substitute for an IV antiemetic at the time of
chemotherapy treatment, not to exceed a48-hour
dosage regimen.

THIETHYLPERAZINE MALEATE, 10 mg,
oral, FDA approved prescription antiemetic, for
use as a complete therapeutic substitute for an
IV antiemetic at thetime of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
PERPHENAZINE, 4 mg, oral, FDA approved
prescription antiemetic, for use as a complete
therapeutic substitutefor an 1V antiemetic at the
time of chemotherapy treatment, not to exceed
a 48-hour dosage regimen.

PERPHENAZINE, 8 mg, oral, FDA approved
prescription antiemetic, for use as a complete
therapeutic substitutefor an 1V antiemetic at the
time of chemotherapy treatment, not to exceed
a 48-hour dosage regimen.

HYDROXYZINE PAMOATE, 25 mg, ord,
FDA approved prescription antiemetic, for use
as a complete therapeutic substitute for an 1V
antiemetic at the time of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
HYDROXYZINE PAMOATE, 50 mg, oral,
FDA approved prescription antiemetic, for use
as a complete therapeutic substitute for an 1V
antiemetic at the time of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
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Q0179  ONDANSETRON HYDROCHLORIDE, 8 mg,
oral, FDA approved prescription antiemetic, for
use as a complete therapeutic substitute for an
IV antiemetic at thetime of chemotherapy treat-
ment, not to exceed a 48-hour dosage regimen.
DOLASETRON MESYLATE, 100 mg, oral,
FDA approved prescription antiemetic, for use
as a complete therapeutic substitute for an 1V
antiemetic at the time of chemotherapy treat-
ment, not to exceed a 24-hour dosage regimen.
UNSPECIFIED ORAL DOSAGE FORM, FDA
approved prescription antiemetic, for use as a
complete therapeutic substitute for a IV anti-
emetic at the time of chemotherapy treatment,
not to exceed a 48-hour dosage regimen.

Q0180

Q0181

Note: The 24-hour maximum drug supply limitation on dispens-
ing, for HCPCS codes Q0166 and Q0180, has been estab-
lished to bring the Medicare benefit as it applies to these
two therapeutic entities in conformity with the “Indica
tions and Usage” section of currently Food and Drug Ad-
ministration approved product labeling for each affected
drug product.

Billing Requirements

Oral antiemetic drugs as full therapeutic replacements
for intravenous dosage forms as part of cancer chemothera-
peutic regimen must be billed using the UB-92 HCFA-1450
claim form or its electronic equivalent

Reporting and Coding Requirements
Providers billing for the cost of oral antiemetic drugs
must report the following:

Revenue Code— Thecost for oral antiemetic drugsis
reported as revenue code 636, in form locator (FL) 42
“REV.CD".

HCPCS Codes — The appropriate HCPCS code
(Q0163-181) for the oral antiemetic drug isreported in
FL 44 “HCPCS/RATES” for claims with dates of
service on or after April 1, 1998. For claims with

dates of service on or after January 1, 1998 through
March 31, 1998, the oral antiemetic drug is reported
with HCPCS code J3490.

Line Item Dates of Service — Line item dates of
service are reported in FL 45 “SERV. DATE” using
eight-digit format: MMDDYYYY.

Service Unit — The number of units of the oral
antiemetic drugs is reported in FL 46 “SERV. UNITS".
Each HCPCS code descriptor is equal to one service unit.

In addition, when billing for chemotherapy drugs
(which includes oral cancer and 1V chemotherapy
drugs), providers must report the HCPCS code of the
chemotherapy drug in FL 44 under revenue code 636
in FL 42.

Description — When billing for an oral antiemetic
drug(s) using the hard copy UB-92 HCFA-1450 form,
the provider must report the name of the oral antiemetic
drug(s) in FL 43 “DESCRIPTION” on the appropriate
revenue lines.

Diagnosis Code — A diagnosis of cancer is required
when the beneficiary is receiving the oral antiemetic
drugs as part of a cancer chemotherapeutic regimen.

Providers must compl ete the remaining itemsin accor-
dance with regular billing instructions.

Reimbursement Guidelines

Payment for FDA-approved oral anti-cancer prodrugs
for hospitals is made based on Medicare Part B methodol-
ogy, which allows 95 percent of the median average whole-
sale price (AWP) for these drugs when furnished by a pro-
vider. Deductible and coinsurance apply.

Payment for oral anti-cancer drugs or FDA-approved
oral anti-cancer prodrugsis denied if adiagnosis of cancer
is not indicated on record type 70 when using the UB-92
flat file or in form locator 67-75 when using paper UB-92
HCFA-1450 claim form. «

New Waived Tests

isted below are the latest tests approved by the Centers
for Disease Control as waived tests under the Clinica
Laboratory Improvement Amendments (CLIA):

* Roche/Boehringer Mannheim CoaguChek System for
Professional Use

¢ Applied Biotech SureStep Mono Test (whole blood)

¢ BectonDickinson Link 2 H. pylori Rapid Test (for whole
blood)

¢ Bion Diagnostic Sciences BTA Stat Test (for home use)

¢ Diatech Diagnostics Uriscreen (for OTC use)

¢ Lifestream Technologies Cholesterol Monitor

¢ Abbott TestPack PlusH. pylori (for whole blood)

¢ Jant Accutest Infectious Mononucleosis Test (whole
blood)

Two new waived procedure codes have been assigned:

¢ 83518QW for the Bion Diagnostics Sciences BTA Stat
Test; and

¢ 81007QW for the Diatech Diagnostics Uriscreen Test.

The procedure codes for these new tests must have the
modifier QW, to be recognized as waived tests.

TEAT HAME  MANUFACTURER

CPT CODE(S)

Bion Diagrostic BIS1EOW
Srierces BTA
Stat Test

(for hore nse)

Bion Diagnostic
Sriences, Ino.

Chatech
Dhagrostics
Unscreen
(for OTC wse)

Savymoni 5L 21007W

Please seethe June/July Medicare A Bulletin (page 110)
for acomplete list of waived tests prior to those published
inthisissue.
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Enhanced External Counterpulsation (EECP) - Revision to Coverage and
Billing Guidelines

he Health Care Financing Administration has revised
some of the coverage and billing guidelines for

Enhanced External Counterpulsation (EECP). This
additional information on the coverage and billing of EECP
replaces the guidelines published in the June/July 1999
Medicare A Bulletin, pages 108-109.

EECP must be performed under direct supervision of a
physician. The physician must be present in the office
and immediately available to provide assistance and di-
rection throughout the time the personnel is performing
the services.

EECP must be billed on the UB-92 HCFA-1450 claim
form or its electronic equivalent, using bill type 12X,
13X, 83X, or 85X.

EECP must be reported using CPT code 93799 (unlisted
cardiovascular service or procedure) for services pro-

vided on or after July 1, 1999, until a specific code for
EECP is developed. EECP services provided prior to
July 1, 1999 continue to be noncovered and must be
billed using CPT code 92971.

CPT codesfor external cardiac assist (92971), ECG rhythm
strip and report (93040 or 93041), pulse oximetry (94760
or 94761), and plethysmography (93922 or 939239) are
not medically necessary with this service and are not paid
on the same day, unless they occur in aclinical setting not
connected with the delivery of the EECP.

Payment made to hospitals for the facility cost is cov-
ered under Medicare Part B on areasonable cost basis.

Payment made to “prospective payment stays-exempt”
hospitals for the facility cost is covered under Medicare
Part B on areasonable cost basis.

Deductible and coinsurance apply for this service. <
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MEebpicaL PoLiciEs

his section of the Medicare A Bulletin features new and

revised medical policies. The Health Care Financing
Administration’s (HCFA's) instructions regarding devel opment
of Local Medical Review Palicy (LMRP) are addressed in the
Medicare Intermediary Manual (HCFA Publication 13-3, Sec-
tion 3911), which indicates, “Medical review policy isacom-
posite of statutory provisions, regulations, nationally published
Medicare coverage policies, and Local Medical Review Poli-
cies (LMRPs).” In the absence of statute, regulations, or na-
tiona coverage policy, Medicare contractors (intermediariesand
carriers) are instructed to develop LMRPs to describe when
and under what circumstances an item or service will be cov-
ered. LMRPs are also developed to clarify or to provide spe-
cific detail on national coverage guidelines and are the basis
for medical review decisionsmade by the Medicare contractor’s
medical review staff.

Medical review initiatives are designed to ensure the
appropriateness of medical care and to ensure that medical
policiesand review guidelines devel oped are consistent with
the accepted standards of medical practice.

LMRP Format

Each LMRPiswritteninastandard format designed to
convey pertinent information about an item or servicein an
organized and concise manner. The format is divided into
distinct sections, many of which contain information the
provider must know to ensure compliance. TheLMRPs are
repoduced in that standard format in the Bulletin.

Effective Dates

Thefinal LMRPswere previously published to the pro-
vider community for “notice and comment.” Subsequently,
comments received during the 45-day notice and comment
period werereviewed and considered for incorporation into
the final policies. In accordance with the Health Care Fi-
nancing Administration’s (HCFA) guidelines, a minimum
30-day advance noticeisrequired wheninitially implement-
ing al final Medicare Part A LMRPs. Based on the publi-
cation of this fina notice, these LMRPs will be effective
approximately 30 daysfrom the date of thisbulletin. There-
fore, the policies contained in this section are effective for
claims processed September 23, 1999, and after, unless
otherwise noted.

Medical Policy Table of Contents
Revisions to Previously

Published Policies

64573, 72192, 76075, J9000 ................. 14
99183 - Delay in Implementation .............. 14

Final Medical Policies
70450: Computerized

Tomography Scans........cccccoecvvveeeeeennnen, 15
70541: Magnetic Resonance

Angiography (MRA) .......cccccoeviivieeeninnns 18
85044: Reticulocyte Count.............cccuvee.. 20
86781: Fluorescent Treponemal Antibody

Absorption (FTA-abs) ........cccoceveveeninnns 21
93000: Electrocardiography ............cc.uo..... 22

G0104: Colorectal Cancer Screening....... 24
J0850: Cytomegalovirus Immune Globulin

(Human), Intravenous (CMV-IGIV) ........ 26
Q9920: Chronic Renal Failure
Erythropoietin........ccccocoivveeiiiiienees 27

Medicare Part A Medical Policy Procedures

Medical Policy may be applied to Medicare claims on
either a pre-payment or post-payment basis. Medicare par-
ticipating providers are accountable for compliance with
published policy application. This includes Medicare cov-
erage/policy information published via national HCFA
Manual Transmittals, or fiscal intermediary publication of
Local Medical Review Policy (LMRP).

Maintaining Local Medical Review Policies
For Reference

Providers are encouraged to maintain all published
Medical Policy Procedures on file (i.e., the policies pub-
lished in thisdocument); perhaps placing them in amanual/
binder where they may be accessed/referenced by facility
staff. In response to reader comments, the Medical Policy
section may be removed separately, without disturbing the
rest of the articles.

All final LMRPs are available in their entirety on the
Medicare Online BBS. Please refer to page 31for informa-
tion about accessing the BBS. «
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Revisions to Previously Published Policies

64573 - Correction to Coverage of Vagus
Nerve Stimulation
revision to the local medical review policy 64573,

Vagus Nerve Stimulation, published in the June/July
Medicare A Bulletin, pages 33-36, included 1CD-9 codes
345.01, 345.11, and 345.91. These ICD-9 codes must be
deleted from the “1CD-9 Codes That Support Medical
Necessity” section of the policy. The ICD-9 codes that
support medical necessity for the coverage of avagusnerve
stimulation are:

345.41  Partial epilepsy, with impairment of conscious-
ness, with intractabl e epilepsy, so stated
34551  Partial epilepsy, without impairment of conscious-

ness, with intractable epilepsy, so stated «

76075 - Addition to Coverage of Bone
Mineral Density Studies

edicare standardization of bone mineral density studies

was published in the local medical review policy of
the same name in the Medicare A Bulletin G-360, dated
January 21, 1999. Thefollowing 1CD-9 code hasbeen added
for coverage: 627.2, menopausal or female climacteric states.
When billing this medical indication, the physician or a
qualified non-physician practitioner must have
documentation supporting the patient’s estrogen deficiency
and clinical risk for osteoporosis, based on her medical
history and other findings. <«

72192 - Computed Tomography of the Pelvis
L ocal medical review policy for Computed Tomography
of the Pelviswas published on page 37 in the June/July
1999 Medicare A Bulletin. The coding guidelines section
of the policy speaks to a billing problem uncovered by the
Medicare Operations area. It is expected that, if the
procedure is performed initially without contrast and, later
in the same day the patient returns to have a contrast
enhanced procedure, the CPT code 72194 must be billed.
Claims billed with both CPT procedure codes 72192 and
72193 for the same patient on the same date of service will
be returned (“Return to Provider”) via the Artificial
Intelligence Application to correct the billing. <

J9000: Correction to Coverage for
Doxorubicin HCL

he policy for antineoplastic drugs was published in the

June/July 1999 Medicare A Bulletin, pages 24-30. At
the time of publication, the |CD-9 code range that supports
the medical necessity for the antineoplastic drug,
Doxorubicin (J9000), was shown on page 26 as 202.00 -
202.08. Sincethat time, it has been determined that the code
range should, instead, be 202.00 - 202.98.

Again, the correct |CD-9 diagnosis range for Doxor u-
bicin (J9000) is202.00 - 202.98. <

99183 - Delay in Implementation of Hyperbaric Oxygen Therapy

n the June/July 1999 Medicare A Bulletin, pages 101-
106, thelocal medical review palicy for hyperbaric oxygen
therapy (HBO therapy) defined the covered conditions for
HBO therapy under the Medicare program, and specified
credentialing requirementsfor performance of HBO therapy.
Medicare has delayed implementation of the
credentialing requirement to April 1, 2000. Thisdelay isin
response to concerns of professiona organizations in the
following areas: preparation of skin graft, physician atten-
dance, credentialing requirements, and the ICD-9 diagno-
sis codes used to identify covered conditions.

Providers who have not submitted their credentials to
Medicare need take no further action at this time. Fina
implementation instructions will be published accordingly.

Medicare continues to reimburse for HBO therapy
based on the local medical review policy published in the
June/duly 1999 Medicare A Bulletin, pages 101-106. The
covered diagnosis list published under the “ICD-9 Codes
that Support Medical Necessity” section and the require-
ment indicating that the physician must be present during
an HBO therapy session remain in effect.

Additional ICD-9 Codes That Support
Medical Necessity

686.01 Pyodermagangrenosum (Meleney’s ulcer)
686.09 Other pyoderma (Meleney’ s ulcer)
733.41 - 733.49 Aseptic necrosis of bone

909.2 Late effect of radiation

993.9 Unspecified effect of air pressure

In addition, anincorrect code (441.81) for arterial em-
bolism and thrombosis of iliac artery was printed on page
104 of the June/July 1999 Bulletin. The correct information
is shown below:

44481  Arteria embolism and thrombosisof iliac artery «
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70450: Computerized Tomography Scans

Description

Tomography is the recording of internal body images
at a pre-determined plane by X-ray. Computerized axial
tomography, or CAT scans, involve the measurement of
the emergent X-ray beam by a scintillation counter. The
electronic pulses are recorded on a magnetic disk and then
processed by a minicomputer for reconstruction display of
the body in cross-section on a cathode ray tube.

Type of Bill
Hospital - 12x, 13x, 14x
Skilled Nursing Facility - 21x, 22x, 23x
Rural Health Clinic -71x

Revenue Code
350 CT Scan: Genera Classification
351 CT Scan: Head Scan
352 CT Scan: Body Scan
359 CT Scan: Other CT Scans

Indications and Limitations of Coverage and/

or Medical Necessity

Computerized Tomography Scans:
Medicare of Florida will only consider computerized
tomography scansto be reasonable and necessary when
performed for documented cases of illness or injury.

HCPCS Codes

70480 Computerized axial tomography, orbit, sella, or
posterior fossa or outer, middle, or inner ear;
without contrast material

70481 with contrast material(s)

70482 without contrast material, followed by

contrast material(s) and further sections

70486 Computerized axia tomography, maxillofacial
area; without contrast material

70487 with contrast material(s)

70488 without contrast material, followed by

contrast material(s) and further sections

70490 Computerized axial tomography, soft tissue
neck; without contrast material

70491 with contrast material(s)

70492 without contrast material, followed by

contrast material(s) and further sections

71250 Computerized axial tomography, thorax; with-
out contrast material

71260 with contrast material(s)

71270 without contrast material, followed by

contrast material (s) and further sections

72125 Computerized axial tomography, cervical spine;
without contrast material

72126 with contrast material(s)

72127 without contrast material, followed by

contrast material (s) and further sections

72128 Computerized axial tomography, thoracic spine;
without contrast material

72129 with contrast material(s)

72130 without contrast material, followed by

contrast material(s) and further sections

72131 Computerized axial tomography, lumbar spine;
without contrast material

72132 with contrast material(s)

72133 without contrast material, followed by

contrast material(s) and further sections

73200 Computerized axial tomography, upper extrem-
ity; without contrast material
73201 with contrast material(s)
73202 without contrast material, followed by
contrast material (s) and further sections
73700 Computerized axial tomography, lower extrem-
ity; without contrast material
73701 with contrast material(s)
73702 without contrast material, followed by
contrast material(s) and further sections
74150 Computerized axial tomography, abdomen;
without contrast material
74160 with contrast material(s)
74170 without contrast material, followed by

contrast material (s) and further sections

ICD-9 Codes That Support Medical Necessity
N/A

Computerized Tomography Scans - Head:
Medicare of Florida will consider a computerized
tomography scan of the head to be medically reasonable
and necessary when performed to establish adiagnosis
or to monitor treatment for the following conditions:

Intracrania neoplasms, cerebral infarctions, ventricular
displacement or enlargement, cortical atrophy, cerebral
aneurysms, intracranial hemorrhage and hematoma,
infection, edema, degenerative processes, cyst
formation, multiple sclerosis, seizure disorders, head
trauma, congenital abnormalities, presence of aforeign
body, and radiation treatment planning.

Coveragefor headache should only befor thefollowing
situations:

1. Patient suffering from headaches after a head injury.
Head CAT scan is performed to rule out the possibility
of ableed.

2. Patient suffering from headaches unusual in duration and
not responding to medical therapy. Head CAT scan is
performed to rule out the possibility of atumor.

3. Patient suffering from headaches characterized by sud-
den onset and severity. Head CAT scan is performed to
ruleout possihility of aneurysm and/or arteriovenousmal-
formation.

HCPCS Codes

70450 Computerized axial tomography, head or brain;
without contrast material

70460 with contrast material(s)

70470 without contrast material, followed by

contrast material(s) and further sections

ICD-9 Codes That Support Medical Necessity

006.5 Amebic brain abscess

013.00-013.36  Tuberculosis of meninges and central

nervous system

Tuberculosis encephalitis or myelitis or

other specified or unspecified tubercul o-

sis of central nervous system

036.0-036.2 Meningococcal infection

042 Human immunodeficiency virus (HIV)
disease

013.60-013.96
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046.0-046.9

047.0-047.9
049.0-049.9

052.0

053.0

054.3
054.72
055.0
056.01
062.0-062.9
063.0-063.9
064
072.1-072.2
090.40-090.49
094.0-094.9
112.83
114.2
115.01
115.11
11591
130.0
162.0-162.9
170.0

191.0-191.9
192.0-192.1

194.3-194.4

195.0

196.0

198.3-198.5

199.0-199.1

200.11

200.21

201.11

201.21

201.41

201.51

201.61

201.71

Slow virus infection of central nervous
system

Meningitis due to enterovirus

Other non-arthropod-borneviral diseases
of central nervous system

Postvaricella encephalitis

Herpes zoster with meningitis

Herpetic meningoencephalitis

Herpes simplex meningitis

Postmeasl es encephalitis
Encephalomyelitis due to rubella
Mosquito-borne viral encephalitis
Tick-borne viral encephalitis

Viral encephalitis transmitted by other
and unspecified arthropods

Mumps; meningitis or encephalitis
Juvenile neurosyphilis

Neurosyphilis

Candidal meningitis

Coccidioidal meningitis

Infection by Histoplasma capsulatum
with meningitis

Infection by Histoplasma duboisii with
meningitis

Histoplasmosis, unspecified, meningitis
Meningoencephalitis dueto toxoplasmosis
Malignant neoplasm of trachea, bronchus,
and lung

Malignant neoplasm of bones of skull and
face, except mandible

Malignant neoplasm of brain

Malignant neoplasm of cranial nerves or
cerebral meninges

Malignant neoplasm of pituitary gland
and craniopharyngeal duct or pineal gland
Malignant neoplasm of head, face, and
neck

Secondary and unspecified malignant
neoplasm of lymph nodes of head, face,
and neck

Secondary malignant neoplasm of brain
and spinal cord, or other parts of nervous
system, or bone and bone marrow
Malignant neoplasm without specification
of site

Lymphosarcoma involving lymph nodes
of head, face, and neck

Burkitt’s tumor or lymphoma involving
lymph nodes of head, face, and neck
Hodgkin's granuloma involving lymph
nodes of head, face, and neck
Hodgkin's sarcoma involving lymph
nodes of head, face, and neck
Hodgkin's disease, lymphocytic-histio-
cytic predominance, involving lymph
nodes of head, face, and neck
Hodgkin's disease, nodular sclerosis, in-
volving lymph nodes of head, face, and neck
Hodgkin's disease, mixed cellularity, in-
volving lymph nodes of head, face, and neck
Hodgkin's disease, lymphocytic deple-
tion, involving lymph nodes of the head,
face, and neck

201.91

213.0
225.0-225.2

225.8

227.3-227.4

237.0-237.1

237.5-237.9

239.6-239.7

250.20-250.23
250.30-250.33
253.0-253.9

255.0-255.9
290.0-290.9

293.0-293.83
294.0-294.9

298.9
310.0-310.9

320.0-326

330.0-334.9

341.0-341.9

342.00-342.92
343.0-343.9
344.00-344.9
345.00-345.91
348.0-348.9
349.1-349.9

350.1-350.9
351.0-351.9
352.0-352.9
368.11
368.12
368.2
368.40
368.8

368.9
374.31
377.00-377.01

377.51-377.52

377.61

377.71

MEDICAL POLICY

Hodgkin's disease, unspecified, involving
lymph nodes of the head, face, and neck
Benign neoplasm of bones of skull and face
Benign neoplasm of brain and other parts
of nervous system

Benign neoplasm of other specified sites
of nervous system

Benign neoplasm of pituitary gland and
craniopharyngeal duct (pouch) or pineal
gland

Neoplasm of uncertain behavior of pitu-
itary gland and craniopharyngeal duct or
pineal gland

Neoplasm of uncertain behavior of endo-
crine glands and nervous system
Neoplasm of unspecified nature of brain
or endocrine glands and other parts of
nervous system

Diabetes with hyperosmolarity

Diabetes with other coma

Disorders of the pituitary gland and its
hypothalamic control

Disorders of adrenal glands

Senile and presenile organic psychotic
conditions

Transient organic psychotic conditions
Other organic psychotic conditions
(chronic)

Unspecified psychosis

Specific nonpsychotic mental disorders
due to organic brain damage
Inflammatory diseases of the central ner-
Vous system

Hereditary and degenerative diseases of
the central nervous system

Other demyelinating diseases of central
nervous system

Hemiplegia and hemiparesis

Infantile cerebral palsy

Other paralytic syndromes

Epilepsy

Other conditions of brain

Other and unspecified disorders of the
nervous system

Trigeminal nerve disorders

Facial nerve disorders

Disorders of other cranial nerves
Sudden visua loss

Transient visual 1oss

Diplopia

Visual field defect, unspecified

Other specified visual disturbances
Unspecified visua disturbance
Paralytic ptosis

Papilledema, unspecified or associated
with increased intracranial pressure
Disordersof optic chiasm associated with
pituitary neoplasms and disorders or as-
sociated with other neoplasms
Disorders of other visual pathways asso-
ciated with neoplasms

Disordersof visual cortex associated with
neoplasms
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378.51-378.56
386.2

388.2

388.5
430-438.9
572.2
674.00-674.04
738.10-738.19
740.0-740.2
742.0-742.4

742.8
742.9

747.81

756.0
759.2-759.9
765.00-765.19

767.0

767.1
767.3

768.5
768.6
768.9

770.8
772.1-772.2

779.0-779.2

780.01-780.09
780.1

780.2
780.31-780.39
780.4

780.6

780.9
781.0-781.9

784.0
784.2
784.3
784.5
784.60-784.69
793.0

794.00-794.09

800.00-804.99
850.0-854.19

873.0-873.1
873.9

950.0-950.9
951.0-951.9

959.01
996.2

Paralytic strabismus

Vertigo of central origin

Sudden hearing loss, unspecified
Disorders of acoustic nerve
Cerebrovascular disease

Hepatic coma

Cerebrovascular disordersinthe puerperium
Other acquired deformity of head
Anencephalus and similar anomalies
Other congenital anomalies of nervous
system

Other specified anomalies of nervous system
Unspecified anomaly of brain, spinal
cord, and nervous system

Anomalies of cerebrovascular system
Anomalies of skull and face bones
Other and unspecified congenital anomalies
Disorders relating to short gestation and
unspecified low birthweight

Birth trauma, subdural and cerebral hem-
orrhage

Birth trauma, injury to scalp

Birth trauma, other injuries to skeleton
(skull)

Severe birth asphyxia

Mild or moderate birth asphyxia
Unspecified birth asphyxia in liveborn
infant

Other respiratory problems after birth
Intraventricular or subarachnoid hemor-
rhage

Other and ill-defined conditions originat-
ing in the perinatal period

Alteration of consciousness
Hallucinations

Syncope and collapse

Convulsions

Dizziness and giddiness

Fever

Other general symptoms

Symptoms involving nervous and mus-
culoskeletal systems

Headache

Swelling, mass, or lump in head and neck
Aphasia

Other speech disturbance

Other symbolic dysfunction

Nonspecific abnormal findingson radiologi-
cal and other examination of skull and head
Nonspecific abnormal results of function
studies of brainand central nervous system
Fracture of skull

Intracranial injury, excluding those with
skull fracture

Other open wound of scalp with or with-
out mention of complication

Other and unspecified open wound of
head, complicated

Injury to optic nerve and pathways
Injury to other cranial nerve(s)

Head injury, unspecified

Mechanical complication of nervoussys-
tem device, implant, and graft

997.00-997.09  Nervous system complications

V10.85 Personal history of malignant neoplasm
of brain

V10.86 Personal history of malignant neoplasm
of other parts of nervous system

Vv10.88 Persona history of malignant neoplasm
of other endocrine glands and related
structures

V45.2 Presence of cerebrospinal fluid drainage
device

V67.1 Follow-up examination, following radio-
therapy

V67.2 Follow-up examination, following che-
motherapy

HCPCS Section and Benefit Category
Radiology

HCFA National Coverage Policy
Coverage I ssures Manual, Section 50-12 A-E

Reasons for Denial

When performed for indications other than those listed in
the“Indicationsand Limitations of Coverage and/or Medical
Necessity” section of this policy.

Noncovered ICD-9 Code(s)

Any diagnosis codesnot listed under the1CD-9 Codes That
Support Medical Necessity” section of this policy for
HCPCS Codes 70450-70470.

Sources of Information

Adams, R.D., Victor, M. (1993). Principlesof Neurol-
ogy. (5thed.). New York: McGraw-Hill.

Golish, JA. (1994). Diagnostic Procedure Handbook.
(pp 273-274). Cleveland, Ohio:Williams and Wilkins.

Rowland, L.P. (1995). Merritt’'s Textbook of Neurol-
ogy (9th ed.). Baltimore: Williams and Wilkins.

Coding Guidelines
N/A

Documentation Requirements

If the provider of the serviceis other than the ordering/
referring physician, that provider must maintain hard copy
documentation of test results and interpretation, along with
copies of the ordering/referring physician’s order for the
studies. The physician must state the clinical indication/
medical necessity for the study in his order for the test.

Medical record documentation maintained by the or-
dering/referring physician must indicate the medical neces-
sity for performing the test and the test results. Thisinfor-
mation is usually found in the history and physical, office/
progress notes, or test results.

Other Comments
N/A

CAC Notes

This policy does not express the sole opinion of the
carrier or Carrier Medical Director. Although thefinal de-
cision rests with the carrier, this policy was developed in
cooperation with the Carrier Advisory Committee, which
includes representatives from the Florida Diagnostic Radi-
ology Society and the Florida Neurology Society. «
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70541: Magnetic Resonance Angiography (MRA)

Description

Magnetic Resonance Angiography (MRA) isan appli-
cation of magnetic resonance (MR) imaging that provides
visualization of blood flow, as well as images of normal
and diseased blood vessels. MRA techniques are typically
noninvasive because they do not require the use of contrast
media. While contrast media may sometimes be used to
enhancetheimagesobtainedin MRA, the use of these agents
isnot necessary. Asaresult, MRA is an imaging aterna-
tive for patients who cannot tolerate contrast media.

Type of Bill
Hospital - 12x, 13x, 14x
Skilled Nursing Facility - 22x, 23x
Rural Health Clinic - 71x
End Stage Renal Disease - 72x

Revenue Code
320 Radiology Diagnostic, General Classification

Indications and Limitations of Coverage and/
or Medical Necessity

Although MRA appears to be arapidly developing tech-
nology, the clinical safety and effectiveness of this procedure
for al anatomical regions have not been proven. Asaresult,
Medicarewill provide coverage on alimited basis. Below are
the indications for which Medicare coverage is alowed for
MRA. All other uses of MRA will not be covered.

Head and Neck (for services performed before 7/1/99)

Medicare will provide coverage for the evaluation of
the carotid vessels in the head and neck when all of the
following conditions are met:

¢ For apatient who has a positive ultrasonography; and

¢ When performed on patients with symptoms associated
with carotid stenosis for which surgery may be found to
be appropriate based on the results of these tests.

It should be noted that physicians may choose either con-
trast angiography (CA) or MRA asdiagnostic testsafter aposi-
tive ultrasound for their patients. MRA is not performed rou-
tinely asan adjunct to CA. CA furnished in addition to MRA
might be appropriate only when the results from the MRA and
the ultrasound are incongruent or inconclusive.

Head and Neck (for servicesperformed on or after 7/1/99)

Medicare will provide coverage for the evaluation of
the vessels in the head and neck when all of the following
conditions are met:

* To evaluate the carotid arteries, the circle of Willis, the
anterior, middle or posterior cerebral arteries, the verte-
bral or basilar arteries, or the venous sinuses; and

¢ Be performed on patients with conditions of the head and
neck for which surgery is anticipated and may be found to
be appropriate based on the MRA. These conditions in-
clude, but are not limited to, tumor, aneurysms, vascular
malformations, vascular occlusion or thrombosis.

MRA and contrast angiography (CA) are not expected
to be performed on the same patient for diagnostic purposes
prior to the application of anticipated therapy. Only one of
these tests will be covered routinely unless the physician
can demonstrate the medical need to perform both tests.

HCPCS Codes

70541

Magnetic resonance angiography, head and/ or

neck, with or without contrast material(s)
ICD-9 Codes That Support Medical Necessity

094.89 Other specified neurosyphilis

191.0-191.9 Malignant neoplasm of brain

192.1 Malignant neoplasm of cerebral meninges

194.5 Malignant neoplasm of carotid body

2275 Benign neoplasm of carotid body

228.02 Hemangioma, any site, of intracranial
structures

239.6 Neoplasms of unspecified nature of brain

430 Subarachnoid hemorrhage

431 Intracerebral hemorrhage

432.1 Subdural hemorrhage

432.9 Unspecified intracranial hemorrhage

433.00-433.91  Occlusion and stenosis of precerebral ar-
teries

434.00-434.91  Occlusion of cerebral arteries

435.0-435.9 Transient cerebral ischemia

436 Acute, but ill-defined, cerebrovascular
disease

437.3 Cerebral aneurysm, nonruptured

442.81 Other aneurysm of artery of neck

446.5 Giant cell arteritis

747.81 Anomalies of cerebrovascular system

900.00-900.9 Injury to blood vessels of head and neck

Peripheral Arteriesof Lower Extremities

Studies have proven that MRA of peripheral arteriesis
useful in determining the presence and extent of peripheral
vascular disease in lower extremities.

Effective May 1, 1997, Medicare will consider MRA
of the arteries of the lower extremities to be a covered ser-
vice only when the following criteria have been met:

¢ Either MRA or CA can be performed to eval uate periph-
eral arteries of the lower extremities. However, both
MRA and CA may be useful in some cases, such as:

- A patient hashad CA and thistest was unableto iden-
tify aviable run-off for bypass. When exploratory sur-
gery isnot believed to be areasonable medical course of
action for this patient, MRA may be performed to iden-

tify the viable runoff vessel.

- A patient hashad MRA, but theresultsareinconclusive.
HCPCS Codes
73725 M agnetic resonance angiography, lower extrem-

ity, with or without contrast material (s)
ICD-9 Codes That Support Medical Necessity

N/A
Abdomen

Studies have proven that MRA is considered areliable

diagnostic tool for the preoperative evaluation of patients
who will undergo elective abdominal aortic aneurysm
(AAA) repair. In addition, scientific data has reveal ed that
MRA is considered comparable to CA in determining the
extent of AAA, as well as evaluation of aortoilliac occlu-
sion disease and renal artery pathology that may be neces-
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sary inthesurgical planning for AAA repair. Thesestudies
also reveal that MRA could provide a net benefit to the pa
tient. If preoperative angiography is not necessary then
patients are not exposed to the risks associated with inva-
sive procedures, contrast media, end-organ damage or arte-
rial injury. Aswith coverage of MRA for other anatomical
sites, Medicare will provide coverage for either MRA or
CA and not both tests on aroutine basis.

The physician may choose between CA or MRA
for preoperativeimaging, after other tests such as computed
tomography (CT) or ultrasound have been used to diaghose
AAA and evaluate aneurysm size over time. However, both
MRA and CA may be used when the physician can demon-
strate the medical need for both tests to be performed, such
as when afollowup CA is necessary to clarify rena artery
pathology, which might not be diagnosed definitively by
aninitial MRA.

HCPCS Codes

74185 Magnetic resonance angiography, abdomen,
with or without contrast material(s)

ICD-9 Codes That Support Medical Necessity
N/A

Chest
Medicare will cover MRA of the chest for the follow-
ing indications:
For the Diagnosis of Pulmonary Embolism
Medicarewill consider MRA of the chest for diagnos-
ing a suspected pulmonaryembolism to be a covered ser-
vice when the following criteria have been met:

¢ A patient is suspected of having a pulmonary embolism
and it is contraindicated for the patient to receive intra-
vascular iodinated contrast material.

e A patient is dlergic to iodinated contrast material and
would face a high risk of developing complications if
undergoing pulmonary angiography or computed tomog-
raphy angiography.

For Pre-operative or Post-operative Evaluation of
Thoracic Aortic Dissection and Aneurysm

Medicarewill consider MRA of the chest for theevalu-
ation of thoracic aortic dissection and aneurysm to be acov-
ered service when the following criteria are met:

¢ Depending onthe clinical presentation, MRA may be used
as an alternative to other non-invasive imaging technolo-
gies, such as transesophageal echocardiography and CT.

¢ Either MRA or CA may be used as adiagnostic test for
thoraci ¢ aortic dissection and aneurysm, but not both tests
on aroutine basis.

¢ |f both MRA and CA of the chest are used to diagnose tho-
racic aortic dissection and aneurysm, the physician must
demonstrate the medical need for performing both tests.

HCPCS Codes
71555  Magnetic resonanceangiography, chest, (exclud-
ing myocardium), with or without contrast
material(s)

ICD-9 Codes That Support Medical Necessity
N/A

HCPCS Section and Benefit Category
Radiology

HCFA National Coverage Policy
Coverage Issues Manual 50-14

Reasons for Denial

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

HCFA considersthe following codesto be noncovered
by Medicare:

72159 Magnetic resonance angiography, spinal canal
and contents, with or without contrast material (s)

72198 Magnetic resonance angiography, pelvis, with
or without contrast material(s)

73225 M agnetic resonance angiography, upper extrem-

ity, with or without contrast material(s)

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

Edelman, R. MR Angiography: Present and Future,
AJR, 161:1-11, 1993

Handelsman, H. Magnetic Resonance Angiography
(MRA) for the Determination of Blood Flow and Blood
Vessel Morphology.

Tierney, L.M., J., McPhee, S.J., & Papadakis, M.A.
(1998). Current: Medical Diagnosis & Treatment (37th
ed.). CT: Appleton & Lange.

Wentz, K. et. al., Intracranial Vertebrobasilar System:
MR Angiography, Radiology, 1190: 105-110, 1994.

Coding Guidelines
N/A

Documentation Requirements

Documentation maintained in the patient’s file must
indicate the medical necessity of thisprocedure. All cover-
age criteria listed in the “Indications and Limitations of
Coverageand/ or Medical Necessity” section must be docu-
mented in the patient’s medical record, as well as a hard
copy of the procedure results, made available to Medicare
upon request. This information is generally found in the
office/progress notes, history and physical, and/or opera-
tive notes.

If the provider of the magnetic resonance angiography
study is other than the ordering/referring physician, the pro-
vider of the service must maintain hard copy documenta-
tion of test results and interpretation, along with copies of
the ordering/referring physician’ sorder for the studies. The
physician must state the reason for the MRA in his order
for the test.

Other Comments
N/A

CAC Notes

This policy does not express the sole opinion of the car-
rier or the Carrier Medical Director. Although the final deci-
sion rests with the carrier, this policy was devel oped in coop-
eration with the Carrier Advisory Committee which includes
representatives from the Florida Radiological Society, Inc. «

August/September 1999

The Florida Medicare A Bulletin

19



MEDICAL POLICY

85044: Reticulocyte Count

Description

Reticulocytes are nonnucleated, immature red blood
cells (RBCs) that remain in the peripheral blood for 24 to
48 hourswhilematuring. Inthistest, reticulocytesinawhole
blood sample are counted and expressed as a percentage of
the total red cell count. When bone marrow activity and
hemoglobin levels are normal, the reticulocyte count is be-
tween 0.5% to 1.5%.

The reticulocyte count is part of the initial evaluation
of anemia and is an index of effective erythropoiesis and
bone marrow response to anemia. It is useful, along with
the complete blood count (CBC), serum iron, total iron-
binding capacity, and serum ferritin, in classifying the ane-
mia according to the functional defect in erythropoiesis—
whether there is a failure in red blood cell production, an
abnormality in precursor maturation, or an increase in red
blood cell destruction.

Type of Bill
Hospital - 12x, 13x, 14x
Skilled Nursing Facility - 21x, 22x, 23x
Rural Health Clinic - 71x
End Stage Renal Disease - 72x

Revenue Code
305 Hematology

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare of Floridawill consider areticulocyte count
medically reasonable and necessary in the following cir-
cumstances:

¢ Toinitialy evaluate a patient with unexplained anemia,
and/or

* Toevaluatetheresponsetothetherapeuticintervention(s)
for the diagnosed anemia. Generally, it is expected that
afollow up reticulocyte count will be performed when
the test results will be used in the management of the
patient’sanemia. Usually other laboratory tests, such as
a hemoglobin, better reflect the effects of treatment on
the patient’ s |aboratory values.

HCPCS Codes
85044 Blood count; reticulocyte count, manual
85045 Blood count; reticul ocyte count, flow cytometry

ICD-9 Codes That Support Medical Necessity
280.0-285.9 Anemias

HCPCS Section and Benefit Category
Pathology and L aboratory/Hematology and Coagulation

HCFA National Coverage Policy
N/A

Reasons for Denial

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

A reticulocyte count performed routinely with a com-
plete blood count (CBC) without evidence of an anemic
condition isconsidered screening and, therefore, isnot cov-
ered by Medicare.

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

Fauci, A., Braunwald, E., Isselbacher, K., Wilson, J.,
Martin, J., Kasper, D., Hauser, D., & Longo, D. (Eds)).
(1998). Harrison's Principles of Internal Medicine. (14"
ed.). New York: McGraw-Hill.

[llustrated Guide to Diagnostic Tests. (1994).
Springhouse:  Springhouse Corporation.

Tilkian, S., Conover, M. & Tilkian, A. (1987). Clini-
cal Implications of Laboratory Tests. St. Louis: TheC. V.
Mosby Co.

Coding Guidelines
N/A

Documentation Requirements

Medical record documentation maintained by the order-
ing physician must clearly indicate the medical necessity of
the services being billed. In addition, documentation that the
service was performed must be included in the patient’s medi-
cal record. Thisinformation is normally found in the office/
progress notes, hospital notes, and/or test results.

If the provider of the serviceis other than the ordering/
referring physician, that provider must maintain hard copy
documentation of test results and interpretation, along with
copies of the ordering/referring physician’s order for the
studies. The physician must state the clinical indication/
medical necessity for the study in his order for the test.

Other Comments
N/A

CAC Notes

This policy does not express the sole opinion of the
carrier or the Carrier Medical Director. Although the final
decision restswith the carrier, this policy was developed in
cooperation with the Carrier Advisory Committee which
includes representatives from numerous societies.
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86781: Fluorescent Treponemal Antibody Absorption (FTA-abs)

Description

Thefluorescent treponemal antibody absorption (FTA-
abs) test isthe most widely employed treponemal test. Itis
a specific test for the diagnosis of syphilis. The FTA-abs
test includes a serum specimen which is absorbed and then
tested with immunofluorescence for the antibody to Tre-
ponema pallidum, the causative agent of syphilis.

FTA-absisthemost sensitivetest in all stages of syphi-
lis. The FTA-abstest isof value principally in determining
whether a positive nontreponemal antigen test (e.g., Rapid
Plasma Reagin [RPR] or Venerea Disease Research Labo-
ratory [VDRL]) is“false positive’ or isindicative of syphi-
lis. Because of its great sensitivity, particularly in the late
stages of the disease, the FTA-abstest isalso of valuewhen
thereisclinical evidence of syphilis but the nontreponemal
serologictest for syphilisisnegative. Thetest ispositivein
most patients with primary syphilisand in virtually all with
secondary syphilis.

Type of Bill
Hospital - 12x, 13x, 14x
Skilled Nursing Facility - 21x, 22x, 23x
Rural Health Clinic - 71x
End Stage Renal Disease - 72x

Revenue Code
302 Immunol ogy

Indications and Limitations of Coverage and/

or Medical Necessity

Medicare of Floridawill consider FTA-abs (CPT code
86781) to be medically reasonable and necessary for the
following indications:

¢ Confirmation of apositive RPR or VDRL test.

¢ A patient with suspected primary syphiliswho hasanega
tive RPR or VDRL.

¢ A patient with suspected latent syphilis or neurosyphilis
who has a negative RPR or VDRL.

HCPCS Codes
86781 Treponema Pallidum, confirmatory test (e.g.,
FTA-abs)

ICD-9 Codes That Support Medical Necessity

090.0-090.9  Congenital syphilis

091.0-091.9 Early syphilis, symptomatic

092.0 Early syphilis, latent, serological relapse
after treatment

092.9 Early syphilis, latent, unspecified

093.0-093.9  Cardiovascular syphilis

094.0-094.9 Neurosyphilis

095.0-095.9  Other forms of late syphilis with symp-
toms

096 Late syphilis, latent

097.0-097.9  Other and unspecified syphilis

386.10-386.19 Other and unspecified peripheral vertigo

386.2 Vertigo of central origin

386.9 Unspecified vertiginous syndromes and
labyrinthine disorders

HCPCS Section and Benefit Category
Pathology and L aboratory

HCFA National Coverage Policy
N/A

Reasons for Denial

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

Routine screening services are not covered by Medi-
care of Florida

Noncovered ICD-9 Code(s)
Any diagnosis code not listed inthe“1CD-9 Codes That
Support Medical Necessity” section of this policy.

Sources of Information

Jacobs, D.S.,, Demott, W. R., Finley, P.R., et. Al. (1994).
Laboratory Test Handbook. Hudson: Lexi Comp Inc.

Pagana, K. D., and Pagana, T. J. (1995). Mosbhy's
Diagnostic and Laboratory Test Reference. St. Louis:
Mosby - Year Book, Inc.

Tierney, L. M., McPhee, S. J., and Papadakis, M. A.
(1997). Current Medical Diagnosis and Treatment 1997.
Stanford: Appleton and Lange.

Coding Guidelines
N/A

Documentation Requirements

Medical record documentation maintained by the or-
dering/referring physician must indicate the medical neces-
sity for performing the test. This information is usually
found in the history and physical, office/progress notes, or
lab reports.

If the provider of the serviceis other than the ordering/
referring physician, that provider must maintain hard copy
documentation of test results and interpretation, along with
copies of the ordering/referring physician’s order for the
studies. The physician must state the clinical indication/
medical necessity for the study in his order for the test.

Other Comments
N/A

CAC Notes

Thispolicy does not reflect the sole opinion of the car-
rier or Carrier Medical Director. Although the final deci-
sion rests with the carrier, this policy was developed in co-
operation with the Carrier Advisory Committee, which in-
cludes representatives from numerous societies.
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93000: Electrocardiography

Description

Electrocardiography (ECG, EKG) is the graphic trac-
ing of the variations in electrical potential caused by the
excitation of the heart muscle as detected at the body sur-
face by electrodes placed on the patient’ s limbs and chest.
The monitoring electrodes detect the electrical activity of
the heart from a variety of spatial perspectives. The EKG
lead system iscomposed of several eectrodesthat are placed
on each of the four extremities and at varying sites on the
chest. It providesinformation regarding rate, rhythm, myo-
cardial injury, and conduction system.

The normal EKG pattern is composed of waves arbi-
trarily designated by thelettersP, Q, R, S, and T. Through
the analysis of these wave forms and time intervals, valu-
ableinformation about the heart may be obtained. The EKG
is used primarily to identify abnormal heart rhythms
(arrhythmias or dysrhythmias) and to diagnose acute myo-
cardia defects, ventricular hypertrophy, and/or strain.

Type of Bill
Outpatient Hospital - 12x, 13x, 14x
Skilled Nursing Facility - 21x, 22x, 23x
Rural Health Clinic - 71x
End Stage Renal Disease Facility - 72x
Comprehensive Outpatient Rehabilitation Facility - 75x

Revenue Type
730 Electrocardiogram General Classification

Indications and Limitations of Coverage and/
or Medical Necessity

Electrocardiograms are indicated for diagnosis and
patient management purposes involving symptoms of the
heart, pericardium, thoracic cavity, and systemic diseases
that produce cardiac abnormalities.

Medicare of Florida will consider an EKG medically
necessary in any of the following circumstances:

1. Initial diagnostic workup for a patient that presents with
complaints of symptoms such as chest pain, pal pitations,
dyspnea, dizziness, syncope, etc., which may suggest a
cardiac origin.

2. Evauation of apatient on acardiac medication for acar-
diac arrhythmia or other cardiac condition that affects
the electrical conduction system of the heart (e.g.,
inotropics such as digoxin; antiarrhythmics such as
Tambocor, Procainamide, or Quinidine; and antianginals
such as Cardizem, Isordil, Corgard, Procardia, Inderal,
and Verapamil). The EKG is necessary to evaluate the
effect of the cardiac medication on the patient’s cardiac
rhythm and/or conduction system.

3. Bvauation of a patient with a pacemaker with or with-
out clinical findings (history or physical examination)
that suggest possible pacemaker malfunction.

4. Evaluation of a patient who has a significant cardiac ar-
rhythmiaor conduction disorder inwhich an EKG isnec-
essary as part of the evaluation and management of the
patient. These disorders may include, but are not lim-
ited to, the following: Complete Heart Block, Second
Degree AV block, Left Bundle Branch Block, Right
Bundle Branch Block, Paroxysmal VT, Atria Fib/flut-
ter, Ventricular Fib/Flutter, Cardiac Arrest, Frequent

PACs, Frequent PV Cs, Wandering Atrial Pacemaker, and
any other unspecified cardiac arrhythmia.

5. BEvaluation of apatient with known Coronary Artery Dis-
ease (CAD) and/or heart muscle disease who presents
with symptoms such as increasing shortness of breath
(SOB), palpitations, angina, etc.

6. Evaluation of apatient’ sresponseto anewly established
therapy for angina, palpitations, arrhythmias, SOB, or
other cardiopulmonary disease process.

7. Evaluation of patients after coronary artery
revascularization by Coronary Artery Bypass Grafting
(CABGsS), Percutaneous Trand umina Coronary Angiog-
raphy (PTCA), thrombolytic therapy (e.g., TPA, Strep-
tokinase, Urokinase), and/or stent placement.

8. Evaluation of the patient presenting with symptoms of a
Myocardia Infarction (MI).

9. Evauation of other symptomatology that may indicatea
cardiac origin especially in those patients who have a
history of an M1, CABG surgery, or PTCA, or patients
who are being treated medically after a positive stress
test or cardiac catherization.

10.Pre-operative evaluation of the patient:

¢ undergoing cardiac surgery such as CABGs,
automatic implantable cardiac defibrillator, or
pacemaker, or

* thepatient hasamedical condition associated
with a significant risk of serious cardiac arrhyth-
miaand/or myocardial ischemiasuchasDressler’s
Syndrome, history of MI, angina pectoris, aneu-
rysmof heart wall, chronicischemic heart disease,
pericarditis, Valvular Disease, or cardiomyopathy
to name a few.

HCPCS Codes

93000 Electrocardiogram, routine ECG with at least 12
leads; with interpretation and report
93005 tracing only, without interpretation and
report
93010 interpretation and report only

ICD-9 Codes That Support Medical Necessity

079.0-079.99  Vira and chlamydial infection in condi-
tions classified elsewhere and of un-
specified site

240.0-246.9 Disorders of thyroid gland

250.10-250.13
250.20-250.23
250.30-250.33
250.70-250.73

Diabetes with ketoacidosis

Diabetes with hyperosmolarity

Diabetes with other coma

Diabetes with peripheral circulatory dis-

orders

276.0-276.9 Disorders of fluid, electrolyte, and acid-
base balance

277.3 Amyloidosis

337.0 Idiopathic peripheral autonomic neur-
opathy

3379 Unspecified disorder of autonomic ner-
Vous system

390-429.9 Diseases of the circulatory system

435.9 Unspecified transient cerebral ischemia
(Transient ischemic attack TIA)

436 Acute, but ill-defined, cerebrovascular

disease
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440.0-448.9

668.10-668.14
710.0-710.9
714.0-714.9

745.0-745.9

746.00-747.9

780.02

780.2
780.31-780.39
780.4

780.79

782.0
782.61-782.62
785.0

785.1

785.2

785.3
785.50-785.59
786.00

786.01

786.02
786.03-786.09
786.50-786.59
786.6

789.01

789.02

789.06
794.30-794.39

799.0

799.1
860.0-860.5
861.00-861.32
959.1
972.0-972.9

980.0-989.9
995.0-995.89
996.00-996.09
996.80-996.89
997.1

997.2

997.3
V45.01-V45.09

V45.81-V45.82

V72.81

Diseases of arteries, arterioles, and capil-
laries

Cardiac complications

Diffuse diseases of connective tissue
Rheumatoid arthritisand other inflamma-
tory polyarthropathies

Bulbus cordis anomalies and anomalies
of cardiac septal closure

Other congenital anomalies of heart and
circulatory system

Transient alteration of awareness
Syncope and collapse

Convulsions

Dizziness and giddiness

Other malaise and fatigue

Disturbance of skin sensation

Pallor and flushing

Tachycardia, unspecified

Palpitations

Undiagnosed cardiac murmurs

Other abnormal heart sounds

Shock, without mention of trauma
Respiratory abnormality, unspecified
Hyperventilation

Orthopnea

Dyspnea and respiratory abnormalities
Chest pain

Swelling, mass, or lump in chest
Abdominal pain, right upper quadrant
Abdominal pain, left upper quadrant
Abdominal pain, epigastric

Nonspecific abnormal results of cardio-
vascular function study

Asphyxia

Respiratory arrest

Traumatic pneumothorax and hemothorax
Injury to heart and lung

Injury of trunk

Poisoning by agents primarily affecting
the cardiovascular system

Toxic effects of substances chiefly
nonmedicinal as to source

Certain adverse effects not elsewhere
classified

Mechanical complication of cardiac de-
vice, implant and graft

Complications of transplanted organ
Cardiac complications

Peripheral vascular complications
Respiratory complications

Other postsurgical states, Cardiac pace-
maker, automatic implantable cardiac
defibrillator, and other specified cardiac
device

Other postsurgical status, Aortocoronary
bypass status and percutaneous
transluminal coronary angioplasty status
Pre-operative cardiovascular examination

HCPCS Section and Benefit Category
Cardiovascular/Medicine

HCFA National Coverage Policy

Intermediary Manual 3112.3, 3642E., 3627.9

Coverage Issues Manual 50-15

Hospital Manual 8462, E204.3, E211.2, 442.7, 442.8,443
Ren 207.3, 240.3D

Reasons for Denial

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

Jacabs, D., Demott, W., Finley, P., Horvat, R., Kasten,
B. and Tilzer, L. (1994). Laboratory Text Handbook (3rd
ed.) Hudson: Lexi-Comp, Inc.

Pagana, K., and Pagana, J. (1995). Mosby’s Diagnos-
tic and Laboratory Test Reference. (2nd ed.). St. Louis:
Mosby.

Coding Guidelines

Outpatient hospitals, hospital-based rural health clin-
ics and CORFS may use only code 93005 when billing for
this service.

The claim must indicate the signs and symptoms or
other clinical reason necessitating the service.

Thefollowing Typeof Bill must aso include the appli-
cable HCPCS code:

Outpatient Hospital - 13x, 14x;

Skilled Nursing Facility - 23x;

Rura Health Clinic - 71x;

End Stage Renal Disease Facility - 72x;
Comprehensive Outpatient Rehabilitation Facility - 75x.

Documentation Requirements

Medical record documentation (e.g., office/progress
notes) maintained by the ordering/referring physician must
indicate the medical necessity for performing thetest. Ad-
ditionally, the EK G strip and acopy of thetest results should
be maintained in the medical record.

If the provider of the serviceis other than the ordering/
referring physician, that provider must maintain hard copy
documentation of test results and interpretation, along with
copies of the ordering/referring physician’s order for the
studies. The physician must state the clinical indication/
medical necessity for the study in his order for the test.

Other Comments
N/A

CAC Notes

This policy does not express the sole opinion of the
carrier or Carrier Medical Director. Although thefinal de-
cision rests with the carrier, this policy was developed in
cooperation with the Carrier Advisory Committee which
includes representatives from the Florida Chapter of the
American College of Cardiology. «
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G0104: Colorectal Cancer Screening

Description

Cancer screening isameans of detecting disease early,
in asymptomatic individuals, with the goal of decreasing
morbidity and mortality. Generally, screening examinations,
tests, or procedures are not diagnostic of cancer but instead
indicate that acancer may be present. Thediagnosisisthen
made following a workup that generally includes a biopsy
and pathologic confirmation. Colorectal cancer screening
involvesthe use of fecal occult blood testing, rigid and flex-
ible sigmoidoscopy, radiographic barium contrast studies,
and colonoscopy.

The Balanced Budget Act (BBA) of 1997 provides
coveragefor various colorectal screening examinations sub-
ject to certain coverage, frequency, and payment limitations.
This policy documents the provisions listed in the BBA.

Type of Bill
Outpatient Hospital - 13x

Revenue Codes
301 Laboratory; Chemistry
320 Radiology-Diagnostic; General Classification
750 Gastro-intestinal Services, General Classification

Indications and Limitations of Coverage and/
or Medical Necessity

Effectivefor servicesfurnished on or after January 1, 1998,
Medicare covers colorectal cancer screening tests/procedures
for the early detection of colorectal cancer. Thefollowing are
the coverage criteriafor these new screening services:

 Screening fecal-occult blood tests (code G0107) are cov-
ered at afrequency of once every 12 monthsfor beneficia-
rieswho have attained age 50. Screening fecal-occult blood
test means a guaiac-based test for peroxidase activity, in
which the beneficiary completesit by taking samplesfrom
two different sites of three consecutive stools. Thisscreen-
ing requires awritten order from the beneficiary’s attend-
ing physician.

* Screening flexible sigmoidoscopies (code G0104) are cov-
ered at afrequency of once every 48 monthsfor beneficia-
ries who have attained age 50. If during the course of a
screening flexible sigmoidoscopy alesion or growth is de-
tected which results in a biopsy or removal of the growth,
the appropriate diagnostic procedure classified as a flex-
ible sigmoidoscopy with biopsy or removal (procedure
codes 45330-45339) should be billed rather than code
G0104.

*  Screening colonoscopies (code GO105) are covered at afre-
quency of once every 24 months for beneficiaries at high
risk for colorectal cancer. High risk for colorectal cancer
means an individual with one or more of the following:

1. Acloserelative(sibling, parent, or child) who
has had colorectal cancer;

2. A family history of familial adenomatous
polyposis;

3. A family history of hereditary nonpolyposis
colorectal cancer;

4. A persona history of adenomatous polyps;

5. A personal history of colorectal cancer; or

6. A persona history of inflammatory bowel dis-
ease, including Crohn’'s Disease, and ulcer-
ative colitis.

If during the course of the screening colonoscopy, a
lesion or growth is detected which results in a biopsy or
removal of the growth, the appropriate diagnostic proce-
dure classified as a colonoscopy with biopsy or removal
(procedure codes 45378-45385) should be billed rather than
code G0105. This screening must be performed by a doc-
tor of medicine or osteopathy.

* Screening barium enemaexaminations (codes G0106 and
G0120) are covered as an aternative to either a screen-
ing sigmoidoscopy (code G0104) or a screening
colonoscopy(code G0105) examination. The same fre-
guency parametersspecified inthelaw for screening sig-
moidoscopy and screening colonoscopy apply.

The screening barium enema must be ordered in writ-
ing after a determination that the test is the appropriate
screening test. This means that in the case of a particular
individual, the attending physician must determine that the
estimated screening potential for the barium enemaisequal
to or greater than the screening potential that has been esti-
mated for a screening flexible sigmoidoscopy, or for a
screening colonoscopy, as appropriate, for the same indi-
vidual. This screening single contrast barium enema also
requires a written order from the beneficiary’s attending
physician in the same manner as described above for the
screening double contrast barium enema examination.

It isnot expected that these screening services are per-
formed on patients that present with active gastrointestinal
symptomatology.

HCPCS Codes

G0104  Colorecta cancer screening; flexible sigmoido-
Scopy

G0105  Colorectal cancer screening; colonoscopy on
individual at high risk

G0106  Colorectal cancer screening; alternativeto G0104,
screening sigmoi doscopy, barium enema

G0107  Colorectal cancer screening; fecal-occult blood
test, 1-3 simultaneous determinations

G0120  Colorectal cancer screening; alternativeto G0105,
screening colonoscopy, barium enema

G0121  Colorectal cancer screening; colonoscopy on
individual not meeting criteriafor highrisk (non-
covered)

G0122  Colorecta cancer screening; barium enema(non-
covered)

ICD-9 Codes That Support Medical Necessity

The following diagnosis list applies only to procedure
codes G0105 (Screening colonoscopy) and G0120 (Barium
enema).

555.0 - 555.9 Regional enteritis

556.0 - 556.9 Ulcerative colitis

558.1-558.9  Other noninfectious gastroenteritis and
colitis

V10.05 Personal history of malignant neoplasm;
large intestine

V10.06 Personal history of malignant neoplasm;

rectum, rectosigmoid junction, and anus
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V12.72 Personal history of colonic polyps

V16.0 Family history of malignant neoplasm:
gastrointestinal tract

V18.5 Family history of certain other specific

conditions; digestive disorders

HCPCS Section and Benefit Category
Digestive System

HCFA National Coverage Policy
Hospital Manual, Section 456
Intermediary Manual, Section 3660.16

Reasons for Denial

Procedure code G0121 should be used when this proce-
dureis performed on abeneficiary who does not meet the cri-
teriafor highrisk. Thisservicewill be denied as non-covered
becauseit failsto meet the requirements of the benefit.

Procedure code G0122 should be used when a screen-
ing barium enema s performed not as an alternative to ei-
ther a screening colonoscopy (code GO105) or a screening
flexible sigmoidoscopy (code G0104). Thisservicewill be
denied as non-covered because it fails to meet the require-
ments of the benefit.

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

Fauci, A., Braunwald, E., Martin, J., Kasper, D.,
Isselbacher, K., Hauser, S., Wilson, J., & Longo, D. (Eds).
(1998). Harrison's Principles of Internal Medicine (14th
ed.). New York: McGraw-Hill.

Coding Guidelines
When hilling for any of the covered services, the fol-
lowing guidelines apply to Type Of Bill 13x:

* Procedure code G0107 must be submitted with revenue
code 301. Payment will be made under the clinical di-
agnostic laboratory fee schedule.

* Procedure code G0106 and G0120 must be submitted
with revenue code 320. Payment will be subject to the
radiology blended payment method.

¢ Procedure code G0104 must be submitted with revenue code
750. Payment will be based on cost reimbursement.

* Procedure code G0105 must be submitted with revenue
code 750. Payment will be subject to the ambulatory
surgical center blended payment.

When these tests/procedures are provided to inpatients of
a hospital, they are covered under this benefit. However, the
provider must bill under TOB 13x using the discharge date of
the hospital stay to avoid editing in the Common Working File
(CWF) as aresult of the hospital bundling rules.

When billing procedure code G0105 (Screening
colonoscopy) or G0120 (Barium enema), submit the appli-
cable ICD-9 diagnosis for high risk:

¢ For patientswith aclose relative who has had colorectal
cancer or a family history of hereditary nonpolyosis
colorectal cancer, use diagnosis V16.0;

¢ For patientswith afamily history of familial adenomatous
polyposis, use diagnosis V18.5;

* For patients with a personal history of adenomatous
polyps, use diagnosis V12.72;

* For patientswith apersonal history of colorectal cancer,
use diagnosis V10.05 or V10.06;

* For patients with an inflammatory bowel disease, use
diagnosis 555.0-555.9, 556.0-556.9, or 558.1-558.9.

Any time the scheduled colorectal screening service
turns into a diagnostic/therapeutic service, the applicable
diagnostic/therapeutic procedure code should be billed.

Documentation Requirements

Medical record documentation must indicate that the
service provided was screening in nature. In addition, if
procedure code G0O105 (Screening colonoscopy) or G0120
(Barium enema) is billed, the documentation should sup-
port that the patient isat highrisk. Thisinformationisusu-
ally found in the office/progress notes, history/physical, and/
or procedure note.

Other Comments
N/A

CAC Notes

Thispolicy does not reflect the sole opinion of the carrier
or Carrier Medical Director. Although thefina decision rests
with the carrier, this policy was developed in cooperation with
the Carrier Advisory Committee, which includes representa-
tives from the Gastroenterology Society.
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J0850: Cytomegalovirus Immune Globulin (Human), Intravenous (CMV-IGIV)

Description

CMV-IGIV (CytoGam®) is an intravenous immunoglo-
bulin (Ig) that provides passiveimmunity by supplying arela
tively high concentration of 1g-G antibodies against CMV.

CMYV infection continuesto be the most important dis-
ease encountered in organ transplantation. Patients who
are at the greatest risk for morbidity are those who experi-
ence primary disease, (i.e., thoseindividualswho have never
been exposed to the virus [CMV seronegative] and receive
an organ transplant from a CMV seropositive donor).

Type of Bill
Hospital - 13x
Skilled Nursing Facility - 21x
Rural Health Clinic - 71x
End Stage Renal Disease - 72x

Revenue Type
636 - Drugs Requiring Detailed Coding

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare of Floridawill consider theuse of CMV-IGIV
(CytoGam®) medically reasonable and necessary for the
following indications:

* Prophylaxisagainst CMV disease associated with trans-
plantation of lung, liver, pancreas, and heart. In trans-
plants of these organs, prophylactic CMV-IGIV should
be considered in combination with ganciclovir.

¢ To attenuate primary CMV disease in seronegative kid-
ney transplant recipients who receive a kidney from a
CMYV seropositive donor.

CMV seropositive recipients who receive organs (lung,
liver, pancreas, heart, or kidney) from seropositive donors may
experience reactivation or reinfection, but the clinical mani-
festations are often milder than primary disease. Therefore,
CytoGam® isnot considered medically reasonable and neces-
sary when the recipient and the donor are CMV seropositive.

CytoGam® issupplied asaninjectable drug (2.5g/50ml
vial). Its 1.V. administration is prescribed in accordance
with the post-transplant period.

The maximum recommended total dosage per infusionis
150 mg/kg, administered according to the following schedul e:

Type of Transplant

Lung, Liver,
Kidney Pancreas, Heart
Within 72 hours: 150 mg/kg 150 mg/kg
2 weeks after: 100 mg/kg 150 mg/kg
4 weeksafter: 100 mg/kg 150 mg/kg
6 weeks after: 100 mg/kg 150 mg/kg
8 weeks after: 100 mg/kg 150 mg/kg
12 weeks after: 50 mg/kg 100 mg/kg
16 weeks after: 50 mg/kg 100 mg/kg

CytoGam® isnot considered to be reasonabl e and nec-
essary when given in excess of this administration/dosage
schedule.

CytoGam® may not be used as a substitutefor intrave-
nous immunoglobulin (IVIG).

HCPCS Codes
Jo850 Injection, cytomegalovirus immune globulin
intravenous (human), per vial

ICD-9 Codes That Support Medical Necessity

V07.2 Prophylactic immunotherapy
V42.0 Organ or tissue replaced by transplant, kidney
V421 Organ or tissue replaced by transplant, heart

V42.6 Organ or tissue replaced by transplant, lung
V42.7 Organ or tissue replaced by transplant, liver
V42.83  Organ or tissue replaced by transplant, pancreas

Note: The billing of CytoGam® requires dual diagnoses. To en-
sure reimbursement for this service, dual diagnoses must
be submitted. Providers must use |CD-9 codesV07.2 and
the appropriate V diagnosis (V42.0,V42.1,V42.6,V42.7,
or V42.83) to report the approved indication for JO850.
(V07.2 represents prophylactic immunotherapy against
CMYV for coverage purposesin this policy.)

HCPCS Section and Benefit Category
Drugs and Biologicals

HCFA National Coverage Policy
MIM 3101.3, 3112.4B

Reasons for Denial
Administration of CytoGam® for any indication other
than thoselisted in the“ Indications and Limitations of Cov-
erage and/or Medical Necessity” section of this policy.
Administration of CytoGam® in excess of the admin-
istration/dosage schedule in this policy.

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

Norman, D.J., Suki, W.N., et. al. (Eds.). (1998). Primer
on Transplantation. Thorofare: American Society of Trans-
plant Physicians.

Coding Guidelines

Thehilling of CytoGam® requires dual diagnoses. To
ensure reimbursement for this service, dual diagnoses must
be submitted.

Providers must use ICD-9 codes VV07.2 and the appro-
priate “V" diagnosis (V42.0, V42.1, V42.6, V42.7, or
V42.83) to report the approved indication for J0850. (V07.2
represents prophylactic immunotherapy against CMV for
coverage purposes in this policy.)

JO850 must be reported in form locator 44 for revenue
code 636.

ESRD facilities must administer CytoGam® at the facil-
ity, and it must be administered by an ESRD staff member.

Documentation Requirements
Medical record documentation maintained by the or-
dering/referring physician must clearly indicate:

The patient was CMV seronegative prior to the lung,

liver, pancreas, heart, or kidney transplant and hasreceived
an organ from a CMV seropositive donor;

¢ The date of the organ transplantation;
* The patient’s weight; and
* The administration and dosage of the CytoGam®.

This information is normally found in the history and
physical, office notes, or progress notes.

Other Comments
N/A

CAC Notes

This policy does not express the sole opinion of the car-
rier or the Carrier Medical Director. Although the final deci-
sion rests with the carrier, this policy was developed in coop-
eration with the Carrier Advisory Committee which includes
representatives from the Florida Society of Nephrology.
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Q9920: Chronic Renal Failure Erythropoietin (Epogen)

Description

Erythropoietin (Epogen) is a glycoprotein that stimu-
latesred blood cell production. Itisproduced inthekidney
and stimulates the division and differentiation of commit-
ted erythroid progenitors in the bone marrow.

Endogenous production of erythropoietin is normally
regulated by the level of tissue oxygenation. Hypoxia and
anemia generally increase the production of erythropoietin,
which in turn stimulates erythropoiesis. In normal subjects,
plasmaerythropoietin levelsrange from 0.01 to 0.03 units/ml,
and increase up to 100 to 1,000-fold during hypoxia or ane-
mia. In contrast, in patients with chronic renal failure (CRF),
production of erythropoietin isimpaired, and this erythropoi-
etin deficiency is the primary cause of their anemia.

This policy addresses Epogen given to Chronic Renal
Failure patients who are predialysis and patients who are
on diaysis.

Type of Bill
Hospital - 13x
Skilled Nursing Facility - 21x
Rural Health Clinic - 71x
End Stage Renal Disease - 72x

Revenue Code
634 Erythropoietin (EPO) less than 10,000 units
635 Erythropoietin (EPO) 10,000 or more units

Indications and Limitations of Coverage and/
or Medical Necessity

Epogen is considered medically reasonable and neces-
sary for the treatment of anemia associated with chronic
renal failure, including patients on dialysis and patients not
on dialysis. Epogen isindicated to elevate or maintain the
red blood cell level (as manifested by the hematocrit or he-
mogl obin determinations) and to decrease the need for trans-
fusionsin these patients. It isnot intended for patientswho
require immediate correction of severe anemia.

Prior to and during Epogen therapy, the patient’ siron
stores, including transferrin saturation and serum ferritin,
must be evaluated. Transferrin saturation should be at least
20% and ferritin at least 100ng/mL. Virtually all patients
will eventually require supplemental iron, to increase or
maintain transferrin saturation to level sthat will adequately
support erythropoiesis stimulated by Epogen. In addition,
blood pressure should be adequately controlled prior to ini-
tiation of Epogen therapy, and must be closely monitored
and controlled during therapy.

Toinitiate Epogen therapy, the patient must havea
documented anemia as evidenced by symptoms and a
hematocrit (HCT) of less than 30% or a hemoglobin
(HGB) < 10g/dl and a creatinine level of 3 mg/dl or
higher, unless there is medical documentation showing
theneed for EPO despiteaHCT >29.9% or aHGB >9.9¢/
dl or acreatininelevel <3 mg/dl.

It may be medically necessary for a patient to ini-
tiate Epogen therapy when the hematocrit or hemoglo-
bin isgreater than 29.9% or 9.9¢g/dl and the patient ex-
hibitsseveresignsand symptomssuch as: extremeweak-
ness and fatigue, cold intolerance, tachycardia, severe
pulmonary distress, sever e hypotension, angina, or con-

gestive heart failurewhich is caused by the anemic con-
dition. Inaddition, it may be medically necessary toini-
tiate Epogen therapy when thecreatininelevel is< 3mg/
dl if oneof thefollowingindicationsispresent: evidence
of any type clearancetest demonstrating a result of less
than 30cc/min (e.g., creatinineclearance) or thepatient’s
physical examination revealed muscle wasting or low
muscle mass.

Theinitial dose of Epogen, whether givenintravenously
or subcutaneoudly, is between 50 and 100 units per kilo-
gram (kg) of body weight. Subsequent injections are usu-
ally given at afrequency of three times per week. The dos-
age may be increased if, after eight weeks of therapy, the
hematocrit has not increased by fiveto six pointsandisstill
below the suggested hematocrit target range of 30 to 36%.
Adjustments in dosages are generally made in increments
of 25 unitg'kg of body weight. The dose of Epogen should
be reduced as the hematocrit approaches 36% or increases
by morethan 4 pointsin any 2-week period. Epogen should
be temporarily withheld if the reduced dose does not stop
the risein the hematocrit, and the hematocrit exceeds 36%.
When the hematocrit has returned to the desired range,
therapy may be resumed using adose that is 25 units/kg of
body weight lower than the previous dose.

Note: Thetimerequiredto elicit aclinically significant changein
hematocrit (increase or decrease) following any dose ad-
justment may be 2 to 6 weeks. Dose adjustment should
not be made more frequently than once a month, unless
clinically indicated. After any dose adjustment, the hema-
tocrit should be determined twice weekly (BIW) for at least
2 to 6 weeks.

Epogen is covered when it is furnished incident to a
physician’s service except when administered in arenal di-
alysisfacility. In addition, Epogen is covered for patients
with CRF who are on dialysis when:

¢ Itisadministered in therenal dialysisfacility; or

¢ |tissdf-administered in the home by any dialysis patient
(or patient caregiver) who is determined competent to use
the drug and meets the other conditions listed below.

Requirements for Self Administration of
Epogen

Self-administration of Epogen and items related to its
administration are covered for dialysis patientswho use Epogen
in the home when the following conditions are met:

1. Patient Care Plan—a dialysis patient who uses EPO in
the home must have a care plan for monitoring home
use of EPO which includes the following:

a Review of diet and fluid intakefor aberrations
asindicated by hyperkalemia and elevated
blood pressure secondary to volume overload;

b. Review of medicationsto ensure adequate pro-
vision of supplemental iron;

c. Ongoing evauations of hematocrit and iron
stores,

d. Re-evauationof thedialysis prescription tak-
ing into account the patient’ s increased appe-
tite and red blood cell volume;

August/September 1999

The Florida Medicare A Bulletin

27



MEDICAL POLICY

e. Methodfor physician follow-up on blood tests
and a mechanism (such as a patient log) for
keeping the physician informed of theresults;

f.  Training of the patient to identify the signs
and symptoms of hypotension and hyperten-
sion; and

g. Thedecrease or discontinuance of EPO if hy-
pertension is uncontrollable.

2. Patient selection—the dialysis facility, or the physician
responsible for al dialysis-related services furnished to
the patient, must make a comprehensive assessment that
includes the following:

a. Pre-selection monitoring—the patient’ shema-
tocrit (or hemoglobin), serum iron, transfer-
rin saturation, serum ferritin, and blood pres-
sure must be measured.

b. Conditionsthe patient must meet—the assess-
ment must find that the patient meets the fol-
lowing conditions:

1. Isadialysispatient;
2. Hasahematocrit (or comparable hemo-
globin level) that is as follows:

a. For apatient who isinitiating EPO
treatment, no higher than 30 percent
unless there is medical documen-
tation showing the need for EPO de-
spite a hematocrit (or comparable
hemoglobin level) higher than 30
percent. Patientswith severeangina,
severe pulmonary distress, or severe
hypotension may require EPO to
prevent adverse symptoms even
if they have higher hematocrit or he-
moglobin levels.

b. For apatient who hasbeen receiving
EPO from the facility or the physi-
cian, between 30 and 36 percent; and

3. Isunder the care of:

a.  Aphysicianwhoisresponsiblefor all
dialysis-related services and who pre-
scribes the EPO and follows the drug
labeling instructions when monitoring
the EPO home therapy; and

b. A rend dialysisfacility that estab-
lishes the plan of care and monitors
the progress of the home EPO therapy.

c. Theassessment must find that the

patient or a caregiver meets the fol-
lowing conditions:

1. Istrained by the facility to inject
EPO and is capable of carrying out
the procedure;

2. Iscapable of reading and under-
standing the drug labeling; and

3. Istrainedin, and capable of observ-

ing, aseptic techniques.

d. Careand storage of the drug—the as-
sessment must find that EPO can be
stored in the patient’s residence under
refrigeration, and that the patient is

aware of the potential hazard of achild’s

having access to the drug and syringes.

3. Responsihilities of physician or dialysis facility—the
patient’ s physician or dialysis facility must:
a. Develop aprotocol that followsthe drug label

b.

C.

instructions;

Make the protocol available to the patient to
ensure safe and effective home use of EPO;
Through the amounts prescribed, ensure that
the drug on hand at any time does not exceed
a 2-month supply;

Maintain adequate records to allow quality
assurance for review by the network and state
survey agencies. For Method |1 patients, cur-
rent records must be provided to and main-
tained by the designated backup facility.

HCPCS Codes

Listed below are the codes associated with the hemat-
ocrit levels that are reported using value code 49. HCPC
codes are not required on the UB-92 form.

Q9920

Q9921
Q9922
Q9923
Q9924
Q9925
Q9926
Q9927
Q9928
Q9929
Q9930
Q9931
Q9932
Q9933
Q9934
Q9935
Q9936
Q9937
Q9938
Q9939
Q9940

Injection of EPO, per 1,000 units, at patient HCT of 20
or less

Injection of EPO, per 1,000 units, at patient HCT of 21
Injection of EPO, per 1,000 units, at patient HCT of 22
Injection of EPO, per 1,000 units, at patient HCT of 23
Injection of EPO, per 1,000 units, at patient HCT of 24
Injection of EPO, per 1,000 units, at patient HCT of 25
Injection of EPO, per 1,000 units, at patient HCT of 26
Injection of EPO, per 1,000 units, at patient HCT of 27
Injection of EPO, per 1,000 units, at patient HCT of 28
Injection of EPO, per 1,000 units, at patient HCT of 29
Injection of EPO, per 1,000 units, at patient HCT of 30
Injection of EPO, per 1,000 units, at patient HCT of 31
Injection of EPO, per 1,000 units, at patient HCT of 32
Injection of EPO, per 1,000 units, at patient HCT of 33
Injection of EPO, per 1,000 units, at patient HCT of 34
Injection of EPO, per 1,000 units, at patient HCT of 35
Injection of EPO, per 1,000 units, at patient HCT of 36
Injection of EPO, per 1,000 units, at patient HCT of 37
Injection of EPO, per 1,000 units, at patient HCT of 38
Injection of EPO, per 1,000 units, at patient HCT of 39
Injection of EPO, per 1,000 units, at patient HCT of 40
or above

ICD-9 Codes That Support Medical Necessity

285.8*
285.9*
403.01

403.11
403.91

404.02

404.03

404.12

404.13

404.92

404.93

585
586

Other specified anemias

Anemia, unspecified

Malignant hypertensive renal disease with renal fail-
ure

Benign hypertensive renal disease with rena failure
Unspecified hypertensiverenal diseasewith rend fail-
ure

Malignant hypertensive heart and renal disease with
renal failure

Malignant hypertensive heart and renal disease with
congestive heart failure and renal failure

Benign hypertensive heart and renal disease with re-
nal failure

Benign hypertensive heart and renal diseasewith con-
gestive heart failure and renal failure

Unspecified hypertensive heart and renal diseasewith
rena failure

Unspecified hypertensive heart and renal diseasewith
congestive heart failure and renal failure

Chronic renal failure

Renal failure, unspecified

* These diagnoses must be submitted with the appropriate
condition causing the anemia.
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MEDICAL POLICY

HCPCS Section and Benefit Category
Drugs and Biologicals

HCFA National Coverage Policy

Hospital Manual, Section 230.4B4, E205C
Intermediary Manual, Section 3168D, 3644D, 3907.2
Renal Dialysis Facility Manual, Section 207.5, 319

Reasons for Denial

When performed for indications other than those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

Noncovered ICD-9 Code(s)
Any diagnosis codes not listed in the “1CD-9 Codes
That Support Medical Necessity” section of this policy.

Sources of Information

United Sates Pharmacopoeia Drug I nformation

1998 Physician’'s Desk Reference

Beusterien, K., Nissenson, A., Port, F., Kelly, M.,
Steinwald, B., & Ware, J. (1996). The effects of recombi-
nant human erythropoietin on functional health and well-
being in chronic dialysis patients. Journal of the American
Society of Nephrology, 7(5). 763-773.

Erdev, A. (1997). Erythropoietinin the pathogenesis
and treatment of the anemia of chronic rena failure. Kid-
ney International, 51, 622-630.

Vaderrabano, F. (1996). Erythropoietin in chronic
renal failure. Kidney International, 50, 1373-1391.

Coding Guidelines

Oniinitial claimsfor Epogen, the provider must report
the most recent hematocrit and/or hemoglobin prior to the
initiation of EPO therapy. On subsequent claims, the pro-
vider must report the latest hematocrit or hemoglobin per-
formed in the billing period. The hemoglobin (value code
48) or hematocrit (value code 49) and thetotal units of EPO
administered during the billing period (value code 68) must
be reported in form locators 39-41.

Payment for Epogen is made in addition to the com-
positerate. Thefollowing information must beincluded on
the UB-92 claim form:

¢ Informlocator field 42, enter revenue code 634 (Eryth-
ropoietin [EPO] less than 10,000 units) or 635 (Erythro-
poietin [EPQO] 10,000 or more units).

¢ Inform locator field 39-41 enter value code 48 for re-
porting the hemoglobin reading or value code 49 for re-
porting the hematocrit reading.

¢ Inform locator field 39-41, enter value code 68 and the
total EPO units administered during the billing period.

In addition to the above information, Epogen billed for
beneficiarieswho are self-administering the drug, must sub-
mit condition code 70 in form locator field 24-30 to indi-
cate that facilities are requesting payment for a supply of
EPO furnished to abeneficiary. In caseswherethe facility
is billing for both a supply and for administrations, field
locator 46 must be completed to indicate the number of
administrations given.

Note: Initialy, afacility may hill for up to a two-month supply of
Epogen for beneficiaries who meet the criteria for selection
for self-administration. After the initial two months supply,
bill for one month’s supply at atime.

Documentation Requirements

On the initial claim, the documentation (as indicated
by the value codes 48 or 49 in form locator fields 39-41)
must indicate the patient has a hematocrit of < 30% or a
hemoglobin <10 g/dl prior toinitiation of EPO therapy. If
the patient’s hematocrit level is greater than or equal to 30
or ahemoglobin level greater than or equal to 10, then the
documentation supporting the medical necessity for initia-
tion of Epogen therapy despite the increased hematocrit or
hemoglobin level must be maintained in the patient’ s medi-
cal record.

In addition, it is expected that a patient has a creatinine
level > 3 mg/dl prior to initiation of Epogen therapy. This
information must be maintained in the patient’smedical record.

Other documentation that the provider isto maintainin
the patient’s medical record is:

* The patient’sweight in kilograms;

¢ The Epogen units administered per kilogram of body
weight; and

* Medical justification for administration of Epogen ex-
ceeding standards of normal clinical practice.

For patients self-administering Epogen, the following
information must be available in the medical records:

¢ Patient care plan;

¢ Comprehensive assessment of patient; and

¢ Protocol identifying drug label instructions and home
use of EPO.

Documentation maintained in the patient’s file must
support the medical necessity for continuation of Epogen
therapy despite a hematocrit level greater than 36%. The
medical record should describe the ongoing assessment of
therapy (e.g., symptoms, dosage changes, lab work) over
time.

Other Comments
N/A

CAC Notes

Thispolicy does not reflect the sole opinion of the carrier
or Carrier Medical Director. Although thefina decision rests
with the carrier, this policy was developed in cooperation with
the Carrier Advisory Committee, which includes representa-
tives from the Florida Society of Nephrology. «
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EDUCATIONAL RESOURCES

ORDER FORM - 1999 PART A MATERIALS

The following materials are available for purchase by Medicare providers. To order these items, please complete
and submit this form along with your check/money order (PAYABLE TO: First Coast Service Options, Inc.
account number 756134)

Medicare Part A UB-92 Manual - This docuwnernt contains the $ 2500
allowahble billing entries for all 26 form locators on the UBE-92 HCFA.- '
1450 billing form.

Skille d Mursing Facility ( SNF) Manual - This docwmert contains
specific Health Care Financing Administration (HOFA)Y guidelines as they F 2500
pettain to 3WF providers and services. Descriptions of some of the key
UB-22 HCFA-1450 form locators and bhilling elements.

Compre he nsive Ouipatient Rehahilitation Faciliy (CORF) and
Owutp atie nt Rehahilitation Facility (ORF) Manual - This document
cottaing specific Health Care Financing Admind stration (HCF &) § 2500
guidelines as they pertain to the CORF and ORF providers and services.
Descriptions of some of the key UB-92 HCFA-1450 form locators and
billing elements.

Partial Hospitalization Program (PHP) Manual - This docum ent
contains specific Health Care Financing Administration (HCF &)
guidelines as they pertain to the Medicare outpati ent partial
hospitalization benefit, elighility, and scope of services. Descriptions of
some of the key TB-92 HCFA-1450 form locators and billing elemerts.

§ 2500

Medicare Part A Bulle tin Subscription - For non-providers (e.g., billing
agencies, consultants, softr are vendors, etc) or providers who need
additional copies at other office locations, an annual subscription is $125.00
available., This subscription includes all Medicare bulletins published
during calendar year 1998, FPlease check here if this will be a
Subscription Renewal [] or Hew []

Reason Codes CD ROM -The Feason Codes list provides
comprehensive definitions of the intermediary's locally assigned five- $15.00
digit teason code messages identifiring claims payment, Return to
Provider (RTP), Rejects, andfor Demials

Subtotal $ Mail this form with payment to:
Medicare Part A
Tax (6.5%) $ Program Relations Department
P.O.Box 2711
Total $ Jacksonville, FL 32231-0048
Facility Name:
Mailing Address:
City: State: Zip Code:
Attention: Area Code/Telephone Number:
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EDUCATIONAL RESOURCES

Medicare Online

Electronic Bulletin Board System(BBS)

| Landk ! bian rama ok

Florida Electronic
Bulletin Board System
(BBS)

WHAT ISTHE BBS?

The BBSis abulletin board sys-
tem maintained in a computer similar
toyour own. Itislocated at Medicare
of Florida and enables you to access
vast amounts of important Medicare
(Part A and B) claims processing in-
formation. Thissystemisavailable24
hoursaday, 7 daysaweek, to anyone
(with no restrictions), from anywhere,
even outside Florida). Access can be
obtained by using your office or home
computer, via a TOLLFREE tele-
phone line.

WHAT'SAVAILABLE?

Once you’ve connected to the
BBSyou can view and search through
information while online. You will
also be able to copy the same infor-
mation to your own computer by
downloading for future access. You'll
find information on the BBS like:

Medicare Part A - Medical Poli-
cies, Publications (Bulletin), Rea-
son Codes, etc.

MedicarePart B - UPIN Directory,
Medigap Listing, Publications (Up-
date!), Fee Schedules, Local Medi-
cal Policies, EDI Format Specifica-
tionsManuals, Medpard Directories,
and more..

Computer Based Training (CBT) -
Free interactive electronic educa-
tional software programs for Part
A and B are available to download
for use in your office. These pro-
grams can be used as training and/
or hiring tools. Available modules
include Fraud and Abuse, ICD-9-
CM, Front Office, World of Medi-
care, Claims Completion Require-

mentsfor Part B - HCFA-1500 and
Part A - HCFA-1450.

(CBT is also available online
www.medi caretrai ning.com)

WHAT YOU WILL NEED:

To access the BBS, you will need:
E A Personal Computer

@ A telephonelinewith long-dis-
tance access—a dedicated line is
suggested but not required

= A modem—interna or external

The communication software -
There are dozens of programs
available such as HyperTerminal,
PCAnywhere, Procomm, etc.

Most computers purchased within the
last five years that have modems,
include communication software.
Follow your communication software
instructionsto set up accesstothe BBS
using the Medicare Online BBS phone
numbers.

The following two items are
examples of some of the
communication software options
available:

#A Windows95/98/NT - comes with
abuilt-in program called HyperTerminal
and can be accessed by: selecting Start,
then Programs, then Accessories, and
then HyperTerminal. Follow the setup
instructions onscreen to accessthe BBS.

Free Windows-based
communication softwar eisavailable
for your use. If you are unableto use
your existing software, Medicare has
a Windows-based communication
program available. To obtain it, send
afax request on your office letterhead
(with your office name, address and
contact name) to (904)791-6035.

TOLL FREE ACCESS:

Users - outside Jacksonville FL area:
(800) 838-8859

Users - within Jacksonville FL area:
(904) 791-6991

USER ID AND PASSWORD:

Upon initial access to the BBS, you
will be taken through an online
registration process that will enable
you to assign your own User 1D and
password. It'svery important that you
writethisinformation down exactly as
you entered it (including any special
characters). You will need your User
ID and password for future access to
the BBS!

BBSHELP LINE:

Questions, comments and concerns:
(904) 791-8384

Welcome To
Medicare Online!!
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EDUCATIONAL RESOURCES

Using Windows 95/NT/98 To Access “Medicare Online BBS”

What is Medicare Online BBS?

Medicare Online BBS is an electronic Bulletin Board
System (BBS) maintained at Medicare of Florida. It
enables you to access vast amounts of important Medicare
A and B claims processing information. ThisBBSis
available to anyone (with no restrictions), from anywhere
even outside Florida, and isavailable 24 hours aday, 7
days aweek. Access can be obtained by using your
office and/or home computer, viaa TOLL FREE
telephone number. All you need is a computer, telephone
line, modem and communications software. The
following are instructions for using a communications
program included within Windows 95/NT/98 operating
systems.

Using HyperTerminal

Windows 95/NT/98 includes a communications program
called HyperTerminal that will allow you to connect to
the Medicare Online BBS. The program includes a
simple setup “wizard” used to establish your connection.

Step 1: Accessing HyperTerminal
Toaccessthe HyperTermina program: from the Start menu,
click Programs, then Accessories, then HyperTerminal.

Step 2: Setup Wizard

Look for theicon labeled “HyperTerminal”, “Hypertrm”,
“HyperTrm.exe” or “HYPER.TRM”. Double-click this
icon to start the setup wizard.

Step 3: Connection Description

The setup wizard will ask you to name the connection and
select anicon. Name the connection Medicare Online
BBS (or any name you like), select the icon you want to
use by clicking onit, and click OK. It doesn’t matter
which icon you use; you can change it later if you like.

Step 4: Phone Number
The setup wizard will ask you for the phone number to dial.
Enter the appropriate phone number and then click OK.

All users outside Jacksonville, FL
(800) 838-8859

Users within Jacksonville, FL area
(904) 791-6991

Step 5: Dialing Properties

The setup wizard allows you to revise dialing properties
to make your connection. Click on Dialing Properties.
Revise settings appropriately under “How | dial from this
location”: how your location accesses an outside line
(e.g., “9” for an outside line), long distance access (e.g.,
“1" for long distance), and disabling call waiting (click on
selections available and choose appropriately: e.g.,
“*70"). When complete, click OK.

Step 6: Connect

The setup wizard will ask you to make the connection
(call). At thistime choose Dial to call the Medicare
Online BBS.

Step 7: Signing On To Medicare Online BBS

If you are a new user to the Medicare Online BBS, type
NEW when the system asks for your User ID. Y ou will
then complete a brief questionnaire (registration) about
your practice/office, along with allowing you to assign
your own User ID and password. It’'s very important that
you write your User 1D and password down exactly as
you entered it (including any special characters), as you
will need it for future access to the BBS.

That’s it! - When you sign off the Medicare Online BBS
and then exit HyperTerminal, be sure to save this new
connection when prompted. The next time you open
HyperTerminal, you will have anicon in this group titled
“Medicare Online BBS.” Simply double-click on this
icon to connect in the future.

Need Help? - If you have any questions or need
assistance with the Medicare Online BBS, contact our
BBS Help Line at (904)791-8384. When leaving your
message, please speak slowly and clearly when leaving
your company name, contact name, telephone number
and detailed description of your inquiry. Existing users
should also leave their User ID. Please do not leave your
password.

FREE Windows-Based Communications Software
We suggest you try this program; it’s much more user
friendly than the terminal access (which HyperTerminal
uses) and makes downloading alot easier. Onceyou
access the BBS, you can download this program by
selecting (M) at the Main Menu. If you are unableto use
your existing communication software to access the BBS
to download this program, it can be mailed to you. Fax
your request to (904)791-6035, or contact the BBS Help
Line at (904)791-8384. «

The Florida Medicare A Bulletin

August/September 1999
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FREE Medicare Training Courses

he Health Care Financing Administration (HCFA),

through its Medicare contractor, First Coast Service
Options, Inc. (FCSO) now offers a free Medicare Online
Training Web Site (www.medicar etr aining.com), designed
to capitalize on the emerging | nternet-based training market.
Users can access the site to download free Medicare
computer based training (CBT) courses that help them
develop their Medicare billing skills and knowledge.

Each courseisnational in scope. CBT users can apply
what they learn, no matter what state they arein. There are
seven courses currently available, and three more courses
are planned for 1999.

* |CD-9-CM Coding

*  Front Office Management

¢ HCFA-1500 Claims Filing

¢ UB-92 HCFA-1450 Claims Filing

* Medicare Fraud & Abuse

* Medicare Home Health Benefit

¢ |ntroduction to the World of Medicare

Here’s how it works:

Users visit the Medicare Online Training Web Site at
www.medicar etraining.com and click on “Computer
Based Training’’ to download the course(s) of their choice.
Once a course is downloaded and set up on their PC, users
are then able to take the courses at their leisure. The site
provides compl ete step-by-step instructions on how to down-
load and set up the courses.

Computer Based Training System Requirements:
* Windows 95, 98, or NT
* mouse
* VGA color monitor

CBT offers users the flexibility to have control over
their learning environment. In every course, usersaregiven
the opportunity to practice what they’ve learned through
quizzes and tests. After each test is taken, users are given
full accessto their results, instantly. Users can take aslong
as they want to complete each lesson and they can repeat
the courses as often as they like.

The Medicare Online Training Web Site gives Medi-
care contractorsyet another channel to reach new audiences,
build new partnerships, and deliver up-to-date materialsand
services. To date, the site has recorded more than 20,000
course downloads. HCFA and FCSO welcome your par-
ticipation in this overwhelmingly successful program.
Please visit the Medicare Online Training Web site at
www.medicar etraining.com. «
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MEDIFEST

Medicare Part A and B Symposiumsfor Physicians, Hospitals,
Facilities, Suppliers, Office Manager, Non-Physician
Practitioners, and Billing Staff

edifest is a symposium of seminars
that offer thelatest and most accurate
information regarding Medicare guidelines.
1999 M edifest Dates and L ocations
LOCATION ADDEESS
OREANDY | Crlando Airport Marriott
Mookt T499 Anousta National Drive
dugust 17-18 | Orlando, FL 32522
(407) 851-3000
_ Hotel: Orlando Asrport Marnott
Pectaly ask for the Medifest Serrinar hotel
Sermnars rate of $85.00
August 19 '
METAMT Fadisson Mart Center
Medifest 711 MW T2nd fwe
Sept 21-22 Miari, FL 33126
(305) 261-3300
_ Hotel : Radizson Wart Flara Haotel
ﬁiﬁ ask for the Medicare/Med fest hotel
ot 23 rate of $109.00

Continuing Education Units Available

You can obtain continuing Education Units
(CEUSs) for most Medifest courses. Details
regarding CEUs may be obtained from your
Medifest Course Instructor or the Medifest
Training Coordinator when you register.

5 Good Reasons

why you can’t afford to miss these
symposiums!

You' |l gain strategies for implementing pro-
cesses to improve reimbursement efficiency. |

=
---‘

N

You' Il find out proven ways to resolve Medi- :
caredenials. I

You'll discover new Medicare technologies]
and different avenues of education. |

Your questions will be answered directly byI
Medicare experts. I

e

o

You'll get the rare opportunity to make con-
tacts and network with other providers who|
face the same challenges you do. I

---------1
w

IMPORTANT REGISTRATION
INFORMATION

¢ Pre-registration and pre-payment arerequired.
See registration form inside for more informa-
tion. Note: Bring your confirmation number to
the seminar.

¢ Snce seating is limited please register as soon
as possible. All registrations may be faxed to
Medicare Seminar Registration at (904)791-
6035.

¢ Some coursesrequire additional materials(e.g.,
ICD-9-CM book, CPT book, etc.). Please see
course description on the Medicare bulletin
board system (BBS) for more information.

¢ Only register for one course per time slot.
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M edifest/Specialty Seminar Registration Form
August - September 1999

Anyoneinterested in learning about Medicare billing may attend. Photocopies of these forms are acceptable. Be sureto make acopy of all formsfor your
records. Please print your name on all pages before you fax your registration to us.

Completethe Registration Form (one form per person)

. . Please Print
Reglstrathn o ) ) Registrant’s Name
® Preregistration isrequired. Registra-
tion will not be accepted at the door. Provider's Name
Payment ) ) Medicare billing provider # (leave blank if you do not have one)
® Prepayment is required. Your method
of payment may beintheform of checks | Address
or money orders(only). .
Cancellationsand Refunds City, State, ZIP code
¢ All cancellation requests must be re- | Phone( ) Fax ( )
ceived 7 days prior to the seminar to o )
receive arefund. Does your office hill electronically? Yes No
* Allrefundsaresubject toa$20per per- | o gid you learn about Medifest? Medicare B Update! Part A Bulletin
son cancellation fee . NO refunds or
rainchecks will be issued for cancella- | BBS Co-worker Other Attended Previously - times
tionsreceived lessthan 7 days prio_r to
the event. (Also see substitution policy) Medifest/Specialty Seminar Package Deals are only valid for the same
Substitution | ocation/week
¢ Ifyoucannot attend, your company may | Medifest Only (please fill out one form per person)

send one substitute to take your place O One day Medifest $149 - per person
for the entire seminar. (Registration | O Two day Medifest $199 - per person

must beinformed of any changes) Specialty Seminar Only

® Onceyou havesignedin at theseminar, O One Specialty Seminar $99 - per person
substitutions will not be permitted for

theremainder of the seminar. Medifest/Specialty Seminar Package Deals
O One day at Medifest and one Specialty Seminar $199 - per person

Confirmation Number O Two days at Medifest and one Specialty Seminar $249 - per person

® Your confirmation number will be is-
sued by fax from Seminar Registration. Please v’ check the location and M edifest/Specialty Seminars you will
® |tisveryimportant that you haveacon- be attending
firmation number. YOU MUST BRING
THISNUMBERWITH YOU.

* If you do not receive a confirmation | Orlando M edifest - August 17 & 18

number, please call (904) 791-8299. Medifest - August 17 & 18, 1999

(payment and registration must be received by August 9, 1999)
Specialty Seminars - August 19, 1999

FOUR TMPORTANT STEPS (payment and registration must be received by August 9, 1999)

Please follow all four

STEP 1 FAX both registration form Miami Medifest - September 21& 22

g&;:%fgg%gdulﬂO Medifest - September 21 & 22, 1999

step2 Nakeoraonmaniery | (ST R0 QA b oy by Sqrertr 13,1000
First Coast ServiceOptions(FCSO) | ———— ALy . !
Account #756240. (payment and registration must be received by September 13, 1999)

STEP 3 (After you havefaxed your form)
Mail the form and payment to:

Medifest Registration
PO Box 45157
Jacksonville, FL 32231

STEP4 YOU MUST BRING YOUR
CONFIRMATION NUMBER
WITH YOU.
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M edifest Class Schedule

August - September 1999

Registrant’s Name:

Please register for only one class per time slot.

August 17
September 21

Day 1

August 18
September 22

Day 2

8:30 - 10:00
54 O Program Changes (A/B)
08 O Medicaid (A/B)
57 O PC-ACE for UB92 Claims Filing (A)
250 Direct Data Entry (A)
09 O Bulletin Board System (BBS) (A/B)

8:30 - 12:00*
*check this section only if you have not checked a class from
8:30-10:00 or 10:30 12:00

550 E/M Documentation & Coding (B)
050 Partial Hospitalization Program (A)
56 O Medicare Part B Claims Filing (B)

10:30 - 12:00
76 O Reimbursement Efficiency for Part A (A)
13 0 Globa Surgery (B)
15 O Electronic Media Claims (B)
19 O Primary Care (B)
58 O PC-ACE for HCFA-1500 Claims Filing (B)

8:30 - 10:00
67 O How to Help Your Patients Understand Medicare (A/B)
36 O Electronic Media Claims (B)
700 Advanced Registered Nurse Practitioner/Physician
Assistant (B)
47 0O Inquiries and Appedls (B)

8:30 - 12:00*
*check this section only if you have not checked a class from
8:30-10:00 or 10:30 12:00

03 0 ICD-9-CM for Beginners (B)
71 0 UB-92 Claims Filing (A)

10:30 - 12:00
48 O Globa Surgery (B)
42 O Bulletin Board System(BBS) (A/B)

43 O Medicaid (A/B)
81 O Reimbursement Efficiency for Part B (B)

1:30- 3:.00
59 OO Medica Review (A/B)
24 O Bulletin Board System(BBS) (A/B)
60 O Reimbursement Efficiency for Part B (B)
61 O Direct Data Entry (A)
23 0 Medicaid (A/B)
62 O How to Help Your Patients Understand Medicare (A/B)

1:30 - 5:00*
*check this section only if you have not checked a class from
1:30-3:00 or 3:305:00

63 O E/M Documentation & Coding (B)
44 [0 1CD-9-CM for Beginners (B)

3:30-5:00
14 O Fraud & Abuse (A/B)
06 O Inquiries and Appeals (B)
66 O Advanced Registered Nurse Practitioner/Physician
Assistant (B)
28 O Electronic Media Claims (B)

1:30 - 3:00
72 O Program Change (A/B)
73 0 How to Help Your Petients Understand Medicare (A/B)
52 0O Primary Care (B)
41 0 Medicaid (A/B)
50 O Electronic Media Claims (B)
69 O Reimbursement Efficiency for Part A (A)

1:30 - 5:00*
*check this section only if you have not checked a class from
1:30-3:00 or 3:305:00

74 O Medicare Part B Claims Filing (B)
17 O CPT for Beginners (B)
75 0O E/M Documentation & Coding (B)

3:30- 5:00
77 O Medica Review (A/B)
53 O Bulletin Board System(BBS) A/B)
01 O Skilled Nursing Facilities/Consolidated Billing (A/B)
27 O Fraud & Abuse (A/B)

Your registration form must accompany your class schedules

The Florida Medicare A Bulletin

August/September 1999



EDUCATIONAL RESOURCES

Specialty Seminar Class Schedule
(Only $99)

(Package deals are only valid for same location and week)

Registrant’s Name

Orlando - August 19, 1999

AM. 8:30-12:00

302 O Medicare Part A Symposium (A)

306 O Radiology (B)

307 O Cardiology (B)

309 O Menta Health (B)

317 O Anesthesia (B)

320 O Ambulatory Surgical Center (ASC) (B)

Miami - September 23, 1999

A.M. 8:30-12:00

306 O Radiology (B)

308 O End Stage Renal Disease - (ESRD) Facility (A)
309 O Menta Health (B)

316 O Orthopaedics (B)

319 O Dermatology (B)

Your registration form must accompany your class schedule
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FRAUD AND ABUSE

FrRAUD AND ABUSE

DHHS Announces Expanded “Senior Patrol” Grants to Help Spot Waste,
Fraud, and Abuse in Medicare and Medicaid

Thefollowing information was excerpted from aU.S. Depart-
ment of Health and Human Services (DHHS) pressrelease.

HHS Secretary Donna E. Shalala, joined by U.S.

Senator Tom Harkin (D-lowa), announced 41 grants
totaling $7 million, to expand a program that recruits and
trainsretired professional sto identify waste, fraud, and abuse
in the Medicare and Medicaid programs.

The Senior Medicare Patrol Project grants, including
29 new and 12 renewed grants, will be distributed among
38 states, including Washington, D.C. and Puerto Rico.
They are administered by the DHHS Administration on
Aging to teach volunteer retired professional s such as doc-
tors, nurses, accountants, investigators, law enforcement
personnel, attorneys, teachers, and others how to work with
Medicare and Medicaid beneficiaries. Volunteerswork in
their own communities and in local senior centers to help
identify deceptive health care practices, such as overbill-
ing, overcharging, or providing unnecessary or inappropri-
ate services.

“We are committed to astrong, long-term effort to pro-
tect the integrity of the Medicare Trust Fund and prevent
waste, fraud, and abusein federal health programs,” Secre-
tary Shalala said. “We have undertaken a wide range of
actionswithin (D)HHS. We are working with the millions
of honest health care providers. And equally important, we
want to help enable older Americans themselves to work
closely with their family members, friends, and neighbors
to recognize problems and to report them. That iswhy to-
day we are expanding the Senior Patrol project nationwide.”

The Senior Medicare Patrol Project grants, originally
named the Health Care Anti-Fraud Waste and Abuse Com-
munity Volunteers Demonstration Projects, were authored
in 1997 by Senator Harkin. The current projects havetested
different models and in the past 18 months have trained
more than 6,000 retired volunteersto serve asresources and
educatorsfor older personsintheir communities. Thetrain-

ees, in turn, have trained more than 70,000 Medicare ben-
eficiariesto spot problems. Projects announced today will
result in training 15,000 more volunteers, who will in turn
help educate 250,000 additional beneficiaries. The projects
teach not only what fraud and abuse is, but also what it
isn't. Senior volunteers undergo several days of training
reviewing health care benefit statements and outlining the
steps seniors can take to protect themselves.

“We know that by expanding this program, even more
volunteersand honest health care providerswill join together
to prevent older personsfrom being victimized,” said DHHS
Assistant Secretary for Aging, Jeanette C. Takamura, “The
success of this program underscores the contributions our
national aging network continuesto maketo our country as
it works closely with older Americans, their family mem-
bers and peers to prevent and halt this drain on our health
care system.”

The Senior Patrol project ispart of theadministration’s
broad initiative to combat waste, fraud and abuse in Medi-
careand Medicaid, including extensive efforts by the Health
Care Financing Administration, which administersthe pro-
grams, the DHHS Office of Inspector General (OIG), and
the Department of Justice. Savings for this effort, includ-
ing program and payment integrity improvements, total more
than $38 hillion since 1993. In addition, convictions and
other successful legal actions stemming from anti-fraud and
abuse efforts have increased more than 240 percent during
this period.

To help beneficiaries and others report possible prob-
lems, the DHHS OIG maintains a toll-free hotline, 1-800-
HHS-TIPS (1-800-447-8477). Thehatlinehasreceived over
50,000 tips warranting followup. In addition, DHHS and
the American Association of Retired Persons (AARP), have
recently joined forces in an outreach effort to AARP mem-
bers, to help identify possible waste, fraud, and abuse by
examining Medicare statements. «
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Fifteen-Minute Increment Reporting Update

Note: First Coast Service Options, I nc. (FCSO) doesnot
processclaimsfor HomeHealth Agencies(HHAS)
in Florida. These services are processed by Pal-
metto Gover nment BenefitsAssociation (Palmetto
GBA). The information below is furnished by
Palmetto GBA, and is provided as a convenience
to providers who refer patients to Home Health
Agencies. Any questions regarding this article
should be directed to Palmetto GBA’s customer
service line at (803) 736-4730.

he March 1999 Monthly Medicare Advisory (Volume

99 Issue 03), informed home health agencies of the re-
quirement to report home health visits in 15-minute incre-
ments beginning with service dates on or after July 1, 1999.
Since that time, we have been notified by many home health
agencies that the demands of Y2K compliance were com-
peting with their efforts to implement the new reporting re-
quirement. In recognition of this and in an effort to mini-
mize the impact of these changes on home health agencies,
HCFA hasinstructed Palmetto GBA to implement 15-minute
increment reporting in the following “phased in” manner.

Effective July 1, 1999, claims processing systems will
be changed to accommodate the reporting of the new home
health specific HCPCS codes and the use of Form L ocator
46 (service units) to report a number of fifteen minute in-
crements rather than a number of service visits. In order to
accommodate these changes, FI SSwill be changing theway
that total home health visits are counted. Rather than using
the ‘service units’ in Form Locator 46 on the claim, FISS
must count each line on the claim with a visit related rev-
enue code asonesingle, separatevisit. Since claimsarestill
paid per visit, payment will reflect the number of revenue
lines on the claim, rather than the number of ‘ service units
in Form Locator 46.

Home health agencies should make every effort to pre-
pare their billing systems to conform to these changes by
July 1, 1999. Agencies should bill each visit as a separate
line item, with the appropriate HCPCS code and with the
number of 15-minute increments reported in Form L ocator
46. If these instructions are followed, a claim with ‘ state-
ment covers dates (Form Locator 6) beginning on or after
July 1, 1999, will processand be paid correctly. The HCPCS
codes reported on the claim will be validated by FISS and
claimswill return to provider (RTP) if anincorrect HCPCS
codeis found.

If an agency cannot preparetheir systemsto report these
HCPCS codesby July 1, 1999, FISSwill allow theseclaims
to be processed without them for a grace period that will
end September 30, 1999. However, these agencies should
be aware that visits for all claims will be counted by our
system based on the number of revenue line items. If an
agency continues to report multiple visits (rather than 15-
minute increments) in Form Locator 46 on any given rev-
enue ling, that line will be interpreted after July 1, 1999, to
represent asingle visit and that provider may be underpaid.
The agency would then need to submit an adjustment claim
showing the additional visits as separate lineitemsin order
to receive the correct payment.

By alowing this degree of flexibility for a temporary
period, providers can be assured that their cash flow will
not be stopped by rejected claims. Some adjustment billing

could be necessary, but this can be avoided by billing one
visit per line. If adjustment billing is necessary, cash flow
may be affected as adjustment claims take longer to pro-
cess. On or after October 1, 1999, all agencies will be ex-
pected to be in compliance with the new reporting require-
ment and any bill type 32x or 33x claim (for dates of ser-
viceJuly 1,1999, or after) without HCPCS coding will RTP.

Agenciesshould be aware of oneadditional caution. These
changesin FISSarelinked to ‘ statement covers datesonclaims.
Claimswith statement dates prior to July 1, 1999 but received
after that date will be processed according to the reporting re-
quirements that were in effect as of the statement dates (i.e.,
for claims with dates prior to July 1, 1999 units will be inter-
preted by the system as visits). Therefore, FISS will be pro-
grammed to RTPclaimsreceived with HCPCS codesfor state-
ment dates prior to July 1, 1999, in order to prevent the incre-
ments reported on those claims from being read as visits, re-
sulting in an overpayment. Also, to ensure that these two pro-
cessesoperate separately, claimsreceived with * statement cov-
ers dates spanning June and July 1999 will RTP by FISS and
providers will need to split these into two claims with state-
ment dates exclusive to June and to July.

It is important that you bill your June and July 1999
services on separate billsin order to receive the correct re-
imbursement. The 15-minute increment reporting changes
will change where FISS looks for the total number of visits
billed when calculating the reimbursement amount. For
claims with services on or before June 30, 1999, FISS will
use the ‘ Service Units associated with revenue lines for
disciplinesidentified as visits. For claims with services on
or after July 1, 1999, FISS will begin counting each detail
line with revenue lines for disciplines identified (one visit
per revenue line) to determine the number of visits for cal-
culating reimbursement.

Examples:
A. Example of billing with HCPCS coding:
42 |43 DEXCRPTION 4 45 |46 [47TOTAL [48
REV HCPCY |FRV |FRV | CHARGES|NON-COVERED
(eD) RATES |DATE |UNITS CHARGES
056x | KILLED NURINGFOR (G0154  [070199|3

45MIN.

042x |[PTVISTFOR1HOUR | @151 |070599]4
056x [MSVVISTFOR30MIN. |G0155 |070399[2
057x [HHAIDEVISTFORL ~ [G0156 [070199[4
HOUR
This bill would not be returned to the provider. This
provider would be reimbursed for 4 visits.

B. Example of billing without HCPCS coding:

42 |43 DESCRPTION 44 45 46 |47TOTAL |48
ReV HOPCT |SRV | SRV | GHARGES | NON-COVERED|
@D RATES |DATE [UNITS| CHARGES
065x | KILLED NURSNGFOR45 0701993
MIN.
042x|PTVISTFOR1 HOUR 0705214
066x | MSWVISTFOR 30 MIN. 070398 |2
057x [HHADEMSTFOR1 070199 |4

HOUR

This bill would not be returned to the provider. This
provider would be reimbursed for 4 visits. Thisis based on
the number of revenue code lines, not the number of units
reported.
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C. Example of billing with invalid HCPCS:

42 |43 DESCRIPTION 44 45 46 47 TOTAL (48
REV HCPCY |SERV |SERV |CHARGES [NON-COVERED
CD RATES |DATE |UNITS CHARGES
055x | SKILLED NURSING FOR |G0159 |070199 (3

45 MIN.

042x |PTVISTFOR1HOUR  |G0160 [070599
056x [MSW VISTFOR30 MIN. |G0161 [070399
057x |HH AIDEVISTFOR 1 G0152 |070199 (4
HOUR

This bill would be returned to the provider, as the
HCPCS codes are not valid for the revenue codes billed.
This provider otherwise would have been reimbursed for 4
visits.

~

N

D. Example of billing with multiple visits on one day:

42 |43 DESCRIPTION a4 45 46 47TOTAL |48
REV HCPCS [SERV  [FERV | CHARGES |NON-COVERED
(03] RATES [DATE [UNITS CHARGES
055x | KILLED NURSNGFOR |G0154 (070199 |3

45 MIN.

042x|PTVISTFOR1HOUR  [G0151 |070599
042x|PTVISTFOR 15 MIN (0151 |070599
056x| MSVVISTFOR30MIN. [G0155 |070399
057x{HHAIDEVISTFOR1  |G0156 |070199
HOUR

This bill would not be returned to the provider. This
provider would be reimbursed for 5 visits.

E. Example of billing with June and July services:

42 |43 DESCRIPTION 44 45 46 47 TOTAL |48

REV HCPCY|SERV |SERV |CHARGES |NON-COVERED
CcD RATES |DATE |UNITS CHARGES

055x SKILLED NURSING FOR  |G0154 |062899|1
45 MIN.
055x[ SKILLED NURSING FOR  |G0154 |070299|1
1HOUR
042x|2 PT VISTSFOR 1 HOUR |G0151 (063099
042x|PTVISIT FOR 15 MIN G0151 |070599
056x|MSW VISTFOR30 MIN. |G0155 (070399
057x(HH AIDEVISTFOR 1 G0156 (070199
HOUR

This bill would be returned to the provider, as it con-
tains servicesin June and July of 1999. The provider would

4
1
2
4

R IN (N

need to split the claim in example E asfollows:
L |BDESRPICN |[# |46 |46 |«47TOA |48
RevV HOCS | SR | SRV | CHARGES |NONCOVERED
@ RATES |DATE |UNITS CHARE
055 | KILLEDNURING 062891

msT
04 [2PTVgTS 063092

The provider would be reimbursed for 3 visits:

42 |43DESCRPTION 7 A5FRV|46 47 TOTAL |48
RV HCRCS |DATE  |RV | CHARGES | NONFGOVERED
@D RATES UNTE CHARGES
065x| KILLEDNURSNGFCR | Q014 | 070299 |4
1HOR
O042[PTVISTFCRISMIN _ |Q0151 | 070699 [1
066X MSVMSTFOR3OMIN. |Q0155 | 070899 (2
067x|HHADEMSTRCR1L  |Q0156 | 070199 |4

HOLR
The provider would be reimbursed for 4 visits.

Regarding the counting of increments, the Medicare
Advisory, Volume 99 Issue 03, stated “When counting the
number of 15-minute intervals, do not report services last-
ing lessthan 8 minutes.” Please disregard thoseinstructions.
We have areceived clarification from HCFA on thisissue.

HCFA stated that visits of any length are to be reported and
rounded to the nearest fifteen-minute increment. The chart
for assistance in rounding minutes into increments should
be amended as follows:

1 unit 1 minutes to < 23 minutes

2 units > 23 minutes to <38 minutes

3 units > 38 minutes to <53 minutes

4 units > 53 minutes to <68 minutes

5 units > 68 minutes to <83 minutes

6 units > 83 minutes to <98 minutes

7 units > 98 minutes to <113 minutes
8 units > 113 minutes to <128 minutes

The pattern continues for longer periods of time.

If patient assessment activities for completion of the
OASIS data set are a part of an otherwise covered and bill-
ablevisit, time spent in patient assessment may beincluded
inthetotal count of 15-minuteincrements. The completion
of the assessment activitiesmust beincorporatedinto avisit
providing otherwise necessary home health care to the ben-
eficiary. A separate visit made only to collect information
for the OA SIS assessment but not to provide other covered
home health services would not be billable, but would be a
coverable overhead expense to the agency.

Applicable Revenue Codes

In addition to the revenue codes 42x, 43x, 44x, 55X,
56x, and 57x reported on bill types 32x and 33x, visitsbilled
under revenue codes 58x or 59x should also be reported in
15-minute increments. As with visits in the 6 disciplines,
report each visit billed under revenue codes 58x or 59x asa
separate line item. Report the elapsed time of the visit in
15-minute increments, indicating the number of 15-minute
increments in the “ Service Units’ field of the claim form.
Since services billed under these revenue codes are not
linked to aspecific discipline, HCPCS coding for theseline
itemsis not required.

Electronic Billing Information

When implementing the 15-minute requirement for
electronic billing the following information will be used for
the formatting.

The correct field locator for revenue codes on the UB-
92 version5.0isFL 4.

The following are instructions for the electronic X12
institutional claim transaction 837 version 3051.

X12 837, version 3051, implementation 3A.01:
2 395 SV 201 - Revenue Center Code

2 395 SV202-01 - HC Qualifier

2 395 SV202-02 - HCPCS Procedure Code

2 395 SV 205 - Units of service

X12 837, version 3051, implementation 1A.C1:
2 375 SV 201 - Revenue Center Code

2 375 SV202-01 - HC Qualifier

2 375 SV202-02 - HCPCS Procedure Code

2 375 SV 205 - Units of service
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Abortion, Elective: 59840, 59841,
59850-59852, 59855-59857, 59866...... Jun/Jul

Angina, Severe, Transmyocardial
Revascularization (TMR) for

Treatment Of ..o Jun/Jul
Anti-Cancer Prodrugs, FDA Approved,
Oral, Coverage Of ......ccccccvvveevivnnnn. Aug/Sep

Antiemetic Drugs, Oral, Modification

for: Q0163-Q0181 ....ccevvvevivieeeeinnns Aug/Sep
Antigen, Extractable Nuclear: 86235 ..... Jun/Jul
Antigen, Free Prostate Specific: 84154 .... Jun/Jul
Antineoplastic Drugs: J9000,

J9170, J9350, J9999 .....oooveveerien, Jun/Jul
Are You Ready for the Year 20007 ....... Jun/Jul
Assisted Suicide Funding Restriction

AcCt Of 1997 ..ooviiiiiieecee e Aug/Sep
B
BBS (Medicare Onling) ............cccuveee... Aug/Sep
BBS, Medicare Online, Using Windows
95/NT/98 t0 ACCESS ...ccovvvvveeeeiiieannnn Aug/Sep

Beneficiary Right to ltemized Statement
for Medicare Items and Services ..... Jun/Jul
Billing Instructions for EECP ...............
Bills, Requirement to Submit in
Sequence for a Continuous
Inpatient Stay or Course of

Treatment ... Jun/Jul
Bioimpedance, Electrical, Cardiac
Output Monitoring by: M0302.......... Jun/Jul

Blood Clotting Factor Administered

to Hemophilia Inpatients,

Payment for .......ccoceeiiivee e Jun/Jul
Blood Testing, Fecal Occult: 82270 ..... Jun/Jul
Bone Mineral Density Studies,

Addition to Coverage of: 76075 .... Aug/Sep

C

Cardiac Catheterization: 93501,

93510, 93511, 93514, 93524,

93527-93529, 93530-93533 .......ceeveee Jun/Jul
Cardiac Output Monitoring by

Electrical Bioimpedance: M0302 .... Jun/Jul
Ceredase/Cerezyme: J0205, J1785..... Jun/Jul
Claims, Inpatient or Hospice, Need

to Reprocess Claims in Sequence

When Liability Changes..........c........ Jun/Jul
Computed Tomography of the

Pelvis: 72192-72194 .......cceovvvvreeinnen. Jun/Jul
Computed Tomography of the

Pelvis: 72192 .....ccoovcvvveeiiiiieee e Aug/Sep

Coverage and Billing Guidelines for
Enhanced External Counter-

pulsation (EECP): 97016..................... Jun/Jul
Cryosurgery of Prostate: G0160,

GOLBL ..ot Jun/Jul
Cryosurgical Ablation of the

Prostate: G0160, GO161...........ccuveee. Jun/Jul
Computed Tomography of the

Pelvis: 72192-72194 .......ccevvvevveeinen. Jun/Jul
D
Date of Service, Line ltem .................... Jun/Jul
Defibrillators, Automatic,

Implantation of: 33246 ..........ccccee...... Jun/Jul
Doxorubicin HCL,Correction to

Coverage for: J9000 ..........ccccverenne Aug/Sep
Drug Screen, Qualitative:

80100-80102 .....oevvniireiiieniieeiiee e Jun/Jul

1999

1999
1999
1999
1999
1999

1999
1999

1999

1999

1999

1999

Aug/Sep 1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

1999

31

109

31

32

107

113

47

14

89

107
22

37

14

108

107

20

37

107

14

44

Due Date for Filing Provider Cost

Reports, More Information

About the Extension oOf ...........cccceeue Jun/Jul
Duplex Scanning: 93975-93979 ............ Jun/Jul

E

Edits, Removal of, Requiring
Providers to Submit Home Health
Claims in Sequence ..........ccccceveeveinns Jun/Jul
EECP, Billing Instructions for...............
EECP, Enhanced External
Counterpulsation, Coverage and

Billing Guidelines for: 97016 .............. Jun/Jul
Extractable Nuclear Antigen: 86235 ...... Jun/Jul
F
Fecal Occult Blood Testing: 82270 ...... Jun/Jul
Fluorescein Angiography: 92235 ......... Jun/Jul
Flu: Promoting Influenza and

Pneumococcal Vaccinations....... Aug/Sep

Fraud: DHHS Announces Expanded
“Senior Patrol” Grants to Help
Spot Waste, Fraud, and Abuse

in Medicare and Medicaid .......... Aug/Sep
Free Medicare Training Courses ....... Aug/Sep
Free Prostate Specific Antigen: 84154 ..... Jun/Jul
H

Hyperbaric Oxygen Therapy: 99183.... Jun/Jul
Hyperbaric Oxygen Therapy

(99183), Delay in ....ccccccvveeveiieenene Aug/Sep
HCFA Y2K Outreach Toll-Free Line,
Implementation of..........cccccveevinnenn. Jun/Jul

Hemophilia Inpatients, Payment
for Blood Clotting Factor

Administered tO .........ccceveveeiiiiiieneens Jun/Jul
Hepatitis C Lookback, Qualified

Candidates for.......ccccoevvveeeiiicineeiinns Jun/Jul
Holter Monitoring: 93224-93227,

93231-93237 .eeoveeiieiieee e Jun/Jul
Home Health Care: Fifteen-

Minute Reporting Update ............. Aug/Sep

Implantation of Automatic

Defibrillators: 33246.........ccccceeevvieene Jun/Jul
Indocyanine-Green
Angiography: 92240 .......c.ccccccverenne Jun/Jul

Interest Rate for Overpayments
and Underpayments, Notice

Of NEW .o Jun/Jul
Internet: Health Care Related

WeDb SiteS.....cccvvvveeiiiiiee e Aug/Sep
Internet, Sanctioned Provider Information

Available on the ..........ccccocvvininnn. Aug/Sep
Into the Future (From the Intermediary

Medical Director) .......cccceevcvvneennns Aug/Sep

Iltemized Statement, Beneficiary
Right to, for Medicare ltems

and SerVICES .......cccocvviiiveiniieeieee Jun/Jul
L
Laboratory ServiCes .........cccccccevveveennnns Jun/Jul
Laboratory Services, Rural

Health Clinic (RHC).......cccccvveevinnnn June/July
Laboratory Tests and Venipunctures

Performed in an RHC ............ccccceee. Jun/Jul

Liability Changes, Need to Reprocess
Inpatient or Hospice Claims

in Sequence When ............cccoceveennns Jun/Jul
Line Item Date of Service ...........ccco..... Jun/Jul
Local Medical Review Policies......... Aug/Sep

1999
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1999
1999

1999

1999

1999

1999
1999
1999
1999
1999

1999

1999

1999

1999

1999

1999

1999

1999
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1999
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80
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August/September 1999

The Florida Medicare A Bulletin

41



INDEX TO MEDICARE ABULLETIN

RHC, Venipunctures and Laboratory

M

Medicare Remarks Codes Tests Performed in an..........ccccocoeeene Jun/Jul 1999 114
Additions and Changes to the ........ Jun/Jul 1999 9 RuraIbHealth Clmlc. (RHC) /3ul

Medifest Information ... . Aug/Sep 1999 34 Laboratory Services..........cccoeeeinnn. June/July 1999 114

Medicare Online (BBS) .........cccceeeueeee. Aug/Sep 1999 31 S

Medicare Online, BBS, Using Sanctioned Provider Information
Windows 95/NT/98 to Access........ Aug/Sep 1999 32 Available on the Internet ... Aug/Sep 1999 6

N Scanning, Duplex: 93975-93979 Jun/Jul 1999 95

Need to Reprocess Inpatient or Statement, Itemized, for Medicare
Hospice Claims in Sequence Items and Services, Beneficiary
When Liability Changes.................... Jun/Jul 1999 7 ,R'_ght to e e Jun/Jul 1999 8

New Waived Tests Jun/dul 1999 110 Suicide, Assisted, Funding Restriction
T AgfSop 1009 11 ACHOF 1907 ol Aug/Sep 1999 5

Nuclear Antigen, Extractable: 86235 ..... Jun/Jul 1999 54 T

@) Training Courses, FREE Medicare ........... Aug/Sep 1999 33

Ophthalmoscopy: 92225, 92226 ......... Jun/Jul 1999 70 Transmyocardial Revascularization (TMR)

Overpayments: New Form to for Treatment of Severe Angina ...... Jun/Jul 1999 109
Report Unsolicited/Voluntary Transplantation, Pancreas: 48554 ........ Jun/Jul 1999 108
Refund Checks ........c.ccccvevevverenennn, Aug/Sep 1999 7 V

P Vagus Nerve Stimulation: 61885,

Pancreas Transplantation: 48554 ......... Jun/Jul 1999 108 64573, 64585, 64590, 64595,

Pap Smears: 88142-88155, 88164- 95970, 95971, 95974, 95975 ............... Jun/Jul 1999 33
88167. G0123. GO143-G0145 Vagus Nerve Stimulation, Correction
GO0147, G0148, P3000 .........ovveee. Jun/ul 1999 56 to Coverage of ..., Aug/Sep 1999 14

Part A Materials, 1999, Order Form... Aug/Sep 1999 30 Venipunctures, Lab_oratory Tests

Patient Demand Single or Multiple and, Performed in an RHC ............... Jun/Jul 1999 114
Event Recorder: 93012, 93268 Visual Field Examination: 92081-92083 Jun/Jul 1999 64
93270, 93271, G0004-G0006, G0015 .... Jun/Jul 1999 84 Y,

Payment for Blood Clotting Factor )

Administered to Hemophilia Waived Tests, NEeW .......cccccoecvvvveeevinnnnnn. Jun/Jul 1999 110
INPALIENTS .evvvveeeiiee s Jun/Jul 1999 113 _ . Aug/Sep 1999 11

PET Scan: G0030-G0047. G0125 Windows 95/NT/98, Using, to Access
(30126. GOlG3-GOlGSY ............ .......... Jun/Jul 1999 13 Medicare Online BBS .........cccccuc...... Jun/Jul 1999 116

Phone NUMbers........cccociiiiiiiiiiece e Back Cover Winds Of Change, The (Fro_m the

Previously Published Policies, Revisions to Intermediary Medical Director)....... Jun/Jul 1999 3
64573, 721792, 76075, J9000 .......... Aug/Sep 1999 14 Y

Prodrugs, FDA Approved, Oral Anti- ) .

Cancer, Coverage Of ............... Aug/Sep 1999 9 Y2K Future Date Testing Available.... Aug/Sep 1999 5

Prostate, Cryosurgery of: G0160 Y2K, HCFA Outreach Toll-Free Line,

GOL6L oo I Jun/Jul 1999 107 Implementation of........cccummniviie Jun/Jul 1999 6

Prostate Specific Antigen, Free: Y2K Provider Readlnes_s Survey
YL S Jun/dul 1999 52 Results Reveal Providers Have

Psychotherapy, Family: 90846, Some Work to DO ....cccceeevvvveeennnenn. Aug/Sep 1999 5
90847. 90849 ..o Jun/dul 1999 61 Year 2000?, Are You Ready for the...... Jun/Jul 1999 5

CPT CobDEs

Qualified Candidates for 00100-69979, Anesthesia/Surgery
Hepatitis C LookbackK........................ Jun/Jul 1999 110 33246, Implantation of Automatic

Qualitative Drug Screen: Defibrillators ...........cooevvevvvviveiiieeeeen, Jun/Jul 1999 107
80100-80102 ......oevverierieeeereeeeere e Jun/Jul 1999 44 48554, Pancreas Transplantation......... Jun/Jul 1999 108

R 59840, 59841, 59850-59852, 59855-59857,

Radiochemicals not Covered ............. Jun/Jul 1999 110 61332622,5'76302\228ng£%38 64595 """" Junful 1999 31

Recorder, Event, Patient Demand ’ ' T SR ’

Single or Multiple: 93012, 93268, Vagus Nerve Stimulation................... Jun/Jul 1999 33
?32;0&)1327&, G0004-G0006, G0015 .... Jun/Jul 1999 84 70010-89399, Diagnostic Tests
Refun ecks, New Form to ;
! 70450, Computerized Tomo-
Report Unsolicited/Voluntary ........ Aug/Sep 1999 7 graphy Scpans .................................. Aug/Sep 1999 15
"""""""""""""" raphy (MRA) ......cccccccvvevrieenneee... Aug/Sep 1999 18

Removal of Edits Requiring Providers 725,92?72)/1.‘;(,4 Cz)mputed 97>ep
to Submit Home Health Claims Tomography of the Pelvis ................ Jun/Jul 1999 37
IN SEQUENCE ..oviiiiiiiis Jun/Jul 1999 6 80100-80102, Qualitative Drug Screen .Jun/Jul 1999 44

Reopenings for Sole Community and 82270, Fecal Occult Blood Testing ...... Jun/Jul 1999 47
Medicare Dependent Hospital 84154, Free Prostate Specific Antigen ..Jun/Jul 1999 52
apeg Cost Repogsh Affected by J1ulv 1999 3 85044: Reticulocyte Count ................ Aug/Sep 1999 20
the Cost Report Change .............. June/July 1 11 86235, Extractable Nuclear Antigen ... Jun/Jul 1999 54

Requirement to Submit Bills in 86781: Fluorescent Treponemal
lSequt_en(ieStfor a Ccontlnuoufs Antibody Absorption (FTA-abs) ..... Aug/Sep 1999 21
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Treatment....ccoecceeee e June/July 1999 6 PAP SMEATS c.vooveeeeeeeeeeeeeeee e Jun/Jul 1999 56
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CPT CopEs (ConT.)

90281-99199, Medicine
90846, 90847, 90849, Family

Psychotherapy .......ccccceevveiiieneeiinnns Jun/Jul
92081-92083, Visual Field Examination .... Jun/Jul
92225, 92226, Ophthalmoscopy, ......... Jun/Jul
92235, Fluorescein Angiography ......... Jun/Jul
92240, Indocyanine-Green

Angiography......ccccccocvveeeviiie i, Jun/Jul
93012, Patient Demand Single or

Multiple Event Recorder ................... Jun/Jul

93000: Electrocardiography
93224-93227, 93231-93237,
Holter Monitoring .......ccccceevevveeeeeeennen. Jun/Jul
93268, 93270, 93271, Patient
Demand Single or Multiple
Event Recorder ........cccooevvieiiineennnnn. Jun/Jul
93501, 93510, 93511, 93514, 93524,
93527-93529, 93530-93533,

93975-93979, Duplex Scanning ........ Jun/Jul
95970, 95971, 95974, 95975,
Vagus Nerve Stimulation.................. Jun/Jul

97016, Coverage and Billing
Guidelines for Enhanced External
Counterpulsation (EECP)

99183, HBO Therapy

99183, Delay in Implementation ..... Aug/Sep

HCPCS CobEs

G0004-G0006, G0015, Patient
Demand Single or Multiple
Event Recorder ........cccoeceveviciineevinnns
G0030-G0047, PET Scan
G0104: Colorectal Cancer

SCreeninNg ....ccccveveeveviiee e Aug/Sep
G0123, Pap SMears ......ccccceccvveeriiuvneeenns Jun/Jul
G0125, G0126, PET Scan..........ccoceeenenee. Jun/Jul
G0143-G0145, G0147, G0148,

Pap Smears......ccoccveevciieee e Jun/Jul

G0160, G0161, Cryosurgery of Prostate .... Jun/Jul
G0160, G0161, Cryosurgical Ablation

of the Prostate .........ccccocvvvvvecniecinnen. Jun/Jul
G0163-G0165, PET Scan .........ccoceeeneenen. Jun/Jul
J0205, J1785, Ceredase/Cerezyme...... Jun/Jul
J0850: Cytomegalovirus Immune

Globulin (Human), Intravenous

(CMV-IGIV) i Aug/Sep
J9000, J9170, J9350, J9999,
Antineoplastic Drugs ........cccceeevvveenn. Jun/Jul
J9000: Doxorubicin HCL,Correction
to Coverage for: .....ccccvvvveeeevcnnnnnn. Aug/Sep
J9170, J9350, J9999, Antineoplastic
(D] U To SRR Jun/Jul
MO0302, CardiacOutput Monitoring
by Electrical Bioimpedance ............ Jun/Jul

P3000, Pap Smears...........cceeeenne .. Jun/Jul
Q9920, Chronic Renal Failure

Erythropoietin .......ccccccocvvveviiiieeee Aug/Sep

1999
1999
1999
1999
1999

1999
1999

1999

1999

1999

1999

1999

1999
1999

1999
1999

1999
1999
1999

1999
1999

1999

1999

1999

1999

1999

1999

1999

1999
1999

1999

61
64
70
74
78

84
22

80

84

95

33

108

101
14

84
13

24
56
13

56
107

20

13

22

26

24

14

24

107
56

27
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PHONE NUMBERS

PROVIDERS

Automated Response Unit:

904-355-8899

Customer Service Reps:
904-355-8899

Medicare Online BBS
Access:
800-838-8859
904-791-6991

Technical Problems:;
904-791-8384

BENEFICIARY
904-355-8899

EMC
EMC Start-Up:
904-791-8767

EMC Front-End EditgRejects:
904-791-8767

Electronic Remittance Advice:
904-791-6895

Electronic Claim Status:
904-791-6895
Electronic Eligibility:
904-791-6895

PC-ACE Support:
904-355-0313

Testing:

904-791-6865

Help Desk (Confirmation/Transmission):
904-791-9880
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