ad
<C
@
L —
qu
=
o
D
=

0)
S
)

o
>
S)
S
a
<
£
@©
o
0]
S
@®

Q

S
4]
p
@®

T
S

0o
T
S
9

—
e
0
£

15
0
S
]
Zz
<

In Thislssue...

|CD-9-CM Coding for Diagnostic Tests

Clarification and examples on reporting the appropriate code for these Services .... 5

New Medicare Enrollment Application
New Provider Enrollment Application version CMS 855 has been implemented .... 10

Coverage of Sacral Nerve Stimulation

Coverage and Billing GUIAEIINES ........ccccocvieiicene e 12
Inpatient Rehabilitation Facilities

Guidelines for the Implementation of Prospective Payment System.........ccccceveeenee. 18
End Stage Renal Disease

Blood Pricing for 2002.........cceeeiereeieeeceseseseesese e te e s e s enee e e enessesnesnens 23

Final Medical Review Policies
10060, 11600, 29540, 33282, 76075, 78460, 80061, 80162, 82270, 93224, 93350,

94010, 94240, 95115, J0150, J7190, and J9999 .........ccccermrererrrerererererereneneenenenens 25
Respiratory Services under SNF PPS
Issues Concerning Billing for Respiratory Therapy .......cccceeeveeveeiereeeesenesiesesnnnens 8l
Outpatient Prospective Payment System
Clarification of Activity Therapy and Patient Education/Training Services............ 88
Features he Medicare A Bulletin
From the Medical Director 3 should be shared with all

health care practitioners and

Administrative .
managerial members of the

General Information 5 provider/supplier staff.
General Coverage 11 Publications issued after
Fraud and Abuse 16 October 1, 1997, are ava|lable
i ) at no-cost from our provider
Hospital Services 17 Web site at
End Stage Renal Disease 23 www.floridamedicare.com.
Local and Focused Medical Policies 25 Routing Suggestions:
Skilled Nursing Facility Services 81 O M ediicare Manager
Critical Access Hospitals Services 83 . .

. . . O Reimbursement Director
Outpatient Prospective Payment Services 85 ; ; ;
Electronic Data Interchange 89 O Chief Financidl Officer
Educational Resources 90 O Compliance Officer

O DRG Coordinator
O
O

Centers for Medicare & Medicaid Services FIRST COAST O

(formerly Health Care Financing Adminstration) SERVICE OPTIONS, INC,
A HCFA Contracted Carrier & Intermediary

First Quarter 2002 Volume 4, Number 1




TABLE OF CONTENTS

Table of Contents
INTRIS ISSUE ..ot 1

From the Intermediary Medical Director

A Physician’s Focus

Part A Local Medical Review Policy — Opponunlty
for Improvement .........cccocvvveeviee e

Administrative

About The Medicare A Bulletin ....................... 4
General Information
ICD-9-CM Coding for Diagnostic Tests ........... 5
Current Status of Coordination of Benefits
Contractor Operations ..........cccccevevvereeeinnnns 8
Correction of Payment for Diabetes Outpatient
Self-Management Training Services ........... 9
Overpayment Interest Rates ...............coeeeeeee 9
Crossover Updates ........cccceveeviiieieeeiiiieeenn. 9

Correction to the Revision of Medicare
Reimbursement for Telehealth Services ...... 9
New Medicare Provider Enrollment
PYo] o] (0% o] o SRR 10
Annual Update of Non-routine Medical Supply
and Therapy Codes for Home Health

Consolidated Billing (CB) .........ccccccvveveennn. 10
Revised Diagnosis Coding Requirements for
Clinical Trial Routine Care Services .......... 10

General Coverage
Coverage of Noninvasive Vascular Studies
for End Stage Renal Disease Patients ...... 11
Screening Glaucoma Services ..................... 12
Coverage and Billing of Sacral Nerve
Stimulation ..........ccccevevieieennenn
New CLIA Waived Tests
Useful Lifetime Expectancy for Breast
Prosthesis .........ccocvviieieeeiieicenecnee 16
Intestinal Transplants Furnished to Benefi-
ciaries Enrolled in Medicare+Choice Plans 16

Fraud and Abuse

Medicare Fraud & Abuse Advisory: No HIPAA
AUIES v 16

Hospital Services
CMS Relaxes Medicare Secondary Payer

Instructions for Hospitals ................ccceeeeee. 17
Implementation of Inpatient Rehabilitation

Facility Prospective Payment System ....... 18
Payment for Blood Clotting Factor

Administered to Hemophilia Inpatients ...... 22

Instructions for Billing Hospital Outpatient
Claims Containing Charges for Epoetin
Alfa (EPO) .eeivieiieieeeeee e 22

End Stage Renal Disease
End Stage Renal Disease Blood Pricing ....... 23

Medical Policies

Medical Policy Table of Contents ................. 25

Use of the American Medical Association’s
(AMA'’s) Current Procedural Terminology
(CPT) Codes on Contractors’ Web Sites ...... 25

Final Medical Policies
10060: Incision and Drainage of Abscess of
Skin, Subcutaneous and Accessory

SHUCIUIES ...oevviiiiiieei e, 26
11600: Excision of Malignant Skin Lesions .... 28
29540: SLrappinNg ....eeeeeeeevreeeeeeiiiieeeeesiiinenes 31
33282: Insertable Loop Recorder (ILR) ......... 33
76075: Bone Mineral Density Studies ........... 35

78460: Myocardial Perfusion Imaging ........... 39
80061: Lipid Profile/Cholesterol Testing ........ 42
80162: DIgOXIN .....evveeeeeaaiiiieaeeeeiiieeea e 45
82270: Fecal Occult Blood Testing ............... 47
93224 Electrocardiographic Monitoring for 24

Hours (Holter Monitoring) ..................... 51
93350: Stress Echocardiography .................... 54
94010: SPIrOMELTY ...eeeeeeiviieee e 56
94240: Functional Residual Capacity or

Residual Volume ..........ccccoviiieiiennins 60
95115: Allergen Immunotherapy ..................... 63
J0150: Adenosine (Adenocard®,

AdENOSCAN®) .....eeeveeiiiiiiiiaaiiiiiieeaeene 65
J7190: Hemophilia Clotting Factors .............. 68
J9999: Antineoplastic Drugs ...........ccccceeeueee 70

Additions and Revisions to Previously
Published Medical Policy
70450: Computerized Tomography Scan ..... 78
72192: Computerized Tomography of the
PEIVIS ..ot
82310: Total Calcium ....................
85007: Complete Blood Count
93501: Cardiac Catheterization

C1300: Hyperbaric Oxygen Therapy ............ 78
G0030: Positron Emission Tomography
(PET) SCaN ...ocooviivieeeeccieee e 78
2002 ICD-9-CM Part A Local Medical Review
Policy Changes ..........ccccceeviiieieennnnns 79
Change in Effective Date for Local Medical
Review PoliCieS ..........ccccveeiiiiiienns 80

Skilled Nursing Facility Services

Respiratory Services under Skilled Nursing
Facility Prospective Payment System ....... 81

Fee Schedule for Additional Part B Services
Furnished by a Skilled Nursing Facility or
Another Entity under Arrangements .......... 81

Critical Access Hospital Services
Outpatient Code Editor Specifications
Version 17.0 for Bills from Hospitals not
Paid under the Outpatient Prospective
Payment System .........ccccceeeviiiiiiiiiiiiininns 83

Outpatient Prospective Payment System
Removal of Category Code C1723 from the

Pass-Through Device Category ................ 85
Clarification of Same Day Rule Billing

Requirements Under the OPPS................. 85
Clarification on “Inpatient Only” Services ....... 86
Technical Corrections under the OPPS ........ 86
Clarification of Activity Therapy and Patient

Education/Training Services ..................... 88

Electronic Data Interchange
The Health Insurance Portability and
Accountability Act - Administrative

Simplification HIPAA-AS ..........ccoeeiieeenee 89
Educational Resources
INtroducing CMS ........cooviiiiieiieecee e 20
The Ultimate Medicare EXpO ..........ccccceeveeennee 90
Overview of HIPAA-AS Privacy Regulations .... 91
Provider Enrollment Seminar Forms ............... 94
Order Form - Part A Materials ...................... 96

Other Information
Addresses, Medicare Web sites,
and Phone NUmMbErs ........cceeeeeveveeenne.. 103

Medicare A
Bulletin

Vol. 4, No. 1
First Quarter
2002

Publications Staff

Millie C. Pérez
Shari Bailey
Bill Angel
Betty Alix

The Medicare ABulletinis
published bimonthly by the
Medicare Publications
Department, to provide
timely and useful
information to Medicare
Part A providersin Florida.

Questions concerning this
publication or its contents
may be directed in writing
to:

Medicare Part A
Publications
P.O. Box 2078
Jacksonville, FL
32231-0048

CPT five-digit codes,
descriptions, and other data
only are copyright 2000 by
American Medical
Association (or such other
date of publication of CPT).
All Rights Reserved.
Applicable FARSDFARS
apply. No fee schedules,
basic units, relative values or
related listings are included
in CPT. AMA does not
directly or indirectly
practice medicine or
dispense medical services.
AMA assumes no liability for
data contained or not
contained herein.

ICD-9-CM codes and their
descriptions used in this
publication are copyright/[]
2000 under the Uniform
Copyright Convention. All
rights reserved.

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.

The Florida Medicare A Bulletin

First Quarter 2002



FROM THE INTERMEDIARY MEDICAL DIRECTOR

A PHysiciAN’s Focus

Part A Local Medical Review Policy — Opportunity for

Improvement

he Benefits Improvement and Protection Act (BIPA) of 2000

included changes to the Medicare appeals and coverage processes.
Asthe Centers for Medicare & Medicaid Services (CMS) introduces
these changes, contractors will adjust their processes and work with
providers to improve administration of the Medicare program. Part A
local medical review policy (LMRP) development is one area that will
be revitalized by process improvements.

Medicare coverage provisions and subsequent policies are based
on the authority from the Social Security Act. Medicare contractors
make claim decisions using two main types of policies: nationa
coverage decisions and LMRPs. Asatraditional Medicare contractor
for Florida (Part A fiscal intermediary and Part B carrier), First Coast
Service Options, Inc. has responsibility for LMRPs. LMRPs are
administrative and educational tools that address coverage and coding
requirements of selected services.

The Medicare LMRP development processis prescribed by CMS.
Draft LMRPs are researched and developed as an adjunct to new
national coverage decisions, clarification of coverage for new

technologies, or qualification of unusual utilization of certain services. The draft development includes
consideration of the medical literature and solicitation of advice from local medical societies, medical
consultants, and providers (physicians, alied professionals, and administrators). Thereisaformal 45-day
draft and comment period when the draft LMRP is posted on the Web site www.floridamedicar e.com.
Hard copies are also mailed to Part A providers (providers that bill the fiscal intermediary). An open
public meeting is also scheduled to provide an opportunity for discussion of the draft policy.

For Medicare Part B, the Florida Carrier Advisory Committee (CAC) provides aformal mechanism for
Florida physicians to participate in the development of LMRPs in an advisory capacity. The CAC is
composed of physicians, beneficiary representatives, and other medical organization representatives such
asthe Florida Medical Quality Assurance, Inc., and the Florida Hospital Association. On many occasions,
Part A LMRPs have corresponding Part B policies since physicians and allied professionals direct many
Part A services. The CAC can be avaluable resource to the Part A LMRP development process, but it does
not negate the need for Part A organizations (provider and billing staff) to review pertinent draft LMRPs
and comment on issues from their perspective. Instructions for mailing written or email comments are
included with the draft package and are posted on the Web site www.floridamedicar e.com.

A Part A organization can help streamline the LMRP process by providing comments when
appropriate, placing more emphasis on the coding and coverage requirements. Specific suggestions with
supporting documentation are encouraged in addressing a clinical, coding, or billing issue. Please
encourage experts in your organizations to participate in the LM RP development process to improve the

delivery of careto Medicare beneficiaries.

James J. Corcoran, M.D., M.P.H.
Medicare Medical Director

First Quarter 2001
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ADMINISTRATIVE

About The Medicare A Bulletin

heMedicare A Bulletin isacomprehens vemagazine published quarterly for Medicare Part A providersinthe State of Florida
In accordance with theCentersfor M edicareand M edicaid Servicesnotification parameters, the gpproximatedelivery datesare:

Publication Name Publication Date | Effective Date of Changes
First Quarter 2002 Mid-November 2001 | January 1, 2002
Second Quarter 2002 | Mid-February 2002 April 1, 2002
Third Quarter 2002 Mid-May 2002 July 1, 2002
Fourth Quarter 2002 | Mid August 2002 October 1, 2002

Important notifications that require communication in between these dateswill be posted to the First Coast Service
Option, Inc. (FCSO) Floridaprovider Web sitewww.floridamedicar e.com. Insome cases, additional unschedul ed special

issueswill also be published.

Who Receives the Bulletin?

Digribution of theMedicarePart A Bulletin, islimitedto
onecopy per medical facility that isactively billing Medicare
clamstothefiscal intermediary inthe State of Florida. First
Coast ServiceOptions, Inc., theMedicare Part afiscal
intermediary, usesthe samemailing addressforall Medicare
correspondence. Noissueof theBulletinmay besenttoa
pecific person/department within an office. Toensure
continued receipt of al Medicare correspondence, providers
must keeptheir mailing addressescurrent. For additional
copies, providersmay purchase aseparate annual subscription
for $75.00. A subscription order form may befoundinthe
Education Resource sectionineachissue. 1ssuespublished
sinceJanuary 1997 may be downloaded fromthe provider Web
stefree of charge.

What Is in theBulletin?

The Bulletinisdivided into several sectionsaddressing
general and facility-specificinformation and coverage
guidelines.

The publication always starts with a column by the
Intermediary Medical Director. Followingan administra-
tive section are usually general information and coverage
sectionswith informational and billing issues, processing
guidelines, and medical coverage applicableto al Medicare
Part A providers and facilities. Coverage guidelinesand
billingissuestargeting specificfacilitiesor Part A providers
are usualy included in individual sections named under the
applicablefacility type. Thesefacility-specific sectionsare
in the Bulletin only when an articlein that category is
published (for example, if no CORF/ORF informationisin
theissue, that sectionisomitted.) Also, asneeded, the
Bulletin contains Electronic Datal nterchange (EDI) and
Fraud and Abuse sections.

Theloca medical review policy section contains
finalized medical policiesand additions, revisions, and
correctionsto previously published local medical review
policies. Whenever possible, thelocal medical review
policy section will be placed in the center of theBulletinto
alow readersto removeit separately, without disturbing the
rest of the magazine.

The Educational Resources section includes educa-
tional material, such as Medifest schedules, Medicare Web
siteinformation, and reproducible forms. Anindex and
important addresses and phone numbers are on the back.

The Medicare A Bulletin Represents Formal
Notice of Coverage Policies

Articlesincluded in eech Medicare A Bulletin represent
formal noticethat specific coveragepolicieshaveor will take
effect onthedategiven. Providerswhoreceiveeachissueare
expectedtoread, understand, and abideby thepaliciesoutlined
inthisdocument to ensure compliance with Medicare coverage
and payment guidelines. Medicare Part A (First Coast Service
Options, Inc.) maintainsthemailing listsfor eachissue;
inclusononthesemailinglistsimpliesthat theissuewas
received by the provider intheevent thereisadisputeover
whether aprovider received advance notice regarding coverage
of aspecific serviceand thefinancia ligbility for it.

Do You Have Comments?

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

M edi care Publications Department
Editor, Medicare ABulletin

P.O. Box 2078 —-18T
Jacksonville, FL 32231-0048

4 The Florida Medicare A Bulletin
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GENERAL INFORMATION

GENERAL INFORMATION

ICD-9-CM Coding for Diagnostic Tests

he following clarifies reporting of the International

Classification of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM) codes for diagnostic tests. As
required by the Health Insurance Portability and
Accountability Act (HIPAA), the Secretary of Health &
Human Services published a rule designating the ICD-9-
CM and its Official ICD-9-CM Guidelines for Coding and
Reporting as one of the approved code sets for usein
reporting diagnoses and inpatient procedures. Thisfina
rule requires the use of ICD-9-CM and its official coding
and reporting guidelines by most health plans (including
Medicare) by October 16, 2002.

The Official ICD-9-CM Guidelines for Coding and
Reporting provides guidance on coding. The ICD-9-CM
Coding Guidelines for Outpatient Services, which is part of
the Official ICD-9-CM Guidelines for Coding and
Reporting, provides guidance on diagnoses coding
specifically for outpatient facilities and physician offices.

The ICD-9-CM coding guidelines for outpatient
services (hospital-based and physician office) have
instructed physicians to report diagnoses based on test
results. The Coding Clinic for ICD-9-CM confirms this
longstanding coding guideline. The Centersfor Medicare &
Medicaid Services agrees with these coding and reporting
guidelines.

The following are instructions for contractors,
physicians, hospitals, and other health care providersto use
in determining ICD-9-CM codes for coding diagnostic test
results. The instructions below provide guidance on the
appropriate assignment of |CD-9-CM diagnoses codes to
simplify coding for diagnostic tests consistent with the ICD-
9-CM guidelines for outpatient services (hospital-based and
physician office). Note that physicians are responsible for
the accuracy of information submitted on abill.

Determining the Appropriate Primary ICD-9-
CM Diagnosis Code for Diagnostic Tests
Ordered Due to Signs and/or Symptoms

If the physician has confirmed a diagnosis based on the
results of the diagnostic test, the physician interpreting the
test should code that diagnosis. The signs and/or symptoms
that prompted ordering the test may be reported as
additional diagnoses if they are not fully explained or
related to the confirmed diagnosis.
Example 1: A surgical specimen is sent to a pathol ogist
with adiagnosis of “mole”’. The pathologist
personally reviews the dlides made from the
specimen and makes a diagnosis of “malignant
melanoma.” The pathologist should report a
diagnosis of “malignant melanoma’ as the
primary diagnosis.
A patient isreferred to aradiologist for an
abdominal CT scan with a diagnosis of
abdominal pain. The CT scan revealsthe
presence of an abscess. The radiologist should
report adiagnosis of “intra-abdominal abscess.”

Example 2:

Example 3: A patient isreferred to aradiologist for a chest
X-ray with adiagnosis of “cough.” The chest
X-ray reveals 3 cm peripheral pulmonary
nodule. The radiologist should report a
diagnosis of “pulmonary nodule” and may
sequence “cough” as an additional diagnosis.

If the diagnostic test did not provide a diagnosis or was
normal, the interpreting physician should code the sign(s) or
symptom(s) that prompted the treating physician to order
the study.

Example 1: A patient isreferred to aradiologist for a spine
X-ray dueto complaints of “back pain.” The
radiologist performs the X-ray, and the results
arenormal. The radiologist should report a
diagnosis of “back pain” since thiswas the
reason for performing the spine X-ray.

A patient is seen in the ER for chest pain. An
EKG isnormal, and the final diagnosisis chest
pain due to suspected gastroesophageal reflux
disease (GERD). The patient wastold to
follow-up with his primary care physician for
further evaluation of the suspected GERD.
The primary diagnosis code for the EKG
should be chest pain. Although the EKG was
normal, a definitive cause for the chest pain
was not determined.

Example 2:

If the results of the diagnostic test are normal or non-
diagnostic, and the referring physician records a diagnosis
preceded by words that indicate uncertainty (e.g., probable,
suspected, questionable, rule out, or working), then the
interpreting physician should not code the referring
diagnosis. Rather, the interpreting physician should report
the sign(s) or symptom(s) that prompted the study.
Diagnoses labeled as uncertain are considered by the ICD-
9-CM Coding Guidelines as unconfirmed and should not be
reported. Thisis consistent with the requirement to code the
diagnosis to the highest degree of certainty.

Example: A patient isreferred to aradiologist for a chest
X-ray with adiagnosis of “rule out
pneumonia.” The radiologist performs a chest
X-ray, and the results are normal. The
radiologist should report the sign(s) or
symptom(s) that prompted the test (e.g., cough).

Instruction to Determine the Reason for the Test
As specified in section 4317(b) of the Balanced Budget
Act (BBA), referring physicians are required to provide
diagnostic information to the testing entity at the time the
test isordered. Asfurther indicated in 42 CFR 410.32 dl
diagnostic tests “must be ordered by the physician who is
treating the beneficiary.” Asdefined in section 15021 of
the Medicare Carrier Manual (MCM), an “order” isa
communication from the treating physician/practitioner
reguesting that a diagnostic test be performed for a

First Quarter 2002
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GENERAL INFORMATION

| CD-9-CM Caoding for Diagnostic Tests (continued)

beneficiary. An order may include the following forms of
communication:

e A written document signed by the treating physician/
practitioner, which is hand-delivered, mailed, or faxed
to the testing facility;

» A telephone call by the treating physician/practitioner
or hig’er office to the testing facility; and

» Anelectronic mail by the treating physician/practitioner
or higher officeto the testing facility.

Note: If the order is communicated via telephone, both the
treating physician/practitioner or his/her office and
the testing facility must document the telephone call
in their respective copies of the beneficiary’s medical
records.

On the rare occasion when the interpreting physician
does not have diagnostic information as to the reason for the
test and the referring physician is unavailable to provide
such information, it is appropriate to obtain the information
directly from the patient or the patient’s medical record if it
isavailable. However, an attempt should be made to
confirm any information obtained from the patient by
contacting the referring physician. Example: A patient is
referred to aradiologist for a gastrograffin enemato rule out
appendicitis. However, the referring physician does not
provide the reason for the referral and is unavailable at the
time of the study. The patient is queried and indicates that
he/she saw the physician for abdominal pain, and was
referred to rule out appendicitis. The radiologist performs
the X-ray, and the results are normal. The radiologist
should report the abdominal pain as the primary diagnosis.

Incidental Findings

Incidental findings should never be listed as primary
diagnoses. If reported, incidental findings may be reported
as secondary diagnoses by the physician interpreting the
diagnostic test.

Example 1: A patient isreferred to aradiologist for an
abdominal ultrasound due to jaundice. After
review of the ultrasound, the interpreting
physician discovers that the patient has an
aortic aneurysm. The interpreting physician
reports jaundice as the primary diagnosis and
may report the aortic aneurysm as a secondary
diagnosis because it is an incidental finding.

A patient isreferred to aradiologist for a chest
X-ray because of wheezing. The X-ray is
normal except for scoliosis and degenerative
joint disease of the thoracic spine. The
interpreting physician reports wheezing as the
primary diagnosis since it was the reason for
the patient’ s visit, and may report the other
findings (scoliosis and degenerative joint
disease of the thoracic spine) as additional

Example 2:

and may report degenerative joint disease of
the spine as an additional diagnosis.

Unrelated/Co-Existing Conditions/Diagnoses

The physician interpreting the diagnostic test may
report unrelated and co-existing conditions/diagnoses as
additional diagnoses.

A patient is referred to aradiologist for a chest
X-ray because of acough. Results of the chest
X-ray indicate the patient has pneumonia.
During the performance of the diagnostic test,
it was determined that the patient has
hypertension and diabetes mellitus. The
interpreting physician reports a primary
diagnosis of pneumonia and may report
hypertension and diabetes mellitus as
secondary diagnoses.

Diagnostic Tests Ordered in the Absence of
Signs and/or Symptoms (e. g., screening
tests)

When adiagnostic test is ordered in absence of signs/
symptoms or other evidence of illness or injury, the
physician interpreting the diagnostic test should report the
reason for the test (e. g., screening) as primary ICD-9-CM
diagnosis code. Thetest results, if reported, may be
recorded as additional diagnoses.

Use of ICD-9-CM To The Greatest Degree

of Accuracy and Completeness

Note: This section explains certain coding guidelines
addressing diagnosis coding. These guidelines are
longstanding coding guidelines that have been part of
the Official ICD-9-CM Guidelines for Coding and
Reporting.

The interpreting physician should code the ICD-9-CM
code that provides the highest degree of accuracy and
completeness for the diagnosis resulting from test, or for the
sign(s)/symptom(s) that prompted ordering the test.

In the past, there has been some confusion about the
meaning of “highest degree of specificity,” and in
“reporting the correct number of digits.” In the context of
ICD-9-CM coding, the “highest degree of specificity refers
to assigning the most precise ICD-9-CM code that most
fully explains the narrative description of the symptom or
diagnosis.

Example:

Example 1: A chest X-ray reveals a primary lung cancer in
the left lower lobe. The interpreting physician
should report the ICD-9-CM code as 162.5 for
malignancy of the left “lower lobe, bronchus
or lung,” not the code for a malignancy of
“other parts of bronchus or lung” (162.8) or
the code for “bronchus and lung unspecified”
(162.9).

diagnoses. Example 2: If asputum speci_men is.sent to a pathol ogist

Example 3: A patient isreferred to aradiologist for a ?nd the pathologist C%r,],fl rrrr:_s ﬁ(ovytg_of od i
magnetic resonance imaging (MRI) of the streptpco?cus, type B" which isindicated in
lumbar soine with a diaanosis of L -4 the patient’ s medical record, the pathologist

1oar sp a . should report a primary diagnosis as 482.32
radiculopathy. The MRI reveals degenerative Pn iad G B
joint disease at L1 and L2. The radiologist ( ovf/“e(/"e‘?”}?th‘f;gtﬁg%gg?g%“ﬁébl Toup B).
reports radiculopathy as the primary diagnosis specify tﬁe organism, then the pathologist
6 The Florida Medicare A Bulletin First Quarter 2002



GENERAL INFORMATION

ICD-9-CM Coding for Diagnostic Tests (continued)

should report the primary diagnosis as 486 appropriate for the pathologist to code what is
(Pneumonia, organism unspecified). known at the time of code assignment. For

In order to report the correct number of digits when example, if the pathologist has made a

. o S S diagnosis of basal cell carcinoma, assign code
using ICD-9-CM, refer to the following instructions: 173.3 — Other malignant neoplasm of skin,

ICD-9-CM diagnosis codes are composed of codes with skin of other and unspecified parts of face. If
three, four, or five digits. Codes with three digits are the pathologist had not come up with a
included in ICD-9-CM as the heading of a category of definitive diagnosis, it would be appropriate to
codes that may be further subdivided by the use of fourth code the reason why the specimen was
and/or fifth digits to provide greater specificity. Assign submitted, in thisinstance, the skin lesion of
three-digit codes only if there are no four-digit codes within the cheek.

that code category. Assign four-digit codes only if thereis
no fifth-digit subclassification for that category. Assign the
fifth-digit subclassification code for those categories where

Question 2: A patient presents to the hospital for outpatient
X-rays with adiagnosis on the physician’s
orders of questionable stone. The abdominal

Itexists. X-ray diagnosis per the radiologist is “bilateral
Example 3: A patient isreferred to aphysician with a nephrolithiasis with staghorn calculi.” No
diagnosis of diabetes mellitus. However, there other documentation is available. Isit correct
isno indication that the patient has diabetic to code this as 592.0 — Calculus of kidney,
complications or that the diabetesis out of based on the radiologist’ s diagnosis?
control. It would beincorrect to assign code Answer 2. Theradiologist is a physician and he/she
250 since all codesin this series have five diagnosed the nephrolithiasis. Therefore, itis
digits. Reporting only three digits of a code appropriate to code this case as 592.0 —
that has five digits would be incorrect. One Cadlculus of kidney.
must add two more digits to make it complete. : . .
Because the type ( adugllt onset/juvenile) O]P Question 3: A patient undergoes outpatient surgery for
diabetes is not specified, and thereis no removal of abreast mass. The pre- and post-
indication that the patient has a complication operaE| v%c]ilagnﬁsls IS rglpg.r ted as* breast
or that the diabetes is out of control, the ;nt?ssad e pat HO ogg:q I:jagr?o'ﬁs 'S a
correct ICD-9-CM code would be 250.00. 1orox enomz(aj_ ov(;/ r?u,p |t3re .OSp'E di
The fourth and fifth digits of the code would outpatient coder code this? Previous Coding
vary depending on the specific condition of Clinic advice has precluded us frqm assigning
the patient., codes on the basis pf laboratory findi ngs.
Does the same advice apply to pathological
For the latest ICD-9-CM coding guidelines, please refer reports?
to the following Web site: http://www.cdc.gov/nchs/ Answer 3:  Previously published advice has warned
datawh/ftpser v/ftpicd9/ftpicd9.htm#guide. against coding from laboratory results alone,
For further guidance on determining the appropriate without physician interpretation. However,
ICD-9-CM diagnoses codes, refer to the following listing of the pathologist is a physician and the
questions and answers that appeared in the American pathology report serves as the pathologist’s
Hospital Association’s Coding Clinic for ICD-9-CM (1% interpretation and a microscopic confirmatory
Quarter 2000). report regarding the morphology of the tissue
Coding Clinic for |CD-9-CM. Copyright 2000 by the excised. Therefore, apathology report
American Hospital Association. All rights reserved. provides greater specificity. Assign code 217 —
Reprint granted with permission from the American Benign neoplasm of breadt, for_the .
Hospital Association fibroadenoma of the breast. Itis appropriate
] ) ] ] ) for coders to code based on the physician
Question 1: A skin lesion of the cheek is surgically documentation available at the time of code
removed and submitted to the pathologist for assignment.
analysis. The surgeon writes on the pathology _ _ . _ .
order, “skin lesion.” The pathology report Question 4: A referring physician sent aurine specimen to
comes back with the diagnosis of “basal cell the cytology Iab for analysis with adiagnosis
carcinoma.” A laboratory-billing consultant is of “hematuria’ (code 599.7). However, a
recommending that the ordering physician’s cytology report authenticated by the
diagnosis be reported instead of the final pathologist revealed abnormal cdlls consistent
diagnosis obtained by the pathologist. Also, with transitional ceI_I carcinoma of th_e bladder.
an insurance carrier is also suggesting this case Although the referring physician assigned
be coded to " skin lesion” since the surgeon did code 599.7 — Hematuria, the | aboratory
not know the nature of the lesion at the time reported code 188.9 — Malignant neoplasm of
the tissue was sent to pathology. Which code bladder, Bladder, part unspecified. For
should the pathol ogist use to report his claim? reporting purposes, what would be the
Answer 1:  The pathologist is aphysician and if a appropriate diagnosis code for the laboratory
diagnosis is made it can be coded. It is and the referring physician?
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|CD-9-CM Caoding for Diagnostic Tests (continued)

Answer 4:  The laboratory should report code 188.9 — (CML). The radiology report demonstrated no
Malignant neoplasm of bladder, Bladder, part acute disease and moderate hiatal hernia. For
unspecified. It is appropriate to code the reporting purposes, which codes are
carcinoma, in this instance, because the appropriate for the facility to assign?
cytology report was authenticated by the Answer 6:  Assign code 780.79 — Other malaise and
pathologist and serves as confirmation of the fatigue, and code 205.10 — Myeloid leukemia,
cell type, similar to a pathology report. The without mention of remission, for this
referring physician should report code 599.7, encounter. It isnot necessary to report code
Hematuria, if the result of the cytological 553.3 — Diaphragmatic hernia, for the hiatal
analysisis not known at the time of code hernia, because it is an incidental finding.
assignment. [For CMS purposes, the primary diagnosis

would be reported as 780.79 — Other malaise
and fatigue, and the secondary diagnosis as
205.10 — Myeloid leukemia, without mention
of remission, for this encounter.]

Question 5: A patient presents to the physician’s office
with complaints of urinary frequency and
burning. The physician ordered a urinalysis
and the findings were positive for bacteria and

increased WBCsin the urine. Question 7: A patient presents to the doctor’ s office with a
Based on these findings a urine culture was complaint of fatigue. The physician ordersa
ordered and was positive for urinary tract complete blood count (CBC). The CBC
infection. Should the lab report the “definitive reveals alow hemoglobin and hematocrit.
diagnosis,” urinary tract infection, or isit more Should the lab report the presenting symptom
appropriate for the lab to report the signs and fatigue (code 780.79) or the finding of anemia
symptoms when submitting the claim? (code 285.9)?

Answer 5:  Since this test does not have physician Answer 7:  The laboratory (independent or hospital-
interpretation, the laboratory (independent or based) should code the symptoms, because no
hospital-based) should code the symptoms physician has interpreted the results. Assign
(i.e., urinary frequency and burning). code 780.79 — Other malaise and fatigue,

Question 6:  The physician refers a patient for chest X-ray 'tjl'?led$ thelab c;alls the ph}:si cian to confirm
to outpatient radiology with a diagnosis of € diagnosis of anemia. =
weakness and chronic myelogenous leukemia Source: CM S Transmittal AB-01-144, CR 1724

Current Status of Coordination of Benefits Contractor Operations

The following article is being published as a request from the Centers for Medicare & Medicaid Services.

S;Ivice provided by the Coordination of Benefits (COB) contractor was affected by the World Trade Center disaster. On
onday, September 17, 2001, the COB Contractor began moving its operations to the corporate office of Group Health

Incorporated. The COB contractor’s call center has since been restored to 80 percent of capacity and, although the call

center is not fully staffed, there are no reports of lengthy wait time. The electronic correspondence referral system continues

to be up and fully operational.

City officials have inspected the lower Manhattan facility and have found the building to be structurally sound. The air
has al so been tested and has passed the quality standards. Currently, a skeletal staff made up of the executive and technical
support individuals are occupying the building. Full electric power was restored on Tuesday, September 25, 2001. The COB
Contractor will relocate staff back to the lower Manhattan facility using a phased-in approach, over a severa week period, to
guard against the potential for interrupted customer service. In the interim, please continue to notify all callers with COB
inquiries of itsinvolvement in the World Trade Center disaster and that telephone service is available Monday through
Friday, from 8:00 am. to 8:00 p.m., Eastern Time.

Questionnaires and correspondence should continue to be mailed to:

Medicare-COB Medicare-COB

Data Match Project MSP Claims Investigation Project

P.O. Box 125 P.O. Box 5041

New York, N.Y. 10274-0125 New York, N.Y. 10274-5041
Medicare-COB Medicare-COB

Voluntary Agreement Project Initial Enrollment Questionnaire Project
P.O. Box 660 P.O. Box 17521

NewY ork, N.Y. 10274-0660 Baltimore, MD 21203-7521

We appreciate your understanding and cooperation during this difficult time and assure you that we are making every
effort to resume full service and minimize your inconvenience. Please continue to visit the COB Web site at www.hcfa.gov/
medicar e/cob so we may keep you abreast of all future developments. <
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Correction of Payment for Diabetes
Outpatient Self-Management Training

Services

he Intermediary Manual Part 3, Transmittal 1836, and

the Hospital Manual, Transmittal 775, released June
15, 2001, mention two G codes for diabetes education
(G0108 and G0109) and the definition change from 60
minutes to 30 minutes. The definition change was made
with the January 1, 2001, HCPCS update. However, the
payment rate on the Medicare Physician Fee Schedule Date
Base (MPFSDB) was not reduced at that time because the
final regulation on diabetes education did not become
effective until February 27, 2001. The payment rate will be
changed in the January 2002 MPFSDB update.

Providers should use the following set of instructions to
bill for diabetes outpatient self-management training
services provided prior to January 1, 2002 and on or after
January 1, 2002.

Billing for Diabetes Training prior to January

1, 2002

*  Providersreporting one-hour session of diabetes
education must report HCPCS code G0108 or G0109
(as appropriate) with a“1” in the form locator 46 (Serv.
Units) on claim Form HCFA-1450 (UB-92) or its
electronic equivalent. Even though the definition of the
codes reads 30 minutes, the rate the provider receivesis
for 60 minutes.

*  Providersreporting a 30-minute service should not bill
until the second service of 30-minutes have been
completed. Inthe event that two 30-minutes sessions
are provided on different days, the day of the second
session should be reported as the date of service.

»  Providersreporting a 2-hour session must usea“2” in
the units column and not a“4.”

Billing for Diabetes Training on or after

January 1, 2002

*  Providersreporting 30-minutes session of diabetes
education must report HCPCS code G0108 or G0109
(as appropriate) with a“1” in form locator 46 (Serv.
Units) on claim Form HCFA-1450 (UB-92) or its
electronic equivalent

*  Providersreporting a one-hour session must report a
“2" in form locator 46.

»  Providersreporting a 2-hour session must report a“4”
in form locator 46. <

Source: CMS Transmittal AB-01-109; CR 1789

Crossover Updates

he following updates have been added to the Florida
Medicare Part A Crossover Insurer list.

Automatic Crossover

*New Crossover Insurer

The following insurers have been added to the list of
Automatic Crossover Insurers:

*  Wisconsin Medicaid

e Tricare, Inc. <

Overpayment Interest Rate

edicare assesses interest on overpaid amounts that are

not refunded timely. Interest will be assessed if the
overpaid amount is not refunded within 30 days from the
date of the overpayment demand letter. The interest rate on
overpayments is based on the higher of the private
consumer rate (PCR) or the current value of funds rate.

Effective August 7, 2001, the interest rate applied to

Medicare overpaymentsis 13.25 per cent, based on the
revised PCR. The following table lists previous interest
rates.

Period Interest Rate
April 26, 2001 — August 6, 2001 13.75%
February 7, 2001 — April 25, 2001 14.125%
August 1, 2000 — February 6, 2001 13.875%
May 3, 2000 — July 31, 2000 13.75%
February 2, 2000 — May 2, 2000 13.50%
October 28, 1999 — February 1, 2000 13.375%
August 4, 1999 — October 27, 1999 13.25%
May 5, 1999 — August 3, 1999 13.375%
February 1, 1999 — May 4, 1999 13.75%
October 23, 1998 — January 31, 1999 13.50%
July 31, 1998 — October 22, 1998 13.75%
May 13, 1998 — July 30, 1998 14.00 %
January 28, 1998 — May 12, 1998 14.50%
October 24, 1997 — January 27, 1998 13.875%
July 25, 1997 — October 23, 1997 13.75%
April 24, 1997 — July 24, 1997 13.50%
January 23, 1997 — April 23, 1997 13.625%

October 24, 1996 — January 22, 1997 13.375% <
Source; CMS Transmittal AB-01-110; CR 1387

Correction to the Revision of
Medicare Reimbursement for

Telehealth Services
n article was published in the Fourth Quarter 2001
Medicare A Bulletin (pages 5-7) concerning expansion

of Medicare reimbursement for telehealth services, effective

for services rendered on or after October 1, 2001.
Corrections to that article have since been provided by

the Centers for Medicare & Medicaid Services.
Please note the following changes:

e Eliminate intermediary claims processing type of bill
(TOB) 12x for telehealth benefits. Site bills originating
in inpatient hospitals must be submitted on a TOB 13x
(outpatient) using the date of discharge asthe lineitem
date of service.

TOB 12x was incorrectly included on page 5 of
Transmittal AB-01-69, Change Request 1650, dated
May 1, 2001.

* Q3014 isthe correct HCPCS code for telehealth
originating site facility fee, not Q3104 as shown one
place on the same page. +

Source; CMS Transmittal AB-01-120; CR 1827
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New Medicare Provider Enrollment Applications
he Centersfor Medicare & Medicaid Services (CMS) hasrevised the M edicare Provider/Supplier Enrollment Application
(version 1/98 Form HCFA 855). Therevised Medicare Provider/Supplier Enrollment Application (version Form CMS

855) wasimplemented on November 1, 2001.

All 1/98 versions of Form HCFA 855 received through October 31, 2001, will be processed through completion. This
includes, but isnot limited to, applicationsthat have been returned to the applicant (e.g., applicationinitially received by the
contractorsor state agency through October 31, 2001 (postmark date), returned to the applicant for any reason, and
subsequently resubmitted to the contractor or state agency after October 31, 2001).

Contractors and state agencieswill continue to accept and processall 1/98 versions of Form HCFA 855 through
December 31, 2001. All 1/98 versionsof Form HCFA 855 postmarked and received by the Medicare contractor for thefirst
time after December 31, 2001 will be returned to the applicant. The appropriate November 1, 2001, Form CMS 855 and a
written explanation indicating the applicant must complete the new form will be provided.

The appearance of the forms has changed dlightly and in addition, all formswill now be printed on white stock with a

color coded outside cover asfollows:

Form Number | Cover Color | Availablefrom Completed by

CMS855A Victoria Green | Fiscal intermediaries All providersthat will bill Medicare
CMSregional offices intermediaries

CMS 855B Light Gray Carriers Suppliers that will bill Medicare carriers
CMS regional offices

CMS 855l Venice Blue Carriers Individual health care practitioners
CMS regional offices

CMS 855R Sun Orange Carriers Individual health care practitionersto
CMS regional offices reassign Medicare benefits

CMS 855S Canary Yellow | National supplier Durable medical equipment, prosthetics,
clearinghouses orthotics, and supplies suppliers only
CMS regional offices

With theimplementation of the November 1, 2001 versions of Form CM S 855, the1/98 Form HCFA 855C (Change of
Information Request) will be obsolete. All change requests postmarkedafter December 31, 2001, must be submitted onthe
appropriate Form CM S 855 with asigned and dated certification statement.

The new versions of Form CM S 855 are available for downloading from the Medicare provider Web site,

www.floridamedicare.com. <
Source: CM S Transmittal AB-01-146, CR 1835

Annual Update of Non-routine
Medical Supply and Therapy Codes
for Home Health Consolidated

Billing (CB)

he Centersfor Medicare & Medicaid Servicesprovides

annual updatesto thelist of hon-routine medical supply
and therapy codesincluded in home health consolidated
billing (CB) to reflect the annual Healthcare Common
Procedure Coding System coderevisions. Thesecodesare
bundled into the prospective payment system rate.
Therefore, providersand suppliers may not bill for these
codes separately while aMedicare beneficiary isin an open
home health episode.

Thefollowing are the changes to the non-routine
medical supply list for dates of service beginning
January 1, 2002:

New codesubject to CB

A6010:  Collagen based wound filler, dry foam
Discontinued code, nolonger subject to CB:
A4329:  External catheter start set

There are no changesto thelist of 69 therapy codes
subjecttoCB. «

Source: CM S Transmittal AB-01-128, CR #1854

Revised Diagnosis Coding
Requirements for Clinical Trial

Routine Care Services

he Centersfor Medicare & Medicaid Serviceshas

revised the diagnosis coding requirementson claim
processing instructionsfor servicesprovided to Medicare
beneficiariesparticipatingin Medicare qualifying clinical
trias.

Effectivefor discharges occurringon or after
January 1, 2002, routine carefor Medicare qualifying
clinical trial servicesmust beidentified with diagnosiscode
V70.7 — Examination of participantin clinical trial. 1CD-9-
CM code V70.7 must be reported asthe second or
subsequent diagnosis code on the claim Form HCFA-1450
(UB-92) or itselectronic claim equivalent.

National coverage guidelinesfor qualified clinical trial
serviceswere publishedin the October/November 2000
Medicare A Bulletin (pages8-10). «

Source: CMS Transmittal AB-01-103, CR 1637
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Coverage of Noninvasive Vascular Studies for End Stage Renal Disease

(ESRD) Patients

edicare pays for outpatient maintenance dialysis

services furnished by ESRD facilities based on a
composite payment rate. Thisrate is a comprehensive
payment and includes all services, equipment, supplies, and
certain laboratory tests and drugs that are necessary to
furnish adialysis treatment.

For dialysis to take place, there must be a means of
access so that the exchange of waste products may occur.
As part of the dialysis treatment, ESRD facilities are
responsible for monitoring access, and when occlusions
occur, either declot the access or refer the patient for
appropriate treatment. Procedures associated with
monitoring access involve taking venous pressure,
aspirating thrombus, observing elevated recirculation time,
reduced urea reduction ratios, or collapsed shunt, etc. All
such procedures are covered under the composite rate.

A number of ESRD facilities are monitoring access
through noninvasive vascular studies such as duplex and
Doppler flow scans and hilling separately for these
procedures. Noninvasive vascular studies are not covered
as aseparately billable service if used to monitor a patient’s
vascular access site. Medicare pays for the technical
component of the procedure in the composite payment rate.

An ESRD facility must furnish all necessary services,
equipment, and supplies associated with adialysis
treatment, either directly or under arrangements that make
the facility financially responsible for the service. If an
ESRD facility or arenal physician decides to monitor the
patient’ s access site with a noninvasive vascular study and
does not have the equipment to perform the procedure, the
facility or physician may arrange for the serviceto be
furnished by another source. The alternative source, such
as an independent diagnostic testing facility must look to
the ESRD facility for payment. No separate payment for
noninvasive vascular studiesfor monitoring the access
site of an ESRD patient, whether coded asthe access site
or peripheral site, ispermitted to any entity.

Where there are signs and symptoms of vascular
access problems, Doppler flow studies may be used as a
means to obtain diagnostic information to permit medical
intervention. Doppler flow studies may be considered
medically necessary in the presence of signs or symptoms
of possible failure of the ESRD patient’ s vascular access
site, and when the results are used in determining aclinical
course of treatment for the patient.

The only Current Procedural Terminology (CPT)
billing code for noninvasive vascular testing of a
hemodialysis access site is 93990. Medicare will deny
separate billing of the technical component of this code if it
is performed on any patient for whom the ESRD composite

rate for dialysisis being paid, unless there is appropriate
medical indication of the need for a Doppler flow study.

When adialysis patient exhibits signs and symptoms of
compromise to the vascular access site, Doppler flow studies
may provide diagnostic information that will determine the
appropriate medical intervention. Medicare considers a
Doppler flow study medically necessary when the
beneficiary’ s dialysis access site manifests signs or
symptoms associated with vascular compromise, and when
the results of this test are necessary to determine the clinical
course of treatment.

Examples supporting the medical necessity for Doppler
flow studies include:

a. Elevated dynamic venous pressure >200mm HG
when measured during dialysis with the blood
pump set on a 200cc/min.,

b. Accessrecirculation of 12 percent or greater,

c. An otherwise unexplained urea reduction ratio <60
percent, and

d. An accesswith apalpable “water hammer” pulse on
examination, (which implies venous outflow
obstruction).

Unless documentation is provided supporting the
necessity of more than one study, Medicare will limit
payment to either a Doppler flow study or an arteriogram
(fistulogram, venogram), but not both.

An example of when both studies may be clinically
necessary is when a Doppler flow study demonstrates
reduced flow (blood flow rate less than 800cc/min or a
decreased flow of 25 percent or greater from previous study)
and the physician requires an arteriogram to further define
the extend of the problem. The patient’s medical record(s)
must provide documentation supporting the need for more
than one imaging study.

This policy is applicable to claims from ESRD facilities
and all other sources, such as independent diagnostic testing
facilities, and hospital outpatient departments.

The professional component of the procedure is
included in the monthly capitation payment (MCP). The
professional component will be denied for code 93990 if
billed by the MCP physician. Medically necessary services
that are included or bundled into the MCP (e.g., test
interpretations) are separately payable when furnished by
physicians other than the M CP physician.

Billing for monitoring of hemodialysis access using
CPT codes for noninvasive vascular studies other than 93990
is considered a misrepresentation of the service actually
provided and may be considered for fraud investigation. «

Source: CMS Transmittal AB-01-129, CR 1855
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Screening Glaucoma Services

he Benefits Improvement and Protection Act of 2000,
section 102, provides annual coverage for glaucoma
screening for eligible Medicare beneficiaries, i.e., those with

diabetes mellitus or a family history of glaucoma, and
certain other individuals found to be at high risk for
glaucoma as determined by the Centers for Medicare &
Medicaid Services.

Medicare will pay for glaucoma screening
examinations where they are furnished by or under the
direct supervision of an ophthalmologist or optometrist who
islegally authorized to perform the services under state law.

Screening for glaucomais defined to include:

» adilated eye examination with an intraocular pressure
measurement; and

» adirect ophthalmoscopy examination, or a dlit-lamp
biomicroscopic examination.

Payment may be made for a glaucoma screening
examination that is performed on an eligible beneficiary
after at least 11 months have passed following the month in
which the last covered glaucoma screening examination was
performed. Coverage applies to glaucoma screening
examination services performed on eligible beneficiaries on
or after January 1, 2002.

Claim Submission Requirements

Claims for glaucoma screening must be submitted on
claim Form HCFA-1450 (UB-92) or its electronic
equivalent. Claims must be prepared in accordance with the
general hill review instructions in section 3604 of the
Medicare Intermediary Manual, Part 3.

Applicable Bill Types
The applicable types of bill for screening glaucoma
services are: 13x, 22x, 23x, 71x, 73x, 75x, and 85x.

HCPCS Coding
The following HCPCS codes should be reported when
billing for screening glaucoma services:

G0117  Glaucoma screening for high-risk patients
furnished by an optometrist or ophthalmologist.
G0118  Glaucoma screening for high-risk patients

furnished under the direct supervision of an
optometrist or ophthalmologist.

Note: Independent rural health clinics (RHCs) and free
standing federally qualified health centers (FQHCs)
do not have to report HCPCS.

Revenue Coding
The following revenue codes should be reported when
billing for screening glaucoma services;

«  Comprehensive outpatient rehabilitation facilities
(CORFs9), critical access hospitals (CAHS), and skilled
nursing facilities (SNFs) bill for this service under
revenue code 770.

e Independent and provider-based RHCs and free
standing and provider-based FQHCs hill for this service
under revenue code 52x.

e Hospital outpatient departments bill for this service
under any valid/appropriate revenue code. They are not
required to report revenue code 770.

Diagnosis Coding

Providers report glaucoma screening using screening
(“V") code V80.1 (specia screening for neurological, eye,
and ear diseases, glaucoma). Claims submitted without this
screening diagnosis code should be returned to the provider
as unprocessable.

Payment Methodology
Payment is made for the facility expense as follows:

e Independent and provider-based RHC/free standing
and provider-based FQHC — payment is made under the
al inclusiverate

e CAH —payment is made on areasonable cost

e CORF — payment is made under the Medicare
physician fee schedule

e Hospital outpatient department — payment is made
under outpatient prospective payment system

e Hogpital inpatient Part B — payment is made under
OPPS

e SNF outpatient — payment is made under the Medicare
physician fee schedule

e SNFinpatient Part B — payment is made under MPFS.

Deductible and coinsurance apply.

Determining the 11 Month Period

Once a beneficiary has received a covered glaucoma
screening procedure, the beneficiary may receive another
procedure after 11 full months have passed. To determine
the 11-month period, start the count beginning with the
month after the month in which the previous covered
screening procedure was performed. <

Source; CMS Transmittal A-01-105; CR #1783

Coverage and Billing of Sacral Nerve Stimulation

sacral nerve stimulator is a pulse generator that
transmits electrical impulses to the sacral nerves
through an implanted wire. These impulses cause the
bladder muscles to contract, which gives the patient ability
to void more easily.

Effective January 1, 2002, sacral nerve stimulation is
covered for the treatment of urinary urge incontinence,
urgency-frequency syndrome and urinary retention. Sacral
nerve stimulation involves both atemporary test stimulation
to determine if an implantable stimulator would be effective
and a permanent implantation in the appropriate candidates.
Both the test and permanent implantation are covered.

The following limitations for coverage apply to all
indications:

Patient must be refractory to conventional therapy

(documented behavioral, pharmacologic and/or surgical

corrective therapy) and be an appropriate surgical

candidate such that implantation with anesthesia can

occur.

e Patients with stress incontinence, urinary obstruction,
and specific neurologic diseases (e.g., diabetes with
peripheral nerve involvement) which are associated
with secondary manifestations of the above three
indications are excluded.

12 The Florida Medicare A Bulletin
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Coverage and Billing of Sacral Nerve Stimulation (continued)

+  Patient must have had a successful test stimulation in
order to support subsequent implantation. Before a
patient is eligible for permanent implantation, he/she
must demonstrate a fifty percent or greater
improvement through test stimulation. Improvement is
measured through voiding diaries.

e Patient must be able to demonstrate adequate ability to
record voiding diary data such that clinical results of
the implant procedure can be properly evaluated.

Applicable CPT and HCPCS Codes

64561 Percutaneous implantation of neurostimulator
electrodes; sacral nerve (transforaminal
placement)

64581 Incision for implantation of neurostimulator
electrodes; sacral nerve (transforaminal
placement)

64585 Revision or removal of peripheral
neurostimul ator electrodes

64590 Incision and subcutaneous placement of
peripheral neurostimulator pul se generator or
receiver, direct or inductive coupling

64595 Revision or removal of peripheral
neurostimulator pulse generator or receiver

A4290  Sacral nerve stimulation test lead, each

EQ752 Implantable neurostimulator electrodes, each

EQ0756 Implantable neurostimulator pulse generator

C1767  Generator, neurostimulator (implantable)

C1778  Lead, neurostimulator (implantable)

C1883  Adaptor/extension, pacing lead or
neurostimul ator lead (implantable)

C1897  Lead, neurostimulator test kit (implantable)

Note: The“C” codes listed above are only applicable when
billing under the hospital outpatient prospective
payment system.

Applicable Revenue Codes

The applicable revenue code for the test procedures is
920 except for rural health clinics/federaly qualified health
centers (RHCs/FQHCs) who report these procedures under
revenue code 521.

Revenue codes for the implantation can be performed
in anumber of revenue centers within a hospital such as
operating room (360) or clinic (510). Therefore, hospitals
must report these implantation services under the revenue
center where they are furnished.

Payment Requirements for Test Procedures
(CPT codes 64585, 64590, 64595)
Payment is as follows:

» Hospital outpatient departments — Outpatient
prospective payment system

e Critical access hospitals — Reasonable cost basis

»  Comprehensive outpatient rehabilitation facilities —

Medicare physician fee schedules

e Skilled nursing facilities— Medicare physician fee
schedules

* Rura hedlth clinics/federally qualified health centers —
All inclusive rate, professional component only. The
technical component is outside the scope of the RHC/
FQHC benefit. Therefore, the provider of that technical
service hills the carrier on the claim Form HCFA-1500
or its electronic equivalent and payment is made under
the MPFS. For provider-based RHCs/FQHCs payment
for the technical component is made as indicated above
based on the type of provider the RHC/FQHC is based
with.

Deductible and coinsurance apply.

Payment Requirements for Implantation
Procedures (CPT codes 64561, 64581)
Payment is as follows:

* Hospital outpatient departments — Outpatient
prospective payment system

e Hospital inpatient departments — Hospital prospective
payment system

e Critical access hospitals — Reasonable cost basis

Deductible and coinsurance apply.

Payment Requirements for Device Codes,
A4290, E0752 and EQ756

Payment is made on areasonable cost basis when these
devicesareimplanted in a CAH. Payment is made under
OPPS when these devices are implanted in a hospital
outpatient department.

Applicable Bill Types

The applicable bill types for test stimulation procedures
are 13x, 14x, 22x, 23x, 71x, 73x, 75x and 85x.

RHCs and FQHCs bill you under bill type 71x and 73x
for the professional component. The technical component is
outside the scope of the RHC/FQHC benefit. The provider
of that technical service billstheir carrier on Form HCFA-
1500 or electronic equivalent.

The provider typically furnishes the technical
component for a provider-based RHC/FQHC. The provider
of that service bills the services under bill type 13x, 14x,
22x, 23x or 85x as appropriate using the outpatient provider
number (not the RHC/FQHC provider number since these
services are not covered as RHC/FQHC services.)

The applicable bill types for implantation procedures
and devices are 11x, 13x, and 85x. «

Source; CMS Transmittal AB-01-143; CR 1881
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New CLIA Waived Tests

isted below are the latest tests approved by the Food and Drug Administration as waived tests under the Clinical
Laboratory Improvement Amendments (CLIA). TheCurrent Procedural Terminology (CPT) codesfor these new tests

must have the modifier QW to be recognized as awaived test.

Wyntek OSOM® Ultra Strep A Test, effective July 6,
2000, CPT code: 87880QW

Beckman Coulter Primary Care Diagnostics ICON FX
Strep A Immunochemical Strep A Antigen Test,
effective March 16, 2001, CPT code: 87880QW

Phamatech At Home Drug Test (Model 9073T),
effective April 24, 2001, CPT code: 80101QW

Beckman Coulter Primary Care Diagnostics Flexsure
HP Test for 1gG Antibodiesto H. Pylori in Whole
Blood, effective May 1, 2001, CPT code: 86318QW

Wampole PreVue™ B. burgdorferi Antibody Detection
Assay, effective June 19, 2001, CPT code: 86618QW

Phamatech At Home Drug Test (Model 9150T),
effective July 20, 2001, CPT code: 80101QW

Phamatech At Home Drug Test (Model 9078T),
effective July 27, 2001, CPT code: 80101QW

KDK Corporation Lactate Pro System, effective July
27, 2001, CPT code: 83605QW

QuickVue® Dipstick Strep A, effective July 27, 2001,
CPT code: 87880QW

Bayer Multisitck Pro 10L S Reagent Strips, effective
August 22, 2001, CPT codes: 81002 and 82570QW

Bayer Multisitck Pro 11 Reagent Strips, effective
August 22, 2001, CPT codes: 81002 and 82570QW

Bayer Multisitck Pro 7G Reagent Strips, effective
August 22, 2001, CPT codes: 81002 and 82570QW

Advantage Diagnogtics Advantage Marijuana (THC)
and Cocaine Home Drug Test, effective August 22,
2001, CPT code: 80101QW

Beckman Coulter Primary Care Diagnostics
Gastrocult®, effective August 30, 2001, CPT code:
82273QW

Medical Instruments Corporation Pronto Dry H. pylori,
effective August 31, 2001, CPT code: 87077QW.

The CPT code has been changed to 86294QW for the

Bion Diagnostic SciencesBTA stat test (for homeuse),
effective: September 13, 2001.

New waived CPT codes have been assigned for the

following tests:

86294QW for the Bion Diagnostic SciencesBTA stat
test (for homeuse)

86618QW for the Wampole PreVue™ B. burgdorferi
Antibody Detection Assay

83605QW for the KDK Corporation L actate Pro
System.

Newly Added Tests Granted Waived Status under CLIA

TEST NAME MANUFACTURER CPT CODE USE

Wyntek OSOM® Ultra Test Wyntek 87880QW Rapidly detects GAS antigen from throat swabs

Strep A Diagnositics, Inc. and used as an aid in the diagnosis of GAS
infection, which typically causes strep throat,
tonsillitis, and scarlet fever

Beckman Coulter Primary Beckman Coulter 87880QW Rapidly detects GAS antigen from throat swabs

Care Diagnostics ICON and used as an aid in the diagnosis of GAS

FX Strep A infection, which typically causes strep throat,

Immunochemical Strep A tonsillitis, and scarlet fever

Test

Phamatech At Home Drug | Phamatech 80101QW This test may not be covered in all instances.

Test (Model 9073T) Contact your Medicare carrier for claims
instructions) Screening test for the
presence/detection of cocaine metabolite in urine

Beckman Coulter Primary Beckman Coulter, 86318QW Immunoassay for rapid, qualitative detection of

Care Diagnostics Flexsure | Inc. 1gG antibodies specific to Helicobacter

HP Test for IgG

Antibodiesto H. Pylori in

Whole Blood pylori in

whole blood

Wampole PreVue™ B. Wampole 86618QW Qualitative detection of 1gG/IgM antibodies to

burgdorferi Antibody Laboratories Borrelia burgdorferi (causative agent of Lyme

Detection Assay disease) in whole blood

Phamatech At Home Drug | Phamatech 80101QW* Screening test for the presence/detection of

Test (Model 9150T, amphetamines, cannabinoids (THC), cocaine
metabolites, methamphetamines, and opiatesin
urine

New CLI A Waived Test continued next page

14

The Florida Medicare A Bulletin

First Quarter 2002



GENERAL COVERAGE

TEST NAME MANUFACTURER | CPT CODE USE

Phamatech At Home Phamatech 80101QW* | Screening test for the presence/detection of

Drug Test (Model 9078T) cannabinoids (THC) in urine

KDK Corporation Lactate | KDK Corporation | 83605QW Quantitative measurement of lactate in whole

Pro System blood

QuickVue® Dipstick Quidel 87880QW Rapidly detects GAS antigen from throat swabs

Strep A Corporation and used as an aid in the diagnosis of GAS
infection, which typically causes strep throat,
tonsillitis, and scarlet fever

Bayer Multisitck Pro Bayer Diagnostics | 81002 Screening of urine to monitor/diagnose various

10L S Reagent Strips 82570QW diseases/conditions, such as diabetes, the state of
the kidney or urinary tract, and urinary tract
infections and semi-quantitative measurement of
creatinine in urine for the detection of patients at
risk for developing kidney damage

Bayer Multisitck Pro 11 Bayer Diagnostics | 81002 Screening of urine to monitor/diagnose various

Reagent Strips 82570QW diseases/conditions, such as diabetes, the state of
the kidney or urinary tract, and urinary tract
infections and semi-quantitative measurement of
creatinine in urine for the detection of patients at
risk for developing kidney damage

Bayer Multisitck Pro 7G Bayer Diagnostics | 81002 Screening of urine to monitor/diagnose various

Reagent Strips 82570QW diseases/conditions, such as diabetes, the state of
the kidney or urinary tract, and urinary tract
infections and semi-quantitative measurement of
creatinine in urine for the detection of patients at
risk for developing kidney damage

Advantage Diagnostics Advantage 80101QW* | Screening test for the presence/detection of

Advantage Marijuana Diagnostics cannabinoids (THC) and cocaine metabolitesin

(THC) and Cocaine Corporation urine

Home Drug Test

Beckman Coulter Primary | Beckman Coulter, | 82273QW Rapid screening test to detect the presence of

Care Diagnostics Inc. gastric occult blood

Gastrocult®

Medical Instruments Medical 87077QW Presumptive identification of Helicobacter pylori

Corporation Pronto Dry Instruments in gastric biopsy tissue, which has been shown to

H. pylori Corporation cause chronic active gastritis (ulcers)

*Thistest may not be coveredin al instances. «
Source: Transmittal AB-01-145; CR #1877
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Useful Lifetime Expectancy for

Breast Prosthesis

ederal regulations at 42 CFR 414.229(g) state that a

reasonable useful lifetime of less than five years for
prosthetic devices can be established through program
instructions. Because of thisrule, in the absence of program
instructions, durable medical equipment regional carriers
(DMERCs) have been allowed to determine the reasonable
lifetime of breast prostheses but in no case could it be less
than five years.

Revision to the Policy

After review of product information and in consultation
with the DMERCSs, the Centers for Medicare & Medicaid
Services has determined that a period shorter than five years
more accurately reflects the useful lifetime expectancy for a
breast prosthesis. Based on the most common warranty
period provided by manufacturers, this policy revision
lowers the useful lifetime expectancy to:

» Two yearsfor silicone breast prostheses
»  Six monthsfor fabric, foam, or fiber filled breast
prostheses

A breast prosthesis can be replaced at any timeif itis
lost, irreparably damaged (this does not take in ordinary
wear and tear), or if thereis achangein the patient’s
medical condition necessitating a different type of item. If
the patient’s medical condition changes, the patient’s
physician must submit a new prescription explaining the
need for a different type of breast prosthesis.

Under existing policy the Medicare program will pay
for only one breast prosthesis per side.

Medicare does not pay for different types of the same
or similar item or for spare or back-up items. However, two
prostheses, one per side, are allowed for those persons who
have had bilateral mastectomies. Suppliers must use the RT
and LT modifiers to delineate the side or sides being billed.

This change is effective for services furnished on or
after April 1, 2002. «

Source: CMS Transmittal AB-01-123, CR 1787

FRAUD AND ABUSE

Intestinal Transplants Furnished to
Beneficiaries Enrolled in

Medicare+Choice (M+C) Plans
nformation was published in the Third Quarter 2001
Medicare A Bulletin (pages 12-14) concerning a national

coverage decision (NCD) for intestinal and multivisceral

tranplanation. NCDs are binding on all Medicare carriers,

Medicare fiscal intermediaries, peer review organizations,

and other contractors. Under 42 CFR 422.256(b), aNCD

that expands coverage is also binding on a

M edicare+Choice organization.

Medicare regulation 42 CFR 422.109(a) requires that
when the Secretary of the Department of Health and Human
Services makes a NCD that meets the regulation’ s test for
being a“significant cost,” Medicare must pay for the
services outside of the payment made to the M+C plan until
rates announced in aregular March rate announcement
come into effect. The payment for intestinal transplants
meets the significant cost test of the NCD; therefore,
Medicare must pay for these services outside of the 2001
M+C payment rate.

Thus, claimswith dates of service on or after April 1,
2001, but before January 1, 2002, for services furnished to
aMedicare beneficiary who isenrolled in a
Medicare+Choice plan will be processed by the local
contractor and not the Medicare+Choice organization. This
also includes claims for physician services and
immunosuppressive drugs required as aresult of the
transplant, hospital, and other services related to intestinal
transplants meet the Medicare coverage criteria published in
the Third Quarter 2001 Medicare A Bulletin. Hospital
services would be paid based on the applicable diagnosis
related group (DRG) as previously published. No payment
will be made to the managed care organization unlessit is
an enrolled provider or supplier. <

Source; Transmittal AB-01-115; CR 1760

Medicare Fraud & Abuse Advisory: No HIPAA Audits

ecently, individuals under the guise of performing Health Insurance Portability and Accountability
Act (HIPAA) compliance audits, approached amedical group requesting access to the provider’'s

computers and database. The individuals refused to produce identification or documentation confirming their
identity. Access was denied by the provider’s billing manager.

The provider’ s billing manager called the Medicare contractor after becoming suspicious of the two
individuals and alerting the police. Both alleged HIPAA auditors refused to produce any identification and/or
documentation demonstrating that they were from HIPAA and left the premises.

Health care providers should note that there are currently no on-site HIPAA audits being conducted.
Providers should never allow ANY individuals access to their computers, medical records, billing information,
etc., who fail to produce identification and proper documentation from the auditing entity. If providersare
approached by individuals who claim to be conducting HIPAA audits, DO NOT allow them access. In
addition, please contact the Medicare contractor and advise them of this activity immediately. Providers may
call Florida Medicare toll-free at (877) 602-8816 to report suspected fraud. «
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HospPiTAL SERVICES

CMS Relaxes Medicare Secondary Payer Instructions for Hospitals

eneficiary-specific Medicare Secondary Payer (MSP)

datais maintained by the Centers for Medicare &
Medicaid Services (CMS) for the purpose of ensuring that
the Medicare Program pays claims in the correct order of
financial liability. The basisfor provider collection of this
dataisfound in law and regulations, a synopsis of which is
provided below:

MSP Requirements

Based on the law and regulations, providers are
required to file claims with Medicare using billing
information obtained from the beneficiary to whom the item
or serviceis furnished. Section 1862(b)(6) of the Social
Security Act (the Act) (42 USC 1395y(b)(6)) requires all
entities seeking payment for any item or service furnished
under Part B to complete, on the basis of information
obtained from the individual to whom theitem or serviceis
furnished, the portion of the claim form relating to the
availability of other health insurance. Additionally, 42 CFR
489.20(g) requiresthat all providers must agree“... to bill
other primary payers before billing Medicare...” Thus, any
provider that bills Medicare for services rendered to
Medicare beneficiaries, including non-patient (e.g.,
reference lab) services, must determine whether or not
Medicare is the primary payer for those services. Questions
concerning the beneficiary’s M SP status are requested from
the Medicare beneficiaries, or their representative. |If
providersfail to file correct and accurate claims with
Medicare, 42 CFR 411.24 permits Medicare to recover its
conditional payments from them.

Hospital Manual section 301.2, “Types of Admission
Questions to Ask Medicare Beneficiaries,” may be used to
determine the correct primary payers of claimsfor al
beneficiary services furnished by a hospital.

Note: In order to conform to the law and regulations, the
provider should verify MSP information prior to
submitting a bill to Medicare. This greatly increases
the likelihood the primary payer is billed correctly.
Verifying MSP information means confirming the
information previously furnished about the presence
or absence of another payer that may be primary to
Medicareis correct, clear, and complete, and that no
changes have occurred.

CMS has recently re-evaluated the paperwork burden
associated with hospital collection of certain MSP dataand
is making changes in operational policy to relax associated
data collection requirements, as described below.

Policy for Hospital Reference Labs

Hospitals must collect MSP information from a
beneficiary or his/her representative for hospital reference
lab services. If the MSP information collected by the
hospital, from the beneficiary or hisher representative and
used for billing, is no older than sixty calendar days from
the date the service was rendered, then that information may

be used to bill Medicare for non-patient reference lab
services furnished by hospitals. This procedureis available
only with respect to hospital reference lab services.
Hospitals should keep an audit trail to show they collected
MSP information from the beneficiary or his/her
representative, which is no older than 60 days when
submitting bills for their Medicare patients. Acceptable
documentation may be the last (dated) update of the M SP
information, either electronic or hardcopy. The provider
also should document who supplied the M SP information.
While a hospital is permitted to bill as described above
using information in file from the beneficiary or his/her
representative, if the hospital’s use of outdated or inaccurate
information leads to Medicare making an incorrect primary
payment, the hospital will be liable to repay the
overpayment. Moreover, the hospital will not be considered
to be “without fault” in causing the overpayment under
section 1870 of the Act (42 USC 1395gg) because it could
have collected, had it chosen to do so, more recent and
accurate information from the beneficiary.

Policy for Recurring Outpatient Services

For hospital outpatients receiving recurring services,
hospitals must gather or verify beneficiary MSP
information. Both theinitia collection of MSP information
and any subsequent verification of this information must be
obtained from the beneficiary or his’her representative.
Following theinitial collection, the M SP information should
be verified once during each subsequent monthly billing
cycle during which recurring services are furnished to a
Medicare beneficiary. (If ahospital bills on other than a
monthly cycle, (e.g., 45 days or 60 days), then it must
gather or verify the MSP information within no more than
30 calendar days from the last date the information was
gathered or verified).

Note: A Medicare beneficiary is considered to be receiving
recurring servicesif he/she receivesidentical services
and treatments on an outpatient basis more than once
within the same monthly billing cycleor, if the
billing cycleislonger than monthly, within the same
30-day period.

This procedure is available ONLY with respect to
recurring outpatient services. Hospitals should keep an
audit trail to show they collected M SP information from the
beneficiary or his’lher representative, which is no older than
30 days when submitting bills for their Medicare patients.

Acceptable documentation may be the last (dated)
update of the MSP information, either electronic or
hardcopy. The provider aso should document who supplied
the MSP information. While a hospital is permitted to bill
as described above using information in file from the
beneficiary or his’lher representative, if the hospital’ s use of
outdated or inaccurate information leads to Medicare
making an incorrect primary payment, the hospital will be
liable to repay the overpayment.

First Quarter 2002
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CMS Relaxes Medicare Secondary Payer | nstructions for Hospitals (continued)

Moreover, the hospital will not be considered to be
“without fault” in causing the overpayment under section
1870 of the Act (42 USC 1395gg) because it could have
collected, had it chosen to do so, more recent and accurate
information from the beneficiary.

Policy for Medicare + Choice Organization
(M+CO) Members

If the beneficiary is amember of an M+CO, hospitals
are not required to ask the MSP questions or to collect,
maintain, or report thisinformation.

Policy for Provider Records Retention of MSP
Information

42CFR 489.20(f) states the provider agrees to maintain
a system that, during the admission process, identifies any
primary payers other than Medicare, so that incorrect billing

and Medicare overpayments can be prevented. Based on
this regulation, hospitals must document and maintain M SP
information for Medicare beneficiaries. Without this
documentation, the intermediary would have nothing to
audit submitted claims against.

Furthermore, since CM'S may pursue providers,
physicians, and other suppliers under the False Claims Act
and the Federal Claims Collection Act for up to ten years
after aclaim ispaid, it would be prudent for hospitals to
retain these records for up to ten years. Should a hospital
choose not to retain this information for up to ten years, it
does so at its own risk.

This palicy is effective January 1, 2002. «

Source; CMS Transmittal A-01-116; CR 1685

INPATIENT HOSsPITAL SERVICES

Implementation of Inpatient Rehabilitation Facility Prospective Payment

System (IRF PPS)
tion 4421 of the Balanced Budget Act (BBA) of 1997

Public Law 105-33), as amended by section 125 of the
Balanced Budget Refinement Act of 1999 (Public Law 106-
113, Appendix F) and section 305 of the Benefits
Improvement and Protection Act of 2000 (BIPA),
authorizes the implementation of a per discharge
prospective payment system (PPS), through new section
1886(j) of the Social Security Act, for inpatient
rehabilitation hospitals and rehabilitation units—referred to
asinpatient rehabilitation facilities (IRFs).

The implementation of IRF PPS is effective for cost
reporting periods beginning on or after January 1, 2002.
These payment rates will cover all costs of furnishing
covered |RF services (that is, routine, ancillary, and capital-
related costs) other than costs associated with operating
approved educational activities as defined in 42 CFR
section 413.85 and section 413.86, bad debts, and other
costs not covered under the PPS.

Medicare IRF Classification Requirements

In general, the criteriafor afacility to be classified as
an IRF remains unchanged from the requirements used to
classify entities as exempt from the acute care hospital PPS.
In order to be paid under the IRF PPS, afacility first must
meet the conditions for payment under section 412.604 of
the regulations (established in the final rule). In addition, an
entity must meet the requirements under section 412.23(b),
which in part states that a facility must:

“show that during its most recent 12-month cost reporting
period, it served an inpatient population of whom at least 75
percent required intensive rehabilitative services for the
treatment of one or more of the following conditions:
stroke, spinal cord injury, congenital deformity, amputation,
major multiple trauma, fracture of femur (hip fracture),
brain injury, polyarthritis (including rheumatoid arthritis),
neurological disorders (including multiple sclerosis, motor

neuron diseases, polyneuropathy, muscular dystrophy, and
Parkinson’s disease), and burns.”

Hospitals that are not paid under the IRF PPS, but are
paid under special payment provisions are:

e Veterans Administration hospitals

* Hospitals that are reimbursed under state cost control
systems approved under 42 CFR Part 403

e Hospitals that are reimbursed in accordance with
demonstration projects authorized under section 402(a)
of Public Law 90-248 (42 U.S.C. 1395b-1) or section
222(a) of Public Law 92-603 (42 U.S.C. 1395b-1).

Payment to foreign hospitals will be made in
accordance with the provisions set forth in section 413.74 of
the regulation.

Payment Provisions Under IRF PPS

Section 1886 of the BBA provides the basis for the
establishment of the federal payment rates applied under the
prospective payment system to IRFs. The PPS will
incorporate per discharge federal rates based on average
IRF costs in a base year updated for inflation to the first
effective period of the system.

Beneficiary liability will operate the same as under the
current Tax Equity and Fiscal Responsibility Act of 1982
(TEFRA) payment system. Even if Medicare payments are
below cost of care for a patient under prospective payment,
the patient cannot be billed for the differencein any case.

Payment Adjustment Factorsand Rates

The BBA sets forth the methodology for establishing
the payment rates as well as the data on which they are
based. In addition, this section prescribes adjustments to
such rates based on geographic variation and case-mix and
other factors the Secretary of Health and Human Services
deems necessary to ensure that payment most accurately
reflects cost.

18 The Florida Medicare A Bulletin

First Quarter 2002



HOSPITAL SERVICES

I mplementation of | npatient Rehabilitation Facility PPS (continued)

The BBA specifies that payments during fiscal years
2001 and 2002 must be established in a manner that results
in the amount of total payments, including any adjustments,
being equal to 98 percent of the amount of payments that
would have been made during those fiscal years (for
operating and capital costs) had the IRF PPS not been
enacted. Asaresult of BIPA, a change has been madeto
eliminate the payment amount of 98 percent of the FY 2002
expenditures.

Under section 305 of the BIPA 2000, section
1886(j)(3)(b) of the Act is amended to increase the amount
of payment to 100 percent of FY 2002 expenditures.

For the initial period of PPS, beginning on or after
January 1, 2002, all payment rates and associated rules were
published in the Federal Register on August 7, 2001. For
each succeeding fiscal year, the rates will be published in
the Federal Register on or before August 1 of the year
preceding the affected fiscal year.

Case-Mix Groups

In general, a case will be grouped into a case-mix group
(CMG) based on the clinical characteristics of the Medicare
beneficiary. We used rehabilitation impairment categories
(RICs), functional measurements, age, and comorbiditiesto
develop the CMGs. Specificaly, RICs are used to group
cases that are similar in clinical characteristics and resource
use. The RICs are formed using codes from the
International Classification of Diseases, 9" Revision,
Clinical Modification (ICD-9-CM). In addition to the RICs,
the CMGs are further partitioned using functional measures
of motor and cognitive scores. Age aso allowsusto
improve the explanatory power of the CMGs if we split
some of the groups based on this variable. Lastly,
comorbidites were found to substantially increase the
average cost of specific CMGs. The comorbidities are
arrayed in three categories (or tiers) based on whether the
costs are considered high, medium, or low. If acase has
more than one comorbidity, the CMG payment rate will be
based on the comorbidity that results in the highest
payment.

Case-Level Adjustments

Payment will be based on the CM Gs described above,
aswell as possible adjustments specific to the case and the
facility characteristics. Below, we first describe the case-
level adjustments of the IRF PPS. More than one case level
adjustment may apply to the same case. Thus, for ease of
understanding we present the discussion of the case-level
adjustments in the same order that will be used to assess
whether or not they apply. For instance, a case may be
classified as atransfer, but may also receive additional
payments because it meets the definition of an outlier case.

Interrupted stays are defined as those casesin which a
Medicare beneficiary is discharged from the inpatient
rehabilitation facility and returns to the same inpatient
rehabilitation facility within three consecutive calendar
days. The three consecutive calendar days begin with the
day of discharge from the IRF and ends on midnight of the
third day. Thetotal length of the IRF stay including the
days prior to the interruption and days after the interruption
determines the length of stay for these cases.

One CMG payment will be made for interrupted stay
cases and the payment will be based on the initial
assessment. For example, if aMedicare beneficiary is
discharged on February 1, 2001, and is readmitted on
February 3, the case would be considered an interrupted
stay and only one CMG payment will be made based on the
initial assessment. However, if the Medicare beneficiary
was readmitted on February 4, then it would not be
considered an interrupted stay. A separate diagnosis related
group (DRG) payment will not be made to the acute care
hospital when the beneficiary is discharged and returns to
the same IRF on the same day. However, a DRG payment
can be made if the beneficiary does not return to the same
IRF on the same day as they were discharged. Other
adjustments may apply to this payment amount if acaseis
determined to be an interrupted stay. For example, the case
still may meet the definition of atransfer case described
below.

For the IRF PPS, transfer cases are defined as those in
which a Medicare beneficiary is transferred to either another
rehabilitation facility, along term care hospital, an inpatient
hospital, or a nursing home that accepts payment under
either the Medicare program and/or the Medicaid program
and the length of stay of the case isless than the average
length of stay for agiven CMG. The transfer policy
consists of a per diem payment amount calculated by
dividing the per discharge CMG payment rate by the
average length of stay for the CMG. Medicare will pay
transfer cases a per diem amount and include an additional
half-day payment for the first day. Transfer payments will
be calculated by first adding the length of stay of the case to
0.5 (to account for the addition of the half day payment for
the first day) and then multiplying the result by the CMG
per diem amount.

The IRF PPS also includes a payment adjustment for
certain cases, such as short-stay cases (for cases that do not
meet the definition of atransfer case). A separate CMG
payment (5001) will be made for cases with alength of stay
of three days or less, without consideration of the clinical
characteristics of the patient. Further cases that expire with
alength of stay of three days or less will also be classified
to CMG 5001.

Separate CMGs will also be made for cases that expire
with alength of stay greater than three days. To improve
the explanatory power of the groups, Medicare created four
additional CMGs to account for cases that expire.

e CMG 5101 will be used for short-stay, orthopedic,
expired cases. This CMG includes those cases that
would otherwise be grouped to RICs 07, 08, and 09 and
the length of the stay is greater than 3 days, but less
than or equal to 13 days.

¢ CMG 5102 will be used for orthopedic expired cases
where the length of stay is greater than or equal to 14
days.

e CMG 5103 will be used for short-stay, non-orthopedic,
expired cases. This CMG includes those cases that
would not be grouped to the orthopedic RICs and the
length of the stay is greater than 3 days, but less than or
equal to 15 days.
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I mplementation of | npatient Rehabilitation Facility PPS (continued)

e CMG 5104 will be used for non-orthopedic expired
cases where the length of stay is greater than or equal to
16 days.

Facility-level Adjustments

Facility-level adjustments apply to all casesand are
based on the individual IRF characteristics. The facility-
level adjustments include an area wage adjustment, an
adjustment for facility’ s located in rural areas, and an
adjustment for treating low-income patients. Outlier
payments will also be discussed in this section. Although
outlier payments are considered to be a case-level
adjustment, a case can only be determined to qualify for
these additional payments after all other facility-level
adjustments are computed. Thus, for ease of understanding,
we present the discussion of these facility-level and outlier
adjustmentsin the same order that will be used to assess
their applicability.

To adjust payments for area wage differences,
Medicare first identifies the labor-related portion of the
prospective payment rates. The labor-related portion is
72.395 percent and the non-labor related portion is 27.605
percent. The labor-related unadjusted federal payment is
multiplied by awage index value to account for area wage
differences. Medicare uses the inpatient acute care hospital
wage data to compute the wage indices. The wage data
excludes the wages for services provided by teaching
physicians, interns and residents, and nonphysician
anesthetists under Medicare Part B, because these services
are not covered under the IRF PPS. The wage index that
will apply to the IRF PPS payment rates excludes 100
percent of wages for teaching physicians, residents, and
nonphysician anesthetists. IRFswill be divided into labor
market areas. Aswith other CM S payment systems, we
define urban areas as a Metropolitan Statistical Area (MSA)
or New England County Metropolitan Area, as defined by
the Executive Office of Management and Budget. For the
purposes of computing the wage index for IRFs, the wage
index values for urban and rural areas are determined
without regard to geographic reclassification under section
1886(d)(8) or (d)(10) of the Act.

Payments will be adjusted for facilities located in rural
areas. Medicare considers afacility to bearural IRF if they
arelocated in anon-MSA area.

Additional paymentswill be made for treating low-
income patients (LIP). There are two parts in computing
this adjustment. Thefirst part is the calculation of the
disproportionate share variable (DSH).

Thisis computed by:

DSH= SSIDays +
Total Medicare
Days

Once the DSH is calculated, we use this percentage to
determine the LIP adjustment as specified in the IRF PPS
final rule.

Additional paymentswill be made for those cases that
are high cost outliers. A case will be considered to be an
outlier if the estimated cost of the case exceeds an adjusted
threshold amount. The estimated cost of the case will be
calculated by multiplying the charge by the facility’ s overall

Medicaid, Non-Medicare Days
Total Days

cost-to-charge ratio obtained from the latest settled cost
report. If the estimated cost of the caseis greater than the
sum of the adjusted payment amount and the adjusted
threshold amount, then the case is considered an outlier and
additional payments will be added to the adjusted payment
amount.

The outlier payment will be 80 percent of the difference
between the estimated cost of the case and outlier threshold
(the sum of the facility-level adjusted CMG payment and
the threshold amount multiplied by the facility-level
adjustments as described above).

Phase-In I mplementation

Under the BBA, the federal fiscal year in which a
facility’s cost reporting period begins, determines which
transition period percentages apply. Thefirst transition
period percentages are applicable for cost reporting periods
beginning during federal fiscal year 2001. The second
transition period percentages are applicable to cost reporting
periods beginning during federal fiscal year 2002, that is,
periods beginning on or after October 1, 2001 and before
October 1, 2002. For cost reporting periods beginning
during federal fiscal year 2003 and after, payment is based
on 100 percent of the adjusted federal prospective payment.

Since we are implementing the IRF PPS for discharges
that occur during the IRF’ s cost reporting period that begins
on or after January 1, 2002, IRFs will be phased directly
into the second transition period, where payment will be
based on 662/3 percent of the PPS payment and 33%/3 percent
of the TEFRA payment. A facility will continue to be paid
under the TEFRA (reasonable cost-based) system for itsentire
cost reporting period beginning prior to January 1, 2002.

In addition, section 305 of BIPA 2000 states facilities
may elect to be paid 100 percent PPS payment, rather than
payment based on the transition method. If afacility
chooses not to be paid under the transition method, they
must notify their intermediary no later than 30 days prior to
itsfirst cost-reporting period for which the IRF PPS applies
tothefacility. The request to make the election must be
made in writing to the Medicare fiscal intermediary for the
facility. Theintermediary must receive the request on or
before the 30" day before the applicable cost reporting
period begins, regardless of any postmarks or anticipated
delivery dates. Requests received, postmarked, or delivered
by other means after the 30" day before the cost reporting
period begins will not be approved. If the 30" day before
the cost reporting period falls on a day the postal service or
other delivery sources are not open for business, the facility
isresponsible for allowing sufficient time for delivery of the
reguest before the deadline. If afacility’srequest is not
received or not approved, payment will be based on the
transition method.

M edicar e Patient Assessment I nstrument
IRF PPS payment is contingent on the requirement that

IRFs complete a patient assessment upon admission and
discharge for Medicare patients. The final rule contains
detailed information regarding the assessment schedule for
the patient assessment instrument with respect to
transmission requirements, encoding dates, and other
pertinent information. Further, an item-by-item guide,
which will include detailed instructions regarding the
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manner in which each item on the assessment instrument
needs to be completed will be provider later.

Claim Processing And Billing Requirements
Under IRF PPS

Effective with cost reporting periods beginning on or
after January 1, 2002, IRFs are required to report billing
data with a new revenue code and a health insurance PPS
(HIPPS) rate code on Form HCFA-1450 (UB-92) or its
electronic equivalent for all Part A inpatient claims (type of
bill 11x) to their intermediaries. The Medicare A 837
Health Care Claim version 3051 implementations 3A.01
and 1A.C1, aong with the UB-92 version 6.0 are at http://
www.hcfa.gov/medicar e/edi/edi3.htm. These formats are
effective through October 16, 2002. The X12N 837 version
4010 (HIPAA) to UB-92 version 6.0 mapping is at http://
www.hcfa.gov/medicar e/edi/hipaadoc.htm. The 837
version 4010 can be downloaded at http://www.wpc-
edi.com. The new revenue code, 0024, will be used in
conjunction with the HIPPS rate code to identify the CMG
group the beneficiary was classified into. In addition to all
entries previoudly required on a UB-92, the following
additional instructions must be followed to accurately price
and reimburse a claim under PPS. These claims must be
submitted on type of bill 11x. The last four digits of the
provider number for rehabilitation hospitals is from 3025 to
3099, and for rehabilitation unitsthe third digit will beaT.

e The Revenue Code, Form Locator (FL) 42, (Record
Type (RT) 60, field 5), (SV201), must contain revenue
code 0024. This code indicates that this claim is being
paid under the PPS. This revenue code can only appear
on aclaim once.

» Thefollowing patient status codes are applicable under
the transfer policy for IRF PPS: 02, 03, 61, 62, and 63.

Note: IRFsthat transfer a beneficiary to a nursing home
that accepts payment under Medicare and/or
Medicaid should use PS 03, discharged/transferred to
a SNF. IRFsthat transfer a beneficiary to anursing
facility that does not accept Medicare or Medicaid,
should code PS 04, discharged/transferred to an ICF,
until such time that anew PS code is established to
differentiate between nursing facilities that do not
accept Medicare and/or Medicaid and those that do.
PS 04 does not congtitute a transfer under the IRF
PPS palicy.

»  For typical cases, the HCPCS/Rates, FL44, (RT60, field
6), (SV202-2), must contain afive digit HIPPS Rate/
CMG Code (AXXYY-DXXYY). Thefirst position of
thecodeisan A,B,C, or D. The HIPPS rate code
beginning with A in front of the CMG is defined as
without comorbidity. The HIPPS rate code containing a
B in front of the CMG is defined as with comorbidity
for Tier 1. The HIPPS rate code containing a C in front
of the CMG is defined as with comorbidity for Tier 2.
The HIPPS rate code containing a D in front of the
CMG is defined as with comorbidity for Tier 3. The
(XX) in the HIPPS rate code is the rehabilitation
impairment category (RIC) and the (YY) in the HIPPS
rate code is the sequential numbering system within the
RIC.

Covered charges, FL47, (RT60, field 10), (SV203),
should contain zero covered charges when the revenue code
is0024. For accommodation revenue codes (010x-021x),
covered charges must equal the rate times the units. The
IRF PRICER will calculate and return the payment amount
for the line item with revenue code 0024. Non-outlier
payments will not be made based on the total charges shown
in revenue code 0001.

e IRF providerswill submit one admit thru discharge
claim for the stay. Fina PPS payment is based upon
the discharge bill.

e Should the patient’s stay overlap the time in which the
PPS appliesto the facility, PPS payment will still be
based on discharge.

+ If thefacility submitted an interim bill, a debit/
credit adjustment must be made prior to PPS
payment.

+ If thefacility submits multipleinterim bills, the
provider will need to submit cancels, then rebill
once the cancels are accepted.

e |RFscan submit adjustment bills (even to correct the
CMG), but late charge bills will not be allowed (Type
of bill 115).

« If abeneficiary has one day of Medicare coverage
during their IRF stay, an entire CMG payment will be
made.

e |IRFswill be paid under the IRF PPS beginning on the
first day of their cost reporting period that begins on or
after January 1, 2002.

Billing Ancillary Servicesunder IRF PPS

When coding PPS bills for ancillary services associated
with a Part A inpatient stay, the traditional revenue codes
will continue to be shown in FL 42, e.g., 0250 - Pharmacy,
042x - Physical Therapy, in conjunction with the
appropriate entriesin Service Units, FL46 and Total
Charges, FLA47.

e |IRFsarerequired to report the number of unitsin FL 46
based on the procedure or service.

e |IRFsarerequired to report the actual charge for each
lineitem, in Total Charges, FL 47.

Benefits Exhausted

If abeneficiary’s Part A benefits exhaust during the
stay, code an occurrence code A3-C3 (RT 40, field 8-21),
2300 loop HI code BH). If benefits are exhausted prior to
the stay, submit ano pay claim, which will be coded by the
FI with no pay code B.

Note: For more information on outlier payments when
benefits are exhausted, please visit http://
www.hcfa.gov/pubforms/transmit/A991760.htm.
Although this references an expired instruction
specific to inpatient hospital PPS billing, the
information presented provides important general
information. Should this situation occur in an IRF,
IRF providers may apply the same type of logic and
an IRF PC Pricer will be made available for
assistance. «

Source; CMS Transmittal A-01-110, CR: 1851
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HOSPITAL SERVICES

Payment for Blood Clotting Factor Administered to Hemophilia Inpatients

his article revises the Intermediary Manual section 3610.18, “Payment for Blood Clotting Factor Administered to

Hemophilia Inpatients” and the Hospital Manual section 460.1. The list of ICD-9-CM diagnosis codes that must be
listed on the bill for payment to be made for the blood clotting factor is being amended to include two ICD-9-CM diagnosis
codes: 286.5 — Hemorrhagic disorder due to circulating anticoagulants, and 286.7 — Acquired coagulation factor deficiency.
Payment will be made for the blood-clotting factor only if one of the following hemophilial CD-9-CM diagnosis codesis
listed on the hill:

286.0 Congenital factor VIII disorder

286.1 Congenital factor IX disorder

286.2 Congenital factor X1 deficiency

286.3 Congenital deficiency of other clotting factors

286.4 von Willebrand' s disease

286.5 Hemorrhagic disorder due to circulating anticoagulants
286.7 Acquired coagulation factor deficiency.

Note: A revised local medical policy on Hemophilia Clotting Factors — J7190 may be found on pages 68-69 of this issue.

Claim Processing Instructions
Hospitals must follow general bill review instructions in section 3604 of the Intermediary Manual Part 3 on the claim
Form HCFA-1450 (UB-92) or its electronic claim equivaent using type of bill 11x. «

Source: CMS Transmittal A-01-89, CR: 1695

OuUTPATIENT HOSPITAL SERVICES

Instructions for Billing Hospital Outpatient Claims
Containing Charges for Epoetin Alfa (EPO)

ospitals billing for outpatient claims containing charges for epoetin alfa (EPO), (tradenames

Epogen and Procrit), for patients with chronic renal failure who are not on aregular course of
diaysis, are required to utilize type of bill 13x, and report charges under revenue code 636 with
HCPCS code Q0136 and without value codes 48, 49, and 68. Payment will be made under the
outpatient prospective payment system (OPPS). Thisinstruction supercedesinstructionsin
section 3644.D.2 of the Medicare Intermediary Manual, Part 3, and section 439.1 of the Medicare
Hospital Manual, which states that charges for EPO provided by hospitals are reported under
revenue codes 634 or 635 and payment is made on a reasonable cost basis.

With implementation of OPPS, the reasonable cost method of reimbursement was eliminated.
The above stated manual sections will be updated at a later date to conform with this notification.

At this point, hospital outpatient claims containing charges for EPO are unable to be
processed for payment. The Centers for Medicare & Medicaid Services has provided the fiscal
intermediary with special handling instructions to manually release these claims for payment. <

Source: CMS Transmittal A-01-106, CR 1839
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ESRD SERVICES

End Stage Renal Disease Blood Pricing

hefollowing new End Stage Renal Disease (ESRD) blood pricing, effectivefor servicesrendered on and after January 1,

2002, updatesthe existingMedicare Part A ESRD Processing Manual, section 23. Providers may usethispricing update
to reconcile Medicare claim paymentsfor applicable servicesrendered on and after January 1, 2002.

Thefollowing procedure codesfor blood and blood rel ated services are billable by ESRD providersto Medicare Part A
(bill type 72x) using claim Form HCFA-1450 (UB-92) or its el ectronic equivalent.

Blood and Blood Related Services
Description Name/Description of blood and/or blood related service.

Procedur e Code Healthcare Common Procedure Coding System (HCPCS) and/or Current Procedure Terminology (CPT)
code reportable onthe HCFA 1450 (UB-92) claim form or its el ectronic equival ent.

RevenueCode Codethat identifiesaspecific accommodation, ancillary serviceor billing calculation. (Appropriate
revenue code must be used with procedure code for reimbursement).

AllowablePrice Medicare Part A reimbursement allowancefor the blood and/or blood related service.

Note: When aprocedure codeindicates* diagnosiscoderequired,” it should be noted the diagnosis coding requirement is
exclusiveto diagnosiscode 585 (Chronic renal disease).

Description HCPCS/ICPT | Revenue Allowable
Code Code Price

Blood (whole), for transfusion, per unit P9010 382 $107.48
Cryoprecipitatc (each unit) P9012 387 $37.81
L eukocyte poor blood (each unit) P9016 385 $123.79
Plasma, single donor, fresh frozen (each unit) Po017 383 $56.49
Platelet concentrate (each unit) P9019 384 $57.11
Red blood célls (each unit) Po021 38X $94.48
Washed red blood cells (each unit) P9022 380 $148.25
Processing packed RBC's P9030 390 $75.19
Platelets per unit P9040 390 $362.00
Blood typing; antigen screening for compatible blood unit X0079 390 $35.21
using reagent serum, per unit screened
Blood typing; ABO X 0080 390 $21.00
Blood typing; RBC antigens, other than ABO or X0081 390 $37.99
Rh(D)each
Antibody screen, RBC, each serum technique X0086 390 $30.48
Antibody identification, RBC antibodies, each panel for X0087 390 $79.49
each serum technique
Compatibility test each unit; immediate spin technique X 0088 390 $64.78
Blood typing; Rh(D) X0089 390 $23.37
Frozen blood, preparation for freezing, each unit; with X 0090 390 $187.00
freezing & thawing
HTLV or HIV antibody, confirmatory test (Western blot) X0091 390 $100.17
Hepatitis B surface antigen (HBsAQ) X0093 390 $22.72
Hepatitis C antibody X 0094 390 $25.00
L eukocyte transfusion X 0096 390 $612.50
Antibody elution, RBC, each solution 86860 30x/31x $79.49
Compatibility test each unit; immediate spin tech 86921 30x/31x $36.55

-incubation tech

-antiglobulin tech 86922 30x/31x $41.75
Pooling of palets or other blood products 86965 30x/31x $169.00
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END STAGE RENAL DISEASE

End Stage Renal Disease Blood Pricing (continued)

Listed below isablood HCPCS crosswalk that liststhe current CPT codesfor blood processing and the corresponding
local X codesrequired for proper reimbursement.

Current CPT Code | Local “X” Code Current CPT Code | Local “X” Code
86903 X0079 86901 X 0089
86900 X 0080 86932 X 0090
86905 X0081 86689 X0091
86850 X 0086 87340 X0093
86870 X0087 86803 X0094
86920 X0088 86950 X 0096
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

MepicaL PoLicies

he Centers for Medicare & Medicaid Services

(CMS) instructions regarding devel opment of
local medical review policies (LMRPs) are
addressed in the Medicare Intermediary Manual

(CMS publication 13-3, section 3011), indicating, ~ +0060:
“Medica review policy isacomposite of statutory .
provisions, regulations, nationally published 11600:
Medicare coverage policies, and LMRPs.” In the 29540
absence of statute, regulations, or national coverage ~ 33282:
policy, Medicare contractors are instructed to 76075:
develop LMRPs to describe when and under what 78460:
circumstances an item or service is covered. 80061
LMRPs are also developed to clarify or to provide 80162:
specific details on national coverage guidelinesand ~ 82270:
are the basis for medical review decisions made by 93224:
the Medicare contractor’'s medical review staff.

Medical review initiatives are designed to 93350:
ensure the appropriateness of medical care and 94010:
to ensure that medical policies and review 94240:
guidelines developed are consistent with the 95115:
accepted standards of medical practice. J0150:

J7190:
LMRP Format 39999-

Each LMRP iswritten in a standard format
designed to convey pertinent information about
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an item or service in an organized and concise 70450: Computerized Tomography SCans ...........cceveevveerieerieennnns 78
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sections containing information the provider 82310 TOtal CAICIUM ..o 78
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30 days from the date of this publication. Therefore,

the policies contained in this section are effective
for claims processed January 1, 2002, and after,
unless otherwise noted.

Medicare Part A Medical Policy
Procedures

Medical policies may be applied to Medicare
clamson apre-payment or post-payment basis.
Medicare providers are accountable for complying
with Medicare coverage/policy information
published via national CM S transmittals, or fiscal
intermediary publication of LMRP.

Maintaining Local Medical Review
Policies For Reference

Providers are encouraged to maintain all
published medical policieson file (e.g., the
policies published in this document); perhaps
placing them in a manual/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 articlesin the publication.

Use of the American Medical Association’s
(AMA'’s) Current Procedural Terminology
(CPT) Codes on Contractors’ Web Sites

The Centersfor Medicare & Medicaid Services (CMS) and the AMA
recently signed an amendment to the original 1983 Agreement on CMS's
use of CPT coding. This new amendment covers the use of CPT codes,
descriptions, and other materials on contractors' Web sites and in other
electronic media. A requirement of the agreement isthat contractors must
differentiate between CPT and other coding structures, such as HCPCS and
ICD-9-CM procedure codes, even though CPT codes are carried on
HCPCS.

Florida Medicare provides electronic copies of printed publications
(such asthe Medicare A Bulletin) on our provider Web site exactly asthey
were produced in hard copy format. This assures that publications down-
loaded from the Web have the same content as the hard copies that were
mailed. In order to maintain this consistency, beginning with thisissue, the
“HCPCS Codes’ section of FloridaMedicare’s LMRPswill now say
“CPT/HCPCS Codes,” if thereis CPT and non-CPT materia, or smply
“CPT Codes’ if the codesin apolicy are exclusively CPT. In the event that
apalicy contains only HCPCS procedure codes, the section title remains

unchanged.
Final LMRPs are available on the Florida Medicare provider Web site (www.floridamedicare.com).
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

10060: Incision and Drainage of Abscess of Skin, Subcutaneous and

Accessory Structures

Revision Overview: LMRP Description, Indications and Limitations of Coverage, and Other Comments sections have been
revised to ensure that the language in the policy includes coverage of symptomatic abscesses, which are not always infected.

Policy Number
10060
Contractor Name
First Coast Service Options, Inc.
Contractor Number
090
Contractor Type
Intermediary

LMRP Title
Incision and Drainage of Abscess of Skin,
Subcutaneous and Accessory Structures

AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy

N/A
Primary Geographic Jurisdiction

Florida
Secondary Geographic Jurisdiction

N/A
CMS Region

Region IV
CMS Consortium

Southern
Original Policy Effective Date

09/21/2001
Original Policy Ending Date

N/A
Revision Effective Date

10/18/2001
Revision Ending Date

10/17/2001
LMRP Description

An abscessis a cavity containing pus surrounded by
inflamed tissue. It is generally associated with pain,
swelling and erythema. An abscess often requiresincision
and drainage to remove the purulent material in order for
healing to occur.

Procedure codes 10060 and 10061 represent incision
and drainage of an abscess involving the skin, subcutaneous
and/or accessory structures. Thisincludes the following
types of abscess: furuncle, carbuncle, suppurative
hidradenitis, an abscessed cyst, an abscessed paronychia,
and/or other abscess involving the cutaneous and/or
subcutaneous structures.

Indications and Limitations of Coverage and/
or Medical Necessity

Florida Medicare will consider the use of incision and
drainage of an abscess of the skin, subcutaneous and/or
accessory structures to be medically reasonable and
necessary for the treatment of a symptomatic abscess (e.g.,
inflamed, painful, tender) involving these structures. This

includes the incision and drainage of the following types of
abscess:

furuncle;

carbuncle;

suppurative hidradenitis;

an abscessed cyst;

an abscessed paronychia; and/or

other abscess of cutaneous and/or subcutaneous

structures.

It would not generally be expected to seeincision and
drainage of an abscess of the skin, subcutaneous and/or
accessory structures to be repeated frequently and/or
multiple times. If frequent repeated incision and drainage is
required, the medical record must reflect the reason for
persistent/recurrent abscess formation, as well as any
mesasures taken to prevent reoccurrence.

CPT/HCPCS Section & Benefit Category
Integumentary System/Surgery

Type of Bill Code
Hospital — 13x
Skilled Nursing Facility — 21x
Revenue Codes
361 Operating Room Services, Minor Surgery

CPT/HCPCS Codes

10060 Incision and drainage of abscess (eg, carbuncle,
suppurative hidradenitis, cutaneous or
subcutaneous abscess, cyst, furuncle, or
paronychia); simple or single

10061 complicated or multiple

Not Otherwise Classified Codes (NOC)
N/A

ICD-9-CM Codes that Support Medical

Necessity

528.5 Diseases of lips (abscess)

607.2 Other inflammatory disorders of penis
(abscess, bail, or carbuncle)

611.0 Inflammatory disease of breast (abscess)

680.0-680.9 Carbuncle and furuncle

681.10-681.11  Cellulitis and abscess of toe

682.0-682.9 Other cellulitis and abscess

705.83 Hidradenitis

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support
Medical Necessity

N/A
Diagnoses that DO NOT Support
Medical Necessity

N/A
Reasons for Denials

When performed for indications other that those listed
in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

10060: Incision and Drainage of Abscess of Skin, Subcutaneous and Accessory Structures (continued)

Noncovered ICD-9-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis

N/A
Coding Guidelines

Procedure codes 10060 and 10061 represent incision
and drainage of an abscess involving the skin, subcutaneous
and/or accessory structures. Therefore, the medical
necessity diagnosis code must represent an abscess, not the
underlying condition causing the abscess. For example, the
ICD-9-CM code for sebaceous cyst (706.2) would not meet
medical necessity for procedure codes 10060 or 10061. If
the patient had an abscess of a sebaceous cyst then it would
be appropriate to code the applicable ICD-9-CM code for
the abscess (depending upon the anatomical location of the
abscess).

Similarly, if billing a covered diagnosis, the medical
record must demonstrate that an abscess was present. For
example, if billing the diagnosis code for paronychia of the
toe (ICD-9-CM code 681.11), the medical record must
clearly demonstrate that an abscessed paronychiawas
present and that incision and drainage of the purulent
material occurred, in order to bill procedure code 10060 or
10061. If anail avulsion occurred and the medical record
documentation does not demonstrate that an abscess was
present and incision and drainage of purulent material
occurred, then the appropriate nail avulsion procedure code
(11730 or 11732) should be billed, not procedure codes
10060 or 10061.

Furthermore, there are many other anatomical sites of
abscess that are not addressed in this policy. There are
numerous incision and drainage procedure codes that are
specific to the incisions and drainage of an abscessin
various anatomical sites. Therefore, it would be appropriate
to bill these more specific incision and drainage codes. For
example: an abscess of the eyelid should be billed with
procedure code 67700 (Blepharotomy, drainage of abscess,
eydid); aperirecta abscess should be hilled with procedure code
46040 (Incision and drainage of ischiorecta and/or perirectal
abscess); an abscess of the finger should be billed with procedure
codes 26010-26011 (Drainage of finger abscess).

Documentation Requirements

Medical record documentation maintained by the
performing provider must clearly indicate the medical
necessity of the service being billed. As stated in the
“Coding Guidelines’ section, the medical record must
clearly indicate that an abscess was present. This should
include the location, size, and appearance of the abscess.

In addition, documentation that the service was
performed (incision and drainage of purulent material from
an abscess) must be included in the patient’s medical
record. Thisinformation is normally found in the office/
progress notes, hospital notes, and/or procedure report.

Furthermore, the medical record must clearly document
the medical necessity for repeated incision and drainage of
an abscess. If frequent incision and drainage is required, the
medical record must reflect the reason for persistent/
recurrent abscess formation, as well as any measures taken

to prevent reoccurence. For example, for repeated incision
and drainage of an abscessed paronychia, the medical
record should document any additional measures taken to
prevent reoccurence and/or the reason for not performing
more definitive treatment (e.g., the patient refuses and/or is
not a candidate for permanent, partial or complete nail and
nail matrix removal).

Utilization Guidelines

N/A
Other Comments
Terms Defined
Furuncle —abail that begins as an infected and inflamed
gland and/or hair follicle but progresses to form an abscess.
Most common sites of occurrence include the back of the
neck and the upper back.

Carbuncle — a subcutaneous abscess that contains purulent
matter in multiple draining and interconnecting cutaneous
sinuses. Purulent drainage eventually discharges to the skin
surface through surface openings. Common sites for
occurrences include the back of the neck and the buttocks.

Suppurative hidradenitis — an abscess involving a sweat
gland most commonly occurring in the axillae, inguinal, and
perianal regions.

Cyst — athin-walled subcutaneous sac containing fluid or
semisolid material.

Paronychia — an infection of the marginal structures around
the nail plate. Thisinfection may result in the collection of
purulent material and formation of an abscess.

Cutaneous and/or subcutaneous abscess — any other abscess
involving the cutaneous and/or subcutaneous structures.

Sources of Information and Basis for Decision

Sources of information may be found online under
“Medical Policies’ in the Part A section on our provider
Web site —www.floridamedicar e.com.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Florida Podiatric Medical
Association, Florida Society of Dermatology, and the
Florida Chapter of American College of Surgeons.

Start Date of Comment Period
N/A

End of Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History

Revision Number 1

Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001
1st Qtr 2002 Bulletin
Revised Effective Date 10/18/2001

Explanation of Revision: Policy language changed to
ensure coverage of symptomatic abscesses, which are
not alwaysinfected. «
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

11600: Excision of Malignant Skin Lesions

Policy Number
11600

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Excision of Malignant Skin Lesions

AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
01/01/2002

Original Policy Ending Date
N/A

Revision Effective Date
N/A

Revision Ending Date
N/A

LMRP Description

A skinlesion is any alteration in the normal skin
architecture. Lesions can be benign, pre-malignant or
malignant. The most common malignant lesions are basal
cell carcinomas (BCC), squamous cell carcinomas (SCC)
and melanomas.

Four of the most common methods of treatment of
malignant skin lesions are:

*  Surgical excision,

»  Electrodesccation (tissue destruction by heat),
» Radiation therapy, or

e Cryosurgery (tissue destruction by freezing)

The treatment of choice for malignant skin lesionsis
complete excision that includes a variable margin of
surrounding tissue in order to eradicate microscopic tumor
cells, which may have spread beyond the visible borders of

Indications and Limitations of Coverage and/
or Medical Necessity

Florida Medicare will consider the excision of a
malignant skin lesion (procedure codes 11600-11646)
medically necessary when a pathology report verifies the
existence of amalignancy.

When alesion is excised that is a neoplasm of uncertain
morphology (e.g., melanomavs. dyplastic nevi), choose the
correct CPT code based on the manner in which the lesion
is excised rather than the final pathological diagnosis. The
CPT code should reflect the knowledge, skill, time and
effort that the provider investsin the excision of the lesion.
For example, an ambiguous, but low-suspicion lesion might
be excised with minimal surrounding, grossly normal skin/
soft tissue margins, as for abenign lesion. Thiswould be
most appropriately reported using the excision of benign
lesion codes 11400-11446. An ambiguous, but moderate to
high suspicion lesion would be excised with moderate to
wide surrounding grossly normal skin/soft tissue margins,
asfor amalignant lesion. Thistype of excision would be
most appropriately reported using the excision of malignant
lesion codes 11600-11646.

CPT/HCPCS Section & Benefit Category
Surgery/Integumentary System

Type of Bill Code
Hospital — 13x
Rura Health Clinic — 71x
Revenue Codes

360 Operating Room Services, General Classification
361 Minor Surgery

CPT/HCPCS Codes

11600 Excision, malignant lesion, trunk, arms, or legs;
lesion diameter 0.5 cm or less

11601 lesion diameter 0.6 to 1.0 cm

11602 lesion diameter 1.1 to 2.0 cm

11603 lesion diameter 2.1 to 3.0 cm

11604 lesion diameter 3.1 to 4.0 cm

11606 lesion diameter over 4.0 cm

11620 Excision, malignant lesion, scalp, neck, hands,
feet, genitalia; lesion diameter 0.5 cm or less

11621 lesion diameter 0.6 to 1.0 cm

11622 lesion diameter 1.1 to 2.0 cm

11623 lesion diameter 2.1 to 3.0 cm

11624 lesion diameter 3.1 to 4.0 cm

11626 lesion diameter over 4.0 cm

11640 Excision, malignant lesion, face, ears, eyelids,
nose, lips; lesion diameter 0.5 cm or less

11641 lesion diameter 0.6 to 1.0 cm

11642 lesion diameter 1.1 to 2.0 cm

11643 lesion diameter 2.1 to 3.0 cm

11644 lesion diameter 3.1 to 4.0 cm

11646 lesion diameter over 4.0 cm

Not Otherwise Classified Codes (NOC)
N/A
ICD-9-CM Codes that Support Medical

. Necessity
thelesion. Procedure Codes 11600-11606
1725 Malignant melanoma of trunk, except
scrotum
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11600: Excision of Malignant Skin Lesions (continued)

172.6 Malignant melanoma of upper limb, Procedur e Codes 11640-11646
including shoulder 140.0-149.9 Malignant neoplasm of lip, oral cavity,
172.7 Malignant melanoma of lower limb, and pharynx
including hip _ 172.0-172.3 Malignant melanoma of lip, eyelid, ear
1735 Other malignant neoplasm of skin of and other and unspecified parts of the face
trunk, except scrotum 172.8 Malignant melanoma of skin, other
173.6 Other malignant neoplasm of skin of specified sites
upper limb, including shoulder 173.0-173.3 Other malignant neoplasm of lip, eyelid,
173.7 Other malignant neoplasm of skin of ear and other and unspecified parts of the
lower limb, including hip face
195.1-195.8 Malignant neoplasm of other and ill- 173.8 Other malignant neoplasm of skin, other
defined sites, except head, face and neck specified sites
2325 Carcinomain situ of trunk, except 195.0 Malignant neoplasm of head, face and
scrotum neck
232.6 Carcinomain situ of upper limb, 230.0 Carcinomain situ of lip
including shoulder 232.0-232.3 Carcinomain situ of lip, eyelid, ear and
232.7 Carcinomain situ of lower limb, other and unspecified parts of the face
including hip 232.8 Carcinomain situ of other specified sites
232.8 Carcinomain situ of other specified sites of skin
of skin *238.2 Neoplasm of uncertain behavior of skin
*238.2 Neoplasm of uncertain behavior of skin (atypical melanocytic lesions)

(atypical melanocytic lesions) * Please see the “ Other Comments” section of the policy

* Please see the “ Other Comments” section of the policy  for alist of synonymous terms that might be found in the

for alist of synonymous terms that might be found in the operative report or medical record to reflect these
operative report or medical record to reflect these indications. indications.
Procedure Codes 11620-11626 Diagnoses that Support Medical Necessity
172.4 Malignant melanoma of scalp and neck N/A
172.6 Malignant melanoma of upper limb,
including shoulder ICD-_9-CM Codes that DO NOT Support
172.7 Malignant melanoma of lower limb, Medical Necessity
including hip N/A
173.4 Ot.her malignant neoplasm of scalp and Diagnoses that DO NOT Support
sKin of neck Medical Necessity
173.6 Other malignant neoplasm of skin of
X . ; N/A
upper limb, including shoulder
173.7 Other malignant neoplasm of skin of Reasons for Denials
lower limb, including hip When performed for indications other than those listed
184.0-184.8 Malignant neoplasm of other and in the “Indications and Limitations of Coverage and/or
unspecified female genital organs Medical Necessity” section of this policy.
187.1-187.4 Malignant neoplasm of penis a.
187.7 Malignant neoplasm of the scrotum Noncovered I.CD 9-CM (.:Odefs ;
195.0 Malignant neoplasm of head and neck Any diagnosis codes not listed in tt'e ICD-9-CM
195.3-195.5 Malignant neoplasm of pelvis, upper limb CO(?I& That Support Medical Necessity” section of this
and lower limb policy.
232.4 Carcinomain situ of sclp and skinof neck ~ Noncovered Diagnosis
232.6 Carcinomain situ of upper limb, N/A
including shoulder . C
: _ - Coding Guidelines
232.7 C tu of | limb, .
inﬂ(ac;}?]g?]ilg Stuorfowerfim _Procedure_ code_ range 11600-11646, Excision,
232.8 Carcinomain situ of other specified sites Malignant Lesions, includes simple (non-layered) closure
of skin and local anesthesia.
2333 Carcinoma.in situ of other and For excision of malignant lesions requiring more than
unspecified female genital organs simple closure (i.e., requiri ng intermt_adiate or complex.
233.5-233.6 Carcinomain situ of penis and other and plosure) report 11600-11646 in addition to the appropriate
unspecified male genital organs intermediate (12031-12057) or complex (13100-13153)
*238.2 Neoplasm of uncertain behavior of skin closure codes.

When coding the removal of alesion, measure the
lesion removed. Do not report the size of the surgical defect

*Please see the “Other Comments” section of the policy  created or the affected area when determining the correct
for alist of synonymous terms that might be found in the procedure code to use.

operative report or medical record to reflect these indications.

(atypical melanocytic lesions)
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11600: Excision of Malignant Skin Lesions (continued)

For billing purposes, when determining the correct size
of the lesion removed, refer to the operative report not the
pathology report.

A biopsy of abasal cell carcinoma (BCC), squamous
cell carcinoma (SCC), atypical melanoma or malignant
melanoma may require afollow-up excision. The wider
excision may or may not show residual malignancy. Re-
excisions of amalignant lesion to obtain clear margins
should be coded using the 11600-11646 series for the
appropriate area. All related pathology reports should be
maintained in the clinical record.

Documentation Requirements

The medical record/ progress note should indicate the
removal of amalignant or an ambiguous, but moderate to
high suspicion lesion with a corresponding pathol ogy
report. The size and location of the lesion should be
documented in the operative report.

Utilization Guidelines
N/A

Other Comments

The following terms may be found in the in the
operative report, pathology report or medical record and
may be used to describe neoplasms of uncertain behavior of
the skin (238.2). Thisisnot an all-inclusive list:

» Atypical melanocytic lesions
Atypical melanocytic proliferation
Clark’s nevus
Dysplastic nevus
Melanocytic lesion of uncertain malignant
potential
* Nevuswith atypia or dysplasia
e Spitz’ nevus
e Atypica mole

Sources of Information and Basis for Decision

American Medical Association. (1995). Measuring and
coding the removal of alesion. cpt[JAssistant, 5(3), 3-4.

American Medical Association. (2000). Reviewing of the
integumentary excision lesion codes (11400-11646).
cptJAssistant, 10(8), 5-7.

Huether, S. E. (1998). Structure, function, and disorders of
the integument. In K.L. McCance & S.E. Huether (Eds.),
Pathophysiology: The biologic basis for diseasein adults
and children (pp. 1517-1554). New Y ork: Mosby.

Rigel, D.S. & Carucci, J.A. (2000). Maignant melanoma:
Prevention, early detection, and treatment in the 21
century. CA: A Cancer Journal for Clinicians[On-Ling],
50. Available: http://ca-journal .org/articles/50/4/215-
236/50_215-236.html

Ross. M. & Balch, C. (1998). Surgical treatment of primary
melanoma. In C. M. Balch, A. N. Houghton, A.J. Sober
& S. Soong (Eds.), Cutaneous melanoma (pp. 141-153).
St. Louis, Missouri: Quality Medical Publishing, Inc.

The American Society of Plastic Surgeons (1997) Skin
lesions. Plastic Surgery Information Service [On-Ling].
Available: http://lwww.plasticsurgery.org/profinfo/
pospap/skinles.html

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous societies.

Start Date of Comment Period
02/28/2001

End Date of Comment Period
04/14/2001

Start Date of Notice Period
11/01/2001

Revision History

Revision Number: Origina
Start Date of Comment Period 02/28/2001
Start Date of Notice Period 11/01/2001

1% Qtr 2002 Bulletin

Original Effective Date: 01/01/2002 -«
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29540: Strapping
Revision Overview: The diagnhosis code 736.70 has been added to the “ ICD-9-CM Codes that Support Medical Necessity”
section for CPT codes 29540 and 29550.
Policy Number Indications and Limitations of Coverage
29540 and/or Medical Necessity
Strapping (Procedur e codes 29540 and 29550)
Co nl;[il;gtcégz;stNéaerrr\]/i?: e Options. Inc Florida Medicare will consider Strapping of the ankle
P P and/or toe(s) medically reasonable and necessary for the
Contractor Number following symptomatic conditions:
090 e Strains, sprains, dislocations, tendinitis and certain
fractures not accompanied by ulceration. It is not
generally expected that strapping of the ankle and/or

Contractor Type

Intermediary toe(s) would be done more often than weekly.
LMRP Title However, there are circumstances that warrant
Strapping aphpl ilcati(I)n of straps se\r/]erzrill times per Wee;, sugh as,
. whirlpool treatments which require removal an
AMA CPT Copyrl_gh_t Statement reapplication of the straps.
CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such Unna boot (Procedur e code 29580)
other date of publication of CPT). All Rights Reserved. Florida Medicare will consider the use of the Unna boot
Applicable FARS/DFARS Clauses Apply. bandage medically reasonable and necessary for the
) ) following indications:
CMS National Coverage Policy «  Totreat venous vascular insufficiency;
N/A *  For the treatment of ulcers with and without
Primary Geographic Jurisdiction inflammation of the lower extremities which are caused
Florida by increased venous pressure, venous insufficiency or
] S capillary dysfunction; and
Secondary Geographic Jurisdiction »  For the management of sprains, strains, dislocations
N/A and minor fractures.
CMS Region It is not expected that Unna boot application would be
Region IV done more often than once or twice per seven days. Unna
CMS Consortium ]E)oot ap{JIif:;ti(;)_n ishot |gdé<k:)21ted for use with ulcers resulting
Southern rom arterial disease or diabetes.
‘o - : CPT/HCPCS Section & Benefit Category
Orlgol6r)§2I/2POc())I1|cy Effective Date Surgery/Musculoskeletal System
Original Policy Ending Date Type of Bill Code
N/A Hospital —13x =
Skilled Nursing Facility — 21x, 22x, 23x
Revision Effective Date Rural Health Clinic — 71x
10/01/2001 Outpatient Rehabilitation Facility — 74x

Revision Ending Date Comprehensive Outpatient Rehabilitation Facility — 75x

09/30/2001 Revenue Code
P 42x Physical Therapy
LMRP De_scrlptlon . 43x Occupational Therapy
Strapping of the ankle and/or toe(s) consists of the 510 Clinic

application of nonmedicated, adhesive gauze dressings,
applied by overlapping wraps of gauze to exert pressure and CPT/HCPCS Codes

hold a structure in place for the purpose of providing 29540 Strapping; ankle
structural support, immobilization or compression for the 29550 Strapping; toes
ankle, foot and/_or toe(s). _ _ 29580 Strapping; Unna boot
Unna boot is a paste bandage which consists of gauze Not Otherwise Classified Codes (NOC)

that has been impregnated with zinc oxide, gelatin, glycerin,
and sometimes calamine. The bandage is applied to the leg
from the toe to the knee by overlapping wraps of
impregnated gauze. The Unna boot forms a semirigid soft

N/A
ICD-9-CM Codes that Support
Medical Necessity

cast which should be left in place for 4 to 7 days. For CPT codes 29540 and 29550, the following diagnoses
The Unna boot bandage restricts the volume of the leg, are considered medically reasonable and necessary:

controls edema, and encourages more normal prograde 718.37 Recurrent dislocation of joint, ankle and

venous blood flow with reduction in the subcutaneous blood foot

pressure. The net effect isimproved healing of venous 718.87 Other joint derangement, not elsewhere

stasis ulcers of the lower extremities. classified, ankle and foot
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29540: Strapping (continued)

719.27 Villonodular synovitis, ankle and foot

726.70 Enthesopathy of ankle and tarsus,
unspecified

726.71 Achilles bursitis or tendinitis

726.72 Tibiaistendinitis

726.73 Calcaneal spur

726.79 Enthesopathy of ankle and tarsus, other

727.06 Tenosynovitis of foot and ankle

735.0 Hallux valgus (acquired)

728.71 Plantar fascia fibromatosis

734 Flat foot

735.1 Hallux varus (acquired)

735.3 Hallux malleus

735.4 Other hammer toe (acquired)

735.5 Claw toe (acquired)

735.8 Other acquired deformities of the toe

736.70 Unspecified deformity of ankle and foot,
acquired

736.79 Other acquired deformities of the ankle
and foot

824.0 Fracture of medial malleolus, closed

824.2 Fracture of lateral malleolus, closed

825.0 Fracture of calcaneus, closed

825.20-825.29  Fracture of other tarsal and metatal sal
bones, closed

826.0 Fracture of one or more phalanges of foot,
closed

837.0 Closed dislocation of ankle

838.00-838.09 Closed dislocation of foot

845.00-845.19
924.20-924.21
924.3

For CPT code 29580, the following diagnoses are
considered medically reasonable and necessary:

Sprains and strains of ankle and foot
Contusion of ankle and foot, excluding toe(s)
Contusion of toe

451.0-451.2 Phlebitis and thrombophlebitis of lower
extremities

454.0 Varicose veins of lower extremities, with
ulcer

454.1 Varicose veins of lower extremities, with
inflammation

454.2 Varicose veins of lower extremities, with
ulcer and inflammation

824.0-824.9 Fracture of ankle

825.0 Fracture of calcaneus, closed

825.20-825.29  Fracture of other tarsal and metatarsal
bones, closed

826.0 Fracture of one or more phalanges of foot,
closed

837.0-837.1 Dislocation of ankle

838.00-838.19 Didocation of foot

845.00-845.19  Sprains and strains of ankle and foot

Diagnosis that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support
Medical Necessity
N/A

Diagnosis that DO NOT Support
Medical Necessity
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.

Noncovered ICD-9-CM Code(s)

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis
N/A

Coding Guidelines
N/A

Documentation Requirements

Medical record documentation maintained by the
performing physician must clearly indicate the medical
necessity of the service being billed. In addition,
documentation that the service was performed must be
included in the patient’s medical record. Thisinformation
is normally found in the office/progress notes, hospital
notes, and/or procedure report.

Documentation should support the criteria for coverage
as set forth in the “Indications and Limitations of Coverage
and/or Medical Necessity” section of this policy.

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision

Sources of information may be found online under
“Medical Palicies’ in the Part A section on our provider
Web site — www.floridamedicar e.com.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous specialties.

Start Date of Comment Period
N/A

End Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History
Revision Number: 1
Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date: 10/01/2001

Explanation of Revision: Added ICD-9-CM code 736.70
to the “1CD-9-CM Codes that Support Medical
Necessity” Section of the policy for the strapping
procedure codes, 29540 and 29550. <
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33282: Insertable Loop Recorder (ILR)

Revision Overview: Revenue code 278 has been added and revenue code 636 has been removed from the “ Revenue Codes’
section. The“ Coding Guidelines’ section of the policy has been revised to reflect this change.

Policy Number
33282

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Insertable Loop Recorder (ILR)

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
02/25/2000

Original Policy Ending Date
N/A

Revision Effective Date
01/01/2002

Revision Ending Date
12/31/2001

LMRP Description

A 510 (k) approval (substantially equivalent device)
was granted for the Medtronic Revea® ILR on January 16,
1998, for use as “an implantabl e patient-activated
monitoring system that records subcutaneous
electrocardiogram and is indicated for patients who
experience transient symptoms that may suggest a cardiac
arrhythmia”.

The Revead® ILR deviceisimplanted subcutaneously
in asingle incision procedure in the |eft pectoral or
mammary location. It measures 61mm x 19mm x 8mm and
weighs 17 grams. Its projected longevity is 14 months, due
to alow battery condition. The manufacturer recommends
that the device be removed when it is no longer clinically
necessary or when the battery is depleted.

SYSTEM

Subcutaneously placed, programmable
cardiac event recorder with looping
memory

Revea® Activator Hand-held, telemetry unit used by the
patient to activate ECG storage

9790 Programmer Used to program Reved® ILR and
retrieve, display, and print stored data

Indications and Limitations of Coverage and/
or Medical Necessity

AnILRisindicated in patients with syncope or
presyncope who have had recurrent but infrequent syncopal
or presyncopal episodes that have defied diagnosis by
conventional means. These patients will frequently have a
history of injury or even hospitalization directly attributed
to prior syncopal or presyncopal events. Syncope, for the
purpose of this policy, is defined as a sudden but transient
total loss of consciousness with spontaneous resolution.

Florida Medicare will consider an ILR medically
reasonable and necessary only if a definitive diagnosis has
not been made after ALL of the following conditions have
been met:

Reved® ILR

Complete history and physical examination;

An appropriate sel ective diagnostic work-up;
Electrocardiogram; and

A 2 to 4 week period of long-term electrocardiographic
monitoring with an external loop recorder that failsto
determine whether cardiac arrhythmiais the cause of
recurrent syncope or presyncope.

CPT/HCPCS Section & Benefit Category
Cardiovascular System/Surgery/Medicine

Type of Bill Code
Hospital — 13x

Revenue Codes
278 Medical/Surgical Supplies and Devices, Other
Implants
361 Minor Surgery
739 Other EKG/ECG

CPT/HCPCS Codes

33282 Implantation of patient-activated cardiac event
recorder (Initial implantation includes
programming. For subsequent electronic
analysis and/or reprogramming, use 93727)
Removal of an implantable, patient-activated
cardiac event recorder

Electronic analysis of implantable loop recorder
(ILR) system (Includes retrieval of recorded and
stored ECG data, physician review and
interpretation of retrieved ECG data and
reprogramming)

C1764  Event recorder, cardiac (implantable)

Not Otherwise Classified Codes (NOC)
N/A

33284

93727
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33282: Insertable Loop Recorder (ILR) (continued)
ICD-9-CM Codes that Support Medical

Necessity

780.2 Syncope and collapse

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support

Medical Necessity
N/A

Diagnoses that DO NOT Support
Medical Necessity
N/A

Reasons for Denials

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

Theinsertion of the ILR device for patients in whom
the prerequisite studies have not been completed due to
patient nhoncompliance.

Noncovered ICD-9-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

ILR device implantation should be coded as 33282,
with revenue code 361.

IRL device removal should be coded as 33284, with
revenue code 361.

ILR interrogation should be coded as 93727, with
revenue code 739.

The ILR deviceitself should be coded as C1764 with
revenue code 278.

Electrocardiogram analyses abtained during device
insertion for signal quality and amplification purposes are
considered part of the implant procedure and should not be
separately billed.

Removal of an ILR device on the same day as the
insertion of a cardiac pacemaker in any given patient is
considered to be part of the pacemaker insertion procedure
and will not be reimbursed separately. Thislimitation
applies whether or not the ILR implantation site is used for
the pacemaker pocket.

Documentation Requirements

Medical record documentation (e.g., office/progress
notes) must be maintained by the ordering/referring
physician and must support that all of the conditionsfor ILR
coverage as set forth under the “Indications and Limitations
of Coverage and/or Medical Necessity” section of this
policy have been met (e.g., the prior testing performed and
the results, the patient history of the syncopal or
presyncopal incident and symptomatology). Additionally,
documentation must also support that the service billed was
actually performed (e.g., an operative note/report).

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision

Sources of information may be found online under
“Medical Palicies’ inthe Part A section on our provider
Web site — www.floridamedicar e.com.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous societies.

Start Date of Comment Period
N/A

End Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History
Revision Number 3
Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001
1st Qtr 2002 Bulletin
Revised Effective Date 01/01/2002

Explanation of Revision: Transmittal A-01-50 dated April
12, 2001 provided appropriate revenue codes to report
medical devices that have been granted pass-through
status. Therefore, revenue code 636 (Drugs Requiring
Detailed Coding) has been replaced with revenue code
278 (Medical/Surgical Supplies and Devices, Other
Implants).

Revision Number 2
Start Date of Comment Period N/A

Start Date of Notice Period 05/01/2001
3 Qtr 2001 Bulletin
Revised Effective Date 06/22/2001

Explanation of Revision: The establishment of categories
for usein coding devices eligible for transitional pass-
through payments under the hospital OP PPS.

Revision Number 1
Start Date of Comment Period N/A

Start Date of Notice Period 08/01/2000

Aug/Sept 2000 Bulletin
Revised Effective Date 08/01/2000
Explanation of Revision: Outpatient PPS Implementation
Revision Number Origina
Start Date of Comment Period: 08/23/1999

Start Date of Notice Period:
Special Issue Bulletin
Original Effective Date

12/1999 Dec 1999

02/25/2000 <
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76075: Bone Mineral Density Studies

Revision Overview: Policy has been revised to incorporate the 2002 Annual 1CD-9-CM Update.

Policy Number
76075

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Bone Mineral Density Studies

AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Coverage I ssues Manual, Section 50-44
42 Code of Federal Regulation, Section 410.32 A(3)

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
03/04/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Osteoporosis has classically been defined as skeletal
fragility dueto low bone mass, which resultsin fractures
associated with minimal trauma. To quantify this concept,
osteoporosis has been defined as bone mass more than 2.5
standard deviations below the mean of young normals.
Osteoporosisis amajor health problem, and it has been
estimated that 70% of fractures in women age 45 and ol der
are the types associated with osteoporosis. Multiple risk
factors have been identified that increase the risk for
developing osteoporosis (heredity, estrogen deficiency,
alcoholism, race and sex being the most prominent).

Bone mineral density studies are performed to establish

the diagnosis of osteoporosis and to assess the individual’s
risk for subsequent fracture. Bone densitometry includes
the use of single photon absorptiometry (SPA), single
energy X-ray absorptiometry (SEXA), dual photon
absorptiometry (DPA), dual energy radiographic

absorptiometry (DEXA), quantitative computed
tomography (QCT), and bone ultrasound densitometry
(BUD). Low radiation dose, availability and ease of use
have made DEXA the most widely used technique for
measuring bone density in clinical trialsand
epidemiological studies.

Bone density can be measured at the wrist, spine, hip or
calcaneus. The medical literatureis divided on the accuracy

of predicting osteoporosis of the spine or hip by measuring
peripheral sites (wrist, calcaneus). It does appear, however,
that measurement of bone density of the bone involved
gives a better measurement of osteoporosis than does
measurement of another bone not known to be involved.
Precise calibration of the equipment is required for
accuracy and to reduce variation of test results and risk of
misclassification of the degree of bone density. Lack of
standardization in bone mineral measurement remains an
issue, and tests are best done on the same suitably precise
instrument to insure accuracy. It isimportant to use results

obtained with the same scanner when comparing a patient to

acontrol population, as systematic differences among
scanners have been found. To ensure reliability of bone
mass measurements, the densitometry technologist must
have proper training in performing this procedure.
Malpositioning of a patient or analyzing a scan incorrectly
can lead to great errorsin bone mineral density studies.

A stationary bone densitometer isadevicethat is
permanently located in an office.

A mobile densitometer is one that is transported by
vehicle from site to site.

A portable densitometer is one that can be picked up
and moved from one site to another.

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare considers a bone mineral density study to be
medically reasonable and necessary for the following
indications: In addition, all coverage criterialisted below
must be met.

e A patient with vertebral abnormalities as demonstrated

by an X-ray to be indicative of osteoporosis, osteopenia

(low bone mass), or vertebral fracture. For this
indication use | CD-9-CM code 733.02 for idiopathic
osteoporosis, use |CD-9-CM Code 733.90 for
osteopenia, or use |CD-9-CM codes 805.00-806.9 for
vertebral fractures.

e A patient being monitored to assess the response to or
efficacy of an FDA-approved osteoporosis drug
therapy. Use ICD-9-CM code 733.00 for unspecified
osteoporosis, | CD-9-CM code 733.01 for
postmenopausal osteoporosis, or ICD-9-CM code
733.02 for idiopathic osteoporosis.

e A patient with known primary hyperparathyroidism.
Use ICD-9-CM code 252.0 for hyperparathyroidism.

e A patient receiving (or expecting to receive)

glucocorticoid (steroid) therapy (greater than 3 months,

on the equivalent dose of 30 mg cortisone [or 7.5 mg
prednisone or greater per day. Use|CD-9-CM code
733.09 for drug-induced osteoporosis and E932.0 for
adrenal cortical steroids.
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76075: Bone Mineral Density Studies (continued)

* A woman who has been determined by the physician or
aqualified non physician practitioner treating her to be
estrogen-deficient and at clinical risk for osteoporosis,
based on her medical history and other findings. For
thisindication use | CD-9-CM code 256.2 (postablative
ovarian failure), 256.31-256.39 (other ovarian failure)
or 627.2 (menopausal states).

Coverage criteria for bone mass measurements are as
follows:

»  There must be an order by the individual’s physician or
qualified nonphysician practitioner treating the patient
following an evaluation of the need for a measurement,
including a determination as to the medically
appropriate measurement to be used for the individual .
A physician or qualified nonphysician practitioner
treating the beneficiary for purposes of this provision is
one who furnishes a consultation or treats a beneficiary
for a specific medical problem and who uses the results
in the management of the patient. For the purpose of
the bone mass measurement benefit, qualified
nonphysician practioners include physician assistants,
nurse practioners, clinical nurse specialists and certified
nurse midwives.

» Thisservice must be furnished by a qualified supplier
or provider of such services under at least the general
level of supervision of aphysician;

»  Thisservice must be reasonable and necessary for
diagnosing, treating, or monitoring a qualified
individual as defined above; and

»  Thisservice must be performed with a bone
densitometer or a bone sonometer device approved or
cleared for marketing by the Food and Drug
Administration for bone mass measurement purposes,
with the exception of dua photon absorptiometry devices.

* Isperformed at afrequency that conformsto the
requirements described below.

Note: Since not every woman who has been prescribed

estrogen replacement therapy (ERT) maybe receiving
an “adequate” dose of the therapy, the fact that a
woman is receiving ERT should not preclude her
treating physician or other qualified treating
nonphysician practitioner from ordering a bone mass
measurement for her. If abone mass measurement is
ordered for awoman following a careful evaluation
of her medical need, however, it is expected that the
ordering treating physician (or other qualified
treating nonphysician practitioner) will document in
her medical record why he or she believes that the
woman is estrogen-deficient and at clinical risk for
0steoporosis.

Medicare may cover a bone mass measurement for a
patient once every 2 years. However, if medically
necessary, Medicare may cover a bone mass measurement
for a patient more frequently than every 2 years. Examples
of situations where more frequent bone mass measurements
procedures may be medically necessary include, but are not
limited to, the following medical circumstances:

»  Monitoring patients on long-term glucocorticoid
(steroid) therapy of more than 3 months; and
» Allowing for a confirmatory baseline bone mass

measurement (either central or peripheral) to permit
monitoring of patientsin the future if the initial test was
performed with atechnique that is different from the
proposed monitoring method (for example, if the initial
test was performed using bone sonometry and
monitoring is anticipated using bone densitometry,
Medicare will allow coverage of baseline measurement
using bone densitometry).

A bone mineral density study code should be billed
only once regardless of the number of sites being tested or
included in the study (i.e., if the spine and hip are
performed as part of the same study only one can be billed).

CPT/HCPCS Section & Benefit Category
Radiology/Diagnostic Radiology

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

Revenue Code
32x Radiology Diagnostic
34x Nuclear Medicine

CPT/HCPCS Codes

G0130  Single energy X-ray absorptiometry (SEXA)
bone density study, one or more sites,
appendicular skeleton (peripheral) (e.g., radius,
wrist, heel)

Computerized tomography bone mineral density
study, one or more sites; axial skeleton (e.g.,
hips, pelvis, spine)

Computerized tomography bone mineral density
study, one or more sites; appendicular skeleton
(peripheral) (e.g., radius, wrist, heel)

Dual energy X-ray absorptiometry (DEXA),
bone density study, one or more sites; axial
skeleton (e.g., hips, pelvis, spine)

Dual energy X-ray absorptiometry (DEXA),
bone density study, one or more sites;
appendicular skeleton (peripheral) (e.g., radius,
wrist, heel)

Radiographic absorptiometry
(photodensitometry), one or more sites
Ultrasound bone density measurement and
interpretation, peripherial site(s), any method
Bone density (bone mineral content) study, one
or more sites; single photon absorptiometry

Not Otherwise Classified Codes (NOC)

N/A
ICD-9-CM Codes that Support Medical

G0131

G0132

76075

76076

76078

76977

78350

Necessity

252.0 Hyperparathyroidism

256.2 Postablative ovarian failure

256.31-256.39  Other ovarian failure

627.2 Menopausal or female climacteric states

733.00 Osteoporosis, unspecified

733.01 Senile osteoporosis (Postmenopausal
osteoporosis)

733.02 | diopathic osteoporosis
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733.09 Other osteoporosis (Drug-induced
osteoporosis)

733.90 Disorder of bone and cartilage,
unspecified (Osteopenia)

805.00-805.9  Fracture of vertebral column without
mention of spinal cord injury

806.00-806.9 Fracture of vertebral column with spinal
cord injury

E932.0 Adrenal cortical steroids

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A

Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

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

Tests not ordered by the appropriate physician or
qualified nonphysician practitioner who istreating the
beneficiary are not reasonable and necessary. A physician
or qualified nonphysician practitioner treating the
beneficiary for purposes of this provision is one who
furnishes a consultation or treats a beneficiary for a specific
medical problem and who uses the resultsin the
management of the patient.

Bone density studies of any typeincluding DEXA
scans are not covered under the portable X-ray benefit. The
benefit allows for X-ray films of the skeleton, chest or
abdomen. Although bone density studies are radiology
procedures, they are not X-ray films. Also, to be a benefit
of portable X-ray services the equipment must be portable
to provide servicesin the home.

CPT 78351 (Dual Photon Absorptiometry) is
noncovered by Medicare Coverage | ssues Manual 50-44.

Noncovered ICD-9-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis
N/A

Coding Guidelines

When performing bone mineral density studies, the
CPT code that reflects the procedure that was performed
should be billed. See the HCPCS section for the appropriate
CPT code.

Dual photon absorptiometry (CPT code 78351) remains
anoncovered service under Medicare and may not be
reported under HCPCS codes (76075) or (76076).

Photodensitometry (a noninvasive radiological
procedure that attempts to assess bone mass by measuring
the optical density of extremity radiographs with a
photodensitometer) is reported using code 76078. Since
this procedure is performed by taking an X-ray of the hand

simultaneous with an X-ray of a Aphantom@, the X-ray of
the hand is not reimbursed separately.

One of theindications listed in this policy under the
“Indications and Limitations of Coverage and/or Medical
Necessity” section of this policy requires adual diagnosisto
be submitted. Refer to this section of the policy.

Providers are required to report the number of units on
line item dates of service per revenue code line for each
bone mass measurement reported. Line item date of service
reporting is effective for dates of service on or after
October 1, 1998.

Documentation Requirements

Medical record documentation maintained by the
performing physician must clearly indicate the medical
necessity of the service being billed. In addition,
documentation that the service was performed must be
included in the patient’s medical record. If the service
exceeds the frequency parameter listed in this policy,
documentation of medical necessity must be submitted.
Thisinformation is normally found in the office/progress
notes, hospital notes, and/or procedure report.

If the provider of the service is 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.

Documentation should support the criteria for coverage
as set forth in the “Indications and Limitations of Coverage
and/or Medical Necessity” section of this palicy.

Utilization Guidelines

Medicare may cover a bone mass measurement for a
patient once every 2 years. However, if medically
necessary, Medicare may cover a bone mass measurement
for a patient more frequently than every 2 years.

Other Comments
N/A

Sources of Information and Basis for Decision

Black, Dennis M., Why Elderly Women Should Be
Screened and Treated to Prevent Osteoporosis. The
American Journal of Medicine, February 27, 1995,
Volume 98 (suppl 2A) page 2A-67S.

Bone Densitometry: Patients Receiving Prolonged Steroid
Therapy. Health Technology Assessment, N0.9,
September 1996; AHCPR Pub. No. 96- 0058.

Caldwell, J.R. (1996). Epidemiologic and economic
considerations of osteoporosis AACE (American
Association of Clinical Endocrinologists) clinical
practice guidelines for the prevention and treatment of
postmenopausal osteoporosis bone mineral density
testing by DEXA — Common questions from physicians.
The Journal of the Florida Medical Association, Special
I ssue-Osteoporosis, 83(8C).

Cummings, Steven R., Black, Dennis M., Nevitt, Michael
C., Browner, Warren, Cauley, Jane, Ensrud, Kris,
Genant, Harry K., Palermo, Lisa, Scott, Jean, Vogt,
Thomas M., Bone Density at Various Sites for Prediction
of Hip Fractures. The Lancet, January 9, 1993, Volume
341, Number 8837, pages 72-75.
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Genant, Harry K., Engelke, Klaus, Fuerst, Thomas, Gluer,
Claus-C, Grampp, Stephan, Harris, Steven T., Jergas,
Michael, Lang, Thomas, Lu, Ying, Majumdar, Sharmila,
Mathur, Ashwini and Takada, Masa, Review,
Noninvasive Assessment of Bone Mineral and Structure:
State of the Art. Journal of Bone and Mineral Research,
1996, Volume 11, Number 6. Blackwell Science, Inc.,
1996, American Society for Bone and Mineral Research.

Health Care Financing Administration (HCFA) Minutes of
the August 6-7, 1996, Technology Advisory Committee
(TAC) Meting.

Hodgson, Stephen F., Johnston, C. Conrad, AACE
(American Association of Clinical Endocrinologists)
Clinical Practice Guidelines for the Prevention and
Treatment of Postmenopausal Osteoporosis. Endocrine
Practice, March/April 1996, Volume 2, Number 2.

Kanis, JA., & the WHO Study Group. (1994). Assessment
of fracture risk and its application to screening for
postmenopausal osteoporosis: Synopsis of the WHO
report. Osteoporosis International, 4. 368-381.

Johnston, Jr., C.C. (1996). Identification of patients at risk
of osteoporosis. The Journal of the Florida Medical
Association, Special 1ssue-Osteoporosis, 83(8C).

Kanis, JA., & the WHO Study Group. (1994). Assessment
of fracture risk and its application to screening for
postmenopausal osteoporosis: Synopsis of the WHO
report. Osteoporosis International, 4, 368-381.

Kuhn, M.M. (1990). Pharmacotherapeutics: A Nursing
Process Approach. (2nd ed.). (P. 1093). F. A.
Davis Co.

Miller, P. D., Bonnick, S. L., Rosen, C. J., Consensus of an
International Panel on the Clinical Utility of Bone Mass
Mesasurements in the Detection of Low Bone Massin the
Adult Population. Calcified Tissue International, 1996,
58: 207-214.

Norland News, Fall 1996, Cummings, SR and Black, D.:
Bone Mass Measurements and Risk of Fracturein
Caucasian Women: A Review of Findings from
Prospective Studies. American Journal of Medicine, ,
98:24S5-28S, 1995.

Ulrich, U., Browning, M., Gaffney, E.V., Schoter, K.-H.,
Chesnut 111, C.H. (1997). Implementation of an
osteoporosis research program with a mobile dual-energy
X-ray absorptiometry unit: The Montana/\WWyoming
experience. Osteoporosis International.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the carrier, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Florida Obstetrics &
Gynecologic Society.
Start Date of Comment Period

N/A

End Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History
Revision Number: 3
Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001

1st Qtr 2002 Bulletin
Revised Effective Date: 10/01/2001
Explanation of Revision: Annual 1CD-9-CM Update
Revision Number: 2

Start Date of Comment Period N/A

Start Date of Notice Period 02/25/2000
Special Issue 2000
Bulletin
Revised Effective Date: 02/25/2000
Explanation of Revision: Outpatient PPS implementation
Revision Number: 1

Start Date of Comment Period N/A

Start Date of Notice Period 08/01/1999
Aug/Sept Bulletin
Revised Effective Date: 08/01/2000

Explanation of Revision: This policy is being revised to
add an ICD-9-CM code based on provider

correspondence.
Revision Number: Origina
Start Date of Comment Period 09/18/1998
Bulletin G-349
Start Date of Notice Period 01/21/1999
Bulletin G-360

Original Effective Date: 03/04/1999 -«
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78460: Myocardial Perfusion Imaging

Revision Overview: Poalicy has been revised to incorporate the 2002 Annual 1CD-9-CM Update.

Policy Number
78460

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Myocardial Perfusion Imaging

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Hospital Manual, Section 443
Intermediary Manual, Section 3631

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
01/21/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Myocardial perfusion imaging is a cardiac radionuclide
imaging procedure that is usually performed with exercise
electrocardiogram ECG/EK G testing for detecting coronary
artery disease and determining prognosis. The SPECT
(single-photon emission computed tomographic) technique
is utilized to obtain multiple-angle images.

Indications and Limitations of Coverage

and/or Medical Necessity
Myocardial perfusion imaging will be considered

medically reasonable and necessary by Florida Medicare if
any one of the following circumstances is present:

»  The patient has chest pain, other symptoms, or signs
suggestive of coronary artery disease, and the patient
has an abnormal baseline EKG (RBBB, LBBB, 1VCD,
LVH, Atrial fibrillation, marked resting ST segment
changes) which would make interpretation of a
standard exercise test inaccurate.

e The patient has chest pain, other symptoms, or signs
suggestive of coronary artery disease, and the patient is
on acardiac glycoside (Digoxin) or other medication
which would impair the accuracy of interpretation of a
standard exercise test.

e The patient has an abnormal or non-diagnostic standard
exercise test and myocardial perfusion imaging is being
performed in order to determineif the patient has
myocardial ischemia.

e The patient has a condition, such as mitral valve
prolapse, which would likely result in a non-diagnostic
or inaccurate standard stress test.

e Patient has known coronary artery disease (or recent
myocardial infarction) and myocardial perfusion
imaging is being done to determine the significance of/
or the extent of myocardial ischemia (or scar) resulting
from coronary artery disease or to assess myocardial
viabhility.

e The patient has undergone cardiovascular re-perfusion
(CABG, PTCA, thrombolysis) and perfusion imaging is
being done to evaluate the effectiveness of the
intervention.

e The patient has devel oped congestive heart failure and
asilent M1 is suspected.

e The patient has a ventricular wall motion abnormality
demonstrated by another imaging modality and
perfusion imaging is needed to further evaluate the
abnormality.

e The patient has severe peripheral vascular disease and
isacandidate for peripheral vascular reperfusion by
balloon angioplasty or bypass surgery and myocardial
perfusion imaging is being done pre-operatively
because of concern about possible significant coronary
artery disease.

e Follow-up within 48 hours of an abnormal multiple
myocardial perfusion scan to determine whether the
perfusion defect is related to myocardial scarring or
myocardial ischemia. Usually only asingle study is
needed to evaluate this indication.

CPT/HCPCS Section & Benefit Category
Radiology/Nuclear Medicine

Type of Bill Code
Hospital — 12x, 13x, 14x
Skilled Nursing Facility — 21x, 22x, 23x
Rura Health Clinic — 71x

Revenue Code
34x Nuclear Medicine

CPT/HCPCS Codes

78460 Myocardial perfusion imaging; (planar) single
study, at rest or stress (exercise and/or
pharmacologic), with or without quantification
multiple studies, (planar) at rest and/or stress
(exercise and/or pharmacologic), and
redistribution and/or rest injection, with or
without quantification

tomographic (SPECT), single study at rest or
stress (exercise and/or pharmacologic), with or
without quantification

78461

78464
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78460: Myocardial Perfusion I maging (continued)

78465 tomographic (SPECT), multiple studies, at rest
and/or stress (exercise and/or pharmacol ogic),
and redistribution and/or rest injection, with or

without quantification

78478 Myocardial perfusion study with wall motion,
qualitative or quantitative study (List separately
in addition to code for primary procedure)

78480 Myocardia perfusion study with gection

fraction (List separately in addition to code for
primary procedure)

Not Otherwise Classified Codes (NOC)
N/A

ICD-9-CM Codes that Support Medical

Necessity

411.0 Postmyocardial infarction syndrome

411.1 Intermediate coronary syndrome

411.81 Acute coronary occlusion without
myocardial infarction

411.89 Other acute and subacute forms of
ischemic heart disease

412 Old myocardial infarction

413.0 Angina decubitus

413.1 Prinzmetal angina

4139 Other and unspecified angina pectoris

414.00 Coronary atherosclerosis of unspecified
type of vessel, native or graft

414.01 Coronary atherosclerosis of native
coronary artery

414.02 Coronary atherosclerosis of autologous
vein bypass graft

414.03 Coronary atherosclerosis of
nonautologous biological bypass graft

414.04 Coronary atherosclerosis of artery bypass
graft

414.05 Coronary atherosclerosis of unspecified
type of bypass graft

414.10 Aneurysm of heart (wall)

414.11 Aneurysm of coronary vessels

414.19 Other aneurysm of heart

414.8 Other specified forms of chronic ischemic
heart disease

414.9 Chronic ischemic heart disease,
unspecified

424.0 Mitral valve disorders

426.2 L eft bundle branch hemiblock

426.3 Other left bundle branch block

426.4 Right bundle branch block

426.50 Bundle branch block, unspecified

426.51 Right bundle branch block and left
posterior fascicular block

426.52 Right bundle branch block and left
anterior fascicular block

426.53 Other bilateral bundle branch block

426.54 Trifascicular block

426.6 Other heart block

426.7 Anomalous atrioventricular excitation

427.31 Atrial fibrillation

428.0 Congestive heart failure

428.1 Left heart failure

4289 Heart failure, unspecified

440.21-440.24  Atherosclerosis of native arteries of the
extremities

794.31 Abnormal electrocardiogram [ECG]
[EKQ]

960.7 Poisoning by antineoplastic antibiotics

995.2 Unspecified adverse effect of drug,
medicinal and biological substance

E942.0 Agents primarily affecting the
cardiovascular system, cardiac rhythm
regulators

E942.1 Agents primarily affecting the
cardiovascular system, cardiotonic
glycosides and drugs of similar action

V67.00 Follow-up examination following surgery,
unspecified

V67.09 Follow-up examination following other
surgery

V67.51 Follow-up examination following
completed treatment with high-risk
medication, not elsewhere classified

V67.59 Follow-up examination following other

treatment

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support

Medical Necessity
N/A

Diagnoses that DO NOT Support
Medical Necessity
N/A

Reasons for Denials

Florida Medicare cannot provide coverage for
myocardial perfusion imaging performed as a screening test
for coronary artery disease.

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-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

When performing both the rest and stress portions of
the myocardial perfusion imaging for any one of the
covered indications, a multiple study procedure code
(78461, 78465) should be billed regardless of whether the
imaging occurs on the same day or two different days.

Procedure codes 78478 and 78480 should be billed in
conjunction with the appropriate primary procedure code:
78460, 78461, 78464, or 78465.

Documentation Requirements

Medical record documentation maintained by the
ordering/referring physician must clearly indicate the
medical necessity of myocardial perfusion imaging studies.
Also, the results of myocardial perfusion studies must be
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78460: Myocardial Perfusion I maging (continued)

included in the patient’s medical record. Thisinformationis
normally found in the office/progress notes and/or test
results.

If the provider of myocardial perfusion imaging studies
is other than the ordering/referring physician, the provider
of the service must maintain hard copy documentation of
test results and interpretation, along with copies of the
ordering/referring physician’s order for the studies.

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision

Commission on Health Care Policy and Practice Guidelines
and Communications Committee. (1997). Society of
Nuclear Medicine Procedure Guidelines Manual.

Ellestad, M. (1996). Stress Testing: Principles and
Practice. Philadelphiaz F.A. Davis Co.

Iskandrian, A., & Verani, M. (1996). Nuclear Cardiac
Imaging: Principles and Applications. (2nd ed.).
Philadelphia: F.A. Davis Co.

Schlant, R., & Alexander, R. (eds.). (1994). The Heart.
(8th ed.). New York: McGraw-Hill, Inc.

Udelson, J. (1994). Choosing athallium-201 or technetium
99m sestamibi imaging protocol. Journal of Nuclear
Cardiology, 1 (5), S99-S108.

Wackers, F. (1994). The maze of myocardial perfusion
imaging protocolsin 1994. Journal of Nuclear
Cardiology, 1 (2), 180-188.

Willerson, J., & Cohn, J. (eds.). (1995). Cardiovascular
Medicine. New York: Churchill Livingstone.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision restswith the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Florida Chapter of the
American College of Cardiology Society.

Start Date of Comment Period

N/A

End Date of Comment Period

N/A

Start Date of Notice Period

11/01/2001

Revision History
Revision Number:

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date:

4
N/A

11/01/2001

1% Qtr 2002 Bulletin
10/01/2001

Explanation of Revision: Annual ICD-9-CM Update

Revision Number:

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date:

3

N/A

10/01/2000

Oct/Nov 2000 Bulletin
10/01/2000

Explanation of Revision: Annual ICD-9-CM Update

Revision Number:

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date:

2

N/A

02/25/2000
Special Issue 2000
Bulletin
08/01/2000

Explanation of Revision: Outpatient PPS implementation

Revision Number:

Start Date of Comment Period

Start Date of Notice Period
Revised Effective Date:

1

N/A
01/21/1999
01/01/1999

Explanation of Revision: 1999 HCPCS change occurred

prior to implementation
Revision Number:

Start Date of Comment Period

Start Date of Notice Period
Original Effective Date:

Origina
08/05/1998
12/07/1998
01/21/1999 «
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80061: Lipid Profile/Cholesterol Testing

Revision Overview: Indications and Limitations of Coverage, and ICD-9-CM Codes that Support Medical Necessity sections
of the policy have been revised to add coverage for patients with diabetes mellitus — ICD-9-CM code range 250.00-250.93
effective May 1, 2001, and ICD-9-CM diagnosis code 995.2 effective October 22, 2001.

Policy Number
A80061

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Lipid Profile/Cholesterol Testing

AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
03/08/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/22/2001

Revision Ending Date
10/21/2001

LMRP Description

Lipids are fatty substances made up of cholesterol,
cholesteral esters (liquid compounds), triglycerides,
nonesterized fatty acids, and phospholipids which provide
energy for metabolism, serve as precursors of steroid
hormones (adrenals, ovaries, and testes) and bile acids, and
play an important role in cell membrane development. Very
low density lipoproteins (VLDL) carry only asmall amount
of cholesterol. However, they are the predominant carriers
of blood triglycerides. Lipoprotein measurements are
diagnostic indicators for hyper- and hypolipidemia. A lipid
profile usually includes cholesteral, triglycerides, LDL,
HDL, and VLDL may also be included.

Indications and Limitations of Coverage and/
or Medical Necessity

Florida Medicare will consider Lipid Profile/
Cholesterol Testing to be medically reasonable and

necessary for those patients undergoing the following
current treatments:

Dietary Treatment:

Some patients may be managed during diet therapy on
the basis of their total cholesterol levels. If the total
cholesterol monitoring goal is met, the LDL cholesterol
should be measured to confirm the desired LDL cholesterol
level has been achieved.

Monitoring for adherence to dietary therapy would be
expected at approximately 4 to 6 weeks from initiation and
a 3 months. If thedesired LDL and cholesterol levels have
been achieved, quarterly monitoring for the first year and
twice yearly thereafter, would be expected. In addition,
triglyceride levels at the same frequency may also require
monitoring to assess that desired levels have been achieved.

Drug Treatment:

After drug therapy isinitiated, the serum cholesteral,
serum triglyceride, LDL, VLDL and HDL level (as
applicable to the drug therapy) would be expected to be
measured at approximately 4 to 6 weeks and again at 3
months. If the drug therapy response is adequate (i.e., the
LDL, serum cholesterol and triglyceride goal has been
achieved), it would be expected that every 4 months or
more frequently when drugs requiring closer follow-up are
used to monitor the cholesterol response and possible side
effects of therapy, would be required.

Lipid Profile/Cholesterol Testing for those patients with
normal blood cholesterol, HDL, and LDL levelswould be
considered screening and not payable by Medicare.

Other Indications:

An annual fasting lipid panel (80061) is a recognized
test utilized in the management of diabetes mellitus.
Therefore, Florida Medicare will consider the performance
of an annua fasting lipid panel (80061) medically
reasonable and necessary for patients with diabetes mellitus
(ICD-9-CM codes 250.00-250.93). If the lipid panel
demonstrates dydlipidemia requiring dietary treatment,
subsequent lipid panels should be billed utilizing ICD-9-
CM codes 272.0-272.9. If the patient requires drug therapy
due to dyslipidemia, subsequent lipid panels should be
billed utilizing ICD-9-CM code E942.2.

Triglyceride testing (84478) can be performed on a
patient to rule out hypertriglyceridemia as the cause of
pancedtitis.

Note: Once lipid profile testing is performed to rule out
the cause of a condition and/or symptom (e.g., chest pain,
thyroid disorder, etc.) it is not considered medically
necessary to repeat the test(s) unless the results indicate a
lipid disorder or the patient exhibits new symptomology.

A fasting lipid panel (80061) may be considered
medically necessary for those patients receiving drug
therapy with agents that are proven to significantly increase
total cholesterol, HDL, and triglycerides (e.g., Bexarotene).

CPT/HCPCS Section & Benefit Category
Pathology and L aboratory/Organ or Disease Oriented
Panels/Chemistry
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80061: Lipid Profile/Cholesterol Testing (continued)

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

Revenue Code

301 Chemistry
CPT/HCPCS Codes
80061 Lipid panel (this panel must include 82465,
83718 and 84478)
82172 Apolipoprotein, each
82465 Cholesterol, serum or whole blood, total
83715 Lipoprotein, blood; electrophoretic separation
and quantitation
83716 high resolution fractionation and
quantitation of lipoprotein cholesterols (eg,
electrophoresis, nuclear magnetic resonance,
ultracentrifugation)
83718 Lipoprotein, direct measurement; high density
cholesterol (HDL cholesteral)
83719 direct measurement VLDL cholesterol
83721 direct measurement LDL cholesterol
84478 Triglycerides
Not Otherwise Classified Codes (NOC)
N/A
ICD-9-CM Codes that Support Medical
Necessity
240.0-246.9 Disorders of thyroid gland
250.00-250.93 Diabetes mellitus (for use with procedure
code 80061)
272.0-272.9 Disorders of lipoid metabolism
401.0-405.99 Hypertensive disease
410.00-410.92  Acute myocardial infarction
411.0-411.89 Other acute and subacute forms of
ischemic heart disease
412 Old myocardial infarction
413.0-413.9 Angina pectoris
414.00-414.05 Coronary atherosclerosis
414.10-414.19  Aneurysm of heart
414.8 Other specified forms of chronic ischemic
heart disease
414.9 Chronic ischemic heart disease,
unspecified
429.2 Cardiovascular disease, unspecified
431-437.9 Cerebrovascular disease
438.0-438.9 L ate effects of cerebrovascular disease
440.0-440.9 Atherosclerosis
441.00-441.9  Aortic aneurysm and dissection
4439 Peripheral vascular disease, unspecified
444.0-444.89  Arterial embolism and thrombosis
577.0-577.1 Acute and chronic pancreatitis (for use
with procedure code 84478)
786.50 Chest pain, unspecified
995.2 Unspecified adverse effect of drug,
medicinal and biological substance (for
use with procedure code 80061)
E942.2 Agents primarily affecting the

cardiovascular system, antilipemic and
antiarteriosclerotic drugs

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A

Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

Lipid Profile/Cholesterol Testing will not be covered
on aroutine or screening basis.

Apolipoprotein (82172) is considered to be a screening
test and therefore, non-covered by Medicare.

Calculated LDL determination will be denied.

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-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

Procedure code 83721 represents only those LDL
cholesterol levels done by direct measurement. It is not
appropriate to bill 83721 for LDL cholesterol levels done by
the calculated method.

Documentation Requirements

Medical record documentation maintained by the
ordering/referring physician must indicate the medical
necessity for performing the test and the lab results. This
information is usually found in the history and physical,
office/progress notes, or laboratory results.

If the provider of the service is 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.

Utilization Guidelines
N/A

Other Comments
The goal of diet and drug therapy is most often to lower
LDL cholesteral.

Sources of Information

Bennett, J. & Plum, F. (1996). Cecil textbook of medicine
(20" ed.). Philadelphia: W.B. Saunders Company.

Deglin, J. & Vallerand, A. (1997). Davis s drug guide for
nurses. (5" ed.). Philadelphia: F.A. Davis Company.

Fishbach, F. (1996). A manual of laboratory and diagnostic
tests (5™ ed.). Philadelphia: J.B.Lippincott Company.

Ilustrated guide to diagnostic tests. (1998). (2™ ed.).
Springhouse: Springhouse Corporation.
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80061: Lipid Profile/Cholesterol Testing (continued)

Jacabs, D., Demott, W., Grady, H., Horvat, R., Huestis, D.
& Kasten, B. (1996). Laboratory test handbook (4" ed.).
Cleveland: Lexi-Comp Inc.

Kuhn, M. (1990). Pharmacotherapeutics: A nursing
process approach (2™ ed.). Philadelphia: F.A. Davis
Company.

Lewis, J. (Ed.). (1994). lllustrated guide to diagnostic tests.
Bethlehem Pike: Springhouse.

National Heart, Lung, and Blood Institute. (1993). Summary
of the second report of the National Cholesterol
Education Program (NCEP) Expert Panel on detection,
evaluation, and treatment of high blood cholesterol in
adults. Publication No. 93-3095.

O’ Connor, P.J. (1999). Diabetes management (Home Study
Self-assessment Program Monograph No. 238). Kansas
City, MO: American Academy of Family Physicians.
This article supported the addition of ICD-9-CM codes
250.00-250.93 to the palicy.

Pagana, K. & Pagana, T. (1995). Mosby’ s diagnostic and
laboratory test reference (2™ ed.). St. Louis: Mosby.

Rakel, R. (1998). Conn’s current therapy. Philadelphia:
W.B. Saunders Company.

Tilzer, L., Kasten, B., Houat, R., Finley, P., DeMott, W., &
Jacobs D. (1994). Laboratory test handbook (3rd ed.).
Hudson: Lexi-Comp Inc.

The United States Pharmacopeia Drug Information
(USPDI). (2001). Oncology drug information.
Maryland: The Association of Community Cancer
Centers (ACCC). [On-Ling]. Available: http://
Www.accc-cancer .or g/cgi-bin/nds/nvbegfh.exe. Used
to substantiate the medical necessity of performing this
test while on Bexarotene therapy.

VanGossum, A., Lemoyne, M., Greig, P.D., & Jegeebhoy,
K.N. (1988). Lipid-associated total parenteral nutrition in
patients with severe acute pancreatitis. Journal of
Parenteral and Enternal Nutrition, 12, 250-255.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision restswith the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous societies.

Start Date of Comment Period
N/A

End Date of Comment Period

N/A

Start Date of Notice Period

11/01/2001

Revision History
Revision Number

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date

4
N/A

11/01/2001

1% Qtr 2002 Bulletin
10/22/2001

Explanation of Revision: Effective 05/01/2001, coverage
for an annual lipid panel (80061) for patients with
diabetes mellitus (ICD-9-CM codes 250.00-250.93)
was added to the policy. Effective 10/22/2001, ICD-9-
CM code 995.2 was added to the policy as a covered

diagnosis.
Revision Number

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date

3

N/A

12/22/2000
Special Issue 2000
Bulletin
01/01/2001

Explanation of Revision: Annual 2001 HCPCS Update

Revision Number

Start Date of Comment Period

Start Date of Notice Period
Revised Effective Date

2

N/A
01/21/1999
01/21/1999

Explanation of Revision: To clarify that diagnosis range
577.0-577.1 isto be used for procedure code 84478.

Revision Number

Start Date of Comment Period

Start Date of Notice Period
Revised Effective Date

1

N/A
01/21/1999
01/21/1999

Explanation of Revision: 1999 HCPCS change occurred

prior to implementation.
Revision Number

Start Date of Comment Period:

Start Date of Notice Period:
Original Effective Date

Origina
08/05/1998
01/21/1999
03/08/1999 «
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80162: Digoxin

Revision Overview: 1CD-9-CM code V58.69 has been added to the ICD-9-CM Codes that Support Medical Necessity section

of the palicy.

Policy Number
80162

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title

Digoxin
AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
11/24/1997

Original Policy Ending Date
N/A

Revision Effective Date
10/22/2001

Revision Ending Date
10/21/2001

LMRP Description
Therapeutic drug assays are performed on blood to
determine levels of the drug systemically.

Indications and Limitations of Coverage and/
or Medical Necessity

Digoxin assays are performed to monitor drug levels of
individuals receiving digoxin therapy because the margin of
safety between side effects and toxicity is narrow.

CPT/HCPCS Section & Benefit Category
Pathology and L aboratory/Therapeutic Drug Assays

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

Revenue Codes
300 General Classification

301 Chemistry
CPT/HCPCS Codes
80162 Digoxin
Not Otherwise Classified Codes (NOC)
N/A
ICD-9-CM Codes that Support Medical
Necessity
368.16 Psychophysical visua disturbances
368.9 Unspecified visual disturbance
402.00-402.91 Hypertensive heart disease
413.0 Angina decubitus
425.3-425.9 Cardiomyopathy
426.0 Atrioventricular block, complete
426.10 Atrioventricular block, unspecified
426.4 Right bundle branch block
426.50-426.54  Bundle branch block, other and
unspecified
426.6 Other heart block
426.7 Anomalous atrioventricular excitation
426.81-426.9  Other specified and unspecified
conduction disorders
427.0-427.9 Cardiac dysrhythmias
428.0-428.9 Heart failure
514 Pulmonary congestion and hypostasis
783.0 Anorexia

787.01-787.03
972.1

E942.1

V58.69

V72.84

Nausea and vomiting

Poisoning by cardiotonic glycosides and
drugs of similar action

Agents primarily affecting the
cardiovascular system, cardiotonic
glycosides and drugs of similar action
(digoxin)

Long-term (current) use of other
medications (digoxin)

Pre-operative examination, unspecified

Diagnoses that Support Medical Necessity

N/A

ICD-9-CM Codes that DO NOT Support Medical

Necessity
N/A

Diagnoses that DO NOT Support Medical

Necessity
N/A

Reasons for Denials

Diagnoses other than those listed as covered |ICD-9-CM
codes are considered not reasonable and necessary and will
result in denia of coverage.

Coverageis not provided for this test when obtained for
screening purposes.

When performed for indications other than those listed
in the “ Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.
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80162: Digoxin (continued)

Noncovered ICD-9-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis
N/A

Coding Guidelines

When billing digoxin, use revenue code 300 or 301. In
addition to the revenue code, the following Type of Bill
must aso include HCPCS code 80162: Hospital - 13x, 14x;
Rural Health Clinic - 71x; End Stage Renal Disease — 72x

Documentation Requirements

Documentation supporting the medical necessity of this
procedure, such as |CD-9-CM codes, must be submitted
with each claim. Claims submitted without such evidence
will be denied as being not medically necessary.

Medical record documentation (e.g., office/progress
notes) maintained by the ordering/referring physician must
indicate the medical necessity for performing the test.
Additionally, a copy of the test results should be maintained
in the medical records.

If the provider of the service is 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.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from multiple societies.

Start Date of Comment Period
N/A

End Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History
Revision Number: 3
Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date: 10/22/2001

Explanation of Revision: Received request from provider
to add ICD-9-CM code V58.69.

Revision Number: 2
Start Date of Comment Period N/A

Start Date of Notice Period 05/13/1998
Revised Effective Date: 05/28/1998
Revision Number: 1

Start Date of Comment Period N/A

Utilization Guidelines Start Date of Notice Period 01/23/1998
N/A Revised Effective Date; 01/23/1998
Other Comments Revision Number: Origina
N/A Start Date of Comment Period 07/30/1997
. . - Start Date of Notice Period 10/24/1997
Sou,\rl;::s of Information and Basis for Decision Original Effective Date: 11/24/1997
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

82270: Fecal Occult Blood Testing

Revision Overview: Poalicy has been revised to incorporate the 2002 Annual 1CD-9-CM Update.

Policy Number
82270

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Fecal Occult Blood Testing

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
06/21/1999 Al

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Fecal Occult Blood Testing is a procedure involving
chemical testing of a stool specimen for the purpose of
detecting the presence of blood in the stool that cannot be
seen or identified with the naked eye.

Indications and Limitations of Coverage and/
or Medical Necessity

Florida Medicare can provide coverage for Fecal
Occult Blood Testing in any of the following circumstances
(see Covered ICD-9-CM Codes):

»  The patient has a disease or disorder of the digestive
tract and testing for occult blood in the feces is required
to properly evaluate and/or manage the patient.

*  The patient has symptoms or signs suggestive of
disease or disorder of the digestive tract and testing for
fecal blood is necessary to evaluate the patient’s
complaint.

e The patient has sustained traumato the trunk, abdomen,
or gastrointestinal tract and fecal blood testing is
necessary as part of the evaluation and management of
the patient.

e The patient is under treatment with a medication known
to be associated with gastrointestinal blood loss, and the
patient is considered to be at high risk for
gastrointestinal bleeding.

CPT/HCPCS Section & Benefit Category
Pathology and L aboratory/Chemistry

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

Revenue Code
300 Laboratory General
301 Laboratory Chemistry
305 Laboratory Hematol ogy

CPT/HCPCS Codes
82270 Blood, occult, by peroxidase activity (eg,
guaiac); feces, 1-3 simultaneous determinations
Not Otherwise Classified Codes (NOC)
N/A

ICD-9-CM Codes that Support Medical

Necessity

009.0-009.3 I11-defined intestinal infections

042 Human immunodeficiency virus [HIV]
disease

070.0-070.33  Vira hepatitis

070.41-070.49  Other specified viral hepatitis with hepatic
coma

070.51-070.59  Other specified viral hepatitis without

mention of hepatic coma

070.6 Unspecified viral hepatitis with hepatic
coma

070.9 Unspecified viral hepatitis without
mention of hepatic coma

129 Intestinal parasitism, unspecified

150.0-159.9 Malignant neoplasm of digestive organs
and peritoneum

176.3 Kaposi’ s sarcoma of gastrointestinal sites

183.0-183.9 Malignant neoplasm of ovary and other
uterine adnexa

197.0-197.8 Secondary malignant neoplasm of
respiratory and digestive systems

199.0-199.1 Malignant neoplasm without specification
of site

211.0-211.9 Benign neoplasm of other parts of
digestive system

228.04 Hemangioma of intra-abdominal
structures

228.09 Hemangioma of other sites

230.0-230.9 Carcinomain situ of digestive organs

235.2 Neoplasm of uncertain behavior of

stomach, intestines, and rectum
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82270: Fecal Occult Blood Testing (continued)

235.3

2354

2355

239.0

2515

263.9
280.0-280.9
281.0-281.9
282.0-282.9
283.0
283.10-283.19
283.2

283.9
284.0-284.9
285.0-285.9
286.0-286.9
287.0-287.9
288.0-288.9
289.0
289.1
289.2
289.3

289.4
289.50-289.59
289.6
289.7
289.8

289.9

448.0
455.0-455.9
456.0-456.21
458.9

530.0
530.10-530.19
530.2

530.3

530.4

530.5

530.6

530.7

530.81-530.89
530.9
531.00-531.91

Neoplasm of uncertain behavior of liver
and hiliary passages

Neoplasm of uncertain behavior of
retroperitoneum and peritoneum
Neoplasm of uncertain behavior of other
and unspecified digestive organs
Neoplasms of unspecified nature of
digestive system

Abnormality of secretion of gastrin
Unspecified protein-calorie malnutrition
Iron deficiency anemias

Other deficiency anemias

Hereditary hemolytic anemias
Autoimmune hemolytic anemias
Non-autoimmune hemolytic anemias
Hemoglobulinuria due to hemolysis from
external causes

Acquired hemolytic anemia, unspecified
Aplastic anemia

Other and unspecified anemias
Coagulation defects

Purpura and other hemorrhagic conditions
Diseases of white blood cells
Polycythemia, secondary

Chronic lymphadenitis

Nonspecific mesenteric lymphadenitis
Lymphadenitis, unspecified, except
mesenteric

Hypersplenism

Other diseases of spleen

Familial polycythemia
Methemoglobinemia

Other specified diseases of blood and
blood-forming organs

Unspecified diseases of blood and blood-
forming organs

Hereditary hemorrhagic telangiectasia
Hemorrhoids

Esophageal varices

Hypotension, unspecified

Achalasia and cardiospasm

Esophagitis

Ulcer of esophagus

Stricture and stenosis of esophagus
Perforation of esophagus

Dyskinesia of esophagus

Diverticulum of esophagus, acquired
Gastroesophageal |aceration-hemorrhage
syndrome

Other specified disorders of the esophagus
Unspecified disorders of esophagus
Gastric ulcer

555.0-555.9
556.0-556.9
557.0-557.9
558.1-558.9

560.0-560.2

560.30-560.39
560.81-560.89
560.9
562.00-562.03
562.10-562.13
564.00-564.9

565.0-565.1
566
567.0-567.9
568.0

568.81-568.89
568.9
569.0-569.3
569.41-569.49

569.5
569.60-569.69

569.81-569.89
569.9

570
571.0-571.3
571.40-571.49
5715

571.6
571.8
571.9

572.0-572.8

573.0-573.9
574.00-574.91
575.0-575.9
576.0-576.9
577.0-577.9
578.0-578.9
579.0-579.9
596.1
751.0-751.5

751.60-751.69

Regional enteritis

Ulcerative colitis

Vascular insufficiency of intestine
Other and unspecified noninfectious
gastroenteritis and colitis

Intestinal obstruction without mention of
hernia

Impaction of intestine

Other specified intestinal obstruction
Unspecified intestinal obstruction
Diverticula of the small intestine
Diverticula of the colon

Functional digestive disorders, not
elsewhere classified

Anal fissure and fistula

Abscess of anal and rectal regions
Peritonitis

Peritoneal adhesions (postoperative)
(postinfection)

Other specified disorders of peritoneum
Unspecified disorder of peritoneum
Other disorders of intestine

Other specified disorders of rectum and
anus

Abscess of intestine

Colostomy and enterostomy
complications

Other specified disorders of intestine
Unspecified disorder of intestine

Acute and subacute necrosis of the liver
Chronic liver disease and cirrhosis
Chronic hepatitis

Cirrhosis of liver without mention of
alcohol

Biliary cirrhosis

Other chronic nonalcoholic liver disease
Unspecified chronic liver disease without
mention of alcohol

Liver abscess and sequelae of chronic
liver disease

Other disorders of liver

Choldlithiasis

Other disorders of gallbladder

Other disorders of hiliary tract

Diseases of pancreas

Gastrointestinal hemorrhage

Intestinal malabsorption
Intestinovesical fistula

Other congenital anomalies of digestive
system

Anomalies of gallbladder, bile ducts, and
liver

532.00-532.91 Duodenal ulcer 751.7 Anomalies of pancreas
533.00-533.91  Peptic ulcer, site unspecified 751.8 Other specified anomalies of digestive
534.00-534.91 Gastrojejunal ulcer system
535.00-535.61  Gastritis and duodenitis 751.9 Unspecified anomaly of digestive system
536.0-536.9 Disorders of function of stomach 759.6 Other hamartoses, not elsewhere classified
537.0-537.6 Other disorders of stomach and duodenum  772.4 Fetal and neonatal gastrointestinal
537.81-537.89  Other specified disorders of stomach and hemorrhage

duodenum 780.2 Syncope and collapse
537.9 Unspecified disorder of stomach and 780.4 Dizziness and giddiness

duodenum
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82270: Fecal Occult Blood Testing (continued)

780.6
780.79
782.4
783.0
78321
784.9
787.01-787.03
787.1
787.2
787.3
787.4
7875
787.6
787.7
787.91
787.99

789.0-789.9

790.6
792.1

793.3

793.4

793.6

794.8

863.99

864.00-864.19
865.00-865.09

865.10-865.19

866.00-866.03

866.10-866.13

867.0-867.9

868.00-868.09

868.10-868.19

869.0-869.1

902.0
902.10-902.19

902.20-902.29

902.31-902.39

902.40-902.49

Fever

Other malaise and fatigue

Jaundice, unspecified, not of newborn
Anorexia

Loss of weight

Other symptoms involving head and neck
Nausea and vomiting

Heartburn

Dysphagia

Flatulence, eructation, and gas pain
Visible peristalsis

Abnormal bowel sounds

Incontinence of feces

Abnormal feces

Diarrhea

Other symptoms involving digestive
system

Other symptoms involving abdomen and
pelvis

Other abnormal blood chemistry
Nonspecific abnormal findingsin stool
contents

Nonspecific abnormal findings on
radiological and other examination of
bilary tract

Nonspecific abnormal findings on
radiological and other examination of
gastrointestinal tract

Nonspecific abnormal findings on
radiological and other examination of
abdominal area, including
retroperitoneum

Nonspecific abnormal results of function
studies of liver

Injury to other gastrointestinal sites, with
open wound into cavity

Injury to liver

Injury to spleen without mention of open
wound into cavity

Injury to spleen with open wound into
cavity

Injury to kidney without mention of open
wound into cavity

Injury to kidney with open wound into
cavity

Injury to pelvic organs

Injury to other intra-abdominal organs
without mention of open wound into
cavity

Injury to other intra-abdominal organs
with open wound into cavity

Internal injury to unspecified or ill-
defined organs

Injury to blood vessels of abdominal aorta
Injury to blood vessels of inferior vena
cava

Injury to blood vessels of celiac and
mesenteric arteries

Injury to blood vessels of portal and
splenic veins

Injury to renal blood vessels

902.50-902.59
902.81-902.89

Injury toiliac blood vessels
Injury to other specified blood vessels of
abdomen and pelvis

902.9 Injury to unspecified blood vessel of
abdomen and pelvis

922.1-922.9 Contusion of trunk

926.0 Crushing injury to external genitalia

926.11 Crushing injury of back

926.12 Crushing injury of buttock

926.19 Crushing injury to other specified sites of
trunk

926.8 Crushing injury to multiple sites of trunk

926.9 Crushing injury to unspecified site of
trunk

935.0-935.2 Foreign body in mouth, esophagus, and
stomach

936 Foreign body in intestine and colon

937 Foreign body in anus and rectum

938 Foreign body in digestive system,
unspecified

995.2 Unspecified adverse effect of drug,
medicinal and biologica substance

V10.00-V10.09 Personal history of malignant neoplasm

V12.70-V12.79 Personal history of diseases of digestive
system

V15.2 Personal history of surgery to other major
organs (gastrectomy)

V67.51 Follow-up examination following

completed treatment with high-risk
medications, not elsewhere classified

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A

Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

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-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis
N/A

Coding Guidelines

Reimbursement for Fecal Occult Blood Testing
(82270) includes payment for up to three (3) specimens. If
three or less than three specimens are taken, the number
billed should be reported as“1.” Three specimens should
not be fragmented and billed on separate days.

HCPCS code G0107 should be used to report screening
fecal occult blood tests. See Local Medical Review Policy
G0104 Colorectal Cancer Screening for more information
regarding Medicare’ s screening benefit.
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82270: Fecal Occult Blood Testing (continued)

Documentation Requirements

Medical record documentation maintained by the
ordering physician must clearly indicate the medical
necessity of fecal occult blood testing covered by the
Medicare program. Also, the results of fecal occult blood
testing covered by the Medicare program must be included
in the patient’s medical record.

If the provider of 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.

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision
N/A

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision restswith the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Internal Medicine and
Gastroenterologic Societies.

Start Date of Comment Period

N/A
End Date of Comment Period
N/A
Start Date of Notice Period
11/01/2001
Revision History
Revision Number: 5
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date: 10/01/2001

Explanation of Revision: Annual 1CD-9-CM Update

Revision Number:

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date:

4
N/A

12/22/2000
Special Issue 2000
Bulletin
01/01/2001

Explanation of Revision: Annual 2001 HCPCS Update

Revision Number:

Start Date of Comment Period

Start Date of Notice Period

Revised Effective Date:

3

N/A

10/01/2000

Oct/Nov 2000 Bulletin
10/01/2000

Explanation of Revision: Annual ICD-9-CM Update

Revision Number:

Start Date of Comment Period

Start Date of Notice Period
Revised Effective Date:

2

N/A
06/07/1999
02/03/1999

Explanation of Revision: Expand billable Revenue Codes,
import language regarding screening services, update
ICD-9-CM coding to 5" digit specificity

Revision Number:

Start Date of Comment Period

Start Date of Notice Period
Revised Effective Date:

1

N/A
10/30/1998
10/01/1998

Explanation of Revision: Updating policy to 5" digit
specificity to be in compliance with carrier, 1999

ICD-9-CM Update
Revision Number:

Start Date of Comment Period

Start Date of Notice Period
Original Effective Date:
Revised Effective Date:

Origina

None needed
N/A
06/21/1996 Al
02/25/1997

Explanation of Revision: Original effective date is based
on Artificial Intelligence (Al) application
implementation date. Revised to ensure ICD-9-CM list
consistency between the intermediary and carrier. <«
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93224: Electrocardiographic Monitoring for 24 Hours (Holter Monitoring)
Revision Overview: Policy has been revised to incorporate the 2002 Annual 1CD-9-CM Update

Policy Number
93224

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Electrocardiographic Monitoring for 24 hours (Holter
Monitoring)

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Coverage I ssues Manual, Section 50-15
Hospital Manual, Section 443
Intermediary Manual 3, Section 3627.10, 3631.1b

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
07/22/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Electrocardiographic monitoring can be performed on
ambulatory patients over a set period of time (usually
twenty four hours). The monitoring device (holter monitor)
allows the patient to resume their normal lifestyle and
activities while recording episodes of arrhythmia. This
gives the physician documented episodes of arrhythmias or
absence of arrhythmias to correlate with the patient’s
symptoms.

Indications and Limitations of Coverage and/
or Medical Necessity

Florida Medicare will consider twenty-four hour
electrocardiographic monitoring to be medically necessary
in any of the following circumstances (see “1CD-9-CM
Codes that Support Medical Necessity ):

The patient complains of palpitations, and physical
examination and standard EKG have not satisfactorily
explained the patient’s complaints.

The patient has experienced an unexplained syncopal
episode or the patient has experienced a transient episode of
cerebral ischemiawhich isfelt to possibly be secondary to a
cardiac rhythm disturbance.

The patient has been found to have a significant cardiac
arrhythmia or conduction disorder (seelist below) and
holter monitoring is necessary as part of the evaluation and
management of the patient:

Complete Heart Block

Second Degree AV Block

New Left Bundle Branch Block
New Right Bundle Branch Block
Bifasicular Block

Paroxysmal SVT

Paroxysmal VT

Atrial Fib/Flutter

Ventricular Fib/Flutter

Cardiac Arrest

SA Node Dysfunction

Frequent PAC's

Frequent PVC's

Wandering Atrial Pacemaker
Unspecified Cardiac Arrhythmia

The patient has a heart condition (see list below)
associated with a high incidence of serious cardiac
arrhythmia and/or myocardial ischemia, and holter
monitoring is being done as part of the evaluation and
management of the patient:

Dresder's Syndrome

History of Myocardial Infarction
Angina Pectoris

Prinzmetals's Angina
Aneurysm of Heart Wall
Chronic Ischemic Heart Disease
Pericarditis

Mitral Vave Disease
Cardiomyopathy

Anomalus AV Excitation
Cardiomegaly

Post Heart Surgery

Prolonged QT Interval

The patient has a cardiac arrhythmia or other cardiac
condition and a cardiac medication which affects the
electrical conduction system of the heart has been
prescribed, and holter monitoring is necessary to evaluate
the effect of the cardiac medication on the patient’s cardiac
rhythm and/or conduction system.

The patient has a pacemaker and clinical findings
(history or physical examination) suggest possible
pacemaker malfunction.

Claims submitted for holter studies performed at
unusually frequent intervals will be reviewed by Medicare
to make certain that the services were medically reasonable
and necessary.
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93224: Electrocardiographic Monitoring for 24 hours (Holter Monitoring) (continued)

CPT/HCPCS Section & Benefit Category
M edicine/Cardiovascul ar

Type of Bill

Hospital — 12x, 13x, 14x

Skilled Nursing Facility — 21x, 22x, 23x

Rura Health Clinic — 71x

Comprehensive Outpatient Rehabilitation Facility — 75x

Revenue Code
730 EKG/ECG (Electrocardiogram), General

Classification

731 Holter Monitor

CPT/HCPCS Codes

93224-93237 ECG monitoring for 24 hours

Not Otherwise Classified Codes (NOC)

N/A

ICD-9-CM Codes that Support Medical

Necessity

410.00-410.02  Acute myocardial infarction of
anterolateral wall

410.10-410.12  Acute myocardial infarction of other
anterior wall

410.20-410.22  Acute myocardial infarction of
inferolateral wall

410.30-410.32  Acute myocardial infarction of
inferoposterior wall

410.40-410.42  Acute myocardial infarction of inferior
wall

410.50-410.52  Acute myocardial infarction of other
lateral wall infarction

410.60-410.62  Acute myocardial infarction of true
posterior wall infarction

410.70-410.72  Acute myocardial infarction of
subendocardial infarction

410.80-410.82  Acute myocardial infarction of other
specified sites

410.90-410.92  Acute myocardial infarction of
unspecified site

411.0 Postmyocardial infarction syndrome

411.1 Intermediate coronary syndrome

411.81 Acute coronary occlusion without
myocardial infarction

411.89 Other acute and subacute forms of
ischemic heart disease

412 Old myocardial infarction

413.0-413.9 Angina pectoris

414.00 Coronary atherosclerosis of unspecified
vessel

414.01 Coronary atherosclerosis of native
coronary

414.02 Coronary atherosclerosis of autologous
vein bypass graft

414.03 Coronary atherosclerosis of
nonautologous biological bypass graft

414.10 Aneurysm of heart (wall)

414.11 Aneurysm of coronary vessels

414.19 Other aneurysm of heart

414.8 Other specified forms of chronic ischemic

heart disease

414.9

423.1

423.2

424.0
425.0-425.9
426.0
426.12
426.13

426.2
426.4
426.53
426.7
426.9
427.0
427.1
427.31
427.32
427.41
427.42
427.5
427.61
427.69
427.81
427.89
427.9
429.3
429.4

429.9
780.2
785.1
E942.0
E942.1

V45.00
Vv45.01
V45.02

V45.09
V67.51

Chronic ischemic heart disease,
unspecified

Adhesive pericarditis

Constrictive pericarditis

Mitral valve disorders
Cardiomyopathy

Artrioventricular block, complete
Mobitz (type) Il atriioventricular block
Other second degree atrioventricular
block

Left bundle branch hemiblock

Right bundle branch block

Other bilateral bundle branch block
Anomalous atrioventricular excitation
Conduction disorder, unspecified
Paroxysmal supraventricular tachycardia
Paroxysmol ventricular tachycardia
Atrial fibrillation

Atria flutter

Ventricular fibrillation

Ventricular flutter

Cardiac arrest

Supraventricular premature beats
Other premature beats

Sinoatrial node dysfunction

Other specified cardiac dysrhythmias
Cardiac dysrhythmia, unspecified
Cardiomegaly

Functional disturbances following cardiac
surgery

Heart disease, unspecified

Syncope and collapse

Palpitations

Cardiac rhythm regulators
Cardiotonic glycosides and drugs of
similar action

Unspecified cardiac device

Cardiac pacemaker

Automatic implantable cardiac
defibrillator

Other specified cardiac device
Followup examination following
treatment with high-risk medication, not
elsewhere classified

Diagnoses that Support Medical Necessity

N/A

ICD-9-CM Codes that DO NOT Support Medical

Necessity

N/A

Diagnoses that DO NOT Support Medical

Necessity

N/A

Reasons for Denials

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

Noncovered Diagnosis

N/A

52

The Florida Medicare A Bulletin

First Quarter 2002



LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

93224 Electrocardiographic Monitoring for 24 hours (Holter Monitoring) (continued)

Coding Guidelines
The following HCPCS codes are not reportable by
hospitals: 93224, 93227, 93230, 93233, 93235, and 93237.
Revenue code 730 should only be reported by CORFs
for holter monitoring. All other TOBs should use revenue
code 731 to report these services.

Documentation Requirements

Medical record documentation maintained by the
ordering/referring physician must clearly indicate the
medical necessity of holter monitor studies covered by the
Medicare program. Also, the results of holter studies
covered by the Medicare program must be included in the
patient’s medical record.

If the provider of holter studies is other than the
ordering/referring physician, the provider of the service
must maintain hard copy documentation of test results and
interpretation along with copies of the ordering/referring
physician’s order for the study. When ordering holter
studies from an independent physiological lab or other
provider, the ordering/referring physician must state the
reason for the holter study in his order for the test.

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision
N/A

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous societies

Start Date of Comment Period

N/A
End Date of Comment Period

N/A
Start Date of Notice Period

11/01/2001
Revision History
Revision Number: 1
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001

1% Qtr 2002 Bulletin

Revised Effective Date: 10/01/2001
Explanation of Revision: Annual ICD-9-CM Update
Revision Number: Origina
Start Date of Comment Period 02/08/1999

Start Date of Notice Period

Original Effective Date: 07/22/1999 <
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93350: Stress Echocardiography

Revision Overview: Poalicy has been revised to incorporate the 2002 Annual 1CD-9-CM Update.

Policy Number
93350

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Stress Echocardiography

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Coverage Issues Manual, Section 50-7
Hospital Manual, Section 443
Intermediary Manual, Sections 3627, 3631

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
05/27/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Echocardiography is used to image cardiac structures
and function as well as flow direction and velocities within
cardiac chambers and vessels. Usually these images are
obtained from several positions on the chest wall and
abdomen using a hand-held transducer.

Florida Medicare has not previously published a
specific policy concerning stress echocardiography. The
purpose of this policy isto define the circumstances for
which this service will be considered medically necessary
by Florida Medicare

Indications and Limitations of Coverage and/
or Medical Necessity

Stress echocardiography will be considered medically
reasonable and necessary and therefore covered by Florida
Medicare if any one of the following circumstancesis
present (see Covered ICD-9-CM Codes):

The patient has symptoms which require further
investigation via stress testing and the patient has a
significantly abnormal baseline EKG which would
make interpretation of a standard exercise test (without
imaging) inaccurate.

The patient has abnormal or non-diagnostic standard
exercise test and stress echocardiography is being
performed to evaluate stress induced cardiac
abnormality.

The patient has symptoms which require further
investigation by stress testing and the patient ison a
medication (such as digoxin) which would interfere
with the interpretation of a standard exercise test.

The patient has a cardiac condition, such as mitra valve
prolapse or other anatomic abnormality of the heart,
which would interfere with the interpretation of a
standard exercise stress test.

The patient has confirmed coronary artery disease or
congestive heart failure and stress echocardiography is
necessary to evaluate the extent or significance of
disease.

CPT/HCPCS Section & Benefit Category

Medicine/Cardiovascul ar

Type of Bill Code

Hospital — 12x, 13x, 14x
Skilled Nursing Facility — 21x, 22x, 23x
Rural Health Clinic — 71x

Revenue Code

480 Cardiology, General Classification

CPT/HCPCS Codes

93350

Echocardiography, transthoracic, real-time with
image documentation (2D), with or without M-
mode recording, during rest and cardiovascular
stress test using treadmill, bicycle exercise and/
or pharmacologically induced stress, with
interpretation and report

Not Otherwise Classified Codes (NOC)

N/A

ICD-9-CM Codes that Support Medical

Necessity

4111 Intermediate coronary syndrome

411.81 Acute coronary occlusion without
myocardial infarction

411.89 Other acute and subacute forms of
ischemic heart disease

412 Old myocardial infarction

413.0 Angina decubitus

4131 Prinzmetal angina

4139 Other and unspecified angina pectoris

414.00-414.03  Coronary atherosclerosis

414.10 Aneurysm of heart (wall)

41411 Aneurysm of coronary vessels

414.19 Other aneurysm of heart

414.8 Other specified forms of chronic ischemic
heart disease

414.9 Chronic ischemic heart disease,
unspecified
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93350: Stress Echocardiography (continued)

424.0 Mitral valve disorders
426.2 Left bundle branch hemiblock
426.3 Other left bundle branch block
426.4 Right bundle branch block
426.50 Bundle branch block, unspecified
426.51 Right bundle branch block and left
posterior fascicular block
426.52 Right bundle branch block and left
anterior fascicular block
426.53 Other bilateral bundle branch block
426.54 Trifascicular block
426.6 Other heart block
426.7 Anomalous atrioventricular excitation
427.31 Atridl fibrillation
428.0 Congestive heart failure
428.1 Left heart failure
428.9 Heart failure, unspecified
440.21-440.24  Atherosclerosis of the extremities with
intermittent claudication, rest pain,
ulceration or gangrene
794.31 Abnormal electrocardiogram [ECG]
[EKG]
960.7 Poisoning by antineoplastic antibiotics
995.2 Unspecified adverse effect of drug,
medicinal and biological substance
E942.0 Agents primarily affecting the
cardiovascular system, cardiac rhythm
regulators
E942.1 Agents primarily affecting the
cardiovascular system, cardiotonic
glycosides and drugs of similar action
V67.00 Follow-up examination following surgery,
unspecified
V67.09 Follow-up examination following other
surgery
V67.51 Follow-up examination following
treatment with high-risk medication, not
elsewhere classified
V67.59 Follow-up examination following other
treatment
Diagnoses that Support Medical Necessity
N/A
ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A
Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

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-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.
Noncovered Diagnosis
N/A

Coding Guidelines
N/A

Documentation Requirements

Medical record documentation maintained by the
ordering/referring physician must clearly indicate the
medical necessity of echocardiography studies covered by
the Medicare program. Also, the results of
echocardiography studies covered by the Medicare program
must be included in the patient’s medical record. This
information is normally found in the office/progress notes,
hospital notes, and/or test results.

If the provider of echocardiography studiesis other
than the ordering/referring physician, the provider of the
service must maintain hard copy documentation of test
results and interpretation, along with copies of the ordering/
referring physician’s order for the studies.

Utilization Guidelines
N/A

Other Comments
N/A

Sources of Information and Basis for Decision
N/A

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Florida Cardiol ogy
Society.

Start Date of Comment Period

N/A
End Date of Comment Period

N/A
Start Date of Notice Period

11/01/2001
Revision History
Revision Number: 2
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001

1% Qtr 2002 Bulletin

Revised Effective Date: 10/01/2001
Explanation of Revision: Annual ICD-9-CM Update
Revision Number: 1

Start Date of Comment Period N/A

Start Date of Notice Period 10/01/2000

Oct/Nov 2000 Bulletin
Revised Effective Date: 10/01/2000
Explanation of Revision: Annual ICD-9-CM Update
Revision Number: Origina
Start Date of Comment Period 12/07/98
Start Date of Notice Period 03/18/99

Origina Effective Date: 05/27/99 «
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94010: Spirometry

Revision Overview: The diagnosis range 516.0-516.9 has been added to the “ ICD-9-CM Codes that Support Medical
Necessity” section. The “ Utilization Guidelines’ section of the policy has been revised.

Policy Number
94010

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Spirometry

AMA CPT Copyright Statement

CPT codes, descriptions, and other data only are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Hospital Manual, Section 443

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
01/21/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

Spirometry, a component of pulmonary function tests
(PFTs) consists of the performance of a set of maneuversto
detect and quantitate disorders of pulmonary ventilation and
gas exchange. PFTsare interpreted with respect to
predicted values for normal individuals. Predicted values
are based on standard linear regression equations that use
age, height, and weight in cal culating normal values.
Typically, apercent of predicted greater than 80% is
considered to be within normal limits. However, a change
from a patient’s base-line value is more likely to indicate
pulmonary injury than is the traditional comparison of
values measured in the patient with reference values
obtained from population studies.

Spirometry involves the use of an instrument, a
spirometer, to measure and record the changes in the gas
volume in the lungs with time and thus ventilatory capacity
and flow rate. The commonly obtained lung volumes and

capacities as seen on a spirogram are: tidal volume,
inspiratory reserve volume, expiratory reserve volume,
residual volume, inspiratory capacity, and vital capacity.

Indications and Limitations of Coverage and/
or Medical Necessity

PFTs are performed to detect abnormalitiesin
respiratory function and to determine the extent of any
pulmonary abnormalities. Florida Medicare will consider
PFTsto be medically necessary for the following
conditions:

*  Preoperative evaluation of the lungs and pulmonary
reserve when:

- thoracic surgery will result in loss of functional
pulmonary tissue (i.e., lobectomy); or

- patients are undergoing major thoracic and/or
abdominal surgery and the physician has some reason to
believe the patient may have a pre-existing pulmonary
limitation (e.g., long history of smoking); or

- the patient’s pulmonary function is already severely
compromised by other diseases such as chronic
obstructive pulmonary disease (COPD).

« Initial diagnostic workup for the purpose of
differentiating between obstructive and restrictive
forms of chronic pulmonary disease. Obstructive
defects (e.g., emphysema, bronchitis, asthma) occur
when ventilation is disturbed by an increase in airway
resistance. Expirationis primarily affected. Restrictive
defects (e.g., pulmonary fibrosis, tumors, chest wall
trauma) occur when ventilation is disturbed by a
limitation in chest expansion. Inspiration is primarily
affected.

e Toassesstheindications for and effect of therapy in
diseases such as sarcoidosis, diffuse lupus
erythematosus, and diffuse interstitial fibrosis
syndrome.

*  Evaluate patient’ s response to a newly established
bronchodilator anti-inflammatory therapy.

e Tomonitor the course of asthma and the patient’s
response to therapy (i.e., especialy to confirm home
peak expiratory flow measurements).

«  Evaluate patients who continue to exhibit increasing
shortness of breath (SOB) after initiation of
bronchodilator anti-inflammatory therapy.

e Initial evaluation for a patient that presents with new
onset (within 1 month) of one or more of the following
symptoms. shortness of breath, cough, dyspnea,
wheezing, orthopnea, or chest pain.

« Initial diagnostic workup for a patient whose physical
exam revealed one of the following: overinflation,
expiratory slowing, cyanosis, chest deformity,
wheezing, or unexplained crackles.

« Initial diagnostic workup for a patient with chronic
cough. It isnot expected that a patient would have a
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94010: Spirometry (continued)

repeat spirometry without new symptomatology.

» Re-evauation of a patient with or without underlying
lung disease who presents with increasing SOB (from
previous evaluation) or worsening cough and related
qualifying factors such as abnormal breath sounds or
decreasing endurance to perform activities of daily
living.

» To establish baseline values for patients being treated
with pulmonary toxic regimens (e.g., Amiodarone).

»  To monitor patients being treated with pulmonary toxic
regimens when any new respiratory symptoms (e.g.,
exertional dyspnea, nonproductive cough, pleuritic
chest pain) may suggest the possibility of pulmonary
toxicity.

It is expected that procedure code 94070 will only be
performed to make an initial diagnosis of asthma.

Also, it is expected that procedure code 94060 be
utilized during theinitial diagnostic evaluation of a patient.
Once it has been determined that a patient is sensitive to
bronchodilators, repeat bronchospasm evaluation is usually
not medically necessary, unless one of the following
circumstances exist: (1) apatient is exhibiting an acute
exacerbation and a bronchospasm evaluation is being
performed to determine if the patient will respond to
bronchodilators; (2) theinitial bronchospasm evaluation
was negative for bronchodilator sensitivity and the patient
presents with new symptoms which suggest the patient has a
disease process which may respond to bronchodilators; or
(3) theinitial bronchospasm evaluation was not diagnostic
due to lack of patient effort. Repeat spirometries performed
to evaluate patients’ response to newly established
treatments, monitor the course of asthma/COPD, or evaluate
patients continuing with symptomatology after initiation of
treatment should be billed with procedure code 94010.

In addition, it is not expected that a pul se oximetry
(procedure code 94760 or 94761) for oxygen saturation
would routinely be performed with a spirometry. Pulse
oximetry is considered medically necessary when the
patient has a condition resulting in hypoxemiaand thereisa
need to assess the status of a chronic respiratory condition,
supplemental oxygen and/or a therapeutic regimen (e.g.,
acute symptoms).

Usually during an initial evaluation, there is no reason
to obtain a spirometry after the administration of
bronchodilators in patients who have normal spirometry,
normal flow volume loop and normal airway resistance
unless there is reason to believe (e.g., symptoms, exam) that
a patient has underlying lung disease.

Theresidual volume (RV) cannot be measured by
spirometry because thisincludes air that cannot be expelled
from the lungs, and, therefore is determined by subtracting
the expiratory reserve volume (ERV) from the functional
residual capacity (FRC). The FRC cannot be measured by
simple spirometry either, therefore, procedure code 94240
will be performed when the RV and FRC need to be
determined.

The Maximum Voluntary Ventilation (MVV;
procedure code 94200) is a determination of the liters of air
that a person can breathe per minute by a maximum
voluntary effort. Thistest measures several physiologic

phenomena occurring at the sametime. The results and
success of thistest are effort dependent, therefore routine
performance of this test is not recommended, except in
cases such as: pre-operative evaluation, neuromuscul ar
weakness, upper airway obstruction, or suspicion of Chest
Bellows disease.

The Respiratory Flow Volume Loop (procedure code
94375) is used to evaluate the dynamics of both large and
medium size airways. Thistest is more useful than the
conventional spirogram. The procedure is the same for
spirometry except for the addition of a maximal forced
inspiration at the end of the force expiratory measures.

CPT/HCPCS Section & Benefit Category
M edicine/Pulmonary

Type of Bill Code
Hospital — 12x, 13x, 14x
Skilled Nursing Facility — 21x, 22x, 23x
Rural Health Clinic — 71x
Comprehensive Outpatient Rehabilitation Facility — 75x

Revenue Codes
460 Pulmonary Function, General Classification
469 Other Pulmonary Function

CPT/HCPCS Codes

94010 Spirometry, including graphic record, total and
timed vital capacity, expiratory flow rate
measurement(s), with or without maximal
voluntary ventilation

Bronchospasm evaluation: spirometry asin
94010, before and after bronchodilator (aerosol
or parenteral)

Prolonged postexposure evaluation of
bronchospasm with multiple spirometric
determinations after antigen, cold air,
methacholine or other chemical agent, with
subsequent spirometrics

Vital capacity, total (separate procedure)
Maximum breathing capacity, maximal
voluntary ventilation

Determination of resistance to airflow,
oscillatory or plethysmographic methods
94375 Respiratory flow volume loop

Not Otherwise Classified Codes (NOC)
N/A

ICD-9-CM Codes that Support Medical

94060

94070

94150
94200

94360

Necessity

135 Sarcoidosis

162.0-162.9 Malignant neoplasm of trachea, bronchus,
and lung

197.0 Secondary malignant neoplasm of lung

197.3 Secondary malignant neoplasm of other
respiratory organs

212.2 Benign neoplasm of trachea

212.3 Benign neoplasm of bronchus and lung

231.2 Carcinomain situ of bronchus and lung

415.0 Acute cor pulmonae

415.11-415.19  Pulmonary embolism and infarction

446.20 Hypersensitivity angiitis, unspecified

466.0-466.19  Acute bronchitis and bronchiolitis
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94010: Spirometry (continued)

486
490

491.0-491.9
492.0-492.8
493.00-493.92
494.0-494.1
495.0-495.9
496

508.0-508.9

515
516.0-516.9

517.1-517.8

518.0-518.89
519.1

519.4
519.8

780.51

780.53

780.57
786.02-786.09
786.2

786.3

793.1

799.1

E942.9

E945.8

V72.82

Pneumonia, organism unspecified
Bronchitis, not specified as acute or
chronic

Chronic bronchitis

Emphysema

Asthma

Bronchiectasis

Extrinsic alergic alveolitis

Chronic airway obstruction, not elsewhere
classified

Respiratory conditions due to other and
unspecified external agents
Postinflammatory pulmonary fibrosis
Other alveolar and parietoal veolar
pneumonopathy

Lung involvement in conditions classified
elsewhere

Other diseases of lung

Other diseases of trachea and bronchus,
not elsewhere classified

Disorders of diaphragm

Other diseases of respiratory system, not
elsewhere classified

Insomniawith sleep apnea
Hypersomnia with sleep apnea

Other and unspecified sleep apnea
Dyspnea and respiratory abnormalities
Cough

Hemoptysis

Nonspecific abnormal findings on
radiological and other examination of
lung field

Respiratory arrest

Other and unspecified agents primarily
affecting the cardiovascular system
Other and unspecified respiratory drugs
primarily acting on the smooth and
skeletal muscles and respiratory system
Pre-operative respiratory examination

Diagnoses that Support Medical Necessity

N/A

ICD-9-CM Codes that DO NOT Support Medical

Necessity
N/A

Diagnoses that DO NOT Support Medical

Necessity
N/A

Reasons for Denials

Spirometry will not be covered by Florida Medicare if
performed on a routine or screening basis in the absence of
respiratory disease or abnormal signs or symptoms.

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-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

When multiple spirometric determinations are
necessary (e.g., CPT code 94070) to complete the service
described in the CPT code, only one unit of service should
be billed.

Effective January 1, 1997, procedure code 94150 is
non-reportable for Medicare purposes.

CPT code 94150, in accordance with OP PPS
implementation, is packaged. Separate reimbursement will
not be made.

Documentation Requirements

Medical record documentation must indicate the
medical necessity for performing the test. In addition,
documentation that the service was performed including the
results of the Spirometry should be available. This
information is normally found in the office notes, progress
notes, history and physical, and/or hard copy of the test
results.

If the provider of the service is other than the ordering/
referring physician, the provider of the service 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.

Utilization Guidelines

It is expected that these services are performed as
indicated by current medical literature and/or standards of
practice. Services performed in excess of established
utilization parameters may be reviewed for medical
necessity.

Other Comments

TermsDefined:

Tidal Volume (TV or V. ) —volume of air inspired or
expired with each normal breath (about 500 ml).
Inspiratory Reserve Volume (IRV) — the maximum volume
of air inspired after the end of anormal tidal inspiration
(approx 3000 ml).

Expiratory Reserve Volume (ERV) — the largest volume of
air that can be exhaled following normal resting inspiration
(about 1100 — 1500 ml).

Residual Volume (RV) — the volume of air remaining in the
lungs after maximum expiration (approx 1200 - 1500 ml).
Inspiratory Capacity (IC) —the amount of air that can be
inspired during amaximal inspiratory effort that starts at the
normal resting expiratory level (the sum of IRV and TV;
about 2500 - 3600 ml).

Vital Capacity (VC) — the maximum volume of air expired
from the maximum inspiratory level (the sum of TV, IRV,
and ERV; approx 3000 - 5000 ml).

Total Lung Capacity (TLC) — the volume of air in the lungs
after maximum inspiration (the sum of RV + TV + ERV +
IRV; about 4000 - 6000 ml).

Forced Vital Capacity (FVC), Forced Expiratory
Volume (FEV) and timed volumes (FEV, FEV,,, FEV ) are
airway flow rates that provide information about the
severity of airway obstruction in terms of air trapping and
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94010: Spirometry (continued)

serve as an index of dynamic function. These flow rates are
determined by a spirometer.

Asthmais a chronic inflammatory disorder of the
airways in which many cells play arole, in particular mast
cells, eosinophils, and T lymphocytes. In susceptible
individual s this inflammation causes recurrent episodes of
wheezing, breathlessness, chest tightness, and cough
particularly at night and/or in the early morning. These
symptoms are usually associated with widespread but
variable airflow limitation that is at |east partly reversible
either spontaneously or with treatment. The inflammation
also causes an associated increase in airway responsiveness
to avariety of stimuli.

Sources of Information and Basis for Decision

1998 Physician Desk Reference

Bates, D. (1989). Respiratory Function in Disease (3rd ed.).
Philadelphia: W.B. Saunders Company.

Baum, G., and Wolinsky, E., (Eds.). (1994). Textbook of
Pulmonary Diseases (5th ed.). Boston: Little, Brown and
Company.

Crapo, R. (1994). Pulmonary-Function Testing, Current
Concepts. The New England Journal of Medicine.
331(1), 25-30.

Fishman, A., (1988). Pulmonary Disease and Disorders
(2nd ed.). New Y ork: McGraw-Hill Book Company.

Fischbach, F., (1996). A Manual of Laboratory and
Diagnostic Tests (5th ed.). Philadelphia: J.B. Lippincott
Company.

George, R. Light, R., Matthay, M. and Matthay, R., (Eds.).,
(1990). Chest Medicine: Essentials of Pulmonary and
Critical Care Medicine (2nd ed.) Baltimore: Williams
and Wilkins.

Guenter, C., and Welch, M. (Eds.)., (1982). Pulmonary
Medicine (2nd ed.). Philadelphia: J.B. Lippincott
Company.

National Heart, Lung and Blood Institute. (1995). Global
Initiative for Asthma. Publication No. 95-3659.

Nursing 98 Drug Handbook. (1998). Springhouse:
Springhouse Corporation.

Pagana, K., and Pagana, J. (1995)., Mosby' s Diagnostic and
Laboratory Test Reference (2nd ed.). St. Louis: Mosby.

Tilkian, S., Conover, and Tilkian, A., (1987). Clinical
Implications of Laboratory Tests (4th ed.). St. Louis:
C.V. Mosby Company.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision restswith the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Pulmonary Society.

Start Date of Comment Period
N/A

End Date of Comment Period

N/A
Start Date of Notice Period

11/01/2001
Revision History
Revision Number 6
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001

1% Qtr 2002 Bulletin

Revised Effective Date 10/01/2001

Explanation of Revision: Addition of diagnosis range
516.0-516.9

Revision Number 5
Start Date of Comment Period N/A

Start Date of Notice Period 05/01/2001
3 Qtr 2001 Bulletin
Revised Effective Date 08/08/2000

Explanation of Revision: Revision was made to correct
Revenue Code 461 to 469.

Revision Number 4
Start Date of Comment Period: N/A

Start Date of Notice Period: 10/01/2000
Oct/Nov 2000 Bulletin
Original Effective Date 10/01/2000

Explanation of Revision: Annual ICD-9-CM Update

Revision Number 3
Start Date of Comment Period N/A

Start Date of Notice Period 08/01/2000
Aug/Sept 2000 Bulletin
Revised Effective Date 08/01/2000

Explanation of Revision: Outpatient PPS implementation

Revision Number 2
Start Date of Comment Period N/A

Start Date of Notice Period 06/01/2000
June/July 2000 Bulletin
Revised Effective Date 05/11/2000

Explanation of Revision: Procedure code 94150 is
considered a non-reportable code for Medicare
purposes,; therefore, a statement was added to the
Coding Guidelines section of the palicy.

Start Date of Comment Period N/A

Start Date of Notice Period 01/21/99
Original Effective Date 01/21/99
Revision Date/Number 01/01/99

Explanation of Revision: HCPCS change occurred prior to
implementation

Start Date of Comment Period
Start Date of Notice Period
Original Effective Date

07/17/98
12/07/98
01/21/99 «
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94240: Functional Residual Capacity or Residual Volume

Revision Overview: The diagnosis range 516.0-516.9 has been added to the “ ICD-9-CM Codes that Support Medical
Necessity” section. The “ Utilization Guidelines’ section of the policy has been revised.

Policy Number
94240

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Functional Residual Capacity or Residual Volume

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
N/A

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
01/21/1999

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

LMRP Description

The functional residual capacity (FRC) and residual
volume (RV) are pulmonary tests that cannot be measured
directly using spirometry because these volumes and
capacitiesinclude air that cannot be expelled from the
lungs. However, a change from a patient’s base-line value
ismore likely to indicate pulmonary injury than isthe
traditional comparison of values measured in the patient
with reference values obtained from population studies.

Indications and Limitations of Coverage and/
or Medical Necessity

Pulmonary function tests (PFTSs) are performed to
detect abnormalities in respiratory function and to
determine the extent of any pulmonary abnormalities. The
PFT will be considered medically necessary by Florida
Medicare for the following conditions:

Preoperative evaluation of the lungs and pulmonary
reserve when:
- thoracic surgery will result in loss of functional
pulmonary tissue (e.g., lobectomy); or
- patients are undergoing major thoracic and/or
abdominal surgery and the physician has some reason to
believe the patient may have a pre-existing pulmonary
limitation (e.g., long history of smoking); or
- the patient’s pulmonary function is already severely
compromised by other diseases such as chronic
obstructive pulmonary disease (COPD).
Initial diagnostic workup for the purpose of
differentiating between obstructive and restrictive
forms of chronic pulmonary disease. Obstructive
defects (e.g., emphysema, bronchitis, asthma) occur
when ventilation is disturbed by an increase in airway
resistance. Expirationis primarily affected. Restrictive
defects (e.g., pulmonary fibrosis, tumors, chest wall
trauma) occur when ventilation is disturbed by a
limitation in chest expansion. Inspiration is primarily
affected.
To assess the indications for and effect of therapy in
sarcoidosis, diffuse lupus erythematosus, and diffuse
interstitial fibrosis syndrome.
Evaluate patient’ s response to a newly established
bronchodilator anti-inflammatory therapy.
To monitor the course of asthmaand the patient’s
response to therapy (especially to confirm home peak
expiratory flow measurements).
Evaluate patients who continue to exhibit increasing
shortness of breath (SOB) after initiation of
bronchodilator anti-inflammatory therapy.
Initial evaluation for a patient that presents with new
onset (within 1 month) of one or more of the following
symptoms: shortness of breath, cough, dyspnea,
wheezing, orthopnea, or chest pain.
Initial diagnostic workup for a patient whose physical
exam revealed one of the following: overinflation,
expiratory slowing, cyanosis, chest deformity,
wheezing, or unexplained crackles.
Re-evaluation of a patient with or without underlying
lung disease that presents with increasing SOB (from
previous evaluation) and related qualifying factors such
as abnormal breath sounds or decreasing endurance to
perform activities of daily living.
Initial diagnostic workup for a patient with chronic
cough. It isnot expected that a patient would have a
repeat spirometry without new symptomol ogy.
To establish baseline values for patients being treated
with pulmonary toxic regimens (e.g., Amiodarone).
To monitor patients being treated with pulmonary toxic
regimens when any new respiratory symptoms (e.g.,
exertional dyspnea, nonproductive cough, pleuriter
chest pain) may suggest the possibility of pulmonary
toxicity.
The FRC is most frequently measured by one of the

four different methods:
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

94240: Functional Residual Capacity or Residual Volume (continued)

Closed circuit helium equilibration,
Open circuit nitrogen washout,
Whole body plethysmograph, or
Radiologic techniques.

The residual volume can be determined by subtracting
the expiratory reserve volume (obtained during simple
spirometry) from the FRC.

CPT/HCPCS Section & Benefit Category
M edicine/Pulmonary

Type of Bill Code
Hospital — 12x, 13x, 14x
Skilled Nursing Facility — 21x, 22x, 23x
Rural Health Clinic — 71x
Comprehensive Outpatient Rehabilitation Facility — 75x

Revenue Codes
46x Pulmonary Function

CPT/HCPCS Codes

94240

Functional residual capacity or residua volume:

helium method, nitrogen open circuit method, or
other method

Not Otherwise Classified Codes (NOC)

N/A

ICD-9-CM Codes that Support Medical

Necessity
135
162.0-162.9

197.0
197.3

212.2

212.3

231.2

415.0
415.11-415.19
446.20
466.0-466.19
486

490

491.0-491.9
492.0-492.8
493.00-493.92
494.0-494.1
495,0-495.9
496

508.0-508.9

515
516.0-516.9

517.1-517.8

518.0-518.89
510.1

519.4

Sarcoidosis

Malignant neoplasm of trachea, bronchus,
and lung

Secondary malignant neoplasm of lung
Secondary malignant neoplasm of other
respiratory organs

Benign neoplasm of trachea

Benign neoplasm of bronchus and lung
Carcinomain situ of bronchus and lung
Acute cor pulmonae

Pulmonary embolism and infarction
Hypersensitivity angiitis, unspecified
Acute bronchitis and bronchiolitis
Pneumonia, organism unspecified
Bronchitis, not specified as acute or
chronic

Chronic bronchitis

Emphysema

Asthma

Bronchiectasis

Extrinsic alergic alveolitis

Chronic airway obstruction, not elsewhere
classified

Respiratory conditions due to other and
unspecified external agents
Postinflammatory pulmonary fibrosis
Other alveolar and parietoal veolar
pneumonopathy

Lung involvement in conditions classified
elsewhere

Other diseases of lung

Other diseases of trachea and bronchus,
not elsewhere classified

Disorders of diaphragm

519.8 Other diseases of respiratory system, not
elsewhere classified

780.51 Insomnia with sleep apnea

780.53 Hypersomnia with sleep apnea

780.57 Other and unspecified sleep apnea

786.02-786.09 Dyspnea and respiratory abnormalities

786.2 Cough

786.3 Hemoptysis

793.1 Nonspecific abnormal findings on
radiological and other examination of
lung field

799.1 Respiratory arrest

E942.9 Other and unspecified agents primarily
affecting the cardiovascular system

E945.8 Other and unspecified respiratory drugs
primarily acting on the smooth and
skeletal muscles and respiratory system

V72.82 Pre-operative respiratory examination

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A

Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

Spirometry will not be covered by Florida Medicare if
performed on aroutine or screening basis in the absence of
respiratory disease or abnormal signs or symptoms.

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-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis
N/A

Coding Guidelines
N/A

Documentation Requirements

Medical record documentation must indicate the
medical necessity for performing the test. In addition,
documentation that the service was performed including the
results of the Spirometry should be available. This
information is normally found in the office notes, progress
notes, history and physical, and/or hard copy of the test
results.

If the provider of the service is other than the ordering/
referring physician, the provider of the service 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.
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94240: Functional Residual Capacity or Residual Volume (continued)

Utilization Guidelines

It is expected that these services are performed as
indicated by current medical literature and/or standards of
practice. Services performed in excess of established
utilization parameters may be reviewed for medical
necessity.

Other Comments
N/A

Sources of Information and Basis for Decision

Bates, D. (1989). Respiratory Function in Disease (3rd ed.).
Philadelphia: W.B. Saunders Company.

Baum, G., and Wolinsky, E., (Eds.). (1994). Textbook of
Pulmonary Diseases (5th ed.). Boston: Little, Brown and
Company.

Crapo, R. (1994). Pulmonary-Function Testing, Current
Concepts. The New England Journal of Medicine.
331(1), 25-30.

Fishman, A., (1988). Pulmonary Disease and Disorders
(2nd ed.). New Y ork: McGraw-Hill Book Company.

Fischbach, F., (1996). A Manual of Laboratory and
Diagnostic Tests (5th ed.). Philadelphia: J.B. Lippincott
Company

George, R. Light, R., Matthay, M. and Matthay, R., (Eds.).,
(1990). Chest Medicine: Essentials of Pulmonary and
Critical Care Medicine (2nd ed.) Baltimore: Williams
and Wilkins.

Guenter, C., and Welch, M. (Eds.)., (1982). Pulmonary
Medicine (2nd ed.). Philadelphia: J.B. Lippincott
Company.

National Heart, Lung and Blood Institute. (1995). Global
Initiative for Asthma. Publication No. 95-3659.

Nursing 98 Drug Handbook. (1998). Springhouse:
Springhouse Corporation.

Pagana, K., and Pagana, J. (1995)., Mosby' s Diagnostic and
Laboratory Test Reference (2nd ed.). St. Louis: Mosby.

Tilkian, S., Conover, and Tilkian, A., (1987). Clinical
Implications of Laboratory Tests (4th ed.). St. Louis:
C.V. Mosby Company.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision restswith the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Pulmonary Society.

Start Date of Comment Period

N/A
End Date of Comment Period
N/A
Start Date of Notice Period
11/01/2001
Revision History
Revision Number 4
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date 10/01/2001

Explanation of Revision: Addition of diagnosis range
516.0-516.9

Revision Number 3
Start Date of Comment Period N/A

Start Date of Notice Period 10/01/2000
Revised Effective Date 10/01/2000
Explanation of Revision: Annual ICD-9-CM Update
Revision Number 2

Start Date of Comment Period N/A

Start Date of Notice Period 02/25/2000
Special Issue 2000
Bulletin
Revised Effective Date 08/01/2000
Explanation of Revision: Outpatient PPS Implementation
Revision Number 1
Start Date of Comment Period
Start Date of Notice Period
Revised Effective Date 01/01/1999
Explanation of Revision: 1999 HCPCS
Revision Number Origina
Start Date of Comment Period: 07/17/1998
Start Date of Notice Period: 12/07/1998 G-354

Original Effective Date 01/21/1999 «
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95115: Allergen Immunotherapy

Revision Overview: Diagnosis code 995.0 has been added to the “ ICD-9-CM Codes that Support Medical Necessity” section
for procedure codes 95115 and 95117. The “ Indications and Limitations of Coverage and/or Medical Necessity” section of
the policy has been revised.

Policy Number adequately, or avoidance of the relevant allergen (e.g., dust
95115 mites, pollen, mold) isimpractical.

Contractor Name Indications and Limitations of Coverage and/
First Coast Service Options, Inc. or Medical Necessity

Florida Medicare will provide coverage for allergen

Contractor Number immunotherapy for patients with allergic rhinitis, alergic

090 conjunctivitis, asthma, or a previous anaphylactic reaction
Contractor Type to a stinging/biting insect or other arthropod when all four
Intermediary of the following criteria are met:
LMRP Title (1) the patient must have significant exposure to an
Allergen Immunotherapy allergen; —
) (2) the patient must have demonstrated a significant level
CPT codes, descriptions, and other data only are (3) the pattern of symptoms must conform to the pattern of
copyright 2000 A_mer_| can Medical Asso_clatlon (or such exposure; and
Other date of publlcatlon of CPT) All nghts Reserved. (4) Other means Of Conwvative therapy (| ncl uding
Applicable FARS/DFARS Clauses Apply. avoidance) have failed to control the symptoms, or
CMS National Coverage Policy avoidance of t_he_ rdevant antigen (e.g., dust mites,
Medicare Hospital Manual, Section 442 pollen, mold) isimpractical.
Primary Geographic Jurisdiction Generally, the course of allergen immunotherapy, if
=) ori{ia grap successful, should be continued until the patient has been
_ o symptom-free or has had substantially reduced symptoms
Secondary Geographic Jurisdiction for 1 to 2 years and in most cases from 3to 5 years. If no
N/A response has occurred after 1 year at maintenance dose, the
; patient’ s sensitivities should be reviewed. All patients on
CMi Ri%?] IIC\)/n immunotherapy should be encouraged to maintain
9 _ environmental control and may have to use concomitant
CMS Consortium medication, such as antihistamines.
Southern CPT/HCPCS Section & Benefit Category
Original Policy Effective Date Medicine/Allergy and Clinical Immunology
11/15/2000 Type of Bill Code
Original Policy Ending Date Hospital — 13x
N/A Revenue Code
Revision Effective Date 924 Allergy Test
10/01/2001 CPT/HCPCS Codes
Revision Ending Date 95115  Professiona servicesfor allergen
10/30/2001 immunotherapy not including provision of
§ o allergenic extracts; singleinjection
LMRP Description 95117 two or more injections

Allergen immunotherapy (desensitization), also 05165
referred to as specific immunotherapy, is the subcutaneous
introduction of increasing doses of alergensto which the
patient is sensitive. Allergen immunotherapy is antigen-
specific; thus the sensitivity of the patient must be known

Professional services for the supervision and
provision of antigens for alergen
immunotherapy; single or multiple antigens
(specify number of doses)

before formulating extracts for therapy. The antigenic Not Otherwise Classified Codes (NOC)
cross-reactivity of extracts should be known by the N/A
physician to optimize use of the minimum number of ICD-9-CM Codes that Support Medical

separate extracts given per singleinjection. In thisway, the

maximum amount of protein antigen can be given. Necessity : : -

This therapy is generally reserved for patients with 372.05 Ac#te a;opu_: C;TJ unctivitis
significant relapsing, subacute to chronic symptoms, where %3 34 gfl e?rg?c rr(r)l?rI:l:U . deLg'focggljllé?]Ct'V't' S
the symptoms are likely caused by allergic pathology, and 477.8 Allergic rhinitis due to other alergen

in situations where other means of conservative therapy

(including avoidance) have failed to control the symptoms 493.00-493.02  Extrinsic asthma (allergic asthma)
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95115: Allergen Immunotherapy (continued)

493.90-493.92  Asthma, unspecified (allergic bronchial
asthma)

989.5 Toxic effect of other substances, venom
(not applicable to procedure code 95165)
995.0 Other anaphylactic shock (not applicable

to procedure code 95165)

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical
Necessity
N/A

Diagnoses that DO NOT Support Medical
Necessity
N/A

Reasons for Denials

Allergen immunctherapy 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-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

Y ou may choose to use HCPCS code 95115 to report
all allergy therapies provided during a visit, without regard
to the type or number of antigens, or you may report each of
the HCPCS codes in this policy separately.

A dose of code 95165 is defined as one cc aliquot from
asingle multidose vial.

Documentation Requirements

Medical record documentation maintained by the
treating physician must clearly document the medical
necessity to initiate allergen immunotherapy and the
continued need thereof. The documentation should include:

* A history and physical that documents the following: a
complete alergic history and physical examination;
correlation of symptoms; occurrence of symptoms,
exposure profile; documentation of allergic
sensitization by accepted means and where attempts at
avoidance have proven unsuccessful (or the
impracticality of avoidance exists); and a copy of the
sensitivity results.

*  Progress notes that document physician management
during the course of the allergic disease, anticipated
length of treatment, and explanation of any deviations
from normal treatment frequency.

Utilization Guidelines
N/A

Other Comments

Terms Defined:

Allergen — any substance that indicates a state of, or brings
on manifestations of, alergy.

Allergy — an altered reaction of body tissues to a specific
substance (allergen) which in nonsensitive persons will, in
similar amounts, produce no effect.

Asthma — areversible obstructive lung disorder
characterized by increased responsiveness of the airways.
Immunotherapy — the production or enhancement of
immunity.

Rhinitis— inflammation of the nasal mucosa.

Sources of Information and Basis for Decision

American Medical Association. (1996). Allergy
immunotherapy update. cpt Assistant, (6)5, 1-2 and 11.

American Medical Association. (2000). Allergy
immunotherapy — Provision of antigens. cpt Assistant,
10(4), 4.

Middleton, Jr., E., Reed, C., Ellis, E.F., Adkinson, Jr., N.F.,
Yunginger, JW., & Busse, W.W. (Eds.). (1998).
Allergy principlesand practice. (Vol I1). St. Louis:
Mosby.

Theodoropoulos, D.S. & Lockey, R.F. (2000). Allergen
immunotherapy: Guidelines, update, and
recommendations of the World Health Organization.
Allergy Asthma Praoc. 2000, 21(3), 159-166.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from numerous societies.

Start Date of Comment Period

N/A
End Date of Comment Period
N/A
Start Date of Notice Period
11/01/2001
Revision History
Revision Number: 2
Start Date of Comment Period N/A
Start Date of Notice Period 11/01/2001
1st Qtr 2002 Bulletin
Revised Effective Date: 10/01/2001

Explanation of Revision: The addition of ICD-9-CM code
995.0 (other anaphylactic shock) to the policy.

Revision Number: 1

Start Date of Comment Period N/A
Start Date of Notice Period 02/01/2001

2" Qtr 2001 Bulletin
Revised Effective Date: 01/01/2001
Explanation of Revision: Annual 2001 HCPCS Update
Revision Number: Origina
Start Date of Comment Period 06/01/2000
Start Date of Notice Period 10/01/2000

Oct/Nov 2000 Bulletin

Origina Effective Date: 11/15/2000 «
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J0150: Adenosine (Adenocard®, Adenoscan®)

Policy Number e Asan adjunct to noninvasive testing in conjunction
Jo150 with myocardial perfusion scans to produce
pharmacologic stress in those patients who are unable
Cont_ractor Nam_e . to exercise adequately (i.e., theinability to obtain 75-
First Coast Service Options, Inc. 100% of their age-predicted heart rate through
Contractor Number exercise). Examples of patients that may be unable to
090 exercise include, but are not limited to the following:
patients with muscul oskel etal abnormalities, severe
peripheral vascular disease, patients receiving

Contractor Type

Intermediary medications such as beta blockers and calcium channel
LMRP Title blockers that decrease heart rate, etc. The infusion rate

Adenosine (Adenocard®, Adenoscan®) for Agclanc;?j' neis bazedd onthe pati;al?t? weight and is

. typically administered at 140 mcg/kg/min over 6
AMA CPT Copyright Statement minutes (total dose of 0.84 mg/kg).

CPT codes, descriptions, and other data only are «  Toconvert apatient with PSVT, including PSVT
copyright 2000 A_mer_l can Medical Asso_uanon (or such associated with W-P-W syndrome to normal sinus
other_ date of publication of CPT). All Rights Reserved. rhythm. Normally, an initial dose of 6 mg as a rapid
Applicable FARS/DFARS Clauses Apply. intravenous bolus (over a1 to 2 second period) is
CMS National Coverage Policy administered. If the first dose does not eliminate the

Hospital Manual, Section 443 supraventricular tachycardiawithin 1 to 20 minutes,

Intermediary Manual, Section 3631 then a12 mg rapid 1V bolusis administered and can be

. . L followed by a second dose. Doses > 12 mg are not
Primary Geographic Jurisdiction recommended.

Florida «  Tobriefly cause AV block to identify atrial fibrillation
Secondary Geographic Jurisdiction or atrial flutter waves when the patient presents with

N/A rapid atria tachycardia. Normally, an initial dose of 6

) mg rapid 1V bolusis given with the dose doubled

CMS Region within 2 minutes if no response.

Region IV + Asatria dosein stable patients with wide-complex

; tachycardia based on advanced cardiac life support
CMgoﬁt?];iortl um (ACLS) protocol. Normally the trial dose includes a
bolus of 6 mg, followed either with another 6 mg dose

Original Policy Effective Date or 12 mg dose.

01/01/2002 » Asadiagnostic and/or therapeutic agent for patients

P ; : undergoing electrophysiology studies. The
O”?\:/rja\al Policy Ending Date administration of Adenosineisgiven asabolus.
e Measurement of fractional flow reserve (FFR) during

Revision Effective Date cardiac catheterization to assess ischemic potential of a

N/A moderately stenosed (50-80%) coronary artery. A FFR

- ; index of 0.75 or lessis considered a functionally
Revlll%\on Ending Date ischemic lesion. The administration of adenosineis

either given intravenously and/or intracoronary. Itis
LMRP Description expected that the FFR obtained is used in the clinical

Adenosineis anaturally occurring nucleoside that is decision making of future treatments (e.g.,

not chemically related to other antiarrhythmic agents. revascularization).

Adenosine slows conduction time through the AV node, can
interrupt the re-entry pathways through the AV node and
can restore normal sinus rhythm in patients with paroxysmal
supraventricular tachycardia (PSVT), including PSVT
associated with Wolff-Parkinson-White (W-P-W)
syndrome. Adenosineis also used asadiagnostic aid in
noninvasive testing in conjunction with myocardial
perfusion scans for patients with suspected or known
coronary artery disease.

Adenosineis contraindicated in patients with second-
or third-degree AV block or sick sinus syndrome (except in
patients with afunctional artificial pacemaker); atrial flutter
(except asindicated above), atrial fibrillation (except as
indicated above), ventricular tachycardia (except as
indicated above), suspected bronchoconstrictive or
bronchospastic lung disease (e.g., asthma), and
hypersensitivity to adenosine.

Note: The myocardial perfusion imaging test must meet the

Indications and Limitations of Coverage and/ medical necessity requirements as identified in the

or Medical Necessity _ . local medical review policy “Myocardial Perfusion
Florida Medicare will consider Adenosine medically Imaging” (78460). Please refer to this policy for the

reasonable and necessary when performed for the following coverage indications.

indications:
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J0150: Adenosine (Adenocard®, Adenoscan®) (continued)
CPT/HCPCS Section & Benefit Category
Drugs Requiring Other Than Oral Method

Type of Bill Code
Hospital — 12x, 13X, 14x

Revenue Codes
636 Drugs Requiring Detailed Coding

CPT/HCPCS Codes

V67.51 Follow-up examination following
completed treatment with high-risk
medication, not elsewhere classified

V67.59 Follow-up examination following other

treatment

Diagnosis that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support Medical

J0150 Injection, adenosine, 6 mg (not to be used to Necessity
report any adenosine phosphate compounds; N/A
instead use A9270
_ . ) Diagnosis that DO NOT Support Medical
Not Otherwise Classified Codes (NOC) Necessity
N/A N/A
ICD-9-CM Codes that Support Medical Reasons for Denial
Necessity o _ When performed for indications other than those listed
4110 Postmyocardial infarction syndrome in the “Indications and Limitations of Coverage and/or
4111 Intermediate coronary syndrome Medical Necessity” section of this policy.
411.81 Acute coronary occlusion without Noncovered ICD-9-CM Code(s)
myocardial infarction -
411.89 Ot>;1er acute and subacute forms of Any diagnosis codes not listed in the “ICD-9-CM
ischemic heart disease Codes That Support Medical Necessity” section of this
412 Old myocardial infarction policy.
414.00-414.05 Coronary atherosclerosis N/A
414.10-414.19  Aneurysm of heart ] S
414.8 Other specified forms of chronic ischemic Coding Guidelines
heart disease Based on the outpatient prospective payment system,
414.9 Chronic ischemic heart disease, HCPCS code J0151 isnot valid. Therefore, type of bills
unspecified 12x, 13x, and 14x must bill J0150 with the number of units
424.0 Mitral valve disorders adjusted to reflect the dosage administered. J0150 is paid
426.2 L eft bundle branch hemiblock viaan APC rate.
426.3 O_ther left bundle branch block Documentation Requirements
4264 Right bundle branch block Medical record documentation must support the
426.50-426.54 Bundlg branch block, other and medical necessity for the use of Adenosine. If the
unspecified Adenosineis used as a pharmacologic stress agent, then the
426.6 Other heart bl O.Ck . - documentation must support the medical condition that
426.7 Anomalous atnoventrl(_:ular exatation prohibits the patient from exercising adequately. For all
421.0 Paroxysmal supraventricular tachycardia indications, the documentation must indicate the strength
427.2 Paroxysmal tachycardia, unspecified and amount of Adenosine administered to the patient. This
222'81428 9 ﬁgellratl ff;ﬁr&lrfnon information is usually found in the office/progress notes,
440.21-440.24  Atherosclerosis of native arteries of the history and physical, and/or procedure report.
extremities Utilization Guidelines
785.0 Tachycardia, unspecified N/A
794.31 Abnormal electrocardiogram [ECG] Other Comments
960.7 [F>I<E)||<s§r]1| ng by antineoplastic antibiotics Terms defined .
995'2 Unspecified adverse effect of drug Fracnongl flqw reserve — maximum bl qoc_i flow to the _
: medicinal and biological Sub tance myocardium in the presence of a stenosis in the supplying
£9420 Agents primarily affecting the coronary artery dl\(Ide by thetheo_rencal normal maximum
' cardiovascular system, cardiac rhythm flow_lnthe same distri butl(_)n. Themdex_repr@entsthe
requlators ' frac_t|on of thg normal maximal myo<_:ard|al flow that can be
E942.1 Agents primarily affecting the achieved despite the coronary stenosis.
cardiovascular system, cardiotonic Sources of Information and Basis for Decision
glycosides and drugs of similar action Atkins, D., Dorian, P., Gonzalez, E., Gorgels, A.,
V67.00 Follow-up examination following surgery, Kudenchuk, P., Lurie, K., Morley, P., Robertson, C.,
unspecified Samson, R., Silka, M., & Singh, B. (2001). Treatment of
V67.09 Follow-up examination following other
surgery
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J0150: Adenosine (Adenocard®, Adenoscan®) (continued)

tachyarrhythmias. [On-line]. Available: http:// Fijls, N., Bruyne, B., Pedls, K., Van Der Voort, P., Bonnier,

home.mdconsult.com. Supported use of adenosine for H., Bartunek, J., & Koolen, J. (1996). Measurement of

PSVT and atria tachycardia. fractional flow reserve to assess the functional severity of
Facts and Comparisons. (2000, January). Adenosine. Drugs coronary-artery stenosis. New England Journal of

Facts and Comparisons, 436-437, 1987-1988. Supported Medicine, 334(26), 1703-1708. Supported indication for

labeled indications for Adenosine. FFR during cardiac cath.

Fearon, W., Takagi, A., Jeremias, A., Yeung, A., Joye, J.,
Cohen, D., Chou, T., Kern, M., & Yock, P. (2000). Use
of fractional myocardial flow reserve to assess the
functional significance of intermediate coronary
stenoses. The American Journal of Cardiology, 86,

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was

3 - developed in cooperation with advisory groups, which
ggf?g%;bﬂg%)rted predictive accuracy and incl uc_les representatives frqm the Florida Chapter of the
Fulton, S., & Jackimczyk, K. (2000). Pharmacologic American College of Cardiology.
advances in emergency medicine. [On-ling]. Available: Start Date of Comment Period
http://home.mdconsult.com. Supported adenosine for 02/28/2001

SVT and to differentiate between SVT and atrid

tachycardiac (afib/flutter). End Date of Comment Period

Herbert, M., & Votey, S. (1997). Adenosinein wide- 04/14/2001
complex tachycardia. [On-ling]. Available: http:/ Start Date of Notice Period
home.mdconsult.com. Supported use of adenosine for 11/01/2001
wide-complex tachycardiac as part of ACLS protocol. .. .

Jeremias, A., Whitbourn, A., Filardo, S., Fitzgerald, P., Revision History .
Cohen, D., Tuzcu, E., Anderson, W., Abizaid, A., Mintz, Revision Number _ Original
G. Yeung, A., Kern, M., & Yock, P. (2000). Adequacy ~ Start Date of Comment Period:  02/28/2001
of intracoronary versus intravenous adenosine-induced Start Date of Notice Period: 11/01/2001 ,
maximal coronary hyperemia for fractional flow reserve » , 1st Qtr 2002 Bulletin
measurements. [On-ling]. Available: http:// Original Effective Date 01/01/2002 <
home.mdconsult.com. Discussed the use of both IV and
IC adenosine.
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J7190: Hemophilia Clotting Factors

Revision Overview: Diagnoses 286.5 and 286.7 have been added to the “ ICD-9-CM Codes that Support Medical Necessity”

section.
Policy Number
J7190

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Hemophilia Clotting Factors

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Coverage Issues Manual, Section 45-24
Program Memorandum AB-99-75 (Change request 913)
Hospital Manual, Section 230
Intermediary Manual, Sections 3112 and 3610
Skilled Nursing Facility Manual, Section 260

Primary Geographic Jurisdiction
Florida

Secondary Geographic Jurisdiction
N/A

CMS Region
Region IV

CMS Consortium
Southern

Original Policy Effective Date
07/17/2000

Original Policy Ending Date
N/A

Revision Effective Date
10/01/2001

Revision Ending Date
09/30/2001

(defined as having from 5% to 40% of normal coagulation
factor activity) experience complications only after having
undergone surgery or experiencing amajor physicial
trauma. Those with moderate hemophilia (from 1% to 5%
of coagulation factor activity) experience some spontaneous
hemorrhage but normally exhibit bleeding provoked by
trauma. Those with severe hemophilia (less than 1% of
coagulation factor activity) exhibit spontanous hemarthrosis
and bleeding. Treatment for these patients is dependent on
the severity of the disease and may include the
administration of blood clotting factors such as Factor V111,
Factor I X, Factor VIlaand Anti-inhibitors to control the
bleeding.

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare provides coverage of self-administered blood
clotting factors for hemophilia patients who are competent
to use such factors to control bleeding without medical
supervision. Medicare covers blood clotting factors for the
following conditions:

e Factor VIII deficiency (classic hemaophilia, hemophilia A)

e Factor IX deficiency (hemophilia B, Christmas disease,
plasma thromboplastin component)

« von Willebrand' s disease.

Anti-inhibitor coagulant complex (AICC) isadrug
used to treat hemophiliain patients with factor Vi1
inhibitor antibodies. AICC has been shown to be safe and
effective and is covered by Medicare when furnished to
patients with hemophilia A and inhibitor antibodies to factor
V111 who have major bleeding episodes and who fail to
respond to other less expensive therapies.

CPT/HCPCS Section & Benefit Category
Miscellaneous Drugs and Solutions

Type of Bill Code
Hospital — 11x, 13x
Skilled Nursing Facility — 21x, 22x
Rural Health Clinic — 71x

Revenue Code
636 Drugs requiring detailed coding

CPT/HCPCS Codes

LMRP Description J7190 Factor VII1 (antihemophilic factor, human) per I.U.
Hemophiliais a hereditary blood disease characterized Jr191 Factor VIII (anti-hemophilic factor [porcing]),
by greatly prolonged coagulation time. The blood failsto per 1.U.
clot and abnormal bleeding occurs. It isasex-linked Jr192 Factor VIII (antihemophilic factor, recombinant)
hereditary trait transmitted by normal heterozygous females per 1.U.
who carry the recessive gene. It occurs almost exclusively J7194 Factor IX complex, per 1U
inmales. For purposes of Medicare coverage, hemophilia Jr198 Anti-inhibitor, per i.u.
encompasses Factor V111 deficiency (classic hemophilia, Jr199 Hemophilia clotting factor, not otherwise
hemophilia A), Factor 1X deficiency (hemophilia B, classified
Christmas disease, plasma thromboplastin component), and Q0160  Factor IX (antihemophilic factor, purified, non-
von Willebrand’ s disease. Approximately 80% of those recombinant) per |.U.
with hemophilia have type A and both are associated with Q0161  Factor IX (antihemophilic factor, recombinant)
recurrent, spontaneous, and traumatic hemarthrosis. per 1.U.
The frequency and severity of hemorrhagic events Q0187  Factor Vlla(coagulation factor, recombinant)
induced by hemophilia are related to the amount of per 1.2 mg
coagulation factor in the blood. Those with mild hemophilia ~ Q2022  von Willebrand factor complex, human, per [U
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J7190: Hemophilia Clotting Factors (continued)

Not Otherwise Classified Codes (NOC)
N/A

ICD-9-CM-CM Codes that Support

Medical Necessity

286.0 Congenital factor V111 disorder

286.1 Congenital factor 1X disorder

286.2 Congenital factor X1 deficiency

286.3 Congenital deficiency of other clotting
factors

286.4 von Willebrand' s disease

286.5 Hemorrhagic disorder due to circulating
anticoagulants

286.7 Acquired coagulation factor deficiency

Diagnoses that Support Medical Necessity

N/A

ICD-9-CM Codes that DO NOT Support
Medical Necessity

N/A
Diagnoses that DO NOT Support Medical
Necessity

N/A
Reasons for Denials

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-CM Codes

Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this
policy.

Noncovered Diagnosis

N/A
Coding Guidelines

Additional payment can be received for the blood
clotting factors identified in the Intermediary Manual that
are administered to hemophiliainpatients. The add-on
payment is cal culated based on the pharmaceutical average
wholesale price.

One hundred international units of any of the clotting
factors equals one unit (excluding code Q0187).

If the number of unitsis between even hundreds, round
to the nearest hundred. Thus, units of 1 to 49 are rounded
down to the prior 100 and units of 50 to 99 are rounded up
to the next 100 (e.g., 1,249 units are entered on the bill as
12 units; 1,250 units are entered as 13 units).

Reimbursement is based upon the least expensive
medically necessary blood clotting factors. The blood
clotting factors are available both in a heat treated variety
and a non-heat treated variety. The Food and Drug
Administration has determined that both varieties are safe
and effective. Therefore, unless the prescription specifically
callsfor the heat treated variety (HCPCS code J7190 for
Factor VII1I), reimbursement is based on the less expensive,
non-heat treated variety (HCPCS code J7191 for Factor
VII).

J7199 is non-covered for dates of service on or after
August 1, 2000 in accordance with OP PPS implementation.

Documentation Requirements
Medical record documentation maintained in the
patient’s file must document the condition for which the

blood clotting factor is being given. In addition, the name
of the factor and the dosage required and/or given must be
included in the records. Thisinformation is normally found
in the office/progress notes, pharmacy forms, hospital
records, and/or treatment notes.

Utilization Guidelines

N/A
Other Comments
Termsdefined:
Hemophilia A (classic hemophilia, VIII deficiency) —isthe
most common severe bleeding hereditary disorder and is
due to deficiency of the coagulation factor VIII. Itis
classified as severeif the factor VIII:C levels are less than
1%, moderate if levels are 1-5%, and mild if levels are
greater than 5%. Approximately one in 10,000 males are
affected. The most common sites of bleeding areinto joints
(knees, ankles, elbows), into muscles, and from the
gastrointestinal tract.
Hemophilia B (Christmas disease, factor I X hemophilia) —
isa hereditary bleeding disorder due to deficiency of
coagulation factor IX. Factor IX deficiency is one-seventh
as common as factor VIII deficiency but is otherwise
clinically and genetically identical. Factor IX deficiency
occurs in onein 100,000 male births.
Von Willebrand' s disease — is the most common congenital
disorder of hemostasis. It isagroup of disorders
characterized by deficient or defective von Willebrand
factor, aprotein that mediates platelet adhesion. The
subtypes of von Willebrand’s disease are: typel, typella,
type I11, and pseudo-von Willebrand's. This disorder
affects both men and women, is usually mild, with most
bleeding being mucosal (epistaxis, gingival bleeding,
menorrhagia).

Sources of Information and Basis for Decision

Sources of information may be found online under
“Medical Palicies’ inthe Part A section on our provider
Web site — www.floridamedicar e.com.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with advisory groups, which
includes representatives from the Florida Chapter of the
American Society of Hematology.

Start Date of Comment Period
N/A

End Date of Comment Period
N/A

Start Date of Notice Period
11/01/2001

Revision History

Revision Number: 3

Start Date of Comment Period N/A

Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date: 10/012001

Explanation of Revision: Based on change request 1695
(transmittal A-01-89, dated 08/01/01), diagnoses 286.5
and 286.7 were added to the policy.

First Quarter 2002

The Florida Medicare A Bulletin 69



LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

J9999: Antineoplastic Drugs

Revision Overview: Coverage for Rituximab —J9310 and Vinorelbine — J9390 have been added to the policy. HCPCS code
for denileukin diffitox, (Ontak(J) has been changed from J9999 to J9160/C1084, effective January 1, 2002. Effective
October 23, 2001, additional ICD-9CM diagnosis codes are added to various antineoplastic drugs.

Number
Jo999

Contractor Name
First Coast Service Options, Inc.

Contractor Number
090

Contractor Type
Intermediary

LMRP Title
Antineoplastic Drugs

AMA CPT Copyright Statement

CPT codes, descriptions, and other dataonly are
copyright 2000 American Medical Association (or such
other date of publication of CPT). All Rights Reserved.
Applicable FARS/DFARS Clauses Apply.

CMS National Coverage Policy
Medicare Hospital Manual, Section 442.7
Medicare Intermediary Manual, Sections 3101.3,
3112.4, 3627.9, and 3627.10

Primary Geographic Jurisdiction

Florida
Secondary Geographic Jurisdiction

N/A
CMS Region

Region IV
CMS Consortium

Southern
Original Policy Effective Date

11/02/1997
Original Policy Ending Date

N/A
Revision Effective Date

01/01/2002
Revision Ending Date

12/31/2001
LMRP Description

According to Medicare guidelines, certain medical
services which are deemed reasonable and necessary for the
diagnosis or treatment of illness or injury or to improve the
functioning of a malformed body member are covered
services. The Food and Drug Administrtion (FDA)
approval is often one of the main criteria of Medicare’s
coverage guidelines for drugs and biologicals. However, in
the case of chemotherapeutic agents, FDA approval does
not always keep pace with clinically indicated efficacy.
Therefore, the need exists to address off-label chemotherapy
drug uses which have been validated by clinical trials.

The purpose of this policy isto establish the FDA
approved indications of antineoplastic drugs and to indicate
the circumstances under which Medicare will consider off-
label uses for chemotherapy drugs to be medically
reasonable and necessary, and to specify those drugs and
their FDA approved and off-label uses as they become

available. This policy does not restrict what providers can
provide nor what beneficiaries receive. It smply defines
what can be covered by Medicare in order to avoid or
reduce denials for unapproved treatment.

Indications and Limitations of Coverage and/

or Medical Necessity

For off-label use:

Effective January 1, 1994, unlabeled uses of FDA
approved drugs and hiologicals used singly or in an anti-
cancer regimen for amedically accepted indication are
evauated under the conditions described in the following
paragraphs. A regimen is acombination of anti-cancer
agents which have been clinically recognized for the
treatment of a specific type of cancer. An example of a
drug regimen is. Cyclophosphamide + Vincristine +
Prednisone (CPV) for non-Hodgkin's lymphoma. There
may be different regimens or combinations which are used
at different phases of the cancer’s history (induction,
prophylaxis of CNS involvement, post remission, and
relapsed or refractory disease). A protocol may specify the
combination of drugs, doses, and schedules for
administration of the drugs. For purposes of this provision,
a cancer treatment regimen includes drugs used to treat
toxicities or side effects of the treatment regimen when the
drugs are administered incident to a chemotherapy
treatment.

To evaluate the off-label uses of chemotherapeutic
agents for coverage, the uses must not be listed as “ not
indicated” by CMS, the FDA, or the compendia.
Justification for approval of off-label uses must be based
upon data from clinical trials in which there was a defined
combination and dosage schedule, an appropriate study
design, an adequate number of trial subjects, and evidence
of significant increase in survival rate or life expectancy or
an objective and significant decrease in tumor size or
reduction in tumor-related symptoms. (Stabilization isnot
considered a response to therapy.) The unlabeled uses of a
chemotherapy drug must be supported by one of the
following:

e Thecompendia. (If an unlabeled use does not appear in
the compendia or islisted there as insufficient data or
investigational, the compendiawill be contacted to
determine whether areport is forthcoming. If areport
is forthcoming, the information in that report will be
used as a basis for decision making. The compendium
process for making decisions regarding unlabeled uses
is very thorough and continually updated).

e Phaselll clinical trials.

e Clinical research that appearsin peer reviewed medical
literature. Thisincludes scientific, medical, and
pharmaceutical publicationsin which original
manuscripts are published, only after having been
critically reviewed for scientific accuracy, validity, and
reliability by unbiased independent experts. This does
not include in-house publications of pharmaceutical
manufacturing companies or abstracts (including
meeting abstracts).
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J9999: Antineoplastic Drugs (continued)

Use peer-reviewed medical literature appearing in the

following publications:

American Journal of Medicine

Annals of Internal Medicine

The Journal of the American Medical Association
Journal of Clinical Oncology

Blood

Journal of the National Cancer Institute

The New England Journal of Medicine

British Journal of Cancer

British Journal of Hematology

British Medical Journal

Cancer

Drugs

European Journal of Cancer (formerly the European
Journal of Cancer and Clinical Oncology);

e Lancet; or

* Leukemia

The carrier is not required to maintain copies of these
publications. Physicians seeking to establish Medicare
coverage for specific off-label uses of chemotherapeutic
drugs must submit documentation from any of the above
publications supporting the efficacy of each of the off-label
uses to the Medicare Medical Policy and Procedures
Department.

Following are chemotherapy drugs and their FDA
approved and off-label uses for which Florida Medicare
considers coverage to be medically reasonable and
necessary:

Doxorubicin HCL 10mg (Adriamycin PFS; Adriamycin
RDF; Rubex) —J9000

Doxorubicin is an anthracycline glycoside; it is
classified as an antibiotic but is not used as an antimicrobial
agent. It selectively kills malignant cells and produces
tumor regression in avariety of human neoplasms.

Doxorubicin may be administered intravenoudly, intra-
arterially, and as atopical bladder instillation

Doxorubicin is FDA approved for treatment of the
following medical conditions:

Acute lymphocytic (lymphoblastic) leukemia, acute
nonlymphocytic (myeloblastic) leukemia, bladder
carcinoma, breast carcinoma, gastric carcinoma, small cell
lung carcinoma, epithelial ovarian carcinoma, thyroid
carcinoma, neuroblastoma, Wilm's tumor, Hodgkin's
lymphoma, non-Hodgkin’s lymphoma, soft tissue sarcoma,
osteosarcoma and AIDS related Kaposi’ s sarcoma.

Florida Medicare will cover Doxorubicin for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:

* Cervical carcinoma
Endometrial carcinoma

Head and neck carcinoma
Non-small cell lung carcinoma

Gestational trophoblastic tumors
Retinoblastoma

Esophageal carcinoma
Adrenocortical carcinoma
Vaginal carcinoma

Testicular carcinoma

Doxorubicin, Liposomal (Doxil) —J9001
Doxorubicin is an anthracycline cytotoxic antibiotic.

Liposomal Doxorubicin is Doxorubicin excapsulated in

long-circulating liposomes. Liposomes are microscopic

vesicles composed of a phospholipid bilayer that are
capable of encapsulating active drugs. Once within the
tumor, the active ingredient Doxorubicin is presumably
available to be released locally as the liposomes degrade
and become permeable in situ.

Liposomal Doxorubicin is FDA approved for the
following medical conditions:

e AIDSrelated Kaposi's sarcoma disease that has
progressed in spite of prior combination chemotherapy
or patients who are intolerant of such therapy.

e Metastatic carcinoma of the ovary that is refractory to
treatment.

Florida Medicare will cover Liposomal Doxorubicin for
its FDA approved uses, as well as for the treatment of the
off-labeled indication, breast carcinoma.

Aldedeukin (Proleukin®, interleukin-2, recombinant,
and rlL-2) —J9015

Aldesleukinis classified as abiological response
modifier. It increases cellular immunity and inhibits tumor
growth. Because of its potential life-threatening toxicities,
it is recommended that this medication be given only after
careful consideration of the risks and benefits.

Aldesleukinis FDA approved for treatment of renal
carcinoma and metastatic melanoma.

Florida Medicare will cover Aldesleukin for its FDA
approved uses, as well as for the off-labeled indication,
chronic myelogenous leukemia.

Carboplatin (Paraplatin®, Paraplatin-AQ®) — J9045

Carboplatin resembles an alkylating agent. Although
the exact mechanism of action is unknown, it is thought to
be similar to that of the bifunctional alkylating agents, that
is, possible cross-linking and interference with the function
of DNA.

Carboplatin is FDA approved for the treatment of
ovarian carcinoma, when refractive to standard
chemotherapy that did or did not include Cisplatin and for
theinitial treatment of advanced ovarian carcinomain
combination with other approved chemotherapeutic agents.

Florida Medicare will cover Carboplatin for its FDA
approved uses, aswell as for the treatment of the following
off-labeled indications:

e Bladder carcinoma

*  Pancreatic carcinoma e Primary brain tumors

*  Prostatic carcinoma e Breast carcinoma

e Ovarian germ cell tumors e Endometrial carcinoma

* Ewing'ssarcoma *  Head & neck carcinoma

*  Multiple myeloma e Small cell and non-small cell lung carcinoma
e Chronic lymphocytic leukemia *  Malignant melanoma

*  Primary hepatocellular carcinoma * Neuroblastoma

*  Hepatoblastoma *  Retinoblastoma

e Thymoma e Tedticular carcinoma
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J9999: Antineoplastic Drugs (continued)

Wilms' tumor

Esophageal carcinoma

Cervica carcinoma

Cancer of unknown primary site (CUPs)

Fallopian and peritoneal carcinomas of ovarian origin
when used in combination with Paclitaxel

Denileukin diftitox (Ontak®) — J9160/C1084

Denileukin diftitox isafusion protein designed to direct
the cytocidal action of diphtheriatoxin to cellswhich
express the IL-2 receptor.

Ontak isindicated for the treatment of patients with
persistent or recurrent cutaneous T-cell lymphoma (CTCL)
whose malignant cells express the CD25 component of the
IL-2 receptor.

The safety and efficacy of Ontak inpatients with CTCL
whose malignant cells do not express the CD25 component
of the IL-2 receptor have not been examined.

Docetaxel (Taxotere®) —J9170

Docetaxel, an antineoplastic agent belonging to the
taxoid family, acts by disrupting cell replication. Itisa
derivative of 10-deacetylbaccatin 111, a compound
extracted from the needles of the European yew tree.
Docetaxel acts by disrupting the microtubular network in
cells, an essential component of vital mitotic and interphase
cellular functions.

Taxotere is FDA approved in the treatment of breast
cancer, as a second-line treatment of AIDS-related Kaposi's
sarcoma, and for the treatment of cisplatin-resistant, non-
small cell lung cancer.

Florida Medicare will cover Taxotere for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:

e Small cell carcinoma of the lung

Head and neck carcinoma

Bladder carcinoma

Ovarian carcinoma

Gastric carcinoma

Melanoma

Prostatic carcinoma

Breast carcinoma, first-line therapy for locally

advanced or metastatic

* Non-small cell lung (NSCLC) carcinoma, first-line

» Esophagea carcinoma

»  Gastric carcinomas, alone or in combination for the
treatment of advanced and/or metastatic esophageal,
gastric, and/or gastroesophageal (GE) junction
carcinomas which includes adenocarcinomas and
squamous cell carcinomas

Etoposide (Etopophos®, Toposar ®, VePesid®, VP-16) —
Jo181 & J9182
Etoposide is a podophyllotoxin which inhibits DNA
synthesis prior to mitosis by blocking topoisomerase 1.
Etoposide is FDA approved for the treatment of
testicular carcinomaand small cell lung carcinoma.
Florida Medicare will cover Etoposide for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:
*  Gastric carcinoma
*  Hepatoblastoma
*  Neuroblastoma

Non-small cell lung carcinoma
Thymoma

Osteosarcoma

Ewing’'s sarcoma

Soft tissue sarcomas
Cutaneous T cell lymphomas
Breast carcinoma

Kaposi’s sarcoma

Endometrial carcinoma
Ovarian carcinoma

Bladder carcinoma

Wilms Tumor

Retinoblastoma

Adrenocortical carcinoma
Acute lymphocytic leukemia
Acute nonlymphocytic leukemia
Chronic myelocytic leukemia
Hodgkin's lymphoma
Non-Hodgkin's lymphoma
Multiple myeloma

Primary brain tumor
Gestational trophoblastic tumor
Cancer of unknown primary site

Fludarabine (Fludar a®) — J9185

Fludarabine phosphate is a nucleotide analog that is
incorporated into DNA and inhibits further DNA synthesis.

Fludarabine is FDA approved for treatment of chronic
lymphocytic leukemia.

Florida Medicare will cover Fludarabine for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:

e Acute Non-Lymphocytic Leukemia
¢ Non-Hodgkin's Lymphoma

Gemcitabine (Gemzar ®) — J9201

Gemcitabine is a deoxycytidine analogue
antimetabolite which is structurally related to cytarabine. In
contrast to cytarabine, it has greater membrane permeability
and enzyme affinity, as well as prolonged intracellular
retention. The compound acts as an inhibitor of DNA
synthesis, and its mechanism of action appears to be cell-
cycle specific.

Gemzar is FDA approved for treatment of patients with
advanced or metastatic adenocarcinoma of the pancreas and
non-small cell lung cancer.

Florida Medicare will cover Gemzar for its FDA
approved uses, aswell as for the treatment of the following
off-labeled indications:

e Breast carcinoma

Ovarian carcinoma

Bladder carcinoma

Transitiona cell carcinoma of kidney and ureter
Relasped Hodgkin's and non-Hodgkin's lymphoma

Irinotecan (Camptosar®) — J9206

Irinotecan, also known as CPT-11, is an analog of
camptothecin, a plant alkaloid. It inhibits the enzyme,
topoisomerase |, which is necessary for DNA replication.

Irinotecan is FDA approved for the treatment of
colorectal carcinoma.

Florida Medicare will cover Irinotecan for its FDA
approved use, aswell asfor the treatment of the following
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J9999: Antineoplastic Drugs (continued)

off-labeled indications:
e Small-cell lung carcinoma
e Cervical carcinoma

Paclitaxel (Taxol®) —J9265

Paclitaxel is an antimicrotubule agent. It interferes with
the normal cellular microtubule function that is required for
interphase and mitosis.

Paclitaxel is FDA approved for treatment of the
following medical conditions:

Breast carcinoma after failure of combination
chemotherapy or at relapse within 6 months of adjuvant
chemotherapy; advanced carcinoma of ovary; as a second-
line treatment for AlDS-associated Kaposi’s sarcoma; and
non-small cell lung carcinomain combination with
Cisplatin as afirst-line treatment for patients who are not
candidates for radiation therapy or potentialy curative surgery.

Florida Medicare will cover Paclitaxel for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:

*  Bladder carcinoma

Cervical carcinoma

Endometrial carcinoma

Esophageal carcinoma

Head & neck carcinoma

Small cell lung carcinoma

Prostatic carcinoma

Gastric carcinoma

Malignant pleural effusion

Cancer of unknown primary site

Fallopian and peritoneal carcinomas of ovarian origin
when used in combination with Carboplatin or Cisplatin
* Tedticular germ cell carcinoma

Mitomycin (M utamycin®, mitomycin-C) — J9280, J9290
& J9291

Mitomycin is classified as an antitumor antibiotic. It
inhibits DNA synthesis by causing cross-linking. It also
inhibits RNA and protein synthesis.

Mitomycin concentrate may be used intravenously or as
atopical bladder instillation.

Mitomycin is FDA approved for treatment of gastric
and pancreatic carcinoma.

Florida Medicare will cover Mitomycin for its FDA
approved uses, aswell asfor the treatment of the following
off-labeled indications:

»  Bladder carcinoma

Cervical carcinoma

Breast carcinoma

Esophageal carcinoma

Head & neck carcinoma

Non-small cell lung carcinoma

Prostatic carcinoma

Gallbladder & biliary carcinoma

Colorectal & anal carcinoma

Chronic myelocytic & myelomonaocytic leukemias

Rituximab (Rituxan ®) —J9310

Rituximab is FDA approved for the treatment of
relapsed or refractory low grade or follicular CD20-positive,
B-cell non-Hodgkin’s lymphoma.

Florida Medicare will consider the use of Rituximab as
medically reasonable and necessary for the FDA approved
uses as well asfor the first-line treatment of the following

off labeled indications:
low grade B-cell non-Hodgkin’s lymphomas (NHL)
e intermediate and high grade NHL when used in
combination with a CHOP (Cyclophosphamide,
Doxorubicin, Vincristine, and Prednisone)
chemotherapy regimen.

Topotecan Hydrochloride (Hycamtin®) — J9350
Topotecan Hydrochloride is a semi-synthetic derivative

of camptothecin and is an anti-tumor drug with

topoi somerase I-inhibitory activity. The cytotoxicity of

topotecan is thought to be due to double strand DNA

damage.

Hycamtin is FDA approved for treatment of metastatic
carcinoma of the ovary and small cell carcinoma of the lung.
Florida Medicare will cover Hycamtin for its FDA
approved use, aswell asfor the treatment of the following

off-labeled indicatons:

¢ Non-small cell carcinoma of the lung
e Myéeodysplastic syndrome

e Chronic myelomonocytic leukemia

Trastuzumab (Her ceptin®) — J9355

Trastuzumab is a monoclona antibody, one of a group
of drugs designed to attack specific cancer cells.
Transtuzumab’s' s targets are cancer cellsthat overexpress
an oncogene called HER2 or HER2/neu, which occursin
high numbers in about 25 to 30 percent of breast cancers.

Herceptin isindicated for the treatment of patients with
metastatic breast cancer whose tumors overexpress HER2
and who have received one or more chemotherapy regimens
for their metastatic disease.

Herceptin, in combination with paclitaxel, is indicated
for treatment of patients with metastatic breast cancer whose
tumors overexpress HER2 and who have not received
chemotherapy for their metastatic disease.

Vinorelbinetartrate (Navelbine®) — J9390

Vinorelbine is FDA approved for use as a single agent
or in combination with Cisplatin for the treatment of
patients with advanced (stage |11 or V) non-small cell lung
carcinoma.

Florida Medicare will consider Vinorelbine medically
reasonable and necessary when provided for its FDA
approved uses, aswell asfor the treatment of the following
off labeled indications:

Cervical carcinoma
e Epithelial ovarian carcinoma
e Metastatic breast carcinomathat did not respond to

standard first-line chemotherapy. It isaso indicated

for patients with metastatic breast cancer who have
relapsed within 6 months of anthracycline-based
adjuvant therapy.

Porfimer (Photofrin®) —J9600

Porfimer is a photosynthesizing agent that in
combination with light, can cause cellular damage and
tumor death. Tumor selectivity occurs as a result of
selective distribution and retention of Porfimer on tumor
tissue, and by selective delivery of light. Illumination of
target tissue with 630 nanometer wavelength laser light
induces a photochemical reaction that activates Porfimer.
Porfimer photodynamic therapy causes the release of
thromboxane A2, which results in vasoconstriction,
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J9999: Antineoplastic Drugs (continued)

activation and aggregation of platelets, and increased
clotting. These factors contribute to ischemic necrosis
which leads to tissue and tumor death.

Porfimer isfor intravenous use. Itissupplied asa 75
mg single dose vial. After reconstitution, 2 mg per kg of
body weight should be administered slowly over threeto
five minutes followed by illumination with laser light and
debridement of the tumor at appropriate and specific
intervals. Photodynamic treatment with Porfimer may be
given for atotal of three courses of therapy, each separated
by at least 30 days.

Porfimer is FDA approved for the palliative treatment
of partial or complete obstruction of the esophagus due to
esophageal cancer in patients who cannot be satisfactorily
treated with Nd:Y AG laser therapy alone.

Porfimer is also FDA approved for patients with non-
small cell lung cancer for whom surgery and radiotherapy
are not indicated.

CPT/HCPCS Section & Benefit Category
Chemotherapy Drugs

Type of Bill Code
Hospital — 13x
Skilled Nursing Facility — 21x, 23x
Rural Health Clinic — 71x

Revenue Codes
636 Drugs Requiring Detailed Coding

CPT/HCPCS Codes

155.0
155.2

157.0-157.9
160.0-160.9

161.0-161.9
162.2-162.9

164.0
170.0-170.9

171.0-171.9

174.0-174.9
175.0-175.9
176.0-176.9
180.0-180.9
182.0

183.0
183.9

184.0

185
186.0-186.9
188.0-188.9
189.0

190.5
193
194.0-194.9

195.0

Jo000 Doxorubicin HCI, 10 mg

Joo01 Doxorubicin hydrochloride, al lipid
formulations, 10 mg

Jo015 Aldesleukin, per single use vial

Jo0o45 Carboplatin, 50mg

Jo160/

C1084  Denileukin diftitox, 300 mcg,

Jo170 Docetaxel, 20 mg

Jo181 Etoposide, 10 mg

Jo182 Etoposide, 100 mg

Jo185 Fludarabine phosphate, 50 mg

Jo201 Gemcitabine HCI, 200 mg

J9206 Irinotecan, 20 mg

J9265 Paclitaxel, 30mg

Jo280 Mitomycin, 5mg

J9290 Mitomycin, 20mg

Jo291 Mitomycin, 40mg

Jo310 Rituximab, 100mg

Jo350 Topotecan, 4 mg

Jo355 Trastuzumab, 10 mg

Jo390 Vinorelbine tartrate, per 10 mg

Jo600 Porfimer sodium, 75 mg

Not Otherwise Classified Codes (NOC)

N/A

ICD-9-CM Codes that Support
Medical Necessity
J9000 — Doxor ubicin HCI

200.00-200.88
201.00-201.98
202.00-202.98

203.00-203.01
204.00-204.01
204.10-204.11
205.00-205.91
206.00-206.01
207.00-207.01
236.1

Malignant neoplasm of liver, primary
Malignant neoplasm of liver, not specified
as primary or secondary

Malignant neoplasm of pancreas
Malignant neoplasm of nasal cavities,
middle ear, and accessory sinuses
Malignant neoplasm of larynx
Malignant neoplasm of lung (non-small/
small cell lung carcinoma)

Malignant neoplasm of thymus
Malignant neoplasm of bone and articular
cartilage

Malignant neoplasm of connective and
other soft tissue

Malignant neoplasm of female breast
Malignant neoplasm of male breast
Kapos’'s sarcoma

Malignant neoplasm of cervix uteri
Malignant neoplasm of corpus uteri,
except isthmus

Malignant neoplasm of ovary

Malignant neoplasm of uterine adnexa,
unspecified

Malignant neoplasm of vagina
Malignant neoplasm of prostate
Malignant neoplasm of testis

Malignant neoplasm of bladder
Malignant neoplasm of kidney, except
pelvis

Malignant neoplasm of retina
(retinoblastoma)

Malignant neoplasm of thyroid gland
Malignant neoplasm of other endocrine
glands and related structures (adrenal
cortex)

Malignant neoplasm of head, face, and neck
Lymphosarcoma and reticulosarcoma
Hodgkin's disease

Other malignant neoplasms of lymphoid
and histiocytic tissue (non-Hodgkin's
lymphoma)

Multiple myeloma

Acute lymphoid leukemia

Chronic lymphoid leukemia

Myeloid leukemia

Acute monocytic leukemia

Acute erythremia and erythroleukemia
Neoplasm of uncertain behavior of
placenta (Gestational trophoblastic tumor)

J9001 — Doxor ubicin, Liposomal (Doxil)

174.0-174.9
175.0-175.9
176.0-176.9
183.0-183.9

Malignant neoplasm of female breast
Malignant neoplasm of male breast
Kaposi’'s sarcoma

Malignant neoplasm of ovary and other
uterine adnexa

J9015 — Aldesleukin (Proleukin®, interleukin-2,

recombinant, and riL-2)

140.0-149.9 Malignant neoplas_mpf lip, oral cavity, 172.0-172.9 Malignant melanoma of skin
and pharynx (carcinoid tumors) 1890 Mali " | f Kid "
150-0-150.9 Malignant neoplasm of esophagus ' o Ignant neoplasm of kidney, excep
151.0-151.9 Malignant neoplasm of stomach pevIS
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189.1

Malignant neoplasm of renal pelvis

205.10-205.11 Chronic myeloid leukemia
J9045 — Carboplatin (Paraplatin®, Paraplatin-AQ®)

140.0-149.9

150.0-150.9
158.8

160.0-160.9

161.0-161.9
162.2-162.9

172.0-172.9
174.0-174.9
175.0-175.9
180.0-180.9
182.0

183.0-183.9
186.0-186.9
188.0-188.9
189.0

190.5

191.0-191.9
194.0-194.9

195.0
199.0-199.1

Malignant neoplasm of lip, oral cavity,
and pharynx

Malignant neoplasm of esophagus
Malignant neoplasm of specified parts of
peritoneum

Malignant neoplasm of nasal cavities,
middle ear, and accessory sinuses
(neuroblastoma)

Malignant neoplasm of larynx
Malignant neoplasm of bronchus and lung
(small cell & non-small cell)

Malignant melanoma of skin

Malignant neoplasm of female breast
Malignant neoplasm of male breast
Malignant neoplasm of cervix uteri
Malignant neoplasm of corpus uteri,
except isthmus

Malignant neoplasm of ovary and other
uterine adnexa

Malignant neoplasm of testis

Malignant neoplasm of bladder
Malignant neoplasm of kidney, except
pelvis (Wilms Tumor)

Malignant neoplasm of retina
(retinoblastoma)

Malignant neoplasm of brain

Malignant neoplasm of other endocrine
glands and related structures
(neuroblastoma)

Malignant neoplasm of head, face, and neck
Malignant neoplasm without specification
of site

J9160/C1084 — Denileukin diftitox (Ontak®)
202.10-202.18 Mycosis fungoides
202.20-202.28  Sezary'sdisease

J9170 — Docetaxel (Taxotere®)

140.0-149.9

150.0-150.9
151.0-151.9
161.0-161.9
162.2-162.9

172.0-172.9
174.0-174.9
175.0-175.9
176.0-176.9
183.0-183.9

185
188.0-188.9
195.0

Malignant neoplasm of lip, oral cavity,
and pharynx

Malignant neoplasm of esophagus
Malignant neoplasm of stomach
Malignant neoplasm of larynx
Malignant neoplasm of lung (non-small/
small cell lung carcinoma)

Malignant melanoma of skin
Malignant neoplasm of female breast
Malignant neoplasm of male breast
Kaposi's sarcoma

Malignant neoplasm of ovary and other
uterine adnexa

Malignant neoplasm of prostate
Malignant neoplasm of bladder
Malignant neoplasm of head and neck

J9o181 & J9182 — Etoposide (Etopophos®, Toposar ®,
VePesid®, VP-16)

151.0-151.9
155.0

Malignant neoplasm of stomach
Malignant neoplasm of liver, primary
(hepatoblastoma)

155.2

160.0-160.9

162.2-162.9

164.0
170.0-170.9

171.0-171.9

173.0-173.9

174.0-174.9
175.0-175.9
176.0-176.9
182.0-182.8
183.0

183.9

186.0-186
188.0-188.9
189.0

190.5

191.0-191.9
194.0-194.9

199.0-199.1

200.00-200.88
201.00-201.98
202.00-202.98

203.00-203.01
204.00-204.01
205.00-205.01
205.10-205.11
206.00-206.01
207.00-207.01
236.1

Malignant neoplasm of liver, not specified
as primary or secondary

Malignant neoplasm of nasal cavities,
middle ear, and accessory sinuses
(neuroblastoma)

Malignant neoplasm of bronchus and lung
(small cell/non-small cell)

Malignant neoplasm of thymus
Malignant neoplasm of bone and articular
cartilage (osteosarcomas and Ewing’s
sarcoma)

Malignant neoplasm of connective and
other soft tissue

Other malignant neoplasm of skin
(Cutaneous T-cell lymphoma)

Malignant neoplasm of female breast
Malignant neoplasm of male breast
Kapos’s sarcoma

Malignant neoplasm of body of uterus
Malignant neoplasm of ovary (germ and
nongerm cell)

Malignant neoplasm of uterine adnexa,
unspecified

Malignant neoplasm of testis

Malignant neoplasm of bladder
Malignant neoplasm of kidney, except
pelvis (Wilms Tumor)

Malignant neoplasm of retina
(retinoblastoma)

Malignant neoplasm of brain

Malignant neoplasm of other endocrine
glands and related structures
(neuroblastoma)

Malignant neoplasm without specification
of site

Lymphosarcoma and reticulosarcoma
Hodgkin's disease

Other malignant neoplasma of lymphoid
and histiocytic tissue (non-Hodgkin's
lymphoma)

Multiple myeloma

Acute lymphoid leukemia

Acute myeloid leukemia

Chronic myeloid leukemia

Acute monocytic leukemia

Acute erythremia and erythroleukemia
Neoplasm of uncertain behavior of
placenta (Gestational trophoblastic tumor)

J9185 — Fludar abine (Fludar a®)

200.00-200.88
202.00-202.98

204.10-204.11
205.00-205.01
206.00-206.01
207.00-207.01

Lymphosarcoma and reticulosarcoma
Other malignant neoplasms of lymphoid
and histiocytic tissue (non-Hodgkin's
lymphoma)

Chronic lymphoid leukemia

Acute myeloid leukemia

Acute monocytic leukemia

Acute erythremia and erythroleukemia

J9201 — Gemcitabine (Gemzar ®)

157.0-157.9
162.2-162.9

Malignant neoplasm of pancreas
Malignant neoplasm of lung (hon small
cell lung carcinoma)
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174.0-174.9 Malignant neoplasm of female breast 185 Malignant neoplasm of prostate

175.0-175.9 Malignant neoplasm of male breast 188.0-188.9 Malignant neoplasm of bladder

183.0-183.9 Malignant neoplasm of ovary and other 195.0 Malignant neoplasm of head, face and
uterine adnexa neck

188.0-188.9 Malignant neoplasm of bladder 205.10-205.11  Chronic myeloid leukemia

189.0-189.2 Malignant neoplasm of kidney, rena

pelvis, and ureter

J9310—Rituximab (Rituximab®)

200.00-200.88  Lymphosarcoma and reticulosarcoma

200.00-200.88  Lymphosarcoma and reticul osarcoma

201.00-201.98  Hodgkin's disesse | 202.00-202.08 gr:ger:i g‘l"z")é%i”ttl ;ej’ep' rﬁgg‘jg I'%‘;‘g;‘grir‘]’a
202.00-202.98 Other_ mal 'gnant neoplasms of lymphoid 202.80-202.88  Other malignant neoplasms of lymphoid
and histiocytic tissue o -
_ and histiocytic tissue, other lymphomas
J9206 — Irinotecan (Camptosar ®) 273.3 Macroglobulinemia (Waldenstrom'’s

153.0-154.8 Malig_nant ne(_)pla_sm of colon, rectum, macroglobulinemia)
162.2-162.9 m?gngtoggg%}’oﬂﬂﬁg%gndl—cdl J9350 — Topotecan H_ydrochloride (Hycamtin®)
: ' lung carcinoma) 162.2-162.9 Malignant neoplasm of lung (non-small/
i d . : small cell lung carcinoma)
180.0-180.9 Malignant neoplasm of cervix uteri 183.0-183.9 Malignant neoplasm of ovary and other
J9265 — Paclitaxel (Taxol®) uterine adnexa
140.0-149.9 Malignant neoplasm of lip, oral cavity, 205.10 Chronic myeloid leukemia without
and pharynx mention of remission
150.0-150.9 Malignant neoplasm of esophagus 205.11 Chronic myeloid leukemiain remission
151.0-151.9 Malignant neoplasm of stomach 238.7 Neoplasm of uncertain behavior of other
158.8 Malignant neoplasm of specified parts of lymphatic and hematopoietic tissues
peritoneum (MDS)
161.0-161.9 Malignant neoplasm of larynx .
162.2-162.9 Malignant neoplasm of bronchus and lung ‘:]ng‘rgi I7Zr9astuzul\r/1l1 alaf)gggnetr ﬁ:gglrg% of female breast
174.0-174.9 mﬂnﬁilﬁﬁéﬁg'oﬁe&ae breast 175.0-1759  Mdlignant neoplasm of male breast
175.0-175.9 Malignant neoplasm of male breast 196.0-196.9 %g?gyomnﬂgﬁoﬁggg malignant
176.0-176.9 Kaposi' s sarcoma .
180.0-180.9 Mal!gnant neoplasm of cervix uteri 197.0-197.8 rSeC(??:tz(a)rry gnaél g?agsttir\lleeoplz;s;gf
182.0-182.8 Mal!gnant neoplasm of body of uterus 198.0 S?(E)on dar))// m align%nt neo?llasm of kidney
183.0-183.9 MaI!gnant neoplasm of ovary and other 198: 1 Secondary malignant neoplasm of other
185 thZInigﬁ:r?tnr?égplasm of prostate urinary organs. ;
186.0-186.9 Malignant neoplasm of testis 198.2 Secondary mal!gnant neoplasm of skin
188.0-188.9 Mal!gnant neoplasm of bladder 198.4 g:cn(;ngcarr])érr\?;ljlsgg/agterr:]eoplasrn of other
195.0 nMez(a:Jllgnant heoplasm of head, face, and 198.5 Secondary malignant neoplasm of bone
1972 Secondary alignant neopizem of plewra 1,6 Scoreiey melignent neoplasm o overy
malignant pleur usion ' :
199.0-199.1 M al_ignant neoplasm without specification 198.7 Sle;::gdary malignant neoplasm of adrendl
of site 198.82 Secondary malignant neoplasm of other

J9280, J9290, & J9291 — Mitomycin (M utamycin®,

mitomycin-C)

specified sites, genital organs

Note: The billing of Herceptin® requires dual diagnoses.

140.0-149.9 g/lngl |§rr]1:rr;/tnr>1(eoplasm of lip, oral cavity, To ensure reimbursement for this service, dual
150.0-150.9 Malignant neoplasm of esophagus diagnoses must be Sme'f{ted' The primary and :
; secondary site of the malignancy must both be billed
151.0-151.9 Malignant neoplasm of stomach to indicate the breast malignancy is metastatic (e
153.0-154.8 Malignant neoplasm of colon, rectum, ICD9 code 174.0 and 19895) cy G-
rectosigmoid juction, and anus ' 7
156.0-156.9 Malignant neoplasm of gallbladder and J9390 — Vinorelbine tartrate (Navelbine®)
extrahepatic bile ducts 162.2-162.9 Malignant neoplasm of lung (non-small
157.0-157.9 Malignant neoplasm of pancreas lung carcinoma)
161.0-161.9 Malignant neoplasm of larynx 174.0-174.9 Malignant neoplasm of female breast
162.2-162.9 Malignant neoplasm of bronchus and lung 175.0-175.9 Malignant neoplasm of male breast
(non-small cell) 180.0-180.9 Malignant neoplasm of cervix uteri
174.0-174.9 Malignant neoplasm of female breast 183.0-183.9 Malignant neoplasm of ovary and other
175.0-175.9 Malignant neoplasm of male breast uterine adnexa
180.0-180.9 Malignant neoplasm of cervix uteri
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J9600 — Porfimer (Photofrin®)

150.0t0 150.9  Malignant neoplasm of esophagus

162.2t0162.9 Malignant neoplasm of bronchus and lung
(non-small cell)

Diagnoses that Support Medical Necessity
N/A

ICD-9-CM Codes that DO NOT Support
Medical Necessity
N/A

Diagnoses that DO NOT Support Medical

Necessity
N/A

Reasons for Denials

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-CM Codes
Any diagnosis codes not listed in the “1CD-9-CM
Codes That Support Medical Necessity” section of this

policy.

Noncovered Diagnosis
N/A

Coding Guidelines

When billing a chemotherapy drug that has a specific
HCPCS code, use the appropriate ICD-9-CM diagnosis
code that indicates the medical condition being treated.

When billing for Trastuzumab 10mg, use HCPCS code
Jo355 and include the name of the drug and the appropriate
|CD-9-CM diagnosis code that indicates the medical
condition being treated. The primary and secondary site of
the malignancy must both be billed to indicate the breast
malignancy is metastatic (e.g., ICD-9-CM code 174.0 and
198.5). Documentation which demonstrates that the
patient’ s tumor overexpresses the HER2 protein or gene
must be maintained in the patient’s medical record.

When billing for Denileukin diftitox, documentation
which demonstrates that the patient’ s malignant cells
express CD25 must be maintained in the patient’ s medical
record.

Hospitals may also use the following alpha-numeric
code (in addition to the drug code):

Q0084 - Chemotherapy administration by infusion
technique only, per visit. (Revenue code 335-
Chemotherapy/1V).

Hospitals should not use HCPCS 96400-96540 to
report chemotherapy, as these are non-reportable HCPCS
codes.

OP PPS implementation has identified J9182, J9290,
J9291, and J9999 as non-covered items and services. For
services provided on or after August 1, 2000, bill Etoposide
under HCPCS code J9181 and adjust the units billed field.
Mitomycin should be billed utilizing HCPCS code J9280
and adjust the units billed field. In addition, Denileukin
diftitox should be billed using C1094.

Documentation Requirements
Medical record documentation maintained by the
ordering/referring physician must substantiate the medical

need for the use of these chemotherapy drugs by clearly
indicating the condition for which these drugs are being
used. This might include the type of cancer, staging, if
applicable, prior therapy and the patient’ s response to that
therapy. This documentation is usually found in the history
and physical or in the office/progress notes.

If the provider of the service is other than the ordering/
referring physician, that provider must maintain copies of
the ordering/referring physician’s order for the
chemotherapy drug. The physician must state the clinical
indication/medical need for using the chemotherapy drug in
the order.

For patients receiving Rituximab, an explanation of
lymphoma type and previous treatment(s) should be
maintained in the patient’s medical record.

Utilization Guidelines
N/A

Other Comments

Terms used to describe low-grade B-cell NHL might
include small lymphocytic, plasmacytoid lymphocytic,
small cleaved, mixed or large cell follicular, nodular or
diffuse mantle cell.

Intermediate and high-grade lymphomas may be
referred to as diffuse large or mixed cell lymphoma.

Sources of Information and Basis for Decision

Sources of information may be found online under
“Medical Palicies’ in the Part A section on our provider
Web site — www.floridamedicar e.com.

Advisory Committee Notes

This policy does not reflect the sole opinion of the
contractor or Contractor Medical Director. Although the
final decision rests with the contractor, this policy was
developed in cooperation with the advisory groups, which
includes representatives from numerous societies.

Start Date of Comment Period

05/18/2001
End Date of Comment Period
07/02/2001
Start Date of Notice Period
11/01/2001
Revision History
Revision Number: 10
Start Date of Comment Period 05/18/2001
Start Date of Notice Period 11/01/2001
1% Qtr 2002 Bulletin
Revised Effective Date:; 01/01/2002

Explanation of Revision: J9310, Rituximab and J9390
Vinorelbine are added to the policy, and the code for
Denileukin diffitox, Ontak(] is changed from J9999 to
J9160/C1084, effective January 1, 2002. Effective
October 23, 2001, additional ICD-9CM codes are
added to various drugs.

Complete history revision may be found online under
“Medical Policies’ in the Part A section on our provider
Web site—www.floridamedicare.com. <
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70450: Computerized Tomography

Scans—Addition to Policy

he local medical review policy for Computerized

Tomography Scans — 70450 was published in the Third
Quarter Medicare A Bulletin (pages 38-41). Sincethat time,
diagnosis code 368.40 for visual field defects has been
expanded to include diagnosis code range 368.40-368.47
for visual field defects. This diagnosis code range has been
added to the “1CD-9-CM Codes that Support Medical
Necessity” section of the policy for coverage with the
following CPT 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
This addition is effective for claims processed on or
after October 22, 2001. «

82310: Total Calcium—Addition to

Policy

he local medical review policy for Total Calcium —

82310 was published in the Second Quarter 2001
Medicare A Bulletin (pages 43-45). Since that time, the
diagnosis range 580.0-588.9 for nephritis, nephritic
syndrome, and nephrosis has since been added to the “ICD-
9-CM Codes that Support Medical Necessity” section of the
policy.

This addition is effective for claims processed on or
after October 23, 2001. <

72192: Computerized Tomography
of the Pelvis—Addition to Policy

he local medical review policy for Computerized

Tomography of the Pelvis— 72192 was published in the
Second Quarter 2001 Medicare A Bulletin (pages 34-37).
Since that time, the following diagnosis codes have been
added to the “1CD-9-CM Codes that Support Medical
Necessity” section of the policy.

625.9 Unspecified symptom associated with genital organs
789.0 Abdominal pain, unspecified site
789.39 Abdominal or pelvic swelling, mass, or lump, other
specified site
This addition is effective for claims processed on or
after October 22, 2001. «

85007: Complete Blood Count—

Revision to Policy

he local medical review policy (LMRP) for Complete

Blood Count — 85007 was published in the Fourth
Quarter 2001 Medicare A Bulletin (pages 38-41). Since
then, the Centers for Medicare & Medicaid Services has
advised the Medicare contractors that “ Contractors may not
install edits that result in the automatic denial of services
based solely on the ICD-9-CM codes for dementia.”
Therefore, ICD-9-CM codes 290.0-290.9, 295.00-295.95,
331.0, and 331.1 have been removed from the “Noncovered
ICD-9-CM Codes’ section of the policy. Thisrevisionis
effective September 1, 2001. «

93501: Cardiac Catheterization—

Addition to Policy

he local medical review policy for Cardiac

Catheterization — 93501 was published in the February/
March 2000 Medicare A Bulletin (pages 26-29). Since that
time, the word “dyspnea’ has been added to the descriptor
for ICD-9-CM diagnosis code 786.05 — Shortness of breath
(dyspnea) in the “1CD-9-CM Codes that Support Medical
Necessity” section of the policy.

This addition is effective for claims processed on or
after October 18, 2001. <

G0030: Positron Emission
Tomography (PET) Scan—Revision
to Policy

he local medical review policy for Positron Emission

Tomography (PET) scan — GO030 was published in the
Fourth Quarter 2001 Medicare A Bulletin (pages 57-64).
Since then, the Centers for Medicare & Medicaid Services
has advised the Medicare contractors that HCPCS code
G0219 (PET Imaging whole body; melanoma for non-
covered indications) is not a covered service. Therefore,
G0219 is deleted from the local medical review policy,
effective for services provided on or after July 1, 2001, «

C1300: Hyperbaric Oxygen (HBO)
Therapy—Clarification Regarding

Physician Supervision

he Medicare contractor has received numerous inquiries

regarding the article published in the Fourth Quarter
2001 Medicare A Bulletin page 86, regarding the physician
supervision requirement for Hyperbaric Oxygen (HBO)
therapy — C1300. The article states “National coverage
policy for HBO therapy no longer requires a physician to be
present during an HBO therapy session.” Thisis not an
accurate statement regarding the national coverage policy
for HBO therapy physician supervision.

The national coverage policy for HBO therapy does not
currently comment on physician supervision for HBO
therapy. Therefore, this contractor has established alocal
coverage decision with regard to the physician supervision
requirement. Florida Medicare has made alocal decision to
deny HBO therapy services performed in the absence of a
physician (HCPCS code G0167 — Hyperbaric oxygen
treatment not requiring physician attendance, per treatment
session).
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2002 ICD-9-CM Part A Local Medical Review Policy Changes

he 2002 updateto the |CD-9-CM diagnosis coding structureiseffective October 1, 2001. Providersarerequiredto use

the 2002-updated | CD-9-CM coding effectivefor all hospital dischargesand outpatient servicesoccurringon or after
October 1, 2001. Duetothedirect relationship between coding and reimbursement, it is particularly important that
providers reimbursed under the prospective payment system (PPS) used the appropriate |CD-9-CM coding. Other providers
that code diagnoses and procedures (non-OPPS providers) are also affected. Inaddition, the new diagnosiscodingisusedin
hospital outpatient billing.

FloridaMedicare hasrevised local medical review policies (LMRPs), for procedure codeswith specific diagnosis
criteriathat are affected by the 2002 | CD-9-CM update. Thefollowingtableliststhe LMRPs affected and the specific
conditionsrevised asaresult of the 2002 |CD-9-CM update:

LMRP Title

Publication Listings

2002 Changes

44388: Colonoscopy

2™ Quarter 2001 Bulletin (page 91)
Oct/Nov 2000 Bulletin (page 18)
Bulletin G-333, 5/19/1998

Change descriptor for 558.1-558.9 to read
Other and unspecified noninfectious
gastroenteritis and colitis; and

Change 564.0 to 564.00-564.09 for
procedure codes 44388-44394, 44397,
45355, 45378-45380, 45382-45385, and
45387

70450: Computerized
Tomography Scans

3" Quarter 2001 Bulletin (page 38)
Aug/Sep 1999 Bulletin (page 15)
Bulletin G-363, 2/8/1999

Bulletin G-354, 12/7/1998

Change 772.1-772.2t0 772.10-772.2 for
procedure codes 70450, 70460, and 70470

70551: Magnetic
Resonance of the Brain

2™ Quarter 2001 Bulletin (page 31)
Bulletin G-354, 12/7/1998

Change 772.1-772.2t0 772.10-772.2 for
procedure codes 70551-70553

71010: Chest X-Ray

1% Quarter 2001 Bulletin (page 19)
Aug/Sep 2000 Bulletin (page 24)
Bulletin G-348, 9/18/1998

Change 793.8 to 793.80-793.89 for
procedure codes 71010, 71015, 71020
71023, 71030, 71034, and 71035

74150: Computerized
Axia Tomography of the
Abdomen

4™ Quarter 2001 Bulletin (page 31)

Change descriptor for 558.1-558.9 to read
Other and unspecified noninfectious
gastroenteritis and colitis; change 256.3 to
256.31-256.39; and change 564.0-564.9 to
564.00-564.9 for procedure codes 74150,
74160, and 74170

76075: Bone Mineral
Density Studies

Bulletin G-360, 1/21/1999

Change 256.3 to 256.31-256.39 for
procedure codes 76075, 76076, 76078,
76977, 78350, and G0130-G0132

76090: Diagnostic
Mammography

3" Quarter 2001 Bulletin (page 42)
Bulletin G-333, 5/29/1998
Bulletin G-317, 1/23/1998

Change 793.8 to 793.80-793.89 for
procedure codes 76090, 76091, G0204-
G0207

78460: Myocardial
Perfusion Imaging

Bulletin G-360, 1/21/1999
Bulletin G-354, 12/7/1998

Change descriptor for 411.81 to read Acute
coronary occlusion without myocardial
infarction for procedure codes 78460, 78461,
78464, 78465, 78478, and 78480

78472 Cardiac Blood Pool
Imaging

Oct/Nov 2000 Bulletin (page 22)
Feb/Mar 2000 Bulletin (page 21)

Change descriptor for 411.81 to read Acute
coronary occlusion without myocardial
infarction for procedure codes 78472, 78473,
78481, 78483, 78494, and 78496

82270: Fecal Occult Blood
Testing

June/July 1999 Bulletin (page 47)
Bulletin G-291, 7/2/97

Change descriptor for 558.1-558.9 to read
Other and unspecified noninfectious
gastroenteritis and colitis; and

Change 564.0-564.9 to 564.00-564.9 for
procedure code 82270

82310: Total Calcium

2" Quarter 2001 Bulletin (page 43)

Change 564.0 to 564.00-564.09 for
procedure code 82310

84436: Thyroid Function
Tests

April/May 2000 Bulletin (page 21)
Feb/Mar 2000 Bulletin (page 20)
2000 HCPCS December 1999
Specia Bulletin (page 29)

Change 564.0 to 564.00-564.09 for
procedure codes 84436, 84437, 84439,
84443, 84479-84482
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20021 CD-9-CM Part A Local Medical Review Policy Changes (continued)

LMRP Title Publication Listings 2002 Changes
93224 Jun/Jul 1999 Bulletin (page 80) Change descriptor for 411.81 to read Acute
Electrocardiographic coronary occlusion without myocardial
Monitoring for 24 hours infarction for procedure codes 93224-93237

(Holter Monitoring)
93303: Transthoracic and 4% Quarter 2001 Bulletin (page49) | Change descriptor for 411.81 to read Acute

Doppler Echocardiography | Jun/Jul 2000 Bulletin (page 32) coronary occlusion without myocardial

and Doppler Color Flow infarction for procedure codes 93307, 93308,

Velocity Mapping 93320, 93321, and 93325

93312: Transesophageal 2" Quarter 2001 Bulletin (page 53) | Change descriptor for 411.81 to read Acute

Echocardigram Bulletin G-367, 3/18/1999 coronary occlusion without myocardial
infarction for procedure codes 93312-93318

93350: Stress Bulletin G-367, 3/18/1999 Change descriptor for 411.81 to read Acute

Echocardiography coronary occlusion without myocardial

infarction for procedure 93350
G0030: Positron Emission | 4™ Quarter 2001 Bulletin (page57) | Change descriptor for 411.81 to read Acute

Tomography (PET) Scan Jun/Jul 1999 Bulletin (page 80) coronary occlusion without myocardial
Bulletin G-348, 9/18/1998 infarction for procedure codes G0030-G0047
G0104: Colorectal 4% Quarter 2001 Bulletin (page 65) | Change descriptor for 558.1-558.9 to read
Screening Bulletin G-367, 3/18/1999 Other and unspecified noninfectious
gastroenteritis and colitis for procedure codes
G0105 and G0120

Thelatest versions of the ICD-9-CM manuals (aswell asavariety of other coding materials) may be obtained from:

HealthCare Consultants of America Medicode Publications St. Anthony’s Publishing
(800) 253-4945 (800) 999-4600 (800) 632-0123

ICD-9-CM and other coding materials may al so be obtained from local medical publishing and consulting firms.
In addition, detailed information regarding the 2002 | CD-9-CM update is available by accessing Florida Medicare Web
site —www.floridamedicare.com. «

Change in Effective Date for Local Medical Review Policies
hefollowing local medical review policieswere published in the 4th
Quarter 2001 Medicare ABulletin (pages23-85).
The publication indicated the effective date for these policies as September 21, 2001, it has been changed to
September 28, 2001.
- Incision and Drainage of Abscess of Skin, Subcutaneous and Accessory Structures— 10060
Computerized Axial Tomography of the Thorax — 71250
Computerized Axial Tomography of the Abdomen — 74150
Serum Protein—84155
Air Ambulance Service— A0430
Intravenous Immune Globulin — J1561
Interferon—J9212
Cardiac Output by Electrical Bioimpedance—MO0302 «
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SkiLLED NuUrsING FAcCILITY SERVICES

Respiratory Services under Skilled Nursing Facility Prospective Payment

System (SNF PPS)

his article addresses issues raised by respiratory

therapists concerning the billing of respiratory therapy
services under skilled nursing facility prospective payment
system (SNF PPS). This notification restates definitions of
respiratory services that can be provided under SNF PPS
and medical review of claimsthat include these services.

Respiratory therapy is defined as those services prescribed

by a physician for assessment, diagnostic evaluation,

treatment, management, and monitoring of patients with
deficiencies and abnormalities of cardiopulmonary function.

SNF Manual section 230.10C, describes respiratory
services provided by the SNF. Respiratory therapy services
include but are not limited to:

1. The application of techniques for support of
oxygenation and ventilation in the acutely ill patient.
These techniques include, but are not limited to:

a) establishment and maintenance of artificial
airways,

b) ventilator therapy and other means of airway
pressure manipulation,

c) precisedelivery of oxygen concentration, and

d) techniquesto aid removal of secretions from the
pulmonary tree.

2. Thetherapeutic use and monitoring of medical gases
(especially oxygen), bland and pharmacologically
active mists and aerosols, and such equipment as
resuscitators and ventilators.

3. Bronchia hygiene therapy, including deep breathing
and coughing exercises, |PPB, postural drainage, chest
percussion and vibration, and nasotracheal suctioning.

4. Diagnostic testsfor evauation by aphysician, e.g.,
pulmonary function tests, spirometry, and blood gas
analyses.

5. Pulmonary rehabilitation techniques which include:

a) exercise conditioning,

b) breathing retraining, and

c) patient education regarding the management of the
patient’ s respiratory problems, and

6. Periodic assessment and monitoring of the acute and
chronically ill patients for indications for, and the
effectiveness of, respiratory therapy services.

Respiratory therapists or technicians, physical
therapists, nurses and other qualified personnel perform
these services. It isthe responsibility of the SNF to ensure
the appropriate personnel perform the services within their
scope of practice as licensed by the state(s) in which the
services are performed.

Fee Schedule for Additional Part B Services Furnished by a Skilled Nursing
Facility (SNF) or Another Entity under Arrangements with the SNF

ffective April 1, 2001, fee schedule payment was
implemented for type of bills 22x and 23x for the
following services:

e Clinica diagnostic laboratory services, for which 23x
was paid on the fee schedule, and 22x was paid on a
cost basis.

»  Durable medical equipment, prosthetic and orthotic
devices, supplies, surgical dressings, etc, which have
historically been paid on cost to the limited extent these
services/items were payable in a SNF.

»  Therapy services, which have been paid on afee
schedule basis, using the Medicare physician fee
schedule (MPFS) since 01/01/1999.

Fee Schedule Payment for Part B Services
Effective for services furnished on and after January 1,
2002, radiology, other diagnostic, and other services
included in the MPFS will be paid under afee schedule
when rendered to patients of a SNF. Payment is the lower
of the billed charges or fee schedule amount. In either case,
any applicable deductible and coinsurance amounts are
subtracted from the payment amount prior to payment.
Coinsurance is calculated on the Medicare payment amount
after subtraction of any applicable deductible amount.

Services Not Paid Through a Fee Schedule
The following services are not paid under afee

schedule system since the fee schedul es have not yet been

developed or implemented:

e Some medical supplies

Dialysis supplies and equipment

Therapeutic shoes

Blood products

Transfusion medicine

Drugs

Ambulance

Note: The ambulance fee schedule is currently scheduled
for implementation January 1, 2002.

Since January 1, 1999, SNFs were instructed to begin
reporting al Part B services with a CPT/HCPCS code, if
one exists, for type of bills 22x and 23x.

Effective for services furnished on or after January 1.
2002, any claim for type of bills 22x and 23x will be
returned for the provider asincomplete if the claim is not
reported with the appropriate revenue code for the services
furnished and the CPT/HCPCS codg, if one exists. Denial
appeal rights are not applicable, and the provider may not
charge the beneficiary for services reported incorrectly.
The provider may correct and resubmit the claim with
appropriate HCPCS coding and a new filing date.
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Fee Schedule for Additional Part B Services Furnished by a SNF ... (continued)
Revenue Codes Requiring HCPCS Codes on Type of Bills 22x and 23x

27X Medical/Surgical Supplies.  42x Physical Therapy 62X M edical/Surgical Supplies
(Also see 62x) 420 General Classification — Extension of 27x
271 Nonsterile Supply 421 Visit Charge 621 Supplies Incident to
272 Sterile Supply 422 Hourly Charge Radiology
273 Take Home Supplies 423 Group Rate 622 Supplies Incident to Other
274 Prosthetic/Orthotic Devices 424 Evaluation or Re-evaluation Diagnostic Services
279 Other Supplies/Devices 429 Other Physical Therapy 623 Surgical Dressings
30x Laboratory 43x Occupational Therapy 63X Drugs Requiring Specific
301 Chemistry 430 General Classification I dentification
302 Immunology 43 Visit Charge 634 Erythroepoetin (EPO) less
305 Hematol ogy 432 Hourly Charge than 10,000 units
306 Bacteriology & 433 Group Rate 635 Erythroepoetin (EPO)
Microbiology 434 Evaluation or Re-evaluation 10,000 or more units
307 Urology 439 Other Occupational Therapy 636 Drugs Requiring Detailed
309 Other Laboratory (may include restorative Coding (HCPCYS)
30 Radiology — Diagnostic therapy) 637 Self-administrable Drugs
321 Angiocardiography 44x Speech — Language 73X EKG/ECG
322 Arthrography Pathology (Electrocar diogram)
323 Arteriography 440 General Classification 730 General Classification
324 Chest X-Ray 441 Visit Charge 731 Holter Monitor
329 Other 442 Hourly Charge 732 Telemetry
33x Radiology — Ther apeutic ﬁ (E;\r/glulfatliqieor Re-evaluation iy Other BGIRCS
330 Radiology — Therapeutic, 449 Other Speech — L anguage 74X EEG
General Classification Pathol guag (Electr oencephalogram)
332 Chemotherapy — Oral ology 740 General Classification
333 Radiation Therapy 46x Pulmonary Function 749 Other EEG
339 Other 460 General Classification : ;
. 75X Gastro-Intestinal Services
34x Nuclear Medicine 469 Other Pulmonary Function 750 General Classification
340 General Classification 47X Audiology 759 Other Gastro-Intestinal
241 (D'\.IUC '\éltED) gcl) (D;_eneral St_CIassification 77X Preventative Care Services
iagnostic iagnostic ; s
342 Therapeutic 472 Treatment 771 Vaccine Administration
349 Other 479 Other Audiology 92X Other Diagnostic Services
40x Other Imaging Services 48x Cardiology ggg S:r?;grgle/ss'a;lﬁof b
400 Generd Classification 480 Generd Classification 022 Electromvel
) ) . yelogram
401 Diagnostic Mammography 481 Cardiac Cath Lab 023 Pap Smear
402 Ultrasound 482 Stress Test 024 Allerav test
: ; aqy
403 Screening M_arr_lmography 483 Echocardlo_l ogy 925 Pregnancy test
404 Positron Emission 489 Other Cardiology 929 Other Diagnostic Service
Tomography . 54x Ambulance . ;
409 Other Imaging Services 540 General Classification ggj%e%sCMSTransmttal A-01-119,
41X Respiratory Services 542 Medical Transport
410 General Classification 548 Telephone Transmission
412 Inhalation Services EKG
413 Hyperbaric Oxygen Therapy 549 Other Ambulance
419 Other Respiratory Services
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CRriTICAL AccEss HosprPITAL SERVICES

Outpatient Code Editor Specifications Version 17.0 for Bills from Hospitals
not Paid Under the Outpatient Prospective Payment System (OPPS)

he Outpatient Code Editor (OCE) has been updated with

new additions, changes, and deletionsto Healthcare
Common Procedure Coding System/Current Procedural
Terminology, Fourth Edition (HCPCS/CPT-4) codesand
International Classification of Diseases, 9" Revision,
Clinical Modification (ICD-9-CM) diagnosiscodes. The
majority of these codesare effectivefor dates of serviceon
or after October 1, 2001. ThisOCE isusedto processhills
from Indian health service hospitals, critical access
hospitals, Maryland hospital s, and hospitalslocated in
American Samoa, Guam, and Saipan. Below are the Centers
for Medicare & Medicaid Services requirements.

New ICD-9-CM Diagnosis Codes

Thefollowing new diagnosis codes were added to the
list of valid ICD-9-CM diagnosis, effective October 1, 2001
(OCEV17.0)

256.31 25639 2777 464.00 464.01
46450 46451 521.00 521.01 52102
521.03 521.04 521.05 521.09 525.10
52511 52512 52513 525.19 530.12
564.00 564.01 564.02 564.09 602.3
608.82 60887 69276 692.77 718.70
71871 71872 71873 718.74 718.75
718.76 71877 71878 718.79 733.93
73394 73395 77210 772.11 772.12
77213 77214 77.97 793.80 793.81
793.89 8407 997.71 997.72 997.79
V1053 V4584 V4982 V83.01 Vv83.02
E88.80 [EB88.81 EB88.88 E888.9 E917.3
E9174 E9175 E9176 E917.7 E917.8

Deleted ICD-9-CM Diagnosis Codes

Thefollowing diagnosis codeswere del eted from the
list of valid ICD-9-CM diagnosis codes, effective October
1,2001.

256.3 464.0 521.0 525.1
772.1 793.8 E88.8

Revised ICD-9-CM Diagnosis Code
Descriptors
411.81 493.00 493.10 49320 493.90
V707 E9170 E9171 E9172 E9179

New HCPCS/CPT Procedure Codes

Thefollowing new HCPCS codes were added to the list
of valid codesfor the OCE, effective October 1, 2001
(OCEV17.0).

CO110 C9506 C9711 Q3014 Q4001-Q4051

564.0

Deleted HCPCS/CPT Procedure Codes

Thefollowing HCPCS codeswere del eted from the
list of valid codes for the OCE, effective April 1, 2001
(OCE v16.1.1).

C8500-C8514  C8516 C8518-C8526
C8528-C8536  C8539-C8543 (C8550—-C8552
C8597-C8600  C8650 C8724

C8725 C8748-C8750 C8775-C8777
C8800-C8802  C8830 C8890

C8891

Thefollowing HCPCS codeswere del eted fromthelist
of valid codesfor the OCE, effective July 1, 2001
(OCE Vv16.2).

C1024 C1059 C1086 C1205 C9107

Thefollowing HCPCS codesweredel eted fromthelist
of valid codesfor the OCE, effective October 1, 2001
(OCEV17.0).

C9017 A4570 A4580 L2102 L2104 L2122 L2124
Medicare Outpatient Code Edits
Newborn Diagnoses—AgeOQOyears

Thefollowing new codes were added to thelist of
newborn diagnoses:

77210 77211 77212 77213 77214 779.7

Thefollowing existing codewas del eted from thelist of
newborn diagnoses:

770.7

Adult Diagnoses — Age greater than 14
Thefollowing new codeswere added to thelist of adult
diagnoses:
256.31 271.7
Diagnoses for Females Only

Thefollowing new codes were added to thelist of
diagnosesallowed for femalesonly:

256.31 256.39

Thefollowing existing codeswere added to thelist of
diagnosesallowed for femaesonly:

V764.6 V764.7
Diagnoses for Males Only

Thefollowing codeswere added to thelist of diagnoses
alowed for malesonly:

602.3 608.82 608.87
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Outpatient Code Editor SpecificationsVersion 17.0 ... (continued)

Ambulatory Surgical Center (ASC) Procedures
Thefollowing codeswere added to thelist of ASC
procedures, effective January 1, 2001 (OCEVv16.1).

Code Payment Group
19102 2
19103 2
58353 4
66982 8

Thefollowing code was added to thelist of ASC
procedures, effective July 1, 2001 (OCEV16.2).

Code Payment Group
Go0121 2

Non-Covered Procedures
Thefollowing code was added to thelist of Non-Covered
Procedures, effective August 1, 2000 (OCE v15.2):

G0122

Thefollowing codewas added to thelist of Non-Covered
Procedures, effective July 1, 2001 (OCE v16.2):
Qo181

Source: CMSTransmittal A-01-103, CR 1816

Non-Reportable Procedures

All HCPCS codes beginning with C that werein thevalid
listfor August 1, 2000 were added to the Non-Reportablelist
retroactivetoAugust 1, 2000 (OCEV15.2).

All HCPCS codes beginning with C that werein the valid
list for October 1, 2000 were added to the Non-Reportablelist
retroactiveto October 1, 2000 (OCE v16.0).

All HCPCS codes beginning with C that werein thevalid
listfor January 1, 2001 were added to the Non-Reportablelist
retroactivetoJanuary 1, 2001 (OCEv16.1).

All HCPCS codes beginning with C that werein the valid
listfor April 1, 2001 were added to the Non-Reportablelist
retroactiveto April 1,2001 (OCEvV16.1.1).

Note: All HCPCS codes beginning with C that werein the
validlist for July 1, 2001 were added to the Non-
Reportablelist for OCEv16.2.

Thefollowing codeswere added to thelist of Non-Reportable
codes, effective October 1, 2001 (OCE v17.0).

71555 73725 74185 76093 76094
C9110 C9506 KO0008 KO0013

Thefollowing codeswereremoved fromthelist of Non-
Reportable codes, effective January 1, 2001 (OCEV16.1).

G0107  J1441 «
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OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

HospritAL OUTPATIENT
ProsPecTIiVE PAYMENT SYSTEM

Removal of Category Code C1723 from the Pass-Through Device Category

he Outpatient Prospective Payment System section of

the Third Quarter 2001 Medicare A Bulletin provided
several articles with information on categories for pass-
through devices under the hospital OPPS. One article (pages
84-85) contained alist of categories eligible for pass-
through status effective April 1, 2001. Another article
(pages 85-106) provided alist of specific devices mapped to
the new category codes.

C1723 (catheter, ablation, non-cardiac) was one of the
categories approved for pass-through status effective April
1, 2001. Only one device was mapped to this category
code, specifically the Gynecare Thermachoice |1 catheter.

Based on a subsequent review of the application for
pass-through status that was submitted on behalf of the
Gynecare Thermachoice || catheter, Medicare has
determined that this specific item does not meet the pass-
through criteria set forth in the Federal Register on August
3, 2000 and November 13, 2000. As provided in 42 CFR
419.43(e)(4)(iv), adevice must be surgically implanted or
inserted, whether or not it remains with the patient when the
patient is released from the hospital outpatient department.
The November 13, 2000, Federal Register (65 FR 67805)
explained that Medicare considers adevice to be surgically
implanted or inserted “if it isintroduced into the human
body through a surgically created incision.” The Gynecare

Thermachoice || catheter does not meet this pass-through
criterion.

As provided in the Benefits Improvement and
Protection Act of 2000, in order for adeviceto bea
category code effective April 1, 2001, the device must have
met the pass-through criteria and the Centers for Medicare
& Medicaid Services (CMS) must have received the
application by December 1, 2000. Because CMS has now
determined that the Gynecare Thermachoice |1 catheter did
not meet the criteriafor eligibility as a pass-through device
and because CM S is not aware of any other device
described by category code C1723 that does meet the
criteria, C1723 will be removed from thelist of eigible
category codes effective January 1, 2002.

Device manufacturers are encouraged to submit
applications if they believe they have non-cardiac ablation
catheters that meet the established criteriafor pass-through
payment eligibility.

Although Medicare generally alows a 90-day grace
period when a code is removed, a grace period is not
granted when the eligibility for acodeisterminated. Inthis
case, there will be no grace period for category code
C1723 beyond the January 1, 2002 termination date. «

Source; CMS Transmittal AB-01-120; CR 1827

Clarification of Same Day Rule Billing Requirements under the Outpatient

Prospective Payment System (OPPS)

he Centers for Medicare & Medicaid Services (CMYS)

has provided instructions to clarify billing requirements
for services furnished on the same day, and clarification to
guestions and answers numbers 103 to 105 on the CMS
Web site www.hcfa.gov regarding bill submittal
requirements under OPPS. These instructions also clarify
billing of observation services.

Same Day Rule

Hospitals and community mental health centers are
required to report all OPPS services provided on the same
day on the same claim with the exception of claims
containing condition codes 20, 21 or GO (zero). If an
individual OPPS serviceis provided on the same day as an
OPPS repetitive service, the individual OPPS service must
be billed on the OPPS monthly repetitive claim. The policy
for repetitive services continues under OPPS for all
providers. If anon-OPPS repetitive serviceis provided on
the same day as an OPPS service, separate claims may be
submitted. In addition, if atype of bill 13x and 14x
contains OPPS services that were performed on the same
day for the same beneficiary, the services must be reported
on the same claim. Providers must submit one claim in this
situation utilizing the type of bill 13x.

Note: Hospitals should continue to submit screening
mammography services on separate claims. This
billing practice continues under OPPS.

The following revenue codes are considered to be
repetitive services and must be billed monthly or at the
conclusion of treatment. Please note that all repetitive
services with the exception of physical, occupational and
speech therapy are subject to OPPS.

Type of Service Revenue Code(s)
Therapeutic Radiology 330-339
Therapeutic Nuclear Medicine 342

Respiratory Therapy 410-419

Physical Therapy 420-429
Occupational Therapy 430-439

Speech Pathology 440-449

Cardiac Rehabilitation Services 482, 493
Psychological Services 910-919

See section 3603.B of the Part A Medicare
Intermediary Manual and section 402 of the Medicare
Hospital Manual for alist of outpatient repetitive services
that are required to be billed monthly.
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Clarification of Same Day Rule Billing Requirements under the Outpatient PPS (continued)

Example |

If apatient receives alaboratory service on May 1 and
has an emergency room (ER) visit on the same day, two
separate bills may be submitted since the laboratory service
is paid under the clinical diagnostic laboratory fee schedule
and not subject to OPPS. In this situation, the laboratory
service was not related to the ER visit or donein
conjunction with the ER visit.

Example Il

If a patient was seen in the ER and the same patient
received non-partial hospitalization psychological services
on the same day, aswell as, several other daysin the month,
the provider should report the ER visit on the monthly
repetitive claim along with the psychological services, since
both services are paid under OPPS.

Example llI

If apatient has an ER visit on the same day as a
chemotherapy visit, the provider should report both of these
services on the monthly chemotherapy repetitive claim
since both services are paid under OPPS.

Example IV

If the patient receives chemotherapy on July 7, 29, and
30 and receives services in the ER on July 28, the provider
may submit separate claims since the isolated individual
service (ER visit) did not occur on the same day as the
repetitive services (chemotherapy services). Inthis
situation, it does not matter whether the services are
reimbursed under OPPS or not.

Example V

If apatient has an ER visit (OPPS service) on May 15
and also received a physical therapy visit (non-OPPS
service) on the same day, (as well as other physical therapy

visits provided May 1 through May 31) the services may be
billed on separate claims. The provider would bill the ER
service on one claim and the therapy services on the
monthly repetitive claim. Please note, as stated above, the
procedures for billing of repetitive services remain in effect
under OPPS. Therefore, in this example, it would not be
appropriate to submit one therapy claim for services
provided May 1 through May 15, a second claim for the ER
visit provided on May 15, and athird claim for therapy
visits provided on May 16 through May 31.

Providers should not split repetitive servicesin mid-
month when another outpatient service occurs.

Claims submitted for the same date of service (except
exact duplicates or those containing condition codes 20, 21,
or GO) will be returned to the provider with a notification
that an adjustment bill should be submitted.

Proper Billing of Observation Services

To properly capture cost data for future updates,
hospitals are required to report observation charges under
revenue code 762 — observation room. HCPCS codes do
not have to be reported. The appropriate CPT codes, if
reported, are 99217 through 99220 and 99234 through
99236. The number of hours apatient isin observation
status must be reported in the unitsfield.

When ancillary services are furnished while the patient
isin observation status, the hospital reports these services
under revenue code 760 — treatment/observation room.
Hospitals should not report these services under revenue
code 762. In addition, hospitals should report any
laboratory, radiology, etc. services under revenue codes
30x, 31x, 32X, €tc., as appropriate. <

Source; CMS Transmittal A-01-91, CR 1768

Clarification on “Inpatient Only” Services

he Centers for Medicare & Medicaid Services (CMS) has been informed that in some cases, Medicare beneficiaries are

being charged for “inpatient only” services that were furnished in a hospital outpatient setting.

The outpatient prospective payment system (OPPS) requires that “inpatient only” services must be furnished on an
inpatient basisin order for the claim to be paid by Medicare. If “inpatient only” services are furnished in an outpatient basis,
then the Medicare Part A fiscal intermediary rejects the claim. In some cases, the beneficiary isthen being billed by the
hospital for the “inpatient only” procedure rendered in the outpatient setting.

Thisfiscal intermediary may remind providersthat “inpatient only” services are to be furnished only in the hospital
inpatient setting in order to be paid by Medicare. The “inpatient only” list consists solely of complicated procedures

requiring more than 24 hours of recovery time.

Currently, CMS lacks the authority to require beneficiaries in this type of circumstance sign an advanced beneficiary
notice. Thefiscal intermediary will review OPPS claims to determine any problems that may exist in billing Medicare for

this services in accordance with the OPPS requirements. «

Technical Corrections under the Hospital Outpatient Prospective Payment

System (OPPS)

his article contains alist of corrected category designations for devices published in previous publications. Thisarticle
also provides additional information on Lomustine, as well as, additional clarifications/corrections to other specific

items.

The outpatient code editor (OCE) and PRICER currently contain the codes included in this document. All of the C-
codes included in this document are used exclusively for services paid under the OPPS and may not be used to bill services

paid under other Medicare payment systems.

Thelisting of HCPCS codes contained in this instruction does not assure coverage of the specific item or servicein a
given case. To bedligible for pass-through payments, the items contained in this document must be considered reasonable

and necessary.
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Technical CorrectionsUnder the Hospital Outpatient Prospective Payment System (OPPS) (continued)

Category Re-designation for Pass-Through Devices Effective April 1, 2001
The category designations for the specific deviceslisted below have been revised and supercedesthe previous category
designations previoudly published.

Current Long Descriptor New

C-Code Category
C-code

C1003 | Livewire TC Ablation Catheter 402205, 402006, 402207, 402208 (formerly listed as C1733

Livewire TC Compass Ablation Catheter)

C1008 [ Stent, urethral, UroLume C1876

C1025 | Marinr CS C1730

C1035 | Catheter, intracardiac echocardiography, Ultra ICE 6F, 12.5 MHz Catheter with C1759/

Disposable Sheath, Ultra ICE 9F, 9 MHz Catheter with Disposable Sheath NOTE: To C1893
appropriately bill for these passthrough devices, report two categories. The catheter is
reported with category code C1759 and the introducer/sheath is reported with category
code C1893.

C1036 | Bard Port Implanted Port, Bard Rosenblatt L umen Port, Bard Ultra Low Profile Port, C1788
BardPort Titanium Implanted Port, BardPort X-Port Implanted Port, BardPort M.R.I.
Dual Implanted Port, BardPort M.R.1. Hard-Base | mplanted Port

C1101 | Zuma Guide Catheter, Medtronic AVE Vector Guide Catheter, Medtronic AVE Vector X | C1887

Guide Catheter
C1115 | Lead, pacemaker 2188 Coronary Sinus Lead C1898
C1143 | Paragon Il (models 2314L, 2315 M/S) C2619
C1319 | Wallstent Esophageal Prosthesis (Double) With Permalume Covering, UltraFlex C1874
Esophageal Stent System With Permalume Covering
C1319 | Wallstent Esophageal Prosthesis (Double) Non-Covered, UltraFlex Esophageal Stent C1876

System, Non-Covered
C1362 | Stent, biliary, RX HERCULINK 14 Biliary Stent, OTW MEGALINK SDSBiliary Stent | C1876

C1365 | Hi-Torque Balance (thiswas previously listed as Hi-Torque Extra Balance) C1769

C1370 | Tension-Free Vagina Tape Single Use Device C1771

C1371 | Nir Biliary Stent (this was previoudly listed as Nir Biliary Stent System) C1877

C1420 | TransFix Bone Anchor System with Dermis, StapleTac2 Bone Anchor System with Ci1771
Dermis

C1421 | TransFix Bone Anchor System without Dermis, Staple Tac2 Bone Anchor System C1771
without Dermis

C1811 [ Biomet Repicci Il Unicondylar Knee System C1776

C1932 | Dispatch Coronary Infusion Catheter, AngioDynamics Pulse Spray Infusion Catheter, C1751
AngioDynamics Unifuse Infusion Catheter

C2001 | Catheter, Constellation Diagnostic Catheter C1732

C2002 | Catheter, Marinr C1730

C2010 | Response Fixed Curve Catheter, Supreme Fixed Curve Catheter, TorgrCS C1730

C2012 | Catheter, ablation, Biosense Webster Celsius 5mm Temperature Ablation Catheter, C1733

Biosense Webster Cel sius Temperature Sensing Diagnostic/Ablation Tip Catheter
C2019 [ CardimaNaviport Deflectable Tip Guiding Catheter, Cardima Venaport Guiding Catheter | C1887

C5009 [ Stent, biliary, Biliary VistaFlex Stent C1876
C5012 | IntraStent Double Strut Para Mount Biliary Stent C1876
C5016 | Wallstent Single-Use Covered Biliary Endoprosthesis with Unistep Plus Delivery System | C1874
C5030 | BiodivYsio AS PC Coated Coronary Stent Delivery System (11mm) C1874
C5031 | BiodivYsio AS PC Coated Coronary Stent Delivery System (15mm) C1874
C5039 | IntraCoil Peripheral Stent (40mm stent length) C1876
C5040 | IntraCoil Peripheral Stent (60mm stent length) C1876
C5281 | Wallgraft Tracheobronchial Endoprosthesis with Unistep Delivery System (70mm in C1874
length)
C5282 | Wallgraft Tracheobronchial Endoprosthesis with Unistep Delivery System (20mm, C1874

30mm, 50mm in length)
C6650 | Introducer, guiding, Fast-Cath Two-Piece Guiding Introducer (models 406869, 406892, C1766*
406893, 406904)
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Technical CorrectionsUnder the Hospital Outpatient Prospective Payment System (OPPS) (continued)

*See“New Pass-through Device Category C-codes and Revision of aCategory C-code Descriptor” in the Fourth Quarter
Medicare A Bulletin (page 88) for information on this category.

Pass-Through Item No Longer Eligible for Pass-Through Status Effective April 1, 2001
The Centersfor Medicare & Medicaid Services have determined that Lomustine—C9017 isnot adrug that qualifiesfor
coverage asan oral chemotherapeutic agent under 1861(s)(2)(Q). Therefore, Medicare doesnot cover thisoral anti-cancer
drug. (Lomustine—C9017 was previously published as a drug approved for transitional pass-through status effective April
1,2001.) Asaresult of thisrevision:
HCPCS code C9017 and APC 9017 have been del eted from the October 1, 2001, rel ease of the OCE.
TheJduly 1, 2001, release of PRICER was updated to reflect these determinations.

Additional Clarifications/Corrections
Thefollowing codes were assigned to new APCseffective July 1, 2001 and October 1, 2001. Theinformation below
supercedestheinformation previously published related to these specific codes. The OCE for the October 2001 reflects

these changes.
HCPCS | Short Descriptor oid New APC New APC
APC (asof 7/1/01) | (asof 10/1/01)

70486 Ct maxillofacial w/o dye 0282 0332
73206 Ct angio upr extrm w/o&w dye | 0283 0332 0333
73700 Ct lower extremity w/o dye 0283 0332

75554 Cardiac mri/function 0284 0335
75555 Cardiac mri/limited study 0284 0335
75635 Ct angio abdominal arteries 0283 0333
76390 Mr spectroscopy 0284 0335
76400 Magnetic image, bone marrow | 0284 0335

Source: CMS Transmittal A-01-97, CR 1743

Clarification of Activit?/ Therapy and Patient Education/Training Services
Ol

hisarticleprovidesinformation for hospital srelated to

the treatment of activity therapy and patient education
and training under the outpatient prospective payment
system (OPPS).

Currently, activity therapy (G0176) and patient
education and training (G0177) are not paid separately
under OPPS. The definition of these codeslimitscoverage
to services provided as acomponent of apartial
hospitalization program. Activity therapy servicesinclude
music, dance, art, or play therapiesnot for recreation,
related to the care and treatment of patient’ sdisabling
mental health problems. Patient education and training
servicesincludetraining and educational servicesrelatedto
the care and treatment of patient’s disabling mental health
problems. Patient education and training services have been
packaged into the overall costs associated with hospital
outpatient psychiatric services; it isnot aseparately paid
service. However, both of these services (activity therapy
and patient education and training) will continue to be
covered and paid when furnished as a component of a
partial hospitalization program.

Activity Therapy

Activity therapy services are not covered outside of
partial hospitalization programs becauseit isthe policy of
CMS that activity therapy should be utilized only within the
context of astructured and intensive treatment program,
such as an inpatient treatment program or apartial
hospitalization program.

Providers should not report GO176 or revenue code 904
unless billing under the partial hospitalization program.
Non-partial hospitalization bills (those billsnot containing
condition code 41) submitted with revenue code 904 will be
returned to the provider. The revenue code 904 and/or

HCPCS G0176 should be removed and the bill re-submitted
for payment.

Patient Education and Training for Psychiatric
Purposes

Hospitalsshould continueto bill for patient education
and training services, asthey are a packaged service. Itis
paid as part of covered psychological servicesfurnishedin
OPPS. Hospitals must hill for patient education and training
services, only for psychiatric pur poses, usingrevenue
code 942 and HCPCS code G0177. Medicarerecognizes
that reporting HCPCS code GO177 on anon-partial
hospitalization bill isnot consistent with the definition for
thisHCPCS code, however, reporting is necessary for the
purpose of dataanalysis. When both the revenue code and
G0177 arereported, it allows Medicare to know that a
psychological serviceisincluded inthe servicesfurnished
and that it might be part of apartial hospitalization per diem
day. Additionally, sections 3651 and 3661 of the Medicare
Intermediary Manual require that providers report revenue
code 942 and HCPCS code G0177 when specifying the
servicefor psychiatric purposesonly.

Itisimportant for hospitalsto continueto bill their
chargesfor patient education and training for psychiatric
purposes because these chargeswill be taken into account in
determining outlier payments, transitional corridor
payments, and future updates of the ambulatory payment
classification payment ratesfor the serviceswith which the
education and training are furnished.

See sections 3651 and 3661 of the Medicare
Intermediary Manual for billable codes under the partial
hospitalization program. «

Source: CM S Transmittal A-01-111, CR 1798

88

The Florida Medicare A Bulletin

First Quarter 2002



ELECTRONIC DATA INTERCHANGE

ELecTrRONIC DATA INTERCHANGE

The Health Insurance Portability and Accountability Act - Administrative
Simplification (HIPAA-AS)

he Health I nsurance Portability and Accountability This correspondence highlights only those transactions
Act of 1996 (P.L. 104-191 known as HIPAA) applicableto Medicar e Electronic Data I nter changes
includes provisions for Administrative Simplification, with us. ANSI ASC X12N Version 4010 was adopted as
which directed the Secretary of Health and Human the single electronic standard format for Health Care
Servicesto adopt national standards for electronic Claims, Electronic Remittance, Electronic Eligibility and
transactions and for code sets to be used in those Electronic Claim Status.
transactions. The Transaction and Code Set Final Rule, Ultimately this will make electronic submission of
the first HIPAA Administrative Simplification provision, claims and use of other transactions (Eligibility, Claim
was published in the Federal Register on August 17, Status and Electronic Remittance) easier and more
2000. efficient to use because al health care payers are required
As published in the Transaction and Code Set Final to use the same electronic standards. NOTE: ThisAct
Rule, the Secretary of Health and Human Services has affects electronic exchange of health care data with
adopted standards for eight administrative transactions. any health plan, not just Medicare.
TRANSACTION NUMBER TRANSACTION DESCRIPTION
837 Health Care Claim
835 Health Care Claim Payment Advice
270/271 Health Care Eligibility Benefit Inquiry and Response
2761277 Health Care Claim Status Request and Response
How This Affects Providers What Providers Need To Do Now
Oncethe HIPAA transaction standards are fully Consider what steps you need to take to upgrade
implemented, Medicare will no longer accept National your software so it will conform to the new standards.
Standard Format (NSF 6.0) or older versions of ANS| This can be done either independently or through
(3051 3A.01) for dectronic claims submission. Y ou need commercial vendors. Y ou can also contract with a
to consider what steps need to be taken to upgrade your clearinghouse to translate your claim datainto the ANSI
software to conform to the new standards. ASC X 12N 837 4010 format. Providers who contract
All non-HIPAA standard health care formats and with a clearinghouse for translation services are liable for
versions will become obsolete no later than October 16, these costs. Additionally, you will need to furnish them
2002, the legislatively defined deadline. Medicare A of all datarequired by the ANSI ASC X12N 837 version
Floridawill begin accepting production claimsin the 4010 Implementation Guide.
ANSI ASC X 12N 837 Version 4010 format on or about If you currently use a commercial vendor, talk to
October 1, 2001, at which time new electronic submitters your vendor about when the upgraded software will be
will be required to submit claimsin this format. available for you and to determine what tests you may

need to perform before you can submit your claims to the
various health plans you interact with.

Where to Get Additional Information
Refer to the list of Web sites below for additional Administrative Simplification information.

WEB SITE ADDRESS WHAT' STHERE

http://aspe.os.dhhs.gov/admnsimp Thisisthe Department of Health and Human Services Web site regarding information
dealing with the Administrative Simplification provisions of HIPAA. A copy of the
Transaction and Code Set Find Rule, Frequently Asked Questions, and information
regarding other Administrative Simplification provisions can be obtained from this site.

http://mmww.wpc-edi.convhipaal Thisis the Washington Publishing Company Web site. This site contains the HIPAA
X 12N Version 4010 Implementation guides.

http://www.wedi.org Thisisthe Workgroup for Electronic Data I nterchange (WEDI) Web site.

http://www.wedi.org/snip/ SNIP is asub-group of WEDI. Their mission isto develop a Strategic National Imple-
mentation Process to help ensure the successful implementation of the HIPAA require-
ments throughout the health care industry.

http://Aww.cms.hhs.gov This is the Centers for Medicare & Medicaid Services Web site where one may find
detailed information on the National Provider Identifier and PAYERID.
http://www.sharpworkgroup.com/ The Southern HIPAA Administrative Regiona Process (SHARP) is established to

meet the immediate need of ng regional HIPAA Administrative Simplification
implementation readiness to bring about regional coordination for successful HIPAA
compliance by all stakeholdersin the southern regional healthcare industry.

If you have any questions, please contact EDI Support at (904) 791-6865.
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Introducing CMS

sof July 1, 2001, the Health Care Financing

Administration (HCFA) is now the Centers for
Medicare & Medicaid Services (CMS). It'smore than just a
new name - it's an increased emphasis on responsiveness to
beneficiaries and providers, and quality improvement.

Health and Human Services Secretary Tommy G.
Thompson made the announcement on June 14, 2001.
“We're making quality service the number one priority in
this agency,” Thompson said. “These sweeping reforms
will strengthen our programs and enable our dedicated
employees to better serve Medicare and Medicaid
beneficiaries, as well as health care providers. We're going
to encourage innovation, better educate consumers about
their options, and be more responsive to the health care
needs of Americans.”

Three new business centers are being established as a
part of the reform: the Center for Beneficiary Choices, the
Center for Medicare Management, and the Center for
Medicaid and State Operations.

The new CMS will launch a national media campaign
to educate seniors and other Medicare beneficiaries about
their options, allowing them to make better decisions.

Beginning October 1, 2001, the Medicare 800 number
(1-800-633-4227) is being enhanced to provide service to
beneficiaries 24 hours a day, seven days a week.

“More changes are on the way,” Secretary Thompson
stated. “We're going to keep fine-tuning this department so
Americans are receiving the highest quality health care
possible.”

Source; CMS Web site - http://www.cms.hhs.gov

The Ultimate Medicare Expo
Interactive Sessions Evoke Strong Emotion

The recent Ultimate Medicare Expo held in Jacksonville,
Florida, incorporated many new offerings: the combination
of beneficiaries and providers, entertainment, an
empowerment session, physician speakers and interactive
playsto illustrate areas of concern between the beneficiary
and provider communities.

The plays, one each day of the expo, took the form of
two acts: one to illustrate all the wrong things to do and one
to illustrate the right things. After each act, the audience was
invited to give comments.

On thefirst day, the play tackled the issue of advance
beneficiary notices (ABNS). These notices are a source of
contention between providers and beneficiaries because
they have to do with responsibility of payment. If a
generally covered service may not be reimbursed by
Medicare, providers give one of these noticesto a
beneficiary to sign. Thisindicates the beneficiary will be
responsible for payment. If aprovider does not get a notice
signed, he or she may be responsible for the payment.
Naturally, no one wants this responsibility. Thisplay,
therefore, brought out strong emotions in both communities.
Many of the comments had to do with communication.
Beneficiaries felt that this process was not explained clearly,
if at al. In most cases, they were asked to sign a document
that appeared to take away somerights...with no
explanation at al! Typical comments were “I’m not signing
anything unless | know what it is’, and “ Somebody needs to
explain why | need to sign this’. Providers mentioned
feeling overwhelmed with all they had to do and little time
for explanations. There did not seem to be an easy solution
for anyone but, clearly, better communication would be a
big help.

The second day’ s play tackled the issue of Medicare
Secondary Payer (MSP). MSP occurs when there is other
insurance that can pay first, thereby making Medicare
secondary. An example of such asituationisaMedicare-
eligible beneficiary who works full time and is covered by a
large group health plan. The problem arises in identifying
those situations. Most comments resulting from this
enactment asked for more communication from the other
party. Beneficiaries felt providers should ask more
questions such as “Has your insurance changed?’ or give
them aform tofill out. Providersfelt that patients should
take some responsibility to be forthcoming with information
about themselves. Many voiced concern that patient
information changed rapidly and it was too difficult being
constantly asked about changes. Clearly, there needsto be
better communication on both sides to make the system
work for everyone.

The purpose of these plays was twofold: to bring an
awareness of issues and concerns of both providers and
beneficiaries to each other and to explore possible solutions.
The beneficiaries and providers who attended the session
definitely left with a better appreciation of the problems
facing the other side and it seemed that both sides agreed
that everyone needed to communicate more often and fully.
If thisisthe case, we at First Coast Service Options, Inc.
feel the effort put into the plays was worth it. We welcome
your comments and suggestions regarding solutions to these
issues, and whether you feel thisformat is an effective
method of surfacing and solving those issues. Please fax or
email comments to:

Gloria Steinberg

Senior Provider Relations Representative
First Coast Service Options, Inc.

Fax: 904-791-6035

E-mail: gloria.steinberg@fcso.com
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Overview of HIPAA-AS Privacy Regulations

he Health Insurance Portability and Accountability Act of 1996 (Public Law 104-191), also known as HIPAA, was

enacted as part of a broad Congressional attempt at incremental healthcare reform. The Administrative
Simplification (AS) aspect of that law requires the United States Department of Health and Human Servicesto develop
standards and requirements for the maintenance and transmission of health care information that identifies, or may
identify, individual patients.

The privacy regulations are located at 45 C.F.R. Part 164. The privacy regulations and other HIPAA information are
available at: aspe.hhs.gov/admnsimp/index.htm.

Thefinal privacy regulations were issued on December 28, 2000 (65 Federal Register 82, 462). The privacy
regulations were ratified on April 14, 2001, and the compliance date for the privacy regulationsis April 14, 2003, except
for small health plans (under $5 million annual revenue), which have until April 14, 2004, to comply.

The AS portion of the law (subtitle F) has five parts: electronic transactions, privacy, security, identifiers, and
enforcement (revenue offsets). These parts all deal with setting and enforcing guidelines for the electronic transmission,
use, and disclosure of health information that identifiesindividual patients. The following chart illustrates (as of June,
2001), the location of the privacy portion in relation to the entire Act.

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT CHART

I | I I ]

|. Healthcare I1. Preventing I1l. Tax Related IV. Group Health V. Revenue
Insurance Access, Healthcare Fraud Provisions Plan Requirements Offsets
Portability, and and Abuse

Renewal

Subtitle F. Administrative
Simplification

Electronic Security Identifiers Revenue offsets
transactions (final) (proposed) Providers
(proposed)
Employers
(proposed)
Health Plan
(not proposed)
Privacy Individuals
(final)

Even before privacy considerations, there was a need for standardization of the el ectronic transmission of health
care information as there are currently over 400 Electronic Data Interchange (EDI) formats. The cost of paperwork in
healthcare is enormous. HIPAA isthe nation’s strategy to eliminate much of that paperwork and make processes more
efficient, accurate, secure and patient service oriented. A by-product of these improvements should eventually be higher
financial return.

The restructuring of electronic transactions was addressed in the first AS regulation. However, Congress recognized
the fact that administrative simplification cannot succeed without protecting the privacy and confidentiality of personal
health information. Because the provision of high quality health care requires the exchange of personal, often-sensitive
information, the patient’ s ability to trust that the information shared will be protected and kept confidential is vital to the
interaction. Evolving technology can be a great benefit to reducing costs and promoting efficiency, but unless public
fears are allayed and more individuals have alevel of comfort concerning privacy, the health care system will be unable
to obtain the full benefits of electronic technologies.

In an effort to alay that fear, Congress enacted regulations to protect individual privacy in order to convince
patients to entrust their personal information to technology systems. The HIPAA-AS privacy regulations outline those
protections and are far-reaching: All health plans, al health care clearinghouses and health care providers who transmit
Individually Identifiable Health Information (I1HI) electronically must comply. From the date of the ratification of the
final rule on April 14, 2001, covered entities have 24 months to comply with the standards (until April 14, 2003). Small
health plans have 36 months, until April 14, 2004. All health care participants stand to benefit from HIPAA through cost
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reduction, error reduction, and service improvement. Although the initial cost will be high, the eventual benefits will far
outweigh that investment. The savings over aten-year period are estimated to be approximately $9 billion for health care
providers and $26 billion for the national health system. The following are highlights of major changes that will affect
covered entities.

HIPAA Consent Form:

Thefinal rule states that a special consent form must be obtained by covered entities prior to disclosing Protected
Health Information (PHI) for purposes of “ Treatment, Payment or Operations’ (TPO). A consent form must bein plain
language, must be signed and dated by the patient, and must state:

* Your PHI may be disclosed to carry out TPO

» Additiona information on the covered entity’s privacy procedures is available from the entity’ s comprehensive
notice, which the individual may review prior to providing consent.

» Theindividua hasthe right to request restriction of how PHI isused or disclosed, and the covered entity may agree
or refuse said request.

» Theindividua has the right to revoke the consent in writing except to the extent that the covered entity has already
acted on the consent.

» A consent may not be combined into a single document with the covered entity’ s comprehensive notice but may be
combined with other types of written legal permissions if organizationally and separately signed and dated.

» A provider may make signing a consent a condition of treatment. A plan may make signing a consent form a
condition of enrollment.

Authorization

For ause or disclosure of PHI for purposes other than for TPO, the individua (patient) must provide written
authorization, except under special circumstances (e.g., authorization is generally required for the use of PHI for
marketing purposes). An authorization must be written in plain language and contain at a minimum the following:

» A description of the information to be used or disclosed

The name of the person or class of persons authorized to make the use or disclosure

The name of the person, or class of persons, to whom the covered entity may make the requested use or disclosure

An expiration date or expiration event (e.g., the date the research project ends)

A statement in which the individual acknowledges that he or she understands his or her right to revoke the

authorization in writing, and how revocation may be accomplished

» A statement that the information used or disclosed may be subject to re-disclosure by the recipient and may no longer
be protected by HIPAA

 Signature and date.

« If the authorization is executed by a personal representative, a description of his or her authority to act on behalf of
the individual or his or her relationship to the individual.

Note: Signing an authorization may not be a condition of treatment.

Minimum Disclosure Rule: When using or disclosing PHI, or when requesting PHI from another covered entity, a
covered entity must make “ reasonabl e effortsto limit PHI to the minimum necessary to accomplish the intended
purpose.” This means that the entity must identify the persons and classes of its workforce who need accessto
specific categories of PHI.

Business Associates

A “business associate” is defined as a person who, on behalf of a covered entity or Organized Healthcare
Arrangement (OHCA) in which the covered entity participates, performs or assists in performing afunction or activity
involving the use of or disclosure of I1HI. A covered entity may disclose PHI to a*“business associate”, and may allow
the business associate to create or receive PHI if the covered entity obtains “ satisfactory assurance” the business
associate will safeguard the information appropriately. This assurance needs to take the form of awritten contract, called
a“business associate agreement,” between the covered entity and its business associates

Notice of Individual Rights (referred toin consent form)
The notice must be written in plain language under the following header:

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESSTO THISINFORMATION. PLEASE REVIEW IT
CAREFULLY.

The body of the notice must contain:

» A detailed description and one example of each of the permitted uses and disclosures of PHI under the HIPAA
privacy regulations for purposes of TPO

» A statement that all other uses and disclosures will be made with the individual’ s written, revocable
authorization

» A separate statement if the covered entity intends to engage in certain alternative activities (such as
appointment reminders)

» A brief description of the individua’s rights to: request restrictions on uses and disclosures of PHI for TPO, to
receive confidential communications of PHI by alternative means and/or alternative locations, to inspect, copy
and/or amend PHI, to receive an accounting of disclosures of PHI, to obtain a paper copy of this notice if notice
isgiven electronically
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» A statement that the covered entity is required to:
- Maintain the privacy of PHI
- Provide this notice and abide by the terms of the notice currently in effect

A provider that hasa “direct treatment relationship” (i.e., not based on orders provided by another
provider) must providethisnotice no later than the date of thefirst service delivery after the compliance
date (April 14, 2003). For a provider that maintainsa physical delivery site, copies of the notice must be
availablefor theindividualsto take with them. I n addition, the notice must be posted in a clear and
prominent location.

Elements of Compliance
Although thereis no official list or document outlining a compliance program, the following requirements are listed
under: 45 C.F.R. 154.530.

» Privacy official: A covered entity must designate a privacy official responsible for the development and
implementation of privacy policies and procedures.

» Complaints: A covered entity must have in place a process for individual s to make complaints concerning the
covered entity’s privacy policies and procedures.

» Contact person for complaints. A covered entity must designate a contact person or office to receive complaints and
receive further information about matters covered by the notice.

» Training: A covered entity must train all workforce members no later than the covered entity’s HIPAA compliance date.

» Safeguards: A covered entity must have in place appropriate administrative, technical and physical safeguardsto
protect the privacy of PHI.

» Sanctions: A covered entity must have and apply appropriate sanctions to members of the workforce who violate the
entity’ s privacy policies and procedures, except for the whistleblowers and crime.

» Mitigation: A covered entity must mitigate “to the extent practicable”, any harmful effect known to the entity of an
inappropriate use or disclosure of PHI.

» Intimidating or retaliatory acts: A covered entity may not engage in any intimidating or retaliatory acts against any
individual for exercising any right under HIPAA or participating in a compliance review, proceeding or hearing.

» Waiver of rights: A covered entity must not require an individual to waive any HIPAA right as a condition of
receiving treatment, payment, enrollment or eigibility.

» Policiesand procedures: A covered entity must develop and implement policies and procedures to comply with the
HIPAA privacy regulations.

» Documentation: A covered entity must maintain its policies and procedures and any required communications,
actions, activities or designations in written or electronic form for 6 years from the date of creation, or last effective
date whichever is later.

Penalties
DHHS may impose penalties on covered entities for non-compliance to the privacy rules, asfollows:

 Civil: Up to $100 per person per violation, and up to $25,000 per person per violation for a calendar year
e Crimina:
- For knowing misuse of health identifiers or individually health identifiable information, a fine shall be imposed
of up to $50,000 and/or imprisonment for up to one year
- If the above mentioned offense is committed under “false pretenses,” the fine may be up to $100,000 and/or
imprisonment of up to five years.
- If the above mentioned offense is committed with the intent to sell, transfer or use I1HI for commercial
advantage, personal gain or malicious harm, the fine may be up to $250,000 and/or imprisonment of up to ten
years.

Preparation

In conclusion, privacy compliance will be alarge task, involving administrative operations from document storage
to medical procedures to customer service. The timeline is short for such a complicated task, but it can be accomplished
if organized and taken in steps. Here is a suggested timeline and an outline of logical steps to take to achieve compliance
by April 14, 2003.

2001 4 2002 2003
1
Assessment | Assessment Development Implementation
6 months — Awareness, gap analysis 6-12 months development 6 months implementation
assessment Policies and Procedures & testing

6 months — Risk analysis assessment
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EDUCATIONAL RESOURCES

FREE!
INPATIENT REHABILITATION FACILITY
PROSPECTIVE PAYMENT SYSTEM

(I RF/PPS) SEMINAR

Presented by First Coast Service Options, Inc.
Your Florida Medicare Contractor

Why Attend This Seminar?

4| You'll receive acomprehensive overview of the NEW IRF/PPS guidelines. Topics
will include: Patient Assessment Instrument, Case Mix Group classifications, co-
morbidity codes and their affect on payment rates.

| You'll learn how to correctly submit IRF claims to prevent rejects or denials.

Seminar dates and locations (CHECK ONE)

Jacksonville November 26, 2001, First Coast Service Options, Inc., 532 Riverside Ave.
L] 9:00 am. —11:30 am. OR ] 1:00 p.m. —3:30 p.m.

Miami November 27, 2001, Hilton Miami Airport, 5101 Blue L agoon Drive
[] 9:00 am. —11:30 am.
OR
Ft. Lauderdale November 27, 2001, Hilton Hotel, 1870 Griffin Road, Dania, FL
L] 1:30 p.m. —4:00 p.m.

Orlando November 28, 2001, Florida Hospital Assoc., 307 Park Lake Circle
[] 9:00am.-11:30am. OR (]  1:00p.m.—3:30p.m.

Registrant’s Name:

Provider’'s Name:

Medicare Billing Provider/Group Number:

Address:

City, State, Zip Code

PhoneNumber: () Fax: ()

E-mail:

Fax completed form to (904) 791-6035, attention: Michelle Jackson
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UPCOMING 2001 M EDICARE
PART A EVENTS

Presented by First Coast Service Options, Inc.
Your Florida Medicare Contractor

Provider Education & Training Advisory Meeting
December 7, 2001

Time: 9:00 am. to 12 noon

Place: First Coast Service Options, Inc.
532 Riverside Ave.
Jacksonville, FL

The Medicare Education and Outreach team is happy to announce the first
PET Advisory Council Meeting for Fiscal Y ear 2002.

The PET Advisory Group is apanel of representatives from state medical societies,
provider offices, billing organizations and consulting firms that meets every quarter to:
Review new and existing Medicare education programs

Recommend changes to these programs

Alert Medicare to problems or concerns affecting providers

Network with other professionals interested in Medicare

Disseminate information from the advisory group to the organizations represented

Teleconference
Date: December 11, 2001
Time: 12:15 p.m. to 1:45 p.m. (eastern standard time)
Description: Onehour presentation to include Hot Topics and
Changes for 2002, and a thirty-minute question and answer period. This

session is conducted during the primary lunch hour to maximize the
number of participants and use of your time.

Pl ease see www.floridamedicare.com for more details.
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EDUCATIONAL RESOURCES

ORDER FORM - PART A MATERIALS

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

NUMBER ORDERED ITEM ACCOUNT NUMBER COST PER ITEM

Medicare A Bulletin Subscriptions - One 756134 $75.00
subscription of the Medicare A Bulletinis
sent free of chargeto all providers with an
active status with the Medicare Part A pro-
gram. Non-providers (e.g., billing agencies,
consultants, software vendors, etc.) or pro-
viders who need additional copies at other
office facility locations may purchase an
annual subscription. This subscription in-
cludes all Medicare bulletins published dur-
ing calendar year 2002 (back issues sent
upon receipt of the order).

Please check hereif thiswill be a

[ 1 Subscription Renewal or

[ 1 New Subscription

Subtotal $ Mail this form with payment to:

First Coast Service Options, Inc.

Tax (7.0%) $ Medicare Publications - ROC 6T
P.O. Box 45280
Total $ Jacksonville, FL 32232-5280
Facility Name:
Mailing Address:
City: State: Zip Code:
Attention: Area Code/Telephone Number:

Please make check/money order payable to: BCBSFL- FCSO Account #756134
(CHECKS MADE TO “PURCHASE ORDERS” NOT ACCEPTED)

ALL ORDERS MUST BE PREPAID -
DO NOT FAX - PLEASE PRINT

NOTE: The Medicare A Bulletin is available free of charge online at www.FloridaMedicare.com.
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Participating in Medicare Qualifying ........... Oct/Nov 2000 8 | Evacuation, Billing for Services During the
COB Contractor Fact Sheet for Providers........... Dec2000 10 TIME OF oo Apr/May 2000 52
Colorectal Cancer Screening Campaing Extracorporeal Immunoadsorption (ECI)

PNt MAtErials .........oeveveeeereeeeeeeeeeeneen 3rdQr2001 10 Using Protein AColumns ...........cccovnnee 1st Qtr 2001 7
Colorectal Cancer!, Some Important Facts

You Should KNOW ........coovvvveeiiiiieieeiiie e 3rd Qtr 2001 11 F
Continuous Subcutaneous Insulin Infusion . .

Factor Vlla (Coagulation Factor, Recombinant),

(CSII)_Pump C_o_verage L A Feb/Mar 2000 8 Processingg Guigelines for .o Dec 19))99/Jan 2000 10
Con_s_o_lldated B'I."ng f(_)r Skilled Nurs_mg Financial Limitation for Outpatient
ggﬁggﬁ%‘%ﬂ%ﬂ%g?&'gﬁ:@??\rﬁsﬂigg """"" 3rd Qtr 2001 24 Rehabilitation Services, Extension of
FaCItIES ....ceeeeveeiveecieecre e Apr/May 2000 44 Moratorium on the Aplication of the $1,500 ... 3rd Qrt 2001 25
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Grants to Help Spot Waste, Fraud, and Inpatient Hospital Payments and Disproportionate
Abuse in Medicare and Medicaid ............ Aug/Sep 1999 38 Share Hospital Thresholds and Adjustments,
Floridians Can Help Fight Medicare Implementation of Updates to the FY 2001 ........ 3rd 2001 29
Fraud and ADUSE ..........ccceeeeiviiiiiiiiinnnns Oct/Nov 1999 17 | “Inpatient Only” Code Changes,
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Change in Payment ..........cccccovveeiniineenne. 2nd Qtr 2001 11 | 59840, 598413 59850‘,59852' 59855-59857,
59866: Elective Abortion ............cccceeevveennnee. Jun/Jul 1999 31
T 61885, 64573, 64585, 64590, 64595, 95970,
95971, 95974, 95975: Vagus Nerve Stimulation Jun/Jul 1999 33
Therapy Students, Questions & Answers 62263: Percutaneous Lysis of Epidural
Regarding Payment ..............ccoovnnininnnn Third Qtr 2001 6 | ADNESIONS.....ccoeveveeeeeieeeeee e 2ndQr2001 26
Timely Filing Guidelinesfor Al Medicare A | e Jun/Jul 2000
Providers .......cccocoveiiieiinee e 1st Qtr 2001 5 | 66821: YAG Laser Capsulotomy ................... 1st Qtr 2001 21
Tlmely Flllng Guidelines for All Medicare A 67221: Ocular Photodynamic Therapy (OPT)
PrOVIdErS .......ooovviiriiiiiii Aug/Sep2000 49 | With VEEPOIN ... 3rdQtr 36
Tips to Submit Medical Review . .
Documentation After a Utilization Audit ....... ApriMay2000 15 | Diagnostic Tests, 70010-89399
Toll-Free Telephone Numbers, New ............. 3rd Qrt 2001 4 | 70450: Computerized Tomography Scans ... 3rd Qr2001 38
Transitional Corridor Payments .............. AugiSep2000 L1 | AugiSep1999 15
Transmyocardial Revascularization (TMR) 70544: Magnetic Resonance Angiography
for Treatment of Severe Angina ................... Jun/Jul 1999 109 (MRA) ..o 2nd Q2001 28
Two-Year Moratorium on I.:inancial. Limitation 70541: Magnetic Resonance Angiography
for Outpatient Rehabilitation Services ......... Feb/Mar 2000 6 (MRA) <o Jun/Jul 2000 21
.......................................................... Aug/Sep 1999 18
U 70551: Magnetic Resonance Imaging of
Ultrasonic Osteogenic Stimulator ..................... Dec2000 12 | theBrain ... 2nd Q2001 31
UPIN Directory Available on the Internet ..... Apr/May 2000 16 | 71010: ChestX-ray ..., Aug/Sep 2000 24
Uroklnase (Abboklnase®) Shortage .............. 1st Qtr 2001 7 Addltlon to P0|Icy ..................................... 1St Qtl’ 2001 19
72192-72194: Computed Tomography
V Of the PEIVIS .......oeovveeeiiiiccc e 2nd Qtr 2001 33
............................................................. Jun/Jul 1999 37
Verteporﬁn .................................................. 3rd Qtr 2001 16 76090: Diagnostic Mammography ________________ 3rd Qtr 2001 42
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Diagnostic Tests, 70010-89399 (continued)

Medicine, 90281-99199 (continued)

76092: Screening Mammograms.................. 3rd Qtr 2001 44 93268: Patient Demand Single or Multiple
77336: Radiation Physics Consultation ....... Aug/Sep 2000 32 Event Recorder - Revision to Palicy ........... Feb/Mar 2000 20
78472: Cardiac Blood Pool Imaging ............ Oct/Nov2000 22  93303: Transthoracic and Doppler Echocardiography
Feb/Mar 2000 21 and Doppler Color Flow Velocity Mapping ... Jun/Jul 2000 32
2nd Qtr 2001 38 93312: Transesophageal Echocardiogram ... 2nd Qtr 2001 53
Oct/Nov 2000 25 93333: Electrocardiography - Revision
,,,,,,,,,,,, Jun/Jul 1999 44 toPolicy ......cccceeeevvciiiiie ... FEb/Mar 2000 20
2nd Qtr 2001 40 93501, 93510, 93511, 93514, 93524,
82108: AlUMINUM ......oovvnieierireireeeieeeene. JuniJul2000 25 93527-93529, 93530-93533:

Addition to Policy 2ndQtr2001 91 Cardiac Catheterization ..o, Jun/Jul 1999 89
82270: Fecal Occult Blood Testing ................ Jun/Jul 1999 47 93501 Cardiac Catheterization................... Feb/Mar2000 26
82310: Total CalCium ..........oo.oeeeeeeeereereeen. 2nd Qr2001 43 93501 Cardiac Catheterization - Revision
82378: Carcinoembryonic Antigen (CEA) ...... 1stQtr2001 23 92’722!'(218-& B, Analy3|s L Apr/May 2000 21
ggggg \C/::;crngg]eBlz """""""""""""""""""" 2nd Q2001 46 System and Pacer Cardioverter-Defibrillator 2nd Qtr 2001 56

(Cyanocobalamin) ASSay .............c.ccco..... FebMar2000 24 93875 Noninvasive Extracranial
82728: Serum Fermitin ...............cooorrrvvveee.. Aug/Sep2000 34  Arterial Studies ggmgz fggg gg
ot Bowloms hans 1 I g S S G oy 5
83735: MAGNESIUM ..o Jundul2000 27 93922 Noninvasive Physiologic Studies of
84100: Serum PhOSPHOTUS +............vvvveeernnn.. 1stQr2001 25  UpperorLower Extremity Arteries .............. 3rdQr2001 51
84152: Complexed and Free Prostate 93925Du|exScan of Lower ...................... Apr/May 2000 22
SpPeCific ANGEN ....vvveiieeeieeeeee e 2nd Qtr 2001 48 E xtrefnityr,)A eries Feb/Mar 2000 30
84153: Prostate Specific Antigen ......... Dec 1999/Jan 2000 20 93930: Duplex ScaH of Upper """""""""""
84154: Free Prostate Specific Antigen ........... Jun/Jul 1999 52 E xtreﬁqity Arterial By-pass Grafts Feb/Mar 2000 32
84436: Thyroid Function Test ................... December 1999 29 93965: Noninvasive Evaluation of
84436: Thyroid Function Test - EXUTEMity VIS ....vrrcceoercoerre e FebMar2000 33
Revision to Policy ............coovviiiieieiiiiieee. Feb/Mar 2000 20 93965: Noninvasive Evaluation of
84436: Thyroid Function Test - Revision Eﬂrehiw VEINS ..ot Aug/Sep 2000 39
to Ij-’ollcy s Apr/May 2000 21 Addition to Policy ... 2nd Qtr 2001 92
84484: Troponln ....................... Oct/Nov 2000 30 Addition to Policy .. Apr/May 2000 21
85044: Reticulocyte Count ... AugiSep 1999 20 93975 93979: Duplex SCANNING ..... ... Jun/Jul 1999 95
86235: Extractable Nuclear Antlg_en ............... Jun/Jul 1999 54 93990: Duplex Scan of Hemodialysys Access ... 2nd Qtr 2001 59
86353: Lymphocyte Transformation .............. 3rdQr2001 49 94010: SPIOMEY ovvvvvrreeeeeeereeseeeeeeeee JunJul 2000 37
86706: Hepatitis B Surface Antibody 94642: Aerosolized Pentamidine
and Surface ANigen ..............cccooorreeeenan. Oct/Nov1999 23 ISEIONALE ...t Aug/Sep 2000 41
86781: F_Iuorescent Treponemal Antibody 94664: Diagnostic Aerosol or Vapor
AbsOrption (FTA-BDS) .......vvvvriiciiee Aug/Sep 1999 21 INN@IAION .....coveveeceee e, Dec 1999/Jan 2000 26
87086: Urine Bacterial Culture Dec 1999/Jan2000 22 94760 Noninvasive Ear or Pulse
87621 Human Papillomavirus DNA Assay, Oximetry for Oxygen Saturation............ ...Feb/Mar2000 35
Amplified Probe Technique ....................... Juniul 2000 30 95004: Allergy SKin Test ..............c...... ... OctiNov2000 37
REVISION tO PONCY ......vvovc AugiSep 2000 47 s Jun/Jul 2000 41
88142-88155, 88164-88167, GO123, 95115: Allegen Immunotherapy ................... 2nd Qr2001 61
G0143-G0145, G0147,G0148, P3000: Oct/Nov2000 39
Pap SMEAIS ...evniiie e Jun/Jul 1999 56 95930: Visual Evoked Potential (VEP) Testing . Feb/Mar 2000 37
88155: Pap Smears—Revisionto Policy . Dec 1999/Jan 2000 18  95934: H-Reflex Study .............ccccevvevennnes Oct/Nov2000 41
88230: Cytogenetic Studies ....................... Oct/Nov1999 27  95900: Nerve Conduction Studies .......... 2nd Quarter 2001 63
‘s 95925: Somatosensory Testing .............c........ 1st Qtr 2001 28
Medicine, 90281-99199 97016: Coverage and Billing Guidelines for
90846, 90847, 90849: Family Psychotherapy .. Jun/Jul 1999 61 Enhanced External Counterpulsation (EECP) ... Jun/Jul 1999 108
92081-92083: Visual Field Examination......... Jun/Jul 1999 64 99183: Hyperbaric Oxygen (HBO) Therapy .... Jun/Jul 1999 101
92135: Scanning Computerized Delay in Implementation of ..................... Aug/Sep 1999 14
Ophthalmic Diagnostic Imaging................. Aug/Sep2000 36 Delay in Coverage Poalicy ...................... Apr/May 20000 21
92225, 92226: OphthalmosCopy ..............e... Jun/Jul 1999 70 Revision to National Policy ....................... 1stQtr2001 20
92235: Fluorescein Angiography................... Jun/Jul 1999 74
240, ocyree o by 3410 T8 HCPCS Codes
o O nugsep 1909 2 ADAZ5: Ground ADnGe Servies........ 20d QU001 22
93000: Electrocardiography - Revision A0320: Ground Ambulance Services.............. Jun/Jul 2000 43
O PONCY ©.ovvveoevveeeeveeemeeeeseee e AprMay2000 21  A9270:Arthroscopic Laser Artrodess ............ Jun/Jul2000 65
93012, 93268, 93270, 93271, C1203: Ocular Photodynamic Therapy
G0004-G0006, G0015: Patient Demand (OPT) with Vereporﬁn ................................ 2nd Qtr 2001 70
Single or Multiple Event Recorder ................ Jun/Jul 1999 84  C1300:Hyperbaric Oxygen (HBO) Therapy ... 3rd Qr 2001 54
93224-93227, 93231-93237: Holter Monitoring ... Jun/Jul 1999 80 gégggi égg%f ?f@éécl;;aéﬁségz'é ---------------------- 3rdQr2001 59
First Quarter 2002 The Florida Medicare A Bulletin 101



INDEX TO MEDICARE A BULLETIN

HCPCS Codes (continued)

G0163-G0165: PET SCaN ....cc.cevvveerieerieene Jun/Jul 1999
G0102: Prostate Cancer Screening ............. Oct/Nov 2000
G0102-G0103: Coverage for Prostate

Cancer SCreeniNg .........ooccvveeeeeeacueeeeaaannns Oct/Nov 1999
G0104: Colorectal Cancer Screening ......... Aug/Sep 1999
G0108: Diabetes Outpatient Self-

Management Training Feb/Mar 2000

Addition to Policy ..........cccoeviiiiieiiien. 2nd Qtr 2001
G0160, G0161: Cryosurgery of Prostate ........ Jun/Jul 1999
G0160, G0161: Cryosurgical Ablation

ofthe Prostate ..........cccoveveriieniieiiienen, Jun/Jul 1999
G0166: Enhanced External
Counterpulsation ...........ccccceeeeieveeen. Dec 1999/Jan 2000
G0166: External Counterpulsation for
Severe Angina - Revision to Policy ............ Apr/May 2000
JO001: Self-Administered Drugs .... Oct/Nov 2000
J0205, J1785:Ceredase/Cerezyme............... Jun/Jul 1999
J0207: Amifostine (Ethyol®) ...........cccccceeenee 3rd Qtr 2001
............................................................. Jun/Jul 2000
J0585: Botulinum Toxin Type A (Botox) ........ Oct/Nov 1999
J0850: Cytomegalovirus Immune Globulin
(Human), Intravenous (CMV-IGIV) ............ Aug/Sep 1999
J1440: G-CSF (Filgrastim, Neopogen®) ...... Oct/Nov 2000
J1561.: Intravenous Immune Globulin .......... Oct/Nov 1999
J1561: Intravenous Immune Globulin .......... Apr/May 2000
J1745: Infliximab (Remicade™) ................. Aug/Sep 2000
J1950: Leuprolide Acetate ............ccccceeennee Oct/Nov 2000
................................................... .... Oct/Nov 1999
Addition to POlicy .........cccevveeiiiiiiieeais 2nd Qtr 2001
J2355: Oprelvekin (Neumega®)) ......... Dec 1999/Jan 2000
J2430: Pamidronate (Aredia®, APD) ............. Jun/Jul 2000
Addition to Policy ..........cccoeiiieeeeiiiiee. Aug/Sep 2000

J2792: Rho (D) Immune Globulin Intravenous Jun/Jul 2000
J3240: Thyroprotin Alfa Thyrogen®) Jun/Jul 2000
J7190: Hemophilia Clotting Factors Jun/Jul 2000

Addition to Policy ..........cccceveiiiiiiiiians 2nd Qtr 2001
J9000, J9170, J9350, J9999:

Antineoplastic Drugs .........ccoccveveeeiiciveneeenn. Jun/Jul 1999
J9293: Mitoxan trone Hydrochloride .... 3rd Qtr 2001
J9999: Antineoplastic Drugs ............... 2nd Qtr 2001

............................................................. Jun/Jul 2000
J9999: Antineoplastic Drugs—Irinotecan

(Camptosar®)— Addition to Poalicy ............. Oct/Nov 2000
J9999: Antineoplastic Drugs—

Addition to Policy .........ccceeeeviiveneenn. Dec 1999/Jan 2000
L8614: Cochlear Device System—

Correction to Fee Schedule ...................... Apr/May 2000

MO0302: Cardiac Output Monitoring by
MO0302: Cardiac Output Monitoring by

Electrical Bioimpedance ..............cccceeeevnnns Jun/Jul 1999
Q0136: Non-ESRD Epoetin (Procfit®) ......... Oct/Nov 2000
Revision t0 PONCY .........ccveeeeeiiiiiiieeees 1st Qtr 2001
Q0163-Q0181: Coverage Madification for
Oral Antiemetic Drugs..........ccccveeeeeeiuvneen.. Aug/Sep 1999
Q9920: Chronic Renal Failure
Erythropoietin (Epogen) ..........ccceevevveeennn. Aug/Sep 1999
DYSPHRT: Dysphagia/Swallowing
Diagnosis and Therapy .........cccccceeeecvveeenn. 2nd Qtr 2001
PHPPROG: Psychiatric Partial
Hospitalization Program 2nd Qtr 2001
........................................................... Apr/May 2000
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Special Bulletins

Biomedical Equipment Year 2000 (Y2K)
ComplianCe ........occooeiiiiiiiieiiceees August 9, 1999

CMS Requires Mitigation Plans for Immediate
PRO Review Requests During Possible
Y2K-Induced Telecommunication
DISTUPLION .ceoeiiiieeeeiiiee e August 16, 1999

2000 Healthcare Common Procedure Coding
System and Medicare Outpatient
SEIVICES ....ooviiiiiiiiiic e December 1999

2000 Outpatient Fee Schedule for Clinical
Laboratory Services ...........ccccocueeee. February 25, 2000

Implementation of Outpatient Prospective
Payment System .........cccocoeviiiiiiiiinieceeneenn, May 1, 2000

June 5, 2000 Implementation of Claim
Expansion and Line Iltem Processing
INIIAtiVE ....oeeiiii *June 1, 2000

Implementation Delay Hospital Outpatient
Prospective Payment System Initiative

Effective August 1, 2000 ............ccceeeennee *June 12, 2000
New Electronic Mailing Listservs for Outpatient

Prospective Payment Initiative ............. *June 28, 2000
2001 ICD-9-CM Coding Update ........... *August 10, 2000

* Thisgpecid issueisavailable only on the provider Web site
www.floridamedicare.com
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Addresses

CLAIMS STATUS

Coverage Guidelines

Billing I ssues Regarding

Outpatient Services, CORF, ORF, PHP
Medicare Part A Customer Service
P. O. Box 2711
Jacksonville, FL 32231
(904) 355-8899

APPEAL RECONSIDERATIONS
Claim Denials (outpatient services only)
Medicare Fair Hearings (Part A)

P. O. Box 45203
Jacksonville, FL

MEDICARE SECONDARY PAYER
(MSP)
Information on Hospital Protocols
Admission Questionnaires
Audits

Medicare Secondary Payer

Hospital Review

P. O. Box 45267

Jacksonville, FL 32231

General M SP Information
Completion of UB-92 (M SP Related)
Conditional Payment

Medicare Secondary Payer

P. O. Box 2711

Jacksonville, FL 32231

(904) 355-8899

Automobile Accident Cases
Settlements/L awsuits
Other Liabilities
Medicare Secondary Payer Subrogation
P. O. Box 44179
Jacksonville, FL 32231

ELECTRONIC CLAIM FILING
“DDE Startup”
Direct Data Entry (DDE)
P. O. Box 44071
Jacksonville, FL 32231
(904) 791-8131

FRAUD AND ABUSE
Medicare Anti-fraud Branch
P. O. Box 45087
Jacksonville, FL 32231
(904) 355-8899

REVIEW REQUEST
Denied claimsthat may have been payable
under the Medicare Part A program
Medicare Part A Reconsiderations
P. O. Box 45053
Jacksonville, FL 32232

OVERPAYMENT COLLECTIONS
Repayment Plansfor Part A Participat-
ing Providers
Cost Reports (original and amended)
Receipts and Acceptances
Tentative Settlement Determinations
Provider Statistical and Reimbur sement
(PS& R) Reports
Cost Report Settlement (paymentsdueto
provider or Program)
Interim Rate Deter minations
TEFRA Target Limit and Skilled Nurs-
ing Facility Routine Cost Limit Ex-
ceptions
Freedom of Information Act Requests
(relative to cost reports and audits)
Provider Audit and Reimbursement
Department (PARD)
P.O. Box 45268
Jacksonville, FL 32232-5268
(904) 791-8430

IMPORTANT ADDRESSES , TELEPHONE NUMBERS AND WEB SITES

Phone Numbers
PROVIDERS

Customer Service Representatives:
1-877-602-8816

BENEFICIARY
1-800-333-7586

ELECTRONIC MEDIA CLAIMS
EMC Start-Up:
904-791-8767

Electronic Eligibility
904-791-8131

Electronic Remittance Advice
904-791-6865

Direct Data Entry (DDE) Support:
904-791-8131

PC-ACE Support
904-355-0313

Testing:

904-791-6865

Help Desk (Confirmation/
Transmission)
904-905-8880

Medicare Web sites

PROVIDERS

Florida Medicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid Services
www.hcfa.gov

BENEFICIARIES
Florida Medicar e Contractor
www.medi carefla.com

Centersfor Medicare & Medicaid Services

www.medicare.gov
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