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FROM THE MEDICAL DIRECTOR

A PHysiciaN’'s Focus

INTO THE FUTURE

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

Recognizing the power of multimedia communication, Medicare
has recently launched a new Web site for the National Medicare
Education Program (NMEP), in collaboration with private organizations
and senior aliances. The NMEP creates a coordinated Medicare
educational network extending from the national level down to the
community level. This new Web siteisintended to educate and em-
power Medicare beneficiaries to make informed choices aswise
consumers in adynamic health care system.

The Secretary of the Department of Health and Human Services
(DHHS), Donna Shalala, in her opening statement of the NMEP,
acknowledged that informing present and future beneficiaries about the
changing Medicare system is alarge undertaking, but is one that cannot
beignored. The challenge, according to Secretary Shalala, isto help

beneficiaries understand that, although new plan options and services are available, traditional fee-for-
service Medicare remains an acceptable choice. More details on the NMEP and ongoing information

updates can be found by accessing the Web site: www.nmep.org.

Medicare coverage processes are also being redesigned to be more open and accessible via the
Internet, to inform the public of the progress and determination of issues under coverage review, and
to provide email contact so interested parties can send comments and feedback. The Web siteis

www.hcfa.gov/quality.

Continuing with this approach, Medicare has been evaluating new, innovative techniques and
treatments which were traditionally not covered by Medicare. This has resulted in a number of new
national coverage policies. Among these are cryosurgery of the prostate gland, which uses extremely
cold temperatures to treat patients with prostate cancer. ( It isimportant to note that cryosurgery of the
prostrate for advanced cancer remains a noncovered service under Medicare). Another example isthe
new national policy for coverage of pancreas transplantation. An overview of this and other new
policiesisincluded in the Focused Medical Review section of this publication. We expect Medicare
to be on the cutting edge by creating policies for coverage of new technology as we move into the next

millennium.

Sincerely,

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

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

July/August 1999
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ADMINISTRATIVE

Advance Notice Requirement
Thefollowing information appliesto al articlesin this publication referencing services which must meet medical necessity
requirements (e.g., serviceswith specific diagnosis requirements). Refer tothisinformation for articlesthat indicate advance
notice applies.

edicare Part B allows coverage for services and items
deemed medically reasonable and necessary for the

treatment/diagnosis of the patient. For some services, to
ensure that payment is made only for medically necessary
services or items, coverage may be limited based on one or
more of the following factors (thislist is not inclusive):

Coverage for a service or item may be allowed only for
specific diagnoses/conditions. Always code to the high-
est level of specificity.

Coveragefor aservice or item may be allowed only when
documentation supports the medical need for the service
or item.

Coveragefor aservice or item may be allowed only when
its frequency is within the accepted standards of medical
practice (utilization screen - i.e., a specified number of
services in a specified timeframe for which the service

¢ The notice must be given in writing, in advance of fur-

nishing the service or item.

The notice must include the patient’s name, date(s) and
description of the service or item, and the reason(s) why
the service or item may not be considered medically rea-
sonable and necessary (e.g., the service is not covered
based on the diagnosis of the patient, the frequency of the
service was furnished in excess of the utilization screen,
etc.).

The notice must be signed and dated by the patient indi-
cating that the patient assumesfinancial responsibility for
the service if payment is denied as being not medically
reasonable and necessary for the reason(s) indicated on
the advance notice. The signature of the provider of ser-
viceis not required.

When a patient is notified in advance that a service or

may be covered).

If the provider believes that the service or item may not
be covered as medically reasonable and necessary, the pa-
tient must be given an acceptable advance notice of
Medicare's possible denial of payment if the provider does
not want to accept financial responsibility for the service or
item. The advance notice must meet the following require-

ments:

item may be denied as not medically necessary, the provider

must annotate this information on the claim (for both paper
and electronic claims) by reporting procedure code modifier
GA withthe serviceor item. The advance noticeform should
be maintained with the patient’s medical record.

Failure to report modifier GA in cases where an appro-
priate advance notice was given to the patient may result in
the provider having to assumefinancial responsibility for the

denied service or item. <

General Information About the Medicare B Update!

A rticles included in each Update!
represent formal notice that specific
coverage policies either have or will take
effect on the date given. Providers who
receive each issue are expected to read,
understand, and abide by the policies
outlined in this document to ensure
compliance with Medicare coverage and
payment guidelines. Medicare Part B of
Florida maintains copies of the mailing
listsfor each issue, and inclusion on these
mailing lists implies that the issue was
received by the provider in the event there
is a dispute over whether a provider
received advance notice regarding
coverage of a specific service and the
financial liahility for it.

Distribution of the Update! islim-
ited to individual providers and profes-
sional association (PA) groupswho bill
at least one claim to Medicare Part B of
Florida for processing during the six
months prior to the release of each is-
sue. Providers meeting this criteria are
sent one complimentary copy of that is-
sue. Production, distribution, and post-
age costs prohibit distributing a copy to
all of aprovider’ spracticesettings. This

primarily affects members of PA groups;
one copy of each issue is sent to the
group. The group is responsible for dis-
semination of each copy to its members.
For additional copies, providers may
purchase a separate annual subscription
for $75 (see order form on page 54), or
download the text version from our on-
line service, the Medicare Online BBS
(see page 43 for information about the
BBS).

Medicare Part B of Florida usesthe
same mailing address for all correspon-
dence, and cannot designate that each
issue of the Update! be sent to a specific
person/department within a provider’'s
office. To ensure continued receipt of
all Medicare correspondence, providers
must keep their mailing addresses cur-
rent with the Medicare Registration De-
partment.

About the New Format

Thenew Update! isdividedinto sev-
eral sections, starting with an article by
the carrier Medical Director. Following
is administrative information, then
“Claims,” which providesclaimssubmis-

sion requirementsand tips. Correspon-
dence (appeals and hearings) informa-
tionisinthissection. “Coverage” dis-
cusses CPT and HCPCS procedure
codes. It is arranged by specialty cat-
egories (not speciaties). For example,
“Mental Health” presents coverage in-
formation of interest to psychiatrists,
clinical psychologists and clinical so-
cial workers. “Reimbursement” pre-
sentschangestothe Medicare Physician
Fee Schedule (MPFS) and other pric-
ing issues. “Focused and Local Medi-
cal Review Policies” follows, then
“Electronic Media Claims (EMC).”
Additional sections (not in every issue)
include: “Genera Information,” other
information for Medicare Part B pro-
viders including Fraud and Abuse is-
sues; and “Educational Materials’ that
includes Medifest schedules, informa-
tion pertaining to the Medicare Online
BBS (our onlinebulletin board service),
and reproducible forms. Important ad-
dresses and phone numbers are on the
back cover.«

The Florida Medicare B Update!
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ADMINISTRATIVE

Y2K

AreYou Ready for the Year 20007?

The Non-Negotiable Deadline
What Can You Do To Preparefor Y2K?

Listed below are afew key tips:

1 Become aware of potential impacts

2. Assess your readiness

3. Test existing and newly purchased systems and software
4. Develop contingency plans for continuity of business

Please take a moment to complete the sample readiness list. Additionally, please indicate any questions and/or
commentsyou haveregarding Y2K in the spaces provided below.

Provider Type/Specialty (i.e., Cardiology):
Your Occupation:
Questions?

Checklist Items Y2K Percent of Contingency Plan in Unable to determine if
Ready | Compliance Place? (yes/no) preparation has occured

1. Medical Equipment

2. Computer Hardware

3. Computer Software

4. Physician Referral Forms

5. Claim Forms

6. Billing Requirements

7. Diagnostic Equipment

8. Custom Applications

9. Personnel Training Completed

10. Telephone Systems

Y our thoughts regarding Y2K...........

Additional Information on Y2K may be obtained from the following Web sites.
1) www.y2k.gov 2) www.fcc.gov/year2000  3) www.itpolicy.gsa.gov

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.

Please fax thisform to the Medicare Education and Outreach Department at (904) 791 - 8378.«

Disclaimer
This document is a Year 2000 disclosure made pursuant to the Year 2000 Information and Readiness Disclosure Act (S.2392). Your legal rights regarding use of the
statements made herein may be substantially limited as provided in the Act.

July/August 1999 The Florida Medicare B Update! 5



CLAIMS

CLAIMS

Top Denials and Tips

uring the second quarter of fiscal year 1999, Florida Medicare conducted an analysis of the top reasons for claims

denials. This analysis revealed that most denials are due to simple claim completion errors. This articleisintended to
assist providers with waysto avoid these deniasin the future. Providers should review their ANSI messages and pay close
attention to the tips outlined below for the appropriate actions to avoid these denials.

ANS| Message

Tipsto Avoid Denial

The referring/prescribing provider is not
eligible to refer/prescribe/order the service
billed

When this occurs, it may mean that a procedure code was billed that is not allowed by the
provider’s specialty. Providers should review their code selection process to ensure that the
procedure codes used are within the scope of their specialty. For more information on procedure
codes and specialty relationships, please call customer service at (904) 634-4994.

Claim/service lacks information which is
needed for adjudication.

All clams billed to Medicare for services that are the result of an order or referral by a physician
(or physician assistant, nurse practitioner clinical nurse specialist) must be filed with the Unique
Provider ldentification Number (UPIN) referring/ordering provider. For more specific
information, please refer to the March/April 1999 Medicare B Update! (page 17).

The diagnosis is inconsistent with the
procedure.

This denial occurs when the ICD-9-CM diagnosis code billed is not considered “"covered" for the
procedure rendered. This means Medicare will only allow the service for certain ICD-9-CM
diagnosis codes, based on the medical necessity of the beneficiary. While some of these denials
are appropriate, many can be avoided by referencing the Medicare B Update!; accessing the
Bulletin Board System (BBS); purchasing a Procedure to Diagnosis Relationship report booklet
(see page 54 to order).

Claim/service lacks information which is
needed for adjudication.

The claim is being denied or returned for improper completion. All claims submitted to Medicare
must be completed according to the HCFA 1500 completion requirements. For more information
please refer to the following issues of the Update!: Jan/Feb. 1998, Sept./Oct. 1997, June 1996
Special Issue, May/June 1996 (pages 10-14, 51-53); March/April 1996 (pages 46-58, 67);
January/February 1996 (pages-68-74), and the September 1995 Special Issue.

Claim/service denied/reduced due to a
submission/billing error.

The diagnosis was not coded to highest level of specificity. Many ICD-9-CM diagnosis codes list
to the third, fourth, or fifth level. Medicare requires coding to the highest available level. Please
refer to the most current version of the ICD-9-CM diagnosis coding book for the most specific
code.

Claim/service denied/reduced because this
service/procedure is not paid separately.

This denial may indicate that payment is included in another service furnished on the same day.
Certain procedure codes are bundled together and allowed as one service. To order
information about these code combinations, call (800) 553-6847 or write to:

The Correct Coding Initiative
AdminaStar Federal

P.O. Box 50469
Indianapolis, IN 46250-0469

This denial may also indicate that a visit(s) or procedure(s) was performed during the pre -
and/or post-operative period. For information on global surgery, please refer to the December
1998 Special Issue Medicare B Update!

The Florida Medicare B Update!
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CLAIMS

Correct Addresses for Filing Paper Claims
If Medicare claims ar e sent to the wrong addr ess, payments will be delayed.

he Social Security Administration used to put the address of its payment center on the back of Social Security cards.
Although this practice has been discontinued, each month hundreds of Medicare claimsare sent to that addressin error.
No Medicare, Medicaid, supplemental, CHAMPUS, or Workers' Compensation claims should ever be sent to thefollowing

address:

2001 12th A

Birmingham, #

Sending claims to the above address delays their processing. Send Part B Medicare claimsto the Medicare carrier for

the state in which the service was rendered. For Florida, the correct addresses are:

Participating Providers

Medicare Part B
P.O. Box 44117
Jacksonville, FL 32231-4117

Non-participating Providers

Medicare Part B
P.O. Box 2525
Jacksonville, FL 32231-0019

When filing aMedicare supplemental claim, send the claim to the address on the beneficiary’ s supplemental insurance
card. If you arefiling aMedicaid claim, contact your state Medicaid agency. When filing aWorkers' Compensation claim,

contact the patient or the patient’s employer to obtain the correct billing address. «

Do Not Delay Filing of Review Requests

he Year 2000 is fast approaching and, while Medicare has taken extreme

careto update systemsto be ableto process review requests beginning January
1, 2000, no one can predict the future. Although providers have six months to
submit areview request (from the date the service(s) initially processed), Medicare
strongly encouragesprovidersto submit all of their review requests before October
1,1999. Thiswill allow our review staff time to process the greatest number of
requests prior to January 1, 2000.

Remember, submit only one review request per review form. A copy of the
Medicare Part B claim review form can be found in the September/October 1998
Medicare B Update! (pages 59-61). «

Inventory Depletion of Claims, Appeals and

Review Requests

s part of Year 2000 readiness, Medicare strongly encourages providers to

maintain a current status of their claim submission and review request
inventories. Claims should be submitted to Medicare within a week from the
day the services are provided. Backlogged inventories for appeals and review
request should be submitted by October 1, 1999. <

Thisdocument isa'Y ear 2000 disclosure made pursuant to the Y ear 2000 Information and Readiness
Disclosure Act (S.2392). Your legal rights regarding the use of the statements made herein may be
substantially limited as provided in the Act.

Changes to Health
Professional Shortage

Area Designations
edicare has received Health
Professional Shortage Area

(HPSA) designation changes to

specific census tractsin Dade county.

These designations are effective July

1, 1999.

Added

Dade County

South Beach

CT.42

C.T.43

CT. 44

C.T.45

C.T. 45.99

South Dade (Homestead)
C.T. 107.02

Withdrawn
South Dade (Homestead)
C.T. 103 «

July/August 1999
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COVERAGE

COVERAGE

AMBULANCE

Paramedic “Intercept” Provision

he Balanced Budget Act (BBA) of

1997 includes a provision that
allows Medicare carriers in certain
situationsto cover services provided by
paramedics operating separately from
ambulance suppliers. This provision,
however, does not apply in the state of
Florida

Paramedic “intercept” services in
rural areas, where volunteer ambulance
squads providing only basic life support
servicesareprohibited by statelaw from

charging for services, aretypically pro-
vided by a paramedic operating sepa-
rately from an ambulance supplier and
providing advanced life support services
to abeneficiary. Under previous Medi-
care policy, there was no provision to
pay for these “intercept” services sepa-
rately from the ambulance service.
TheHealth Care Financing Admin-
istration (HCFA) has established a new
procedure code for this service: Q0186
(Paramedic intercept, rural area, trans-

port furnished by avolunteer ambulance
company which is prohibited by state
law from billing third party payers.).

Florida has no law that prohibits
volunteer ambulance suppliersfrom bill-
ing for their services. Therefore, Medi-
careof Floridawill deny claimsfor pro-
cedure code Q0186. The reimbursement
for this procedure is included in the al-
lowance for advanced life support ser-
ViCes.

Reimbursement for Ambulance Services to Nonhospital-Based Dialysis Facilities

For beneficiaries with end-stage renal disease, Medicare
now allows scheduled round-trip ambulance service (if
medically necessary) from home to the nearest appropriate
freestanding or hospital-based dialysis facility. This change
is effective for services rendered on or after February 24,
1999, processed on or after July 1, 1999. Previously,
ambulance service for these beneficiaries was limited to

hospital-based dialysis facilities.

CARDIOLOGY

Ambulance suppliers were notified in a Medicare B Spe-
cial Issue Update! dated April 5, 1999, that this change was
forthcoming. Information that outlines this and other changes
to the way ambulance services are processed was published in
the Federal Register on January 25, 1999 (64 FR 3637). At that
time, HCFA had not advised Medi care contractorsto implement
any of the changes. Claims for this new benefit should be sub-

mitted with the origin and destination modifier “J." <

33999: Transmyocardial Revascularization (TMR) for Treatment of

Severe Angina

ransmyocardial revascularization

(TMR) is a surgical technique that
uses a laser to bore holes through the
myocardium of the heart, in an attempt to
restore perfusion to areas of the heart not
being reached by diseased or clogged
arteries. Thistechnique is used as a late
or last resort for relief of symptoms of
severe angina in patients with ischemic
heart disease not amenable to direct
coronary revascularization interventions,
such as angioplasty, stenting or open
coronary bypass.

The precise workings of this tech-
niquearenot certain. Theorigina theory
upon which the technique was based,
that the open channels would result in
increased perfusion of the myocardium,
does not appear to be the major or only
action at work. Several theories have
been proposed, including partial dener-
vation of the myocardium, or the trig-
gering of the cascade of biological reac-
tionsthat encourage increased devel op-

ment of blood vessels.

However, research at several facili-
ties indicates that, despite this uncer-
tainty, the technique does offer relief of
anginasymptomsfor aperiod of timein
patients for whom no other medical
treatment offering relief is available.
Studies indicate that both reduction in
pain and reductionin hospitalizationsare
significant for most patients treated.
Consequently, Medicare has concluded
that, for patients with severe angina
(Classlll or 1V, Canadian Cardiovascu-
lar Society, or similar classification sys-
tem) for whom all other medical thera-
pies have been tried or evaluated and
found insufficient, such therapy offers
sufficient evidence of its medical effec-
tivenessto treat the symptomatology. It
is important to note that this technique
does not provide for increased life ex-
pectancy, nor is it proven to affect the
underlying cause of the angina. How-
ever, it appears effective in treating the

symptoms of angina, and reducing hos-
pitalizations and allowing patients to
resume some of their normal activities
of daily living.

TMR istherefore covered effective
for services performed on or after July
1, 1999, as a late or last resort for pa
tientswith severe (Canadian Cardiovas-
cular Society classification Classes 111
or 1V) angina(stable or unstable), which
has been found refractory to standard
medical therapy, including drug therapy
at the maximum tolerated or maximum
safe dosages. In addition, the angina
symptoms must be caused by areas of
the heart not amenableto surgical thera-
pies such as percutaneous transluminal
coronary angioplasty, stenting, coronary
atherectomy or coronary bypass. Cov-
erage is further limited to those uses of
the laser used in performing the proce-
dure that have been approved by the
Food and Drug Administration for the
purpose for which they are being used.

The Florida Medicare B Update!

July/August 1999



COVERAGE

TMR services rendered prior to July 1,
1999 continue to be noncovered.

Patients must meet the following
additional selection guidelines:

» Have an gection fraction of 25% or
greater;

» Have areas of viable ischemic myo-
cardium (as demonstrated by diag-
nostic study) that are not capable of
being revascularized by direct coro-
nary intervention; and,

» Have been stabilized, or have had
maximal efforts to stabilize acute
conditions such as severe ventricular

arrhythmias, decompensated conges-
tive heart failure or acute myocardial
infarction.

Coverage is limited to physicians
who have been properly trained in the
procedure. Providers of this service
must al so document that al ancillary per-
sonnel, including physicians, nurses, op-
erating room personnel and technicians,
are trained in the procedure and the
proper use of the equipment involved.
Coverageisfurther limited to providers
with dedicated cardiac care units, includ-
ing the diagnostic and support services

necessary for care of patients undergo-
ing thistherapy. In addition, these pro-
vidersmust conformto the standardsfor
laser safety set by the American National
Standards Institute, ANSIZ1363.

Because thereisno CPT procedure
code for TMR, this service should be
billed using the unlisted code 33999 until
aCPT codeisestablished. All claimsfor
TMR must therefore be filed on the pa-
per HCFA 1500 claim form, and must
include the supporting documentation
described above.

Enhanced External Counterpulsation (EECP)

—_ECPisanon-invasive outpatient trestment for coronary
L—artery disease refractory to medical and/or surgical
therapy. Although these and similar devices are cleared by
the Food and Drug Administration (FDA) for useintreating
avariety of conditions, including stable or unstable angina
pectoris, acutemyocardia infarction, and cardiogeni c shock,
effective for services performed on or after July 1, 1999,
Medicare coverageislimited toitsusein patientswith stable
anginapectoris, since only that use has devel oped sufficient
evidenceto demonstrateitsmedical effectiveness. Other uses
of this device and similar devices remain noncovered. In
addition, the noncoverage of hydraulic versions of these
types of devicesremainsin force.

Coverageisfurther [imited to EECP systemsthat have
sufficiently demonstrated their medical effectivenessintreat-
ing patientswith severe anginain well-designed clinical tri-
als. Note that a 510(k) clearance by the Food and Drug
Administration does not, by itself, satisfy this requirement.

Coverageis provided for the use of EECP for patients
who have been diagnosed with disabling angina (Class 111
or Class IV, Canadian Cardiovascular Society Classifica
tion or equivaent classification) who, in the opinion of a
cardiologist or cardiothoracic surgeon, are not readily ame-
nable to surgical intervention, such as PTCA or cardiac
bypass because: (1) their condition isinoperable, or at high
risk of operative complications or post-operative failure;
(2) their coronary anatomy is not readily amenable to such
procedures; or (3) they have co-morbid states that create
excessive risk.

A full course of therapy usually consists of 35 one-
hour treatments, which may be offered once or twice daily
(usually 5 days per week). The patient is placed on a treat-
ment table where hisher lower extremities are wrapped in

a series of three compressive air cuffs that inflate and de-
flate in synchronization with the patient’s cardiac cycle.
During diastole the three sets of air cuffs are inflated se-
quentially (distal to proximal) compressing the vascular beds
within the muscles of the calves, lower thighs and upper
thighs. This action resultsin an increase in diastolic pres-
sure, generation of retrograde arterial blood flow and an
increase in venous return. The cuffs are deflated simulta-
neously just prior to systole, which producesarapiddropin
vascular impedance, adecreasein ventricular workload and
an increase in cardiac output.

The augmented diastolic pressure and retrograde aor-
tic flow appear to improve myocardial perfusion, while sys-
tolic unloading appears to reduce cardiac workload and
oxygen requirements. The increased venous return coupled
with enhanced systolic flow appears to increase cardiac
output. As aresult of this treatment, most patients experi-
enceincreased time until onset of ischemia, increased exer-
cise tolerance, and a reduction in the number and severity
of anginal episodes. Evidence was presented that this effect
lasted well beyond theimmediate post-treatment phase, with
patients symptom-free for several months to two years.

EECP services rendered prior to July 1, 1999, continue
to be noncovered and should be billed using procedure code
92971. Services rendered on or after July 1, 1999, should
be billed using procedure code 97016 (Application of amo-
dality to one or more areas; vasopneumatic devices) until a
specific code for EECP is established. Documentation that
clearly establishesthe criteriafor coverage listed above must
accompany the claim. Because of these requirements, claims
for EECP may not be submitted electronically. <

Drucs AND BloLoacicALs

Billing for Radiochemicals
adiochemicals are not approved by the Food and Drug
dministration and, therefore, are not reimbursable
under the Medicare program. Radiochemical drugs or
biologicals should be billed with procedure code A9270
(Noncovered item or service). An acceptable advance notice
statement must be provided to the beneficiary (see page 4). «

Q0159: Correction to Descriptor
he descriptor published in the July/August 1998
Medicare B Update! for procedure code Q0159 was
incorrect. The correct descriptor is* Injection, Adenosine,
90mg (not to be used to report adenosine phosphate
compounds, instead use A9270)” .«
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Q0163-Q0181: Oral Anti-Emetic

Drugs — Diagnosis Correction

ral anti-emetics must be billed with a diagnosis of

cancer. Thediagnosisrequirementsfor oral anti-emetic
drugs was provided in the May/June 1998 Medicare B
Update! (pages 34-35). The article reported the applicable
ICD-9-CM diagnosis codes as 140 - 239.9, or V58.0. The
initial code in this range is incorrect; the correct range is
140.0 - 239.9, or V58.0. Diagnosis 140 (no decimal) is not
avalidICD-9-CM code. Advance noticerequirementsapply
to medical necessity for services with specific diagnosis
criteria (see page 4).

W4158 - Revision to Descriptor

n page 28 of the March/April 1999 Medicare B Update!,
the descriptor for procedure code W4158 was printed
incorrectly. The correct descriptor is:

WA4158  Tc-99m Technetium, Exametazime, up to 30mCi

(CERETEC, HMPAO).

Foot CARE

Treatment Of Ingrown Toenails -

Clarification

he purpose of this article is to clarify the coding

methodology when filing claims to Medicare for the
treatment of ingrown toenails.

Procedure code 11750 (Excision of nail and nail ma-
trix partial or complete, (e.g., ingrown or deformed nail)
for permanent removal) isused for permanent removal.

Procedure codes 11730 (Avulsion of nail plate, partial
or complete, simple: single) and 11765 (Wedge resection
of skin of nail fold (e.g., ingrown toenail)) are used when
the serviceisnot for permanent removal. <

G0127: Effective Date

he effective date to begin using procedure code G0127

(trimming of dystrophic nails, any number) was
originally communicated to providers as April 1, 1998.
Medicare has received clarification from the Hedlth Care
Financing Administration (HCFA) that the correct effective
date was January 1, 1998. <

L ABORATORY/PATHOLOGY

Expanded Coverage for Pap Smears

iagnostic and screening pap smears can be performed
with several different techniques. Medicare of Florida
has already established coveragefor thetraditional and thin
prep methods. Effective for services performed on or after
May 21, 1999, coverage began for diagnostic and screening
pap smears performed with an automated system. The

following procedure codes are now potentially covered for
dates of service on or after January 1, 1999: 88147, 88148,
G0141, G0147, and G0148. For information regarding the
indications and limitation of coverage and/or medical
necessity for these services, refer to the January/February
1999 Medicare B Update! (page 42). «

The Florida Medicare B Update!
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REIMBURSEMENT

Revised Fees for Pap Smears

ffective for servicesrendered on or after January 1, 1999, processed on or after May 24, 1999, the fee for the following
.ThinPrep Pap Smear procedure codes has been revised to $17.00:

G0123  Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated
thin layer preparation, screening by cytotechnologist under physician supervision

G0143  Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated
thin layer preparation, with manual screening and rescreening by cytotechnol ogist under physician supervision

G0144  Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated
thin layer preparation, with manual screening and computer-assisted rescreening by cytotechnologist under
physician supervision

G0145  Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated
thin layer preparation, with manual screening and computer-assisted rescreening using cell selection and review
under physician supervision

88142 Cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer
preparation; manual screening under physician supervision

88143 Cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer
preparation; with manual screening and rescreening under physician supervision

88144 Cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer
preparation; with manual screening and computer-assisted rescreening under physician supervision

88145 Cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer
preparation; with manual screening and computer-assisted rescreening using cell selection and review under
physician supervision

Effective for services rendered on or after January 1, 1999, processed on or after May 24, 1999, the fee for the following
Automated Pap Smear procedure codesis $10.42;

G0147  Screening cytopathology smears, cervical or vaginal, performed by automated system under physician supervi-
sion

G0148  Screening cytopathology smears, cervical or vaginal, performed by automated system with manual rescreening

88147 Cytopathology smears, cervical or vaginal; screening by automated system under physician supervision

88148 Cytopathology smears, cervical or vaginal; screening by automated system with manual rescreening <+

Fees for Molecular Cytogenetics 1999 Gap-Filled Clinical Laboratory
he following fees have been established for procedure | Procedure Fees
codes 88271-88275, effective for services rendered on h lete list of 1999 f f filled dlinical
or after January 1, 1999, processed on or after May 24, 1999. € complete 11st 0 e% or gap-i clinic
laboratory procedures follows:
88271 Molecular cytogenetics; DNA probe,
each (e.g., FISH) $20.00
88272 chromosomal in situ hybridization, Code Fee
analyze 3-5 cells (e.g., for derivatives 87536 $97.25
and markers) $35.00 88142 $17.00
88273 chgl)moso(;ngloindslitu( hybr]icdi zat! on, 88143 $17.00
analyze 10-30 cells (e.g., for micro-
deletions) $45.00 83144 $17.00
88274 interphase in situ hybridization, 88145 $17.00
analyze 25-99 cells $65.00 88147 $10.42
88275 interphase in situ hybridization, 88148 $10.42
analyze 100-300 cells $75.00 88271 $2000
For the covered indications and covered |CD-9 codes 88272 $35.00
for procedure codes 88271-88275, please refer to the Cyto- 88273 $45.00
genetic Studies article in the January/February 1999 Medi- 88274 $65.00
care B Update! (pages 44-45). < 2(3;23)217253 gggg
G0143 $17.00
G0144 $17.00
G0145 $17.00
G0147 $10.42
G0148 $10.42
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LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

| ocaAL AND FOCUSED

MebicaL ReviEw PoLIcIEs

his section of the Medicare B

Update! features new and revised
medical policies developed as a result
of either the Local Medical Review
(LMR) or Focused Medical Review
(FMR) initiatives. Both initiatives are
designed to ensure the appropriateness
of medical care, and that the carrier’'s
medical policies and review guidelines
are consistent with the accepted
standards of medical practice.

Effective Dates

The poalicies contained in this sec-
tion are effective for claims processed
January 1, 1999 and after, unless other-
wise stated in the policy.
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Pre-Payment Medical Review of Claims Containing Modifier 25

t the request of the Health Care Financing

Administration (HCFA), a medical record review of
Evaluation and Management (E/M) serviceshilled with CPT
modifier 25 was conducted by Medicare of Florida. During
the analysis, it was noted that a mgjority of the associated
E/M services were not warranted and should not have been
reimbursed. In addressing thisabnormal usage, it has been
decided that pre-payment medical review is warranted.

Filing E/M serviceswith CPT modifier 25 impliesthat
therequirementsaslisted inthe 1999 edition of CPT, shown
below, have been met:

Significant, Separately Identifiable Evaluation and
Management Service by the Same Physician on the
Same Day of aProcedure: The physician may need to
indicate that on the day a procedure or service
(identified by aCPT code) was performed, the patient’s
condition required asignificant, separately identifiable
E/M service above and beyond the usua preoperative
and postoperative care associated with the procedure
that was performed. The E/M service may be prompted
by the symptom or condition for which the procedure

and/or service was provided. As such, different
diagnoses are not required for reporting of the E/M
services on the same date. This circumstance may be
reported by adding the modifier -25 to the appropriate
level of E/M service. Note: This modifier is not used
to report an E/M service that resulted in a decision to
perform surgery (see modifier -57).

For Medicare purposes, this modifier is not required
when hilling an E/M service on the same day as most |abo-
ratory or diagnostic services (CPT procedure codes 70010
through 89399).

To avoid unnecessary claim denialsand/or requestsfor
additional information, providers should review their modi-
fier selection process, to ensure that modifier 25 is being
billed correctly. Inthe event of areview request, appropri-
ate documentation that supportsthe use of modifier 25 must
be provided. For more information, please consult the fol-
lowing:

AMA Current Procedural Terminology (CPT) manual

Medicare B HCPCS Update! Special 1ssue, December 1998 <
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Focused Medical Review/Data Analysis Coding Issues

Over the past year, anumber of issues
related to incorrect/inappropriate
coding have surfaced during analysis of
procedure codes for the Focused
Medical Review process. Thefollowing
is a summary of the most common
coding errors that have been uncovered.

00140, 00142: Anesthesia for
the Eye

During analysis of issuesrelated to
cataract surgery, it wasnoted that anum-
ber of physicians are hilling for anes-
thesiaservicesused for cataract/lens pro-
cedureswith procedure code 00140 (An-
esthesiafor procedures on eye; not oth-
erwise specified). Providers should be
aware that this is not the appropriate
code when billed for procedures or di-
agnoses related to the lens or cataracts.
The correct procedure code is 00142
(Anesthesiafor procedures on eye; lens
surgery).

94664, 94665: Aerosol
Treatments

Procedure codes 94664 and 94665
are to be used when aerosol treatments
are specifically administered for sputum
mobilization, bronchodilation, or spu-
tum induction for diagnostic purposes.
If the physician is supplying an aerosol
treatment in an acute situation with a

plan for diagnostic testing, these codes
are appropriate. However, during analy-
sisof thesetwo procedure codes, records
reviewed rarely indicated this was the
case; rather, patients required acute in-
tervention for airway stabilization.

It was noted that some physicians
are billing for in-office aerosol treat-
mentsin acute and chronic lung disease
situations (e.g., acute bronchitis, asthma)
using these codes. The most appropri-
ate procedure codes for in-office aero-
sol treatments, in acute lung disorders,
are either 94640 or 94642.

80100 - 80102: Drug Screening

Analysis of these procedure codes
indicated that many labs are not billing
these codes appropriately; they are bill-
ing the number of drug classes(e.g., am-
phetamines, barbiturates, alcohol) asthe
number of services billed. Procedure
code 80100 should be used to report a
qualitative drug screen that is performed
to detect the presence of multiple drug
classes. It should bereported asone unit
for each specimen analyzed, regardless
of the method or the number of drugs
screened for simultaneously. Procedure
code 80101 should be used to report a
gualitative drug screen thatis performed
to detect the presence of a single drug

class. Itisexpected that procedure code
80101 will, on rare occasion, be re-
ported. If the presence of morethan one
drug class is suspected, use procedure
code 80100.

Procedure code 80102 should be
used for each procedure necessary for
confirmation. For example, if confirma-
tion of three drugs by chromatography
requires three stationary or mobile
phases, 80102 should be billed with a
number of services of three. However,
if multiple drugs can be confirmed us-
ing asingleanalysis, 80102 should only
be billed once.

For quantitation of drugs screened,
the appropriate code(s) are: 82000-
84999 or 80150-80299.

For more information on drug
screening procedures, refer to the local
medical review policy (LMRP), found
on page 31 of thisissue.

Providers should ensure that they
arein compliance with the above guide-
linesfor coding of these services. When
Focused Medical Review/Data Analy-
sisfindsthat Medicare dollars have been
inappropriately paid, steps to recover
this money will be undertaken. <

Independent Diagnostic Testing Facility

n the March/April 1999 Medicare B Update! (page 48), vidua Local Medical Review Policiesare met and when fur-
the first phase of the credentialing requirements for nished in accordance with the criterialisted below:

nonphysician personnel for services performed in an

* Supervising physician

Independent Diagnostic Testing Facility (IDTF) was
published. The following article includes a complete list of
credentialing requirements identified to this date.

A new regulation (CFR 410.33) entitled, “Independent
Diagnostic Testing Facility (IDTF),” was published in the
Federal Register on October 31, 1997. This regulation es-
tablished that payment for diagnostic procedures would be
made only where the service is provided by a physician, a
group of physicians, an approved portable X-ray supplier, or
an IDTF — except in the case of certain specified excep-
tions. AnIDTF isdefined as afixed location, a mobile en-
tity, or an individual nonphysician practitioner. This new
entity, which replaces the Independent Physiological Labo-
ratory (IPL), is independent of a hospital or physician’s of-
fice. Thediagnostic testsin an IDTF must be performed by
licensed, certified nonphysician personnel under appropriate
physician supervision.

Thispolicy addressesthe credentialing requirementsfor
certain diagnostic tests when performed by nonphysician
personnel inan IDTF. Thispolicy will be updated as further
credentialing requirements are identified and evaluated for
other diagnostic tests.

Medicare of Floridawill cover diagnostic testsperformed
by an IDTF when the medical necessity set forth in the indi-

An IDTF must have one or more supervising physicians
who areresponsiblefor the direct and ongoing oversight
of the quality of the testing performed, the proper
operation and calibration of the equipment used to
perform tests, and the qualification of nonphysician
personnel who use the equipment. This level of
supervision is the requirement for general supervision.

The supervising physician must evidence proficiency in
the performance and interpretation of each type of
diagnostic procedure performed by the IDTF. When a
procedure requires the direct or personal supervision of
a physician, the IDTF's supervising physician must
personally furnish this level of supervision whether the
procedure is performed in the IDTF or, in the case of
mobile services, at the remote location.

* Nonphysician personnel

Any nonphysician personne used by the IDTFto perform
testsmust demonstrate the basic qualificationsto perform
the tests in question and have training and proficiency
by licensure or certification by the appropriate state health
or education department. In the absence of a state
licensing board, the technician must be certified by an
appropriate national credentialing body.
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* Ordering of tests

All procedures performed by the IDTF must be
specifically ordered in writing by the physician treating
the beneficiary, that is, the physician whoisfurnishing a
consultation or treating a beneficiary for a specific
medical problem and who uses the results in the
management of the beneficiary’s specific medical
problem. The order must specify the diagnosis or other
basis for the testing. The supervising physician for the
IDTF may not order tests to be performed by the IDTF,
unless the IDTF's supervising physician is in fact the
beneficiary’ streating physician. The|DTF may not add
any procedures based on internal protocols without a
written order from the treating physician.

* Multi-state entities
An IDTF that operates across State boundaries must
maintain documentation that its supervising physicians
and technicians are licensed and certified in each of the
Statesin which it is furnishing services.

* Applicability of state law
An IDTF must comply with applicable laws of any state
in which it operates.

The nonphysician personnel credentialing requirements

listed below cover the following sections:
Diagnostic Radiology, Diagnostic Ultrasound, Radiation
Oncology, Nuclear Medicine, Special Ophthalmological
Services, Otorhinolaryngologic Services, Cardiology, Echo-
cardiography, Cardiac Catheterization/Electrophysiological
Procedures/Other Vascular Studies, Non-invasive Vascular
Diagnostic Studies, Pulmonary, Allergy and Clinical
Immunology and Neurology and Neuromuscular.

It is required that the nonphysician personnel perform-
ing the diagnostic tests be credentialed as evidenced by state
licensure and/or national board certification. The carrier
realizes that all IDTF applicants may not currently meet the
credentialing criteria as outlined in this policy. Therefore,
the carrier will alow up to one year from the date the appli-
cant enrolled as an IDTF for the applicable certification/li-
censure to be obtained. It is expected that, once licensure
and/or credentialing is obtained, documentation will be sub-
mitted verifying that credentialing requirements have been
met.

In addition, the credentialed and/or licensed nonphysi-
cian personnel must maintain an active licensure and/or cre-
dential statusin order for the diagnostic tests to be covered.

Note: For all credentialed technologists, licensed per son-
nel and personnel in which no credentialing or li-
censing board isavailable, it isarequirement that
the individual demonstrate proficiency in the ser-
vice being performed. This must be documented
and verified by the supervising physician.

The personnel performing the tests identified under the
HCPCS Codes section must have the applicable certification/
licensing as listed below:

* The American Registry of Radiologic Technologists
(ARRT) provides credentialing for 3 primary radiologic
sciences. radiography, nuclear medicine technology, and
radiation therapy technology. Once credentialing is ob-
tained, then a General licenseis obtained from the Florida

LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

State Board. A person holding alicense may have one or
more of the following certifications:

General Radiographer: Certified Radiologic
Technol ogist-Radiographer (CRT-R);

Basic Machine Operator (BMO): Certified Radiologic
Technol ogist-Radiographer (CRT-R)

Radiation Therapy Technologist: Certified Radiologic
Technol ogist-Radiation Therapy (CRT-T);

Nuclear Medicine Technologist: Certified Radiologic
Technologist-Nuclear Medicine (CRT-N).

In addition to the primary credentialing sciences mentioned
above, there are five advanced examinations a technol ogist
may take for credentialing. These are: cardiovascular
interventional technology, mammography, computerized
tomography, magnetic resonance imaging, and quality
management.

e The American Registry of Diagnostic Medical
Sonographers (ARDMSS) offersthefollowing credentials:
Registered Diagnostic Medical Sonographer (RDMS);
Registered Diagnostic Cardiac Sonographer (RDCS);
Registered Vascular Technologist (RVT);
Registered Ophthalmic Ultrasound Biometrist (ROUB).

The RDMS credential is obtained by a combination of
physical principles/instrumentation in one or more of the
following specialty examinations: Abdomen (AB),
Neurosonology (NE), Obstetrics/Gynecology (OB/GYN), and
Ophthalmology (OP).

® TheJoint Commission on Allied Health Personnel in Oph-
thalmology (JCAHPO) offers the following credentials:
Certified Ophthalmic Assistant (COA);
Certified Ophthalmic Technician (COT);
Certified Ophthalmic Medical Technologist (COMT).

* The Medical Dosimetrist Certification Board provides
credentialing for radiation oncologist (MDC).
* The Nuclear Medicine Technology Certification Board
(NMTCB) offers the following credential:
Certified Nuclear Medicine Technologist (CNMT).

* The Board of Certification of the Ophthalmic Photogra-
phers Society offers the following credential:
Certified Retinal Angiographer (CRA)

* Cardiovascular Credentialing International (CCl) offers
the following credentials:
Certified Cardiographic Technician (CCT);
Registered Cardiac Sonographer (RCS);
Registered Cardiovascular Invasive Specialist (RCIS);
Registered Vascular Specialist (RVS).

* The State of Florida offers the following certification:
Emergency Medical Technician (EMT); Paramedic.

¢ The Nationa Board for Respiratory Care (NBRC) offers
the following credentials:
Certified Pulmonary Function Technologist (CPFT);
Registered Pulmonary Function Technologist (RPFT);
Certified Respiratory Therapist (CRT);
Registered Respiratory Therapist (RRT);
Perinatal/Pediatric Care Specialist.
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When credentialing is obtained, then a state license is
obtained from the Florida state board. A person holding a
license may have one or more certifications.

Registered Nurse (RN) with active state licensure and
proficiency demonstration.

The American Association of Electrodiagnostic
Technologists (AAET) offersthefollowing credentials:
Registered Electrodiagnostic Technologist (R. EDT.)

The American Board of Registration of Electro-
encephal ographic and Evoked Potential Technologists,
Inc. (ABRET) offersthe following credentials:
Registered El ectroencephal ographic Technologist (R.
EEGT.);
Registered Evoked Potential Technologist (R. EPT.);
Certified Neurophysiologic Interoperative
Monitoring Technologist (CNIM).

The Board of Registered Polysomnographic
Technologists (BRPT) offersthefollowing credentials:
Regi stered Polysomnographic Technologist (RPSGT)

CPT- 4 CODE(S) CERTIFICATION

54240 ARDMS: RVT,CCl: RVS
70030-70160 Statelicense: CRT-R
(General Radiographer)
Medical Physicist
Statelicense: CRT-R
(General Radiographer)
Medical Physicist

70190-70330

70336
70350-70355
70360-70370

70371

70380

70450-70488

70490-70492

70540-70553
71100-71130

71250-71270

71550-71555
72010-72120

72125-72133

72141-72159

Demonstrates proficiency
State license: CRT-R
(General Radiographer)
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
State license: CRT-R
(General Radiographer)
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
ARRT: Computerized Tomography
Technologist
Statelicense with documented training
and experiencein CT
Medical Physicist
Demonstrates proficiency

72170-72190

72192-72194

72196-72198

72200-72220

73000-73030

73050-73080

73120-73140

73200-73202

73220-73225

73500-73520

73540-73565

73590-73610

73620-73660

73700-73702

73720-73725

74000-74022

74150-74170

74181-74185
74210-74249

74250-74251
74260-74291
74400-74420

74710

74775

75552-75556

State license: CRT-R
(General Radiographer)
Medical Physicist
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
State license: CRT-R
(General Radiographer)
Medical Physicist
State license: CRT-R
(General Radiographer)
Medical Physicist
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
ARRT: Computerized Tomography
Technologist
Statelicense with documented training
and experiencein CT
Medical Physicist
Demonstrates proficiency
State license: CRT-R
(General Radiographer)
Medical Physicist
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
State license: CRT-R
(General Radiographer)
Medical Physicist
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
General license with training in
gastrointestinal radiography
Statelicense: CRT-R
(General Radiographer)
State license: CRT-R
(General Radiographer)
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
Statelicense: CRT-R
(General Radiographer)
Demonstrates proficiency
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CPT- 4 CODE(S)

76003

76010-76066

76070-76076
76078

76090-76092

76093-76094
76098

76100-76350

76355

76375-76380

76390-76400
76499

76506
76511-76529

76536
76604-76778
76800
76805-76818

76825-76828

76830-76831

76856-76857

76870
76872
76880
76885-76886
76977
76999

77417

78000-78099
78102-78199
78201-78299
78300-78350
78399

78414-78458
78460-78483
78494-78499
78580-78599
78600-78607
78610-78699
78700-78799
78800-78807
78999

92081-92083

CERTIFICATION

State license: CRT-R
(General Radiographer)
Statelicense: CRT-R
(General Radiographer)
Medica Physicist
Statelicense: CRT-R (BMO)
Statelicense: CRT-R
(General Radiographer)
ARRT: CRT-R with advanced
credentialing in mammaography
Demonstrates proficiency
Statelicense: CRT-R
(General Radiographer)
State license: CRT-R
(General Radiographer)
ARRT: Computerized Tomography
Technologist
Statelicense with documented training
and experiencein CT
Medical Physicist
ARRT: Computerized Tomography
Technologist
State license with documented training
and experiencein CT
Medica Physicist
Demonstrates proficiency
Dependent on diagnostic procedure
performed
ARDMS: RDM S-Neurosonology
ROUB
JCAHPO: COA, COT, COMT
ARDMS: RDMS-Abdomen
ARDMS:; RDMS-Abdomen
ARDMS: RDM S-Neurosonology
ARDMS: RDMS-Obstetrics &
Gynecology
ARDMS: RDMS-Obstetrics &
Gynecology
ARDMS: RDCS
ARDMS: RDMS-Obstetrics &
Gynecology
ARDMS: RDMS-Obstetrics &
Gynecology
ARDMS:. RDMS-Abdomen
ARDMS:; RDMS-Abdomen
ARDMS:; RDMS-Abdomen
ARDMS; RDMS
Demonstrates proficiency
ARDMS: RDMS-Appropriate
credentialing based on body
area examining
State license
MDC
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
State license: CRT-N, CNMT
JCAHPO: COT, COMT

CPT- 4 CODE(S)

92100-92130
92235-92240
92250

92265-92275
92283-92284

92285
92286-92287

92516
92520-92525
92541-92548
92552-92557
92561-92584
92585

92587-92589
93000-93278

93303-93308

93312

93315

93320-93325

93350

93501

93505

93510-93533

93555-93572

93600-93642

93660

93724

93733-93738

93770

JCAHPO: COA

JCAHPO: COT, COMT

Registered Nurse

CRA

JCAHPO: COT, COMT

CRA

JCAHPO: COT, COMT

Registered Nurse

JCAHPO: COA, COT, COMT

JCAHPO: COT, COMT, CRA

JCAHPO: COT, COMT

Registered Nurse

CRA

Certified Audiologist

Speech Pathol ogist

Certified Audiologist

Licensed Audiologist

Licensed Audiologist

ABRET: R.EPT.,R.EEGT.

Audiologist

Licensed Audiologist

CCl: CCT

Registered Nurse (RN)

Paramedic

ARDMS: RDCS

CCl: RCS

ARDMS: RDCS

CCl: RCS

ARDMS: RDCS

CCl: RCS

ARDMS: RDCS

CCl: RCS

ARDMS: RDCS

CCl: RCS, CCT for stress portion

Registered Nurse

Paramedic

State license: CRT-R
(General Radiographer)

CCI: RCIS, RCS

Registered Nurse

State license: CRT-R
(General Radiographer)

CCI: RCIS, RCS

Registered Nurse

State license: CRT-R
(General Radiographer)

CCI: RCIS, RCS

Registered Nurse

State license: CRT-R
(General Radiographer)

CCI: RCIS, RCS

Registered Nurse

CCI: CCT, RCIS, RCS

ARDMS: RDCS

Registered Nurse

CCI: CCT, RCIS, RCS

ARDMS: RDCS

Registered Nurse

CCl: CCT

Registered Nurse

Paramedic

CCl: CCT

Registered Nurse

Paramedic

CCl: CCT

Registered Nurse

Paramedic
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CPT- 4 CODE(S) CERTIFICATION Documentation Requirements

93799 CCl: CCT
Registered Nurse
Paramedic
93875-93990 ARDMS: RVT
CCI: RVS
94010, 94060-94070 Statelicense: CPFT, RPFT, CRT, RRT
Registered Nurse (RN)
94200-94450 State license: RPFT, RRT, CPFT, CRT
94620-94621 State license: RPFT, RRT
Registered Nurse (RN)
94664-94665 State license: CPFT, RPFT, CRT, RRT
Registered Nurse (RN)
94680-94750 State license: RPFT, RRT
94760-94762 State license: CPFT, RPFT, CRT, RRT
Registered Nurse (RN)
Paramedic
94770 State license: RPFT, RRT
94799 Statelicense: Appropriate credentialing
based on service performing
95004 RN with active state license
95024-95056 RN with active state license

95805, 95807-95811 ABRET: R. EEGT.
BRPT: RPSGT
Statelicense: CPFT, RPFT, CRTT, RRT
95812-95822, 95827 ABRET: R.EEGT.
95900-95904 AAET: R. EDT.
ABRET: R.EPT.
Qualified Physical Therapist who is
permitted to perform service
under state law

95921-95923 AAET: R. EDT.
95925-95930 ABRET: R.EPT.,,R.EEGT.
95933-95937 AAET: R. EDT.

Qualified Physical Therapist who is
permitted to perform service
under state law

95950-95953 ABRET: R.EEGT.
95954 ABRET: R.EEGT.
95956-95957 ABRET: R.EEGT.
95958 ABRET: R.EEGT.
95999 Appropriate credentialing based on
service performing
G0004-G0015 CCl: CCT
Registered Nurse (RN)
Paramedic
G0050 ARDMS: RDMS-Abdomen
Q0035 CCl: CCT
Registered Nurse (RN)
Paramedic

Medical record documentation maintained by the In-
dependent Diagnostic Testing Facility must include thein-
formation listed below:

* hard copy documentation of the test results and inter-
pretation; and

¢ the medical necessity (reason) for performing the diag-
nostic test(s).

In addition, documentation must be available upon re-
quest verifying that the technician performing the service
meets the credentialing requirements as outlined in this
policy. In the case where the technologist is obtaining the
clinical experiencerequired by the credentialing board prior
to taking the examination, the documentation must support
this rationale, including when the expected training will be
completed.

Also, the IDTF must maintain documentation of suffi-
cient physician resources during all hours of operations to
assure that the required physician supervision is furnished.

Documentation must be maintained in the IDTF that
the personnel performing the diagnostic test(s) have been
adequately trained and demonstrate proficiency in the per-
formance of the service(s). This documentation must con-
tain verification by the supervising physician(s).

Effective Date
The effective date for the additional credentialing re-
quirements specified in this policy is August 16, 1999.

Advance Notice Statement

For advance notice requirements for a specific proce-
dure code, refer tothe Local Medical Review Policy (LMRP)
for that code. LMRPs can be found in previous issues of
the Medicare B Update! or on Medicare of Florida s bulle-
tin board system (BBS). For information about the BBS,
see page 43 of thisissue.

A9270: Changes to Noncoverage Guidelines

n the March/April 1999 Medicare B Update! (page 34), the noncoverage guidelines were published in their entirety.
Since that time, numerous additions and deletions have been made to this policy. Listed below are the additions and

deletions to this policy and their implementation dates.

Local Noncoverage Additions

A9270* (effective8/16/99) - Blood Brain Barrier Disruption

64999* T (effective 8/16/99) - Bretylium Bier Block

84134 (effective 8/16/99) - Prealbumin

90669 (effective 4/5/99) - Pneumococcal conjugate vaccine,
polyvalent, for intramuscular use (not FDA
approved)

92971* (effective 7/1/99) - Cardioassist-method of
circulatory assist; external

Local Noncoverage Deletions

G0141, G0147, G0148 (effective 1/1/99) - Screening
cytopathology smears, cervical or vaginal

88147-88148 (effective 1/1/99) - Cytopathology smears,
cervical or vagina

88271-88275 (effective 1/1/99) - Molecular cytogenetics

97799 (effective 8/16/99) - Low vision rehabilitation

*  Services which are noncovered due to their being investigational/experimental.
1t Claimsfor these services will always be reviewed, as they must currently be billed with an unlisted procedure code.
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National Noncoverage Additions
98943 (effective 1/1/97) - Chiropractic manipulative
treatment (CMT); extraspinal, one or more regions

National Noncoverage Deletions

A9270 (effective 7/1/99) - Cardiac output monitoring by
electrical bioimpedance

A9270 (effective 7/1/99) - Cryosurgery of the prostate

A9270 (effective 7/1/99) - Transmyocardial
Revascularization (TMR)

J7140-J7180 (no longer valid codes) - Oral medication

A9270 (effective immediately) - Osteopathic cranial
manipulation

A9270 (effective immediately) - Osteopathic pulmonary
manipulation

48160 (effective 7/1/99) - Pancreatectomy, total, with
transplantation

LOCAL AND FOCUSED MEDICAL REVIEW POLICIES

48550 (effective 7/1/99) - Donor pancreatectomy

48554 (effective 7/1/99) - Transplantation of pancreatic
alograft

92971 - Enhanced External Counterpulsation (EECP)

Effective Date
Refer to the effective dates listed above for a specific
procedure code.

Advance Notice Statement

An advance notice of Medicare’s denia of payment must
be provided to the patient when the provider does not want to
accept financial responsibility for a service that is considered
investigational/experimental, is not approved by the FDA, or
lacks scientific and clinical evidenceto support the procedure’s
safety and efficacy. «

G0030-G0047, G0125, G0126, and G0163-G0165: Positron Emission

Tomography (PET) Scans

Positron emission tomography (PET) also known as
positron emission transverse tomography (PETT), or
positron emission coincident imaging (PECI), isanoninvasive
imaging procedure that assesses perfusion and the level of
metabolic activity in various organ systems of the human
body. A positron camera (tomograph) is used to produce
cross-sectiona tomographic images by detecting radioactivity
from aradioactive tracer substance (radiopharmaceutical) that
isinjected into the patient.

Indications and Limitations of Coverage and/
or Medical Necessity

Conditions Applicableto All Covered Usesof PET Scans

All Medicare-covered uses of PET scans, regardless of
any other terms or conditions, must meet the following con-
ditions:

* Such scans must be performed using a camera that has
either been approved or cleared for marketing by the Food
and Drug Administration (FDA) to image radionuclides
in the body.

* Submission of claims for payment must include any in-
formation Medicare requires to assure that the PET scans
performed: (a) were medically necessary; (b) did not un-
necessarily duplicate other covered diagnostic tests; and
(c) did not involve investigational drugs or procedures
using investigational drugs, as determined by the FDA.

* The PET scan entity submitting claims for payment must
keep on file such patient records as Medicare requires for
each patient for whom a PET scan claim is made.

Coverage of PET Scans for Noninvasive Imaging of the
Perfusion of theHeart - Effective For ServicesPerformed
on or after March 14, 1995:

PET scans done at rest or with pharmacological stress
used for noninvasive imaging of the perfusion of the heart
for the diagnosis and management of patients with known or
suspected coronary artery disease using the FDA-approved

radiopharmaceutical Rubidium 82 (Rb82) are covered, pro-
vided such scans meet either of thefollowing two conditions:

* The PET scan, whether rest alone or rest with stress, is
used in place of, but not in addition to, a single photon
emission computed tomography (SPECT); or

* The PET scan, whether rest alone or rest with stress, is
used following a SPECT that was found inconclusive. In
these cases, the PET scan must have been considered nec-
essary in order to determine what medical or surgical in-
tervention is required to treat the patient. (For purposes
of thisrequirement, an inconclusivetest isatest(s) whose
results are equivocal, technically uninterpretable, or dis-
cordant with a patient’s other clinical data.)

HCPCS Codes

G0030  PET myocardia perfusion imaging, (following
previous PET, GO030-G0047); single study, rest
or stress (exercise and/or pharmacologic)

PET myocardia perfusion imaging, (following
previous PET, GO030-G0047); multiple studies,
rest or stress (exercise and/or pharmacol ogic)
PET myocardia perfusion imaging, (following
rest SPECT, 78464); single study, rest or stress
(exercise and/or pharmacologic)

PET myocardia perfusion imaging, (following
rest SPECT, 78464); multiple studies, rest or stress
(exercise and/or pharmacologic)

PET myocardia perfusion imaging, (following
stress SPECT, 78465); single study, rest or stress
(exercise and/or pharmacologic)

PET myocardia perfusion imaging, (following
stress SPECT, 78465); multiple studies, rest or
stress (exercise and/or pharmacologic)

PET myocardia perfusion imaging, (following
coronary angiography, 93510-93529); single
study, rest or stress (exercise and/or pharmaco-
logic)

G0031

G0032

G0033

G0034

G0035

G0036
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G0037  PET myocardia perfusion imaging, (following
coronary angiography, 93510-93529); multiple
studies, rest or stress (exercise and/or pharmaco-
logic)

PET myocardial perfusion imaging, (following
stress planar myocardial perfusion, 78460); single
study, rest or stress (exercise and/or pharmaco-
logic)

PET myocardial perfusion imaging, (following
stress planar myocardial perfusion, 78460); mul-
tiple studies, rest or stress (exercise and/or phar-
macol ogic)

PET myocardial perfusion imaging, (following
stress echocardiogram, 93350); single study, rest
or stress (exercise and/or pharmacol ogic)

PET myocardial perfusion imaging, (following
stress echocardiogram, 93350); multiple studies,
rest or stress (exercise and/or pharmacologic)
PET myocardial perfusion imaging, (following
stress nuclear ventriculogram, 78481 or 78483);
single study, rest or stress (exercise and/or phar-
macol ogic)

PET myocardial perfusion imaging, (following
stress nuclear ventriculogram 78481 or 78483);
multiple studies, rest or stress (exercise and/or
pharmacol ogic)

PET myocardial perfusion imaging, (following
rest ECG, 93000); single study, rest or stress (ex-
ercise and/or pharmacologic)

PET myocardial perfusion imaging, (following
rest ECG, 93000); multiple studies, rest or stress
(exercise and/or pharmacol ogic)

PET myocardial perfusion imaging, (following
stress ECG, 93015); single study, rest or stress
(exercise and/or pharmacol ogic)

PET myocardial perfusion imaging, (following
stressECG, 93015); multiple studies, rest or stress
(exercise and/or pharmacol ogic)

ICD-9 Codes That Support Medical Necessity
411.81

414.00-414.03

414.11

414.8

Coverageof PET scansusingthe GlucoseAnalog 2-[fluorine-
18]-fluor 0-2-deoxy-D-glucose (FDG) in Char acterization of
Solitary Pulmonary Nodules (SPNs)-Effective for Services
Performed on or after January 1, 1998:

PET scans using FDG are covered when used for the
characterization of suspected SPNs. The primary purpose of
such characterization should be to determine the likelihood
of malignancy in order to plan future management and treat-
ment for the patient.

The procedure consists of the FDG being injected into
the patient intravenously, with image acquisition usually be-
ginning 30-60 minutes later, and continuing for a period of
10-20 minutes. The FDG is metabolized by both normal and
canceroustissuein proportion to therate of glycolysis. Since
tumor cells have shown an increased utilization of glucose,
thoseregions observed to have anincreased FDG uptakerela
tive to background indicate areas of cancerous tissue.

G0038

G0039

G0040

G0041

G0042

G0043

G0044

G0045

G0046

G0047

Characterizing Solitary Pulmonary Nodules (SPNs) with

PET using FDG must meet the following conditions:

¢ Evidence of theinitial detection of a primary lung tumor,
usualy by computed tomography (CT). This should in-
clude, but is not restricted to, a report on the results of
such CT or other detection method, indicating an indeter-
minate or possibly malignant lesion, not exceeding four
centimeters (cm.) in diameter.

¢ Evidence of aconcurrent thoracic CT, which is necessary
for anatomic information, to ensure that the PET scan is
properly coordinated with other diagnostic modalities.

Note: A Tissue Sampling Procedure (TSP) will not be rou-
tinely covered in the case of a negative PET scan for
characterization of SPNs, sincethe patient ispresumed
not to have a malignant lesion, based upon the PET
scanresults. Claimsfor TSP after anegative PET scan
must be submitted with documentation for review to
determine if the TSP is reasonable and necessary in
spite of anegative PET scan. Claims submitted for a
TSP after anegative PET without documentation will
be denied.

In cases of serial evaluation of SPNs using both CT
and regional PET chest scanning, such PET scanswill
not be covered if repeated within 90 days following a
negative PET scan.

HCPCS Codes

G0125  PET lungimaging of solitary pulmonary nodules,
using 2-[fluorine-18]-fluoro-2-deoxy-D-glucose
(FDG), following CT (71250/71260 or 71270).

ICD-9 Codes That Support Medical Necessity
N/A

Coverage of PET ScansUsing FDG for Initial Staging of
Non-Small Cell Lung Carcinoma (NSCL C)-Effective for
Services Performed on or after January 1, 1998:

PET scans using FDG for staging non-small cell lung
carcinomaare covered only when used for the initial staging
of suspected metastatic NSCLC in thoracic (mediastinal)
lymph nodes in patients who have a confirmed primary lung
tumor, but whose extent of disease has not yet been estab-
lished. The primary purpose of such staging should be to
determine the progress and extent of the disease, as well as
the probable rate of its progression, in order to plan future
management for the patient.

Note: Multiple stagingsusing PET isconsidered monitoring
of the progress of the disease, rather than staging, and
isnot covered at thistime.

Initial staging of NSCL Swith PET scan using FDG must
meet the following conditions:

* Evidence that a primary cancerous lung tumor has been
confirmed. This should include, but is not limited to, a
surgical pathology report that documents the presence of
an NSCLC.

* Evidence of both (1) performance of a concurrent tho-
racic CT, which is necessary for anatomic information,
and (2) performance of any lymph node biopsy to finalize
whether the patient will be asurgical candidate.
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Note: A lymph node biopsy will not be covered in the case
of anegative CT and negative PET, where the patient
isconsidered asurgical candidate, given the presumed
absence of metastatic NSCL S, unless medical review
supports a determination of medical necessity of abi-
opsy. A lymph node biopsy will be covered in al
other cases (i.e., positive CT and positive PET, nega-
tive CT and positive PET, positive CT and negative
PET).

HCPCS Codes

G0126  PET lungimaging of solitary pulmonary nodules,
using 2-[fluorine-18]-fluoro-2-deoxy-D-glucose
(FDG), following CT (71250/71260 or 71270);
initial staging of pathologically diagnosed non-
small cell lung cancer

ICD-9 Codes That Support Medical Necessity
N/A

Coverage of PET Scans Using FDG to Determine the
L ocation of Recurrent Colorectal Tumors - Effective for
Services Performed on or after July 1, 1999:

PET scans using FDG are covered when used to deter-
mine the location of recurrent colorectal tumors when such
tumors are indicated by rising levels of carcinoembryonic
antigen (CEA). The primary purpose for determining the
location of such tumors is to make a decision as to whether
surgical intervention is warranted.

Determination of recurrent colorectal tumors with PET
scan using FDG must meet the following conditions:
¢ Evidence of previousdisease - thisserviceiscovered only

in casesin which there has been arecurrence of colorectal
tumor.

¢ Results of a concurrent CT and/or other diagnostic mo-

dalities, which are necessary for additional anatomic in-
formation, to ensure that the PET scan is properly coordi-
nated with other diagnostic modalities.

Note: Gallium studies, including immunoscintigraphy such

as an Oncoscint scan, will not be covered in the case
of a PET scan done for locating recurrent colorectal
cancer, when performed by the same facility within
50 days of each other.
Whole body PET scans will not be reimbursed more
frequently than once every 12 months, unless medical
necessity documentation supports a separate re-
elevation of CEA within this period.

HCPCS Codes

G0163  Positron Emission Tomography (PET), whole
body, for recurrence of colorectal or colorectal
metastatic cancer

ICD-9 Codes That Support Medical Necessity
N/A

Coverageof PET ScansUsing FDG to Stageand Re-stage
Lymphomas as an Alternative to a Gallium Scan -
Effectivefor ServicesPerformed on or after July 1, 1999:

PET scans using FDG are covered when used for stag-
ing lymphomas (both Hodgkins and non-Hodgkins) as an
alternative to a gallium scan. The primary purpose of such
staging should be to determine the progress and extent of the
disease, as well as the probable rate of its progression, in
order to plan future management for the patient.

Staging and re-staging of lymphomawith PET scan us-
ing FDG as an dternative to a gallium scan must meet the
following conditions:

* Evidence of disease - thisserviceiscovered only for stag-
ing or follow-up re-staging of lymphoma.

* Results of a concurrent CT and/or other diagnostic mo-
dalities, which are necessary for additional anatomic in-
formation, to ensure that the PET scan is properly coordi-
nated with other diagnostic modalities.

Note: No PET scan may be covered in caseswhereit isdone
within 50 days of a gallium scan done by the same
PET facility, where the patient has remained under
the care of the same facility during the 50-day period.
A PET scan will be alowed for re-staging no sooner
than 50 days following the last staging PET scan or
gallium scan, unless the medical necessity
documentation supportsthat there-staging at an earlier
dateis medically necessary.

HCPCS Codes

G0164  Positron Emission Tomography (PET), whole
body, for staging and characterization of lym-
phoma

ICD-9 Codes That Support Medical Necessity
N/A

Coverage of PET ScansUsing FDG for the Evaluation of
Recurrent Melanoma Prior to Surgery - Effective for
Services Performed on or after July 1, 1999:

PET scans using FDG are covered when used to evalu-
ate recurrent melanoma prior to scheduling surgical inter-
vention. The primary purpose of evaluating the recurrent
melanoma is to determine whether surgical intervention
would be medically effective in treating the patient.

Evaluation of recurrent melanomawith PET scan using
FDG must meet the following conditions:

* Evidence of disease - this service is covered only for re-
current melanoma.

* Resultsof aconcurrent CT and/or other diagnostic imag-
ing modalities, which are necessary for additional ana-
tomic information, to ensurethat the PET scanis properly
coordinated with other diagnostic modalities.

Note: No PET scan may be covered in caseswhereit isdone
within 50 days of a gallium scan done by the same
PET facility, where the patient has remained under
the care of the same facility during the 50-day period.
Whole body PET scans will not be reimbursed when
performed morefrequently than once every 12 months,
unless medical necessity documentation supports the
specific need for anatomic localization of possible
recurrent tumor within this period.

HCPCS Codes

G0165  Positron Emission Tomography (PET), whole
body, for recurrence of melanoma or melanoma
metastatic cancer

ICD-9 Codes That Support Medical Necessity
N/A
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Reasons for Denial

* The service does not meet al of the conditionsfor cover-
agereferred tointhe” Indicationsand Limitations of Cov-
erage and/or Medical Necessity” section of this policy.

* PET scans for routine screening of an asymptomatic pa-
tient, regardless of the number and severity of risk factors
applicable to the patient.

* Procedure code 78810 (tumor imaging, positron emission
tomography (PET), metabolic evaluation) isanoncovered
service.

¢ Seria evauation of SPNsusing both CT and regional PET
chest scanning that isrepeated within 90 daysfollowing a
negative PET scan.

Noncovered ICD-9 Code(s)

Any diagnosiscodesnot listed inthe*1CD-9 Codes That
Support Medical Necessity” section of this policy (for PET
myocardial perfusion imaging).

Coding Guidelines

Thefollowing codesarenot valid for Medicare purposes.
Medicare uses another code for reporting of, and payment
for, these services:

78459 myocardial imaging, positron emission tomography
(PET), metabolic evaluation

78491 myocardial imaging, positron emission tomography
(PET), perfusion; single study at rest or stress

78492 myocardial imaging, positron emission tomography

(PET), perfusion; multiple studies at rest or stress

HCPCS Codes G0030 through G0047, G0125, G0126,
and G0163 through GO165 represent the global service, so
providers performing just the technical or professional com-
ponent of thetest should use modifier TC or 26, respectively.

In addition to the standard modifiers, atwo-digit modi-
fier is used for codes G0O030 through G0047, G0125 and
G0126 to indicate the results of the PET scan and the previ-
ous test. (The modifier is not required for technical compo-
nent-only billings.) Thefirst aphacharacter should indicate
theresult of the PET scan; the second alpha character should
indicate the results of the prior test. Thetest result modifiers
and their descriptions are listed below:

M odifier Description

N Negative

E Equivocal

P Positive, but not suggestive of

extensive ischemiaor not
suggestive of malignant single
pulmonary nodule

S Positive and suggestive of
extensive ischemia (>20% of the
left ventricle) or malignant single
pulmonary nodule

These modifiers may be used in any combination.

Claims submitted for codes G0030 through G0047,
G0125 and G0126 without the two-digit modifier indicating
the results of the PET scan and previoustest will be returned
as unprocessable.

The payment for the radiotracer or radiopharmaceutical
isincluded inthetechnical componentsof PET scans. There-
fore, no separate payment will be made for these agents for
PET scans.

Documentation Requirements

Medical record documentation maintained by the order-
ing/referring physician must clearly indicate the medical ne-
cessity of the PET scan, along with the scan results. If the
provider of the PET scan 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. The reason for the PET scan must be included in the
ordering/referring physician’s order for the procedure.

Claims for codes G0163 through G0165 must be sub-
mitted with supporting documentation.

* (0163 requires a statement or evidence of a previous
colorectal tumor and the results of aconcurrent CT and/or
other diagnostic modalities.

* (G0164 requires a statement or evidence of previous lym-
phoma tumor and the results of a concurrent CT and/or
other diagnostic modalities.

* (0165 requires astatement or evidence of previous mela-
noma and the results of a concurrent CT and/or other di-
agnostic modalities.

Electronic billers should provide this documentation in the
narrative section of the HAO record.

Other Comments

Prior to ordering PET scans, a physician should discuss
with his or her patients the implications of the decision to
perform a TSP in the case of a negative PET for character-
ization of SPNs(G0125), or alymph node biopsy in the case
of a negative CT and negative PET for initial staging of
NSCL C (G0126), with respect to the patient’ s responsibility
for payment for such abiopsy if oneisdesired, aswell asthe
physician’s confidence in the results of such PET scans.

This physician-patient decision should occur with aclear
discussion and understanding of the sensitivity and specific-
ity trade-offs between CT and PET scans.

It isthe responsibility of the physician ordering the TSP or
lymph node biopsy to provide sufficient documentation of the
medical necessity for these procedures. Such documentation
should include, but isnot necessarily limited to, adescription of
the features of the PET scan that call into question whether itis
an accurate representation of the patient’s condition, the exist-
enceof other factorsin the patient’s condition that call into ques-
tion the accuracy of the PET scan, etc.

Effective Date

There are several effective dates specified inthispolicy.
Refer to specific procedure code(s) for the appropriate effec-
tive date.

Advance Notice Requirement
Appliesto medical necessity (see page 4).
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Coverage for Cryosurgery of the Prostate

ryosurgery of the prostate gland,

also known as cryosurgical ablation
of the prostate (CSAP), destroys
prostate tissue by applying extremely
cold temperaturesin order to reducethe
size of the prostate gland.

CSAP can becarried out under gen-
eral or spinal anesthesia and lasts ap-
proximately 2-3 hours. Five to six
cryoprobesare placed transperinally un-
der transrectal ultrasound (TRUS). Once
the probes are in place, freezing is car-
ried out while observing under TRUS
theincreasing echoes astheblock of fro-

following circumstance:

For primary treatment of patients
with clinically localized, stages T1-
T3, prostate cancer.

Theevidenceisnot yet sufficient to
demonstratethe effectiveness of thispro-
cedure as salvage therapy for local fail-
ures after radical prostatectomy, exter-
nal beam irradiation, and brachytherapy.
Therefore, cyrosurgery of the prostate as
salvage therapy is not covered under
Medicare.

HCPCS Codes

Coding Guidelines

Procedure code G0161 isreimburs-
ableonly when the patient hasclinically
localized prostate cancer, stages T1-T3
and when aclaim for G0160 on the same
date of service and for the same benefi-
ciary has been approved for payment.

Documentation Requirements

Medical record documentation
maintained in the patient’s file must
demonstrate that the service was per-
formed as aprimary treatment for clini-
cally localized stage T1-T3 prostate can-

zen prostate tissue approaches the rec-
tal mucosa. Such monitoring minimizes
therisk of rectal freezing. The possibil-
ity of injury to the urethrais decreased
by the use of awarming devicewhichis
inserted into the urethra.

G0160

cluded)
Indications and Limitations of GO0161
Coverage and/or Medical
Necessity

Effectivefor services performed on
or after July 1, 1999, Medicarewill con-
sider cryosurgery of the prostate medi-
cally reasonable and necessary under the

185

Cryosurgical ablation of lo-
calized prostate cancer, pri-
mary treatment only (postop-
erative irrigations and aspi-
ration of sloughing tissuein-

Ultrasonic guidance for in-
terstitial cryosurgical probe
placement

ICD-9 Codes That Support
Medical Necessity

cer. Inaddition, documentation that the
servicewas performed must beincluded
inthe patient’ smedical record. Thisin-
formation is normally found in the of-
fice/progress notes, hospital notes, and/
or operative report.

Effective Date
Thispolicy iseffectivefor services
rendered on or after July 1, 1999.

Advance Notice Statement
Advance notice applies (see page 4).

J0205, J1785: Ceredase/Cerezyme

eredase (alglucerase) and Cerezyme (imiglucerase) are

anal ogues of the human enzyme B-glucocerebrosidase,
produced by recombinant DNA technology. Ceredase and
Cerezyme each catalyze the hydrolysis of glucocerebroside
to glucoseand ceramide. Clinical trialsindicatethat Ceredase/
Cerezyme improve anemia and thrombocytopenia, reduce
spleen and liver size, and improve mineralization of bonein
patients with Type | Gaucher’s disease.

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare of Floridawill consider Ceredase and Cerezyme
to be medically reasonable and necessary for use as long-term

enzyme replacement therapy for patients with a confirmed di-

agnosisof Typel Gaucher’sdisease who, uponinitiation of treat-

ment, exhibit signs and symptoms that are severe enough to re-
sult in one or more of the following conditions:

* Moderate to severe anemia (Hgb < 10 g/dL for
females; Hgb < 12 g/dL for males)

¢ Thrombocytopenia with bleeding tendency

(platelets < 50,000/uL)

* Bone disease (x-ray indicates multiple bony lesions
and/or skeletal complications including osteonecrosis
and osteopenia with secondary pathological fractures)

¢ Significant hepatomegaly or splenomegaly (spleen
with cephalocaudal diameter > 13 cm.)

Dosage and Administration

Ceredase/Cerezyme are administered by intravenous infu-
sion over oneto two hours. Dosage should beindividualized to
each patient. Initial dosage may be as little as 2.5 units/kg of
body weight three times a week, up to as much as 60 U/kg ad-

ministered as frequently as once a week or as infrequently as
every four weeks. Disease severity may dictate that treatment
be initiated at a relatively high dose or relatively frequent ad-
ministration.

After patient response is well established, a reduction in
dosage may be attempted for maintenancetherapy. Maintenance
therapy should be directed at achieving sustained benefit with
the lowest possible dose. Progressive reductions can be made
at intervals of three to six months while carefully monitoring
response parameters.

HCPCS Codes
J0205 Injection, alglucerase, per 10 units (Ceredase)
J1785 Injection, imiglucerase, per unit (Cerezyme)

ICD-9 Codes That Support Medical Necessity
272.7

Reasons for Denial

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

When administered as part of a*“study protocol”.

Noncovered ICD-9 Code(s)
Any diagnosiscodesnot listed inthe“1CD-9 Codes That
Support Medical Necessity” section of this policy.

Coding Guidelines
Ceredase (J0205) will be reimbursed in increments of
10 units. Cerezyme (J1785) will be reimbursed per unit.

Documentation Requirements
Medical record documentation (e.g., office/progress
notes, laboratory reports, X-ray reports, history and physi-
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cal) maintained by the ordering/referring physician must
demonstrate, upon initiation of treatment with Ceredase/
Cerezyme, that the patient hasa confirmed diagnosis of Type
| Gaucher’s disease and exhibits one or more of the follow-
ing: moderate to severe anemia, thrombocytopenia with
bleeding tendency, bone disease, or significant hepatome-
galy and/or splenomegaly.

Effective Date
This policy is effective for services processed on or af-
ter August 16, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4).

J0850: Cytomegalovirus Immune Globulin (Human), Intravenous CMV-IGIV

MV-IGIV (CytoGam®) is an intravenous

immunoglobulin (1g) that provides passive immunity by
supplying arelatively high concentration of 1g-G antibodies
against CMV.

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

Indications and Limitations of Coverage and/

or Medical Necessity

Medicare of Floridawill consider the use of CMV-IGIV
(CytoGam®) medically reasonable and necessary for thefol-
lowing indications:

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

¢ To attenuate primary CMV disease in seronegative kid-
ney transplant recipientswho receiveakidney fromaCMV
seropositive donor.

CMV seropositive recipients who receive organs (lung,
liver, pancreas, heart, or kidney) from seropositive donors may
experience reactivation or reinfection, but the clinical manifes-
tations are often milder than primary disease. Therefore,
CytoGam® is not considered medically reasonable and neces-
sary when the recipient and the donor are CMV seropositive.

CytoGam® is supplied as an injectable drug (2.5g/50ml
vial). Itsintravenous administration is prescribed in accor-
dance with the post transplant period.

The maximum recommended total dosage per infusion is
150 mg/kg, administered according to the following schedule:

Type of Transplant

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

CytoGam® is not considered to be reasonable and nec-
essary when given in excess of this administration/dosage
schedule.

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

HCPCS Codes
Jo850 Injection, cytomegal ovirus immune globulin in-
travenous (human), per via

ICD-9 Codes That Support Medical Necessity
V07.2

V42.0

V42.1

V42.6

V42.7

V42.83

Note: Thebilling of CytoGam® requiresdual diagnoses. To
ensure reimbursement for this service, dual diagnoses
must be submitted. Providers must use ICD-9 codes
V07.2 and the appropriate “V” diagnosis (V42.0,
V42.1, V42.6, V42.7, or V42.83) to report the ap-
proved indication for J0850. (V07.2 represents pro-
phylactic immunoctherapy against CMV for coverage
purposes in this policy.)

Reasons for Denial
Administration of CytoGam® for any indication other
than those listed in the “Indications and Limitations of Cov-
erage and/or Medical Necessity” section of this policy.
Administration of CytoGam® in excess of the adminis-
tration/dosage schedulein this policy.

Noncovered ICD-9 Code(s)
Any diagnosiscodesnot listed inthe*“1CD-9 Codes That
Support Medical Necessity” section of this policy.

Coding Guidelines

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

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

Documentation Requirements

Medical record documentation maintained by the order-
ing/referring physician must clearly indicate:

* Thepatient wasCMV seronegative prior tothelung, liver,

pancress, heart, or kidney transplant and has received an
organ from a CMV seropositive donor;

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

Thisinformationisnormally found inthe history and physical,
office notes, or progress notes.

Effective Date
This policy is effective for services processed on or af-
ter August 16, 1999.

Advance Notice Requirement
Appliesto medical necessity (see page 4). «
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Q9920 - Q9940: Chronic Renal Failure Erythropoietin (Epogen)

rythropoietin (Epogen) is a glycoprotein that

stimulates red blood cell production. It is produced in
the kidney and stimulates the division and differentiation
of committed erythroid progenitors in the bone marrow.

Endogenous production of erythropoietin is normally
regulated by the level of tissue oxygenation. Hypoxia and
anemiagenerally increase the production of erythropoietin,
whichinturn stimulateserythropoiesis. In normal subjects,
plasma erythropoietin levels range from 0.01 to 0.03 unity/
ml, and increase up to 100 to 1,000-fold during hypoxia or
anemia. In contrast, in patients with chronic renal failure
(CRF), production of erythropoietin is impaired, and this
erythropoietin deficiency isthe primary cause of their ane-
mia.

This policy addresses Epogen given to chronic renal
failure patientswho are predialysis and patientswho are on
diadysis.

Indications and Limitations of Coverage and/or
Medical Necessity

Epogen (procedure codes Q9920 - Q9940) is consid-
ered medically reasonable and necessary for the treatment
of anemia associated with chronic renal failure, including
patients on dialysis and patients not on dialysis. Epogenis
indicated to elevate or maintain the red blood cell level (as
manifested by the hematocrit or hemogl obin determinations)
and to decrease the need for transfusions in these patients.
It is not intended for patients who require immediate cor-
rection of severe anemia.

Prior to and during Epogen therapy, the patient’siron
stores, including transferrin saturation and serum ferritin,
must be evaluated. Transferrin saturation should be at least
20 percent and ferritin at least 100ng/mL. Virtualy all pa
tientswill eventually require supplemental iron, to increase
or maintain transferrin saturation to levels that will ad-
equately support erythropoiesis stimulated by Epogen. In
addition, blood pressure should be adequately controlled
prior to initiation of Epogen therapy, and must be closely
monitored and controlled during therapy.

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

It may be medically necessary for a patient to ini-
tiate Epogen therapy when the hematocrit or hemoglo-
bin is greater than 29.9 percent or 9.9g/dl and the pa-
tient exhibits severe signs and symptoms such as: ex-
tremeweaknessand fatigue, cold intolerance, tachycar -
dia, severe pulmonary distress, severe hypotension, an-
gina, congestive heart failure, etc., caused by the ane-
mic condition. In addition, it may be medically neces-
sary toinitiate Epogen ther apy when thecreatininelevel
is<3mg/dl if oneof thefollowingis present: evidence of
any type clearance test demonstrating a result of less
than 30cc/min (e.g., creatinineclearance) or thepatient’s
physical examination revealed muscle wasting or low
muscle mass.

Theinitial dose of Epogen, whether givenintravenously

or subcutaneoudly, is between 50 and 100 units per kilo-
gram (kg) of body weight. Subsequent injections are usu-
ally given at afrequency of three times per week. The dos-
age may be increased if, after eight weeks of therapy, the
hematocrit has not increased by fiveto six pointsandisstill
below the suggested hematocrit target range of 30 to 36
percent. Adjustmentsin dosages are generally madein in-
crements of 25 units’kg of body weight. Thedose of Epogen
should be reduced as the hematocrit approaches 36 percent
or increases by more than four pointsin any two-week pe-
riod. Epogen should betemporarily withheld if the reduced
dose does not stop the rise in the hematocrit and the hema-
tocrit exceeds 36 percent. When the hematocrit hasreturned
to the desired range, therapy may be resumed using a dose
that is 25 units/kg of body weight lower than the previous
dose.

Note: The time required to elicit a clinically significant
change in hematocrit (increase or decrease) follow-
ing any dose adjustment may be two to six weeks.
Dose adjustment should not be made more frequently
than onceamonth, unlessclinically indicated. After
any dose adjustment, the hematocrit should be de-
termined twice weekly (BIW) for at least two to six
weeks.

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

¢ Itisadministered in therenal dialysisfacility; or

¢ |t is self-administered in the home by any dialysis pa
tient (or patient caregiver) who is determined competent
to use the drug and meets the other conditions listed be-
low.

Requirements For Self Administration Of Epogen

Self administration of Epogen and related itemsrelated
to its administration are covered for dialysis patients who
use Epogen in the home when the following conditions are
met:

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

a.  Review of diet and fluid intake for aberrations as
indicated by hyperkalemiaand elevated blood pres-
sure secondary to volume overload;

b.  Review of medications to ensure adequate provi-
sion of supplemental iron;

c.  Ongoing evaluationsof hematocrit and iron stores;

d. Re-evaluation of the dialysis prescription taking
into account the patient’ s increased appetite and
red blood cell volume;

e.  Method for physicianfollow up on blood testsand
amechanism (such as a patient log) for keeping
the physician informed of the results;

f. Training of the patient to identify the signs and
symptoms of hypotension and hypertension; and

0. Thedecrease or discontinuance of EPO if hyper-
tension is uncontrollable.
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2. Patient selection - the dialysisfacility, or the physician
responsible for al dialysis-related services furnished to
the patient, must make a comprehensive assessment that
includes the following:

a.  Pre-selection monitoring - the patient’ s hemato-
crit (or hemoglobin), serum iron, transferrin satu-
ration, serum ferritin, and blood pressure must be
measured.

b.  Conditionsthe patient must meet. The assessment
must find that the patient meets the following con-
ditions:

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

a. For a patient who is initiating EPO
treatment, no higher than 30 percent
unlessthereismedical documentation
showing the need for EPO despite a
hematocrit (or comparable hemoglo-
bin level) higher than 30 percent. Pa
tients with severe angina, severe pul-
monary distress, or severe hypotension
may require EPO to prevent adverse
symptomsevenif they have higher he-
matocrit or hemoglobin levels.

b. For a patient who has been receiving
EPO fromthefacility or the physician,
between 30 and 36 percent; and

3. Isunder the care of:

a. A physician who isresponsible for all
dialysis- related servicesand who pre-
scribes the EPO and follows the drug
labeling instructions when monitoring
the EPO home therapy; and

b. A rena dialysisfacility that establishes

the plan of care and monitors the
progress of the home EPO therapy.

¢. Theassessment must find that the pa-

tient or a caregiver meets the follow
ing conditions:

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

2. Is capable of reading and un

derstanding the drug labeling;
and

3. Istrained in, and capable of
observing,aseptic techniques.

d. Care and storage of the drug - the
assessment must find that EPO can be
stored in the patient’ s residence under

refrigeration and that the patient is
aware of the potential hazard of achild's
having access to the drug and syringes.

3. Responsihilities of physician or dialysis facility - the

patient’s physician or dialysis facility must:

a.  Develop aprotocol that follows the drug label in-
structions;

b.  Makethe protocol available to the patient to en-
sure safe and effective home use of EPO;

c.  Through the amounts prescribed, ensure that the
drug on hand at any time does not exceed a2-month

supply;

d. Maintain adequate records to allow quality assur-
ance for review by the network and State survey
agencies. For Method |1 patients, current records
must be provided to and maintained by the desig
nated back-up facility.

ICD-9 Codes That Support Medical Necessity
285.8*
285.9*
585
* Patients with anemia associated with chronic renal failure must

submit one of the anemia diagnoses and chronic renal failure.

Coding Guidelines

Epogen administration costs areincluded in the monthly
capitation payment (MCP) for the ESRD facility or pro-
vider setting. If a physician other than the MCP physician
provides the Epogen injection, then that physician must
obtain payment from the MCP physician.

Documentation Requirements

Theinitial claim for Epogen must be submitted either
on paper or through EM C with attached documentation that
includes the following information:

¢ |CD-9 diagnosisfor both chronic renal failure and anemia;

* The most recent hematocrit and serum creatinine level
(within the past month) performed prior to theinitiation
of Epogen therapy;

* The beneficiary’s current weight in kilograms; and

¢ The Epogen dose in units per kilogram.

Note: This information may be found on the certificate of
medical necessity (CMN) or office/progress notes.

The documentation must indicate the patient has a he-
matocrit of <30 percent and acreatininelevel >3mg/dl prior
to initiation of Epogen therapy. If the patient’s hematocrit
is greater than or equal to 30 percent or the creatinine level
islessthan 3mg/dl, additional documentation must support
the medical necessity for initiation of Epogen therapy de-
spitetheincreased hematocrit and decreased creatinine lev-
els.

Subsequent claimsfor Epogen may be submitted on either
paper or EMC and must include the following information:

¢ |CD-9diagnosisfor both chronic renal failure and anemia;

* The Epogen dose in units per kilogram;

¢ The hemoglobin/hematocrit level asindicated by proce-
dure code(s) Q9920-Q9940; and

* Modifier EJindicating the service(s) asasubsequent service.

Documentation maintained in the patient’s file must
support the medical necessity for continuation of Epogen
therapy despite a hematocrit level greater than 36 percent
or dosages exceeding 18,000 units during a seven day pe-
riod. The medical record should describe the ongoing as-
sessment of therapy (e.g., symptoms, dosage changes, lab
work) over time.

Effective Date
This policy is effective for services processed on or
after March 22, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4). <
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33223, 33240-33249: Implantation of Automatic Defibrillators

he implantable automatic defibrillator is an electronic

device designed to detect and treat life-threatening
tachyarrhythmias. The device consists of a pulse generator
and electrodes for sensing and defibrillating.

Indications and Limitation of Coverage and/
or Medical Necessity

Effective for services performed on or after January
24,1986 through July 1, 1991, the implantation of an auto-
matic defibrillator isacovered service only when used asa
treatment of last resort for patients who have had a docu-
mented episode of life-threatening ventricular
tachyarrhythmia or cardiac arrest not associated with myo-
cardial infarction. Patients must also be found, by
electrophysiologic testing, to have an inducible
tachyarrhythmiathat proves unresponsive to medication or
surgical therapy (or be considered unsuitable candidatesfor
surgical therapy). It must be emphasized that unless all of
the above described conditions and stipulationsaremet ina
particular case, including the inducibility of
tachyarrhythmia, etc., implantation of an automatic defibril-
lator may not be covered.

Effectivefor servicesperformed on or after July 1, 1991,
the implantation of an automatic defibrillator is a covered
service for patients who have had a documented episode of
life-threatening ventricular tachyarrhythmia or cardiac ar-
rest not associated with myocardial infarction.

Effectivefor servicesperformed on or after July 1, 1999,
the implantation of an automatic defibrillator is aso a cov-
ered service for patients with the following conditions:

¢ A documented episode of cardiac arrest due to ventricu-
lar fibrillation not due to atransient or reversible cause;

* Ventricular tachyarrhythmia, either spontaneous or in-
duced, not due to atransient or reversible cause; or,

¢ Familia or inherited conditions with a high risk of life-
threatening ventricular tachyarrythmiassuch aslong QT
syndrome or hypertrophic cardiomyopathy.

HCPCS CODES
33223 Revision or relocation of skin pocket for implant-
able cardioverter-defibrillator

33240 Insertion or replacement of implantable
cardioverter-defibrillator pulse generator only

33241 Removal of implantable cardioverter-defibrilla-
tor pulse generator only

33242 Repair of implantable cardioverter-defibrillator
pulse generator and/or leads

33243 Removal of implantable cardioverter-defibrillator
pulsegenerator and/or lead system; by thoracotomy

33244 by other than thoracotomy

33245 Implantation or replacement of implantable
cardioverter-defibrillator pads by thoracotomy,
with or without sensing electrodes

33246 with insertion of implantable cardioverter-
defibrillator pulse generator

33247 Insertion or replacement of implantable
cardioverter-defibrillator lead(s), by other than
thoracotomy

33249 withinsertion of cardio-defibrillator pulse generator

ICD-9 Codes That Support Medical Necessity
4251 4254 4271 4275 794.31

Documentation Requirements

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

Effective Date
Thispolicy is effective for services rendered on or af-
ter July 1, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4).

48554 Pancreas Transplantation

creastransplantation isperformed to induceaninsulin
independent, euglycemic state in diabetic patients. The
procedure is generally limited to those patients with severe
secondary complications of diabetes, including kidney
failure. However, pancreas transplantation is sometimes
performed on patientswith labile diabetes and hypoglycemic
unawareness.

Indications and Limitations of Coverage and/
or Medical Necessity
Effective July 1, 1999, Medicare will consider perfor-
mance of awhole organ pancreas transplantation medically
reasonable and necessary under the following circum-
stances:
* When it is performed simultaneously with or after a
Medicare covered kidney transplantation (HCPCS code
50360 or 50365).

If the pancreastransplant occurs after the kidney trans-
plant, the 36-month period of entitlement to immunosup-
pressive therapy will begin with the date of discharge from
the inpatient stay for the pancreas transplant.

Pancreastransplantation for diabetic patientswho have
not experienced end stage renal failure secondary to diabe-
tes continues to be excluded from Medicare coverage.
Medicare also excludes coverage of transplantation of par-
tial pancreatic tissue or islet cells.

HCPCS Codes
48554 Transplantation of pancreatic allograft

ICD-9 Codes That Support Medical Necessity
250.00-250.93

585

V42.0

V43.89

Note: The billing of pancreas transplantation requires dual diag-
noses. To ensure reimbursement for this service, dual di-
agnoses must be submitted. Providers must use ICD-9
codes 250.00-250.93 and 585, V42.0, or V43.89 to report
the approved indication for 48554.

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

Coding Guidelines

Providers must use 1CD-9 codes 250.00-250.93 and
585, V42.0, or V43.89 to report the approved indication for
48554,

Documentation Requirements
Medical record documentation (e.g., history and physi-
cal, office/progress notes) maintained by the ordering/re-

ferring physician must indicate the medical necessity for
performing apancreatic transplant. Additionally, acopy of
the operative report should be maintained in the medical
records.

Effective Date
This poalicy is effective for services performed on or
after July 1, 1999.

Advance Notice Requirement
Appliesto medical necessity (see page 4) «

64553-64565, 64573, 64580: Coverage for Electrical Nerve Stimulation

lectrical nerve stimulation is a diagnostic procedure

involving stimulation of periphera nerves by aneedle
electrode inserted through the skin. The nerve stimulation
does not prevent pain but only alleviates pain as it occurs.
The procedure is used to treat chronic, intractable pain.

Insertion of Percutaneous Nerve Stimulator
Electrodes (procedure codes 64553-64565)

Electrical nerve stimulation isan accepted modality for
assessing a patient’ s suitability for ongoing treatment with
animplanted nerve stimulator. The physician should be able
to determinewhether the patient islikely to derive asignifi-
cant therapeutic benefit from continuing use of animplanted
nerve stimulator within atrial period of one month. Inafew
cases, thisdetermination may takelonger to make. The medi-
cal necessity for such diagnostic servicesthat are furnished
beyond the first month must be documented in the patient
records. Thisdiagnostic procedureinvolving stimulation of
peripheral nerves by aneedle electrodeinserted through the
skin is covered only when performed by a physician or in-
cident to a physician’s service. If pain is effectively con-
trolled by percutaneous stimulation, implantation of elec-
trodes is warranted.

To ensure that payment is made only for medically neces-
sary service, insertion of percutaneous nerve stimulator elec-
trodesiscovered only for thefollowing diagnoses/conditions:

337.9 355.0-355.6 355.71-355.79
355.8 355.9 724.00-724.09
724.1 724.2 724.3
724.4 724.5 724.6
724.70-724.79 724.8 724.9

Incision for Implantation of Neurostimulator
Electrodes (procedure codes 64573 and 64580)

Payment may be made under the prosthetic device ben-
efit for implanted peripheral nerve stimulators. Use of this
stimulator involvesimplantation of electrodes around a se-
lected peripheral nerve. The stimulating electrode is con-
nected by an insulated lead to areceiver unit implanted un-
der the skin at a depth not greater than %2 inch. Stimulation
isinduced by agenerator connected to an antennaunit which
is attached to the skin surface over the receiver unit. Im-
plantation of electrodes requires surgery and usually neces-
Sitates an operating room.

To ensurethat payment ismade only for medically nec-
essary service, insertion of percutaneous nerve stimulator
electrodes are covered only for the following diagnoses/
conditions:

337.9

345.11
345.41 (allowed only with procedure code 64573)

345.51 (allowed only with procedure code 64573)
355.0-355.6
355.71-355.79
355.8

355.9
724.00-724.09
724.1

724.2

724.3

724.4

724.5

724.6
724.70-724.79
724.8

724.9

Reasons for Denial

While electric nerve stimulation has been employed to
control chronic intractable pain for some time, its use in
treatment of motor function disorders, such asmultiple scle-
rosis, isarecent innovation, and the medical effectiveness
of such therapy has not been verified by scientifically con-
trolled studies. Therefore, where electric nerve stimulation
isemployed to treat motor function disorders, no reimburse-
ment may be made for the stimulator or for the services
related to its implantation, since this treatment cannot be
considered reasonable and necessary.

Theuseof spinal cord electrical stimulators, rectal elec-
trical stimulatorsand bladder wall stimulatorstoinduce emp-
tying of the urinary bladder cannot be considered reason-
able and necessary. Therefore, no program payment may
be made for these devices or their implantation.

Coding Guidelines

Diagnosis codes 345.41 and 345.51 should only be used
when performing an incision for implantation of a
neurostimulator electrode into the crania nerve. Thisservice
is performed for Vagus Nerve Stimulation.

Documentation Requirements

Medical record documentation maintained by the per-
forming physician must clearly indicate the medical neces-
sity of the services being billed. In addition, documenta-
tion that the service was performed must beincluded in the
patient’ smedical record. Thisinformationisnormally found
in the office/progress notes, hospital notes, and/or proce-
dure report.

Effective Date
This policy is effective for services processed on or
after July 1, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4). <
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61885, 64573, 64585-64595, 95970-95975: Vagus Nerve Stimulation

agus nerve stimulation has been shown to be an

effective adjunctivetherapy for personswith medically
refractory partial seizures. The precise antiseizure
mechanism of vagal nerve stimulation (VNS) isnot clearly
understood. A few theories have emerged. One theory is
that general afferent projections of the vagus nerveinto the
limbic system produce desynchronization of brain waves,
making seizures less likely to occur. Another theory is
derived from the concept that chronic stimulation of the
vagus nerve increases the amount of inhibitory
neurotransmitters and decreases that amount of excitatory
neurotransmitters.

Vagus nerve stimulation is accomplished by inserting
a pulse generator into the subcutaneous pocket of the
patient’s chest wall, similar to a cardiac pacemaker. An-
other incision is made in the neck for placement of the bi-
polar lead. Thebipolar lead has electrodes (platinum wires)
that are attached around the left vagus nerve in the neck
area inside the carotid sheath. The lead is then tunneled
under the skin and connected to the pulse generator. The
stimulating electrodes conduct signals from the generator
to the vagus nerve. Theimplantation of the system usually
takes one to three hours and is generally done under gen-
eral anesthesia.

Once implanted, the generator may be programmed
externally with aprogramming wand attached to a standard
personal computer. The generator is programmed to de-
liver electrical current to the vagus nerve. The generator
deliversintermittent stimulations, 24 hoursaday, inaccor-
dance with its programming. In addition, the patient may
use an external magnet to activate the generator and deliver
additional stimulations.

After battery depletion, the pulse generator must be
replaced. The projected battery life is approximately 3-5
yearsat therecommended stimulation parameters. Replace-
ment surgery of the pulse generator usually takes about one
hour and istypically donewith local anesthesia. Pulse gen-
erator replacement does not of itself require lead replace-
ment unless alead fracture is suspected.

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare of Florida will consider vagus nerve stimu-
lation to be medically necessary and reasonable for the fol-
lowing condition:

For patients with medically refractory partial onset
seizures, for whom surgery is not recommended or for
whom surgery has failed.

A partial onset seizure has afocal onset in one area of
the brain and may or may not involve aloss of motor con-
trol or alteration of consciousness. Partial onset seizures
may be simple, complex, or complex partial seizures, sec-
ondarily generalized. Patients with medicaly refractory
partial onset seizures have failed multiple drug therapies,
which include both conventional (e.g., Phenytoin,
Carbamazepine, Primidone, Valproate) and new anticon-
vulsant drugs (e.g., Felbamate, Lamotrigine, Gabapentine,
Vigabatrine, Topiramate, Tiagabine) in controlling seizures
and do not qualify for surgery.

HCPCS Codes

61885 Incision and subcutaneous placement of cranial
neurostimulator pulse generator or receiver, di-
rect or inductive coupling

Incision for implantation of neurostimulator
electrodes; cranial nerve
Revision or removal of
neurostimul ator electrodes
Incision and subcutaneous placement of periph-
eral neurostimulator pul se generator or receiver,
direct or inductive coupling

Revision or removal of peripheral
neurostimulator pulse generator or receiver
Electronic analysis of implanted neurostimulator
pulse generator system (e.g.: rate, pulse ampli-
tude and duration, configuration of wave form,
battery status, electrode selectability, output
modulation, cycling, impedance and patient
compliance measurements); simple or complex
neurostimul ator pulse generator, without repro-
gramming

simple neurostimul ator pulse generator, within-
traoperative or subsequent programming
complex cranial nerve neurostimulator pulse
generator/transmitter, with intraoperative or sub-
sequent programming, with or without nervein-
terface testing, first hour

complex cranial nerve neurostimulator pulse
generator/transmitter, with intraoperative or sub-
sequent programming, each additional 30 min-
utes after first hour (List separately in addition
to code for primary procedure)

ICD-9 Codes That Support Medical Necessity
345.41 345.51

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.

Vagusnerve stimulationisnot covered for patientswith
other types of seizure disorderswhich are medically refrac-
tory and for whom surgery isnot recommended or for whom
surgery has failed.

Noncovered ICD-9 Code(s)

When CPT codes 61885, 64573, 64585, 64590, 64595,
95970, 95971, 95974, and 95975 are performed for vagus
nerve stimulation, any diagnosiscodesnot listed inthe*1CD-
9 Codes That Support Medical Necessity” section of this
policy will be considered noncovered.

Coding Guidelines

A physician, usually a neurologist, typically tests the
device and leads and sets the initial programming param-
eters, both in the operating room and in the office setting
during the days/weeks following theimplant. The services
are coded with the following procedure codes. 95970,
95971, 95974, and/or 95975. These analysisand program-
ming codes may be billed periodically to test and repro-
gram the device.

When CPT codes 61885, 64573, 64585, 64590, 64595,
95970, 95971, 95974, and 95975 are performed for vagus

64573
64585 peripheral

64590

64595

95970

95971

95974

95975
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medications that failed;
Current medication regimes; and

nerve stimulation, the appropriate diagnosis code that sup-
ports medical necessity should be submitted.

Documentation Requirements

Documentation maintained in the patient’s file should

include:

History and physical ( including a neurologic history,
examination, and documentation of neurologic

symptomatol ogy);

A history of medically refractory partial onset seizures;
Documentation of medical regimes, which should
include all conventional and newer anticonvulsant

A description of the surgical procedure.

This information can generally be found in the office/
progress notes, history and physical, and/or operative note.

Effective Date
This policy is effective for services processed on or
after July 1, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4). «

70541, 71555, 73725, 74185: Magnetic Resonance Angiography (MRA)

ational policy recently expanded

coverage for procedure code 70541
(MRA, head and/or neck) and also added
new coverage for procedure code 74185
(MRA, abdomen) and procedure code
71555 (MRA, chest). This expanded
coverage has an effective date of July 1,
1999. Therefore, the policy has been
revised to reflect these national coverage
changesfor services performed on or after
July 1, 1999.

Magnetic Resonance Angiography
(MRA) isan application of magnetic reso-
nance imaging that provides visualization
of blood flow, aswell asimages of normal
and diseased blood vessels. MRA tech-
niques are typically noninvasive because
they do not require the use of contrast me-
dia. While contrast mediamay sometimes
be used to enhance theimages obtained in
MRA, the use of these agentsisnot neces-
sary. Asaresult, MRA isan imaging al-
ternative for patients who cannot tolerate
contrast media

Indications and Limitations of
Coverage and/or Medical
Necessity

Although MRA appears to be a rap-
idly developing technology, the clinical
safety and effectiveness of this procedure
for all anatomical regions has not been
proven. Asaresult Medicarewill provide
coverageonalimited basis. Below arethe
indications for which Medicare coverage
is allowed for MRA. All other uses of
MRA will not be covered.

70541: Head and/or Neck (for services
performed befor e 7/1/99)

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

¢  For apatient who has a positive

ultrasonography; and

¢ When performed on patientswith

symptoms associated with carotid

stenosis for which surgery may be
found to be appropriate based on the
results of these tests.

It should be noted that physicians
may choose either contrast angiography
(CA) or MRA as diagnostic tests after a
positive ultrasound for their patients.
MRA is not performed routinely as an
adjunct to CA. CA furnished in addi-
tion to MRA might be appropriate only
when the results from the MRA and the
ultrasound are incongruent or inconclu-
sive.

70541: Head and/or Neck (for services
performed on or after 7/1/99)

Medicarewill provide coveragefor
the evaluation of the vesselsin the head
and neck when all of the following con-
ditions are met:

¢ Toevauatethecarotid arteries,
the circle of Willis, the anterior,
middleor posterior cerebral arteries,
the vertebral or basilar arteries, or
the venous sinuses; and

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

MRA and contrast angiography
(CA) are not expected to be performed
on the same patient for diagnostic pur-
poses prior to the application of antici-
pated therapy. Only one of these tests
will be covered routinely unlessthe phy-
sician can demonstrate the medical need
to perform both tests.

ICD-9 Codes That Support
Medical Necessity

Services performed before 7/1/99
43310 433.11 435.0-435.9 436

Servicesperformed on or after 7/1/99

239.6 433.00-433.91
434.00-434.91 435.0-435.9
436 437.3

747.81

73725: Peripheral Arteries of Lower
Extremities

Studies have proven that MRA of
peripheral arteriesisuseful in determin-
ing the presence and extent of periph-
eral vascular disease in lower extremi-
ties. Effective May 1, 1997, Medicare
will consider MRA of the arteries of the
lower extremities to be a covered ser-
vice only when the following criteria
have been met:

e Either MRA or CA can be
performed to evaluate peripheral
arteries of the lower extremities.
However, both MRA and CA may
be useful in some cases, such as:

— A patient has had CA and this
test wasunabletoidentify aviable
run-off for bypass. When
exploratory surgery is not
believed to be a reasonable
medical course of action for this
patient, MRA may be performed
to identify the viable runoff
vessel.

— A patient hashad MRA, but the
results are inconclusive.

74185: Abdomen

Studies have proven that MRA is
considered areliable diagnostic tool for
the preoperative evaluation of patients
who will undergo elective abdominal
aortic aneurysm (AAA) repair. Inaddi-
tion, scientific data has revealed that
MRA is considered comparable to con-
trast angiography (CA) in determining
the extent of AAA, as well as evalua
tion of aortoilliac occlusion disease and
renal artery pathology that may be nec-
essary inthe surgical planning for AAA
repair. These studies also reveal that
MRA could provide a net benefit to the
patient. If preoperative angiography is
not necessary, patients are not exposed
to therisksassociated with invasive pro-
cedures, contrast media, end-organ dam-
ageor arterial injury. Aswith coverage
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of MRA for other anatomical sites,
Medicare will provide coverage for ei-
ther MRA or CA but not both testson a
routine basis.

The physician may choose between
CA or MRA for preoperative imaging,
after other tests such as computed to-
mography (CT) or ultrasound have been
used to diagnose AAA and evaluate an-
eurysm size over time. However, both
MRA and CA may be used when the
physician can demonstrate the medical
need for both teststo be performed, such
aswhen afollow up CA is necessary to
clarify renal artery pathology, which
might not be diagnosed definitively by
aninitial MRA.
71555; Chest

Medicare will cover MRA of the
chest for the following indications:

For the Diagnosis of Pulmonary
Embolism

Medicare will consider MRA of the
chest for diagnosing a suspected pulmo-
nary embolism to be a covered service
when thefollowing criteriahave been met:

e A patientissuspected of having apul-
monary embolism, and it is contrain-
dicated for the patient to receive in-
travascular iodinated contrast mate-
rial.

» A patientisalergictoiodinated con-
trast material and would face a high
risk of developing complications if
he/she undergoes pulmonary angiog-
raphy or computed tomography an-
giography.

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

Medicarewill consider MRA of the
chest for the evaluation of thoracic aor-
tic dissection and aneurysm to be a cov-
ered service when the following criteria
are met:

¢ Depending on the clinical presenta
tion, MRA may be used as an alter-
nativeto other non-invasiveimaging
technol ogies, such astransesophagesl
echocardiography and CT.

¢ Either MRA or CA may beused asa
diagnostic test for thoracic aortic dis-
section and aneurysm, but not both
tests on aroutine basis.

¢ If both MRA and CA of the chest are
used to diagnose thoracic aortic dis-
section and aneurysm, the physician
must demonstrate the medical need
for performing both tests.

Reasons for Denial

When performed for indications
other than thoselistedin the“ Indications
and Limitations of Coverage and/or
Medical Necessity” section of this
policy.
HCFA considers the following codesto
be noncovered by Medicare:

72159 Magnetic resonanceangiogra-
phy, spinal canal and contents,
with or without contrast

material (s)

72198 Magnetic resonanceangiogra-
phy, pelvis, with or without
contrast material (s)

73225 Magnetic resonanceangiogra-

phy, upper extremity, with or
without contrast material(s)

Documentation Requirements

Documentation maintained in the
patient’s file must indicate the medical
necessity of this procedure. All cover-
agecriterialisted inthe“Indicationsand
Limitations of Coverage and/or Medi-
cal Necessity” section must be docu-
mented in the patient’s medical record,
aswell as a hard copy of the procedure
results, and made availableto Medicare
uponrequest. Thisinformation can gen-
erally be found in the office/progress
notes, history and physical, and/or op-
erative notes.

If the provider of the magnetic reso-
nance angiography study is other than the
ordering/referring physician, the provider
of the service must maintain hard copy
documentation of test resultsand interpre-
tation, along with copies of the ordering/
referring physician’sorder for the studies.
Thephysician must statethereason for the
MRA in hisorder for the test.

Effective Date

Thispolicy iseffectivefor services
processed on or after July 1, 1999, ex-
cept where otherwise noted.

Advance Notice Statement
Applies to medical necessity (see
page 4).+

72192, 72193, and 72194 Computed Tomography of the Pelvis

omputed Tomography of the Pelvis (CT Scan of the

Pelvis) is a noninvasive yet accurate X-ray procedure
which results in images from passing X-rays through an
organ at many angles. The variation and density of each
tissue alows for variable penetration of the X-rays. Each
density is computed by utilizing a coefficient (or numeric
value) that isdigitally computed into shades of gray. These
shades of gray arethen displayed on amonitor asthousands
of dotsin various shades.

The pelvis is a basin-like structure that supports the
spinal column and rests on the lower limbs. Thetrue pelvis
is defined as that portion of the pelvis situated below and
behind the pelvic brim.

The CT scan of the pelvic area includes the bladder,
prostate, ovaries, uterus, lower retroperitoneum and iliac
lymph node chains. CT scans are generally performed to
study the pelvic viscera. In males, thisincludesthe bladder
and prostate and, in females, the bladder, uterus and adn-
exa. TheCT scan of the pelvisisuseful in evaluating cysts,
tumors, masses, metastasis to one or more of these organs,

and iliac lymph nodes. Intravenous contrast material may
be administered when enhanced views are needed.

Medicare of Floridawill consider aCT scan of the pel-
vis medically necessary and reasonable under the follow-
ing conditions:
¢ Toevaluate cysts, tumors, or masses of the pelvic struc-

ture (i.e., that which lies at or below the pelvic brim, or
true pelvis);

* Toevauate metastasisof primary cancersto thisregion;

* To evaluate inflammatory processes of this region;

* To evaluate abnormalities of pelvic vascular structures;

* To evaluate lymphadenopathies of this region;

¢ Toevaluate lower abdominal, generalized abdominal or
pelvic pain;

* To evaluate other genitourinary disorders in which the
physician can not make a diagnosis on physical exami-
nation and/or by ultrasound;

¢ To evauate traumato the pelvic structure/organs; and/or

* Toevduatetheeffectiveness of aradiation treatment plan.
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To ensure the services are medically necessary, CT of

the pelvisis covered only for the following diagnoses:

015.00-015.06 236.0-236.2
016.10-016.96 236.5
153.0-153.9 236.7
154.0-154.8 236.90
171.6 239.4-239.5
179 256.4
180.0-180.9 441.3
182.0-182.8 441.4
183.0-183.9 442.2

184.0 444.0

184.8 457.1

184.9 540.0

185 540.1
186.0-186.9 543.9

187.8 552.21
187.9 553.8
188.0-188.9 553.9

189.2 555.0

189.3 555.1

189.8 555.2

189.9 555.9

195.3 557.0-557.9
196.2 560.0

196.5 560.81
196.6 560.9

197.6 562.10
198.1 562.11
198.5 566

198.6 567.2
200.00 567.9
200.05 568.0
200.06 568.81
200.08 568.82
200.10 568.89
200.15 569.41-569.5
200.16 569.60-569.69
200.18 569.83
200.20 569.89
200.25 578.1
200.26 501

200.28 593.3
201.00-201.98 593.4
202.80 593.5
202.85 593.82
202.86 593.89
202.88 596.0

211.3 596.6
211.4 596.8

211.8 599.1

215.6 599.7
218.0-218.9 614.0-614.9
219.0-219.9 615.0-615.9
220 617.0-617.9
221.0 619.0-619.9
228.04 620.0-620.9
228.1 621.4
230.4 621.8
233.1-233.9 625.8

235.2 626.6

235.4

639.0

639.1

665.10

665.40

665.50
670.00-670.04
682.2

682.5

682.9

719.45

751.0

751.2

752.0
752.10-752.19
752.3

752.40
752.51-752.52
752.8
753.0-753.9
780.6

785.6

789.03

789.04

789.05

789.07

789.09
789.33-789.35
789.5
789.63-789.65
789.67

789.9

793.5

793.6

793.9

863.89
876.0-876.1
877.0-877.1
879.2

879.3

879.4

879.5

879.6

879.7

958.4

958.5

959.1

995.54

995.81

996.1
996.30-996.39
996.81

996.89

997.5

998.2

998.4
998.51-998.59
V42.0

V44.3
V44.50-V44.59

Reasons for Denial

When performed for indi cations other than those listed
inthe Indicationsand Limitations of Coverage and/or Medi-
cal Necessity section of this policy.

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

Coding Guidelines

If the procedureis performed using contrast only, pro-
cedure code 72193 should be billed. [If the procedure is
performed initially without contrast, followed by contrast,
procedure code 72194 should be billed. Procedure codes
72192, 72193 and/or 72194 should not be billed on the same
day for the same patient.

Documentation Requirements

Thereason for the procedure should be documented in
the physician’s progress note. Also, test results should be
included in the documentation. In addition, if the CT scan
is the primary diagnostic tool and physical examination,
and/or another test, such as echography, could have been
performed to determine the patient s diagnosis or status,
the reason for utilizing the CT scan should also be docu-
mented. This information can usually be found in the of-
fice notes, facility progress notes, history and physical and
or test results.

If the provider of 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’her order for the test.

Effective Date
This policy is effective for services processed on or
after May 3, 1999.

Advanced Notice Statement
Appliesto medical necessity (see page 4).+

80100: Qualitative Drug Screen

qualitative drug screen is used to

detect the presence of adrug in the
body. A blood or urine sample may be
used. However, urine is the best
specimen for broad qualitative
screening, as blood is relatively
insensitive for many common drugs,
including psychotropic agents, opioids,
and stimulants.

Current methods of drug analysis
include chromatography, immunoassay,
chemical (“spot”) tests, and spectrom-
etry. Analysis is comparative, match-
ing the properties or behavior of a sub-
stance with that of avalid reference com-

pound (alaboratory must possessavalid
reference agent for every substance that
it identifies). Drugs or classes of drugs
are commonly assayed by qualitative
screen, followed by confirmation with a
second method.

Examples of drugs or classes of
drugs that are commonly assayed by
qualitative screen, followed by confir-
mation with a second method, are:
Alcohols, Amphetamines, Barbiturates,
Benzodiazepines, Cocaine and M etabo-
lites, M ethadones, M ethaqual ones, Opi-
ates, Phencyclidines, Phenothiazines,
Propoxyphenes, Tetrahydrocanna-

binoids, and Tricyclic Antidepressants.
A qualitative drug screen may be
indicated when the history isunreliable,
with a multiple-drug ingestion, with a
patient in delirium or coma, for theiden-
tification of specific drugs, and to indi-
cate when antagonists may be used.

Indications and Limitations of
Coverage and/or Medical
Necessity

Medicare of Florida will consider
performance of aqualitativedrug screen
medically reasonable and necessary
when a patient presents with suspected
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drug overdose and one or more of the
following conditions:

¢ Unexplained coma;

¢ Unexplained altered mental status;

* Severe or unexplained cardiovascu-
lar instability (cardiotoxicity);

¢ Unexplained metabolic or respiratory
acidosis;

¢ Unexplained head trauma with neu-
rological signs and symptoms,

* Suspected history of substance abuse;
and/or

* Seizureswith an undetermined history.

Additionally, a qualitative drug
screen (80100) will be considered medi-
cally reasonable and necessary for pa
tientsreceiving active treatment for sub-
stance abuse when the patient presents
with clinical signs and/or symptoms of
noncompliance (e.g., feelings of eupho-
ria, panic, mood swings). Providers
must report |CD-9 code 304.90 for this
coverage indication.

A qualitative drug screen is not
medically reasonable or necessary un-
der the following circumstances:

* In known overdose cases when the
patient is asymptomatic (responsive
toverbal stimuli, and hasno seizures,
hypoventilation, or cardiac abnor-
malities other than sinustachycardia
after several hours of observation);

¢ When the clinical picture is consis-
tent with the reported history;

¢ Toscreenfor thesamedrug with both
ablood and a urine specimen simul-
taneoudly;

¢ Toroutinely monitor substance abuse
compliance (i.e., the patient does not
present with clinical signs and/or
symptoms indicative of noncompli-
ance);

¢ For medicolegal purposes(i.e., court-
ordered drug screening); or

¢ For employment purposes (i.e., as a
prerequisite for employment or as a
means for continuation of employ-
ment).

HCPCS Codes

80100 Drug, screen; multiple drug
classes, each procedure
80101 single drug class,
each drug class
80102 Drug, confirmation, each

procedure

ICD-9 Codes That Support
Medical Necessity

276.2

304.90

345.9

780.01

780.09

977.9

Reasons for Denial

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

Noncovered ICD-9 Code(s)
Any diagnosiscodesnot listed inthe

“1CD-9 Codes That Support Medical

Necessity” section of this policy.

Coding Guidelines

Qualitative screening tests are
coded by procedure, not method or
analyte.

Procedure code 80100 should be
used to report a qualitative drug screen
which is performed to detect the pres-
ence of multiple drug classes. Proce-
dure code 80100 should be reported as
one unit for each specimen analyzed,
regardless of the method or the number
of drugs screened for simultaneously.

Procedure code 80101 should be
used to report a qualitative drug screen
that is performed to detect the presence
of asingledrug class. Itisexpected that
procedure code 80101 will, on rare oc-
casion, be reported. If the presence of
more than one drug class is suspected,
use procedure code 80100.

Use procedure code 80102 for each
procedure necessary for confirmation.
For example, if confirmation of three
drugs by chromatography requiresthree
stationary or mobile phases, bill 80102
threetimes. However, if multiple drugs
can be confirmed using a single analy-
sis, bill 80102 only once.

For quantitation of drugs screened,
use the appropriate code (82000-84999
or 80150-80299).

Documentation Requirements

Medical record documentation
(e.g., history and physical, progress
notes) maintained by the ordering phy-
sician/referring physician must indicate
the medical necessity for performing a
qualitative drug screen. Additionally, a
copy of the lab results should be main-
tained in the medical records.

If the provider of the serviceisother
than the ordering/referring physician,
that provider must maintain hard copy
documentation of the lab results, along
with copies of the ordering/referring
physician’ sorder for thequalitativedrug
screen. The physician must state the
clinical indication/medical necessity for
the qualitative drug screen in his order
for the test.

Effective Date
Thispolicy iseffective for services
processed on or after August 16, 1999.

Advance Notice Requirement
Applies to medical necessity (see
page 4). <

82947: Glucose, Quantitative - Proper Billing

t has been noted that procedure code 82947 (Glucose,

guantitative) is being billed with inappropriate place of
service codes. The glucose quantitative method is a more
complex assay performed after the blood has clotted and
separated to assay the serum or plasmain alaboratory device
generally designed for multiple sequential assays. Many
times, the glucose quantitation is performed as part of a
serum microanalysis of several serum chemistries and is
not coded separately. The result provided by this method
represents a serum or plasma value of glucose.

home,

Because this code represents a complex assay method
using alaboratory device, it isnot appropriate to bill 82947
for the following places of service:

custodial care facility,

ambulance - land ,

ambulance - air or water,

community mental health center,

comprehensive outpatient rehabilitation facility, and
other unlisted facility. «
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84154: Coverage for Free Prostate Specific Antigen

Postate—specific antigen (PSA) is a serum glycoprotein
tumor marker used in the early detection of prostate
cancer. The PSA existsin multiple formsin serum and is
predominantly complexed to protease inhibitors; however,
one form of PSA, free PSA, is not bound to these proteins.
The measurement of PSA formsin serum helpsdiscriminate
between prostate cancer and benign prostatic disease. For
unknown reasons, the percentage of free PSA (fPSA) is
lower in serum samples from patients with prostate cancer
than in serum samples from patients with anormal prostate
or benign disease.

Medicare of Florida will consider a free PSA (proce-
dure code 84154) medically reasonable and necessary in
the following circumstances:

To evaluatethe patient whosetotal PSA isbetween 4.0-
10.0 ng/mL and has a pal pable benign prostate gland;
and

To eliminate the need for unnecessary biopsies.

A free PSA is not indicated for patients that demon-
strate a pal pable abnormal gland that is suspicious for car-
cinoma. In addition, since thistest is used to eliminate un-
necessary biopsies, usually when the free PSA to total PSA
isat least 25 percent, it is not expected that a biopsy would
be performed on patients with documentation suggestive of
benign prostatic disease.

Note: Free PSA is not medically necessary to monitor for the
recurrence of disease or to monitor the responseto therapy.

To ensure that payment is made only for medically
necessary service, afree PSA is covered only for the fol-
lowing diagnosis:

790.93

Documentation Requirements

Medical record documentation maintained by the or-
dering physician must clearly indicate the medical neces-
sity of the services being billed. In addition, documenta-
tion that the service was performed must beincluded in the
patient’ smedical record. Thisinformationisnormally found
in the office/progress notes, hospital notes, and/or test re-
sults.

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

Effective Date
This policy is effective for services processed on or
after August 16, 1999.

Advance Notice Statement
Appliesto medical necessity (see page 4). <

86235: Extractable Nuclear Antigen
n extractable nuclear antigen (anti-ENA Ab) is an
antibody directed against other nuclear and cytoplasmic

components in serum. The antibody against these

extractable nuclear antigensisidentified viaspecific nuclear
testing methodology.

Detecting specific autoantibodies via extractable
nuclear antigen (ENA) testing is useful to determine the
exact classification of an autoimmune disorder when a pa-
tient has a positive antinuclear antibody (ANA) result and
presents with overlapping features of various autoimmune
disorders.

Indications and Limitations of Coverage and/
or Medical Necessity

Medicare of Florida will consider the performance of
an extractable nuclear antigen test for a specific autoanti-
body medically reasonable and necessary under the follow-
ing circumstances:

The patient has a positive ANA result; and

It hasbeen demonstrated that, upon clinical examination
of the patient, the physician is unable to distinguish
between various autoimmune disorders and the ENA
test for a specific autoantibody is performed to help
provideadifferential diagnosisfor oneof thefollowing
disorders:

Systemic lupus erythematosus (SLE)

Subacute cutaneous lupus

Inflammatory polyarthritis

Scleroderma

CREST syndrome (calcinosis, Raynaud’s
phenomenon, esophageal dysmotility, sclerodactyly,

and telangiectasia)
Sjogren's syndrome
Sicca syndrome
Mixed connective tissue disease (MCTD)
Polymyositis

Note: A patient may, on rare occasion, have anegative ANA and
apositive SS-A result when Sjogren’s syndrome, SLE, or
subacute cutaneouslupusis suspected. Therefore, an ENA
test for the SS-A antibody may be considered medically
reasonable and necessary in the absence of apositive ANA
when Sjogren’s syndrome, SLE, or subacute cutaneous
lupus is suspected.

An ENA test for a specific autoantibody generally is
not performed more than once, sinceit is used to provide a
differential diagnosis and not to assist in the management
of the identified autoimmune disorder.
However, an ENA test for aspecific autoantibody may,
on rare occasion, be repeated once for the following cir-
cumstances:
¢ For confirmational purposes dueto inconclusivetest re-
sults (for purposes of this requirement, an inconclusive
test result isaresult that istechnically uninterpretable or
discordant with a patient’s other clinical data); or

¢ When an ENA test result for aspecific autoantibody was
negative and the patient now presents with a significant
changein signs and symptoms indicative of an evolving
autoimmune disorder.

HCPCS Codes

86235 Extractable nuclear antigen, antibody to, any
method (eg, NnRNP, SS-A,SS-B, Sm, RNP, Scl 70,
J01), each antibody
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ICD-9 Codes That Support Medical Necessity
279.4 6954 701.0 710.0 7101 710.2
710.3 7104 7108 710.9

Reasons for Denial
When performed for indications other than those listed

in the “Indications and Limitations of Coverage and/or
Medical Necessity” section of this policy.

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

Documentation Requirements

Medical record documentation (e.g., history and physi-
cal, office/progress notes) maintained by the ordering phy-
sician/referring physician must indicate the medical neces-
sity for performing an ENA test. Additionally, a copy of

thelab results should be maintained in the medical records,
aswell as evidence of apositive ANA result obtained prior
to the performance of the ENA test.

If the provider of the serviceis other than the ordering/
referring physician, that provider must maintain hard copy
documentation of the lab results, along with copies of the
ordering/referring physician’s order for the ENA test. The
physician must state the clinical indication/medical neces-
sity for the ENA test in his order.

Effective Date
This policy is effective for services processed on or
after August 16, 1999.

Advance Notice Requirement
Appliesto medical necessity (see page 4). «

90846, 90847, 90849: Family Psychotherapy

amily participation in the treatment

process of a psychiatric patient is
sometimes necessary. Family
psychotherapy sessions may occur with
or without the patient present. The
process of family psychotherapy helps
reveal a family’'s repetitious and
ultimately predictable communication
patterns, that are sustaining and
reflecting the identified patient’s
behavior. For the purposes of this
policy, a family member is any
individual who spends a significant
amount of the time with the patient and
provides psychological support to the
patient (e.g., caregiver, significant
other). Group psychotherapy sessions
for multiple families are utilized when
similar dynamics are occurring due to
the commonality of problems in the
family members under treatment.

Indications and Limitations of
Coverage and/or Medical
Necessity

Medicare of Florida will consider
family psychotherapy medically reason-
ableand necessary only whenthe primary
purpose of such psychotherapy isthetreat-
ment/management of the patient’s condi-
tion. Examplesare asfollows:

* When there is a need to observe and
correct, through psychotherapeutic
techniques, the patient’s interaction
with family members; and/or

* Where there is a need to assess the
conflicts or impediments within the
family, and assist through psycho-
therapeutic techniques, the family
members in the management of the
patient.

Family psychotherapy must be or-
dered by a provider as an integral part

of an active treatment plan directly re-
lated to the patient’ sidentified condition/
diagnosis.

Family psychotherapy must be ad-
ministered by physicians (MD/DO), psy-
chologists, or other mental health pro-
fessionals licensed or authorized by
Floridastate law and considered eligible
for Medicare B reimbursement.

Family psychotherapy isconsidered
to be medically reasonable and neces-
sary when the patient has a psychiatric
illness and/or is demonstrating emo-
tional or behavioral symptoms sufficient
to cause inappropriate behavior or mal-
adaptive functioning.

A family psychotherapy session
generaly lasts for at least 45-50 min-
utes.

HCPCS Codes

90846 Family psychotherapy (with-
out the patient present)
90847 Family psychotherapy (con-

joint psychotherapy) (with
patient present)
Multiple-family group psy-
chotherapy

ICD-9 Codes That Support

Medical Necessity
290.0-318.1

Reasons for Denial

When performed for indications
other thanthoselistedinthe“Indications
and Limitations of Coverage and/or
Medical Necessity” section of this
policy.

Family psychotherapy is not con-
sidered medically reasonable and nec-
essary when it is primarily concerned
with the effects of the patient’s condi-
tion on the family members and treat-
ment of family problems, rather than

90849

primarily related to the treatment/man-
agement of the patient’s problems.

Family psychotherapy is not con-
sidered medically reasonable and nec-
essary when it includes socialization,
music therapy, recreational activities/
recreational therapy, art classes/art
therapy, excursions or eating together,
sensory stimulation, cognitive stimula-
tion, or motion therapy.

Group psychotherapy sessions for
multiple families (HCPCS code 90849)
hasrestrictive coverageby Medicareand
is generally noncovered. Such group
therapy is directed to the effects of the
patient’s condition on the family and
does not meet the Medicare standards
of being part of the physician’s personal
services to the patient.

Family psychotherapy for the pa
tient with profound mental retardation
is not considered medically reasonable
and necessary.

Noncovered ICD-9 Code(s)
Any diagnosiscodesnot listed inthe

“ICD-9 Codes That Support Medical

Necessity” section of this policy.

Coding Guidelines

HCPCS codes 90846 and 90847
represent psychotherapy services for
treatment of mental disorders. These
codes should not be used when obtain-
ing afamily history or providing evalu-
ation and management (E/M) counsel-
ing services.

HCPCS code 90849 isintended for
group psychotherapy sessions for mul-
tiplefamilies, when similar dynamicsare
occurring due to the commonality of
problems in the family members under
treatment.
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Documentation Requirements
Medical record documentation main-
tained by the provider must indicate the
medical necessity of the family psycho-
therapy and include the following:

* The presence of apsychiatric illness
and/or demonstration of emotional or
behavioral symptoms of the patient
sufficient to significantly alter
baseline functioning;

* The patient’s ability to actively par-
ticipate in and benefit from family
psychotherapy (activeparticipationis
not applicable for 90846); and

* The estimated duration of treatment
intermsof the number of sessionsre-
quired; thetarget symptoms, thegoals
of family psychotherapy and method
of monitoring outcome, and why
family psychotherapy isthe appropri-
ate adjunct treatment modality.

This information is usualy found
intheinitial psychiatric evaluation and/
or ongoing plan of treatment.

A separate progress note must be
written for each HCPCS code billed.
The progress note must belegible, dated,
signed, and not only include the creden-
tials of the rendering provider, but also
thelength of timethat the provider spent
in the face to face encounter.

Thefamily psychotherapy progress
note must be written by the person ren-
dering the service and must include the
following:

¢ The problem/functional deficit to be
addressed during the session and how
it relates to the patient’ s current con-
dition and diagnosis,

¢ Thecontent of the therapeutic session,
aswell asaclear description of thein-
tervention used to assist the patient in

reaching the related treatment goal;

¢ Thepatient' sstatus(behavior, verbal-
izations, mental status) during the
session (this is not applicable for
90846); and

* Thepatient’' sfamily’ sresponsetothe
therapeuticintervention including the
benefit from the session and how it
relatesto the short/long term goalsin
measurable and functional terms.

Effective Date
This policy is effective for service
processed on or after August 16, 1999.

Advance Notice Requirement
Applies to medical necessity (see
page 4). %
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ELECTRONIC MEDIA CLAIMS

GENERAL EMC INFORMATION

Why Use Electronic Media Claims?
butinthelast several yearsMedicarehas Advantagesto EMC Claims

lectronic Media Claims (EMC)

filing enables providers’ and
suppliers’ claims to be received at
Medicare the same day of transmission.
Due to increasing volume of claims
being filed to Medicare Part B, thisisan
ongoing effort to expedite paymentsand
to maintain cost effectiveness to both
Medicare carriers and Medicare
providers. EMC israpidly changing to
improve services and enhance features
to better serve all Medicare customers.

There are several ways to submit
claims electronically:

System to System - Most providers
already have a computer currently
in their offices that can be used for
this purpose. A communications
software package and a modem (if
necessary) isall it takes.

ServiceBureaus, Billing Services,
and Clearinghouses - These are
companiesthat specializein sending
claims electronically to Medicare.

Claims may be sent to Medicare
seven daysaweek, 24 hoursaday. The
only cost is for long-distance telephone
charges that may apply.

expanded the claims to include:

¢ All physicians' clams
¢ Ambulance
¢ Ambulatory Surgical Centers
* Anesthesa
¢ Chiropractic
* Didyss
¢ Extended Care Facility/Skilled Nursing
Facility
* Hospital (Inpatient & Outpatient)
* Independent Laboratory
* Medicare Secondary Payer clams
* Nursing Home
¢ Ophthalmologists
¢ Optometrists
¢ Physica Therapy
* Podiatry
* Portable X-ray
¢ Psychiatric
* Radiology
Most surgical claims may be sent
electronically. Call the Provider Cus-
tomer Service department at (904) 634-

4994 to find out if a specific claim can
be submitted electronically.

Lower administrative cost, estimated to
be about $.50 per claim

14-day processing timefor clean claims
Fewer additiona development letters
Electronic posting of accountsreceivable
(ERN), saving office time and money
Confirmation report stating receipt of
clams

Eliminates possiblekeying errors- “You
key the claims, you're in control.”
Phone lines available 24 hours a day,
seven days aweek

Electronic Eligibility information
Electronic Rejects

Electronic Claims Status

Certificate of Medical Necessity for Am-
bulance, Chiropractor and Podiatrists

Disadvantagesto Paper Claims

Higher administrative costs(e.g., stamps,
envelopes, claim forms), estimated to
be about $1.50 per claim

27-day processing timefor clean claims
Additional development letters

Manua posting of accounts receivable
No acknowledgment of receipt of claims
Additional staff.

In the past, only a few types of
claims could be submitted electronically,

EDI/EMC Vendor, Billing Service,
and Clearinghouse List

I:or those considering submitting electronic mediaclaims
aswell asthose currently sending, this listing provides
service, support and feature information about vendors,
billing services, and clearinghouses. The companies listed
have software available that's been approved to submit
electronic claims to Medicare Part A and Medicare Part B
of Florida.

Thislistisavailableectronically, withinthe EDI/EMC
area of the Medicare Online Bulletin Board System (BBS).
For information on accessing the BBS see page 43 of this
publication. If you are unableto accessthe BBS, paper cop-
ies can be obtained by contacting the PES Marketing de-
partment at (904) 791-8767.+
*This listing should not be construed as a recommendation or sponsorship by
First Coast Services Options, Medicare Part A & B of Florida, or the Medicare
administration, for any of the organizationsthat appear onthislisting. Specific
services and financial arrangements must be made between Vendor/Service
Bureau and Provider/Supplier. Medicare Part A & B will not be aparty to any

such arrangement. Thislisting isbeing provided solely for convenience. This
information is subject to change after the date of publication.

Electronic Submitter Identification
Number

A ny electronic submitter identification number issued to
a physician, billing service, or clearinghouse that has
not been used within the last six months may be deleted
fromour files. Thosewho arestill interested in transmitting
Medicare Part B claims electronically should call the
Provider Electronic Services (PES) Marketing Department
at (904)791-8767. «
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FrRAUD AND ABUSE

Patient Safety in Clinics

H ealth care fraud and abuse is a problem of great
significance in south Florida. As licensed health care
providers, physicians are entrusted with and expected to
engage in activities that promote the health and well-being
of their patients. Physician involvement in organizations
where the physician’s name/license/provider number are
used — KNOWINGLY OR UNKNOWINGLY — to take
advantage of patientsand health care programsby providing
inferior, unnecessary, fraudulent, and/or unsafe services
must be stopped.

Of particular concern are situations where legitimate
claims are submitted using the physician’s name and pro-
vider number but then additional diagnostic tests and ser-
vices not ordered by the physician are billed aswell. Just as
important as fraudulent claims, are the issues of the quality
of the care and patient safety. Too often, medical clinic lo-
cations have no physician presence and medical services
are being furnished by unlicensed personnel—in some cases,
without the knowledge or involvement of physicians. Some-
times, sites are unclean and unsanitary. These conditions
should not be acceptable to Florida' s licensed physicians.

The Dade County Medical Association (DCMA), in
conjunction with the State of Florida and the Health Care
Financing Administration, has developed an initiative to
inform physicians in Dade county concerning the nature
and significance of this problem. It is the joint conviction
of these three organizations that every physician must take

(GENERAL INFORMATION

personal responsibility for ongoing evaluation of his/her
professional relationships with all entities. To accomplish
this, we have begun sending reports to physicians reflect-
ing the services that have been billed in their names. It is
imperative that al physicians review the lists of services
that have been billed in their names.

Postersfor providers' offices have also been sent which
outlinethemedical clinic and patient goalsfor quality health
care. It is also very important that patients be informed of
the name and qualifications of their licensed caregivers.

Physicians who permit their numbers to be used inap-
propriately should expect to be promptly disciplined by the
Florida State Medical Licensure Board and to be investi-
gated by state and federal law enforcement agencies. DCMA
will beworking with state and federal regulatorsto develop
ways to better control the problems noted above and to
achieve improved care quality.

Educational seminarswill be conducted in south Florida
beginning in July. These seminars will help physicians un-
derstand how they can protect the Medicare trust fund and
avoid becoming avictim of health care fraud, themselves.
Notice to physicians is forthcoming, concerning locations,
dates, and time of these seminars.

Medicare encourages providerstojoinin this partner-
ship to protect and improve the quality of care that patients
receive in our community. <

Revised Date for CLIA

Fee Grace Period

ffective with the May 15 update

of the Clinical Laboratory
Improvement Act (CLIA) certification
files, laboratories whose certification

expired between six months and two 479997

years ago will receive denials. | A.The followup days on an unlisted
procedure are determined on anin-
dividual consideration basis.

certification, but beginning with the Q. How much can a provider (partici-
pating or non-participating) collect
fromabeneficiary onaservice (as-
signed or non-assigned) that is de-
nied dueto medical necessity (such
asutilization limits exceeded or di-
agnosis) when an acceptable ad-
vance notice has been given?

. When patientssignsawaiver, they
are saying they will be responsible
for the provider’ s billed amount. <

Previously, a two-year grace period
was afforded to labs with expired

May 15 update, thegrace period isnow
six months.

Labs whose certificates have ex-
pired should contact their state CLIA
contacts for payment of fees (waiver
and PPMP) and scheduling of any re-
quired surveys for complex certifi-
cates. The current state agency tele- | A
phone number is (850) 487-3109. «

Questions From Medifest

he following questions, answered
below, were posed at the recent
Tampa Medifest.

Q. How are the followup days deter-
mined on an unlisted code such as

Overpayment Interest Rate

M edicare assesses interest
on overpaid amounts that are not
refunded inatimely manner. Interest will
be assessed if the overpaid amount isnot
refunded within 30 days from the date
of overpayment demand letter. The
interest rate on overpayments is based
onthehigher of the private consumer rate
(PCR) or the current value of funds
(CVF) rate.

Effective May 5, 1999, the inter-
est rate applied to Medicare overpay-
ments is 13.375 percent based on the
new revised PCR rate. Thefollowing
table lists previous interest rates:

Period Interest Rate

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%

K3
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1999 Customer Service Hours of Operation
he normal hours of operation for the Medicare Part B of Florida Provider Telephone Customer
Service department are from 9 am. until 4:30 p.m., Monday through Thursday, and from 8 a.m. until noon on Friday.

The Automated Response Unit (ARU) system is available from 7:30 am. until 5:30 p.m. on Monday and 7:30 a.m. until

6:30 p.m. on Tuesday through Friday. However, certain holidays observed throughout the year affect our normal hours of

operation. For the remainder of 1999, holiday observance and hours of business are as follows:

Monday, July 5, 1999
Monday, September 6, 1999
Wednesday, November 24, 1999

Thursday, November
Friday, November 26

Wednesday, December 22, 1999
Thursday, December 23, 1999
Friday, December 24,

Independence Day observed

1999

Labor Day observed

Closed at 2 p.m.
25, 1999 Thanksgiving Day observed
, 1999 Thanksgiving observed
Closed at 2 p.m.
Christmas Day observed

Christmas Eve observed

The telephone number for Provider Customer Serviceis (904) 634-4994. The ARU can be accessed by dialing (904) 353-3205.«

Changes to Practice Location Must Be Reported

hen providers have recently moved or plan to make

changesto their practice or group practices, a Change o
of Information application (HCFA 855C) must be completed.
The application must be submitted to the Medicare ,

Registration department at:

Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

changes.

involve a change of ownership).
Billing service/ management service organization name

Deleting practice locations.

* Specialty changes.

¢ Deactivation request.

¢ Adding or deleting an authorized representative.
¢ Potential termination of current ownership.

A Change of Information application is needed when:

¢ Thepracticelocation address, or the il

* A provider is retiring, or will no longer be practicing in

the state of Florida.

* A provider associated with a group is leaving the group.

¢ Individua name changes.
¢ Doing business as name changes.
¢ Teephone or fax number changes.

¢ Organization name changes (If the name change does not

ling address changes.

If any of the aboveinformation has changed and aHCFA
855C has not been completed, or Medicare Registration has
not been notified, please do so as soon as possible.

The Health Care Financing Administration (HCFA) re-

quiresany changesin theinformation reported on the original

applications be reported to the Medicare Contractor within 30

calendar days.

Please contact the Customer Service Area at (904)

above changes.

634-4994 to obtain the correct forms needed for any of the

Hepatitis C “Lookback”
H epatitis C virus (HCV) is the most

common blood-borneinfectioninthe
United States. An estimated four million
Americans have been infected with HCV,
of whom about seven percent may have
acquired their infection from blood
transfusions. Because HCV isachronic,
often asymptomatic disease that may
ultimately have serious health
consequences, a nationwide effort is now
underway toidentify peoplewho may have
been infected.

At public meetings held in April and
August 1997, the Public Health Service
(PHS) Advisory Committee on Blood
Safety and Availability discussed improve-
mentsin the treatment and management of
HCV infection and improvementsin test-
ing for the HCV antibody. The Advisory
Committee then recommended that, over
the next few months, blood establishments
and hospitals notify previous recipients of
blood componentsfrom donorswho tested
positive for HCV upon a subsequent do-

nation. Following the Department of
Health and Human Services acceptance of
recommendations from the PHSAdvisory
Committee, the Food and Drug Adminis-
tration (FDA) developed industry guide-
lines for testing, quarantining and notifi-
cation of HCV. These guidelines were fi-
nalized in September 1998 and mark the
beginning of a change in the standard of
practice for the testing of blood for HCV,
the quarantine of blood and blood prod-
ucts, and the notification of patients who
may have received HCV infected blood
and blood products.

HCFA is currently developing apro-
posed ruleregarding the“HCV lookback”
and blood safety issuesthat will mirror the
FDA's proposed rule and industry guide-
lines.

The FDA's current guidelines are en-
titled: Guidance for Industry—Current
Good Manufacturing Practice for Blood
and Blood Components. (1) Quarantine
and Disposition of Units from Prior Col-

lections from Donorswith Repeatedly Re-
active Screening Tests for Antibody to
Hepatitis C Virus (Anti-HCV); (2) Supple-
mental Testing, and the Notification of
Consignees and Blood Recipients of Do-
nor Test Results for Anti-HCV. These
guidelines are on the Internet at
www.fda.gov/cber/guidelines.htm.

Medicare coversHCV testing for pa-
tients believed to have been exposed to
HCV-infected blood, including thoseiden-
tified through the FDA look-back process.
Patients who have been exposed are: (1)
those receiving blood from a donor who
tested negative at the time of donation but
subsequently test repeatedly reactive for
the antibody to HCV on a later donation;
or (2) those receiving blood from a donor
who tested positive on the FDA-licensed,
more specific test or other followup test-
ing recommended or required by FDA, and
for whom the timing of seroconversion
cannot be precisely estimated.
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Crossover Updates

he following updates have been performed to the

Medicare Part B of Florida Crossover Insurers list.
These changes can be viewed on the Florida Medicare
Online Bulletin Board System (BBS) in the Medigap
Crossover Listing section. For additional information
concerning Medicare Part B Crossover, please refer to the
“A Closer Look” section of the September/October 1998
edition of the Medicare B Update!

Automatic Crossover
* New Crossover Insurers

Thefollowing private insurers have been added to our
list of Automatic Crossover Insurers.

Health Data Management Corporation (HDM)
Administers Plansfor:

American Republic

Highmark Services

North American Insurance

Principal Financial Group

World Insurance

Horizon BCBS of New Jersey

Medigap Crossover
* Name Change

Former Name  New Name
Hill Country Life Columbia Universal

Number
53035

¢ Address Change

Number Insurer Name/Address
50010 Colonid Life & Accident
PO Box 190240
Atlanta GA 31119
53131 National Security Life

PO Box 91502
Arlington TX 76015

¢ Exempt “Non-Medigap Insurers’

The following insurers do not offer and/or process
Medicare Supplemental plans and are exempt from the
Medigap crossover process.

The Medigap insurer list has been updated to change
each insurer identification number listed below to an ex-
empt status. Each number listed is inactive and payment
information will not be crossed over to these insurers.

Number Insurer Name

19679 American Family Life
35059 Business Mens Assurance
42196 ILGWU Service Center
23131 Insurance Co of America
45082 Maine Insurance Agency
19775 Mepco

19937 National Health Agency
40055 Capital Administrator
24036 Federated Insurance
40064 HIP of New Jersey
37019 National Indemnity«

DMERC Physician Information
Sheet for Parenteral Nutrition and
Hospital Beds

edicare coverage of durable medical equipment is
administered through the durable medical equipment
regional carriers (DMERCS).

Theregion C DMERC Medical Director has devel oped
the attached Physician Information Sheets (PHYSs) for
parenteral nutrition and hospital beds. Though only sum-
maries of the DMERC's Regional Medical Review Policy
(RMRP), the PHY|Ss emphasize those things physicians
might find interesting and helpful by providing indications
and Medicare’ s coverage criteria for reimbursement.

The following is a summary of the Durable Medical
Equipment Regional Carrier's(DMERC'’ s) Regional Medi-
cal Review Policy (RMRP) upon which Medicare bases
reimbursement decisions for some of the equipment physi-
cians might order for patients. It describes the equipment,
its usual clinical indications, Medicare's coverage criteria
for reimbursement, and the adjudication criteriafor claims.

The DMERC strongly believesthat the physicianistill
the “Captain of the Ship.” Palmetto Government Benefits
Administrators (Palmetto GBA) requires a physician’s or-
der beforereimbursing any item. Sometimes Palmetto GBA
requires a Certificate of Medical Necessity (CMN) and ex-
tra documentation.

While this may inconvenience physicians with addi-
tional paperwork, it is only through physician cooperation
that Medicare can provide beneficiaries with the appropri-
ate equipment and supplies they need. Physicians are al'so
helping to protect the Medicare Trust Fund from abusive
and fraudulent claims for items that are not medically nec-
essary or physician-ordered. Fundslost to unnecessary uti-
lization of and fraudulent claims for DME come from the
same Part B Medicare Fund from which physicians are re-
imbursed for their own services.

The following Physician Information Sheet (PHY1S) is
only a summary of the RMRP published in the DMERC Re-
gion C DMEPOS Supplier Manual. The definitive and bind-
ing coverage policy will aways be the RMRP itself, which
reflectsnational Medicare policy, and uponwhich actual clams
adjudication isbased. The Physician Information Sheetisin-
tended only as an effort to educate the physician community
on conditions of coverage for items of durable medical equip-
ment, prostheses, orthoses, and supplies when ordered for the
care of Medicare beneficiaries.

If more detailed information is desired, the physician
is encouraged to obtain a copy of the RMRP from the sup-
plier servicing your patient, or directly from the Region C
DMERC office of Professional Relationsat (803) 735-1034,
ext. 35707 or 35745.

Paul D. Metzger, M.D.

Medical Director

Region C DMERC

Palmetto Government Benefits Administrators
Columbia, SC 29202-3141
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GENERAL INFORMATION

DMERC REGION C PHYSICIAN INFORMATION SHEET (PHYIS): PARENTERAL NUTRITION

hefollowingisasummary for physicians of the Durable
Medical Equipment Regional Carrier’s Regional
Medical Review Policy on Parenteral Nutrition.

Parenteral nutrition, the administration of nutrientsin-
travenously, is covered by Medicare under the Prosthetic
Benefit. This meansthat it is covered when being used to
replace the malfunction of the primary organ that normally
accomplishes nutrient intake, transport and absorption —the
gastrointestinal (Gl) system. If the Gl system isfunction-
ing sufficiently to maintain the patient’ sweight and strength
commensurate with the patient’ s overall health status, then
parenteral nutrition is not covered (nor should it be, asthe
medically appropriate approach to insufficient nutritional
status is to first use the more physiologically adapted Gl
system to its maximum capacity, before resorting to the more
limiting avenue of intravenous nutrition, with its known
complications.) For thisreason, the Par enter al Benefit does
not cover such conditions as swallowing disorders (tube
feedingsare covered under aseparate Enter al Benefit), tem-
porary defects in gastric emptying associated with meta-
bolic or electrolyte disorders, psychological disorders im-
pairing food intake such as depression, metabolic disorders
inducing anorexia such as cancer, physical disorders im-
pairing food intake such as the dyspnea of severe pulmo-
nary or cardiac disease, side effects of medication, or renal
failure with or without dialysis (another separate Medicare
benefit).

If intravenous nutrients administered during dialysis
treatments are to be covered (intradialytic parenteral nutri-
tion or IDPN) there must be demonstration that all effort
has been made to utilize the Gl tract to its full potential (or
that such effort is precluded by obvious functional impair-
ment due to concurrent Gl disease). Thistoo is medically
reasonable as patients in renal failure have strict fluid bal-
ance reguirements and more concentrated nutrients may be
introduced into a still functioning GI tract even using tube
feedings, over alonger period of administration (up to 24
hours, seven days per week), than can be accomplished
during only 3 or 4 dialysis sessions, lasting a few hours
each, and using the vulnerable intravenous hemodialysis
access port.

The Gl impairment must not only be of sufficient de-
gree to warrant intravenous nutrition, but it must also be of
aper manent nature (of long and indefinite duration —ordi-
narily at least 3 months). It is not covered for temporary
impairments and treatment regimens (less than 3 months)
such asbowel rest associated with completed or anticipated
surgical procedures.

For these reasons, all effort must be made to maximize
thefunctional capacity of the Gl tract beforeresortingto IV
nutrient administration. Physicians, and other health care
professional s should be attempting modificationsin the com-
position of theoral (and enteral, tube-fed) diet, for example,
using nutrientsthat arelactosefree, gluten free, low inlong-
chaintriglycerides, substituting medium chaintriglycerides,
providing protein as peptides or amino acids, etc. Thera-
peutic modalities should be fully utilized to address treat-
able causes of malabsorption, such as pancreatic enzymes
or bile salts, broad spectrum antibiotics for bacterial over-
growth, prokinetic medication for reduced motility, anti-
ulcer medication, etc.

Thefollowing clinical conditions of either malabsorp-

tion or GI dysmotility would be covered for parenteral nu-
trition based on their degree of functional severity:

A. Recent (within the past 3 months) small bowel resection
leaving 5 feet or less of small bowel beyond the liga
ment of Treitz, or

B. Short bowel syndrome severe enough to result in loss of
fluids and electrolytes such that, even with an intake of
at least 2.5 liters/day, Gl loss exceeds 50% and urine
output islessthan 1 liter/day, or

C. For treatment of symptomatic pancreatitis (with or with-
out pseudocyst), severe exacerbation of regional enteri-
tis, or aproximal enterocutaneousfistulawheretubefeed-
ing distal to the fistulais not possible, and bowel restis
needed for any of these for at least 3 monthsand 1V nu-
trients will supply 20-35 Cal/Kg/day, or

D. Complete mechanical small bowel obstruction where
surgery is not an option, or

E. Significant malnourishment (10% weight loss over 3
months or less and serum albumin < 3.4 gm/DL) along
with severe fat malabsor ption (fecal fat exceeds 50%
of oral/enteral intake on adiet of at least 50 grams of fat/
day as measured by a 72 hour fecal fat test), or

F. Significant malnourishment (defined in E above) along
with severe motility distur bance of the stomach and/or
small intestine, which isunresponsiveto prokinetic medi-
cation and is demonstrated either (1) scintigraphically
(solid meal gastric emptying study showsisotopefailing
to reach theright colon by 6 hours after ingestion) or (2)
radiographically (barium or radiopaque pelletsfailing to
reach the right colon by 6 hours after ingestion). These
studies must be performed when the patient is not acutely
ill (temporary ileus) and is not on any medication which
would decrease bowel motility.

In caseswhere the above conditions exist but are not of
a degree of functional severity to meet the parameters de-
scribed above, the need for intravenous administration of
nutrientswould haveto be demonstrated by meansof afailed
trial of tube feeding. Attempted successful introduction
and maintenance of a feeding tube in appropriate stomach
or intestinal position must reflect sufficient effort by quali-
fied personnel, and gradually increasing introduction of
appropriate enteral nutrients. More specific details of the
tube feeding trial may be found in the DMERC RMRP,
which is available from the supplier servicing your patient
or directly from the Region C DMERC office of Provider
Relations.

Patientswho initially qualify for coverage of parenteral
nutrition must be recertified for continued coverage after 6
months, as even many of the qualifying conditions often
improve to alevel where continued intravenous feeding is
no longer necessary.

In addition to aproperly completed certificate of medi-
cal necessity, other documentation is usually required to
furnish the necessary details discussed above in order for
the DMERC to determine payment for claimsfor parenteral
nutrition. Physicians are encouraged to work with suppli-
ers of this therapy in obtaining and conscientiously com-
pleting this documentation so that patients truly needing it
may have it reimbursed by Medicare.
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GENERAL INFORMATION

DMERC REGION C PHYSICIAN INFORMATION SHEET (PHYIS): HOSPITAL BEDS

Description of Equipment:

An ordinary bed (not a hospital bed) is one which is
typically sold asfurniture. It consistsof aframe, box spring
and mattress. The frame is a fixed height from the floor
and has no head or leg elevation adjustments. An ordinary
bed will accommodate most transfersto achair, wheelchair
or standing position. If needed, it can amost aways be
adjusted to accommodate these transfers. The need for a
particular height from the floor would rarely by itself jus-
tify the need for a hospital bed.

Hospital bedsallow the patient’ s position to be changed
at the head and foot of the bed, aswell asthe distance of the
bed frame from the floor. Hospital beds may be:

Totally Manual and of Fixed Height, having manual
(a cranking mechanism) head and leg elevation
adjustments, but no height adjustment;

Totaly Manua and with Variable Height, having
additionally, manual height adjustment;

Semi-Electric, having electric head and leg adjustment,
but still manual height adjustment;

Total Electric, having el ectric head and | eg adjustment,
plus electric height adjustment.

Indicationsfor Hospital Beds:

Fixed Height (One or more of the following):
A patient who requires positioning of the body in ways
not feasible with an ordinary bed, for the alleviation of
pain.
A patient who requiresthe head of thebed to be elevated
more than 30 degrees most of thetime dueto congestive
heart failure, chronic pulmonary disease, or problems
with aspiration. Pillows or wedges should first have
been considered.

A patient who requires traction equipment which can
only be attached to a hospital bed.

Variable Height (In addition to one of the above):
The patient requires a bed height different than afixed
height hospital bed to permit transfers to chair,
wheelchair or standing position.

Semi-Electric:
In additionto the aboveindications, the patient requires
frequent or immediate changes in body position.

Total Electric: (Not covered by Medicare):
The additional feature allowing for motorized
adjustment of the height of the bed frame from the floor

is strictly for the convenience of the caregiver. While
the caregiver may havetruelimitationsin his/her ability
to minister to the patient, thelaws upon which Medicare
national payment policy is based do not allow for
consideration to be extended to the patient’ s caregiver.
Therefore, thisadded featureisnot covered. However,
this does not mean that the more basic (semi-€lectric)
feature of the bed will be denied. If theindicationsfor
asemi-electric bed are met, then payment will be made
by Medicare at the level of a semi-electric bed.

Comment:

It is rarely necessary for a patient to require changes
from onetype of hospital bed to another (e.g., variable height
to semi-electric) once, in the judgment of the physician, a
particular level of bed hasbeen ordered. Itisinconceivable
that a patient should “progress’ from a higher to a lower
level bed (e.g., semi-electric to a variable height). Medi-
care should not pay for two beds, when the needs of the
patient could have been anticipated based on the clinical
condition originally judged to require a hospital bed.

Documentation:

The supplier of your patient’s equipment must submit
aCertificate of Medical Necessity (CMN) withtheclaimin
order to obtain Medicare reimbursement. Section B of the
CMN contains questions pertaining to the medical neces-
sity of the equipment which may not be completed by the
supplier. The physician or another health care clinicianin-
volved in the care of the patient may complete Section B,
BUT ONLY THE PATIENT'S PHYSICIAN MAY
SIGN THE CMN, INDICATING THAT HE/SHE HAS
REVIEWED SECTION B OF THE CMN FOR ACCU-
RACY AND COMPLETENESS. In addition, the physi-
cian should review Section A to affirm that thisis the ap-
propriate patient, and Section C to ascertain that thisisthe
equipment that has been ordered, and that the supplier’s
charges and expected Medicare reimbursement have been
entered onto the form for the physician’s review.

The physician’ smedical record of the patient must con-
tain documentation substantiating that the patient’s condi-
tion meetsthe above coverage criteriaand the answersgiven
in Section B of the CMN. These records may be requested
by the DMERC to confirm concurrence between the medi-
cal record and the information submitted to the DMERC.

This article was contributed by Dr. Paul D. Metzger,
Medical Director of Region C DMERC, Palmetto
Government Benefits Administrators, Columbia, SC.«

Request for Telephone Review

Form

Medicare’s Customer Service department can conduct
telephonereviewsfor providers. Please usetheform onthe
following page to obtain a telephone review.
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REQUEST FOR TELEPHONE REVIEW

Date Faxed:

Confirmation Number:

(A new confirmation number must be obtained for each FAXED review request by calling Medicare

Part B at (904) 634-4994.)

Customer Service Representative/Supervisor Name:

Contact Person (First and Last Name):

Contact Phone Number:

Provider Number: Tax ID/SSN:
Health Insurance Date of Service Internal Control Reason for
Claim Number Number Review Request

PLEASE FAX NO MORE THAN 10 PAGES PER DAY.

K3
o<
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EDUCATIONAL RESOURCES

Medicare Online
Electronic Bulletin Board System(BBS)

Florida Electronic
Bulletin Board System
(BBS)

WHAT IS THE BBS?

The BBS is a Bulletin Board Sys-
tem maintained in a computer similar
to your own. It is located at Medicare
of Florida and enables you to access
vast amounts of important Medicare
(Part A and B) claims processing in-
formation. This system is available 24
hours a day, 7 days a week, to anyone
(with no restrictions), from anywhere,
even outside Florida). Access can be
obtained by using your office or home
computer, via a TOLLFREE tele-
phone line.

WHAT’S AVAILABLE?

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

Medicare Part A - Medical Poli-
cies, Bulletins, Reason Codes, etc.

Medicare Part B - UPIN Directory,
Medigap Listing, Publications (UP-
DATEY!), Fee Schedules, Local Medi-
cal Policies, EDI Format Specifica-
tions Manuals, Medpard Directories,
and more..

Computer Based Training (CBT) -
Free interactive electronic educa-
tional software programs for Part
A and B are available to download
for use in your office. These pro-

grams can be used as training and/
or hiring tools. Available modules
include Fraud and Abuse, ICD-9-
CM, Front Office, World of Medi-
care, Claims Completion Require-
ments for Part B - HCFA-1500 and
Part A - HCFA-1450.

(CBT is also available
online
www.medicaretraining.com)

WHAT YOU WILL NEED:

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

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

= A modem—internal or external

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

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

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

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

Free Windows-based
communication software is available
for your use. Ifyou are unable to use
your existing software, Medicare has
a Windows-based communication
program available. To obtain it, send
a fax request on your office letterhead
(with your office name, address and
contact name) to (904)791-6035.

TOLL FREE ACCESS:

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

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

USER ID AND PASSWORD:

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

BBS HELP LINE:

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

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

What is Medicare Online BBS?

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

Using HyperTerminal

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

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

Step 2: Setup Wizard

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

Step 3: Connection Description

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

Step 4. Phone Number

The setup wizard will ask you for the phone number to
dial. Enter the appropriate phone number and then click
OK.

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

Users within Jacksonville, FL area
791-6991

Step 5: Dialing Properties

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

Step 6: Connect

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

Step 7: Signing On To Medicare Online BBS

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

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

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

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

he Health Care Financing Administration (HCFA), through its Medicare contractor, First Coast Service Options, Inc.

(FCSO) now offers a free Medicare Online Training Web Site (www.medicaretraining.com), designed to capitalize
on the emerging Internet-based training market. Users may access the site to download free Medicare computer-based
training (CBT) courses to help them develop their Medicare billing skills and knowledge.

Each course is national in scope. CBT users may apply what they learn, no matter what state they are from. There are
seven courses currently available and three more courses are planned for 1999!

¢ ICD-9-CM Coding

*  Front Office Management

* HCFA-1500 Claims Filing

* HCFA-1450 (UB92) Claims Filing

*  Medicare Fraud & Abuse

*  Medicarec Home Health Benefit

¢ Introduction to the World of Medicare

Here’s how it works:

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

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

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

The Medicare Online Training Web Site gives Medicare contractors yet another channel to reach new audiences, build
new partnerships, and deliver up-to-date materials and services. To date, the site has recorded more than 20,000 course
downloads. HCFA and FCSO welcome your participation in this overwhelmingly successful program. Please visit the
Medicare On-line Training Web Site at www.medicaretraining.com. <

Build Your Practice This Flu Season!

t seems an unlikely thought during the summer, but now is the time for providers to think about how
to build their practice this flu season. Think about it...not only does Medicare cover the cost of the
drug and the administration for the flu vaccine, but patients will be grateful for the personal attention.
Recently, the Health Care Financing Administration (HCFA) hosted a national satellite broadcast
on increasing adult immunizations. Providers who tuned in heard from physicians who really believe
that promoting flu and PPV immunizations builds a stronger practice. One physician said that his
office has prepared and mailed patient flu reminders during the summer for many years. After 5 or 6
years they decided to skip the process. They thought patients would come for the flu shot regardless.
They didn’t. Patients really listen to physicians about immunizations, and that year the number of flu
shots given decreased. In another story, a patient told her doctor that she shares her flu shot reminder
with her friends at the senior center. She also said her friends were so impressed that her doctor cared
enough to send a personal letter that they were going to change physicians.
Why not consider a flu campaign this season? Build revenue and improve patient health with just
a little effort.
Look for more on this topic and how to use the quick and easy roster billing method in future
issues of the Medicare B Update!
More satellite broadcasts may be planned for late 1999. For additional information including a
complete list of courses, host sites, dates and times, please visit the Medicare Online Training Web site
at www.medicaretraining.com. <

July/August 1999 The Florida Medicare B Update! 45



MEDIFEST

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

Medifest is a symposium of seminars F

that offer the latest and most
accurate information regarding Medicare
guidelines.

1999 Medifest Dates and Locations

LOCATION ADDRESS
ORLANDQO |Orlando Awrport Marriott
Medifest 7499 Augusta National Drive

Orlando, FL 32822
(407) 851-9000

August 17-18

Hotel: Orlando Awrport Marriott

?Z ;CZ_Z;ZZ ask for the Medifest Semmar hotel rate
of $85.00 until 7/25/99

August 19

MIAMI Radisson Mart Center

Medifest 711 NW 72nd Ave

Sept 21-22 Miami, FL 33126
(305) 261-3800

Specialt Hotel: Radisson Mart Plaza Hotel

Si ing :; ask for the Medicare/Medifest hotel
rate of $109.00

Sept 23

Continuing Education Units Available

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

5 Good Reasons |

I I
I why you can’t afford to miss these |
: symposiums! :

b Youll gain strategies for implementing pro- I
| cesses to improve reimbursement efficiency. I

2. You'll find out proven ways to resolve Medi-1
I care denials.

I I
13 You’ll discover new Medicare technologiesl|
| and different avenues of education. |
I

14+ Your questions will be answered directly by|
I  Medicare experts. |
I

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

IMPORTANT REGISTRATION
INFORMATION

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

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

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

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

Anyone interested in learning about Medicare billing may attend. Photocopies of these forms are acceptable. Be sure to make a copy of all forms for your
records. Please print your name on all pages before you fax your registration to us.

Complete the Registration Form (one form per person)
Please Print

Registration Registrant’s Name

® Pre-registration is required. Registra-

tion will not be accepted at the door: Provider’s Name
Payment
* Prepayment is required. Your method | Medicare billing provider # (leave blank if you do not have one)

of payment may be in the form of checks
or money orders (only).
Cancellations and Refunds

Address

City, State, ZIP code

® All cancellation requests must be re-

ceived 7 days prior to the seminar to Phone ( ) Fax ( )
receive a refund.
¢ Allrefunds are subject to a $20 per per- | Does your office bill electronically? ~ Yes No
son cancellation fee . NO refunds or
rainchecks will be issued for cancella- | How did you learn about Medifest? Medicare B Update! ~ Part A Bulletin
tions received less than 7 days prior to
the event. (Also see substitution policy) | BBS  Co-worker Other Attended Previously - times
Substitution
* Ifyou cannot attend, your company may Medifest/Specialty Seminar Package Deals are only valid for the same
send one substitute to take your place location/week

for the entire seminar. (Registration

must be informed of any changes) Medifest Only (please fill out one form per person)

i . . O One day Medifest 3149 - per person

® Once you have signed in at the seminar, O Two day Medifest $199 - per person
substitutions will not be permitted for
the remainder of the seminar. Specialty Seminar Only

Confirmation Number O One Specialty Seminar $99 - per person

® Your confirmation number will be is-
sued by fax from Seminar Registration. | M edifest/Specialty Seminar Package Deals

O One day at Medifest and one Specialty Seminar $199 - per person

® Jtisvery important that you have a con- ) ] ]
O Two days at Medifest and one Specialty Seminar $249 - per person

firmation number. YOU MUST BRING
THISNUMBER WITHYOU.

® If you do not receive a confirmation
number, please call (904) 791-8299.

Please v check the location and Medifest/Specialty Seminars you will
be attending

FOUR IMPORTANT STEPS Orlando Medifest - August 17 & 18
Please follow_all four
STEP 1 FAX both registration form Medifest - August 17 & 18, 1999

and class schedule to
(904)791-6035.

STEP 2 Make checks payable to
First Coast Service Options(FCSO)
Account #756240.

STEP 3 (After you have faxed your form)

Mail the form and payment to: | Mjami Medifest - September 21 & 22
Medifest Registration

PO Box 45157
Jacksonville, FL 32231

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

Medifest - September 21 & 22, 1999
(payment and registration must be received by September 13, 1999)
Specialty Seminars - September 23, 1999
STEP 4 YOU MUST BRING YOUR (payment and registration must be received by September 13, 1999)
CONFIRMATION NUMBER
WITH YOU.
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Medifest Class Schedule

August - September 1999

Registrant’s Name:

Please register for only one class per time slot.

August 17
September 21

Day 1

August 18
September 22

Day 2

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

8:30 - 12:00*
*check this section only if you have not checked a class from
8:30-10:00 or 10:30 12:00
55 O E/M Documentation & Coding (B)
05 O Partial Hospitalization Program (A)
56 O Medicare Part B Claims Filing (B)

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

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

8:30 - 12:00*
*check this section only if you have not checked a class from
8:30-10:00 or 10:30 12:00
03 O ICD-9-CM for Beginners (B)
71 O UB-92 Claims Filing (A)

10:30 - 12:00
48 O Global Surgery (B)
42 O Bulletin Board System(BBS) (A/B)
43 O Medicaid (A/B)
81 O Reimbursement Efficiency for Part B (B)

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

1:30 - 5:00*
*check this section only if you have not checked a class from
1:30-3:00 or 3:30 5:00
63 O E/M Documentation & Coding (B)
44 O ICD-9-CM for Beginners (B)

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

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

1:30 - 5:00%*
*check this section only if you have not checked a class firom
1:30-3:00 or 3:30 5:00
74 O Medicare Part B Claims Filing (B)
17 O CPT for Beginners (B)
75 O E/M Documentation & Coding (B)

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

Your registration form must accompany your class schedules
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Specialty Seminar Class Schedule
(Only $99)

Package deals are only valid for same location and week

Registrant’s Name

Tampa - Quty 15, 1999
AM. 8:30-12:00

300 O Oncology (B)

301 O Podiatry (B)

302 O Medicare Part A Symposium (A)
316 O Orthopaedics (B)

318 O CORF/ORF (A)

319 O Dermatology (B)

Orlande - Augast 19, 1999

AM. 8:30-12:00

302 O Medicare Part A Symposium (A)

306 0O Radiology (B)

307 O Cardiology (B)

309 O Mental Health (B)

317 O Anesthesia (B)

320 O Ambulatory Surgical Center (ASC) (B)

Wiame - Septembern 25, 1999

AM. 8:30-12:00

306 O Radiology (B)

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

316 O Orthopaedics (B)

318 O CORF/ORF (A)

319 O Dermatology (B)

Your registration form must accompany your class schedule
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ORDER FORM - 1999 PART B MATERIALS

The following materials are available for purchase by Medicare providers. To order these items, please complete
and submit this form along with your check/money order payable to First Coast Service Options, Inc. with the
account number listed by each item. PLEASE NOTE: Payment for fee schedules cannot be combined with
payment for other items; separate payments are required for purchases of items from different accounts.

NUMBER
ORDERED

Update! Subscription - For non-provider entities or
providers who need additional copies at other office
locations, an annual subscription is available. This
subscription includes all issues published during
calendar year 1999 (back issues sent upon receipt of
order).

1999 Fee Schedule - Available inbooklet or diskette
format. These items include the payment rates for
injections, but do not include payment rates for clinical
lab services, mammography screening, or DMEPOS
items. Note also that revisions to fees may occur;
these revisions will be published in future editions of
the Medicare B Update!

The diskette contains a fixed length ASCII text files of
the 1999 physician fee schedule. File layout
specifications are included on the disks, and these
files can be imported into standard spreadsheet or
database programs.

Procedure/Diagnosis Relationship File - Thisis a
printout of the most current file used during claims
processing to determine coverage for procedures
subject to specific diagnosis criteria. This document
is designed to assist providers by outlining coverage
criteria in order to limit their financial liability for these
procedures.

Medicare Online Bulletin Board Software (BBS) -
We canprovide DOS orWindows based
communications software that allows you to dial into
our Medicare Online BBS to obtain various
information (i.e., UPIN and Medigap insurer listings,
text of Part B medical policy, text files of past
publications, etc.). Note: If you have a modem, you
probably already have communications software that
can be used (such as HyperTerminal in Windows95).
Inthiscase,youdonotneedtouse our
communications software. For more information, see
the BBS pages in the Update!

ACCOUNT COST
NUMBER PER ITEM
756245 $75.00
756250 Booklet

$20.00
Diskette
$20.00
756245 $15.00
N/A FREE

Subtotal $
Tax (6.5%) $
Total $

Contact Name:

Mail this form with payment to:

Medicare Part B

Medicare Education and Outreach
P.O. Box 2078

Jacksonville, FL 32231-0048

Provider/Office Name:
Phone:

Mailing Address:

FAX Number:

City:

Zip:
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ORDER FORM - 1999 MEDIFEST AND SPECIALTY SEMINAR BOOKS

NUMBER ITEM ACCOUNT COST
ORDERED NUMBER PER ITEM
1999 Medifest Book - This is the same manual provided 756245 $85.00

to Medifest attendees and includes information on claim
form completion instructions, local medical review
policies, home health services and more.

1999 Specialty Seminar Books - This is the same 756245 $25.00
manual provided to specialty seminar attendees and per book
includes information on coding, coverage and medical

policy, basic CPT, ICD-9-CM, primary care, evaluation

and management documentation guidelines and more.

ASC

Ambulance

Anesthesia

Cardiology

Dermatology

Home Health

IDTF

Mental Health

Nurse Practitioner/CNS/Physician Assistant
Oncology (Medical and Radiation)
Orthopaedics

Pathology

Podiatry

Radiology

Urology

NOTE: Please indicate (X) the books you would like to purchase.

Subtotal $ Mail this form with payment to:
Tax (6.5%) $ Medicare Part B
Medicare Education and Outreach
P.O. Box 2078
Total $ Jacksonville, FL 32231-0048
Contact Name:
Provider/Office Name:
Phone : FAX Number:
Mailing Address:
City: State: Zip:
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CLAIMS SUBMISSIONS
Routine Paper Claims
Medicare Part B
P. O. Box 2525
Jacksonville, FL 32231-0019
Participating Providers
Medicare Part B Participating Providers
P. O. Box 44117
Jacksonville, FL 32231-4117
Chiropractic Claims
Medicare Part B Chiropractic Unit
P. O. Box 44067
Jacksonville, FL 32231-4067
Ambulance Claims
Medicare Part B Ambulance Dept.
P. O. Box 44099
Jacksonville, FL 32231-4099
M edicar e Secondary Payer
Medicare Part B Secondary Payer Dept.
P. O. Box 44078
Jacksonville, FL 32231-4078
ESRD Claims
Medicare Part B ESRD Claims
P. O. Box 45236
Jacksonville, FL 32232-5236

COMMUNICATIONS
Review Requests
Medicare Part B Claims Review
P. O. Box 2360
Jacksonville, FL 32231-0018
Fair Hearing Requests
Medicare Part B Fair Hearings
P. O. Box 45156
Jacksonville, FL 32232-5156
Administrative Law Judge Hearings
Administrative Law Judge Hearing
P. O. Box 45001
Jacksonville, FL 32231-5001
Statug/General Inquiries
Medicare Part B Correspondence
P. O. Box 2360
Jacksonville, FL 32231-0018
Over payments
Medicare Part B Financia Services
P. O. Box 44141
Jacksonville, FL 32231-0048

DURABLE MEDICAL
EQUIPMENT (DME)
DME, Orthotic or Prosthetic Claims
Pametto GBA Medicare
DMERC Operations
P. O. Box 100141
Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and Inquiries
Medicare EDI
P. O. Box 44071
Jacksonville, FL 32231-4071

MEDICARE PART B
ADDITIONAL DEVELOPMENT
Within 40 days of initial request:

Medicare Part B Claims

P. O. Box 2537

Jacksonville, FL 32231-2537

Over 40 days of initial request:
Submit the charge(s) in question,
including information requested, as
you would a new claim, to:

Medicare Part B Claims

P. O. Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
Member ship | ssues; Written Requests
for UPINSs, Profiles & Fee Schedules:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32231-1109

Provider Education:
For Educational Purposesand Review
of Customary/Prevailing Charges or
Fee Schedule:
Medicare Part B
Medicare Education and Outreach
P. O. Box 2078
Jacksonville, FL 32231-0048
For Seminar Registration:
Medicare Part B
Medicare Education and Outreach
P. O. Box 45157
Jacksonville, FL 32231

Limiting Charge | ssues:
For Processing Errors:
Medicare Part B
P. O. Box 2360
Jacksonville, FL 32231-0048
For Refund Verification:
Medicare Part B
Compliance Monitoring
P. O. Box 2078
Jacksonville, FL 32231-0048

Medicare Claimsfor Railroad
Retirees:
MetraHealth RRB Medicare
P. O. Box 10066
Augusta, GA 30999-0001

Fraud and Abuse
Medicare Fraud Branch
P. O. Box 45087
Jacksonville, FL 32231

PHONE NUMBERS

BENEFICIARY

Outside Duval County (in Florida):
(800) 333-7586

Duval County (or outside Florida):
(904) 355-3680

Hearing Impaired:
(800) 754-7820

Note: The toll-free customer service
lines are reserved for Medicare
beneficiaries only. Use of this service
by providersis not permitted and may
be considered program abuse.

PROVIDERS

ExpressLine/ARU SatusInquiries:
(904) 353-3205

Specialty Customer Service Reps:
(904) 634-4994

EMC

Format Issues & Testing:
(904) 354-5977

Sart-Up & Front-End Edits/Rejects:
(904) 791-8767

Electronic Remittance Advice, Electronic

Claim Satus, & Electronic Eligibility:
(904) 791-6895

PC-ACE Support:
(904) 355-0313

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

OCR
Printer Specificationg/Test Claims:
(904) 791-8132

MEDICARE ONLINE BBS
Access:
(800) 838-8859
(904) 791-6991
Technical Problems:
(904)791-8384

Medicare Part B

Medicare Education and Outreach

P.O. Box 2078
Jacksonville, FL 32231-0048
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