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If you have any questions, please contact your FI or A/B MAC at their toll-free number, 
which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the CMS Website. 

OCTOBER 2009 INTEGRATED OUTPATIENT CODE EDITOR (I/OCE) 

SPECIFICATIONS VERSION 10.3 


~CMS MLN Matters~
 

MLN Matters® Number: MM6618 Related Change Request (CR) #: 6618
 

Related CR Release Date: August 28, 2009 Effective Date: October 1, 2009
 

Related CR Transmittal #: R1809CP Implementation Date: October 5, 2009
 

Provider Types Affected 
All providers who submit institutional outpatient claims (including non-outpatient 
prospective payment system (non-OPPS) hospitals) to Medicare Administrative 
Contractors (MACs), fiscal intermediaries (FIs), or Regional Home Health Intermediaries 
(RHHIs) for outpatient services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6618, which notifies providers that the 
I/OCE Specifications Version 10.3 is effective October 1, 2009. Be sure billing staffs are 
aware of these changes. 

Background 
CR 6618 describes changes to billing instructions for various payment policies 
implemented in the October 2009 OPPS update. The October 2009 Integrated 
Outpatient Code Editor (I/OCE) changes are also discussed in CR 6618. Attached to CR 
6618 are lengthy specifications for the I/OCE. A summary of the changes for October 
2009 is within Appendix M of Attachment A of CR 6618 and that summary is captured in 
the following key points. 

Key Points of CR 6618 
1. 	 The program will assign Payment Adjustment Flag #4 (Deductible not applicable) to 

all lines on any OPPS claim where condition code “MA” is present on the claim. This 
modification is effective January 1, 2003. 

2. 	 Modifier 77 will be added to the list of modifiers that will bypass edit 17 – 
Inappropriate specification of bilateral procedure. This modification is effective 
January 1, 2003. 

3. 	 If code G0379 has been denied or rejected it will not be included in any subsequent 
special direct admission logic. The default SI (Q3) will be retained as the final SI. An 
exception is if line item adjustment flag (LIAF) = 1 has been assigned to the line, the 
denial/rejection will be ignored, the line will be included in subsequent direct 
admission logic and that logic will determine the final SI). This modification is 
effective January 1, 2008. 

4. 	 STVX/T-packaged codes (Q1, Q2) that are denied or rejected will not be included in 
any subsequent special packaging logic. The default SI (Q1, Q2) will be retained as 
the final SI. An exception is if LIAF = 1 has been assigned to the line, the 
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denial/rejection will be ignored, the line will be included in subsequent special 
packaging logic and that logic will determine the final SI). This modification is 
effective January 1, 2008. 

5. 	 For codes with SI of S, T, V or X that have been denied or rejected, those codes will 
be ignored in subsequent special S, T, V, X/T logic for packaging Q1 or Q2 codes. 
An exception is if LIAF = 1 has been assigned to the line, the denial/rejection will be 
ignored and the line will be included in subsequent logic for packaging the Q1 or Q2 
codes. This modification is effective October 1, 2009. 

6. 	 For Multiple Imaging composite processing, any independently bilateral composite 
candidate with modifier 50 will count as 2 units in applying the composite criteria. If 
any composite Ambulatory Payment Classification (APC) is assigned on an 
independent or conditional bilateral line with modifier 50 the modifier will be ignored 
in assigning the discount formula. This modification is effective January 1, 2009. 

7. 	 Any T-packaged (Q/Q2) independent or conditional bilateral code with modifier 50 
that is paid separately will have the modifier ignored in assigning the discount 
formula. This modification is effective January 1, 2008. 

8. 	 Any STVX-packaged (Q/Q1) independent or conditional bilateral code with modifier 
50 that is paid separately will have the modifier ignored in assigning the discount 
formula. This modification is effective January 1, 2007. 

9. 	 Medicare has made numerous changes to Diagnosis codes, APCs, HCPCS/CPT 
codes and modifiers. Those changes can be found in Attachment to CR6618 that is 
titled “Preliminary Summary of Data Changes Integrated OCE v 10.3 Effective 
October 1, 2009.” 

10. Version 15.2 of the National Correct Coding Initiatives will be implemented effective 
with the October 2009 version of the I/OCE.  

Additional Information 
If you have questions, please contact your Medicare MAC or FI at their toll-free number 
which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the Centers for Medicare & Medicaid Services (CMS) Website. The official instruction 
(CR6618) issued to your Medicare MAC and/or FI is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R1809CP.pdf on the CMS 
Website. 

CMS also has a Web-based training module on the OCE. The module is available at 
http://cms.meridianksi.com/kc/main/kc_frame.asp?kc_ident=kc0001&loc=1 on the 
Internet. 

OCTOBER 2009 UPDATE OF THE HOSPITAL OUTPATIENT 

PROSPECTIVE PAYMENT SYSTEM (OPPS) 


~CMS MLN Matters~
 

MLN Matters® Number: MM6626 Related Change Request (CR) #: 6626
 

Related CR Release Date: August 28, 2008 Effective Date: October 1, 2009
 

Related CR Transmittal #: R1803CP Implementation Date: October 5, 2009
 

Provider Types Affected 
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Providers submitting claims to Medicare contractors (Fiscal Intermediaries (FIs), Part 
A/B Medicare Administrative Contractors (A/B MACs), and/or Regional Home Health 
Intermediaries (RHHIs)) for services provided to Medicare beneficiaries and paid under 
the OPPS. 

Provider Action Needed 
STOP – Impact to You 
This article is based on Change Request (CR) 6626 which describes changes to and 
billing instructions for various payment policies implemented in the October 2009 OPPS 
update. 

CAUTION – What You Need to Know 
The October 2009 Integrated Outpatient Code Editor (I/OCE) and OPPS Pricer will 
reflect the Healthcare Common Procedure Coding System (HCPCS), Ambulatory 
Payment Classification (APC), HCPCS Modifier, and Revenue Code additions, changes, 
and deletions for October. Those revisions to the I/OCE data files, instructions, and 
specifications are provided in CR 6618, “October 2009 Integrated Outpatient Code 
Editor (I/OCE) Specifications Version 10.3.” Once CR 6618 is published, a related MLN 
Matters® article will be available at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6618.pdf on the 
Centers for Medicare & Medicaid Services (CMS) Website. 

GO – What You Need to Do 
See the Background and Additional Information Sections of this article for further details 
regarding these changes. 

Key Points of CR 6626 
Changes to Procedure and Device Edits for October 2009 
Procedure to device edits require that when a particular procedural HCPCS code is 
billed, the claim must also contain an appropriate device code. Failure to pass these 
edits will result in the claim being returned to the provider. Device to procedure edits 
require that a claim that contains one of a specified set of device codes be returned to 
the provider if it fails to contain an appropriate procedure code. The updated lists of both 
types of edits can be found under “Device, Radiolabeled Product, and Procedure Edits” 
at http://www.cms.hhs.gov/HospitalOutpatientPPS/ on the Website. 

Billing for Drugs, Biologicals, and Radiopharmaceuticals 
Hospitals are strongly encouraged to report charges for all drugs, biologicals, and 
radiopharmaceuticals, regardless of whether the items are paid separately or packaged, 
using the correct HCPCS codes for the items used. It is also of great importance that 
hospitals billing for these products make certain that the reported units of service of the 
reported HCPCS codes are consistent with the quantity of a drug, biological, or 
radiopharmaceutical that was used in the care of the patient. 

For hospitals that under the OPPS, if two or more drugs or biologicals are mixed 
together to facilitate administration, the correct HCPCS codes should be reported 
separately for each product used in the care of the patient. The mixing together of two or 
more products does not constitute a "new" drug as regulated by the Food and Drug 
Administration (FDA) under the New Drug Application (NDA) process. In these 
situations, hospitals are reminded that it is not appropriate to bill HCPCS code C9399. 
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HCPCS code C9399, Unclassified drug or biological, is for new drugs and biologicals 
that are approved by the FDA on or after January 1, 2004, for which a HCPCS code has 
not been assigned. 

Unless otherwise specified in the long description, HCPCS code descriptors refer to the 
non-compounded, FDA-approved final product. If a product is compounded and a 
specific HCPCS code does not exist for the compounded product, the hospital should 
report an appropriate unlisted code such as J9999 or J3490. 

•	 Drugs and Biologicals with Payments Based on Average Sales Price (ASP) 
Effective October 1, 2009 
For Calendar Year (CY) 2009, payment for nonpass-through drugs and biologicals is 
made at a single rate of ASP+4 percent, which provides payment for both the 
acquisition cost and pharmacy overhead costs associated with the drug or biological. 
In CY 2009, a single payment of ASP+6 percent for pass-through drugs and 
biologicals is made to provide payment for both the acquisition cost and pharmacy 
overhead costs of these pass-through items. CMS notes that for the third quarter of 
CY 2009, payment for drugs and biologicals with pass-through status is not made at 
the Part B Drug Competitive Acquisition Program (CAP) rate, as the CAP program is 
suspended beginning January 1, 2009. Should the Part B Drug CAP program be 
reinstituted sometime during CY 2009, CMS would again use the Part B drug CAP 
rate for pass-through drugs and biologicals if they are a part of the Part B drug CAP 
program, as required by the statute. 

In the CY 2009 OPPS/ASC final rule with comment period, it was stated that 
payments for drugs and biologicals based on ASPs will be updated on a quarterly 
basis as later quarter ASP submissions become available. In cases where 
adjustments to payment rates are necessary based on the most recent ASP 
submissions, CMS will incorporate changes to the payment rates in the October 
2009 release of the OPPS Pricer. The updated payment rates, effective October 1, 
2009 will be included in the October 2009 update of the OPPS Addendum A and 
Addendum B, which will be posted at 
http://www.cms.hhs.gov/HospitalOutpatientPPS/AU/list.asp on the CMS 
Website. 

•	 New HCPCS Code Effective for Certain Drugs and Biologicals 
A new HCPCS code has been created for reporting drugs and biologicals in the 
hospital outpatient setting for October 2009. HCPCS code Q2024 is listed in Table 1 
below and is effective for services furnished on or after October 1, 2009. This 
HCPCS code is assigned status indicator “K,” to indicate separate payment may be 
made for the product. 

Table 1 - New HCPCS Code Effective for Certain Drugs and Biologicals Effective 
October 1, 2009 

HCPCS Code Long Descriptor APC Status Indicator Effective 10/1/09 
Q2024 Injection, Bevacizumab, 0.25 mg 1281 K 

•	 Adjustment to Status Indicator for HCPCS code Q4115 Effective October 1, 
2009 
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CMS assigned HCPCS code Q4115, Skin substitute, alloskin, per square centimeter, 
a status indicator of “M” for services billed on or after July 1, 2009 through 
September 30, 2009, indicating that the service is not billable to the FI/MAC. For 
services furnished on or after October 1, 2009, CMS is changing the status indicator 
for Q4115 to “K” to indicate that separate payment may be made for this product. 
HCPCS code Q4115 is assigned to Ambulatory Payment Classification (APC) 1287 
(Alloskin skin sub). 

•	 Updated Payment Rates for Certain HCPCS Codes Effective April 1, 2008 
through June 30, 2008 
The payment rates for several HCPCS codes were incorrect in the April 2008 OPPS 
Pricer. The corrected payment rates are listed in Table 2 below and have been 
installed in the October 2009 OPPS Pricer, effective for services furnished on April 1, 
2008, through implementation of the July 2008 update. If you have claims for these 
HCPCS codes for dates of service of April 1, 2008, through June 30, 2008 (inclusive) 
that were processed incorrectly and you bring such claims to your FI/MAC’s 
attention, they will adjust such claims after the October 2009 OPPS Pricer is 
installed. 

Table 2 - Updated Payment Rates for Certain HCPCS Codes Effective April 1, 2008 
through June 30, 2008 

HCPCS 
Code 

Status 
Indicator APC Short Descriptor 

Corrected 
Payment 

Rate 

Corrected Minimum 
Unadjusted 
Copayment 

J1440 K 0728 Filgrastim 300 mcg 
injection $197.37 $39.47 

J1441 K 7049 Filgrastim 480 mcg 
injection $303.75 $60.75 

J2505 K 9119 Injection, pegfilgrastim 
6mg $2,179.44 $435.89 

J2788 K 9023 Rho d immune globulin 50 
mcg  $26.06 $5.21 

J2790 K 0884 Rho d immune globulin inj  $83.63 $16.73 
J9050 K 0812 Carmus bischl nitro inj $155.30 $31.06 

•	 Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2008 
through September 30, 2008 
The payment rates for several HCPCS codes were incorrect in the July 2008 OPPS 
Pricer. The corrected payment rates are listed in Table 3 below and have been 
installed in the October 2009 OPPS Pricer, effective for services furnished on July 1, 
2008, through implementation of the October 2008 update. If you have claims for 
these HCPCS codes for dates of service of July 1, 2008, through September 30, 
2008 (inclusive) that were processed incorrectly and you bring such claims to your 
FI/MAC’s attention, they will adjust such claims after the October 2009 OPPS Pricer 
is installed. 

Table 3 - Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2008 
through September 30, 2008 
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HCPCS 
Code 

Status 
Indicator APC Short Descriptor 

Corrected 
Payment 

Rate 

Corrected Minimum 
Unadjusted 
Copayment 

J1438 K 1608 Etanercept injection $172.44 $34.49 

J1440 K 0728 Filgrastim 300 mcg 
injection $197.44 $39.49 

J1626 K 0764 Granisetron HCl injection  $5.28 $1.06 

J2505 K 9119 Injection, pegfilgrastim 
6mg $2,154.48 $430.90 

J2788 K 9023 Rho d immune globulin 50 
mcg  $26.70 $5.34 

J2790 K 0884 Rho d immune globulin inj  $84.15 $16.83 
J9208 K 0831 Ifosfomide injection $34.10 $6.82 
J9209 K 0732 Mesna injection $7.86 $1.57 
J9226 G 1142 Supprelin LA implant  $14,463.26 $2,865.36 

•	 Updated Payment Rates for Certain HCPCS Codes Effective October 1, 2008 
through December 31, 2008 
The payment rates for several HCPCS codes were incorrect in the October 2008 
OPPS Pricer. The corrected payment rates are listed in Table 4 below and have 
been installed in the October 2009 OPPS Pricer, effective for services furnished on 
October 1, 2008, through implementation of the January 2009 update. If you have 
claims for these HCPCS codes for dates of service of October 1, 2008, through 
December 31, 2008 (inclusive) that were processed incorrectly and you bring such 
claims to your FI/MAC’s attention, they will adjust such claims after the October 2009 
OPPS Pricer is installed. 

Table 4 - Updated Payment Rates for Certain HCPCS Codes Effective October 1, 
2008 through December 31, 2008 

HCPCS 
Code 

Status 
Indicator APC Short Descriptor 

Corrected 
Payment 

Rate 

Corrected Minimum 
Unadjusted 
Copayment 

J1441 K 7049 Filgrastim 480 mcg 
injection $304.32 $60.86 

J2505 K 9119 Injection, pegfilgrastim 
6mg $2,175.85 $435.17 

J9209 K 0732 Mesna injection $6.99 $1.40 
J9226 G 1142 Supprelin LA implant  $14,413.33 $2,855.47 
J9303 G 9235 Panitumumab injection $81.86 $16.22 

• Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2009 
through September 30, 2009 
The payment rates for several HCPCS codes were incorrect in the July 2009 OPPS 
Pricer. The corrected payment rates are listed in Table 5 below and have been 
installed in the October 2009 OPPS Pricer, effective for services furnished on July 1, 
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2009, through implementation of the October 2009 update. If you have claims for 
these HCPCS codes for dates of service of July 1, 2009, through September 30, 
2009 (inclusive) that were processed incorrectly and you bring such claims to your 
FI/MAC’s attention, they will adjust such claims after the October 2009 OPPS Pricer 
is installed. 

Table 5 - Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2009 
through September 30, 2009 

HCPCS 
Code 

Status 
Indicator APC Short Descriptor 

Corrected 
Payment 

Rate 

Corrected Minimum 
Unadjusted 
Copayment 

90585 K 9137 Bcg vaccine, percut  $115.47 $23.09 
C9359 G 9359 Implnt,bon void filler-putty $65.21 $12.80 
J9031 K 0809 Bcg live intravesical vac $114.73 $22.95 
J9211 K 0832 Idarubicin hcl injection  $126.12 $25.22 
J9265 K 0863 Paclitaxel injection $7.62 $1.52 

J9293 K 0864 Mitoxantrone hydrochl / 5 
MG $66.26 $13.25 

Q0179 K 0769 Ondansetron hcl 8 mg oral $7.91 $1.58 

•	 Recognition of Multiple HCPCS Codes For Drugs 
Prior to January 1, 2008, the OPPS generally recognized only the lowest available 
administrative dose of a drug if multiple HCPCS codes existed for the drug; for the 
remainder of the doses, the OPPS assigned a status indicator “B” indicating that 
another code existed for OPPS purposes. For example, if drug X has 2 HCPCS 
codes, one for a 1 ml dose and a second for a 5 ml dose, the OPPS would assign a 
payable status indicator to the 1 ml dose and status indicator “B” to the 5 ml dose. 
Hospitals then were required to bill the appropriate number of units for the 1 ml dose 
in order to receive payment under the OPPS. However, beginning January 1, 2008, 
the OPPS has recognized each HCPCS code for a Part B drug, regardless of the 
units identified in the drug descriptor. Hospitals may choose to report multiple 
HCPCS codes for a single drug, or to continue billing the HCPCS code with the 
lowest dosage descriptor available. 

•	 Correct Reporting of Drugs and Biologicals When Used As Implantable 
Devices 
When billing for biologicals where the HCPCS code describes a product that is solely 
surgically implanted or inserted, whether the HCPCS code is identified as having 
pass-through status or not, hospitals are to report the appropriate HCPCS code for 
the product. In circumstances where the implanted biological has pass-through 
status, a separate payment for the biological is made. In circumstances where the 
implanted biological does not have pass-through status, the OPPS payment for the 
biological is packaged into the payment for the associated procedure. 

When billing for biologicals where the HCPCS code describes a product that may 
either be surgically implanted or inserted or otherwise applied in the care of a patient, 
hospitals should not separately report the biological HCPCS code, with the exception 
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of biologicals with pass-through status, when using these items as implantable 
devices (including as a scaffold or an alternative to human or nonhuman connective 
tissue or mesh used in a graft) during surgical procedures. Under the OPPS, 
hospitals are provided a packaged APC payment for surgical procedures that 
includes the cost of supportive items, including implantable devices without pass-
through status. When using biologicals during surgical procedures as implantable 
devices, hospitals may include the charges for these items in their charge for the 
procedure, report the charge on an uncoded revenue center line, or report the 
charge under a device HCPCS code (if one exists) so these costs would 
appropriately contribute to the future median setting for the associated surgical 
procedure. 

•	 Correct Reporting of Units for Drugs 
Hospitals and providers are reminded to ensure that units of drugs administered to 
patients are accurately reported in terms of the dosage specified in the full HCPCS 
code descriptor. That is, units should be reported in multiples of the units included in 
the HCPCS code descriptor. For example, if the description for the drug code is 6 
mg, and 6 mg of the drug was administered to the patient, the units billed should be 
1. As another example, if the description for the drug code is 50 mg, but 200 mg of 
the drug was administered to the patient, the units billed should be 4. Providers and 
hospitals should not bill the units based on the way the drug is packaged, stored, or 
stocked. That is, if the HCPCS code descriptor for the drug code specifies 1 mg and 
a 10 mg vial of the drug was administered to the patient, bill 10 units, even though 
only 1 vial was administered. The HCPCS code short descriptors are limited to 28 
characters, including spaces, so short descriptors do not always capture the 
complete description of the drug. Therefore, before submitting Medicare claims for 
drugs and biologicals, it is extremely important to review the complete long 
descriptors for the applicable HCPCS codes. 

•	 Correct Reporting of Diagnostic Radiopharmaceuticals and their Associated 
Nuclear Medicine Procedures Furnished In Separate Calendar Years 
There are certain rare instances when a diagnostic radiopharmaceutical may be 
administered to a beneficiary in a given calendar year prior to a hospital furnishing an 
associated nuclear medicine procedure in the subsequent calendar year. As 
Medicare billing does not allow multiple calendar year services to be reported on a 
single claim, some hospitals have had difficulty reporting the radiolabeled product on 
the same claim as the nuclear medicine procedure when these associated services 
are not provided to the beneficiary in the same calendar year. Because of the 
nuclear medicine procedure-to-radiolabeled product claims processing edits included 
in the I/OCE, payment for a nuclear medicine procedure requires reporting of an 
appropriate radiolabeled product on the same claim. In this limited circumstance, 
hospitals are instructed to report the date the radiolabeled product is furnished to the 
beneficiary as the same date that the nuclear medicine procedure is performed. CMS 
believes that this situation is extremely rare, and CMS expects that the majority of 
hospitals will not encounter this situation. 

•	 H1N1 Vaccine and Administration Level II HCPCS Codes 
In anticipation of the availability of a vaccine for the H1N1 virus in the fall of 2009, 
CMS is creating two new Level II HCPCS codes that are effective October 1, 2009. 
Similar to the influenza vaccine and its administration, one HCPCS code has been 
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created to describe the H1N1 vaccine itself (G9142, Influenza A (H1N1) vaccine, any 
route of administration), while another HCPCS code has been created to describe 
the administration of the H1N1 vaccine (G9141, Influenza A (H1N1) immunization 
administration (includes the physician counseling the patient/family)). More 
information on the H1N1 flu and the associated vaccine can be found at the Centers 
for Disease Control and Prevention Website at http://www.cdc.gov/h1n1flu/ on the 
Internet. 

Under the OPPS, HCPCS code G9142 will be assigned status indicator “E,” 
indicating that payment will not be made by Medicare when this code is submitted on 
an outpatient bill type because CMS anticipates that the H1N1 vaccine will be 
supplied at no cost to providers. Payment will be made to a provider for the 
administration of the H1N1 vaccine, even if the vaccine is supplied at no cost to the 
provider. Beneficiary copayment and deductible do not apply to HCPCS code G9141 
(for both OPPS and non OPPS providers), and CMS is assigning HCPCS code 
G9141 to APC 0350 (Administration of Flu and PPV Vaccine) with a payment rate of 
$24.89 for CY 2009. Providers should report one unit of HCPCS code G9141 for 
each administration of the H1N1 vaccine. 

The effective date of G9141 and G9142 is September 1, 2009. This effective date is 
earlier than originally anticipated, and therefore, the effective date reflected in the 
October IOCE will be October 1, 2009. For the January IOCE release, CMS will 
change the effective date for these HCPCS to be retroactive to September 1, 2009. 
Claims containing G9141 and G9142 with dates of service on or after September 1, 
2009 but prior to October 1, 2009 will be held until the successful installation of the 
January IOCE release. 

Updating Wage Indices for Hospitals Receiving Medicare Modernization Act 
(MMA) Section 508 Reclassification 
Table 6 of CR 6626 contains the October 1, 2009 to December 31, 2009 Wage Indexes 
for Section 508 hospitals that receive payment under the OPPS. This article will not 
repeat Table 6, but Section 508 hospitals may view the table in CR 6626 by going to 
http://www.cms.hhs.gov/Transmittals/downloads/R1803CP.pdf on the CMS 
Website. 

Clarification Related to Condition Code 44 
CR 6626 also makes changes to the Medicare Claims Processing Manual, Chapter 1, 
Section 50.3, incorporate minor revisions clarifying the use of Condition Code 44. The 
revised section of the manual is attached to CR 6626. 

Coverage Determinations 
The fact that a drug, device, procedure or service is assigned a HCPCS code and a 
payment rate under the OPPS does not imply coverage by the Medicare program, but 
indicates only how the product, procedure, or service may be paid if covered by the 
program. Fiscal Intermediaries (FIs)/Medicare Administrative Contractors (MACs) 
determine whether a drug, device, procedure, or other service meets all program 
requirements for coverage. For example, FIs/MACs determine that it is reasonable and 
necessary to treat the beneficiary’s condition and whether it is excluded from payment. 

Additional Information 
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The official instruction, CR6626, issued to your FI, A/B MAC, and RHHI regarding this 
change may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R1803CP.pdf on the CMS 
Website. 

If you have any questions, please contact your FI, A/B MAC, or RHHI, at their toll-free 
number, which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the CMS Website. 

OCTOBER UPDATE TO THE 2009 MEDICARE PHYSICIAN FEE 

SCHEDULE DATABASE (MPFSDB) 


~Revised CMS MLN Matters~
 

MLN Matters® Number: MM6617 Revised Related Change Request (CR) #: 6617 
Related CR Release Date: September 1, 2009 Effective Date: January 1, 2009 
Related CR Transmittal #: R1810CP Implementation Date: October 5, 2009 

Note: This article was revised on September 2, 2009, to reflect the revised CR 6617 that was 
issued by the Centers for Medicare & Medicaid Services on September 1, 2009. The article 
contains a revised CR release date, transmittal number, and Web address for accessing CR 
6617. The article also now shows an effective date of September 1, 2009 for codes G9141 and 
G9142. All other information remains the same. 

Provider Types Affected 
This article is for physicians, non-physician practitioners, and providers submitting claims 
to Medicare contractors (carriers, Fiscal Intermediaries (FIs), and/or Part A/B Medicare 
Administrative Contractors (A/B MACs) for professional services provided to Medicare 
beneficiaries that are paid under the Medicare Physician Fee Schedule (MPFS).  

Provider Action Needed 
This article is based on Change Request (CR) 6617 which amends payment files that 
were issued to contractors based upon the 2009 Medicare Physician Fee Schedule 
(MPFS) Final Rule. Billing staff should be aware of these updates. 

Background 
Section 1848(c)(4) of the Social Security Act authorizes the Secretary to establish 
ancillary policies necessary to implement relative values for physicians’ services.  The 
key change in CR6617 is the assignment of H1N1 Vaccine and Administration Level II 
Healthcare Common Procedure Coding System (HCPCS) Codes. In anticipation of the 
availability of a vaccine for the H1N1 virus in the fall of 2009, the Centers for Medicare & 
Medicaid Services (CMS) is creating two new Level II HCPCS codes that are effective 
September 1, 2009. Similar to the influenza vaccine and its administration, one HCPCS 
code has been created to describe the H1N1 vaccine itself (G9142, Influenza A (H1N1) 
vaccine, any route of administration), while another HCPCS code has been created to 
describe the administration of the H1N1 vaccine (G9141, Influenza A (H1N1) 
immunization administration (includes the physician counseling the patient/family). More 
information on the H1N1 flu and the associated vaccine can be found at the Centers for 
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Disease Control and Prevention Website at http://www.cdc.gov/h1n1flu/ on the 
Internet. 

Under the MPFS, HCPCS codes G9141 and G9142 will be assigned status indicator “X,” 
indicating these codes represent an item or service that is not within the statutory 
definition of “physicians’ services” for MPFS payment purposes. CMS anticipates the 
H1N1 vaccine will be supplied at no cost to providers. Payment will be made to a 
provider for the administration of the H1N1 vaccine, even if the vaccine is supplied at no 
cost to the provider. Payment for the administration of the H1N1 vaccine is the same as 
the payment established for G0008 and G0009, codes used for reporting the 
administration of the influenza or pneumococcal vaccine. Providers should report one 
unit of HCPCS code G9141 for each administration of the H1N1 vaccine. Beneficiary 
copayment and deductible do not apply to HCPCS code G9141. 

CR6617 also clarifies Transmittal 1691, Change Request 6397, dated March 4, 2009 
and Transmittal 1748, Change Request 6484, dated May 29, 2009, which included PE 
RVUs for CPT code 93351 (26). Transmittal 1748 noted that this service is typically not 
paid under the Medicare physician fee schedule when provided in a facility setting and 
the PE RVUs noted were informational only. CMS is clarifying that CPT code 93351 (26) 
is payable when performed by a physician in a facility setting. 

Specific changes included in the October Update to the 2009 MPFSDB are detailed in 
Attachment 1 of CR 6617. That CR is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R1810CP.pdf on the CMS 
Website. Key changes, however, are summarized as follows: 

The following changes are effective for dates of service on and after January 1, 2009: 
CPT/HCPCS ACTION 
38999  Assistant at Surgery Indicator:  0 

55899  Assistant at Surgery Indicator:  0 

69200  Bilateral Indicator:  1 

93503  Transitional Facility PE RVU: 0.75 


Fully Implemented Facility PE RVU: 0.77 

The following change is effective for dates of service on and after October 1, 2009: 
Q2024 	 Long Descriptor: Injection, Bevacizumab, 0.25 MG  


Short Descriptor: Bevacizumab injection
 
Procedure Status:  E 


Additional Information 
The official instruction, CR 6617, issued to your carrier, FI, or A/B MAC regarding this 
change may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R1810CP.pdf on the CMS 
Website. 

If you have any questions, please contact your carrier, FI, or A/B MAC at their toll-free 
number, which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the CMS Website. 
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REVISED PROCESSING OF OSTEOPOROSIS DRUGS UNDER THE 

HOME HEALTH BENEFIT 


~Revised CMS MLN Matters~
 

MLN Matters® Number: MM6512 Revised Related Change Request (CR) #: 6512 
Related CR Release Date: September 18, 2009 Effective Date: January 1, 2010 
Related CR Transmittal #: R1818CP Implementation Date: January 4, 2010 

Note: This article was revised on September 21, 2009, to reflect revisions made to CR 6512, 
which was re-issued on September 18. The CR Release Date, Transmittal Number (see above), 
and the Web address for accessing CR 6512 were revised. All other information is the same. 

Provider Types Affected 
Home Health Agencies (HHA) submitting claims to Medicare contractors (Regional 
Home Health Intermediaries (RHHI), Fiscal Intermediaries (FI) and Medicare 
Administrative Contractors (MAC)) for injectable osteoporosis drugs provided to 
Medicare beneficiaries are affected. 

Provider Action Needed 
HHAs are reminded that the current criteria for coverage of injectable osteoporosis drugs 
must be met when submitting claims for these drugs. There is no change in these 
criteria. However, this article explains that the date of service on claims submitted for 
covered osteoporosis drugs must fall within the start and end dates of an existing home 
health prospective payment system (PPS) episode. Please inform your billing staffs of 
this requirement.  

Background 
Medicare covers injectable osteoporosis drugs if certain criteria are met. These criteria 
include: 
•	 Eligibility for coverage of home health services; 
•	 Physician certification that the individual sustained a bone fracture related to post­

menopausal osteoporosis; and 
•	 Physician certification that the female patient is unable to learn the skills needed to 

self-administer the drug or is otherwise physically or mentally incapable of 
administering the drug, and that her family or caregivers are unable or unwilling to 
administer the drug. 

Currently, the second and third criteria are enforced to the extent possible through 
Medicare systems by edits that require that the beneficiary is female and that the 
diagnosis code 733.01 (post-menopausal osteoporosis) is present. However, the first 
criterion that the beneficiary must be covered under the home health benefit is only 
partially enforced. If an osteoporosis claim is received and a home health episode of 
care is on file, Medicare requires that the provider number of the HHA submitting the 
osteoporosis claim must be the same as the provider number on the episode record. CR 
6512 revises the Medicare systems to fully enforce this criterion by requiring that the 
date of service for an injectable osteoporosis drug on a home health claim falls within the 
start and end dates of an existing home health episode if the claim contains:  
•	 Type of bill 34x;  
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•	 Healthcare Common Procedure Coding Systems (HCPCS) codes J0630, J3110, or 
J3490; and 

•	 Covered charges corresponding to these HCPCS codes.  

Claims not meeting the criteria for coverage will be rejected with the following messages: 
MSN message 6.5, “Medicare cannot pay for this injection because one or more 
requirements for coverage were not met;" and claim adjustment reason code 177, 
“Patient has not met the required eligibility requirements.” 

Additional Information 
If you have questions, please contact your Medicare RHHI, FI, and/or MAC at their toll-
free number which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the Centers for Medicare & Medicaid Services (CMS) Website. The official 
instruction, CR 6512, issued to your Medicare RHHI, FI, and/or MAC regarding this 
change, may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R1818CP.pdf on the CMS 
Website. 

SCREENING COMPUTED TOMOGRAPHY COLONOGRAPHY (CTC) 

FOR COLORECTAL CANCER 


~CMS MLN Matters~
 

MLN Matters® Number: MM6578 Related Change Request (CR) #: 6578
 

Related CR Release Date: August 7, 2009 Effective Date: May 12, 2009
 

Related CR Transmittal #: R105NCD Implementation Date: September 8, 2009
 

Provider Types Affected 
Physicians and providers submitting claims to Medicare contractors (carriers, Fiscal 
Intermediaries (FIs), and/or A/B Medicare Administrative Contractors (A/B MACs)) for 
colorectal cancer screening services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6578 which instructs that the Centers for 
Medicare & Medicaid Services (CMS) has determined that current evidence is 
inadequate to conclude that Computed Tomography Colonography (CTC) is an 
appropriate colorectal cancer screening test under section 1861(pp)(1) of the Social 
Security Act (the Act). Therefore, effective May 12, 2009, CTC for colorectal cancer 
screening, also known as virtual colonoscopy, remains nationally non-covered by 
Medicare. Medicare contractors will continue to process claims for CTC for colorectal 
cancer screening without change. 

Background 
Medicare covers colorectal cancer screening for average-risk individuals age 50 and 
older using: 
•	 Fecal occult blood testing,  
•	 Sigmoidoscopy, 
•	 Colonoscopy, and  
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• Barium enema. 

On March 5, 2008, the American Cancer Society, the US Multi Society Task Force on 
Colorectal Cancer, and the American College of Radiology issued new cancer screening 
guidelines, including a recommendation that CTC be considered an acceptable option 
for colorectal cancer screening for such individuals. CTC (also referred to as virtual 
colonoscopy) uses computed tomography (CT) to acquire images and advanced 2­
dimensional (2D) or 3-dimensional (3D) image display techniques for interpretation. 

Neither Medicare law nor regulations identify the CTC test as a possible coverage option 
under the colorectal cancer screening benefit. However, under 42 CFR 410.37(a)(1) [see 
http://www.gpoaccess.gov/CFR/retrieve.html ], CMS is allowed to use the National 
Coverage Determination (NCD) process to determine coverage of other types of 
colorectal cancer screening tests that are not specifically identified in law or regulations 
as it determines to be appropriate, in consultation with appropriate organizations. 

Following a thorough review of the evidence, meetings with medical professional 
organizations, and conducting a Medicare Evidence Development and Coverage 
Advisory Committee Meeting, CMS has determined that the current evidence is 
inadequate to conclude that CTC is an appropriate colorectal cancer screening 
test under the Act (section 1861(pp)(1); see 
http://www.ssa.gov/OP_Home/ssact/title18/1861.htm on the Internet). 

Additional Information 
The official instruction, CR 6578, issued to your carrier, FI, and A/B MAC regarding this 
change may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R105NCD.pdf on the CMS 
Website. If you have any questions, please contact your carrier, FI, or A/B MAC at their 
toll-free number, which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the CMS Website.  

Providers may also be interested in the Medicare Learning Network brochure on Cancer 
Screenings that is available for download at 
http://www.cms.hhs.gov/MLNProducts/downloads/Cancer_Screening.pdf on the 
CMS Website. 
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Coverage – General 

WRONG SURGICAL OR OTHER INVASIVE PROCEDURE 

PERFORMED ON A PATIENT; SURGERY OR OTHER INVASIVE 

PROCEDURE PERFORMED ON THE WRONG BODY PART; AND 


SURGICAL OR OTHER INVASIVE PROCEDURE PERFORMED ON 

THE WRONG PATIENT 


~Revised CMS MLN Matters~
 

MLN Matters® Number: MM6405 Revised Related Change Request (CR) #: 6405 
Related CR Release Date: July 24, 2009 Effective Date: January 15, 2009 
Related CR Transmittal #: R1778CP and R102NCD Implementation Date: July 6, 2009, for those billing 

carriers and 
Part B MACs; October 5, 2009, for FIs and Part A MACs 

Note: This article was revised on September 21, 2009, to reflect the issuance of CR 6634, 
which the Centers for Medicare & Medicaid Services issued on September 9, 2009. As a result, 
several clarifications are made in the article with appropriate references to CR 6634 and related 
article, MM6634. 

Provider Types Affected 
Physicians, other practitioners, and providers billing Medicare contractors (carriers, fiscal 
intermediaries (FIs) or Medicare Administrative Contractors (MACs)) for services 
provided to Medicare beneficiaries. 

Provider Action Needed 
STOP – Impact to You 
Effective January 15, 2009, the Centers for Medicare & Medicaid Services (CMS) does 
not cover a particular surgical or other invasive procedure to treat a particular medical 
condition when the practitioner erroneously performs: 1) a different procedure altogether; 
2) the correct procedure but on the wrong body part; or 3) the correct procedure but on 
the wrong patient. 

Medicare will also not cover hospitalizations and other services related to these non-
covered procedures as defined in the Medicare Benefit Policy Manual (BPM) Chapter 1, 
sections 10 and 180 and Chapter 16, section 120. This is pursuant to the National 
Coverage Determinations (NCDs) made as part of CR 6405. 

CAUTION – What You Need to Know 
For inpatient claims, hospitals are required to submit a no-pay claim (TOB 110) when the 
erroneous surgery related to the NCD is reported. If there are covered 
services/procedures provided during the same stay as the erroneous surgery, hospitals 
are then required to submit two claims, one claim with covered services or procedures 
unrelated to the erroneous surgery, the other claim with the non-covered 
services/procedures as a no-pay claim. For outpatient and practitioner claims, providers 
are required to append the applicable HCPCS modifiers to all lines related to the 
erroneous surgery/procedure. 
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GO – What You Need to Do 
Make sure that your billing staff are aware of these new billing and claim requirements. 

Background 
In 2002, the National Quality Forum (NQF) published Serious Reportable Events in 
Healthcare: A Consensus Report, which listed 27 adverse events that were “serious, 
largely preventable and of concern to both the public and health care providers.” (That 
report is available at 
http://www.qualityforum.org/Publications/2002/Serious_Reportable_Events_in_He 
althcare.aspx on the Internet.) These events and subsequent revisions to the list 
became known as “never events.” This concept and need for the proposed reporting led 
to NQF’s “Consensus Standards Maintenance Committee on Serious Reportable 
Events,” which maintains and updates the list that currently contains 28 items. 

In order to address and reduce the occurrence of these surgeries, CR 6405 establishes 
three new NCDs that nationally non-cover the three surgical errors and sets billing policy 
to implement appropriate claims processing. 

Effective January 15, 2009, CMS will not cover a particular surgical or other invasive 
procedure to treat a particular medical condition when the practitioner erroneously 
performs: 1) a different procedure altogether; 2) the correct procedure but on the wrong 
body part; or 3) the correct procedure but on the wrong patient. Medicare will also not 
cover hospitalizations and other services related to these non-covered procedures as 
defined in the Medicare Benefit Policy Manual (BPM) Chapter 1, sections 10 and 180, 
and Chapter 16, section 120. All services provided in the operating room when an error 
occurs are considered related and therefore not covered. All providers in the operating 
room when the error occurs, who could bill individually for their services, are not eligible 
for payment. All related services provided during the same hospitalization in which the 
error occurred are not covered.  

NOTE: Related services do not include performance of the correct procedure. 

Definitions 
•	 Surgical and other invasive procedures are defined as operative procedures in which 

skin or mucous membranes and connective tissue are incised or an instrument is 
introduced through a natural body orifice. Invasive procedures include a range of 
procedures from minimally invasive dermatological procedures (biopsy, excision, and 
deep cryotherapy for malignant lesions) to extensive multi-organ transplantation. 
They include all procedures described by the codes in the surgery section of the 
Current Procedural Terminology (CPT) and other invasive procedures such as 
percutaneous transluminal angioplasty and cardiac catheterization. They include 
minimally invasive procedures involving biopsies or placement of probes or catheters 
requiring the entry into a body cavity through a needle or trocar. They do not include 
use of instruments such as otoscopes for examinations or very minor procedures 
such as drawing blood. 

•	 A surgical or other invasive procedure is considered to be the wrong procedure if it is 
not consistent with the correctly documented informed consent for that patient. 

•	 A surgical or other invasive procedure is considered to have been performed on the 
wrong body part if it is not consistent with the correctly documented informed 
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consent for that patient including surgery on the right body part, but on the wrong 
location on the body; for example, left versus right (appendages and/or organs), or at 
the wrong level (spine). 

NOTE: Emergent situations that occur in the course of surgery and/or whose exigency 
precludes obtaining informed consent are not considered erroneous under this decision. 
Also, the event is not intended to capture changes in the plan upon surgical entry into 
the patient due to the discovery of pathology in close proximity to the intended site when 
the risk of a second surgery outweighs the benefit of patient consultation; or the 
discovery of an unusual physical configuration (e.g., adhesions, spine level/extra 
vertebrae). 

•	 A surgical or other invasive procedure is considered to have been performed on the 
wrong patient if that procedure is not consistent with the correctly documented 
informed consent for that patient. 

Beneficiary Liability 
Generally, a beneficiary liability notice such as an Advance Beneficiary Notice of Non-
coverage (ABN) or a Hospital Issued Notice of Non-coverage (HINN) is appropriate 
when a provider is furnishing an item/service that the provider reasonably believes 
Medicare will not cover on the basis of Section 1862(a)(1) of the Social Security Act. 

•	 An ABN must include all of the elements described in the Medicare Claims 
Processing Manual, Chapter 30, Section 50.6.3, in order to be considered valid. For 
example, the ABN must specifically describe the item/service expected to be denied 
(e.g., a left leg amputation) and must include a cost estimate for the non-covered 
item/service. (The Medicare Claims Processing Manual is available at 
http://www.cms.hhs.gov/Manuals/IOM/list.asp on the CMS Website.) 

•	 Similarly, HINNs must specifically describe the item/service expected to be denied 
(e.g., a left leg amputation) and must include all of the elements described in the 
instructions found in the Medicare Claims Processing Manual, Chapter 30, Section 
200. 

Thus, a provider cannot shift financial liability for the non-covered services to the 
beneficiary, unless the ABN or the HINN satisfies all of the applicable requirements in 
Chapter 30, Sections 50.6.3 and 200, respectively, of the Medicare Claims Processing 
Manual. 

Given these requirements, CMS cannot envision a scenario in which HINNs or ABNs 
could be validly delivered in these NCD cases. However, an ABN or a HINN could be 
validly delivered prior to furnishing follow-up care for the non-covered surgical error that 
would not be considered a related service to the non-covered surgical error (see Chapter 
1, Sections 10 and 180, and Chapter 16, Section 120, of the Benefit Policy Manual). 

Implementation 
Inpatient Claims 
Effective for inpatient discharges on or after January 15, 2009, hospitals are required to 
submit a no-pay claim (TOB 110) when the erroneous surgery related to the NCD is 
reported. If there are covered services/procedures provided during the same stay as the 
erroneous surgery, hospitals are then required to submit two claims: 
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•	 One claim with covered service(s)/procedure(s) unrelated to the erroneous 
surgery(s) on a Type of Bill (TOB) 11X (with the exception of 110), and, 

•	 The other claim with the non-covered service(s)/procedure(s) related to the 
erroneous surgery(s) on a TOB 110 (no-pay claim). 

•	 Note: Both the covered and non-covered claim must have a matching Statement 
Covers Period.  

For discharges on or after January 15, 2008 and before October 1, 2009, the non-
covered TOB 110 will be required to be submitted via the UB-04 (hard copy) claim form, 
clearly indicating in Form Locator (FL) 80 (Remarks), or the 837i (electronic) claim form, 
Loop 2300, one of the applicable 2-digit surgical error codes as follows: 
•	 MX – for a wrong surgery on patient;  
•	 MY – for surgery on the wrong body part; or  
•	 MZ – for surgery on the wrong patient. 

For discharges on or after October 1, 2009, hospitals shall refer to MM6634 for how to 
submit an erroneous surgery claim. MM6634 can be found at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6634.pdf on the CMNS 
Website. 

The claim for the non-covered services will be denied using: 
•	 Claim adjustment reason code (CARC) 50 - These are non-covered services 

because this is not deemed a ‘medical necessity’ by the payer.  
•	 Group Code CO - Contractual Obligation. 

Outpatient, Ambulatory Surgical Centers (ASCs), Other Appropriate Bill Types and 
Practitioner Claims 
Hospital outpatient departments, ASCs, practitioners and those submitting other 
appropriate TOBs are required to append one of the following applicable NCD modifiers 
to all lines related to the erroneous surgery(s) with dates of service on or after January 
15, 2009: 
•	 PA: Surgery Wrong Body Part 
•	 PB: Surgery Wrong Patient 
•	 PC: Wrong Surgery on Patient  

Contractors shall suspend claims with dates of service on and after January 15, 2009, 
with surgical errors identified by one of the above HCPCS modifiers. 

Contractors shall create/maintain a list that includes the beneficiary health information 
code and the surgical error date of service. Each new surgical error occurrence shall be 
added to the list, and an MPP event or a system control facility (SCF) rule shall be 
implemented so that all claims for that beneficiary for that date of service will be 
suspended. Contractors shall then continue to process the claim. 

Claim lines submitted with one of the above HCPCS modifiers will be line-item denied 
using the following: 
•	 CARC 50 – These are non-covered services because this is not deemed a ‘medical 

necessity” by the payer. 
•	 Group Code - CO – Contractual Obligation  
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Related Claims 
Within 5 days of receiving a claim for a surgical error, contractors shall begin to review 
beneficiary history for related claims as appropriate (both claims already received and 
processed and those received subsequent to the notification of the surgical error). Also, 
contractors shall review any claims applied to SCF rules and MPP events to identify 
incoming claims that have the potential to be related. When Medicare identifies such 
claims, it will take appropriate action to deny such claims and to recover any 
overpayments on claims already processed.  

Every 30 days for an 18-month period from the date of the surgical error, contractors 
shall continue to review beneficiary history for related claims and take appropriate action 
as necessary. 

Additional Information 
For complete details regarding this Change Request (CR) please see the official 
instruction (CR 6405) issued to your Medicare FI, RHHI, DMERC, DME/MAC, or A/B 
MAC. That instruction was issued in two transmittals. The first transmittal presents the 
National Coverage Determination related to this issue and that transmittal is at 
http://www.cms.hhs.gov/Transmittals/downloads/R102NCD.pdf on the CMS 
Website. The other transmittal presents the Medicare Claims Processing Manual 
revision and instructions. That transmittal is at 
http://www.cms.hhs.gov/Transmittals/downloads/R1778CP.pdf on the CMS 
Website. 

If you have questions, please contact your Medicare carrier, FI, or A/B MAC at their toll-
free number which may be found at 
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip 
on the CMS Website. 
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Coverage – Policies 

INFORMATION ON WEBSITE 

WPS Medicare publishes Local Coverage Determinations (LCDs) and National Coverage 
Determinations (NCDs), as well as retired LCDs for Medicare Part A, on its Website: 

Legacy: http://www.wpsmedicare.com/part_a/policy/index.shtml
 

MAC (IA, KS, MO, NE): http://www.wpsmedicare.com/j5macparta/policy/
 

If you cannot gain access to the Internet from your office or home, you might try one of the 
many public libraries that offer Internet access.  You may request a hard copy of a retired LCD 
by writing to our Freedom of Information (FOI) Unit. 

Part A Legacy 
All Regions 

WPS Medicare 
Medicare Medical Review 

Attn: Medical Review Supervisor 
P.O. Box 1602 

Omaha, NE 68101 
Part A MAC (IA, KS, MO, NE) 

Iowa Kansas 
WPS Medicare Part A 

Freedom of Information 
P.O. Box 7665 

Madison, WI 53707-7665 

WPS Medicare Part A 
Freedom of Information 

P.O. Box 7576 
Madison, WI 53707-7576 

Missouri Nebraska 
WPS Medicare Part A 

Freedom of Information 
P.O. Box 8890 

Madison, WI 53707-8890 

WPS Medicare Part A 
Freedom of Information 

P.O. Box 8799 
Madison, WI 53708-8799 

� � � � � 
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New Policies for October 2009 

Policy Title Policy 
Number Contract LCD/ 

NCD 
Communiqué 

Page 
CT Colonography (Virtual Colonoscopy [VC]) L30300 Leg/MAC LCD 62 
Flow Cytometry L30161 Leg/MAC LCD 62 
Immune Globulins L30147 Leg/MAC LCD 63 
Thrombopoietic Growth factor - Oprelvekin L30151 Leg/MAC LCD 64 
Treatment of Varicose Veins of the Lower 
Extremities L30143 Leg/MAC LCD 65 

We Want Your Comments N/A Leg/MAC LCD 66 

Retired Policies for October 2009 

Policy Title Policy 
Number Contract LCD/ 

NCD 
Communiqué 

Page 
Ambulance Services L2483 Legacy LCD 67 
Ambulance Services L26601 MAC LCD 67 
Chest X-Ray L15235 Legacy LCD 68 
Immune Globulins L19866 Legacy LCD 68 
Interleukin-11 for Thrombocytopenia L26607 MAC LCD 69 
Intravenous Immunoglobulin (IVIg) L26714 MAC LCD 69 

Revised Policies for October 2009 

Policy Title Policy 
Number Contract LCD/ 

NCD 
Communiqué 

Page 
2010 ICD-9-CM Coverage – Legacy Part A 
Policy Revisions (formerly Mutual of Omaha) Multiple Legacy LCD 70 

2010 ICD-9-CM Coverage - MAC A Policy 
Revisions for Iowa, Kansas, Missouri and 
Nebraska 

Multiple MAC LCD 72 

Chemotherapy Drugs and their Adjuncts L28576 MAC LCD 75 
Erythropoiesis Stimulating Agents L23363 Legacy LCD 76 
Erythropoiesis Stimulating Agents L26655 MAC LCD 77 
Erythropoiesis Stimulating Agents (ESAs) in 
Cancer and Related Neoplastic Conditions - Leg/MAC NCD 78 

Inpatient Psychiatric Services L18183 Legacy LCD 79 
Intra-articular Injections of Hyaluronan L30149 Leg/MAC LCD 80 
Noninvasive Vascular Testing (N.I.V.T.) L28586 Leg/MAC LCD 80 
Transesophageal Echocardiography – Including 
Intraoperative TEE L28574 Leg/MAC LCD 80 

Transthoracic Echocardiography - Leg/MAC LCD 81 
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Coverage – New Policies 

Contractor Name 
Wisconsin Physicians Service (WPS) 

New Local Coverage Determination (LCD) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05302, 05402, 
52280 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30300 

LCD Title 
CT Colonography (Virtual Colonoscopy [VC]) 

Contractor's Determination Number 
RAD-035 

Original Determination Effective Date 
11/15/09 

This is a new policy and can be read in its entirety on the CMS Website. This policy replaces all 
previous policies by Wisconsin Physicians Service (WPS) on this topic. See the "Coverage – 
Retired Policies" section of the Communiqué for the LCDs this policy will replace. 

� � � � � 

Contractor Name 
Wisconsin Physicians Service (WPS) 

New Local Coverage Determination (LCD) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05302, 05402, 
52280 
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Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30161 

LCD Title 
Flow Cytometry 

Contractor's Determination Number 
PATH-016 

Original Determination Effective Date 
11/16/2009 

� � � � � 

Contractor Name 
Wisconsin Physicians Service (WPS) 

New Local Coverage Determination (LCD) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05302, 05402, 
52280 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30147 

LCD Title 
Immune Globulins 

Contractor's Determination Number 
INJ-012 

Original Determination Effective Date 
11/15/09 
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This is a new policy and can be read in its entirety on the CMS Website. This policy replaces all 
previous policies by Wisconsin Physicians Service (WPS) on this topic. See the "Coverage – 
Retired Policies" section of the Communiqué for the LCDs this policy will replace. 

� � � � � 

Contractor Name 
Wisconsin Physicians Service (WPS) 

New Local Coverage Determination (LCD) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05302, 05402,  
52280 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30151 

LCD Title 
Thrombopoietic Growth factor - Oprelvekin 

Contractor's Determination Number 
INJ-034 

Original Determination Effective Date 
11/15/09 

This is a new policy and can be read in its entirety on the CMS Website. This policy replaces all 
previous policies by Wisconsin Physicians Service (WPS) on this topic. See the "Coverage – 
Retired Policies" section of the Communiqué for the LCDs this policy will replace. 

� � � � � 
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Contractor Name 
Wisconsin Physicians Service (WPS) 

New Local Coverage Determination (LCD) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05302, 05402,  

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30143 

LCD Title 
Treatment of Varicose Veins of the Lower Extremities 

Contractor's Determination Number 
GSURG-041 

Original Determination Effective Date 
11/15/2009 

This is a new policy and can be read in its entirety on the CMS Website. It will replace the 
former Treatment of varicose veins of the lower extremities. See the "Coverage – Retired 
Policies" section of the Communiqué for this information. 

� � � � � 
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WE WANT YOUR COMMENTS 


The following DRAFT LCD’s are open for comment.  Comments will be accepted until 11/23/09. 

Comments and on these drafts can be sent to policycomments@wpsic.com. Please include 
the topic of the LCD on the e-mail address line. Please include published scientific studies 
and/or literature to support additional coverage.  

Individual responses to the comments will not be sent.  Responses will be available in a 
Comment and Response document that is posted with the Final LCD. 

LCD 
Database 

ID Number 
LCD Title 

Contractor 
Determination 

Number 
DL30471 Allergy Testing and Allergy Immunotherapy ALRG-001 
DL30473 Endoscopic Treatment of GERD GI-010 
DL30475 Sentinel Lymph Node Biopsy GSURG-036 
DL30479 Luteinizing Hormone-Releasing Hormone (LHRH) Analogs INJ-039 
DL30481 Epidural, Subarachnoid and Transforaminal Epidural 

Injections 
NEURO-007 

DL30483 Paravertebral Facet Joint Block and Facet Joint Denervation NEURO-008 
DL30485 Corneal Pachymetry OPTH-025 
DL30487 Cytogenetic Studies PATH-027 
DL30489 Psychiatry and Psychology Services PSYCH-014 
DL30514 Health and Behavior Assessment/Intervention PSYCH-015 
DL30491 Psychiatric Partial Hospitalization Program (PHP) PSYCH-016 
DL30441 Psychiatric Inpatient Hospitalization PSYCH-020 
DL30493 Electroconvulsive Therapy (ECT) PSYCH-025 
DL30510 Electromagnetic Navigation Bronchoscopy (ENB) PULM-009 
DL30516 Vertebroplasty (Percutaneous) and Kyphoplasty RAD-032 
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Coverage – Retired Policies 

~Legacy Providers Only~ 

WPS LCD Retirement Notification 

LCD Title 
Ambulance Services 

LCD Database ID Number 
L2483 

Primary Geographic Jurisdiction 
Fiscal Intermediary A 

Revision Effective Date 
11/01/2009 

This policy retirement affects the Legacy A providers; formerly Mutual of Omaha (transitioned to 
Wisconsin Physicians Service) 

The policy L2483 Ambulance Services for WPS providers under contractor number 52280 will 
be retired on 11/01/2009.  This policy is not being replaced by another policy.  WPS Medicare 
developed an Ambulance Guide that is posted on the Website that incorporates The CMS 
Medicare part A and B regulations for ambulance services.  The ambulance guide was 
developed to consolidate and clarify the regulations by CMS in the Publication Manuals and The 
Federal Register. 

The Ambulance Guide is available on the WPS Medicare Website at: 
http://www.wpsmedicare.com/part_a/education/ambulanceguide.pdf 

� � � � � 

~MAC Providers Only~ 

WPS LCD Retirement Notification 

LCD Title 
Ambulance Services 

LCD Database ID Number 
L26601 

Primary Geographic Jurisdiction 
MAC A 
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Revision Effective Date 
11/01/2009 

The policy L26601 Ambulance Services for WPS providers under contractor number 52280 will 
be retired on 11/01/2009.  This policy is not being replaced by another policy.  WPS Medicare 
developed an Ambulance Guide that is posted on the Website that incorporates The CMS 
Medicare part A and B regulations for ambulance services.  The ambulance guide was 
developed to consolidate and clarify the regulations by CMS in the Publication Manuals and The 
Federal Register. 

The Ambulance Guide is available on the WPS Medicare Website at: 
http://www.wpsmedicare.com/j5macparta/training/resources/provider_types/_files/ambul 
anceguide.pdf 

� � � � � 

~Legacy Providers Only~ 

WPS LCD Retirement Notification 
The following LCD is being retired effective 10/1/2009: 

LCD Title 
Chest X-Ray 

LCD Database ID Number 
L15235 

� � � � � 

~Legacy Providers Only~ 

WPS LCD Retirement Notification 

LCD Title 
Immune Globulins (formerly Intravenous Immune Globulin IVIG) 

LCD Database ID Number 
L19866 

This LCD will be retired 11/14/2009 and replaced with a new LCD Immune Globulins that will be 
in effect of all WPS contracts. The LCD Database ID for the new LCD will be L30147. 

� � � � � 
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~MAC Providers Only~ 

WPS LCD Retirement Notification 

LCD Title 
Interleukin-11 for Thrombocytopenia 

LCD Database ID Number 
L26607 

This LCD will be retired 11/14/2009 and replaced with a new LCD Immune Globulins that will be 
in effect of all WPS contracts. The LCD Database ID for the new LCD will be L30151 

� � � � � 

~MAC Providers Only~ 

WPS LCD Retirement Notification 

LCD Title 
Intravenous Immunoglobulin (IVIg) 

LCD Database ID Number 
L26714 

This LCD will be retired 11/14/2009 and replaced with a new LCD Immune Globulins that will be 
in effect of all WPS contracts. The LCD Database ID for the new LCD will be L30147. 
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Coverage – Revised Policies 

~Legacy Providers Only~ 


2010 ICD-9-CM Coverage 

Legacy Part A Policy Revisions (formerly Mutual of Omaha) 


Effective for claims submitted with dates of service on or after 10/01/2009, WPS will cover the 
new 2010 ICD-9-CM codes for the policies and procedures listed below.  The listed changes to 
these effected policies will be posted to the Websites after 10/01/2009. 

Policy Name/Number Policy Procedure 
Code 

2010 ICD-9-CM 
Changes/Additions/Deletions 

Cardiac Catheterization 
L15908 

93501, 93526-93529 416.2 added 
793.2 description change 

Transesophageal 
Echocardiography (Including 
Intraoperative TEE) 
L28574 

93312, 93313, 
93314, 93315, 93316 
and 93317 

239.8 deleted 
239.89 added 

Transthoracic 
Echocardiography (TTE) 
L28565 

93303, 93304, 
93306, 93307, 
93308, 93320, 
93321, 93325, 
93350, 93351 

239.8 deleted 
239.89 added 

Helicobacter Pylori Testing 
DL30163 

78267, 78268, 
83009, 83013, 
83014, 86677, 
87338 

041.86 description change 

Colonoscopy and 
Sigmoidoscopy-Diagnostic 
(GI-006) 
L30304 

44388-44394, 44397, 
45330-45335, 45337­
45342, 45345, 
45355, 45378-45387, 
45391, 45392 

Added 569.87 

Erythropoiesis Stimulating 
Agents (ESAs) in Cancer and 
Related Neoplastic 
Conditions 
NCD INJ-040 

J0881, J0885 285.3 New code replaces previous 
coding instructions 

Radiation Oncology Including 
Intensity Modulated Radiation 
Therapy (IMRT) 
RAD014 

77261-77470 (except 
77432) 

209.31 209.32, 209.33, 209.34, 209.35, 
209.36, 209.70, 209.71, 209.72, 
209.73, 209.74, 209.75, 209.79 

Cardiovascular Stress 
Testing CV-004 
L28563 

93015, 93016, 93017 
93018, 93350 

Added 416.2 

CV-033 
Non-invasive Vascular 
Testing 
L28586 

93875-93882 

93965-93971 

Added codes 438.10 - 438.19; 784.3­
784.59 

Added codes 416.2, 453.50-453.52; 
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453.6; 453.71-453.79, 453.81-453.89 
PATH-016 
Flow Cytometry  
L30161 

88184-88189 279.41, 279.49 

RAD-024 70336, 70540-70543, 239.8 Deleted 
Magnetic Resonance Imaging 70551-70553 239.81, 239.89 Added 
L28723 438.13, 438.14 Added 

71550-71552 V10.9 Deleted 
V10.90, V10.91 Added 

72195-72197, 74181­ 239.8 Deleted 
74183 239.81, 239.89 Added (*Note expanded 

to include entire range of 239.0-239.89) 
787.04 Added 

RAD-033 70450-70498 Range 140.0-209.30 expanded to 
Computerized Tomography 140.0-209.79 
(CAT Scans) 239.8 deleted 
L28544 Range 239.6-239.8 expanded to 239.6 

– 239.89 
438.13, 438.14 Added 

71250-71270 Range 140.0-209.30 expanded to 
140.0-209.79 
V10.9 Deleted 
V10.90, V10.91 Added 

72191-72194, 74150­ Range 140.0-209.30 expanded to 
74175, 75635 140.0-209.79 

239.8 deleted 
Range 239.6-239.8 expanded to 239.6 
– 239.89 
787.04 Added 

72125-72127 Range 140.0-209.30 expanded to 
140.0-209.79 

72128-72130 Range 140.0-209.30 expanded to 
140.0-209.79 

72131-72133 Range 140.0-209.30 expanded to 
140.0-209.79 

73200-73206 Range 140.0-209.69 expanded to 
140.0-209.79 

73700-73706 Range 140.0-209.69 expanded to 
140.0-209.79 

Psychiatry and Psychology 90802, 90810-90815, 784.42, Added 
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Services (PSYCH-014) 90823-90829, 90857 784.5 Deleted 
DL30489 784.51, 784.59 Added 

90801, 90802, 784.5 Deleted 
90804-90819, 90821­ 784.51, 784.59 Added 
908-24, 90826­
90829, 90845-90847, 
90849, 90853, 
90857,90862, 90865, 
90870, 90880, 
90885, 90887, 
90889, 90899, 
96101-96103, 96105, 
96110, 96111, 
96116, 96118-96120, 
96125, M0064 

DERM-008 11200, 11201, 11300 239.89 Added 
Removal of Benign Skin - 11313, 11400­
Lesions 11404, 11406, 
L30330 11420-11424, 11426, 

11440-11444, 11446, 
17110, 17111 

� � � � � 

~MAC Providers Only~ 

2010 ICD-9-CM Coverage 
MAC A Policy Revisions for Iowa, Kansas, Missouri and Nebraska 

Effective for claims submitted with dates of service on or after 10/01/2009, WPS will cover the 
new 2010 ICD-9-CM codes for the policies and procedures listed below.  The listed changes to 
these effected policies will be posted to the Websites after 10/01/2009. 

Policy Name/Number Policy Procedure Code 2010 ICD-9-CM 
Changes/Additions/Deletions 

Interventional 
Cardiology 
L26608 

793.2 description changed 

Rheumatoid Factor 
Testing 
L26585 

86430, 86431 Added 274.00-274.03 

Chemotherapy Drugs 
and their Adjuncts 
(HONC-010) 
L28576 

J0640, J9000, J9040, 
J9045, J9050, J9060, 
J9062, J9070, J9080, 
J9090, J9091, J9092, 
J9093, J9094, J9095, 

Added 
209.31, 209.32, 209.33, 209.34, 209.35,  
209.36, 209.70, 209.71, 209.72, 209.73, 
209.74, 209.75, 209.79, 239.81, 239.89 
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J9096, J9097, J9100, 
J9110, J9130, J9140, 
J9120, J9165, J9181, 
J9190, J9200, J9208, 
J9209, J9230, J9260, 
J9270, J9280, J9290, 
J9291, J9340, J9360, 
J9370, J9375, J9380 

CV-007 
Transesophageal 
Echocardiography 
(Including 
Intraoperative TEE) 
L28574 

93312, 93313, 93314, 
93315, 93316 and 93317 

239.8 deleted 
239.89 added 

CV-026 
Transthoracic 
Echocardiography 
(TTE) 
L28565 

93303, 93304, 93306, 
93307, 93308, 93320, 
93321, 93325, 93350, 
93351 

239.8 deleted 
239.89 added 

PATH-026 
Helicobacter Pylori 
Testing 
DL30163 

78267, 78268, 83009, 
83013, 83014, 86677, 
87338 

041.86 description change 

Colonoscopy and 
Sigmoidoscopy-
Diagnostic (GI-006) 
L30304 

44388-44394, 44397, 
45330-45335, 45337-45342, 
45345, 45355, 45378­
45387, 45391, 45392 

Added 569.87 

Erythropoiesis 
Stimulating Agents 
(ESAs) in Cancer and 
Related Neoplastic 
Conditions 
NCD INJ 040 

J0881, J0885 285.3 New code replaces previous 
coding instructions 

RAD-014 
Radiation Oncology 
Including Intensity 
Modulated Radiation 
Therapy (IMRT) 

77261-77470 (except 
77432) 

209.31 209.32, 209.33, 209.34, 209.35, 
209.36, 209.70, 209.71, 209.72, 209.73, 
209.74, 209.75, 209.79 

CV-004 
Cardiovascular Stress 
Testing 

93015, 93016, 93017 
93018, 93350 

Added 416.2 

CV033 
Non-invasive Vascular 
Testing 
L28586 

93875-93882 

93965-93971 

438.10 - 438.19; 784.3-784.59, Added 

416.2, 453.50 – 453.52, 453.6, 453.71­
453.79, 453.81-453.89, Added 

PATH-016 
Flow Cytometry 

88184-88189 279.41, 279.49 

RAD-024 
Magnetic Resonance 

70336, 70540-70543, 
70551-70553 

239.8 Deleted 
239.81, 239.89 Added 
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Imaging) 438.13, 438.14 Added 
L28723 

71550-71552 V10.9 Deleted 
V10.90, V10.91 Added 

72195-72197, 74181-74183 239.8 Deleted 
239.81, 239.89 Added (*Note expanded 
to include entire range of 239.0-239.89) 
787.04 Added 

Botulinum Toxin Type A 31513 description change 784.40, 784.49  
& Type B (INJ-018) 31570 added 784.42,784.43,784.44,  
L28555 31571 added 784.51,784.59 

64613 Deleted code 784.5 
RAD-033 70450-70498 Range 140.0-209.30 expanded to 140.0­
Computerized 209.79 
Tomography (CAT 239.8 deleted 
Scans) Range 239.6-239.8 expanded to 239.6 – 
L28544 239.89 

438.13, 438.14 Added 

71250-71270 Range 140.0-209.30 expanded to 140.0­
209.79 
V10.9 Deleted 
V10.90, V10.91 Added 

72191-72194, 74150-74175, Range 140.0-209.30 expanded to 140.0­
75635 209.79 

239.8 deleted 
Range 239.6-239.8 expanded to 239.6 – 
239.89 
787.04 Added 

72125-72127 Range 140.0-209.30 expanded to 140.0­
209.79 

72128-72130 Range 140.0-209.30 expanded to 140.0­
209.79 

72131-72133 Range 140.0-209.30 expanded to 140.0­
209.79 

73200-73206 Range 140.0-209.69 expanded to 140.0­
209.79 

73700-73706 Range 140.0-209.69 expanded to 140.0­
209.79 

PSYCH-014 90802, 90810-90815, 784.42, Added 
Psychiatry and 90823-90829, 90857 784.5 Deleted 
Psychology Services 
DL30489 

784.51, 784.59 Added 
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90801, 90802, 90804­ 784.5 Deleted 
90819, 90821-908-24, 784.51, 784.59 Added 
90826-90829, 90845-90847, 
90849, 90853, 
90857,90862, 90865, 
90870, 90880, 90885, 
90887, 90889, 90899, 
96101-96103, 96105, 
96110, 96111, 96116, 
96118-96120, 96125, 
M0064 

DERM-008 11200, 11201, 11300 - 239.89 Added 
Removal of Benign Skin 11313, 11400-11404, 
Lesions 11406, 11420-11424, 
L30330 11426, 11440-11444, 

11446, 17110, 17111 

� � � � � 


~MAC Providers Only~ 

Contractor Name 
Wisconsin Physicians Service (WPS) 

Contractor Type 
Carrier B 
MAC A 
MAC B 

LCD Database ID Number 
L28576 

LCD Title 
Chemotherapy Drugs and their Adjuncts 

Contractor's Determination Number 
HONC-010 

Revision Effective Date 
10/01/09 

Indications and Limitations of Coverage and/or Medical Necessity 
Section C 
34. Oxaliplatin (Eloxatin™) 0.5 mg (J9263) 

Ovarian –when used as single agent recurrence therapy for low-grade or focal 
recurrences after a disease free interval of more than 6 months. Or for recurrence 
therapy as a single agent for progressive or stable disease on primary chemotherapy 
183.0-183.9 
Testes 186.0, 186.9 
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40. 	 Pemetrexed Disodium (Alimta™), 10 mg (J9305) 
Previously untreated cervical cancer 180.0-180.9 

Section E 
2. 	 Trastuzumab (Herceptin) 10 mg (J9355) 

Gastric Cancer 151.0-151.9 

Used in combination with systemic chemotherapy for the treatment of patients with 
advanced gastric cancer that is HER-2 positive as determined by a standardized 
method. 

The following language changes have been made to Cetuximab and Panitumumab: 

10. Cetuximab (Erbitux™) (J9055) 10 mg 
Removed: Therefore; if the patient fails on a recombinant monoclonal human 
monoclonal antibody it would not be appropriate to use this drug.  

Added: If the patient has disease progression on an Epidermal Growth Factor Receptor 
(EGFR) monoclonal antibody, it would not be appropriate to use this drug. 

37. Panitumumab (Vectibix), 10 mg (J9303) 
Removed:  Therefore, if the patient fails on a human/mouse (chimeric) antibody it would 
not be appropriate to use this drug. 

Added: If the patient has disease progression on an Epidermal Growth Factor Receptor (EGFR) 
monoclonal antibody, it would not be appropriate to use this drug. 

� � � � � 

~Legacy Providers Only~ 

Contractor Name 
Wisconsin Physicians Service (WPS) 

Contractor Number 
52280 

Contractor Type 
Fiscal Intermediary A 

LCD Database ID Number 
L23363 

LCD Title 
Erythropoiesis Stimulating Agents* 

ICD-9 Codes that Support Medical Necessity 
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1. EPO or DPA for ESRD on Dialysis J0886 or J0882 

285.21 Anemia in end-stage renal disease 

*2. EPO or DPA for chronic renal disease not on dialysis J0885 or J0881 

285.21 Anemia in end-stage renal disease 

AND one of the following 

585.3 - 585.9 Chronic renal disease (CRD) (Use one of these codes to indicate CRD not yet 
on dialysis) 

Revision Effective Date 
•	 11/16/2009 

� � � � � 

~MAC Providers Only~ 

Contractor Name 
Wisconsin Physicians Service (WPS) 

Contractor Number 
00951, 00952, 00953, 00954 

Contractor Type 
MAC A 
MAC B 

LCD Database ID Number 
L26655 

LCD Title 
Erythropoiesis Stimulating Agents 

Epoetin alfa (EPO), Darbepoetin alfa (DPA) 


Contractor's Determination Number 
INJ-523 

ICD-9 Codes that Support Medical Necessity 

1. 	 EPO or DPA for ESRD on Dialysis J0886 or J0882 
285.21 Anemia in end-stage renal disease 

2. 	 EPO or DPA for indications other than ESRD on dialysis J0885 or J0881 

*EPO or DPA for chronic renal disease not on dialysis J0885 or J0881 
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285.21 Anemia in end-stage renal disease 

AND one of the following 
585.3 - 585.9	 Chronic renal disease (CRD) (Use one of these codes to indicate 

CRD not yet on dialysis). 

Revision Effective Date 
*11/16/2009 

Coding Guidelines 

*C. Effective for claims with dates of service on and after January 1, 2008, non-ESRD ESA 
services for HCPCS J0881 or J0885 billed with modifier EC (ESA, anemia, non-
chemo/radio) shall be denied when any one of the following diagnosis codes is present on 
the claim: 
[80.12 – Claims Processing Rules for ESAs Administered to Cancer Patients for Anti-
Anemia Therapy (Rev. 1413; Issued: 01-14-08; Effective: 07-30-07; Implementation: 04-07­
08)] 

•	 any anemia in cancer or cancer treatment patients due to folate deficiency (281.2), 
•	 B-12 deficiency (281.1, 281.3), 
•	 iron deficiency (280.0-280.9), 
•	 hemolysis (282.0, 282.2, 282.9, 283.0, 283.2, 283.9-283.10, 283.19), or 
•	 bleeding (280.0, 285.1), 
•	 anemia associated with the treatment of acute and chronic myelogenous leukemias 

(CML, AML) (205.00-205.21, 205.80-205.91); or 
•	 erythroid cancers (207.00-207.81). 

� � � � � 

National Coverage Determination 

Erythropoiesis Stimulating Agents (ESAs) in Cancer and Related Neoplastic Conditions 

Contractor Name 
Wisconsin Physicians Service (WPS) 

Billing and Coding Guidelines 

Local Coding Guidelines: 
EPO or DPA for indications other than ESRD on dialysis 
J0885 Injection of EPO, per 1000 units 
J0881 Injection of DPA, per 1 mcg  

*For chemotherapy induced anemia use to indicate the anemia is secondary to chemotherapy 
properly administered to treat neoplastic diseases 

*285.3 Antineoplastic chemotherapy induced anemia 
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The above coding instructions replace the following effective 10/01/2009. 

Local Coding Guidelines: 
EPO or DPA for indications other than ESRD on dialysis 
J0885 Injection of EPO, per 1000 units 
J0881 Injection of DPA, per 1 mcg  

For chemotherapy induced anemia use 995.20 to indicate the anemia is secondary to 
chemotherapy properly administered to treat neoplastic diseases.  Also indicate the diagnostic 
code for the disease being treated. 

(Three diagnosis codes will be required when billing for chemotherapy induced anemia: 285.8 or 
285.9 to indicate the anemia; 995.20 to indicate the chemotherapy and a third code to indicate 
the underlying condition.) 

� � � � � 

~Legacy Providers Only~ 

LCD Title 
Inpatient Psychiatric Services 

LCD Number 
L18183 

Contractor's Determination Number 
2005-1R1 

Contractor Type 
Fiscal Intermediary A 

Effective Date 
06/09/2006 

Revision to the section regarding certification and re-certification dates.  Language taken from 
CMS Publication 100-01, Medicare General Information, Eligibility, and Entitlement Manual, 
Chapter 4, Section 10.9 (effective May 9, 2006), no change in coverage noted with revision as 
claims were processing according to the Federal Register and IOM regulations, effective date 
changed to 05/06/2006. 
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� � � � � 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L30149 

LCD Title 
Intra-articular Injections of Hyaluronan  

Contractor's Determination Number 
INJ-033 

Indications and Limitations: 
For services provided between February 26, 2009, through December 31, 2009, contractors 
shall instruct hospitals to bill for Synvisc-One® using three (3) units of the Healthcare Common 
Procedure Coding System (HCPCS) Code J7322 (Hyaluronan or derivative, Synvisc, for intra-
articular injection, per dose).  

All settings should bill Synvisc-One® using HCPC’s code J7322 with 3 units of service.  

HCPC’s codes J3490 and C9399 have been removed from the LCD.  The instructions for billing 
NOC codes (J3490 and C9399) have been removed from the billing and coding guideline that is 
associated with this document. 

� � � � � 

Contractor Name 
Wisconsin Physicians Service (WPS) 

Contractor Number 
00951, 00952, 00953, 00954 
05101, 05201, 05301, 05401, 
05102, 05202, 05392, 05302,  
05402, 52280 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

LCD Database ID Number 
L28586 

LCD Title 
Noninvasive Vascular Testing (N.I.V.T.)  
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Contractor's Determination Number 
CV-033 

ICD-9 Codes that Support Medical Necessity 
b. Duplex scan of aorta, inferior vena cava, iliac vasculature, or bypass grafts, (93978 - 

93979): 

*Atherosclerosis of aorta *440.0 

� � � � � 

Coding and Billing Guidelines Revision 

Article Type 
LCD Companion Article 
For LCD L28574 

Article Title 

Coding and Billing Guidelines for CV-007 (Transesophageal Echocardiography – 

Including Intraoperative TEE) 


CPT code 93321 inadvertently omitted from sentences two and six under section entitled  
Coding Guidelines: Intraoperative TEE 

� � � � � 

LCD Companion Article Revision 

Contractor’s Policy Number 
CV-026 

Contractor Type 
Carrier B 
Fiscal Intermediary A 
MAC A 
MAC B 

Article Title 
Transthoracic Echocardiography 

Revision Effective Date 
NA 

Coding Guidelines 
For the purpose of clarification the following statement was added; 
The contrast HCPCS Q-codes associated with these services should be reported separately.  

For the purpose of clarification deleted the following statement; Facilities billing the C codes 
described above should not bill separately for contrast agents (Q9955, Q9956 or Q9957). 
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General Information 

INFLUENZA PANDEMIC EMERGENCY -- THE MEDICARE PROGRAM 
PREPARES 

~Rescinded MLN Matters~ 

MLN Matters Number: SE0836 Rescinded Related Change Request (CR) #: N/A 
Related CR Release Date: N/A Effective Date: N/A 
Related CR Transmittal #: N/A Implementation Date: N/A 

Note: The Centers for Medicare & Medicaid Services rescinded this article on September 11, 
2009. 

QUARTERLY PROVIDER UPDATE 

The Quarterly Provider Update is a comprehensive resource published by the Centers for 
Medicare & Medicaid Services (CMS) on the first business day of each quarter. It is a listing of 
all non-regulatory changes to Medicare, including Program Memoranda, manual changes, and 
any other instructions that could affect providers. Regulations and instructions published in the 
previous quarter are also included in the Update. The purpose of the Quarterly Provider Update 
is to: 
•	 Inform providers about new developments in the Medicare program; 
•	 Assist providers in understanding CMS programs and complying with Medicare 


regulations and instructions; 

•	 Ensure that providers have time to react and prepare for new requirements; 
•	 Announce new or changing Medicare requirements on a predictable schedule; and 
•	 Communicate the specific days that CMS business will be published in the Federal 

Register. 

The Quarterly Provider Update can be accessed at 
http://www.cms.hhs.gov/QuarterlyProviderUpdates/ 

We encourage you to bookmark this Website and visit it often for this valuable information. To 
receive notification when regulations and program instructions are added throughout the 
quarter, sign up for the Quarterly Provider Update Listserv (electronic mailing list) at 
http://subscriptions.cms.hhs.gov/service/subscribe.html?code=USCMS_460 
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Provider Education 

EDUCATION SCHEDULE 

If you are a Legacy Part A provider in the United States and/or U.S. Virgin Islands, who 
previously contracted with Mutual of Omaha and joined WPS in November 2007, please visit the 
WPS Medicare Education Schedule at 
http://www.wpsmedicare.com/part_a/education/seminars.shtml and 
http://www.wpsmedicare.com/part_a/education/teleconferences.shtml to learn more about 
and to register for the educational events we have scheduled in the upcoming months. 

If you are a Jurisdiction 5 (J5) Medicare Administrative Contractor (MAC) Part A provider in 
Iowa, Kansas, Missouri, and/or Nebraska, please visit the WPS Medicare Education Schedule 
at http://www.wpsmedicare.com/j5macparta/training/training_programs/ to learn more 
about and to register for the educational events we have scheduled in the upcoming months. 
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WPS MEDICARE PROVIDER SERVICES 

For additional information on the content of this newsletter, changes in policy or procedures, 
how to obtain a hardcopy of a Local Coverage Determination (LCD), or if you experience 
difficulties obtaining a policy on our Website, please contact a customer service representative 
at the telephone numbers/addresses listed below. 

Part A Legacy 
Central Region Northeast Region 
WPS Medicare 
P.O. Box 1602  

Omaha, NE 68101 
(866) 580-5984 

WPS Medicare 
P.O. Box 1602  

Omaha, NE 68101 
(866) 580-5945 

Southeast Region West Region 
WPS Medicare 
P.O. Box 1602  

Omaha, NE 68101 
(866) 580-5981 

WPS Medicare 
P.O. Box 1602  

Omaha, NE 68101 
(866) 580-5987 

Part A MAC (IA, KS, MO, NE) 
Iowa Kansas 

WPS Medicare Part A 
General Correspondence 

P.O. Box 7665 
Madison, WI 53707-7665 

(866) 518-3285 

WPS Medicare Part A 
General Correspondence 

P.O. Box 7576 
Madison, WI 53707-7576 

(866) 518-3285 
Missouri Nebraska 

WPS Medicare Part A 
General Correspondence 

P.O. Box 8890 
Madison, WI 53707-8890 

(866) 518-3285 

WPS Medicare Part A 
General Correspondence 

P.O. Box 8799 
Madison, WI 53708-8799 

(866) 518-3285 

VISIT THE WPS MEDICARE WEBSITE FOR ALL YOUR MEDICARE NEEDS 

WPS Medicare would like to remind providers that the Communiqué does not include all the 

information needed by Medicare providers. While the publication does include general 

information, articles, and updates, the most comprehensive source of WPS Medicare 

information is the WPS Medicare Website (http://www.wpsmedicare.com/), which we update 

at least twice weekly. For weekly Medicare updates delivered straight to your e-mail inbox, sign 

up for WPS Medicare eNews at http://www.wpsmedicare.com/listserv. 


WPS MEDICARE eNEWS MESSAGES 

Stay up-to-date on Medicare issues by signing up for our free WPS Medicare eNews Listserv. By 
subscribing, you can enjoy a free, easy, and secure way to stay current on the latest Medicare 
information, with the option to unsubscribe at any time. To receive our eNews Messages, go to 
http://www.wpsmedicare.com/listserv. Follow our site’s instructions for signing up and simply 
check your e-mail regularly to receive the latest Medicare information. 

http://www.wpsmedicare.com/
http://www.wpsmedicare.com/listserv
http://www.wpsmedicare.com/listserv



