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Claim Submission 

ADDING A NEW SPECIALTY CODE FOR SPEECH LANGUAGE 

PATHOLOGISTS (SLP)
 

~CMS MLN Matters~ 


MLN Matters Number: MM6292 Related Change Request (CR) #: 6292 
Related CR Release Date: February 20, 2009 Effective Date: July 1, 2009 
Related CR Transmittal #: R1686CP Implementation Date: July 6, 2009 

Provider Types Affected 
Speech Language Pathologists and other providers who bill Medicare carriers, fiscal 
intermediaries (FI), or Medicare Administrative Contractors (MACs) for speech language 
pathology services provided to Medicare beneficiaries. 

What You Need to Know 
CR 6292, from which this article is taken, announces that the Centers for Medicare & Medicaid 

Services (CMS) has developed a new specialty code to categorize speech pathology services. 

This new code (specialty code 15) is effective July 1, 2009.  

Providers and suppliers use CMS specialty codes to ensure that their claims are processed and 

paid correctly. Section 143 of the Medicare Improvements for Patients and Providers Act of 

2008 (MIPPA) amends the Social Security Act to permit Speech Language Pathologists (SLP) 

to apply for enrollment as suppliers in Medicare beginning July 1, 2009. This will allow SLPs in 

private practice to bill Medicare directly for their services. 


Additional Information 
You can find the official instruction, CR6292, issued to your carrier, FI, or MAC by visiting 
http://www.cms.hhs.gov/Transmittals/downloads/R1686CP.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. 

APRIL 2009 QUARTERLY AVERAGE SALES PRICE (ASP) MEDICARE 
PART B DRUG PRICING FILES AND REVISIONS TO PRIOR 

QUARTERLY PRICING FILES 
~CMS MLN Matters~ 

MLN Matters Number: MM6380 Related Change Request (CR) #: 6380 
Related CR Release Date: February 20, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1685CP Implementation Date: April 6, 2009 

Provider Types Affected 
Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, DME 
Medicare Administrative Contractors (DME MACs), Fiscal Intermediaries (FIs), A/B Medicare 
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clotting furnishing factor of $0.146 per I.U. is added to the payment amount for the blood 
clotting factor when the blood clotting factor is not included on the ASP file. For 2007, 
the blood clotting furnishing factor of $0.152 per I.U. is added to the payment amount for 
the blood clotting factor when the blood clotting factor is not included on the ASP file. For 
2008, the blood clotting furnishing factor of $0.158 per I.U. is added to the payment 
amount for the blood clotting factor when the blood clotting factor is not included on the 
ASP file. For 2009, the blood clotting furnishing factor of $0.164 per I.U. is added to the 
payment amount for the blood clotting factor when the blood clotting factor is not 
included on the ASP file.  

Note: At the contractors’ discretion, contractors may contact CMS to obtain payment limits for 
drugs and biologicals not included in the quarterly ASP or NOC files or otherwise made 
available by CMS on the CMS Website. If the payment limit is available from CMS, contractors 
will substitute CMS-provided payment limits for pricing based on WAC or invoice pricing. CMS 
will provide the payment limits either directly to the requesting contractor or via posting an MS 
Excel file on the CMS Website. 

•	 The payment allowance limits for new drugs and biologicals that are produced or 
distributed under a new drug application (or other new application) approved by the 
Food and Drug Administration and that are not included in the ASP Medicare Part B 
Drug Pricing File or Not Otherwise Classified (NOC) Pricing File are based on 106 
percent of the WAC, or invoice pricing if the WAC is not published, except under OPPS 
where the payment allowance limit is 95 percent of the published AWP. This policy 
applies only to new drugs and biologicals that were first sold on or after January 1, 2005. 
Your Medicare contractor, at their discretion, may contact CMS to obtain payment limits 
for new drugs and biologicals not included in the quarterly ASP or NOC files or otherwise 
made available by CMS on the CMS Website. If the payment limit is available from CMS, 
contractors will substitute CMS-provided payment limits for pricing based on WAC or 
invoice pricing. 

•	 The payment allowance limits for radiopharmaceuticals are not subject to the ASP 
payment methodology. Medicare contractors will determine payment limits for 
radiopharmaceuticals based on the methodology in place as of November 2003 in the 
case of radiopharmaceuticals furnished in other than the hospital outpatient department. 
Radiopharmaceuticals furnished in the hospital outpatient department are paid charges 
reduced to cost by the hospital’s overall cost to charge ratio. 

Quarterly Payment Files 
On or after March 16, 2009, the April 2009 ASP NOC files will be available for retrieval from the 
CMS ASP Webpage along with revisions to prior ASP NOC files, if CMS determines that 
revisions to these prior files are necessary. The payment files will be applied to claims 
processed or reprocessed on or after the effective date of CR 6380 (April 1, 2009) for the dates 
of service noted in the table that follows. 

Please be aware that your Medicare contractor will not search and adjust claims that have 
already been processed unless you bring them to their attention. 
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Payment Allowance Limit Revision Date Applicable Dates of Service 
April 2009 ASP and ASP NOC files April 1, 2009, through June 30, 2009 
January 2009 ASP and NOC Files January 1, 2009, through March 31, 2009 
October 2008 ASP and NOC Files October 1, 2008, through December 31, 2008 

July 2008 ASP and NOC files July 1, 2008, through September 30, 2008 
April 2008 ASP and ASP NOC files April 1, 2008, through June 30, 2008 

NOTE: The absence or presence of a HCPCS code and its associated payment limit does not 
indicate Medicare coverage of the drug or biological. Similarly, the inclusion of a payment limit 
within a specific column does not indicate Medicare coverage of the drug in that specific 
category. The local Medicare contractor processing the claim will make these determinations 

Drugs Furnished During Filling or Refilling an Implantable Pump or Reservoir 
Physicians (or a practitioner described in the Social Security Act (Section 1842(b) (18) (C); see 
http://www.ssa.gov/OP_Home/ssact/title18/1842.htm on the Internet) may be paid for filling 
or refilling an implantable pump or reservoir when it is medically necessary for the physician (or 
other practitioner) to perform the service. Contractors must find the use of the implantable pump 
or reservoir medically reasonable and necessary in order to allow payment for the professional 
service to fill or refill the implantable pump or reservoir and to allow payment for drugs furnished 
incident to the professional service. 
If a physician (or other practitioner) is prescribing medication for a patient with an implantable 
pump, a nurse may refill the pump if the medication administered is accepted as a safe and 
effective treatment of the patient’s illness or injury; there is a medical reason that the medication 
cannot be taken orally; and the skills of the nurse are needed to infuse the medication safely 
and effectively. Payment for drugs furnished incident to the filling or refilling of an implantable 
pump or reservoir is determined under the ASP methodology, as described above, except that 
pricing for compounded drugs is done by your local Medicare contractor. 

Additional Information 
The official instruction, CR 6380, issued to your carrier, FI, A/B MAC, RHHI, and DME MAC 
regarding this change may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R1685CP.pdf on the CMS Website. 

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

11
 
This bulletin should be shared with all health care practitioners and managerial members of 

the provider staff. Bulletins are available at no cost from our Website at: 
http://www.wpsmedicare.com 

http://www.ssa.gov/OP_Home/ssact/title18/1842.htm
http://www.cms.hhs.gov/Transmittals/downloads/R1685CP.pdf
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://www.wpsmedicare.com


      
 

 
 

 

 
 

 
 

 

 
 

 

 
 

 

 

 

 
  

 

P a r t  B  	 C o m m u n i q u é  A p r i l  2 0 0 9  

APRIL 2009 UPDATE TO THE AMBULATORY SURGICAL CENTER 
(ASC) PAYMENT SYSTEM; SUMMARY OF PAYMENT POLICY 

CHANGES/MANUAL REVISIONS 
~CMS MLN Matters~ 

MLN Matters Number: MM6424 Related Change Request (CR) #: 6424 
Related CR Release Date: March 13, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R104BP, R1698CP Implementation Date: April 6, 2009 

Provider Types Affected 
ASCs that submit claims to Medicare Administrative Contractors (MACs) and carriers, for 
services provided to Medicare beneficiaries paid under the ASC payment system 

Provider Action Needed 
This article is based on Change Request (CR) 6424 which describes changes to, and billing 
instructions for, payment policies implemented in the April 2009 ASC update. This update 
provides updated payment rates for selected separately payable drugs and biologicals and 
provides rates and descriptors for newly created Level II Healthcare Common Procedure 
Coding System (HCPCS) codes for drugs and biologicals. Be sure your billing staff is aware of 
these changes. Be sure billing staff know of these changes. 

Background 
CR 6424 describes changes to, and billing instructions for, payment policies implemented in the 
April 2009 ASC payment system update. Final policy under the revised ASC payment system, 
as set forth in the final rule CMS-1517-F, requires that ASC payment rates for covered 
separately payable drugs and biologicals be consistent with the payment rates under the 
Medicare hospital outpatient prospective payment system (OPPS). Those rates are updated 
quarterly. Therefore, beginning with the update notification (Transmittal R1488CP, CR5994) 
issued April 9, 2008, the Centers for Medicare & Medicaid Services (CMS) has issued quarterly 
updates to ASC payment rates for separately paid drugs and biologicals. CMS also updates the 
lists of covered surgical procedures and covered ancillary services to include newly created 
HCPCS codes, as appropriate. CR 6424 provides an updated payment rate for a current 
HCPCS drug code, a payment rate and descriptor for a newly created HCPCS drug code and a 
corrected payment rate for another HCPCS drug code. 

In CR 6424, CMS issues instructions to their contractors to modify their systems to include new 
payment rates for some separately payable drugs and biologicals. CR 6424 also includes 
updates to the Medicare Benefit Policy Manual, Chapter 15, section(s) 260.1 and the Medicare 
Claims Processing Manual, Chapter 14, section(s) 10.1. The revised language in these manuals 
clarifies CMS policy related to potential changes in Medicare certification status by ASCs that 
are operated by hospitals and is intended to prohibit such an entity from switching from one 
payment method to another to maximize revenues. 

Key Points of CR 6424 
CR 6424 provides the following key points of information:  
•	 CMS reminds ASCs that under the ASC payment system 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 
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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, ASCs are reminded that it is not appropriate to bill HCPCS 
code C9399. 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. 

•	 One new HCPCS drug code has been created that is payable for dates of service on or 
after April 1, 2009. The new HCPCS code is C9249, the long descriptor is Injection, 
certolizumab pegol, 1 mg, and the payment indicator (PI) is K2. 

•	 Corrections to the ASC PI and payment rate for HCPCS code J3300 (Injection, 
triamcinolone acetonide, preservative free, 1 mg) effective January 1, 2009 were 
included in the January 26, 2009, Federal Register. The short descriptor is 
Triamcinolone A inj PRS-free, the PI is K2 and the payment rate is $3.18. ASCs may 
submit a claim(s) to receive separate payment for this HCPCS code when the service 
was originally provided as a packaged service to the surgical procedure during the 
affected dates of service. 

•	 For dates of service beginning April 1, 2009, HCPCS code C9247 (Injection, 
iobenguane, I-123, diagnostic) is eligible for separate payment under the ASC payment 
system when it is provided integral to a covered surgical procedure. The short descriptor 
for HCPCS code C9247 is Inj, iobenguane, I-123, dx and the updated PI is K2. 

•	 ASCs are reminded of the correct reporting of drugs and biologicals when used as 
implantable devices and the correct reporting of units for drugs. 

•	 The Medicare Improvement for Patients and Providers Act of 2008 (MIPPA) extended 
the requirement for CMS to pay hospitals for brachytherapy sources for the period of 
July 1, 2008 through December 31, 2009, at the hospital’s charges adjusted to costs. 
ASC payment policy is to make payment at the OPPS rate for brachytherapy sources 
when a prospective rate is available. Consistent with the MIPPA, there is no prospective 
rate under the OPPS for the period July 1, 2008 through December 31. 2009. Therefore, 
for those dates of service payment to ASCs for brachytherapy sources will be made at 
contractor-priced amounts, consistent with ASC payment policy when no OPPS 
prospective rate is available.  

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 
CMS Website. 

The official instruction (CR6424) was issued to your Medicare MAC and/or FI in two 
transmittals: 
•	 http://www.cms.hhs.gov/transmittals/downloads/R1698CP.pdf and 
•	 http://www.cms.hhs.gov/transmittals/downloads/R104BP.pdf on the CMS Website.  

13
 
This bulletin should be shared with all health care practitioners and managerial members of 

the provider staff. Bulletins are available at no cost from our Website at: 
http://www.wpsmedicare.com 

http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://www.cms.hhs.gov/transmittals/downloads/R1698CP.pdf
http://www.cms.hhs.gov/transmittals/downloads/R104BP.pdf
http://www.wpsmedicare.com


      
 

 
 

 

 
 

 
 

 

 
 

  
 

 

 
 

 

 
 

 

   

P a r t  B  C o m m u n i q u é  A p r i l  2 0 0 9  

APRIL UPDATE TO THE 2009 MEDICARE PHYSICIAN FEE 

SCHEDULE DATABASE (MPFSDB) 


~CMS MLN Matters~ 


MLN Matters Number: MM6397 Related Change Request (CR) #: 6397 
Related CR Release Date: March 4, 2009 Effective Date: January 1, 2009 
Related CR Transmittal #: R1691CP Implementation Date: April 6, 2009 

Provider Types Affected 
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) 6397 which amends payment files that were 
issued to contractors based upon the 2009 Medicare Physician Fee Schedule (MPFS) Final 
Rule. Physical therapists should pay particular attention to the “Background Section” regarding 
the billing of Canalith repositioning procedures. 

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. 

Canalith Repositioning 
In the 2009 MPFS Final Rule, the Centers for Medicare & Medicaid Services (CMS) discussed a 
newly created CPT code, 95992, describing canalith repositioning procedures. CMS indicated 
that, prior to the new CPT code, this service was billed by physicians as part of an Evaluation 
and Management service, and by other practitioners, primarily therapists, using existing codes. 
CMS assigned the code a status indicator of B (bundled), and stated that bundling this code is 
most appropriate because this service is currently being paid for as part of an Evaluation and 
Management (E and M) service. However, since therapists also provide this service and they 
cannot bill for E and M services, they should continue to bill CPT code 97112 for this service. 

2009 Physician Quality Reporting Initiative (PQRI) Program 
CMS identified a technical problem affecting twenty quality-data codes (QDCs) used for 
reporting thirteen quality measures through the claims-based method for the 2009 Physician 
Quality Reporting Initiative (PQRI). These twenty QDCs are new codes for the 2009 PQRI. The 
CPT II codes and the 2009 PQRI measures affected are listed below. 

CPT II 
Code 

Measure 
# Measure 

3250F 99 Breast Cancer Resection Pathology Reporting: pT Category (Primary 
Tumor) and pN Category (Regional Lymph Nodes) with Histologic Grade 

3250F 100 Colorectal Cancer Resection Pathology Reporting: pT Category (Primary 
Tumor) and pN Category (Regional Lymph Nodes) with Histologic Grade 
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CPT II 
Code 

Measure 
# Measure 

3570F 147 Nuclear Medicine: Correlation with Existing Imaging Studies for All 
Patients Undergoing Bone Scintigraphy 

3016F 173 Preventive Care and Screening: Unhealthy Alcohol Use – Screening 
3455F 176 Rheumatoid Arthritis (RA): Tuberculosis Screening 
4195F 176 Rheumatoid Arthritis (RA): Tuberculosis Screening 
4196F 176 Rheumatoid Arthritis (RA): Tuberculosis Screening 
3470F 177 Rheumatoid Arthritis (RA): Periodic Assessment of Disease Activity 
3471F 177 Rheumatoid Arthritis (RA): Periodic Assessment of Disease Activity 
3472F 177 Rheumatoid Arthritis (RA): Periodic Assessment of Disease Activity 
1170F 178 Rheumatoid Arthritis (RA): Functional Status Assessment 
3475F 179 Rheumatoid Arthritis (RA): Assessment and Classification of Disease 

Prognosis 
3476F 179 Rheumatoid Arthritis (RA): Assessment and Classification of Disease 

Prognosis 
0540F 180 Rheumatoid Arthritis (RA): Glucocorticoid Management 
4192F 180 Rheumatoid Arthritis (RA): Glucocorticoid Management 
4193F 180 Rheumatoid Arthritis (RA): Glucocorticoid Management 
4194F 180 Rheumatoid Arthritis (RA): Glucocorticoid Management 
4148F 183 Hepatitis C: Hepatitis A Vaccination in Patients with HCV 
4149F 184 Hepatitis C: Hepatitis B Vaccination in Patients with HCV 
0529F 185 Endoscopy & Polyp Surveillance: Colonoscopy Interval for Patients with a 

History of Adenomatous Polyps – Avoidance of Inappropriate Use  
4267F 186 Wound Care: Use of Compression System in Patients with Venous Ulcers 

In most instances, the technical problem has caused line items containing any of the QDCs 
listed above to reject/return as unprocessable. In those circumstances, the eligible professional 
(EP) received a message other than N365 indicating that the procedure code was not accepted 
for reporting proposes. Since this is an issue that affects claims-based PQRI reporting only, the 
reporting of quality measures through registries is not affected. CMS is actively working with the 
carriers and A/B MACs to address this issue. All carriers and A/B MACs will be able to accept 
the affected codes within the next 3 weeks. Once this has been accomplished, submission of 
the affected CPT II codes will result in the normal N365 message on the remittance advice 
indicating that the code has been accepted for reporting purposes.  
In order to minimize any adverse impact on EPs for determination of satisfactory reporting for 
affected measures, CMS will exclude from the reporting denominator all cases for dates before 
which the carriers and A/B MACs could accept the affected CPT II codes, unless inclusion of 
cases for such dates is more favorable to the EP. In view of this, EPs have the option to seek 
correction of 1st Quarter (i.e., January 1, 2009 – March 31, 2009) QDC submissions which were 
returned as unprocessed if desired, but EPs would not be required to seek correction for the 
affected codes. The two basic options for EPs are: 
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A. Do not seek correction of the submitted codes which were returned unprocessed. 
As indicated above, CMS will exclude from the determination of satisfactory reporting 
cases for dates prior to the date the carriers and A/B MACs can process the relevant 
codes. Thus, EPs are not required to seek correction of claims. On the other hand, EPs 
who have begun to submit codes for the affected measures should continue to submit 
such codes. The beginning of acceptance of the codes will be apparent when the N365 
message is noted on the remittance advice. The 2009 reporting period will not be 
changed and the EP who qualifies for the incentive based on the listed or affected 
measures will receive the 2% incentive payment with respect to the entire reporting 
period. 

B. Seek correction of the submitted codes that were returned unprocessed. 
In certain circumstances, EPs may desire to seek correction of the unprocessed claims. 
To accomplish this, EPs who have already billed and included any of the listed QDCs for 
dates of service January 1, 2009 and after and received a message other than N365 on 
their remittance advice, can call their carrier or A/B MAC and request a correction 
beginning April 1, 2009. In this case the EP should be prepared to give specific claim 
information to the carrier or A/B MAC, such as, the internal control number (ICN), the 
beneficiary’s health insurance claim number (HIC), dates of service and the QDCs. EPs 
who began reporting the affected measures using the Measures Group Consecutive 
Method during the first three months of 2009 may find that it is worthwhile to pursue 
correction. 

Note: PQRI reporting and performance rate analysis for ONLY the affected measures will 

initially be performed after excluding cases for the first three months of 2009. If an EP does not 

qualify based on this calculation, then the EP’s claims without excluding claims for the first 3 

months of 2009 will be evaluated. Thus, the determination of satisfactory reporting will be 

evaluated both ways for all EPs who report on the relevant measures. 


Other specific changes included in the April Update to the 2009 MPFSDB are detailed in 

Attachment 1 of CR 6397. That CR is available at
 
http://www.cms.hhs.gov/Transmittals/downloads/R1691CP.pdf on the CMS Website. Key 

changes, however, are summarized as follows: 


These Current Procedural Terminology /Healthcare Common Procedure Coding System 

(CPT/HCPCS) codes are assigned a Procedure Status = M as follows: 

0529F, 0540F, 1170F, 3016F, 3250F, 3455F, 3470F, 3471F, 3472F, 3475F, 3476F, 3570F, 

4148F, 4149F, 4192F, 4193F, 4194F, 4195F, 4196F, 4267F, G8489, G8490, G8491, G8492, 

G8493, G8494.  


These CPT/HCPCS codes are assigned a Procedure Status = I as follows:  

0575F, 4270F, 4271F, 4279F, 4280F.  


Physicians/providers should also note the following:  


CPT/HCPCS ACTION 
93351 	 Global Long Descriptor: Echocardiography, transthoracic, real-time with image 

documentation (2D), includes M-mode recording, when performed, during rest 
and cardiovascular stress test using treadmill, bicycle exercise and/or 
pharmacologically induced stress, with interpretation and report; including 
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performance of continuous electrocardiographic monitoring, with physician 
supervision 

Short Descriptor: Stress tte complete 

93351 TC 	 Long Descriptor: Echocardiography, transthoracic, real-time with image 
documentation (2D), includes M-mode recording, when performed, during rest 
and cardiovascular stress test using treadmill, bicycle exercise and/or 
pharmacologically induced stress, with interpretation and report; including 
performance of continuous electrocardiographic monitoring, with physician 
supervision 

Short Descriptor: Stress tte complete 

93351 26 	 Long Descriptor: Echocardiography, transthoracic, real-time with image 
documentation (2D), includes M-mode recording, when performed, during rest 
and cardiovascular stress test using treadmill, bicycle exercise and/or 
pharmacologically induced stress, with interpretation and report; including 
performance of continuous electrocardiographic monitoring, with physician 
supervision 

Short Descriptor: Stress tte complete 

Descriptor Changes 
The long descriptor has been revised for the following codes:  

CPT 
Code Revised Long Descriptor 

Revised 
Short 

Descriptor 
G0248 Demonstration, prior to initiation of home INR monitoring, for patient with 

either mechanical heart valve(s), chronic atrial fibrillation, or venous 
thromboembolism who meets Medicare coverage criteria, under the 
direction of a physician; includes: face-to-face demonstration of use and 
care of the INR monitor, obtaining at least one blood sample, provision 
of instructions for reporting home INR test results, and documentation of 
patient’s ability to perform testing and report results 

N/A 

G0249 Provision of test materials and equipment for home INR monitoring of 
patient with either mechanical heart valve(s), chronic atrial fibrillation, or 
venous thromboembolism who meets Medicare coverage criteria; 
includes: provision of materials for use in the home and reporting of test 
results to physician; testing not occurring more frequently than once a 
week; testing materials, billing units of service include 4 tests  

N/A 

G0250 Physician review, interpretation, and patient management of home INR 
testing for patient with either mechanical heart valve(s), chronic atrial 
fibrillation, or venous thromboembolism who meets Medicare coverage 
criteria; testing not occurring more frequently than once a week; billing 
units of service include 4 tests  

N/A 
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Change in Procedure Status for CPT code 0085T 
Effective for claims with dates of service on and after December 8, 2008, the Heartsbreath Test 
used to predict heart transplant rejection is nationally non-covered. CPT code 0085T, breath 
test for heart transplant rejection, is assigned procedure status of N and is no longer payable by 
Medicare. 

Additional Information 
The official instruction, CR 6397, issued to your carrier, FI, or A/B MAC regarding this change 
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1691CP.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. 

ARE YOU SUBMITTING CLAIMS FOR HEMOPHILIA/BLOOD 

CLOTTING FACTORS CORRECTLY? 


Please be aware that Healthcare Common Procedure Coding System (HCPCS) code 
descriptions for J7186, J7187, J7189, J7190-J7195, and J7198 are defined by drug name and 
dosage (per International Unit (IU) or per 1 microgram). 

HCPCS Codes 
J7186 Injection, antihemophilic factor VIII/ von Willebrand factor complex, (human), per factor 

VIII IU 
J7187 Injection, von Willebrand factor complex, human, ristocetin cofactor, per IU 
J7189 Factor VII (antihemophilic factor, recombinant), 1 microgram (mcg) 
J7190 Factor VIII (antihemophilic factor, human), per IU 
J7191 Factor VIII (antihemophilic factor, porcine), per IU 
J7193 Factor IX (antihemophilic factor, purified, non-recombinant), per IU 
J7194 Factor IX antihemophilic factor, complex, per IU 
J7195 Factor IX antihemophilic factor, recombinant), per IU 
J7198 Anti- inhibitor, per IU 
J7199 Hemophilia clotting factor, not otherwise classified 

In order for WPS Medicare to correctly price these codes, providers must indicate the total 
dosage per number of IUs or in micrograms (not the number of vials used) in item 19 of the 
Centers for Medicare & Medicaid Services (CMS) 1500 form, or in the narrative record if filing 
electronically. List the units of service as one in item 24G of the 1500 form. 

When using code J7199, Hemophilia clotting factor, Not Otherwise Classified (NOC), indicate 
the name of the drug, the total dosage in International Units (IUs) or the number of micrograms, 
not number of vials), and the method of administration in item 19 of the CMS 1500 form, or in 
the narrative record if filing electronically. List the units of service as one in item 24G of the 1500 
form, or the electronic equivalent if filing electronically. 
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CHANGES TO THE LABORATORY NATIONAL COVERAGE 
DETERMINATION (NCD) EDIT SOFTWARE FOR APRIL 2009 

~CMS MLN Matters~ 

MLN Matters Number: MM6383 Related Change Request (CR) #: 6383 
Related CR Release Date: February 13, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1684CP Implementation Date: April 6, 2009 

Provider Types Affected 
Physicians, providers, and suppliers submitting claims to Medicare carriers, fiscal intermediaries 
(FIs), or Part A/B Medicare Administrative Contractors (A/B MACs) for clinical diagnostic 
laboratory services provided for Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6383 which announces the changes that will be 
included in the April 2009 release of Medicare’s edit module for clinical diagnostic laboratory 
National Coverage Determinations (NCDs). The last quarterly release of the edit module was 
issued in January 2009. See the Background Section of this article for further details regarding 
these changes. 

Background 
The National Coverage Determinations (NCDs) for clinical diagnostic laboratory services were 
developed by the laboratory negotiated rulemaking committee and published in a final rule on 
November 23, 2001. Nationally uniform software was developed and incorporated in Medicare’s 
systems so that laboratory claims subject to one of the 23 NCDs were processed uniformly 
throughout the nation effective January 1, 2003. 

In accordance with the Medicare Claims Processing Manual, Chapter 16, Section 120.2 (see 
http://www.cms.hhs.gov/manuals/downloads/clm104c16.pdf on the Centers for Medicare & 
Medicaid Services (CMS) Website), the laboratory edit module is updated quarterly (as 
necessary) to reflect ministerial coding updates and substantive changes to the NCDs 
developed through the NCD process. 
CR 6383 announces changes to the laboratory edit module, for changes in laboratory NCD 
code lists for April 2009 as described below. These changes become effective for services 
furnished on or after April 1, 2009 and are as follows: 

For Blood Counts: 
•	 Add ICD-9-CM codes 525.71, 525.72 and 525.73 to the list of ICD-9-CM codes that do 

not support medical necessity for Blood Counts (190.15) NCD.  

For Partial Thromboplastin Time (PTT): 
•	 Add ICD-9-CM codes 535.70 and 535.71 to the list of ICD-9-CM codes covered by 

Medicare for the Partial Thromboplastin Time (PTT) (190.16) NCD.  

For Prothrombin Time (PT): 
•	 Add ICD-9-CM codes 414.3, 535.70, and 535.71 to the list of ICD-9-CM codes covered 

by Medicare for the Prothrombin Time (PT) (190.17) NCD.  

19
 
This bulletin should be shared with all health care practitioners and managerial members of 

the provider staff. Bulletins are available at no cost from our Website at: 
http://www.wpsmedicare.com 

http://www.cms.hhs.gov/manuals/downloads/clm104c16.pdf
http://www.wpsmedicare.com


      
 

 
 

 

 
 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 

 
  
  

 
 
 

P a r t  B  	 C o m m u n i q u é  A p r i l  2 0 0 9  

For Serum Iron Studies: 
•	 Add ICD-9-CM codes 203.02, 203.12, 203.82, 204.02, 204.12, 204.22, 204.82, 204.92, 

205.02, 205.12, 205.22, 205.32, 205.82, 205.92, 206.02, 206.12, 206.22, 206.82, 
206.92, 207.02, 207.12, 207.22, 207.82, 208.02, 208.12, 208.22, 208.82, 208.92, 
535.70, and 535.71 o the list of ICD-9-CM codes covered by Medicare for the Serum 
Iron Studies (190.18) NCD. 

For Blood Glucose Testing: 
•	 Add ICD-9-CM code 414.3 to the list of ICD-9-CM codes covered by Medicare for the 

Blood Glucose Testing (190.20) NCD.  

For Lipid Testing: 
•	 Add ICD-9-CM code 414.3 to the list of ICD-9-CM codes covered by Medicare for the 

Lipids Testing (190.23) NCD. 

For Gamma Glutamyl Transferase: 
•	 Add ICD-9-CM codes 203.02, 203.12, 203.82, 204.02, 204.12, 204.22, 204.82, 204.92, 

205.02, 205.12, 205.22, 205.32, 205.82, 205.92, 206.02, 206.12, 206.22, 206.82, 
206.92, 207.02, 207.12, 207.22, 207.82, 208.02, 208.12, 208.22, 208.82, and 208.92 to 
the list of ICD-9-CM codes covered by Medicare for the Gamma Glutamyl Transferase 
(190.32) NCD. 

For Fecal Occult Blood Test (FOBT): 
•	 Add ICD-9-CM codes 204.02, 204.12, 204.22, 204.82, 204.92, 205.02, 205.12, 205.22, 

205.32, 205.82, 205.92, 206.02, 206.12, 206.22, 206.82, 206.92, 207.02, 207.12, 
207.22, 207.82, 208.02, 208.12, 208.22, 208.82, 208.92, 535.70 and 535.71 to the list of 
ICD-9-CM codes covered by Medicare for the Fecal Occult Blood Test (FOBT) (190.34 ) 
NCD. 

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

The official instruction (CR6383) issued to your Medicare MAC, carrier, or FI may be found at 
http://www.cms.hhs.gov/Transmittals/downloads/R1684CP.pdf on the CMS Website. 

CLAIMS PROCESSING INSTRUCTIONS FOR DIAGNOSTIC TESTS 

SUBJECT TO THE ANTI-MARKUP PRICING LIMITATION 


~CMS MLN Matters~
 

MLN Matters Number: MM6371 Related Change Request (CR) #: 6371 
Related CR Release Date: February 13, 2009 Effective Date: July 1, 2009 
Related CR Transmittal #: R445OTN Implementation Date: July 6, 2009 
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Provider Types Affected 
Physicians and other suppliers (such as physician organizations) submitting claims to Medicare 
contractors (carriers and/or Medicare Administrative Contractors (MACs)) for diagnostic tests 
(excluding clinical diagnostic laboratory tests) provided to Medicare beneficiaries.  

Provider Action Needed 
This article pertains to change request (CR) 6371, which clarifies changes finalized in the 
Calendar Year (CY) 2009 Medicare Physician Fee Schedule (MPFS) final rule with comment 
related to diagnostic tests and the revised anti-markup provisions in section 414.50 of the 
Medicare regulations. Although this article provides instructions to your carrier or MAC that 
describe how to apply the anti-markup payment limitation, it also provides instructions for 
determining when the anti-markup payment limitation applies and when it does not apply. (Note 
that the anti-markup payment limitation applies to tests formerly referred to as 
“purchased diagnostic tests”.) Over time, the Centers for Medicare & Medicaid Services 
(CMS) will change all references to “purchased diagnostic tests” in Medicare manuals to “anti­
markup test(s)”. Until then, you and your billing staffs should consider any reference to a 
“purchased diagnostic test” to be a reference to an anti-markup test. Basically, the anti-markup 
provision applies when a physician or other supplier orders a diagnostic test (payable under the 
MPFS and excluding clinical diagnostic laboratory tests) and bills for the technical component 
(TC) or professional component (PC) of the test that is performed or supervised by a physician 
or other supplier who does not “share a practice” with the billing physician or other supplier that 
ordered the test. CR 6371 discusses some specific criteria that should be used to determine 
when the anti-markup payment limitation applies and when it does not apply. This new anti-
markup provision does not apply to independent laboratories. The revisions in CR 6371 are 
summarized below in the Background and Key Billing Points sections of this article. 

Background 
Section 1842(n)(1) of the Social Security Act requires CMS to impose a payment limitation on 
certain diagnostic tests where the physician performing or supervising the test does not share a 
practice with the billing physician or other supplier. Such a test was formerly referred to as a 
“purchased diagnostic test”. In the CY 2009 MPFS final rule (73 FR 69799, November 19, 
2008), CMS finalized changes to 42 CFR § 414.50 to include alternative methods to determine 
when not to apply anti-markup rules. 

The anti-markup payment limitation applies when a diagnostic test (payable under the MPFS 
and excluding clinical diagnostic laboratory tests) is performed or supervised by a physician or 
other supplier who does not share a practice with the physician or other supplier that ordered 
and billed for the test. The anti-markup payment limitation will apply in cases where a physician 
does not meet the criteria for satisfying the “substantially all services” test or the “site of service” 
test defined below. Payment to the billing physician or other supplier that ordered the test (less 
the applicable deductibles and coinsurance paid by or on behalf of the beneficiary) for the 
technical component (TC) or professional component (PC) of the diagnostic test may not 
exceed the lowest of the following amounts:  
•	 The performing supplier’s net charge to the billing physician or other supplier.  
•	 The billing physician or other supplier’s actual charge.  
•	 The fee schedule amount for the test that would be allowed if the performing supplier 

billed directly (42 CFR 414.50(a)(1)). 

The net charge must be determined without regard to any charge that reflects the cost of 
equipment or space leased to the performing supplier by the billing physician or other supplier 
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(42 CFR 414.50(a)(2)(i)). The provision of Chapter 16, Section 40.2 of the Medicare Claims 
Processing Manual still applies, thus this new anti-markup provision does not apply to 
independent laboratories.  

When anti-markup does not apply: 
The anti-markup payment limitation will not apply if the performing physician “shares a 
practice” with the ordering/billing physician or other supplier. As set forth in 42 CFR 
414.50(a)(2), there are two alternatives for determining whether a performing/supervising 
physician shares a practice with the ordering/billing physician or other supplier. The two 
alternatives are: 
•	 Alternative one; substantially all services requirement: 

Under the first alternative, if the performing physician (that is, the physician who 
supervises the TC or performs the PC, or both) furnishes substantially all (at least 75 
percent) of his or her professional services through the billing physician or other supplier, 
the anti-markup payment limitation will not apply. If the performing physician does not 
meet the “substantially all services” requirement, a “site of service” analysis may be 
applied on a test-by-test basis to determine whether the anti-markup payment limitation 
applies. 

•	 Alternative two; site of service test: 
The second alternative is the “site of service” test. Only TCs conducted and supervised 
and PCs performed in the “office of the billing physician or other supplier” by a physician 
owner, employee or independent contractor of the billing physician or other supplier will 
avoid application of the anti-markup payment limitation. The “office of the billing 
physician or other supplier” is any medical office space, regardless of the number of 
locations, in which the ordering physician regularly furnishes patient care. This includes 
space where the billing physician or other supplier furnishes diagnostic testing, if the 
space is located in the “same building” (as defined in 42 CFR 411.351) in which the 
ordering physician regularly furnishes patient care.  

If the billing physician or other supplier is a physician organization (as defined in 42 CFR 
411.351), the “office of the billing physician or other supplier” is space in which the 
ordering physician provides substantially the full range of patient care services that the 
ordering physician generally provides. With respect to the TC, the performing supplier is 
the physician that supervised the TC and, with respect to the PC, the performing supplier 
is the physician that performed the PC. Thus, if the “site of service” requirements are 
met, the anti-markup payment limitation will not apply.  

Key Billing Points 
•	 Medicare contractors will accept and process claims for either the technical component 

(TC) or the professional component (PC) of diagnostic tests (other than clinical 
diagnostic laboratory tests) submitted with the proper coding in the Purchased Service 
segments of the ANSI X12 837P electronic claim format. More than one test subject to 
the anti-markup payment limitation may be submitted on the electronic claim. However, 
when billing such multiple tests, the total anti-markup service amount must be submitted 
for each service. Medicare contractors will return claims as unprocessable if multiple 
anti-markup tests are submitted without line level anti-markup amount information 
included. 

•	 When billing using the Form CMS-1500, each component of the test must be submitted 
on a separate claim form.  
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•	 For diagnostic test claims submitted on a CMS-1500 Form, Medicare contractors will 
return as unprocessable those claims received with more than one TC or PC service 
charge when Item 20 of the 1500 Form is marked “YES”. In returning such claims, 
Medicare contractors will use Reason Code 125 – “Submission/billing error(s)” and 
Remittance Advice (RA) Remark Code M65 – “One interpreting physician charge can be 
submitted per claim when a purchased diagnostic test is indicated. Please submit a 
separate claim for each interpreting physician” when returning a claim as 
unprocessable.”  

•	 For diagnostic test claims submitted on a CMS-1500 Form, Medicare contractors will 
return as unprocessable those claims submitted with “YES” marked in Item 20 but no 
charge amount entered. Medicare contractors will use Reason Code 16 – “Claim/service 
lacks information which is needed for adjudication” and RA Remark Code MA111 – 
“Missing/incomplete/invalid purchase price of the test(s) and/or the performing 
laboratory's name and address.” when returning such a claim as unprocessable.  

•	 For diagnostic test claims submitted on a CMS-1500 Form, Medicare contractors will 
return as unprocessable those claims received with the “YES” indicator checked and a 
dollar amount in Item 20 but no location information (name, address, city, state, and ZIP) 
for the physician/supplier from whom the diagnostic test was acquired in Item 32. 
Medicare contractors will use Reason Code 16 – “Claim/service lacks information which 
is needed for adjudication” and RA Remark Code N294 – “Missing/incomplete/invalid 
service facility primary address” when returning a claim as unprocessable. 

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

The official instruction, CR6371, issued to your Medicare carrier and/or MAC regarding this 
change may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R445OTN.pdf 
on the CMS Website. 

CORRECT BILLING FOR ABDOMINAL WALL HERNIA REPAIRS 

There are a number of acellular xenograft skin substitute products on the market, which are 
typically used following debridement of burns, after surgery, in areas of traumatic injury, soft 
tissue infection and/or tissue necrosis.  These skin substitutes are billed with CPT 15400, 
15401, 15420, 15421, 15430, and 15431 

In addition, there are acellular xenograft dermal matrix products (e.g. XenMatriX®) which are 
designed for soft tissue reconstruction in conjunction with abdominal wall hernia repairs.  When 
used in this situation, they are functioning as mesh, and not as skin substitutes.  Implantation of 
mesh is typically billed using CPT 49568.  This is an “add-on code,” which means it is not 
reduced by 50% when it is billed with the primary open ventral hernia repair. (Per CPT 2009, 
there is no appropriate add-on code for placement of mesh in hernia repairs other than open 
ventral hernia repairs.) 

A number of surgeons are inappropriately billing CPT 15430 (and sometimes with 15431) when 
performing ventral hernia repairs, rather than the proper CPT code 49568.  Not only is this 
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incorrect, but CPT 49568 actually pays more than does CPT 15430.  Please be sure to use the 
correct CPT code. 

In addition, CPT 2009 has added six new laparoscopy hernia codes: 

49652 is "Laparoscopy, surgical, repair, ventral, umbilical, spigelian, or epigastric hernia 
(includes mesh insertion when performed); reducible." 

49653 is "Laparoscopy, surgical, repair, ventral, umbilical, spigelian, or epigastric hernia 
(includes mesh insertion when performed); incarcerated or strangulated." 

49654 is "Laparoscopy, surgical, repair, incisional hernia (includes mesh insertion when 
performed); reducible." 

49655 is "Laparoscopy, surgical, repair, incisional hernia (includes mesh insertion when 
performed); incarcerated or strangulated." 

49656 is "Laparoscopy, surgical, repair, recurrent incisional hernia (includes mesh insertion 
when performed); reducible." 

49657 is "Laparoscopy, surgical, repair, recurrent incisional hernia (includes mesh insertion 
when performed); incarcerated or strangulated." 

Thus, all the new laparoscopic repair codes include mesh, but not the open ventral hernia 
repair. 

DISCLOSURE OF PHYSICIAN OWNERSHIP IN HOSPITALS 
~CMS MLN Matters~ 

MLN Matters Number: MM6306	 Related Change Request (CR) #: 6306 
Related CR Release Date: March 6, 2009	 Effective Date: June 8, 2009 
Related CR Transmittal #: R58GI	 Implementation Date: June 8, 2009 

Provider Types Affected 
Physician-owned hospitals and physicians with hospital ownership interests who bill Medicare 
fiscal intermediaries (FI), carriers, or Medicare Administrative Contractors (MAC) for services 
provided to Medicare beneficiaries in those physician-owned hospitals.  

What You Need to Know 
Change Request (CR) 6036, from which this article is taken, announces that:  
•	 Physician-owned hospitals are required to disclose to their patients the names of the 

physician owners and the names of immediate family members of the physician who 
have an ownership or investment interest in the hospital; and  

•	 Physicians are required to disclose to their patients at the time of referral if they (or their 
immediate family members) have an ownership or investment interest in the hospitals to 
which they refer patients for treatment. 
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Hospitals that fail to disclose this information to patients may lose their provider agreements to 
participate in the Medicare program, and physicians who fail to disclose this information to 
patients may lose their hospital medical staff memberships. 

You should make sure that you have appropriate hospital physician-ownership disclosure 
procedures in place and that you are providing appropriate disclosures to your patients. 

Background 
The Code of Federal Regulations Title 42, Volume 3,Section 489.3 defines a physician-owned 
hospital as any participating hospital (as defined in section 489.24) in which a physician, or their 
immediate family member, has an ownership or investment interest. Pursuant to Section 489.3, 
hospitals that do not have any physician owners who refer patients to the hospital are exempt 
from these disclosure requirements. 

Section 5006 of the Deficit Reduction Act of 2005 (DRA), enacted on February 8, 2006, required 
the Secretary of Health and Human Services (HHS) to develop a “strategic and implementing 
plan” to address certain issues related to physician investment in specialty hospitals. 
Accordingly (in order to allow patients to make informed decisions regarding their treatment and 
to decide if the existence of a hospital-related financial relationship suggests a conflict of 
interest that may not be in their best interest), in the August 8, 2006 final report to Congress on 
this requirement, the Centers for Medicare & Medicaid Services (CMS) stated the adoption of a 
disclosure requirement that would require both hospitals and physicians to disclose to patients 
whether the hospital is physician-owned and if the referring physician is a physician owner of 
the hospital. 

Specifically, the FY 2008 and FY 2009 Inpatient Prospective Payment System (IPPS) 
regulations require hospitals to disclose to patients whether they are physician-owned, and if so, 
to disclose the physician owners’ names. This ownership or investment interest may be through 
equity, debt, or other means (including an interest in the entity that holds an ownership or 
investment interest in the hospital.) In disclosing this ownership relationship, hospitals must 
furnish written notice to each patient at the beginning of their hospital stay, or outpatient visit, 
that the hospital is physician-owned. The notice must disclose the fact that the hospital meets 
the Federal definition of a physician-owned hospital, and that the list of physician owners or their 
immediate family members (who have an ownership or investment interest in the hospital) is 
available upon request and must be provided to the patient at the time of the request. 

These regulations also require each physician who is a member of the hospital’s medical staff to 
agree (as a condition of continued medical staff membership or admitting privileges), to disclose 
to all patients that he or she refers to the hospital (in writing at the time of the referral), any 
ownership or investment interest that he/she, or an immediate family member, holds in the 
hospital. 

You should be aware that if a physician-owned hospital fails to disclose physician ownership 
information as required, it may lose its provider agreement to participate in the Medicare 
program. Similarly, if a physician fails to disclose his/her hospital ownership or investment 
information, he or she may lose hospital medical staff membership. 

Additional Information 
The official instruction issued to your Medicare Carrier, FI, or MAC, CR 6306, is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R58GI.pdf on the CMS Website. If you are 
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interested in reading about physician hospital ownership disclosure in the Code of Federal 
Regulations Title 42, Volume 3, Section 489.3, you can find it at 
http://edocket.access.gpo.gov/cfr_2007/octqtr/pdf/42cfr489.3.pdf on the Internet. 

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

HEALTHCARE COMMON PROCEDURE CODING SYSTEM (HCPCS) 
CODES SUBJECT TO AND EXCLUDED FROM CLINICAL 

LABORATORY IMPROVEMENT AMENDMENTS (CLIA) EDITS 
~CMS MLN Matters~ 

MLN Matters Number: MM6356 Related Change Request (CR) #: 6356 
Related CR Release Date: February 20, 2009 Effective Date: January 1, 2009 
Related CR Transmittal #: R1687CP Implementation Date: April 6, 2009 

Provider Types Affected 
Clinical Laboratories submitting claims to Medicare Part A/B Medicare Administrative 
Contractors (A/B MACs) or carriers for laboratory services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6356. The Centers for Medicare & Medicaid 
Services (CMS) is issuing CR6356 to identify HCPCS code changes, including modifiers for 
2009 that are both subject to CLIA edits and excluded from CLIA edits. Be sure billing staff is 
aware of the changes. 

Background 
The Clinical Laboratory Improvement Amendments (CLIA) regulations require a facility to be 
appropriately certified for each test performed. To ensure that Medicare & Medicaid only pay for 
laboratory tests performed in certified facilities, each claim for a HCPCS code that is considered 
a CLIA laboratory test is currently edited at the CLIA certificate level. The HCPCS codes that 
are considered a laboratory test under CLIA change each year. 

Discontinued Codes 
The following HCPCS codes were discontinued on December 31, 2008: 
•	 G0394 – Blood occult test (e.g., guaiac), feces for single determination for colorectal 

neoplasm (i.e., patient was provided three cards or single triple card for consecutive 
collection); 

•	 88400 – Bilirubin, total trancutaneous; 
•	 0026T – Lipoprotein, direct measurement, intermediate density lipoprotein (IDL) 

(remnamt lipoproteins);and 
•	 0041T – Urinalysis infectious agent detection, semi-quantitative analysis of volatile 

compounds. 
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New Codes 
For 2009, the following new HCPCS codes are excluded from CLIA edits and do not 
require a facility to have a CLIA certificate: 
• 88720 - Bilirubin, total trancutaneous; 
• 88740 - Hemoglobin, quantitative, transcutaneous, per day; carboxyhemoglobin; and 
• 88741 - Hemoglobin, quantitative, transcutaneous, per day; methemoglobin. 

The HCPCS codes listed in the chart that follows are new for 2009 and are subject to 
CLIA edits. The list does not include new HCPCS codes for waived tests or provider-
performed procedures. The HCPCS codes listed below require a facility to have either a 
CLIA certificate of registration (certificate type code 9), a CLIA certificate of compliance 
(certificate type code 1), or a CLIA certificate of accreditation (certificate type code 3). A 
facility without a valid, current, CLIA certificate, with a current CLIA certificate of waiver 
(certificate type code 2) or with a current CLIA certificate for provider-performed 
microscopy procedures (certificate type code 4) must not be permitted to be paid for 
these tests. 

HCPCS Description 
83876 Myleoperoxidase (MPO)  
83951 Oncoprotein; des-gamma-carboxy-prothrombin (DCP)  
85397 Coagulation and fibrinolysis, functional activity, not otherwise specified 

(eg, ADAMTS-13), each analyte  
87905 Coagulation and fibrinolysis, functional activity, not otherwise specified 

(eg, ADAMTS-13), each analyte 

Note that Medicare Contractors will not search their files to either retract payment for 
claims already paid or to retroactively pay claims processed prior to implementation of 
these changes. However, contractors will adjust such claims that you bring to their 
attention. 

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

The official instruction (CR6356) issued to your Medicare A/B MAC or carrier is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R1687CP.pdf on the CMS Website. 
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HEARTSBREATH TEST FOR HEART TRANSPLANT REJECTION 
~CMS MLN Matters~ 

MLN Matters Number: MM6366 Revised Related Change Request (CR) #: 6366 
Related CR Release Date: March 12, 2009 Effective Date: December 8, 2008 
Related CR Transmittal #: R1697CP and R99NCD Implementation Date: April 6, 2009 

Note: This article was revised on March 12, 2009, to reflect a revised transmittal related to 
CR 6366. The CR release date, transmittal number (see above), and the Web address for 
accessing that transmittal were changed. All other information remains the same. 

Provider Types Affected 
Providers submitting claims to Medicare contractors (carriers, Fiscal Intermediaries (FIs), and/or 
Medicare Administrative Contractors (MACs)) for Heartsbreath testing services provided to 
Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6366 and alerts providers that the Centers for 
Medicare & Medicaid Services (CMS) determined that the Heartsbreath Test is not 
reasonable and necessary under section 1862(a)(1)(A) of the Social Security Act, and is non-
covered for dates of service on or after December 8, 2008. See the Background and 
Additional Information Sections of this article for further details regarding this issue. 

Background 
On December 8, 2008, CMS issued a decision memorandum in response to a formal request for 
Menssana Research, Inc., to consider national coverage of the Heartsbreath test as an adjunct 
to the heart biopsy to detect grade 3 heart transplant rejection in patients who have had a heart 
transplant within the last year and an endomyocardial biopsy in the prior month. CMS 
determined that the evidence does not adequately define the technical characteristics of the test 
nor demonstrate that Heartsbreath testing to predict heart transplant rejection improves health 
outcomes in Medicare beneficiaries. 

Key Points of CR 6366 
•	 Effective for claims with dates of service on and after December 8, 2008, the 

Heartsbreath test used to predict heart transplant rejection is nationally non-covered. 
This coverage change to Current Procedural Terminology (CPT) Code 0085T, breath 
test for heart transplant rejection, will be effective with the April 1, 2009, quarterly update 
of the Medicare Physician Fee Schedule Database. 

•	 Effective with the April 1, 2009, quarterly update of the Integrated Outpatient Code 
Editor, CPT code 0085T, breath test for heart transplant rejection, is no longer payable 
by Medicare.  

•	 When denying claims for CPT code 0085T, Medicare contractors will use: 
o	 Medicare Summary Notice (MSN) message 16.10: Medicare does not pay for 

this item or service,  
o	 Claim Adjustment Reason Code 50: These are non-covered services because 

this is not deemed a medical necessity by the payer;  
o	 Claim Adjustment Remark Code MA 51: Missing/Incomplete/Invalid Procedure 

Code(s); and, 
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o	 N386: This decision was based on an NCD. An NCD provides a coverage 
determination as to whether a particular item or service is covered. A copy of this 
policy is available at http://www.cms.hhs.gov/mcd/search.asp on the CMS 
Website. 

(If you do not have Web access, contact your Medicare contractor to request a copy 
of the NCD.) 

•	 For beneficiaries who choose to have this procedure anyway, providers shall issue an 
Advance Beneficiary Notice (ABN) indicating that Medicare issued an NCD at section 
260.10 of the NCD Manual stating that the Heartsbreath test is not reasonable and 
necessary for Medicare beneficiaries. Medicare never pays for this test and the 
beneficiary would be held financially liable. (Beginning March 1, 2009, the ABN-G will no 
longer be valid and providers must issue the revised ABN (CMS-R-131.) 

o	 Medicare Contractors will include the Group Code CO (contractor obligation) or 
PR (provider responsibility) depending on liability.  

•	 For claims already processed with dates of service between December 8, 2008, and 
April 1, 2009, contractors will not search their files, but may go back and adjust claims 
that are brought to their attention.  

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

The official instruction (CR6366) was issued to your Medicare FI, carrier or MAC via two 
transmittals. The first conveys the revised claims processing instructions and is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R1697CP.pdf on the CMS Website. The 
second transmittal conveys the change to the National Coverage Determinations Manual and 
that transmittal is at http://www.cms.hhs.gov/Transmittals/downloads/R99NCD.pdf on the 
CMS Website. 

QUARTERLY UPDATE TO CORRECT CODING INITIATIVE (CCI) 

EDITS, VERSION 15.1, EFFECTIVE APRIL 1, 2009 


~CMS MLN Matters~ 


MLN Matters Number: MM6388 Related Change Request (CR) #: 6388 
Related CR Release Date: March 13, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1699CP Implementation Date: April 6, 2009 

Provider Types Affected 
Physicians submitting claims to Medicare Carriers and/or Part A/B Medicare Administrative 
Contractors (A/B MACs) for services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6388, which provides a reminder for physicians 
to take note of the quarterly updates to Correct Coding Initiative (CCI) edits. The last quarterly 
release of the edit module was issued in January 2009. 
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Background 
The Centers for Medicare & Medicaid Services (CMS) developed the National Correct Coding 

Initiative (CCI) to promote national correct coding methodologies and to control improper coding 

that leads to inappropriate payment in Part B claims.  

The coding policies developed are based on coding conventions defined in the:  


American Medical Association’s (AMA’s) Current Procedural Terminology (CPT) Manual; 
National and local policies and edits;  
Coding guidelines developed by national societies;  
Analysis of standard medical and surgical practice; and  
Review of current coding practice.  

The latest package of CCI edits, Version 15.1, is effective April 1, 2009, and includes all 
previous versions and updates from January 1, 1996, to the present. It will be organized in the 
following two tables: 

Column 1/ Column 2 Correct Coding Edits, and  
Mutually Exclusive Code (MEC) Edits.  

Additional information about CCI, including the current CCI and MEC edits, is available at on 
http://www.cms.hhs.gov/NationalCorrectCodInitEd the CMS Website. 

Additional Information 
The CCI and MEC file formats are defined in the Medicare Claims Processing Manual, Chapter 
23, Section 20.9, which can be found at 
http://www.cms.hhs.gov/manuals/downloads/clm104c23.pdf on the CMS Website. The 
official instruction (CR 6388) issued to your carrier and A/B MAC, RHHI regarding this change 
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1699CP.pdf on the 
CMS Website. 

If you have any questions, please contact your carrier 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. 

REMITTANCE ADVICE REMARK CODE (RARC) AND CLAIM 

ADJUSTMENT REASON CODE (CARC) UPDATE 


~CMS MLN Matters~ 


MLN Matters Number: MM6336 Related Change Request (CR) #: 6336 
Related CR Release Date: January 30, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1674CP Implementation Date: April 6, 2009 

Provider Types Affected 
Physicians, providers, and suppliers who submit claims to Medicare contractors (carriers, fiscal 
intermediaries (FIs), regional home health intermediaries (RHHIs), Medicare Administrative 
Contractors (MACs), durable medical equipment Medicare Administrative Contractors (DME 
MACs)) for services provided to Medicare beneficiaries. 
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Provider Action Needed 
CR 6336, from which this article is taken, announces the latest update of Remittance Advice 
Remark Codes (RARCs) and Claim Adjustment Reason Codes (CARCs), effective April 1, 2009 
for Medicare. Be sure billing staff are aware of these changes. 

Background 
Two code sets—the Group and the reason and remark code sets—must be used to report 
payment adjustments in remittance advice transactions. For Medicare, remark codes must also 
be used when appropriate to report additional explanation for any adjustment or to provide 
general policy information. The reason codes are also used in some coordination-of-benefits 
(COB) transactions. The RARC list is maintained by the Centers for Medicare & Medicaid 
Services (CMS), and used by all payers; and additions, deactivations, and modifications to it 
may be initiated by any health care organization. RARC list is updated 3 times a year – in early 
March, July, and November although the Committee meets every month. 

The CARC list is maintained by a national Code Maintenance committee that meets when X12 
meets for their trimester meetings (occurring in January/February, June, and 
September/October) to make decisions about additions, modifications, and retirement of 
existing reason codes. 

Both code lists are updated at the same time and posted at 
http://www.wpc-edi.com/Codes on the Internet. The lists at the end of the Additional 
Information section of this article summarize the latest changes to these lists, as announced in 
CR 6336. 

CMS has also developed a tool to help you search for a specific category of remark code and 
that tool is available at http://www.cmsremarkcodes.info on the Internet. Note that this 
Website does not replace the Washington Publishing Company (WPC) site. That site is 
http://www.wpc-edi.com/Codes and should there be any discrepancies in what is posted at 
the CMS site and the WPC site, consider the WPC site to be correct.  

Additional Information 
To see the official instruction (CR6336) issued to your Medicare Contractor refer to 
http://www.cms.hhs.gov/Transmittals/downloads/R1674CP.pdf on the CMS Website. For 
additional information about Remittance Advice, please refer to Understanding the Remittance 
Advice (RA): A Guide for Medicare Providers, Physicians, Suppliers, and Billers at 
http://www.cms.hhs.gov/MLNProducts/downloads/RA_Guide_Full_03-22-06.pdf on the 
CMS Website. If you use the Medicare Remit Easy Print software from your Medicare 
Contractor, you may need to download the updated version when it is available on April 6, 2009.  

If you have questions, please contact your Medicare Contractor 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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New Codes - CARC: 

Code Current Narrative Effective 
Date 

226 

Information requested from the Billing/Rendering Provider was not 
provided or was insufficient/incomplete. At least one Remark Code 
must be provided (may be comprised of either the Remittance Advice 
Remark Code or NCPDP Reject Reason code.) 

9/21/2008 

227 

Information requested from the patient/insured/responsible party was 
not provided or was insufficient/incomplete. At least one Remark 
Code must be provided (may be comprised of either the Remittance 
Advice Remark Code or NCPDP Reject Reason Code.) 

9/21/2008 

228 
Denied for failure of this provider, another provider or the subscriber 
to supply requested information to a previous payer for their 
adjudication 

9/21/2008 

Modified Codes – CARC: 

Code Current Modified Narrative Effective 
Date 

148 

Information requested from the Billing/Rendering Provider was not 
provided or was insufficient/incomplete. At least one Remark Code 
must be provided (may be comprised of either the Remittance Advice 
Remark Code or NCPDP Reject Reason code.) 

7/1/2009 

Deactivated Codes - CARC 

Code Current Narrative Effective 
Date 

17 

Requested information was not provided or was 
insufficient/incomplete. At least one Remark Code must be provided 
(may be comprised of either the Remittance Advice Remark Code or 
NCPDP Reject Reason Code.) 

7/1/2009 

B18 This procedure code and modifier were invalid on the date of service. 3/1/2009 

New Codes - RARC: 

Code Current Narrative Medicare 
Initiated? 

N505 
Alert: This response includes only services that could be estimated in 
real time. No estimate will be provided for the services that could not 
be estimated in real time. 

NO 

N506 

Alert: This is an estimate of the member’s liability based on the 
information available at the time the estimate was processed. Actual 
coverage and member liability amounts will be determined when the 
claim is processed. This is not a pre-authorization or a guarantee of 
payment. 

NO 

N507 Plan distance requirements have not been met. NO 
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Code Current Narrative Medicare 
Initiated? 

N508 

Alert: This real time claim adjudication response represents the 
member responsibility to the provider for services reported. The 
member will receive an Explanation of Benefits electronically or in the 
mail. Contact the insurer if there are any questions. 

NO 

N509 

Alert: A current inquiry shows the member’s Consumer Spending 
Account contains sufficient funds to cover the member liability for this 
claim/service. Actual payment from the Consumer Spending Account 
will depend on the availability of funds and determination of eligible 
services at the time of payment processing. 

NO 

N510 

Alert: A current inquiry shows the member’s Consumer Spending 
Account does not contain sufficient funds to cover the member's 
liability for this claim/service. Actual payment from the Consumer 
Spending Account will depend on the availability of funds and 
determination of eligible services at the time of payment processing. 

NO 

N511 
Alert: Information on the availability of Consumer Spending Account 
funds to cover the member liability on this claim/service is not 
available at this time. 

NO 

N512 Alert: This is the initial remit of a non-NCPDP claim originally 
submitted real-time without change to the adjudication. NO 

N513 Alert: This is the initial remit of a non-NCPDP claim originally 
submitted real-time with a change to the adjudication. NO 

N514 Consult plan benefit documents/guidelines for information about 
restrictions for this service. YES 

N515 
Alert: Submit this claim to the patient's other insurer for potential 
payment of supplemental benefits. We did not forward the claim 
information. 

YES 

Modified or Deactivated Codes - RARC 
There are no modified or deactivated RARC codes in CR 6336. 

REPORTING THE NATIONAL PROVIDER IDENTIFIER (NPI) ON 

CLAIMS FOR REFERENCE LABORATORY AND PURCHASED 


DIAGNOSTIC SERVICES PERFORMED OUTSIDE THE BILLING 

JURISDICTION 


~CMS MLN Matters~
 

MLN Matters Number: MM6362 Related Change Request (CR) #: 6362 
Related CR Release Date: February 27, 2009 Effective Date: March 27, 2009 
Related CR Transmittal #: R1690CP Implementation Date: March 27, 2009 

Provider Types Affected 
Physicians and other providers who bill Medicare carriers and Medicare Administrative 
Contractors (MAC) for reference laboratory or purchased diagnostic services. 
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What You Need to Know 
CR 6362, from which this article is taken, establishes an exception to the standard reporting of 
the national provider identifier (NPI) on Medicare fee-for-service claims for reference laboratory 
and purchased diagnostic services performed by a provider located outside the jurisdiction of 
your Medicare contractor. When you bill for either of these services (reference laboratory 
services listed on the Clinical Laboratory Fee Schedule, or purchased diagnostic services) and 
the services were performed by a provider located in another Medicare contractor’s jurisdiction, 
you must report your own NPI on the Medicare claim as the performing provider and annotate 
the claim with the performing provider’s name, address and ZIP code. Be sure to record the 
performing provider’s NPI in the clinical records for auditing purposes. You should make sure 
that your billing staff has been made aware of this NPI documentation requirement. 

Background 
The Administrative Simplification provisions of the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) mandate the adoption of a standard unique health identifier 
for health care providers; and the January 23, 2004 final rule establishes the national provider 
identifier (NPI) as this standard. 

All entities covered under HIPAA must comply with the requirements of the final rule (45 CFR 
Part 162, CMS-0045-F), which requires that (effective May 23, 2008) covered health care 
providers, suppliers, and health plans (other than small plans) must use the NPI on paper or 
electronically-submitted Medicare fee-for-service claims. 

If you, as the billing provider, outsource Medicare-covered services to another Medicare-
enrolled provider you are “purchasing” these services and ordinarily would report, on the claim, 
both your own NPI (as the billing provider) and also the performing provider’s NPI. However, 
when the performing provider is geographically located in a different Medicare contractor’s 
jurisdiction, your carrier or MAC will not have a record of the performing provider’s NPI. CR 
6362, from which this article is taken, clarifies billing instructions on using the NPI in these 
situations. 

Specifically, CR 6362 requires that when you submit paper or electronic Medicare claims for 
reference laboratory or purchased diagnostic services that are performed by a provider outside 
of your billing jurisdiction; you should report your own NPI in the performing provider’s NPI data 
field and annotate the claim with the performing provider’s name, address, and ZIP code. The 
billing provider must keep the performing provider’s NPI in the clinical records for auditing 
purposes. 

You should be aware that your carrier or MAC will return as unprocessable your claims 
for reference laboratory or purchased diagnostic services that are performed outside the 
billing jurisdiction; if you submit them without your NPI in Item 32a, and the name, 
address, and ZIP code of the performing provider in Item 32 of the CMS-1500 form, or on 
the ANSI X12 837P electronic claim form in the appropriate data field. 

Note: CR 6362 establishes this previously discretionary requirement as mandatory, and also, 
supplements and manualizes CR 5289 which was issued October 27, 2006 as Transmittal 243. 
(You might want to review the related MLN Matters article MM5289, Reporting the National 
Provider Identifier (NPI) on Physician Claims for Clinical Diagnostic Services Purchased Outside 
of the Local Carrier’s Jurisdiction, which you can find at 
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http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5289.pdf on the Centers for 
Medicare & Medicaid Services (CMS) Website. 

Additional Information 
You can find more information about reporting your NPI on claims for reference laboratory and 
purchased diagnostic services performed outside of your billing jurisdiction by going to CR 
6362, located at http://www.cms.hhs.gov/Transmittals/downloads/R1690CP.pdf on the 
CMS Website. 

You will find the updated Medicare Claims Processing Manual, Chapter 16 (Laboratory 
Services), Sections 40.1.1.1 (Paper Claim Submission to Carriers/B MAC) and 40.1.1.2 
(Electronic Claim Submission to Carriers/B MAC) as an attachment to that CR.  

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

UPDATES TO THE MEDICARE CLAIMS PROCESSING MANUAL 
(PUBLICATION 100-04), CHAPTER 15, AMBULANCE SERVICES 

~CMS MLN Matters~ 

MLN Matters Number: MM6347 Related Change Request (CR) #: 6347 
Related CR Release Date: March 6, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1696CP Implementation Date: April 6, 2009 

Provider Types Affected 
Providers and suppliers submitting claims to Medicare contractors (carriers, Fiscal 
Intermediaries (FIs), and/or Part A/B Medicare Administrative Contractors (A/B MACs)) for 
ambulance services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on CR6347 which implements significant changes to the Internet Only 
Manual Publication 100-04, Chapter 15. Most of the changes in CR 6347 have already been 
communicated via prior change requests and related MLN Matters articles. The key purpose of 
CR 6347 is to eliminate references to the reasonable charge payment methodology and the 
transition to the Ambulance Fee Schedule, which took place from April 2002 until December 
2006, in the actual Medicare manual. Please make sure your staff is familiar with these 
changes. 

Background 
Medicare has revised the Medicare Claims Processing Manual, Chapter 15 – Ambulance 
section. Some sections have been added and other sections have been renumbered. Most of 
the added information has been conveyed in prior MLN Matters articles related to ambulance 
services. 

Key Points: 
The most important changes for providers of ambulance services are listed as follows: 
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References to statues and regulations have been updated as follows: 
Section 1861(s) (7) of the Social Security Act (Act) establishes an ambulance service as a 
Medicare Part B service. Payment for ambulance services is addressed at Section 1834(l) of the 
Act. Coverage rules are addressed at 42 Code of Federal Regulations (CFR), Section 410.40. 
Additional rules, including rules regarding vehicular and staffing requirements, are specified at 
42 CFR 410.41. Payment rules under the fee schedule established in 2002 are specified at 42 
CFR Part 414, Subpart H (414.601 et seq.). Payment rules for ambulance services furnished by 
a critical access hospital (CAH) or by an entity owned and operated by a CAH are specified at 
42 CFR 413.70(b) (5). Other general Medicare provisions apply to ambulance services. See 
Title XVIII of the Act and 42 CFR Parts 400 to 429 to determine applicability. 

References to Centers for Medicare & Medicaid Services (CMS) manual instructions for 
ambulance providers have been updated as follows: 
Coverage: Manual instructions regarding coverage of ambulance services, including 
specifications for vehicular and staffing requirements, are specified in the Medicare Benefit 
Policy Manual, Chapter 10, which is available at 
http://www.cms.hhs.gov/manuals/downloads/bp102c10.pdf on the CMS Website. 

Medical Review: Manual instructions regarding medical review for ambulance services are 
specified in the Medicare Program Integrity Manual, Chapter 6 at 
http://www.cms.hhs.gov/manuals/downloads/pim83c06.pdf on the CMS Website. 

A summary of the ambulance services benefit has been provided in the revised manual

as follows: 

Ambulance services are covered under Medicare Part B. However, a Part B payment for an 

ambulance service furnished to a Medicare beneficiary is available only if the following, 

fundamental conditions are met:  

•	 Actual transportation of the beneficiary occurs.  
•	 The beneficiary is transported to an appropriate destination. 
•	 The transportation by ambulance must be medically necessary, i.e., the beneficiary’s 

medical condition is such that other forms of transportation are medically 
contraindicated.  

•	 The ambulance provider/supplier meets all applicable vehicle, staffing, billing, and 
reporting requirements.  

•	 The transportation is not part of a Part A service. 

Other requirements specified in CR6347 or in the above-cited CMS Manuals may also apply to 
the provider/supplier or to a particular transport or billing.  

New and revised definitions related to ambulance claims processing have been added as 
follows: 
•	 A/MAC - For the purposes of Chapter 15 of the Medicare Claims Processing Manual 

only, the term refers to those Medicare contractors that process claims for institutionally-
based ambulance providers billed on CMS-1450 Form (UB04) and/or a Health Insurance 
Portability and Accountability Act (HIPAA) of 1996 compliant ANSI X12N 837I electronic 
transaction. 

•	 B/MAC - For the purposes of Chapter 15 of the Medicare Claims Processing Manual 
only, the term refers to those Medicare contractors that process claims for ambulance 
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suppliers billed on a CMS-1500 Form and/or a HIPAA compliant ANSI X12N 837P 
electronic transaction. 

•	 Date of Service - The date of service (DOS) of an ambulance service is the date that 
the loaded ambulance vehicle departs the point of pickup (POP). In the case of a ground 
transport, if the beneficiary is pronounced dead after the vehicle is dispatched but before 
the (now deceased) beneficiary is loaded into the vehicle, the DOS is the date of the 
vehicle’s dispatch. In the case of an air transport, if the beneficiary is pronounced dead 
after the aircraft takes off to pick up the beneficiary, the DOS is the date of the vehicle’s 
takeoff. 

•	 Provider - For the purposes of this Chapter 15 of the Medicare Claims Processing 
Manual only, the term “provider” is used to reference a hospital-based ambulance 
provider which is owned and/or operated by a hospital, critical access hospital, skilled 
nursing facility, comprehensive outpatient rehabilitation facility, home health agency, 
hospice program, or, for purposes of section 1814(g) and section 1835(e) of the Act, a 
fund. 

•	 Supplier - For the purposes of Chapter 15 of the Medicare Claims Processing Manual 
only, the term supplier is defined as any ambulance service that is not institutionally 
based. A supplier can be an independently owned and operated ambulance service 
company, a volunteer fire and/or ambulance company, a local government run firehouse 
based ambulance, etc., that provides Part B Medicare covered ambulance services and 
is enrolled as an independent ambulance supplier.  

Claims Jurisdiction 
Claims jurisdiction for suppliers is considered to be where the ambulance vehicle is garaged or 
hangared. Claims jurisdiction for institutional based providers is based on the primary location of 
the institution.  
Payment is based on the level of service provided, not on the vehicle used. Occasionally, local 
jurisdictions require the dispatch of an ambulance that is above the level of service that ends up 
being provided to the Medicare beneficiary. In this, as in most instances, Medicare pays only for 
the level of service provided, and then only when the service provided is medically necessary. 

Adjustments for Fee Schedule (FS) Payment Rates for Ground Ambulance Transports 
The payment rates under the FS for ground ambulance transports (both the fee schedule base 
rates and the mileage amounts) are increased for services furnished during the period July 1, 
2004 through December 31, 2006 as well as July 1, 2008 through December 31, 2009. For 
ground ambulance transport services furnished where the POP is urban, the rates are increased 
by 1 percent for claims with dates of service July 1, 2004 through December 31, 2006 in 
accordance with Section 414 of the Medicare Modernization Act (MMA) of 2004 and by 2 
percent for claims with dates of service July 1, 2008 through December 31, 2009 in accordance 
with Section 146(a) of the Medicare Improvements for Patients and Providers Act of 2008. For 
ground ambulance transport services furnished where the POP is rural, the rates are increased 
by 2 percent for claims with dates of service July 1, 2004 through December 31, 2006 in 
accordance with Section 414 of the Medicare Modernization Act (MMA) of 2004 and by 3 
percent for claims with dates of service July 1, 2008 through December 31, 2009 in accordance 
with Section 146(a) of the Medicare Improvements for Patients and Providers Act of 2008. 
These amounts are incorporated into the fee schedule amounts that appear in the Ambulance 
FS file maintained by CMS and downloaded by CMS contractors.  
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Billing Instruction Reminder Information 
Independent ambulance suppliers may bill on CMS-1500 Form or the ANSI X12N 837P data 

set. These claims are processed using the Multi-Carrier System (MCS). 

Institution based ambulance providers may bill on CMS-1450 Form or the ANSI X12N 837I. 

These claims are processed using the Fiscal Intermediary Shared System (FISS). 


Institutional providers and suppliers must report an origin and destination modifier for each 

ambulance trip provided in Healthcare Common Procedure Coding System (HCPCS)/Rates. 

Origin and destination modifiers used for ambulance services are created by combining two 

alpha characters. Each alpha character, with the exception of “X”, represents an origin code or a 

destination code. The pair of alpha codes creates one modifier. The first position alpha code 

equals origin; the second position alpha code equals destination. Origin and destination codes 

and their descriptions are listed below:  

•	 D = Diagnostic or therapeutic site other than P or H when these are used as origin 

codes; 
•	 E = Residential, domiciliary, custodial facility (other than 1819 facility); 
•	 G = Hospital based end stage renal disease (ESRD) facility;  
•	 H = Hospital; 
•	 I = Site of transfer (e.g. airport or helicopter pad) between modes of ambulance 


transport; 

•	 J = Freestanding ESRD facility;  
•	 N = Skilled nursing facility;  
•	 P = Physician’s office; 
•	 R = Residence; 
•	 S = Scene of accident or acute event;  
•	 X = Intermediate stop at physician’s office on way to hospital (destination code only)  

In addition, institutional providers must report one of the following modifiers with every HCPCS 
code to describe whether the service was provided under arrangement or directly:  
•	 QM - Ambulance service provided under arrangement by a provider of services; or  
•	 QN - Ambulance service furnished directly by a provider of services.  

While combinations of these items may duplicate other HCPCS modifiers, when billed with an 
ambulance transportation code, the reported modifiers can only indicate origin/destination.  

Additional Information 
The official instruction, CR 6347, issued to your carrier, FI, and A/B MAC regarding this change 
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1696CP.pdf on the 
CMS Website. The revised portions of Chapter 15 of the Medicare Claims Processing Manual 
are attached to CR6347. 

A version of the Ambulance Fee Schedule is also posted to the CMS Website 
(http://www.cms.hhs.gov/AmbulanceFeeSchedule/02_afspuf.asp) for public consumption. 

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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Comprehensive Error Rate Testing (CERT) 

DO YOU HAVE A CERT QUESTION? 

To submit your Comprehensive Error Rate Testing (CERT) question to Wisconsin Physicians 
Service (WPS) Medicare, simply send an e-mail to medicareadmin@wpsic.com. Be sure to 
indicate "CERT Question" in the subject line. Please also include your full name, address, 
telephone number, and Provider Transaction Access Number or Provider Identification Number 
(if available) in the body of the e-mail. This will assure a prompt reply to your question. 

When e-mailing WPS Medicare, please do not include sensitive information. If your question 
pertains to a specific claim, include the Internal Control Number, not your patient's Medicare 
Health Insurance Claim Number. 

39
 
This bulletin should be shared with all health care practitioners and managerial members of 

the provider staff. Bulletins are available at no cost from our Website at: 
http://www.wpsmedicare.com 

mailto:medicareadmin@wpsic.com
http://www.wpsmedicare.com


      
 

 
 

 

 

 

 
 

 

 
 

 

 
 

 

 
 

  

P a r t  B  C o m m u n i q u é  A p r i l  2 0 0 9  

Coverage – General 

COVERAGE FOR SURGICAL DEBRIDEMENT SERVICES 

In May 2007, The Office of the Inspector General (OIG) released a report entitled Medicare 
Payments for Surgical Debridement Services in 2004. The report can be found at 
http://oig.hhs.gov/oei/reports/oei-02-05-00390.pdf 

The report recommended that CMS proceed with the following actions: 

Strengthen program safeguards to prevent improper payments for surgical 
debridement services. CMS should either develop a National Coverage Determination or 
instruct carriers to develop more uniform policy guidance that defines surgical debridement 
and clarifies how to most appropriately code the services provided. The guidance should 
also clarify what information needs to be documented in the medical record to meet 
Medicare program requirements. CMS should also instruct carriers to implement edits, such 
as frequency edits, as appropriate. 

In addition, CMS should instruct carriers to conduct additional medical reviews and 
education efforts on surgical debridement services. Carriers should focus their reviews on 
common coding errors, higher cost services, and/or providers who have aberrant billing 
patterns. Education should focus on what services are considered surgical debridement, 
how these services should be correctly coded, and when modifiers may be used.  

In response to questions regarding limiting the Place of Service (POS) for CPT codes 11043 
(Debridement skin, subcutaneous tissue, and muscle) and 11044 (Debridement skin, 
subcutaneous tissue, muscle, and bone), please see the following explanation. The information 
includes some historical background information to explain why the place of service (POS) for 
these procedures is typically limited. 

CPT 11040-11044 codes are unusual skin codes since their definitions are not based on size.  
This is a flaw in their definition.  Other skin surgical CPT codes such as “Surgical Preparation or 
Creation of Recipient site” codes (e.g. CPT 15002-5) or “Skin Grafts Codes” (CPT 15040­
15431) are based on size/area of the service.  Laceration Repair Codes (i.e. CPT 12001 
through 13160) are based on size. Similarly, “Shaving of Epidermal or Dermal Lesions” (CPT 
11300 through 11313), “Excision of Benign Lesions “(CPT 11400 through 11471) and “Excision 
of Malignant Lesions” (CPT 11600 through 11646) are also based on size.  Only the 
debridement codes have this aberrancy in their descriptions. 

Repeated debridements are not the same service as the original service. 
CPT codes 11043 and 11044 are codes that describe deep debridement of the muscle and 
bone. However, once the initial debridement of muscle and or bone has been performed, there 
typically is no true necrotic muscle or bone there to be subsequently debrided.  Equally 
important, once true debridements have been performed, further debridements are not really 
bone or muscle: just because there is a Stage IV ulcer, additional debridements are not 
necessarily bone and/or muscle debridements.  It is the same situation as a dermatologist billing 
critical care for his/her evaluation of a skin problem on a patient in an ICU.  Just because the 
patient is in an ICU, all E&M services on the patient are not necessarily critical care.  A Stage III 
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wound should not be automatically billed with CPT code 11043 nor should a Stage IV wound 
automatically be billed with a CPT code 11044 for further (repeated) debridements 

Because these are considered major surgical procedures, the WPS Medicare medical directors 
have determined that, in the interest of beneficiary safety, they should only be performed in an 
appropriate place of service (POS) including hospital inpatient, hospital outpatient and 
ambulatory surgery centers. We have reviewed numerous operative reports.  To properly 
perform this degree of debridement in any other place of service would place the beneficiary at 
undue risk. As noted above, cutting through skin, muscle, or bone is painful.  Yet most of the 
11043-11044 claims that we have seen were performed without any anesthesia, or occasional 
with a topical spray.  Such a spray is not appropriate to prevent pain.  Some providers of these 
services have told us that the patients do not have any pain since they are paraplegic or have 
peripheral neuropathy.  However, these claims are rarely credible.  CPT 11043 and 11044 were 
meant to be performed on true, deep necrotic tissue, and not a miniscule bit of muscle or bone.  
These debridements are typically performed in the operating room with excellent anesthesia 
and good lighting to allow adequate and complete debridement of necrotic tissue.  A patient’s 
bedside, nursing home, and most offices do not allow such complete surgery to be performed. 

In addition, it is not appropriate to consider debridement of multiple small, juxtaposition ulcers or 
similar small ulcers on the same extremity or area to be separate procedures. The additional 
work is minimal and does not justify multiple billings.  

Of note, most of the recurrent/subsequent wound debridements are best defined as 97597 or 
97598. 

97597. Removal of devitalized tissue from wound(s), selective debridement without anesthesia 
(e.g., high pressure water jet with/without suction, sharp debridement with scissors, scalpel and 
forceps), with/without use of whirlpool, topical application(s), wound assessment, and 
instruction(s) for ongoing care, per session; total wound(s) surface area less than or equal to 20 
square centimeters. 

97598. Removal of devitalized tissue from wound(s), selective debridement without anesthesia 
(e.g., high pressure water jet with/without suction, sharp debridement with scissors, scalpel and 
forceps), with/without use of whirlpool, topical application(s), wound assessment, and 
instruction(s) for ongoing care, per session; total wound(s) surface area greater than 20 sq. cm. 

The Medicare medical director determines the appropriate Place of Service (POS) for any given 
procedure. POS is not a component of a Local Coverage Determination (LCD). This is why this 
information is placed in the companion Coding and Billing article, rather than in an LCD itself. 

NEW OPHTHALMOLOGICAL ACCEPTED INDICATIONS FOR 

BEVACIZUMAB (AVASTIN™) (J3590) 


When used for ophthalmological purposes, WPS Medicare currently allows payment for 
Bevacizumab (Avastin™) only for "wet" macular degeneration (ICD-9 code 362.52). Recently, 
we have received a number of requests to expand the ophthalmological use of Bevacizumab.  
After reviewing the medical literature and obtaining the opinions of multiple ophthalmologists, it 
appears that other ophthalmological uses of Bevacizumab are appropriate.  Thus, WPS 
Medicare will pay for its use for the following indications as of 1 April 2009: 
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*362.07 Diabetic macular edema 
*362.36 Venous tributary (branch) occlusion 
362.52 Exudative senile ["wet"] macular degeneration  

*364.42 Rubeosis iridis  
*365.63 Glaucoma associated vascular disorders  

*reflects new indication for Bevacizumab. 

NEW WAIVED TESTS 
~CMS MLN Matters~ 

MLN Matters Number: MM6370 Related Change Request (CR) #: 6370 
Related CR Release Date: February 27, 2009 Effective Date: April 1, 2009 
Related CR Transmittal #: R1689CP Implementation Date: April 6, 2009 

Provider Types Affected 
Clinical laboratories and providers that submit claims to Medicare carriers and/or Medicare 
Administrative Contractors (MACs) for laboratory test services provided to Medicare 
beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6370 and alerts providers that the Centers for 
Medicare & Medicaid Services (CMS) has listed the twelve latest tests approved by the Food 
and Drug Administration (FDA) as waived tests under Clinical Laboratory Improvement 
Amendments of 1988 (CLIA). The tests newly added to the waived tests are in the table on 
page 2 of this article. Be sure your billing staffs are aware of these changes. 

Background 
CLIA regulations require a facility to be appropriately certified for each test it performs. To 
ensure that Medicare & Medicaid only pay for laboratory tests categorized as waived complexity 
under CLIA in facilities with a CLIA certificate of waiver, laboratory claims are currently edited at 
the CLIA certificate level. CMS identifies CLIA waived tests by providing an updated list of 
waived tests to the Medicare contractors on a quarterly basis via a Recurring Update 
Notification. To be recognized as a waived test, some CLIA waived tests have unique HCPCS 
procedure codes and some must have a QW modifier included with the HCPCS code. 

Listed below are the latest tests approved by the Food and Drug Administration as waived tests 
under CLIA. The Current Procedural Terminology (CPT) codes for the following new tests must 
have the modifier QW to be recognized as a waived test. However, the tests mentioned on the 
first page of the attachment to CR 6370 at 
http://www.cms.hhs.gov/Transmittals/downloads/R1689CP.pdf on the CMS Website (i.e., 
CPT codes: 81002, 81025, 82270, 82272, G0394, 82962, 83026, 84830, 85013, and 85651) do 
not require a QW modifier to be recognized as a waived test. 
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CPT Code Effective Date Description 

87880QW July 17, 2008 Henry Schein One Step+ 
Strep A Dipstick Test  

81003QW October 17, 2008 Consult diagnostics Urine 
Analyzer 

82465QW (Contact your Medicare 
carrier or MAC for claims instructions.), 
82947QW, 82950QW, 82951QW, 
82952QW, 83036QW, 84478QW 

October 31, 2008 Wako APOLOWAKO 
Analyzer (Whole Blood) 

83986QW November 4, 2008  Common Sense Ltd. 
Norma-Sense Vaginal 
Discharge pH Test  

80101QW November 4, 2008  Mossman Associates, Inc. 
NicCheck I Test Strips 

83036QW November 13, 2008  Siemens DCA 2000 
Analyzer 

83036QW November 13, 2008  Siemens DCA 2000+ 
Analyzer 

82565QW November 13, 2008  Abbott i-STAT Crea 
Cartridge {Whole Blood}  

82947QW, 82950QW, 82951QW, 
82952QW 

November 13, 2008  Abbott i-STAT G Cartridge 
{Whole Blood} 

82435QW, 82947QW, 82950QW, 
82951QW, 82952QW, 84132QW, 
84295QW, 84520QW, 85014QW 

November 13, 2008  Abbott i-STAT 6+ Cartridge 
{Whole Blood} 

82947QW, 82950QW, 82951QW, 
82952QW, 84132QW, 84295QW, 
85014QW 

November 13, 2008 Abbott i-STAT EC4+ 
Cartridge {Whole Blood} 

84295QW, 84132QW, 85014QW November 13, 2008 Abbott i-STAT E3+ 
Cartridge {Whole Blood} 

Please note that your Medicare contractor will not search their files to either retract payment or 
retroactively pay claims processed before CR 6370 is implemented; however, they will adjust 
claims that you bring to their attention.  

Additional Information 
You can find the official instruction, CR 6370, issued to your carrier or MAC by visiting 
http://www.cms.hhs.gov/Transmittals/downloads/R1689CP.pdf on the CMS Website. 

If you have any questions, please contact your carrier or 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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OPEN MEETING
 

Wisconsin Physicians Service (WPS) will hold an open Local Coverage Determinations (LCD) 

meeting on April 15, 2009 at 1:00 p.m. CST (2 PM EST) for persons wishing to provide input 

concerning LCDs that are currently in the development process to allow the submission of 

scientific evidence and other information from members of the general public. 


The Meetings will be held at the addresses below. 

Call in number for Participants - 866-516-6017 

Conference Number 73705161 

Dr. Boren is the facilitator for the meeting. 


Interested parties, who wish to make presentations of scientific evidence and other information 

related to draft local coverage determinations, must submit a written request that includes the 

following items: 


• name, address, telephone number and e-mail address (if applicable)  
• name and address of the organization they represent (if applicable)  
• name of draft local coverage determination 

In addition, two copies of the presentation and any handouts for the meeting must accompany 
the written request, which will be reviewed by the Medical Director(s). Requests and materials 
should be forwarded to the lead Carrier Medical Director (CMD) associated with the draft local 
coverage determination. 

All members of the public are invited to offer comment on the draft local coverage 
determinations via e-mail or in writing to the Medical Directors at the addresses listed below. 

Presentations are limited to a maximum of 10 minutes each. The presenter must obtain 
permission, in writing, for the distribution of any transcription, recording and/or summarization 
and permission for the copying and/or distribution of any submitted materials. All requests will 
be acknowledged by either confirming or declining the request to participate in the meeting. 
Members of the general public are invited. 
Note: This meeting is not the official Carrier Advisory Committee meeting. 

Addresses for public comment and meeting locations are: 

Wisconsin: 
WPS 
Dr. Bussan 
1751 W Broadway 
Madison, WI 53713 
Conference Room 
Corporate Center 

Illinois: 
WPS 
Dr. Boren 
111 E. Wacker Dr. - Suite 950 
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Chicago, IL 60601 
Large Conference Room 

Minnesota: 
WPS 
8120 Penn Avenue South 
Bloomington, MN 55431 
Minnesota Room, 2nd Floor 

OUTPATIENT THERAPY CAPS WITH EXCEPTIONS IN CALENDAR 

YEAR (CY) 2009 


~CMS MLN Matters~
 

MLN Matters Number: MM6321 Revised Related Change Request (CR) #: 6321 
Related CR Release Date: February 13, 2008 Effective Date: January 1, 2009 
Related CR Transmittal #: R1678CP Implementation Date: April 6, 2009 

Note: This article was revised on March 10, 2009, to clarify the Advance Beneficiary 
Notice (ABN) language on page 2. All other information remains the same. 

Provider Types Affected 
Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, 
Medicare Administrative Contractors (MACs), Fiscal Intermediaries (FIs), and/or Regional Home 
Health Intermediaries (RHHIs)) for therapy services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6321 which describes the Centers for Medicare & 
Medicaid Services (CMS) policy for outpatient therapy cap exceptions for 2009 and updates the 
dollar amount of the therapy caps for 2009. Be sure billing staff is aware of the updates.  

Background 
The Balanced Budget Act of 1997 established limits on outpatient therapy services. These limits 
change annually. The Deficit Reduction Act of 2005 allowed CMS to establish an exceptions 
process, which began January 1, 2006 and was extended by later legislation. The Medicare 
Improvements for Patients and Providers Act of 2008 (MIPPA) extended the exceptions 
process for therapy caps through December 31, 2009. CR 6321 makes no change to the 
exceptions process. 

CR 6321 revises the Medicare Claims Processing Manual Chapter 5, Section 10.2 (The 
Financial Limitation) to include the outpatient therapy cap exceptions for 2009. The revised 
manual chapter is included as attachment to CR6321, and the following is extracted from that 
attachment: 

Financial limitations on outpatient therapy services, as described in the Medicare Claims 
Processing Manual (Chapter 5, Section 10.2 (The Financial Limitation)) were $1740 in 2006, 
$1780 in 2007, and $1810 for 2008. 
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For 2009, 
•	 The annual limit on the allowed amount for outpatient physical therapy and 

speech-language pathology combined is $1840; and 
•	 The separate limit for occupational therapy is $1840. 

An Advance Beneficiary Notice of Noncoverage (ABN) is required to be given to a 
beneficiary whenever the treating clinician determines that the services being provided are no 
longer expected to be covered because they do not satisfy Medicare’s medical necessity 
requirements before the cap is reached. The ABN informs the beneficiary of their potential 
financial obligation to the provider and provides guidance regarding appeal rights. Since 
therapy that exceeds the cap is statutorily excluded from Medicare coverage, the ABN is 
not required. However, the ABN may be used on a voluntary basis to inform the beneficiary of 
potential liability for therapy that exceeds the cap.  

Note: The ABN-G is no longer effective as of March 1, 2009. The revised ABN (CMS-R-131) 
must now be used and the revised ABN is available for download at 
http://www.cms.hhs.gov/BNI/Downloads/ABNFormInstructions.zip on the CMS Website. 

Additional Information 
The official instruction, CR 6321, issued to your carrier, FI, MAC, and RHHI regarding this 
change may be viewed at 
http://www.cms.hhs.gov/Transmittals/downloads/R1678CP.pdf on the CMS Website. 

If you have any questions, please contact your carrier, FI, 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. 

UPDATES TO THE INTERNET ONLY MANUAL PUBLICATION 100­
02, CHAPTER 10 (OF THE MEDICARE BENEFIT POLICY MANUAL) 

~CMS MLN Matters~ 

MLN Matters Number: MM6318 Related Change Request (CR) #: 6318 
Related CR Release Date: February 20, 2009 Effective Date: January 5, 2009 
Related CR Transmittal #: R103BP Implementation Date: March 20, 2009 

Provider Types Affected 
Ambulance providers and suppliers submitting claims to Medicare Contractors (carriers, Fiscal 
Intermediaries (FIs), and/or Medicare Administrative Contractors (MACs)) for ambulance 
services provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on Change Request (CR) 6318 and alerts providers that the Centers for 
Medicare & Medicaid Services (CMS) is issuing CR6318 to highlight the revisions to the 
Medicare Benefit Policy Manual, Chapter 10 - Ambulance Services. The article is informational 
in nature, since CR 6318 revises that manual to incorporate information previously released via 
Transmittal AB-02-130 and updates to the Medicare Claims Processing Manual, Chapter 15, 
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which is available at http://www.cms.hhs.gov/manuals/downloads/clm104c15.pdf on the 
CMS Website.  

Key Points 
The key updates made to Chapter 10 of the Medicare Benefit Policy Manual are as follows:  

•	 Chapter 10/Section 10.4. Medically appropriate air ambulance transportation is a 
covered service regardless of the State or region in which it is rendered. However, 
Medicare contractors approve claims only if the beneficiary’s medical condition is such 
that transportation by either basic or advanced life support ground ambulance is not 
appropriate. There are two categories of air ambulance services: fixed wing (airplane) 
and rotary wing (helicopter) aircraft. The higher operational costs of the two types of 
aircraft are recognized with two distinct payment amounts for air ambulance mileage. 
The air ambulance mileage rate is calculated per actual loaded (patient onboard) miles 
flown and is expressed in statute miles (not nautical miles).  

1. 	 Fixed Wing Air Ambulance (FW): Fixed wing air ambulance is furnished when the 
beneficiary’s medical condition is such that transport by ground ambulance, in whole 
or in part, is not appropriate. Generally, transport by fixed wing air ambulance may 
be necessary because the beneficiary’s condition requires rapid transport to a 
treatment facility, and either great distances or other obstacles, e.g., heavy traffic, 
preclude such rapid delivery to the nearest appropriate facility. Transport by fixed 
wing air ambulance may also be necessary because the beneficiary is inaccessible 
by a ground or water ambulance vehicle. 

2. 	 Rotary Wing Air Ambulance (RW): Rotary wing air ambulance is furnished when 
the beneficiary’s medical condition is such that transport by ground ambulance, in 
whole or in part, is not appropriate. Generally, transport by rotary wing air ambulance 
may be necessary because the beneficiary’s condition requires rapid transport to a 
treatment facility, and either great distances or other obstacles, e.g., heavy traffic, 
preclude such rapid delivery to the nearest appropriate facility. Transport by rotary 
wing air ambulance may also be necessary because the beneficiary is inaccessible 
by a ground or water ambulance vehicle. 

•	 Chapter 10/Section 10.4.2. Medical reasonableness is only established when the 
beneficiary’s condition is such that the time needed to transport a beneficiary by ground, 
or the instability of transportation by ground, poses a threat to the beneficiary’s survival 
or seriously endangers the beneficiary’s health. A list of examples of cases for which air 
ambulance could be justified is available in section 10.4.2, which is attached to CR6318. 
The list is not inclusive of all situations that justify air transportation, nor is it intended to 
justify air transportation in all locales in the circumstances listed. 

•	 Chapter 10/Section 20/20.1.2 - Beneficiary Signature Requirements. Medicare 
requires the signature of the beneficiary, or that of his or her representative, for both the 
purpose of accepting assignment and submitting a claim to Medicare. If the beneficiary 
is unable to sign because of a mental or physical condition, the following individuals may 
sign the claim form on behalf of the beneficiary: 

1. 	 The beneficiary’s legal guardian;  
2. 	 A relative or other person who receives social security or other governmental 

benefits on behalf of the beneficiary; 
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3. 	 A relative or other person who arranges for the beneficiary’s treatment or exercises 
other responsibility for his or her affairs;  

4. 	 A representative of an agency or institution that did not furnish the services for which 
payment is claimed, but furnished other care, services, or assistance to the 
beneficiary; 

5. 	 A representative of the provider or of the nonparticipating hospital claiming payment 
for services it has furnished, if the provider or nonparticipating hospital is unable to 
have the claim signed in accordance with 42 CFR 424.36(b) (1 – 4); and/or  

6. 	 A representative of the ambulance provider or supplier who is present during an 
emergency and/or nonemergency transport, provided that the ambulance provider or 
supplier maintains certain documentation in its records for at least 4 years from the 
date of service. 

Note: A provider/supplier (or his/her employee) cannot request payment for services 
furnished except under circumstances fully documented to show that the beneficiary is 
unable to sign and that there is no other person who could sign. 

•	 Chapter 10/Section 30.1.1. This section is revised to add information regarding 
Advanced Life Support (ALS) assessments. The determination to respond emergently 
with an ALS ambulance must be in accord with the local 911 or equivalent service 
dispatch protocol. If the call came in directly to the ambulance provider/supplier, then the 
provider’s/supplier’s dispatch protocol must meet, at a minimum, the standards of the 
dispatch protocol of the local 911 or equivalent service. In areas that do not have a local 
911 or equivalent service, then the protocol must meet, at a minimum, the standards of a 
dispatch protocol in another similar jurisdiction within the State or, if there is no similar 
jurisdiction within the State, then the standards of any other dispatch protocol within the 
State. Where the dispatch was inconsistent with this standard of protocol, including 
where no protocol was used, the beneficiary’s condition (for example, symptoms) at the 
scene determines the appropriate level of payment.  

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

The official instruction (CR6318) issued to your Medicare FI, carrier or MAC is available at 
http://www.cms.hhs.gov/Transmittals/downloads/R103BP.pdf on the CMS Website. 
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Coverage – Policies 

INFORMATION ON WEBSITE 

WPS Medicare publishes Local Coverage Determinations (LCDs), National Coverage 
Provisions (NCPs), and National Coverage Determinations (NCDs), as well as retired 
LCDs/Local Medical Review Policies (LMRPs) for Medicare Part B, on its Website:  

http://www.wpsmedicare.com/part_b/policy/index.shtml 

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/LMRP by writing to our Freedom of Information (FOI) Unit. 

WPS Medicare 

Attn: Freedom of Information Act (FOIA) 


PO Box 8810 

Marion, IL 62959
 

� � � � � 

New Policies for April 2009 

Policy Title NCD/NCP/LCD Web Communiqué 
Page 

HONC-010 Chemotherapy Drugs and their 
Adjuncts LCD Click here 

to view 50 

INJ-018 Botulinum Toxin LCD Click here 
to view 50 

� � � � � 

Revised Policies for April 2009 

Policy Title NCD/NCP/LCD Web Communiqué 
Page 

Avastin - Injection List Click here 
to view 51 

INJ-012 Immune Globulins LCD Click here 
to view 51 

INJ-033 
Intra-articular Injections of 
Hyaluronate for Treatment of 
Osteoarthritis of the Knee 

LCD Click here 
to view 52 

PHYS-066 Biofeedback LCD Click here 
to view 52 

PHYS-078 Independent Diagnostic 
Testing Facilities (IDTF) LCD Click here 

to view 53 
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Coverage – New Policies 

Editors Note: The effective date for the NEW LCD Chemotherapy Drugs and their 
Adjuncts is 5/16/09. It was incorrectly listed as 4/16/09 in our March Communique. 

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

Contractor Type 
Carrier 
MAC A 
MAC B 

LCD Title 
Chemotherapy Drugs and their Adjuncts 

Contractor's Determination Number 
HONC-010 

Original Determination Effective Date 
05/16/09 

This is a new LCD.  Please read this policy in its entirety on the following Web page:  
http://www.wpsmedicare.com/part_b/policy/policy_active.shtml 

� � � � � 

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

Contractor Type 

LCD Title 
Botulinum Toxin Type A & Type B 

Contractor's Determination Number 
INJ-018 

Original Determination Effective Date 
05/16/09 
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Coverage – Revised Policies 

Injection List 

Effective: 04/01/09 

Bevacizumab (Avastin™) (J3590) 

When used for ophthalmological purposes, WPS Medicare currently allows payment for 
Bevacizumab (Avastin™) only for "wet" macular degeneration (ICD-9 code 362.52). 

We have received a number of requests to expand the ophthalmological use of Bevacizumab.  
After reviewing the medical literature and obtaining the opinions of multiple ophthalmologists, it 
appears that other ophthalmological uses of Bevacizumab are appropriate.  Thus, the following 
additional indications for its use have been added to the injection list: 

362.07 Diabetic macular edema  
362.36 Venous tributary (branch) occlusion 
364.42 Rubeosis iridis  
365.63 Glaucoma associated vascular disorders 

� � � � � 

LCD Title 
Immune Globulins 

Contractor's Determination Number 
INJ-012 

Revision Effective Date 
04/01/2009* 

Indications and Limitations of Coverage and/or Medical Necessity 
Intravenous immune globulin (J1561, J1566, J1568, J1569, J1572, and J1459) will be covered 
for Churg-Strauss Vasculitis (446.4).  It will be covered when used for patients with severe 
active illness for whom other interventions have been unsuccessful or intolerable.  It is not 
covered for routine use. 

51
 
This bulletin should be shared with all health care practitioners and managerial members of 

the provider staff. Bulletins are available at no cost from our Website at: 
http://www.wpsmedicare.com 

http://www.wpsmedicare.com


      
 

 
 

 

 
 

 

 
 

 

 

 
 

 
 

 

 

 

 

 

 

P a r t  B  C o m m u n i q u é  A p r i l  2 0 0 9  

� � � � � 


LCD Title 
Intra-articular Injections of Hyaluronate for Treatment of Osteoarthritis of the Knee  

Contractor's Determination Number 
INJ-033 

Indications and Limitations 
Hylan G-F 20, Synvisc-One™ has been added to this LCD.  It is a single dose injection 
(48mg/6ml). 

*Revision Effective Date 
02/26/09 FDA approval date 

Intra-articular Injections of Hyaluronate for Treatment of Osteoarthritis of the Knee (INJ­
033) Billing and Coding Guidelines 

*Coding Guidelines 
J3490 NOC code should be used to indicate Synvisc-One™ was used.  List the name of the 
drug, the amount of the drug that is administered and wasted if applicable; method of 
administration (intra-articular) in the electronic narrative that is equivalent to line 19 of the CMS 
1500 form. List the units of service as one in item 24G of the CMS 1500 form, or the electronic 
equivalent if filing electronically. 

An invoice may be requested if pricing is not available on the ASP pricing file. This file contains 
lists for NOC and true codes. This file can be located using the following Web link.  

http://www.cms.hhs.gov/McrPartBDrugAvgSalesPrice 

� � � � � 

LCD Title 
Biofeedback 

Contractor's Determination Number 
PHYS-066 

This is not new information as it was in the narrative part of the LCD.  It has now been added to 
the LCD ICD-9 chart. 

*CPT code 90911 Biofeedback for pelvic floor retraining for urinary incontinence (90911) if 
performed with the aid of EMG and/or electrical stimulation techniques. 

*599.82 Intrinsic urethral sphincter deficiency 
*625.6 Stress incontinence, female 
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*788.30 Urinary incontinence, unspecified 
*788.31 Urge Incontinence 
*788.32 Stress incontinence, male 
*788.33 Mixed incontinence 

� � � � � 

Billing and Enrollment Guideline for PHYS-078 Independent Diagnostic Testing Facilities 
(IDTF) 

IDTF Standards 15 & 16 and section E were added to this guideline based on the Physician Fee 
Schedule Regulatory Changes contained in Change Request 6310. 

Incorporation of Physician Fee Schedule Regulatory Changes 
II. PUB 100-8 Program Integrity Manual (PIM) Chapter 10, Section 4: 

*4.19.1 – IDTF Standards 
(Rev. 286: Issued: 03-13-09; Effective Date: 01-01-09; Implementation Date: 04-0109) 

*15. Enrolls in Medicare for any diagnostic testing services that it furnishes to a Medicare 
beneficiary, regardless of whether the service is furnished in a mobile or fixed base location. 

*16. Bills for all mobile diagnostic services that are furnished to a Medicare beneficiary, unless 
the mobile diagnostic service is part of a service provided under arrangement as described in 
section 1861(w)(1) of the Act. (Section 1861(w)(1) states that the term “arrangements” is limited 
to arrangements under which receipt of payments by the hospital, critical access hospital, skilled 
nursing facility, home health agency or hospice program (whether in its own right or as agent), 
with respect to services for which an individual is entitled to have payment made under this title, 
discharges the liability of such individual or any other person to pay for the services.) 
If the IDTF claims that it is furnishing services under arrangement as described in section 
1861(w)(1), the IDTF must provide documentation of such with its initial or revalidation CMS-
855 application 

*E. Leasing and Staffing 
For purposes of the provisions in 42 CFR §410.33, a "mobile IDTF" does not include entities 
that lease or contract with a Medicare enrolled provider or supplier to provide: a) diagnostic 
testing equipment; b) non-physician personnel described in 42 CFR 410.33(c); or c) diagnostic 
testing equipment and non-physician personnel described in 42 CFR 410.33(c). This is because 
the provider/supplier is responsible for providing the appropriate level of physician supervision 
for the diagnostic testing. 
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Electronic Data Interchange (EDI) 

THE DIFFERENCE BETWEEN YOUR ELECTRONIC REMITTANCE 

ADVICE AND YOUR ELECTRONIC FUNDS TRANSFER 


Electronic Remittance Advice (ERA) is an electronic version of your Explanation of Benefits 
and allows you the ability to automatically post your accounts, minimizing data entry by 
eliminating your manual posting procedures. Electronic Remittance Advices are available to all 
WPS providers who currently submit electronic or paper claims to WPS. 

To find more information regarding ERAs go to our Website at 
http://www.wpsic.com/edi/edi_ern_medb.shtml 

To enroll, please download and complete the Electronic Remittance Advice document found 
on our Website at http://www.wpsic.com/edi/pdf/edi_ern_medb.pdf 

For WI, MI, IL and MN, fax your completed form to 618-998-5170. 

If you have questions, call our EDI hotline at 877-567-7261 

Electronic Funds Transfer (EFT) replaces the paper check you may currently receive for 
services rendered. This process allows your check to be deposited directly into your checking 
or savings account, and eliminates the delay or inconsistencies you may encounter with mail 
procedures.  When you sign up for EFTs you are not automatically signed up for ERAs. 

If you currently receive EFTs and you make a bank change with us, you will receive paper 
checks for approximately 10 days from the time we stop the old account and start the new 
account. 
Electronic Funds Transfer check number will start with “88” and paper check numbers will start 
with “11.” 

To find more information regarding EFTs go to our Website at  
http://www.wpsic.com/edi/edi_eft.shtml 

To enroll, please download and complete the CMS 588 form, which is found on our Website at 
http://www.wpsic.com/edi/pdf/cms588_elec_funds.pdf 

If you have any questions, please call 866-380-4742, Option 2 
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General Information 

ATTENTION: PRIMARY CARE PHYSICIANS - ARE YOU 

REQUESTING YOUR PATIENT TO SEE ANOTHER PHYSICIAN? 


Help the other physician determine whether you are requesting a consultation or referring the 
patient for care. 

The Common Procedure Terminology (CPT) book defines a consultation as a "type of service 
provided by a physician whose opinion or advice regarding an evaluation and/or management of 
a specific problem is requested by another physician or appropriate source." It is the intent of 
your request, along with other factors, that determines whether a service is a consultation or a 
visit. 

Specialty offices have shared with us the documentation they receive from the primary care 
office leaves them in doubt as to the intent of the request. When sending a patient to another 
physician's office. Here are some questions to ask yourself: 

1. 	 Am I asking for the advice and/or opinion of the other physician so that I can continue to 
treat the patient's condition?  

2. 	 Am I asking the other physician to treat the patient's condition and keep me informed of 
their plan of care and the patient's progress?  

3. 	 Am I asking the other physician to take over the care of a portion of the patient's care?  

Document what you are requesting from the other physician and what you expect in return. 
This allows the specialty office to code their claims appropriately. 

You can find more information on consultations on the Centers for Medicare & Medicaid 
Services (CMS) Website in the Internet Only Manual (IOM) 100-04, Chapter 12, Section 
30.6.10. You can also find more information on the WPS Medicare Website under Education, 
Specialty Specific, and Consultations. 
http://www.wpsmedicare.com/part_b/education/consultspecialty.shtml 

INSTRUCTIONS FOR THE IMPLEMENTATION OF THE INTERNET­
BASED PROVIDER ENROLLMENT, CHAIN AND OWNERSHIP 


SYSTEM (PECOS) 

~CMS MLN Matters
 

MLN Matters Number: MM6231	 Related Change Request (CR) #: 6231 
Related CR Release Date: October 24, 2008	 Effective Date: November 24, 2008 
Related CR Transmittal #: R271PI	 Implementation Date: November 24, 2008 

Provider Types Affected 
All physicians, providers, and suppliers who submit CMS-855 applications into the PECOS 
system via the Internet to Medicare contractors (Medicare Administrative Contractors (A/B 
MACs), fiscal intermediaries (FIs), carriers or Regional Home Health Intermediaries (RHHIs)). 
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Provider Action Needed 
This article is based on Change Request (CR) 6231 and alerts providers to the fact that the 
information about Internet-based PECOS applications provided in previously issued Change 
Request (CR) 5954 is now incorporated into Centers for Medicare & Medicaid Services (CMS) 
Medicare Program Integrity Manual Chapter 10─Medicare Provider/Supplier Enrollment, which 
is available at http://www.cms.hhs.gov/manuals/downloads/pim83c10.pdf on the CMS 
Website. CMS emphasizes that none of the material in CR 5954 is changing in any way; the 
material is simply being shifted to chapter 10. 

Background 
CR6231 describes the PECOS CMS-855 applications. Specifically, this directive incorporates all 
of the instructions contained in CR 5954 into the Medicare Program Integrity Manual Chapter 
10─Medicare Provider/Supplier Enrollment. Consequently, CR6231 rescinds and replaces CR 
5954. 

Key Points of CR 6231 
Effective immediately CMS has incorporated the instructions regarding PECOS applications into 
the Medicare Program Integrity Manual Chapter 10. The instructions are as follows:  
•	 If the provider fails to submit a signed and dated certification statement to the Medicare 

contractor within 15 calendar days of the date on which it submitted its Internet-based 
PECOS CMS-855 to the contractor, the contractor may reject the application. 

•	 For initial CMS-855 applications sent via the Internet-based PECOS, it is only necessary 
that the dated signature of at least one of the provider’s authorized officials be on the 
certification statement that must be sent in by the 15th day. The signatures of the other 
authorized and delegated officials will be collected through the normal application 
development process. 

•	 If the provider submits an undated certification statement or a certification statement on 
which the Web Tracking ID does not match that in PECOS, the Medicare contractor will 
treat it as a non-submission. 

•	 If your contractor determines that additional or clarifying information is needed, the 
contractor will send an e-mail to the provider: (1) requesting said data along with, as 
necessary, a signed and dated certification statement; and (2) listing a date(s) by which 
the information and certification statement, respectively, must be submitted to the 
contractor. 

•	 Note that your contractor may, at its discretion, initiate a follow-up contact with you after 
sending the e-mail, but is not required to do so. 

•	 If the provider fails to submit the requested additional/clarifying information and the 
accompanying certification statement within 30 calendar days from the date the 
contractor sent the e-mail, the contractor may reject the provider’s application. 

•	 If the contractor receives the additional/clarifying information from the provider, the 
contractor will not recommence its processing of the application until the accompanying 
certification statement is received in the contractor’s provider enrollment department. 

•	 The provider must submit all applicable supporting documentation (e.g., licenses, CMS­
588) with its Internet-based PECOS application. (It is not necessary, however, for the 
provider to submit the supporting documentation: (1) in the same package as the 
certification statement, or (2) prior to its submission of the certification statement.) 
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Additional Information 
If you have questions, please contact your Medicare A/B MAC, FI, carrier 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. 

For complete details regarding this Change Request (CR) please see the official instruction 
(CR6231) issued to your Medicare A/B MAC, FI, carrier or RHHI. That instruction may be 
viewed by going to http://www.cms.hhs.gov/Transmittals/downloads/R271PI.pdf on the 
CMS Website. 

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 at: 
http://subscriptions.cms.hhs.gov/service/subscribe.html?code=USCMS_460 
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Provider Education 

EDUCATION SCHEDULE 

Be sure to visit the WPS Medicare Education Schedule at 
http://www.wpsmedicare.com/part_b/education/education_schedule.shtml to learn more 
about the educational events we have scheduled for the upcoming months.  
Some of the educational events WPS Medicare is hosting include the following:  
• Chiropractic Care Seminar  
• Basic Principles of Medicare Seminar 
• Electronic Data Interchange (EDI) Ask-the-Contractor Teleconferences (ACTS) 
• Using the CMS Secure Net Access Portal (C-SNAP) Webinar 
• Making the Most of the WPS Medicare and CMS Websites 

We hope you can join us to learn more about the Medicare program. 

SELF SERVICE - COMMUNIQUÉ 

This is the tenth in a series of articles about Self-Service Technology.  The article today will 
focus on the Communiqué. 

The Communiqué is WPS Medicare’s monthly newsletter. It is available free on the WPS 
Medicare Website at http://www.wpsmedicare.com/part_b/publications/newsletter.shtml 

The Communiqué contains current Medicare information, updates, articles, policy updates, and 
much more. The first page is a table of contents and categories to help you find the information 
you are looking for quickly and easily. You can also search within an issue of the Communiqué 
by entering a word or phrase in the search box, which appears just above the Communiqué 
toward the top center of your screen. 

SELF-SERVICE - ENEWS LISTSERV 

This is the eleventh in a series of articles designed to focus on Self Service Technology.  The 
article today will focus on the eNews Listserv. 

Both WPS Medicare and CMS have Listservs that providers can elect to sign-up for. Let’s first 
look at the WPS Medicare eNews Listserv. 

WPS Medicare sends out a weekly eNews Listserv with the most current and vital information 
Medicare providers need to know. The eNews Listserv is sent to one or more e-mail addresses 
of your choosing. The weekly e-mails contain the policy updates, education schedule additions, 
changes to the Medicare program, and much more.  To register visit WPS Medicare’s Website 
and click in the yellow box in the upper right corner with the link entitled "Sign Up for Medicare 
eNews." 

The CMS Listserv system is separate for the WPS Medicare system. The sign-up for the CMS 
Listserv is available at http://www.cms.hhs.gov/InfoExchange/03_listserv.asp and allows 
providers the opportunity to select the topics that interest them. CMS sends the e-mails as 
needed, giving updates on the topics chosen. 
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Remember signing up for one Listserv will not give you all the information you need to do your 
job. Be sure to sign-up for both the WPS Medicare and CMS Listservs today. 

SELF-SERVICE – MEDICARE LEARNING NETWORK (MLN) 

This is the twelfth in a series of articles about Self-Service Technology.  The article today will 
focus on the Medicare Learning Network (MLN). 

MLN is a resource available on the CMS Website.  The resource offers: 
• Articles 
• Computer-Based Training (CBT) 
• Products (on-line and hard copy) to help providers and staff educate themselves 
• MLN Videos 
• Provider Call Center Directory 

MLN is the official CMS published information for educating providers and their staff.  The 
information is designed for easy readability and understanding. 

CMS has designed a number of products that are available on the Website or in hard copy.  To 
view the product catalog visit 
http://www.cms.hhs.gov/MLNProducts/downloads/MLNCatalog.pdf 

CMS also has a series of articles published on important changes they are making to the 
Medicare Fee-For-Service Program. To view the articles visit 
http://www.cms.hhs.gov/MLNMattersArticles/ and check back often for recent additions. 

Providers and their staff can provide feedback to CMS about products and information they feel 
should be added to the Medicare Learning Network at MLN@cms.hhs.gov 
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Reimbursement 

TERMINATED AMBULATORY SURGICAL CENTER (ASC) 

PROCEDURES
 

The following criterion determines the appropriate ASC facility payment for a scheduled 
surgical procedure that is terminated due to medical complications, which increase the surgical 
risk to the patient. 

Payment is denied when an ASC submits a claim for a procedure that is terminated before the 
patient is taken into the treatment or operating room. For example, payment is denied if 
scheduled surgery is canceled or postponed because patient complaints such as a cold or the 
flu. 

Payment is made at the rate of 50 percent if a surgical procedure is terminated due to the 
onset of medical complications after the patient has been prepared for surgery and taken to 
the operating room but before anesthesia has been induced or the procedure initiated. For 
example, 50 percent is paid if the patient develops an allergic reaction to a drug administered 
by the ASC prior to surgery or if, upon injection of a retrobulbar block, the patient experiences 
a retrobulbar hemorrhage which prevents continuation of the procedure. Although some 
supplies and resources are expended, they are not consumed to the same extent had 
anesthesia been fully induced and the surgery completed. Facilities use a 73 modifier to 
indicate that the procedure was terminated prior to induction of anesthesia or initiation of the 
procedure. 

Full payment of the surgical procedure is made if a medical complication arises which causes 
the procedure to be terminated after anesthesia has been induced or the procedure initiated. 
For example, full payment is made if, after anesthesia has been accomplished and the 
surgeon has made a preliminary incision, the patient's blood pressure increases suddenly and 
the surgery is terminated to avoid increasing surgical risk to the patient. In this case, the 
resources of the facility are consumed in essentially the same manner and to the same extent 
as they would have been had the surgery been completed. Facilities use a 74 modifier to 
indicate that the procedure was terminated after administration of anesthesia or initiation of the 
procedure. 

An ASC claim for payment for terminated surgery must include an operative report kept on file 
by the ASC, and made available, if requested. The operative report should specify the 
following: 

1. 	 Reason for termination of surgery; 
2. 	 Services that were actually performed;  
3. 	 Supplies that were actually provided;  
4. 	 The services not performed that would have been performed if surgery had not been 

terminated; 
5. 	 Supplies not provided that would have been provided if the surgery had not been 

terminated; 
6. 	 The time actually spent in each stage, e.g., pre-operative, operative, and post- operative;  
7. 	 The time that would have been spent in each of these stages if the surgery had not been 

terminated; and 
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8. The HCPCS code for the procedure had the surgery been performed. 

Note: For paper claims submitted, attach the operative report that includes the itemized list of 
items 1-8. For electronic claims submitted, include the statement "documentation available 
upon request" in the electronic equivalent of item 19. 

Prior to January 1, 2008, a deduction will apply for an unused IOL prior to calculating payment 
for a terminated IOL insertion procedure. 

Beginning January 1, 2008, payment for the IOL is included in payment for the surgical 
procedure to implant the lens. 

Beginning January 1, 2008, a 50 percent payment reduction will apply for discontinued 
radiology procedures and other procedures that do not require anesthesia. Facilities should 
use the -52 modifier to indicate the discontinuance of these applicable procedures. 

Beginning January 1, 2008, ASC surgical services billed with the 52 or 73 modifiers are not 
subject to the multiple procedure discount. 

For more information on ASC surgical services, providers may refer to the Centers for 
Medicare & Medicaid Services (CMS) Internet-Only Manual, Publication 100-04, Chapter 14 
available at http://www.cms.hhs.gov/manuals/downloads/clm104c14.pdf 
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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 an LMRP/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. 

Wisconsin Illinois 
WPS Medicare Customer Service WPS Medicare Customer Service 

PO Box 1706 PO Box 4433 
Madison, WI 53701-1268 Marion, IL 62959 

(866) 359-1599 (866) 234-7340 
Michigan Minnesota 

WPS Medicare Customer Service WPS Medicare Customer Service 
PO Box 5533 8120 Penn Avenue South, Ste. 200 

Marion, IL 62959 Bloomington, MN 55431-1394 
(866) 234-7331 (866) 359-1598 

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/listserv

