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10- General
(Rev. 1, 1601-03)
B3-2020

This chapter provides claims preseng instructions for physician and nonphysician
practitioner services.

Most physician services are paid according to the Medicare Physician Fee Schedule.
Section20 below offers additional information on the fee salledapplication. Chapter

23 includes the fee schedule format and payment localities, and identifies services that
are paid at reasonable charge rather than based on the fee schedule. In addition:

e Chapter 13 describes billing and payment for radiologyices.
e Chapter 16 outlines billing and payment under the laboratory fee schedule.
e Chapter 17 provides a description of billing and payment for drugs.

e Chapter 18 describes billing and payment for preventive services and screening
tests.

The Medicare Manudtub 1001, Medicare General Information, Eligibility, and
Entitlement Manual, Chapter 5, provides definitions for the following:

Physician;

Doctors of Medicine and Osteopathy;

Dentists;

Doctors of Podiatric Medicine;

Optometrists;

Chiropractors (but onlydr spinal manipulation); and
Interns and Residents.

The Medicare Benefit Policy Manual, Chapter 15, provides coverage policy for the
following services.

Telephone services;
Consultations;

Patient initiated second opinions; and



Concurrent care.

Chapter 26 pvides guidance on completing and submitting Medicare claims.

20- Medicare Physicians Fee Schedule (MPFS)
(Rev. 1, 1601-03)
B3-15000

Carriers pay for physiciansdé services furnis
afee schedule. TheMedicea al | owed charge for such physic
of the actual charge or the fee schedule amount. The Medicare payment is 80 percent of

the allowed charge after the deductible is met.

Chapter 23 provides a | ibaseéedomwtheMedicwrs i ci ans 6 se
Physician Fee Schedule (MPFS).

20.1- Method for Computing Fee Schedule Amount
(Rev. 1, 1601-03)
B3-15006

The CMS continually updates, refines, and alters the methods used in computing the fee
schedule amount. For example, inputrthe American Academy of Ophthalmology

has led to alterations in the supplies and equipment used in the computation of the fee
schedule for selected procedures. Likewise, new research has changed the payments
made for physical and occupational therapyre CMS provides the updated fee

schedules to carriers on an annual basis. The sections below introduce the formulas used
for fee schedule computations.

A. Formula

The fully implemented resourdgased MPFS amount for a given service can be
computed by sing the formula below:

MPFS Amount = [(RVUw x GPClw) + (RVUpe x GPClpe) +
(RVUm x GPCIm)] x CF

Where:
RVUw equals a relative value for physician work,
RVUpe equals a relative value for practice expense, and

RVUm refers to a relative value for malpractice



In order to consider geographic differences in each payment locality, three geographic
practice cost indices (GPCIs) are included in the core formula:

e A GPCI for physician work (GPClw),
e A GPCI for practice expense (GPClpe), and
e A GPCI for malpractice (GBIm).

The above variables capture the efforts and productivity of the physician, his/her
individualized costs for staff and for productivigymhancing technology and materials.
The applicable national conversion factor (CF) is then used in the compuéoery
MPFS amount.
The national conversion factors are:
2002- $36.1992
2001- $38.2581
2000- $36.6137
1999- $34.7315
1998- $36.6873
1997- $40.9603 (Surgical); $33.8454 (Nonsurgical); $35.7671 (Primary Care)
1996- $40.7986 (Surgical); $34.6296 (Nsurgical); $35.4173 (Primary Care)
1995- $39.447 (Surgical); $34.616 (Nonsurgical); $36.382 (Primary Care)
1994- $35.158 (Surgical); $32.905 (Nonsurgical); $33.718 (Primary Care)
1993- $31.926 (Surgical); $31,249 (Nonsurgical);
1992- $31.001

For theyears 1999 through 2002, payments attributable to practice expenses transitioned
from chargebased amounts to resowloased practice expense RVUs. The CMS used
the following transition formula to calculate the practice expense RVUs.

1999- 75 percent othargedbased RVUs and 25 percent of the resoidnased
RVUs.

2000- 50 percent of the chardgemsed RVUs and 50 percent of the resoiased
RVUs.



2001- 25 percent of the chardgsmsed RVUs and 75 percent of the resoiased
RVUs.

2002- 100 percent ofhe resourcdéased RVUS.

As the tabular display introduced earlier indicates, CMS has calculated separate facility
and nonfacility resourebased practice expense RVUs.

B. Example of Computation of Fee Schedule Amount
The following example further clards the computation of a fee schedule amount.
Background Example

Nationwide, cardiovascular disease has retained its position as a primary cause of
morbidity and mortality. Currently, cardiovascular disease affects approximately 61.8
million Americans. @rdiovascular disease is responsible for over 40 percent of all
deaths in the United States. However, 84.3 percent of those deaths are persons age 65
and above.

Organ transplantation is one modality that has been used in the treatment of
cardiovascular dease. Currently over 2,000 persons per year receive a heart transplant.
However, another 2,300 persons are on the waiting list. Because of the disparity between
the demand and supply of organs, mechanical heart valves are now covered under
Medicare.

Sample Computation of Fee Schedule

Patients fitted with a mechanical heart valve require intensive home international
normalized ratio (INR) monitoring by his/her physician. Physician services required may
include instructions on demonstrations to the patiegarding the use and maintenance

of the INR monitor, instructions regarding the use of a blood sample for reporting home
INR test results, and full confirmation that the client can competently complete the
required sekltesting.

Assumptions
RVUw =0

Given the nature of the example, the physician would, under product code G0248, not be
allowed to assign work RVUSs.

RvVUm = .01
However, the treatment of the patient with a mechanical heart carries a level of risk.

RVUpe = 2.92



Based upon a relatively intenewel of staff time for an RN/LRN, or MN, as well as a

supply list that includes a relatively sophisticated home INR monitor, batteries,
educational materials, test strips and other materials, the RVUpe can be assigned a value
of 2.92.

The above values geire modification by regionally based values for work, practice, and
malpractice. If the city is assumed to be Birmingham, Alabama, the values below can be
assigned based upon current data.

GPClw = 0.994

GPClpe = 0.912

GPCIim = 0.927

The above indices ggest that the index in Birmingham is .6 percent below the national
norm for physician work intensity, 8.8 percent below the national norm for practice
expenses, and 7.3 percent below the national norm for malpractice.

If the assumption is made that thenfaxility payment for a home visit is $166.52, the
full fee schedule payment can be computed through substitution into the formula.

Payment = (RVUw x GPClw + (RVUpe x GPClpe) + RvUm + GPCIm x
physician fee schedule payment.

Payment = (0 x .994) + (2.92 927) + (.01 x .912) x $166.52 =
Payment = (0) + (2.70684) + (.00912) x 166.52
Payment = $452.26166 or $452.26 when rounded to the nearest cent.

The above example is purely illustrative. The CMS completes all calculations and

provides carriers with finaefe s chedul es f or each | ocality v
Fee Schedule Database (MPFSDB). Localities used to pay services under the MPFS are

listed in Chapter 23.

20.2- Relative Value Units (RVUS)

(Rev. 1, 1601-03)

Resourcebased practice expensesatele value units (RVUs) comprise the core of
physician fees paid under Medicare Part B payment policies. The CMS provides carriers
with the fee schedule RVUs for all services except the following:

Those with local codes;

Those with national codes for vahi national relative values have not been
established;



Those requiring ABy Reporto payment or car
Those that are not i ncluded in the definit

For services with national codes but for which national relativeegdiave not been
provided, carriers must establish local relative values (to be multiplied, in the carrier
system, by the national CF), as appropriate, or establish a flat local payment amount.
Carriers may choose between these options.

The #ABy Rieep @ithtnational eodes or modifiers) include services with codes
ending in 99, team surgery services, unusual services, pricing of the technical component
for positron emission tomography reduced services, and radio nuclide codes A4641 and
79900. Thestatus indicators of the Medicare fee schedule database identify these

specific national codes and modifiers that =c
Reporto basi s. Carriers may not westablish F
establishRvd f or fABy Reporto services with | ocal

Additionally, carriers do not establish fees for noncovered services or for services always
bundled into another service. The MPFSDB identifies noncovered national codes and
codes that are alwaysihdled.

A. Diagnostic Procedures and Other Codes With Professional and Technical
Components

For diagnostic procedure codes and other codes describing services with both
professional and technical components, relative values are provided for the global
savice, the professional component, and the technical component. The CMS makes the
determination of which HCPCS codes fall into this category.

B. No Special RVUs for Limited License Practitioners

There are no special RVUs for limited license physiciargs, optometrists and

podiatrists. The fee schedule RVUs apply to a service regardless of whether a medical
doctor, doctor of osteopathy, or limited license physician performs the service. Carriers
may not restrict either physicians, independentlytpriag physical therapists, and/or

other providers of covered services by the use of these codes.

20.3- Bundled Services/Supplies
(Rev. 147, 0423-04)

There are a number of services/supplies that are covered under Medicare and that have
HCPCS codes, buéy are services for which Medicare bundles payment into the
payment for other related services. If carriers receive a claim that is solely for a service
or supply that must be mandatorily bundled, the claim for payment should be denied by
the carrier.

A. Routinely Bundled



Separate payment is never made for routinely bundled services and supplies. The CMS
has provided RVUs for many of the bundled services/supplies. However, the RVUs are
not for Medicare payment use. Carriers may not establish theirelative values for

these services.

B. Injection Services

Injection services (codes 90782, 90783, 90784, 90788, and 90799) included in the fee
schedule are not paid for separately if the physician is paid for any other physician fee
schedule service nelered at the same time. Carriers must pay separately for those
injection services only if no other physician fee schedule service is being paid. In either
case, the drug is separately payable. If, for example, code 99211 is billed with an
injection serice, pay only for code 99211 and the separately payable drug. (See section
30.6.7.D.) Injection services that are immunizations with hepatitis B, pneumococcal, and
influenza vaccines are not included in the fee schedule and are paid under the drug
pricing methodology as described in Chapter 17.

C. Global Surgical Packages
The MPFSDB lists the global charge period applicable to surgical procedures.
D. Intra-Operative and/or Duplicate Procedures

Chapter 23 an830o0f this chapter describe the correct coding initiative (CCI) and
policies to detect improper coding and duplicate procedures.

E. EKG Interpretations

For services provided between January 1, 1992, and December 31, 1993, carriers must
not make separate pagnt for EKG interpretations performed or ordered as part of, or in
conjunction with, visit or consultation services. The EKG interpretation codes that are
bundled in this way are 93000, 93010, 93040, and 93042. Virtually, all EKGs are
performed as padf or ordered in conjunction with a visit, including a hospital visit.

If the global code is billed for, i.e., codes 93000 or 93040, carriers should assume that the
EKG interpretation was performed or ordered as part of a visit or consultation.
Thereforethey make separate payment for the tracing only portion of the service, i.e.,
code 93005 for 93000 and code 93041 for 93040. When the carrier makes this
assumption in processing a claim, they include a message to that effect on the Medicare
Summary Notie (MSN).

For services provided on or after January 1, 1994, carriers make separate payment for an
EKG interpretation.

20.4- Summary of Adjustments to Fee Schedule Computations
(Rev. 1931, Issued: 032-10, Effective: 0614-10, Implementation: 0614-10)



For services prior to January 1, 1994, B/MACs computed the fee schedule amount for

every service. Through 1995, the fee schedule amount is the transition fee schedule

amount. For services after 1995, CMS computes and provides the fee schedule amount

for every service discussed above.

Certain adjustments are made in order to arrive at the final fee schedule .amount
Those adjustments are:

Participating versus nonparticipating differential,
Reduction for reoperations;

Site of service payment adjustment;

Multiple surgeries;

Bilateral surgery;

Anti-Markup Payment Limitation;

Provider providing less than global fee package;
Assistant at surgery;

Two surgeons/surgical team; and

Supplies.

20.4.1- Participating Versus Nonparticipating Differential
(Rev. 1, 1601-03)
B3-15032

For services/supplies rendered prior to January 1, 1884mounts allowed to

nonparticipating physicians, under the fee schedule may not exceed 95 percent of the

participating fee schedule amourRayments to other entities under thedeleedule
(physiological and independent laboratories, physical and occupational therapists,
portable xray suppliers, etc.) are not subject to this differential unless the entities are
billing for a physiciandés prngroephysigiaois a |

billing for a physiciands professional
percent of the fee schedule amount.

For services/supplies rendered on or after January 1, 1994, payments to any
nonparticipant may not exceed 95 gant of the fee schedule amount or other payment
basis for the service/supply. This five percent reduction applies not only to
nonparticipating physicians, physician assistants, nurse midwives, and clinical nurse
specialists but also to entities such esparticipating portable-ray suppliers,

independently practicing physical and occupational therapists, audiologists, and other
diagnostic facilities. Furthermore, these nonparticipating entities including physicians,

are subject to the five percent retlan not only when they bill for services paid for
under the physician fee schedule, but also when they bill for services that are legally

ser vi
servi

billable under the physician fee schedule, but which are based upon alternative payment

methodologies. As of Janyat, 9994 and beyond, the services/supplies included in this
latter category are drugs and biologicals provided incident to physicians services. The

payment basis for these drugs and biologicals is the lower of the average wholesale price



(AWP) or the esimated acquisition cost (EAC). Therefore, the Medicare payment
all owance for Aincident todo drugs and biolog
exceed 95 percent of whichever is lower than the AWP or the EAC.

20.4.2- Site of Service Payment Diffeential
(Rev. 1604, Issued: 026-08, Effective: 0108-08, Implementation: 0:05-09)

Under the physician fee schedule, some procedures have a separate Medicare fee
schedule for a physiciands professional seryv
nonfaciity. The CMS furnishes both fees in the MPFSDB update.

Professional fees, when the services are provided in a facility, are applicable to
procedures furnished in the facilities. Site of service payment differentials also apply in
an inpatient psychiatri@acility and in a comprehensive inpatient rehabilitation facility.

Place of service code (POS) is used to identify where the procedure is furnished. The list
of facilities where a physicianbds profession

In hospitals (POS code 2B);

e In skilled nursing facilities (SNF) for a Part A resident (POS code 31);
¢ In comprehensive inpatient rehabilitation facilities (POS 61);

e Ininpatient psychiatric facilities (POS 51);

e In community mental health centers (Ei2) (POS code 53);

¢ In an approved ambulatory surgical center (ASC) for a HCPCS code included on
the ASC approved list of procedures (POS code 24); and

¢ In a Medicareapproved ASC for a procedure not on the ASC list of approved
procedures with dates oérwice on or after January 1, 2008. (POS code 24)

Physiciansé professional services are paid a
e In SNFs to Part B residentgPOS code 32);
e In a patientdés home (POS code 12); and

¢ In a facility or institution other than a hospital, skilled nursing facility, community
mental health center or ASC (POS codes 49 or 99).

Nonfacility fees are applicable to therapy procedures regardless of whether they are
furnished in facility or nonfacility settings.



20.4.3- Assistant at Surgery Services
(Rev. 1, 1601-03)

B3-15044

For assistant at surgery services performed by physicians, the fee schedule amount equals
16 percent of the amount otherwise applicable for the global surgery.

Carriers may not pay assistants at styder surgical procedures in which a physician is
used as an assistant at surgery in fewer than five percent of the cases for that procedure
nationally. This is determined through manual reviews.

I n addition to the a8G6,81,ABtd ratianwr pearoyx endaud i
submitted with modifier AS are subject to th
Medicare physician fee schedule database (MPFSDB). Accordingly, pay claims for

procedures with these modifiers only if the servidesnoassistant surgeon are

authorized.

Physicians are prohibited from billing a Medicare beneficiary for assistant at surgery
services for procedure codes subject to the assistant at surgery limit. Physicians who
knowingly and willfully violate this proHuition and bill a beneficiary for an assistant at
surgery service for these procedures codes may be subject to the penalties contained
under81842(j)(2)of the Social Security Act (the Act.) Penaltiesybased on the
frequency and seriousness of the violation.

20.4.4- Supplies
(Rev. 1, 1601-03)
B3-15900.2

Carriers make a separate payment for supplies furnished in connection with a procedure
only when one of the two following conditions exists:

A. HCPCS code A4300 is billed in conjunction with the appropriate procedure in the

Medi care Physician Fee Schedul e Data Base (p
However, A4550, A4300, and A4263 are no longer separately payable as of 2002.

Supplies haveden incorporated into the practice expense RVU for 2002. Thus, no

payment may be made for these supplies for serviced provided on or after January 1,

2002.

B. The supply is a pharmaceutical or radiopharmaceutical diagnostic imaging agent
(including code®\4641 through A4647); pharmacologic stressing agent (code J1245); or
therapeutic radionuclide (CPT code 79900). Other agents may be used which do not
have an assigned HCPCS code. The procedures performed are:


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

brachytherapy procedures (CPT codes 77781 through 77784) for which the expendable

Diagnostic radiologic procedures (includidggnostic nuclear medicine)
requiring pharmaceutical or radiopharmaceutical contrast media and/or pharmacologic
stressing agent;

Other diagnostic tests requiring a pharmacologic stressing agent;

Clinical brachytherapy procedures (other than remote-kféeling high intensity

source is included in the TC RVUS); or

Therapeutic nuclear medicine procedures.

Drugs are not
Chapter 17.

supplies,

20.4.5- Allowable Adjustments

(Rev. 1, 1601-03)

B3-15055

and

mes @s dbseribga i d

Effective January 1, 2000, the replacement code (CPT 69990) for meaier
microsurgical techniques requiring the use of operating microscopes may be paid
separatly only when submitted with CPT codes:

61304 through 61546
61550 through 61711
62010 through 62100
63081 through 63308
63704 through 63710
64831

64834 through 64836
64840 through 64858
64861 through 64871

64885 through 64891

64905 through 64907.

nci



2046-Payment Due to Unusual -2Robcamdgtanc

52 0)
(Rev. 1, 1601-03)
B3-15028

The fees for services represent the average work effort and practice expenses required to
provide a service. For any given procedure code, there could tygeadiyange of work

effort or practice expense required to provide the service. Thus, carriers may increase or
decrease the payment for a service only under very unusual circumstances based upon
review of medical records and other documentation.

20.5- No Adjustments in Fee Schedule Amounts

(Rev. 1, 1601-03)

B3-15054

Carriers may not make adjustments in fee schedule amounts provided by CMS for:
Inherent reasonableness;
Comparability;

Multiple visits to nursing homes (i.e., when more than one patien¢msciging the
same trip);

Refractions If carriers receive a claim for a service that also indicates that a
refraction was done, carriers do not reduce payment for the service. The CMS has
already made the reduction in the fee for refractions providedrteers;

HCPCS alphanumeric modifiers AT (acute treatment), ET (emergency treatment),
LT (left side of body), RT (right side of body), and SF (second opinion ordered by
PRO);

CPT modifiers23 (unusual anesthesia3?2 (mandated servicesi7 (anesthea by
surgeon);76 (repeat procedure by same physician),-80dreference
laboratory); and

Carrierunique local modifiers (HCPCS Level 3 modifiers beginning with the letters
w through z).

20.6 Update Factor for Fee Schedule Services

(Rev. 2299, Issud: 09-08-11, Effective: 1601-11-MCS/04-01-12-VMS,
Implementation: 10-03-11-MCS, VMS Analysis and Design /0D2-12-VMS
implementation)



The CMS provides updates to the MPFSDB and other fee schedules annually or as otherwise
necessary. ldims processing caractors must maintain at least five full calendar years of
fee schedules and related pricing data (he.current and four prior calendar years)
regardless of the number of updates or pricing periods within those five years.

20.7- Comparability of Payment Provision of Delegation of Authority
by CMS to Railroad Retirement Board

(Rev. 1, 1601-03)
B3-15064

The delegation of authority, under which the Railroad Retirement Board (RRB)
administers the Supplementary Medical Insurance Benefits Programeldreglrailroad
retirement beneficiaries, requires that:

The Railroad Retirement Board shall take such action as may be necessary to
assure that payments made for services by the intermediaries it selects will
conform as closely as possible to the paymeaude for comparable services in
the same locality by an FI acting for CMS.

The purpose of this comparability of payment is to reduce to the extent possible
disparities between the payments made by the carrier under the RRB delegation and the
payments madey the regular area carriers for services or items furnished by the same
physicians, including providdyased physicians, or suppliers. For all services paid for
under the physician fee schedule, carriers under the RRB delegation pay based on the
same fe schedule amount used by the area carrier.

20.8- Payment for Teleradiology Physician Services Purchased by the

Indian Health Service (IHS) Providers and Physicians
(Rev. 1643, Issued: 1:D5-08, Effective: 0101-07, Implementation: 0309-09)

The IHS praiders may choose to purchase or otherwise contract withHf®n

physicians or practitioners for teleradiology interpretations services. These services may
be paid using either contractual reassignment or purchased test methodologies. See
Chapter 19, 812 of this manual for further information.

30- Correct Coding Policy
(Rev. 1, 1601-03)
B3-15068

The Correct Coding Initiative was developed to promote national correct coding
methodologies and to control improper coding leading to inappropriate paynieat iB
claims. Refer to Chapter 23 for additional information on the initiative.

The principles for the correct coding policy are:



The service represents the standard of care in accomplishing the overall procedure;

The service is necessary to succe$sttcomplish the comprehensive procedure.
Failure to perform the service may compromise the success of the procedure; and

The service does not represent a separately identifiable procedure unrelated to the
comprehensive procedure planned.

For a detailedlescription of the correct coding policy, refer to
http://www.cms.hhs.gov/medlearn/ncci.asp

The CMS as well as many third party payers have adopted the HCPCS/CPT coding
system for use by physiciaasd others to describe services rendered. The system
contains three | evels of codes. Level I
Current Procedural Terminology (CPT) numeric codes. Level Il contains-aipharic

codes primarily for items aneérvices not included in CPT. Level Ill contains carrier
specific codes that are not included in either Level | or Level Il. For a list of CPT and
HCPCS codes refer to the CMS Web site.

The following general coding policies encompass coding principlésatedo be applied
in the review of Medicare claims. They are the basis for the correct coding edits that are
installed in the claims processing systems effective January 1, 1996.

A. Coding Based on Standards of Medical/Surgical Practice

All services ntegral to accomplishing a procedure are considered bundled into that
procedure and, therefore, are considered a component part of the comprehensive code.
Many of these generic activities are common to virtually all procedures and, on other
occasions, somare integral to only a certain group of procedures, but are still essential
to accomplish these particular procedures. Accordingly, it is inappropriate to separately
report these services based on standard medical and surgical principles.

Because manyesvices are unique to individual CPT coding sections, the rationale for
rebundling is described in that particular section of the detailed coding narratives that are
transmitted to carriers periodically.

B. CPT Procedure Code Definition

The format of th&CPT manual includes descriptions of procedures, which are, in order to
conserve space, not listed in their entirety for all procedures. The partial description is
indented under the main entry. The main entry then encompasses the portion of the
descripton preceding the semicolon. The main entry applies to and is a part of all
indented entries, which follow with their codes.

In the course of other procedure descriptions, the code definition specifies other
procedures that are included in this compreivensode. In addition, a code description
may define a rebundling relationship where one code is a part of another based on the
language used in the descriptor.

0


http://www.cms.hhs.gov/medlearn/ncci.asp

C. CPT Coding Manual Instruction/Guideline

Each of the six major subsections include guidithat are unique to that section.
These directions are not all inclusive of nor limited to, definitions of terms, modifiers,
unlisted procedures or services, special or written reports, details about reporting
separate, and multiple or starred procedwand qualifying circumstances.

D. Coding Services Supplemental to Principal Procedure (Ad®n Codes) Code

Generally, these are i dentified with the sta
primary procedureo i n puplemantahcedsisgsedoaynd ot her
with certain primary codes, which are parenthetically identified. The reason for these

CPT codes is to enable physicians and others to separately identify a service that is

performed in certain situations as an additioeaVise. Incidental services that are

necessary to accomplish the primary procedure (e.g., lysis of adhesions in the course of

an open cholecystectomy) are not separately billed.

E. Separate Procedures

The narrative for many CPT codes includes a parao#istatement that the procedure
represents a fAseparate procedure. o

The inclusion of this statement indicates that the procedure, while possible to perform

separately, is generally included in a more comprehensive procedure, and the service is
nottobebi | l ed when a related, more comprehensiyv
procedureo designation is used -69999)h codes in
radiology (CPT codes 700802999), and medicine (CPT codes 90®3199) sections.

When a relted procedure from the same section, subsection, category, or subcategory is
performed, a code with the designation of #fs
the primary procedure.

F. Designation of Sex

Many procedure codes have a sex designatitmn their narrative. These codes are not
billed with codes having an opposite sex designation because this would reflect a conflict
in sex classification either by the definition of the code descriptions themselves, or by the
fact that the performanad these procedures on the same beneficiary would be
anatomically impossible.

G. Family of Codes

In a family of codes, there are two or more component codes that are not billed separately
because they are included in a more comprehensive code as mefithersode family.
Comprehensive codes include certain services that are separately identifiable by other
component codes. The component codes as members of the comprehensive code family
represent parts of the procedure that should not be listed stparaén the complete
procedure is done. However, the component codes are considered individually if



performed independently of the complete procedure and if not all the services listed in the
comprehensive codes were rendered to make up the total service

H. Most Extensive Procedures

When procedures are performed together that are basically the same or performed on the
same site but are qualified by an increased level of complexity, the less extensive
procedure is bundled into the more extensive praeedu

|. Sequential Procedures

An initial approach to a procedure may be followed at the same encounter by a second,

usually more invasive approach. There may be separate CPT codes describing each

service. The second procedure is usually performed betaeisnitial approach was

unsuccessful in accomplishing the medically necessary service. These procedures are
considered fisequenti al procedures. 0 Onl y th
the more invasive service, should be billed.

J. With/Without Procedures

In the CPT manual, there are various procedures that have been separated into two codes

with the definitional difference being Awith
contrast). Both procedure codes cannot be billed. Whentdong et her , t he Awi tt
procedure is bundled into the fAwitho procedu

K. Laboratory Panels

When components of a specific organ or disease oriented laboratory panel (e.g., codes
80061 and 80059) or automated muhiannel tests (e.g., codes 800@D0L9) are billed
separately, they must be bundled into the comprehensive panel or automated multi
channel test code as appropriate that includes the multiple component tests. The
individual tests that make up a panel or can be performed on an automatecharutel

test analyzer are not to be separately billed.

L Mutually Exclusive Procedures

There are numerous procedure codes that are not billed together because they are
mutually exclusive of each other. Mutually exclusive codes are those codes tlwt cann
reasonably be done in the same session.

An example of a mutually exclusive situation is when the repair of the organ can be

performed by two different methods. One repair method must be chosen to repair the

organ and must be billed. Anotherexampleise bi I I i ng of an #fAinitia
Asubsequento service. It is contradictory f
subsequent service at the same time.

CPT codes which are mutually exclusive of one another based either on the CPT
definition or the medical impossibility/improbability that the procedures could be



performed at the same session can be identified as code pairs. These codes are not
necessarily linked to one another with one code narrative describing a more
comprehensive poedure compared to the component code, but can be identified as code
pairs which should not be billed together.

M. Use of Modifiers

When certain component codes or mutually exclusive codes are appropriately furnished,
such as later on the same day ordtifferent digit or limb, it is appropriate that these
services be reported using a HCPCS code modifier. Such modifiers are modifiers E1
E4, FA, F1- F9, TA, T1-T9, LT, RT, LC, LD, RC;58,-78,-79, and-94.

Modifier -59 is not appropriate to usettviweekly radiation therapy management codes
(77427) or with evaluation and management services codes (992a@99).

Application of these modifiers prevent erroneous denials of claims for several procedures
performed on different anatomical sites, orfeteént sides of the body, or at different

sessions on the same date of service. The medical record must reflect that the modifier is
being used appropriately to describe separate services.

30.1- Digestive System (Codes 4000@19999)
(Rev. 1, 1601-03)
B3-15100

A. Upper Gastrointestinal Endoscopy Including Endoscopic Ultrasound (EUS)
(Code 43259)

If the person performing the original diagnostic endoscopy has access to the EUS and the

clinical situation requires an EUS, the EUS may be done at the sameThe

procedure, diagnostic and EUS, is reported under the same code, CPT 43259. This code
conforms to CPT guidelines for the indented codes. The service represented by the

indented code, in this case code 43259 for EUS, includes the service reutdsethie

unintended code preceding the list of indented codes. Therefore, when a diagnostic
examination of the upper gastrointestinal tr
the duodenum or jejunum as appropriate, o0 inc
ultrasonography, the service is reported by a single code, namely 43259.

Interpretation, whether by a radiologist or endoscopist, is reported under CPT code
7697526. These codes may both be reported on the same day.

B. Incomplete Colonoscopies (Code$330 and 45378)

An incomplete colonoscopy, e.g., the inability to extend beyond the splenic flexure, is

bill ed and paid using col é&mBagcopryhec dcked i £33 %8
physician fee schedule database has specific values for code3&h3VBese values are

the same as for code 45330, sigmoidoscopy, as failure to extend beyond the splenic



flexure means that a sigmoidoscopy rather than a colonoscopy has been performed.
However, code 453783 should be used when an incomplete colonoscopydesdone
because other MPFSDB indicators are different for codes 45378 and 45330.

30.2- Urinary and Male Genital Systems (Codes 5001055899)
(Rev. 1, 1601-03)

B3-15200

A. Cystourethroscopy With Ureteral Catheterization (Code 52005)

Code 52005 has @&m in the bilateral field (payment adjustment for bilateral procedure

does not apply) because the basic procedure is an examination of the bladder and urethra
(cystourethroscopy), which are not paired organs. The work RVUs assigned take into

account thait may be necessary to examine and catheterize one or both ureters. No
additional payment is made when t-h@. procedur
Neither is any additional payment made when both ureters are examined and code 52005
isbiledwi t h mul ti pl e-5slurogerlyt maodiifniagrpriopri ate t
t wice, once by itseldiX, canwhemchkeotwh tihr entoedri & i arr

B. Cystourethroscopy With Fulgration and/or Resection of Tumors (Codes 52234,
52235, and 2240)

The descriptors for codes 52234 through 5224

This means that regardless of the number of tumors removed, only one unit of a single
code can be billed on a given date of service. It is inconsistent to allow papment
removal of a small (code 52234) and a large (code 52240) tumor using two codes when
only one code is allowed for the removal of more than one large tumor. For these three
codes only one unit may be billed for any of these codes, only one of theayés

billed, and the billed code reflects the size of the largest tumor removed.

30.3- Audiology Services
(Rev. 2044, Issued: 093-10, Effective: 0930-10, Implementation: 0930-10)

Section 1861 (I I )(3)of the SooialbySseeuwitcgsAc
such hearing and balance assessment services furnished by a qualified audiologist as the
audiologist is legally authorized to perform under State law (or the State regulatory

mechanism provided by State law), as would otherwise by edvkfurnished by a

physician. In this section, these hearing and balance assessment services are termed

Aaudi ol ogy services, o0 regardless of whether
physician, nonphysician practitioner (NPP), or hospital.

Because adiology services are diagnostic tests, when furnished in an office or hospital
outpatient department, they must be furnished by or under the appropriate level of
supervision of a physician as established in 42 CFR 410.32(b)(1) and 410.28(e). If not
persaally furnished by a physician, audiologist, or NPP, audiology services must be



performed under direct physician supervision. As specified in 42 CFR 410.32(b)(2)(ii) or
(v), respectively, these services are excepted from physician supervision wherethey ar
personally furnished by a qualified audiologist or performed by a nurse practitioner or
clinical nurse specialist authorized to perform the tests under applicable State laws.

References to technicians apply also to other qualified clinical staffP @ee 0802,
chapter 15, section 80.3.D.

A - Correct Reporting

1. General. Contact the contractor for guidance if the CPT codebook changes the
description of codes mentioned in this section.

Other policies concerning audiological services are foutlim 10002, chapter 15,
section 80.3.

See chapter 26 of this manual for place of service and type of service coding.

Section 4541(a)(2) of the Balanced Budget Act (BBA) (P.L-38§ which added

section 1834(k)(5) to (the Act), required that all claifor certain audiology services be
reported using a uniform coding system. CMS chose HCPCS (Healthcare Common
Procedure Coding System) as the coding system for the reporting of these services. This
coding requirement is effective for all claims for auogy services submitted on or after

April 1, 1998.

The BBA also required payment under a prospective payment system for audiology

services. Effective for claims with dates of service on or after January 1, 1999, the

Medicare Physician Fee Schedule (MPB&ame the method of payment for audiology

services furnished in the office setting and for the associated professional services
furnished in physicianbs office and hospital

2. Use of the NPI. For audiologists who are enrolleddihthdependently for services
they render, the audiologistds NPI is requir
offices and private practice settings, an enrolled audiologist shall use his or her own NPI
in the rendering loop to bill under theAAS for the services the audiologist furnished. If

an enrolled audiologist furnishing services to hospital outpatients reassigns his/her
benefits to the hospital, the hospital may bill the carrier or Medicare administrative
contractor for the professionsérvices of the audiologist under the MPFS using the NPI

of the audiologist. If an audiologist is employed by a hospital but is not enrolled in
Medicare, the only payment for a hospital outpatient audiology service that can be made
is the payment to thieospital for its facility services under the hospital Outpatient
Prospective Payment System (OPPS) or other applicable hospital payment system. No
payment can be made under the MPFS for professional services of an audiologist who is
not enrolled.



Audiologists must be enrolled and use their NPI on claims for services they render in
office settings on oafter October 1, 2008 (for additional information about enroliment,
refer to Pub. 1008, Medicare Program Integrity Manual, chapter 15). Before October 1
2008, the services of audiologists who were not yet enrolled in Medicare were billed by a
physician or group who employed the audiologist. Audiologists shall use the billing
instructions in the Medicare manuals; for example, see this manual, chagaetidn 30.

See the most recent MPFS for pricing and physician supervision levels for audiology
services: http://www.cms.hhs.gov/PFSlookup/01_Overview.asp#TopOfPage NPI

of the supervising physician shall be used to bill audiology services when supervision is
appropriate.

The most recent OPPS pricing for audiology services is available in Addendum B at:
http://www.cms.gov/HospitalOutpatientPPS/AU/list.asp#TopOfPage

B. Billing for Audiology Services

See the CMS Web site &ittp://www.cms.gov/PhysicianFeeSched/50 Audiology.asp

for a listing of all CPT codes for audiology services. For information concerning codes
that are not on the list, and which codes may be billed when furnished by technicians,
contractors shall progie guidance. The Physician Fee Schedule at
http://www.cms.gov/PFSlookup/01_Overview.asp#TopOfRaigsevs you to search

pricing amounts, various payment policy indicators, RVUs, andISPC

Audiology services may not be billed when the place of service is a comprehensive
outpatient rehabilitation facility (CORF) or a rehabilitation agency.

Audiology services may be furnished and billed by audiologists and, when these services
are furnivied by an audiologist, no physician supervision is required.

The interpretation and report shall be written in the medical record by the audiologist,
physician, or NPP who personally furnished any audiology service, or by the physician
who supervised theervice. Technicians shall not interpret audiology services, but may
record objective test results of those services they may furnish under direct physician
supervision. Payment for the interpretation and report of the services is included in
payment forall audiology services, and specifically in the professional component if the
audiology service has a professional component/technical component split.

1. Billing under the MPFES for Audiology Services Outside the Facility Setting

The individuals who ftnish audiology services in all settings must be qualified to furnish

those services. The qualifications of the individual performing the services must be

consistent with the number, type and complexity of the tests, the abilities of the

individual, andh e pati entdés ability to interact to p
physician who supervises and bills for the service is responsible for assuring the

qualifications of the technician, if applicable are appropriate to the test.


http://www.cms.hhs.gov/PFSlookup/01_Overview.asp#TopOfPage
http://www.cms.gov/HospitalOutpatientPPS/AU/list.asp#TopOfPage
http://www.cms.gov/therapyservices
http://www.cms.gov/therapyservices
http://www.cms.gov/therapyservices
http://www.cms.gov/PFSlookup/01_Overview.asp#TopOfPage

a. Professionalldls.

When a professional personally furnishes an audiology service, that individual must
interact with the patient to provide professional skills and be directly involved in
decisionmaking and clinical judgment during the test.

The skills required wheprofessionals furnish audiology services for payment under the
MPFSare masters or doctoral level skills that involve clinical judgment or assessment
and specialized knowledge and ability including, but not limited to, knowledge of
anatomy and physiologyeurology, psychology, physics, psychometrics, and
interpersonal communication. The interactions of these knowledge bases are required to
attain the clinical expertise for audiology tests. Also required are skills to administer
valid and reliable testsafely, especially when they involve stimulating the auditory

nerve and testing complex brain functions.

Diagnostic audiology services also require skills and judgment to administer and modify
tests, to make informed interpretations about the causdamaltidations of the test

results in the context of the history and presenting complaints, and to provide both
objective results and professional knowledge to the patient and to the ordering physician.
Examples include, but are not limited to:

e Comparisoror consideration of the anatomical or physiological implications of
test results or patient responsiveness to stimuli during the test;

e Development and modification of the test battery and test protocols;
e Clinical judgment, assessment, evaluation, amiste+making;

e Interpretation and reporting observations, in addition to the objective data, that
may influence interpretation of the test outcomes;

e Tests related to implantation of auditory prosthetic devices, central auditory
processing, contralatenadasking; and/or

e Tests to identify central auditory processing disorders, tinnitus, or nonorganic
hearing loss.

Audiology codes may be billed under the MPFS by audiologists, physicians, and NPPs
using their own NPI in the rendering loop when those psafaals personally furnish the

test. Physicians and NPPs may not bill for these codes when an audiologist has furnished
the service.

b. Technician Skills.




There may be subtests, or parts of a battery of tests, that may be appropriately furnished
by aneducated and experienced technician using a specific protocol under the direction
of a supervising physician. These services are identified by local contractor
determination as services that do not require professional skills. They may be furnished
by aqualified technician under the direct supervision of a physician, but not under the
supervision of an audiologist or an NPP. The supervising physician is responsible for
rendering and documenting all clinical judgment and for the appropriate provigios of
service by the technician.

A technician may not perform any part of a service that requires professional skills. A
technician also may not perform a global service. For example, a technician may not
interpret test results or engage in clinical decisnaking.

c. Professional Component (PC)/Technical Component (TC) Split Codes.

e The PC of a PC/TC split code may be billed by the audiologist, physician, or NPP
who personally furnishes the service. (Note this is also true in the facility setting.)
A physician or NPP may bill for the PC when the physician or NPP furnish the
PC and an (unsupervised) audiologist furnishes and bills for the TC. The PC may
not be billed if a technician furnishes the service. A physician or NPP may not
bill for a PC serice furnished by an audiologist.

e The TC of a PC/TC split code may be billed by the audiologist, physician, or NPP
who personally furnishes the service. Physicians may bill the TC for services
furnished by technicians when the technician furnishes thesamder the
direct supervision of that physician. Audiologists and NPPs may not bill for the
TC of the service when a technician furnishes the service, even if the technician is
supervised by the NPP or audiologist.

e The fAgl obal 0 s ebotivthed€ and $C oba sérVice @re wh e n
personally furnished by the same audiologist, physician, or NPP. The global
service may also be billed by a physician, but not an audiologist or NPP, when a
technician furnishes the TC of the service under direct playssupervision and
that physician furnishes the PC, including the interpretation and report.

d. Tests that are Not Described by Specific CPT Codessts that have no appropriate
CPT code may be reported under CPT code 92700 (Unlisted otorhinolagicgdl
service or procedure).

e. Tests that are ContractBriced. For codes valued by contractors, the contractor
determines whether and how much, if applicable, to pay for the service. The contractor
sets the requirements for personnel furnishingehbts.

2. Billing for Audiology Services Furnished to Hospital Outpatients.




All codes may be reported for audiology services furnished in the hospital outpatient
setting and, in such cases, the code represents the facility service for the diagtostic te
All audiology services furnished to hospital outpatients must be billed and paid to the
hospital under the OPPS or other applicable hospital payment system. The hospital bills
its fiscal intermediary or Medicare administrative contractor (A/B MAQ) iarpaid for

the facility resources required to furnish the services, regardless of whether the service is
furnished by a physician, NPP, audiologist, or technician.

Physicians, NPPs, and audiologists cannot bill and be paid for the TC of PC/TC split
codes when these services are furnished to hospital outpatients. The associated
professional services (represented by the PC or the CPT code for the audiology test which
has no PC/TC split) of an enrolled audiologist, physician, or NPP who has reassigned
berefits may be billed by the hospital to the carrier or A/B MAC, as appropriate.
Alternatively, if the physician, NPP, or audiologist has not assigned benefits, the
professional would bill his/her carrier or A/B MAC for the professional services

furnished.

The appropriate revenue code for reporting audiology servi€&s & @udiology;
General Classification Providers are required to report a liteem date of service per
revenue code line for audiology services.

3. Billing for Audiology Services Fuiished to Skilled Nursing Facility (SNF) Patients.

Payment for the facility resources (including the TC of PC/TC split codes) of audiology
services provided to Part A inpatients of SNFs is included in the PPS rate. For SNFs, if
the beneficiary has Partliit not Part A coverage (e.g., Part A benefits are exhausted),
the SNF may elect to bill for audiology services but is not required to do so. As
explained in Pub. 1004, chapter 7, section 40.1, since audiology services furnished
during a noncovered SNdtay are not bundled with spedemguage pathology services,
payment can be made either to the SNF or to the audiology service provider/supplier.

Audiologists, physicians, and NPPs enrolled in Medicare may bill directly for services
rendered to Medicareeneficiaries who are in a SNF stay that is not covered by Part A
but who have Part B eligibility. Payment is made based on the MPFS, whether on an
institutional or professional claim. For beneficiaries in a noncovered SNF stay,
audiology serviceare pgable under Part B when billed by the SNF on an institutional
claim as type of bill 22X, or when billed directly by the provider or supplier of the
service (the audiologist, physician, or NPP who personally furnishes the test) on a
professional claim. FdPC/TC split codes, the SNF may elect to bill for the TC of the
test on an institutional claim but is not required to bill for the service.

C - Implant Processing
Payment fodiagnostic testing of implants, such as cochlear, osseointegrated or

brainstemmplants, including programming or reprogrammfotjowing implantation
surgery is not included in the global fee for the surgery.



The diagnostic analysis of a cochlear implant shall be billed using CPT codes 92601
through 92604.

Osseointegrated prostietevices should be billed and paid for under provisions of the

applicable payment system. For example, payment may differ depending upon whether

the device is furnished on an inpatient or outpatient basis, and by a hospital subject to the
OPPS,orby&r i ti cal Access Hospital, physicianos
Health Center.

D - Aural Rehabilitation Services

General policy for evaluation and treatment of conditions related to the auditory system.

For evaluationof auditory processing disders and speeeateading or lipreading by a

speecH anguage pathologist, use the untimed cod
regardless of the duration of the service on
evaluation code must be provided by spéaciguage pathologists according to the

policies in Pub. 10@2, chapter 15, sections 220 and 230. The codes 92620 and 92621

are diagnostic audiological tests and may not be used for SLP services.

Fortreatmen of auditory processing disorders or auditoghabilitation/auditory training

(including speeciieading or lipreading), 92507, and 92508 are used to report a single
encounter with Al10 as the wunit of service, r
given day. These codes always represeifit §drvices. See Pub. 100, chapter 15,

sections 220 and 230 for SLP policies. These SLP evaluation and treatment services are

not covered when performed or billed by audiologists, even if they are supervised by

physicians or qualified NPPs.

For evaludion of auditory rehabilitation to instruct the use of residual hearing provided
by an implant or hearing aid related to hearing loss, the timed codes 92626 and 92627 are

used. These are not dalways theralayodo codes.
be appropriately provided and billed by an audiologist or speegjuage pathologist.
Al so, these services may be provided inciden

by a speecitanguage pathologist, or personally by a physician or gedINXiPP within

their scope of practice. Evaluation of auditory rehabilitation is a covered diagnostic test
when performed and billed by an audiologist and is an SLP evaluation service covered
under the SLP benefit when performed by a spémafjluage pathobist.

General policies for post implant services.

The services of a speetdnguage pathologist may be covered for SLP services provided
after implantation of auditory devices. For example, a spkejuage pathologist may
provide evaluation and treaent of speech, language, cognition, voice, and auditory
processing using code 92506 and 92507. Use 92626 and 92627 for auditory (aural)



rehabilitation evaluation following cochlear implantation or for other hearing
impairments.

For diagnostic testing afochlear implants, audiologists use codes 92601, 92602, 92603
and 92604. These services may not be provided by sjeesgiiage pathologists or

others, with the exception of physicians and NPPs who may personally provide the
services that are within thescope of practice.

30.4- Cardiovascular System (Codes 929593799)
(Rev. 979, Issued: 0®9-06, Effective: 0710-06, Implementation: 07%10-06)

A. Echocardiography Contrast Agents

Effective October 1, 2000, physicians may separately bill for congastsused in
echocardiography. Physicians should use HCPCS Code A9700 (Supply of Injectable
Contrast Material for Use in Echocardiography, per study). The type of service code is 9.
This code will be carriepriced.

B. Electronic Analyses of Implantdble Cardioverter-defibrillators and Pacemakers

The CPT codes 93731, 93734, 93741 and 93743 are used to report electronic analyses of

single or dual chamber pacemakers and single or dual chamber implantable cardioverter
defibrillators. In the office, a plsjcian uses a device called a programmer to obtain
information about the status and perfor mance
cardiac rhythm and response to the implanted device.

Advances in information technology now enable physicians tluaeapatients with

i mpl anted cardiac devices without requi
of fice. Using a manufactureros specifi
device data and specific cardiac data to a distant iagestation or secure Internet

server. The electronic analysis of cardiac device data that is remotely obtained provides
immediateandlong er m data on the device and clinical
functioning equivalent to that obtained duringia-office evaluation. Physicians should

report the electronic analysis of an implanted cardiac device using remotely obtained data

as described above with CPT code 93731, 93734, 93741 or 93743, depending on the type

of cardiac device implanted in thetjeat.
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30.5- Payment for Codes for Chemotherapy Administration and
Nonchemotherapy Injections and Infusions

(Rev. 968. Issued: 026-06; Effective/Implementation Dates: 0&26-06)
A. General

Codes for Chemotherapy administration and nonchemotheraptioni and infusions
include the following three categories of <co
Current Procedural Terminology (CPT):



1. Hydration;

2. Therapeutic, prophylactic, and diagnostic injections and infusions (excluding
chemotherapy)and

3. Chemotherapy administration.

Physician work related to hydration, injection, and infusion services involves the
affirmation of the treatment plan and the supervision (pursuant to incident to
requirements) of nonphysician clinical staff.

B. Hydration

The hydration codes are used to report a hydration IV infusion which consists of a pre
packaged fluid and /or electrolytes (e.g. normal salinelR25;ormal saline +30 mg
EqKC1/liter) but are not used to report infusion of drugs or other substances.

C. Therapeutic, prophylactic, and diagnostic injections and infusions (excluding
chemotherapy)

A therapeutic, prophylactic, or diagnostic IV infusion or injection, other than hydration,
is for the administration of substances/drugs. The fluid used to tienithe drug (s) is
incidental hydration and is not separately payable.

If performed to facilitate the infusion or injection or hydration, the following services and
items are included and are not separately billable:

1. Use of local anesthesia;

2. |V start;

3. Access to indwelling IV, subcutaneous catheter or port;
4. Flush at conclusion of infusion; and

5. Standard tubing, syringes and supplies.

Payment for the above is included in the payment for the chemotherapy administration or
nonchemotherapy injéon and infusion service.

If a significant separately identifiable evaluation and management service is performed,
the appropriate E & M code should be reported utilizing modifier 25 in addition to the
chemotherapy administration or nonchemotherapy igjeend infusion service. For an
evaluation and management service provided on the same day, a different diagnosis is not
required.

The CPT 2006 includes a parenthetical remark immediately following CPT code 90772
(Therapeutic, prophylactic or diagnostigaction; (specify substance or drug);



subcutaneous or intramuscul ar.) It states,
without direct supervision. To report, wuse

This coding guideline does not apply to Medicare patients. If the RN, LPther o

auxiliary personnel furnishes the injection in the office and the physician is not present in
the office to meet the supervision requirement, which is one of the requirements for
coverage of an incident to service, then the injection is not covéfrezlphysician would

also not report 99211 as this would not be covered as an incident to service.

D. Chemotherapy Administration

Chemotherapy administration codes apply to parenteral administration-of non
radionuclide antheoplastic drugs; and also taianeoplastic agents provided for

treatment of noncancer diagnoses (e.g., cyclophosphamide famautme conditions)

or to substances such as monoclonal antibody agents, and other biologic response
modifiers. The following drugs are commonly considercethll under the category of
monoclonal antibodies: infliximab, rituximab, alemtuzumb, gemtuzumab, and
trastuzumab. Drugs commonly considered to fall under the category of hormonal
antineoplastics include leuprolide acetate and goserelin acetateruflecided are not
intended to be a complete list of drugs that may be administered using the chemotherapy
administration codes. Local carriers may provide additional guidance as to which drugs
may be considered to be chemotherapy drugs under Medicare.

The administration of antitnemia drugs and argmetic drugs by injection or infusion
for cancer patients is not considered chemotherapy administration.

If performed to facilitate the chemotherapy infusion or injection, the following services
and items arencluded and are not separately billable:

1. Use of local anesthesia;

2. IV access;

3. Access to indwelling IV, subcutaneous catheter or port;
4. Flush at conclusion of infusion;

5. Standard tubing, syringes and supplies; and

6. Preparation of chemothesapgent(s).

Payment for the above is included in the payment for the chemotherapy administration
service.

If a significant separately identifiable evaluation and management service is performed,
the appropriate E & M code should be reported utilizing ned#5 in addition to the
chemotherapy code. For an evaluation and management service provided on the same
day, a different diagnosis is not required.



E. Coding Rules for Chemotherapy Administration and Nonchemotherapy
Injections and Infusion Services

Instruct physicians to follow the CPT coding instructions to report chemotherapy
administration and nonchemotherapy injections and infusion services with the exception
listed in subsection C for CPT code 90772. The physician should be aware of the
following specific rules.

When administering multiple infusions, injections or combinations, the physician should
report only one Ainitial o service code
must be used. The initial code is the code that best desc¢he key or primary reason

for the encounter and should always be reported irrespective of the order in which the
infusions or injections occur. If an injection or infusion is of a subsequent or concurrent
nature, even if it is the first such servicghin that group of services, then a subsequent

or concurrent code should be reported. For example, the first IV push given subsequent
to an initial onehour infusion is reported using a subsequent IV push code.

| f more than one biledmperday, the carries shall daenyctiee secand e
initial service code unless the patient has to come back for a separately identifiable
service on the same day or has two IV lines per protocol. For these separately
identifiable services, instruct the gigian to report with modifier 59.

The CPT includes a code for a concurrent infusion in addition to an intravenous infusion
for therapy, prophylaxis or diagnosis. Allow only one concurrent infusion per patient per
encounter. Do not allow payment for tt@ncurrent infusion billed with modifier 59

unless it is provided during a second encounter on the same day with the patient and is
documented in the medical record.

For chemotherapy administration and therapeutic, prophylactic and diagnostic injections
ard infusions, an intravenous or intaaterial push is defined as: 1.) an injection in

which the healthcare professional is continuously present to administer the
substance/drug and observe the patient; or 2.) an infusion of 15 minutes or less.

Thephysic an may report the infusion code fo
interval is greater than 30 minutes beyond the 1 hour increment. For example if the
patient receives an infusion of a single drug that lasts 1 hour and 45 minutes, the

phys ci an woul d report the Hfdi-onicadefarth® code
additional 45 minutes.

Several chemotherapy administration and nonchemotherapy injection and infusion
service codes have the following parenthetical descriptor included atscd ee CPT

code, AList separately in addition to code
of

has a physician fee schedule indicator
with another chemotherapy administration or nonchemotherapyiarjeand infusion
service code.

Do not interpret this parenthetical descriptor to mean that thermddde can be billed
only if it is listed with another drug administration primary code. For example, code

unl
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90761 will be ordinarily billed with code 9076@However, there may be instances when
onlytheadeon code, 90761, is billed because an fi
the drug administration codes, instead of 90760, is billed as the primary code.

Pay for code 96523, ndudaccess deside foodnug delivery mp |l ant e d
systems, o0 if it is the only service provided
chemotherapy administration or nonchemotherapy injection or infusion service provided

on the same day, payment for 96523 is includethie payment for the other service.

F. Chemotherapy Administration (or Nonchemotherapy Injection and Infusion)
and Evaluation and Management Services Furnished on the Same Day

For services furnished on or after January 1, 2004, do not allow paymé@&@RTactode

99211, with or without modifier 25, if it is billed with a nonchemotherapy drug infusion
code or a chemotherapy administration code. Apply this policy to code 99211 when it is
billed with a diagnostic or therapeutic injection code on or aftarargri, 2005.

Physicians providing a chemotherapy administration service or a nonchemotherapy drug
infusion service and evaluation and management services, other than CPT code 99211, on
the same day must bill in accordance with 830.6.6 using modifief2&.carriers pay

for evaluation and management services provided on the same day as the chemotherapy
administration services or a nonchemotherapy injection or infusion service if the

evaluation and management service meets the requirements of sectthf §3@&n

though the underlying codes do not have global periods. If a chemotherapy service and a
significant separately identifiable evaluation and management service are provided on the
same day, a different diagnosis is not required.

In 2005, the Mediare physician fee schedule status database indicators for therapeutic
and diagnostic injections were changed from T to A. Thus, beginning in 2005, the policy
on evaluation and management services, other than 99211, that is applicable to a
chemotherapy aat nonchemotherapy injection or infusion service applies equally to these
codes.

30.6- Evaluation and Management Service CodesGeneral (Codes
99201- 99499)

(Rev. 178, 0514-04)
B3-1550115501.1

30.6.1- Selection of Level of Evaluation and Managemerfervice
(Rev. 1875, Issued: 1:24-09, Effective: 0201-10, Implementation: 0:04-10)

A. Use of CPT Codes

Advise physicians to use CPT codes (level 1 of HCPCS) to code physician services,
including evaluation and management services. Medicare willggdy/M services for
specific nonphysician practitioners (i.e., nurse practitioner (NP), clinical nurse specialist
(CNS) and certified nurse midwife (CNM)) whose Medicare benefit permits them to bill



these services. A physician assistant (PA) may alsaogg@vphysician service, however,

the physician collaboration and general supervision rules as well as all billing rules apply
to all the above nephysician practitioners. The service provided must be medically
necessary and the service must be withirsttope of practice for a ngrhysician

practitioner in the State in which he/she practices. Do not pay for CPT evaluation and
management codes billed by physical therapists in independent practice or by
occupational therapists in independent practice.

Medical necessity of a service is the overarching criterion for payment in addition to the
individual requirements of a CPT code. It would not be medically necessary or
appropriate to bill a higher level of evaluation and management service when a lower
level of service is warranted. The volume of documentation should not be the primary
influence upon which a specific level of service is billed. Documentation should support
the level of service reported. The service should be documented during, or as soon as
practicable after it is provided in order to maintain an accurate medical record.

B. Selection of Level Of Evaluation and Management Service

Instruct physicians to select the code for the service based upon the content of the service.
The duration of theisit is an ancillary factor and does not control the level of the service

to be billed unless more than 50 percent of the-fadace time (for nofinpatient

services) or more than 50 percent of the floor time (for inpatient services) is spent
providingcounseling or coordination of care as described in subsection C.

Any physician or nofphysician practitioner (NPP) authorized to bill Medicare services
will be paid by the carrier at the appropriate physician fee schedule amount based on the
rendering URN/PIN.

"Incident to" Medicare Part B payment policy is applicable for office visits when the
requirements for "incident to" are met (refer to sections 60.1, 60.2, and 60.3, chapter 15
in IOM 100-02).

SPLIT/SHARED E/M SERVICE

Office/Clinic Setting

In the office/clinic setting when the physician performs the E/M service the service must

be reported using the physiciands UPI N/ PI N.
encounter between a physician and a-pbysician practitioner (NP, PA, CNS or CNM),

theservice iIis considered to have been perform
Ai ncident toodo are met and the patient i s an
requirements are not met for the shared/split E/M service, the service must be billed

undee t he NPPO6s UPI N/ PIN, and payment wil/l be

schedule payment.

Hospital Inpatient/Outpatient/Emergency Department Setting



When a hospital inpatient/hospital outpatient or emergency department E/M is shared

between a plsician and an NPP from the same group practice and the physician provides

any faceto-face portion of the E/M encounter with the patient, the service may be billed

under either the physician's or the NPP's UPIN/PIN number. However, if there was no

faceto-face encounter between the patient and the physician (e.g., even if the physician
participated in the service by only reviewin
service may only be billed under the NPP's UPIN/PIN. Payment will be made at the

approprate physician fee schedule rate based on the UPIN/PIN entered on the claim.

EXAMPLES OF SHARED VISITS

1. If the NPP sees a hospital inpatient in the morning and the physician follows with a
later faceto-face visit with the patient on the same day, thgsman or the NPP may
report the service.

2. In an office setting the NPP performs a portion of an E/M encounter and the physician
completes the E/M service. If the "incident to" requirements are met, the physician

reports the serovwi ce.qulifr etmheentfisi nacried ennott tmet ,
reported using the NPPO6s UPI N/ PI N.

In the rare circumstance when a physician (or NPP) provides a service that does not
reflect a CPT code description, the service must be reported as an unlisted sehnvice wit
CPT code 99499. A description of the service provided must accompany the claim. The
carrier has the discretion to value the service when the service does not meet the full
terms of a CPT code description (e.g., only a history is performed). The ckswier a
determines the payment based on the applicable percentage of the physician fee schedule
depending on whether the claim is paid at the physician rate or thghgsitian

practitioner rate. CPT modifieb2 (reduced services) must not be used with an

evaluation and management service. Medicare does not recognize madiffer this

purpose.

C. Selection Of Level Of Evaluation and Management Service Based On Duration
Of Coordination Of Care and/or Counseling

Advise physicians that when counseling /anatoordination of care dominates (more

than 50 percent) the fage-face physician/patient encounter or the floor time (in the case
of inpatient services), time is the key or controlling factor in selecting the level of service.
In general, to bill an B4 code, the physician must complete at least 2 out of 3 criteria
applicable to the type/level of service provided. However, the physician may document
time spent with the patient in conjunction with the medical decisiaking involved and

a description ofhe coordination of care or counseling provided. Documentation must be
in sufficient detail to support the claim.

EXAMPLE: A cancer patient has had all preliminary studies completed and a medical
decision to implement chemotherapy. At an office visitghgsician discusses the
treatment options and subsequent lifestyle effects of treatment the patient may encounter



or is experiencing. The physician need not complete a history and physical examination
in order to select the level of service. The time spenounseling/coordination of care
and medical decisiemaking will determine the level of service billed.

The code selection is based on the total time of thetéaface encounter or floor time,
not just the counseling time. The medical record mestdtumented in sufficient detail
to justify the selection of the specific code if time is the basis for selection of the code.

In the office and other outpatient setting, counseling and/or coordination of care must be
provided in the presence of the pati if the time spent providing those services is used

to determine the level of service reported. Facface time refers to the time with the
physician only. Counseling by other staff is not considered to be part of thiefaoe
physician/patient esounter time. Therefore, the time spent by the other staff is not
considered in selecting the appropriate level of service. The code used depends upon the
physician service provided.

In an inpatient setting, the counseling and/or coordination of careb@mysbvided at the
bedside or on the patientés hospital floor
patient. Time spent counseling the patient

0
0

patient has left the office or the physician has lefttheée g ent 6 s f |l oor or begu

another patient on the floor is not considered when selecting the level of service to be
reported.

The duration of counseling or coordination of care that is provideetdefeee or on the
floor may be estimated butahestimate, along with the total duration of the visit, must
be recorded when time is used for the selection of the level of a service that involves
predominantly coordination of care or counseling.

D. Use of Highest Levels of Evaluation and Managemeftodes

Contractors must advise physicians that to bill the highest levels of visit codes, the
services furnished must meet the definition of the code (e.g., to bill a Level 5 new patient

visit, the history must meetoryCPTO6s definitio
The comprehensive history must include a review of all the systems and a complete past

(medical and surgical) family and social history obtained at that visit. In the case of an

established patient, it is acceptable for a physician to review istengxecord and

update it to reflect only changes i n the pat

the last encounter, but the physician must review the entire history for it to be considered
a comprehensive history.

The comprehensive examinati may be a complete single system exam such as cardiac,
respiratory, psychiatric, or a complete misiistem examination.

30.6.1.1i Initial Preventive Physical Examination (IPPE) and Annual
Wellness Visit (AWV)



(Rev. 2159 Issued: 0215-11, Effective: @-01-11, Implementation: 0404-11)

A. Definitions

1. Initial Preventive Physical Examination (IPPE)

The

initial preventive physical examination

(WMV) is a preventive evaluation and management service (E/M), allow&action
611 of the Medicare Prescription Drug Improvement and Modernization Act (MMA) of
2003, that includes:

(1)

(2)

(3)
(4)

(5)
(6)

(7)

review of the individual 6s medi cal and s
modifiable risk factors for disease detection,

review of theindivid al 6 s potenti al (risk factors) f
disorders,

review of the individual 6s functional a
a physical examination to include measur

weight, blood pressure, a visual acuityeen, and other factors as deemed
appropriate by the examining physician or qualified nonphysician practitioner
(NPP),

performance and interpretation of an electrocardiogram (EKG),

education, counseling, and referral, as deemed appropriate, basedesulise
of the review and evaluation services described in the previous 5 elements, and,

education, counseling, and referral including a brief written plan (e.g., a
checklist or alternative) provided to the individual for obtaining the appropriate
screeing and other preventive services.

Effective January 1, 2007, Section 5112 of the Deficit Reduction Act of 2005 allows for
one ultrasound screening for Abdominal Aortic Aneurysm (AAA), HCPCS code G0389,
as a result of a referral from an IPPE. This serigmot subject to the Part B annual
deductible. For AAA physician/practitioner billing, correct coding, and payment policy,
refer to chapter 18110, of this manual.

Effective January 1, 2009, Section 101 (b) of the Medicare Improvement for Patiénts a

Providers Act (MIPPA) of 2008 requires the addition of the measurement of an
individual 6s body mass i nde xofepthnninggtoon an i n
the IPPE. Also, effective January 1, 2009, MIPPA removes the screening

electrocardiogam (EKG) as a mandatory service of the IPPE. MIPPA requires that there

be education, counseling, and referral for an EKG, as appropriate. This isia-ance

lifetime screening EKG as a result of a referral from an IPPE.



The MIPPA of 2008 allows for petble future payment for additional preventive services
not otherwise described in Title XVIII of the Social Security Act (the Act) that identify
medical conditions or risk factors for eligible individuals if the Secretary determines

through the nationaloverage determination (NCD) process (as defined in Section

1869(f)(1)(B) of the Act) that they are: (1) reasonable and necessary for the prevention or

early detection of iliness or disability, (2) recommended with a grade of A or B by the

United States Peentive Services Task Force (USPSTF), and, (3) appropriate for

individuals entitled to benefits under Part A or enrolled under Part B, or both. MIPPA
requires that there be education, counseling, and referral for additional preventive
services, as apprdpte, under the IPPE, if the Secretary determines in the future that

such services are covered.

2. Annual Wellness Visit (AWV)

Effective January 1, 2011, Section 4103 of the Affordable Care Act (ACA), allows for a
preventive physical examination, callédd annual wellness visit (AWV), and includes

personal prevention plan services (PPPS). The AWV is a hew annual Medicare

preventive physical examination, available for eligible beneficiaries, and identified by
new HCPCS codes G0438 (Annual wellness vistluding PPPS, first visit) and G0439
(Annual wellness visit, including PPPS, subsequent visit). Definitions relative to the
AWV are included at Pub. 1602, Medicare Benefit Policy Manual, chapter 15, section

280.5.

First AWV services providing PPPEECPCS G0438) are a O6one
benefit and include the following key elements furnished to an eligible beneficiary by a

health professional:

e Establi shment of the individual 6s

t

P

i me ¢

medi c al

e Measurement of t lweight, bodyimass iddexa(br ast hei ght |,

circumference, if appropriate), blood pressure (BP), and other routine

measurements as deemed appropriate,

family history,

e Establishment of a list of current providers and suppli@asare regularly
involved in providing medical care to the individual,

¢ Detection of any cognitive impairment that the individual may have,

e Review of an individual 6s potenti al
or past experiences with degsion or other mood disorders, based on the use of
an appropriate screening instrument for persons without a current diagnosis of
depression, which the health professional may select from various available
standardized screening tests designed for timggse and recognized by national

professional medical organizations,

based

ri sk



e Review of the individual 6s functional abi

observation of the individual, or the use of appropriate screening questions or a
screening questionita, which the health professional may select from various
available screening questions or standardized questionnaires designed for this
purpose and recognized by national professional medical organizations,

e Establishment of a written screening schediote¢he individual, such as a
checkilist for the next 5 to 10 years, as appropriate, based on recommendations of
the USPSTF and Advisory Committee of Immunizations Practices (ACIP), the

i ndividual 6s heal t h s tagptopriate presntve eeni ng hi

services covered by Medicare,

e Establishment of a list of risk factors and conditions of which primary, secondary,
or tertiary interventions are recommended or underway for the individual,
including any mental health conditions or any such rislofaadr conditions that
have been identified through an IPPE, and a list of treatment options and their
associated risks and benefits,

e Provision of personalized health advice to the individual and a referral, as
appropriate, to health education or prewantiounseling services or programs
aimed at reducing identified risk factors and improving-sethagement or
communitybased lifestyle interventions to reduce health risks and promote self
management and wellness, including weight loss, physical actwityking
cessation, fall prevention, and nutrition, and,

e Any other element(s) determined appropriate by the Secretary through the NCD
process.

Subsequent AWV services providing PPPS (HCPCS G0439) include the following key
elements furnished to an eliggbbeneficiary by a health professional:

e Update to the individual 6s medical [ f ami

e Measurements of an individual s wei ght
routine measurements as deemed appropr.i
and amily history,

e Update to the Ilist of the individual 6s
are regularly involved in providing medical care to the individual as that list was
developed for the first AWV providing PPPS,

¢ Detection of any cognitivenpairment that the individual may have,

e Update to the individual 6s written screen

AWV providing PPPS,



e Update to the individual dés I ist of risk

secondary, or tertiary intervéons are recommended or are underway for the
individual, as that list was developed at the first AWV providing PPPS,

e Furnish appropriate personalized health advice to the individual and a referral, as
appropriate, to health education or preventive cdingsservices or programs,
and,

¢ Any other element determined appropriate by the Secretary through the NCD
process.

Preventive services are separately covered under Medicare Part B. See chapter 18 of this
manual.

B. Who May Perform

The IPPE and the AWYhay be performed by a doctor of medicine or osteopathy as
defined in Section 1861(r) (1) of the Act, by a qualified NPP (nurse practitioner,
physician assistant or clinical nurse specialist), or for the AWV, by a health professional
(a medical professiohancluding a health educator, registered dietitian, nutrition
professional, or other licensed practitioner) or a team of such medical professionals who
are working under the direct supervision of a physician. The contractor pays the
appropriate physiciafee schedule amount based on the rendering National Provider
Identification (NPI) number.

C. Eligibility
1. IPPE

As a result of the MMA 2003, Medicare will pay for one IPPE per beneficiary per

lifetime. A beneficiary is eligible when he/she first ets@h Medicare Part B. For
beneficiaries enrolled on or after January 1, 2005, beneficiaries must have received their
IPPE within the first 6 months of Medicare coverage. The MIPPA extends the eligibility
period for an IPPE to 12 months effective Januiarg009.

Beneficiaries in their first 12 months of Part B coverage will continue to be eligible for
only the IPPE. Medicare continues to pay for only one IPPE per beneficiary per lifetime.

2. AWV

As a result of the ACA, effective January 1, 2011, MarB will pay for an AWV for a
beneficiary who is no longer within 12 months after the effective date of his/her first
Medicare Part B coverage period, and he/she has not received either an IPPE or an AWV
providing PPPS within the past 12 months. Medigargs for only one first AWV

f



(HCPCS G0438), per beneficiary per lifetime, and all subsequent wellness visits must be
billed as a subsequent AWV (HCPCS G0439).

Beneficiaries in their first 12 months of Part B coverage will continue to be eligible for
only the IPPE (see 30.6.1.1.A.1).

D. Deductible and Coinsurance
1. IPPE

The Medicare deductible and coinsurance apply for the IPPE provided before January 1,
2009.

The Medicare deductible is waived effective for the IPPE provided on or after January 1,
2002 However, the applicable coinsurance continues to apply for the IPPE provided on
or after January 1, 2009.

As a result of the ACA, effective for the IPPE provided on or after January 1, 2011, the
Medicare deductible and coinsurance (for HCPCS code Gadi§pare waived.

2. AWV

As a result of the ACA, effective January 1, 2011, the Medicare deductible and
coinsurance for the AWV (HCPCS G0438 and G0439) are waived.

E. The EKG Component of the IPPE

Under the MMA of 2003, if the physician or qualifiedPR is not able to perform both

the examination and the screening EKG, an arrangement may be made to ensure that

another physician or entity performs the screening EKG and reports the EKG separately

using the appropriate HCPCS G code(s) identified in F.thi®section. When the

screening EKG is performed, the primary physician or qualified NPP shall document the
results of the screening EKG into the benef.i
for the IPPE benefit.

NOTE: Both components of the IBERthe examination and the screening EKG) must be
performed before the claims can be submitted by the physician, qualified NPP, and/or
entity.

MIPPA 2008 changes the ontealifetime screening EKG from a mandated service to a
service that may be perfoad, as appropriate, with a referral from an IPPE. When an
EKG is furnished with the IPPE, the deductible and coinsurance will continue to apply
for EKG services only.

F. HCPCS Codes Used to Bill the IPPE or AWV



1. HCPCSCodes Used to Bill the IPPE

For IPPE and EKG services provided prior to January 1, 2009, the physician or qualified
NPP shall bill HCPCS code G0344 for the physical examination performetbféaee,

and HCPCS code G0366 for performing a screening EKG that includes both the
interpretatbn and report. If the primary physician or qualified NPP performs only the
examination, he/she shall bill HCPCS code G0344 only. The physician or entity that
performs the screening EKG that includes both the interpretation and report shall bill
HCPCS cod G0366. The physician or entity that performs the screening EKG tracing
only (without interpretation and report) shall bill HCPCS code G0367. The physician or
entity that performs the interpretation and report only (without the EKG tracing) shall bill
HCPCS code G0368. Medicare will pay for a screening EKG only as part of the IPPE.
HCPCS codes G0344, G0366, G0367 and G0368 will not be billable codes effective on
or after January 1, 2009.

Effective for a beneficiary who has the IPPE on or after Jariy&t909, and within
his/her 12month enrollment period of Medicare Part B, the IPPE and screening EKG
services are billable with the appropriate HCPCS G code(s).

The physician or qualified NPP shall bill HCPCS code G0402 for the physical
examination perfomed faceto-face with the patient.

The physician or entity shall bill HCPCS code G0403 for performing the complete
screening EKG that includes the tracing, interpretation and report.

The physician or entity that performs the screening EKG tracing wfitlyqut
interpretation and report) shall bill HCPCS code G0404.

The physician or entity that performs the screening EKG interpretation and report only,
(without the EKG tracing) shall bill HCPCS code G0405.

2. HCPCS Codes Used to Bill the AWV

For the frst AWV provided on or after January 1, 2011, the health professional shall bill
HCPCS G0438 (Annual wellness visit, including PPPS, first visit). This is a once per
beneficiary per lifetime allowable Medicare benefit.

All subsequent AWVs shall be billegith HCPCS G0439 (Annual Wellness Visit,

including PPPS, subsequent visit). In the event that a beneficiary selects a new health
professional to complete a subsequent AWV, the new health professional will continue to
bill the subsequent AWV with HCPCS &a&p.

NOTE: For an IPPE or AWV performed during the global period of surgery refer to
chapter 12830.6.6 of this manual for reporting instructions.

G. Documentation for the IPPE or AWV



The physician and qualified NPP, or for AWV the health professighall use the
appropriate screening tools typically used in routine physician practice. Physicians,
gualified NPPs, and medical professionals are required to use the 1995 and 1997 E/M
documentation guidelines to document the medical record with thepajgte clinical
information. fttp://www.cms.hhs.gov/IMLNEdWebGuide/25 _EMDOC . aspll

referrals and a written medical plan must be included in this documentation.

H. Reporting a Medically Necessary E/M Service Furnished During the Same
Encounter as an IPPE or AWV

When the physician or qualified NPP, or for AWV the health professional, provides a
significant, separately identifiable medically necessary E/M service in addition to the
IPPE oran AWV, CPT codes 9920199215 may be reported depending on the clinical
appropriateness of the circumstances. CPT Modifiérshall be appended to the
medically necessary E/M service identifying this service as a significant, separately
identifiable sevice from the IPPE or AWV code reported (HCPCS code G0344 or
G0402, whichever applies based on the date the IPPE is performed, or HCPCS code
G0438 or G0439 whichever AWV code applies).

NOTE: Some of the components of a medically necessary E/M seeviged portion of
history or physical exam portion) may have been part of the IPPE or AWV and should
not be included when determining the most appropriate level of E/M service to be billed
for the medically necessary, separately identifiable, E/M service.

30.6.2- Billing for Medically Necessary Visit on Same Occasion as
Preventive Medicine Service

(Rev. 1, 1601-03)
See Chapter 18 for payment for covered preventive services.

When a physician furnishes a Medicare beneficiary a covered visit at the sameupd

on the same occasion as a noncovered preventive medicine service (CPT codes 99381

99397), consider the covered visit to be provided in lieu of a part of the preventive

medicine service of equal value to the visit. A preventive medicine servided@ties

9938199397) is a noncovered service. The physician may charge the beneficiary, as a
charge for the noncovered remainder of the s
current established charge for the preventive medicine service excébds tusrent

established charge for the covered visit. Pay for the covered visit based on the lesser of

the fee schedule amount or the physiciands a
not required to give the beneficiary written advance noficeoncoverage of the part of

the visit that constitutes a routine preventive visit. However, the physician is responsible

for notifying the patient in advance of his/her liability for the charges for services that are

not medically necessary to treat tlieess or injury.


http://www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp

There could be covered and noncovered procedures performed during this encounter
(e.g., screening-xay, EKG, lab tests.). These are considered individually. Those
procedures which are for screening for asymptomatic conditions arnde@as

noncovered and, therefore, no payment is made. Those procedures ordered to diagnose
or monitor a symptom, medical condition, or treatment are evaluated for medical
necessity and, if covered, are paid.

30.6.3- Payment for Immunosuppressive TherapyManagement
(Rev. 1, 1601-03)
B3-48204824

Physicians bill for management of immunosuppressive therapy using the office or

subsequent hospital visit codes that describe the services furnished. If the physician who

is managing the immunotherapy is alsottamsplant surgeon, he or she bills these visits

wi t h me2ddiof iienrdiicat i ng that the visit during
original procedure if the physician also performed the transplant surgery and submits
documentation that showsattthe visit is for immunosuppressive therapy.

30.6.4- Evaluation and Management (E/M) Services Furnished Incident
to Physiciands Service by Nonphysiciat

(Rev. 1, 1601-03)

When evaluation and management services are furnished incidgmthioyas i ci ands ser \
by a nonphysician practitioner, the physician may bill the CPT code that describes the
evaluation and management service furnished.

When evaluation and management services are
by a nonphysicia employee of the physician, not as part of a physician service, the
physician bills code 99211 for the service.

A physician is not precluded from billing un
provided by employees whose services cannot be padiréxtly under the Medicare
progr am. Empl oyees of the physician may pro

service, but the physician alone is permitted to bill Medicare.

Services provided by empl oyees aldheidi nci dent
requirements for incident to and are medically necessary for the individual needs of the
patient.

30.6.5- Physicians in Group Practice

(Rev. 1, 1601-03)



Physicians in the same group practice who are in the same specialty must bill and be paid
as hough they were a single physician. If more than one evaluation and management
(faceto-face) service is provided on the same day to the same patient by the same
physician or more than one physician in the same specialty in the same group, only one
evaludion and management service may be reported unless the evaluation and
management services are for unrelated problems. Instead of billing separately, the
physicians should select a level of service representative of the combined visits and
submit the appnariate code for that level.

Physicians in the same group practice but who are in different specialties may bill and be
paid without regard to their membership in the same group.

30.6.6- Payment for Evaluation and Management Services Provided
During Global Period of Surgery

(Rev. 954, Issued: 089.9-06, Effective: 0601-06, Implementation: 0820-06)

A. CPT Mo d+ #idJarelatgdl Evaluation and Management Service by Same
Physician During Postoperative Period

Carriers pay for an evaluation and managememntice other than inpatient hospital care
before discharge from the hospital following surgery (CPT codes 992238) if it was
provided during the postoperative period of a surgical procedure, furnished by the same
physician who performed the procedrel, | | ed wi t h-2@8P % wmadi fi er
accompanied by documentation that supports that the service is not related to the
postoperative care of the procedure. They do not pay for inpatient hospital care that is
furnished during the hospital stay in which thegery occurred unlesise doctor is also

treating another medical condition that is unrelated to the surddirgare provided

during the inpatient stay in which the surgery occurred is compensated through the global
surgical payment.

B. CPT Mo d-2 6 iBgnificaint Evaluation and Management Service by
Same Physician on Date of Global Procedure

Medicare requires that Current Procedural Terminology (CPT) moeizfieshould only

be used on claims for evaluation and management (E/M) services, amhemyhese

services are provided by the same physician (or same qualified nonphysician practitioner)
to the same patient on the same day as another procedure or other service. Carriers pay
for an E/M service provided on the day of a procedure with a lglebaeriod if the

physician indicates that the service is for a significant, separately identifiable E/M service
that is above and beyond the usual pred posioperative work of the procedure.

Different diagnoses are not required for reporting the &kice on the same date as the
procedure or other service. Modifi&5 is added to the E/M code on the claim.

Both the medically necessary E/M service and the procedure must be appropriately and
sufficiently documented by the physician or qualified dorgician practitioner in the



patientdos medi cal record to support the cl ai
documentation is not required to be submitted with the claim.

| f the physician bills 2beodosenvi eeerviee phyt her
in addition to the global fee without any other requirement for documentation unless one
of the following conditions is met:

e When inpatient dialysis services are billed (CPT codes 90935, 90945, 90947, and
93937), the physician must document tihat service was unrelated to the
dialysis and could not be performed during the dialysis procedure;

e When preoperative critical care codes are being billed on the date of the
procedure, the diagnosis must support that the service is unrelated to the
performance of the procedure; or

e When a carrier has conducted a specific medical review process and determined,
after reviewing the data, that an individual or a group has high use of modifier
250 compared to ot herby-qgaseyesiewoobheans, has dc
records to verify that the use of modifier was inappropriate, and has educated the
individual or group, the carrier may impose prepayment screens or
documentation requirements for that provider or group. When a carrier has
completed areviewanddater ned t hat a hi gh-5dsagéeheat e
carrier must complete a cabg-case review of the records. Based upon this
review, the carrier will educate providers regarding the appropriate use of
modi f5i7e.ro A I f hi gh u sargranayimapose prepayment i nu e,
screens or documentation requirements for that provider or group.

Carriers may not per nRi5to tthoe guesnee roaft eC PpTa ymmoedni tf
evaluation and management services on the same day by the same physician,
notwithstanding the CPT definition of the modifier.

C. CPT Mo d45 7 iDedisioriifor Surgery Made Within Global Surgical
Period

Carriers pay for an evaluation and management service on the day of or on the day before

a procedure with a 90ay global argical period if the physician uses CPT modifier

fi570 to indicate that the service resulted i
Carriers may no pay for an evaluation and management service billed with the CPT

mo di £5i7eor ifift i t whaday @ orthe daylbefdre appnocetiwith a O or

10-day global surgical period.

30.6.7- Payment for Office or Other Outpatient Evaluation and
Management (E/M) Visits (Codes 99201 99215)

(Rev. 731, Issued: 1428-05, Effective: 0101-04 Chemotherapy am Non-
Chemotherapy drug infusion codes/0D1-05 Therapeutic and Diagnostic injection
codes, Implementation: 0103-06)



A Definition of New Patient for Selection of E/M Visit Code

|l nterpret the phrase finew patiento to mean
professional services, i.e., E/M service or other-faeiace service (e.g., surgical

procedure) from the physician or physician group practice (same physician specialty)

within the previous 3 years. For example, if a professional component of a greviou

procedure is billed in a 3 year time period, e.g., a lab interpretation is billed and no E/M
service or other fact-face service with the patient is performed, then this patient

remains a new patient for the initial visit. An interpretation of a diagintest, reading

an xray or EKG etc., in the absence of an E/M service or otheitéafaee service with

the patient does not affect the designation of a new patient.

B Office/Outpatient E/M Visits Provided on Same Day for Unrelated Problems

As for dl other E/M services except where specifically noted, carriers may not pay two
E/M office visits billed by a physician (or physician of the same specialty from the same
group practice) for the same beneficiary on the same day unless the physician document
that the visits were for unrelated problems in the office or outpatient setting which could
not be provided during the same encounter (e.g., office visit for blood pressure
medication evaluation, followed five hours later by a visit for evaluation gidey

following an accident).

C Office/Outpatient or Emergency Department E/M Visit on Day of Admission to
Nursing Facility

Carriers may not pay a physician for an emergency department visit or an offieadisit

a comprehensive nursing facility assesstos the same day. Bundle E/M visits on the

same date provided in sites other than the nursing facility into the initial nursing facility
care code when performed on the same date as the nursing facility admission by the same
physician.

D Drug Administr ation Services and E/M Visits Billed on Same Day of Service

Carriers must advise physicians that CPT code 99211 cannot be paid if it is billed with a
drug administration service such as a chemotherapy or nonchemotherapy drug infusion
code (effective Januarl, 2004). This drug administration policy was expanded in the
Physician Fee Schedule Final Rule, November 15, 2004, to also include a therapeutic or
diagnostic injection code (effective January 1, 2005). Therefore, when a medically
necessary, significa and separately identifiable E/M service (which meets a higher
complexity level than CPT code 99211) is performed, in addition to one of these drug
administration services, the appropriate E/M CPT code should be reported with modifier
-25. Documentatioshould support the level of E/M service billed. For an E/M service
provided on the same day, a different diagnosis is not required.

30.6.8- Payment for Hospital Observation Services and Observation or

Inpatient Care Services (Including Admission and Dscharge Services)
(Rev.2282, Issued: 086-11, Effective: 0:01-11, Implementation: 1128-11)



A. Who May Bill Observation Care Codes

Observation care is a walkefined set of specific, clinically appropriate services, which
include ongoing short termeatment, assessment, and reassessment, that are furnished
while a decision is being made regarding whether patients will require further treatment
as hospital inpatients or if they are able to be discharged from the hospital. Observation
services are comonly ordered for patients who present to the emergency department and
who then require a significant period of treatment or monitoring in order to make a
decision concerning their admission or discharge.

In only rare and exceptional cases do reasonalolenacessary outpatient observation
services span more than 48 hours. In the majority of cases, the decision whether to
discharge a patient from the hospital following resolution of the reason for the
observation care or to admit the patient as an ingaten be made in less than 48 hours,
usually in less than 24 hours.

Contractors pay for initial observation care billed by only the physician who ordered
hospital outpatient observation services and was responsible for the patient during his/her
observabn care. A physician who does not have inpatient admitting privileges but who

is authorized to furnish hospital outpatient observation services may bill these codes.

For a physician to bill observation care codes, there must be a medical observatidn rec

for the patient which contains dated and tin
observation services the patient is to receive, nursing notes, and progress notes prepared

by the physician while the patient received observation services. This recstramn

addition to any record prepared as a result of an emergency department or outpatient

clinic encounter.

Payment for an initial observation care code is for all the care rendered by the ordering
physician on the dat ecedbegan Aladtherphydicas wiob s er v at
furnish consultations or additional evaluations or services while the patient is receiving

hospital outpatient observation services must bill the appropriate outpatient service codes.

For example, if an internist ordeobservation services and asks another physician to
additionally evaluate the patient, only the internist may bill the initial and subsequent
observation care codes. The other physician who evaluates the patient must bill the new
or established office asther outpatient visit codes as appropriate.

For information regarding hospital billing of observation services, see Chapter 4, §290.

B. Physician Billing for Observation Care Following Initiation of Observation
Services

Similar to initial observatiorodes, payment for a subsequent observation care code is
for all the care rendered by the treating physician on the day(s) other than the initial or



discharge date. All other physicians who furnish consultations or additional evaluations
or services whé the patient is receiving hospital outpatient observation services must bill
the appropriate outpatient service codes.

When a patient receives observation care for less than 8 hours on the same calendar date,
the Initial Observation Care, from CPT codage 99218 99220, shall be reported by

the physician. The Observation Care Discharge Service, CPT code 99217, shall not be
reported for this scenario.

When a patient is admitted for observation care and then is discharged on a different
calendar datehe physician shall report Initial Observation Care, from CPT code range
99218i 99220, and CPT observation care discharge CPT code 99217. On the rare
occasion when a patient remains in observation care for 3 days, the physician shall report
an initial olservation care code (99288220) for the first day of observation care, a
subsequent observation care code (9922226) for the second day of observation care,

and an observation care discharge CPT code 99217 for the observation care on the
discharge da When observation care continues beyond 3 days, the physician shall
report a subsequent observation care code (9992226) for each day between the first

day of observation care and the discharge date.

When a patient receives observation care forramum of 8 hours, but less than 24
hours, and is discharged on the same calendar date, Observation or Inpatient Care
Services (Including Admission and Discharge Services) from CPT code rangei99234
99236 shall be reported. The observation discharge,co8d 99217, cannot also be
reported for this scenario.

C. Documentation Requirements for Billing Observation or Inpatient Care Services
(Including Admission and Discharge Services)

The physician shall satisfy the E/M documentation guidelines for fungjsibservation

care or inpatient hospital care. In addition to meeting the documentation requirements for
history, examination, and medical decision making, documentation in the medical record
shall include:

¢ Documentation stating the stay for observatare or inpatient hospital care
involves 8 hours, but less than 24 hours;

e Documentation identifying the billing physician was present and personally
performed the services; and

¢ Documentation identifying the order for observation services, progress aate
discharge notes were written by the billing physician.

In the rare circumstance when a patient receives observation services for more than 2
calendar dates, the physician shall bill observation services furnished on day(s) other than
the initial ordischarge date using subsequent observation care codes. The physician may



not use the subsequent hospital care codes since the patient is not an inpatient of the
hospital.

D. Admission to Inpatient Status Following Observation Care

If the same physian who ordered hospital outpatient observation services also admits
the patient to inpatient status before the end of the date on which the patient began
receiving hospital outpatient observation services, pay only an initial hospital visit for the
evaluaton and management services provided on that date. Medicare payment for the
initial hospital visit includes all services provided to the patient on the date of admission
by that physician, regardless of the site of service. The physician may notibitlan

or subsequent observation care code for services on the date that he or she admits the
patient to inpatient status. If the patient is admitted to inpatient status from hospital
outpatient observation care subsequent to the date of initiatiorsefvaliion services,

the physician must bill an initial hospital visit for the services provided on that date. The
physician may not bill the hospital observation discharge management code (code 99217)
or an outpatient/office visit for the care providedil@lthe patient received hospital
outpatient observation services on the date of admission to inpatient status.

E. Hospital Observation Services During Global Surgical Period

The global surgical fee includes payment for hospital observation (codes 99213,

99219, 99220, 99224, 99225, 99226, 99234, 99235, and 99236) services unless the
criteria for uf2d,-B% A&PAo nmedrdd fmeetr.s AContracto
for these services in addition to the global surgical fee only if both obtosving

requirements are met:

e The hospital observation service meets the criteria needed to justify billing it with
CPT mod-R2 4 |-BY 805fibd @deci si on for major sur

e The hospital observation service furnished by the surgeon meetdra criteria
for the hospital observation code billed.

Examples of the decision for surgery during a hospital observation period are:

e An emergency department physician orders hospital outpatient observation
services for a patient with a head injuy.neurosurgeon is called in to evaluate
the need for surgery while the patient is receiving observation services and
decides that the patient requires surgery. The surgeon would bill a new or
established office or other outpatient visit code as ap@dpre wi-3 ho t he A
modifier to indicate that the decision for surgery was made during the evaluation.
The surgeon must bill the office or other outpatient visit code because the patient
receiving hospital outpatient observation services is not an inpafiére
hospital. Only the physician who ordered hospital outpatient observation services
may bill for observation care.



e A neurosurgeon orders hospital outpatient observation services for a patient with
a head injury. During the observation period,gbhegyeon makes the decision for
surgery. The surgeon would bill the appropriate level of hospital observation
code wibt7ho tnoediif i er to indicate that the
while the surgeon was providing hospital observation care.

Exampes of hospital observation services during the postoperative period of a surgery
are:

e A surgeon orders hospital outpatient observation services for a patient with
abdominal pain from a kidney stone on the 80th day following a TURP
(performed by that suepn). The surgeon decides that the patient does not
require surgery. The surgeon would bill the observation code with CPT modifier
240 and documentation to support that th
the surgery.

e A surgeon orders hospitalitpatient observation services for a patient with
abdominal pain on the 80th day following a TURP (performed by that surgeon).
While the patient is receiving hospital outpatient observation services, the surgeon
decides that the patient requires kidnengsty. The surgeon would bill the
observation code -Wvdoht ICPE&i mateft bhat it he
surgery was made while the patient was receiving hospital outpatient observation
services. The subsequent surgical procedure would be reportddh  me di f i er
79. 0

e A surgeon orders hospital outpatient observation services for a patient with
abdominal pain on the 20th day following a resection of the colon (performed by
that surgeon). The surgeon determines that the patient requires no foldher c
surgery and discharges the patient. The surgeon may not bill for the observation
services furnished during the global period because they were related to the
previous surgery.

An example of a billable hospital observation service on the same dgyasedure is
when a physician repairs a laceration of the scalp in the emergency department for a
patient with a head injury and then subsequently orders hospital outpatient observation
services for that patient. The physician would bill the observabde with a CPT

modifier 25 and the procedure code.

30.6.9- Payment for Inpatient Hospital Visits - General
(Rev.2282, Issued: 0826-11, Effective: 0201-11, Implementation: 1:28-11)

A. Hospital Visit and Critical Care on Same Day
When a hospital jpatient or office/outpatient evaluation and management service (E/M)

are furnished on a calendar date at which time the patient does not require critical care
and the patient subsequently requires critical care both the critical Care Services (CPT



codes 9991 and 99292) and the previous E/M service may be paid on the same date of
service. Hospital emergency department services are not paid for the same date as
critical care services when provided by the same physician to the same patient.

During criticalcare management of a patient those services that do not meet the level of
critical care shall be reported using an inpatient hospital care service with CPT
Subsequent Hospital Care using a code from CPT code rangei999333.

Both Initial Hospital CaréCPT codes 992211 99223) and Subsequent Hospital Care
codes are fiper diemo services and may be rep
physician or physicians of the same specialty from the same group practice.

Physicians and qualified nonphysician piteaters (NPPs) are advised to retain
documentation for discretionary contractor review should claims be questioned for both
hospital care and critical care claims. The retained documentation shall support claims
for critical care when the same physic@arphysicians of the same specialty in a group
practice report critical care services for the same patient on the same calendar date as
other E/M services.

B. Two Hospital Visits Same Day

Contractors pay a physician for only one hospital visit per dathéosame patient,

whether the problems seen during the encounters are related or not. The inpatient
hospital visit descriptors contain the phras
payment established for the code represent all services pladidnat date. The

physician should select a code that reflects all services provided during the date of the

service.

C. Hospital Visits Same Day But by Different Physicians

In a hospital inpatient situation involving one physician covering for anath@rysician

A sees the patient in the morning and physician B, who is covering for A, sees the same

patient in the eveningontractorglo not pay physician B for the second visit. The

hospital visit descriptors efomthddayde t he phras

|l f the physicians are each responsible for a
visits if the physicians are in different specialties and the visits are billed with different

diagnoses. There are circumstances where conteasnmay be billed by physicians

of the same specialty.

D. Visits to Patients in Swing Beds
If the inpatient care is being billed by the hospital as inpatient hospital care, the hospital

care codes apply. If the inpatient care is being billed bydbpital as nursing facility
care, then the nursing facility codes apply.



30.6.9.1- Payment for Initial Hospital Care Services and Observation or

Inpatient Care Services (Including Adnission and Discharge Services)
(Rev.2282, Issued: 0826-11, Effective:01-01-11, Implementation: 1:28-11)

A. Initial Hospital Care From Emergency Room

Contractors pay for an initial hospital care service if a physician sees a patient in the

emergency room and decides to admit the person to the hospital. They do foot pay

both E/M services. Also, they do not pay for an emergency department visit by the same
physician on the same date of service. When the patient is admitted to the hospital via
another site of service (e.g.,ffichbossmg t al emer
facility), all services provided by the physician in conjunction with that admission are

considered part of the initial hospital care when performed on the same date as the

admission.

B. Initial Hospital Care on Day Following Visit

Contractors pay both visits if a patient is seen in the office on one date and admitted to
the hospital on the next date, even if fewer than 24 hours has elapsed between the visit
and the admission.

C. Initial Hospital Care and Discharge on Same Day

When thepatient is admitted to inpatient hospital care for less than 8 hours on the same
date, then Initial Hospital Care, from CPT code range 9923223, shall be reported

by the physician. The Hospital Discharge Day Management service, CPT codes 99238 or
99239, shall not be reported for this scenario.

When a patient is admitted to inpatient initial hospital care and then discharged on a
different calendar date, the physician shall report an Initial Hospital Care from CPT code
range 99221 99223 and a Hosggit Discharge Day Management service, CPT code
99238 or 99239.

When a patient has been admitted to inpatient hospital care for a minimum of 8 hours but
less than 24 hours and discharged on the same calendar date, Observation or Inpatient
Hospital Care Serges (Including Admission and Discharge Services), from CPT code
range 99234 99236, shall be reported.

D. Documentation Requirements for Billing Observation or Inpatient Care Services
(Including Admission and Discharge Services)

The physician shall siafy the E/M documentation guidelines for admission to and
discharge from inpatient observation or hospital care. In addition to meeting the
documentation requirements for history, examination and medical decision making
documentation in the medical redcshall include:



o Documentation stating the stay for hospital treatment or observation care
status involves 8 hours but less than 24 hours;

e Documentation identifying the billing physician was present and personally
performed the services; and

e Document#ion identifying the admission and discharge notes were written by
the billing physician.

E. Physician Services Involving Transfer From One Hospital to Another; Transfer
Within Facility to Prospective Payment System (PPS) Exempt Unit of Hospital;
Transfer From One Facility to Another Separate Entity Under Same Ownership
and/or Part of Same Complex; or Transfer From One Department to Another
Within Single Facility

Physicians may bill both the hospital discharge management code and an initial hospital
carecode when the discharge and admission do not occur on the same day if the transfer
is between:

e Different hospitals;

e Different facilities under common ownership which do not have merged
records; or

e Between the acute care hospital and a PPS exemptitinit the same
hospital when there are no merged records.

In all other transfer circumstances, the physician should bill only the appropriate level of
subsequent hospital care for the date of transfer.

F. Initial Hospital Care Service History and Physcal That Is Less Than
Comprehensive

When a physician performs a visit that meets the definition of a Level 5 office visit
several days prior to an admission and on the day of admission performs less than a
comprehensive history and physical, he or shelsh@port the office visit that reflects

the services furnished and also report the lowest level initial hospital care code (i.e., code
99221) for the initial hospital admission. Contractors pay the office visit as billed and the
Level 1 initial hospitatare code.

Physicians who provide an initial visit to a patient during inpatient hospital care that

meets the minimum key component work and/or medical necessity requirements shall

report an initial hospital care code (99229223). The principal physan of record shall

append moldd f(iRrri mci pal Physician of Record)
care code. This modifier wildl identify the
all other physicians who may be furnishing speciadinec



Physicians may bill initial hospital care service codes (9982P3), for services that

were reported with CPT consultation codes (99289255) prior to January 1, 2010,

when the furnished service and documentation meet the minimum key componient w

and/or medical necessity requirements. Physicians must meet all the requirements of the
initial hospital care codes, including fAa de
detailed or comprehensive examinaterond to re
than the requirements for consultation codes 99251 and 99252.

Subsequent hospital care CPT codes 99231 and
focused interval hi storyd and fAan expanded p
service that coultée described by CPT consultation code 99251 or 99252 could

potentially meet the component work and medical necessity requirements to report 99231

or 99232. Physicians may report a subsequent hospital care CPT code for services that

were reported as CPDrsultation codes (9924199255) prior to January 1, 2010,

where the medical record appropriately demonstrates that the work and medical necessity
requirements are met for reporting a subsequent hospital care code (under the level

selected), even thoughe reported code is for the provider's first E/M service to the

inpatient during the hospital stay.

Reporting CPT code 99499 (Unlisted evaluation and management service) should be
limited to cases where there is no other specific E/M code payable bydviethat
describes that service. Reporting CPT code 99499 requires submission of medical
records and contractor manual medical review of the service prior to payment.
Contractors shall expect reporting under these circumstances to be unusual.

G. Initia | Hospital Care Visits by Two Different M.D.s or D.O.s When They Are
Involved in Same Admission

In the inpatient hospital setting all physicians (and qualified nonphysician practitioners
where permitted) who perform an initial evaluation may bill theahitospital care codes
(992217 99223) or nursing facility care codes (993049306). Contractors consider

only one M.D. or D.O. to be the principal physician of record (sometimes referred to as
the admitting physician.) The principal physician of reas identified in Medicare as

the physician who oversees the patientds car
furnishing specialty care. Only the princip
Al o (Principal Physi ci BMcodef FolReup aisitdnthei n addi t

facility setting shall be billed as subsequent hospital care visits and subsequent nursing
facility care visits.

30.6.9.2- Subsequent Hospital Visit and Hospital Discharg®ay

Management (Codes 9923199239)
(Rev. 14®, Issued: 0222-08, Effective: 0401-08, Implementation: 0407-08)

A. Subsequent Hospital Visits During the Global Surgery Period



(Refer to 884€10.4 on global surgery)

The Medicare physician fee schedule payment amount for surgical procedures includes
all services (e.g., evaluation and management visits) that are part of the global surgery
payment; therefore, contractors shall not pay more than that amount when a bill is
fragmented for staged procedures.

B. Hospital Discharge Day Management Service

Hospital Discharge Day Management Services, CPT code 99238 or 99239 ida face
face evaluation and management (E/M) service between the attending physician and the
patient. The E/M discharge day management visit shall be reported for the date of the
actuwal visit by the physician or qualified nonphysician practitioner even if the patient is
discharged from the facility on a different calendar d@aly one hospital discharge day
management service is payable per patient per hospital stay.

Only the atteding physician of record reports the discharge day management service.
Physicians or qualified nonphysician practitioners, other than the attending physician,
who have been managing concurrent health care problems not primarily managed by the
attending plisician, and who are not acting on behalf of the attending physician, shall use
Subsequent Hospital Care (CPT code range 992Z8P33) for a final visit.

Medicare pays for the paperwork of patient discharge day management through the pre
and postservice work of an E/M service.

C. Subsequent Hospital Visit and Discharge Management on Same Day

Pay only the hospital discharge management code on the day of discharge (unless it is
also the day of admission, in which case, refer to §30.6.9.1 C for tlog pali

Observation or Inpatient Care Services (Including Admission and Discharge Services
CPT Codes 9923499236). Contractors do not pay both a subsequent hospital visit in
addition to hospital discharge day management service on the same day by the same
physician. Instruct physicians that they may not bill for both a hospital visit and hospital
discharge management for the same date of service.

D. Hospital Discharge Management (CPT Codes 99238 and 99239) and Nursing
Facility Admission Code When Patientls Discharged From Hospital and Admitted
to Nursing Facility on Same Day

Contractors pay the hospital discharge code (codes 99238 or 99239) in addition to a
nursing facility admission code when they are billed by the same physician with the same
date ofservice.

If a surgeon is admitting the patient to the nursing facility due to a condition that is not as
a result of the surgery during the postoperative period of a service with the global
surgical period, he/she bills for the nursing facility admissioth care with a modifier



f240 and provides documentation that the ser
of an elderly patient to the nursing facility in which he/she has resided for five years
following discharge from the hospital for choletg&omy).

Contractors do not pay for a nursing facility admission by a surgeon in the postoperative
period of a procedure with a global surgical
nursing facility is to receive post operative care related to tlgesufe.g., admission to a

nursing facility to receive physical therapy following a hip replacement). Payment for

the nursing facility admission and subsequent nursing facility services are included in the

global fee and cannot be paid separately.

E. Hospital Discharge Management and Death Pronouncement

Only the physician who personally performs the pronouncement of death shall bill for the
faceto-face Hospital Discharge Day Management Service, CPT code 99238 or 99239.
The date of the pronouncementlsheflect the calendar date of service on the day it was
performed even if the paperwork is delayed to a subsequent date.

30.6.10- Consultation Services
(Rev.2282, Issued: 086-11, Effective: 0201-11, Implementation: 1:28-11)

Consultation Servicesversus Other Evaluation and Management (E/M) Visits

Effective January 1, 2010, the consultation codes are no longer recognized for Medicare
Part B payment. Physicians shall code patient evaluation and management visits with
E/M codes that represent whehe visit occurs and that identify the complexity of the

visit performed.

In the inpatient hospital setting and the nursing facility setting, physicians (and qualified
nonphysiciarpractitioners where permitted) may bill the most appropriate initial
hosptal care code (992299223),subsequent hospital care code (99231 and 99232),
initial nursing facility care code (993€8919306), or subsequent nursing facility care
code (9930799310) that reflects the services the physician or practitioner furnished
Sulsequent hospital care codes could potentially meet the component work and medical
necessity requirements to be reported for an E/M service that could be described by CPT
consultation code 99251 or 99252. Contractors shall not find fault in cases where the
medical record appropriately demonstrates that the work and medical necessity
requirements are met for reporting a subsequent hospital care code (under the level
selected), even though the reported code is for the provider's first E/M service to the
inpaient during the hospital stay. Unlisted evaluation and management service (code
99499) shall only be reported for consultation services when an E/M service that could be
described by codes 99251 or 99252 is furnished, and there is no other specifid&/M co
payable by Medicare that describes that service. Reporting code 99499 requires
submission of medical records and contractor manual medical review of the service prior
to payment. CMS expects reporting under these circumstances to be unusual. T he
principal physician of record is identified in Medicare as the physician who oversees the



patientds care from other physicians who may
physician of recorAll &dh@Pdi mpippald ilbys ifdiean fio
addition to the E/M code. Followp visits in the facility setting shall be billed as

subsequent hospital care visits and subsequent nursing facility care visits.

In the CAH setting, those CAHSs that use method Il shall bill the appropriate new or
estaltished visit code for those physician and +ptysician practitioners who have
reassigned their billing rights, depending on the relationship status between the physician
and patient.

In the office or other outpatient setting where an evaluation is pggthrphysicians and
gualified nonphysician practitioners shall use the CPT codes (9920215) depending

on the complexity of the visit and whether the patient is a new or established patient to
that physician. All physicians and qualified nonphysigeaactitioners shall follow the

E/M documentation guidelines for all E/M services. These rules are applicable for
Medicare secondary payer claims as well as for claims in which Medicare is the primary

payer.

30.6.11- Emergency Department Visits (Codes 9B1- 99288)
(Rev. 1875, Issued: 1:24-09, Effective: 0101-10, Implementation: 0:04-10)

A. Use of Emergency Department Codes by Physicians Not Assigned to
Emergency Department

Any physician seeing a patient registered in the emergency departmentanay us
emergency department visit codes (for services matching the code description). It is not
required that the physician be assigned to the emergency department.

B. Use of Emergency Department Codes In Office

Emergency department coding is not appropifatee site of service is an office or

outpatient setting or any sight of service other than an emergency department. The
emergency department codes should only be used if the patient is seen in the emergency
department and the services described by theE&code definition are provided. The
emergency department is defined as an organized helspgatl facility for the provision

of unscheduled or episodic services to patients who present for immediate medical
attention.

C. Use of Emergency Department Coes to Bill Nonemergency Services

Services in the emergency department may not be emergencies. However the codes
(99281- 99288) are payable if the described services are provided.

However, if the physician asks the patient to meet him or her in the emegrg
department as an alternative to the physici a
patient in the emergency department, the physician should bill the appropriate



office/outpatient visit codes. Normally a lower level emergency departmeatvomald
be reported for a nonemergency condition.

D. Emergency Department or Office/Outpatient Visits on Same Day As Nursing
Facility Admission

Emergency department visit provided on the same day as a comprehensive nursing
facility assessment are not gaPayment for evaluation and management services on the
same date provided in sites other than the nursing facility are included in the payment for
initial nursing facility care when performed on the same date as the nursing facility
admission.

E. Physiagan Billing for Emergency Department Services Provided to Patient by
Both Patientoés Personal Physician and Emer ge

If a physician advises his/her own patient to go to an emergency department (ED) of a
hospital for care and the phg&in subsequently is asked by the ED physician to come to
the hospital to evaluate the patient and to advise the ED physician as to whether the
patient should be admitted to the hospital or be sent home, the physicians should bill as
follows:

o Ifthepatent i s admitted to the hospital by t h
the patientds regular physician should bi
hospital care (codes 992299223) because all evaluation and management
services provided by &b physician in conjunction with that admission are
considered part of the initial hospital care when performed on the same date as the
admission. The ED physician who saw the patient in the emergency department
should bill the appropriate level of the EEDdes.

e | f the ED physician, based on the advice
came to the emergency department to see the patient, sends the patient home, then
the ED physician should bill the appropriate level of emergency department

service.The patientds personal physician shou
department code that describes the service he or she provided in the emergency
depart ment . |l f the patientds personal ph
see the patient, bonly advises the emergency department physician by

tel ephone, then the patientds personal ph

F. Emergency Department Physician Requests Another Physician to See the
Patient in Emergency Department or Office/Outpatient Setting

If the emergency department physician requests that another physician evaluate a given
patient, the other physician should bill an emergency department visit code. If the patient
is admitted to the hospital by the second physician performing the evaluatiorshes o
should bill an initial hospital care code and not an emergency department visit code.



30.6.12- Critical Care Visits and Neonatal Intensive Care (Codes

99291- 99292)
(()R;ea/é)1548, Issued: 0D8908; Effective Date: 0701-08; Implementation Date: (/-

CRITICAL CARE SERVICES (CODES 99291-99292)

A. Use of Critical Care Codes

Pay for services reported with CPT codes 99291 and 99292 when all the criteria for

critical care and critical care services are met. Critical care is defined as the direc

delivery by a physician(s) medical care for a critically ill or critically injured patient. A

critical illness or injury acutely impairs one or more vital organ systems such that there is

ahigh probability of imminent or life threatening deterioratiom t he pati ent 0s cC ¢

Critical care involves high complexity decision making to assess, manipulate, and
support vital system functions(s) to treat single or multiple vital organ system failure
and/or to prevent further life threatening deterioraboh t he pati ent ds condi

Examples of vital organ system failure include, but are not limited to: central nervous
system failure, circulatory failure, shock, renal, hepatic, metabolic, and/or respiratory
failure. Although critical care typically reqes interpretation of multiple physiologic
parameters and/or application of advanced technology(s), critical care may be provided in
life threatening situations when these elements are not present.

Providing medical care to a critically ill, injured, avgtoperative patient qualifies as a
critical care service only if both the illness or injury and the treatment being provided
meet the above requirements.

Critical care is usually, but not always, given in a critical care area such as a coronary
care uni, intensive care unit, respiratory care unit, or the emergency department.
However, payment may be made for critical care services provided in any location as
long as the care provided meets the definition of critical care.

Consult the American Medic@lssociation (AMA) CPT Manual for the applicable codes
and guidance for critical care services providegdonates, infants and children

B. Critical Care Services and Medical Necessity

Critical care services must be medically necessary and reasorabiee$ provided that

do not meet critical care services or services provided for a patient who is not critically ill
or injured in accordance with the above definitions and criteria but who happens to be in
a critical care, intensive care, or other sped care unit should be reported using
another appropriate E/M code (e.g., subsequent hospital care, CPT codes ®223).

As described
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condition. o Therefore al though cr
upon being called to t

, I tic
he patientds beds

a
i

providing critical care servicB.he tr eat ment and management

while not necessarily emergent, shall be required, based on the threat of imminent
deterioration (i.e., the patient shal/l
visit).

Chroniclliness and Critical Care

Examples of patients whose medical condition may not warrant critical care services:

1. Daily management of a patient on chronic ventilator therapy does not meet the
criteria for critical care unless the critical care is separadentifiable from the
chronic long term management of the ventilator dependence.

2. Management of dialysis or care related to dialysis for a patient receiving ESRD
hemodialysis does not meet the criteria for critical care unless the critical care is
separately identifiable from the chronic long term management of the dialysis

be

dependence (refer to Chapter 8, 8160.4). When a separately identifiable condition
(e.g., management of seizures or pericardial tamponade related to renal failure) is

being managd, it may be billed as critical care if critical care requirements are
met. Modifieri 25 should be appended to the critical care code when applicable
in this situation.

Examples of patients whose medical condition may warrant critical care services:

1. An 81 year old male patient is admitted to the intensive care unit following
abdominal aortic aneurysm resection. Two days after surgery he requires fluids
and pressors to maintain adequate perfusion and arterial pressures. He remains
ventilator dependent.

2. A 67 year old female patient is 3 days status post mitral valve repair. She

develops petechiae, hypotension and hypoxia requiring respiratory and circulatory

support.

3. A 70 year old admitted for right lower lobe pneumococcal pneumonia with a
history of COPD becomes hypoxic and hypotensive 2 days after admission.

4. A 68 year old admitted for an acute anterior wall myocardial infarction continues
to have symptomatic ventricular tachycardia that is marginally responsive to
antiarrhythmic therapy.

Examplesof patients who may not satisfy Medicare medical necessity criteria, or do
not meet critical care criteria or who do not have a critical care illness or injury and
therefore not eligible for critical care payment
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1. Patients admitted to a critical caneittbecause no other hospital beds were
available;

2. Patients admitted to a critical care unit for close nursing observation and/or
frequent monitoring of vital signs (e.g., drug toxicity or overdose); and

3. Patients admitted to a critical care unit@ese hospital rules require certain
treatments (e.g., insulin infusions) to be administered in the critical care unit.

Providing medical care to a critically ill patient should not be automatically deemed to be
a critical care service for the sole reaiwat the patient is critically ill or injured. While

more than one physician may provide critical care services to a patient during the critical
care episode of an illness or injury each physician must be managing one or more critical
illness(es) or injuy(ies) in whole or in part.

EXAMPLE : A dermatologist evaluates and treats a rash on an ICU patient who is
maintained on a ventilator and nitroglycerine infusion that are being managed by an
intensivist. The dermatologist should not report a serviceritical care.

C. Critical Care Services and Full Attention of the Physician

The duration of critical care services to be reported is the time the physician spent
evaluating, providing care and managing the critically ill or injured patient's care. That
time must be spent at the immediate bedside or elsewhere on the floor or unit so long as
the physician is immediately available to the patient.

For example, time spent reviewing laboratory test results or discussing the critically ill

patient's care witbther medical staff in the unit or at the nursing station on the floor may

be reported as critical care, even when it does not occur at the bedside, if this time
represents the physicianés full attention to
paient.

For any given period of time spent providing critical care services, the physician must
devote his or her full attention to the patient and, therefore, cannot provide services to
any other patient during the same period of time.

D. Critical Care Services and Qualified NonPhysician Practitioners (NPP)

Critical care services may be provided by qualified NPPs and reported for payment under

t he NPP6s National Provider I dentifier (NPIl)
requirements of criticatare services in Sections A and B. The provision of critical care

services must be within the scope of practice and licensure requirements for the State in

which the qualified NPP practices and provides the service(s). Collaboration, physician
supervisiorand billing requirements must also be met. A physician assistant shall meet

the general physician supervision requirements.

E. Critical Care Services and Physician Time



Critical care is a timebased service, and for each date and encounter entry, the
physician's progress note(s) shall document the total time that critical care services were
provided. More than one physician can provide critical care at another time and be paid
if the service meets critical care, is medically necessary and is natatiyaicare.

Concurrent care by more than one physician (generally representing different physician
specialties) is payable if these requirements are met (refer to the Medicare Benefit Policy
Manual, Pub. 10@2, Chapter 15, 830 for concurrent care potigcussion).

The CPT critical care codes 99291 and 99292 are used to report the total duration of time
spent by a physician providing critical care services to a critically ill or critically injured
patient, even if the time spent by the physician ohdhte is not continuous. Nen

continuous time for medically necessary critical care services may be aggregated.
Reporting CPT code 99291 is a prerequisite to reporting CPT code 99292. Physicians of
the same specialty within the same group practice hilleaia paid as though they were a
single physician (830.6.5).

1. Off the Unit/Floor

Time spent in activities (excluding those identified previously in Section C)
that occur outside of the unit or off the floor (i.e., telephone calls, whether
taken at homenithe office, or elsewhere in the hospital) may not be
reported as critical care because the physician is not immediately available
to the patient. This time is regarded as prel post service work bundled

in evaluation and management services.

2. Split/Shared Service

A split/shared E/M service performed by a physician and a qualified NPP of
the same group practice (or employed by the same employer) cannot be
reported as a critical care service. Critical care services are reflective of the
care and manageent of a critically ill or critically injured patient by an
individual physician or qualified nephysician practitioner for the specified
reportable period of time.

Unlike other E/M services where a split/shared service is allowed the critical
care serice reported shall reflect the evaluation, treatment and management
of a patient by an individual physician or qualified fmitysician

practitioner and shall not be representative of a combined service between a
physician and a qualified NPP.

When CPT cod time requirements for both 99291 and 99292 and critical
care criteria are met for a medically necessary visit by a qualified NPP the
service shall be billed using the appropriate individual NPl number.
Medically necessary visit(s) that do not meet threggirements shall be
reported as subsequent hospital care services.



3. Unbundled Procedures

Time involved performing procedures that are not bundled into critical care
(i.e., billed and paid separately) may not be included and counted toward
critical caretime. The physician's progress note(s) in the medical record
should document that time involved in the performance of separately
billable procedures was not counted toward critical care time.

4. Family Counseling/Discussions

Critical care CPT codes 992@hd 99292 include pre and post service work.
Routine daily updates or reports to family members and or surrogates are
considered part of this service. However, time involved with family
members or other surrogate decision makers, whether to obtain § bistor

to discuss treatment options (as described in CPT), may be counted toward
critical care time when these specific criteria are met:

a) The patient is unable or incompetent to participate in giving a history
and/or making treatment decisions, and

b) The discussion is necessary for determining treatment decisions.

For family discussions, the physician should document

a. The patient is unable or incompetent to participate in giving history
and/or making treatment decisions

b. The necessity to have thesdussion (e.g., "no other source was
available to obtain a history" or "because the patient was
deteriorating so rapidly | needed to immediately discuss treatment
options with the family",

c. Medically necessary treatment decisions for which the discussion
was needed, and

d. A summary in the medical record that supports the medical
necessity of the discussion

All other family discussions, no matter how lengthy, may not be
additionally counted towards critical care. Telephone calls to
family members and or swigate decisioimmakers may be counted
towards critical care time, but only if they meet the same criteria as
described in the aforementioned paragraph.

5. Inappropriate Use of Time for Payment of Critical Care Services

Time involved in activities thatalnot directly contribute to the treatment
of the critically ill or injured patient may not be counted towards the



critical care time, even when they are performed in the critical care unit at
a patient's bedside (e.g., review of literature, and teachssjomns with
physician residents whether conducted on hospital rounds or in other
venues).

F. Hours and Days of Critical Care that May Be Billed

Critical care service is a tirdeased service provided on an hourly or fraction of an hour
basis. Payment shld not be restricted to a fixed number of hours, a fixed number of
physicians, or a fixed number of days, on a per patient basis, for medically necessary
critical care services. Time counted towards critical care services may be continuous or
intermittent and aggregated in time increments (e.g., 50 minutes of continuous clock time
or (5) 10 minute blocks of time spread over a given calendar date). Only one physician
may bill for critical care services during any one single period of time even if more tha
one physician is providing care to a critically ill patient.

For Medicare Part B physician services paid under the physician fee schedule, critical

care is not a service that is paid on a fAshi
may be requestefor any claim to determine medical necessity. Examples of critical care

billing that may require further review could include: claims from several physicians

submitting multiple units of critical care for a single patient, and submitting claims for

morethan 12 hours of critical care time by a physician for one or more patients on the

same given calendar date. Physicians assigned to a critical care unit (e.g., hospitalist,
intensivist, etc.) may not repod tbhasriist.i cal C

The CPT code 99291 is used to report the first B@ minutes of critical care on a given
calendar date of service. It should only be used once per calendar date per patient by the
same physician or physician group of the same specialty. CRI9&&92 is used to

report additional block(s) of time, of up to 30 minutes each beyond the first 74 minutes of
critical care (See table below). Critical cardesfs than 30 minutes total duration on a

given calendar dafe not reported separately usitig critical care codes. This service
should be reported using another appropriate E/M code such as subsequent hospital care.

Clinical Example of Correct Billing of Time

A patient arrives in the emergency department in cardiac arrest. The emergency
department physician provides 40 minutes of critical care services. A cardiologist is

called to the ED and assumes responsibility for the patient, providing 35 minutes of

critical care services. The patient stabilizes and is transferred to the CCUs In thi

instance, the ED physician provided 40 minutes of critical care services and reports only
the critical care code (CPT code 99291) and not also emergency department services. The
cardiologist may report the 35 minutes of critical care services (also @RT199291)

provided in the ED. Additional critical care services by the cardiologist in the CCU may

be reported on the same calendar date using 99292 or another appropriate E/M code
depending on the clock time involved.

G. Counting of Units of Critical Care Services



The CPT code 99291 (critical care, first hour) is used to report the services of a
physician providing full attention to a critically ill or critically injured patient from73D
minutes on a given date. Only one unit of CPT code 99291bmailled by a physician
for a patient on a given date. Physicians of the same specialty within the same group
practice bill and are paid as though they were a single physician and would not each
report CPT 992910n the same date of service.

The following illustrates the correct reporting of critical care services:

Total Duration of Critical Care Codes

Less than 30 minutes 99232 or 99233 or other appropriate E/M
code

30- 74 minutes 99291 x 1

75- 104 minutes 99291 x 1 and 99292 x 1

105- 134 minutes 99291 x1 and 99292 x 2

135- 164 minutes 99291 x 1 and 99292 x 3

165- 194 minutes 99291 x 1 and 99292 x 4

194 minutes or longer 992911 99292 as appropriate (per the
above illustrations)

H. Critical Care Services and Other Evaluation and Management Services
Provided on Same Day

When critical care services are required upon the patient's presentation to the hospital
emergency department, only critical care codes 9929292 may be reportediAn
emergency department visit code may not also be reported.

When critical care services are provided on a date where an inpatient hospital or
office/outpatient evaluation and management service was furnished earlier on the same
date at which time thegpient did not require critical care, both the critical care and the
previous evaluation and management service may be paid. Hospital emergency
department services are not payable for the same calendar date as critical care services
when provided by the s@&e physician to the same patient.

Physicians are advised to submit documentation to support a claim when critical care is
additionally reported on the same calendar date as when other evaluation and
management services are provided to a patient by the gaysician or physicians of the
same specialty in a group practice.



I.  Ciritical Care Services Provided by Physicians in Group Practice(s)

Medically necessary critical care services provided on the same calendar date to the same
patient by physicians peesenting different medical specialties that are not duplicative
services are payable. The medical specialists may be from the same group practice or
from different group practices.

Critically ill or critically injured patients may require the care afrenthan one physician
medical specialty. Concurrent critical care services provided by each physician must be
medically necessary and not provided during the same instance of time. Medical record
documentation must support the medical necessity ofaritare services provided by

each physician (or qualified NPP). Each physician must accurately report the service(s)
he/she provided to the patient in accordance with any applicable global surgery rules or
concurrent care rules. (Refer to Medicare Clafmscessing Manual, Pub. 04,

Chapter 12, 840, and the Medicare Benefit Policy Manual, Pus020Chapter 15,

830.)

CPT Code 99291

The initial critical care time, billed as CPT code 99291, must be met by a single physician
or qualified NPP This maybe performed in a single period of time or be cumulative by

the same physician on the same calendar date. A history or physical exam performed by
one group partner for another group partner in order for the second group partner to make
a medical decisiowould not represent critical care services.

CPT Code 99292

Subsequent critical care visits performed on the same calendar date are reported using
CPT code 99292. The service may represent aggregate time met by a single physician or
physicians in the saengroup practice with the same medical specialty in order to meet

the duration of minutes required for CPT code 99292. The aggregated critical care visits
must be medically necessary and each aggregated visit must meet the definition of critical
care in @der to combine the times.

Physicians in the same group practice who have the same specialty may not each report
CPT initial critical care code 99291 for critical care services to the same patient on the
same calendar date. Medicare payment policy stlasephysicians in the same group
practice who are in the same specialty must bill and be paid as though each were the
single physician. (Refer to the Medicare Claims Processing Manual, Pub4,100

Chapter 12, 830.6.)

Physician specialty means the sgdfsignated primary specialty by which the physician

bills Medicare and is known to the contractor that adjudicates the claims. Physicians in
the same group practice who have different medical specialties may bill and be paid
without regard to their memlsdrip in the same group. For example, if a cardiologist and
an endocrinologist are group partners and the critical care services of each are medically



necessary and not duplicative, the critical care services may be reported by each
regardless of their gup practice relationship.

Two or more physicians in the same group practice who have different specialties and

who provide critical care to a critically ill or critically injured patient may not in all cases

each report the initial critical care code (C#I291) on the same date. When the group

physicians are providing care that is unique to his/her individual medical specialty and
managing at | east one of the patientdés criti
initial critical care service nyabe payable to each.

However, i f a physician or qualified NPP wit
Af otlulpaow f or each ot her after the first hour
same calendar date by the previous group cliniciags{pian or qualified NPP), the
subsequent visits by the Acoveringo physici a
billed using CPT critical care aduh code 99292. The appropriate individual NPl number

shall be reported on the claim. The services weilphid at the specific physician fee

schedule rate for the individual clinician (physician or qualified NPP) billing the service.

Clinical Examples of Critical Care Services

1. Drs. Smith and Jones, pulmonary specialists, share a group practice. Sdaylue
Dr. Smith provides critical care services to Mrs. Benson who is comatose and has
been in the intensive care unit for 4 days following a motor vehicle accident. She
has multiple organ dysfunction including cerebral hematoma, flail chest and
pulmonary ontusion. Later on the same calendar date Dr. Jones covers for Dr.
Smith and provides critical care services. Medically necessary critical care services
provided at the different time periods may be reported by both Drs. Smith and
Jones. Dr. Smith wouleport CPT code 99291 for the initial visit and Dr. Jones,
as part of the same group practice would report CPT code 99292 on the same
calendar date if the appropriate time requirements are met.

2. Mr. Marks, a 79 year old comes to the emergency room \aijlae joint pains and
lethargy. The ED physician evaluates Mr. Marks and phones his primary care
physician to discuss his medical evaluation. His primary care physician visits the
ER and admits Mr. Marks to the observation unit for monitoring, and diagaost
laboratory tests. In observation Mr. Marks has a cardiac arrest. His primary care
physician provides 50 minutes of critical
the intensive care unit. On t he tessame cal
and he requires intermittent critical care services. In this scenario the ED physician
should report an emergency department visit and the primary care physician should
report both an initial hospital visit and critical care services.

J. Ciritical Care Services and Other Procedures Provided on the Same Day by the
Same Physician as Critical Care Codes 9929199292



The following services when performed on the day a physician bills for critical care are
included in the critical care service and shoultlbereported separately:

e The interpretation of cardiac output measurements (CPT 93561, 93562);
e Chest xrays, professional component (CPT 71010, 71015, 71020);
¢ Blood draw for specimen (CPT 36415);

¢ Blood gases, and information data stored in compugegs, ECGs, blood
pressures, hematologic da@®T 99090);

e Gastric intubation (CPT 43752, 91105);

e Pulse oximetry (CPT 94760, 94761, 94762);

e Temporary transcutaneous pacing (CPT 92953);

e Ventilator management (CPT 940034004, 94660, 94662); and

e Vascuhbr access procedures (CPT 36000, 36410, 36415, 36591, 36600).

No other procedure codes are bundled into the critical care services. Therefore, other
medically necessary procedure codes may be billed separately.

K. Global Surgery

Critical care serviceshsall not be paid on the same calendar date the physician also
reports a procedure code with a global surgical period unless the critical care is billed
with CPT modifier-25 to indicate that the critical care is a significant, separately
identifiable evalation and management service that is above and beyond the usual pre
and post operative care associated with the procedure that is performed.

Services such as endotracheal intubation (CPT code 31500) and the insertion and
placement of a flow directed cateee.g., SwaiGanz (CPT code 93503) are not bundled
into the critical care codes. Therefore, separate payment may be made for critical care in
addition to these services if the critical care was a significant, separately identifiable
service and it wasported with modifier25. The time spent performing the pre, intra,

and post procedure work of these unbundled services, e.g., endotracheal intubation, shall
be excluded from the determination of the time spent providing critical care.

This policy apples to any procedure with a 0, 10 or 90 day global period including
cardiopulmonary resuscitation (CPT code 92950). CPR has a global period of 0 days and
is not bundled into critical care codes. Therefore, critical care may be billed in addition

to CPR ifcritical care was a significant, separately identifiable service and it was

reported with modifier25. The time spent performing CPR shall be excluded from the



determination of the time spent providing critical care. In this instance it must be the
physcian who performs the resuscitation who bills for this service. Members of a code
team must not each bill Medicare Part B for this service.

When postoperative critical care services (for procedures with a global surgical period)
are provided by a physan other than the surgeon, no modifier is required unless all
surgical postoperative care has been officially transferred from the surgeon to the
physician performing the critical care services. In this situation, CPT modiHtet's "

(surgical care onlyand “55"(postoperative management only) must be used by the
surgeon and intensivist who are submitting claims. Medical record documentation by the
surgeon and the physician who assumes a transfer (e.g., intensivist) is required to support
claims for sevices when CPT modifier$4 and-55 are used indicating the transfer of

care from the surgeon to the intensivist. Critical care services must meet all the
conditions previously described in this manual section.

L. Critical Care Services Provided DuringPreoperative Portion and
Postoperative Portion of Global Period of Procedure with 90 Day Global Period in
Trauma and Burn Cases

Preoperative

Preoperative critical care may be paid in addition to a global fee if the patient is critically

il and requiresthe full attention of the physiciaandthe critical care is unrelated to the

specific anatomic injury or general surgical procedure performed. Such patients may

meet the definition of being critically ill and criteria for conditions where there igha hi
probability of i mminent or | ife threatening

Preoperatively, in order for these services to be paid, two reporting requirements must be
met. Codes 9929199292 and modifier25 (significant, separately idenéble

evaluation and management services by the same physician on the day of the procedure)
must be used, and documentation identifying that the critical care was unrelated to the
specific anatomic injury or general surgical procedure performed shalbbetmd. An
ICD-9-CM code in the range 800.0 through 959.9 (except 93039.9), which clearly
indicates that the critical care was unrelated to the surgery, is acceptable documentation.

Postoperative

Postoperatively, in order for critical care sergi¢e be paid, two reporting requirements

must be met. Codes 992999292 and modifier24 (unrelated evaluation and

management service by the same physician during a postoperative period) must be used,
and documentation that the critical care was uredltd the specific anatomic injury or
general surgical procedure performed must be submitted. Af®{CB code in the

range 800.0 through 959.9 (except 9309B9.9), which clearly indicates that the critical
care was unrelated to the surgery, is actdptdocumentation.



Medicare policy allows separate payment to the surgeon for postoperative critical care
services during the surgical global period when the patient has suffered trauma or burns.
When the surgeon provides critical care services durmgltbal period, for reasons
unrelated to the surgery, these are separately payable as well.

M. Teaching Physician Criteria

In order for the teaching physician to bill for critical care services the teaching physician
must meet the requirements for @i care described in the preceding sections. For CPT
codes determined on the basis of time, such as critical care, the teaching physician must
be present for the entire period of time for which the claim is submitted. For example,
payment will be made fB35 minutes of critical care services only if the teaching

physician is present for the full 35 minutes. (See IOM, PubQM)@hapterl2, § 100.1.4)

1. Teaching

Time spent teaching may not be counted towards critical care time. Time spent by the
resident, in the absence of the teaching physician, cannot be billed by the teaching
physician as critical care or other tifhased services. Only time spent by the resident
and teaching physician together with the patient or the teaching physician alorteewith t
patient can be counted toward critical care time.

2. Documentation

A combination of the teaching physiciands do
documentation may support critical care services. Provided that all requirements for

critical care servicesra met, the teaching physician documentation may tie into the
resident's documentation. The teaching physi
documentation for specific patient history, physical findings and medical assessment.

However, the teaching physicianedical record documentation must provide substantive
information including: (1) the time the teaching physician spent providing critical care,

(2) that the patient was critically ill during the time the teaching physician saw the

patient, (3) what maglthe patient critically ill, and (4) the nature of the treatment and

management provided by the teaching physician. The medical review criteria are the

same for the teaching physician as for all physicians. (See the Medicare Claims

Processing, Pub. 16, Chapter 12, 8100.1.1 for teaching physician documentation

guidance.)

Unacceptable Example of Documentation:

~

Al came and saw (the patient) and agree wi

Acceptable Example of Documentation:

"Patient developed hypotension and ippl spent 45 minutes while the patient
was in this condition, providing fluids, pressor drugs, and oxygen. | reviewed the



resident's documentation and | agree with the resident's assessment and plan of
care."

N. Ventilator Management

Medicare recognizs the ventilator codes (CPT codes 94092004, 94660 and 94662)

as physician services payable under the physician fee schedule. Medicare Part B under
the physician fee schedule does not pay for ventilator management services in addition to
an evaluatio and management service (e.g., critical care services, CPT codes 99291
99292) on the same day for the patient even when the evaluation and management service
is billed with CPT modifier25.

30.6.13- Nursing Facility Services
(Rev.2282, Issued: 0826-11, Effective: 0201-11, Implementation: 1:28-11)

A. Visits to Perform the Initial Comprehensive Assessment and Annual
Assessments

The distinction made between the delegation of physician visits and tasks in a skilled
nursing facility (SNF) and in aunsing facility (NF) is based on the Medicare Statute.
Section 1819 (b) (6) (A) of the Social Security Act (the Act) governs SNFs while section
1919 (b) (6) (A) of the Act governs NFs. For further information refer to Medlearn
Matters article number SE04a8www.cms.hhs.gov/medlearn/matters

The federally mandated visits in a SNF and NF must be performed by the physician
except as otherwise permitted (42 CFR 483.40 (c) (4) and (f)). The principaighysf

record must ap#péond (Pei modphiePhifgsician of F

nursing facility care code. This modifier will identify the physician who oversees the
patientds care from other phyeiAottems who
physicians or qualified NPPs who perform an initial evaluation in the NF or SNF may bill
the initial nursing facility care code. The initial federally mandated visit is defined in
S&C-04-08 (seevww.cms.hhs.gov/medlearn/mattees the initial comprehensive visit

during which the physician completes a thorough assessment, develops a plan of care,
and writes or verifies admitting orders for the nursing facility resident. For Survey and
Cettification requirements, a visit must occur no later than 30 days after admission.

Further, per the Long Term Care regulations at 42 CFR 483.40 (c) (4) and (e) (2), ina
SNF the physician may not delegate a task that the physician must personally perform.
Therefore, as stated in S&@1-08 the physician may not delegate the initial federally
mandated comprehensive visit in a SNF.

The only exception, as to who performs the initial visit, relates to the NF setting. In the
NF setting, a qualified NPP (i.a,nurse practitioner (NP), physician assistant (PA), or a
clinical nurse specialist (CNS)), who is not employed by the facility, may perform the
initial visit when the State law permits. The evaluation and management (E/M) visit shall
be within the Statecope of practice and licensure requirements where the E/M visit is

may


http://www.cms.hhs.gov/medlearn/matters
http://www.cms.hhs.gov/medlearn/matters

performed and the requirements for physician collaboration and physician supervision
shall be met.

Under Medicare Part B payment policy, other medically necessary E/M visits may be
perfamed and reported prior to and after the initial visit, if the medical needs of the
patient require an E/M visit. A qualified NPP may perform medically necessary E/M
visits prior to and after the initial visit if all the requirements for collaboratiomeige
physician supervision, licensure, and billing are met.

The CPT Nursing Facility Services codes shall be used with place of service (POS) 31
(SNF) if the patient is in a Part A SNF stay. They shall be used with POS 32 (nursing
facility) if the patient does not have Part A SNF benefits or if the patient is in a NF or in a
noncovered SNF stay (e.g., there was no precedidgyshospital stay). The CPT

Nursing Facility code definition also includes POS 54 (Intermediate Care
Facility/Mentally Retardedand POS 56 (Psychiatric Residential Treatment Center). For
further guidance on POS codes and associated CPT codes refer to 830.6.14.

Effective January 1, 2006, the Initial Nursing Facility Care codes 9938303 are
deleted.

Beginning January 1, 2006he new CPT codes, Initial Nursing Facility Care, per day,
(993041 99306) shall be used to report the initial federally mandated visit. Only a
physician may report these codes for an initial federally mandated visit performed in a
SNF or NF (with the exg®ion of the qualified NPP in the NF setting who is not
employed by the facility and when State law permits, as explained above).

A readmission to a SNF or NF shall have the same payment policy requirements as an
initial admission in both the SNF and Né&ttings.

A physician who is employed by the SNF/NF may perform the E/M visits and bill
independently to Medicare Part B for payment. An NPP who is employed by the SNF or
NF may perform and bill Medicare Part B directly for those services where it istteerm

as discussed above. The employer of the PA shall always report the visits performed by
the PA. A physician, NP or CNS has the option to bill Medicare directly or to reassign
payment for his/her professional service to the facility.

As with all E/Mvisits for Medicare Part B payment policy, the E/M documentation
guidelines apply.

Medically Necessary Visits

Qualified NPPs may perform medically necessary E/M visits prior to and after the
physiciands initial f ederndNF Wedcelyndcassaeyd vi si t
E/M visits for the diagnosis or treatment of an illness or injury or to improve the

functioning of a malformed body member are payable under the physician fee schedule

under Medicare Part BA physician or NPP may bill the moappropriate initial



nursing facility care code (CPT codes 993MRB06) or subsequent nursing facility
care code (CPT codes 99309310), even if the E/M service is provided prior to the
initial federally mandated visit.

SNF Setting-Place of Service Cod&1

Following the initial federally mandated visit by the physician, the physician may
delegate alternate federally mandated physician visits to a qualified NPP who meets
collaboration and physician supervision requirements and is licensed as suclstayeghe
and performing within the scope of practice in that State.

NF Setting--Place of Service Code 32

Per the regulations at 42 CFR 483.40 (f), a qualified NPP, who meets the collaboration
and physician supervision requirements, the State scope otprant licensure
requirements, and who is not employed by the NF, may at the option of the State,
perform the initial federally mandated visit in a NF, and may perform any other federally
mandated physician visit in a NF in addition to performing othericaltg necessary

E/M visits.

Questions pertaining to writing orders or certification and recertification issues in the
SNF and NF settings shall be addressed to the appropriate State Survey and Certification
Agency departments for clarification.

B. Visits to Comply With Federal Regulations (42 CFR 483.40 (c) (1)) in the SNF
and NF

Payment is made under the physician fee schedule by Medicare Part B for federally
mandated visits. Following the initial federally mandated visit by the physician or
gualifiedNPP where permitted, payment shall be made for federally mandated visits that
monitor and evaluate residents at least once every 30 days for the first 90 days after
admission and at least once every 60 days thereafter.

Effective January 1, 2006, the Sefsent Nursing Facility Care, per day, codes 99311
99313 are deleted.

Beginning January 1, 2006, the new CPT codes, Subsequent Nursing Facility Care, per
day, (99307 99310) shall be used to report federally mandated physician E/M visits and
medically recessary E/M visits.

Carriers shall not pay for more than one E/M visit performed by the physician or
qualified NPP for the same patient on the same date of service. The Nursing Facility
Services codes represent a Aper dayo service

The federally mandatl E/M visit may serve also as a medically necessary E/M visit if
the situation arises (i.e., the patient has health problems that need attention on the day the



scheduled mandated physician E/M visit occurs). The physician/qualified NPP shall bill
only ore E/M visit.

Beginning January 1, 2006, the new CPT code, Other Nursing Facility Service (99318),
may be used to report an annual nursing facility assessment visit on the required schedule
of visits on an annual basis. For Medicare Part B payment paticgnnual nursing

facility assessment visit code may substitute as meeting one of the federally mandated
physician visits if the code requirements for CPT code 99318 are fully met and in lieu of
reporting a Subsequent Nursing Facility Care, per day,cee(eodes 9930i7 99310). It

shall not be performed in addition to the required number of federally mandated

physician visits. The new CPT annual assessment code does not represent a new benefit
service for Medicare Part B physician services.

QualifiedNPPs, whether employed or not by the SNF, may perform alternating federally
mandated physician visits, at the option of the physician, after the initial federally
mandated visit by the physician in a SNF.

Qualified NPPs in the NF setting, who are not eayietl by the NF and who are working
in collaboration with a physician, may perform federally mandated physician visits, at the
option of the State.

Medicare Part B payment policy does not pay for additional E/M visits that may be
required by State law fa facility admission or for other additional visits to satisfy

facility or other administrative purposes. E/M visits, prior to and after the initial federally
mandated physician visit, that are reasonable and medically necessary to meet the
medical needsf the individual patient (unrelated to any State requirement or
administrative purpose) are payable under Medicare Part B.

C. Visits by Qualified Nonphysician Practitioners

All E/M visits shall be within the State scope of practice and licensure eagiits
where the visit is performed and all the requirements for physician collaboration and
physician supervision shall be met when performed and reported by qualified NPPs.
General physician supervision and employer billing requirements shall be rRét for
services in addition to the PA meeting the State scope of practice and licensure
requirements where the E/M visit is performed.

Medically Necessary Visits

Qualified NPPs may perform medically necessary E/M visits prior to and after the

p hy s i citialavisitinsboth the SNF and NF. Medically necessary E/M visits for the
diagnosis or treatment of an illness or injury or to improve the functioning of a
malformed body member are payable under the physician fee schedule under Medicare
Part B. A physidan or NPP may bill the most appropriate initial nursing facility

care code (CPT codes 99309306) or subsequent nursing facility care code (CPT



codes 9930-09310), even if the E/M service is provided prior to the initial federally
mandated visit.

SNF Sdting--Place of Service Code 31

Following the initial federally mandated visit by the physician, the physician may
delegate alternate federally mandated physician visits to a qualified NPP who meets
collaboration and physician supervision requirementssicensed as such by the State
and performing within the scope of practice in that State.

NF Setting--Place of Service Code 32

Per the regulations at 42 CFR 483.40 (f), a qualified NPP, who meets the collaboration
and physician supervision requirengrthe State scope of practice and licensure
requirements, and who is not employed by the NF, may at the option of the State,
perform the initial federally mandated visit in a NF, and may perform any other federally
mandated physician visit in a NF in atiloin to performing other medically necessary

E/M visits.

Questions pertaining to writing orders or certification and recertification issues in the
SNF and NF settings shall be addressed to the appropriate State Survey and Certification
Agency department®r clarification.

D. Medically Complex Care

Payment is made for E/M visits to patients in a SNF who are receiving services for

medically complex care upon discharge from an acute care facility when the visits are

reasonable and medically necessary@mlimented in the medical record. Physicians

and qualified NPPs shall report initial nursing facility care codes for their first visit with

the patient. The principal phAlsd ci Rmi mdi palc
Physician of Record), tthe initial nursing facility care code when billed to identify the
physician who oversees the patientdés care fr
specialty care. Followp visits shall be billed as subsequent nursing facility care visits.

E. Incident to Services

Where a physician establishes an office in a
requirements are confined to this discrete part of the facility designated as his/her office.

Al nci dent too E/ M vi si tresnptpgyable undedtted i n a f aci
Physician Fee Schedule for Medicare Part B. Thus, visits performed outside the
designated fAnofficeo area in the SNF/ NF woul d
rules applicable to the SNF/NF setting and shall not be reporitegithe CPT codes for

office or other outpatient visits or use place of service code 11.

F. Use of the Prolonged Services Codes and Other TirRelated Services



Beginning January 1, 2008, typical/average time units for E/M visits in the SNF/NF
settingsare reestablished. Medically necessary prolonged services for E/M visits (codes
99356 and 99357) in a SNF or NF may be billed with the Nursing Facility Services in the
code ranges (9930499306, 99307 99310 and 99318).

Counseling and Coordination of Gare Visits

With the reestablishment of typical/average time units, medically necessary E/M visits
for counseling and coordination of care, for Nursing Facility Services in the code ranges
(9930471 99306, 99307 99310 and 99318) that are tirhased servies, may be billed

with the appropriate prolonged services codes (99356 and 99357).

G. Multiple Visits

The complexity level of an E/M visit and the CPT code billed must be a covered and

medically necessary visit for each patient (refer to 881862 (a)(df(the Act). Claims

for an unreasonable number of daily E/M visits by the same physician to multiple patients

at a facility within a 24hour period may result in medical review to determine medical

necessity for the visits. The E/M visit (NursingFaclly Ser vi ces) represent
service per patient as defined by the CPT code. The medical record must be personally
documented by the physician or qualified NPP who performed the E/M visit and the
documentation shall support the specific level B Eisit to each individual patient.

H. Split/Shared E/M Visit

A split/shared E/M visit cannot be reported in the SNF/NF setting. A split/shared E/M
visit is defined by Medicare Part B payment policy as a medically necessary encounter
with a patient whre the physician and a qualified NPP each personally perform a
substantive portion of an E/M visit fate-face with the same patient on the same date of
service. A substantive portion of an E/M visit involves all or some portion of the history,
exam omedical decision making key components of an E/M service. The physician and
the qualified NPP must be in the same group practice or be employed by the same
employer. The split/shared E/M visit applies only to selected E/M visits and settings (i.e.,
hosptal inpatient, hospital outpatient, hospital observation, emergency department,
hospital discharge, office and non facility clinic visits, and prolonged visits associated
with these E/M visit codes). The split/shared E/M policy does not apply to ccdical
services or procedures.

I. SNF/NF Discharge Day Management Service

Medicare Part B payment policy requires a faeéace visit with the patient provided by

the physician or the qualified NPP to meet the SNF/NF discharge day management
service as efined by the CPT code. The E/M discharge day management visit shall be
reported for the date of the actual visit by the physician or qualified NPP even if the
patient is discharged from the facility on a different calendar date. The CPT codes 99315
T 99316 shall be reported for this visit. The Discharge Day Management Service may be



reported using CPT code 99315 or 99316, depending on the code requirement, for a
patient who has expired, but only if the physician or qualified NPP personally performed
thedeath pronouncement.

30.6.14- Home Care and Domiciliary Care Visits (Codes 99324€9350)
(Rev. 775, Issued: 1-02-05, Effective: 0201-06, Implementation: 0:03-06)

Physician Visits to Patients Residing in Various Places of Service

The American Medicah s s o ¢ i GutrantdProéedural TerminolodZPT) 2006 new
patient codes 9932499328 and established patient codes 993BB37(new codes
beginning January 2006), for Domiciliary, Rest Home (e.g., Boarding Home), or
Custodial Care Services, are usedeyport evaluation and management (E/M) services to
residents residing in a facility which provides room, board, and other personal assistance
services, generally on a loitgrm basis. These CPT codes are used to report E/M
services in facilities assigngdices of service (POS) codes 13 (Assisted Living Facility),
14 (Group Home), 33 (Custodial Care Facility) and 55 (Residential Substance Abuse
Facility). Assisted living facilities may also be known as adult living facilities.

Physicians and qualified nphysician practitioners (NPPs) furnishing E/M services to
residents in a living arrangement described by one of the POS listed above must use the
level of service code in the CPT code range 993249337 to report the service they

provide. The CPT code®£921i 99333 for Domiciliary, Rest Home (e.g., Boarding

Home), or Custodial Care Services are deleted beginning January, 2006.

Beginning in 2006, reasonable and medically necessaryiddaee, prolonged services,
represented by CPT codes 993529355 ,may be reported with the appropriate
companion E/M codes when a physician or qualified NPP, provides a prolonged service
involving direct (faceto-face) patient contact that is beyond the usual E/M visit service
for a Domiciliary, Rest Home (e.g., Boardingme) or Custodial Care Service. All the
requirements for prolonged services at §30.6.15.1 must be met.

The CPT codes 99341 through 993H0me Servicesodes, are used to report E/M
services furnished to a patient residing in his or her own privatieres (e.g., private
home, apartment, town home) and not residing in any type of congregate/shared facility
living arrangement including assisted living facilities and group homes. The Home
Services codes apply only to the specifidigit POS 12 (HomeHome Servicesodes

may not be used for billing E/M services provided in settings other than in the private
residence of an individual as described above.

Beginning in 2006, E/M services provided to patients residing in a Skilled Nursing
Facility (SNF) ora Nursing Facility (NF) must be reported using the appropriate CPT
level of service code within the range identified for Initial Nursing Facility Care (new
CPT codes 99304 99306) and Subsequent Nursing Facility Care (new CPT codes
993071 99310). Use th CPT code, Other Nursing Facility Services (new CPT code
99318), for an annual nursing facility assessment. Use CPT codesi993256 for
SNF/NF discharge services. The CPT codes 9938303 and 99311 99313 are



deleted beginning January, 2006. Hame Services codes should not be used for these
places of service.

The CPT SNF/NF code definition includes intermediate care facilities (ICFs) and long
term care facilities (LTCFs). These codes are limited to the spealigitPOS 31

(SNF), 32 (Nursag Facility), 54 (Intermediate Care Facility/Mentally Retarded) and 56
(Psychiatric Residential Treatment Center).

The CPT nursing facility codes should be used with POS 31 (SNF) if the patient is in a
Part A SNF stay and POS 32 (nursing facility) if tiatignt does not have Part A SNF
benefits. There is no longer a different payment amount for a Part A or Part B benefit
period in these POS settings.

30.6.14.1- Home Services (Codes 9934199350)
(Rev. 1, 1601-03)

B3-15515, B315066

A. Requirement for Physician Presence

Home services codes 99399350 are paid when they are billed to report evaluation and
management services provided in a private residence. A home visit cannot be billed by a
physician unless the physician was actually presentintheeblei ci ar yés home.

B. Homebound Status

Under the home health benefit the beneficiary must be confined to the home for services
to be covered. For home services provided by a physician using these codes, the
beneficiary does not need to be confined tohivme. The medical record must

document the medical necessity of the home visit made in lieu of an office or outpatient
visit.

C. Fee Schedule Payment for Services to Homebound Patients under General
Supervision

Payment may be made in some medically uselsed areas where there is a lack of

medical personnel and home health services for injections, EKGs, and venipunctures that
are performed for homebound patients under general physician supervision by nurses and
paramedical employees of physicians or ptiga-directed clinics. Section 10 provides
additional information on the provision of services to homebound Medicare patients.

30.6.15- Prolonged Services and Standby Services (Codes
99354- 99360)
(Rev. 1, 1601-03)
B3-1551115511.3



30.6.15.1- Prolonged Services With Direct Facdo-Face Patient Contact

Service (ZZZ codes)
(Rev.2282, Issued: 0826-11, Effective: 0201-11, Implementation: 1:28-11)

A. Definition

Prolonged physician services (CPT code 99354) in the office or other outpatient setting
with direct faceto-face patient contact which require 1 hour beyond the usual service are
payable when billed on the same day by the same physician or qualified nonphysician
practitioner (NPP) as the companion evaluation and management codes. Tloe time f
usual service refers to the typical/average time units associated with the companion
evaluation and management service as noted in the CPT code. Each additional 30
minutes of direct facéo-face patient contact following the first hour of prolonged

sewrices may be reported by CPT code 99355.

Prolonged physician services (code 99356) in the inpatient setting, with diretd-face

face patient contact which require 1 hour beyond the usual service are payable when they
are billed on the same day by the sgphysician or qualified NPP as the companion
evaluation and management codes. Each additional 30 minutes of direickface

patient contact following the first hour of prolonged services may be reported by CPT
code 99357.

Prolonged service of leslsan 30 minutes total duration on a given date is not separately
reported because the work involved is included in the total work of the evaluation and
management codes.

Code 99355 or 99357 may be used to report each additional 30 minutes beyond the first
hour of prolonged services, based on the place of service. These codes may be used to
report the final 15 30 minutes of prolonged service on a given date, if not otherwise
billed. Prolonged service of less than 15 minutes beyond the first hour drdaskst

minutes beyond the final 30 minutes is not reported separately.

B. Required Companion Codes

The companion evaluation and management codes for 99354 are the Office or Other
Outpatient visit codes (992009205, 99212 99215), the Domiciliary, R Home, or
Custodial Care Services codes (998289328, 99334 99337), the Home Services
codes (9934199345, 99347 99350);

The companion codes for 99355 are 99354 and one of the evaluation and management
codes required for 99354 to be used,;

The canpanion evaluation and management codes for 99356 are the Initial Hospital Care
codes and Subsequent Hospital Care codes (9922223, 99231 99233); Nursing
Facility Services codes (993699318); or



The companion codes for 99357 are 99356 and otfeeavaluation and management
codes required for 99356 to be used.

Prolonged services codes 993549357 are not paid unless they are accompanied by the
companion codes as indicated.

C. Requirement for Physician Presence

Physicians may count only tloeiration of direct facéo-face contact between the

physician and the patient (whether the service was continuous or not) beyond the
typical/average time of the visit code billed to determine whether prolonged services can

be billed and to determine theofonged services codes that are allowable. In the case of
prolonged office services, time spent by office staff with the patient, or time the patient

remains unaccompanied in the office cannot be billed. In the case of prolonged hospital
services, timeent reviewing charts or discussion of a patient with house medical staff

and not with direct facéo-face contact with the patient, or waiting for test results, for
changes in the patientds conditionpefor end
billed as prolonged services.

D. Documentation

Documentation is not required to accompany the bill for prolonged services unless the
physician has been selected for medical review. Documentation is required in the
medical record about the duratiamdacontent of the medically necessary evaluation and
management service and prolonged services billed. The medical record must be
appropriately and sufficiently documented by the physician or qualified NPP to show that
the physician or qualified NPP persdly furnished the direct fage-face time with the

patient specified in the CPT code definitions. The start and end times of the visit shall be
documented in the medical record along with the date of service.

E. Use of the Codes

Prolonged servicesodes can be billed only if the total duration of the physician or
qualified NPP direct facto-face service (including the visit) equals or exceeds the
threshold time for the evaluation and management service the physician or qualified NPP
provided (typicHaverage time associated with the CPT E/M code plus 30 minutes). If

the total duration of direct fade-face time does not equal or exceed the threshold time

for the level of evaluation and management service the physician or qualified NPP
provided, thephysician or qualified NPP may not bill for prolonged services.

F. Threshold Times for Codes 99354 and 99355 (Office or Other Outpatient
Setting)

If the total direct facdo-face time equals or exceeds the threshold time for code 99354,
but is less thathe threshold time for code 99355, the physician should bill the evaluation
and management visit code and code 99354. No more than one unit of 99354 is



acceptable. If the total direct fat@face time equals or exceeds the threshold time for
code 9935%y no more than 29 minutes, the physician should bill the visit code 99354
and one unit of code 99355. One additional unit of code 99355 is billed for each
additional increment of 30 minutes extended duration. Contractors use the following
threshold tines to determine if the prolonged services codes 99354 and/or 99355 can be
billed with the office or other outpatient settings including domiciliary, rest home, or
custodial care services and home services codes.

Threshold Time for Prolonged Visit Codes 9954 and/or 99355 Billed with

Office/Outpatient
Code Typical Time Threshold Time Threshold Time
for Code to Bill Code to Bill Codes
99354 99354 and
99355

99201 10 40 85

99202 20 50 95

99203 30 60 105
99204 45 75 120
99205 60 90 135
99212 10 40 85

99213 15 45 90

99214 25 55 100
99215 40 70 115
99324 20 50 95

99325 30 60 105
99326 45 75 120
99327 60 90 135
99328 75 105 150
99334 15 45 90

99335 25 55 100
99336 40 70 115
99337 60 90 135
99341 20 50 95

99342 30 60 105
99343 45 75 120
99344 60 90 135

99345 75 105 150



99347 15 45 90

99348 25 55 100
99349 40 70 115
99350 60 90 135

Add 30 minutes to the threshold time for billing codes 99354 and 99355 to get the
threshold time for billing code 99354 and two units of code 99355. Forpdsato bill

code 99354 and two units of code 99355 when billing a code 99205, the threshold time is
150 minutes.

G. Threshold Times for Codes 99356 and 99357

(Inpatient Setting) If the total direct fateface time equals or exceeds the threshold

time for code 99356, but is less than the threshold time for code 99357, the physician
should bill the visit and code 99356. Contractors do not accept more than one unit of
code 99356. If the total direct fateface time equals or exceeds the thresholé fion

code 99356 by no more than 29 minutes, the physician bills the visit code 99356 and one
unit of code 99357. One additional unit of code 99357 is billed for each additional
increment of 30 minutes extended duration. Contractors use the followast ola

times to determine if the prolonged services codes 99356 and/or 99357 can be billed with
the inpatient setting codes.

Threshold Time for Prolonged Visit Codes 99356 and/or 99357 Billed with Inpatient
Setting Codes

Code Typical Time for Code  Threshold Time to Bill Threshold Time to Bill

Code 99356 Codes 99356 and 99357
99221 30 60 105
99222 50 80 125
99223 70 100 145
99231 15 45 90
99232 25 55 100

Add 30 minutes to the threshold time for billing codes 99356 and 99357 to get the
threshold tme for billing code 99356 and two units of 99357.

H. Prolonged Services Associated With Evaluation and Management Services
Based on Counseling and/or Coordination of Care (Tim@&ased)

When an evaluation and management service is dominated by couaseliog

coordination of care (the counseling and/or coordination of care represents more than
50% of the total time with the patient) in a faoeface encounter between the physician

or qualified NPP and the patient in the office/clinic or the floor timeéhie scenario of an
inpatient service), then the evaluation and management code is selected based on the
typical/average time associated with the code levels. The time approximation must meet



or exceed the specific CPT code billed (determined by theatlygverage time associated
with the evaluation and management code) and
higher level.

In those evaluation and management services in which the code level is selected based on
time, prolonged services may only be répdrwith the highest code level in that family
of codes as the companion code.

|. Examples of Billable Prolonged Services
EXAMPLE 1

A physician performed a visit that met the definition of an office visit code 99213 and the
total duration of the diredaceto-face services (including the visit) was 65 minutes. The
physician bills code 99213 and one unit of code 99354.

EXAMPLE 2

A physician performed a visit that met the definition of a domiciliary, rest home care visit
code 99327 and the total ducat of the direct fac¢o-face contact (including the visit)
was 140 minutes. The physician bills codes 99327, 99354, and one unit of code 99355.

EXAMPLE 3

A physician performed an office visit to an established patient that was predominantly
counselingspending 75 minutes (direct fateface) with the patient. The physician
should report CPT code 99215 and one unit of code 99354.

J. Examples of Nonbillable Prolonged Services
EXAMPLE 1

A physician performed a visit that met the definition of wsitle 99212 and the total
duration of the direct fae-face contact (including the visit) was 35 minutes. The
physician cannot bill prolonged services because the total duration of dirett-face
service did not meet the threshold time for billprglonged services.

EXAMPLE 2

A physician performed a visit that met the definition of code 99213 and, while the patient
was in the office receiving treatment for 4 hours, the total duration of the dired¢bface

face service of the physician was 40 ntesu The physician cannot bill prolonged

services because the total duration of direct-tadace service did not meet the

threshold time for billing prolonged services.



EXAMPLE 3

A physician provided a subsequent office visit that was predominamilyseling,

spending 60 minutes (fate-face) with the patient. The physician cannot code 99214,
which has a typical time of 25 minutes, and one unit of code 99354. The physician must
bill the highest level code in the code family (99215 which has 40tesnu

typical/average time units associated with it). The additional time spent beyond this code
is 20 minutes and does not meet the threshold time for billing prolonged services.

30.6.15.2 Prolonged Services Without DirectFaceto-Face Patient

Contact Seavice (Codes 99358 99359)
(Rev. 1490, Issued: 04.1-08, Effective: 0701-08, Implementation: 0707-08)

Contractors may not pay prolonged services codes 99358 and 99359, which do not
require any direct patient fate-face contact (e.g., telephone call®ayment for these
services is included in the payment for direct faeéace services that physicians bill.

The physician cannot bill the patient for these services since they are Medicare covered
services and payment is included in the payment faerdiillable services.

30.6.15.3 Physician Standby Service (Code 99360)
(Rev. 1, 1601-03)

Standby services are not payable to physicians. Physicians may not bill Medicare or
beneficiaries for standby services. Payment for standby services is thoiutie Part A
payment to the facility. Such services are a part of hospital costs to provide quality care.
If hospitals pay physicians for standby services, such services are part of hospital costs to
provide quality care.

30.6.15.41 Power Mobility Devices (PMDs) (Code G0372)
(Rev. 748, Issued: 1:04-05; Effective/lmplementation Dates: 1625-05)

Section 302(a)(2)(E)(iv) of the Medicare Prescription Drug, Improvement, and
Modernization Act of 2003 (MMA) sets forth revised conditions for Medicarengay

of Power Mobility Devices (PMDs). This section of the MMA states that payment for
motorized or power wheelchairs may not be made unless a physician (as defined in
81861(r)(1) of the Act), a physician assistant, nurse practitioner, or a clinical nurse
specialist (as those terms are defined in 81861(aa)(5)) has conductedoaffaee
examination of the beneficiary and written a prescription for the PMD.

Payment for the history and physical examination will be made through the appropriate
evaluation ad management (E&M) code corresponding to the history and physical
examination of the patienDue to the MMA requirement that the physician or treating
practitioner create a written prescription and a regulatory requirement that the physician
or treatingpractitioner prepare pertinent parts of the medical record for submission to the
durable medical equipment supplier, code GO®Rgs[cian service required to establish and
document the need for a power mobility devibap been established to recogniddigonal



physician services and resources required to establish and document the need for the
PMD.

The G code indicates that all of the information necessary to document the PMD
prescription is included in the medical record, and the prescription apdring
documentation is delivered to the PMD supplier within 30 days after theddaee
examination.

Effective October 25, 2005, G0372 will be used to recognize additional physician
services and resources required to establish and document themteedAMD and will
be added to the Medicare physician fee schedule.

30.6.16- Case Management Services (Codes 99362 and 99399373)
(Rev. 1, 1601-03)
B3-15512

A. Team Conferences

Team conferences (codes 993B1362) may not be paid separately.ymant for these
services is included in the payment for the services to which they relate.

B. Telephone Calls

Telephone calls (codes 99392373) may not be paid separately. Payment for telephone
calls is included in payment for billable services (evipit, surgery, diagnostic procedure
results).

40 - Surgeons and Global Surgery
(Rev. 1, 1601-03)

B3-4820

A national definition of a global surgical package has been established to ensure that
payment is made consistently for the same services adroasreer jurisdictions, thus
preventing Medicare payments for services that are more or less comprehensive than
intended. The national global surgery policy became effective for surgeries performed on
and after January 1, 1992.

The instructions that flww describe the components of a global surgical package and
payment rules for minor surgeries, endoscopies and global surgical packages that are split
between two or more physicians. In addition, billing, mandatory edits, claims review,
adjudication, anghostpayment instructions are included.

In addition to the global policy, uniform payment policies and claims processing
requirements have been established for other surgical issues, including bilateral and
multiple surgeries, csurgeons, and team surgsi



40.1- Definition of a Global Surgical Package
(Rev. 1, 1601-03)
B3-4821, B315900.2

Field 16 of the Medicare Fee Schedule Data Base (MFSDB) provides the postoperative
periods that apply to each surgical procedure. The payment rules for surgiealypesc
apply to codes with entries of 000, 010, 090, and, sometimes, YYY.

Codes with A0900 in Field 16 are major sur ge

minor surgical procedures or endoscopies.

Codes with 0 Yp¥cédcodes, fer wkicharriers determine the global
period (the global period for these codes will be 0, 10, or 90 days). Note that not all

carrieckrpr i ced codes have a AYYYO gl obal surgical

is specified.

Whil e codes wi flltoddsaheyade adir cedessthatrace ialways billed

with another service. There is no postoperative work included in the fee schedule
payment for the AZZZO0O codes. Pay-anent i s
codes, and the global period assdjreeapplied to the primary code.

A. Components of a Global Surgical Package
(Rev. 1, 1601-03)
B3-15011, B348204831

Carriers apply the national definition of a global surgical package to all procedures with
the appropriate entry in Field 16 of the MASD

The Medicare approved amount for these procedures includes payment for the following

services related to the surgery when furnished by the physician who performs the surgery.

The services included in the global surgical package may be furnishedsetting, e.g.,

in hospitals, ASCs, physiciansé offices.
care unit are also included if made by the surgeon. However, critical care services
(99291 and 99292) are payable separately in some situations.

e Preoperative Visits Preoperative visits after the decision is made to operate
beginning with the day before the day of surgery for major procedures and the day
of surgery for minor procedures;

e Intra-operative ServicesIntra-operative services that anermally a usual and
necessary part of a surgical procedure;

ma d



Complications Following SurgeryAll additional medical or surgical services
required of the surgeon during the postoperative period of the surgery because of
complications which do not requiaglditional trips to the operating room;

Postoperative Visits Follow-up visits during the postoperative period of the
surgery that are related to recovery from the surgery;

Postsurgical Pain Managememy the surgeon;
Supplies Except for those identéd as exclusions; and

Miscellaneous Servicedtems such as dressing changes; local incisional care;
removal of operative pack; removal of cutaneous sutures and staples, lines, wires,
tubes, drains, casts, and splints; insertion, irrigation and rembuahary

catheters, routine peripheral intravenous lines, nasogastric and rectal tubes; and
changes and removal of tracheostomy tubes.

B. Services Not Included in the Global Surgical Package

Carriers do not include the services listed below in the payamaount for a procedure
with the appropriate indicator in Field 16 of the MFSDB. These services may be paid for
separately.

The initial consultation or evaluation of the problem by the surgeon to determine
the need for surgery. Please note that thi€poinly applies to major surgical
procedures. The initial evaluation is always included in the allowance for a minor
surgical procedure;

Services of other physicians except where the surgeon and the other physician(s)
agree on the transfer of care. Taggeement may be in the form of a letter or an
annotation in the discharge summary, hospital record, or ASC record;

Visits unrelated to the diagnosis for which the surgical procedure is performed,
unless the visits occur due to complications of the syrger

Treatment for the underlying condition or an added course of treatment which is
not part of normal recovery from surgery;

Diagnostic tests and procedures, including diagnostic radiological procedures;

Clearly distinct surgical procedures during the ppstative period which are not
re-operations or treatment for complications. (A new postoperative period begins
with the subsequent procedure.) This includes procedures done in two or more
parts for which the decision to stage the procedure is madesptivgty or at the

time of the first procedure. Examples of this are procedures to diagnose and treat
epilepsy (codes 61533, 61584536, 61539, 61541, and 61543) which may be
performed in succession within 90 days of each other;



e Treatment for postoperag complications which requires a return trip to the
operating room (OR). An OR for this purpose is defined as a place of service
specifically equipped and staffed for the sole purpose of performing procedures.
The term includes a cardiac catheterizatioite, a laser suite, and an endoscopy

suite. I't does not include a patientds
room, or an intensive care unit (unl ess

would be insufficient time for transportationaa OR);

o |If aless extensive procedure fails, and a more extensive procedure is required, the

second procedure is payable separately;

e For certain services performed in a
longer be made for a surgical tray (codebB@). This code is now a Status B and
is no longer a separately payable service on or after January 1, 2002. However,
splints and casting supplies are payable separately under the reasonable charge
payment methodology;

¢ Immunosuppressive therapy for organsplants; and

e Critical care services (codes 99291 and 99292) unrelated to the surgery where a
seriously injured or burned patient is critically ill and requires constant attendance
of the physician.

C. Minor Surgeries and Endoscopies

Visits by the sam physician on the same day as a minor surgery or endoscopy are
included in the payment for the procedure, unless a significant, separately identifiable
service is also performed. For example, a visit on the same day could be properly billed
in addition b suturing a scalp wound if a full neurological examination is made for a
patient with head trauma. Billing for a visit would not be appropriate if the physician
only identified the need for sutures and confirmed allergy and immunization status.

A postopeative period of 10 days applies to some minor surgeries. The postoperative
period for these procedures is indicated in Field 16 of the MFSDB. If the Field 16 entry
is 010, carriers do not allow separate payment for postoperative visits or services withi
10 days of the surgery that are related to recovery from the procedure. If a diagnostic
biopsy with a 1@day global period precedes a major surgery on the same day or in the
10-day period, the major surgery is payable separately. Services by othiergrisyare

not included in the global fee for a minor procedures except as otherwise excluded. If the

Field 16 entry is 000, postoperative visits beyond the day of the procedure are not
included in the payment amount for the surgery. Separate paynneadésin this
instance.

D. Physicians Furnishing Less Than the Full Global Package

B3-48204831
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There are occasions when more than one physician provides services included in the
global surgical package. It may be the case that the physician who petierssgical
procedure does not furnish the follays care. Payment for the postoperative, post
discharge care is split between two or more physicians where the physicians agree on the
transfer of care.

When more than one physician furnishes servicesatieancluded in the global surgical
package, the sum of the amount approved for all physicians may not exceed what would
have been paid if a single physician provides all services (except where stated policies,
e.g., the surgeon performs only the surgerg a physician other than the surgeon

provides preoperative and postoperative inpatient care, result in payment that is higher
than the global allowed amount).

Where a transfer of care does not occur, the services of another physician may either be
paid ®parately or denied for medical necessity reasons, depending on the circumstances
of the case.

E. Determining the Duration of a Global Period

To determine the global period for major surgeries, carriers count 1 day immediately
before the day of surgenhe day of surgery, and the 90 days immediately following the
day of surgery.

EXAMPLE:
Date of surgery January 5
Preoperative periodJanuary 4
Last day of postoperative periedpril 5

To determine the global period for minor procedures, carriers toeimlay of surgery
and the appropriate number of days immediately following the date of surgery.

EXAMPLE:

Procedure with 10 follovup days:

Date of surgery January 5

Last day of postoperative periedanuary 15
40.2- Billing Requirements for Global Surgeries
(Rev. 1, 1601-03)

B3-4822



To ensure the proper identification of services that are, or are not, included in the global
package, the following procedures apply.

A. Procedure Codes and Modifiers

Use of the modifiers in this section apply tdhbmajor procedures with a @ay
postoperative period and minor procedures with-ddypostoperative period (and/or a
zero day postoperati ve -2p2eor i@fd )itin t he case of

1. Physicians Who Furnish the Entire Global Surgical Package

Physicians who perform the surgery and furnish all of the usuanat@ostoperative
work bill for the global package by entering the appropriate CPT code for the surgical
procedure only. Billing is not allowed for visits or other services that aledied in the
global package.

2. Physicians in Group Practice

When different physicians in a group practice participate in the care of the patient, the
group bills for the entire global package if the physicians reassign benefits to the group.
The phystian who performs the surgery is shown as the performing physician. (For

dates of service prior to January 1, 1994, however, where a new physician furnishes the
entire postoperative care, the group billed for the surgical care and the postoperative care
as separate line items with the appropriate modifiers.)

3. Physicians Who Furnish Part of a Global Surgical Package

Where physicians agree on the transfer of care during the global period, the following
modifiers are used:

e 540 for surgical care only,; or
e 550 for postoperative management onl y.

Both the bill for the surgical care only and the bill for the postoperative care only, will
contain the same date of service and the same surgical procedure code, with the services
distinguished by the use of thppopriate modifier.

Providers need not specify on the claim that care has been transferred. However, the date

on which care was relinquished or assumed, as applicable, must be shown on the claim.

This should be indicated in the remarks field/free tegsent on the claim form/format

Both the surgeon and the physician providing the postoperative care must keep a copy of

the written transfer agreement in the benefi

Where a transfer of postoperative care occurs, the receivingmysannot bill for any
part of the global services until he/she has provided at least one service. Once the
physician has seen the patient, that physician may bill for the period beginning with the
date on which he/she assumes care of the patient.



EXCEPTIONS:

Where a transfer of care does not occur, occasionabmsadtiarge services of a
physician other than the surgeon are reported by the appropriate evaluation and
management code. No modifiers are necessary on the claim.

If the transfer of care occasirmmediately after surgery, the physician other than
the surgeon who provides thehospital postoperative care bills using subsequent

hospital care codes for the inpat-ient

550 modi f i aischargocare. tTheesurgean ills the surgery code with
thé& 4 modi fier.

Physicians who provide followp services for minor procedures performed in
emergency departments bill the appropriate level of office visit code. The
physician who performs the emerggmoom service bills for the surgical
procedure without a modifier.

e If the services of a physician other than the surgeon are required during a

postoperative period for an underlying condition or medical complication, the
other physician reports the apprigpe evaluation and management code. No

modifiers are necessary on the claim. An example is a cardiologist who manages

underlying cardiovascular conditions of a patient.

4. Evaluation and Management Service Resulting in the Initial Decision to
Perform Surgery

Evaluation and management services on the day before major surgery or on the day

of major surgery that result in the initial decision to perform the surgery are not
included in the global surgery payment for the major surgery and, thereforeemay b
billed and paid separately.

hos

I n addition to the CPT eval usa7td o(nd eacnids inmoann a

for surgery) is used to identify a visit which results in the initial decision to perform

surgery. -Ql(dMowla g i lege di fpoarto danuarg 5 1964f) s er vi ce

If evaluation and management services occur on the day of surgery, the physician
bills usi-hg, m@Boi-BMh@émdadi fier i s not
surgeries because the global period for minor surgeries doeshuamta the day

prior to the surgery. Moreover, where the decision to perform the minor procedure
is typically done immediately before the service, it is considered a routine
preoperative service and a visit or consultation is not billed in addition to the
procedure.

5. Return Trips to the Operating Room During the Postoperative Period

When treatment for complications requires a return trip to the operating room,

physicians must bill the CPT code that describes the procedure(s) performed during

the returntrip. If no such code exists, use the unspecified procedure code in the

used



correct series, i.e., 47999 or 64999. The procedure code for the original surgery is
not used except when tigentical procedure is repeated.

In addition to the CPT code, physicah us e CPT-7 8n@ dfidr etrhdise r et L
(return to the operating room for a related procedure during a postoperative period.)

The physician may also need to indicate that another procedure was performed

during the postoperative period of the ifdipaocedure. When this subsequent

procedure is related to the first procedure and requires the use of the operating room,

this circumstance may be-78e&poot ¢edheby ehadadiewn
procedure.

NOTE: The CPT definition for this modifierags not limit its use to treatment for
complications.

6. Staged or Related Procedures

Modi 580 was established to facilitate bil
procedures done during the postoperative period of the first procedure. This

modifier is not used to report the treatment of a problem that requires a return to the
operating room.

The physician may need to indicate that the performance of a procedure or service
during the postoperative period was:

a. Planned prospectively or at the tiafghe original procedure;
b. More extensive than the original procedure; or
c. For therapy following a diagnostic surgical procedure.

These circumstances may -b8orepothedsbggadd
procedure. A new postoperative period begvhen the next procedure in the series
is billed.

7. Unrelated Procedures or Visits During the Postoperative Period

Two CPT modifiers were established to simplify billing for visits and other
procedures which are furnished during the postoperativedgefia surgical
procedure, but which are not included in the payment for the surgical procedure.

Mo d i f-T @ dRepirts an unrelated procedure by the same physician during a
postoperative period. The physician may need to indicate that the perforofiance
procedure or service during a postoperative period was unrelated to the original
procedure.

A new postoperative period begins when the unrelated procedure is billed.



Mo d i f-2 € ®epdrts an unrelated evaluation and management service by same
physidan during a postoperative period. The physician may need to indicate that an
evaluation and management service was performed during the postoperative period
of an unrelated procedure. This circumstance is reported by adding the modifier
ft2 4 0 t oropridtedevehgd gvaluation and management service.

Services sub2d4otenodwifilkertimeasdi be sufficien
establish that the visit was unrelated to the surgery. ARSIV code that clearly

indicates that the reason for the entieu was unrelated to the surgery is acceptable
documentation.

A physician who is responsible for postoperative care and has reported and been
paid using5modali $§oeuvd8dée modri &€pertiany unrel

8. Significant Evaluation ard Management on the Day of a Procedure

Modi f25do iis used to facilitate billing of
the day of a procedure for which separate payment may be made.

It is used to report a significant, separately identifiable evalnaind management

service by same physician on the day of a procedure. The physician may need to

indicate that on the day a procedure or service that is identified with a CPT code was
performed, the patient ds c¢ onddntiftileon r equi r e
evaluation and management service above and beyond the usual preoperative and
postoperative care associated with the procedure or service that was performed. This
circumstance may be r e p205rot eedo btyh eaedadpipnrgo ptrhi e
of evaluation and management service.

Claims containing evaluation28ndamanagémen
subject to prepayment review except in the following situations:

e Effective January 1, 1995, all evaluation and management servicesgutovid
the same day as inpatient dialysis are denied without review with the exception of
CPT Codes 99229223, 9925199255, and 99238. These codes may be billed
wi t h me2dsiof iaenrd ir evi ewed f or possible allo
management sese is unrelated to the treatment of ESRD and was not, and could
not, have been provided during the dialysis treatment;

¢ When preoperative critical care codes are being billed for within a global surgical
period; and

e When carriers have conducted a specifeddioal review process and determined,
after reviewing the data, that an individual or group have high statistics in terms
of the use2,fo moa\v d-bykasa réviea of tharscerds to
verify that t-B860uwas o fenpaatphgve édpcatedahi
individual or group as to the proper use of this modifier.



9. Ciritical Care

Critical care services provided during a global surgical period for a seriously injured
or burned patient are not considered related to a surgical precaold may be paid
separately under the following circumstances.

Preoperative and postoperative critical care may be paid in addition to a global fee if:

e The patient is critically ill and requires the constant attendance of the physician;
and

e The criticalcare is above and beyond, and, in most instances, unrelated to the
specific anatomic injury or general surgical procedure performed.

Such patients are potentially unstable or have conditions that could pose a significant
threat to life or risk of prolongkimpairment.

In order for these services to be paid, two reporting requirements must be met:

e Codes 99291/ 99252 anfd rmopdriefoipekrs aft i ore car e
postoperative care) must be used; and

¢ Documentation that the critical care was urteglao the specific anatomic injury
or general surgical procedure performed must be submitted. A®4CHM code
in the range 800.0 through 959.9 (except-930), which clearly indicates that
the critical care was unrelated to the surgery, is acceptabierntation.

10. Unusual Circumstances

Surgeries for which services performed are significantly greater than usually
required may b2e2d inddeidf iweirt hadidheed it o t he CP
procedure. Surgeries for which services performed ardiseymiy less than usually
required may b5e2 dinmddeidf iweirt.h tThhee fAbi I | er mu.

e A concise statement about how the service differs from the usual; and
e An operative report with the claim.

Modi f-22ea0r sihoul d onl y edue codes fthat haveesadjlobali t h pr oc
period of O, 10, or 90 days. Ther2e 0i s no

B. Date(s) of Service

Physicians, who bill for the entire global surgical package or for only a portion of the

care, must enter the @abn which the surgical procedure was performed in the

AFrom/ Too date of service field. This will
to the correct surgery. Physicians who share postoperative management with another
physician must submédditional information showing when they assumed and



relinquished responsibility for the postoperative care. If the physician who performed the
surgery relinquishes care at the time of discharge, he or she need only show the date of
surgery when billingwt h  mo%4 féo er A

However, if the surgeon also cares for the patient for some period following discharge,

the surgeon must show the date of surgery and the date on which postoperative care was
relinquished to another physician. The physician providiegémaining postoperative

care must show the date care was assumed. This information should be shown in Item 19
on the paper Form CME$500, in the narrative portion of the HAO record on the National
Standard Format, and in the NTE segment for ANS| X1&fstenic claims.

C. Care Provided in Different Payment Localities

If portions of the global period are provided in different payment localities, the services

should be billed to the carriers servicing each applicable payment locality. For example,

if the surgery is performed in one state and the postoperative care is provided in another
state, the surger-g4ostbithedcwrthemodefiveci i
locality where the surgery was performed and the postoperative care is billed with

modi f-5%a¢ tho t he carrier servicing the paymen
was performed. This is true whether the services were performed by the same

physician/group or different physicians/groups.

D. Health Professional Shortage Area (HP&) Payments for Services Which are
Subject to the Global Surgery Rules

HPSA bonus payments may be made for global surgeries when the services are provided
in HPSAs. The following are guidelines for the appropriate billing procedures:

e If the entire globapackage is provided in a HPSA, physicians should bill for the
appropriate global surgical code with the applicable HPSA modifier.

¢ If only a portion of the global package is provided in a HPSA, the physician
should bill using a HPSA modifier for the portiarich is provided in the HPSA.

EXAMPLE

The surgical portion of the global service is provided in alHBSA and the

postoperative portion is provided in a HPSA. The surgical portion should be billed with

th&4 modi fi er and n oopét&i& portimrostoulfl be dilled The pc
wi t h-5t5loe modi fi er and the appropriate HPSA m
be paid on the appropriate postoperative portion only. If a claim is submitted with a

global surgical code and a HPSA modifier, theriea assumes that the entire global

service was provided in a HPSA in the absence of evidence otherwise.

NOTE: The sum of the payments made for the surgical and postoperative services
provided in different localities will not equal the global amount thegiof the localities
because of geographic adjustments made through the Geographic Practice Cost Indices.



40.3- Claims Review for Global Surgeries
(Rev. 1, 1601-03)

B3-4823

A. Relationship to Correct Coding Initiative (CCI)

The CCI policy and computedits allow carriers to detect instances of fragmented

billing for certain intraoperative services and other services furnished on the same day as
the surgery that are considered to be components of the surgical procedure and, therefore,
included in theglobal surgical fee. When both correct coding and global surgery edits
apply to the same claim, carriers first apply the correct coding edits, then, apply the

global surgery edits to the correctly coded services.

B. Prepayment Edits to Detect Separate Bing of Services Included in the Global
Package

In addition to the correct coding edits, carriers must be capable of detecting certain other
services included in the payment for a major or minor surgery or for an endoscopy. On a
prepayment basis, carrgeidentify the services that meet the following conditions:

e Preoperative services that are submitted on the same claim or on a subsequent
claim as a surgical procedure; or

e Same day or postoperative services that are submitted on the same claim or on a
subgquent claim as a surgical procedure or endoscopy;

e and-

e Services that were furnished within the prescribed global period of the surgical
procedure;

e Services that ar e-718i,-09 @04 i tHMBV,GO owordaif e er
billed with modifierit2 4 6 but wi t hout the required doc

e Services that are billed with the same provider or group number as the surgical
procedure or endoscopy. Also, edit for any visits billed separately during the
postoperative pe+i4oadphysicniwbhabilledriootdei f i er
postoperative cab&.only with modifier

o0 N

Carriers use the following evaluation and management codes in establishing edits for
visits included in the global package. CPT codes 99241, 99242, 99243, 99244, 99245,
99251, 9252, 99253, 99254, 99255, 99271, 99272, 99273, 99274, and 99275 have been
transferred from the excluded category and are now included in the global surgery edits.



Evaluation and Management Codes for Carrier Edits
92012 92014 99211 99212 99213 99214
99215 99217 99218 99219 99220 99221
99222 99223 99231 99232 99233 99234
99235 99236 99238 99239 99241 99242
99243 99244 99245 99251 99252 99253
99254 99255 99261 99262 99263 99271
99272 99273 99274 99275 99291 99292
99301 99302 99303 99311 99312 99313
99315 99316 99331 99332 99333 99347
99348 99349 99350
99374 99375 99377 99378

NOTE: In order for codes 99291 or 99292 to be paid for services furnished during the
preoperative or pos t205p0e-Rodrt Diive eppecusady emg di mi
and documentation that the critical care was unrelated to the specific anatomic injury or

general surgical procedure performed must be submitted. A9ICBI code in the

range 800.0 through 959.9 (except ®&®), which clearly indicates that thetwal care

was unrelated to the surgery, is acceptable documentation.

If a surgeon is admitting a patient to a nursing facility for a condition not related to the

global surgical procedure, the physician should bill for the nursing facility admission and

care wR#db modi fier and appropriate document a:
patient to a nursing facility and the patien
surgical procedure, the nursing facility admission and any servicesd étethe global

surgical procedure are included in the global surgery fee.

C. Exclusions from Prepayment Edits

Carriers exclude the following services from the prepayment audit process and allow
separate payment if all usual requirements are met:

Services listed in§40.1.B and

Services bille@5wHTh-68h-@8maddfo ar i



Exceptions

See8840.2.A.8, 40.2.A.9and40.4A for instances where prepayment review is required
for moZ2bfoerl m addition, prepayment review i
90937, 90945, and 9094Z5 awheaeme abivlilsed wvaintdh mold

Exclude the following codesdm the prepayment edits requirecBi$0.3.B
92002 92004 99201 99202 99203 99204
99205 99281 99282 99283 99284 99285
99321 99322 99323 99341 99342 99343

99344 99345

40.4- Adjudication of Claims for Global Surgeries

(Rev. 1, 1601-03)

B3-4824, B34825, B371007120.7

A. Fragmented Billing of Services Included in the Global Package

Since the Medicare fee schedule amount for surgical procedures includes all services that
are part of the global surgery packageriees do not pay more than that amount when a

bill is fragmented. When total charges for fragmented services exceed the global fee,
process the claim as a fee schedule reduction (except where stated policies, e.g., the
surgeon performs only the surgendaa physician other than the surgeon provides
preoperative and postoperative inpatient care, result in payment that is higher than the
global surgery allowed amount). Carriers do not attribute such reductions to medical
review savings except where thaiabmedical review process results in recoding of a
service, and the recoded service is included in the global surgery package.

The maximum a nonpatrticipating physician may bill a beneficiary on an unassigned
claim for services included in the global susgpackage is the limiting charge for the
surgical procedure.

In addition, the limitation of liability provisio(81879of the Act) does not apply to these
determinations since they are fee scheduleatszhs, not denials based upon medical
necessity or custodial care.

Cl aims for sur e2e2r0i-BoZ0 bimbdeftli wr t hamefpriced D
consideration if the statement and documentation requir@d®@A.10 are included. If
the statement and documentation &r2e0 not istubn


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

the fee schedule rate for t-h20 smanki fsiuearg.er yPrs
foh2md i s not done witdiamut the required docur

Separate payment is allowed for-78j-89,iccs and p
2 4 ,-D5 A7 A5 ®ron Md4lo fmest ifbe accompanied by
documentation that the visit is unrelated to the surgery. Also, when useithevihtical

care codes24omoaivd ifeust fbe accompanied by doc
critical care was unrelated to the specific anatomic injury or general surgical procedure

performed. An ICEO-CM code in the range 800.0 through 959.9 (ek6806-939),

which clearly indicates that the critical care was unrelated to the surgery, is acceptable
documentation.

Carriers do not allow separate payment for evaluation and management services
furnished on the same day or during the postoperative pafremgurgery if the services

are billed w24 Raw5ufdo5mardiif iTehre sfe services shoul
Carriers do not allow separate payment for visits during the postoperative period that are
bill ed wit R24toh eb uno dviektideouoeritatom fTHese services

should al so be2denisedint®Monded@di Eoriuse with s
absolutely unrelated to the surgery. It is not to be used for the medical management of a

patient by the surgeon following surgery. Begni z e rRADI foindry i or car e
following discharge unless:

e The care is for immmunotherapy management furnished by the transplant surgeon;
e The care is for critical care for a burn or trauma patient; or

¢ The documentation demonstrates that the visitmedwuring a subsequent
hospitalization and the diagnosis supports the fact that it is unrelated to the
original surgery.

Carriers do not allow separate payment for an additional procedure(s) with a global

surgery fee period if furnished during the post@pive period of a prior procedure and if

billed witmhdB8y-8moddfo édrTlHese services should
with the global surgery indicator of AXXX0 i
a modifier.

B. Claims From Physiciars Who Furnish Less Than the Global Package (Split
Global Care)

For surgeries performed January 1, 1992, and later, that are billed with either modifier

ft5 40 -505r, 0 carri ers pay the appropriate percel
Fields 1719 of the MFSDB list the appropriate percentages for,prera, and

postoperative care of the total RVUs for major surgical procedures and for minor

surgeries with a postoperative period of 10 days. Theapesative percentage includes
postoperative hospitaisits.



Procedures with a A0000 entry in-1Bield 16 ha
Split global care does not apply to these procedures.

Carriers multiply the fee schedule amount (Field 34 or Field 35 of the MFSDB) by this
percentageandroundo t he nearest cent. AssuwmMed t hat a
modifier has provided both preoperative, intgerative and postoperatiespital

services. Pay this physician the combined preoperative angpgrative portions of

the fee schede payment amount.

Where more than one physician bills for the postoperative care, carriers apportion the
postoperative percentage according to the number of days each physician was responsible

for the patientds car e b ynountibythechumberoft he post o
postop days and that amount is multiplied by the number of days each physician saw the

patient.

EXAMPLE
Dr. Jones billsb58&40orperboemmaedeonsd4sMané&h 1 and
for the patient through April29. Dr.n& t h bi Il |l s fo-b5praeanddetat 842

that she assumed care of the patient on April 30. The percentage of the total fee amount

for the postoperative care for this procedure is determined to be 17 percent and the length

of the global period is 98ays. Since Dr. Jones provided postoperative care for the first

60 days, he will receive 66 2/3 percent of the total fee of 17 percent since 60/90 = .6666.

Dr. Smithdés 30 days of service entitle her t

6666 x .17 =.11333 or 13%; and
3338 x .17 = .057 or 5.7%.

Thus, Dr. Jones will be paid at a rate of 11.3 percent (66.7 percent of 17 percent). Dr.
Smith will be paid at a rate of 5.7 percent (33.3 percent of 17 percent).

C. Payment for Return Trips to the Operating Room forTreatment of
Complications

When a CPT code b78d edde swcirtihb erso dtihfei esreriivi ces
to the operating room to deal with complications, carriers pay the value of the intra

operative services of the code that describes dagnrent of the complications. Refer to

Field 18 of the MFSDB to determine the percentage of the global package for the intra
operative services. The fee schedule amount (Field 34 or 35 of the MFSDB) is multiplied

by this percentage and rounded to theesacent.

When a procedure with a A0000-781, obal peri od
representing a return trip to the operating room to deal with complications, carriers pay

the full value for the procedure, since these codes have n@pst, or intra-operative

values.



When an unlisted procedure is billed because no code exists to describe the treatment for
complications, carriers base payment on a maximum of 50 percent of the value of the
intra-operative services originally performed. If multiglergeries were originally

performed, carriers base payment on no more than 50 percent of the value of-the intra
operative services of the surgery for which the complications occurred. They multiply

the fee schedule amount for the original surgery (Fiéldr335) by the intr@perative
percentage for the procedure (Field 18), and then multiply that figure by 50 percent to
obtain the maximum payment amount.

[.50 X (fee schedule amount x irtoperative percentage)]. Round to the nearest
cent.

If additionalprocedures are performed during the same operative session as the original
surgery to treat complications which occurred during the original surgery, carriers pay the
additional procedures as multiple surgeries. Only surgeries that require a retern to th
operating room are paid under the complications rules.

If the patient is returned to the operating room after the initial operative session, but on
the same day as the original surgery for one or more additional procedures as a result of
complications fom the original surgery, the complications rules apply to each procedure
required to treat the complications from the original surgery. The multiple surgery rules
would not also apply.

If the patient is returned to the operating room during the postofepariod of the

original surgery, not on the same day of the original surgery, for multiple procedures that
are required as a result of complications from the original surgery, the complications
rules would apply. The multiple surgery rules would alsbapply.

If the patient is returned to the operating room during the postoperative period of the
original surgery, not on the same day of the original surgery, for bilateral procedures that
are required as a result of complications from the original syrtfee complication rules
would apply. The bilateral rules would not apply.

D. MSN and Remittance Messages

When carriers deny separate payment for a visit because it is included in the global
package, include one of the following statements on the MShetbeneficiary and the
remittance notice sent to the physician. Remittance messages and codes in detail can be
found at:http://www.cms.hhs.gov.medlearn/appmsn. pdf

1. Messages for Fragmente@illing by a Single Physician

When a single physician bills separately for services included in the global surgical
package, carriers include one of the following statements on the MSN and remittance
advice.


http://www.cms.hhs.gov.medlearn/appmsn.pdf

MSN:

23.1-fThe cost of cthersergetyerfproceciresnd aft e

included in the approved amount for that service. You should not be

billed for this item or service. You do
on message 16.34)

Remittance Record

ACl ai m/ ser vi ce deniroeadiure/serndce is eotpaith e cause t hi
separately. o (Reason Code B15. Group coO

2. Messages for Global Packages Split Between Two or More Physicians

When a physician furnishes only the pa@d intraoperative services, but bills for the
entire packagehe following statements on the MSN and remittance advice.

235-fPayment has been reduced because a di
you before and/or after the surgery. You should not be billed for this item
or service. You do not have to paythisamaunt. (add on message 16.

Remittance Record

ACharges denied/reduced because procedur e

furni shed by another physician. o ( Reason
B20)
3. Message for Procedure CodeStandAldndd A ZZZ0 C
Procedures
When a physician bills for a surgery with a

another service, include one of the following statements on the MSN and remittance
notice.

Carriers include the following message on the MSN fondai

92-AThis item or service was d [
(

d becaus
make payment was missing. o0 6

)

93-ifPl ease ask your provider to submit a r

en e
CO 1

(NOTE: Add on to other messages as appropriate).

16. When using 16, caers should also use a claim remark code such as a
return/reject code (MA 29MA 43, etc.) to show why claim rejected as
incomplete.

4 . Message for Payme#mRt20Armeu rStu bwh @t eMo dNi ft ihe
Documentation



When a physician submits a claimwitho d i £2i2eor biut does not provid

documentation, use the following or a similar remittance advice message:

9.7-fWe have asked your provider to resubmi

or corr ect NONE Add omdaotoiher messages 4s
appropriate.) MA 130

40.5- Postpayment Issues
(Rev. 1, 1601-03)
B3-4825

It may not always be possible to identify instances where more than one physician
furnishes postoperative care before the carrier has paid at least one of the physicians. In
addition, situations where a physician renders less than the full global package but does
not add the applicable modifier to the procedure code are not detectable until another
physician submits a claim.

Several other categories of fragmented bills cannot beeatitiicult to detect on a
prepayment basis. When a new claim reveals fragmented billing by a single provider
after payment for some services was already made to that physician, carriers must adjust
the amount due on the new claim by the amount previquasdt.

When a new claim indicates that an incorrect payment may have been made to another
physician who submitted a previous bill, carriers must determine which bill is correct.
(Review the claims and any submitted records to be sure that the proweidersly used
modifiers and are billing for services that are included in the global fee. If necessary, a
carrier representative must contact one or both physicians to determine which claim is
correct.) If the carrier determines that the first claim é®irect, they follow the

overpayment procedures in the Medicare Financial Management Manual, Chapter 3, for
recovery of the incorrect payment from the first physician. They pay the second
physician according to the services performed. If the carrierrdetes that the second

claim is incorrect, they deny payment and include the following message on the MSN:

English:i Thi s service/item is a duplicate
appeal rights are attached to the denial of this service excdpefssue as to
whether the service is a duplicate. Disregard the appeals information on this

notice unless you are appealMSNg whet her

message 7.3)

Spanish:fiEste servicio/articulo es un duplicado de otro servicio [gamie
previamente. No tiene derechos de apelacion por la denegacion de este servicio,
excepto si cuestiona que este servicio es un duplicado. Haga caso omiso a la
informacion sobre apelaciones en esta notification, en relacion a sus derechos de
apelacid |, a menos que est® apelando si el

Carriers must include the following message on the remittance advice:

t

e 1



ACharges denied/reduced because procedur e
by another provider. o (Reason Code B20.)

Cariiers must include the appropriate language regarding beneficiary liability according
to 840.4.0 above.

Nonparticipating physicians who furnish less than the full global package, but who bill
for the entire global surgery, may beilty of violating their charge limits. In addition,
physicians who engage in such practices may be guilty of fraud. See the Medicare
Financial Management Manual, Chapter 3, and the Medicare Program Integrity Manual,
Chapter 3, for further informatioon recovery of overpayments, charge limit monitoring,
and fraud.

40.6- Claims for Multiple Surgeries
(Rev. 1, 1601-03)

B3-4826, B315038, B315056

A. General

Multiple surgeries are separate procedures performed by a single physician or physicians
in thesame group practice on the same patient at the same operative session or on the
same day for which separate payment may be alloweesuf@ons, surgical teams, or
assistantmatsurgery may participate in performing multiple surgeries on the same patient
on the same day.

Multiple surgeries are distinguished from procedures that are components of or incidental
to a primary procedure. These irbperative services, incidental surgeries, or

components of more major surgeries are not separately billab&eClsapter 23 for a
description of mandatory edits to prevent separate payment for those procedures. Major
surgical procedures are determined based on the MFSDB approved amount and not on
the submitted amount from the providers. The major surgery, ad baghe MFSDB,

may or may not be the one with the larger submitted amount.

Also, see subsection D below for a description of the standard payment policy on

multiple surgeries. However, these standard payment rules are not appropriate for certain
procedues. Field 21 of the MFSDB indicates whether the standard payment policy rules

apply to a multiple surgery, or whether special payment rules apply. Site of service

payment adjustments (codes with an indicator
be aplied before multiple surgery payment adjustments.

B. Billing Instructions

The following procedures apply when billing for multiple surgeries by the same
physician on the same day.



e Report the more major surgical procedure without the multiple procedures
mo di £5ile.ro A

¢ Report additional surgical procedures performed by the surgeon on the same day
wi t h mebdli.foi er 0

There may be instances in which two or more physicians each perform distinctly

different, unrelated surgeries on the same patient on the dayn(e.g., in some multiple

trauma cases). When this occurs, the payment adjustment rules for multiple surgeries

may not be appropriate. I n sucBbloasmabesstshe
one of the surgeons individually performs multiplegeries.

C. Carrier Claims Processing System Requirements
Carriers must be able to:
1. Identify multiple surgeries by both of the following methods:

e The presence on the claim fdrom or el ec
modifier; and

e The billing of morethan one separately payable surgical procedure by the
same physician performed on the same patient on the same day, whether
on different lines or with a number greater than 1 in the units column on
the claim form or inappMop(iatel yabilel
global period has expired);

2. Access Field 34 of the MFSDB to determine the Medicare fee schedule payment
amount for each surgery;

3. Access Field 21 for each procedure of the MFSDB to determine if the payment
rules for multiple surgées apply to any of the multiple surgeries billed on the
same day;

4. 1 f Field 21 for any of the multiple proce
multiple surgery rules do not apply to that procedure. Base payment on the lower
of the billed amount athe fee schedule amount (Field 34 or 35) for each code
unless other payment adjustment rules apply;

5. For dates of service prior to January 1, 1995, if Field 21 contains an indicator of
Al, 0 the standard rul es f oems@8below),ng mul t i

6. Rank the surgeries subject to the standar
descending order by the Medicare fee schedule amount;

7. Base payment for each ranked procedure on the lower of the billed amount, or:



e 100 percent of thfee schedule amount (Field 34 or 35) for the highest
valued procedure;

e 50 percent of the fee schedule amount for the second highest valued
procedure; and

e 25 percent of the fee schedule amount for the third through the fifth
highest valued procedures;

8. If more than five procedures are billed, pay for the first five according to the rules
listed in 5, 6, and 7 above and suspend the sixth and subsequent procedures for
manual review and payment, i f appropri ate
a Abytwmepasi s for these codes should neve
full payment amount;

9. For dates of service on or after January 1, 1995, new standard rules for pricing
mul tiple surgeries apply. I f Field 21 co
standard rules apply (see items1® below);

100.Rank the surgeries subject to the multipl
descending order by the Medicare fee schedule amount;

ll1Base payment for each ranked pehillededur e (i
amount:

e 100 percent of the fee schedule amount (Field 34 or 35) for the highest
valued procedure; and

e 50 percent of the fee schedule amount for the second through the fifth
highest valued procedures; or

12.1f more than five procedures withanind at or of A20 are billed,
five according to the rules listed in 9, 10, and 11 above and suspend the sixth and
subsequent procedures for manual revi ew a

report. o Payment det erthmsercctesshouldnaveri by r ep
be lower than 50 percent of the full payment amount. Pay by the unit for services

that are already reduced (e.g., 17003). Pay for 17340 only once per session,

regardless of how many lesions were destroyed;

NOTE: For dates of sgrice prior to January 1, 1995, the multiple surgery

indicator of A20 indicated that speci al d
rules for these codes have not changed. The rules were expanded, however, to all

codes that previously had a multiplesurge i ndi cat or of Al. 0 Fo
prior to January 1, 1995, if a dermatol og
was bil |l exdlowvimadditfhieeri wi t h nott her procedur
der mat ol ogi cal procedur es iffpetd@ly,¢hd ur es wi t

standard multiple surgery rules applied. Pay no less than 50 percent for the



der mat ol ogi cal procedur $840.6\Wie8fdn an i ndi cat
required actions.

13.If Field 21 containsanindc at or of A3, 0 and multiple en
special rules for multiple endoscopic procedures apply. Pay the full value of the
highest valued endoscopy, plus the difference between the next highest and the
base endoscopy. Access Field 31Ah&f MFSDB to determine the base
endoscopy.

EXAMPLE

In the course of performing a fiber optic colonoscopy (CPT code 45378), a physician
performs a biopsy on a lesion (code 45380) and removes a polyp (code 45385) from a
different part of the colon. The phg&n bills for codes 45380 and 45385. The value of
codes 45380 and 45385 have the value of the diagnostic colonoscopy (45378) built in.
Rather than paying 100 percent for the highest valued procedure (45385) and 50 percent
for the next (45380), pay thalf value of the higher valued endoscopy (45385), plus the
difference between the next highest endoscopy (45380) and the base endoscopy (45378).

Carriers assume the following fee schedule amounts for these codes:
45378- $255.40
45380- $285.98
45385- $374.56

Pay the full value of 45385 ($374.56), plus the difference between 45380 and 45378
($30.58), for a total of $405.14.

NOTE: I f an endoscopic procedure WilHbh an indi
modifier with other procedures that aret endosopies (procedures with an indicator of

Alo in Field 21), the st ang40.,6.8.68mouréquiredo!| e sur g
actions.

14. Apply the following rules where endoscopies are performed on the sams day a
unrelated endoscopies or other surgical procedures:

e Two unrelated endoscopies (e.g., 46606 and 43217): Apply the usual
multiple surgery rules;

e Two sets of unrelated endoscopies (e.g., 43202 and 43217; 46606 and
46608): Apply the special endoscopy rule®ach series and then apply
the multiple surgery rules. Consider the total payment for each set of
endoscopies as one service;

e Two related endoscopies and a third, unrelated procedure: Apply the
special endoscopic rules to the related endoscopiestremapply the



multiple surgery rules. Consider the total payment for the related
endoscopies as one service and the unrelated endoscopy as another
service.

15.1f two or more multiple surgeries are of equal value, rank them in descending
dollar order dled and base payment on the percentages listed above (i.e., 100
percent for the first billed procedure, 50 percent for the second, etc.);

16.If any of the multiple surgeries are bilateral surgeries, consider the bilateral
procedure at 150 percent as @agment amount, rank this with the remaining
procedures, and apply the appropriate multiple surgery reductiong4&&éor
bilateral surgery payment instructions.);

17.Round all adjusted payment amounts to theestarent;

18.1f some of the surgeries are subject to special rules while others are subject to the
standard rules, automate pricing to the extent possible. If necessary, price
manually;

19.1n cases of multiple interventional radiological procedured) tiet radiology
code and the primary surgical code are paid at 100 percent of the fee schedule
amount. The subsequent surgical procedures are paid at the standard multiple
surgical percentages (50 percent, 50 percent, 50 percent and 50 percent);

20. Apply the requirements i88400n global surgeries to multiple surgeries;

21LRet aiHBloheodi fier in history for any mul't
full global amount; and

22.Follow the instructionson adjudica ng sur gery cl ai2l@sd0 submi tt
modifier. Review documentation to determine if full payment should be made for
those distinctly different, unrelated surgeries performed by different physicians on
the same day.

D. Ranking of Same Day MultipleSur geri es When OmR&0Surgery Ha
Modifier and Additional Payment is Allowed

(Rev. 1, 1601-03)
B3-4826

If the patient returns to the operating room after the initial operative session on the same
day as a result of complications from the originafsuy, the complications rules apply

to each procedure required to treat the complications from the original surgery. The
multiple surgery rules would not apply.

However, if the patient is returned to the operating room during the postoperative period
of the original surgery, not on the same day of the original surgery, for multiple



procedures that are required as a result of complications from the original surgery, the
complications rules would apply. The multiple surgery rules would also not apply.

Multiple surgeries are defined as separate procedures performed by a single physician or
physicians in the same group practice on the same patient at the same operative session or
on the same day for which separate payment may be allowedur@eons, surgita

teams, or assistantd-surgery may participate in performing multiple surgeries on the

same patient on the same day.

Multiple surgeries are distinguished from procedures that are components of or incidental
to a primary procedure. These intperativeservices, incidental surgeries, or

components of more major surgeries are not separately billable. See Chapter 23 for a
description of mandatory edits to prevent separate payment for those procedures.

40.7- Claims for Bilateral Surgeries
(Rev. 1, 1601-03)

B3-4827, B315040

A. General

Bilateral surgeries are procedures performed on both sides of the body during the same
operative session or on the same day.

The terminology for some procedure codes 1inc
27395;Llengte ni ng of the hamstring tendon; multipl
bilateralo (e.g., code 52290; <cystourethrosc
bilateral). The payment adjustment rules for bilateral surgeries do not apply to

proceduresiddgni f i ed by CPT as f#fAbilateral o or Aunil

schedule reflects any additional work required for bilateral surgeries.

Field 22 of the MFSDB indicates whether the payment adjustment rules apply to a
surgical procedure.

B. Billing Instructions for Bilateral Surgeries

If a procedure is not identified by its terminology as a bilateral procedure (or unilateral or

bil ateral), physicians mus30.reepoTrheyw hree parotc e
procedures as a single line iteNQTE: This differs from the CPT coding guidelines

which indicate that bilateral procedures should be billed as two line items.)

If a procedure is identified by the terminology as bilateral (or unilateral or bilateral), as in
codes 27395 and 52290, phyaims do not report tHEO.wWrocedure

C. Claims Processing System Requirements

Carriers must be able to:



1. Identify bilateral surgeries by the presence on the claim form or electronic
submissi-&0 0o imoodditbei sére code weparate lines reported
once withL Tmoddanfd ean die-Rwiot; h modi fi er

2. Access Field 34 or 35 of the MFSDB to determine the Medicare payment amount;

3. Access Field 22 of the MFSDB:

e I f Field 22 contains an iemtdi cator of 0
adjustment rules for bilateral surgeries do not apply. Base payment on the
lower of the billed amount or 100 percent of the fee schedule amount
(Field 34 or 35) unless other payment adjustment rules apply.

NOTE: Some codes which have a bilateralinc at or of #A00 i n t
MFSDB may be performed more than once on a given day. These are

services that would never be considered bilateral and thus should not be
billed wi-bBh. modWheee Buch a code is bi
items or with more thal in the units field and carriers have determined

that the code may be reported more t ha
indicator and refer to the multiple surgery field for pricing;

e I f Field 22 contains an indiscator of 0
apply. Base payment on the lower of the billed amount or 150 percent of
the fee schedule amount (Field 34 or 35). (Multiply the payment amount
in Field 34 or 35 for the surgery by 150 percent and round to the nearest
cent.)

4. Apply the requirement8840- 40.40n global surgeries to bilateral surgeries; and

5. Ret ai800heodi fier in history for any bil e
amount.

(NOTE: The5010 modi fier i s not reklataalbyed f or s
definition such as code 27395.)

40.8. Claims for CeSurgeons and Team Surgeons
(Rev. 1, 1601-03)

B3-4828, B315046

A. General

Under some circumstances, the individual skills of two or more surgeons are required to

perform surgery on theame patient during the same operative session. This may be
required because of the complex nature of th
In these cases, the additional physicians are not acting as assittamtgery.



B. Billing Instructions

The following billing procedures apply when billing for a surgical procedure or
procedures that required the use of two surgeons or a team of surgeons:

¢ If two surgeons (each in a different specialty) are required to perform a specific
procedure,eackur geon bill s for t h&2 .pésorgs®a ur e wi
also refers to surgical procedures involving two surgeons performing the parts of
the procedure simultaneously, i.e., heart transplant or bilateral knee replacements.
Documentation of thenedical necessity for two surgeons is required for certain
services identified in the MFSDB. (Sg40.8.C.5);

e |If a team of surgeons (more than 2 surgeons of different specialties) is required to
perform a specific pradure, each surgeon bills for the procedure with a modifier
ft6 6 . O Field 25 of the MFSDB i dé6bifies c
modifier which must be sufficiently documented to establish that a team was
medically necessary. All claims fora® surgeons must contain sufficient
information to allow pricing fAby report. o

¢ If surgeons of different specialties are each performing a different procedure (with
specific CPT codes), neither-sargery nor multiple surgery rules apply (even if
the procedres are performed through the same incision). If one of the surgeons
performs multiple procedures, the multipl
services. (Seg40.6for multiple surgery payment rules.)

For cosurgeons (modifier 62), the fee schedule amount applicable to the payment for
eachco-surgeon is 62.5 percent of the global surgery fee schedule amount. Team
surgery (modifier 66) is paid for on a ABYy F

C. Claims Processing System Requiremén
Carriers must be able to:

1. Identify a surgical procedure performed by two surgeons or a team of surgeons by
the presence on the claim-6206nrbo6oor el ectr o
modifier;

2. Access Field 34 or 35 of the MFSDB to determineféi®eschedule payment
amount for the surgery;

3. Access Field 24 or 25, as appropriate, of the MFSDB. These fields provide
guidance on whether two or team surgeons are generally required for the surgical

procedure;
4. 1 f the sur geroéby2dr$ Gloi mMoeld f wier haamdi Fi el d 24
an indicator of A0, 0 payment adjustment r



e Carriers pay the first bill submitted, and base payment on the lower of the
billed amount or 100 percent of the fee schedut®unt (Field 34 or 35)
unless other payment adjustment rules apply;

e Carriers deny bills received subsequently from other physicians and use
the appropriate MSN messageSig40.8.D As these are medical
necessity denlg, the instructions in the Program Integrity Manual
regarding denial of unassigned claims for medical necessity are applied;

5. I f the surgerby2d smaodilflieedr waintdh Fai eil d 24 co
Al, 0 suspend t he déangdoouméntation smanittedavith r evi e w
the claim. If the documentation supports the need fe&ucgeons, base payment
for each physician on the lower of the billed amount or 62.5 percent of the fee
schedule amount (Field 34 or 35);

6. Ifthe surgeryisbilld wi 62 6a mobodi fi er and Field 24 co
A2, 0 payment rules for two surgeons apply
physician on the lower of the billed amount or 62.5 percent of the fee schedule
amount (Field 34 or 35);

7. Ifthesurgry i s bi6l6loe dnowdiitfhi er fland Fi el d 25 <co
Al, 0 carriers suspend the claim for manua
surgeons were medically necessary, each p

8. Ifthesurgey i s bi |- 6&a madihf iaerm and Field 25 co
A2, 0 carriers pay Aby report 0;

NOTE: A Medicare fee may have been established for some surgical procedures

that are bbbbedodi tfhethe fin t Ihetsamm cases,
must agree on the percentage of the Medicare payment amount each is to receive.

| f carriers r€6éimedafbelrl awteh aafiriers
the full Medicare payment amount (on a kilthout the modifier), deny the

subsguent claim.

9. Apply the rules global surgical packages to each of the physicians participating in
a co or team surgery; and

10.Ret ai ®20h & Modi fi ers 4ionteamissgeres.y f or an\

D. Beneficiary Liability on Denied Claims for Assistant, Ce surgeon and Team
Surgeons

MSN message 23.10 which states fAMedicare doe
kind of surgery, o0 was established for deni al
payment is denied because the pdure is subject to the statutory restriction against

payment for assistantg-surgery. Carriers include the following statement in the MSN:

"You cannot be charged f eoonmesdagey service. o



Carriers use Group Code CO on the remitaadvice to the physician to signify that the
beneficiary may not be billed for the denied service and that the physician could be
subject to penalties if a bill is issued to the beneficiary.

I f Field 23 of the MFSDB csistabtasumeynmay i ndi cat
not be paid) for procedures CMS has determined that an assistant surgeon is not generally
medically necessary.

For those procedures with an indicator of aAQC
described in Chapter 30 apply toigeed claims. Therefore, carriers include the

appropriate limitation of liability language from Chapter 21. For unassigned claims,

apply the rules in the Program Integrity Manual concerning denial for medical necessity.

Where payment may not be madedarc or team surgeon, use the following MSN
message (MSN message number 15.13):

Medicare does not pay for team surgeons for this procedure.

Where payment may not be made for a two surgeons, use the following MSN message
(MSN message number 15.12):

Medicae does not pay for two surgeons for this procedure.
Also see limitation of liability remittance notice REF remark codes M25, M26, and M27.
Use the following message on the remittance notice:

Multiple physicians/assistants are not covered in this casesfRe&ode 54.)

40.9- Procedures Billed With Two or More Surgical Modifiers
(Rev. 1, 1601-03)
B3-4829

Carriers may receive claims for surgical procedures with more than one surgical

modifier. For example, since the global fee concept applies to all maperies,

carriers may receive a cl-adm)f dorsar pi takt ec a
(modi-350@y. A They may al so receive a claim fo
of an assistant surgeon.

Following is a list of possible commations of surgical modifiers.
(NOTE: Carriers must price al/l claims for surgi
e BilaterabOsdrgedymgiiglp)l.e surgery (A0

e BilaterabOslWrgedysugndpidoal. care only (i
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Payment is not geerally allowed for an assistant surgeon when payment for either two
surgeons -g2mo)didri etreaim s-668grpons
receive a bill for an assistant surgeon following payment feaucgeons or team

surgeons, theyay for the assistant only if a review of the claim verifies medical

necessity.

50- Payment for Anesthesiology Services
(Rev. 1859; Issued: 1-R0-09; Effective Date: For services furnished on or after 01
01-10; Implementation Date: 0104-10)

A. General Payment Rule

&mpdopreat é.

The fee schedule amount for physician anesthesia services furnished on or after January
1, 1992 is, with the exceptions noted, based on allowable base and time units multiplied



by an anesthesia conversion factor specific to that locality.b@be unit for each

anesthesia procedure is communicated to the Part B Contractors by means of the HCPCS

file released annually. The public can access the base units on the CMS homepage
through the anesthesiol ogi st éwlcutatechig er . The
described irf850.G CMS releases the conversion factor annually.

B. Payment at Personally Performed Rate

The Part B Contractor must determine the fee schedule payment, recognizing the base
unit for the anesthesia codad one time unit per 15 minutes of anesthesia time if:

¢ The physician personally performed the entire anesthesia service alone;

e The physician is involved with one anesthesia case with a resident, the physician
is a teaching physician as define®0Q and the service is furnished on or after
January 1, 1996;

e The physician is involved in the training of physician residents in a single
anesthesia case, two concurrent anesthesia cases involving residents or a single
anesthes case involving a resident that is concurrent to another case paid under
the medical direction rules. The physician meets the teaching physician criteria in
8100.1.4 and the service is furnished on or after January 1, 2010;

e The physician is continuolysinvolved in a single case involving a student nurse
anesthetist;

e The physician is continuously involved in one anesthesia case involving a CRNA
(or AA) and the service was furnished prior to January 1, 1998. If the physician is
involved with a singlease with a CRNA (or AA) and the service was furnished
on or after January 1, 1998, carriers may pay the physician service and the CRNA
(or AA) service in accordance with the medical direction payment policy; or

e The physician and the CRNA (or AA) are ived in one anesthesia case and the
services of each are found to be medically necessary. Documentation must be
submitted by both the CRNA and the physician to support payment of the full fee
for each of the two provi dnedfisrandthd@ he physi
CRNA reports the AQZo0 modifier for a nonn

C. Payment at the Medically Directed Rate

The Part B Contractor determines payment for
furnished on or after January 1, 1998, onldasis of 50 percent of the allowance for the

service performed by the physician alone. Medical direction occurs if the physician

medically directs qualified individuals in two, three, or four concurrent cases and the

physician performs the following actiies.



o Performs a pranesthetic examination and evaluation;
e Prescribes the anesthesia plan;

e Personally participates in the most demanding procedures in the anesthesia plan,
including induction and emergence;

e Ensures that any procedures in the anestlptan that he or she does not perform
are performed by a qualified anesthetist;

¢ Monitors the course of anesthesia administration at frequent intervals;

¢ Remains physically present and available for immediate diagnosis and treatment
of emergencies; and

e Provides indicateghostanesthesia care.

Prior to January 1, 1999, the physician was required to participate in the most demanding
procedures of the anesthesia plan, including induction and emergence.

For medical direction services furnished on or afteruary 1, 1999, the physician must
participate only in the most demanding procedures of the anesthesia plan, including, if
applicable, induction and emergence. Also for medical direction services furnished on or
after January 1, 1999, the physician nid@tument in the medical record that he or she
performed the pranesthetic examination and evaluation. Physicians must also
document that they provided indicated pasesthesia care, were present during some
portion of the anesthesia monitoring, and waesent during the most demanding
procedures, including induction and emergence, where indicated.

For services furnished on or after January 1, 1994, the physician can medically direct
two, three, or four concurrent procedures involving qualified indais, all of whom

could be CRNAs, AAs, interns, residents or combinations of these individuals. The
medical direction rules apply to cases involving student nurse anesthetists if the physician
directs two concurrent cases, each of which involves a staodes# anesthetist, or the
physician directs one case involving a student nurse anesthetist and another involving a
CRNA, AA, intern or resident.

For services furnished on or after January 1, 2010, the medical direction rules do not
apply to a single redent case that is concurrent to another anesthesia case paid under the
medical direction rules or to two concurrent anesthesia cases involving residents.

If anesthesiologists are in a group practice, one physician member may provide the pre
anesthesia exaination and evaluation while another fulfills the other criteria. Similarly,
one physician member of the group may provide-pastthesia care while another
member of the group furnishes the other component parts of the anesthesia service.



However, thanedical record must indicate that the services were furnished by physicians
and identify the physicians who furnished them.

A physician who is concurrently directing the administration of anesthesia to not more
than four surgical patients cannot ordihabe involved in furnishing additional services

to other patients. However, addressing an emergency of short duration in the immediate
area, administering an epidural or caudal anesthetic to ease labor pain, or periodic, rather
than continuous, monitorgnof an obstetrical patient does not substantially diminish the
scope of control exercised by the physician in directing the administration of anesthesia
to surgical patients. It does not constitute a separate service for the purpose of
determining whethethe medical direction criteria are met. Further, while directing
concurrent anesthesia procedures, a physician may receive patients entering the operating
suite for the next surgery, check or discharge patients in the recovery room, or handle
schedulingmatters without affecting fee schedule payment.

However, if the physician leaves the immediate area of the operating suite for other than

short durations or devotes extensive time to an emergency case or is otherwise not

available to respond totheimmeaat e needs of the surgical pat
services to the surgical patients are supervisory in nature. Carriers may not make

payment under the fee schedule.

See850.Jfor a definition of concurrent anesthesia procedures.
D. Payment at Medically Supervised Rate

The Part B Contractor may allow only three base units per procedure when the
anesthesiologist is involved in furnishing more than four procedures concurrently or is
performing other services while directing the cament procedures. An additional time

unit may be recognized if the physician can document he or she was present at induction.

E. Billing and Payment for Multiple Anesthesia Procedures

Physicians bill for the anesthesia services associated with multigterbllsurgeries by

reporting the anesthesia procedure with the highest base unit value with the multiple
procedur esimoai fTreey fireport the total time fo
with the highest base unit value.

If the same anesthesia TlEode applies to two or more of the surgical procedures, billers
enter the anestbhleds inao dciofdiee rwiatnhd tthhee finu mber o
the modified CPT code applies.

Payment can be made under the fee schedule for anesthesia servicatedssih

multiple surgical procedures or multiple bilateral procedures. Payment is determined

based on the base unit of the anesthesia procedure with the highest base unit value and

time units based on the actual anesthesia time of the multiple presedige

8840.640.7for a definition and appropriate billing and claims processing instructions for

multiple and bilateral surgeries.



F. Payment for Medical and Surgical Services Furnished in Addition to
Anesthesia Procedure

Payment may be made under the fee schedule for specific medical and surgical services
furnished by the anesthesiologist as long as these services are reasonable and medically
necessary or provided that other rebundling provisionsg@@and Chapter 23) do not

preclude separate payment. These services may be furnished in conjunction with the
anesthesia procedure to the patient or may be furnished as single services, e.g., during the
day of or the day before the anesthesiaise. These services include the insertion of a
Swan Ganz catheter, the insertion of central venous pressure lines, emergency intubation,
and critical care visits.

G. Anesthesia Time and Calculation of Anesthesia Time Units

Anesthesia time is defined tee period during which an anesthesia practitioner is present
with the patient. It starts when the anesthesia practitioner begins to prepare the patient

for anesthesia services in the operating room or an equivalent area and ends when the
anesthesia pratbner is no longer furnishing anesthesia services to the patient, that is,
when the patient may be placed safely under postoperative care. Anesthesiatime is a
continuous time period from the start of anesthesia to the end of an anesthesia service. In
counting anesthesia time for services furnished on or after January 1, 2000, the anesthesia
practitioner can add blocks of time around an interruption in anesthesia time as long as

the anesthesia practitioner is furnishing continuous anesthesia carethattime

periods around the interruption.

Actual anesthesia time in minutes is reported on the claim. For anesthesia services
furnished on or after January 1, 1994, the A/B MAC computes time units by dividing
reported anesthesia time by 15 minutes. ritiaihe time unit to one decimal place. The
A/B MAC does not recognize time units for CPT codes 01995 or 01996.

For purposes of this section, anesthesia practitioner means a physician who performs the
anesthesia service alone, a CRNA who is not medidakyted, or a CRNA or AA, who

is medically directed. The physician who medically directs the CRNA or AA would
ordinarily report the same time as the CRNA or AA reports for the CRNA service.

H. Base Unit Reduction for Concurrent Medically Directed Procedurs
If the physician medically directs concurrent medically directed procedures prior to
January 1, 1994, reduce the number of base units for each concurrent procedure as

follows.

e For two concurrent procedures, the base unit on each procedure is reduced 10
percent.



e For three concurrent procedures, the base unit on each procedure is reduced 25
percent.

e For four concurrent procedures, the base on each concurrent procedure is reduced
40 percent.

o If the physician medically directs concurrent procedures pridanuary 1, 1994,
and any of the concurrent procedures are cataract or iridectomy anesthesia, reduce
the base units for each cataract or iridectomy procedure by 10 percent.

l. Monitored Anesthesia Care

The Part B Contractor pays for reasonable and migdicecessary monitored anesthesia

care services on the same basis as other anesthesia services. Anesthesiologists use

modifier QS to report monitored anesthesia care cases. Monitored anesthesia care

involves the intraoperative monitoring by a physician qualified individual under the

medi cal direction of a physician or of the p
anticipation of the need for administration of general anesthesia or of the development of

adverse physiological patient reaction to theg®al procedure. It also includes the

performance of a pranesthetic examination and evaluation, prescription of the

anesthesia care required, administration of any necessary oral or parenteral medications

(e.g., atropine, demerol, valium) and provisasnndicated postoperative anesthesia care.

Payment is made under the fee schedule using the payment rsldssaction Bf the
physician personally performs the monitored anesthesia care case or under the rules in
subsection 0f the physician medically directs four or fewer concurrent cases and
monitored anesthesia care represents one or more of these concurrent cases.

J.  Definition of Concurrent Medically Directed Anesthesia Procedures

Concurrency is defied with regard to the maximum number of procedures that the
physician is medically directing within the context of a single procedure and whether
these other procedures overlap each other. Concurrency is not dependent on each of the
cases involving a Medare patient. For example, if an anesthesiologist directs three
concurrent procedures, two of which involve fidedicare patients and the remaining a
Medicare patient, this represents three concurrent cases. The following example
illustrates this concepnd guides physicians in determining how many procedures they
are directing.

EXAMPLE

Procedures A through E are medically directed procedures involving CRNAs and
furnished between January 1, 1992 and December 31, 1997 (1998 concurrent instructions
can ke found in subsection C.) The starting and ending times for each procedure
represent the periods during which anesthesia time is counted. Assume that none of the
procedures were cataract or iridectomy anesthesia.



Procedure A begins at 8:00 a.m. andslamtil 8:20 a.m.
Procedure B begins at 8:10 a.m. and lasts until 8:45 a.m.
Procedure C begins at 8:30 a.m. and lasts until 9:15 a.m.

Procedure D begins at 9:00 a.m. and lasts until 12:00 noon.
Procedure E begins at 9:10 a.m. and lasts until 9:55 a.m.

Procedure Number of Concurrent Base Unit Reduction
Medically Directed Percentage
Procedures
A 2 10%
B 2 10%
C 3 25%
D 3 25%
E 3 25%

From 8:00 a.m. to 8:20 a.m., the length of procedure A, the anesthesiologist medically
directed two concurrent proce@st A and B.

From 8:10 a.m. to 8:45 a.m., the length of procedure B, the anesthesiologist medically
directed two concurrent procedures. From 8:10 to 8:20 a.m., the anesthesiologist
medically directed procedures A and B. From 8:20 to 8:30 a.m., thdesiegbgist
medically directed only procedure B. From 8:30 to 8:45 a.m., the anesthesiologist
medically directed procedures B and C. Thus, during procedure B, the anesthesiologist
medically directed, at most, two concurrent procedures.

From 8:30 a.m. t@:15 a.m., the length of procedure C, the anesthesiologist medically
directed three concurrent procedures. From 8:30 to 8:45 a.m., the anesthesiologist
medically directed procedures B and C. From 8:45 to 9:00 a.m., the anesthesiologist
medically directd procedure C. From 9:00 to 9:10 a.m., the anesthesiologist medically
directed procedures C and D. From 9:10 to 9:15 a.m., the anesthesiologist medically
directed procedures C, D and E. Thus, during procedure C, the anesthesiologist
medically directedat most, three concurrent procedures.

The same analysis shows that during procedure D or E, the anesthesiologist medically
directed, at most, three concurrent procedures.

K. Anesthesia Claims Modifiers



Physicians report the appropriate anesthesia motifiéenote whether the service was
personally performed, medically directed, or medically supervised.

Specific anesthesia modifiers include:
AA - Anesthesia Services performed personally by the anesthesiologist;

AD - Medical Supervision by a physicianpne than 4 concurrent anesthesia
procedures;

G8 - Monitored anesthesia care (MAC) for deep complex complicated, or
markedly invasive surgical procedures;

G9 - Monitored anesthesia care for patient who has a history of severe-cardio
pulmonary condition;

QK - Medical direction of two, three or four concurrent anesthesia procedures
involving qualified individuals;

QS - Monitored anesthesia care service;
QX - CRNA service; with medical direction by a physician;

QY - Medical direction of one certified regered nurse anesthetist by an
anesthesiologist;

QZ - CRNA service: without medical direction by a physician; and

GC - these services have been performed by a resident under the direction of a
teaching physician.

The GC modifier is reported by the tbawy physician to indicate he/she rendered the
service in compliance with the teaching physician requirements in 8100.1.2. One of the
payment modifiers must be used in conjunction with the GC modifier.

The QS modifier is for informational purposes. Rdevs must report actual anesthesia
time on the claim.

The Part B Contractor must determine payment for anesthesia in accordance with these
instructions. They must be able to determine the uniform base unit that is assigned to the
anesthesia code and &pfhe appropriate reduction where the anesthesia procedure is
medically directed. They must also be able to determine the number of anesthesia time
units from actual anesthesia time reported on the claim. The Part B Contractor must
multiply allowable uits by the anesthesgpecific conversion factor used to determine

fee schedule payment for the payment area.



L. Anesthesia and Medical/Surgical Service Provided by the Same Physician

Anesthesia services range in complexity. The continuum of anesthesi@seirom
least intense to most intense in complexity is as follows: local or topical anesthesia,

moderate (conscious) sedation, regional anesthesia and general anesthesia. Prior to 2006,

Medicare did not recognize separate payment if the same pimygroigided the medical
or surgical procedure and the anesthesia needed for the procedure.

Moderate sedation is a drug induced depression of consciousness during which the
patient responds purposefully to verbal commands, either alone or accompaniéd by lig
tactile stimulation. Moderate sedation does not include minimal sedation, deep sedation
or monitored anesthesia care. In 2006, the CPT added new codes 99143 to 99150 for
moderate or conscious sedation. The moderate (conscious) sedation codeseare carri
priced under the Medicare physician fee schedule.

The CPT codes 99143 to 99145 describe moderate sedation provided by the same
physician performing the diagnostic or therapeutic service that the sedation supports,
requiring the presence of an indepamdeained observer to assist in the monitoring of
the patientodos | evel of consciousness and
conscious sedation codes 99143 to 99145 as long as the procedure with it is billed is not
listed in Appendix G o€PT. CPT codes 99148 to 99150 describe moderate sedation
provided by a physician other than the health care professional performing the diagnostic
or therapeutic service that the sedation supports.

The CPT includes Appendix G, Summary of CPT Codes Titiide Moderate
(Conscious) Sedation. This appendix lists those procedures for which moderate
(conscious) sedation is an inherent part of the procedure itself. CPT coding guidelines
instruct practices not to report CPT codes 99143 to 99145 in conjumdtionodes

listed in Appendix G. The National Correct Coding Initiative has established edits that
bundle CPT codes 99143 and 99144 into the procedures listed in Appendix G.

In the unusual event when a second physician other than the health caregoralfess
performing the diagnostic or therapeutic services provides moderate sedation in the
facility setting for the procedures listed in Appendix G, the second physician can bill
99148 to 99150. The term, facility, includes those places of service hstdthpter 23
Addendum-- field 29. However, when these services are performed by the second
physician in the nonfacility setting, CPT codes 99148 to 99150 are not to be reported.

If the anesthesiologist or CRNA provides anesthesia for diagnostic opdiaéianerve

blocks or injections and a different provider performs the block or injection, then the
anesthesiologist or CRNA may report the anesthesia service using CPT code 01991. The
service must meet the criteria for monitored anesthesia care. alfidiséhesiologist or

CRNA provides both the anesthesia service and the block or injection, then the
anesthesiologist or CRNA may report the anesthesia service using the conscious sedation
code and the injection or block. However, the anesthesia servatamaat the

phy



requirements for conscious sedation and if a lower level complexity anesthesia service is
provided, then the conscious sedation code should not be reported.

If the physician performing the medical or surgical procedure also provides a level of
anesthesia lower in intensity than moderate or conscious sedation, such as a local or
topical anesthesia, then the conscious sedation code should not be reported and no
payment should be allowed by the carrier. There is no CPT code for the performance of
local anesthesia and as payment for this service is considered in the payment for the
underlying medical or surgical service.

60 - Payment for Pathology Services
(Rev. 382, Issued: 1-6-04, Effective: 0201-05, Implementation: 01:03-05)
B3-15020, AB01-47 (CR1499)

A. General Payment Rule

Payment may be made under the fee schedule for the professional component of
physician laboratory or physician pathology services furnished to hospital inpatients or
outpatients by hospital physicians or by indepehtoratories, if they qualify as the
reassignee for the physician service.. Payment may be made under the fee schedule, as
noted below, for the technical component (TC) of pathology services furnished by an
independent laboratory to hospital inpatientsatpatients. Payment may be made under
the fee schedule for the technical component of physician pathology services furnished
by an independent laboratory, or a hospital if it is acting as an independent laboratory, to
northospital patients. The Mediephysician fee schedule identifies those physician
laboratory or physician pathology services that have a technical component service.

CMS published a final regulation in 1999 that would no longer allow independent
laboratories to bill under the physicifee schedule for the TC of physician pathology
services. The implementation of this regulation was delayed by Section 542 of the
Benefits and Improvement and Protection Act of 2000 (BIPA). Section 542 allows the
Medicare carrier to continue to pay fbetTC of physician pathology services when an
independent laboratory furnishes this service to an inpatient or outpatient of a covered
hospital. This provision is applicable to TC services furnished in 2001, 2002, 2003,
2004, 2005 or 2006.

For this provifon, a covered hospital is a hospital that had an arrangement with an
independent laboratory that was in effect as of July 22, 1999, under which a laboratory
furnished the TC of physician pathology services teféeeservice Medicare

beneficiaries who werhospital inpatients or outpatients, and submitted claims for
payment for the TC to a carrier. The TC could have been submitted separately or
combined with the professional component and reported as a combined service.

The term, fedor-service Medicaréeneficiary, means an individual who:

Is entitled to benefits under Part A or enrolled under Part B of title XVIII or both; and



Is not enrolled in any of the following: A Medicare + Choice plan under Part C of
such title; a plan offered by an eligibleganization under 81876 of the Social
Security Act; a program of alhclusive care for the elderly under 81894; or a social
health maintenance organization demonstration project established under Section
4108 of the Omnibus Budget Reconciliation Act 0819

In implementing Section 542, the carriers should consider as independent laboratories
those entities that it has previously recognized as independent laboratories.

An independent laboratory that has acquired another independent laboratory that had a
arrangement of July 22, 1999, with a covered hospital, can bill the TC of physician

pat hol ogy services for that hospital és inpat
schedule.

An independent laboratory that furnishes the TC of physician paths@gices to
inpatients or outpatients of a hospital that is not a covered hospital may not bill the carrier
for the TC of physician pathology services during the time 8542 is in effect.

If the arrangement between the independent laboratory and the chespetl limited
the provision of TC physician pathology services to certain situations or at particular
times, then the independent laboratory can bill the carrier only for these limited services.

The carrier shall require independent laboratories thétaim arrangement, on or prior to
July 22, 1999 with a covered hospital, to bill for the technical component of physician
pathology services to provide a copy of this agreement, or other documentation
substantiating that an arrangement was in effect bettteehospital and the independent
laboratory as of this date. The independent laboratory must submit this documentation
for each covered hospital that the independent laboratory services.

See Chapter 16 for additional instruction on laboratory servichsding clinical
diagnostic laboratory services.

Physician laboratory and pathology services are limited to:
e Surgical pathology services;

e Specific cytopathology, hematology and blood banking services that have been
identified to require performance by hysician and are listed below;

o Clinical consultation services that meet the requiremergshbsection elow;
and

¢ Clinical laboratory interpretation services that meet the requirements and which
are specifically listed isubsetion Ebelow.

B. Surgical Pathology Services




















































































































































































































































































