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PROCEDURE TO DEVICE EDITS FOR APRIL 2010 
 
Procedure-to-device edits require that when a particular procedural HCPCS code is 
billed, the claim must also contain an appropriate device code.  Failure to pass these 
edits will result in the claim being returned to the provider.  Device-to procedure edits 
require that a claim that contains one of a specific set of devices codes be returned to 
the provider if it fails to contain an appropriate procedure code.  The updated lists of 
both types of edits can be found under the “Device, Radiolabeled Product, and 
Procedure Edits” subheading at:  http://www.cms.hhs.gov/HospitalOutpatientPPS/ 
 

 
 

EDITING OF HOSPITAL PART B INPATIENT SERVICES  
 
Blood and blood products are not included in the list of services that may be covered 
when furnished to persons who are inpatients but for whom no Medicare inpatient 
coverage is available and therefore, no Part B payment may be made for them.  CMS is 
updating the Medicare Claims Processing Manual, Pub. 100-04, Chapter 4 Section 
240.1 to add revenue codes 038X (Blood and Blood Components) and 039X 
(Administration, Processing and Storage for Blood and Blood Components) to the table 
of revenue codes that are not allowed to be reported on a claim for payment of services 
furnished for these patients.  They also revised the instruction to indicate that these 
edits are currently controlled by the MAC or FI and are not imbedded in the FISS.   
 
To read Transmittal 1924: go to http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf   

To read MM6857: go to:  http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6857.pdf 

 

 
CLARIFICATION TO CODING REGUIREMENTS FOR PULMONARY 

REHABILITATION SERVICES FURNISHED ON OR AFTER  
JANUARY 1, 2010 

 
 
CMS is revising Section 140.4.1 (Coding Requirements for Pulmonary Rehabilitation 
Services Furnished On or After January 1, 2010), Chapter 32 in the Medicare Claims 
Processing Manual, Pub. 100-04.  This update reflects instructions to hospitals and 
practitioners’ offices for reporting respiratory or pulmonary services furnished to a 
patient when those services do not meet the diagnosis and coverage criteria for 
pulmonary rehabilitation services.   
 
To read the changes in total go to:  http://www.cms.hhs.gov/manuals/downloads/clm104c32.pdf 
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April  2010 OPPS Update cont… 

 

WARFARIN TESTING 
 
Effective August 3, 2009, Medicare began coverage of pharmacogenomic testing to 
predict warfarin responsiveness only in the context of an approved, clinical study, in 
addition to the coverage criteria outlined in the Medicare National Coverage 
Determinations (NCD) Manual, Pub. 100-03, Chapter 1, Section 90.1, and in the 
Medicare Claims Processing Manual, Pub. 100.04, Chapter 32, Section 240.  New Level 
II HCPCS code G9413 was developed to enable implementation of this new coverage 
policy.  This testing is a once-in-a-lifetime test.   
 
Under the hospital OPPS, HCPCS code G9143 will be assigned status indicator “A” 
effective April 2010 and payment for this lab test will be made under the clinical lab fee 
schedule (CLFS).  However, because of CLFS payment requirements and the timing of 
the creation of the new code, HCPCS G9143 does not appear in the CY 2010 CLFS 
with an assigned rate and therefore, its CY 2010 payment shall be determined by 
Medicare FIs and/or A/B MACs.  They shall determine the hospital outpatient payment 
rate for HCPCS code G9143 in the same manner that payment rates for unlisted 
laboratory codes are currently determined.   
 
 
 
 
 
 
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 

 
 
 

REPORTING OF OUTPATIENT DIAGNOSTIC NUCLEAR MEDICINE 
PROCEDURES 

 
Hospitals should only report HCPCS codes for products they provide in the hospital 
outpatient department and should not report a HCPCS code and charge for a 
radiolabeled product on the nuclear medicine procedure-to-radiolabeled product edit list 
solely for the purpose of bypassing those edits present in the I/OCE.  The only 
exception to this is HCPCS code C9898 (Radiolabeled product provided during a 
hospital inpatient stay) which indicates that the procedure was provided during a 
hospital inpatient stay.   
 
As previously stated in the October 2009 update, in the rare instance when a diagnostic 
radiopharmaceutical may be administered to a beneficiary in a given calendar year, 
prior to a hospital furnishing an associated nuclear medicine procedure in the 
subsequent calendar year, hospitals are instructed to report the date the radiolabeled 
product is furnished to the beneficiary as the same date that the nuclear medicine 
procedure is performed.  It is believed that this situation is extremely rate and it is 
expected that the majority of hospitals will not encounter this situation.  
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 

Continued on page 3 

HCPCS Long Descriptor APC SI 

G9143 Warfarin responsiveness testing by 

genetic technique using any method, 

any number of specimen(s) 

NA A 



April  2010 OPPS Update cont… 

 
 
 

HUMAN IMMUNODEFICIENCY VIRUS (HIV) SCREENING TEST 
 

Effective December 8, 2009, Medicare covers HIV screening test for beneficiaries that are at increased risk for HIV 
infection per the U. S. Preventive Services Task Force (USPSTF) guidelines and beneficiaries that are pregnant 
whose diagnosis of pregnancy is know, during the third trimester, and at labor.   
 
Three new Level II HCPCS G-codes were created to implement this new coverage decision.  The three HCPCS    
G-codes (G0432, G0433 and G0435) describe both standard and FDA-approved rapid HIV screening tests.  Under 
OPPS these codes will be assigned status indicator “A” effective April 2010 and payment for these test will be 
made under the clinical lab fee schedule (CLFS).  However, because of CLFS payment requirements and the 
timing of the creation of these new codes, G0432, G0433 and G0435 do not appear in the CY 2010 CLFS with an 
assigned rate and therefore, their CY 2010 payment shall be determined by Medicare FIs and/or A/B MACs.  They 
shall determine the hospital outpatient payment rate for these  HCPCS codes in the same manner that payment 
rates for unlisted laboratory codes are currently determined.   
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
 

 
 
 

COVERAGE DETERMINATIONS 
 
CMS is reminding everyone in this update that the fact that a drug, device, procedure or services is assigned a 
HCPCS code and a payment rate under the OPPS this does not imply coverage by the Medicare program.  It only 
indicates how the product, procedure or service may be paid if it was covered by the program.  Fiscal 
Intermediaries (FIs)/Medicare Administrative Contractors (MACs) determine whether a drug, device, procedure, or 
other service meets all program requirements for coverage.   
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
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HCPCS Long Descriptor APC SI 

G0432 

Infections agent antigen detection by enzyme immunoassay (EIA) 

technique, qualitative or semi-quantitative, multiple –step method, 

HIV-I or HIV-2, screening 

NA A 

G0433 

Infectious agent antigen detection by enzyme-linked 

immunosorbent assay (ELISA) technique, antibody, HIV-1 or HIV-

2, screening 

NA A 

G0435 
Infectious agent antigen detection by rapid antibody test of oral 

mucosa transudate, HIV-1 or HIV-2, screening 
NA A 



January  2010 OPPS Update cont… 

 
 

BILLING FOR DRUGS, BIOLOGICALS AND RADIOPHARMACEUTICALS 
 
Hospitals are strongly encouraged to report charges for all drugs, biologicals, and radiopharmaceuticals, regardless 
of whether the items are paid separately or packaged, using the correct HCPCS codes for the items used.  It is also 
of great importance that hospitals billing for these products make certain that the reported units of service of the 
reported HCPCS codes are consistent with the quantity of a drug, biological, or radiopharmaceutical that was used 
in the care of the patient.   
 
Hospitals are reminded that under the OPPS, if two or more drugs or biologicals are mixed together to facilitate 
administration, the correct HCPCS codes should be reported separately for each product used in the care of the 
patient .  The mixing together of two or more products does not constitute a “new” drug as regulated by the FDA 
under the New Drug Application (NDA) process.   
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
 
 

 

DRUGS AND BIOLOGICALS WITH PAYMENTS BASED ON AVERAGE SALES PRICE (ASP) 
EFFECTIVE APRIL 1, 2010 

 
For CY 2010, payment for non-pass-through drugs, biologicals and therapeutic radiopharmaceuticals is made at a 
single rate of ASP + 4 percent, which provides payment for both the acquisition and pharmacy overhead costs 
associated with the drug, biological or therapeutic radiopharmaceutical.  In CY 2010, a single payment of ASP + 6 
percent for pass-through drugs, biologicals and radiopharmaceuticals is made to provide payment for both the 
acquisition and pharmacy overhead costs of these pass-through items.  It was noted in the second quarter of CY 
2010, payment for drugs and biologicals with pass-through status is not made at the Part B Drug Competitive 
Acquisition Program (CAP) rate, as the CAP program was suspended beginning January 1, 2009.  Should the Part 
B Drug CAP program be reinstituted sometime during CY 2010, you would again use the Part B drug CAP rate for 
pass-through drugs and biologicals if they are part of the Part B drug CAP program, as required by statute.   
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
 
 

DRUGS AND BIOLOGICALS WITH OPPS PASS-THROUGH STATUS EFFECTIVE  
APRIL 1, 2010 

 
Six drugs and biologicals have newly been granted OPPS pass-through status effective April 1, 2010.  These items, 
along with their descriptors and APC assignments, are identified in the table below.  
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HCPCS 
CODE 

LONG DESCRIPTOR APC STATUS INDICATOR  
EFFECTIVE 4/1/10 

C9258 Injection, telavancin, 10 mg 9258 G 

C9259 Injection, pralatrexate, 1 mg 9259 G 

C9260 Injection, ofatumumab, 10 mg 9260 G 

C9261 Injection, ustekinumab, 1 mg 9261 G 

C9262 Fludarabine phosphate, oral, 1 mg 9262 G 

C9263 Injection, ecallantide, 1 mg 9263 G 
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April  2010 OPPS Update cont… 

 

 

CORRECT REPORTING OF BIOLOGICALS WHEN USED AS IMPLANTABLE DEVICES 
 
 

When billing for biologicals where the HCPCS code describes a product that is solely surgically implanted or inserted, 
whether the HCPCS code is indentified as having pass-through status or not, hospitals are to report the appropriate 
HCPCS code for the product.  In circumstances where the implanted biological has pass-through status, either as a 
biological or a device, a separate payment for the biological  or device is made.  In circumstances where the implanted 
biological does not have pass-through status, the OPPS payment for the biological is packaged into the payment for 
the associated procedure.   
 
When billing for biologicals where the HCPCS code describes a product that may either be surgically implanted or 
inserted or otherwise applied in the care of a patient, hospitals should not separately report the biological HCPCS 
codes, with the exceptions of biologicals with pass-through status when using these items as implantable devices 
(including as a scaffold or an alternative to human or nonhuman connective tissue or mesh used in a graft) during 
surgical procedures.  Under the OPPS, hospitals are provided a packaged APC payment for surgical procedures that 
includes the cost of supportive items, including implantable devices without pass-through status.  When using 
biologicals during surgical procedures as implantable devices, hospitals may include the charges for these items in 
their charge for the procedure, report the change on an uncoded revenue center line, or report the charged under a 
device HCPCS code (if one exists) so these codes would appropriately contribute to the future median setting for the 
associated surgical procedure.    
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
 
 
 
 

CORRECT REPORTING OF UNITS FOR DRUGS 
 
 

Hospitals and providers are reminded to ensure that units of drugs administered to patients are accurately reported in 
terms of the dosage specified in the full HCPCS code descriptor.  That is, units should be reported in multiples of the 
units included in the HCPCS descriptor.  For example, if the description for the drug code is 6 mg, and 6 mg of the 
drug was administered to the patient, the units would be billed as 1.  Another example would be, if the description for 
the drug code is 50 mg, but 200 mg of the drug was administered to the patient, the units billed would be 4.  CMS 
reminds providers and hospitals to not bill the units based on the way the drug is packaged, stored or stocked.  If the 
HCPCS descriptor for the drug code specifies 1mg and a 10 mg vial was administered then the units billed would be 
10 and not 1, even though only 1 vial was administered.   
 
To read transmittal 1924 go to:  http://www.cms.hhs.gov/transmittals/downloads/R1924CP.pdf 
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The information contained 

herein is solely for the 

purpose of informing you 

the health care 

professional of current 

changes.  Every effort has 

been made to ensure the 

accuracy of the contents.  

However, this newsletter 

does not replace policies 

or guidelines set by your 

Medicare FI or replace 

the ICD-9-CM or CPT/

HCPCS coding manuals.  

It serves only as a 

resource. 

Since 1989 HMI Corporation, a Healthcare Management Company, has been assisting 

acute care, teaching, critical access, long term care, nursing home, home health, and 

skilled nursing facilities, as well as physician groups, with clinical reimbursement through 

accurate coding and billing for all financial classes as well as maintaining compliance 

with Federal payers. 

 

HMI’s consultant specialists perform compliance reviews, billing, and coding medical 

reviews, as well as other revenue improvement services, utilizing the provider’s 

chargemaster. HMI also provides physician education to strengthen the medical staff's   

E/M coding for compliance and to improve reimbursement. 

 

HMI offers a full-service program to assist providers in positioning themselves to meet 

federal compliance guidelines, with an emphasis on PPS reimbursement. This process also 

includes inpatient and outpatient record review, on-going chargemaster maintenance, 

and on-site education/training of clinical staff and physicians. Our fifteen-year success 

has been primarily founded on facilitating quality consulting service, on-going 

accountability through management plan objectives and guaranteed service based on 

our ability to deliver results.  

  

 
 

Q & A Corner 
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Q:  Are hospitals required to report HCPCS codes on outpatient 
claims processed by Medicare? 
 
A:  Yes. According to the Medicare Claims Processing Manual, 
Chapter 4, Section 20, “Reporting of HCPCS codes is required of 
acute care hospitals including those paid under alternate payment 
systems, e.g., Maryland, long-term care hospitals. HCPCS codes 
are also required of rehabilitation hospitals, psychiatric hospitals, 
hospital-based RHCs, hospital-based FQHCs, and CAHs 
reimbursed under Method II (HCPCS required to be billed for fee 
reimbursed services). This also includes all-inclusive rate 
hospitals.” 
 

 

HMI would like to ex-
press our gratitude to 
those serving our coun-
try here and abroad.   
 
Thank you! 


