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On May 20, 2005, CMS issued 
Transmittal 566 that clarified coding 
and payment instructions for infusion 
services provided under the hospital 
outpatient prospective payment 
system.  That transmittal was 
rescinded and replaced with 
Transmittal 573 published on June 3, 
2005.  Earlier this year, CMS 
discussed this clarification with the 
CPT Editorial Committee and the 
Practicing Physic ian’s Advisory 
Council.  At the recommendation of 
these groups, CMS first issued 
clarification to the provider community 
in April 2005.   
 
Hospitals should be reporting the first 
hour infusion codes (e.g., 90780, 
96410, 96422) when infusion time has 
exceeded 15 minutes and not greater 
than 1 hour.  For subsequent infusion 
hours (e.g., 90781, 96412, 96423), 
hospitals should be reporting a 
subsequent hour only after more than 
30 minutes have passed from the initial 
first hour and so on.  In order to bill for 
105 minutes of infusion services, the 
hospital will report one unit of 90780 
and one unit of 90781. 
 
CMS provides an example to clarify 
what time spent is used to determine 
total infusion time: 
 

“A beneficiary experiences 
multiple attempts to initiate an 
intravenous infusion before a 
successful infusion is started 
20 minutes after first attempt.  

Once started, the infusion lasts 
one hour.  The hospital reports 
one unit of 90780 to identify the 
1 hour of infusion time.  The 20 
minutes spent prior to the 
infusion attempting to establish 
an IV line are not separately 
billable in OPPS.” 

 
When infusion services last longer 
than 9 hours, the hospital should be 
reporting one 
unit for the first 
hour on first 
bill line, eight 
units for the 
subsequen t  
infusion hours 
on second bill 
line, and then  
report the 
corresponding 
a d d - o n 
infusion code 
and appropriate number of units on 
separate bill lines.  Hospitals should 
remember that eight units is the 
maximum allowable per line per add-
on infusion code.   
 
See line item example below for 12 
hours of infusion therapy: 
 
           HCPCS         Unit(s) 
             90780               1 
             90781               8 
             90781               3 
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Also, CMS has directed hospitals to 
follow the CPT guidelines for 
reporting intravenous or intra-arterial 
pushes (e.g., 90783, 90784, 96408, 
and 96420).  However, when an 
infusion does not exceed 15 
minutes, CMS states that the 
hospital should report the respective 
push code.  The only other 
stipulation for reporting these push 
codes is that the healthcare 
professional administering the 
injection is continuously present to 
administer and observe. 
 
To view Transmittal 573, go to:  
http://www.cms.hhs.gov/manuals/pm_trans/R573CP.pdf 
 
 
 
Second Quarter Updates to OPPS 

 
CMS released the second quarter 
updates June 17, 2005, which has 
been rescinded and replaced with 
Transmittal 599.  The summary update 
is as follows: 
 
1. Smoking and Tobacco-Use 

Cessation Counseling Services—
These services will be a Part B 
covered benefit when certain 
coverage conditions are met, and 
is subject to certain frequency and 
other limitations.  See Medicare 
National Coverage Determinations 
Manual, Pub. 100-3, Section 
210.4. 

2. Drugs and Biologicals—Updates to 
Average Sales Price (ASP) (55 
drugs and biologicals), Update to 
Payment Rates, and Newly-
Approved Drugs Eligible for Pass-
Through Status (Paclitaxel Protein 
Bound Particles, Pegaptiamib 
Sodium, Clorarabine,  and 
Aprepitant). 

3. Med ica l  Nu t r i t i on  Therapy  
Services—Hospital outpatient 
departments report CPT codes 
97802, 97803, and 97804 to the 
Fiscal Intermediary (FI) using the 
UB-92. 

4. Reprocessing of OPPS Claims 
Containing Certain Surgical 
Procedures—CMS discovered an 
error in the OPPS Pricer software 
that miscalculated outlier payment.  
FIs shall mass adjust claims that 
meet specific criteria by September 
15,  2005.  Hospitals may want to 
review its claims data back to 
January 1, 2003, to see if they 
qualify for this adjustment. 

5. No-Cost Device Coding—CMS has 
advised hospitals to report devices 
that have no cost with the 
associated procedure either with a 
zero charge or token charge.  This 
will ensure that claims are not 
denied due to OCE edits. 

 
Transmittal 599, CR 3915, June 30, 
2005: 
http://www.cms.hhs.gov/manuals/pm_trans/R599CP.pdf 
 
 
 
 

Home Health (HH) Consolidated 
Billing 

 
CMS will publish, at a minimum, annual 
updates to the HH consolidated billing 
code lists.  The last update occurred 
with the calendar year 2005.  Some of 
the types of services subject to the HH 
consolidated billing provision are:  
skilled nursing care, home health aide 
services, physical therapy, speech-
language therapy, occupational 
therapy, medical social services, routine 
and nonroutine medical supplies, etc.   
 
To view 11/01/2004 Billing Master 
Code List, go to: 
http://www.cms.hhs.gov/providers/hhapps/#Home#Home 
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Use of 12x Type of Bill (TOB) for 
Billing Vaccines and Administration 

 
Effective for services on or after July 1, 
2005, hospitals must now use 12x TOB 
instead of 13x TOB for billing vaccines, 
including roster billing and the 
administration of those vaccines 
provided to hospital inpatients under 
Medicare Part B.  Healthcare Common 
Procedure Coding System (HCPCS) 
G0008, G0009, and G0010 should be 
reported with revenue code 771 and a 
12x TOB. 

 
Hospitals should use the discharge data 
of the hospital stay or the date benefits 
are exhausted on 12x OB for vaccines 
and their administration when provided 
to hospital inpatients.   
 
Vaccine billings provided to other than 
hospital inpatients under Part B remains 
unchanged, and the appropriate TOBs 
for those services remain as 13x, 22x, 
23x, 34x, 72x, 75x, and 85x.   
 
For more information, go to:   
http://www.cms.hhs.gov/manuals/pm_trans/R473CP.pdf 
 
 

New Healthcare Common Procedure 
Coding System (HCPCS) Drug 

Codes 
 
Effective July 1, 2005, the following 
HCPCS codes are being added:   
 
Q4080:   Iloprost, inhalation solution, 
administered through DME, 20 mcg 
 
Q9958:   High osmolar contrast 
material (HOCM), up to 149 mg/ml 
iodine concentration, per ml 
 
Q9959:   High osmolar contrast 
material, 150 - 199 mg/ml iodine 
concentration, per ml 
 
Q9960:   High osmolar contrast 
material, 200 - 249 mg/ml iodine 
concentration, per ml 
 
Q9961:  High osmolar contrast 
material, 250 - 299 mg/ml 
 
Where appropriate, revenue code 636 
should be assigned when billing the 
HOCM HCPCS codes. 
 
For additional information, go to:   
http://www.cms.hhs.gov/medlearn/matters/mmarticles/2005/MM3847.pdf   
 

 
Continuous Positive Airway Pressure (CPAP) Therapy for Obstructive 

Sleep Apnea 
 
On April 4, 2005, the Centers for Medicare & 
Medicaid Services (CMS) announced that the 
national coverage policy for CPAP therapy for 
Obstructive Sleep Apnea (OSA) will remain 
unchanged. Unattended home sleep testing for the 
diagnosis of OSA is not considered reasonable 
and necessary. Polysomnography must be 
performed in a facility-based sleep study 
laboratory, not in the home or a mobile facility as 
stated in the Medicare NCD Manual (Pub. 100-03). 
The use of CPAP is covered under Medicare when 
used in adult patients with moderate or severe 
OSA for whom surgery is a likely alternative to CPAP. The implementation date 
was June 6, 2005.   
 
For more information, go to: http://www.cms.hhs.gov/manuals/pm_trans/R35NCD.pdf 
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Correct Coding 
Initiative Edits – 

Update 
 

Physicians should be 
alerted that the quarterly 

updates to the coding 
initiatives as the next 

edition of CCI edits  will 
be effective on July 1, 
2005. The current CCI 

edits and  Mutually 
Exclusive Code (MEC) 
edits on the Centers for 
Medicare & Medicaid 
(CMS) web site at: 

http://www.cms.hhs.gov/
physicians/cciedits 
The web site will be 

updated with the Version 
11.2 edits as soon as 

they are effective. 
http://www.cms.hhs.gov/
manuals/pm_trans/R563

CP.pdf 
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Special Report:  ICD-9-CM Revised Guidelines Released 
 
     For the first time in five years, the Centers for Medicare and Medicaid Services (CMS) and the National 
Center for Health Statistics updated the ICD-9-CM official guidelines for coding and reporting.  All of the in-
structions and clarifications are published in the quarterly Coding Clinic for ICD-9-CM. The revisions to the 
official guidelines for ICD-9-CM were released on March 16, 2005, and were made effective as of April 1, 
2005.   

 
       Chapter 1 - Septicemia, Systemic Inflammatory Response Syndrome  
       (SIRS), Sepsis, Severe Sepsis, and Septic Shock:  The topics in this  
       chapter include sepsis as principal diagnosis, sequencing of sepsis and  
       SIRS, post procedural sepsis and septic shock.   
 
       Chapter 2 - Encounters for Prophylactic Organ Removal:  Coding and  
       sequencing for Prophylactic Organ Removal.       
                
       Chapter 3 - Diabetes Mellitus:  Guidance in regards to the assignment of  
       the fifth digits, coding type I verses type II disease, the use of code V58.67  
       (long-term (current) use of insulin), coding diabetic complications and  
       manifestations, and insulin pump malfunction. 
 
       Chapter 7 - Cerebral Infarction/Stroke/Cerebrovascular Accident (CVA): 
       Default coding stroke, CVA, and cerebral infarction NOS is explained.   
 
       Chapter 8 - Chronic Obstructive Pulmonary Disease (COPD), Bronchitis,   
       and Asthma:  Conditions that make up COPD, the correct coding of  
       overlapping conditions, terminology, and circumstances for correct coding of  
       acute exacerbations and acute bronchitis in patients with COPD. 
 
       Chapter 11 - Current Conditions Complicating Pregnancy:  Codes for  
       utero surgery, current conditions affecting pregnancy management,               
       diabetes mellitus complicating pregnancy versus gestational diabetes, and  
       normal delivery episode coding topics. 
     
       Chapter 14 - Congenital Anomalies:  Code assignments associated with 
       conditions and birth episode coding of congenital anomalies. 
 
       Chapter 15 - Perinatal Rules:  Coding assignments for circumstances of  
       perinatal codes, sequencing, default condition codes, perinatal infections,  
       newborn sepsis, and the use of category V29 (observation). 
 
       Chapter 17 - Toxic Effects:  The appropriate code ranges, coding of  
       associated condition of associated conditions, and application of external  
       cause codes. 
 
       Chapter 18 - V Codes:  An updated table is provided in the revision.  
                 
       Chapter 19 - Supplemental Classification of External Causes of Injury   
       and Poisoning (E Codes):  Modified guidelines concerning circumstances    
       for E code assignment. 
 

  For additional information, go to: http://www.cms.hhs.gov/medlearn/icd9code.asp  
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Changes to Physical Medicine and 

Rehabilitative Services 
 
CMS made a few changes to this 
section of CPT for 2005.  CPT code 
97601 was deleted and was replaced 
with 97597 and 97598.  CMS also 
added CPT codes 97605 and 97606.   
 
Summary descriptions for the new 
codes are provided below: 
 
 97597 Active wound care < 20 cm 
 
 97598 Active wound care > 20 cm 
 
 97605 Neg press wound tx < 50 cm 
 
 97606 Neg press wound tx > 50 cm 
 
Another change for 2005 was to CPT 
code 97602, Wound(s) care non-
selective.  CMS changed the APC 
status indicator from N (bundled) to A 
(paid under fee schedule).  However, 
CMS has since released CR 3647, 
further updating the use of therapy 
codes.  CPT codes 97010, 97602, 
97605, and 97606 are bundled codes 
although they appear in the Addendum 
B with a status indicator of A.  These 
codes are not separately payable, and 
if billed alone, these codes will be 
denied using group code CO on the 
remittance advice notice with claim 
adjustment reason code 97.  This 
update is effective for implementation 
on July 5, 2005. 
 
To view the CR 3647 in its entirety, 
go to: 
http://www.cms.hhs.gov/medlearn/matters/mmarticles/2005/MM3647.pdf.  

 
  

 
 
 
 
 
 
 

 
National Provider Identifiers 

 
Beginning, May 23, 2005, providers—
including physicians, dentists, 
pharmacists, hospitals, nursing 
homes, pharmacies, and group 
practices—can apply for their National 
Provider Identifiers (NPI), the numbers 
that will replace all identifiers currently 
used in standard transactions. There 
are three ways providers can apply:  
 
1. Through a web-based application 

process on the CMS Web site at: 
https://nppes.cms.hhs.gov. 

2. By mail :  Send completed 
applications to the enumerator, 
Fox Systems, Inc., at NPI 
Enumerator, P.O. Box 6059, 
Fargo, ND 58108-6059.  

3. By an electronic file by another 
organization, as long as the 
provider gives permission. This 
option will only be available 
beginning in the fall of 2005.  

 
The standard unique identifier for 
health care providers is mandated by 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) 
and will become the primary health 
care provider identifier for standard 
transactions.  Other HIPAA standards 
implemented are those for electronic 
transactions and code sets, the 
employer identifier, and the privacy 
and security of protected health 
information.  Even though NPI must 
be used on standard transactions with 
health plans other than small health 
plans, healthcare providers should not 
begin using the NPI in standard 
t r a n s a c t i o n s  b e f o r e  t h e 
implementation date of May 23, 2007.   
 
For additional information, go to: 
http://www.cms.gov/hipaa/hipaa2/regulations/identifiers/default.asp 

or call the HIPAA hotline at 866-282-
0659. 
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Modification to 

Reporting of 
Diagnosis Codes 

for Screening 
Mammography 

Claims 
 

All providers billing 
Medicare carriers or 

fiscal intermediaries for 
screening   

mammography should 
be aware to assure 

proper coding. Code 
either V76.11 – 

“Special screening for 
malignant neoplasm, 

screening 
mammogram for high 

risk patients” or    
V76.12 – “Special 

screening for malignant 
neoplasm, other 

screening 
mammography” on the 

claim.   
 

For additional 
information, go to:  

http://www.cms.hhs.gov/manua
ls/transmittals/comm_date_dsc

.asp 
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The summary changes are described 
under "Acute Inpatient Highlights" at: 
http://www.cms.hhs.gov/providers/hipps/ 
 
Some of the proposed DRG 
reclassifications include: coronary/
carotid artery stents, kyphoplasty, 
stroke, cardioverter/defibrillator, and 
unruptured cerebral aneurysms.    
 
The Federal Register containing the 
proposed 2006 IPPS can be found at: 
http://www.cms.hhs.gov/providerupdate/regs/cms1500p.pdf 

 
 
 

 
On June 1, 2005, CMS published 
changes to payment tables for FY 
2006 Inpatient Hospital Prospective 
Payment System proposed rule. They 
updated changes to the tables to 
correct several errors made.  
 
Table 5 includes an additional 8 DRGs 
that would qualify as post acute care 
transfers under the proposed criteria 
and an additional 47 of the proposed 
DRGs that would be paid under the 
special payment methodology under 
the proposed post acute care transfer 
policy. Corrections to the 3-year 
average hourly wage and a correction 
to the imputed rural floor resulted in 
changes to the wage index and 
outcommuting adjustments. New 
versions of tables were posted to 
Tables 2, 3A, 3B, 4A, 4B, 4C, 4F, 4J, 
9A, 9B, and 9C.  
 

 

2006 Inpatient PPS Proposed Rule 
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Brentwood, TN  37027 

Phone: (800) 659-5145 
Fax: (615) 661-5147 

http://www.hmi-corp.com/ 

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 re-
views, as well as other revenue improvement services, utilizing the provider’s chargemas-
ter. 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 fed-
eral 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 account-
ability through management plan objectives and guaranteed service based on our abil-
ity to deliver results.  
  
 

Do you have a specific coding question or topic that you would like to 
see addressed in our next newsletter?  You may fax your question to 
(615) 661-5147 or go to “contact us” on our website at www.hmi-corp.
com.  We would like to hear from you. 
 

Newsletter Prepared By: 
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