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Changes to the 2003 edition of CPT-4 should be carefully reviewed by all coding 
staff.   
 
What appears to be a simple change in description for some of the codes can 
have a significant impact on reimbursement for both the facility and the physician.   
 
For example, the excision of a 1.9 centimeter skin lesion can change from CPT-4 
code 11402 to 11403 since the definition of the code has been changed to 
include the tissue surrounding the lesion as well as the lesion.  If the surrounding 
tissue measures more than 0.6 centimeters the CPT-4 code will change as 
indicated.  The APC payment rate (2003 unadjusted) will change from 
approximately $196 to $375.  Physician payment (2002 Tennessee) will change 
from approximately $91 to $108. 
 
 
Medicare announced on 12/12/2002 that it has adopted a new rule to ensure 
Medicare payments are reasonable. The new rule will allow payments to be 
increased where they are found to be too low, or decreased where they are found 
to be too high.  The maximum adjustment to any payment is limited to no more 
than a 15% increase or decrease in any year.  The rule will be published in the 
12/13/2002 Federal Register and will become effective as of February 11, 2003.   
 
Before you start gathering your data to show why payments for your services 
should be increased, take note that this rule does not apply to payments made 
under the physician fee schedule, or any prospective payment system.  That 
means that the APC and DRG rates cannot be adjusted using this method, nor 
can SNF or Home Health rates.   
 
It may be possible to petition your Fiscal Intermediary to adjust laboratory 
payments since they are paid under a separate fee schedule that was not 
specified in the notice. 
 
 
 
Self-administered drugs provided as an integral part of a procedure were noted in 
the November 1, 2002 Federal Register that they are to be treated as if they were 
a packaged supply rather than as a drug.  To be treated as a packaged supply, 
the drug must be necessary for the performance of the procedure or treatment 
and be administered in the outpatient setting.  Drugs provided solely for the 
patient to take home would not be considered as a packaged supply.   
 
Hospitals may not separately bill directly to the patient for any supplies that are 
packaged into a procedure or treatment. 
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The physician fee schedule for 2003 will not be available for use until some time 
after January 1, 2003.  CMS has issued interim instructions to carriers that 
extends the use of the 2002 fee schedule into 2003.   
 
Physician services will be paid at the 2002 rate until further notice.  It is 
recommended that the new codes for 2003 not be submitted until further 
information is received from your Medicare carrier. 
 
 
 
Billing of Immunosuppressive drugs furnished to transplant patients will change 
as of January 1, 2003.  Fiscal Intermediaries will not longer make payment to 
hospitals for outpatient use of Immunosuppressive drugs that are not provided to 
outpatients as a part of the procedure or treatment package. 
 
Hospitals that supply Immunosuppressive drugs to transplant patients must 
submit charges through the Durable Medical Equipment Regional Carrier 
(DMERC).  Hospitals that require a supplier number for billing the DMERC should 
submit a CMS-855-S to the address on the form as soon as possible. 
 
 
 
Dialysis related laboratory tests that meet all of the following criteria should be 
submitted with the new “CB” modifier:    (CMS PM AB-02-175) 

• The patient is in a SNF resident in a Part A stay 
• The patient has ESRD entitlement 
• The test has been ordered by a dialysis facility 
• The test is not a part of the dialysis composite rate 
• The test is related to treatment of the patient’s ESRD 

Any tests that meet this criterion and have been denied since April 1, 2001, 
should be resubmitted using the CB modifier. 
 
 

 
Do you have a specific coding question or topic that you would like to see addressed in our next newsletter?  Please 
fax (615) 661-5147 or go to feedback on HMI’s website: www.hmi-corp.com.  We would like to hear from you. 
 
If you wish to be removed from our mailing list, please go to feedback on HMI’s website. 
 
Newsletter Prepared by: 
HMI Corporation  
155 Franklin Road, Suite 190 
Brentwood, TN  37027 
(615) 661-5145 
 

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. 
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